
SYMPOSIUMCARE OF THE ELDERLY
DIABETES 

dietary restriction, frequent blood
testing, insulin injections and
polypharmacy may be a burden
leading to additional complications.
For example, dietary restriction may
cause weight loss, frequent finger
pricks and insulin injections may lead
to agitation especially in cognitively
impaired patients and polypharmacy
may increase risk of falls. 

Hydration should be maintained
because of impaired thirst sensation
particularly in patients with dementia
to avoid risk of volume depletion and
hyperglycaemic crises.  
Individualised vs disease oriented
models of care: The individualised
care model covers a holistic approach
to address the complex needs of the
individual rather than focusing on a
single disease. The health status of
older people with diabetes is too
heterogeneous to develop a single
intervention strategy to fit all.
Therefore, educational programmes
should be adapted to patients’
abilities. Each individual should have
their own care plan — taking into
consideration their wishes and
preferences, functional status and life
expectancy — putting quality of life at
the heart of therapeutic goals.  

CONCLUSION
Older patients with diabetes are a
heterogeneous group with varying
health status. The management of
diabetes in older people poses unique
challenges. The increased prevalence
of comorbidities associated with
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Although there is an association
between hyperglycaemia and
cognitive dysfunction, it has been
shown that intensive glycaemic
control is not able to prevent a decline
in mental function.20

In a community-based study of
1,398 older patients with diabetes,
mean (SD) age 70 (7.4) years, adherence
to diabetes self-care tasks (taking
diabetes medication, performing regular
exercise, following a recommended
eating plan,undertaking blood glucose
monitoring and foot inspection)
decreased as cognitive impairment
increased. Specific self-care tasks 
of exercise and diet adherence were
the most strongly associated with
cognitive impairment.21

The findings of this study may alert
clinicians to the importance of
screening for cognitive dysfunction if
noncompliance with self-care tasks is
observed, see table 5, above.
Care home residents: Around one in
four residents in care homes has
diabetes. Comorbidity burden is high
in this population especially with
regard to continence, feeding, mobility
and communication. In one study,
patients had a mean of four 
comorbidities (range 1-8) in addition
to diabetes.22 Therefore, diabetes
management in these settings should
take into account patients’ frail
condition and complex needs. 

Quality of life should be maintained
without subjecting residents to
unnecessary therapeutic interventions.
Tight glycaemic control including

Table 5

Screening and referral for cognitive dysfunction in older patients 
with diabetes
A Screening
•Screening for cognitive dysfunction should be part of the annual review or
carried out sooner if patients show signs of noncompliance with medication, diet
or frequent hypoglycaemia
•Screening and treating cardiovascular risk factors may reduce cerebrovascular
disease and risk of cognitive dysfunction
•The time frame of benefit for blood pressure and lipid lowering is short (around
1-2 years) unlike that of blood glucose control which is longer (around 10 years).
Therefore, patients with limited life expectancy (< 5 years) may still benefit from
blood pressure and lipid lowering to reduce cognitive decline when the benefit
from tight glycaemic control is limited

B Referral
•Mild cognitive dysfunction can mostly be managed in primary care
•Referral to a psychogeriatrician should be considered if the patient has a low
score on mental function assessment (e.g. ≤7 in abbreviated mental test)
•Referral should also be considered if patients develop significant difficulties in
activities of daily living or performing tasks necessary to maintain their diabetes
management because of a decline in cognitive function
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Around 50% of older people with diabetes are asymptomatic. 
When symptoms are present they are often nonspecific,
patients may feel generally unwell, tired or lethargic.
Classic osmotic symptoms are usually less prominent in
older age because of an increased renal threshold for
glucose, resulting in reduced polyuria, and impairment of
thirst sensation, resulting in reduced polydipsia. Because
of the complexity of diabetes in old age a comprehensive
assessment is important at initial diagnosis, with the aim of
preventing loss of autonomy and preserving independence.

Diabetes should be diagnosed if fasting plasma glucose 
is ≥7 mmol/L or two hour postprandial glucose ≥ 11.1 mmol/L.
In addition to traditional micro- and macrovascular
complications seen in younger people, older people with
diabetes are at risk of developing atypical complications or
geriatric syndromes such as cognitive dysfunction, depression,
disability, falls, persistent pain and urinary incontinence.

Glycaemic targets should be individualised taking into 
consideration the patient’s overall health and life expectancy.
Older people may tolerate higher levels of blood glucose
before they develop osmotic symptoms because of a higher
renal threshold for glucose with increasing age. On the other
hand, they may appear to tolerate lower levels of blood
glucose because of diminished autonomic symptoms of
hypoglycaemia.

HbA
1c

levels should be around 53 mmol/mol (7%) for 
the fit elderly, in the community with new onset diabetes.
However, for older people with established cardiovascular
disease and long-standing diabetes a safer target around
58 mmol/mol (7.5%) is appropriate. In frail older people
with multiple comorbidities a target around 64 mmol/mol
(8%) is suitable. Targets could be even higher for more
frail elderly patients. 

Elderly patients are at an increased risk of hypoglycaemia 
even at a comparable level of glycaemic control to
younger patients. Patients taking longer acting sulfonylureas
should be switched to shorter acting agents. In insulin-
treated patients long-acting insulin analogues may be a
good option as they reduce the risk of hypoglycaemia.

Older people with diabetes are twice as likely to develop 
Alzheimer’s disease or vascular dementia as age-matched
controls without diabetes. Persistent hyperglycaemia
may play a part in increasing cerebovascular disease by
inducing inflammation, endothelial dysfunction, oxidative
stress and insulin resistance. These cerebrovascular
changes may explain the increased incidence of vascular
dementia. Accelerated brain ageing due to insulin
dysregulation, altered amyloid metabolism, protein
glycation and direct cerebral glucose toxicity may explain
the increased incidence of Alzheimer’s type dementia.




