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T An 80 years old male presented with six months history of paroxysmal disorganized behavior. He had hypertension, 

diabetes and ischaemic heart disease for the past three decades. Treatment with antipsychotics was not beneficial. 
Medical history revealed hypoglycemic dips as the culprit factor. 
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INTRODUCTION: 
Organic lesions, metabolic derangements, drugs and toxins 
affect functions of the brain. Elderly individuals generally 
have underlying dementia or mild cognitive impairment. 
Elderly diabetics have a higher risk for hypoglycemia due to 
altered adaptive physiologic responses to low glucose levels 

1and atypical symptoms.  The risk of progression to severe 
hypoglycemia is high because of the altered symptom profile, 

2diminished intensity and altered glycemic thresholds.  
Fluctuations in sensorium, seizures etc are easily detected 
and treated. Neuropsychiatric manifestations though 
common are missed.

Good glycemic control is one of the main goals of treatment in 
diabetes mellitus. Diet, exercise, good mental health are 
pertinent factors in treatment. Insulin and most oral 
hypoglycemic agents except metformin, gliptins, 
thiazolidinedione and SGL2 inhibitors lead to hypoglycemia 
if the patient does not adhere to regular food intake. 

A case of hypoglycemia presenting as disorganized behavior 
is being presented. 

Case Description: 
An 80 years old widower presented with complaints of 
paroxysmal irritability and disorganized behavior in form of 
disrobing, abusive language and irrelevant talk for the past 
six months. The episodes lasted approximately few minutes 
and were accompanied by sweating and tremulousness and 
were relieved by de-escalation by family members in form of 
talking and by offering tea, juice or snacks. Patient was 
asymptomatic in between episodes. Sleep and appetite was 
normal. The patient had type II diabetes mellitus, 
hypertension and ischaemic heart disease for the past three 
decades with good adherence to medications. Patient was 
taking telmisartan 80mg, amlodipine 10mg, atorvastatin 
40mg , metformin 1000mg , glimepiride 2mg, pioglitazone 
30mg and aspirin 75mg. He was on risperidone 4mg, 
quetiapine 25mg and donepezil 10mg with no significant 
improvement.  There was no significant past or family history 
of psychiatric ailment or substance use. He had good familial 
support.  

His clinical examination was unremarkable. Mental status 
examination revealed an anxious mood & irritable affect and 
was otherwise generally uneventful. MMSE Score was 24/30.  
All routine blood parameters were unremarkable. TFTs were 
normal and HbA1C was less than 4%.MRI Brain showed age 
related cerebral atrophy.

Blood sugar level on glucometer was 55mg/dL at the time of 
examination. After consuming sugar the patient was less 
irritable and subjectively felt much better. Glimperidine was 

leading to hypoglycemia. The physician revised his anti-
diabetic medications to sitagliptin, metformin and 
pioglitazone. One month later, on follow up, he was 
asymptomatic. 

DISCUSSION: 
Deficiency of multiple micronutrients like oxygen, glucose, 
vitamin B1,vitamin B12 etc lead to various neurological 
disorders. In geriatric population atherosclerosis leads to 
cerebral perfusion deficit. Furthermore, with aging there is 
progressive degeneration of neurons. Any additional insult 
precipitates encephalopathy or neuropsychiatric symptoms. 
This  leads to  mult iple cl inical  manif estat ions of 
neuropsychiatric disorders such as behavioral and 
psychological symptoms of dementia.

Hypoglycemia is frequent with insulin, sulphonylurea and 
meglitinide therapy. In patients on insulin therapy, nearly half 

3 report a symptomatic hypoglycemia at least once per month.
E lderly  pa t ien ts  are  more  prone  to  developing 

4hypoglycemia.  Persistant low blood sugar decreases the 
threshold for hypoglycemia leading to hypoglycemia 
unawareness. 

Prevention of hypoglycemia is essential. Frequent glucose 
monitoring, medical supervision, strict adherence to 
treatment, diet and lifestyle modifications help to maintain 
euglycemia. Continuous 24 hours glucose monitoring gives 
insight in the patients' glycemic peaks and drops. 

In a diabetic patient on treatment, any history of symptoms 
disappearing with glucose intake should be considered as 
hypoglycemia.  

CONCLUSION:
This case highlights the importance of thorough medical 
evaluation before psychiatric referral.

REFERENCES: 
1.  Sircar M, Bhatia A, Munshi M. Review of Hypoglycemia in the Older Adult: 

Clinical Implications and Management. Can J Diabetes. 2016 Feb;40(1):66-72. 
doi: 10.1016/j.jcjd.2015.10.004. Epub 2015 Dec 29. PMID: 26752195.

2.  Alagiakrishnan K, Mereu L. Approach to managing hypoglycemia in elderly 
patients with diabetes. Postgrad Med. 2010 May;122(3):129-37. doi: 
10.3810/pgm.2010.05.2150. PMID: 20463422.

3.  Khunti K, Alsifri S, Aronson R, et al. Rates and predictors of hypoglycaemia in 
27,585 people from 24 countries with insulin-treated type 1 and type 2 
diabetes: the global HAT study. Diabetes, Obesity, & Metabolism. 
2016;18(9):907–915. doi: 10.1111/dom.12689

4. American Diabetes Association. 12. Older adults: standards of medical care 
in diabetes—2021. Diabetes Care. 2021;44(suppl 1):S168–S179. doi: 
10.2337/dc21-S012

34 www.worldwidejournals.com


