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Policy Statement 

Diabetes mellitus is a chronic disabling disorder which is increasing in prevalence. To enhance 

diabetes care for its service users, this organisation acknowledges the importance of its staff co-

operating with the health professionals delivering the diabetic service. 
 

The wellbeing and quality of life sustained by the service user will be enhanced by well-planned, 

comprehensive care and support of staff. Many of our service users have lived with diabetes for 

many years and it is important that their views and the way they manage their diabetes is 

incorporated, wherever possible into their diabetic care plan. 
 

There are two types of diabetes known as Type 1 normally starts at a young age and requires insulin 

injections and type 2 strongly linked to old age, obesity and family history, but can be as a result of 

steroids use and pancreatic cancer. Type 2 is frequently controlled by diet or diet and medication. 
 

The policy 
 

Liaison with community diabetes care service: At each care planning consultation with their GP 

or diabetic nurse, the healthcare professional(s) gives the individual the opportunity to: 

 Share information about issues and concerns. 

 Share results of biomedical tests. 



 Discuss the experience of living with diabetes and address needs to manage. obesity, food and 

physical activity. 

 Receive help to access support and services. 

 Agree a plan for managing diabetes. 

 Address individual priorities and goals. 

 Identify priorities and/or goals that are jointly agreed including jointly setting a goal for 

hba1c (systemic blood measure). 

 Identify detailed specific actions in response to identified priorities which include an agreed 

timescale. 
 

a) Care planning incorporates: 

 Nutritional advice. 

 Discussing psychological wellbeing. 

 Managing obesity. 

 Structured education. 

 Screening for complications. 

 Smoking cessation advice. 

 Physical activity. 
 

b) Expert Individuals Programme: 

 Agreeing goals for hba1c. 

 Agreeing plans for managing diabetes. 

 Discussing goals. 
 

Regular liaising with the community diabetes team is important for staff to ensure the care plan is 

kept up to date with the treatment being given, the assessed risk of hypoglycaemia and other 

complications for each service user. 
 

The Diabetes specialist nurse can provide advice and support, to both the service user and staff. 

Other community-based healthcare professionals, e.g. dietician, podiatrist, and pharmacist, can 

provide important contributions to optimising diabetes care 
 

Prevention 

We encourage and support out residents to have regular check-ups with their GP or attend 

outpatient appointments and follow the advice given to them in relation to healthy living including 

tailored physical activity, weight management and dietary advice to help in preventing the onset 

of diabetes, in people who are at high risk.   

 

We assess all new residents on admission for the risk of diabetes and review monthly thereafter. 

Blood sugar levels are checked by the nursing staff. Our diabetes management plan is 

comprehensive and represented in the diagram at the end. 
 

Diet and Nutrition. 

Diet plays an important part in controlling diabetes. All service users will have a menu and diet 

plan in place from the diabetic nurse / nutritionist. Staff involved in preparing food will work with 

the service user and follow this plan. The service user’s choice and preferences will always be 

taken into consideration in the preparation of agreed diets. If the service user continually refuses 

and chooses other foods the worker must record and report immediately to their supervisor or 

manager who may need to contact other professionals for guidance. 
 

When working with service users it is their choice which foods they eat and this organisation will 

provide both service user and their family with information and support to encourage a healthy 

diabetic diet and work with health care professionals to this end.  
 

All service users are screened for malnutrition on admission and on a monthly basis thereafter. The 

MUST tool is used for this purpose. 
 

The presence of co-existing disease may lead to physical and cognitive impairment in a service user 

with diabetes and can make activities such as eating difficult or impossible, and place the service 

user at nutritional risk. 
 

http://www.nhs.uk/NHSEngland/AboutNHSservices/doctors/Pages/expert-patients-programme.aspx


This organisation will work with dieticians, the speech and language team (SALT) and GP or 

hospital specialist as required. 
 

Care and Support plan 

Within their main care or support plan each service user will have an individualised diabetes care 

or support plan. 
 

The agreed objectives summarised in the diabetes care plan will include; diet, foot care, eye care, 

wellbeing review arrangements, medication and the need for regular medication review. The service 

user is encouraged to be fully involved in this care plan. For those service users assessed as lacking 

the capacity to make a decision a best interest decision will be made concerning the management of 

medication and the diabetes following the Mental Capacity Act 2005 Code of practice 
 

Review arrangements of the diabetic care plan 

Each service user with diabetes requires documented evidence of a review. This will be carried out 

monthly. The frequency of the review should be decided with the healthcare professional or diabetic 

nurse.  This review will also include measures of walking ability, balance, mood assessment, and 

cognitive function. 
 

Foot care services 

Individuals with diabetes are continually monitored and the individual’s current risk of developing 

a diabetic foot problem is assessed. 

a) Low risk: No risk factors present except callus alone. 

b) Moderate risk: 

 Deformity. 

 Neuropathy.  

 Non-critical limb ischaemia. 

c) High risk: 

 Previous ulceration.  

 Previous amputation.  

 On renal replacement therapy.  

 Neuropathy and non-critical limb ischaemia together. 

 Neuropathy in combination with callus and/or deformity.  

 Non-critical limb ischaemia in combination with callus and/or deformity. 

d) Active diabetic foot problem: 

 Ulceration.  

 Spreading infection.  

 Critical limb ischaemia.  

 Gangrene.  

 Suspicion of an acute Charcot arthropathy. 

 An unexplained hot, red, swollen foot with or without pain. 
 

Any assessed risk must be reported within 24 hours to the health care professional responsible for 

their diabetic care and a risk assessment and care plan review put in place to mitigate the risk.  
 

Individuals with a limb-threatening or life-threatening diabetic foot problem are referred 

immediately to acute services. The NICE guideline on diabetic foot problems (recommendation 

1.4.) defines the following as limb-threatening and life-threatening diabetic foot problems: 

 Ulceration with fever or any signs of sepsis. 

 Ulceration with limb ischaemia. 

 Gangrene.  
 

All individuals with diabetes should have and will be encouraged to have regular visits by or to a 

chiropodist to ensure any problems associated with diabetes are picked up as soon as possible. If 

these visits cannot be arranged by the individual or their family, they will be agreed and arranged 

by this organisation. Transport and or an escort service will be arranged as required. 
 

Staff must report any changes to the skin or problems identified by the individual immediately 

and appropriate pressure relieving aids put in place as required. 

 Redness to the skin. 

 Signs of bruising. 

http://www.nice.org.uk/guidance/ng19


 Pain.  

 Feeling of numbness to the area. 

 Skin breakdown.                                                                            
 

All service users with diabetes should have and will be encouraged to have regular visits by or to a 

chiropodist to ensure any problems associated with diabetes are picked up as soon as possible. If 

these visits cannot be arranged by the service user or their family they will be arranged by this 

organisation Transport and or an escort service will be arranged as required. Staff are not permitted 

to cut the nails of the service user. 
 

NICE recommend that people with diabetes have a foot assessment when diagnosed and at least 

annually afterwards or if any foot problems arise and if admitted to hospital 
 

 

Well being 

Depression is more common in people with long-term conditions but may go unnoticed in older 

people with complex health problems such as diabetes. Painful neuropathy, foot ulceration and 

adverse effects of medication can all contribute to depression. We recognise that anything which 

affects the service users’ mental well-being may also affect their ability to successfully manage 

their own diabetes. Staff are trained to recognise symptoms of depression, so that an early 

diagnosis can be made by the GP and this will help limit the longer term impact. Screening at the 

start of the service and at least annually is carried out for service users. Emotional support is 

embedded in the care for people with diabetes.  Psychological problems in people with diabetes 

may include: 

 Depression. 

 Anxiety. 

 Injection-related anxieties. 

 Fear of hypoglycaemia. 

 Eating disorders. 

 Problems coping with diagnosis.  
 

Eye care services 

Service users with diabetes are likely to have a high incidence of eye disease this may include 

macular disease, cataract and refractive error. All service users will be supported to attend 

appointments at eye clinics as required or be encouraged to have annual eye tests. An escort service 

will be arranged as required. 
 

Staff must report any concerns, changes or problems in the service user’s eye sight immediately to 

their manager or supervisor. 
 

Please note NICE guidelines recommend that GP’s refer people with type1 diabetes to local eye 

screening as soon as possible or within 3 months from referral. Eye screening should then take place 

annually  
 

Management of infections 

We recognise that service users with diabetes are at increased risk of a range of infections 

including skin, respiratory, oropharyngeal, and urinary tract. Observing for signs of infection such 

as a change in mobility, increased confused state, or worsening lethargy staff are aware of the 

need to report these signs immediately so that the appropriate medical help can be sought quickly. 
 

Vaccination programme 

We recognise that service users with diabetes are a high-risk group for influenza and other serious 

infections. Each service user is encouraged to receive timely vaccinations to reduce risk of serious 

infections, such as the pneumococcal and influenza vaccinations. The vaccination schedule is 

included in their care plan along with any other relevant evidence. 
 

Administration of treatments including insulin 

Insulin will either be administered by the service user or a visiting health care professional. 

All staff will be trained to recognise signs of Hypoglycaemia and Hyperglycaemia 
 

 

 



 

Referral to hospital 

We have in place a Service user’s Diabetes Information which goes with the service user if they 

are admitted to hospital. This passport in checked and updated at the monthly care plan review. 

Liaison with the hospital team prior to subsequent discharge of a service user with diabetes is 

essential. 
 

Quality 

An audit of our diabetic care is included in our quality monitoring systems. These include: clinical 

audit, use of a minimum data set, frequency and completion of care plan review, and 

implementation of a diabetes care policy. We audit hospital admission rate, hypoglycaemia rate, 

frequency of infection, pain nutrition, and attainment of high completion rates for annual review to 

improve the quality of care for our service users. 
 

As an organisation we evaluate how we give our residents the knowledge and ability to self-manage 

their diabetes wherever possible, making use of available technology to support self-management 

through education, motivation and self–monitoring.  
 

Training Statement 

All staff, during induction are made aware of the organisations policies and procedures, all of 

which are used for training updates. All policies and procedures are reviewed and amended where 

necessary and staff are made aware of any changes via e-mail and on our website at 

www.bendigonursinghome.co.uk/resources. Direct observations and spot checks are undertaken to 

check skills and competencies. Various methods of training are used including one to one, on-line, 

staff meetings, individual supervisions and external courses are sourced as required. 

 

 

Related Policies 

Assessment of Need and Eligibility 

Care and Support Planning 

Nutrition and Hydration 

Medication 

End of Life Care (EoLC) 

 

 

Related Guidance 

 NICE guidelines [NG17] published August 2015. Last updated July 16 Type 1 diabetes in 

adults: diagnosis and management https://www.nice.org.uk/guidance/ng17  

 NICE guidelines [NG19] Published date: August 2015 Last updated in January 16 Diabetic foot 

problems: prevention and management https://www.nice.org.uk/guidance/ng19  

 NICE quality standard [QS6] Published date: March 2011 Last updated in August 16 Diabetes 

in adults https://www.nice.org.uk/guidance/qs6  

 Nice Guideline (PH38) published date July 2012 Last updated September 2017. Type 2 

diabetes: prevention in people at high risk https://www.nice.org.uk/guidance/ph38 

 Diabetes UK https://www.diabetes.org.uk/Professionals/Position-statements-reports/Diagnosis-

ongoing-management-monitoring/Diabetes-care-for-older-people-resident-in-care-homes   

 CQC Guidance for CQC Staff: Inspecting the quality of care for residents with diabetes 

mellitus living in care homes https://diabetestimes.co.uk/resources/guidance-for-cqc-staff-

inspecting-the-quality-of-care-for-residents-with-diabetes-mellitus-living-in-care-homes/ 

 Nice Guidelines [NG28] Published date: December 2015 updated August 2019. Type 2 

diabetes in adults: management https://www.nice.org.uk/guidance/NG28  

 CQC My diabetes, my care 

https://www.cqc.org.uk/sites/default/files/20160907_CQC_Diabetes_final_copyrightnotice.pdf  

http://www.bendigonursinghome.co.uk/resources
https://www.nice.org.uk/guidance/ng17
https://www.nice.org.uk/guidance/ng19
https://www.nice.org.uk/guidance/qs6
https://www.nice.org.uk/guidance/ph38
https://www.diabetes.org.uk/Professionals/Position-statements-reports/Diagnosis-ongoing-management-monitoring/Diabetes-care-for-older-people-resident-in-care-homes
https://www.diabetes.org.uk/Professionals/Position-statements-reports/Diagnosis-ongoing-management-monitoring/Diabetes-care-for-older-people-resident-in-care-homes
https://diabetestimes.co.uk/resources/guidance-for-cqc-staff-inspecting-the-quality-of-care-for-residents-with-diabetes-mellitus-living-in-care-homes/
https://diabetestimes.co.uk/resources/guidance-for-cqc-staff-inspecting-the-quality-of-care-for-residents-with-diabetes-mellitus-living-in-care-homes/
https://www.nice.org.uk/guidance/NG28
https://www.cqc.org.uk/sites/default/files/20160907_CQC_Diabetes_final_copyrightnotice.pdf


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NEW SERVICE USER IN BENDIGO 

NURSING HOME 

(older people 65+) 

Sharing of information, 

outcome measures, targets, 

annual reviews 

ALREADY WITH  

DIAGNOSIS FOR DIABETES 

MODERATE RISK 

  RE-ASSESS IN  

6 MONTHS 

MODERATE TO HIGH RISK 

 5.5 mmol/l < FPG < 6.9 mmol/l 

6%  HBA1C  6.4% (48mmol/mol) 

Discuss change of life style and 

agree individual care plan 
 Risk of diabetes 

 Resident’s education 

 Increasing physical activities (if feasible) 

 Change to healthy diet, nutrition management 

 Oral health 

 Hydration 

 Individual’s support 

 Psychological support  

 Monitor BP (lying and standing, if feasible) 

 Monitor blood sugar level, tests 

 Pain management 

 Barriers to change (e.g. level of dependency; 

mobility; resistance to change) 

 Respect service user’s wishes 

 

 DIABETES TYPE II 

CONFIRMED 

 

  NO DIABETES 

and HIGH RISK 

 

NO DIAGNOSIS FOR 

DIABETES 

GP – MANAGEMENT OF DIABETES 
1. DIABETES MECICATION PRESCRIPTION 

a) medication prescription 

b) regular medication reviews 

2. VASCULAR RISK SCREENING  - ORGANISE AND 

SCHEDULE TESTS INCLUDING BLOOD TESTS FOR: 

 Cholesterol 

 Electrolytes and eGFR 

 Haemoglobin 

 Liver function 

3. PREVENTING DIABETES COMPLICATIONS (‘bi – 

products’), PRESCIPTION OF ACE – INHIBITORS TO 

REDUCE THE RISK OF: 

 heart disease 

 peripheral artery disease/hypertension 

 stroke 

 Kidney diseases 

 Eye disease 

4. REFER AND CO-ORDINATE RESIDENT TO MULTI – 

DISCIPLINARY TEAM FOR ANNUAL SCREENING 

AND CHECKS 

5. PROVIDE EMERGENCY SUPPORT (e.g. in case of 

hypoglycaemia) 

6. END OF LIFE CARE (EoLC) FOR PEOPLE WITH 

DIABETES 

7. SUPERVISE AND PROVIDE SUPPORT FOR THE 

NURSING STAFF (RGNs) AT THE HOME 

8. SHARE INFORMATION WITH THE RGN STAFF AT 

THE HOME AND TEST RESULTS 

Outcome measures,  
 

feedback 

 

OFFER BLOOD 

SUGAR LEVEL TEST 

HIGH RISK 

RGN STAFF (at the home)  – DIABETES TYPE I 

and II (insulin controlled) 
1. MANAGEMENT OF DIABETES 

 Assessment of Service User to self – administer and manage 

insulin administration 

 Service user consent to have insulin administered by nurse in 

charge 

 Regular blood tests 

 Blood sugar level tests  prior to administering insulin 

 Insulin administration co-ordinated with meals times 

2. PREVENTION AND MANAGEMENT OF HYPOGLYCAEMIA 

 Medications review 

 Regular timed meals 

 Snacks 

3. END OF LIFE CARE (EoLC),  FOR PEOPLE WITH DIABETES 

4. PROVIDE INDIVIDUAL CARE PLAN 

 DIABETES MELLITUS 

TYPE II  

Tablet and diet controlled 
 

 DIABETES MELLITUS 

TYPES I and II  

Insulin controlled 
 

Assessment of the risk for 

Diabetes Type II on admission by 

staff at the home 
 Age 

 Gender  

 Ethnicity 

 BMI 

 Waist measurement  

 Parents/siblings with diabetes 

 Previous instances of diabetes (e g pregnancy) 

 Blood pressure 

 Smoking 

 Physical activities 

 

PPOSSIBLE DIABETES 

FPG ≥ 7.0 mmol/l 

 HBA1C  ≥ 6.5% (48mmol/mol) 

 

 REFER TO GP FOR 

DIAGNOSIS 

 

     DIABETES – RISK ASSESSMENT AND MANAGEMENT AT BENDIGO NURSING HOME DIAGRAM  ADL 6 

MULTI – DISCIPLINARY TEAM 

SCREENING, ANNUAL REVIEWS 
 

1. DIETICIAN 

2. PODIATRIST  

3. OPTHAMOLOGICAL 

SCREENING 

4. VASCULAR SCREENING 

5. NEUROPATHY SCREENING 

6. PAIN MANAGEMENT  

7. MENTAL SCREENING 

8. PSYCOLOGICAL SCREENING 

AND SUPPORT FOR 

DEPRESSION/’LOW MOOD’ 

9. BARRIERS  (e.g. level of 

dependency, mobility) 

 



 

ADDITIONAL GUIDANCE: Managing Diabetes and Diabetes at the EoLC 
 

PUTTING PREVENTION FIRST: 

VASCULAR CHECKS: RISK ASSESSMENT AND MANAGEMENT 

(Vascular diseases include: heart disease, stroke, diabetes and kidney infection) 
DoH, Impact Assessment of Vascular Checks Programme, Version 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

GOOD CLINICAL PRACTICE GUIDELINESFOR CARE HOMES  

RESIDENTS WITH DIABETES 

A revision document prepared by a Task and Finish Group of Diabetes UK  
 

1. The broad aims for residents with diabetes in care homes can be summarised as follows: 

a)  to maintain the highest degree of quality of life and wellbeing without subjecting residents to unnecessary 

and inappropriate medical and therapeutic interventions 

b)  to provide sufficient support and opportunity to enable residents to manage their own diabetes where this is 

a feasible and worthwhile option 

c)  to ensure that residents with diabetes have individualised diabetes care and that follow-up specialist care is 

easily available depending on clinical need. 

d) Each resident with diabetes should undergo an annual review assessment preferably conducted within the 

care home. This will include a review of the relevant history and medication, detailed clinical examination 

including nutritional assessment, functional assessment (physical and mental), visual acuity measurement, 

fundoscopy through dilated pupils where possible, and assessment of glycaemic control and renal function. 

The annual review should also be an opportunity to review the dietary plan and the principal aims of care for 

each resident. 

Robust outcome measures to assess the efficacy and efficiency of the diabetes care within care homes need 

to be established. These will be required to assess the quality of care delivered, to assess the impact of 

diabetes on each resident, and to determine the impact of use of care home resources in providing diabetes 

 
 

 



care. Specific outcome measures will need to include metabolic targets, frequency of hypoglycaemia for 

those taking insulin or sulphonylureas, vascular complication rates, hospital admission rates, change in 

functional status, and the effect of diabetes in modifying quality of life and wellbeing of each resident. 

2. Key recommendations include: 

 the use of an individualised diabetes care plan for each resident 

 the development of a policy of diabetes care within each care home 

 establish a policy of screening for diabetes within care homes at admission and at two yearly intervals 

  the development of an audit tool to assess the quality and extent of diabetes care within care homes  

 establish opportunities for care home staff to attend a diabetes educational and training programme within 

each district. 

3. The primary aims of diabetes care for residents of care homes involves two important objectives: 

a) to maintain the highest degree of quality of life and wellbeing without subjecting residents to 

unnecessary and inappropriate medical and therapeutic interventions 

b) to provide sufficient support and opportunity to enable residents to manage their own diabetes 

condition where this a feasible and worthwhile option. 

c) There are several additional processes of care which represent important goals to achieve for any resident 

with diabetes residing in a residential or nursing home: 

 to achieve an optimum level of metabolic control which avoids the malaise and lethargy of 

hyperglycaemia, substantially reduces the risk of hypoglycaemia in those residents taking 

sulphonylureas or insulin, and allows the greatest level of physical and cognitive function to be attained 

 to optimise: 

 foot care to preserve the integrity of feet; this allows individuals to maintain an acceptable body 

image (eg the absence of missing lower extremities), promotes the highest level of mobility 

possible, and prevents unnecessary (prolonged) hospital admissions 

 eye care to preserve the highest level of visual acuity 

 mobility and maintain/avoid deterioration of functional status. 

 to screen for neurovascular complications within a care home setting, especially screening for 

peripheral neuropathy and peripheral vascular disease which predispose to lower limb and foot 

ulceration, is an essential objective for improving diabetes care within care homes 

  to manage co-existing disease in a structured manner with an emphasis on: 

 vascular prophylaxis with aspirin or warfarin where appropriate 

 diagnosis and treatment of depressive illness, congestive heart failure, and hypertension. 
 to provide a well-balanced individualised dietary plan which is compatible with nutritional 

wellbeing and maintenance of body weight. 
a) Effective monitoring and control of blood pressure is also an essential aspect of medical management even 

within care home settings and in some situations may be more important overall than blood glucose control. 

b)  However, it is recognised that some interventions such as photocoagulation for diabetic retinopathy or 

angioplasty for peripheral vascular disease may be entirely inappropriate for some residents, eg those with 

severe physical frailty, terminal illness (life expectancy < 6 months), or progressive dementia. However, 

even for older residents of nursing homes, the average duration of stay may be as long as two years, which 

is sufficient time for sight threatening eye disease or gangrenous feet to develop, both of which have 

devastating effects on the individual. For these, active therapeutic intervention may be warranted. 

3. Screening for Type 2 diabetes, its complications and important co-morbidities are advocated by the the 

Department of Health in the UK. There is no universal consensus on what diagnostic screening tests should 

be employed in diabetes. There is an inconsistency about which method is most applicable and valid for the 

diagnosis of diabetes among older residents 

4. A consensus opinion is that no single test should be employed to screen for diabetes because of their inherent 

limitations and variability. As the fasting glucose test may be normal in older patients with diabetes and may 

be difficult to routinely employ in these settings, we feel it should be used in combination with glycosylated 

haemoglobin or an isolated 2hr post meal glucose load to diagnose diabetes. We recommend either of the 

following two methods: 

Screening Test 1: An HbA1c (no requirement for fasting) combined with a fasting glucose level* 

Interpretation of values obtained: a HbA1c of > 6.5% (48mmol/mol) and/or a fasting glucose 

of ≥7.0 mmol/l should be regarded as evidence of diabetes 

Screening Test 2: A fasting glucose estimation and an isolated 2hr post meal load (results based on plasma 

samples) Interpretation of values obtained: a fasting glucose of ≥7.0mmol/l and/or an isolated 

2h-post-meal load glucose of 11.1 mmol/l should be regarded as evidence of diabetes 

5. Screening for co-morbidities Health commissioning organisations such as PCTs in England are responsible 

for ensuring that appropriate screening for associated medical co-morbidities occurs. The risk of duplication 

is well recognised so that screening for cardiovascular disease and diabetes should be co-ordinated. Risk 

factors for vascular disease include age, gender, smoking, physical activity, ethnicity, body weight, 

cholesterol, blood pressure and diabetes. Although systematic use of screening in this context is unproven in 



this population, residents will certainly score high on risk assessment, and to include assessments is a basis 

for good clinical practice. This increases the opportunity that they are included in diabetes, chronic kidney 

disease and hypertension registers as well as being subject to regular review by primary care. It is 

recommended where feasible that all care home residents at the time of admission to the care home and at 

annual intervals thereafter should receive a co-morbidity health check as part of their annual review and care 

plan arrangements. 

6. Components of a co-morbidity health check It is recommended the collection of relevant data to identify 

those at high, moderate and low risk of both diabetes and cardiovascular complications/co-morbidities. This 

is likely to include information on: 

 attendance at ophthamological screening to identify degree of visual loss and need for laser therapy 

and/or cataract surgery 

 podiatry review to identify ‘at-risk’ feet 

 vascular risk screening 

 weight/height for body mass index (BMI) 

 blood pressure - lying and standing. 

 past or current history of: 

 coronary heart disease 

 stroke 

 peripheral artery disease 

 hypertension 

 chronic kidney disease. 

 blood tests (minimum) 

 cholesterol (vascular risk) 

 electrolytes and eGFR (renal disease and risk of prescribed medicines) 

 liver function tests (fatty liver) 

 haemoglobin (effect on glucose monitoring- HbA1c). 

7. Nutritional recommendations for diabetes. Food and nutrition, alongside medication and activity, is the 

cornerstone to diabetes management. In the long run it is better to make small changes that the person with 

diabetes feels able to stick to rather than completely altering the diet and the person with diabetes not sticking 

to it. 

Important note: In some cases dietary recommendations for the older person with diabetes can differ to the 

general recommendations for people with diabetes. As already highlighted older people may be more likely to 

be underweight rather than overweight and prevalence of malnutrition is high. It may therefore not be 

appropriate to reduce the fat, sugar and salt in the diet for every older person with diabetes. The 

recommendations state “the imposition of dietary restrictions on elderly patients with diabetes in long-term 

care facilities is not warranted.” And “there is no evidence to support prescribing diets such as ‘no sweets’ or 

‘no sugar added’”. 

8. Practical dietary guidelines 

 Plan for three regular meals a day. Try to help residents to avoid skipping meals and space breakfast, 

lunch and evening meal over the day. This will not only help control appetite but also help in controlling 

blood glucose levels. 

 At each meal include starchy carbohydrate foods such as bread, pasta, chapattis, potatoes, yam, noodles, 

rice and cereals. The amount of carbohydrate eaten is important to control blood glucose levels (a registered 

dietician can provide more information on quantities specific to individual needs). All varieties are fine but 

try to include those that are more slowly absorbed (have a lower glycaemic index) as these won’t affect blood 

glucose levels as much. Better choices include: pasta, basmati or easy cook rice, grainy breads such as 

granary pumpernickel and rye, new potatoes, sweet potato and yam, porridge oats, All bran and natural 

muesli. The high fibre varieties of starchy foods will also help to maintain the health of the digestive system 

and prevent problems such as constipation. 

 Cutting down on fat can help with weight management for those people who are overweight. All fats 

contain calories. Fat is the greatest source of calories so eating less fat and fatty foods will help with weight 

management. 

 Include more fruit and vegetables. Aim for at least five portions a day to provide residents with vitamins, 

minerals and fibre as well as to help the balance of the overall diet. 

 Include more beans and lentils such as kidney beans, butter beans, chickpeas, red and green lentils, as these 

can help to control blood glucose levels and blood fats. 

 Aim to provide at least two portions of oily fish a week. Examples include mackerel, sardines, salmon and 

pilchards and can be tinned, frozen or fresh. Oily fish contains a type of polyunsaturated fat called Omega 3 

which helps protect against heart disease. 

 Limit sugar and sugary foods. This does not mean that residents with diabetes need to eat a sugar-free diet. 

Sugar can be used in foods and in baking as part of a healthy diet. Using sugar-free, no added sugar or diet 

squashes/fizzy drinks, instead of sugary versions can be an easy way to reduce sugar in the diet. 



 Limit the amount of processed foods provided since these foods contain high levels of salt. 

 Don’t use diabetic foods or drinks. They offer no benefit to people with diabetes. They will still affect 

blood glucose levels, contain just as much fat and calories as the ordinary versions, can have a laxative effect 

and are expensive. 

 Alcohol should be taken in moderation only – that’s a maximum of two units of alcohol per day for a 

woman and three units per day for a man. For example, a single pub measure (25ml) of spirit is about 1 

unit or half a pint of lager, ale, bitter or cider has 1–11⁄2 units. Over the years the alcohol content of most 

drinks has gone up. A drink can now contain more units than you think – a small glass of wine (175ml) 

could contain as much as 2 units. Remember alcohol contains empty calories so cutting back is helpful if 

a resident with diabetes is trying to lose weight. Alcohol can make hypoglycaemia (low blood glucose 

levels) more likely to occur when taking certain diabetes medication. For this reason people with diabetes 

are advised to never drink on an empty stomach. 
9. Additional nutritional considerations for residents with diabetes 
 Weight management - Weight is a significant factor in the development and management of Type 2 

diabetes. For residents who are overweight or obese a reduction in weight of between 5 and 10 per cent 

may be beneficial20. Specific goals should be identified and negotiated as part of the care planning process. 

Catering for people with diabetes who are overweight does not require the use of special recipes and 

reducing the fat and sugar content of recipes for most of the residents is not appropriate 

 Underweight and malnutrition - Nutritional therapy may also include the use of nutritional support, for 

example via supplement drinks or nasogastric feeds. Where high blood glucose levels are noted in a person 

receiving nutritional support it may be necessary to adjust diabetes medication to achieve blood glucose 

levels as near as possible. 

 Hypoglycaemia - More information on the signs, symptoms, treatments and causes of hypoglycaemia (or 

hypos) can be found in the section ‘Recognition and management of hypoglycaemia within care homes’ 

on page 42. It is important to establish whether this is relevant to each resident on an individual basis since 

there are nutritional considerations, such as: 

 quantity and timings of carbohydrate containing foods and drinks 

 the potential need for snacks 

 timings of meals in relation to medication timing 

 effects of alcohol. 

 Oral health - It is estimated that people with diabetes can be up to approximately three times more likely 

to develop gum disease than people without diabetes42. Their nutritional status may be compromised as a 

result of poor food and drink intake. Residents with diabetes and gum disease should be identified and 

dietary adjustment made according to specific need. 

 Dehydration - It is widely accepted that the older person is at a greater risk of dehydration for a number 

of reasons. A resident with diabetes and uncontrolled diabetes may be at additional greater risk of becoming 

dehydrated as a result of polyuria. Particular attention should be made to the monitoring and provision of 

fluid for this resident, and treatment modified accordingly so as to limit symptoms of hyperglycaemia 

 Provision of effective diabetes care for residents with mental health needs - more than 25 per cent of 

residents have diabetes, many are also likely to have a mental health problem, and it will be necessary for 

the this to be reflected in the residents’ care plan. 

 Meeting the needs of diabetes care for residents from ethnic minorities - Diabetes care provision for 

elders from ethnic minority backgrounds must satisfy a set of accepted principles which ensures equity of 

access to assessment, care planning and optimising health outcome and those must reflect language, 

cultural and religious differences and recognise the inherent diversity of older residents from different 

populations. 

 

10. Recognition and management of hypoglycaemia within care homes Hypoglycaemia is both an important 

adverse reaction of treatment and an outcome measure. 

a) Risk factors for hypoglycaemia: 

 advanced age 

 multiple co-morbidities 

 polypharmacy (five or more medications) 

 chronic renal or hepatic impairment 

 recent hospital admission. 
 history of hypoglycaemia 

 poor nutrition 

 use of sulphonylurea or insulin 

 acute illness 

 hypoglycaemic unawareness 

 diminished counter regulatory responses 

 



Prevention of hypoglycaemia has the potential to improve psychosocial aspects of older people, their quality of 

life, confidence and compliance with their treatment, and reduce unnecessary hospital admission. 

a) Symptoms: Hypoglycaemia may cause serious morbidity, provoking major vascular events such as stroke, 

myocardial infarction, acute cardiac failure, and ventricular arrhythmias. The morbidity associated with 

hypoglycaemia, such as impaired consciousness and convulsions can be particularly debilitating in the elderly, 

who are at increased risk of injury and bone fractures because of general frailty and osteoporosis. Sweating, 

palpitations, tremulousness, feeling anxious or nervous are all potential symptoms. Residents with a ‘hypo’ may 

feel faint or very tired, and have difficulty concentrating and exhibit blurred vision. More severe hypoglycaemia 

may lead to cognitive impairment. For practical purposes, a level of glucose below 3.0mmol/l will activate a 

symptomatic response and a level below 2.8mmol/l will cause cognitive impairment. Partial impaired awareness 

of hypoglycaemia may be a particular problem in care home residents with diabetes where symptoms may be 

present but masked by other conditions, residents are unable to accurately communicate their symptoms to staff, 

or in some cases, the expected physiological sequelae (Sequela (/sɨˈkwiːlə/; plural sequelæ or sequelae, 

Latin sequela, from sequi ("follow")) is a pathological condition resulting from a disease, injury, or other 

trauma. Typically, a sequela is a chronic condition that is a complication of an acute condition that begins 

during the acute condition. Chronic kidney disease, for example, is sometimes a sequela of diabetes) are 

diminished. In general, every effort must be made to tailor treatment with sulphonylureas (antidiabetic 

drugs that are used in the management of diabetes mellitus type 2. They act by increasing insulin release from 

the beta cells in the pancreas). or insulin that significantly minimises the risk of hypoglycaemia and fasting 

levels should not fall below 6.0mmol/l. 

b) Prevention (and reduce the risk of) hypoglycaemia within care home settings include: 

 regular review of medication (including doses, frequency of administration, timing of meals) and minimising 

adverse interactions: ensure similar process occurs after recent re-admission to care home from hospital 

 a full history should be taken about eating habits especially erratic and inconsistent eating behaviour: the 

involvement of a registered dietician is needed for cases of recurrent hypoglycaemia 

 hypoglycaemic goals of treatment should be individualised to patients needs 

 use of the newer class of long-acting insulin analogues which have the potential to limit the risk of 

hypoglycaemia and can be conveniently injected once daily 

 administration of fast-acting insulin analogues after meals on an as required basis may be needed if caloric 

intake is variable and unpredictable 

 switch patients taking longer-acting sulphonylureas onto shorter-acting agents with less hypoglycaemic 

complications. 

 Identifying residents at ‘high-risk’ of hypoglycaemia (eg those on sulphonylureas or insulin, undernourished, 

cognitively impaired) is a worthwhile practice and can target interventions. 

c) Nutritional considerations, such as: 

 quantity and timings of carbohydrate containing foods and drinks 

 the potential need for snacks 

 timings of meals in relation to medication timing 

 effects of alcohol. 

 
11. Potential and important roles of a general medical practitioner (GP) in providing diabetes care to 

residents of care homes. The number of residents in care homes is likely to increase substantially in the next 

decade and new ways need to be established which structure medical responsibility for their care. Important 

contributory roles of a general practitioner (GP) might include: 

 organising an agreed care plan for each resident: this will require coordination with their practice nurse, 

care home staff, carer and resident and, where necessary, the DSN (diabetic specialist nurse) and 

community dietician 

 supervising and participating in an annual review for each resident either at the surgery or within the care 

home 

 providing emergency diabetes care as appropriate, e g treatment of hypoglycaemia 

 assisting in planning a procedure to screen for diabetes in newly admitted residents to care homes 

 agreeing a framework of direct referral of residents in care homes who require secondary sector specialist 

diabetes care including referral to ophthalmologists and vascular surgeons 

 ensuring that diabetes care within care homes is included in clinical audit projects/reviews in their locality 

 assisting in the development and delivery of specific education and training packages developed locally for 

care staff. 

 

12. Role of the diabetes specialist nurse (DSN). Specific roles will include: 
 planning, coordinating and delivering free, rolling diabetes educational activity for care homes supported, 

where appropriate by other healthcare professionals (e g community dieticians) 

http://en.wikipedia.org/wiki/Help:IPA_for_English
http://en.wikipedia.org/wiki/Help:IPA_for_English
http://en.wikipedia.org/wiki/Help:IPA_for_English#Key
http://en.wikipedia.org/wiki/Help:IPA_for_English#Key
http://en.wikipedia.org/wiki/Help:IPA_for_English#Key
http://en.wikipedia.org/wiki/Help:IPA_for_English#Key
http://en.wikipedia.org/wiki/Help:IPA_for_English#Key
http://en.wikipedia.org/wiki/Help:IPA_for_English#Key
http://en.wikipedia.org/wiki/Help:IPA_for_English#Key
http://en.wikipedia.org/wiki/Help:IPA_for_English#Key
http://en.wikipedia.org/wiki/Pathological
http://en.wikipedia.org/wiki/Disease
http://en.wikipedia.org/wiki/Injury
http://en.wikipedia.org/wiki/Psychological_trauma
http://en.wikipedia.org/wiki/Chronic_(medicine)
http://en.wikipedia.org/wiki/Complication_(medicine)
http://en.wikipedia.org/wiki/Acute_(medicine)
http://en.wikipedia.org/wiki/Chronic_kidney_disease
http://en.wikipedia.org/wiki/Diabetes
http://en.wikipedia.org/wiki/Antidiabetic_drugs
http://en.wikipedia.org/wiki/Antidiabetic_drugs
http://en.wikipedia.org/wiki/Diabetes_mellitus
http://en.wikipedia.org/wiki/Diabetes_mellitus_type_2
http://en.wikipedia.org/wiki/Insulin
http://en.wikipedia.org/wiki/Beta_cell
http://en.wikipedia.org/wiki/Pancreas


 planning, coordinating and/or delivering 1:1 education for people newly diagnosed with Type 2 diabetes 

(and their family/carer), where they are unable to access structured diabetes education programmes 

 liaising with primary and community care healthcare professionals, care staff, residents and relatives to 

standardise care locally for residents with diabetes in care homes, to ensure responsibilities are clear for 

annual review and ongoing reviews, and care plans are in place for each resident with diabetes. 

 

13. Role of the practice nurse. Their specific roles may include: 

 an information source for diabetes care to care home staff and families of residents with diabetes 

 assisting the GP in ensuring that all residents with diabetes within care homes have been identified, added 

to the GP diabetes register and are involved in the annual review process 

 coordinating visits of the GP to each resident with diabetes, or where residents are mobile ensuring 

residents are included in the practice diabetes programme. This requires effective communication with care 

home staff and with the community healthcare professionals where joint assessment visits are planned. In 

some areas, practice nurses may visit residents in care homes, although in many areas this does not occur 

due to time commitments and/or issues related to personal safety 

 keeping an accurate and detailed documentation and medical records of each resident with diabetes and to 

ensure that all relevant investigations are available for review. 

 

14. Having the right care is essential for the wellbeing of all people with diabetes. There is a 

minimum level of healthcare that every person with diabetes. Here are the 11 essential 

checks and services. 

I. Get blood glucose levels measured at least once a year. An HbA1c blood test will measure overall blood 

glucose control and help the diabetes healthcare team set own target. 

II. Have blood pressure measured and recorded at least once a year, and set a personal target that is right for 

each individual. 

III. Have blood fats (cholesterol) measured every year. Like blood glucose levels and blood pressure, individual 

should have their own target that is realistic and achievable. 

IV. Have eyes screened for signs of retinopathy every year. Using a specialised digital camera, a photo of each 

eye will be taken and examined by a specialist who will look for any changes to the retina (the seeing part 

at the back of the eye). 

V. Have feet checked – the skin, circulation and nerve supply of the feet should be examined annually to 

identify any risk of foot problems, how serious they are and if then individual will be referred to a specialist 

podiatrist or specialist foot clinic. 

VI   Have kidney function monitored annually. Two tests for the kidneys should be undertaken: urine test for 

protein (a sign of possible kidney problems) and a blood test to measure kidney function. 

VII  Have weight checked and have waist measured to see if there is a need to lose weight. 

VIII  Get support if the person is a smoker including advice and support on how to quit. Having diabetes already 

puts people at increased risk of heart disease and stroke, and smoking further increases this risk. 

IX  Receive care planning to meet individual’s needs – the person should have a say in every aspect of their 

care. The yearly care plan should be agreed as a result of a discussion between the individual and the 

diabetes healthcare team and discussion takes place about the individual needs and set targets 

X  Refer to specialist diabetes healthcare professionals to help manage diabetes. Diabetes affects different 

parts of the body and the individual should have the opportunity to see specialist professionals such as an 

ophthalmologist, podiatrist or dietician. 

XI  The individual should receive emotional and psychological support. Being diagnosed with diabetes and 

living with a long term condition can be difficult. The person should be able to talk about your issues and 

concerns with specialist healthcare professionals. 

 

15 Foot care and provision of podiatry services for residents with diabetes in care homes 

 Diabetic foot disease is a preventable, disabling condition associated with reduced life expectancy, lowered 

quality of life, and increased healthcare expenditure. 

 Residents with diabetes are at increased risk of the diabetic foot because of multiple predisposing factors, 

presence of frailty 

 All residents with diabetes should be screened annually for risk of foot ulceration. 

 Identification of ‘at-risk’ feet is a prerequisite to planning effective foot care. 

 The risk for foot ulceration is increased in those with advancing age, presence of neuropathy and/or 

peripheral vascular disease, immobility, and other chronic dependent states. 

 

16. Access to opthalmological services for residents in care homes 

 Visual loss due to uncorrected refractive error or diabetic retinopathy is a common cause of disability and 

reduced quality of life in older people with diabetes. 

 All residents with diabetes should have access to annual retinal eye screening. 



 The objective of diabetic eye screening is to reduce the risk of sight loss among people with diabetes by 

the early detection (and treatment if needed) of diabetic retinopathy. Ophthalmic problems in older people 

with diabetes may include macular disease, cataract and refractive error, none of which is best detected 

using retinal camera screening. 

 A full optometric assessment can only be done in proper facilities and only residents who are able to travel 

to the optometric practice may have access. For many care home residents this will not be possible for 

logistical reasons. The system works reasonably well for mobile residents in care homes but is extremely 

difficult to arrange for immobile residents, especially those from nursing homes. 

 

17. Assessment and treatment of pain in residential settings. Common causes of pain in residents with diabetes 

in these settings include peripheral neuropathy (generally small fibre pain characterised by burning, allodynia, 

and hyperalgaesia), Charcot foot, foot ulceration, peripheral arterial disease, and other general causes such as 

musculo-skeletal pain, osteoarthritis and undiagnosed back pain. There is often an associated disability and 

mobility restriction in some cases, related to a decline in strength and balance. This is often worse if residents 

have had a previous history of a stroke. In one study, older women with diabetes had an increased risk of falling 

and the excess risk was greater among women with chronic musculoskeletal pain. Chronic pain can also be a 

cause of a change in mood status, even depressive illness, and prompt effective treatment of depression may 

improve outcomes and assist the resident to cope better. Quality of life is impaired when pain remains untreated. 

A four-step approach may help to focus the attention of care home staff and the local diabetes team in improving 

the detection of pain and ensuring that pain is adequately treated: 

Step 1:  care home staff should ask residents about pain even if they don’t complain about this symptom. 

Step 2:  an assessment of pain should take place regularly (at least at monthly intervals) and can be 

conducted by a trained healthcare assistant or a nurse. 

Step 3:  information about pain should be given to the GP or diabetes specialist nursing service and a further 

assessment of pain will be required looking for causes and other interrelated factors. 
Step 4:  adequate analgesia to remove pain completely should be employed and treatment reviewed by the 

prescribing practitioner. 

 

18. Assessment and treatment of pain in residential settings (cont.). Treatment of pain In diabetes-related 

painful states, gradual control of glycaemia (rapid glucose control can trigger painful neuritis), vascular risk 

assessment and surgical intervention, specialist diabetes foot care, and treatment of depression, may all be 

relevant and appropriate. The threshold for imaging (eg MRI) in chronic low back pain states should be low so 

as not to miss spinal canal stenosis and corda aquina lesions. The use of tailored pharmacotherapy for pain relief 

is essential.  

a) Non-neuropathic pain may respond to non-opioid analgesics such as paracetamol, and topical or 

oral nonsteroidal anti-inflammatory agents (NSAIDS). Where opiod analgesics are required (eg pain 

caused by malignancy), codeine, oxycodone or morphine may be required, and tramadol may also be 

valuable in moderately severe pain. Some slow-release preparations such as the buprenophine matrix patch 

do not necessarily require dose adjustment in older people with renal impairment and can be used for 

longer-term use. 

b) When neuropathic pain (neuropathy – damage to the nerves of the body that 

carry messages to and from the brain and spinal cord, long-term damage to 

nerve fibres) is present, certain antidepressants may be tried such as amitriptyline (unlicensed 

indication) but gabapentin and pregabalin are often tried initially. Duloxetine has also been recommended 

in certain cases of diabetes-related neuropathic pain. All these medications have side effects and experience 

in their use is necessary. 

c) Pain management should be by a multidisciplinary team approach and it should be remembered that other 

healthcare professionals such as physiotherapists may play a role in pain management (eg in painful states 

relating to a previous stroke) and in cases of severe pain which cannot be managed in the community, 

referral to a hospital-based pain clinic is essential. 
 

18. Care planning: residents with diabetes:  

 A key requirement for effective diabetes care is a documented individualised care plan for each resident 

with diabetes. 

 The care plan should identify key roles and responsibilities, targets and outcome measures, annual review 

procedures, and what arrangements are in place for specialist review. 

 A priority list of outcome measures should be agreed and processes put in place to collect relevant data. 
 

19. Diabetes annual review arrangements.  

a) The basic plan for an annual review should include: 

 full clinical examination which includes a basic assessment of physical and mental function, pain 

assessment, and assessment of bladder function, and mobility 



 measurement of a Barthel ADL score (measures activities of daily living), or use of the Mini-Cog  

assessment tool and GDS (Geriatric Depression Score) – an assessment of mood or by use of ‘two 

simple questions’ 

 height/weight in order to calculate body mass index (BMI) 

 a nutritional risk assessment (the MUST score) 

 both lying and standing blood pressure (where feasible) 

 urinalysis for protein 

 glycosylated haemoglobin (HbA1c) 

 urea and creatinine estimation, and eGFR 

 visual acuity measurement with and without pinhole 

 fundoscopy through dilated pupils – every effort should be made to include residents with diabetes on 

a district-wide diabetes register and ensure that retinal photography is offered where appropriate 

 examination of feet and lower limbs for deformity, infection, and ulceration. This will include 

identifying those residents with ‘at risk’ feet, eg those with sensory neuropathy or poor vascular supply. 

b) Residents of care homes will also require a review of the following: 

 medication list which includes a review of dosage and possible side effects, eg frequency of 

hypoglycaemia for those on sulphonylureas or insulin 

 dietary plan 

 appropriateness of current aims of care in the light of any major functional change in the resident 

during the preceding year. 

As part of the annual review process, the need for continued specialist follow up can also be assessed. This review 

process can incorporate an element of clinical audit by recording outcome measure data (if it is provided by GP 

and other involved in the diabetes multi-team). 
 

20. Use of robust outcome measures to assess the efficacy and efficiency of diabetes care within care homes 

a) The primary purposes of outcome measurement of diabetes care within care homes may be 

summarised: 

 to assess the quality of care delivered to each resident with diabetes 

 to assess the benefits or not of new intervention strategies 

 to assess the impact of diabetes on each resident in terms of personal wellbeing, functional ability and 

rate of diabetes related complications 

 to plan future services with a view to enhancing diabetes care. 

b) Specific outcome data may include any of the following: 

 percentage achieving agreed metabolic target parameters: glycosylated haemoglobin (HbA1c) within 

target range of 7–8% (53-64mmol/mol), blood pressure level and weight during previous 12 months 

 improvements in appetite, food choices, and eating habits based on health promotional strategies and 

maintenance of nutritional wellbeing  

 the number of successful and appropriate cases of insulin initiation  

 frequency and severity of hypoglycaemic episodes during previous 12 months 

 frequency of hospital admissions for diabetes related problems including number of episodes of 

metabolic acidosis in previous 12 months 

 complication rate of visual loss, foot ulceration, neuropathy, renal impairment, angina, peripheral 

vascular disease 

 change in level of dependency/physical and mental function, eg use of Barthel ADL score during 

previous 12 months, and use of cognitive and mood assessment tools 

 Improvements in nutritional risk scores using the MUST tool over a 12 month period 

 quality of life and wellbeing of each resident with diabetes and changes within previous 12 months 

 percentage of patients with completed diabetes care plans 

 percentage of residents receiving annual review in previous 12 months 

 adequacy of data recording and documentation: frequency of staff completing the data form, legibility, 

report actions, etc 

 number of care staff who have received education on diabetes care. 

The care plan can list the agreed outcomes which must represent common objectives of diabetes care for all 

parties. 
 

21. Ethical considerations in providing diabetes care to residents in care homes. The major emphasis in the 

management of residents with diabetes should be to encourage as much autonomy as is consistent with a 

resident's mental and physical abilities, their age and their safety. Respect for the individuality of each person 

demands that each is encouraged to live to the fullest extent of their capability. In these circumstances, a level 

of optimum satisfaction can be achieved in what is, however homely in character, a setting which is vastly 

different in nature and familiarity from their previous home which they had known for a greater part of their 

life. 
 

 



 

CAUSES OF ABNORMAL GLUCOSE LEVELS 

PERSISTENT  

HYPERGLYCEMIA 

TRANSIENT 

HYPERGLYCEMIA 

PERSISTENT 

HYPOGLYCEMIA 

TRANSIENT 

HYPOGLYCEMIA 

Reference range, FBG: 70–110 mg/dL 

Diabetes mellitus Pheochromocytoma Insulinoma Acute alcohol ingestion 

Adrenal cortical 

hyperactivity Cushing's 

syndrome 

Severe liver 

disease 

Adrenal cortical 

insufficiency Addison's 

disease 

Drugs: salicylates, 

antituberculosis agents 

Hyperthyroidism Acute stress reaction Hypopituitarism Severe liver disease 

Acromegaly Shock Galactosemia 
Several glycogen storage 

diseases 

Obesity Convulsions 
Ectopic insulin production 

from tumors 

Hereditary fructose 

intolerance 

 
 

22. End of life care (EoLC) for residents with diabetes in care homes. A number of principles of diabetes care 

in EoLC situations which have been adapted from the Association of British Clinical Diabetologists (ABCD) 

Position Statement should be adhered to: 

 unnecessary investigations such as blood glucose testing and complex insulin regimes are burdensome and 

are be avoided 

 towards the end of life, maintenance of strict euglycaemia may be detrimental to quality of life and avoidance 

of long-term complication an inappropriate goal 

 a glycaemic range of 7–10 mmol/l (fasting) and 9–12 (post-prandial) may enhance comfort by preventing 

hypoglycaemia and by preventing hyperglycaemia-induced thirst, dehydration, confusion and drowsiness 

 appreciate that glucose control may worsen by the presence of certain malignant tumours, the use of steroids 

for symptomatic relief or co-existent infection 

 hypoglycaemia risk may be increased by associated weight loss due to malignancy and anorexia, hepatic and 

renal failure (lowered insulin requirement) and slower clearance/metabolism of oral hypoglycaemic agents 

 pre-existing neuropathic pain can be exacerbated during a terminal illness, eg pain due to bone secondaries 

or pleural involvement 

 gastro-intestinal disorders can be worsened in terminal illness (e g constipation) 
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The cards on the next pages should be printed and offered to residents who have diabetes 



  



  



 
 



  



  



  



  


