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Pazientg XY i 87 aa,giuntaallanostraosservaziond 23/01 proveniente
dalladivisionedi cardiologiaospedaliera

Anamnesifisiologicae familiare
A Scolarita5° elementare

A Casalinga

A Vedova,l figlio, vivesola

Anamnesi patologica remota
APregressappendicectomia

APregressasterectomia

ADiabetemellito 2

AOsteoporosi

Alpercifosidorsale

ADiscopatie 5-S1

ARiferitodalfiglio, da qualcheanno, lieve deficit di memoria



Terapia domiciliare

Principio attivo

AGlimepiride 2

AMetformina 1000

A Acarbosio 50

A Ezetimibe/ simvastatina 10/10
AASA 100

AFosinopril 20

ALercanidipina 10
A Alendronato 70
AZolpidem 10

AMacrogol

Posologia

1 cp die (pranzo)
1 cp die (pranzo)
1 cp die (cena)

1 cp die

1 cp die

1 cp die

1 cp die

1 cp/settimana

1 cp die

1 busta al bisogno



Anamnesi patologica prossima

A 11 14/1 per dispneaingravescenteondottac/o PSe per NSTEM|
conscompenscacardiacosecondarioricoveratac/o cardiologia

A | fedo®rdiogrammaacinesia della parete laterale medio-
distale,setto medio distale e parete anteriore medio distale FE
37%. Seziondx nellanorma

A Propostacoronarografiarifiutata dallapz e daifamiliari

A Praticataterapia insulinica

A Alladimissionek*3,9: Nat139, creatinina0,94, BNP527 Hb 11,5,
PLT16000Q GB7540 troponina21ty,94



Terapia in atto alla dimissione dalla cardiologia

Principio attivo

ABisoprololo 5

A Zofenopril 7,5

Alvabradina 5

AFurosemide 25

AKanreonato di K+ 100
AClopidogrelac. acetilsal. 75+75

AOmeprazolo 20
ARisperidone
APromazina

A Atorvastatina 40

Posologia

1 cp die

1 cpx2die

1 cpx2die

1 cp x die

Y cp die

1 cp die

1 cp die
0,5 mg x 2 die
5 gocce la sera
1 cp die



Terapia in atto alla dimissione dalla cardiologia

Principio attivo Posologia
ABisoprololo 5 1 cp die

A Zofenopril 7,5 1 cp x 2 die
Alvabradina 5 1 cp x 2 die
AFurosemide 25 1 cp x die
AKanreonato di K+ 100 Y cp die

A Clopidogrelac. acetilsal. 75+75 1 cp die
AOmeprazolo 20 1 cp die
ARisperidone 0,5 mg x 2 die
APromazina 5 gocce la sera
A Atorvastatina 40 1 cp die

Alpoglicemizzanti orali sec. schema personale (da noi impiego insulina)



Valutazione multidimensionale

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
EIM 85/126
Albumina 3.2

APS 0



Esami ematici

GB

GR

Ht

Hb

MCV
PLT
Neutrofili
Linfociti
Monociti
Eosinofili
Basofili
VES
PCR
Azotemia
Creatinina
Na

K

Cl

Calcio
Glicemia
GOT
GPT
CPK
Fosfatasalc
oGT
PT(INR)
proteinetot
Albumina
al

a2

b

g
TSH

Hbglicosilata

es urine

Ingresso
1.47
4.35
36.9
11.8
84.8
171
43.1
46.6
6.3
3.3
0.7

24
0.6
55
0.85
143
4.1
105
4.52
168
11
10
56
91
19
1.22
6
53.5/3.2
3.7
19.8
13.9
9.1
11
7.8

PS 1017pH5; leucociti+; batteri+

1073/ul
1076/ul

%

g/dl

Fl

1073/ul

% * 10°3/ul
% * 10°3/ul
% * 10°3/ul
% * 10°3/ul
% * 1073/ul
mm/1Aora
mg/dI
mg/dI
mg/dI
MEq/L
MEq/L
MEq/L
MEq/I
mg/dI

uU/L

uU/L

uU/L

uU/L

Ul/L

g/dl

%-g/dI

%

%

%

%
MicroUl/ml
%

4.009.00
4.005.50
38.050.0
11.514.5
80.095.0
150400
40.0-75.0
20.040.0
0.012.0
0.02.5
0.0-0.54
2-20
0.0-1.0
10-50
0.61.3
135147
3.55.3
97-108
4.2-5.1
60-110
2-31
3-35
26-173
60-258
0-33
0.91.2
6.2-8.5

52.065.1/3.1:5.2

1.03.0
9.514.4
8.6-15.6

10.7-20.3
0.27-4.20

4.05.6



Diario clinico
Gliinterventi clinici sono stati | seguenti:

A sostituita -~ | 6-i 'n's aoh irepaylinide -, mantenendo
un discreto. compenso: der valori: glicemici

A considerato il buon compenso cardiorespiratorio & stata
ridotta la terapia diuretica,

A ecocardiogrammadi controllo: (EF=50%);

A per bradicardia sinusale & stata sospesa la terapia con
Iivabradina, instaurata durante il ricovero ospedalierc;

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



Terapia in atto alla dimissione dalla cardiologia

Principio attivo

A Bisoprololo5

A Zofenopril 7.5

A Furosemide25

A Atorvastatina40

A Acido acetilsalicilicotlopidogrel100+75
A Gastroprotettore sec nota
A Repaglinidel

A Alendronato70

A Colecalciferolal0000

A Zolpidem

A Macrogol

Posologia
1 compressa die

1 compressa x 2 die
1 compressa die

1 compressa die

1 compressa die

1 compressa die

1 compressa x 2 die
1 compressa martedi
25 gocce martedi

1/2 compressa die

1 bustina die




Valutazione multidimensionale

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
EIM_ 85/126 104/126

6 MWT 267 mt 300 mt
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Damsgaard and Pedersen Diabetology & Metabolic Syndrome 2013, 5:59 %

http//www.dmsjournal.com/content/5/1/59 DIABETOLOGY &

METABOLIC SYNDROME

RESEARCH Open Access

Use of glycosylated haemoglobin as diagnostic
tool in Greenland: prevalence of diagnosed
diabetes mellitus

Line Damsgaard’ and Michael Lynge Pedersen'”"
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Figure 2 Age and gender specific prevalence of diabetes mellitus in Greenland 2012.
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Fig. 5 a. Prevalence of type 2 DM micro- and macrovascular
complications, in percentage, for Indian population during the year
2000. Among microvascular complications, nephropathy (32.5%) is
the most frequent followed by neuropathy and retinopathy with 30.1%
and 28.9%, respectively. Among macrovascular complications, car-
diovascular complications are more common and hypertension is
significantly associated with all complications [25]. b. Prevalence of

type 2 DM complications, in percentage, for USA, from NHANES
(National Health and Nufrition Examination Survey) for the years
1999-2004 [26]. Nephropathy is one of the major microvascular
complications, with the prevalence of 25% followed by foot problems
and eye damage. Heart disease are prevalent common among macro-
vascular complications

Babitha George et al. EPMA Journal 2010
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Figure 1 Age-adjusted prevalence of chronic complications of
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Figure 1 Kaplan-Meier survival curves for all cause (A) and cardiovascular (B) mortality® according to glycaemic category (no-diabetes,
clinical diabetes and undiagnosed diabetes). No-DM: no-diabetes mellitug COM: clinical diabetes mellitus; UDM: undiagnosed diabetes
mellitus. *Data are adjusted for age, sex, comorbidities, haemoglobin concentrations, left ventricular ejedion fraction and standard heart failure
rmedication.

Juana A Flores-Le Roux et al. Cardiovascular Diabetology 2011
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Diabete E causato da distruzione B-cellulare, su base autcimmune o idiopatica, ed & caratterizzato

tipo 1 da una carenza insulinica assoluta (la variante LADA, Latent Autoimmune Diabetes in Adult,
ha decorso lento e compare nell’adulto).

Diabate E causato da un deficit parziale di secrezione insulinica, che in genere progredisce nel tempo

tipo 2 ma non porta mai a una carenza assoluta di ormone e che si Instaura spesso su una condizione,
pit o meno severa, di insulino-resistenza su base multifattoriale.

Diabate E causato da difetti funzionali analoghi a quelli del diabste tipo 2, viene diagnosticato per

gestazionale la prima volta durante la gravidanza e in genere regredisce dopo il parto per poi ripresantarsi
spesso a distanza di anni con le caratteristiche del diabete tipo 2.

Diabete E causato da difetti genetici singoli che alterano secrezione e/o azione insulinica (es. MODY,

monogenico diabate lipoatrofico, diabete neonatale).

Diabate E conseguenza di patologie che alterano la secrezione insulinica (es. pancreatite cronica

secondario o pancreasectomia) o I'azione insulinica (es. acromegalia o ipercortisolismo) o dipende

dall'uso cronico di farmaci (es. steroidi, antiretrowvirali, antirigetto) o dall'esposizione
a sostanze chimiche.

Associazione Medici Diabetologi - Societa Italiana di Diabetologia
Standard italiani per la cura del diabete mellito 2009-2010
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Figure 2. The “ominous octect.” Pathologic defects in patients with type 2 diabetes mellitus. Reprinted with permission from DeFronzo.®

Craig W. Spellman. J Am Osteopath Assoc. 2011



Standards of Medical Care in
Diabetes 2013

AMERICAN DIABETES ASSOCIATION

Table 2—Criteria for the diagnosis of
diabetes

A1C =6.5%. The test should be performed in
a laboratory using a method that is NGSP
certiied and standardized to the DCCT
assay.”

OR
FPG =126 mg/dL (7.0 mmol/L). Fasting is
defined as no caloric intake for at least 8 h.*
OR
2-h plasma glucose =200 mg/dL (11.1 mmol/L)
during an OGTT. The test should be
performed as described by the WHO, using
a glucose load containing the equivalent of
75 g anhydrous glucose dissolved in water.®
OR
In a patient with classic symptoms of
hyperglycemia or hyperglycemic crisis,

a random plasma glucose =200 mg/dL
(11.1 mmol/L).

*In the absence of unequivocal hyperglycemia, re-
sult should be confirmed by repeat testing,
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Standards of Medical Care in
Diabetes 2013

AMERICAN DMABETES ASSOCIATION

Table 8—Correlation of AIC with average

glucose
Mean plasma glucose
A1C (%) mg/dL mmol/L
6 126 7.0
7 154 8.6
8 183 10.2
9 212 11.8
10 240 13.4
11 269 14.9
12 298 16.5

These estimates are based on ADAG data of ;2,700 glucose measurements over 3 months per Al1C
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/

Alc Target Average Mean Average Mean Post- | Estimated Average
Fasting Blood Prandial Blood Blood Glucose™™
Glucose™ Glucose
< 6% < 100 < 140 126
7% 90-130 <180 154
8% 120-160 < 210 182
9% 160-190 < 240 211

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




Standards of Medical Care in
Diabetes 2013

AMERICAN DIABETES ASSOCIATION

of ¢lycemic recommendations for many nonpregnant adults with diabetes

AlC <7.0%*

Preprandial capillary plasma glucose 70-130 mg/dL* (3.9-7.2 mmol/L
Peak postprandial capillary plasma glucose <180 mg/dL* (<10.0 mmol/L)
5 e :
® duration of diabetes
® age/life expectancy
® comorbid conditions
® known CVD or advanced microvascular complications
® hypoglycemia unawareness
® individual patient considerations
® More or less stringent glycemic goals may be appropriate
for individual patients
® Postprandial glucose may be targeted if A1C goals are
not met despite reaching preprandial glucose goals

TPostprandial glucose measurements should be made 1-2 h after the beginning of the meal, generally peak
levels in patients with diabetes.



The overall goalsof diabetesmanagementin 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 hypoglycemiahypotension.and drug interactionsdue to

polypharmacyare of evengreater concernthan in younger
patients with diabetes In addition, management of

coexistingmedical conditionsis important, as it influences
their ability to perform selfmanagement

David K McCulloch et al, UpToDate 2014



Theappropriatetarget for hemoglobinA1C(A1C)in

fit elderly patients who have a life expectancyof

over 10 yearsshouldbe similarto those developed
for youngeradults(<7.0 percent)

Thegoalshouldbe somewhathigher 6 8K) percent)
in frail older adults with multiple medical and
functional comorbidities and in those whose life
expectancyis lessthan 10 years

David K McCulloch et al. UpToDate 2014



Table 1. Glycemic targets in older patients with

diabetes

Healthy Frail
Fasting blood glucose <7.0 mmol/L * <10.0 mmol/L*
2-h postmeal glucose <10.0 mmol/L * <14.0 mmol/L*
Alc <7.0% <8.5%

Alc = glycated hemoglobin

*<126 mgdL

<180 mg/dL
**<252 mgdL Graydon Meneilly et al. CANADIAN JOURNAL OF DIABETES 2011




General

Sub-category A:

Sub-category B: Dementia

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




Functional category

Functionally Independent

Functionally dependent
e frall

e [Jementia
End of life

General glycated haemoglobin target
7.0-7.5% [ 53-59 mmol/mol
7.0-8.0% / 53-64 mmol/mol

e Upto8.5% /70 mmol/mol

e Upto 8.5% /70 mmol/mol

Avoid symptomatic hyperglycaemia

IDF Global Guideline for Managing
Older People with Type 2 Diabetes 2013



Clinical Frailty Scale*

| Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2  Well - People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4  Vulnerable —\While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day:.

5 Mildly Frail — These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

B T e e <D >

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

I not recover even from a minor illness.

9. Terminally lll - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
ommon symptoms in mild dementia include forgetting the

details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* |. Canadian Study on Health & Aging, Revised 2008,
1 K. Rockwood et al A global clinical measure of fitness and
fraitty in elderty people. CMA) 2005;173:489-495,

DALHOUSIE
UNIVERSITY

[T pering Mireds

© 2007-200%.Wersion 1.2 All rights reserved, Genatric Medicine
Research, Dalhousie University, Halifax, Canada. Permission granted
to copy for research and educational purposes only:



Background There is no single generally accepted clinical definition of frailty. Previously
developedtools to assesdrailty that have been shownto be predictive of death or need for
entry into an institutional facility have not gainedacceptanceamong practisingclinicians We
aimedto developatool that would be both predictiveandeasyto use

Methods: We developedthe 9-point ClinicalFrailty Scale©and appliedit and other established
tools that measurefrailty to 2305 elderly patientswho participatedin the secondstageof the
CanadiarStudyof Healthand Aging(CSHAWe followed this cohort prospectively after 5 years,
we determinedthe ability of the ClinicalFrailty Scale©to predictdeath or needfor institutional
care,andcorrelatedthe resultswith thoseobtainedfrom other establishedools.

Results The CSHAClinicalFrailty Scalewas highly correlated (r = 0.80) with the Frailty Index
Eachl-categoryincrementof our scalesignificantlyincreasedthe mediumterm risksof death
(21.2% within about 70 mo, 95% confidenceinterval [Cl] 12.5%30.6%) and entry into an
institution (23.9%, 95% CI18.8%¢41.2%) in multivariable modelsthat adjustedfor age,sexand
education Analysesof receiveroperating characteristiccurvesshowedthat our Clinical Frailty
Scale©performed better than measuresof cognition, function or comorbidity in assessingisk
for death (areaunderthe curve0.77 for 18-month and0.70for 70-month mortality).

Interpretation: Frailty is a valid and clinically important construct that is recognizableby
physiciansClinicajudgmentsaboutfrailty canyield usefulpredictiveinformation.

©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.
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Fig. 1: Kaplan-Meier curves, adjusted for age and sex, for study participants (n)
over the medium term (5-6 years), according to their scores on the CSHA Clinical
Frailty Scale. Some scores were grouped. Top: Probability of survival. Bottom:
Probability of avoidance of institutional care.

A global clinical measure of fitness and frailty

in elderly people

Kenneth Rockwood, Xiaowei Song, Chris MacKnight, Howard Bergman, David B. Hogan,

lan McDowell, Arnold Mitnitski
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Association between frailty and short- and long-term
outcomes among critically ill patients: a multicentre
prospective cohort study

CMAJ, February 4, 2014, 186(2)
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Frail if they had a score greater than 4
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ritish Journal of Anaesthesia (1): 65-73 ( )
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@ Diabetes mellitus: new drugs for a new epidemic

G. Nicholson and G. M. Hall*

Department of Anaesthesia and Intensive Care Medicine, St George’s University of London, Cranmer Terrace, London SW17 ORE, UK
* Corresponding author. E-mail: ghall@sgul.ac.uk

Table 1 Current drugs available for the treatment of diabetes
mellitus. Sodium glucose co-transporter inhibitor—insufficient
data at present

New agents—primary treatment
GLP-1 receptor agonists
DPP-4 inhibitors
Thiazolidinediones
Insulin analogues, basal, and short-acting

Table 2 Pharmacokinetics of new insulin analogues
Current proved agents—primary treatment

Biguanides Drug Onset (min) Peak (h) Duration (h)
Sulphonylureas

Rapid-acting
New agents—secondary treatment Lispro 5_15 2 4
Meglitimid
egtimices Aspart 5-15 2 4
a-Glucosidase inhibitors
. . Glulisine 5-15 2 =
Synthetic amylin analogues
Basal
Glargine 15 Flat 24
Detemir 15 Flat 24

Analogue mixture
Biphasic insulin

Lispro 5-15 2-4 18
Biphasic insulin

Aspart 5-15 2-4 20-24







A They reduce hyperglycemia by decreasing hepatic
gluconeogenesigprimary effect) and increasing peripheral
Insulin sensitivity (secondaryeffect).

A Theydo not increaseinsulin levelsor causeweight gain.
A Alone,they rarely causehypoglycemia

A Are absorbedfrom the intestinesand are not boundto plasma
proteins

A Theyare not metabolizedand are rapidly eliminated by the
kidneys

A Druglevelsincreasemarkedlyin renal insufficiency

A Lactic acidosisis a rare, but serious,complicationthat may
occurwith drugaccumulation

A Kyung Soo Kim et al. Diabetes Metab J 2012
A IDF Global Guideline for Managing

A Older People with Type 2 Diabetes 2013

A David K McCulloch et al. UpToDate 2014

A Romesh Khardori et al, Madescape Jan 2014



Table 1—Proposed recommendations for use of metformin based on eGFR

eGFR level (mL/min per 1.73 m?) Action
=60 Mo renal contraindication to metformin
Monitor renal function annually
<60 and =45 Continue use
Increase monitoring of renal function (every 3—6 months)
<245 and =30 Prescribe metformin with caution

Use lower dose (e.g., 50%, or half-maximal dose)
Closely monitor renal function (every 3 months)
Do not start new patients on metformin

<30 Stop metformin

Lipska et al. Diabetes Care 2011



A Are time-honoredinsulin secretagoguesie, oral hypoglycemic
agents) Sulfonylureadunction by stimulating the release of
insulin from pancreatic beta cells and can usually reduce
HbAlc by 1-2% and blood glucese concentrationsby abouit
20%.

A The most common adverse effect limiting its use is
hypoglycemia especiallyin older adults with impaired renal
function, hepaticdysfunction,andthosewith poor oral intake.

A Toavoidthe useof long-acting sulfonylureagchlorpropamide
glyburide, and glimepiride)in elderly adults and to prefer to
usea short-acting sulfonylureasuchasglipizide

A Kyung Soo Kim et al. Diabetes Metab J 2012
A IDF Global Guideline for Managing

A Older People with Type 2 Diabetes 2013

A David K McCulloch et al. UpToDate 2014

A Romesh Khardori et al, Madescape Jan 2014



Meglitinides (Repaglinide, Nateglinide)

A Theywork by stimulating insulin releasefrom pancreaticbeta cells
A Havemuchmore shori-acting insulin secretagogueshan sulfonylureas

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

A Havesimilarrisk for weight gain assulfonylureasut possiblylessrisk of
hypoglycemia

A Unlike nateglinide repaglinide is principally metabolized by the liver,
with lessthan 10 percentrenally excreted Doseadjustmentswith this
agentdo not appearto be necessaryn patientswith renalinsufficiency

In addition, repaglinideis somewhatmore effectivein lowering A1Cthan
nateglinide

A Thus repaglinidecould be consideredasinitial therapyin a patient with
chronickidneydiseaseawvho is intolerant of metformin andsulfonylureas

A Kyung Soo Kim et al. Diabetes Metab J 2012
A IDF Global Guideline for Managing

A Older People with Type 2 Diabetes 2013

A David K McCulloch et al. UpToDate 2014

A Romesh Khardori et al, Madescape Jan 2014



A Inhibit the gastrointestinal alpha-glucosidaseshat convert
dietary starch and other complex carbohydrates into
monosaccharidegherebyslowing the absorption of glucose
which resultsin a slower rise in postprandialblood glucose
concentrations

A Havenot beenwidely tested in elderly diabetic patients but
arelikelyto be fairly safeandeffective

A The main side effects that limit their use are flatulence and
diarrheg whichare verycommon

A Kyung Soo Kim et al. Diabetes Metab J 2012
A IDF Global Guideline for Managing

A Older People with Type 2 Diabetes 2013

A David K McCulloch et al. UpToDate 2014

A Romesh Khardori et al, Madescape Jan 2014






Thiazolidinediones (rosiglitazone and pioglitazons

A Reduce insulin resistance in the periphery (ie, they sensitize
muscleand fat to the actionsof insulin) and perhapsto a small
degree in the liver (ie, insulin sensitizers,antinyperglycemics)
They activate peroxisomeproliferatorcactivated receptor (PPAR)
gamma,a nucleartranscriptionfactor that is important in fat cell
differentiation and fatty acid metabolism The major action of
thiazolidinedionesis probably actually fat redistribution These
drugsmayhavebeta-cell preservationproperties

A Kyung Soo Kim et al. Diabetes Metab J 2012
A IDF Global Guideline for Managing

A Older People with Type 2 Diabetes 2013

A David K McCulloch et al. UpToDate 2014

A Romesh Khardori et al, Madescape Jan 2014



Thiazolidinediones (rosiglitazone and pioglitazons

A Havemoderateglycemicefficacy
A Theycan be given to patients who have impaired renal function, are well

tolerated in older adults and do not cause hypoglycemia However,
thiazolidinedionesshould not be usedin patients with classlll or IV heart
failure. In addition, limited experience high cost, and concernsregarding
fluid retention, congestive heart failure, Ml, and fractures limit their
usefulnessparticularly in the elderly. If a thiazolidinedioneis to be usedas
therapy, pioglitazoneis preferred becauseof the greater concern about
atherogeniclipid profiles and a potential increasedrisk for cardiovascular
eventswith rosiglitazone

New concernsregardingincreasedrisk for bladder cancerwith pioglitazone
in additionto fluid retention andboneloss,haveled to decreasedenthusiasm
for its use

A Kyung Soo Kim et al. Diabetes Metab J 2012
A IDF Global Guideline for Managing

A Older People with Type 2 Diabetes 2013

A David K McCulloch et al. UpToDate 2014

A Romesh Khardori et al, Madescape Jan 2014



