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Diabetes management during the end of life 

Abstract  

For individuals with diabetes, maintaining optimal glycaemic control is essential to reduce 

the risk of long-term complications. However, as patients approach the end of life, the 

emphasis on tight glycaemic targets becomes less relevant. Instead, the primary goal shifts to 

maintaining blood glucose levels within a range that minimises the risk of hypoglycaemia 

and prevents symptomatic hyperglycaemia, thereby ensuring comfort and quality of life. This 

clinical review explores the transition from disease-focused management to a person-centred 

approach grounded in comfort, dignity, and ethical responsibility. It examines the adaptation 

of glycaemic targets, deprescribing, nutrition, and monitoring across the recognised phases of 

dying, and addresses the specific challenges of managing type 1, type 2, and steroid-induced 

diabetes in palliative contexts. Ethical principles including autonomy, non-maleficence, 

beneficence, and justice are critically applied to nursing practice, alongside recommendations 

for interdisciplinary communication and advance care planning. The review concludes that 

nurses play a pivotal role in delivering proportionate, compassionate, and ethically sound care 

for people dying with diabetes. 

 

Introduction 

Over 4.3 million people are currently living with diabetes in the UK, with projections 

suggesting this will rise to 5.5 million by 2030 (Diabetes UK, 2021; 2023), increasing the 

number of individuals requiring focused end-of-life care. Diabetes is broadly classified into 

Type 1 and Type 2. Type 1 is an autoimmune condition characterised by absolute insulin 

deficiency, requiring lifelong insulin therapy, while Type 2 is associated with insulin 

resistance and often managed with lifestyle measures and oral agents before progressing to 

insulin therapy (Gulomovna, 2025). Other types of diabetes also exist, including gestational 

diabetes and rarer forms such as monogenic and secondary diabetes, but these fall outside the 

scope of this paper, which focuses on the management of Type 1, Type 2 and steroid induced 

diabetes in end-of-life care. 

Both forms present distinct challenges at the end of life. Diabetes is a prevalent long-term 

condition affecting an increasing number of older adults, many of whom experience multiple 

comorbidities, frailty and complex care needs at the end of life (Diabetes UK, 2024). In such 
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circumstances, standard approaches to diabetes management that emphasise tight glycaemic 

control and long-term risk reduction become clinically inappropriate and misaligned with the 

priorities of palliative care (Joint British Diabetes Societies for Inpatient Care, 2021). The 

final stages of life suggest a shift in focus from disease control to comfort, dignity and 

symptom relief, requiring a more individualised and ethically grounded approach. This paper 

explores the key considerations in managing diabetes at the end of life, examining the 

clinical, ethical and professional implications for nursing practice. It considers how nurses 

can support patients through the phases of dying by adapting monitoring, medication, 

nutrition and communication strategies to align with person centred goals of care. 

 Understanding the four phases of dying 

The General Medical Council (GMC) (2025) defines end of life as the stage when a person is 

likely to die within the next 12 months. This includes those with advanced progressive 

incurable conditions, general frailty and comorbidities, individuals at risk of acute life-

threatening crises, and those facing sudden catastrophic events. Within this timeframe, 

patients may move through the stable, unstable, deteriorating and terminal phases described 

by the Gold Standards Framework (2016). These phases provide a useful structure for 

considering how diabetes care should be adapted to prioritise comfort, dignity, and symptom 

relief as patients approach death. In the stable phase, patients are nearing the end of life but 

remain clinically stable; diabetes remains relevant in maintaining general comfort and 

symptom control. The unstable phase is characterised by acute or unpredictable changes in 

condition, such as infection or sepsis, where the risk of hypo- or hyperglycaemia increases 

due to physiological stressors or reduced oral intake. The deteriorating phase involves a 

gradual, irreversible decline over weeks or months, prompting anticipatory planning and 

simplification of interventions, including medication regimens and monitoring. In the 

terminal phase, death is imminent, usually within days, and active diabetes management is 

withdrawn, with care efforts focused entirely on comfort, minimising invasive procedures, 

and supporting a dignified death. Understanding these phases enables nurses to adopt an 

individualised and clinically appropriate approach that aligns with the person’s goals of care. 

The Gold Standards Framework Proactive Identification Guidance and the Supportive and 

Palliative Care Indicators Tool (SPICT) support the recognition of deterioration and facilitate 

alignment with the four phases (SPICT International, 2025). In addition, the Outcome 

Assessment and Complexity Collaborative (OACC) framework offers validated outcome 

measures such as the Integrated Palliative Outcome Scale (IPOS) (Okwuosa et al., 2025) and 



the Australia-modified Karnofsky Performance Scale (AKPS), which help in assessing 

symptoms, patient complexity, and functional decline, ensuring timely and responsive care 

planning (Abernethy et al., 2005).  

Managing type 1 diabetes at the end of life 

The management of Type 1 diabetes at the end of life presents specific clinical and ethical 

challenges due to the individual’s absolute dependence on exogenous insulin (SPAGG, 

2025). Abrupt cessation of insulin therapy in these patients can result in diabetic ketoacidosis 

(DKA), a profoundly uncomfortable and potentially distressing terminal event that is 

inconsistent with palliative goals of care. The Gold Standards Framework, (2016) 

recommends that basal insulin, such as insulin glargine, should generally be continued once 

daily until the final days of life to minimise the risk of DKA while avoiding the burden of 

intensive management. However, if the patient has the capacity and explicitly requests its 

withdrawal, it should be respected in accordance with ethical and legal principles. Requests 

from family members alone should not determine the course of treatment; however, their 

perspectives should be acknowledged and discussed as part of a holistic approach to care.  

Rapid-acting insulin should usually be discontinued when oral intake is minimal and blood 

glucose levels remain above 6 mmol/L, reducing the likelihood of hypoglycaemia without 

compromising comfort. In the terminal phase, glucose monitoring should be replaced by 

vigilant symptom observation, thereby reducing invasive procedures and supporting a 

peaceful death. Nurses should liaise with diabetes specialists where available to develop safe 

and simplified regimens and must ensure that decisions to reduce or withhold insulin are 

clearly documented, ethically defensible, and communicated sensitively to families or carers.  

Managing type 2 diabetes at the end of life 

In patients managed with diet or non-insulin antidiabetic medications, the primary aim is to 

remain symptom-free with CBG levels maintained between 6–15 mmol/L (SPAGG, 2025). 

Metformin should be discontinued in the presence of significant renal impairment. 

Historically, NICE and Diabetes UK advised stopping treatment when serum creatinine 

exceeded approximately 150 µmol/L, but this approach is now considered outdated. Current 

guidance instead recommends using estimated glomerular filtration rate (eGFR) to guide 

decision-making, as it offers a more accurate and consistent assessment of renal function 

(NICE, 2025). Metformin should be reviewed when eGFR falls below 45 mL/min/1.73 m² 

and discontinued when eGFR is less than 30 mL/min/1.73 m² (NICE, 2025; Diabetes UK, 



2024). In advanced illness, this ensures that treatment decisions remain safe, evidence-based, 

and aligned with contemporary clinical practice. 

Sulphonylureas such as gliclazide can be used cautiously, with careful titration and regular 

renal monitoring to minimise the risk of hypoglycaemia. However, a low threshold for 

withdrawal should be adopted as oral intake declines. 

For patients with type 2 diabetes requiring insulin, treatment should be simplified to a once-

daily long-acting insulin (e.g., insulin glargine or detemir), which offers more predictable 

glycaemic control, and a reduced risk of hypoglycaemia compared to some oral agents 

(SPAGG, 2025). Insulin is often the preferred option where prognosis is short, oral intake is 

poor, or hyperglycaemic symptoms are causing distress. In the final days of life, the 

continuation of insulin should be reviewed, and in many cases, it may be appropriate to 

withdraw all antidiabetic medications if blood glucose is not causing symptoms. CBG 

monitoring should only be continued if it will inform immediate symptom management; 

otherwise, it should be ceased to avoid unnecessary interventions and discomfort. As with 

type 1 diabetes, any decisions to adjust or withdraw therapy should be guided by a palliative 

care team and documented clearly, with communication to the family to ensure shared 

understanding and support. For some patients who previously taking more than 48 units of 

insulin per day are unlikely to manage without insulin but there may be scope to reduce the 

dose.  

 

Steroid-induced diabetes in palliative care 

The use of corticosteroids is widespread in advanced cancer and palliative care, often for 

symptom control including pain, fatigue, anorexia, or cerebral oedema. However, 

glucocorticoids have a well-documented hyperglycaemic effect, which can precipitate new-

onset steroid-induced diabetes or exacerbate pre-existing diabetes mellitus (Pilkey et al., 

2012; Wilcock et al., 2022). Evidence suggests that one in ten individuals without a prior 

diagnosis of diabetes may develop steroid-induced hyperglycaemia (Joharatnam-Hogan et al., 

2021). The degree of hyperglycaemia is generally dose-dependent and often peaks four to 

eight hours following steroid administration (Gannon et al., 2010). For this reason, CBG 

testing is preferably performed before the evening meal to capture post-steroid glycaemic 

peaks. When steroids are prescribed once daily, it is recommended they are administered 

between 06:00 and 10:00 to minimise adverse effects, including prolonged hyperglycaemia, 



hypothalamic-pituitary-adrenal axis suppression, and insomnia (Wilcock et al., 2022). If a 

twice-daily steroid regimen is used, hyperglycaemia may be more sustained throughout the 

day and night, necessitating more frequent glucose monitoring, ideally three to four times 

daily depending on symptom burden and individual goals of care (Dawber et al., 2015). 

Screening for steroid-induced diabetes in hospice settings should take a pragmatic approach. 

While hospital-based guidelines offer structured risk stratification using venous glucose 

levels and tight glycaemic thresholds (Joint British Diabetes Societies, 2022), such protocols 

may not be feasible in hospices or community settings. Instead, a symptom-driven, context-

sensitive approach is encouraged. CBG monitoring should be initiated in symptomatic 

individuals or when random glucose readings exceed 15 mmol/L (SPAGG, 2015). In 

community settings where CBG testing is unavailable, weekly urine glucose testing may be 

used as an alternative. Urinary dipsticks have a high specificity (99.3%) for identifying 

hyperglycaemia, and readings of 1–2+ may indicate a need for further CBG assessment 

(Storey et al., 2018). For patients developing steroid-induced diabetes, management strategies 

depend on the steroid regimen and patient prognosis. Gliclazide may be considered for those 

receiving a single daily dose of steroids, with titration according to local guidelines. 

However, gliclazide is not typically suitable for those on twice-daily steroids due to the risk 

of nocturnal hypoglycaemia (SPAGG, 2015). In these cases, insulin preferably a once-daily 

long-acting analogue may provide more stable glycaemic control and a lower risk of 

symptomatic hypoglycaemia (Wilcock et al., 2022). 

Existing diabetes regimens should be reviewed and adjusted when initiating or tapering 

steroids, as insulin requirements will often rise with increasing steroid doses and decline as 

steroids are reduced (Wilcock et al., 2022). In patients already receiving complex regimens 

such as basal-bolus or twice-daily insulin, modest dose increases (typically 10–20%) may be 

required to manage emerging hyperglycaemia. CBG monitoring should be temporarily 

increased during such adjustments and diabetes specialist nurses should be consulted where 

available (Dawber et al., 2015). Therefore, the aim in palliative care should be to manage 

symptomatic hyperglycaemia in a manner that is safe, proportionate, and aligned with patient 

goals. Treatment should be initiated only where glucose levels are likely to cause discomfort 

or complications, and the focus should remain on minimising harm while preserving quality 

of life. 

Communication and interdisciplinary collaboration 



Effective management of diabetes at the end of life is contingent upon skilled, timely and 

consistent communication between members of the multidisciplinary team (Diabetes UK, 

2024). Nurses play a central role in this coordination, acting as both advocates and 

communicators to ensure that all professionals involved understand the therapeutic goals and 

boundaries of care. This includes providing comprehensive handovers between primary and 

secondary care services, particularly when patients transition between hospital, home or 

hospice settings. It also involves the accurate and accessible recording of diabetes 

management decisions within palliative care documentation, ensuring continuity and 

transparency. Nurses are often the primary communicators with families, explaining the 

rationale for simplifying treatment regimens and addressing concerns about withdrawing 

monitoring or medication. This role requires balancing professional advocacy with empathy, 

ensuring that families feel supported while the patient’s dignity remains central. 

Qualitative research highlights that healthcare professionals often feel uncertain when 

adapting diabetes regimens in palliative care, describing tensions between disease-oriented 

targets and patient comfort (Seim et al., 2024). These experiences underscore the importance 

of clear interdisciplinary communication and a shared understanding of priorities across 

teams. Nurses should be prepared to escalate concerns when the burden of treatment becomes 

disproportionate or misaligned with the patient's goals. In the community, district nurses and 

advanced clinical practitioners are often the first to identify when a patient is entering the 

end-of-life phase, making their input vital in triggering timely reviews and adjustments to 

care plans. 

Within care homes and general practice, the dissemination of training on end-of-life diabetes 

management, grounded in frameworks such as the Gold Standards Framework (2016), should 

be prioritised. While much training is delivered in-house or through platforms such as e-

ELCA (End-of-life Care for All) End-of-life Care for All, https://www.e-

lfh.org.uk/programmes/end-of-life-care/, a more structured and standardised approach is 

required to ensure all staff can contribute confidently and competently to compassionate, 

person-centred care. Practical clinical guidance, such as the “Ten top tips” approach recently 

outlined for palliative care clinicians, offers accessible tools to support safe and consistent 

practice in this area (DePew, 2025). 

Person-centred planning and advance decisions 
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Advance care planning (ACP) in the context of end-of-life care must explicitly incorporate 

diabetes-specific considerations, acknowledging that individuals with diabetes may hold firm 

views about the continuation or cessation of their treatment (Dunning and Martin, 2019). 

Nurses play a critical role in facilitating these discussions, initiating conversations about 

treatment goals, medication rationalisation, and the anticipated trajectory of care. It is 

essential that preferences regarding glycaemic management are formally documented within 

ACP records, ensuring alignment between patient wishes and clinical decisions. Nurses 

frequently led the initiation of these conversations, drawing on their close therapeutic 

relationships with patients and families. By opening discussions about glycaemic targets, 

medication withdrawal, or nutrition, they ensure that patient preferences are identified early 

and consistently communicated across care settings.  

Structured tools such as the Gold Standards Framework and Electronic Palliative Care 

Coordination Systems (EPaCCS) can aid in embedding these discussions into routine care 

and ensuring consistency across care settings (Gold Standards Framework International, 

2025; Harrogate and District NHS Foundation Trust, 2025). In circumstances where patients 

lack capacity, decision-making must adhere to the best interest principles set out in the 

Mental Capacity Act (2005), with careful consideration of the proportionality and purpose of 

ongoing diabetes interventions. Nurses are well positioned to advocate for patients during this 

process, ensuring that care remains person-centred, ethically sound, and aligned with 

professional and legal standards. 

Glycaemic targets: shifting the focus from control to comfort 

In the context of end-of-life care, maintaining glycaemic control may be clinically 

unwarranted and ethically problematic (Diabetes UK, 2024). The therapeutic focus must shift 

from achieving biochemical targets to prioritising the alleviation of symptoms and 

preservation of comfort. The Specialist Palliative Care Audit and Guidelines Group (SPAGG, 

2025) recommends a pragmatic glycaemic range of 6–15 mmol/L, with the primary aim of 

avoiding symptomatic hypo- or hyperglycaemia. Hypoglycaemia, particularly when glucose 

levels fall below 4 mmol/L, may precipitate confusion, seizures, or unnecessary distress, 

thereby compromising the patient's quality of life (NICE, 2025). In the terminal phase, 

routine capillary blood glucose (CBG) monitoring is generally unwarranted unless prompted 

by clinical signs, as repetitive capillary testing can cause discomfort and detract from the 

patient’s dignity. In addition, if insulin has been discontinued either during the terminal phase 



of life or at the request of a mentally competent patient, CBG monitoring should also be 

stopped (SPAGG, 2025). Nurses should therefore adopt a comfort-centred ethical approach, 

guided by critical judgement, contextual sensitivity, and alignment with the individual’s goals 

of care. This is consistent with the Nursing and Midwifery Council’s requirement that nurses 

must “prioritise people, practise effectively, preserve safety and promote professionalism and 

trust,” particularly by responding compassionately to those approaching the end of life 

(Nursing and Midwifery Council, 2018). 

De-prescribing and medication optimisation 

Polypharmacy is common among individuals with diabetes (Remelli et al., 2022) and 

frequently continues into the palliative phase unless medication regimens are actively 

reviewed and rationalised. A systematic review by Thompson (2019) demonstrated that 

discontinuing certain preventative medications in patients with limited life expectancy can be 

both safe and clinically appropriate. The OncPal deprescribing guideline further provides a 

validated framework to support the withdrawal of inappropriate medications in cancer 

patients nearing the end of life (Lindsay et al., 2015). 

Recent evidence highlights both the opportunities and barriers to deprescribing in this 

population. Large cohort studies suggest that withdrawal of glucose-lowering drugs in older 

adults with type 2 diabetes often follows a predictable pattern, with oral agents such as 

metformin and sulphonylureas discontinued earlier in the trajectory, whereas insulin tends to 

be withdrawn later (Oktora et al., 2020). However, clinicians frequently report difficulties in 

deprescribing due to uncertainty about patient prognosis, fear of precipitating harm, and 

reluctance from patients or families (Robinson et al., 2024). A recent consensus process has 

provided practical recommendations for deprescribing cardiometabolic medication in patients 

with a life expectancy of ≤6 months, supporting the safe discontinuation of agents where the 

therapeutic benefit is limited (Elsten et al., 2024). Importantly, patient and caregiver 

perspectives emphasise that deprescribing decisions must be collaborative and transparent, 

recognising values and preferences while addressing anxieties about treatment withdrawal 

(Denig et al., 2024). 

It is important to note that as oral intake reduces, oral hypoglycaemic agents such as 

metformin and sulphonylureas should typically be discontinued due to the heightened risk of 

hypoglycaemia and diminishing therapeutic value (Diabetes UK, 2024). In the stable and 

deteriorating phases, long-acting insulin analogues such as insulin glargine may be continued 



in reduced once-daily doses where appropriate. However, all antidiabetic medications should 

be stopped in the terminal phase unless they are required to alleviate specific symptoms 

(Diabetes UK, 2024). Nurses who are independent prescribers and practising within their 

scope of competence are well placed to initiate or support deprescribing measures. In many 

cases, it is nurses who first recognise when medication regimens have become burdensome 

and advocate to the wider team for rationalisation, particularly where polypharmacy creates 

risk or discomfort. 

Nutrition, hydration, and monitoring 

Nutritional priorities change significantly in the context of end-of-life care, where the focus 

moves from disease control to promoting comfort, autonomy and dignity (Diabetes UK, 

2024). Traditionally restrictive diabetic diets, often imposed to manage blood glucose levels, 

may no longer be appropriate and can detract from quality of life in the final stages. Patients 

should be supported to eat and drink according to their personal preferences, free from 

unnecessary dietary restrictions, with favourite foods used to enhance comfort and pleasure. 

Strict carbohydrate control or the use of diabetic-specific dietary interventions should be 

avoided, as these are unlikely to offer any meaningful clinical benefit at this stage. Where 

patients choose to eat less, or are unable to maintain adequate oral intake, there is a 

heightened risk of hypoglycaemia if hypoglycaemic agents are not adjusted or stopped 

(SPAGG, 2025). Nurses should remain alert to the association between reduced intake and 

ongoing pharmacological treatment, ensuring timely medication review. Enteral or parenteral 

nutrition is not generally indicated in end-of-life care and should not be initiated only to 

maintain glycaemic control. Any decision to initiate artificial nutrition should be embedded 

within a holistic, multidisciplinary palliative care plan, developed collaboratively with the 

patient and family, and grounded in individual values and clinical context. 

Ethical considerations 

- Autonomy 

Autonomy refers to the patient’s right to make informed decisions about their care, including 

the refusal of medical interventions that they perceive as burdensome or misaligned with their 

values (Alsararatee et al., 2025). In the context of end-of-life diabetes care, this may include a 

desire to discontinue insulin therapy, stop glucose monitoring, or eat without dietary 

restrictions (Diabetes UK, 2024). Nurses are central to supporting autonomy by facilitating 

clear communication, offering accessible information, and ensuring that patient preferences 



are recorded in advance care plans. Upholding autonomy requires sensitivity and respect for 

individual choice, even where decisions diverge from standard clinical practice. 

- Non-maleficence 

Non-maleficence, the obligation to do no harm, is particularly salient when managing 

diabetes in the last stages of life (Alsararatee et al., 2025). Continuing treatment protocols 

such as intensive insulin regimens or frequent capillary glucose monitoring may lead to 

hypoglycaemia, discomfort, or unnecessary hospital admissions (SPAGG, 2025). Nurses 

should be vigilant in recognising when such interventions cause more harm than benefit. The 

Gold Standards framework (2016) guidance explicitly advocates for the reduction of 

burdensome monitoring in end-of-life care, emphasising that interventions should only be 

undertaken if they enhance patient comfort. Routine practices such as CBG and HbA1C 

testing and weight monitoring often provide little clinical benefit in this context and may 

instead contribute to distress. HbA1c, as a long-term glycaemic marker, is irrelevant in 

patients with a limited prognosis and should be discontinued. CBG testing should be guided 

by symptoms and performed only when results will inform an immediate treatment decision. 

Similarly, weight monitoring becomes redundant in the deteriorating and terminal phases, 

and its continuation may undermine patient dignity. By critically evaluating and reducing 

such interventions, nurses not only uphold the principle of non-maleficence but also ensure 

that care remains compassionate, proportionate, and aligned with the values of palliative care. 

- Beneficence 

Beneficence involves acting in the patient’s best interests and actively promoting comfort and 

dignity (Alsararatee et al., 2025). For patients with diabetes at the end of life, this means 

prioritising symptom relief over glycaemic control, supporting preferred food choices, and 

simplifying medication where appropriate. Nurses are influential in assessing distress, 

alleviating discomfort, and coordinating interventions that enhance the patient’s quality of 

life. Through compassionate, individualised care, they fulfil the ethical imperative to do good 

and reduce suffering. 

- Justice 

Justice concerns the fair and equitable distribution of care, ensuring that individuals receive 

appropriate treatment based on need rather than rigid adherence to protocols. In end-of-life 

diabetes care, justice means resisting a one-size-fits-all approach and recognising when 

standard diabetes interventions are no longer warranted. Nurses must challenge institutional 



inertia or risk-averse practices that lead to overtreatment, advocating instead for proportionate 

care that reflects the patient’s stage of life. By doing so, they help prevent the over-

medicalisation of dying and uphold the ethical value of fairness in clinical decision-making. 

Conclusion  

Managing diabetes at the end of life requires a fundamental shift from disease-centred 

treatment towards care that prioritises comfort, dignity, and proportionate intervention. 

Standard approaches to tight glycaemic control are often inappropriate and potentially 

harmful in this context. Instead, nurses should lead on simplifying regimens, deprescribing 

unnecessary medication, and aligning interventions with patients' wishes and values. 

Emerging evidence shows that deprescribing is both feasible and safe in many older adults, 

although barriers such as communication difficulties and limited confidence among clinicians 

remain. Nurses are well placed to address these challenges by initiating conversations, 

advocating for patient autonomy, and ensuring decisions are ethically grounded. Practical 

recommendations, such as structured deprescribing pathways and the use of tools like the 

Gold Standards Framework and SPICT, can support consistency across care settings. 

Future practice should focus on embedding diabetes-specific considerations into advance care 

planning, strengthening training for nurses on recognising steroid-induced hyperglycaemia, 

and promoting interdisciplinary collaboration. By drawing on both guidelines and emerging 

empirical research, nurses can provide compassionate, evidence-informed care that supports 

comfort, minimises harm, and respects individual choice at the end of life. Diabetes 

management in end-of-life care is therefore a specialist field of nursing practice, demanding 

clinical expertise, ethical sensitivity, and leadership in ensuring dignified, patient-centred 

care. 

  

Key points  

- Managing patients with diabetes is essential at the end of life, with care plans adapted 

to the phase of dying, prioritising comfort over glycaemic control. 

- Deprescribing and simplification of treatment regimens, particularly of oral 

hypoglycaemics and insulin, must be guided by symptom burden, prognosis, and 

patient preferences. 



- Ethical principles including autonomy, non-maleficence, beneficence, and justice 

must underpin all nursing decisions, especially when withholding or withdrawing 

treatment. 

- Nurses are essential in coordinating interdisciplinary communication, facilitating 

advance care planning, and ensuring continuity of care across settings. 

Reflective questions  

- What strategies do you use to decide when to discontinue diabetes monitoring or 

treatment at the end of life? 

- How do you apply ethical reasoning in your day-to-day practice when considering 

deprescribing or withdrawing monitoring? 

- In your role, how do you initiate and record advance care planning discussions about 

diabetes with patients and their families? 

- What approaches do you use to ensure that diabetes care plans are clearly 

communicated and consistently followed across different professionals and care 

settings?  
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