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Abstract
Purpose of Review This review aims to provide a summary of the evaluation and treatment of older adults (≥ 65 years) with type
2 diabetes and/or hyperglycemia in the hospital.
Recent Findings Caring for these older adults requires special considerations. Diabetes is a risk factor for hospitalization and
hyperglycemia in the hospital is associated with increased complications and mortality. Treatment plans for hospitalized older
adults with diabetes should include a comprehensive geriatric assessment. This team-based approach aims to develop an
individualized care plan, with consideration of the patients’ personal goals, comorbidities, functional status, life expectancy,
and hypoglycemia risk. Studies from hospitalized middle age and older adults with hyperglycemia can help guide diabetes
treatment goals and management in older adults.
Summary Further studies, examining both glucose targets and care management assessments and treatment plan specifically
targeting older adults in the hospital setting, are needed.
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Introduction

An estimated 35.6million Americans will have diabetes (DM)
by 2045 [1], while currently nearly 50% of the US population
65 years or older meet criteria for pre-diabetes and up to 33%
with DM [2, 3]. Older adults in developed countries are de-
fined as age 65 years and older per the World Health
Organization and this age cutoff will be used for this article
[3]. Older adults are developing type 2 diabetes (T2DM) at a
rate nearly 3× higher than younger adults [4]. Projections in-
dicate that by 2035, older adults will outnumber children for
the first time in US history [4, 5].

Among older adults, DM is an independent risk factor for
hospitalization and hyperglycemia is associated with in-
creased risk of complications and hospital mortality in

critically ill patients [6]. Although older adults may have low-
er rates of A1c over 9%, compared with patients under
65 years, their hospital discharge rates related to DM are
1.5× higher in those 65–74 years and 2.4× higher in those
over 75 years [5, 7]. Furthermore, in older hospitalized adults,
new hyperglycemia is associated with increased mortality
compared with age-matched controls with a history of DM
[8].

The cost of DM care is approximately $300 billion annu-
ally; up to 59% of this expenditure is the care of older adults
with DM and DM complications [5, 9]. The average estimated
cost for DM care in older adults is $11,825 per year, approx-
imately 2× the expenditure for patients under 65 years [10].
Furthermore, older hospitalized adults with T2DM are more
likely to be discharged to a transitional care or nursing facility,
adding significantly to medical costs [11]. It is critical that
providers have an understanding of inpatient DM care in older
adults, given the burden of hyperglycemia, DM, and compli-
cations in this population.

This population poses several unique considerations, as
there is increased risk of DM-related complications and asso-
ciated morbidity and mortality, geriatric syndromes (GS), and
pharmacotherapy-related adverse events [12]. This review
aims to provide a summary of initial evaluation and consider-
ations for management of older adults with T2DM and/or
hyperglycemia in the hospital.
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Pathophysiology in Older Adults

T2DM is an age-related disease, caused by a combination of
factors, including genetic, lifestyle, and aging influences, and
leading causes of hyperglycemia in this population can be
linked to impairment of beta-cell function, decline in insulin
secretion, as well as peripheral insulin resistance [13].
Hyperglycemia in acute illness is associated with increased
circulating counter-regulatory hormones and pro-
inflammatory cytokines, interfering with glucose metabolism,
increased gluconeogenesis, and decreased glucose uptake in
peripheral tissues [14].

Older adults are at risk for DM complications and the com-
plication burden increases with age and duration of T2DM
[15]. Age is a strong predictor of DM-related congestive heart
failure, ischemic heart disease, and stroke [9]. The prevalence
of diabetic kidney disease exceeds 50% in patients over
65 years and is associated with impaired lower extremity func-
tion, disability, and dementia [9]. While cognitive decline is
not typically viewed as a DM complication, T2DM increases
the risk for vascular dementia and Alzheimer’s disease [9].
These complications lead to decreased functional autonomy
and impaired cognition and may contribute to poor self-care
and DM management. Goals for DM care in older adults
should focus on not just preventing complications per se, but
on extending disability-free life expectancy and improving
quality of life (QOL) [9, 16]. These goals should be taken into
account in the hospital and in transition to outpatient or long-
term facilities.

Clinical Presentation in Older Adults

Older adults with DM may not experience typical hypergly-
cemia symptoms, including polyuria and polydipsia. The re-
nal threshold for glycosuria increases with age and older
adults often have decreased thirst sensation. Older adults with
DM, therefore, present with non-specific symptoms including
fatigue or weight loss [17]. New or progressive DM may
manifest as dehydration, confusion, urinary incontinence,
slow lower extremity wound healing, and functional disabili-
ty, and these may be overlooked as presenting symptoms of
hyperglycemia [18].

Older adults with longer duration of T2DM are at particular
risk for polypharmacy [9]. The National Electronic Injury
Surveillance System-Cooperative Adverse Drug Event
Surveillance Project evaluated emergency visits and hospital-
izations related to adverse drug events in older adults and
found that patients ≥ 65 are 2× more likely to present to the
emergency department for adverse drug events and 7× more
likely to be hospitalized after an emergency visit. Half the
hospitalizations for adverse drug events occur in patients ≥
80 years old [19]. Two of the four most common medications

leading to emergency visits are insulin (13.9%) and oral hy-
poglycemic agents (10.7%) [19]. A significant number of
these adverse events are related to hypoglycemia and esti-
mates from Medicare beneficiaries with DM (mean age dif-
fered per study year, range between 76.0 and 77.2 years with
average standard deviation 7.5 years) demonstrate that hospi-
tal admissions for hypoglycemia exceed those for hypergly-
cemia [19, 20].

Assessment of Older Adults with Diabetes:
Outpatient and Inpatient Settings

Diabetes in older adults is accompanied bymultiple coexisting
medical conditions, as well as an increased prevalence of ge-
riatric syndromes (GS) [21]. Geriatric syndromes refer to a
constellation of conditions including functional disabilities,
falls, malnutrition, cognitive impairment, depression, deliri-
um, and dementia, which affect DM self-care, health out-
comes, and QOL [22]. Care for older adults with DM requires
screening for coexisting GS with a comprehensive geriatric
assessment (CGA) [22]. The CGA is an evaluation comprised
of screening tools and tests, performed by a multidisciplinary
team, to address several domains, including medical, psycho-
logical, cognitive, social, and functional capacity (Fig. 1). The
CGA is not a single billable domain; however, the individual
components are required by the centers for Medicare and
Medicaid services (CMS) for older adults annually [23]. The
goal is to identify abnormalities, develop targeted therapy for
reversible causes, and formulate an individualized strategy for
older adults, with a focus on QOL and functional status [21].
These assessments are distinct from a standard medical eval-
uation and guidelines for older adults with DM recommend
screening for GS in both the outpatient and inpatient settings
[21, 22, 24••, 25, 26]. Routine CGA in older adults has been
associated with improved outcomes, including lower mortali-
ty rates, lower rates of institutionalization, and slower decline
of QOL [27, 28].

The Endocrine Society Guidelines for DM in older adults
recommend an overall assessment of health and personal
values prior to determining individualized treatment goals
and strategies [24••]. Periodic cognitive screening is recom-
mended with baseline testing at DM diagnosis and subsequent
screening every 2 to 3 years or if cognitive complaints arise
[24••]. Patients with cognitive impairment should receive sim-
plified or de-intensification regimens and all patients over 65
should be treated with regimens aimed at minimizing hypo-
glycemia [29]. Algorithms for streamlined regimens and sim-
plification strategies exist and have been shown to decrease
hypoglycemia duration in older adults without sacrificing gly-
cemic management [30].

Use of the CGA has beenwell established for the outpatient
setting; however, there may be limitations in its routine use in

  104 Page 2 of 9 Curr Diab Rep          (2019) 19:104 



the hospital. Hospitalized older adults with DM are at risk of
developing GS as well as progression of underlying condi-
tions [31•]. It is ideal for the inpatient team to consider pre-
existing GS and further evaluate in the hospital when appro-
priate, including considerations of multiple medical condi-
tions, cognition, polypharmacy, and goals of care, where
screening tools and assessments are used based on the indi-
vidual need. Of significance, a full CGA is not necessary for
every older hospitalized adult, rather utilizing a patient-
centered approach that targets evaluation only in the domains
essential to understanding the components relevant to each
individual clinical case. The primary team identifies the rele-
vant components of the CGA and evaluations are performed
with the help of a multidisciplinary team, where domains may
be evaluated by several services, depending on the clinical
scenario [32]. This team may include (but is not limited to)
consultation services (endocrinology, geriatrics, psychiatry,
neurology, and palliative care), diabetes education, physical
therapy, occupational therapy, registered dietitians, pharmacy,
nursing, and social work (Fig. 2). Upon discharge, an individ-
ualized care plan is developed, where several components of
the CGA help with this transition, including assessment of
functional capacity, and social and financial support.

A prospective study of older adults (age ≥ 70, mean
85.4 years) with T2DM highlights the prevalence of GS in
hospitalized patients [33]. Components of the CGA employed
in this study found dementia in 27.8%, delirium in 21.1%,
depression in 38.9%, and dependency in activities of daily
living (ADL) in 91.1%. Cognitive testing was normal in
12.2% of patients and of those with abnormal testing, up to
43.8% had no prior diagnosis of dementia [33]. This study
demonstrates the prevalence of functional dependency and
unrecognized cognitive impairment in older adults with
T2DM, highlighting the importance of evaluating GS in the
hospital.

The CGA in older adults is helpful for inpatient clinicians
and teams to guide targeted therapy plans in the hospital and at
discharge [31•]. A meta-analysis of the effectiveness of inpa-
tient geriatric evaluation and management units (GEMU)
found favorable outcomes. A GEMU is a hospital ward fo-
cused on care of older adults, where the CGA is utilized to
develop an individualized care plan, including a focus on re-
habilitation, discharge planning, and early post-hospital fol-
low-up. Hospital environments varied among the 7 studies,
including university, community, and veteran affairs medical
centers and were conducted in the USA (4 studies) and abroad

Fig. 1 Components of a comprehensive geriatric assessment. ADL, activities of daily living; IADL, instrumental activities of daily living; MMSE,Mini-
Mental State Examination; MOCA, Montreal Cognitive Assessment; GDS, Geriatric Depression Scale; PHQ-9, patient health questionnaire 9
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(3 studies total conducted in Austria, Norway, and Germany).
This study found the GEMU approach effective in two distinct
areas: less functional decline at discharge (relative risk [RR] =
0.87, 95% CI 0.77–0.99, P = 0.04) and a lower rate of institu-
tionalization 1 year post discharge (RR = 0.78, CI = 0.66–
0.92, P = 0.003) [31•]. This analysis evaluated data of 4759
older adults admitted to a GEMU from 7 studies, and high-
lights similarities, including focus on care coordination with a
multidisciplinary team and use of the CGA. However, these
interventions were not associated with decreased length of
stay or readmission rates and had no effect on mortality [31•].

A complete CGAmay lack a practical and efficient method
of use in hospital settings. A study of a targeted inpatient
geriatric assessment was developed via expert consensus for
older hospitalized adults and was tested and validated in this
population (mean age 79.5 ± 8.4 years) at a geriatric day hos-
pital in Brazil [34]. This study demonstrated that this one-page
assessment of 10 domains (social support, recent hospital ad-
missions, falls, number of medications, ADL, cognitive per-
formance, self-rated health, depressive symptoms, nutritional
status, and gait speed) could be utilized in this setting [34].
Further studies evaluating the predictive value of this instru-
ment are needed; however, this tool represents a guide better
suited for evaluation of GS in the hospital. In addition, there
are diagnostic tools utilized in hospitalized patients that could
be adapted for use in older adults with DM [35, 36]. For

example, the mini-cog performance assessment has been used
in heart failure patients and was shown to help identify high-
risk patients [37]. The development of an abbreviated DM
distress scale could also be ideal for use in the inpatient setting
[38]. Overall, the CGA is a diagnostic and therapeutic ap-
proach to developing a treatment plan in older adults and plays
a significant role in the inpatient and outpatient settings.

Glycemic Management in Hospitalized Older
Adults

Background and Approach to Glycemic Management

Insulin therapy is recommended in hospitalized patients for
hyperglycemia starting at a threshold of blood glucose (BG)
> 180 mg/dL. The target glucose range of 140–180 mg/dL is
recommended for the majority of non-critically and critically
ill hospitalized patients [39, 40]. The Endocrine Society
Guidelines for older adults recommend a glycemic target of
100–140 mg/dL fasting and 140–180 mg/dL postprandial in
the hospital [24••]. However, in older adults, anecdotally, we
recommend these guidelines apply to non-critical care patients
who are eating. More stringent goals (BG 110–140 mg/dL)
may be appropriate in select circumstances, including cardiac
surgery patients and in acute ischemic cardiac or neurologic
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Fig. 2 Model for a
multidisciplinary team approach
to the CGA in older hospitalized
adults. The primary team serves
as first-line providers for CGA
and additional consultation
services and multidisciplinary
team members offer expertise in
evaluations as required based on
the individual clinical scenario
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events, with close monitoring for hypoglycemia [17, 39].
More relaxed targets may be appropriate in patients with se-
vere comorbidities, history of hypoglycemia, or limited life
expectancy [24••]. Individualized care planning is recom-
mended for hospitalized older adults and incorporates an eval-
uation of hypoglycemia risk in the context of overall health,
functional and cognitive status, and life expectancy [24••, 39].
Further, recommendations indicate that all hospitalized pa-
tients with DM or a BG > 140 mg/dL are screened with
HbA1c measurement (if not performed in the preceding 3-
month period) [24••, 40]. However, more studies are needed
to understand the relationship between glucose management,
age, and morbidity in the hospital, so that potential modified
targets could be correlated with age and glucose across the
spectrum.

Glycemic Management in Hospitalized
Patients: What Have We Learned for Older
Adults?

Critically Ill Patients

Intravenous insulin infusions are the cornerstone of hypergly-
cemia management in critically ill patients, and its use for
hospitalized older adults is ideal. Because of the short half-
life of IV insulin, which offers flexibility and rapid dose titra-
tion, infusion protocols have been developed in the intensive
care unit (ICU). Interestingly, methodologically rigorous stud-
ies on glycemic management and their findings from the ICU
may be more applicable to older adults then those from the
floor, as the mean participant age is higher in the critical care
literature. However, it is important to note that several of the
ICU studies include patients with “new” hyperglycemia with-
out a history of T2DM.

A sentinel study of glycemic management in the surgical
ICU evaluated intensive (goal BG 80–110 mg/dL; mean age
63.4 ± 13.6 years) versus conventional insulin treatment regi-
mens (goal BG 180–200 mg/dL; mean age 62.2 ± 13.9 years),
and of significance, results showed a reduction in mortality in
the intensive arm (P < 0.04, absolute risk reduction [ARR]
3.7%) [41]. A subsequent study by the same research group
evaluated patients in the medical ICU, with intensive versus
conventional glycemic management (mean age in the inten-
sive and mean age in the conventional arm were 63 ± 16 years
and 64 ± 16 years respectively) and found intensive therapy
reduced BG levels, but did not significantly reduce mortality
[42]. Further studies of BG targets in critical illness includes
the Normoglycaemia in Intensive Care Evaluation and
Survival Using Glucose Algorithm Regulation (NICE-
SUGAR) study, evaluating conventional versus intensive glu-
cose control. The conventional arm had fewer deaths (27.5%
versus 24.9%) and demonstrated decreased incidence of

severe hypoglycemia [43]. Additionally, the role of insulin
has been studied in severe sepsis in the Efficacy of Volume
Substitution and Insulin Therapy in Severe Sepsis (VISEP)
trial, where use of intensive insulin therapy was related to
higher rates of severe hypoglycemia and adverse events com-
pared with conventional insulin therapy [44].

Interestingly, these large randomized controlled trials in the
ICU reported recruiting participants who were mainly older
adults; mean age in NICE-SUGAR was 60.4 ± 17.2 years in
the intensive and 59.5 ± 17.1 years in the conventional arm
and mean age in VISEP was 64.6 ± 13.7 years for all subjects
[43, 44]. Results from all the above studies are mixed and are
likely attributable to a myriad of factors including differences
in control group glycemic targets, differences in implementa-
tion methods, and differences in hypoglycemia rates. The im-
pact of age is not fully clear from the data presented from these
studies to date.

Targeting intermediate glucose levels is the current practice
standard in critical illness. Consensus guidelines from critical
care, thoracic surgeons, the American Association of Clinical
Endocrinologists and American Diabetes Association recom-
mend that in critically ill patients, a glucose level > 180mg/dL
triggers initiation of an IV infusion of insulin, with goal BG
level between 140 and 180 mg/dL for most patients [43, 45,
46].

Non-critically Ill Patients

Subcutaneous insulin is the preferred agent for hyperglycemia
management in non-critically ill hospitalized patients. Several
insulin strategies exist, including basal insulin (BI) alone or in
combination with prandial insulin (PI) [17]. Unlike the ran-
domized controlled trials in the ICU setting, studies in the
non-critically ill included a younger population; therefore, ex-
trapolating the findings to older adults poses more of a chal-
lenge [41–44, 47, 48].

The RABBIT 2 trial evaluated the safety and efficacy of
sliding-scale regular insulin (SSI) to a basal bolus insulin
(BBI) regimen in patients with T2DM on a hospital medicine
service [47]. Patients were treated with a regular SSI protocol
four times daily (forBG> 140mg/dL,mean age 56 ± 11 years)
or BBI (glargine plus glulisine before meals, mean age 56 ±
13 years). Goal BG was achieved in 66% of patients in the
BBI arm and 38% in the SSI group, with no difference in
hypoglycemia rates [47]. A similar study, the RABBIT 2 sur-
gery trial, was conducted in hospitalized surgical patients [48].
Mean age of participants was 58 ± 12 years and goal BG was
reached in 55% of patients in the BBI group, compared with
31% in the SSI group (P < 0.001). Hypoglycemia was report-
ed in 21.3% of patients in the BBI arm compared with 4.7% in
the SSI group (P < 0.001); data was not reported by age [48].

These studies were conducted in middle-aged patients;
however, the Basal Plus Trial provides guidance for
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hospitalized older adults with T2DM (61 [16%] of 375 partic-
ipants ≥ 70 years) [49]. This study randomized patients to BBI
(mean age 58.7 ± 11 years) versus basal regimen plus SSI for
meals (mean age 58.6 ± 13 years) versus regular SSI alone
(mean age 58.7 ± 12 years). Improvement was similar in the
BBI and basal plus regimens, with no difference in hypogly-
cemia rates; both BBI and basal plus regimens were superior
to regular SSI. For participants age ≥ 70 years, adjustments in
insulin were made; weight-based insulin dosing was reduced
from 0.25 to 0.15 units/kg/day in patients ≥ 70 years. The
authors suggest the basal plus regimen for patients with re-
duced or inconsistent caloric intake (basal insulin 0.1–
0.15 units/kg/day plus correction SSI) [49]. For older adults
with adequate nutrition, a BBI regimen has been suggested
(0.2–0.3 units/kg/day divided equally between BI and PI dos-
ing) [17, 49, 50].

A retrospective observational study evaluated the efficacy
of a BBI protocol in hospitalized adults aged ≥ 65 years (mean
age 82 ± 7 years, BG target 90–200 mg/dL) [51•]. In frail
adults (using the geriatric cumulative illness rating scale), total
daily dose (TDD) insulin requirement was adjusted for hypo-
glycemia risk with a starting dose of 0.2–0.3 units/kg/day
(versus 0.3–0.7 units/kg/day in the non-frail population). SSI
regimens subtracted one unit of insulin from the scale if the
pre-meal BG level was low (70–90 mg/dL). Furthermore, ed-
ucational courses were provided to providers using this proto-
col. During the study period, mean BG improved (P < 0.005),
mild hypoglycemia occurred in 9.1% patients (95% CI, 3–
15.2%), and there were no severe hypoglycemia events. This
study presents a guide for BBI protocols aimed at hypoglyce-
mia reduction in frail older adults [51•].

Hypoglycemia in Hospitalized Older Adults

Guidelines for DM management in older adults anchor on
individualized treatment plans and minimizing hypoglycemia
[21, 22, 24••]. In a study of DM complication rates in older
adults (cohort of 72,310 persons ≥ 60 years), hypoglycemia
increases with age and duration of DM (in patients with DM
duration ≥ 10 years, acute hypoglycemia occurred 9.62 per
1000 person-years in ages 60–69, 15.88 per 1000 person-
years in ages 70–79, and 19.6 per 1000 person-years in per-
sons over 80 years, P < 0.01) [16]. Several factors contribute
to hypoglycemia in older adults, including comorbidities, cog-
nitive impairment, frailty, polypharmacy, and variable nutri-
tional status [52]. In the hospital, additional risks include acute
illness, renal insufficiency, sepsis, low albumin, and impaired
functional status [16, 53].

A study of older hospitalized adults (mean age 80.5 years,
42% with underlying DM) found hypoglycemia was associ-
ated with a 2× increase in in-hospital mortality (P < 0.001), as
well as increased death at 3 and 6 months post discharge [52].

However, the increased mortality risk may not be related to
hypoglycemia itself, rather a marker of severe illness [52, 54].
Hypoglycemia risk prediction models have been developed
and validated for use in older hospitalized patients (mean
age 76.08 ± 11.17) and may help guide DM management to
avoid hypoglycemia in patients at risk [55].

Identifying hypoglycemia risk is imperative, but mitigation
efforts are difficult to achieve; computerized insulin order sets
and titration algorithms have been shown to decrease inpatient
hypoglycemia and widespread use of these methods help de-
crease hypoglycemia rates in patients on insulin therapy [56,
57]. Further, Baldwin et al. recommend incorporating renal
function into the traditional weight-based insulin dosingmeth-
od to avoid hypoglycemia; initial insulin therapy for hospital-
ized patients with impaired renal function (estimated glomer-
ular filtration rate [GFR] < 45mL/min) is a TDD of 0.25 units/
kg/day (compared with 0.5–0.6 units/kg/day for healthy
adults), divided in half for basal insulin and the remainder
divided equally for prandial insulin [58]. These recommenda-
tions should be considered, as mild elevation in creatinine in
older adults may reflect a substantial decrease in GFR, and
therefore these recommendations offer a helpful guide in mit-
igating hypoglycemia in hospitalized older adults [58].

Multidisciplinary Teams and Diabetes
Education in Older Adults

Studies evaluating the role of a multidisciplinary team focus-
ing on inpatient glycemic management, DM education, and
discharge planning showed improved glycemic management
at 1 year post discharge, with significant improvement in gly-
cemic management in patients newly started on insulin (aver-
age HbA1c reduction 2.4%, P = 0.04) [59]. Formal inpatient
DM education is also independently associated with lower
frequency of all-cause hospital readmission within 30 days
(11 versus 16%, P = 0.0001) [60].

Psychological insulin resistance is common and studies
indicate that insulin-naïve older adults experience fear of
self-monitoring of BG and insulin injections [61]. A study
evaluated barriers to diabetes self-care in older adults (mean
age 75 ± 5 years) in the outpatient setting over a 12-month
period [62]. A multidisciplinary team developed individual-
ized care plans with coping strategies, implemented by a DM
educator between clinic visits. After the intervention period,
HbA1c decreased by 0.45% in the intervention group com-
pared with 0.31% in the control arm, with further improve-
ment in HbA1c at 1 year for the intervention group only (ad-
ditional 0.21% reduction, P < 0.03). The intervention group
showed benefits in self-care, gait/balance, and endurance
[62]. This study demonstrates positive outcomes and, if prov-
en beneficial on a larger scale, may provide a framework for
DM care in older adults.

  104 Page 6 of 9 Curr Diab Rep          (2019) 19:104 



Discharge Planning

Discharge planning should be individualized, using the admis-
sion HbA1c to help tailor DM treatment upon discharge [63].
Umpierrez et al. recommend the following framework for dis-
charge DM therapy in older adults: admission HbA1c range <
7.5–8%, re-start home regimen (oral agents with insulin if
necessary), HbA1c 8.0–10.0%, consider oral agents plus basal
insulin (50% of hospital insulin dose), and for HbA1c > 10%,
patients should be discharged on a BBI regimen or on a com-
bination of pre-admission oral agents with approximately 80%
of hospital BI dose [17]; this is modified from the treatment
algorithm previously tested [63]. This is a useful framework;
however, additional studies of discharge therapy in older
adults are required to validate this recommendation.

Another guide is consideration of health status of older
adults with DM using a validated framework categorizing pa-
tients into increasing levels of mortality risk, for example, the
Endocrine Society Guidelines suggest the following: a relative-
ly healthy group, intermediate health group, and poor health
group (based on chronic conditions, cognitive/visual impair-
ment, and functional status) [64]. Using this framework, the
Endocrinology Society Guidelines on older adults recommend
the outpatient goal HbA1c levels for the healthy group, inter-
mediate health group, and poor health group are between 7.0–
7.5%, 7.5–8.0%, and 8.0–8.5% respectively [24••].

Comprehensive discharge plans for older adults often in-
clude a home health referral. Patients under Medicare cover-
age are eligible for home health if the patient is homebound
and requires intermittent skilled nursing care, physical or oc-
cupational therapy, or speech-language pathology services
[65]. The referral must indicate DM as a home-care concern
in order for glucose monitoring and DM care to be included.
Home health services are not applicable if a patient requires
full-time or extended periods of skilled nursing care [65, 66].

Conclusion

Diabetes in older adults is a growing public health concern,
with an unprecedented number of older adults with DM in the
USA and worldwide. The management of older adults with
DM requires treatment plans with consideration of the pa-
tients’ personal goals, life expectancy, comorbidities, func-
tional status, and risk of hypoglycemia.More studies are need-
ed to help integrate aspects of the CGA in the inpatient setting.

Guidelines for management of inpatient and outpatient care
have been developed; however, it is important to recognize
there are limited studies specific to either T2DM and/or hy-
perglycemia in older adults. Therefore, recommendations and
treatment guidelines are in part extrapolated from studies in
middle-aged patients. Currently, insulin therapy is the corner-
stone of inpatient hyperglycemia management both in critical

illness and non-critically ill hospitalized patients, with a spe-
cific aim of avoiding hypoglycemia. Future research should
aim to account for the complexity of care for older adults, with
a specific goal of assessing the effectiveness and safety of
therapies in older adults with DM and evaluating differing
glycemic targets by age and the relationship to subsequent
comorbidities and safety outcomes.
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