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Disclosures

▪ This talk is focused on my experience in Ontario (especially 
Ottawa)

▪ I have no conflicts of interest to disclose.

▪ Please feel free to use this presentation for educational 
purposes.

▪ Please do not  post or distribute this presentation without 
my permission.
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Objectives

▪ Identify the challenges of managing diabetes in 
LTC, especially in the context of the COVID-19 
Pandemic

▪ Construct straight forward diabetes care plans that 
address these challenges and provide quality care

▪ Apply these concepts to case examples 
– Clinical Pearls
– Tips & Tricks
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Challenges
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Pandemic

System

Individual
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COVID-19 Challenges

▪ New coronavirus. 

▪ No immunity, no vaccine, 
treatment uncertain

▪ Transmission between people 
& fomites 
– CLOSE CONTACT

▪ Exponential growth
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Epidemiologic Curves

Canada: rate of doubling is slowing Windsor-Essex County: LTC April
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COVID-19 Cases, May 13, 2020 (Ontario)
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Outbreaks in LTC Homes = 254 (Ontario)
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December 2019

Ontario Health Coalition & UNIFOR
In a press conference at the Ontario Legislature, Natalie Mehra, Executive Director 
of the Health Coalition, noted that we chose the word “crisis” carefully. The situation 
is so extreme that funded long-term care beds cannot be opened because there are 
not enough PSWs to provide the care.
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System Challenges

System Outcome

Long-term care funding already 
stretched thin before COVID-19

Challenging to respond to an acute 
increase in care needs

Funding targeted to a stable 
population / stable needs

Front-line workers often need to 
work in multiple locations to make 
ends meet

Increased risk of transmission to 
vulnerable populations
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System Challenges

System Outcome

Limited research done in LTC / 
oldest adults

Limited ability to practice EBM

Medications funded by the 
province

Limited drug options

Outside support – those outside of 
LTC have little knowledge of this 
patient population and their 
clinical context

Offered support is a poor fit to the 
patient/PCP

Specialist support is often top 
down rather than collaborative.
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Diabetes Challenges

▪ Chronic, progressive, 
multisystem disease

▪ Multi-faceted care
– Diet / Culture
– Exercise
– Co-morbid conditions
– Medication interactions
– Stage of disease

▪ New medications

▪ Previous diabetes 
management / education
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Patient Challenges

90%
86%

80%
76%

62% 61%

COGNITIVE 
IMPAIRMENT

HELP WITH ADLS NEUROLOGIC 
DISEASE

CIRCULATION 
PROBLEM

MSK DISEASE 10+ MEDS

LTC Resident Profile

Canadian Institute for Health Information, 2018
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Patient Challenges

0-64 yrs
7%

65-74 yrs
11%

75-84 yrs
27%85-94 yrs

44%

95 yrs & older
11%
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Patient Challenges

▪ 80% of people with dementia 
will experience behavioural or 
psychological symptoms of 
dementia

▪ 45% of LTC residents will 
exhibit some form of 
aggressive behaviour during 
their stay

©Ruth Ellen, 2020
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Diabetes in LTC

▪ Diabetes prevalence in LTC 
ranges from 25% to 34%
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Patient Challenges

▪ Length of stay – average of 2 years

▪ Most remain in LTC until the end of life.

▪ LTC deaths 2016-2017:  ¼ identified as having < 6 months to live

▪ Those recognized as being near the end of life 97% died in their LTC

▪ Those not recognized as being near the end of life were more likely 
to die in hospital (1 in 5).

▪ We can think of LTC as hospices/PCU for older people, especially 
those with dementia
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Frailty

▪ People living in long-term care typically severe frailty

▪ Their care is complex

▪ Vulnerable to adverse effects of treatments

▪ Guidelines in LTC needs consider the whole person
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Constructing DM Care-plan

Quality management of LTC challenges
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What are we trying to achieve?

▪ It takes:
– 5 years to demonstrate microvascular benefits
– 10 years for macrovascular benefits

▪ There is no evidence of benefit from tight glycemic control 
for those in LTC

▪ Your patient:
– How frail are they?
– What is your estimate of their life expectancy?

▪ What are their priorities?
©Ruth Ellen, 2020



In most cases…

▪ Our focus is on promoting comfort and quality of life.

▪ We are NOT concerned about microvascular or 
macrovascular injury.
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#1: Avoid HYPOglycemia

▪ Atypical presentation
– Dementia may make it difficult to communicate their symptoms
– Lack of awareness / symptoms
– Poor balance, increased falls
– Delirium
– May precipitate a major acute cardiovascular event

▪ Diet: Regular diet instead of “diabetic diet”

▪ AIM: Keep blood glucose ≥ 7.0 mmol/L
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▪ Increased hypoglycemia

▪ Increased hospitalization

▪ Increased cost

▪ Increased human resources to manage

Costs of Tight Glycemic Control
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▪ General physical function decline

▪ Loss of ≥ 1 BADL
– dressing, eating, ambulation/transfers, continence, hygiene/bathing

▪ Frequent falls & increased fracture risk

▪ Frequent ED & Acute Care Admissions

▪ Impaired cognitive function & dementia risk

▪ Psychosocial decline

▪ Worsening frailty

Dangers of Hypoglycemia in Frailty

Abdelhafiz AH, et al. 2015 Aging and Disease
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▪ Non-specific symptoms

▪ Atypical presentation of disease (e.g., delirium, falls, etc.)

▪ Easily misdiagnosed
– Stroke, Vertigo, Visual disturbances

▪ Misidentified as Behavioural & Psychological Symptoms of Dementia 
(BPSD)

▪ Little warning or unawareness of autonomic symptoms

▪ Dementia can impair ability to communicate symptoms

Challenges in Recognizing Hypoglycemia

Abdelhafiz AH, et al. 2015 Aging and Disease
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#2: Avoid complications of prolonged 
severe HYPERglycemia

Increased risk of polyuria, worsening of nocturia and 
incontinence

Symptoms seen with blood glucose above 20 mmol/L

▪ Severe hypovolemia

▪ Increased falls

▪ Delirium: Hypoactive

▪ GI symptoms: Abdominal pain; Nausea & vomiting
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Guidelines vs Real Life

Guidelines, Diabetes Canada, 2018

Functionally
dependent

Frail,
dementia

End of life

A1C, ↓ risk <8.0% <8.5% N/A

A1C, ↑ risk 7.1-8.0% 7.1-8.5% N/A

Glucose

Fasting 5-8 mmol/L 6-9 mmol/L Individualize

Post-prandial <12 mmol/L <14 mmol/L Individualize

LTC Reports

▪ Targets varied
– Fasting: 4-10 mmol/L
– Post-prandial 8-15 mmol/L
– HbA1c 8%

▪ Individualizing care: most 
important considerations
– Quality of life
– Risk of hypoglycemia

Osman O, 2016, Can J Diabetes©Ruth Ellen, 2020



HbA1c = 7.5%

Bergenstal RM, et al. J Diabetes Sci Technol 2013

BELOW TARGET for CFS 7-8 (Glucose < 7.0 mmol/L) 
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The Frailty Paradox

When a frail older person undergoes a recommended 
procedure (or treatment) for a particular condition, 

they do not experience the expected benefit, but 
rather encounter significant adverse events.
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Website: http://diabetescare.nshealth.ca/
©Ruth Ellen, 2020
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Random blood glucose (BG) Treatment

Less that 7 mmol/L Notify MD/NP. Decrease DM treatment

7.0 – 9.9 mmol/L May be acceptable.
Risk of hypoglycemia with Glyburide, gliclazide, glimepiride, or insulin
Decrease DM treatment If more than one BG below 7.0 mmol/L per 
month

10.0 – 14.9 mmol/L Acceptable if no reversible symptoms of polyuria or nocturia
If they have reversible symptoms assess food intake
Increased treatment may not improve symptoms if due to other causes

15.0-20.0 mmol/L May be acceptable.
Occasional values in this range do not require medication adjustment.
With persistent values in this range assess possible mediation change.

Greater than 20.0 mmol/L Notify MD/NP.
Increase DM treatment

Greater than 33.0 mmo/L
with stupor or coma

Notify MD/NP for assessment.

Diabetes Guidelines for Frail Elderly Residents In or Awaiting LTC
Diabetes Care Program of Nova Scotia, July 2019©Ruth Ellen, 2020



Testing Frequency: Capillary Blood Glucose
Severe & Very Severe Frailty

Assessment Phase Routine Phase

Goal Establish a baseline
Assess the need to adjust
Acute illness

Monitor stability

Capillary blood glucose 2 x’s/day at alternate times
• Day 1: Breakfast & Supper
• Day 2: Lunch & Bedtime

No rapid or regular insulin
• Often not needed
With rapid or regular insulin
• 1/day at alternate times
Examples:
• Day 1: Breakfast
• Day 2: Lunch
• Day 3: Supper
• Day 4: Bedtime

Time period 1-2 weeks When stable
Journal of the American Medical Directors Association, Volume 14, Issue 11, 801 - 808 
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Times when more frequent CPG is needed

▪ Acute illness

▪ Major changes in health status

▪ Significant change in oral intake

▪ Suspicion of low or high blood sugar

▪ Adjusting diabetes treatment

▪ Initiation or change of oral steroid

©Ruth Ellen, 2020



Guidelines for HbA1c
Severe & Very Severe Frailty

Hemoglobin A1c Action
Below 8% Decrease or discontinue diabetes treatment
8% to 12% Acceptable if asymptomatic
Above 12% Consider increasing diabetes treatment

Journal of the American Medical Directors Association, Volume 14, Issue 11, 801 - 808 
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Testing Frequency: Hemoglobin A1c
Severe & Very Severe Frailty

Assessment Phase Routine Phase

Goal Establish a baseline Monitor stability

HbA1c Once on first assessment
(admission to LTC)

Lifestyle only
• May not be needed
• Max: 1/year

On Oral Agents or 
Insulin
• 1-2 times per year

Journal of the American Medical Directors Association, Volume 14, Issue 11, 801 - 808 
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During COVID-19 Pandemic - GOALS

▪ Continue resident centered care that promotes well-being

▪ Simplify medication management

▪ Eliminate unnecessary medications

▪ Reduce opportunities for transmission between residents and staff
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#1. Discontinue Medications

▪ Medications that are often unnecessary, provide no to minimal 
clinical benefit
– Iron, vitamins, herbal remedies, docusate, etc.

▪ Medication discordant with goals of care and potential time to 
benefit
– Long-term preventative medication (e.g., statins, ASA, etc)

▪ Medications that may be appropriate for many, but safe to 
temporarily discontinue
– Bisphosphonates, Vitamin D, Vitamin B12, etc.
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#2. Reduce frequency of medication associated 
monitoring

▪ Blood capillary glucose testing is a good example

▪ Discontinue medications that require frequent monitoring
– Rapid acting insulin
– Insulin sliding scales
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#3. Reduce medication dosing frequency

▪ Change from short-acting formulations to long-acting ones
– E.g., switch from short acting insulin to long-acting insulin

©Ruth Ellen, 2020



#4. Consolidate administration times

▪ Move medications to achieve the fewest possible med passes
– Once daily diabetes medications (if possible)
– Move levothyroxine, alpha-blockers, statins, etc., to be given together

©Ruth Ellen, 2020



#5. Administer medications differently

▪ For those medications that are being crushed, try to switch to a liquid 
formulation
– E.g., liquid acetaminophen, liquid potassium
– Switch from oral analgesics to a BuTrans patch (not covered by ODBF)

©Ruth Ellen, 2020



#6. Consolidate administration times

▪ Change Q12H to BID

▪ Attempt to have all mediations administered during care times
– QID
– Breakfast, Lunch, Supper, Bedtime

▪ Liberalize the allowable time period to administer medications

▪ Eliminate outlier medications (as much as possible)

©Ruth Ellen, 2020



Priority for Implementation

▪ Changes essential for infection control

▪ Changes that are generally low risk, quick evaluation, and can be 
done immediately

▪ Changes that are generally low risk but may take more time for 
implementation
– Changes in diabetes management
– Changes in monitoring regimens

©Ruth Ellen, 2020



Available Diabetes Meds

Ontario Drug Benefit Formulary
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Available Oral Agents (ODBF)

Class of Oral Hypoglycemic Name Cautions
Metformin Metformin Monitor renal function, GI AE, Lactic acidosis. 

Hold if acutely ill
DDP-4 Linagliptin

Saxagliptin Possible increased risk of CHF
Sitagliptin

SGLT-2 Dapagliflozin Hold if acutely ill.
Empagliflozin Decreased MACE in established CVD

Hold if acutely ill.
Sulfonylureas (SU) Glyburide Contraindicated due to risk of hypoglycemia

Gliclazide Use with caution
Gliclazide MR Use with caution

Thiazolidinediones Pioglitazone Increased CHF.
Rare: Increased risk of bladder CA

Rosiglitazone Increased CHF, edema, CVD, risk of fractures ♀
DDP-4 - Dipeptidyl peptidase-4 inhibitors
SGLT-2 - Sodium-glucose co-transporter-2 inhibitors 
MACE – major adverse cardiovascular events

©Ruth Ellen, 2020



Leaving us with…

▪ Metformin (Glucophage®)

▪ DPP-4
– Linagliptin (Trajenta®)
– Sitagliptin (Januvia®)

▪ Sulfonylureas
– Gliclazide & MR (Diamicron® & Diamicron MR ®)

▪ SGLT-2
– Empagliflozin (Jardiance®)
– Dapagliflozin (Forxiga®)

©Ruth Ellen, 2020



Metformin

▪ Usual 1st line choice for type 2 DM

▪ Minimal risk of hypoglycemia, reduces weight gain, 
inexpensive

▪ Improve GI tolerance
– Start with 125-250mg and increase every 2-4 weeks
– Nausea & diarrhea tend to be dose dependent and may 

resolve in 1-2 weeks (if not, reduce dose)

©Ruth Ellen, 2020



Metformin & Renal Function

Renal Function, eGFR Metformin Dose
≥ 45 mL/min Up to 2,000 mg/day
30-44 mL/min Up to 1,000 mg/day
<30 mL/min ? – risk of lactic acidosis
Peritoneal dialysis 250 mg/day
Hemodialysis 500 mg after dialysis
Continue to monitor renal function as appropriate for individuals

©Ruth Ellen, 2020



Metformin & Lactic Acidosis

▪ Rare occurrence – 9/100,000 patient years

▪ Consider likelihood of benefit versus risk of harm

▪ Could use cautiously in those with stable renal 
function between 15-30 mL/min.
– Alternate drugs carry risks as well. Hypoglycemia, 

edema, weight gain, etc.

▪ Consider holding metformin in:
– Acute heart failure, acute renal failure, acute hepatic dysfunction, respiratory 

failure, Sepsis, and hypovolemia/dehydration
©Ruth Ellen, 2020



Dipeptidyl peptidase-4 inhibitors

Linagliptin (Trajenta®)
▪ Max 5 mg/day

▪ Caution with eGFR < 15 ml/min

Sitagliptin (Januvia®)
▪ 50 mg/day (Max: 100 mg/day)

▪ Adjust for renal function
– eGFR <50mL/min: 50 mg/d
– eGFR <30mL/min & ESRD: 25 

mg/d

• 2nd Line for type 2 diabetes
• Low risk of hypoglycemia
• Generally safe for older adults
• No benefit for major CVD

©Ruth Ellen, 2020



Sulfonylureas: Gliclazide & Gliclazide MR

▪ Increased risk of hypoglycemia; especially with unpredictable 
intake

▪ Gliclazide (Diamicron): Regular and Micronized (MR)
– Gliclazide 80 mg = Gliclazide MR 30 mg
– Can start with Gliclazide 40 mg (non-MR)

▪ Gliclazide: Start 40mg/d; Usual 80 mg BID; Max 160 mg BID

▪ Gliclazide MR: Start 30mg; Usual 60 mg/d; max 120 mg/d

▪ eGFR 30 mL/min – AVOID

(Glyburide NOT recommended for older adults)

©Ruth Ellen, 2020



Injectable

©Ruth Ellen, 2020



Glucagon-like peptide-1 receptor agonists

▪ Some are covered by ODBF
– Lixisenatide (Adlyxine®)
– Semaglutide (Ozempic®)

▪ Risk of GI adverse effects (nausea, vomiting, diarrhea)

▪ Semaglutide (Ozempic®):
– 0.25 mg SC once weekly (Max: 1 mg SC weekly)
– ↓ major adverse cardiovascular events (MACE) with existing CVD
– Renal: caution with eGFR < 15 mL

©Ruth Ellen, 2020



Insulin – “High-alert”

▪ Common cause of adverse effects in older adults

▪ Insulin related hypoglycemia & errors (vs 45-64 yo)
– >2 x’s more likely to go to ED
– ~5 x’s more likely to be hospitalized

▪ Most common precipitants
– Reduced food intake
– Administration of the wrong insulin

©Ruth Ellen, 2020



Insulin

Bolus Short acting: Rapid acting:

Humulin R
Novolin ge Toronto

Humalog (lispro)
Novorapid (aspart)
Apidra (glulisine)

Basal Intermediate acting: Long acting:

Humulin N
Novoling ge NPH

Levemir (detemir)
Lantus (glargine)

Pre-mixed Humulin 30/70
Novolin 30/70; 40/60; 50/50
(regular/intermediate)

Humalog Mix 25  or 50
• 25% lispro & 75% lispro protamine)
• 50% lispro & 50% lispro protamine
Novomix30
• 30% aspart & 70% aspart protamine

©Ruth Ellen, 2020



Short-acting insulins

▪ Consider discontinuation & switch to only long acting 
insulin

▪ For older adults with DM-type 2 short acting insulins confer
– Little benefit
– Substantial burden
▪ More frequent administration
▪ More frequent monitoring
▪ Increased risk of hypoglycemia

▪ This does not apply to residents with DM-Type 1

©Ruth Ellen, 2020



Chronic Hyperglycemia Long-acting Insulin

▪ If your patient has chronic hyperglycemia with 
symptoms, before you add short acting insulin…

▪ Continue or add:

▪ Metformin: ↓ weight gain. ↓ insulin ≤ 20%

▪ DPP-4: Linagliptin or Sitagliptin: ↓weight gain

▪ Sulfonylurea: Gliclazide MR

©Ruth Ellen, 2020



Variables can Affect Insulin Action

▪ Mixing different insulin types can have variable effects 
– e.g., Levemir mixed with another insulin may crystalize

▪ Larger insulin dose may have a longer duration of action

▪ Daily absorption can vary ≤ 30% - same site @ same time

▪ Absorption speed (fast to slow): Abdomen > Arm > Thigh > Buttock

▪ Abdomen preferred for short-acting insulin; most consistent, fast 
absorption)

▪ NPH: thigh or buttock to ↓ nocturnal hypoglycemia (slower 
absorption)

©Ruth Ellen, 2020



Tips for Insulin Dose Adjustment

▪ Fix the lows first. (rebound hyperglycemia often 
eliminated)

▪ Adjust insulin by 5-10% per week (1-2 units/injection)

▪ Watch for SOMOGYI  effect – nocturnal hypoglycemia with 
rebound hyperglycemia in the morning
– If having unexplained AM highs, check 3:00 am blood glucose for a 

few nights

▪ Nightmares, restlessness, headache, diaphoresis, 
behaviours may be as sign of overnight hypoglycemia

©Ruth Ellen, 2020



Deprescribing Algorithm (1 of 2)

1. Set individualized blood glucose and HbA1c 
targets 
– severe & very severely frail, goals of care, etc.)

2. Assess for potential causes of hypoglycemia
– Not eating, weaning off of steroid, etc.

3. Reduce or stop agents most likely to cause 
hypoglycemia
– Sulfonylurea, Insulin

deprescribing.org
©Ruth Ellen, 2020



Deprescribing Algorithm (2 of 2)

4. Switch to an agent with lower risk of 
hypoglycemia

– From glyburide to gliclazide, change pre-mixed and NPH 
insulin to long-acting insulin

5. Reduce doses of renally excreted diabetes 
medications
– Metformin, sitagliptin

6. Monitor daily for 1-2 weeks.

deprescribing.org
©Ruth Ellen, 2020



Case Examples

©Ruth Ellen, 2020



Case 1: Mrs. D.M.
83 year-0ld woman in LTC

▪ PMHx
– DM-2 x 10 years
– Severe dementia
– CHF

▪ Meds
– Metformin 1,o00 mg BID
– Glyburide 10 mg daily
– Insulin NPH 10 units at bedtime

©Ruth Ellen, 2020



Before Breakfast Before Lunch Before Supper Before Bedtime

Metformin 1000mg
Glyburide 10mg

Metformin 1000mg Insulin NPH 14 u

Monday 6.0 13.0 13.1
Tuesday 7.1 13.9
Wednesday 8.2 13.1 14.8
Thursday 6.8 13.4
Friday 7.2

HbA1c = 8.9%

Case 1: Mrs. D.M.
83 year-0ld woman in LTC

©Ruth Ellen, 2020



1. Severely Frail
Goals of Care: Focus on symptom Mx

2. Some agitation in the morning
Changed diet to Regular diet

3. BG Below 7.0 x 2 →Target BG 10.0-14.9
4. HbA1c: Acceptable
5. Reduce DM treatment

Metformin 1,o00 mg BID
Glyburide 10 mg daily
Insulin NPH 10 units at bedtime
• Stop glyburide
• Move NPH to QAM
• Monitor BG 2/day, alt. times x 2 weeks

©Ruth Ellen, 2020



Case 2: Mr. P.D.
79 year-0ld man in LTC

▪ PMHx
– DM-2, Parkinson’s disease, severe dementia, CKD (eGFR

28), CHF

▪ Cognition: MMSE 19/30, Severe memory 
impairment

▪ Function: Dependent for all IADLs and ADLs 
(cognitive & physical)

▪ Mobility: Gradual decline. Now Ax2 for transfers
©Ruth Ellen, 2020



Case 2: Mr. P.D.
79 year-0ld man in LTC

▪ Diabetes x 20 years

▪ Gliclazide MR 60 mg QAM

▪ NPH insulin 10 units BID

©Ruth Ellen, 2020



Case 2: Mr. P.D.
79 year-0ld man in LTC

▪ January to March this year.

▪ Random BG: 4.5-9.0 mmol/L

▪ Had hypoglycemia
– BG testing increased from daily to QID

▪ NPH insulin was decreased to 6 units BID.

▪ Now fasting and pre-prandial BG range 5-8 mmol/L

▪ HbA1c = 8.0%

©Ruth Ellen, 2020



1. Person: 
– Very Severely Frail
– Goals of Care: Focus on symptom Management

2. Symptoms:
– Resistance to care has increased - ?related to low BG
– Changed diet to regular

3. BG Targets
– Currently in the 5-8 mmol/L range
– Below target. Change BG target to 10.0-14.9

4. 4. HbA1c = 8.0% (low range of acceptable, but having lows

5. Decision: Reduce DM treatment

©Ruth Ellen, 2020



▪ Gliclazide MR 60 mg QAM

▪ NPH insulin 10 units BID

Plan:

1. Stop NPH

2. Measure BG 2/day (alternate times) for 1-2 weeks

3. Monitor for symptoms of hyperglycemia

©Ruth Ellen, 2020



Case 3: Ms. S.E.
89 year-old woman in LTC

▪ PMHx
– DM-2, Severe dementia

▪ “Brittle diabetic”

▪ Fasting blood sugars range: 20-27 mmol/L

▪ No symptoms of hyperglycemia

▪ Has lows in the afternoon (5-7 mmol/L, agitation)

▪ Variable appetite

©Ruth Ellen, 2020



Case 3: Ms. S.E.
89 year-old woman in LTC

▪ Insulin Lantus 10 units QHS

▪ Post meal Novorapid (to try and reduce lows)
– 5 units if she eats well
– None if she does not eat

©Ruth Ellen, 2020



Case 3: Ms. S.E.
89 year-old woman in LTC

After Breakfast After Lunch After Supper Before Bedtime

Novorapid 5 u Novorapid 5 u Novorapid 5 u Lantus 10 u

Monday 27.0 15.8 5.0 7.0
Tuesday 21.0 13.1 6.1 9.0
Wednesday 23.5 14.0 5.5 7.1
Thursday 18.1 12.8 7.0 8.6
Friday 22.3 15.2 8.6 10.0

HbA1c = 11.9%

©Ruth Ellen, 2020



Case 3: Ms. S.E.
89 year-old woman in LTC

▪ What is going on?

▪ You order 3:00 am BG x 2 days

▪ Results:
– Day 1: BG 3.6 mmol/L
– Day 2: BG 4.1 mmol/L

▪ SOMOGYI  EFFECT
– Overnight lows causes rebound morning highs.

©Ruth Ellen, 2020



In summary…
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Thank you!

Questions or 
comments?

Please contact me at:

ruthellen@qch.on.ca
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Resources:
Peter Lamy Centre on Drug Therapy & Aging

• Website: https://tinyurl.com/ycew54l8/

• Full Guide available here: 
• https://umbforms.wufoo.com/forms/mxgm2em1t3kzpv/

©Ruth Ellen, 2020
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Resources: deprescribing.org

▪ Antihyperglycemic deprescribing guideline , Canadian Family Physician

▪ Antihyperglycemic deprescribing algorithm

▪ Video on using the Antihyperglycemic deprescribing algorithm (~12 min.)

IAM Medical Guidelines app

©Ruth Ellen, 2020

http://www.cfp.ca/content/63/11/832?
https://deprescribing.org/wp-content/uploads/2018/08/AHG-deprescribing-algorithms-2018-English.pdf
https://youtu.be/AQyOat0C79o


Resources: The Frailty App

 Uses the FACT method of 
assigning Clinical Frailty Scale

 Can be completed remotely

 Validated cognitive screen

 Assists with decision making

 Describes trajectory of change 
in each frailty domain

 Produces a mini-CGA report

©Ruth Ellen, 2020
App development was supported by funding from the QEII 
Department of Anesthesia through a Dragon’s Den competition



Sodium-glucose co-transporter-2 inhibitors

▪ CAUTION in older adults.

▪ Decreased effectiveness with lower renal function

▪ Risk of:
– Hypokalemia, electrolyte abnormalities, worsening renal function
– Hypovolemia, orthostatic hypotension, falls, UTIs, etc.

Empagliflozin (Jardiance®)
• 10 mg QAM, Max: 25 mg QAM
• eGFR <30 mL/min STOP

Dapagliflozin (Forxiga®)
• 5 mg QAM; Max: 10 mg QAM
• eGFR <45 mL/min STOP

©Ruth Ellen, 2020
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