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Abstract

Objective: Sodium-glucose cotransporter-2 inhibitors (SGLT2Is) reduce cardio-metabolic and renal outcomes in patients
with type 2 diabetes (T2D) but their efficacy and safety in older or frail individuals remains unclear.
Methods: We searched PubMed, Scopus, Web of Science, Cochrane CENTRA and Google Scholar and selected randomised
controlled trials and observational studies comparing SGLT2Is versus placebo/other glucose-lowering agent for people with
frailty or older individuals (>65 years) with T2D and heart failure (HF). Extracted data on the change in HbA1c % and
safety outcomes were pooled in a random-effects meta-analysis model.
Results: We included data from 20 studies (22 reports; N = 77,083 patients). SGLT2Is did not significantly reduce HbA1c
level (mean difference −0.13, 95%CI: −0.41 to 0.14). SGLT2Is were associated with a significant reduction in the risk of
all-cause mortality (risk ratio (RR) 0.81, 95%CI: −0.69 to 0.95), cardiac death (RR 0.80, 95%CI: −0.94 to 0.69) and
hospitalisation for heart failure (HHF) (RR 0.69, 95%CI: 0.59–0.81). However, SGLT2Is did not demonstrate significant
effect in reducing in the risk of macrovascular events (acute coronary syndrome or cerebral vascular occlusion), renal
progression/composite renal endpoint, acute kidney injury, worsening HF, atrial fibrillation or diabetic ketoacidosis.
Conclusions: In older or frail patients with T2D and HF, SGLT2Is are consistently linked with a decrease in total mortality
and the overall burden of cardiovascular (CV) events, including HHF events and cardiac death, but not protective for
macrovascular death or renal events. Adverse events were more difficult to quantify but the risk of diabetic ketoacidosis
or acute kidney injury was not significantly increase.

Keywords: sodium-glucose cotransporter 2 inhibitors; frail; older ; type 2 diabetes; heart failure; systematic review; older
people

Key Points

• Frailty is highly prevalent in people with type 2 diabetes.
• Despite well recognised cardioprotective benefits of SGLT2 inhibitor, its effectiveness in people with type 2 diabetes with

heart failure remains who are frail remains unclear.
• Further evidence is required to support he use of SGLT2i in the older and frail population.
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• Our study showed that in older and frail patients with type 2 diabetes and heart failure, SGLT inhibitor are associated with
a reduction in total mortality, heart failure events and cardiac death, but not protective for macrovascular death or renal
events.

• Adverse events within this patient group remains difficult to quantify.

Introduction

Type 2 diabetes mellitus (T2DM) is an independent con-
tributor to the increased risk of heart failure (HF), cardio-
vascular (CV) risk, impaired renal function and premature
death [1–4]. Diabetes prevalence rises with age, peaking
at 24% in the 75–79 age group. In 2019, 135.6 million
people aged 65–99 had diabetes and expected to reach 276.2
million by 2045, with most cases in low- and middle-income
countries [5].

Frailty is a multi-dimensional concept characterised by
decreased physiological reserve and increased vulnerability
to adverse health outcomes. It can manifest as weakness,
fatigue, reduced physical activity and increased suscep-
tibility to illness or disability [6, 7]. T2DM has been
shown to accelerate the onset of frailty, in addition to
the established DM-related vascular complications [8].
The dynamic nature of frailty increases vulnerability to
adverse health outcomes, prompting various international
clinical guidelines to underscore its significance among
older (aged ≥65 years) or frail patients with T2DM and
HF [9–11].

Sodium-glucose co-transporter 2 (SGLT2) inhibitors
function in the proximal renal tubule to interrupt Na and
glucose reabsorption and are increasingly used in routine
clinical practice [12]. Numerous landmark clinical trials in
people with T2DM have now confirmed the irrefutable
benefits of SGLT2 inhibitors for reducing mortality and
CV risk as well as preventing both incident or recurrent
hospitalisation for heart failure (HHF) and declining renal
function [13–21]. Additional studies have also shown cardio-
renal benefits of SGLT2 inhibitors independent of diabetes
status [16, 22–24].

Despite the conclusive benefits of SGLT2 inhibitors in
patients with T2DM and HF, their efficacy and risk-benefits
profile in older individuals and those with frailty remain a
matter of ongoing debate and have not been systematically
investigated. Recent meta-analyses [25] have showed sub-
stantial benefits of SGLT2 inhibitors, including a reduction
in HHF and a slowing of chronic kidney disease progression
in older adults, with or without T2DM. Despite this, use of
SGLT2 inhibitors in older adults remains a concern due to
the potential risk of acute kidney injury (AKI) or diabetic
ketoacidosis (DKA) [26–29], partially due to its effect on
volume depletion.

Further evidence is therefore needed to support the use
of SGLT2 inhibitors in the older or frail population with
T2DM. The updated NICE T2DM clinical guideline now
calls for their broader use, alongside metformin, among
patients with HF or at high risks of CV disease irrespective
of HbA1c levels [30]. Current frailty-specific guidelines for

T2DM also emphasise a need to individualised manage-
ment, in which SGLT2 inhibitors may provide cardiopro-
tective effects on frail patients with co-morbidities [31].

We therefore aimed to analyse the clinical efficacy and
safety of SGLT2 inhibitors in people with frailty or older
people (aged ≥65 years) with T2DM and HF.

Materials and methods

We performed this systematic review and meta-analysis based
on the preferred reporting items for systematic review and
meta-analysis (PRISMA) statement [32] and according to
the Cochrane Handbook [33].

Literature search strategy

We performed a comprehensive literature search of five
electronic databases (PubMed, Scopus, Web of Science,
Cochrane CENTRAL, Google Scholar) through February
2023, using these search keywords ‘Sodium-glucose co-
transporter-2 inhibitors’, ‘SGLT2 inhibitors’, ‘canagliflozin’,
‘dapagliflozin’, ‘empagliflozin’, ‘ipragliflozin’, ‘sotagliflozin’,
‘luseogliflozin’, ‘∗Gliflozin’, ‘Heart failure’, ‘heart right
ventricle failure’, ‘congenital heart failure’, ‘Diabetes
Mellitus’, ‘type 2 diabetes’, ‘T2DM’, ‘T2DM’, ‘non-insulin
dependent’, ‘NIDDM’, ‘Frail’, ‘frailty’, ‘Elderly’, ‘Older’ and
‘Old’. These keywords were amalgamated using Boolean
operators for each database, as appropriate. We refrained
from applying any filters except for language. All duplicates
were removed using EndNote software, and all references to
the included studies were screened manually for any eligible
studies.

Study selection

Two independent authors (R.A. and T.C.) systematically
screened the titles and abstracts of identified records. Fol-
lowing this, they compared their results, reached a consensus
on which studies met the initial inclusion criteria and pro-
ceeded to conduct full-text screening for the selected studies.
Only relevant original research encompassing randomised
controlled trials (RCTs) and observational studies reported
in full-text that compared SGLT2 inhibitors with either
placebo or any other glucose-lowering agent was selected.
We adopted a comprehensive approach to select studies that
met the predefined criteria and included studies that used or
did not use propensity score matching (PS matching). Our
target population are individuals aged 65 years and older
with both HF and T2D. We excluded single-arm studies,
animal studies and studies reported in a language other than
English (due to practical considerations related to language
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accessibility and resource constraints). A third author (I.I.)
adjudicated any discrepancies between authors.

Risk of bias assessment

Independently, two reviewers used the Cochrane risk of bias
(ROB) tool to assess the methodological quality [34] for
the included RCTs. We evaluated the risk of bias across
various domains, including sequence generation (indicating
selection bias), allocation sequence concealment (reflecting
selection bias), blinding of participants and personnel (per-
formance bias), blinding of outcome assessment (detection
bias), incomplete outcome data (attrition bias), selective out-
come reporting (reporting bias) and other potential sources
of bias. Our assessments are categorised as either ’Low risk’,
’High risk’ or ’Unclear risk’ of bias. For this evaluation,
we referred to the quality assessment table found in (part
2, Chapter 8.5) of the Cochrane handbook of systematic
reviews of interventions. For the observational studies, the
Newcastle–Ottawa Scale (NOS) was used [35]. Each study
received a star rating ranging from 0 to 9 based on three
criteria: S for selection (0–4 stars), C for comparability (0–
2 stars) and O for outcome (0–3 stars). Studies receiving
six or more stars were categorised as good quality [36].
In case of disagreement among reviewers during the risk
of bias assessment, a consensus is sought through discus-
sion. If consensus cannot be reached, an independent third
reviewer is consulted for an objective assessment to resolve
the disagreement.

Data extraction and study outcomes

The lead author prepared formatted Excel sheets including
demographic data and study characteristics, ROB assessment
and outcomes of interest.

The data extraction process was conducted independently
by two authors, followed by a double-checking step to ensure
accuracy and consistency. The review authors extracted the
following data: demographic data, glycated haemoglobin
(HbA1c) and safety profile (CV and renal outcomes).
These studies excluded patients with type 1 diabetes due
to increased risks of DKA. Any incomplete or incompatible
data have been dealt with through methods recommended
in the Cochrane Handbook [37].

Statistical analysis

For continuous variables (change in HbA1c level), the mean
difference (MD) and its 95% confidence interval (CI) were
calculated, while the risk ratios (RRs) with 95% CI were cal-
culated for dichotomous variables (safety outcomes). The sta-
tistical model used was the generic inverse variance weighting
methodology. The statistical analysis was performed using
Review Manager (RevMan) software version 5.4. To cal-
culate the MD and standard error (SE) for the change in
HbA1c levels, we utilised the RevMan calculator. These
values were then used to derive the overall MD and a cor-
responding 95% CI. The included studies were of different

populations (i.e. geographical location, demographic char-
acteristics and medical conditions) due to different interven-
tions across the studies. Therefore, we used a random-effect
model (DerSimonian–Laird) as we could not rely on each
study as the true effect size of the drug evaluated [33, 38].
We also assessed the degree of Heterogeneity between studies
using I2 statistics. Ranges of 0–24, 25–74 and 75–100%
were used to define low, moderate and high heterogeneity,
respectively [33]. We evaluated publication bias using funnel
plots and conducted the Egger test to assess both funnel
plot asymmetry and the presence of publication bias [39].
Further analysis based on the study design is also performed.
Leave-one-out sensitivity analyses were performed to assess
the impact of excluding individual studies on the summary
findings and heterogeneity in relation to the change in
HbA1c. These analyses helped determine the extent to which
a particular study influences the overall effect size and the
level of variation observed among studies. To account for the
variation observed in studies with a wide standard deviation
(SD) but a mean and median age of 65, a subgroup analysis
was conducted.

Results

Literature search results and study characteristics

A total of 5,362 records were initially identified through
database searching, with an additional 27 articles identified
through manual reference checks of relevant articles. After
removing duplicates, 3,202 unique records were retrieved
and were manually screened for the eligibility criteria.
Finally, 20 studies (22 reports) fulfilled the eligibility criteria
and were included in our study [40–60], with three articles
included exclusively in the qualitative synthesis [40, 58,
59] (Figure 1). The included studies comprised 77,083
patients (56.96% males; n = 43,905) and assessed SGLT2
inhibitors compared with a placebo or any other glucose-
lowering agent among the targeted population with HF and
T2DM. Ten studies were RCTs [41, 42, 44, 46, 51–56],
seven studies were observational [40, 43, 47–50, 57] and one
study was a secondary analysis of the EMPEROR-Preserved
trial [45]. In a prespecified analysis of the DELIVER trial
by Butt et al. 2022 [59], the Rockwood cumulative deficit
approach was used to assess frailty. Patients were classified
into three groups based on their Frailty Index (FI) scores:
FI class 1 [not frail] comprised those with a FI ≤0.210,
FI class 2 [moderately frail] comprised those with a FI
of 0.211–0.310, while FI class 3 [most frail] comprised
those with a FI of ≥0.311. Class 1, class 2 and class 3
frailty were identified in 2354 (37.6%), 2,413 (38.6%)
and 1,491 (23.8%). While in a post hoc analysis of the
DAPA-HF trial (410 sites across 20 countries) [58], class
1, class 2 and class 3 frailty were identified in 2392 (50.4%),
1,606 (33.9%) and 744 (15.7%). The study characteristics
and demographic data of the participants are presented in
Table 1.
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Figure 1. The flow diagram of the study selection procedure. The reasons for exclusion during this phase included records that were
irrelevant to the research topic, did not involve the specified patient population or were not original research articles.
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SGLT2 inhibitors in people with T2DM and HF

Figure 2. A and B Forest plot of the change in HbA1c%.

Risk of bias assessment

Most studies showed a low risk in most Cochrane ROB
tool domains. The summary of the ROB assessment of the
included RCTs is shown in Figure S1 and Figure S2, while
the ROB assessment of the included observational studies is
presented in Table S1. The risk of bias assessment suggested
that most of the data in this meta-analysis originated from
studies with good evidence. We observed no significant
evidence of publication bias in our study.

Change in HbA1c%

Eight studies provided adequate data for this outcome.
The pooled MD for % change of HbA1c did not show a
statistically significant difference in SGLT2 inhibitors over
the non-SGLT2 inhibitors arm (MD −0.13, 95% CI −0.41
to 0.14, P = 0.34). Heterogeneity within this subgroup was
moderate (P = 0.005; I 2 = 66%), Figure 2(a). However, in
a sensitivity analysis excluding a study [2] based on lower
dose of Canagliflozin, there was a statistically significant
difference in HbA1c (MD −0.24, 95% CI −0.43 to −0.06,
P = 0.009); the pooled studies were homogenous (P = 0.91;
I 2 = 0%), as shown in Figure 2 (b). Additional analysis,
conducted in accordance with the study’s design, yielded
similar findings, as illustrated in Figure S3.

Cardio-renal and safety outcomes

Overall, an RR of 0.81 (95% CI 0.69–0.95, P = 0.008)
and 0.80 (0.69–0.94, P = 0.006) corresponding to a
relative risk reduction of 19 and 20% in favour of SGLT2

inhibitors was found in terms of all-cause mortality
and cardiac death, Figure 3(a) and (b). No statistically
significant difference was found in all-cause mortality
between SGLT2 inhibitor and control groups 0.90 (0.87–
1.05) in RCT. However, observational studies indicated a
significant reduction in mortality associated with SGLT2
inhibitors in real-world settings 0.81(0.69–0.95, P = 0.02),
Figure S4. Further analysis demonstrated a consistent and
statistically significant favouring of SGLT2 inhibitors in
reducing the risk of cardiac death. This effect is particularly
prominent in real-world observational studies, but it remains
statistically significant when combined with RCT data,
Figure S5.

Rate ratios for renal progression/composite renal end-
point and AKI did not show any difference 0.88 (0.65–1.13)
and 0.92 (0.29–2.91), respectively, between the two groups.
Overall, an RR of 0.69 (0.59–0.81, P < 0.00001) corre-
sponding to a relative risk reduction of 31% in favour of
SGLT2 inhibitors was found for HHF [the requirement of
intravenous medications such as cardiotonics, diuretics and
vasodilators to treat worsening HF] Figure 3(c). This benefit
is particularly pronounced in RCTs and remains significant
when considering both RCT and observational data, despite
we observed a higher heterogeneity in observational studies,
which may reflect real-world variations, Figure S6.

The overall RR however did not differ between both
groups for worsening HF 0.55 (0.22–1.37), atrial fibrillation
1.67 (0.29–9.49) or DKA 0.94 (0.33–2.67). Regarding the
incidence of thromboembolic events Acute coronary syn-
drome (ACS) or cerebral vascular occlusion, the overall RR
did not favour either of the two groups 0.93 (0.76–1.13);
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Figure 3. Forest plot of risk of (a) all-cause mortality, (b) cardiac death and (c) HHF

pooled studies were homogenous (P = 0.71). The detailed
safety profile is reported in Table 2 and Figure S7.

In Becher et al. 2021 [40], the authors documented a
30% reduction in the risk of CV death/first HHF among
SGLT2 inhibitors users over a median follow-up of 256 days,
with a hazard ratio of 0.70 and CI 0.52–0.95, and this
was observed irrespective of Ejection Fraction (EF), prior
metformin treatment or kidney function. Use of SGLT2
inhibitors was also linked to a decreased risk of (i) all-cause
and CV death, (ii) CV hospitalisation and HHF and (iii) CV
death/myocardial infarction/stroke.

SGLT2 inhibitors and frailty

In the pre-specified analysis of the DELIVER trial [59], the
impact of dapagliflozin was consistent among different levels
of FI for worsening HF, HHF, CV death, all-cause mortality
and the composite of total HF events and CV death. The
HRs and RRs indicated a reduction in risk with dapagliflozin
across FI classes. Specifically, the lowest to highest FI classes
showed HRs of 0.87–0.69 for worsening HF, HRs of 0.83–
0.69 for HF hospitalisation, HRs of 0.84–0.79 for CV death,
HRs of 0.92–0.90 for all-cause mortality and RRs of 0.85–
0.71 for the composite outcome.
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Table 2. Summary of the safety profile results

Studies RR (IV, Random, 95% CI) P(Z)-value P(Q) Hetero.; I-Sqr (Q)
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Thromboembolic (ACS or Cerebral vascular
occlusion)

8 0.93 [0.76, 1.13] 0.46 P = 0.71; I 2 = 0%

All-cause mortality 12 0.81 [0.69, 0.95] 0.008 P = 0.06; I 2 = 42%
Cardiac death 8 0.80 [0.69, 0.94] 0.006 P = 0.68; I 2 = 0%
HHF 10 0.69 [0.59, 0.81] < 0.00001 P = 0.07); I 2 = 42%
Atrial fibrillation 3 1.67 [0.29, 9.49] 0.56 P = 0.86; I 2 = 0%
Worsening HF 3 0.55 [0.22, 1.37] 0.2 P = 0.84; I 2 = 0%
Renal progression/Composite renal end point 4 0.88 [0.69, 1.13] 0.31 P = 0.39; I 2 = 1%
AKI 3 0.92 [0.29, 2.91] 0.89 P = 0.01; I 2 = 77%
DKA 5 0.94 [0.33, 2.67] 0.91 P = 0.68; I 2 = 0%

Furthermore, the post hoc analysis of the DAPA-HF trial
[58] confirmed the beneficial effects of dapagliflozin across
different FI classes. The number needed to treat to pre-
vent one event per 100 person-years decreased as FI class
increased, indicating a greater efficacy of dapagliflozin in
more frail patients. The HRs of composite and individual
outcomes for worsening HF, hospitalisation or CV death
showed consistent reductions across all FI classes compared
with placebo arm. The magnitude of the reduction in these
outcomes was generally more pronounced in the most fragile
patients. Despite the consistent efficacy of dapagliflozin in
reducing adverse outcomes, the study did not find any
significant differences between dapagliflozin and placebo in
terms of discontinuation of trial therapy or serious adverse
events across all FI categories.

Subgroup analysis

A subgroup analysis was performed on individuals 65 and
older with varying SD to consider the age variation. In terms
of cardiac death, individuals aged 65 with a lower SD group
had a risk estimate of 0.68 (0.49–0.96), while those with a
higher SD group had a risk estimate of 0.88 (0.69–0.94).
All-cause mortality risk estimates were 0.72 (95% CI: 0.61,
0.85), compared with 0.91 (0.76–1.08) for the higher SD
group. In terms of HF hospitalisation, the risk estimate
for the lower SD group was 0.45 (0.22–0.91), compared
with 0.71 (0.64–0.80) for the higher SD group. For the
efficacy profile based on HbA1c levels, the difference for
the lower SD group was −0.28 (−0.63 to 0.06), compared
with −0.23 (−0.45 to −0.01) for the higher SD group,
Figure S8.

Discussion

Our study showed that SGLT2 inhibitors significantly
reduced the risk of all-cause mortality, cardiac death and
HHF in frail or older patients (aged ≥65 years) with T2DM
and HF. While SGLT2 inhibitors did not substantially
improve HbA1c levels overall (P = 0.34), a sensitivity
analysis excluding a study with lower doses of Canagliflozin
revealed a statistically significant reduction in HbA1c

(P = 0.009). Interestingly, the post hoc analyses of the pivotal
trials, DELIVER and DAPA-HF trials, confirmed that the
positive effects of SGLT2 inhibitors on the CV adverse
outcomes were consistent across the different levels of FI. The
magnitude of the reduction in these outcomes was generally
more pronounced in the most fragile patients [58, 59].

Frail and older patients with T2DM have consistently
shown a progressive increase in the risk of adverse CV out-
comes. Previous reports showed synergistic effects between
frailty/ageing and T2DM, leading to higher risks of acute
HF, coronary artery disease and stroke [61, 62]. In the
presence of HF, older and frail patients with T2DM may
have a greater risk of adverse CV outcomes [62–64]. While
pivotal clinical trials and meta-analyses demonstrated the
clinical benefits of SGLT2 inhibitors on HF-related adverse
outcomes in patients with HFrEF [41, 50, 65], there is a lack
of ample evidence to support the clinical benefits of SGLT2
inhibitors in the context of frail or older patients. To our
knowledge, this is the first meta-analysis that evaluated the
CV outcomes of SGLT2 inhibitors in this important patient
group. Our findings align with previous meta-analysis that
demonstrated a lower risk of HHF, CV death and all-cause
mortality in T2DM patients with HF who received SGLT2
inhibitors [66, 67] and confirmed that the clinical benefits
of SGLT2 inhibitors on CV outcomes extend to older and
frail HF patients with T2DM.

Several mechanisms can potentially drive the positive
effects of SGLT2 inhibitors in older or people with frailty
with HF and T2DM. Growing evidence suggests that
SGLT2 inhibitors improve the efficiency of myocardial
metabolism by utilising ketone bodies as a primary substrate
[68]. SGLT2 inhibitors have also been shown to reverse
cardiac remodelling, attenuate inflammatory markers,
[68], enhanced glucosuria and natriuresis, lowering blood
pressure, improve hemodynamics, attenuate oxidative stress
and decrease reperfusion injury [69]. In the context of HF,
recent reports suggested that the SGLT2 inhibitors-mediated
volume unloading and sustained improvement in the left
ventricular filling pressure may contribute to the reduced risk
of adverse CV outcomes, particularly HHF [70] although
this mechanism was not supported by subanalysis of the
EMPEROR-Reduced trial [71].
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The main advantages of SGLT2 inhibitors usage in older
frail patients are driven by a reduction in cardio-renal events
(reduced CV mortality, HHF and renal adverse events) and
improved HF-related health status [14, 16, 22, 72–74] rather
than its glycaemic benefits. In the present meta-analysis,
we observed comparable changes in the HbA1c between
the SGLT2 inhibitors and non-SGLT2 inhibitors arms; this
difference became significant (P = 0.009) in the sensitiv-
ity analysis, excluding TANAKA et al. 2020 (CANDLE)
[54], which evaluated canagliflozin 100 mg, rather than the
more effective 300 mg dose [75]. According to two meta-
analyses, canagliflozin 300 mg was more effective in lower-
ing HbA1c levels than either dapagliflozin or empagliflozin
[76–78].

HF and T2DM are associated with a prothrombotic state,
a leading cause of hospitalisation and death in HF patients,
especially in older people [79] and renal dysfunction. Both
conditions can interact to induce renal damage through mul-
tiple pathways. The present meta-analysis showed no signifi-
cant difference in the incidence of thromboembolic events
and renal progression/composite renal endpoint between
patients with and without SGLT2 inhibitors. The exact
reason for this is unclear but we speculate that the het-
erogeneity in the studied population and length of follow-
up may represent potential explanations. It is also reassur-
ing that the incidence of DKA was observed to be not
significantly increased in the people with frailty and older
people in our study. This is important due to the high
risks of volume depletion, reduce food intake and risk of
acute illness in this patient group, which might increase
the risk of developing DKA with concurrent use of SGLT2
inhibitors.

When all the studies in which the mean age of the
population was 65 years or above were considered, the
analysis showed decreased risk of HF outcomes associated
with SGLT2 inhibitors. This finding, however, should be
interpreted with caution as the age data exhibited a wide
SD, suggesting that the study cohorts lacked homogeneity.
A subgroup analysis was therefore carried out in order to
examine the influence of age, with particular emphasis on
subjects who were older than 65 years. The data showed
no statistical significance with respect to all-cause mortality
and cardiac death, a finding that could be related to the few
studies published on this issue and which exposes a gap in
the literature.

Some limitations of our study needs to be highlighted;
(i) the small number of studies included and restrictions
to English language, (ii) a lack of standardisation of the
interventions being investigated across the studies, (iii) the
existence of residual confounding or selection bias cannot be
ruled out, even though observational studies gather numer-
ous variables that permit executing substantial adjustments
utilising PS matching, (iv) it is conceivable that patients
may have unmeasured traits linked with decreased risk, (v)
due to the lack of studies and data, we could not per-
form a subgroup analysis based on the frailty status and
(vi) we have not included other adverse outcomes such

as urinary or genito-tract infection due to our focus on
cardio-metabolic outcomes. Additionally, we acknowledge
a potential limitation related to reporting bias, including
language bias. We excluded non-English articles to maintain
language consistency and prevent potential misinterpreta-
tions due to language nuances or translation errors. While
this decision was made to ensure the accuracy of our analysis,
it may have inadvertently restricted the inclusivity of our
study, potentially introducing bias by omitting relevant non-
English publications influenced by pharmaceutical interests.
This limitation is prominently noted to emphasise its impact
on the comprehensiveness of our research.

Clinical implications and conclusions

The present meta-analysis confirmed that the cardioprotec-
tive advantages of SGLT2 inhibitors extend to the frail/older
population, who are often underrepresented in clinical tri-
als. Our findings provide further evidence to reinforce rec-
ommendations of initiating SGLT2 inhibitors early and
not to miss the opportunity of reduced risks of adverse
CV outcomes and avoid therapeutic inertia in this patient
group. However, a multidisciplinary approach is crucial in
the decision-making process for managing older individuals
or people with frailty with T2DM and HF to effectively
integrate SGLT2 inhibitors into treatment pathways [80].
In addition, co-morbidities, disability, frailty, anticipated life
expectancy, patient preferences and therapeutic goals should
all be considered while developing a treatment plan for this
population.

Supplementary Data: Supplementary data mentioned in
the text are available to subscribers in Age and Ageing online.
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