Diabetes
This area outlines the diabetes guidelines for elderly residents in longterm care facilities. This is an abridged version developed by the
Diabetes Care Program of Nova Scotia1 in conjunction with the
Palliative Care and Therapeutics Harmonization (PATH) Program.
Recommendations
The guidelines advocate for more lenient blood glucose (BG) targets
with frailty and make recommendations to advoid excessive blood
glucose testing; and to identify, appropriately manager and prevent
hypoglycemia.
Blood Glucose (BG) Targets
•
•
•

Acceptable BG may be between 10 and 20 mmol/L
For BG <7.0 mmol/L stop or reduce treatment
For BG between 7.0 and 9.0 mmol/L consider reduced treatment

A1C Targets
Recommended A1C target is ≥8% and <12%, as long as the resident
does not have symptoms of hyperglycemia.
Blood Glucose (Bedside Capillary) Testing
On admission (with a diagnosis of diabetes) – twice daily at alternate
times for one to two weeks to establish baseline and determine need
to adjust treatment as per recommended glycemic targets
Routine/ongoing (if BG is stable and within liberalized glycemic target
range):
•
•

On oral agents or stable doses of basal insulin without
regular/rapid insulin – routine testing is usually not necessary.
On regular/rapid insulin (meal time insulin) – test once daily
alternate times (See Clinical Pearl below)

A1C Testing
On admission (with a diagnosis of diabetes) – measure once to
establish baseline

Routine/ongoing
•
•

Lifestyle modification only – not more than once/year, but may
not be needed at all
Oral agents/insulin – once or twice/year

Clinical Pearls
•
•
•

•

•

•

These guidelines do not apply to younger less frail residents of
LTC.
Consider that most oral medications decrease A1C by ≈ 1%
when deciding whether and which medications can be stopped.
More frequent testing may be needed with acute changes in
health status, change in oral intake, when adjusting diabetes
medications, when starting prednisone and based on clinical
judgment.
Use NPH as basal insulin instead of long-acting insulin analogues
such as Lantus® or Levemir® (less expensive with similar
outcomes).
Basal insulin alone (without regular or rapid insulin) may be
preferable due to variations in oral intake that can lead to
hypoglycemia.
A1C targets ≥8% and <12% reflects BG of 10-16 mmol/L.
Consistent BG measures between 16-20 mmol/L would yield an
A1C of 12-14% and an increase in treatment may be indicated.

For a full version of this guideline (Phase 1 and 2), go to:
http://diabetescare.nshealth.ca/guidelinesresources/professionals/guidelines/special-populations

Rationale
•

•
•

•

•

•

•
•

Older adults living in long care facilities are generally frail. The
Nova Scotia Department of Health and Wellness data indicates
that in 2010/2011, 27% of admissions had diabetes with a
length of stay of 2.5 years.
It takes at least five years to achieve benefits from tight control
– an irrelevant timeframe with frailty.2-5
When there is long standing diabetes (as occurs with frailty),
studies show limited benefit3, no benefit4, or harm5 with tight
control.6
The demonstrated microvascular benefits in randomized
controlled trials are surrogate, not clinical, outcomes that have
limited relevance in frailty2,6,7 including:
o Decreased photocoagulation, but no difference in vision.
o Less albuminuria, but no difference in creatinine.
o Less neuropathy, not based on clinical symptoms, but
based on outcomes measured that may not be related to
neuropathy, including changes in reflexes, biothesiometer
readings, R-R intervals on EKG, lying and standing blood
pressure measures, and self-reported erectile dysfunction.
In the Veterans Affairs Diabetes Trial4, there was no difference in
positive outcomes or serious hyperglycemic adverse events
when HbA1c was 6.9% compared to 8.4%. Therefore, a HbA1c
target above 8% is reasonable. The targeted range of HbA1c (>8
to <12%) was chosen to allow individualized treatment decisions
based on drug tolerance and symptoms, as some frail patients
may be able to tolerate higher blood glucose and HbA1c
measures.
The most consistent finding of randomized controlled trials of
intensive blood glucose control has been an increased risk of
hypoglycemia, which is particularly problematic for the elderly.
There is increased hospitalization with intensive treatment.
The cost and human resources needed to measure and maintain
tight control in long-term care is significant.

Treatment of Hypoglycemia
A hypoglycemia treatment kit should be readily available
(containing ready sources of glucose).
The risk associated with hypoglycemia and frailty is considerable. The
diabetes guidelines aim to minimize hypoglycemic episodes. However,
when hypoglycemia occurs, adjust treatment accordingly.
•

•

If blood glucose is < 3.9 mmol/L:
o Give oral carbohydrate (CHO), such as 15ml (one
tablespoon) or sugar in water, ¾ cup juice or regular soft
drink, or 15g in the form of glucose tablets.
o Recheck BG in 15 minute intervals until BG is >4.0
mmol/L.
o If meal is more than 30 minutes away, give snack
containing CHO and protein such as bread and cheese or
meat.
If resident is unable to ingest or unconscious:
o Give 1 mg glucagon, intramuscularly (write prn order in
advance).
o Notify the physician or nurse practitioner.

For a full version of this guideline (Phase 1 and 2), go to:
http://diabetescare.nshealth.ca/guidelinesresources/professionals/guid
elines/special-populations

References
1. Diabetes Care Program of Nova Scotia. Department of Health
and Wellness SEAscape Database, June 2011.
2. UK Prospective Diabetes Study (UKPDS) Group. Intensive bloodglucose control with sulphonylureas or insulin compared with
conventional treatment and risk of complications in patients with
type 2 diabetes (UKPDS 33). Erratum in Lancet 1999 Aug
14;354(9178):602. Lancet. 1998 Sep 12;352(9131):837-53.
3. ADVANCE Collaborative Group, Patel A, MacMahon S, Chalmers
J, Neal B, Billot L, et al. Intensive blood glucose control and
vascular outcomes in patients with type 2 diabetes. N Engl J
Med. 2008 Jun 12;358(24):2560-72. Epub 2008 Jun 6.
4. Duckworth W, Abraira C, Moritz T, Reda D, Emanuele N, Reaven
PD. Glucose control and vascular complications in veterans with
type 2 diabetes. VDAT Study. N Engl J Med. 2009 Jan
8;360(2):129-39. Epub 2008 Dec 17. Erratum in: N Engl J Med.
2009 Sep 3;361(10):1028. N Engl J Med. 2009 Sep
3;361(10):1024-5.
5. Action to Control Cardiovascular Risk in Diabetes Study Group,
Gerstein HC, Miller ME, Byington RP, Goff DC Jr, Bigger JT, et al.
Effects of intensive glucose lowering in type 2 diabetes. N Engl J
Med. 2008 Jun 12;358(24):2545-59. Epub 2008 Jun 6.
6. Hemmingsen B, Lund SS, Gluud C, Vaag A, Almdal T,
Hemmingsen C, et al. Intensive glycemic control for patients
with type 2 diabetes: systematic review with meta-analysis and
trial sequential analysis of randomized clinical trials. BMJ. 2011
Nov 24;343:d6898. doi: 10.1136/bmj.d6898. Review.
7. Coca SG, Ismail-Bergi F, Haq N, Krumholz HM, Parikh CR. Role
of intensive glucose control in development of renal end points in
type 2 diabetes mellitus: systematic review and meta-analysis
intensive glucose control in type 2 diabetes. Arch Intern Med.
2012 May 28;172(10):761-9. Review. Erratum in: Arch Intern
Med. 2012 Jul 23;172(14):1095.
8. Review. Erratum in: Arch Intern Med. 2012 Jul 23;172(14):1095
9. Mallery LH, Ransom T, Steeves B, Cook B, Dunbar P, Moorhouse
P. Evidence-informed guidelines for treating frail older adults
with type 2 diabetes From the Diabetes Care Program of Nova
Scotia (DCPNS) and Palliative and Therapeutic Harmonization
(PATH) Program. J Am Med Dir Assoc. 2013 Sept 24. doi:pii:
S1525-8610(13)00460-X. 10.1016/j.jamda.2013.08.002. [Epub
ahead of print]

