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Guide to Deprescribing in Adults with Type 2 Diabetes (T2DM)

NICE recommendations on choosing medicines for adults with T2DM recommends that the patient’'s needs
and circumstances are reassessed at each review, and to consider:

- Stopping medicines that are not tolerated

- Stopping medicines that have had no impact on glycaemic control or weight, unless there is an
additional clinical benefit, such as cardiovascular or renal protection, from continued treatment

«  Optimising current treatment regimen before thinking about changing treatments, taking into account
factors such as, adverse effects, adherence to existing medicines, the need to revisit advice about
diet/lifestyle, prescribed doses and formulations

- Switching rather than adding drugs when intensifying treatment.

Deprescribing in T2DM can improve patient safety and quality of care by reducing overtreatment, treatment
burden and risk of harm. This guidance has been developed to support clinicians to deprescribe glucose-
lowering therapies and sundries in a safe and patient-centred manner.

Note: Deprescribing of insulin in T2DM is excluded from this guidance. Any changes to insulin therapy
being managed by specialist services should occur under specialist supervision.

Examples of when to consider deprescribing non-insulin glucose lowering medicines and diabetes
sundries can be found in Table 1 and Table 2, respectively.

Deprescribing process

* Deprescribing of glucose-lowering medicines should be undertaken following shared decision-making
with the person and/or their carer. A plan should be developed and agreed which details the approach
to deprescribing, monitoring required and target blood glucose / HbA1c levels.

+ Following deprescribing, the patient’'s HbA1c should be checked after 3 months to assess impact on
glycaemic control. For deprescribing of sulfonylureas, increased frequency blood glucose monitoring is
also required (see table on page 2 for further information on monitoring).

+ I, as a result of deprescribing, the patient experiences symptomatic hyperglycaemia (e.g. thirst,
dehydration, falls, fatigue, frequent urination) or blood glucose levels / HbA1c rise above the individual’'s
target, review and optimise current treatment regimen before considering reverting back to the previous
drug/dose or initiating a new glucose lowering medicine.

* At each stage, diet and lifestyle measures should be optimised where appropriate.

Frailty and T2DM

« Older people, particularly those with frailty and/or comorbidities are less likely to benefit from the long-
term protective effects of good glycaemic control and are often at risk of inappropriate polypharmacy
due to co-morbidities.

« All older people with T2DM should have an appropriate individualised HbA1c target taking into account
functional status, cognitive ability, comorbidities including renal function and duration of diabetes.

« Optimal HbA1c in older people should be reviewed annually, or more frequently if there is a change in
functional status or the development of new comorbidities which increase the risk of hypoglycaemia.

« In people living with frailty and T2DM, consider deprescribing glucose lowering medicines if:

o The patient is at risk of, or is experiencing hypoglycaemia, or other adverse drug events or

o HbA1c is <53 mmol/mol (7%) or lower than their individualised target or

o There is unclear benefit from therapy continuation (e.g. short life expectancy, significant
comorbidities)

« Prioritise reduction/cessation of medications which have a high risk of hypoglycaemia (e.g.
sulfonylureas).

« Consider comorbidities prior to ceasing medications with secondary therapeutic benefits (e.g. SGLT-2
inhibitors, GLP-1 receptor agonists).


https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=3392&checksum=6463c88460bd63bbe256e495c63aa40b
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Table 1: Deprescribing glucose-lowering medicines and monitoring requirements.

Drug or drug | Hypo Monitoring Examples of when to consider deprescribing
class risk
¢ Adverse effects/tolerability
¢ Monitor signs of * Non-adhe.rence L .
_ hyperglycaemia o |f appropriate, where HbA1c falls below individualised target
Metformin Low . e End of life
e Check HbA1c in
3 months * New onset of clinical conditions that lead to contraindications (acute
unstable chronic heart failure or renal impairment [eGFR < 30
mL/minute/1.73 m?))*
o Adverse effects/tolerability
o If appropriate, where HbA1c falls below individualised target
. . ¢ Hypoglycaemia or risk of hypoglycaemia
y gﬂn%n't(r’; f:i;':i% « Non-adherence
mealpblood 9 | e No longer needed for rescue therapy or steroid-induced hyperglycaemia
Sulfonylurea | High glucose levels e Treatment failure
o Check HbA1cin | ® Frailty
3 months e End of life
¢ Low cognitive function
¢ New onset of clinical conditions that lead to contraindications (e.g.
severe renal or hepatic impairment)*
e Treatment failure
) ) o Adverse effects/tolerability
o * h“"y%!:g:yﬂgg;g o |f appropriate, where HbA1c falls below individualised target
Pioglitazone | Low « Check HbA1cin | ® Frailty .
3 months e End of life
¢ New onset of clinical conditions that lead to contraindications (e.g.
uninvestigated macroscopic haematuria)*
o Adverse effects/tolerability
e Monitor signs of | ¢ Non-adherence
SGLT-2 Low hyperglycaemia o New onset of clinical conditions that lead to contraindications (e.g.
inhibitors e Check HbA1cin diabetic ketoacidosis)*
3 months o Frailty
e End of life
¢ Treatment failure
o Adverse effects/tolerability
« Monitor signs of o |f appropriate, where HbA1c falls below individualised target
DPP-4 hyperglycaemia . Comb_ination treatment with GLP-1 receptor agonists (no added clinical
inhibitors | "% | « Check HbAtcin | P2eMeM) y y o
3 months o New onset of clinical conditions that lead to contraindications (e.g.
pancreatitis)*
o Frailty
o End of life
o Adverse effects/tolerability
¢ Non-adherence
GLP-1 RA « Monitor signs of ¢ Inadequate metabolic response — GLP-1 RAs should onlylbe continued
and hyperglycaemia whgre there is a reduction of.a.t !east 11 mmol/mol [1.0%] in HbA1c and
Combination | Low « Check HbA1G in weight loss of at least 3% of initial body weight in 6 months)
GIP/GLP-1 3 months e Frailty
RA e End of life

* New onset of clinical conditions that lead to contraindications (e.g.
pancreatitis)*

*Refer to the summary of product characteristics for a full list of contraindications
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Table 2: Deprescribing diabetes sundries

Diabetes sundry Examples of when to consider deprescribing

e T2DM controlled by diet and lifestyle alone or by any of the following oral agents (alone or
in combination with one another): Metformin, DPP-4 inhibitor, SGLT-2 inhibitor, GLP-1
receptor agonist, pioglitazone, acarbose.

¢ Where blood glucose monitoring was recommended for short-term use and continued

Blood glucose test strips monitoring is no longer required.
and lancets ¢ Reduced blood glucose monitoring frequency due to changes to treatment regimen or
lifestyle.

For further information, please refer to the HWE ICB guidance for Self-monitoring of Blood
Glucose (SMBG) in patients with Diabetes Mellitus

¢ Where prescribed for use by healthcare professionals and employees. It is the healthcare
employer’s responsibility to provide safety needles / safety lancets.

¢ Patient is competent to self-administer insulin / GLP-1 receptor agonist.
Safety needles and safety | e Patient is competent to self-monitor blood glucose levels.

lancets
For further information, please refer to the HWE ICB recommendations for:
¢ Needles for pre-filled / reusable insulin or GLP-1 receptor agonist pens
¢ Blood glucose and ketone meters, testing strips and lancets in adults
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