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Introduction

The McKellar Way was designed to explain how to use The McKellar Guidelines
for Managing Older People with Diabetes in Residential and Other Care Settings,
‘The McKellar Guidelines’. The McKellar Guidelines consist of 18 Guidelines

and five Risk assessment Tools. The McKellar Guidelines define current best
practice and were developed to support general practitioners (GP), facility/
nurse unit managers, nurses and other care staff to plan, provide and monitor
diabetes-specific care for older people in all care settings: community, acute and
residential care.

The McKellar Guidelines encourage you to proactively identify diabetes-related
risks that could compromise the older person’s safety and to plan care to manage
the risks you identify.

The individual guidelines and risk assessment tools are compiled into a single
document and were designed to link to each other to help GPs, nurses and care
staff provide comprehensive diabetes care, proactively plan diabetes care and
reduce adverse events such as hypoglycaemia, hyperglycaemia, falls, confusion,
pain and glucose lowering medicines (GLM)-related adverse events.

Overview of the Content of
The McKellar Guidelines

The McKellar Guidelines promote a personalised, proactive, preventative
approach to assessing, managing and supporting older people with diabetes

and focus on identifying changes in health status and safety risks early and
individualising care plans to minimise risks and enhance safety and quality of life.
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There are 18 individual guidelines:

=

. Consulting with the General Practitioner (GP).

2. Admission Assessment and Diabetes Risk Screening.
a. Residents not known to Have Diabetes.

b. Residents with Diabetes.
Blood Glucose Monitoring.
Hyperglycaemia and Sick Day Management.
Hypoglycaemia.
Managing Glucose Lowering Medicines.
Managing Corticosteroid (Steroids) and Antipsychotic Medicines.
Older Person-Specific Annual Diabetes Check (Annual Cycle of Care)
Falls Risk.

W N o v AW

10. Pain Associated with Diabetes.

11. Foot Care.

12. Nutrition and Hydration.

13. Oral Care.

14. Supportive Approach, Palliative and End of Life Care.
15. Well-Being, Quality of Life and Depression.

16. Cognitive Impairment and Dementia.

17. Sexual Health and Well-Being.

18. Managing a Disaster if RACF is Affected.

In addition, there are five diabetes-specific risk assessment tools:

1. Diabetes risk assessment tool.
2. Hypoglycaemia risk assessment tool.

3. Glucose lowering medicines-related (GLM) adverse event
risk assessment tool.

4. Diabetes-specific falls risk assessment tool.

5. Diabetes-specific pain risk assessment tool.

The risk assessment tools were designed to determine an individuals’ level of
risk of developing a diabetes-specific care issue or problem, not whether the
issue or problem is actually present. If the individual is at risk of a diabetes care
issue or problem he/she should be assessed to determine whether the diabetes
issue/problem is present e.g. pain, hypoglycaemia. The information from the risk
assessments should be used to plan care to reduce the risk/s in the future.
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The McKellar Way

The McKellar Way was designed to help you use the McKellar Guidelines and to
suggest how and explain why they can help you enhance the care, safety and
quality of life of older people with diabetes. The McKellar Way is divided into four
sections:

1. General information
2. Facility and Nurse Unit Managers.
3. Registered Nurses.

4., Personal Care Workers.

The McKellar Way

Explains why managing diabetes is complex in older people.

Outlines the contents of the McKellar Guidelines.

Explains the design of the individual guidelines and the risk assessment tools
and suggests how each section can be used.

Provides specific information about using the McKellar Guidelines for:

a. Facility and Nurse Unit Managers.
b. Nursing/Care Staff.

c. Personal Care Workers.

Section 1: General Information

Why is managing diabetes complex in older people?

Managing diabetes is complex in older people, because:

¢ Older people with diabetes often have diabetes complications such as heart
and kidney disease, nerve damage and functional and sensory changes that
make managing diabetes more difficult.

¢ Age-related functional decline, comorbidities and the presence of diabetes
complications make it difficult for older people and health professionals
to detect hypoglycaemia and hyperglycaemia and other symptoms and for
older people to tell care staff how they feel.

¢ Prescribing glucose lowering and other medicines for older people is
challenging because of renal, liver and circulatory changes, which affect the
way medicines are broken down (liver), excreted (kidneys) and transported
around the body (heart and blood vessels).
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¢ Administering and monitoring glucose lowering and other medicines in older
people can be difficult because of polypharmacy and the risk of adverse
events. The risks are increased by comorbid diseases and/or age-related
kidney and liver disease.

¢ Changes in the older person’s behaviour or cognition can be subtle and
difficult to detect, especially when he or she has cognitive dysfunction
such as dementia, depression, Alzheimer’s disease and Parkinson’s disease.
There is a link between diabetes and Alzheimer’s disease, dementia and
hypoglycaemia, and hypoglycaemia and myocardial infarction.

e Older people with diabetes often have other comorbidities such as arthritis
and other age-related functional and psychosocial changes and geriatric
syndromes that compromise their self-care ability and threaten their
independence, quality of life and safety.

¢ Symptoms of hypoglycaemia and hyperglycaemia can be atypical in
older people and are often attributed to other factors including ‘old age.
Consequently, hypoglycaemia and hyperglycaemia can be misdiagnosed or
missed and not treated in the early stages.

¢ Hyperglycaemia is not a benign condition. It should be managed to promote
comfort and target BG ranges should suit the individual’s risk profile,
generally 6-15 mmol/L.

e Older people are highly individual—‘one size does not fit all.” Care needs to
be developed with the older person and his or her carers and individualised
to suit his or her unique needs and life expectancy.

The McKellar Guidelines help you ‘think diabetes’ as a possible underlying cause
of many symptoms. Using the McKellar Guidelines can help you improve the
care you provide for older people with diabetes, deliver evidence-based care and
meet diabetes clinical care standards.

Think diabetes

Table 1 on pages 8 and 9 of the McKellar Guidelines outlines common clinical
features or symptoms that are often present in older people with diabetes and
the consequences of hyperglycaemia in older people with diabetes. The next
section explains how to use Table 1 in the McKellar Guidelines and how to ‘think
diabetes.’
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Using the McKellar Guidelines to understand how diabetes is different in older people from
younger people and to decide which guideline/s to use

Read the following Table, which can be found on pages 8 and 9 in the McKellar Guidelines, to
understand some of the consequences of untreated/unstable diabetes.

(

Column 1 highlights some clinical
features of diabetes and symptoms of
hyperglycaemia specific to older people.

Have you observed any of the clinical
features listed in the table in any older
person you care for? If so, ‘think
diabetes’ as a possible cause.

p (
Column 2 outlines the consequences
and risk of adverse events associated
with the features/symptomes listed

in column 1. If diabetes is the cause,
the McKellar Guidelines suggest
strategies to help you plan care to
reduce the risk or prevent them
recurring in the future.

A

N\

Table 1. The clinical features and symptoms and the consequences of hyperglycaemia that are
often present in older people with diabetes (Note - the table continues on next page).

L4

Y

Clinical features that can be
present in older people with
diabetes

Polyuria
Glycosuria
Incontinence

Nocturia, especially in men

Vision changes

Vascular and haematological
changes:

Red blood cell deformity.

- Increased platelet adhesiveness.

White cells’

Reduced ability to migrate to
source of infection and engulf
pathogens.

Nutritional deficiencies

Some consequences that can be associated with
each feature

Dehydration.

Older people have reduced ability to detect thirst, which
increases the risk of dry mouth and dehydration if they are
incontinent or have polyuria.

Sleep disturbance.
Cognitive changes.

Increased risk of falls and actual falls.

Impaired activities of daily living including performing
diabetes self-care, driving and reading.

Increased risk of falls and actual falls.

Intermittent claudication.

Stroke.

Myocardial infarction.

Renal disease.

Gangrene.

Increased risk of falls and actual falls.
Cognitive changes.

Increased infection risk.

Slow wound healing.

Vitamin B

Anaemia.

,» D and C deficiency.
Sarcopenia.

Increased risk of falls and actual falls.
Lethargy.
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Use the McKellar Guidelines to plan care to prevent or reduce the risk of diabetes-related
consequences.

(

\.

\
Use the Managing Glucose Lowering
Medicines Guideline if the older person
experiences these clinical features or

consequences.

J

Table 1. The clinical features and symptoms and the consequences of hyperglycaemia that are
often present in older people with diabetes (Continued).

Clinical features that can be
present in older people with
diabetes

Recurrent infections.

Slow wound healing.

Cognitive changes.
Depression.

Reduced pain tolerance.
Neuropathic pain.

Impaired recovery from major
illnesses.

Increased risk of delirium
following surgery.

Polypharmacy.

Delirium.
Hyperosmolar states.
DKA.

Some consequences that can be associated with
each feature

Increased risk of hospitalisation.

Hyperglycaemia, diabetic ketoacidosis (DKA),

Hyperosmolar hyperglycaemic states (HHS), <€
Delirium,
Cognitive changes.

Increased risk of falls and actual falls.

Reduced self-care.

Memory changes that affect learning.
Increased risk of intercurrent illnesses.
Increased risk of falls and actual falls.

Reduced quality of life.

Depression.

Under-recognised and under-tredted pain.
Behavioural changes associated with dementia.

Rehabilitation may take longer.
Inability to cope.
May require palliative care.

Pain.

Increased risk of medicine-related adverse events, especially if
renal disease is present.

Use the
Hyperglycaemia
and Sick Day
Care Guideline
if the older
person you are
caring for has
these clinical
features or
consequences.

Increased risk of falls and actual fills. (
Cognitive changes.

Dehydration.

Seizures.

Thrombosis. <
Increased risk of falls and actual fills.

HHS is More common in older pflople in RACF and mortality
increases with age.

r

\.

Use the Cognitive Impairment and
Dementia Guideline to help manage
and prevent these clinical features
and their associated symptoms.

N
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Design of the McKellar Guidelines

The McKellar Guidelines were designed in consultation with staff who care for older people with
diabetes. Each McKellar Guideline is presented in a consistent format to enable you to follow the

information easily. The individual guidelines are set out using consistent sub-headings:

¢ Guideline title.
e Care Context.
e Assessment.

¢ Care Planning.

Where clinically relevant, individual guidelines also contain:

¢ Notes boxes that contain additional useful information.

e Cross-references to other relevant McKellar Guidelines.

¢ A list of other relevant documents.

The information in the following section uses the Managing Glucose Lowering Medicines guideline
to explain the different sections of the individual guidelines.

Sidebar: The name of each guideline is located
in the sidebar on the edge of the page. Each
Guideline has a unique colour. Use the sidebars
to help you find the guideline you need.
Alternatively, you can look at the Table of
Contents and click on/turn to the guideline/s
you want.

Guideline title: the name

of the guideline.

Y

« People over 65 take more medicines than
any other age group: over 90% take at least
one prescribed medicine and 50% take five
or more®,

« Inappropriate prescribing occurs in 40%
of older people living in RACF and about
20% of community dwelling older people
65 and older using the Beers or other
criteria.

« Glucose lowering medicines (GLM) are an
important part of diabetes treatment.

« Most people with diabetes require GLM.

« Quality Use of Medicines and resident
safety are the key principles of medicine
management.

« Medicines should be administered by
qualified staff.

« Medicine management is an
interdisciplinary activity. The Guideline
does not include prescribing, which is a
Doctor and Nurse Practitioner activity.

« Medicine management encompasses:

Managing Glucose Lowering Medicines

Care Context

Managing Glucose Lowering Medicines

- Preparing the dose.

- Ensuring the dose is administered
according to medicine
recommendations e.g. insulin and
sulphonylureas with food.

- Administering the medicine.

- Documenting the dose.

- Monitoring the effects in the short and
long term.

- Monitoring the effects of insulin and
sulphonylureas, including monitoring
risk of and actual hypoglycaemic
episodes.

- Safely disposing of used products.

- Educating the resident/carer.

« BG monitoring is essential when
residents are prescribed GLM.

« Monitor renal and liver function because
most medicines are detoxified in the liver
and excreted through the kidneys. Renal
and liver damage means the medicine
may not be metabolised or excreted
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Each Guideline has a Care
Context section. The Care
Context sidebar is red in all
Guidelines to distinguish the
Care Context from other
sections of the guideline.

The Care Context provides specific
information about older people
with diabetes relevant to the
specific guideline topic to set the
context for the care recommended
in the Guideline.

Managing Glucose Lowering Medicines

« People over 65 take more medicines than
any other age group: over 90% take at least
one prescribed medicine and 50% take five
or more®.

« Inappropriate prescribing occurs in 40%
of older people living in RACF and about
20% of community dwelling older people
65 and older using the Beers or other
criteria.

« Glucose lowering medicines (GLM) are an
important part of diabetes treatment.

» Most people with diabetes require GLM.

« Quality Use of Medicines and resident
safety are the key principles of medicine
management.

» Medicines should be administered by
qualified staff.

« Medicine management is an
interdisciplinary activity. The Guideline
does not include prescribing, which is a
Doctor and Nurse Practitioner activity.

Care Context

» Medicine management encompasses:

v

— Preparing the dose.

- Ensuring the dose is administered
according to medicine
recommendations e.g. insulin and
sulphonylureas with food.

- Administering the medicine.

- Documenting the dose.

- Monitoring the effects in the short and
long term.

- Monitoring the effects of insulin and
sulphonylureas, including monitoring
risk of and actual hypoglycaemic
episodes.

- Safely disposing of used products.

- Educating the resident/carer.

« BG monitoring is essential when
residents are prescribed GLM.

« Monitor renal and liver function because
most medicines are detoxified in the liver
and excreted through the kidneys. Renal
and liver damage means the medicine
may not be metabolised or excreted
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The McKellar Guidelines emphasise the recommencded care for older people

with diabetes and were designed to enhance existing clinical guidelines and

policies. The Assessment section of each Guideline outlines the factors to assess

in a comprehensive diabtes-specific assessment.

Each Assessment section
has an orange coloured
sidebar to distinguish the
Assessment section from
the other sections of the
guideline.

The Assessment section
provides information about
diabetes-specific issues that
need to be assessed that
are not usually included in
usual care assessments.

~\

J

Use the GLM-related adverse event
risk assessment tool to assess risk of
adverse events associated with GLMs.

- Use Beers Criteria or other
appropriate tool to determine
medicines that are contraindicated or
should be used with caution in older
people. Other tools include:

- STOPP: Screening Tool of Older
People’s potentially inappropriate
Prescriptions and START: Screening
Tool to Alert doctors to Right
Treatments

- Medication Appropriateness Index
(MAI)

- Australian Inappropriate Medication
Use and Prescribing Tool

- Australian Prescriber Aged Care
Companion 2

\l

« Risk and benefit should be considered with
functional status. Functionally independent
older people require medicines to prevent
illness, alleviate symptoms, delay functional
decline and treat illness.

« Frail older people and people with dementia
are at increased risk of medicine-related
adverse events and medicines should be
stopped where possible. Medicines are used
to maintain function and control symptoms.

« Medicine-related risks are more likely
in frail older people, those with multiple
comorbidities, low body weight, frailty and
renal and liver disease, and include:

- Adverse medicine reactions and
interactions.

- Hospital admission.

- Functional impairment.

- Geriatric Syndromes e.g. delirium,
confusion, falls caused by asingle medicine
or combination of medicines.

- Death.

10
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Planning is an essential component of best practice care. Care must be
individualised after a comprehensive assessment is completed.

All Care Plan sections
have a brown coloured
sidebar to distinguish the

The Care Plan section provides
comprehensive recommendations based
on the best available evidence to help you

Care Plan section from plan evidenced-based best practice care
the other sections of the to meet care standards and to minimise
guideline. diabetes-related adverse events, promote
\. ) comfort and maintain quality of life by
personalising the care to the individual
older person’s needs.
« Document outcome of Adverse Medicine « Document changes in the care plan
Event (AME) risk assessment in the care - Increasing/decreasing BG may require
plan and the reasons resident is at risk e.g. GLM dose reduction/increase or change
AME score of 5 (high) because resident of medicine.
has consistently low blood glucose, - Additional medicines or other treatment
polypharmacy and several comorbidities. may be required to treat illnesses
« Individualise BG goals e.g. steroids for Chronic Obstructive
- Maintain BG in an appropriate range Pulmonary Disease (COPD).
for the individual to promote safety - Medicine dose forms may need to be
c and maintain quality of life and altered e.g. crushed if appropriate, liquid
8 independence, generally 6-15 mmol/L or patch formulations.
t but may be higher if there is a high risk - Resident has dysphagia.
s of hypoglycaemia. - Resident requires enteral feeding.
o ~ Monitor BG to assess GLM efficacy « Implement falls prevention strategies
and to detect hyperglycaemia and )
hypoglycaemia events. « Staff should manage medicines within
. . their level of competency and within their
« Note changes in condition .
: B ; role and scope of practice.
- Acute illness/infection. . .
Psvchological « Seek advice of pharmacist, GP and nurse
- Psychological stress. practitioner if appropriate.
- Altered behaviour/cognition.
- Sudden onset of gastrointestinal
symptoms such as diarrhoea and
vomiting.

11
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Each Guideline cross refers to other McKellar Guidelines where relevant and
contains useful clinical notes that outlines other important information to
consider. In addition, where relevant, each Guideline refers to other documents
such as the Strengthening Care Outcomes for Residents with Evidence (SCORE)
documents.

[ )
( \ The Note section highlights
Most guidelines cross refer clinically significant
to other relevant McKellar information that is important
Guidelines to help you select to consider when planning
guidelines that will enable care.
you to plan comprehensive, \_ S
person-centred holistic care.
\. V.
Note

ll.____,_" Other relevant guidelines in this

Use the following medicines with caution in

document people with renal disease:
Consulting with the GP p15 * Antacids and laxatives containing
Blood Glucose Monitoring p.23 magnesium, phosphorous and aluminium
X ¢ Cimetidine and ranitidine
Hyperglycaemia p.25 o )
e Products such as Magnivist, Omniscan and
Hyporglycaemia p-29 Optimark for contrast studies.
Annual Cycle of Care p42 Medicines best avoided in older people:
Falls Risk p47 * Amitriptyline
Nutrition and Hydration p.58 *Amiodarone
¢ Antihistamines
® Benzodiazepines
® Dextropropoxyphene
® Doxepin
SCORE documents fluoxetne
 Glibenclamide
Hypoglycaemia ® Imipramine
Dehydration « Idomethacin
il « Methhyldopa
¢ NSAIDS
A o Nitrofurantoin
® Oxybutynin

e Stat doses of insulin 2

[ )
Some Guidelines list relevant Strengthening Care

Outcomes for Residents with Evidence (SCORE) documents
and sometimes other documents that could help you

make decisions about care for individual older people with
diabetes.
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The risk assessment tools

There are five risk assessment tools throughout the McKellar Guidelines on pages 18-19, 32-33,
36-37, 50 -51 and 54-55. The Risk Assessment Tools will help you take a proactive, preventative
approach to care and identify the individual’s level of risk of developing care issues/adverse events.
It is important to prevent/minimise the risk of adverse events. Using the risk assessment tools can
also help you identify clinical deterioration. The suggested care actions in the ‘What to do’ section

could help you prevent further deterioration and an unnecessary presentation to the emergency
department or hospital.

The Hypoglycaemia risk assessment tool is used to explain the different sections of the risk
assessment tools.

The risk assessment tools follow the same design and they all have an instruction section.

[ )
The title of the particular
risk assessment tool is

in the sidebar and page
header.

. J

v

Hypoglycaemia risk assessment tool

How to complete the tool:

o Place a cross (X) in each relevant box.

e
£
o
(]
(34

=
o0
o
<%
>

I

o Allocate one point for each risk factor present.

« The more risk factors present the greater the risk of hypoglycaemia.

4 )
The how to complete
section explains how
complete the risk
assessment tool.

. J
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The completed risk assessment tools will help you decide the person’s level of
risk and plan relevant care to minimise/prevent the risk.

) a4 )
Place a cross in the The number of boxes you cross will help you determine
relevant box if the whether the individual is at risk and the level of risk.
item/s applies to the After you determine the level of risk, review the older
older person with person’s history and/or talk with him/her, other staff, and
diabetes you are carers about planning care to minimise/prevent the risk
assessing. of hypoglycaemia.

J \. J

!

Hypoglycaemia unawareness

O Resident has hypoglycaemia
unawareness. If possible, ask
the resident whether he/she
knows when they are having a
hypo. If not cross the box.

O If the resident has dementia/
cognitive impairment, cross
the box.

Resident-related

O Consistently low HbAlc < 7%.
O On insulin.

O On sulphonylureas such as
Gliclazide, Glibenclamide,
Glimepiride, Glipizide.

On insulin and sulphonylureas.
Has renal disease.

Has liver disease.

OO0 oo

Fasting for a procedure.

[ )
The red text helps you
determine the level of risk
of hypoglycaemia for the
individual older person
with diabetes you are

—t

!

O Recent hypoglycaemia episode.

O Cognitive impairment/
dementia.
O Food-related e.g.

- low carbohydrate content in
meals

- swallowing difficulties

- malabsorption e.g.
gastrointestinal problems
such as coeliac disease,
gastrointestinal autonomic
neuropathy

- diarrhoea and vomiting

— erratic appetite.

O On sedative medicines.

Score: |12

High Risk—any one risk factor

Very High Risk—any or all of the
following:

On glucose lowering medicines

Has renal disease

Has liver disease

Has hypoglycaemic unawareness

Has cognitive impairment

Recent hypoglycaemic episode

Each box you
cross represents
one point. Add
the number

of points to
determine the
older person’s
risk score.

assessing.

14
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Section 2:
The McKellar Way for Facility and Nurse Unit Managers

The McKellar Guidelines set the standard of care for managing older people with
diabetes. The McKellar Guidelines can enable your facility or service to achieve:

¢ Safe optimal outcomes for older people with diabetes.

¢ Education programs to develop staff competence and confidence to manage older
people with diabetes.

¢ Stronger links among members of the multidisciplinary health team.

¢ Fewer adverse events by focusing on risk identification and appropriate risk reduction
strategies.

In addition, the McKellar Guidelines can contribute to meeting accreditation standards for
diabetes clinical care.

A good place to start is to revise your existing diabetes-related operational policies and
procedures to ensure they are consistent with the McKellar Guidelines and encompass
the care recommended in the McKellar Guidelines.

You can also consider providing diabetes education for staff and ensuring staff has the
knowledge and competence to deliver or appropriately delegate care.
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Staff knowledge and competence

Staff has a duty of care to work within their level of knowledge, competence and scope of practice.
Managers can help staff meet these requirements by providing diabetes-specific education/in-
services about managing diabetes generally, and diabetes specifically. Some topics that could be
included in an education program are:

¢ Managing and monitoring glucose lowering medicines (GLM).

¢ Blood glucose (BG) monitoring, using BG test results to interpret emerging BG patterns and
how the patterns relate to GLM, food, activity, stress and illness.

¢ Hypoglycaemia including causes, prevention, identification and management.

¢ Hyperglycaemia including causes, prevention, identification and management and sick day
care.

¢ The difference between BG targets and reportable BG ranges.

Mangers need to support staff to use the McKellar Guidelines by being familiar with the McKellar
Guidelines and:

¢ Ensuring their knowledge is up-to-date.

¢ Ensuring staff has time and opportunities to read the McKellar Guidelines
and the McKellar Way.

¢ Using the McKellar Way to support staff to use the McKellar Guidelines by providing:
= Regular training and professional development opportunities such as in-service forums.
= Annual diabetes-specific competency review and education if required.

¢ Periodically auditing care plans to ensure they encompass the McKellar Guideline
recommendations and care is individualised.

Revise existing policies and procedures

The McKellar Guidelines describe age-appropriate care recommendations based on current
evidence and expert consensus. Review your facility’s diabetes policies and procedures to make
sure they are consistent with the recommendations in the McKellar Guidelines.

The following information explains how to use the Hypoglycaemia Guideline to revise your
hypoglycaemia policy.

Read the Hypoglycaemia Guideline on pp. 29 — 33 in the McKellar Guidelines.
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The Care Context section provides specific information about older people with diabetes. Identify
information not currently in your policies and procedures and integrate the new information into
your existing policy and procedures or replace them with the McKellar Hypoglycaemia guideline.

Read the Care Context section of the guideline to identify any new information you could integrate

into your policies and procedures. Identify and remove out-dated, inaccurate or information
not specific to older people with diabetes from your policies and procedures. For example, the
McKellar Hypoglycaemia guideline care context highlights information relevant to older people
with diabetes and explains why hypoglycaemia risk factors, symptoms and consequences are
different in older people with diabetes from younger people.

Hypoglycaemia symptoms
that could be present in older
people with diabetes.

Hypoglycaemia risks factors

Hypoglycaemia

« Insulin is a high risk medicine. « Symptoms in older people often differ from
‘text book” symptoms (see page 12).
Frequent hypoglycaemia should trigger a
nutrition and medicines review.

Hypoglycaemia:

« Hypoglycaemia is the most common side
effect of some sulphonylureas and insulin.

T
<
©
o
el
<
0
Q
o
3,
o

« Older people have more admissions
to hospital for hypoglycaemia than
hyperglycaemia®.

» Hypoglycaemia is defined as BG below 6

— Is the most feared complication of some
sulphonylureas and insulin.

mmol/L for the purpose of this Guideline.

= - Can provoke major cardiovascular events
ﬁ « The risk for hjpoglycemia is increased in including MI, TIA and sudden death®**
€ aged care residents with type 2 4i§betes. _ TIncreases falls risk.
8 « The prevalencg of hypoglycaemia in - Can lead to hypothermia if prolonged in
) hospitals and RACFs varies among cold weather.
. . . 38
= studies but is nderf:stlfnated - - Reduces Quality of Life and
(@) «HbAlc < 6% ¢ould indicate anaemia compromises comfort.
and/or frequg t hypqglycaemia in (;lder - Affects cognitive function including
people, especifllly frail older people”. short term and working memory®!
. Hypoglycaem .is' associated Wit'h and is associated with dementia.
increased morbidity and mortality. Likewise, dementia is associated with
« Hypoglycaem due to sulphonylureas hypoglycaemia®.
is associated with a higher prevalence
of coma than fhsulin and recovery takes A
longer.
( )
Blood glucose level that Consequences of hypoglycaemia
defines hypoglycaemia in
older people, especially older
people who are frail and do
not recognise hypoglycaemic
symptoms.
. J

17
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The Hypoglycaemia Guideline indicates hypoglycaemia is present when the older
person’s BG is 6 mmol/L or less. Most guidelines/policies define hypoglycaemia
as < 3 or <4 mmol/L. However, it is safer to avoid BG levels lower than 6 mmol/L
because older people with diabetes:

¢ Might not recognise or experience signs and symptoms of hypoglycaemia.

¢ Hypoglycaemia affects working memory, which makes it difficult for older
people to make care decisions.

e Might not be able to react to or manage a hypoglycaemic episode due to
functional and cognitive dysfunction.

e Are at higher risk of cardiovascular events including myocardial infarction,
transient ischaemic attacks and sudden death because of hypoglycaemia.

Revise your facility’s hypoglycaemia level to 6 mmol/L in policy documents and in
the care plans of older people with diabetes.

Make sure your BG testing guideline reflects the GLM action profile i.e. tests
are performed when the medicine is acting and reflect peak hypoglycaemia risk
times.

Ensure meal time coincide with GLM administration times.

The Hypoglycaemia guideline describes:

¢ Hypoglycaemia symptoms and risk factors. Ensure these symptoms
and risks are incorporated in your hypoglycaemia policy and education
programs. Note: currently most hypoglycaemia policies do not focus on
neuroglycopenic symptoms, which predominate in older people because
the counter-regulatory hormone response to falling BG levels changes and
people do not experience the early warning symptoms such as sweating and
trembling.

e Common consequences of hypoglycaemia. Ensure risk management
procedures such as undertaking hypoglycaemia risk assessment using the
Hypoglycaemia Risk Assessment Tool (pp. 32—33 McKellar Guidelines) are
included in your hypoglycaemia policy.

Ensure staff is informed about the revised policies and procedures and risk
assessment procedures.

18
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Read the Assessment section. Determine whether any assessment procedures
are different from the assessments staff already undertake. Ensure staff:

¢ Know how to undertake comprehensive assessments such as the
Hypoglycaemia Risk Assessment.

¢ Have access to the older person’s electronic and other medical records and
the McKellar Guidelines and McKellar Way.

Assess each resident’s risk
of having a hypoglycaemia

episode
Use the Hypoglycaemia risk assessment « The hypoglycaemia risk factors are
tool (page 32) to assess risk of divided into two sections:
hypoglycaemia.

a) Hypoglycaemia unawareness
« Use the results of the assessment to plan

care to reduce the hypoglycaemia risk. b) Resident-related.

Systems-related factors also need to be
considered.

Ensure the hypoglycaemia management plan is incorporated into the care plans
of all older people with diabetes on GLMs. Revise individuals with diabetes’

care plans and document the person’s hypoglycaemia risk factors, symptoms

and individualised hypoglycaemia management plan. Include the results of
hypoglycaemia risk assessment to highlight the individual’s level of risk of having
a hypoglycaemia episode and use the ‘what to do’ care suggestions to reduce the
risk.
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Focus on prevention and risk

management

Consider person-specific factors and

individualise care strategies.

Hypoglycaemia

Prevention

[72]
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Implement preventative strategies

Individualise resident’s care plan

- Determine risk of hypoglycaemiafand
plan care to reduce the risk. Frail plder
people are at high risk. BG shouldbe > 6
mmol/L.

- Determine appropriate BG range
according to the residents risk le

- Monitor BG regularly to establis
BG pattern and detect recurrent
hypoglycaemia.

- Regular medicines review.

- Monitor renal and liver disease arfd review
medicines if renal and/or liver fus{ction
declines.

- Ensure ‘standing orders’ for IM glhcagon
are in place to treat severe hypoglicaemia.

— Ensure staff know how to recognifle and
manage mild and severe hypoglydhemia

appropriately.

Special considerations

Treating hypoglycaemia when the person
is recieivng enteral or texture modified
foods.

Enteral Route — administer 15g liquid
carbohydrate e.g. % bottle lucozade OR 15g
glucose dissolved in water OR 50% Dextrose
mixed with water through the feeding tube.

Flush the tube with water before and after
the glucose bolus.

Administer IM glucagon if resident does not

Risk management strategies
- Educate

hypoglyc
— Monitor

aff to recognise risk factors for
emia, and treat hypoglycaemia.
ood glucose to detect

emia early.

resident’s usual behaviour.
distractions during medicine
tion rounds.

r GLM with meals.

G testing frequency when

t is fasting for investigation/

s or refuses to eat.

o Kit’ is readily accessible and
to ensure required equipment

is in the it and has not passed the expiry
date.

- Restock Hlypo Kit as soon as possible after
use

should be kept in the

Texture Modified Diets
If available, give 15g glucose gel squeezed
onto a spoon for resident to swallow.

OR

Encourage resident to consume thickened
beverage to the consistency specified by the
speech pathologist in care plan.

r

respond.

Note

The management plan for older people with
severe frequent hypoglycaemia should be
reviewed after each hypoglycaemic event.

® The review should encompass:
® Renal and liver status.

* Medicine regimen.

® Nutritional status.

* When GLM medicines are administered in
relation to food.

* Administration technique.
® Food intake.
Activity level: wandering behaviour is a form

of activity and may increase if the individual is
in pain or is stressed.

Medicines that can
/ﬁwer Biq‘ (arlzﬁ' /ntchrease

0 risk (other than
d/st)

* Sulphonamides k

Consider other factors
that contribute to or
cause hypoglycaemia
especially GLM.

~\

o Salicylates

® Warfarin

o Clofibrate

® Chloramphenicol

* Probenecid (
 Tuberculostatics
* MAO inhibitors.

*Some CAM e.g. Aloe, Ginseng,
Bitter melon, Fenugreek, Opuntia

* Alcohol

NOTE: Some of these medicines
can also increase blood glucose.
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Section 3: The McKellar Way for Nursing Staff

Using the McKellar Guidelines can help nurses provide optimal care for older people with
diabetes. The McKellar Guidelines recommend strategies that can enhance the care you
already provide. The Guidelines emphasise:

¢ Individualising care to the specific, unique needs and requirements of each older person
with diabetes.

e Proactively assessing older people for key diabetes-related risks and carefully planning
care to reduce/minimise the risks.

A good place to start is to:
e Know where and how to access the McKellar Guidelines and the McKellar Way.

e Take time to read the McKellar Guidelines to familiarise yourself with the layout and
content, see pages 4 — 14 of the current document that explains these issues.

e Attend in-service and other relevant education sessions that address diabetes and older
people.

Use the McKellar Guidelines to plan care for older people with diabetes:

* Look at the care plans of older people with diabetes.

¢ |dentify whether the care in the plans is consistent with the recommendations in the
McKellar Guidelines.

¢ If not, use the McKellar Guidelines to revise the care plans to make them consistent with
the McKellar Guidelines.

= Start with a care issue you are familiar with such as Blood Glucose Monitoring (BGM)
or Hypoglycaemia and then work through the other guidelines.

= Update the care plan, for example if an older person is prescribed sulphonylureas
you could amend his or her BGM frequency from once a day to twice a day. You
could also revise his or her hypoglycaemia BG level to 6 mmol/L.

e Use the diabetes-specific risk assessment tools to identify people’s diabetes-related
‘risk/s’ and plan care to minimise/prevent the risk/s. For example, assess the risk of an
older person with diabetes having a fall: establish diabetes-related risk factors using the
diabetes-specific falls risk assessment tool on pages 50-51 of the McKellar Guidelines,
with your existing falls risk tool and use the ‘what to do’ information to reduce the
diabetes-related falls risk.
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Nurses can also use the information in Section 2: The McKellar Way for Facility and Nurse Unit
Managers and Section 4: The McKellar Way for Personal Care Workers to ensure they support
PCWs to deliver appropriate diabetes care and delegate care appropriate to their knowledge and
competence.

The following Learning Activity shows a step-by-step example of how nurses can use the McKellar
Guidelines.

Using the McKellar Guidelines to plan care

Mrs Smith is 73 years old and has lived with Type 2 diabetes for 25 years. Mrs
Smith requires support with all ADLs and has some memory loss. Mrs Smith’s
Glucose Lowering Medicines are Diamicron MR 120 mg with breakfast and
Metformin XR 1g at night.

Mrs Smith’s current care plan indicates:
¢ She has a daily blood glucose (BG) test before breakfast.
e Her reportable BG range is 3.5 — 18 mmol/L.
e Her fasting BG was 4.2 mmol/L this morning.

What diabetes-related issues arise in the scenario. Does her care pan need to be
revised? If so, which McKellar Guidelines would you use to plan/modify her care
plan?

The following example uses the Blood Glucose Monitoring guideline.

& Read the Blood Glucose Monitoring Guideline in the McKellar Guidelines on
pp. 23-24.

Use the information in the Care Context section to decide which factors need to
be considered when developing Mrs Smith’s Blood Glucose Monitoring care plan.
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The Care Context information suggests Mrs Smith requires more frequent
blood glucose monitoring because of the risk of hypoglycaemia. Testing
before breakfast will not identify hypoglycaemia because it is likely to
occur when Diamicron action is peaking later in the day.

Blood Glucose|Monitoring

Care Context

Blood Glucose (

«Is a significant ¢

o Testing frequency should be
individualised according to functional
status and will change over time; thus,
should be assessed on a regular basis; at
least as part of the annual cycle of care.

« Frequency should be individualised for
each resident taking into consideration
the person’s disease and co-morbidity
status, BG targets, current medicine
regimen and life expectancy.

« Provides informallion about a resident’s
BG at the time th test is performed.

o Frequency should be determined and
documented on gmission in consultation
with the residentYGP and carers/family.

« BG testing assists GP and staff to establish
the resident’s BG pattern and BG trends,
detect hypo and hyperglycaemia and
guide care decisions.

« Should be performed more frequently
when clinically indicated e.g. during
illness, when new medicines are
commenced or medicines are stopped,
changes in behaviour/cognition, stress,
and altered nutritional intake.

o Should be reviewed as part of the annual
cycle of care.

« HbAlc should be monitored every
6-12 months and the target should be
individualised*:

— Generally 7-8%.

- Functionally independent 7-7.5%.

— Frail and most people with dementia up
to 8.5%.

« Self-monitoring should be encouraged
where possible.

Consider Hypoglycaemia recommendation > 6mmol/L
and decide whether Mrs Smith’s fasting BG 4.2 mmol/L

is safe.
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Mrs Smith’s current
care plan indicates

The McKellar Guidelines indicate

The McKellar Way —
making the change

She has a daily blood
glucose (BG) test
before breakfast

Mrs Smith’s BG Monitoring frequency
should be individualised taking into
consideration:

Her disease and co-morbidity status
indicate she is highly dependant

Her ‘reportable BG range’ does not
reflect best practice and individualised
BG targets

Current medicine regimen and the action
profile of her Diamicron MR.

Life expectancy.

Change Mrs Smith’s BG
monitoring frequency
plan to twice a day, but
alternate testing times
and include a BG testing
frequency for Sick Day
care.

Reportable BG range
is 3.5 -18 mmol/L

BG testing assists GPs and other
staff to establish the resident’s BG
pattern and BG trends, detect hypo
and hyperglycaemia and guide care
decisions.

Reportable BG ranges are not the same
as HbA1lc and blood glucose targets
referred to in the McKellar and other
guidelines.

Reportable blood glucose levels are
decided by the GP to set criteria for
when staff should telephone the GP
about a resident’s BG level. However,
reportable ranges are not useful unless
they are considered with other relevant
information about the individual’s
health status: that is, within context; see
Guideline for Consulting with the GP.

Talk with the health
care team to revise

Mrs Smith’s ‘reportable
range’. Use the
McKellar Guidelines
recommended BG range
to guide your decisions.

Managing older people with diabetes is complex and requires a ‘team effort’. Talk with the nursing
and other members of the health care team and use the information in the McKellar Guidelines
to determine whether Mrs Smith’s BG monitoring time and reportable range needs to be revised.

Consider whether:

¢ Daily BG testing is adequate for Mrs Smith, based on the brief history available.

e What other care issues are evident for Mrs Smith?

e What could you do to establish Mrs Smith’s BG pattern and BG trends?
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Review the information you have Determine whether any additional
about Mrs Smith including her BG information or assessments are
targets and GLM regimen. Use the needed, for example you could
recommendations in the Assessment 3 assess Mrs Smith’s BG testing
section to help you assess the adequacy frequency and pattern, timing of
of her current BG monitoring regimen GLM in relation to food and her
and its relevance to the onset and nutritional intake and activity level.
duration of action of Diamicron MR. L J
J

« Type of diabetes and medicine regimen.

« BG testing frequency and pattern before
admission.

« Nutritional intake and activity level.

« Whether prescribed diabetogenic
medicines.

o If resident is self-testing check:
- BG testing technique.

- Condition of the finger test sites and
equipment.

- Usual BG pattern.
- BG testing preferences.

Note

Blood glucose pattern means the
distribution of BG test results in the

low, high and acceptable target ranges.
Unless the situation is urgent e.g.
hypoglycaemia or acute iliness, the
pattern is usually assessed 24-48 hours
after a change in management.

Ensure the system supports accurate BG
testing

o Appropriate equipment is available and a
systematic quality management process is
in place for blood glucose meters and staft
competency. See Appendix A on page
77 for a blood glucose meter quality
control test.

« Staff have the knowledge and competence
to test BG, interpret the emerging pattern
and act on the results.

« Processes for documenting and
communicating test results.

« Staff safety e.g. possibility of finger stick
injury.

« Infection control procedures e.g. safe
disposal of sharps and used equipment.

BG testing time or testing frequency.

Consider testing Mrs Smith’s blood glucose more frequently e.g. twice a day or
more frequently for 2 — 3 days to determine her blood glucose pattern. Discuss her
emerging BG pattern with the health care team and, if necessary, use additional
guidelines such as hypoglycaemia, hyperglycaemia and sick day management and
managing glucose lowering medicines to support the team’s decision to change her
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Where possible, involve the older person and his or her relatives in his or her care. Talk with

Mrs Smith and explain why you are focusing on her diabetes care. Involving Mrs Smith will help
ensure her wishes are considered. Other issues to consider include high or low blood glucose,
nutritional problems, depression and falls risk. All the McKellar Guidelines can help you develop

a comprehensive, individualised, person-centred care plan for Mrs Smith. Significantly, using

the Cognitive Impairment and Dementia guideline on page 67 can help determine Mrs Smith’s
cognitive function and any additional assessments needed.

The next step is to use the information you collected to revise Mrs Smith’s Blood Glucose

Monitoring care plan.

For example: Planning Care

(

Identify information in the McKellar Guidelines that is relevant to Mrs Smith and

use the recommendations to revise her care plan, for example:

Revise the lower reportable BG range to 6 mmol/L.

Revise the upper reportable BG range to 15 mmol/L.

Increase Mrs Smith’s BG monitoring frequency if she is unwell.

\

Blood Glucose Monitoring

Care Plan

« Monitor BG as i resident’s

individualised dbetes management plan:

- Perform BG & appropriate time.
site on the side of a
ect testing technique.
result and review BG
rmine whether the BG
creasing or decreasing.
ts with type 1 and those
ulphonylureas should
ored before each meal.
ses a BG test e.g.
entia, leave until
later unless the filsident has signs of
hypoglycaemia i} which case treat the
hypoglycaemia! test BG when the
resident settles.

« Test BG more frequently during illness
(see p. 16-19), if the resident is fasting, if
there is a change in medicine dose or if
the resident’s condition changes.

« Consult with the GP if BG pattern
changes.

Blood Glucose Targets

Individualise, but the range for most
residents is 6-15 mmol/L.

Hypoglycaemia - generally less than 6
mmol/L especially in frail older people.

Hyperglycaemia - greater than 15
mmol/L especially if consistently high.

Report to senior staff if:

- BG level is above or below the resident’s
usual range OR if the resident’s
behaviour/cognition alters.

- The resident consistently refuses BG
tests.

I!!l Other relevant guidelines in this document

ALL the guidelines

Frequency of BG Nlonitoring

Individualise, but tie minimum

recommendation i

1. Residents mand®ed with diet only and
if BG is stableily BG at alternating
times or less fréfjuently.

. Taking oral GLM especially some
sulphonylureas and BG is stable: At
least twice a day at alternating times.

. Taking insulin: At least three times a
day, before meals.

. During illness: Refer to
Hyperglycaemia and Sick Day Care
Guideline (page 25).

. Taking diabetogenic medicines: Refer
to Managing Corticosteroids (Steroids)
and Antipsychotic Medicines
Guideline (page 38).

. At any time the resident’s clinical
condition, behaviour and/or cognition
changes.

How to Test Blood Glucose

. APreferred testing site: Side of the
ngers near the tips or sides of the
fihger. Alternate test sites.

'se a new lancet for each resident and
tach test. Ideally each resident has his
br her own device.

lean and dry resident’s hands using

arm flannel/cloth. Do not use
hlcowipes, which dry the skin.
nsert test strip into meter.

Prick finger with lancet, gently massage
rom the base of the finger towards the
ip to collect a drop of blood.

. PPlace blood drop on test strip.
Apply gentle pressure on the puncture
site with gauze/cotton wool.

. Wlell the resident the result.

. fDocument BG level.

10.fDispose of used equipment

hppropriately.

SCORE documents:

Dehydration

Delirium Hypoglycaemia
Depression

Cognitive Impairment and Dementia

Consider other McKellar Guidelines
and information that could help you

L plan Mrs Smith’s care.
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Putting it all together: based on the brief clinical information we have about
Mrs Smith and using the McKellar BG monitoring guideline, Mrs Smith’s BG
monitoring plan could be revised to:

¢ Blood glucose target range: 6 — 15 mmol/L.

¢ BG testing frequency: twice per day alternating times but including a plan to
monitor more frequently if Mrs Smith:

= Has a hypoglycaemia episode.
= Her behaviour and/or cognition changes.

= Her medicines regimen changes.

She is fasting for an investigation or surgery.

She is ill.

Each older person with diabetes is different. You can use the process described for Mrs Smith
for every person with diabetes you care for making sure the care plan is appropriate for the
individual.

Summary

¢ |f you notice a change in the condition of the older people you are caring for OR you want to
reduce the risk of adverse events ‘think diabetes’.

¢ Consider how any ‘change’ or ‘adverse event’ could affect the individual’s safety and quality of
life and implement care strategies to minimise the risk of the adverse event occurring.

e Assess each older person with diabetes’ health status regularly to detect changes and to
enable you to proactively revise the care plan to address such changes.

¢ Use the McKellar Guidelines and Risk Assessment Tools to proactively identify and manage
diabetes-specific adverse risks.
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Section 4:
The McKellar Way for Personal Care Workers

Personal Care Workers (PCW) are essential members of the aged care workforce and are ideally
positioned to detect changes or clinical deterioration in older people with diabetes they care for.
The McKellar Guidelines can help PCWs:

e Understand and learn about the appropriate way to care for older people with diabetes.
¢ Communicate with the health care team.

¢ Observe and report physical or cognitive ‘changes’ in an older person with diabetes so the
change can be investigated and managed.

¢ Prevent adverse events such as hypoglycaemia and hyperglycaemia that affect the older
person’s comfort and well-being.

¢ |dentify diabetes-related adverse events such as hypoglycaemia and hyperglycaemia and
manage them and/or report such changes to nurses and managers.

A good place to start is to:
¢ Know where and how to access the McKellar Guidelines and the McKellar Way.

¢ Take time to read the McKellar Guidelines and to familiarise yourself with the layout and
content of the McKellar Guidelines, see pages 4 — 14 of the current document that explains
these issues.

e Attend in-service and other relevant education sessions about diabetes and older people and
ask questions about things you are not sure about.

PCWs can use the four Risk Assessment Tools in the McKellar Guidelines or help nurses identify
whether older people with diabetes are at risk of:

e Hypoglycaemia, pages 32-33.

¢ Glucose lowering medicines-related adverse events, pages 36-37.
e Falls, pages 50-51.

e Pain, pages 54-55.

In addition, PCWs can use the diabetes risk assessment tool on pages 18-19 of the McKellar
Guidelines to assess whether older people not diagnosed with diabetes are at risk of diabetes.

PCWs can document the risk assessment scores in the individual’s care plan and discuss the scores
with nursing staff or their managers. Significantly, PCW can identity individuals’ at high risk of
diabetes or diabetes-related adverse events and work collaboratively with nursing staff to ensure
care plans include strategies to minimise the risk.
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PCWs are in an ideal position to observe changes in older people. Sometimes PCWs know when
the older person with diabetes they are caring for is ‘not quite right’. Behaviour and cognitive
changes could indicate hypoglycaemia or hyperglycaemia or illness, which can cause a fall.

Sensing the older person with diabetes is ‘not quite right” or noticing behaviour and cognitive
changes should trigger PCWs to:

¢ Consult with nursing staff and/or managers

e Use the diabetes risk assessment tools in the McKellar Guidelines to determine the risk of a
diabetes-specific adverse event occurring

¢ Plan care strategies with the team to minimise the risk.

In addition, PCWs can work with nursing staff to undertake other care activities such as taking
temperature, offering food/drinks and maintaining hygiene.

The following case study explains how PCWs can use the falls risk guideline.

Using the McKellar Falls Risk guideline to provide
evidence-based care

Mrs Smith is 73 years old and had Type 2 diabetes for 25 years. Mrs Smith
requires support with all ADLs and has some memory loss. Mrs Smith’s Glucose
Lowering Medicines are Diamicron MR 120 mg with breakfast and Metformin XR
1g at night.

Mrs Smith’s current care plan indicates:
¢ She has a blood glucose (BG) test before breakfast.
¢ Her reportable BG range is 3.5-18 mmol/L.
e Her fasting BG was 4.2 mmol/L this morning.
e She requires support with bathing and dressing and at meal times.
e She fell three times in the last month.
e She wears slippers when walking around.

e She often forgets to put her glasses on.
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Activity:

Read the Falls Risk Guideline on pages 47 — 51 of the McKellar Guidelines.

The Care Context section provides information about the factors that increase

falls risk in older people with diabetes. These factors are not the same as the risk

factors on the usual falls risk tool. Both tools should be used together.

Falls Risk

falls risk tools.
rehensive, proactive, regular

Care Context

is an association between the

persén takes and incident falls™.

« People with diabetes are at increased
risk of falling® due to the usual falls risk
factors already monitored in standard
falls risk tools AND diabetes-specific risks
that are not encompassed in most current

s-specific falls risk screening is

er of prescription medicines the

é Y
Identify any information
that is new to you e.g.
People with diabetes are at
increased risk of falling.

\, V.

This guideline only addresses diabetes-
specific falls risk factors.

« The current guideline was designed
to be used with the Victorian Quality
Council Falls Guidelines®® and strategies
outlined in the RACGP ‘Silver Book™™.
The diabetes-specific risk tool does
not encompass environmental or
organisational factors that are already
addressed in those publications.

« The Diabetes-Specific Falls Risk
Assessment Tool can be used with or
integrated into existing falls risk tools.

It does not replace such tools and those
tools do not replace the diabetes-specific

falls risk tool.

Think about how you can help
prevent a fall in an older person with
diabetes e.g. completing the diabetes-
specific falls risk assessment tool and
discussing the outcome with nursing
staff, managers, the older person and
their family.
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Read the Assessment section and talk with nursing staff and your managers.
Preventing falls requires a team approach. Work as a team to develop an
Assessment Strategy: decide which assessment task each staff member can
undertake:

For example:

PCWs - usual falls risk assessment, falls history and diabetes-specific falls risk
assessment.

Nurses - comprehensive assessment: physical/functional assessment, pathology
test results and medicines regimen.

General practitioner/pharmacist — pathology test results and medicines review.

(

Ask nursing staff to help you understand which glucose lowering medicines (GLM)
increase the risk of falling because of their hypoglycaemia risk. TZD are not used often
but they increase the risk of fractures especially in women

Generally GLMs that cause hypoglycaemia and contribute to falls risk include
sulphonylureas and insulin.

~\

|
Use the Falls Risk Assessment Tool used in Residents with concofnmitent bone disease
your RACF that encompasses factors such and Vitamin D defici¢ncy are at increased
as visual impairment, frailty, malnutrition risk of fractures, espeially if they fall*s.

and environmental factors WITH Some thiazolidinediones (TZD) are

The Diabetes-Specific Falls Risk associated with increased risk of fractures,
Assessment Tool (page 47) when especially in women®.

assessing falls risk. ]
Assess footwear. Ill-fitting footwear

Take a detailed falls history and contributes to falls as well as predisposing
comprehensive physical and functional the person to foot ulcers.
assessment.

Falls risk assessment should be:

« Undertaken as soon as practicable after Note
admission to RACE Many falls risk assdssment tools have

« Ongoing, especially at any change in low sensitivity and §pecificity. Low risk
management, functional status or in the scores can provide§false reassurance
environment. that an individual isgat low risk of falling®’.

Falls risk scores shpuld be interpreted

in the context of thq individual and their
particular circumstances and using clinical
judgement.

« Undertaken as part of the ACC.

Take immediate action where possible
e.g. assess footwear. If footwear is ill-

fitting discuss with nursing staff, older
person with diabetes, family members
so footwear can be changed.
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PCWs can use the diabetes-specific falls risk assessment tool to assess an

individual’s falls risk.

(

Ask nursing staff to help you with understand glucose
lowering medicines (GLM) and other medicines that

~\

p—
contribute to falls risk. Consider using the Managing
Glucose Lowering Medicines Guideline. Mediicnes .
Diabetes-specific falls risk assessment tool

How to complete the tool:

« Place a cross (X) in each relevant box.

« Allocate one point for each risk factor present.

« The more risk factors present the greater the falls risk.

O Prescribed sulphonylureas and/ O Oral cavity and dental disease,
or insulin, which can cause which affect food intake.
hypogl.ycaemlaz which a}ffects ’E Anaemia, which is associated
cf:ogm?lve function and increases with renal disease, affects

alls risk. mobility, physical function and

O Inadequate GLM doses increase strength®®. Metformin can reduce
the risk of hyperglycaemia. BG the absorption of Vitamin B ,,
consistently over 15 mmol/L, which contributes to anaemia.
can affect cognitive function and O Reti th e
contribute to urinary frequency eHnopathy:
and incontinence. O Reduced renal function.

O Prescribed antihypertensive O Change in gait, balance and e
medicines, which can cause sensory perception.
or exacerbate postural )E! Frail older people and those with
hypotension®. geriatric syndromes, cognitive

O Prescribed psychoactive iml.aa.irment, depression or
medicines—sedatives, hypnotics, delirium
ant.ldepressants, antlpsxchotlcs, Score: /13
which can cause confusion and —
hyperglycaemia.

O Previous hypoglycaemic event
increases the risk of another High Risk - any one risk factor
hypoglycaemic event and falls present
risk. BG should not be below 6
mmol/L especially in frail older Very High risk one or more of the
people. following:

O Presence of peripheral Prescribed any GLM
neuropathy, which affects balancel| ~ Hypoglycaemia
and gait. Hyperglycaemia

R Prescribed antihypertnsive medicines
O Presence of autonomic - :
X as peripheral neuropathy
neuropathy, which has a number Has reti
L. as retinopathy
of significant effects that Has R
y N . as renal and/or liver disease

contribute to falls risk including
unrecognised hypoglycaemia.

It is important to understand the older

person with diabetes’ medical history.

Initially you might like to work with the

—

care team to review the individual’s
diabetes complications and other
factors that can contribute to falls risk.

Noticing ‘changes’
in the older person
you are caring for
should prompt
you to undertake
the diabetes-
specific falls risk
assessment. For
example, if the
older person with
diabetes has:

¢ Oral/dental
problems.

e Vision
disturbances.

¢ Difficulty walking
and mobilising.

~\

S
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What to do: Selecting and using strategies to minimise the risk of the older
person falling should be guided by the PCW’s knowledge and competence and
their role and scope of practice.

‘What to do

Actions should be guided by the staff
member’s knowledge and competence and
their Role and Scope of Practice.

In addition to general guidelines for reducing
falls risk:

Plan to reduce diabetes-specific falls by
modifying risk factors:

« Monitor BG and act on the results
according to individual needs and
diabetes-specific risk factors to:

- Detect hypoglycaemia (BG < 6 mmol/L)

physiotherapist to maintain/improve the
resident’s mobility, strength and physical
function.

Ensure diabetes-specific falls risk
assessment is part of the Annual Cycle of
Care.

Consider geriatrician review or falls clinic
review.

PCWs could

and treat promptly.

- Detect hyperglycaemia (BG > 15 mmol/L)
and manage appropriately

Undertake infection screening, if persistent
hyperglycaemia specifically UTI and feet.

Monitor blood glucose pattern to detect
recurring hypo- /hyperglycaemia.

Regular medicines review to determine
effectiveness, risk and benefits of resident’s
medicines regimen according to his or her
current clinical condition. Consider using
non-medicine options and stop high risk
medicines if possible.

Monitor and identify change in resident’s
behaviour/cognition.

Review resident’s falls history to identify
causes of falls.

Assess resident for pain.

-

immediately:

e Test the older
person’s BG to detect
hypoglycaemia or
hyperglycaemia.

e Undertake the
diabetes-specific pain
risk assessment.

¢ Review the older
person’s foot wear
and foot care plan.

Monitor pathology including Hb and FBE
to identify anaemia.

Undertake foot care to detect reduced

sensation to feet (peripheral neuropathy)
and foot disease.

When indicated, refer the resident to

-

In addition, PCWs can
discuss additional care
strategies with nursing

staff.

b

PCWs could talk with nurses and their managers to decide additional actions they
could undertake.
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PCWs can read the Care Plan section and work with the care team to update the

individual’s care plan.

Care Plan

«Include diabetes-specific falls risk in
the care plan and state the reasons for
the level of risk.

« Monitor BG to detect hypo- and
hyperglycaemia, which can affect
cognition and behaviour and
contribute falls.

« Monitor BG following a fall
especially if taking GLM, especially
sulphonylurea or insulin.

« Assess diabetes self-care ability
regularly if self-caring in low level care
including blood glucose testing and
administering medicines.

« Undertake a comprehensive medicines
assessment when indicated and as
part of the ACC. Medicines should be
considered in light of renal and liver
status, blood glucose pattern, HbAlc,
lipid levels, blood pressure, safety and
resident’s life expectancy.

« Undertake infection risk/assessment
especially for urinary tract and foot
infections, which increase falls risk.

« Assess nutritional status e.g.
metformin can contribute to low
vitamin B, levels®. Thiazolidiones can
cause fluid retention (weight increase)
and Exenatide can cause weight
loss and nausea, which compromise
nutritional status.

« Consider the need for nutritional
supplements such as Vitamin D and
protein supplementation to improve
nutritional status.

« Encourage activity to improve
muscle strength, gait and balance
e.g. Tai chi and yoga within the
individual’s capability. Pain may need
to be managed to enable people to
participate in exercise®.

Medicines that increase the risk of
falls

« Benzodiazepines especially in the first
two weeks after commencing these
medicines.

« Anticholinergics.

« Opiods in some older people. They are
associated with fractures.

« Medicines that increase or lower blood
glucose. See page 38 and page 34.

« Non-steroidal anti-inflammatory
medicines (NSAIDs).

« Frailty can reduce appetite and
contribute to malnutrition and falls
risk.

‘ 5 L P

professionals if indicated e.g.:
- Diabetes educator if the resident is
low care and self-caring
- Dietitian if the resident has
nutritional deficiencies
- Physiotherapist to maintain/improve
the resident’s mobility, strength and
physical function.
- Diabetologist if resident has brittle/
unstable diabetes.
« Undertake foot care to detect
reduced sensation to feet (peripheral
neuropathy) and foot disease.
« Ensure the resident wears glasses if he
or she has vision deficits.
« These factors should be assessed and
documented as part of the Annual
Cycle of Care.

I!!l Other relevant guidelines in this

document

Blood Glucose Monitoring p-23
Hyperglycaemia p-25
Managing Glucose Lowering p.34
Medicines

Managing Corticosteroid (Steroids) p-38
and Antipsychotic

Annual Cycle of Care p42
Pain Associated with Diabetes p.52
Foot Care p.56
Well-Being, Quality of Life and p.64
Depression

SCORE documents

Dehydration
Delirium

Physical restraint
Polypharmacy

Update Mrs Smith’s
care plan so it
includes:

¢ Date/time of
the diabetes-
specific falls risk
assessment. Include
the score and risk
level, care strategies
to prevent falls
and triggers for re-
assessment.

¢ BG monitoring
regimen.

Consider other
McKellar Guidelines
that could help you
plan Mrs Smith’s
care and prevent her
from falling.

S

PCWs can support nurses and their managers to undertake key care strategies to minimise or
prevent an individual from falling by:

» Noticing and reporting changes in the individual’s usual activities and behaviour/cognition.

¢ Using the McKellar diabetes-specific falls risk assessment and care strategies.

¢ Implementing usual falls prevention strategies.

~
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Putting it all together: based on the brief information we have about
Mrs Smith and using the McKellar Falls Guideline and Diabetes-specific falls risk
assessment tool with general falls assessment tools, PCWs can use the:

The McKellar Guidelines Risk Assessment Tool to identify level of risk and
implement strategies to minimise the risk of Mrs Smith falling:

Test Mrs Smith’s BG to detect hypoglycaemia or hyperglycaemia.

Assess and change Mrs Smith’s footwear and monitor the condition of her
feet.

Assist Mrs Smith to wear her glasses.
Notice and report behaviour/cognitive changes to nurses and managers.
Encourage Mrs Smith to drink and eat appropriately.

Observe Mrs Smith’s skin during personal hygiene care to detect signs of skin
tears of breakdown that could lead to pressure areas or infection.

Encourage Mrs Smith to participate in physical activity within her capacity.

Summary

PCWs often observe ‘changes’ in older people with diabetes. By using the McKellar Guidelines,
especially the risk assessment tools, PCWs play an important role in identifying and managing

diabetes-related risk. PCWs should be supported by nurses and their managers to use the McKellar

Guidelines.
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Web link to the McKellar Guidelines and list of
other useful reading

Web link to the McKellar Guidelines

The McKellar Guidelines for Managing Older People with Diabetes in Residential
and Other Care Settings can be accessed from:

http://www.adma.org.au/clearinghouse/doc_details/133-the-mckellar-
guidelines-for-managing-older-people-with-diabetes-in-residential-and-other-
care-settings_9dec2013.html

Other useful reading

Australian Government Department of Health and Ageing (DOHA). (2008). The
Australian Type 2 Diabetes Risk Assessment Tool. Canberra: DOHA.
http://www.health.gov.au/preventionoftype2diabetes

Australian Medicines Handbook (AMH). (2013). Adelaide: Australian Medicines
Handbook Pty Ltd.

Australian Medicines Handbook (AMH). (2012). Aged Care Companion. Adelaide:

Australian Medicines Handbook Pty Ltd.

Barwon Health, Deakin University, Diabetes Australia, Palliative Care Australia.
(2014). Caring for People at the End of Life: A Position Statement. Geelong:
Centre for Nursing and Allied Health Research.

Department of Health and Ageing. (2012). Guiding principles for medication
management in residential aged care facilities. Canberra: Department of Health
and Ageing, Commonwealth of Australia. www.health.gov.au/internet/main/
publishing.nsf/Content/nmp-pdf-resguide-cnt.htm

Diabetes Australia (DA) and Royal Australian College of General Practitioners
(RACGP) (2012) Diabetes Management in General Practice: Guidelines for Type 2
Diabetes 2012/2013. Canberra: DA/RACGP. Note: the 2013/2014 version will be
available in July 2014.
http://www.diabetesaustralia.com.au/Documents/DA/What's%20
New/12.10.02%20Diabetes%20Management%20in%20General%20Practice.pdf
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http://www.adma.org.au/clearinghouse/doc_details/133-the-mckellar-guidelines-for-managing-older-people-with-diabetes-in-residential-and-other-care-settings_9dec2013.html
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http://www.diabetesaustralia.com.au/Documents/DA/What's New/12.10.02 Diabetes Management in General Practice.pdf
http://www.diabetesaustralia.com.au/Documents/DA/What's New/12.10.02 Diabetes Management in General Practice.pdf

Dunning, T (2014) Care of People with Diabetes: A manual of nursing practice,
Chichester, UK: Wiley-Blackwell.

Dunning T, Savage S, Duggan N, Martin P. (2010) Guidelines for Managing
Diabetes at the End of Life. Centre for Nursing and Allied Health Deakin University
and Barwon Health.
http://clearinghouse.adma.org.au/home/guideline/index.php

Endocrinology Expert Group. Therapeutic Guidelines: endocrinology. Version 5.
Melbourne: Therapeutic Guidelines Limited; 2014.

International Diabetes Federation (IDF) (2013). The IDF Global Guideline for
Managing Older People with Type 2 Diabetes, International Diabetes Federation,
Brussels.
http://www.idf.org/guidelines/managing-older-people-type-2-diabetes

Pharmaceutical Health and Rational Use of Medicines (PHARM) Committee
(2005). Quality use of Medicines (QUM) and diabetes, Commonwealth
Department of Health and Ageing, Canberra.

Sinclair, A. (2009). Diabetes in Old Age. Chichester: Wiley-Blackwell.

Victorian Department of Health (2012). Strengthening Care Outcomes for
Residents with Evidence (SCORE). Melbourne: Victorian Department of Health.
http://www.health.vic.gov.au/agedcare/services/score.htm
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