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Caso clinico  
 



Paziente (XY) di 87 aa, giunta alla nostra osservazione il 23/01 proveniente 

dalla divisione di cardiologia ospedaliera.  

 

Anamnesi fisiologica e familiare  

Å Scolarità: 5° elementare 

Å Casalinga 

Å Vedova, 1 figlio, vive sola 

 

Anamnesi  patologica  remota  

Å Pregressa appendicectomia  

Å Pregressa isterectomia 

Å Diabete mellito 2 

Å Osteoporosi 

Å Ipercifosi dorsale 

Å Discopatie L5-S1 

Å Riferito dal figlio, da qualche anno, lieve deficit di memoria 

 



Terapia domiciliare  

Principio attivo Posologia 

Å Glimepiride 2 1 cp die (pranzo) 

Å Metformina 1000 1 cp die (pranzo) 

Å Acarbosio 50 1 cp die (cena) 

Å Ezetimibe/simvastatina 10/10 1 cp die 

Å ASA 100 1 cp die 

Å Fosinopril 20 1 cp die 

Å Lercanidipina 10 1 cp die 

Å Alendronato 70 1 cp/settimana 

Å Zolpidem 10 1 cp die 

Å Macrogol 1 busta al bisogno 



Anamnesi patologica prossima  

Å Il 14/1 per dispnea ingravescente condotta c/o PS e per NSTEMI 
con scompenso cardiaco secondario ricoverata c/o cardiologia.  

 

Å!ƭƭΩecocardiogramma acinesia della parete laterale medio-
distale, setto medio distale e parete anteriore medio distale. FE 
37%. Sezioni dx nella norma.  

ÅProposta coronarografia, rifiutata dalla pz e dai familiari 

 

ÅPraticata terapia insulinica 

 

ÅAlla dimissione K+3,9; Na+139, creatinina 0,94, BNP 527, Hb 11,5, 
PLT 160000, GB 7540, troponina 21Ҧ2,94 

 



Terapia in atto alla dimissione dalla cardiologia  

Principio attivo Posologia 

Å Bisoprololo 5 1 cp die 

Å Zofenopril 7,5 1 cp x 2 die 

Å Ivabradina 5 1 cp x 2 die 

Å Furosemide 25 1 cp x die 

Å Kanreonato di K+ 100  ½ cp die 

Å Clopidogrel/ac. acetilsal. 75+75  1 cp die 

Å Omeprazolo 20 1 cp die 

Å Risperidone  0,5 mg x 2 die 

Å Promazina 5 gocce la sera 

Å Atorvastatina 40 1 cp die 



Terapia in atto alla dimissione dalla cardiologia  

Principio attivo Posologia 

Å Bisoprololo 5 1 cp die 

Å Zofenopril 7,5 1 cp x 2 die 

Å Ivabradina 5 1 cp x 2 die 

Å Furosemide 25 1 cp x die 

Å Kanreonato di K+ 100  ½ cp die 

Å Clopidogrel/ac. acetilsal. 75+75  1 cp die 

Å Omeprazolo 20 1 cp die 

Å Risperidone  0,5 mg x 2 die 

Å Promazina 5 gocce la sera 

Å Atorvastatina 40 1 cp die 

Å Ipoglicemizzanti orali sec. schema personale (da noi impiego insulina) 



Premorboso  Ingresso  
 

C.A.M .   0/4 

MMSE   27/30 

Geriatric Depression Scale    12/15 

Mini Nutritional Assessment    10+9.5/30  

IADL (n funzioni perse)  6/8   

BARTHEL INDEX  96/100 71/100 

TINETTI    19/28 

FIM    85/126 

Albumina  3.2 

APS 0 

Valutazione multidimensionale  



Ingresso 
GB 7.47   10^3/ul 4.00-9.00 
GR 4.35   10^6/ul 4.00-5.50 
Ht 36.9   % 38.0-50.0 
Hb 11.8   g/dl 11.5-14.5 
MCV 84.8   Fl 80.0-95.0 
PLT 171   10^3/ul 150-400 
Neutrofili  43.1   % * 10^3/ul 40.0-75.0 
Linfociti 46.6   % * 10^3/ul 20.0-40.0 
Monociti  6.3   % * 10^3/ul 0.0-12.0 
Eosinofili  3.3   % * 10^3/ul 0.0-2.5 

Basofili  0.7   % * 10^3/ul 0.0-0.54 
VES 24   mm/1Á ora 2-20 

PCR 0.6   mg/dl 0.0-1.0 

Azotemia 55   mg/dl 10-50 

Creatinina  0.85   mg/dl 0.6-1.3 

Na 143   MEq/L 135-147 
K 4.1   MEq/L 3.5-5.3 

Cl 105     MEq/L 97-108 
Calcio  4.52     MEq/l 4.2-5.1 

Glicemia 168     mg/dl 60-110 
GOT 11     U/L 2-31 

GPT 10     U/L 3-35 

CPK 56     U/L 26-173 
Fosfatasi alc 91     U/L 60-258 
gGT 19     UI/L 0-33 

PT (INR) 1.22       0.9-1.2 

proteine tot 6     g/dl 6.2-8.5 

Albumina 53.5/3.2     %-g/dl 52.0-65.1/3.1-5.2 

a1 3.7     % 1.0-3.0 

a2 19.8     % 9.5-14.4 
b 13.9     % 8.6-15.6 
g 9.1     % 10.7-20.3 
TSH 1.1     MicroUI/ml 0.27-4.20 
Hb glicosilata 7.8     % 4.0-5.6 

es. urine PS 1017; pH 5; leucociti+; batteri+ 

Esami ematici 



Gli interventi  clinici sono stati i seguenti:  

 

Åsostituita  lôinsulina con  repaglinide , mantenendo  
un  discreto  compenso  dei  valori  glicemici ; 

  

Åconsiderato il buon compenso cardiorespiratorio è stata 
ridotta la terapia diuretica;  

Åecocardiogramma di controllo: (EF=50%); 

 

Åper bradicardia sinusale è stata sospesa la terapia con 
ivabradina, instaurata durante il ricovero ospedaliero; 

 

Åper insonnia è stata inizialmente praticata terapia con 
melatonina, poi sostituita per inefficacia con zolpidem, 
risultato invece efficace 

Diario clinico 



Terapia in atto alla dimissione dalla cardiologia  

Principio attivo Posologia 
ÅBisoprololo 5 1 compressa die 

ÅZofenopril 7.5 1 compressa x 2 die 

ÅFurosemide 25 1 compressa die 

ÅAtorvastatina 40 1 compressa die 

ÅAcido acetilsalicilico/clopidogrel 100+75 1 compressa die 

ÅGastroprotettore sec nota  1 compressa die 

ÅRepaglinide 1  1 compressa x 2 die 

ÅAlendronato 70 1 compressa martedì 

ÅColecalciferolo 10000 25 gocce martedì 

ÅZolpidem 1/2 compressa die 

ÅMacrogol  1 bustina die 



Premorboso  Ingresso  
 

Dimissione 

C.A.M .   0/4 

MMSE   27/30   

Geriatric Depression Scale    12/15   

Mini Nutritional Assessment    10+9.5/30    

IADL (n funzioni perse)  6/8     

BARTHEL INDEX  96/100 71/100 96/100 

TINETTI    19/28 25/28 

FIM    85/126 104/126 

6 MWT  267 mt 300 mt 

Valutazione multidimensionale  



ÅEra adeguata la gestione farmacologica 
del diabete al domicilio? 

ÅΧŜ ƛƴ ƻǎǇŜŘŀƭŜΚ 

ÅΧŜ ƛƴ ǊƛŀōƛƭƛǘŀȊƛƻƴŜΚ 

Quesiti 
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CLASSIFICAZIONE 
- 

Nosografia del diabete 

Associazione Medici Diabetologi - Società Italiana di Diabetologia 

Standard italiani per la cura del diabete mellito 2009-2010 



Craig W. Spellman. J Am Osteopath Assoc. 2011 

Caratteristiche fisiopatologiche del diabete tipo 2 
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These estimates are based on ADAG data of ;2,700 glucose measurements over 3 months per A1C 

measurement in 507 adults with type 1, type 2, and no diabetes. The correlation between A1C and average 

glucose was 0.92 (ref. 77). A calculator for converting A1C results into eAG, in either mg/dL or mmol/L, is 

available at http://professional.diabetes .org/eAG. 

http://professional.diabetes/
http://professional.diabetes/
http://professional.diabetes/
http://professional.diabetes/
http://professional.diabetes/


Ranges of self-monitored blood glucose  
values for various A1c goals  

It is not recommended to achieve target fasting glucose values below 70 mg/dL. ** This average uses both 

fasting and post-prandial blood glucose readings from continuous glucose monitors or from 7-point daily testing.  

Diagnosis and Management of Type 2 Diabetes Mellitus in Adults. Algorithm Annotations 

Fifteenth Edition/April 2012 Institute for Clinical Systems Improvement www.icsi.org 11  





The overall goals of diabetes management in older adults 
are similar to those in younger adults and include 
management of both hyperglycemia and risk factors.  

 
However, in frail elderly patients with diabetes, avoidance 
of hypoglycemia, hypotension, and drug interactions due to 
polypharmacy are of even greater concern than in younger 
patients with diabetes. In addition, management of 
coexisting medical conditions is important, as it influences 
their ability to perform self-management. 

Treatment of type 2 diabetes mellitus in the elderly patient 

David K McCulloch et al, UpToDate 2014 



Treatment of type 2 diabetes mellitus in the elderly 
patient 

SUMMARY AND RECOMMENDATIONS 

The appropriate target for hemoglobin A1C (A1C) in 
fit  elderly patients who have a life expectancy of 
over 10 years should be similar to those developed 
for younger adults (<7.0 percent).  

 

The goal should be somewhat higher όҖ8.0 percent) 
in frail older adults with multiple medical and 
functional comorbidities and in those whose life 
expectancy is less than 10 years.  

David K McCulloch et al. UpToDate 2014 



Graydon Meneilly et al. CANADIAN JOURNAL OF DIABETES 2011 

* 

*<126 mg/dL 
**<180 mg/dL 
**<252 mg/dL 

** 

** 

*** 



Functional categories of older people with diabetes 

IDF Global Guideline for Managing  

Older People with Type 2 Diabetes 2013 

Are living independently, have no 

important impairments of activities of 

daily living (ADL), and who are receiving 

none or minimal caregiver support 

Have impairments of ADL such as 

bathing, dressing, or personal care. This 

increases the likelihood of requiring 

additional medical and social care. 

Characterized by a combination of 

significant fatigue, recent weight loss, 

severe restriction in mobility and 

strength, increased propensity to falls, 

and increased risk of institutionalization 

Significant memory problems, a degree 

of disorientation, or a change in 

personality, and who now are unable to 

self-care. Many will be relatively 

physically well. 

Have a life expectancy reduced to less 

than 1 year 



General glycaemic targets according  
to functional category* 

IDF Global Guideline for Managing  

Older People with Type 2 Diabetes 2013 





Research / Projects 
Clinical Frailty Scale © 

Å Background: There is no single generally accepted clinical definition of frailty. Previously 
developed tools to assess frailty that have been shown to be predictive of death or need for 
entry into an institutional facility have not gained acceptance among practising clinicians. We 
aimed to develop a tool that would be both predictive and easy to use.  

Å Methods: We developed the 9-point Clinical Frailty Scale© and applied it and other established 
tools that measure frailty to 2305 elderly patients who participated in the second stage of the 
Canadian Study of Health and Aging (CSHA). We followed this cohort prospectively; after 5 years, 
we determined the ability of the Clinical Frailty Scale© to predict death or need for institutional 
care, and correlated the results with those obtained from other established tools.  

Å Results: The CSHA Clinical Frailty Scale was highly correlated (r = 0.80) with the Frailty Index. 
Each 1-category increment of our scale significantly increased the medium-term risks of death 
(21.2% within about 70 mo, 95% confidence interval [CI] 12.5%ς30.6%) and entry into an 
institution (23.9%, 95% CI 8.8%ς41.2%) in multivariable models that adjusted for age, sex and 
education Analyses of receiver operating characteristic curves showed that our Clinical Frailty 
Scale© performed better than measures of cognition, function or comorbidity in assessing risk 
for death (areaunder the curve 0.77 for 18-month and 0.70 for 70-month mortality).  

Å Interpretation: Frailty is a valid and clinically important construct that is recognizable by 
physicians. Clinical judgments about frailty can yield useful predictive information. 

©2007-2009 Version 1.2. All rights reserved. Geriatric Medicine 

Research, Dalhousie University, Halifax, Canada. Permission granted 

to copy the Clinical Frailty Scale for research and educational 

purposes only.  



CMAJ Å AUG. 30, 2005; 173 (5) 



CMAJ, February 4, 2014, 186(2) 

Frail if they had a score greater than 4  
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Vecchi antidiabetici orali 



ÅThey reduce hyperglycemia by decreasing hepatic 
gluconeogenesis (primary effect) and increasing peripheral 
insulin sensitivity (secondary effect).  

ÅThey do not increase insulin levels or cause weight gain.  

ÅAlone, they rarely cause hypoglycemia.  

ÅAre absorbed from the intestines and are not bound to plasma 
proteins. 

ÅThey are not metabolized and are rapidly eliminated by the 
kidneys.  

ÅDrug levels increase markedly in renal insufficiency.  

ÅLactic acidosis is a rare, but serious, complication that may 
occur with drug accumulation 

 

Biguanides 

Å Kyung Soo Kim et al. Diabetes Metab J 2012 

Å IDF Global Guideline for Managing  

Å Older People with Type 2 Diabetes 2013 

Å David K McCulloch et al. UpToDate 2014 

Å Romesh Khardori et al, Madescape Jan 2014 



Lipska et al. Diabetes Care 2011 



ÅAre time-honored insulin secretagogues (ie, oral hypoglycemic 
agents). Sulfonylureas function by stimulating the release of 
insulin from pancreatic beta cells and can usually reduce 
HbA1c by 1-2% and blood glucose concentrations by about 
20%.  

ÅThe most common adverse effect limiting its use is 
hypoglycemia, especially in older adults with impaired renal 
function, hepatic dysfunction, and those with poor oral intake.  

ÅTo avoid the use of long-acting sulfonylureas (chlorpropamide, 
glyburide, and glimepiride) in elderly adults and to prefer to 
use a short-acting sulfonylurea, such as glipizide. 

 

Sulfanylureas 

Å Kyung Soo Kim et al. Diabetes Metab J 2012 

Å IDF Global Guideline for Managing  

Å Older People with Type 2 Diabetes 2013 

Å David K McCulloch et al. UpToDate 2014 

Å Romesh Khardori et al, Madescape Jan 2014 



Å They work by stimulating insulin release from pancreatic beta cells 

Å Have much more short-acting insulin secretagogues than sulfonylureas  

Å Have similar or slightly less efficacy in decreasing glycemia than 
sulfonylureas  

Å Have similar risk for weight gain as sulfonylureas but possibly less risk of 
hypoglycemia 

Å Unlike nateglinide, repaglinide is principally metabolized by the liver, 
with less than 10 percent renally excreted. Dose adjustments with this 
agent do not appear to be necessary in patients with renal insufficiency. 
In addition, repaglinide is somewhat more effective in lowering A1C than 
nateglinide.  

Å Thus, repaglinide could be considered as initial therapy in a patient with 
chronic kidney disease who is intolerant of metformin and sulfonylureas 

Meglitinides (Repaglinide, Nateglinide) 

Å Kyung Soo Kim et al. Diabetes Metab J 2012 

Å IDF Global Guideline for Managing  

Å Older People with Type 2 Diabetes 2013 

Å David K McCulloch et al. UpToDate 2014 

Å Romesh Khardori et al, Madescape Jan 2014 



Å Inhibit the gastrointestinal alpha-glucosidases that convert 
dietary starch and other complex carbohydrates into 
monosaccharides, thereby slowing the absorption of glucose, 
which results in a slower rise in postprandial blood glucose 
concentrations.  

 

ÅHave not been widely tested in elderly diabetic patients, but 
are likely to be fairly safe and effective.  

ÅThe main side effects that limit their use are flatulence and 
diarrhea, which are very common 

 

Alpha-glucosidase inhibitors  

(Acarbose and miglitol) 

Å Kyung Soo Kim et al. Diabetes Metab J 2012 

Å IDF Global Guideline for Managing  

Å Older People with Type 2 Diabetes 2013 

Å David K McCulloch et al. UpToDate 2014 

Å Romesh Khardori et al, Madescape Jan 2014 



Nuovi antidiabetici orali 



ÅReduce insulin resistance in the periphery (ie, they sensitize 
muscle and fat to the actions of insulin) and perhaps to a small 
degree in the liver (ie, insulin sensitizers, antihyperglycemics). 
They activate peroxisome proliferatorςactivated receptor (PPAR) 
gamma, a nuclear transcription factor that is important in fat cell 
differentiation and fatty acid metabolism. The major action of 
thiazolidinediones is probably actually fat redistribution. These 
drugs may have beta-cell preservation properties.  

 

 

Thiazolidinediones (rosiglitazone and pioglitazone) 

Å Kyung Soo Kim et al. Diabetes Metab J 2012 

Å IDF Global Guideline for Managing  

Å Older People with Type 2 Diabetes 2013 

Å David K McCulloch et al. UpToDate 2014 

Å Romesh Khardori et al, Madescape Jan 2014 



Å Have moderate glycemic efficacy 

Å They can be given to patients who have impaired renal function, are well 
tolerated in older adults, and do not cause hypoglycemia. However, 
thiazolidinediones should not be used in patients with class III or IV heart 
failure. In addition, limited experience, high cost, and concerns regarding 
fluid retention, congestive heart failure, MI, and fractures limit their 
usefulness, particularly in the elderly. If a thiazolidinedione is to be used as 
therapy, pioglitazone is preferred because of the greater concern about 
atherogenic lipid profiles and a potential increased risk for cardiovascular 
events with rosiglitazone. 

Å New concerns regarding increased risk for bladder cancer with pioglitazone, 
in addition to fluid retention and bone loss, have led to decreased enthusiasm 
for its use 

 

 

Thiazolidinediones (rosiglitazone and pioglitazone) 

Å Kyung Soo Kim et al. Diabetes Metab J 2012 

Å IDF Global Guideline for Managing  

Å Older People with Type 2 Diabetes 2013 

Å David K McCulloch et al. UpToDate 2014 

Å Romesh Khardori et al, Madescape Jan 2014 


