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De-intensifying Medications

D Dementia (especially those with erratic eating 
patterns of behaviour)

E Elderly (especially age > 80 years or over)

I Impaired renal function (particularly end stage 
renal disease)

N Numerous comorbidities (especially > 5 comorbidity)

T Tight glycaemic control (especially with HbA1c is 
less than 53 mmol/mol or (7%))

E End of life phase with life expectancy less than 
one year

N Nursing home residents (especially those with 
multimorbidity)

S Significant weight loss (especially unintentional 
indicating frailty)

I Inappropriate medications (especially incidents  
of sulphonylureas)

F Frequent hypoglycaemia (especially serious 
episodes needing assistance)

Y Years of diabetes (especially > 20 years)

Offer holistic assessment following a 
comprehensive geriatric framework, considering 
physical and mental health functional and social 

domains life expectancy and the wishes of the 
individual and or carers

Adopt a patient-centred approach to identify and 
prioritise health and social care needs and plan 

further management accordingly

Enquire about symptoms as evidence of 
hypoglycaemia and review hypoglycaemia risk

IS THERE EVIDENCE OF A HIGH 
RISK OF HYPOGLYCAEMIA?

REVIEW GLYCAEMIC MANAGEMENT

a. De-intensify glucose lowering agents as 
clinically indicated

b. Review other non-glucose lowering agents 
that may cause hypoglycaemia

DE-INTENSIFYING 
MEDICATIONS
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Algorithm for deprescribing in type 2 diabetes in older people 
aged > 64 years with moderate or severe frailty

Functionally 
independent1

Avoidance of 
complications

HbA1c target is 53-59 
mmol/mol (7-7.5%)

Safety and comfort - 
aim to decrease drug burden, 

avoid complications

HbA1c target is 58 mmol/mol (7.5%) or less if no moderate  
or severe frailty and 75mmol/mol (9%) or less if there is moderate 

or severe frailty

Safety and comfort -
decrease drug burden

Symptom control - 
keep as comfortable as 
possible, keep hydrated

Avoid symptomatic 
hypoglycaemia or 
hyperglycaeimia

Aim for blood glucose 
5mmol/l to 15mmol/

Functionally dependent1 Frailty and dementia1 End of life1

AGREED GOAL FOR MANAGEMENT 

AGREED SAFE GLYCAEMIC TARGET 

PROPOSED DEPRESCRIBING 

Reduce doses to 
minimal effective dose

Endeavour to reduce  
sulphonylureas and stop 

where possible2,3

Stop sulphonyluria4 
and change NPH insulin 

to ultra long-acting  
insulin analogues with 

evidence of lower rates of 
hypoglycaemia6,7

Stop metformin, SUs, 
SGLT2-I’s4, TZDs and GLP1 
RA’s. Consider ultra long-
acting insulin analogues 
with evidence of lower 

rates of hypoglycaemia5,6,7 
Use prandial rapid-acting 

insulin when blood 
glucose above 15mmol/l

CONSIDER: 
• Risk of hypoglycaemia
• Risk of falls
• Risk of unnecessary adverse events
• Doubtful clinical benefit due to low life expectancy and maintaining patient’s comfort
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INTERVENTION DISADVANTAGES DEPRESCRIBING ACTION TO CONSIDER

1. Metformin GI side effects contraindicated  
with renal insufficiency

 k Withhold during acute illnesses and  
restart afterwards

2. Sulfonylurea Weight gain, hypoglycaemia, 
No CVD benefit

 k Consider alternative therapy or reduce 
dose

3. Thiazolidinedione Fluid retention, HF, weight gain, 
bone fractures

 k Do not use in frail patients, those prone to 
falls and those with HF

4. GLP-1 agonist GI side effects including nausea  
and vomiting

 k Consider reducing dose if not tolerated.
 k Offers CVD benefit (11)

5. DPP-4 inhibitor Possible increased risk of HF  
with Saxagliptin

 k Generally safe as a class
 k Offers no CVD benefit

6. SGLT2 inhibitor Vulvovaginal candidiasis, urinary tract 
infections, hypovolaemia and DKA risk

 k Consider stopping in frail patients prone 
to falls and UTI’s

 k Offers CV and renal benefit

7. Insulin One to four injections daily, blood glucose 
monitoring, weight gain, hypoglycaemia

 k Consider changing to long-acting 
analogues if recurrent hypoglycaemia 
(especially nocturnal) 

INTERVENTION DISADVANTAGES DEPRESCRIBING ACTION TO CONSIDER
BEWARE OF NON-DIABETIC MEDICATIONS THAT MAY CAUSE HYPOGLYCAEMIA:

1. Corticosteroids
2. Beta-blockers
3. Second-generation 

Antipsychotics e.g. Olanzapine 
and Clozapine

4. Thiazide and thiazide-like 
diuretics

5. Calcineurin inhibitors (CNIs) 
e.g. Tacrolimus

6. Protease inhibitors
7. Quinolones

Cause hyperglycaemia, so when 
stopped, may lead to hypoglycaemia  
if current diabetes medications 
continued on same dose

 k Consider dose decreases of the 
antidiabetic medications when 
stopping these medications

INTERVENTION DISADVANTAGES DEPRESCRIBING ACTION TO CONSIDER
DRUGS THAT MAY CAUSE HYPOGLYCAEMIA:

1. Quinine
2. Alcohol
3. Salicylates 
4. ACE-Is
5. MAO-Is

May cause hypoglycaemia  k Decrease doses of the antidiabetic 
medications

ABBREVIATIONS: 
CVD: cardiovascular disease; GI: gastrointestinal; HF: heart failure
GLP-1: glucagon-like peptide-1; DPP-4i: dipeptidyl peptidase-4 inhibitors
SGLT2: sodium-glucose co-transporter 2: TZD; Thiazolidinedione (Pioglitazone) 

SU: sulphonyluria
NPH insulin: Neutral Protamine Hagedorn
ACE-I: Angiotensin converting enzyme inhibitors
MAO-I: Monoamine Oxidase-Inhibitors
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De-intensifying Medications

1. idf-guideline-older-people-T2D.pdf  https://www.idf.org/e-library/guidelines/78-global-guideline-for-managing-older-people-with-type-2-diabetes.html

2. Lipska KJ, Ross JS, Wang Y, et al. National trends in US hospital admissions for hyperglycemia and hypoglycemia among Medicare beneficiaries, 1999 to 2011. JAMA Intern Med 2014; 174:1116.

3. Budnitz DS, Lovegrove MC, Shehab N, Richards CL. Emergency hospitalizations for adverse drug events in older Americans. N Engl J Med 2011; 365:2002.

4. Nystrom T, Bodegard J, Nathanson D, Thuresson M, Norhammar A, Eriksson JW. Novel oral glucose-lowering drugs compared to insulin are associated with lower risk of all-cause mortality, 
cardiovascular events and severe hypoglycemia in type 2 diabetes patients. Diabetes Obes Metab. 2017;19(6):831–841

5. Goldman J, White JR Jr. New insulin glargine 300 u/mL for the treatment of type 1 and type 2 diabetes mellitus. Ann Pharmacother 2015;49:1153–61.

6. Wysham C, Bhargava A, Chaykin L et al (2017) Effect of insulin degludec vs insulin glargine U100 on hypoglycemia in patients with type 2 diabetes: the SWITCH 2 randomized clinical trial.  
JAMA 318:45–56

7. Marso SP, McGuire DK, Zinman B et al (2016) Design of DEVOTE (trial comparing cardiovascular safety of insulin degludec vs insulin glargine in patients with type 2 diabetes at high risk of 
cardiovascular events)—DEVOTE 1. Am Heart J 179:175–183

8. Zinman B, Wanner C, Lachin JM et al (2015) Empagliflozin, cardiovascular outcomes, and mortality in type 2 diabetes. N Engl J Med 373:2117–2128. https://doi.org/10.1056/NEJMoa1504720

9. Neal B, Perkovic V, Mahaffey KW et al (2017) Canagliflozin and cardiovascular and renal events in type 2 diabetes. N Engl J Med 377:644–657. https://doi.org/10.1056/NEJMoa1611925

10. Zhang X-L, Zhu Q-Q, Chen Y-H et al (2018) Cardiovascular safety, long-term noncardiovascular safety, and efficacy of sodiumglucose cotransporter 2 inhibitors in patients with type 2 diabetes 
mellitus: a systemic review and meta-analysis with trial sequential analysis. J Am Heart Assoc 7:e007165. https://doi.org/10.1161/JAHA.117.007165

11. Zaccardi F, Htike ZZ, Webb DR et al (2016) Benefits and harms of once-weekly glucagon-like peptide-1 receptor agonist treatments: a systematic review and network meta-analysis. Ann Intern Med 
164:102–113. https://doi.org/10.7326/M15-1432

References


