Diabetes Guidelines for the Frail Elderly
Intended for those with severe or very severe frailty according to the Clinical Frailty Scale
The guidelines advocate for more lenient blood glucose (BG) targets with frailty and make recommendations to
avoid excessive blood glucose testing.

Developed by the Diabetes Care Program of Nova Scotia [http://cme.medicine.dal.ca/ADS.htm] with
the Palliative and Therapeutic Harmonization (PATH) Program. For a more extensive description of the
rational behind the guideline: see Mallery LH. J Am Med Dir Assoc. 2013 Nov;14(11):801–8.
This guideline recommends liberal glycemic targets, by keeping blood glucose measures between 10 to
20 mmol/L and HbA1c above 8% and below 12%.

Random Blood Glucose,
mmol/L (mg/dL)

Action

Less than 7 (126)
7.0 – 9.9 (126–179)

Frequently above 20 (360)

Decrease diabetes treatment
May be acceptable. There is a risk for
hypoglycemia with oral diabetes agents
or insulin. If there is hypoglycemia,
decrease treatment.
This range is acceptable if there are no
reversible symptoms
Increase treatment

HgbA1c, %

ACTION

Less than 8
8 – 12
More than 12

Decrease diabetes treatment
Acceptable, if asymptomatic
This range is acceptable if there are no
reversible symptoms such as polyuria*

10 – 20 (180–360)

FREQUENCY OF TESTING
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 need to adjust treatment
Routine/ongoing (If BG stable and within liberalized glycemic target range)
o On oral agents or stable doses of basal insulin without regular/rapid insulin: routine
testing is usually not necessary
o On regular/rapid insulin (meal time insulin), test once daily alternate times
A1C Testing
On admission (with a diagnosis of diabetes) – measure once to establish baseline
Routine/ongoing
o Lifestyle modification only – not more than once/year, but may not be needed
o Oral agents/insulin – once or twice/year

THE RATIONAL FOR THE GUIDELINE
Based on the VADT finding of no benefit when the HbA1c concentration was 6.9% compared to
8.4%, it seems unnecessary to maintain the HbA1c concentration below 8%. Thus, this guideline
endorses a wide range of acceptable HbA1c targets. In this way, treatment decisions can be based on
the level of frailty and tolerability of hyperglycemia and individualized treatment decisions can be
made regarding whether to aim for an HbA1c concentration between 8% or 9% or higher (i.e., > 9%
to < 12%). Although acceptance of high HbA1c levels near 12% may be the exception, it is
unnecessary to alter therapy if an individual has tolerated high HbA1c levels for many years, limited
life expectancy, and no hyperglycemia-associated symptoms.
o Older adults who are frail have shortened life expectancy and multiple co-morbidities. The
Nova Scotia Department of Health and Wellness data indicates that in 2010/11, 27% of
admissions had diabetes with an average length of stay of 2.5 years.1
o It takes at least 5 years to achieve benefit from tight control an irrelevant timeframe with
frailty 2-5
o When there is long standing diabetes (as occurs with frailty), studies show limited benefit3, no
benefit4 or harm5 with tight control. 5,6
o 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, based on changes in reflexes, biothesiometer readings, R-R intervals
on EKG, lying and standing blood pressure measures, and self-reported erectile
dysfunction
o In the Veterans Affairs Diabetes Trial,4 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 for individualized treatment decisions based on drug tolerance and symptoms, as some
frail patients may be able to tolerate higher blood glucose and HbA1c measures.
o 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.
o Studies indicate that high HbA1c levels may be common and tolerable4
o There is increased hospitalization with intensive treatment.
o The cost and human resources needed to measure and maintain tight control in long-term care
is significant.

A poster conveys the diabetes guidelines (to be used with permission)
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