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1. RECOMMENDATIONS

A.

Treatment of geriatric DM patients should aim to improve quality of
life and prevent deterioration of functional status, hospitalization and
emergency room visits.

A well-established healthcare network is needed to ensure continuity of
care. A multidisciplinary team (e.g., GPs, nurses, diabetologists, geri-
atricians, other specialists) should provide integrated care and, where
possible, keep a shared repository of systematically collected, clearly
defined clinical data including: communication, regulations, quality and
safety requirements for care pathways, monitoring system and process
and outcome indicators, role, skills, and tasks of the professionals in-
volved, each of whom must act according to the patient’s care needs
(i.e. level of complexity), which vary over time.

. The patient’s care plan should be primarily managed by the GP (clini-

cal manager), as DM is only one of different coexisting conditions and
other factors (psychological and social) that influence a patient’s clini-
cal complexity, especially in geriatric patients. Diabetologists and other
specialists have a role in defining and implementing patient care plans.
In particularly complex cases, diabetics centers should take the main
responsibility for conducting regular, frequent check-ups on the patient.

. Frail patients need special attention, as they have a high risk of experi-

encing a decline in quality of care (and, consequently, an increased risk
of complications and hospitalization), and they require comprehensive
geriatric assessment. GPs can benefit from consulting a geriatrician,
especially about issues such as deprescribing, individualization of care
plans, and prioritizing interventions.

2. STRENGTH OF THE RECOMMENDATIONS

The quality of the evidence is low. Recommendations are supported by
published evidence and best practice (supported by expert opinion).

3. SUPPORTING EVIDENCE

See appendix.
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4. AREAS OF UNCERTAINTY AND FUTURE
PERSPECTIVES

There are no studies in the literature that have assessed
the effectiveness (e.g., reducing hospitalizations and
emergency room visits) of care models specifically de-
signed for geriatric DM patients. Fragmented care sys-
tems, lack of clinical information, duplication of medical
services, and heterogeneity, particularly in the types
of interventions and outcomes are major obstacles to
delivering optimal care to DM patients. Improvement of
clinical care and outreach in diabetic geriatric patients
can be achieved mainly by enhancing organization
(both in primary care and specialize diabetes centers)
to obtain regular, planned follow-ups using centralized
computer monitoring systems or nurses who keep in
regular contact with the patient.

APPENDIX

Treatment of geriatric DM patients should aim to im-
prove quality of life and prevent events that could lead
to a loss of functioning, which can cause hospitaliza-
tions and emergency room visits. A meta-analysis dem-
onstrated that Comprehensive Geriatric Assessment is
essential for managing patients with frailty, to define
treatment plans and ensure the best quality of life pos-
sible as well as increase survival .

Chronic care models (CCM) have shown moderate
efficacy in improving the quality of DM care 2. Multi-
faceted professional interventions could enhance the
performance of health professionals for managing DM
patients 3. Organizational interventions that incentive
regular, planned follow-ups and review of patients’
clinical status and therapy (using central computerized
tracking systems or nurses who regularly contact the
patient) can also improve DM management. Manage-
ment of DM patients requires a care system that has a
network of different carers and healthcare professionals
working in interdisciplinary teams “. Integrated care in-
volving both primary care clinics and diabetes centers is
effective for managing DM geriatric patients in terms of
improving quality of care 5, reducing emergency room
visits and increasing visits to GPs and primary care
nurses 8, reducing hospitalizations for diabetes com-
plications 7, lowering the risk of cardiovascular events
including strokes &, and reducing mortality for all causes
and cardiovascular events 89,

An ltalian observational study '° showed that compared
to DM patients cared for by their GP only or by diabe-
tologists only, those receiving integrated care had lower
mortality. The authors concluded that, after an initial ex-
pert evaluation at a specialized diabetes center, low-risk

DM patients can be managed by primary care physi-
cians as part of an integrated care approach managed
by the GP and based on the specialist’s clinical recom-
mendations, with subsequent referrals to the specialist
if and when the clinical condition requires it '°. Another
observational study ' on DM patients demonstrated
that patients who were managed with a Chronic Care
Model significantly improved adherence to the follow-
up program and reduced cardiovascular complications
(IRR 1,11; IC 95% 1.04-1.18). A protective effect was
also observed for neurological complications, cardio-
and cerebro-vascular complications, and mortality.
Chronic care models and integrated care approaches
complement each other as they are organized, inte-
grated, proactive, population-oriented systems, which
place an informed/educated patient at the center of the
whole system playing an active role in the management
of their disease. Emphasis should, therefore, be placed
on continuity of care through greater integration and
coordination between levels of care and active patient
involvement during the course of care.

The IGEA (Integrazione Gestione E Assistenza) project 12
has specifically addressed the integrated management
of DM patients in Italy (2012), concluding that there is
considerable heterogeneity, particularly in the types of
interventions and outcomes considered. Thus, it is not
possible to accurately compare integrated and con-
ventional care models, particularly in sub-populations
of patients in relation to relevant outcomes. However,
a systematic review and meta-analysis '®'* showed
that integrated care leads to a small improvement in
glycemic control compared to conventional treatment
programs.

The ltalian PND (Piano Nazionale Diabete) '® strongly
emphasizes that the best care for DM patients includes
regional and national assistance that is provided in an
integrated way by all players in the network. Within the
care network, each player needs to follow the appro-
priate care pathway according to the patient’s clinical
complexity.

The 2010 Political and Strategic Guidance Document
for appropriate DM care by AMD (Associazione Medici
Diabetologi), SIMG (Societa Italiana di Medicina Gen-
erale) and SID (Societa ltaliana di Diabetologia) ' high-
lighted the need for a care network system supported
by a multi-specialized and multidisciplinary integrated
care model that can implement patient care plans. They
identified seven classes of care intensity according to
specific clinical characteristics, planned interventions,
the healthcare professionals responsible for care coor-
dination, and standards for monitoring and quality indi-
cators. In particular, Class 5 (stable DM patients, with
good metabolic compensation, without current compli-
cations, being monitored for various cardiovascular risk
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factors,) and Class 6 (DM patients with multiple chronic
comorbidities and reduced independence) are those
who can primarily be followed by GPs in a primary care
setting.
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This statement is:

Recommendation (supported by published evidence)
Best practice (supported by expert opinion)

Quality of the evidence (in the case of recommendation):

Low
O Moderate
O High




