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• 2012 – Consensus Report on Older Adults

• 2015 – Standards of Care, Older Adult Chapter 

• 2016 – Mention of End-of-Life Care

• 2018 – Deintensification of complex regimens 

• 2019 – Insulin regimen simplification algorithm
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Figure 1
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Follow standard of care guidelines with individualized management goals

Signs, symptoms, or factors that should trigger
reevaluation of treatment goals and the treatment strategy (see Table 2)

S1 – Seeking Triggers

Investigate signs, symptoms, or factors that may impact treatment goals or strategies

S2 – Shared Decision Making

Consult with older adult and care partner 
on next steps

S3 – Set/reset Goals

Revise management goals based on 
changes in clinical, psychosocial, and 

environmental milieu and the individual’s 

preferences and values 

S4 – Simpler and Safer Treatment

Modify the treatment strategy based on 
individual- and disease-specific 

considerations, with an emphasis on 

safety

Older adults with diabetes

Older adults with diabetes having difficulty with current diabetes regimen



Check with 

care partners 

and/or 

pharmacy for 

medication 

adherence

Red Flags

2-week CGM 

to evaluate 

glycemic 

patterns

Medication 

adverse 

effects?

Medication 

interactions?

Nocturnal 

hypoglycemia

?

Recurrent 

hypoglycemia

?

Unrecognized 

hypoglycemia

?

Diabetes 

regimen 

complexity?

Sleep problems

Fall(s)

Harmful weight loss

New/worsening cognitive 
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Missed doses of medication

Extra doses of medication

Anxiety about medications/doses

Confusion, delirium

Extreme 

glycemic 
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Deterioration 

in glycemic 

management?

Cardiovascular event

New/progressing CKD

Nighttime 

hyperglycemia

?New/worsening urinary 

incontinence

Polyuria

Recurrent UTIs

Possible Diabetes-Related Cause or 
Contributing Factor

Diabetes Management Investigative Action

Review 
medications 
for side 
effects, 

interactions, 
inappropriate 
or 
unnecessary 
prescriptions

4S Pathway Step 1

Seeking Diabetes-Related Triggers of Declining Health or Wellbeing 

New/worsening physical health/agility
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4S Pathway Step 4

Simpler and Safer Treatment of Glycemia in T2D

Person has hypoglycemia

SU/glinide

Assess regimen

Basal insulina

Split/mixed insulin

Basal-bolus insulin

Assess eGFR

eGFR < 30

Avoid/Stop

• Avoid/stop metformin

• Stop SU

• Do not start SGLT2ic

Assess 

Appetite/Weight

Normal appetite

No harmful

weight loss

Low appetite

Low weight

Harmful weight loss

Preferred

• DPP4i

Preferred

• DPP4i

• GLP-1 RAe

eGFR ≥ 30

Assess 

Appetite/Weight

Normal appetite

No harmful

weight loss

Low appetite

Low weight

Harmful weight loss

Avoid/Stop

• Metformind

• GLP-1 RAe

• SGLT2ic

Preferred

• DPP4i

• TZDf

Preferredg

• Metformin

• GLP-1 RAe

• SGLT2i

• DPP4i

Replace with Preferred 

Agent

Change timing of dose from 

bedtime to morning

Titrate dose based on fasting 

glucoseb

Use 70% of total dose as basal 

insulin only in the morning

Continue basal insulin

Decrease bolus insulin dose 

by 50% and initiate

Preferred Agent

Up-titrate Preferred Agent 

dose based on glucose 

levels while reducing bolus 

insulin dose; stop bolus 

completely when targets 

achieved

Stop agent most likely associated with tolerability concern or treatment distress (see Table 3)

Person has other problem(s) with diabetes management

aBasal insu lin analogs preferred over NPH due to lower r isk of hypoglycem ia. bFasting glucose  goal: 90–150 mg/dL, measure d over 1 week with fingerstick or CGM . cMay be p rescrib ed for CKD or HF indepe ndent o f T2D or eGFR; monitor f or AEs. dEvalua te for GI  

AEs a s p otential cau se o f weight loss. eInclu des dual GIP/GLP-1 RA.  fMon itor for edem a and o ther AEs. gSelection based o n person-specific con sideration s; see Table 3.

AE = ad verse  event; CGM = continuous glucose  monitor; CKD =  ch ronic kidney dise ase ; DPP4i = dipeptidyl p eptidase 4 inhib itor; eGFR = e stimate d glomerular filtratio n rat e, in  mL/min/1. 73 m 2; GI = g ast rointestin al; GIP =  glucose-depe ndent insulinot ropic 

polypeptide; GLP-1 RA = glucagon-like pep tide 1 recepto r ag onist; HF =  heart failure; NPH = ne utral protamine Hagedo rn; SGLT2i =  so dium  gluco se cotran spo rter 2 inhib itor; SU =  su lfon ylure a; TZD =  thiazo lidin edio ne.
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Lessons Learned from ADA and IGDS

• Proposing an older patient classification system, even one 

not completely evidence-based, helped to operationalize 

concept of overtreatment

• Patient classification has become more evidence-based 

and language of guidelines shifted to more specific 

symptoms and situations

• Adverse outcome was primarily hypoglycemia but now 

shifting to other adverse outcomes (harmful weight loss)

• Important effort devoted to finding the right terminology 

that is acceptable to patients – simplification over 

deintensification
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Party for Older People

American Geriatrics 

Society

Department of Veterans Affairs American Diabetes Association

Description of 

patient 

stratum

A1C goal Description of 

patient 

stratum

A1C 

goal

Description of patient 

stratum

A1C 

goal

Description of patient 

stratum

A1C 

goal

Without major 

comorbiditiesi

7.0-7.5% Healthy 7.0-

7.5%

None or very mild 

microvascular 

complications; life 

expectancy of 10-15 

years

<7.0% Healthy (few co-existing 

chronic illnesses; intact 

cognitive and functional 

status)

<7.5%

Frail patients 

(dependent; 

multi-system 

disease; care 

home 

residency, 

including 

those with 

dementia)

7.6-8.5% Moderate 

comorbidities

7.5-

8.0%

Long duration of 

diabetes (>10 years); 

requires combination 

drug regimen including 

insulin

<8.0% Complex/intermediate 

(examples: multiple co-

existing chronic illnesses*, 

≥2 instrumental ADL 

impairments, or mild-

moderate cognitive 

impairment)

<8.0%

Multiple 

comorbidities

8.0-

9.0%

Advanced 

microvascular 

complications and/or 

major comorbid illness; 

life expectancy <5 

years

8.0-

9.0%

Very complex/poor health 

(examples: long term care, 

end stage chronic illnesses†, 

moderate-severe cognitive 

impairment, or ≥2 ADL 

dependencies)

<8.5%

‡

Comparison of Geriatric Guidelines



4S Pathway Step 4

Simpler and Safer Treatment of Glycemia in T1D

Assess for T1D Treatment Distress (see also 4S Pathway Step 1)

Adjust T1D Management

• Frequent and/or severe 
hypoglycemiaa

• Wide glycemic excursions
(CV% >36%)

• Recurrent level 3 hyperglycemia 
(>250 mg/dL)

CGM or BGM Readings

aAny re curren t hypoglycemia is d etriment al, inclu ding  level 1 (≤70 mg/d L), level 2 (<54 mg/ dL), o r leve l 3 (re quir in g help from an other person ).

BGM, fingerstick blood glucose mo nito ring; CGM, con tinu ous glucose mo nito r; CV% = coe fficie nt of var iation.

• Cognitive or functional decline
• Need for care partner support for 

daily activities
• Patient or care partner stress due to 

complexity of regimen

Individual Characteristics

• Emergency care for hypoglycemia, 
hyperglycemia, or DKA

• Onset/worsening of CKD or other 
comorbidities that increase 

hypoglycemia risk

Medical Events

General
Reinforce diabetes management education for both individual with T1D and care partner(s)
Involve care partner(s) in daily management

Hypoglycemia
Adjust daily glucose target range to help avoid hypoglycemia (e.g., 5.6–10.0 mmol/L [100–200 mg/dL])
If available, use alarm-enabled glucose-sensing technology

Cognitive or 
functional 
impairment

Tailor diabetes management plan to fit individual with T1D and care partner’s capabilities for day-to-day management
Provide diabetes management education to care partner(s), including:
• Insulin administration
• Prevention and treatment of hypoglycemia

Figure 4
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Potential road map for diagnosis and management of diabetes overtreatment in older adults with type 2 diabetes. Figure was created in 

BioRender (biorender.com).

Figure Legend:
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