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Diabetes care at the end of life



What we mean by diabetes in 

palliative care ……



What do we mean by palliative care?

WHO:

An approach that improves the quality of life 

of patients and their families who are facing 

problems associated with life-threatening 

illness.

 It prevents and relieves  suffering through the 

early identification, correct assessment & 

treatment of pain and other problems 

whether physical, psychosocial or spiritual.
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Types of diabetes relevant to palliative care

 Type 1

Absolute requirement for insulin treatment

 Type 2

Produce some endogenous insulin 

 Pancreatic insufficiency 

Type 3c: mixed picture of insulin production 

 Steroid Induced

Diabetes secondary to hyperglycaemic effect 
of glucocorticoids. 
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Why is it important to talk about diabetes 

management in Palliative Care?

1. Common: 15% of patients dying in the UK

2. Short term adverse effects:

• Mimicry 

• Symptomatic hyperglycaemia

• Hypoglycaemia

• Metabolic decompensation - DKA/HHS 

• Impact on overall QoL

3. Dynamic
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The three main trajectories of decline at the end of life

Scott A Murray, and Aziz Sheikh BMJ 2008;336:958-959

©2008 by British Medical Journal Publishing Group



Why is diabetes management important for Quality 

of life?

Holistic diabetes care also encompasses:

 Peoples’ relationship with food

Control over own health

 Identity 

 Individualised care

Patient and carer expectations & priorities

 Impact of progressive frailty



How to manage diabetes in 

palliative care patients ……



Key themes from the literature 

 Lack of guidance & education

 Lack of joint working & consensus

Not one size fits all

Wish to prevent harm 

 Is CBG monitoring and insulin injection intrusive 
and burdensome? 

How much impact do hyper/hypoglycaemia 
have at EOL?

 Ethics of withholding/withdrawing treatment



The experiences and care preferences of people 

with diabetes at the end of life: a qualitative study

key themes: 

1. Living with diabetes - Impact and adaption

2. Sometimes they “bugger it up”

3. It is a complicated subject

4. When I am very ill

5. Plans for the very end. 

Savage S et al 2012,, Journal of hospice and palliative nursing, vol.14  (4) 293-302, 



The experiences and care preferences of people 

with diabetes at the end of life: a qualitative study

key themes: 

1. Living with diabetes - Impact and adaption

2. Sometimes they “bugger it up”

3. It is a complicated subject

4. When I am very ill

5. Plans for the very end. 

Savage S et al 2012,, Journal of hospice and palliative nursing, vol.14  (4) 293-302, 



The experiences and care preferences of people 

with diabetes at the end of life: a qualitative study

key themes: 

1. Living with diabetes - Impact and adaption

2. Sometimes they “bugger it up”

3. It is a complicated subject

4. When I am very ill

5. Plans for the very end. 

Savage S et al 2012,, Journal of hospice and palliative nursing, vol.14  (4) 293-302, 



The experiences and care preferences of people 

with diabetes at the end of life: a qualitative study

key themes: 

1. Living with diabetes - Impact and adaption

2. Sometimes they “bugger it up”

3. It is a complicated subject

4. When I am very ill

5. Plans for the very end. 

Savage S et al 2012,, Journal of hospice and palliative nursing, vol.14  (4) 293-302, 



The experiences and care preferences of people 

with diabetes at the end of life: a qualitative study

key themes: 

1. Living with diabetes - Impact and adaption

2. Sometimes they “bugger it up”

3. It is a complicated subject

4. When I am very ill

5. Plans for the very end. 

Savage S et al 2012,, Journal of hospice and palliative nursing, vol.14  (4) 293-302, 





Management Goals

Aim 1:     No glucose  level < 6 mmol/l

Aim 2:     No glucose level  > 15 mmol/l



Medication review 

 Primary prevention of cardiovascular events

Non-inulin therapies specific side effects

GLP1- RA: weight reduction & satiety

SGLT2i : weight reduction and diuresis

Metformin: GI symptoms

Sulphonylureas: risk of hypoglycaemia

Changes in requirement 

Organ failure
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Medication review - insulin

Changes in regimen due to:

 Change in activity levels

 Reduced food intake 

 Deteriorating renal function 

Changes in equipment due to:

 Alteration in physical capabilities

 Carers taking over 

Aim for simplest effective option
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Simplifying insulin regimens 

twice daily or once daily injections?

Fast-acting insulin can be discontinued as 

food intake drops/becomes erratic

If switching to once daily insulin start at 75% 

of pervious total 24 hr dose

If switching from insulin pump give basal 

insulin 1 hr prior to disconnection

Wait 48 hrs before changing dose of long 

acting once daily insulin



Simplifying insulin regimens 

 Special circumstances

Ensure insulin profile and timing of 

administration complements enteral feeding 

regimen

Consider analogue basal insulin if high risk 

hypoglycaemia

End stage renal failure

Do not stop insulin in individuals with type 1 

diabetes



Diabetes and steroids 

 Steroid induced hyperglycaemia in known 

diabetes

 Unmask undiagnosed diabetes

 Steroid induced diabetes

 Identify those at increased risk

Monitor 

Minimise impact
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Identifying those at risk of diabetes

Consider risk factors for diabetes

Check capillary blood glucose prior to stating 

steroids

 If CBG < 7.8 low risk of developing diabetes

If CBG ≥ 7.8 at risk of developing diabetes

If CBG ≥ 11 need to investigate for 

previously undiagnosed diabetes

 Frequency of testing depends on risk

 Risk increased with increased doses 



Management of steroid induced diabetes

 Steroid dosing

 Lowest effective dose

 Shortest effective course

Once daily morning regimen

 Hypoglycaemic agents

Morning gliclazide (max 240mg am, 80pm)

Morning intermediate acting insulin

Alteration of existing regimen 

Need to remember to reduce as steroid dose 
reduces
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Management of T2 diabetes at end of life 

Diet controlled/metformin

 stop treatment and monitoring

 T2 oral non-insulin therapies and low dose 

insulin

Stop non-insulin therapy

Consider stopping low dose insulin

Daily glucose monitoring

If >20mmol/l give rapid acting insulin
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Management of T1 diabetes at end of life

 T1 diabetes (& T2 if continuing insulin )

Once daily basal insulin at 75% previous dose

Daily glucose measurement

Target glucose 8-20mmol/l

Rapid acting insulin if glucose >20

Alter basal insulin by 10-20% if outside target 



Advance care planning

 Presence of diabetes should not impact on 
individual , carer or professional preference for 
place of care

 We cannot strive to meet patient preferences 
and priorities for care unless we are aware of 
them

 Some areas may be specific to their diabetes 
care 

 Advance directives are legally binding 
documents that allow a patient to refuse 
specific treatments
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Conclusion 

Holistic management of diabetes can have a 

positive impact on patients in their last year 

of life

Communication is key to understanding 

expectations and priorities

 Treatment regimens need to change over 

time and should anticipate future decline

Care needs to be individualised 



Any questions

?


