
           
               Management of Diabetes in the last few days of life 

GUIDELINE ONLY Please contact Diabetes team for guidance and support 

 

Type 2 Diabetes 
Diet controlled 
or metformin 

Type 2 Diabetes 
On other oral medication / 

insulin or GLP1 agonist 

Type 1 Diabetes 
Always on insulin 

 
 
 
 
 

 
 Stop Metformin 

 Stop monitoring 
blood sugars 

 

 
 
 
 
 
 

Diabetes specialist 

nurses, weekdays 

(bleep 0989) 

ext.30170 8am-4pm 
 

Diabetes consultant 

(bleep 85694) or 

 Stop tablets and 
GLP1 injections 

 Consider stopping 
insulin, depending 
on dose 

 Patients on at least 
50 units per day will 
develop symptoms 
without, therefore 
start with 
25 – 50% dose 
reduction 

Convert to once daily basal 
insulin glargine (Abasaglar 
or Lantus) or Levemir 
insulin given in the 
morning 
Take the total daily dose of 
basal insulin (excluding 
rapid acting insulin doses) 
and reduce by 10% initially. 
Titrate as indicated below 
according to response 
 
If basal insulin previously 
given at night move timing 

diabetes SPR 

(bleep via 

switchboard) 9am- 

5pm weekdays 
 

Weekends 8am- 

2pm Diabetes 

consultant on 

Tamar ward 

 

If insulin and/or Gliclazide 
is STOPPED 

 Urinalysis for glucose 
daily 

 If over 2+ of glucose 
check blood glucose 

 If blood glucose 
>20mmol/l, give 4 
units of rapid acting 
insulin eg novorapid, 
if >28mmol/l give 6 
units (no more than 

If insulin CONTINUES 

 
 Prescribe a once 

daily morning 
dose of isophane 
insulin or insulin 
glargine 

 
 Dose based on 

25 – 50% less 
than total 
previous daily 

of administration forward 
by no more than 4 hours 
each day until given in the 
morning 

4-6 hourly) 

 Recheck blood 
glucose in 2 hours 

 

 
 
 
 
 

If the patient required 
rapid acting insulin more 
than twice, consider 
starting daily isophane (eg 
Insultard, Insuman basal, 
Humulin I) or glargine 
insulin 

insulin 
 Check blood 

glucose once daily 
at 16:30/teatime 

 If below 8 mmol/l 
reduce insulin by 
10-20% 

 If above 20 mmol/l 
increase insulin by 
10-20% to reduce 
risk of symptomatic 
ketosis 

 

NB: Own background insulin or medicated insulin accumulates in renal failure, so beware that lower 
doses maybe needed or to stop insulin altogether. 

 

 
Guideline/management flow chart based on DIABETES UK (October 2013) End of Life Diabetes Care: Clinical Care Recommendations 2nd edition 
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