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Case Report

When an older adult with multiple comorbidities including a
history of long duration hypertension presents to the geriatrics
clinic with markedly elevated blood pressure, several explanations
are possible. The most common reasons typically suspected by
health care providers are that the patient ran out of medications
or there is non-adherence to antihypertensive medications for a
variety of reasons. The following patient study demonstrates the
reason can be simple and reversible, but potentially lethal if not
addressed.

“An 80 years old female, with a long standing history of morbid
obesity, hypertension, type 2 diabetes mellitus (T2D) on basalbolus insulin (with a combination of insulin glargine 40 units daily
and insulin aspart 5 units thrice daily with meals), mild cognitive
impairment, compensated heart failure, anemia and stage 4 chronic
kidney disease, was a regular follow up at our ambulatory geriatric
clinic for years. She was known to have a good relationship with her
providers and was mostly adherent to her medication regimen. This
time, she complained of fatigue, mild dyspnea and a “vague sense
of not feeling good”. The patient had recently lost her son from a
chronic illness a few months earlier and had experienced a period
of bereavement for several months; she had coped admirably.
During this visit, her mood was not suggestive of depression during
the evaluation.
On examination, she was awake and alert; vital signs were
unremarkable except for significantly elevated blood pressure (BP)
of 205/105 mm Hg. A repeat recording of the BP was 204/100 mm
Hg. Her BP at home was around the same. Heart rate was 74/min.
There was no clinical evidence of heart failure on examination; lungs
did not reveal rales. Skin was not moist. There was no neurological

deficit.The decision to hospitalize or treat as an outpatient was
debated; as there was no evidence of organ damage, the patient
was deemed to have “hypertensive urgency” and not hypertensive
emergency. The dosage of antihypertensive medications (quinapril,
carvedilol, nifedipine, clonidine and furosemide) was increased; in
the absence of a clear explanation for her clinical course, routine
laboratory tests were drawn and close follow up was recommended.
Next morning, verification of the laboratory reports revealed
that the serum glucose drawn the prior evening was 29 mg%. The
serum creatinine was 2.22 mg%, BUN 44 mg%, eGFR 23 ml/mt, and
HbA1c was 9.1. Of note, when the patient had come to us a couple
of years earlier, her HbA1c was over 12. On realizing the severe
hypoglycemia, an immediate phone call to the patient revealed that
she was fine, and that the BP was normal. On specific questioning,
the daughter revealed that upon going home, the patient ate a
good dinner and felt fine thereafter. Home finger stick for glucose
following dinner was over 200 mg%. The follow up BP readings
were now markedly lower than in the clinic. The dosage of insulin
regimen was adjusted”.
The recent American College of Cardiology/American Heart
Association Task Force on Clinical Practice Guidelines states that
hypertensive urgency, or severe asymptomatic hypertension, is
defined as markedly elevated BP (systolic BP >180 mm Hg and/or
diastolic BP >120 mm Hg) without acute target organ damage [1].
The management of such asymptomatic patients with hypertensive
urgency may be usually carried out in the emergency room but
can be attempted also in the clinic setting with close monitoring.
However, in practice, outpatient management is often found to be
challenging, because several patients are lost to follow up during
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evaluation in the clinic, as suggested by data from Studying the
Treatment of Acute Hypertension (STAT) registry [2].

In our case, hypertensive urgency was eventually deemed to be
a consequence of the severe hypoglycemia and related adrenergic or
sympathomimetic stimulation. Hypoglycemia induced hypertensive
urgency, is theoretically a diagnosis that can be made easily in the
clinic setting. There is a relationship between hypoglycemia and
elevated blood pressure; in fact, a close temporal relationship
exists, based on a study [3]. Moderate or severe hypoglycemia
decreases parasympathetic tone and predisposes to cardiovascular
autonomic imbalance, with a relationship between severity of
hypoglycemia and heart rate variability [4]. A human subject
experiment demonstrated that insulin induced hypoglycemia
causes elevation of blood pressure through sympatho-adrenal
mechanisms [5].
Age-related changes, decreased renal function, decreased
breakdown of insulin, slowed intestinal transit and function,
all predispose older adults, especially those on insulin therapy
to greater risk for hypoglycemia [6]. Of clinical relevance,
and importantly, a physiologic decline in autonomic nervous
system regulatory function with age, [7] makes it more likely for
older adults with hypoglycemia to experience neuroglycopenic
manifestations, such as, confusion, fatigue, apathy, lethargy and
delirium, as opposed to adrenergic features, such as sweating or
tachycardia, the latter typically noted in younger adults Table 1 [810]. Patients may also present with irritability, mood change, falls
and seizures. Hunger, sweating and palpitations, while typical in
the young, are rare in older adults, as demonstrated in our case, in
whom they conspicuously absent. Further, older adults, especially
those on insulin, are more vulnerable to hypoglycemia induced
hypertension with poor autonomic function [7] (Table 1).
Table 1: Clinical Manifestations of Hypoglycemia in Older Adults (8-10).
Neurological Manifestations
Confusion and stupor
Delirium

Adrenergic Manifestations
Sweating is uncommon

Anxiety and tremor are less likely

Lethargy and apathy

Hunger and nausea are uncommon

Lack of awareness of low blood
sugar

Vague complaints may be a feature

Slurred or poorly comprehensible
speech

Palpitation is a rare presentation

In summary, the manifestations of hypoglycemia in the elderly
are vague or absent, and there is delay on the part of the patient in
seeking help, as also a delay in providers suspecting the diagnosis.
Our patient had sudden blood pressure elevation with vague
manifestations, and in hindsight, all her manifestations appear
related to severe hypoglycemia. Today, older adults with T2D are
more likely to present to the emergency rooms of hospitals with
hypoglycemia as compared to hyperglycemia. Medical expenses
are reportedly increasing, as a result of emergency room visits and
complications, including mortality relating to a preventable event,
hypoglycemia [10,11]. Hypoglycemia can result in death!
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Health care providers should be mindful of the current
American Diabetes Association guidelines relating to target HbA1C
for different people. The recommendation is to set less stringent
target HbA1C levels for older adults, and individualize the target
based on several factors: patient characteristics and health status
(healthy, complex illness, or very complex and poor health);
life expectancy (long, intermediate or limited); and location
(community, institutionalization, end-of-life); and accordingly set
the A1C goal at <7.5 or <8.5 [10-12]. In particular, the presence of
multiple comorbidities, limited life expectancy less than 10 years,
longer disease duration, established vascular complications, lack
of support systems, cognitive impairment, functional dependence
and patient preferences should favor less stringent or higher A1c
targets (10). More stringent or lower A1C targets would be favored
in the opposite settings (Table 2).
Table 2: Recommended Values for HbA1C in Older Adults (10,12).
American Diabetes Association
(2019)

American Geriatrics Society
(2013)

· HbA1c <7.5%: for older
adults having intact cognition and
functional status, either healthy
or having few coexisting chronic
illnesses

· HbA1C: 7.5% - 8%: for older
adults in general

· HbA1C <8.0%: For older
adults with multiple co-existing
chronic illness or having 2+
impairments of instrumental ADLs
or mild to moderate cognitive
impairment
· HbA1C: <8.5%: For older
adults with very complex illness
or poor health (end stage chronic
illnesses / moderate to severe
cognitive impairment / 2+ ADL
dependencies)

· HbA1C: 7.0% to 7.5%:
for healthy older adults with few
comorbidities and good functional
status

· HbA1C: 8% - 9%: For older
adults with multiple comorbidities,
poor health and limited life
expectancy

Data from the National Health and Nutrition Examination
Survey involving U.S. adults with diabetes in the time period 20112014 were most revealing [3], in that nearly half the 21,980,034
adults with diabetes (representing 10.7 million US adults), had
HbA1c levels <7.0%. A third of these were clinically complex and
21.6% were intensively treated. Clinically complex patients refer
to those age 75 years or older or with 2 or more activities of daily
living limitation, 3 or more chronic conditions or end-stage renal
disease. Over 2 years, 31,511 hospitalizations and 30,954 ED
visits for hypoglycemia were observed, with 4774 hospitalizations
and 4804 ED visits attributable to intensive treatment. The
conclusion was that intensive glucose lowering therapy especially
in vulnerable clinically complex adults is strongly discouraged
[13]. The experience is highlighted in our patient’s story; she was
fortunate and taught the providers of care much by way of learning.

Learning Points

i.
Older adults with Type 2 DM and complex illness, especially
those on insulin therapy, are vulnerable to hypoglycemia, an
association with adverse outcomes, including hospitalization
and mortality.

Citation: Choi H and Dharmarajan TS. Hypoglycemia Masquerading Atypically as Hypertensive Urgency! A Call to De-Intensify Treatment of
Type 2 Diabetes. Glob J Aging Geriatr Res. 1(1): 2020. GJAGR.MS.ID.000502.

Page 2 of 3

Global Journal of Aging & Geriatric Research
ii.
When an older adult with diabetes on hypoglycemic
agents presents with ill-defined manifestations, including
unexplained elevation of blood pressure, the possibility of
hypoglycemia must be among the initial considerations, while
treating in the emergency department.

iii. Health care providers need to take precautions while
treating older adults with Type 2 DM by maintaining HbA1c
levels higher than in healthy younger people, to reduce the risk
and burden of hypoglycemia [13].
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