Is an Antihyperglycemic still needed?

August 2018

Does
your elderly (>65 years of age) patient with type 2 diabetes meet one or more
of the following
criteria:
What are
Antihyperglycemics?
Stopping,
reducing
or changing an
• At risk
• Experiencing, or at risk of, adverse
of drugs
hypoglycemia
to advancing
overly
intense glycemic Antihyperglycemic
effectsfor
from everyone
antihyperglycemic
is not
Antihyperglycemics
are
that are (e.g.
useddue
to reduce
bloodage,
sugar
levels
Yes

No

•

control, multiple comorbidities, drug interactions, hypoglycemia history or
Uncertainty of clinical benefit (due to: frailty, dementia or limited
to treat diabetes.
There are many different types of antihyperglycemic drugs:
If you
are not at risk for low blood sugar, you are not having any side
unawareness, impaired renal function, or on sulfonylurea
or
insulin)
life-expectancy)
• Insulin
• Repaglinide (Gluconorm®)
effects
and you and your prescriber feel there is clear benefit to taking the
• Acarbose (e.g. Glucobay®)
• Canagliflozin (Invokana®),
medications,
then, you do not need to make any changes.
• Metformin (e.g. Glucophage®)
dapagliflozin (Forxiga®),
Healthy older people may choose to stick with an A1C target less than 7% and
• Alogliptin (Nesina®), linagliptin
empagliflozin (Jardiance®)
• Set individualized
• Address potential contributors to hypoglycemia
A1C and blood
glucose (BG) targets (otherwise
®
®
(Trajenta ), sitagliptin (Januvia ),
• Pioglitazone (Actos®), rosiglitazone
blood drug
sugarinteractions
goals similar
toas
their younger days in order to reduce the risk of
healthy with 10+ years
life expectancy, A1C < 7% appropriate;
(e.g. not eating,
such
saxagliptin (Onglyza®)
(Avandia® )
complications.
considering advancing
age, frailty, comorbidities and time-to-benefit,
trimethoprim/sulfamethoxazole and
®
•
Products are available that combine
A1C < 8.5% and BG < 12mmol/L may be acceptable; at end-of life,
sulfonylurea,
cessation
drugs
causing
But,recent
people
over 65of
who
might
be at risk of low blood sugar or want to revisit
(e.g. Byetta ), liraglutide (Victoza )
2 different drugs in 1 pill
BG < 15mmol/L may be acceptable)
(good
practice
recommendation)
hyperglycemia
–
see
reverse)
Stillhealth
at risk?
®
their
diabetes
treatment
goals
should
talk to their
care provider about
• Gliclazide (e.g. Diamicron ),
®
whether deprescribing is the right choice for them.
glimepiride (Amaryl ), glyburide
(Diabeta®), tolbutamide

Continue
Antihyperglycemic(s)
No

Yes
Recommend DeprescribingHow to safely reduce an Antihyperglycemic

Why use less of, stop, or change Antihyperglycemics?

First, work with your health care provider to choose appropriate blood sugar
and A1C targets for your age and state of health. For example, blood sugars less
than 12mmol/L and A1C less than 8.5% may be appropriate for an older, frailer
• most likely to contribute to hypoglycemia (e.g. sulfonylurea, insulin; strong recommendation
systematic
reviewconditions.
and GRADE approach) or other adverse
person withfrom
many
other medical
With age, benefits
are less
clear recommendation)
and the risk of hypoglycemia (low blood sugar)
effects (good
practice
Together, develop a plan for medication changes. This might involve reducing
gets higher. Very low blood sugar targets (tight control) may not be needed and
can be risky. Older people may also need lower doses to avoid other side effects
a dose, changing to a safer medication or stopping a medication altogether.
that can •happen
with
low
kidney
function.
Such
changes could occur
every
1 to
weeks,
always
under the
with lower risk of hypoglycemia (e.g. switch from glyburide to short-acting gliclazide
or non-sulfonylurea;
change
NPH
or2mixed
insulin
to detemir
or supervision of
your healthreview
care provider.
insulin
hypoglycemia;
strong recommendation from systematic
and GRADE approach)
The risk of glargine
low blood
sugartoisreduce
highernocturnal
for people
who:
When antihyperglycemic drugs are first given, the goal is to keep blood sugar levels
within a certain range to prevent problems like heart attacks, strokes or nerve
damage. It can take several years of treatment to reduce risk of these problems.
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This pamphlet accompanies
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What to do if blood sugars go above your
individualized target?

Monitor daily for 1-2 weeks after each change (TZD – up to 12 weeks):

If hypoglycemia continues and/or adverse effects do not resolve:
Visit
• Reduce dose further or try
another deprescribing strategy

Increase frequency of blood glucose monitoring if needed
A1C changes may not be seen for several months

for more information.
If symptomatic hyperglycemia
or blood glucose exceeds individual target:
• Return to previous dose or consider alternate drug with lower risk of
hypoglycemia

If blood sugar readings or A1C go above the agreed upon target, your
• For signs of hyperglycemia (excessive thirst or urination, fatigue)
healthcare
provider may decide to return to the previous dose or consider
• For signs of hypoglycemia and/or resolution of adverse effects related to antihyperglycemic(s)
changing to a different drug with less risk of low blood sugar.
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