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Managing diabetes
in primary care:
meeting the targets
Dr Simon Croxson
Consultant Physician in
Geriatric and Diabetic
Medicine, Bristol General
Hospital
The National Institute for Health
and Clinical Excellence (NICE) 1
advises that you treat patients to
target of HbA1c ≤6.5%, which I
think is reasonable so long as you
are not prescribing a treatment
(such as a sulphonylurea) that
is going to make your patient
hypoglycaemic. But for some
patients, as NICE recognises,
this target may be too stringent.
If a patient is frail, elderly, and
lives in a nursing home, a target
of <8% would be OK.
NICE recommends to not strive
to achieve an HbA1c below 6.5%. If
you have to use intensive therapy to
get a patient’s HbA1c below 6.5%, I
think you are probably doing more
harm than good.
Diet and exercise have
always been the cornerstone of
managing patients with diabetes,
and they always will be. If the
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dieticians in your area do not
provide diet sheets, then the
British Dietetic Association 2 is
a useful source of information.
However although diet and
exercise do work very well,
patient concordance with
lifestyle modifications is poor.
Metformin is a very good
drug. It does not make patients
hypoglycaemic, it might
prevent heart attacks, and it
might prevent bowel cancer.
But patient’s renal function
does limit its use. If a patient’s
estimated glomerular filtration
rate (eGFR) is above 50 ml per
minute, then metformin can be
used (eg 2 g/day). It should be
used with caution in patients
with a eGFR of 30–50 ml per
minute (eg 1 g/day), and it
should not be given to patients
with a eGFR of <30 ml. If the
eGFR decreases while a patient is
receiving metformin, you have to
consider whether the eGFR will
continue to change and whether
continuing metformin is safe.
You also need to be aware of any
intercurrent illness that could
cause problems. For example, I
would not prescribe metformin

to patients who have recurrent
urinary infections because their
renal function will decline as a
result of the infections.
The
thiazolidione
pioglitazone is a useful add-on
therapy. The PROactive study 3
found that it reduced the risk of
secondary macrovascular events
in patients with type 2 diabetes
and established macrovascular
disease. Therefore if a patient
as had a myocardial infarction,
pioglitazone might reduce the
risk of another one. The problem
with pioglitazone is that it
might cause weight gain or it
might cause peripheral oedema.
Spironolactone can be used to treat
mild oedema, but patients will
need to be taken off pioglitazone if
they have severe oedema.
DPP-4 inhibitors, which are
relatively new, are also good addon therapies. They do not cause
hypoglycaemia, they do not cause
weight gain, and they seem to be
safe. They certainly were more
closely scrutinised (in terms of
their adverse event profile) than
older antidiabetic therapies. Skin
rashes appear to be the main side
effect for the patients that I treat
with DPP-4 inhibitors; this does
seem to be a class effect.
You will probably need to
use a combination of therapies
to treat the different mechanisms
underlying poor glycaemic control.
Thus, polypharmacy is a problem
in the management of diabetes.
1. NICE. http://guidance.nice.org.uk/
CG66 (accessed 2 February 2011)
2. The British Dietetic Association.
www.bda.uk.com (accessed 2
February 2011)
3. Dormandy JA, Charbonnel B,
Eckland EJA, et al. Lancet 2005;
366: 1279–1289
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Immunosenescence
and healthy ageing
Dr George Kassianos
Dr George Kassianos, GP,
Bracknell, Berkshire
Immunosenescence is the
deterioration of immunological
function, and this is a feature
of age. The result is that older
people are more susceptible to
infection, heart disease, cancer,
and many chronic diseases (such
as diabetes). They are also less able
to respond to vaccines.
Goodwin et al showed that
older people had a much poorer
response to the influenza vaccine
than younger patients. They
estimated a clinical efficacy of
70–90% in young adults and a
clinical efficacy of 17–53% in
elderly patients, depending on
the circulating viruses. 1 They
concluded that there was a need
for more immunogenic vaccine
formulations for the elderly.
Weinberger et al 2 have much
the same view, concluding:
“Improved vaccination strategies,
new adjuvants, and new vaccines
that specifically target the aged
immune system will help to
overcome the limitations of
immunosenescence and ensure
better protection of the vulnerable
elderly population.”
One way of enhancing the
protection of influenza vaccines in
elderly people is to vaccinate more
older people, and then vaccinate
people who live with older people
(eg, carers). Therefore the more
people (who come into close
contact with older people) that
are vaccinated, the less the risk
that older people will contract
viruses. Healthcare professionals
should also be vaccinated. They
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have a duty of care to ensure that
they do not transmit viruses to
their patients, particularly if their
patients are elderly.
Other ways of boosting
responses in older people is to
increase the amount of antigen
that is put into a vaccine or to
give patients an adjuvant vaccine.
Adding an adjuvant could mean
that a patient produces the
required level of antibodies.
However, the newest method
of improving the response to a
vaccine is using an intradermal
rather than an intramuscular
or a subcutaneous injection.
Coudeville et al 3 compared an
influenza vaccine administered
by the intradermal (ID) route
with an influenza vaccine
administered via the traditional
intramuscular route. They said:
“It is acceptable to predict that
the higher antibody responses
generated by the ID influenza
vaccine administration translates
into a significant increase in
vaccine efficacy delivered by the
IM route. Moreover, the increase
in vaccine efficacy conferred by ID
administration is at least 10% and
can exceed 20%.” An increase in

vaccine efficacy is obviously very
important in older patients.
Intradermal administration
is effective because the dermis
is so accessible, and the dermis
contains dendritic cells. Dendritic
cells capture the antigen in the
vaccine and transfer it to the
lymphatic cells (also contained
within the dermis), and this leads
to the production of antibodies.
Therefore, using ID administration
in older patients is a logical step.
There is a new influenza
vaccine that is administered
intradermally. A study by Arnou
et al4 found that it was a beneficial
option for older adults that
consistently enhanced antibody
responses without compromising
safety. The main side effect of
an influenza vaccine, whichever
method is used to administer it, is
flu-like symptoms.
1. Goodwin K, et al. Vaccine 2006; 24:
1159–69
2. Weinberger, et al. Clin Infect Dis
2008; 46: 1078–84
3. Coudeville et al. Human Vaccines
2010; 610: 841–48
4. Arnou R, et al. Vaccine 2009; 27:
7304–12
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COPD: preventative
strategies
Dr Richard Russell
Honorary Clinical Senior
Lecturer, National Heart and
Lung Institute
Chronic obstructive pulmonary
disease (COPD) covers several
conditions affecting lung
function, and we still do not have
an exact definition. But, we do
know that some patients with
COPD will have bronchitis, some
will have emphysema, and some
will be somewhere in the middle.
Patients will present with a
variety of symptoms and they will
describe them in different ways.
For example, one patient might say
they are “wheezy” while another
might say they are “chesty”. Also,
patients may present with other
conditions that are actually an
indication of COPD. For example,
frequent winter bronchitis or
chronic “smoker’s cough”.
Therefore patients who have
these conditions should be tested
for COPD.
COPD is diagnosed using
spirometry, which assesses
lung function by measuring the
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volume and flow of air that can
be exhaled and inhaled. Other
diagnostic tests include chest
X-ray, full-blood count, and body
mass index (BMI). A patient’s
BMI is important to establish
because if their BMI is 20, their
risk of dying from COPD is
greatly increased (compared
with patients with a higher
BMI). From clinical experience,
I know that patients who are
stabilised and who put on weight
will improve. After a diagnosis
of COPD, the severity of the
condition should be assessed.
Throughout the course of disease,
spirometry should be used
episodically to assess progression.
Encouraging patients to stop
smoking is absolutely critical to
both the management of COPD
and its prevention. Smoking
cessation medication does work
when used in the appropriate
setting. I do not apologise for
constantly telling my patients
(whether they have COPD or not)
to stop smoking. Some patients
will listen and will take steps to
quit, so consistently discussing
smoking cessation with patients
is worthwhile.

Pulmonary rehabilitation
is also very important in the
management of COPD. It is a
course of exercise combined
with education over eight to
12 weeks. I have found that
after undergoing pulmonary
rehabilitation, patients can walk
double the distance that they
could before. How it is delivered
varies; it will be run in a hospital
in some places and entirely in
the community in others. The
setting in which pulmonary
rehabilitation is delivered
does not matter as long as it is
delivered correctly.
Treating the exacerbations,
which are a sustained worsening
of symptoms, in COPD is vital
to improving the patient’s
quality of life and to prevent
them from having a “bad”
death. The evidence shows
that the drugs for COPD do
work. For example, one study
showed that tiotropium 1 was
associated with improvements
in lung function, quality of life,
and exacerbations over a four
year period. However, it did not
significantly reduce the rate of
decline in FEV 1.
Ultimately, good COPD
management relies on healthcare
professionals doing what they
know makes a difference and
making sure that it is done
properly. At present, we can
definitely screen our patients
for COPD, assess them using
spirometry, focus on the key
interventions, and provide the
right medications for the right
people. Furthermore, we can
vaccinate our patients against
illnesses such as influenza.
1. Tashkin, et al. N Eng J Med 2008;
359: 1543–54
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Pain management in
the older patient
Dr Andrew Severn
Consultant Anaesthetist, Royal
Lancaster Infirmary
Pain is talked about as the
“fifth vital sign”, which is
a term that hospitals use to
encourage nursing staff to
record pain alongside the usual
temperature and pulse and own
the responsibilty for acting
on observations by making an
appropriate intervention. But,
the problem with recording
the “fifth vital sign” is that it is
a subjective one. Many older
patients do not report that they
are in pain because they do not
want to “bother the nurses”.
Therefore if patients do not
report pain (or do not have the
ability to report pain), healthcare
professionals have to find some
way of assessing pain on the
patient’s behalf.
In paediatric practice, the use
of simple scoring systems is well
established. The child is shown a
range of faces each with a different
expression (ranging from “happy”
to “upset”), and they choose
which one best expresses how they
feel. In the management of the
elderly, particularly where there
are issues with cognitive function,
observations of facial expression
made on behalf of the patient is a tool
for the carer to make a judgment on
pain. Behaviours such as groaning or
agitation may also be used. In all our
assessments, we should recognise
that pain is not just a sensory
experience. It is a multidimensional,
complex disease that affects and
is affected by many aspects of a
patient’s life: their behaviour, mood,
and their environment.
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Lin et al1 reviewed whether
enhancing care for depression
improved pain and functional
outcomes in older adults with
depression and arthritis. Patients
in the intervention group received
antidepressants and/or six to eight
sessions of psychotherapy. The
intervention group had lower
pain scores, less interference
with daily living due to arthritis,
and less interference with daily
living due to pain. The authors
concluded that the impact of
depression on pain should not be
underestimated. As a result of this
study, a consensus2 was developed
that described six core outcome
domains that chronic pain trials
should assess. These were pain,
physical functioning, emotional
functioning, participant ratings of
improvement and satisfaction with
treatment, symptoms and adverse
events, and participant disposition.
The principles of managing
pain require an acceptance that the
patient is in pain, and an attempt
to find and treat the cause of the
pain. In assessing the severity, due
consideration needs to be given to
the biopsychosocial domain and
other aspects should be managed

as necessary (eg, treat depression).
Current practice, supported
by organisations such as the
American Geriatrics Society
accepts that opioid analgesics
are beneficial treatments for
persistent pain in older patients.3
However, the side effects profile
(eg, constipation), in the case
of the elderly, will influence
the acceptability. Therefore, if
opioids are going to be used
to treat pain, we do need to
consider how the side effects are
going to be managed. There are
newer formulations of opioids
available, for example transdermal
preparations, that provide a more
convenient way of administering
the drug and might not have some
of the side effects that may make
the oral route difficult
We are limited in our
endeavours by a patchy evidence
base, and have the responsibility
of making decisions often without
the supporting evidence. But the
problem out there is large and our
ageing patients cannot wait for the
researchers to catch up.
1. Lin E, et al. JAMA 2003; 290: 2428–03
2. Turk DC, et al. Pain 2003; 106: 37–45
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Urinary incontinence:
treatment options
Dr Adrian Wagg
Professor of Healthy Ageing,
University of Alberta, Canada
The mistake that is made most
often in assessing urinary
incontinence is not distinguishing
between the subtypes (overactive
bladder, stress incontinence, or
mixed symptoms). However,
certain symptoms will be indicative
of a specific subtype. Frequency
with urgency is a feature of OAB
and mixed symptoms but not
stress incontinence, while leaking
during physical activity features
in stress incontinence and mixed
symptoms but not in OAB. Kirby
et al 1 have produced a simple
grid to enable you to differentiate
between the subtypes.
Assessment should involve
genitourinary examination,
urinalysis, digital rectal
examination (DRE), and postvoid residual volume of urine.
Although there is not an evidence
base for DRE in women, you need
to check for faecal loading. If a
patient does have constipation,
then that does need to be managed.
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A key consideration is the
patient’s co-existing conditions
and any medication that they
might be taking. There are several
drugs that can cause urinary
incontinence, including diuretics,
antimuscarinics, and clozapine.
All patients should use a
bladder diary, which can be
used to assess urgency. Patients
are asked to rate their bladder
sensation, ranging from no feeling
of urgency and being able to
choose when they use the toilet to
not being able to hold their urine
and having a leaking incident.
Diaries can also be used to assess
frequency (patients are asked to
measure the volume of urine that
they pass). Assessing frequency is
important for determining if the
patient has nocturnal polyuria or
if they are simply drinking too
much fluid. Older people are able
to use bladder diaries, even those
in their ninth decade.
For women with OAB and/
or urinary incontinence, NICE 2
recommends that they should
be advised to lose weight if their
BMI is >30. Reducing BMI by
only 5% can significantly reduce
incontinence, which ties in with

the general public health message
that a healthy weight reduces the
risk of cancer and heart disease.
NICE also recommends
caffeine reduction for patients
with OAB (with or without
urge incontinence). Patients
have told me that drinking
coffee does make their symptom
worse, but the evidence that
reducing caffeine intake improves
symptoms is minimal.
Supervised bladder retraining
for six weeks is recommended for
women with urge incontinence.
Although effective, bladder
retraining by itself will not
resolve symptoms.
There are several drugs on the
market for OAB and unlike other
areas of medicine, there is some
evidence in older people. One
study showed that solifenacin was
efficacious and well tolerated in
the treatment of elderly patients.3
Also, a review by Chughtai et
al4 found that for the majority
of elderly patients, a muscarinic
receptor antagonist should be able
to provide substantial relief from
OAB symptoms with a minimal
side effect profile.
Urinary
incontinence
is common in older people.
Therefore,
healthcare
professionals need to be interested
in it and raise awareness of it. They
should aim to do what is practical
and pragmatic as well as what has
an evidence base.
1. Kirby M, et al. Int J Clin Pract 2006;
60: 1263–71
2. NICE. Urinary incontinence.
http://guidance.nice.org.uk/CG40
(accessed 4 February 2011)
3. Wagg A, et al. Am J Geriatr
Pharmacother 2006; 4: 14–24
4. Chughtai, et al. Clinical Interventions
in Aging 2008; 3: 503–09
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Secondary prevention
of stroke
Professor Stephen Jackson
Professor of Clinical Gerontology,
King’s College London
There are several potentially
modifiable risk factors for stroke,
such as a high-fat diet, a highsalt intake, and a high BMI.
We should remember that just
because something is a risk factor,
reducing or removing it does not
automatically mean that the risk
of stroke is reduced. Obviously
if a randomised controlled trial
(RCT) indicates that modifying a
risk factor will reduce the risk of
stroke, then this is important.1 But,
whether there is an RCT evidence
base or not, we know modifying
these risk factors is worthwhile on
general health grounds.
The PROGRESS trial was a
landmark study for the secondary
prevention of stroke. It recruited
patients who had a stroke or
transient ischaemic attack (TIA)
within the five years prior to the
start of the study, which is a wider
study criteria than most clinical
trials have today. Double-blind
and placebo-controlled, the trial
compared the ACE inhibitor
perindopril plus or minus the
thiazide indapamide with doubleblind placebo. The reason why
the active treatment was plus or
minus indapamide was because
it gave investigators the option of
using just one drug to treat stroke
patients who were normotensive
if they were nervous about giving
such patients two drugs. The
recruitment period was in the
1990s when views on combination
therapy in the management of
blood pressure were different
from what they are today.
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Over four years of follow-up,
active treatment reduced systolic
blood pressure by 9.7 mmHg
in patients with hypertension
and by 11.8 mmHg in patients
receiving combination therapy.
As you might expect, this
reduction in blood pressure
led to a reduction in stroke.
Compared with placebo, active
treatment reduced the relative
risk of secondary stroke by
28% overall. The risk of stroke
was reduced by 48% in patients
who had suffered a cerebral
haemorrhage prior to baseline,
which is a massive reduction.
This trial changed the view of
what is normal blood pressure.
Normal means typical — ie, most
people have this blood pressure.
But, normal does not necessarily
mean good. According to this
study, the lower the blood
pressure, the better. There was
no lower limit, but none of the
patients in this study would have
had hypotension at baseline.
Therefore, the study is not
suggesting lowering blood pressure
in people with hypotension.
The SPARCL 2 study also
addressed secondary stroke

prevention in patients with a
stroke or TIA. It found that the
use of atorvastatin significantly
(but not hugely) reduced the
risk of fatal and non-fatal stroke
compared with placebo. The
five year absolute reduction in
risk was 2.2%. Active treatment
also reduced the risk of major
cardiovascular events (a secondary
endpoint of the study), with the
five year absolute risk reduction
being 3.5%.
It has been known for more
than 30 years that antiplatelet
therapy is a useful intervention
for the management of
cerebrovascular disease, with
low-dose aspirin remaining the
mainstay of treatment.
After a stroke, a patient’s
lifestyle should be assessed
and (if necessary) advice on
lifestyle modification should
be given. Alongside this, the
use of antiplatelet therapy,
antihypertensives, and statin
therapy should be also considered.
1. PROGRESS Collaborative group.
Lancet 2001; 358: 1033–41
2. SPARCL investigators. N Eng J Med
2006; 355: 549–59
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Atrial fibrillation
Dr John Cannon
GP, Bury, St Edmonds
The prevalence of atrial fibrillation
(AF) increases with age, ranging
from 0.5% in people aged 50–59 to
almost 9% in people aged 80–89.1
The main focus in the
management of AF is reducing
the risk of stroke. Patients with
AF have a five fold risk of stroke
compared with patients without
AF. Furthermore, stroke in AF
patients is associated with greater
disability, longer in-hospital
patient stay, and lower rate of
discharge to own home than
stroke in patients without AF.1
The risk of stroke can be
assessed using the CHADS2 score,
which scores one point each for
cardiac failure, hypertension,
age, diabetes, and two points for
stroke. Those with a relatively low
score can be further assessed with
the CHA 2DS 2VASc score (one
point each for congestive heart
failure, hypertension, diabetes,
vascular disease, age 65–75, and
female sex, with two points each
for age ≥75 and stroke or TIA).
If a patient has a CHADS 2
score of two or more,
anticoagulation with warfarin
should be used. Warfarin or
aspirin can be used for patients
with a score of one, but warfarin
is preferable. For patients with
a score of zero, no therapy is
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probably preferable to aspirin.
Obviously
with
anticoagulation, there is the risk
of bleeding. The HAS-BLED
score is used to assess the risk of
bleeding, and points are given
for the presence of certain risk
factors (such as hypertension).
A score of ≥3 indicates a high
risk of bleeding and caution is
required.
Some people believed that
for older patients, aspirin was a
safer option. However, a useful
study called WASPO 2 showed
that adjusted dose warfarin was
significantly better tolerated
with fewer adverse events than
aspirin 300 mg in patients aged
>80 and aged >90. Although the
75 mg dose of aspirin was better
tolerated, there is no efficacy
evidence at this dose.
1. NICE. http://guidance.nice.org.uk/
CG36 (accessed 7 February 2011)
2. Rash A, et al. Age and Ageing 2007;
36: 151-56

Heart failure
Dr Hugh McIntyre
Consultant Physician, Conquest
Hospital, Hastings
When a patient presents with
suspected heart failure and they
have a previous myocardial
infarction, according to the new
NICE guidelines for heart failure,
they should be referred for an
ECHO within two weeks.1 If they
do not have a previous myocardial
infarction, then you should

measure their serum natriuretic
peptides. If the peptides are very
high, the patient should be referred
to a specialist within a fortnight. If
they are raised (but not high), the
patient should be referred within
six weeks. Normal levels indicate
that the patient probably does not
have heart failure and another
diagnosis should be sought. At
this initial diagnosis stage, other
tests such as ECGs or chest X-rays
are not needed (although they may
be needed later). Raised or high
levels of natriuretic peptides are an
indication that the heart is under
strain (and thus, heart failure may
be present).
Compared with previous
guidelines, the optimisation of
the diagnostic strategy is new. It is
now simplified and quicker.
First-line treatment is an ACE
inhibitor and a β-blocker. Even
patients who have COPD, unless
there is significant reversibility,
should receive a β-blocker. If
they are still symptomatic, under
specialist advice, the secondline options are an aldosterone
antagonist, an ARB licensed
for heart failure, or hydralazine
in combination with nitrate
(particularly for those of African
or Caribbean origin).
However, we need to be very
clear that these are the options
for patients with left ventricular
systolic dysfunction. There is no
evidence-based treatment for
patients with preserved ejection
fraction other than to manage the
comorbid conditions. That NICE
recognises that heart failure with
preserved ejection fraction is
possible is also a new element.
1. NICE. Chronic heart failure. http://
guidance.nice.org.uk/CG108
(accessed 7 February 2011)
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Dementia
Professor Peter Passmore
Professor of Ageing and
Geriatric Medicine, Queen’s
University, Belfast
For both the patients and their
carers, the early recognition and
diagnosis of Alzheimer’s disease
(AD) reduces uncertainty and
allows them to plan for the future.
The benefits of early diagnosis
for the local healthcare services
include the opportunity for
workload and resource planning.
Patients with suspected AD
should be referred to a specialist,
but there are several methods that
can be used in primary care to
help to determine which patients
should be referred and which
patients have normal age-related
memory changes.
One way is to review
the symptoms. For example,
someone with AD will forget
entire experiences but a person
with normal age-related memory
loss will only forget part of an
experience. They will also often
remember the complete experience
later on whereas someone with
AD will rarely remember later on.
A key difference is the effect on
functionality. A person with AD will
become gradually unable to look
after themselves whereas a person
with normal age-related changes is
usually able to look after themselves.
I would not make a diagnosis of

AD unless there was impairment
of functionality. Therefore when
assessing a patient with suspected
AD, review how their condition
affects their day-to-day activities.
A range of tests are available
for assessing cognitive function
and case-finding patients with
early dementia or suspected
AD in primary care. None of
them are the “ideal” test, but the
chosen test should have a short
application time, have good
sensitivity and specificity, be easy
to use in the primary care setting,
and the patient’s level of language
or education should not affect
the result. The two most widely
used tests are the MMSE and the
clock drawing tests. Although the
MMSE test has high specificity,
it is affected by the patient’s
education level and over relies on
the verbal assessment of memory.

Parkinson’s disease
Dr Doug MacMahon
Consultant Physician, Director of
the Parkinson’s Academy
The NICE guidance for Parkinson’s
disease (PD) states that patients
with suspected PD must be referred,
untreated, to a specialist for a
diagnosis. Prior to the publication
of this guideline, patients were
being diagnosed in primary care but
the diagnosis was often incorrect
since the diagnosis of PD may be
complicated and even specialists get
it wrong at times.
The risks and benefits of

different treatment strategies
need to be assessed and
discussed with the patient. When
levodopa was first used 40 years
ago, the results were remarkable.
However, after several years,
we began to see patients with
dyskinesias. Therefore, we tried
different ways of using levodopa,
such as providing it in smaller
and smaller doses. This was not
always practical. For example,
some patients were having to
take it every half hour, which
is clearly incompatible with a
normal lifestyle.
We then moved on to addin treatments, such as dopamine
agonists or MAOB inhibitors.
The next step was to start
using these treatments prior to
levodopa. But, we are now seeing
problems with higher doses of
dopamine agonists — eg. impulse
control disorders in up to one
sixth. Therefore, the management
of PD remains a difficult area
and this is why specialist input is
so important. Another ongoing
debate in the treatment of PD
is when to treat, particularly
whether earlier treatment could
modify disease progression.
Until about five years ago,
the non-motor symptoms of PD
were largely ignored. However,
not only do they predominate
in the later stages, they may
be present up to 20 years
before the motor symptoms
develop. Thankfully, we do have
treatments for most of the nonmotor symptoms, so we certainly
should not ignore them.
1. NICE. Parkinson’s disease: diagnosis
and management in primary and
secondary care. http://guidance.
nice.org.uk/CG35 (accessed 7
February 2011)
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