
66
Received December 5, 2019
Accepted for publication December 18, 2019

EDITORIAL

The Journal of Frailty & Aging
Volume 9, Number 2, 2020

Diabetes and frailty (i.e., the state of increased vulnerability 
to stressors) are commonly found in older individuals, 
often existing side-by-side. Both conditions have proven 
to be independently associated with negative health-related 
outcomes, such as hospitalization and mortality (1, 2). Growing 
interest is given to the possibility that their simultaneous 
presence in the individual might give life to interactions 
potentially affecting the clinical management (3, 4). 

In this issue of the Journal of Frailty and Aging, Ferri-
Guerra and colleagues (5) explore the link between frailty, 
diabetes and health-related outcomes. In the study, data from 
763 community-dwelling Veterans affected by diabetes are 
retrospectively analysed. Study participants are stratified by the 
presence of frailty (defined according to the results of a 44-item 
Frailty Index (6)). In the regression model, frailty is found to be 
independently associated with all-cause hospitalization (Hazard 
Ratio [HR] 1.71; 95% Confidence Interval [95%CI] 1.31-2.24, 
p<0.001) and mortality (HR 2.05; 95%CI 1.16-3.64, p=0.01), 
even after adjustment for potential confounders. The study 
suggests an important take-home message for clinicians:  the 
identification and management of frailty may reduce health-
related negative outcomes in diabetic patients.  In other words, 
frailty in diabetes should be considered a special and specific 
target for clinical interventions. 

But which are the interventions qualifying as beneficial in 
frail diabetic individuals? In 2017, this journal published an 
international position statement on the management of frailty 
in diabetes mellitus (7). The document provided a set of key 
recommendations to support clinicians in the management of 
diabetic patients with frailty. The panel of experts particularly 
stressed 1) the importance of screening for frailty in all 
diabetic patients, and 2) the individualisation of glycaemic 
targets according to the individual’s frailty status.  It was 
recommended to consider as appropriate a target range of 7.0-
8.0% of HbA1c in mild-to-moderate frailty, whereas a range 
of 7.5-8.5% could be set as goal in case of severe frailty.  The 
reduction of hypoglycaemia risk was also identified as the 
main criterion to take into account when choosing the most 
appropriate drug for the patient. Hypoglycaemia is associated 
with an increased risk of falls (8), cardiovascular events, and 
mortality (9). It is also subtly incumbent in frail individuals. In 
a recent study from MacKenzie and colleagues (10), diabetic 
patients with moderate-to-severe frailty had lower serum 
glucose concentrations compared to diabetic patients with no 
or mild frailty.  Moreover, hypoglycaemia was observed only in 

diabetic patients with moderate-to-severe levels of frailty. It is 
thus not surprising why the position statement invited clinicians 
to choose metformin as first-line treatment over secretagogues 
drugs in particularly vulnerable patients. 	

 Although guidelines agree that looser glycaemic control 
is more suitable for frail diabetic patients, the routine clinical 
practice still seems to miss the point. For example, in the study 
by Ferri-Guerra and colleagues (5), no significant difference 
was detected in the adherence to a tight glycaemic control 
between frail and non-frail patients (52.5% vs 57.9%, p=0.15). 
Frail diabetic participants were also more likely to be treated 
with agents exposing to a higher risk of hypoglycaemia. In 
fact, a significant number of frail patients with diabetes were 
taking sulfonylureas or insulin (57% vs 50%, p=0.04) compared 
to non-frail ones. At the same time, non-frail patients were 
more likely to receive metformin than their frail counterparts 
(59.5% vs 41.8%; p<0.001). Consistent results were also 
reported by a cross-sectional study published in JAMA Internal 
Medicine (11), showing that community-dwelling older persons 
presenting both frailty and diabetes are often overtreated. In 
fact, it was demonstrated that nearly two-thirds of the study 
population was rigidly controlling glycaemia (ie, HBA1c <7%) 
with the use of insulin or sulfonylureas, despite a very poor 
health status. 

Reasons for the lack of implementation of pragmatic 
recommendations privileging the prevention of adverse effects 
over rigorous control may vary. The patient may simply not 
be screened for frailty. Clinicians may also find difficulties in 
the deprescribing process, especially when this concerns the 
evaluation of long-standing therapies. Guidelines developed 
for geriatric patients may have limited diffusion outside the 
geriatric field. Some drugs (i.e., sulfonylureas) may be more 
available and less expensive than other drugs associated with 
a lower risk of hypoglycaemia. Finally, it cannot be ignored 
that the training of future clinicians is largely based on the 
memorization of rigid diagnostic and therapeutic algorithms, 
substantially underestimating the heterogeneity of the (aging) 
patients.

In conclusion, diabetic patients should be routinely assessed 
for frailty. As Ferri-Guerra and colleagues (5) showed in 
their work, frailty independently contributes to the burden 
of diabetes in terms of healthcare utilization and decreased 
survival. The identification of frailty should lead to careful 
evaluation and potentially to an adapted intervention (12, 13). 
Clinicians should bear in mind that diabetic patients with frailty 
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are different from the traditional diabetic patients described in 
the medical textbooks. They should thus be accordingly treated, 
always reminding the importance of “primum non nocere”. 
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