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OBJECTIVES

* DM Prevalence In LTCF

* Discuss Glycemic Targets
e Discuss Diabetes Medications Use In LTCF

* Discuss DM Technology In LTCF
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Epidemiology

- ~ 10,000 baby boomers turns 65 every day DM PREVALENCE AMONG OLDER
ADULTS
- Life expectancy at age 65 went from | 1.9 years dizbetes  # no diabetes 2

(1900-1902) to 19.1 years in 2010 (Census
Bureau report)

- Older adults are projected to outnumber
children under age 18 for the first time in U.S.
history by 2034, (Census Bureau projections)

Older adults with DM
- Will reach 26.7 million by 2050 (vs.~I | million

2018, 16.5 million currently) >80 y.0

Kirkman et al., Diabetes Care 2012, ADA 2022



DM PREVALENCE IN LTCF

DM prevalence in
LTCF

* The number of LTCF in 2016 was
15,600 (National Center for Health
Statistics)

* Housing |.3 million residents

* Around 86% are 65 years of age
or older

DM ® hon-DM

e

- Idrees et al, Update on the management of diabetes in long-term care facilities. BMJ Oper , Diabetes Res Care. 2022;

- ADA Older Adults: Std of Care, 2023;
- Harris-Kojetin et al. Vital Health Stat 3. 2016
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e Significant Impact on Long-Term Care Costs

> $13 BILLION

Diabetes-attributable nursing home costs
for LTCF residents aged 65-84 years (2013)

Parker ED et al., Economic Costs of Diabetes in the U.S. in 2022. Idrees T et al., Curr Diab Rep. 2025

Neuwahl et al., Diabetes Care 2018
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Sarcopenic obese frail phenotype Anorexic malnourished frail phenotype

hyperglycemia hypoglycemia

‘ . :. 0
Abdelhafiz et al., Metabolites. 2023 Fung, Erik et al. The Lancet Healthy Longevity Chao CT et al., ) Diabetes Complications. 2020
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Characteristics and
health status of person Fasting or Bedtime
with diabetes Rationale Reasonable A1C goal® Reasonable CGM goals preprandial glucose glucose Blood pressure Lipids

Healthy [few coexisting Longer remaining life <7.0=7.5% TIR 70-180 mg/dL 20=130 mg/fdL 20=-180 mg/dL =130/20 mmHg Statin, unless
chronic illnesses, expectancy [<53=58 mmaol/maol) (3.9=10.0 mmol) of {4.4=7.2 mmal/L) (4.4=10.0 contraindicated
intact cognitive and =70%, and TER =70 mmaol/L) or not tolerated
functional status) mg/dL (3.9 mmal/L)

of =4%

Complex/intermediate Variable life expectancy. <8.0% (<64 mmal/mol) TIR 70=180 mg/dL S0=15%0 mg/dL 100-120 mg/dL =130/80 mmHg Statin, unless
{multiple coexisting Individualize goals, (3.9=10.0 mmiod) of {5.0=8.3 mmal/L) {5.6=10.0 contraindicated

chronic illnessest ar considering: =00% and TBR <70 mmaol/L) or not tolerated
two or more ADL Severity of mg/dL (<3.9 mmal/L)
impairments or mild comorbidities of <1%

a m.!:lderate COENItivVe & Cognitive and functional
impairment) limitations
Frailty
Risk-to-benefit ratio of
diabetes medications
* Individuzal preference

Very complex/poor Limited remaining life Avoid reliance on ALC; 100=180 mg/dL 110=200 mg/dL =140/90 mmHg  Consider likelihood
health (PALTC or expectancy makes glucose management {5.6=10.0 mmaol/L} (6.1-11.1 of benefit with
end-stage chronic benefit minimal decisions should be mmal/L) statin
ilinessest or based on avoiding
moderate to severe hypoglycemia and
cognitive impairment symptomatic
or two or more ADL hyperghycemia
impairments)

ADA older adults standard of car, 2026
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MEDS IN LTCF

* Prescriptions for glucose-lowering
medications for LTC resident with
12D

e 71,200 to 120,861 residents
* United States LTCF (2016-2020),

* excluding palliative or hospice care

Pandya et al., JAMDA 2023

»

80%

Percentage of patients prescribed any oral GLM

0% -

60% -

S0% 4

40%

70% A

60% A

50% A

40% -

30% A

20% A

10% A

Percentage of patients prescribed any injectable GLM

= Metformin = Sulfonylurea = DPP4 inhibitor TZD m SGLTZ2 inhibitor = Meglitinide

6% 67%

S4%

35%

24% 25%

% 4%
19% 2% 2% 2%
20186 2018
Year
= Basal + prandial insulin = Prandial insulin only
GLP-1 RA + any insulin = CGLP-1 RA only
53% 54% 549%

68% 68%

B2%
26%
‘%2% 2%
2019 2020
= Basal insulin only
53% 5335



4MS FRAMEWORK OF AGE-FRIENDLY HEALTH SYSTEMS

MENTATION MEDICATIONS

Self-administration of medications Treatment burden

Ability to use diabetes technology Affordability or insurance coverage

Ani : iab : End-organ disease or complications
nxiety, depression, and diabetes distress affecting medication choice

Mild cognitive impairment or dementia Polypharmacy

Coping skills and self-care History of adverse medication effects
Social and family support

Risk of hypoglycemia, hypoglycemia
unawareness, and fear of hypoglycemia

MOBILITY WHAT MATTERS MOST

Foot complications Discussing goals and expectations
Functional ability Symptom and disease burden

Meal and treatment preferences

(e.q., injections and glucose monitoring)
Leg weakness Risks, burdens, and benefits of treatment
Neuropathy Loneliness, social isolation, and overall
quality of life

Life expectancy

Frailty and sarcopenia

Vision and hearing impairment

ADA older adults standard of car, 2025




ADA older adults standard of car, 2026

Medical event

D

Life-altering event

Change in physical,
cognitive, or mental

e Investigate red flags, medication
adverse effects, and major
M?ﬁze:;f:f;mi changes in health or function.
Changes in medication
taking-behaviors

Signs of unrecognized -
hypoglycemia
Symptoms of hyperglycemia Reevaluate glycemic
goals through shared

decision-making. Involve
care partners.

Deintensify, simplify, or modify the
diabetes treatment plan to optimize
safety, minimize polypharmacy, and
target disease-specific benefits.

Reassess treatment engagement
and burdens. Consider 2-week
continuous glucose monitoring

to evaluate glycemic patterns.




LIFESTYLE MANAGEMENT

* Optimize nutrition and protein intake

Inadequate nutritional intake, particularly inadequate protein
intake, can increase the risk of sarcopenia and frailty in older
adults

* Encourage regular exercise:
* aerobic activity
* weight-bearing exercise
° resistance training

* Weight loss (e.g., 5-7%) should be considered for its benefits on quality of life, mobility and physical

functioning, and cardiometabolic risk factor control




INSULIN

» The increased risk of hypoglycemia due to antidiabetic agents is a major concern when
considering treatment options in older adults

> Insulin is the antidiabetic agent most often responsible for hypoglycemia

Characteristics Desired in Insulin Regimens

" | ower risk of hypoglycemia
" Once daily dosing
= Easy to administer

Budnitz DS, et al. N Engl | Med. 201 1;365:2002-2012.



Simplification of complex insulin therapy in people with type 2 diabetes on insulin

Optimize technology use and caregiver engagement |

Individual on basal (long- or iIntermediate-acting)® and/or prandial {short- or raphd -acting)t Insulins J l Individual an premixed insuling J
L .
| Basal insulin I l Prandial imsulin I
. i

Change timing from bedtime to moming

)
| ' !

Titrate dose of basal insulin based on fasting if prandial insulin =10 units/dose: If prandial insulin =10 units/dose:
glucose test resulls over 1 week # Decreass dose by 50% and acd noninsulin # Discontinue prandial insulin and add
Fasting goal: 90-150 mgjdL (5.0-5.3 mmaol/L) agents noninsulin agent(sh
& May change goal based on overall health Titrate prandial insulin doses down as
and goals of cars naninsulin agent doses ane increased with sim
l to discontinue pranu:llal Iincsulin

If 50% of the fasting glucose values &re owver

the geoal: Add noninsulin agentss:
* Increase dose by =2 units » If 8GFR is =45 mL/min/1.73 m?, start metformin 500 mg dally and Increass dose every
If =2 fagting values/week are <830 mg/dL 2 weeks, as tnlerated
(=44 rnnrcd/L}: * If eGFR s <45 mL/min/1.73 m?, iIndividual is already taking metformin, or metformin s not
+ Decrease dose by =2 units tolerated, proceed to second-line agent depending on comorbidities or complications
! !
Additional Tips Using Individusl comorbidities (e.g., CKD, ASCVD, low body welght, and risk of

dehydration) and dnug characteristics to gulde declsion-making, as deplcted in

=« [ not use rapgid- and short-acting Insulin at bedtime Flg 9.4 and Table 9.2 sslect additional agent:gj as needad:

= While sdjusting prandial insulin, a simplified correction scale

may be used, for example: # Every 2 weeks, adjust insulin dose and/or add glucose-lowering medications
For premeal glucose »250 maidL (=13.9 mmol/L), give based on glucose testing performed before lunch and before dinner
2 units of short- or rapld-acting inswlin # Goal: 90-150 mgfdL (5.0-8.3 mmol/L) before meals; may change goal based
For premeal glucose >350 mg/dL (=18.4 mmol/L), give on overall health and goals of care!

4 units of short- or raphd-acting insulin If 50% of premeal values over 2 weeks are abave goal, Increase the dose or
Stop comectlon scale when not needed dailly add another agent
If =2 premesal values/week are <80 mg/dL {<5.0 mmalL), decrease the dose
of medication

ADA older adults standard of ca



SIMPLIFICATION OF INSULIN
REGIMEN IN OLDER ADULTS

Table. Characteristics Before and After Simplification at 5 and 8 Months

Baseline, 5 Month, 8 Month,
Characteristic Mean (SD) Mean (S5D) P Value Mean (SD) P Value
e 65 T2DM adults 65 years or older Duration of hypoglycemia 277 (252) 111 (184) 97 (163)
xinHSTt?({GMg Heose) <.001 <.001
* Using 5-day period of continuous
7.7 (1.2) 7.5(0.9) 7.7 (1.0)
glUCOSG monitoring (CG M) Ouration of Iyperglycemia 830 (817) 930 (859) 42 1083 (1033) 12

; mg,/dL glucose),

(Range) (0-4810) (0-4260) {D-3555)
Insulin dose, unit/kg 0.76 (0.41) 0.43 (0.3) <.001 0.43 (0.2) <.001
Daily insulin injections, No. 3.7 (1.3) 1.0 (0.3) <.001 1.0 (0.3) <.001
Patients taking noninsulin
agents, %

Metformin 38 58 58

Sulfonylurea 17 32 32

DPP4 Inhibitor 0 20 20

GLP-1 RA 8 23 23
PAID® 26.5(15.9) 17 (14.5) <.001 17.3 (15.2 .003
SClI-2 66.2 (9.2) 68.2 (8.1) .08 66.7 (10.2) .80
IADL 13.9 (3.2) 13.8 (3.3) .80 14.1 (2.8) .70
ADL 11.5(1.1) 11.6 (0.8) .70 11.7 (0.5) .60

6-min walk test 331.3 (121)
GDS 3.1(3.2)

CIB test 6.1 (1.8)

346 (118.9)
2.6 (2.5)
6.3 (1.6)

.60

353 (115.9)
2.5 (2.8)
6.2 (1.8)

.80

Munshi et al., JAMA Intern Med. 2016
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HYPOGLYCEMIA IN LTCF

Percentage of all patients
prescribed glucose-lowering
medications who experienced
hypoglycemia each year, by
study-defined hypoglycemia

Pandya et al., JAMDA 2023

80% -

0% 4

40% -

Percentage of patients

10% A

20% -

5%

® Glucose 254 to <TOmgidL = Glucose < 54 mg/dL = Glucagon

35% 35% 35% 35%

255 25%
24% o 248 230,
21% :

20%



INSULIN MANAGEMENT IN THE
HOSPITAL

Elderly Patients with Glucose >180 mg/dL (10 mmol/L)

v

NPO
Uncertain oral intake

v

v

Adequate
oral intake

v

Basal Plus Approach:

- Basal insulin starting at 0.1-
0.15 unit/Kg/day

- Correction/supplemental
doses AC per sliding scale

- Adjust basal as needed

Basal Prandial (bolus)
Regimen:
TDD*: 0.2 - 0.3 unit/Kg/day
- % basal, % bolus
- Adjust as needed

*TDD: total daily dose

- ) DIE ITICC
Umpierrez et al., Pasquel et al., Diabetes Care. 2017




METFORMIN

* Metformin has a low risk of hypoglycemia and is weight neutral

* Contraindications: eGFR <30 ml/min/1.73 m2, acute heart failure or active
decompensated liver disease
Older adults considerations:

* cause gastrointestinal adverse events such as nausea, and diarrhea =» higher risk of

dehydration

* (rarely)increased risk of lactic acidosis if used in patients with impaired kidney

function




INSULIN SECRETAGOGUES

* Sulfonylureas (SU)

hypoglycemia, (irregular caloric intake, decreased renal function, and polypharmacy)

lead to poor outcome and increase 7% to 10% mortality rate if induced hypoglycemia

higher all-cause mortality compared to metformin

increased risk of fractures

* Metiglinides
- lower rates of severe hypoglycemia with metiglinides when compared to SU in RCTs
involving older adults (ambulatory settings)

ke

Bennett et al., Ann Intern Med 20—11'-*7 ~ / j ietal ., j Diabe%y;s nvsi = ‘ Pa‘}_p_a et al., Diabetes Care 2006



THIAZOLIDINEDIONES (TZD)

* Older adults' considerations:

e fluid retention * increase risk of CHF exacerbation

* older adults have more prevalence of

peripheral edema
osteoporosis or osteopenia and TZD has

weight gain
been associated with a higher rate of

macular edema

heart failure (HF)

fractures, particularly in postmenopausal

women

Guja et al., Ann Transl Med 2019



DIPEPTIDYL PEPTIDASE-IV(DPP4)
INHIBITORS:

* Improves postprandial glucose levels

Older adults’ considerations:
* can be use in the setting of renal dysfunction (after adjustment)

* have limited side effects

* low rate of hypoglycemia




DPP-41 IN LTCF

Glargine at a starting dose of 0.1 U/kg/d

. . 9 Glargine
Frequer:)gg/ogf Hypoglycemia According to Treatment Group 320 B Linagliptin

40- I z 28]
_ Bl Glargine [ Linagliptin £ 240-
2 £
N’ 30' (]
.‘_B g 200 4
g E
O 20- 5 1601
> o
o
9 10- p=0.06 é 1207
T p=0.5 504

T _'I_— Rand W2 W4 W6 W8 W10 W12 W14 W16 W18 W20 W22 W24
BG <70 BG <54 BG <40
Duration of treatment (weeks)
fewer mild hypoglycemic events <70 mg/d| (3% vs 37%) Basal Linagliptin b
Mean daily BG, mg/dL 157+36 146 +34 0.06

Umpierrez et al,, J Am Med Dir Assoc 2018 7 | BN Umpierrez et al. ADA Scientific Meeting, San Diego, 2017



GLUCAGON-LIKE PEPTIDE-I (GLP-1) RA

* + cardiovascular benefits among patients with established atherosclerotic cardiovascular disease

* Renal protection of GLP|-RA (FLOWV trial) and possible positive effects on cognitive and memory functions

Older adults’ considerations:
* most of GLPI-RA are injectable once daily or weekly
* require visual, motor, and cognitive skills for administration
* gastrointestinal side effects such as nausea and diarrhea (10-28%)

* screen for malnutrition status

leffects on bone and lean body mass

s

Idrees et al. Beyond pounds: Whaf else could be lost? J Diabetes Co .p|ications. 2’023



SODIUM-GLUCOSE TRANSPORT 2 (SGLT?2)
INHIBITORS

* Reduced hospitalization for heart failure by 23% in patients with diabetes and reduced the progression of renal
disease by 45%

Older adults' considerations:
* + urinary tract infections (UTI) and yeasts infections
* increased risk of euglycemic diabetic ketoacidosis

* osmotic diuresis effects =» ++ risk of dehydration (not recommended in hospital settings)

* worsening urinary incontinence (common in older adults)




GLPI-RA & SGLT-2i

Figure 2. Major adverse cardiovascular events (MACE) in placebo-controlled trials comparing (A) glucagon-like peptide-1 receptor
agonists (GLP-1RA) and (B) sodium-glucose co-transporter-2 inhibitors (SGLF2i) in addition to standard of care in older
adults (>65 years).

(A)

: : studi Estimate (5% ) MACE/GLP-IRA  MACE/Placebo !
Systematic review for older adults 5 e (5% 0 3 |
- . - LEADER>65yearold 2016 0.891(0779,1019) 4687471 5283548 ———
who were eligible for inclusion in SUSTAIN-G 565 year old 2016 0.715(0.4%, 1026) 55793 T6/805 . '
these large randomized controlled EXSCEL>65yearcld 2017 0812(0717,0820) 5463573 65713616 —
trials HARMONEY 65 year old 2018 0.875(0.718, 1.065) 2042356 2352403 +
REWIND >65yearold 2019 0.855(0728, 1003) 33172314 38472350 —a—
Overall ("2=0%, p=0.746)  0.847(0788,0910)  1604/12507  1880/12722 ——
|
I | i 1
04 0.8 0.85 14
Odds ratio (log scale)
Yet, frailty levels are unknown ®
d Studies Estimate (95% C)  MACESGLT2i  MACEPlacebo :
Empa-Reg >65 yearold 2015 0.701(0565,0870) 2392091 16111036 ™ :
DECLARE >G5 yearold 2019 0.927(0.801,1.072) 39073351 4187395 ———
CREDENCE >65year old 2019 0.854(0.659, 1.108) 12011009 1431048 11
Overall (1"2=5478%, p=0.110)  0.831(0.699,0.989)  749/7051 T22/6040 _
1
| | : 1
04 08 14
Odds ratio (log scale)

Karagiannis et al ., Diabetes Res Clin Pract. 2021
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13.5 Recommend continuous glucose
monitoring (CGM) for older adults
with type 1 diabetes to improve gly-
cemic outcomes, reduce hypoglyce-
mia, and reduce treatment burden. A
13.6 Offer CGM for older adults with
type 2 diabetes on insulin therapy to
improve glycemic outcomes and re-
duce hypoglycemia. B

13.7 Consider the use of automated
insulin delivery systems, A mechanical
insulin delivery systems, E and other
advanced insulin delivery devices such
as connected pens E to reduce risk
of hypoglycemia for older adults,
based on individual ability and sup-
port system.

DM TECHNOLOGY

Diabetes Technology

eContinuous glucose monitoring
e|nsulin pumps

eBluetooth-enabled insulin pens

s Automated insulin delivery systems

eDiabetes technology trials
have included ambulatory
adults in their 60s using insulin

® O o [ ]
“_\ elack of studies in adults
G\ in their 70s and 80s

Older Adults Living

eLack of studies in complex,
multimorbid, functionally
with Diabetes impaired
eGrowing population of adults 265

years of age with type 1 and 2 diabetes
eHeterogenous biopsychological needs

eDistinct priorities of care

Research Gaps

*Clinical effectiveness in diverse older adults

e|mpact of long-term technology use on patient-
and caregiver-reported outcomes

sStrategies to deploy technology for older adults
across health status categories

e|ntegration with other remote patient
monitoring

eInterventions to address provider-level and
structural barriers to technology adoption

eEconomic evaluation

e|nequities in structural factors, social
determinants of health, and access to technology
and its resources (e.g., internet)

eVariable technologic literacy and attitudes
towards technology in older adults

eLimited primary care provider education,
experience, and resources for starting or utilizing
diabetes technology

eLimited long-term care provider and staff
education on technology

eLack of integration into electronic health records

Diabetes Care 2023;46(8):1455—-1463



A Randomized Phase Extension Phase

o ° ° 16% -
The Wireless Innovation in | IR ;
70 :
— 1
° ° ° 3 -
Seniors with Diabetes |
Vo 10% i
- - § E
Mellitus (WISDM) trial ;
g i
: o8 |
Bl =
- CGM vs No-CGM S =i B r l
- Statistically significant reduction in time spent with e . \ — 1
hypoglycemia (glucose Ievel <70mg / dL) Baseline 8 weeks 16 weeks 26 weeks 39 weeks 52 weeks
B Randomized Phase Extension Phase
- Glycemic variability was reduced with CGM =» increase £ siid
time spent in range (70-180 mg)/dL zg" o
%0 80% -
3
2 0%
3 :
2 60% - N
> B
o
g 50% -
2
40% -

Miller et al., Diabetes Technol Ther. 2022

| | | | |
Baseline 8 weeks 16 weeks 26 weeks 39 weeks 52 weeks



'WHY CGM

FOR LTCF?

Patient QoL

Staff burden

Exposure

Hypoglycemia in

older adults

3-4 POCT daily vs one click every 10-15 days

* POCT vs one click
In 2021,30% LTCF reported staff shortages

In 2022, report of 149,000 residents and nearly 2,200
staff members death due to COVID-19 in LTCFs

Insulin and SU are responsible for most cases of
hypoglycemia

*Decreased cognition *Polypharmacy

*Renal dysfunction *Unpredictable eating behavior
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Type 1" & Type 2
iabetes
T: t
>250 mg/dL :g:
(13.9 mmol/L)

CGM METRICS g 5%
TARGETS

(10.0 mmol/L)

Target Range:
70-180 mg/dL >70%
(3.9-10.0 mmol/L)
<70 mg/dL (3.9 mmol/L) <4%"
<54 mg/dL (3.0 mmol/L) -<1%

Battelino et al., Targets for CGM Data Interpretation: International Consensus on Time in Range. Diabetes Care 1 August 2019
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71,200 to 120,861 residents 42 residents 2| residents 65 residents

® Hypoglycemia ® Hypoglycemia ® Hypoglycemia

= TBR (<70) > 1%

Older/High-Risk:
Type 1 & Type 2
Diabetes
Target
>250 mg/dL
(13.9 mmollL) R

>180 mg/dL e
(10.0 mmoliL) <50%

Target Range:
70-180 mg/dL

o,
(3.9-10.0 mmollL) oho%

<70 mg/dL (3.9 mmol/L) e— <1 %,

Real world database Six geriatric centers . . : : .
Eight LTCF h d Mich
USA 2016 to 2020 France 2019 — 2020 One geriatric center ight LTCF in Ohio and Michigan

~ 27% had cognitive impairment
~ 40% had dementia

Pandya et al., JAMDA 2023 Bouillet et al., Age Ageing. 2021 ~ Vanessa et al.; Diabetes 2024 Munshi et al.; JAMDA 2025,



CGM And Alzheimer 1034 CGM users matched to SMBG users
Disease And Re|ated * 15% random sample of Medicare claims data

Dementias « 2016 to December 2020

All-cause mortality Hypoglycemia hospitalization

0.7 1 0.3-
o (o)

0.6- HR, 057, 95/) CI, 048 067 (HR, 066, 95% Cl, 040_ | 08)
ab] a
c 0.5 =
g Prevalent SMBG users g 0.2
2 04 £
2 03 2
3 024 CGM users = 0.1-
E " S Prevalent SMBG users
O S

0.1 —

0- 0- CGM users
0 1 K 3 0 1 ; 3
Follow-up time, y Follow-up time, y

a .

Kotecha at al.; JAMA Netw Open. 2025 N
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DM MANAGEMENT
USING CGM IN LTCF




Glucose Telemetry System (GTYS)

Real time CGM

Spanakis et al., Diabetes Care. 2022; Singh et al., Diabetes Care. 2020

Cellphone

EMORY

UNIVERSITY
SCHOOL OF

MEDICINE

Tablet and remote monitoring

with alarms
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woien:  CGM-guided Insulin Adjustment In
LTCF

TAR =250 mg/dL %)

TAR =180 mg/dL %)

TBR <70 mg/dL (%) TBR <54 mg/dL (%)

-

1 Standard of Care (n=50 m RT (n=47)

TIR 70-180 mg/dL (%

. RT Std of P.
Variable _ Care
(n=47) (n=50) Value 0 10 20 30 a0 50 60

TBR <70 mgIdL (%) 0.83+2 | +3 051 Ltandard of Care (m=50 m BT (m=47

TBR <54 mg/dL (%) 023+085 0.56+2 0.88

Idrees et al., JAMDA. 2024



CGM-GUIDED INSULIN ADJUSTMENT
IN LTCF

All p<0.00|

—_
&
~—

V)
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2,
o)

=
wv

Y

o
=

L
=]
1
o
o
o
Lol

o

1
Hypoglycemia <70 mg/dL Hypoglycemia <54 mg/dL Hyperglycemia > 250 mg/dL

Condition

POC Testing

X
. Idrees et al., JAMDA. 2024




Pilot QI Using
CGMIn LTCF

* FreeStyle Libre 2
* Canada 2 LTCF

34 hours of nursing time
could be saved per
resident per year.

O'Donnell et al., JMIR Diabetes. 2025

POST-LAUNCH |
EVALUATION

6 months

INTERVENTION PHASE
Including three-step transition to CGM system

Fingerstick Point-of-Care Sensor Readings
Testing Sensor Readings Software

19,438

Glucose
readings 35,971
- : 208 reader
ypogiyce- )
mia events 1049 Libe
View

Nising 3.1 (40%

workload |
(mins) ess)
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Practical Points

- Best candidate?
(! moderate to severe cognitive
dysfunctions/ delirium)

- Family involvement/education
-  Who applies the sensor? And

create account so data can be
shared

- WiFivs LTE
(Connectivity issues and cost)

- What if resident left the room?
(PT)

- Tech champion

Location of the tele monitoring
(ipad)

Alarm cut offs and responsibility

Who adjust DM management
(remote endo vs local providers)

How frequently data should be
evaluated

- Training and education




Insulin Pump Algorithm
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Brown S et al;. Safety Evaluation of the Omnipod 5/ Automated Insulin Delivery System over 3 Months of Use in Adults and Adolescents with Type | Diabetes. Presented at Virtual Endocrine Society Annual Meeting; 2021 .




DM Technology- Insulin Pump

12

— Closed-loop group
— Sensor-augmented pump group

TIDM > 60 years

TIDM 12 months or more

insulin pump therapy for 3 months or more
RCT, cross-over for 16 weeks

)
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- increase in time in range by 8.6 percentage points g
and a reduction in HbA,. of (0.2%) without increasing lfn
the time in hypoglycemia. S
5
closed-loop usage in the present study was high, Aol ccounnim RS R A B AR

suggesting high acceptability of this therapy in this age
group.
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Boughton et al,, Lancet Healthy Longev. 2022



Closed-Loop Insulin Delivery
Versus Sensor-Augmented

Pump Therapy in Older Adults
With Type 1 Diabetes

* To assess the efficacy and
safety of closed-loop insulin
delivery compared with

sensor-augmented pump
* Age :+60

* 30 participants

moderate or severe

dementia were excluded
y

McAuley SA. Older Adults With Type 1 Diabetes (ORACL): A Diabetes Care. 2022

RCT

Impaired awareness of hypoglycemia

Gold score =4
Clarke score =4

Montreal Cognitive Assessment (MoCA)
MoCA score
Normal cognitive function (MoCA score =26)
Mild cognitive impairment (MoCA score 18-25)

Mini Mental State Examination score

Verbal 1O

National Adult Reading Test score
MNational Adult Reading Test =1.5 5D below normative data

Executive functioning

Trail Making Task B, s
Trail Making Task B =1.5 5D below normative data

Psychomotor speed
Symbol Digit Modalities Test (n correct)
Symbol Digit Modalities Test =1.5 5D below normative data
Trail Making Task A, s
Trail Making Task A =1.5 5D below normative data
Grooved pegboard (dominant), s
Pegboard (dominant) =1.5 5D below normative data
Grooved pegboard (nondominant), s
Pegboard (nondominant) =1.5 5D below normative data

FRAIL scale categories
Nonfrail
Prefrail
Frail

Older Adults’(ORACL) Study:

10 (33)
9 (30)

27 (26-28)
24 (80)
6 (20)

30 (29-30)

37 (32-44)
0 (0)

85.5 (60.6-110.3)
3 (10)

41 (34-46)

0 (0)
29.5 (24.8-40.5)

2 (7)

82 (75—100)
5 (17)

102 (80-117)
3 (10)

24 (80)
6 (20)
0 (0)
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Older Adults’ AID - B

Sensor-Augrmented Pump

Study (21QP Trial) B
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Older Adults’ AID Study
(21QP Trial)

Efficacy, regardless of cognitive impairment statue (mild)

/ System usability and technology acceptance

1573 More technical support

s

Kudva YC et al. NEJM Evid. 2025



Thank you

Thayer ldrees, MD

Tidrees@emory.edu
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