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Foundation for  Diabetes Research in Older People 
Our mission and vision 2020-22

Director: Professor Alan Sinclair

Our mission
•As a non-commercial research organisation, to 
enhance the quality of diabetes care for older 
people through new initiatives in clinical practice, 
audit and research
•To provide a forum for discussion between health 
professionals and scientists, and involve people 
with diabetes, their carers and families, in 
programmes which promote their health and 
well-being
•To examine  the relationship between diabetes 
and related metabolic disorders to the 
development of frailty and sarcopaenia

Our vision

• Establish sustainable academic partnerships 

• Ensure policies and strategies are developed 
to meet the needs of older people with 
diabetes and related metabolic disease

At: www.diabetesfrail.org

about:blank
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Care Home Diabetes – A Call for Action  
Sinclair AJ, Gadsby R, Abdelhafiz AH, Kennedy M, Diabetic Medicine 2018

Key Messages

• High prevalent disorder – 27%

• Complex illness often present with high 

hospital admission rates

• UK National Guidance available with 

Diabetes Policy Template for Care Homes

• Training & Education for Care Staff of 

Paramount Importance

• More Investment by the NHS (national 

health service) and Independent Care 

Home Owners to Improve Diabetes Care
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Pathophysiological decline in Care Home Residents 
with Diabetes
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Prevalence of Diabetes Mellitus in Care Homes: the Birmingham 
and Newcastle Screening Studies
Sinclair AJ, Gadsby R, Croxson SCM et al, Diabetes Care 2001;   Aspray et al. Diabetes Care 2006, 29 (3):707-8

Little evidence of structured diabetes care

No specialist follow-up
(Reviewed by Sinclair AJ, Aspray TJ, 2009, Diabetes in Old Age – 3rd edition)

Diabetes is an independent risk factor for admission into a 
care home

High hospital admission rate with associated high mortality

The Birmingham Study 2001
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Diabetes in Care Home Residents – Evidence of High 

Cognitive Impairment and Dependency Levels
The South Wales Care Home Diabetes Study

MMSE Scores Behavioural Rating Scale 
(Dependency)

Median MMSE Score
Diabetic 17 v Non-Diabetic 21

p <0.001

Median Score 
DM (17) v Non-DM (13)

p <0.001

Sinclair AJ et al. Diabetes Care 
(1997)
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Elements of diabetes care for residents – what 
is usually expected?
Sinclair AJ et al, Diabetic Medicine (2019)

• To receive plenty of oral fluids to maintain a 

good state of hydration

• To maintain a daily appropriate exercise and 

nutritional plan with regular meals or, if 

appetite reduced, have food ‘little and often’

• To receive their usual diabetes care and 

treatments part of an individualised care plan

• To receive support and advice from care staff 

who have al least a basic minimum 

knowledge of diabetes

• To have regular twice daily capillary capillary

blood glucose testing with the aim to keep 

the non-fasting level between 7-12 mmol/l

• To have regular foot checks to ensure early 

detection of poor blood supply, infection, and 

regular changes of dressings

• To have the opportunity to have their wishes 

for any future event documented (e.g. 

hospital admission) by completion of a 

ReSPECT form or similar
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IDOP-ABCD England-wide Care Home 
Diabetes Audit – 2013/4 – Sinclair AJ et al 2014 

Key findings from the audit – based on >2,000 responses

• Two thirds of care homes have no policy on screening for 

diabetes 

• Nearly two thirds of homes did not have a designated 

member of staff with responsibility for diabetes 

management  

• More than 1 in 3 care homes admitted that they do not 

have a written policy for managing hypoglycaemia

• Approximately half of all care homes admitted to not 

being aware of the National Diabetes UK Care Home 

Diabetes Guidance

• About one third of care homes admitted that they do 

not have access to local diabetes educational and 

training courses

• Only a third of homes were able to confirm that they 
received an annual review report for each of their 
residents with diabetes 

• Only about half of care homes kept documented 
evidence of the latest HbA1c estimation from the GP 

• Less than half of all care homes kept documented 
evidence of the latest test of kidney function carried 
out by the GP

Available at: www.diabetesfrail.org

about:blank
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Competencies of Healthcare Assistants in 
managing diabetes – are we asking for too much?

Ideal Knowledge and Skills

• Blood glucose monitoring skills

• Knowledge of administering SGLT-2 inhibitors and 
GLP-1 RAs

• Skills in administering insulin injections

• Recognition of hypoglycaemia

• Recognition of diabetes complications

• Recognise need for hospital referral

• Keeping accurate documentation and 
communicating well with nursing colleagues 
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Covid-19 and care home 
residents with diabetes

Covid-19 can cause a serious acute illness in residents 

with diabetes by: 

• increasing the risk of a rapid worsening of diabetes 

control which can lead to life-threatening conditions 

called diabetic ketoacidosis (DKA) and hyperosmolar 

hyperglycaemic state (HHS) 

• increasing susceptibility to other infections including 

pneumonia, chest and foot infections, and sepsis 

• worsening symptoms and signs in those with frailty, 

kidney disease and/or cardiovascular (heart) 

disease.
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Clinical scenarios and diabetes management in 
covid-19



Representing ~ Educating ~ Supporting and Mentoring

Oral therapy for residents with type 2 
diabetes mellitus

Expert Opinion – Preferred choice of oral glucose lowering therapy – type 2 diabetes

Agent Conditions Extra Comments

Metformin 1st line but at lowest dose 
necessary

Avoid in significant cardiovascular 
disease, marked renal impairment, 
and those with weight loss; AVOID
in acute illness e.g. Covid-19 
because of lactic acidosis

DPP4-inhibitor .g. sitagliptin 1sdt line or 2nd line (if MF 
contraindicated) or in combination 
with MF if HbA1c >58mmol/mol

Try to aim for reduced ‘pill’ burden 
wherever possible; MF/DPP4-I 
combinations available

SGLT-2 inhibitor Possible alternative as combination 
therapy with metformin if history 
of heart failure

Advantages – low risk of ‘hypos’ 
and benefits in renal protection 
and reduced heart failure hospital 
admissions BUT not advised in 
some circumstances
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CAUTIONS – with oral therapy
EXPERT OPINION: Oral glucose –lowering therapy – TO AVOID in type 2 diabetes

Agent Conditions/Reasons Other Comments

Sulphoylureas Risk of HYPOGLYCAEMIA and unpredictability 
of action

Propensity to ‘hypos’ increases in those with progressive weight 
loss

SGLT-2 inhibitors 
(Canagliflozin, 
Dapagliflozin, 
Empagliflozin, etc.)

Adverse effects of low BP, urinary 
incontinence, weight loss, genital infections, 
dehydration and increased risk of DKA.  Care 
staff require extra training to administer

Particularly AVOID in frail malnourished residents; EXPENSIVE; 
loss of dignity

Glinides (repaglinide, 
nateglinide)

HYPOGLYCAEMIA – particularly if meal missed; 
therefore AVOID in those with erratic meal 
times.  Common frequency of GI side effects; 
may sometimes have a delayed ‘hypo’ effect. 
Expensive

Taken 15-30 mins pre-meal; shorter half-life than Sus; billary
excreted; AVOID in frail malnourished residents; CAUTION in 
residents aged >74years

Pioglitazon Probably contraindicated in highly 
comorbid/frail residents: Many 
contraindications such as leg oedema, 
anaemia, falls and fracture risk

A fall is often an ‘AUDIT’ indicator in a care home

GLP-1RAs (exenatide, 
semaglutide, 
dulaglutide, 
liraglutide, etc.)

INJECTABLE therapy.  Marked GP side effects in 
some cases.  Care staff require extra training to 
administer. Expensive

AVOID in severe renal impairment: eGFR<30ml/min; once daily 
and once weekly preparations – may be potentially helpful in a 
care home setting.  Combinations available with basal insulin.  
May offer some neuroprotective effects in those with 
cerebrovascular disease
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Preferred insulin regimens – Care Homes

Key Points

• Low complexity regimens advised

• Adjust dosage/timing to day & night glucose 
levels, excessive prandial deviations, and risk 
of hypoglycaemia

• Use of basal-bolus regimen (apart from use 
in residents with type 1 diabetes) rather 
than a basal insulin only regimen must be 
justified

• Use basal insulin – oral agent combination if 
a definite advantage can be proven

• Use of premixed insulin regimens do not 
generally fit with low complexity approaches
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Other insulin regimens
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Newer formulations  - still a reluctance to use in 
care homes!

• Few clinical studies in older adults of the pharmacokinetics/

pharmacodynamics of newer insulin formulation

• Few new studies of combining the newer formulations with other 

glucose-lowering agents particularly in older people

• There is a risk that the incidence of medication errors will increase 

because of ‘dose confusion’ by untrained staff

• Quite clearly, the vulnerable older adult with; (a) a history of frequent hypoglycaemia; (b) 

fluctuating hydration status and poor renal function; (c) and a history of erratic eating patterns 

will be a poor candidate for the newer higher concentration insulin formulations: miscalculation 

of an individuals daily insulin requirements could have catastrophic consequences!
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Newer Formulations – a brief snapshot of potential roles

Potential advantages

• Some newer formulations may give comparable glucose 
lowering efficacy without substantially increasing 
hypoglycaemia risk (including nocturnal hypos) which is an 
advantage

• Evidence of less glycaemic variability – helpful in the day to day 
monitoring/management of residents in care homes

• Longer term use of newer higher concentrated insulin 
formulations – less weight gain – an advantage in those 
residents with obesity but a potential disadvantage in those 
with frailty and/or sarcopaenia

• Possibility of giving insulin less frequently (if licence allows) –
e.g. 2-3 times weekly – less burden on care staff/carers – e.g. 
Nagai Y et al, Efficacy and safety of thrice-weekly insulin 
degludec in elderly patients with type 2 diabetes assessed by 
continuous glucose monitoring Endocrine Journal, 2016, 63 
(12), 1099-1106
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Newer Formulations – a brief snapshot of potential roles

Potential advantages

• Some newer formulations may give comparable glucose 
lowering efficacy without substantially increasing 
hypoglycaemia risk (including nocturnal hypos) which is an 
advantage

• Evidence of less glycaemic variability – helpful in the day to day 
monitoring/management of residents in care homes

• Longer term use of newer higher concentrated insulin 
formulations – less weight gain – an advantage in those 
residents with obesity but a potential disadvantage in those 
with frailty and/or sarcopaenia

• Possibility of giving insulin less frequently (if licence allows) –
e.g. 2-3 times weekly – less burden on care staff/carers – e.g. 
Nagai Y et al, Efficacy and safety of thrice-weekly insulin 
degludec in elderly patients with type 2 diabetes assessed by 
continuous glucose monitoring Endocrine Journal, 2016, 63 
(12), 1099-1106

• Preparations such as Degludec (a 42h profile) and 
Toujeo (Glargine 300) allow the timing of the once 
daily insulin to be altered by care staff if necessary 
– e.g. by excessive demands on care staff and 
community nurses and so delays in receiving the 
insulin – creates flexibility combined with a degree 
of safety (may have advantages in the small 
number who have type 1 diabetes)

• For residents with large daily requirements for 
insulin, the use of fewer insulin pens requiring 
storage by care staff/carers is a potential advantage

• Giving higher strength insulin with less injectable 
volume may be less painful in those residents with 
high daily insulin requirements
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Glycaemic targets and monitoring glucose in care 
home residents with diabetes

Glycaemic Targets

• Regular twice daily pre-meal capillary 
blood glucose testing - aim to keep the 
level between 7 and 12 mmol/l –
consider increased monitoring under 
the direction of diabetes nurse/doctor if 
resident is unwell 

• Avoid levels of ≤ 6 mmol/l

• HbA1c guideline guidance: safe range: 
53-64 mmol/mol (7-8%)

• Type 1 diabetes – no evidence to 
suggest different from type 2 diabetes

Monitoring frequency

• Stable and well – daily or twice daily 
depending on staff resources

• Unwell with rising glucose levels (e.g. covid-
19): 

• oral treatment - 2-4 hrly BM initially until 
in target range

• Insulin – 2-4 hrly BM initially until in 
target range

• (same approach for type 1 and 2 when 
unwell)

Dunning T, Sinclair A, Colagiuri S. New IDF Guideline for managing type 2 diabetes in older people. Diabetes Res Clin Pract. 2014 Mar;103(3):538

about:blank


Representing ~ Educating ~ Supporting and Mentoring

Residents at great risk of harm from Glucose-Lowering 
Agents – a Freedom of Information Study  
Milligan F, Krentz AJ, Sinclair AJ Dec 2011 – Diabetic Med

• Aim: To analyse adverse drug events in older people with diabetes in the care 
home setting via incident reports – Jan 2005 – Dec 2009

• A Freedom of Information request was made to the National Reporting and 
Learning Service via the National Patient Safety Agency. 

• RESULTS: There were 684 reports related to insulin and 84 incidents related to 
oral glucose-lowering agents. The most common error category with both types 
of drug therapy was wrong or unclear dose: 173 reports for insulin, including one 
death, and 20 reports for oral therapy.

• CONCLUSIONS: Residents with diabetes in care homes are potentially at risk of 
harm from adverse drug events pertaining to insulin and oral glucose-lowering 
agents. 

• Because of likely under-reporting, our data most likely represent only a fraction of 
events.
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Management of hypoglycaemia
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Contents of a Hypo Box – Modify for a Care Home

JBDS-IP: The Hospital Management of Hypoglycaemia in Adults with 
Diabetes Mellitus 4th edition Revised January 2020
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CQC Elements of Good Practice – Guidance for 
Inspectors -Diabetes 2015

7. What are the 
elements of 
good diabetes 
care?

Good diabetes care begins with a diabetes policy. A good diabetes policy 
describes and requires the four elements set out below.

1. Diabetes screening on admission that is recorded and audited.

This can reduce the number of GP call-outs and hospital admissions 
linked to undiagnosed diabetes and associated complications.

2. Availability of a fully-stocked and maintained hypoglycaemia kit.

This can reduce ambulance call-outs and hospital admissions due to 
hypoglycaemia.

3. A risk-calculation and assessment tool for diabetes foot disease. 

Use of such a tool by suitably trained staff can reduce unnecessary 
amputations. 

4. Access to good quality diabetes education and training for care home 
staff.

Good training can lead to fewer GP call-outs and hospital 
admissions for hypoglycaemia, infections, and other common 
medical problems associated with diabetes.

Based on Sinclair AJ, Joint 
British Diabetes Societies, 2015
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People with Diabetes Resident in Coventry Nursing Homes 
– A survey of 75 residents in 11 Nursing Homes

Key findings

(1) Polypharmacy

63 residents (84%) were being prescribed 4 or more medicines.

(2) Potential inappropriate prescribing

44 residents (59%) were being prescribed antiplatelet drugs (aspirin, clopidogrel
and dipyridamole for the prevention of cardiovascular disease)

31 (41%) residents were on statin therapy 

19 (25%) were on insulin

18 (24%) had a monthly medication cost of over £101/month (excluding costs of 
PEG feeding solutions). Many of these 18 were being prescribed special order 
liquid preparations usually for secondary CVD prevention (e.g. simvastatin oral 
liquid £152/month,  bisoprolol oral solution £315/month

(3) End of Life Scenario

• Based on negative answer to question  “Would I be surprised if my patient 
were to die in the next 12 months”

• The MAJORITY of the residents would be classified as terminally ill

Gadsby R, Barker P, Sinclair A.Diabetic
Medicine 2011 28: 778-780

Gadsby R, Galloway M, Barker P, Sinclair A. 
Diabetic Medicine 2012 29: 136-139
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Key Issues in Diabetes End of Life Care 

Major Clinical issues 

• Glucose control: what level to aim for?

Balancing control of symptoms with risk of hypoglycaemia

• Minimising adverse effects of treatments 

- avoid hypoglycaemia

- minimise effects of chemotherapy and/or radiotherapy

• Minimise investigations e.g. frequent blood glucose testing

• Tailoring treatment: avoid complex insulin regimes

• Managing pain effectively: include use of midazolam, but avoid 
‘overtreatment’
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Rethinking Goals of Care and Rationalising Treatment  
ABCD Position Statement, Rowles S., Kilvert A., Sinclair 
AJ., 2010

Type 1
• Type 1 diabetes - insulin 

withdrawal is not advised 

• Simplify insulin regimen

• Minimise BGM

• Avoid DKA

Type 2
• Type 2 diabetes: discontinue insulin 

in all cases of asymptomatic type 2 
diabetes

• Type 2 diabetes: discontinue BGM 
unless patient is symptomatic

• Withdraw oral agents when 
significant anorexia/weight loss 
occurs to avoid hypoglycaemia
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Rethinking Goals of Care and Rationalising Treatment  
ABCD Position Statement, Rowles S., Kilvert A., Sinclair 
AJ., 2010

Type 1
• Type 1 diabetes - insulin 

withdrawal is not advised 

• Simplify insulin regimen

• Minimise BGM

• Avoid DKA

Type 2
• Type 2 diabetes: discontinue insulin 

in all cases of asymptomatic type 2 
diabetes

• Type 2 diabetes: discontinue BGM 
unless patient is symptomatic

• Withdraw oral agents when 
significant anorexia/weight loss 
occurs to avoid hypoglycaemia

Maintain an 
adequate 
state of 

hydration

Discontinue 
BP and statins 

Aim for an 
HbA1c range 
of : 7.5 -9.0%

Aim for 
glucose 

random 7-10 
(12)
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Economic considerations – care home diabetes

Sources of Increased healthcare 
expenditure

• Hospitalisation costs due to acute illness, 
hypoglycaemia

• Excessive GP and community nurse call outs

• Increased medication costs

• Extra staffing costs and transfer of ill residents 
to nursing beds in same care home

• Extra non-staffing costs – e.g. covid-related 
costs 

https://digital.nhs.uk/services/social-care-programme/demonstrators-programme-2019-21-case-
studies/improving-flows-of-health-information-to-care-homes

about:blank
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Economic considerations – care home diabetes

Sources of Increased healthcare 
expenditure

• Hospitalisation costs due to acute illness, 
hypoglycaemia

• Excessive GP and community nurse call outs

• Increased medication costs

• Extra staffing costs and transfer of ill residents 
to nursing beds in same care home

• Extra non-staffing costs – e.g. covid-related 
costs 

Potential ways in dealing with excessive 
expenditure

Introduce a risk-management approach 

throughout all operations within the care home

• Frequent medication review and application of 

Beer’s List

• Use low complexity treatment regimens including 

insulin and better monitoring

• Establish a ‘high risk of hypoglycaemia’ list 

• Improve and develop better COMMUNICATION 

lines with all services/stakeholders 

https://digital.nhs.uk/services/social-care-programme/demonstrators-programme-2019-21-case-
studies/improving-flows-of-health-information-to-care-homes

about:blank
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Technology and Communication with the Care Home –
a major problem highlighted by covid!
Covid pandemic highlighted:

• Extreme vulnerability to infection in 
residents with diabetes

• Lack of published clinical guidance to 
handle a serious outbreak of viral 
infections in care homes

• Ill-prepared care workforce to manage 
acutely ill residents with diabetes

• A lack of joined up thinking and 
collaboration between care homes and 
local health & social services 

• An absence of tested and tried 
communication channels between care 
homes, community services, and primary 
care – little evidence of sharing 
information
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Technology and Communication with the Care Home –
a major problem highlighted by covid!
Covid pandemic highlighted:

• Extreme vulnerability to infection in 
residents with diabetes

• Lack of published clinical guidance to 
handle a serious outbreak of viral 
infections in care homes

• Ill-prepared care workforce to manage 
acutely ill residents with diabetes

• A lack of joined up thinking and 
collaboration between care homes and 
local health & social services 

• An absence of tested and tried 
communication channels between care 
homes, community services, and primary 
care – little evidence of sharing 
information

Potential developments in technology that require further testing

• Telephone consultations complemented by computer/iPAD for 
care planning, medication changes, audit, advice on BM readings  
– ‘e’ records

• Microsoft teams – ‘video’ - increasing use and more secure than 
‘zoom’ meetings; DSNs can do ‘virtual clinics’ with GPs

• Increasing number of care home managers now on ‘nhs.net’ 
emails – more secure/confidential

• Little evidence of flash monitoring with freestyle libre although 
some use in type 1 diabetes

• Development of AccuRx – a secure video consultation device 
that enables doctors/nurses to have written/video consultations 
with people with diabetes – present in more than 6,000 GP 
practices - little use in care homes – able to be used with 
EMIS/SystmOne – can be used on smartphones, desktops/ 
laptops 

• However: care homes have little access to EMIS/SystmOne
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Summary and Action: establishing the National 
Advisory Panel – Care Home Diabetes 2020-21

Driving Forces

• All that has been mentioned already!

• High vulnerability group with high 
levels of dependency and increased 
hospital admissions

• Results of national audit

• Impact of Covid-19 and the recent 
published rapid response Covid-19 
and diabetes for care homes 
document.

• A recognition of need to do 
something more

Key Points

• National multistakeholder group involving all 
diabetes societies/organisations (ABCD, Diabetes 
UK, JBDS-IP. PCDS, Trend-UK), RCGP, Care England, 
public Health England, ADASS (tbc), and leading 
scientists/physicians

• Chair: Prof Alan Sinclair, King’s College, London

• Objective: To develop a workable and 
implementable Strategic Document to enhance 
diabetes care in care homes from multiple 
perspectives: clinical, organisational, educational, 
liaison and networking, value for money, and so on.

• Fixed-term sitting – end date June 2021 with 
publication of Report and Recommendations
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Questions

ABCD (Diabetes Care) is a company limited by shares in England and Wales under company number 7270377, whose registered address is Sterling 
House, 1 Sheepscar Court, Meanwood Road, Leeds LS7 2BB. Diabetes Care Trust (ABCD) is a registered charity number 1139057, a company limited by 
guarantee in England and Wales under company number 74248361,whose registered address is Sterling House, 1 Sheepscar Court, Meanwood Road, 

Leeds LS7 2BB. ABCD (Diabetes Care) Ltd is a wholly owned subsidiary of the Diabetes Care Trust (ABCD) Ltd

ABCD Corporate Pharma Sponsors; Gold: Eli Lilly & Co Ltd, Novo Nordisk Ltd, Sanofi Diabetes Bronze: Napp Pharmaceuticals Limited

ABCD Corporate Pump & Device Supporters, Gold: Abbott Diabetes Care, Roche Diabetes Care, Ypsomed Ltd Silver: Advanced Therapeutics (UK) Ltd, 
Dexcom, Medtronic Ltd Bronze: Insulet International Ltd


