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Introduction
During the sub-group working of the NAPCHD, it became apparent that one of the tasks relating to assessments within
care homes was not only a challenging task but extensive if it were to be comprehensive. In addition, it would not fit
sufficiently well into the format adopted for the other ten tasks. It was decided to produce a distinct document
(‘booklet’) which might be kept within care home settings as a separate working document for care staff who are
regularly involved in assessing both new and existing residents.

It has not been possible to incorporate every single assessment procedure that may have some applicability to care
home residents with diabetes, but this assessment document is meant to be added to when deemed necessary. A foot
inspection chart is given in Appendix 1.
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Care Home Assessment Procedures and Assessment Schedules: Section A: (a) Safe transfer during transitional
care; (b) Admission Assessments; (c) Ongoing key assessments for diabetes; (d) vaccination schedules; (e)
Nutritional assessment and Intervention; Exercise schedules. Section B: other specific assessments for (i)
cognitive function; (ii) depressive disorder; (iii) frailty. Section C – an End of Life care indicator tool - SPICTTM
Section A: Current Status
Care home residents often have highly complex illness profiles that require skilled assessment of their functional status and both
physical and mental abilities. 1 It is important to recognise that these assessments are needed to ensure that the most optimal
outcomes are achieved at each resident care pathway. The underlying basis for these assessments comes from a universal
Comprehensive Geriatric Assessment process which has been shown to influence outcomes positively for many older people 2 The
2010 Diabetes UK Clinical Guidance for Care Homes 3 included a series of required assessments as part of an annual review process
but these were mainly clinically focused. However, the guidance emphasised the need for a dietary plan, a medication list that is
reviewed regularly, and the need for robust follow-up practices. In addition, a set of outcome measures were listed which could form
the basis of audit activity in the care home, and as a guide to research questions following interventions. A template for a diabetes
care policy was also available. A Resident’s Passport was also developed and included a number of admission assessments but did
not provide detailed descriptions of these.
National and international clinical guidelines are available that include some recommendations on diabetes (type 1 and type 2)
assessments in adults such as NICE 4, SIGN 5, ADA 6, and by the EDWPOP and IAGG and international group of experts 7 whilst to a
lesser extent, assessment recommendations in care homes have been covered in the EDWPOP (includes frailty)7 and IDF guidelines
(where the focus is on frailty, dementia and end of life). 8 No comprehensive set of assessments are available until now.
(a, b, c). Ensuring effective transitional care (care received passing from one clinical setting to another) arrangements are essential
particularly when dealing with highly comorbid and frail older adults with diabetes. A multidisciplinary approach is required that has
both medical and social elements embedded within it. Ideally, this should take place at the time of admission to hospital or in some
cases just before this event, and within geriatric medicine departments, this process is relatively well organised but in other
disciplines this may be lacking. Admission assessments vary from care home to care home and are often preceded by a preadmission assessment usually by a trained healthcare assistant or registered nurse. There are no uniform agreed admission or
ongoing assessments in place for residents with diabetes.
(d) In the UK, care home residents are expected to be offered the influenza (annually) and pneumococcal vaccines (to prevent
pneumococcal pneumonia) each winter. More recently, covid vaccination has become compulsory for care home staff and during the
last 12-18 months there has been a dynamic programme of vaccinating as many care home residents as possible against covid-19.
Advice on the advantages and limitations of vaccination in older adults including those living in care homes is available from the
British Geriatrics Society at: Vaccination programmes in Older People | British Geriatrics Society (bgs.org.uk). It is known that poor
nutrition, frailty, severe comorbidities, and advanced age (all present to a high degree in care home residents) diminishes the
antibody response to vaccinations such as influenza. An additional safety action is to vaccinate staff against influenza which may
have theoretical benefits of reducing mortality amongst residents during an influenza epidemic.
The UK Joint Committee on Vaccines and Immunisation (JCVI) recommended in March 2010 9 that a universal herpes zoster
vaccination programme for adults aged 70 up to and including 79 years should be introduced provided that a licensed vaccine is
available at a cost-effective price.
It is widely known that people with diabetes have an increased susceptibility to infections, due to impairments in the immune system
10 and residents with diabetes and frailty are highly vulnerable to covid-19 infection 11. Diabetes is associated with a more severe
course of various infectious diseases and a worsening of the overall health status particularly in residents of care homes, increasing
the risk of hospitalization and death compared with euglycemic subjects 12 Influenza vaccination is associated with a significant
improvement in outcomes in people with diabetes, reducing the risk of hospitalization for stroke, heart failure, influenza, pneumonia
and all-cause mortality 13 .Diabetes is also associated with an increased incidence of hospitalizations secondary to pneumonia and
pneumococcal vaccination is associated with a reduction of risk of pneumonia, hospitalizations, and respiratory failure 14 Moreover,
diabetes is an important risk factor for herpes zoster (HZ) infection and post-herpetic neuralgia15.
Diabetes UK provided an update of a Position Statement in October 2014 on Influenza and Pneumococcal vaccination in people with
diabetes. This is available at: Meeting (diabetes.org.uk). Annual flu vaccination was advised and a single Pneumococcal
polysaccharide vaccination (PPV) to prevent pneumonia.
The CDC (Centers for Disease Control and Prevention) in the United States has published advice on vaccination in diabetes 16 and
recommends that all adults with diabetes be considered for the following vaccines: influenza annually, pneumococcal vaccine to
protect against pneumonia and other pneumococcal infections, hepatitis B, herpes zoster to protect against shingles, and Dtap
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(diphtheria, tetanus and pertussis). The CDC recommend ‘booster’ doses of the Pfizer-BioNTech covid-19 vaccine for those in longterm care.
(e) Whilst there are dietary guidelines available for care home residents with diabetes, 3,17 such guidelines lack practical detail,
resulting in carers and health care professionals struggling to interpret them appropriately. Care home residents, family members
and carers are used to a ‘healthy eating and weight loss message which may no longer be appropriate for many older residents. Lack
of carbohydrate awareness and the effects on blood glucose levels prevails. Cultural and religious dietary needs alongside diabetes
make it even more challenging for care homes to understand and offer appropriate menus and support residents to manage their
diabetes effectively. Support from primary and secondary care, and specialist diabetes services, is also highly variable and health care
professionals themselves vary in their knowledge, understanding and experience of diabetes. A further priority is to improve
recognition of the change in health priorities with age, recognising the presence of unintended weight loss, malnutrition,
sarcopaenia and frailty as key factors that require consideration in the dietary approach. Over-restrictive regimens or perfect glucose
management should not take precedent.
There are no validated nutritional screening tools developed specifically for people with diabetes (see below), whether resident in a
care home or otherwise. NICE have produced guidance on nutritional support for adults that includes important advice on screening
for malnutrition in care home residents 18-19. The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 20:
Regulation 14, refers to the importance of ensuring that the nutrition and hydration needs of those receiving care (including care
home residents) are met. It is monitored by the CQC who can issue a breach of Regulation 14 if their inspections reveal that a care
home is not fulfilling this standard.
A large number of residents of care homes can spend three-quarters of their time sedentary. Physical exercise can bring several
important benefits for residents with diabetes including increasing or maintaining their functional level, including increasing leg
strength and improving balance, improved glucose control, and mental well-being. The 2010 Diabetes UK national guidance 3
included a section on physical activity in the Resident’s Passport which asked details of walking ability, balance, and bathing and
dressing abilities. Several NICE documents are available that have information relating to older people and physical exercise such as:
Quality Standard (QS137), NICE guideline NG32, and NICE guideline (PH16), all accessible via QS 137 21. Private enterprises deliver
both online and face to face exercise programmes to care homes, for example, Gfitness, available at: Exercise In Care and Nursing
Homes | United Kingdom | Gfitness. These sessions are often group-based and include music, strength and mobility work, balance
and falls prevention, brain games to promote cognitive stimulation, adapted Tai-Chi and Yoga, massage, holistic therapy
and physiotherapy. Other resources available include chair-based exercises for care homes which concentrate on those who might
not be able to engage fully in other standing or walking exercises. For example, Move it or Lose it, which provides exercises in
stretching, resistance training, and balance training: available at: Chair-based resistance exercises in care and nursing homes - Move
It Or Lose It.
A scholarly editorial in the BMJ 22 discussed the benefits of targeted exercise in people aged 85 years and older which demonstrated
significant benefits in functional gain, falls reduction, and overall improvement in well-being from a combination of approaches
including resistance exercises and balance and gait retraining. A taskforce, under the auspices of The International Association of
Gerontology and Geriatrics – Global Aging Research Network (IAGG-GARN) and the IAGG European Region Clinical Section,
composed of experts from the fields of exercise science and geriatrics established recommendations of physical activity and exercise
for older adults living in long-term care facilities (LTCF). 23 This was a comprehensive set of guidances and recommendations, many of
which could be adapted for UK care home residents and also include those residents with diabetes. The EU-funded Vivifrail project
has produced recommendations for a multicomponent exercise programme in older people aged 70 years and over 24. An Vivifrail
App is available providing details of this programme which is available at: VIVIFRAIL: A multi-component physical training program to
prevent weakness and falls in people over 70 years - BJSM blog - social media's leading SEM voice (bmj.com). The Vivifrail
programme has been adopted by the WHO in their ICOPE initiative 25. The ICOPE approach embodies the focus on optimizing
intrinsic capacity – loss of mobility, malnutrition, visual impairment, hearing loss, cognitive decline, depressive symptoms – and
functional ability as the key to healthy ageing. These latter projects can have direct relevance to care home residents but require
adapting to suit the individuals. A recent short-term randomised trial of a tailored exercise prescription programme (based on
Vivifrail) in frail and sarcopaenic institutionalised older adults was shown to increase functional capacity and strength with some
reversal of frailty in selected cases. 26

Major Gaps in Knowledge and Services
No comprehensive set of care home procedures or assessment schedules have generally been compiled or agreed between
stakeholders. A clear gap in a large proportion of care homes has been a lack of a workable and implementable diabetes care policy.
(a, b, c). There is little evidence of effective, well-planned multi-disciplinary transitional care arrangements within the NHS for older
adults with diabetes and this runs the risk of a failed discharge process (perhaps where resources are not in place for a safe
discharge) and possible readmission. Little if any research has been conducted in this area. Admission assessment schedules and a
scheme for establishing ongoing assessments within care homes require developing as these are often lacking but some elements
may be included as part of care plan that should be developed for all residents. It is essential that these care plans should be
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individualised. A recent report on best practice in the delivery of diabetes care in Primary Care Networks has just been released and
enforces the importance of community-based strategies that enhance the quality of care delivered. 27
(d). There has been no recent review of any special considerations on vaccination for residents with diabetes apart from relating to
covid-19 immunisation for the general care home population. Little research is available to guide care staff, primary care or the
diabetes specialist team on the efficacy, value or benefits of a fully comprehensive vaccination schedule (please see Table 3 below).
(e) No specific agreed nutritional screening tools for care home residents with diabetes are available or specifically validated but the
two main screening tools in use in UK care homes are the MUST 28 and the Patients Association Nutrition Checklist 29. The MUST
score was part of the 2010 Diabetes UK guidance 3 but there remain limitations to this tool in the interpretation of nutritional status
in the older person. The most important gap in this area of nutritional screening and monitoring is the lack of effective mandatory
training for care staff in the area of nutritional education for residents with diabetes. The CQC does not formally endorse a particular
training programme on nutritional education within social care. Some care homes appear to use local but unvalidated nutritional
assessment tools. There are important gaps in liaison and collaboration between the community diabetes specialist team,
community dietitian and care homes themselves in discussing and planning individualised meals for residents with diabetes even
those who may have been classed at ‘at risk’ of malnutrition. This latter gap could be minimised to an extent by use of technology to
enhance this process. Another key gap is the lack of available funding for nutritional training of the care home workforce in many
areas.
No formal or approved exercise regimens for residents with diabetes in the UK currently exist. Other initiatives are mentioned above.
Physical exercise may be mentioned in care plans, but they tend to be non-specific and not individualised.

Key steps to bring about worthwhile change
(a, b, c). Admission to hospital from residential care should trigger a series of important questions for the team responsible for
inpatient care from a diabetes perspective:
•
What is the precise medical diagnosis – acute illness (diabetes or non-diabetes related) or another more chronic illness
complaint?
•
Was their diabetes treatment adequate/appropriate prior to admission (did diabetes contribute to the admission)?
•
Does the diabetes treatment need review or adjustment and are there diabetes-related complications that are a cause for
concern during the admission to hospital?
•
Are there aspects of diabetes treatment that will need to be changed, individualised and agreed with the person with
diabetes taking his views and needs into account prior to discharge from hospital? Will the individual with diabetes or
residential home staff need further support to provide optimal care?

•

Ensure that all patient and family-related wishes relating to their treatment are in line with GMC guidance on this matter –
see: https://www.gmc-uk.org/-/media/documents/updated-decision-making-and-consent-guidance-english09_11_20_pdf-84176092.pdf?la=en&hash=4FC9D08017C5DAAD20801F04E34E616BCE060AAF

Advice from a diabetes specialist team should be sought in complex cases, in those with type 1 diabetes, in those on insulin where
hypoglycaemia is frequent, and when new discharge follow-up arrangements are needed. Advice on optimising residential care of the
resident with diabetes should be provided to the care home at discharge and the discharge plan should highlight any changes to their
treatment for diabetes and any new glucose or HbA1c targets.
As part of an agreed diabetes care policy that each care home should create or adopt, admission assessment procedures should form
an important part of the provision of individualised diabetes care. It is important that admission assessments are part of a regular
diabetes audit plan for the care home. In addition, there should be clear guidance on how the results of the assessments are reviewed
and how the community-based nursing teams (including diabetes specialist nurses) and primary care are given this information
particularly when they show evidence of a clinical concern such as malnutrition, frailty, or moderate to severe cognitive impairment
or depression. This then ensures that current care plans are safe and appropriate but clearly this requires an agreement between the
teams on who acts on the results of the assessments and how this can operate smoothly.
(d). Each care home should adopt and implement an operational policy for providing minimum diabetes care for residents with type
1 or 2 diabetes that has a vaccination/immunisation schedule as an important element. This must be part of an individualised
approach to care for each resident. The guidance should be aligned with information from the CQC and other reference sources cited
under ‘Current Status’.
(e). Mandated funded diabetes-specific nutritional training with clear and practical dietary guidelines for care homes is required. The
use of technology to support online training can only enhance this process. All care homes should adopt a properly validated
nutritional screening tool such as MUST and know its limitations for use in care home residents and in particular know how well it
assesses nutritional status in people of advanced age. The completion of short-term food record charts (no weighing required) with

8

sufficient information on nutritional content of meals to assist self-managing residents to retain effective control of their glycaemia,
and assist care staff and nursing teams to unravel issues relating to hypoglycaemia episodes or poor glucose control, is also needed.
All care homes should include an exercise programme as part of every resident’s care plan and should be tailored to individual
needs. Collaboration and agreement with health and social services should be aimed for to increase the emphasis on the benefits of
exercise. Every effort should be made to secure extra funding to ‘buy in’ training sessions if necessary, and care staff require training
in delivering and supervising exercise for their residents. The essential elements of the Vivifrail and ICOPE programme should be
considered for UK implementation in care homes.

Promoting Implementation of Key Steps
(a, b, c). This revolves around effective liaison and collaboration between all those involved in the provision of diabetes care with the
resident and care home in the centre of clinical decision-making. Diabetes care within care homes still deserves an integrated care
approach. The key steps above should perform part of a regular audit of discharge planning and should be part of a regular conversation
of stakeholders including social care with residential homes about their perspective on the standard of transition.
Problems with discharge planning related to residential care should be a routine part of in-hospital mortality and morbidity meetings
and should be reviewed by hospital inpatient safety groups. Readmissions to hospital from residential care for people with diabetes
should be reviewed by both the diabetes specialist team and primary care and constitute a learning process as appropriate. Ensuring
that all relevant care staff (both hospital and senior care staff) are trained in assessment procedures and are capable of interpreting
findings or knowing when to discuss with senior staff is crucial. By care homes having a ‘living’ diabetes care policy in force and by
regular review of the assessments undertaken at admission to the care home, ongoing care with regular assessment will be better
organised and planned and clinical outcomes should be improved.
(d). Each care home should undertake audits of their individual vaccination schedules including review of immune status on
admission to the care home, identification of special ‘at-risk’ groups such as those with diabetes, renal disease, those who may be
immunocompromised, and percentage uptake by residents. A monthly record of all vaccine-preventable illnesses should be kept as
part of a monitoring process.
(e). On-line and local face to face training in diabetes nutritional education is needed for care staff. More detailed dietary guidance is
required specifically for care home staff to facilitate understanding and implementation. This can be promoted within the training
package developed. The major diabetes societies working in liaison with the British Dietetic Association, Queen’s Nursing Institute
(QNI), Social Services, and Royal College of General Practitioners could collaborate and prepare a suitable training and education
programme. Joint working with primary care, community dietetic services, care homes, and local social services to develop a
proposal for funding with local commissioners is essential. Stakeholders should engage
with the CQC to see how care homes can be effectively monitored and audited in the area of nutritional screening and monitoring.
The promotion of a structured and individualised physical exercise in care homes should be a full stakeholder initiative which can be
supported by NICE statements. Further research into this area is essential. The availability of prescribed exercise in a care home for
each resident with diabetes and its acceptability by each resident should be part of a regular care home audit programme.

Primary Recommendations
(a). A multi-disciplinary transitional care plan should be developed for resident with diabetes admitted into hospital at the time of
admission or prior to discharge from hospital to a care home. The elements of this will relate to the questions in the above section
but ensure patient wishes are considered as a fundamental part of care.
(a). The diabetes specialist inpatient and community-based diabetes teams should regularly audit all admissions to hospital from
residential care and include those where discharge is followed by early readmission.
(b). Each care home should agree a key set of assessment procedures (please see Section A, Table 1 below) for each resident with
diabetes and discuss how practical it is to undertake these on a regular basis and how care staff can learn the basics of each
assessment undertaken. These are in addition to the basic routine assessments of temperature, pulse, blood pressure, weight, %
unplanned weight loss, and body mass index (BMI) and should be fully completed within 72h of admission. Biochemical and other
laboratory tests, a medical comorbidity assessment, and vascular risk (diabetes-related complications) will be included in the
resident’s passport and care plans.
(c) Each care home should have a mechanism for generating an ongoing list of assessments including their frequency (please see
Table 2 in the Assessments booklet – Section A); it is likely that the admission assessments and statements will be located in an
electronic resident’s Passport.
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For all other adults admitted into a care home, a screening assessment for diabetes should be undertaken using as a minimum, a
glycosylated haemoglobin (HbA1c) measure. Screening for diabetes on admission to a care home is reported elsewhere in Appendix
B.
Care Quality Commission (CQC), Safeguarding Assessments and Procedures, Health & Safety, Infection Control, and Quality
Assurance processes and Regulations are briefly covered elsewhere as part of a care home’s usual policy of care and management
(d). All residents at admission to a care home must have their immunisation status/record ascertained within the first 28 days of
admission
A comprehensive immunisation programme for all residents with diabetes should be in operation within each care home’ This should
include consideration of all vaccines mentioned in Table 3 below.
Each care home should undertake annual audit of vaccine uptake for all residents with particular emphasis on those at special risk
including those with diabetes
(e). In relation to nutrition, the following recommendations are essential:
Ensure all care home providers access MUST or other validated nutritional screening tools, training and education in nutrition, and
are monitored for compliance and understanding in accurate application. This would be dealt with by the CQC on a case by case basis
depending on the needs of residents.
Ensure commissioning of provider services (NHS Trusts, Community Health and Social Care Services) includes requirement of staff to
support a rolling programme of nutritional education and training in nutritional screening for care staff supporting meals or
providing care in care homes with specified targets to ensure care homes access training at least annually.
Development of online nutritional screening training for access for all care homes without cost to them which could be seen as a
health improvement strategy.
Inclusion of physical exercise into the individualised care plan of all residents with diabetes
Collaborative work between all stakeholders led by the NAPCHD to establish a specific physical exercise programme for care home
residents with diabetes based on the principles of the WHO initiative, ICOPE, and the Vivifrail project.
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NAPCHD recommended Assessment tables and schedules
The writing group acknowledges the considerable burden that care home staff as well as community and primary care-based staff
are still facing dealing with the covid-19 pandemic. In addition, they also recognise that diabetes mellitus is only one of several
important medical comorbidities affecting residents within a care home. As such, it is not practicable or realistic to assume that all
the following guidance and assessments will be able to be implemented in each care home. However, they should be regarded as an
optimum quality standard in relation to assessing and managing care home residents with diabetes which must be supported by
sound education and training of the care home workforce.
Section A, Table 1: Suggested Admission Assessments for Residents with Diabetes in Residential Care

Assessment

Brief description

Importance

Skin integrity assessment
including Waterlow Score

The Waterlow score 1 is a well validated measure of
the estimated risk of a person developing a pressure
area (sore). It should be routinely undertaken by care
staff on admission and repeated at later stages on a
frequent basis.

Medication review and
Management

Some form of medicine management should operate
within each care home. This will include safer
prescribing, monitoring/reviews of medicines, and
stopping unnecessary medicines. Tools such as the
Beers Criteria 2 and the STOPP-START tool 3 can assist
this process.

Risk assessment for
hypoglycaemia

Hypoglycaemia assessment tools are not commonly
employed and few lack a good evidence base for
their use. The McKellar Guidelines use a
Hypoglycaemia risk assessment tool (a 1-page
questionnaire). 4

Foot risk assessment

A foot risk assessment should be a mandatory
requirement in British care homes on admission. The
frequency of further assessments should also be
planned based on foot health and the presence of
diabetes-related complications. A foot care plan
should be made for each resident. The Touch the
Toes Test 5 can offer a method of judging sensation;
the Neuropad test 6 is an objective measure of small
fibre function in the assessment for neuropathy.
See table 1 (section B) of assessments for cognition

Skin integrity is often a good marker of
nutritional health and wellbeing. Vulnerability
to developing pressure sores is enhanced in
residents with diabetes particularly in those
with a history of poor nutrition, weight loss,
cognitive issues or frailty
This mainly involves primary care via CCG/PCN
pharmacists. The avoidance of unnecessary
medicines reduces costs, harms including falls,
and the adverse effects of medications and
interactions. Safer and more focussed
treatment helps to prevent a decline in health
status.
Care staff should be trained in recognising
hypoglycaemia symptoms and how to act to
treat hypoglycaemia – this will involve learning
how to assess hypoglycaemia risk. The relevant
GP and community pharmacist and community
nursing teams can also assist in this education
process. Hypoglycaemia can lead to
unnecessary hospital admissions and increased
healthcare expenditure. Hypoglycaemia has
significant negative effects on health, wellbeing
and quality of life.
Further education and training in foot care can
be given by the GP and/or the community
nursing teams. Prevention of foot disease
should be a major priority to maintain health,
independence and mobility. Good preventative
foot care and early treatment of diabetes foot
disease are paramount to preventing
unnecessary foot/limb amputations.

Cognition assessment
using a Mini-Cog
procedure or 6-item
cognitive impairment test
(6-CIT)
Mood assessment using
the GDS-15, Beck
Depression Inventory
(BDI) or the 9-item
Patient Health
questionnaire (PHQ-9)
Activities of daily living
(ADL) or instrumental
activities of daily living
(IADL)
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See table 2 (Section B) on assessments of mood and
depression

Barthel ADL 7 and Lawton IADL 8 scales are commonly
employed and are questionnaire methods only.

Early detection of cognitive deficits can
improve management of future care needs and
can assess the risk of delirium and modify
glycaemic targets. Care staff should liaise with
primary care and community nursing teams to
learn about how to deploy these scales in
routine clinical practice.
Early detection of mood deficits can lead to
early drug treatment and enhance
management of future care needs. Care staff
should liaise with primary care and community
nursing teams to learn about how to deploy
these scales in routine clinical practice.
Maintenance of physical function and
instrumental activities of daily living can help to
maintain independent and self-care abilities.

Frailty assessment using
the FRAIL test or Clinical
Frailty Scale (CFS)

See table 3 (section B) of assessments on frailty. A
decline in BMI may be an indicator of developing
frailty.

Nutritional screening
(using the MUST tool)
including hydration status

Care homes should be responsible for the initial
nutritional screening of a resident. A sound history
and physical examination are essential – a
community nurse or GP assessment should be
encouraged particularly if there are concerns raised
by care staff. The MUST (Malnutrition Universal
Screening Tool) 9 is a 5-step questionnaire algorithm
which screens adults for malnutrition or to identify
those at risk of malnutrition. It also supports the
development of the nutrition care plan in
conjunction with local nutrition policies, It is wellvalidated and promoted to encourage consistency
across all health and care settings.
The TUGT 10 requires an experienced clinician to
assess all the relevant information to assess risk of
falling.
The Turn 180 degree test 11 alerts the clinician to
whether further assessment is required.

Falls risk assessment:
several multifactorial risk
assessment tools are
available. NICE (2013/19)
recommends the Timed
Up and Go test (TUGT)
and the Turn 180 degree
test.
Pain assessment –
various scales and
approaches are present
depending on the ability
of a resident to selfreport. Treating the
underlying cause is
always a worthwhile goal
if possible.

RCP/BGS/BPS national guidelines exist for
assessment and management of pain in older people.
Use of self-report, verbal or numerical rating scales,
pain thermometers and coloured VAS (for those with
cognitive impairment/dementia), Abbey Pain Scale 12
and Brief Pain Inventory 13 are available. The PAINAD
scale 14 for advanced dementia can also be employed
in care homes.

Early detection of frailty can result in nutritional
and exercise interventions, and reduce
likelihood of early disabling disease. Glycaemic
targets may require modifying. The GP or
community nursing teams should assist care
staff (by training and education actions) to
undertake frailty screening on a routine basis.
Residents of care homes often have multiple
nutritional deficiencies which can affect their
health status, well-being and response to
treatments.
If there are concerns about hydration status,
record fluid intake and losses and discuss
concerns with GP/community nurses, and/or
dietitians who should undertake a more
detailed history, assessment and physical
examination.

Residents of care homes have multiple risk
factors for falls which predispose them to injury
including large bone fractures. A fall may result
in worsening physical performance and further
loss of independence. The presence of
cognitive impairment increases the risk of
falling even in the presence of other risk
factors. The TUGT and 180 degree tests are
relatively easy to use by most care staff
although senior staff usually undertake these
assessments.
Symptoms of pain in residents with diabetes
can range from minor aches to excruciating and
lancinating pain. Pain is often diagnosed late
particularly in residents who cannot
communicate effectively (e.g. those with
dementia). Untreated pain can determine the
health status and level of quality of life an
individual resident sustains. Similarly, untreated
pain can lead to a significant mood disorder.
Senior care staff should become familiar with
these assessment scales and community-based
nursing teams can provide instruction if
required.
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Section A, Table 2: A Proposed NAPCHD Ongoing Assessments for Residents with Diabetes

Assessment
Annual review of
appropriate
glucose targets
for each resident
with diabetes

Brief description

Importance

The main focus should be on achieving the
best control possible without producing
symptoms and avoiding hypoglycaemia and
metabolic decompensation particularly in
those residents with severe frailty or
dementia.

Although care needs to be individualised there is a need to adjust
targets to functional status including the severity of frailty 1-3: a
majority of care home residents will be frail as well as disabled so
only targets relating to B or C are likely to apply. Care staff should
consult with their local community nursing team or GP what
targets should apply to their residents with varying degrees of
functional loss or frailty.

Capillary Blood Glucose (CBG) testing
Care home staff trained in CBG testing should
aim to undertake regular once-twice daily
(more often in acute illness) pre-meal capillary
blood glucose testing – and aim to keep the
level between 6-9 mmol/L pre-meal, and 7
and 12 mmol/l 2h post-meal. This will apply to
residents who have type 1 diabetes or who
are type 2 patients on insulin or sulphonylurea
therapy, or who are having frequent
hypoglycaemic episodes, or who are unwell.
For residents who are generally well on
dietary controlled type 2 diabetes or who are
on a stable regimen of oral glucose-lowering
agents, a twice-weekly schedule of CBG
testing may be more appropriate.

A blood pressure
measurement
every 3-6 months

Blood pressure (BP) estimates are often
neglected in care home residents but should
be performed regularly. Achieving good BP
control may be of more cardiovascular benefit
in those residents who are independent or
only mildly frail, those with known
hypertension, or those with renal impairment.

A.Functionally independent or evidence of mild frailty
Target range HbA1c - 53- 58 mmol/mol
Medication review if HbA1c < 53 mmol/mol.
B. Functionally dependent/moderate frailty
Target HbA1c 53 -64 mmol/mol
Medication review if HbA1c < 53 mmol/mol
C. Marked functional loss/severe frailty
Target HbA1c 58-69 mmol/mol
Medication review if HbA1c < 58 mmol/mol

A. Functionally independent or evidence of mild frailty
Aim for BP < 140/90 mmHg
B. Functionally dependent/moderate frailty
Aim for BP < 140/90 mmHg
C. Marked functional loss/severe frailty
Aim for BP <150/90 mmHg
All residents should also receive a standing blood pressure (BP)
determination to identify any significant falls in BP which may
contribute to lightheadedness, falls and a feeling of unsteadiness.
A fall of ≥20mmHg in systolic BP or ≥10 mmHg in diastolic BP
requires clinician review of medication and the health status of
the resident

HbA1c
measurement
every 6 months.

This should be performed every 6-12 months
or earlier if acute illness supervenes unless a
specific contraindication exists

3-monthly
management and
medication
review

Some form of medicine management should
operate within each care home. This will
include safer prescribing, monitoring/reviews
of medicines, avoiding inappropriate
polypharmacy, and stopping unnecessary
medicines.
The major risk factors for hypoglycaemia are
use of insulin or sulphonylureas. A history of
previous hypoglycaemia will predict future
hypoglycaemia. Glucose reading regularly
below 6 mmol/L should trigger a clinician

Annual risk
assessment for
hypoglycaemia
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Care staff should seek advice from the local community nurse
team or GP on how to interpret HbA1c levels in the context of the
resident’s health status and diabetes condition. In this group, care
needs to be taken with interpreting HbA1c in light of anaemia,
chronic renal disease or iron deficiency. A HbA1c less than 53
mmol/mol (7.0%) also indicates a need for medication review.
The relative advantages/ disadvantages of each medication class
change with age and frailty. Regular review is required as
prescribing circumstances may change rapidly (for example
deterioration in renal function). Care staff should discuss any
concerns with the local primary care pharmacist. All post-hospital
discharge plans should be reviewed for medication changes.
Hypoglycaemia is often undiagnosed and care staff should be alert
to its varying effects in residents with diabetes. Hypoglycaemia
can lead to unnecessary hospital admissions and increased
healthcare expenditure. Hypoglycaemia has significant negative
effects on health, wellbeing, and quality of life.

Assessment of
diabetes care for
individuals who
have been
admitted to
hospital.

3-monthly
assessment of
individuals using
insulin.

review in people with moderate to severe
frailty.
An admission to hospital should trigger a reassessment of glucose targets and a
medication review by the inpatient medical
team prior to discharge back to the care
home. This information should be part of the
transitional arrangements for each resident
with diabetes. Other assessments include a
nutritional screening assessment as part of the
need to optimise a resident’s health status.
Injection technique

Injection sites

Self-management technique

Annual review of insulin type and delivery
device

Annual GP
practice level
audits of diabetes
care.

At GP practice level review of care home
residents should be performed for:
•
All residents with diabetes related
admissions to hospital
•
All residents with reported
frequent hypoglycaemia
•
All residents with a HbA1c
consistently above 69 mmol/mol
•
All residents with a HbA1c < 53
mmol/mol

Hyper- or hypoglycaemia may have contributed to the admission
even if this is not the obvious reason for admission.

For a proportion this will be self –injection and needs to be
reviewed as part of an overall assessment of self-management.
Where staff are responsible for administering insulin, an annual
review of their competency in administration is required
Injection sites should assessed frequently but documentation of
an inspection should be performed annually. Care staff should
seek advice from community nursing teams including diabetes
specialist nurse if required.
Self-management is usually the safest way to administer insulin
and adjust diet. Although a resident may have advanced skills
developed over many years this can become difficult with
increasing frailty or cognitive decline. This needs to be recognised.
A sensitive discussion with the resident should explore what
additional support may be required.
The specific needs of the individual will change and technology
provides new insulins and new devices. An annual review
undertaken by the care staff in liaison with both the community
nursing team or primary care team should be performed and any
changes undertaken in alignment with local prescribing guidance.
Although this list is not exhaustive it provides a minimum level of
oversight of an ‘at-risk’ group of residents. These reviews may be
performed in conjunction with a diabetes specialist and is an
important role of a community diabetes specialist service.
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Section A, Table 3: A proposed NAPCHD Vaccination Schedule for Care Home Residents with Diabetes
The vaccination status of residents within care homes has now become a topical issue following the impact of the covid-19
pandemic. Care home managers should seek guidance on what vaccinations need to be considered in individual residents with
diabetes. This guidance can be obtained via their local primary care teams and public health departments who will advise on
whether some upskilling (to give vaccines) by particular members of the care staff will be necessary or whether alternative
arrangements to immunise will be offered. Agreement with the resident and/or carer/family should be sought on all suggested
vaccinations.
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Name of Vaccine-

Comments

Preventable Disease
Influenza

Annual process; usually inactivated vaccine given; about 5% have reactions – usually upper
respiratory tract infections; about 1 in 10 only care home residents may respond positively with
seroconversion although higher vaccine doses and better nutrition may improve these results.
Mortality does not appear to be affected in older people above 85 years of age

Pneumococcal Infection

To protect against streptococcus pneumoniae predominantly; 23-valent Pneumococcal
polysaccharide vaccine is used in most European countries for adults aged over 60 years; efficacy
varying with age of the population and is 0-22% in those aged 85 years and over 1; antibody levels
wane after 5 years but repeated vaccination in older people is not known at present to confer any
further benefit. A 2010 placebo controlled RCT 2 from Japan has demonstrated reduced
pneumococcal pneumonia and mortality in nursing home residents given the vaccine.

Herpes Zoster (Shingles)

Shingles generally occurs in those older than 70 years where the disease can be quite debilitating
and painful. 1 A complication called post-herpetic neuralgia can be as frequent as 1 in 2 people
aged 80 years and over. The use of the vaccine has dramatically cut the incidence of both shingles
(by a half) and post-herpetic neuralgia (by two thirds).

Covid -19

During the last 18 months there has been a major campaign to double vaccinate all eligible care
home residents with one of the approved covid-19 vaccines. Booster doses have been offered as
of Autumn 2021. It is now not mandatory that all care staff are double vaccinated (apart from
medical exemptions) as a condition of employment from November 2021.

Hepatitis B

Advised in the United States for adults with diabetes to prevent hepatitis B virus infection which
can cause lifelong infection, hepatic cirrhosis, liver cancer and failure, and death.3 No information
on using hepatitis B vaccination in care home residents with diabetes is available in the UK.

Diphtheria, Tetanus and

Advised in the United States for adults with diabetes to protect against these diseases. All adults

Pertussis

who have never received this vaccine should receive a dose. Booster doses can be given every 10
years or after 5 years if a deep infected wound has occurred. The practice of offering this vaccine
in care home residents with diabetes in the UK is unknown.
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Nutritional Screening in the Care Home – the MUST tool
The NAPCHD advocates that each resident with diabetes should be screened for malnutrition using a validated nutritional screening
tool (e.g. MUST) at the following times: Within 14 days prior to admission (or any recent history of weight loss recorded), on
admission (within 72 hours) to a care home and at monthly intervals (if MUST Score is 0) depending on any weight loss, acute illness,
or overall decline in health status such as the development of cancer. The calculation steps for the MUST (Malnutrition Universal
Screening Tool) 1 are shown below:
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Referral to local malnutrition guidelines is essential. The MUST tool should be used by care staff who have received instruction on its
application in care homes. Guidance from BAPEN can be obtained via: Malnutrition Universal Screening Tool (bapen.org.uk)
1

Elia M. Screening for malnutrition: A multidisciplinary responsibility. Development and Use of the Malnutrition Universal Screening Tool (‘MUST’) for

Adults. Redditch: BAPEN; 2003.
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Nutritional Intervention Schedule for Care Home Residents with Diabetes:
The table below recommends the dietary approach for healthcare professionals and carers supporting older residents with diabetes.
These recommendations are based on best clinical practice by diabetes specialist dietitians with experience in the care home setting.
Such recommendations should inform the development of training sessions for health and care staff. It is important that care home
managers and chefs liaise with community dietitians (particularly those who have a role in local diabetes care pathways) to discuss
the nutritional needs of residents whose health status is poor or declining in order to optimise outcomes.

Recommendation

Reason/Comments

Regular meals and snacks containing a source of starchy

Understanding carbohydrate sources/types, portion sizes and

carbohydrate e.g., bread, potato, rice, pasta, breakfast cereal.

their effects on blood glucose levels will support improved blood

Encourage slow-release carbohydrates if possible – for example

glucose management and limit the extremes – marked

wholemeal varieties of bread, pasta, rice, potatoes with skins,

hyperglycaemia & hypos.

breakfast cereals with no added sugar.

Not all cultures are used to having three meals a day, choosing to

Portion size guidance should be included especially regarding

have 2 larger type (especially rice-based) meals instead.

carbohydrates.

Residents may tire as the day progresses resulting in managing
only 2 main meals. Presence of frailty, malnutrition, poor appetite
may also necessitate a smaller meal and snack approach.
Wherever possible strategies should be employed to avoid
skipping meals or going for long periods without a meal/snack.

Generally, aim for some consistency wherever possible with

To support diabetes medication alignment with meals and snacks.

regard to meal and snack timings.
Do Not offer a sugar free diet but try to encourage avoidance of

These are quick “sugar savings”. Small changes like this can

sugary drinks or adding sugar to drinks or cereal. Avoid full sugar

enable a pudding to still be enjoyed. Try to encourage plainer

jelly. Instead encourage the use of sugar-free artificial sweeteners

variety of cakes/biscuit options more of the time.

to sweeten drinks and cereal or avoid altogether. Opt for sugar-

These strategies will help to maintain choice of enjoyable foods

free jelly and custard/sauces.

for quality of life, whilst reducing the effects on blood glucose
levels.

What to recommend with fruit.

Fruit does contain carbohydrate and will affect blood glucose

Continue to offer 2-3 portions (handful size) of a variety of fresh

levels. A common sense approach is needed. Fruit is a good

fruit daily. Make up the rest of the 5 a day with plenty of

source of vitamins and minerals. In a care home environment,

vegetables.

portions are unlikely to be excessive.

Be aware that fruit juice, fruit smoothies and dried fruit are high
in sugar and decisions regarding suitability should be discussed
on an individual basis.
Drain and discard the juice (syrup or fruit juice) when using tins of
fruit.
Encourage balanced meals – containing protein, starchy

This will support blood glucose management, especially if there is

carbohydrate, and vegetables.

a tendency to avoid food groups. It will also ensure that the diet is
rich in a range of nutrients for health and wellbeing.

For those identified at risk of or suffering from malnutrition,

A modified food first approach can be offered where blood

food first principles are recommended. This involves fortifying

glucose levels are very variable/more difficult to manage. For

the diet with extra nutritious ingredients to increase protein and

example, fortifying with savoury/sugar free ingredients such as

calorie content, vitamins, and minerals. Strategies such as smaller

cheese, cream, fortified milk, nut butters where possible. Savoury

meals and snacks that help to encourage a poor appetite and

nutritious snacks such as mini sausage rolls, cocktail sausages,
small scotch egg, cheese, nuts, whole natural Greek yoghurt are
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having nutritious drinks and snacks in between meals are also

suitable savoury snack examples. Opt for lower sugar nutritious

recommended.

drinks – e.g., fortified whole milky coffee rather than milk shake

Some of these nutritious drinks and snacks are higher in

powder.

carbohydrate but these may well be tolerated by many older
people with diabetes without undesirable effects on blood
glucose management.
It is essential to seek HCP (health care professional) support for

Oral nutritional supplements and home-made ones will raise

persistent high levels of glucose (chronic hyperglycaemia),

blood glucose levels. Seek HCP/specialist diabetes support first

which may well be a major contributory factor in weight

for a medication review as this may negate the need for

loss/inability to gain weight. A review of diabetes medication to

aggressive oral nutritional support IF the weight loss/poor

improve blood glucose management in such circumstances is also

nutritional status is due to chronic hyperglycaemia.

likely to support weight gain.
Avoid foods sold as “diabetic foods”.

These still affect blood glucose levels, are expensive and can have
a laxative effect.

Meeting hydration needs

Ensure sufficient sugar-free fluids. Offer nutritious drinks if
suffering from/at risk of malnutrition. Consider in your
calculations fluid contained within foods. The care plan should
include any necessary fluid restriction if significant renal or liver
disease is present.

If a texture modified diet is required due to dysphagia, ensure

Pureeing/processing and choice of safe foods to achieve the

that all foods and drinks offered follow the texture

recommended texture may well result in higher post-prandial

recommendations made following speech & language therapy

blood glucose levels.

(SALT) assessment.

Further matters to consider/understand
Understand how to prevent, recognise, treat and when to seek help for high and low blood glucose levels (marked hyperglycaemia
and hypos). Consideration of when bedtime/other additional snacks may be necessary to prevent hypos.
Explore care home access to food supplies/procurement – a reliance on a single supplier may well limit food choices for the residents
with diabetes.
Move away from a “healthy eating, weight loss” message and instead understand the need for patient-centred care and what
“eating for health” means for each individual resident. This could be a diet to encourage weight gain and healing (i.e., fortified diet
high in protein) or a diet to improve blood glucose control but maintain weight, for example. Obesity should not be considered in
isolation – malnutrition (>10% recent unplanned weight loss in the obese), illness, sarcopenia and frailty can still be present and in such
circumstances encouraging intentional weight loss at this point is inappropriate. Each care plan should be agreed with the patient and
the managing HCP - specialist diabetes team, dietitian, GP, or community nurse/practitioner for example. Patient choice and quality of
life are vital in the discussions.
Carbohydrate counting maybe beneficial in a small number of patients where blood glucose levels continue to fluctuate. This should
always be implemented under the support of a HCP with appropriate skills and knowledge.
Consider importance in timing of food provision to medication administration, particularly when insulin is required.

Exercise: Proposed physical exercise schedules for residents with diabetes mellitus
The NAPCHD proposes that the delivery of physical exercise to residents with diabetes should be based on the principles outlined in
several recent publications and initiatives from Northern Spain that have had UK specialist input 1-5. The following two tables of
recommendations (Tables 4 and 5) represent mainly evidence-based guidance on exercise intervention in older adults. They do not
represent clinical trial evidence from residents with diabetes and they must be seen as a template for creating an exercise regimen
designed for those residents with diabetes in care home settings. The NAPCHD group will be creating such a regimen for piloting in
early 2022. When designing this regimen, the NAPCHD group will extrapolate the available information to residents particularly
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those in non-nursing care home settings where the degree of functional loss may not be totally irreversible. These recommendations
are also aligned with the International Task Force guidance previously referenced in the main body of the text for this Appendix
which is available at: RECOMMENDATIONS ON PHYSICAL ACTIVITY AND EXERCISE FOR OLDER ADULTS LIVING IN LONG-TERM CARE
FACILITIES: A TASKFORCE REPORT • The Journal of Nursing Home Research (jnursinghomeresearch.com)

Whilst these recommendations represent an optimum exercise strategy, it is recognised that many care homes will not have facilities
to conduct fully these recommendations and there are likely to be an unavailability of care staff particularly at busy routine activities
time to supervise residents in these exercise programmes. In addition, care staff who supervise exercise sessions will need skills
training in supervision complemented by extra knowledge of the benefits of exercise and how to keep sessions safe for all residents.
They will need to understand what the technical features are of exercise such as the Borg scale , HIIT, and 1RM but this instruction is
relatively easily learnt, 2 although with sufficient funding, a ‘buy-in’ exercise company should be able to offer this type of training in
care homes. Nevertheless, the benefits are likely to outweigh the risks and care home should try to make an effort to review this
guidance and implement what is feasible and practicable. Care homes will need help to design these exercise programmes by
bearing in mind what category of exercise such as resistance training, aerobic exercise or balance training can be implemented.
Clearly, some of the above exercise modalities will not be feasible within a care home setting.

However, many simple exercise regimens are available for older people living in care homes or who are becoming functionally
impaired living in their own homes. Such exercises are often undertaken with the resident sitting on a chair. These might include
overhead bend and reach exercise, squeezing shoulder blade exercises, knee extension exercises, neck rotation exercise,
walking/marching whilst sitting by lifting legs in turn, and chair push-up exercises. A number of small ball and large ball exercises can
also be deployed in care home settings to assist residents to remain as flexible and independent as possible. Other ideas for care
home residents include group exercise sessions such as movement to music, strength and mobility work, balance and falls training
(and prevention), cognitive stimulation exercises such as brain games, and adapting movement exercises such as Tai-Chi and Yoga,

Section A, Table 4 Research-based exercise recommendations for optimal ageing and maintenance of functional capacities in older
adults. Taken from reference 6
Resistance Training

Aerobic Exercise Training

Balance Training

Frequency
(days per week)
Volume

2-3

3-7

1-7

1-3 sets of 8-12 repetitions, 8-10
major muscle groups

20-60 minutes / session

Intensity

Start at 30-40% of IRM and
progress to heavier loads of 7080% IRM (15-18 on Borg Scale)
1-3 min rest between sets
Power training at 40-60% of IRM

12-14 on Borg Scalea (55-70% heart
rate reserve or maximum exercise
capacity)

Specific
Physiological
adaptations

Strength
Power
Hypertrophy
Endurance
Maximal aerobic capacity

Exercise
examples

Multiple and single joint
exercises (free weights and

Maximal aerobic capacity
Sub-maximal endurance
Cardiac contractility /stroke volume
Peripheral oxygen extraction
Arterial stiffness
Heart rate variability
Dancing
Cycling

1-2 sets pf 4-10 different exercises
emphasising static and dynamic
postures
Progressive difficulty as tolerated
Narrowing the base of support
Perturbation of ground support
Decrease in proprioceptive sensation
Diminished or misleading visual
inputs
Movement of the centre of mass of
the body away from the vertical or
stationary position
Dual tasking: adding a cognitive
distractor or secondary physical task
while practising a balance task
Dynamic stability
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Tai Chi
Standing yoga or ballet movements

machine) with slow to moderate
lifting velocity
Bench press and squat
Knee extensions and knee curls
Exercise selection can be varied
through alterations in body
posture, grip, hand and foot
stance, unilateral vs bilateral
exercises
Once body weight no longer
serves as a sufficient source of
overload, additional resistance
ben be provided by machines or
free weights as needed to ensure
progression.

Hiking
Jogging / long distance running
Swimming
Walking with change in pace and
direction
Treadmill walking
Stair climbing
Step-ups
Seated stepping
Recumbent cycling
May start with 5-10 mins and
progress to 15-30 mins. The
intensity is proportional to heart
rate and/or perceived exertional
scales if on beta blockers or has
pacemaker and can be increased
from moderate to vigorous
depending on fitness.

Tandem walking
Standing on one leg, stepping over
objects, climbing slowly up and
down steps
Turning
Standing on heels and toes, walking
on a compliant surface such as foam
mattresses
Maintaining balance on a moving
vehicle, such as a bus or train
Dual tasking: adding cognitive
distractor while maintaining balance
Many conditions in older adults
require balance training before
aerobic exercise/ gait retraining.

a. Original Borg Scale of Perceived Exertion from 6 (easy) to 20 (maximal); the Borg rating of perceived exertion scale, is a frequently
used quantitative measure of perceived exertion during physical activity. This is used to document the patient's exertion during a
test; 1 RM: considered to be the maximum amount of force that can be generated in one maximal contraction and is used for
determining an individual's maximum strength.
Section A, Table 5 Research-based exercise recommendations targeting optimal body composition for older adults. Taken from:
reference 6
Exercise
recommendations
Modality

Decreased adipose tissue mass
and visceral/central deposition

Increased muscle
mass and function

Increased bone mass and density
and reduced fracture risk

Aerobic or resistance training

Resistance training

Frequency

Aerobic: 3-7 days/week
Resistance: 3 days/week
Aerobic: 30-60 mins/session
Resistance: 2-3 sets of 8-10
repetitions of 6-8 muscle groups

3 days/week

Aerobic: 60-75% of maximum
exercise capacity (VO2 max or
maximum heart rate) or 13-14 on the
Borg Scale of perceived exertion
HIIT training: 85-95% peak heart rate;
1-4 intervals of 4 min. 3 days/week
Resistance: 70-80% of maximum
strength (one repetition maximum)
exertion

70-80% of maximum
capacity (one
repetition maximum)

Resistance training
High-impact activities (e.g., jumping
using weighted vest during exercise) if
tolerated by joints. Not recommended
for people with vertebral osteoporosis
Balance training
Resistance training: 3 days/week
Balance training: up to 7 days/week
2-3 sets of 8-10 repetitions of 6-8 muscle
groups
50 jumps per session for high impacta
2-3 repetitions of 5-10 different static
and dynamic balance postures
70-80% of maximum capacity (one
repetition maximum) as load
5-10% of body weight in vest during
jumps; jumps or steps of progressive
height
Practice the most difficult balance
posture not yet mastered.

Volume

Intensity

2-3 sets of 8-10
repetitions of 6-8
muscle groups

a. Thus far proven only in premenopausal women and adolescents or when combined with resistance training/multi-modality
exercise in older adults.; HIIT: High-intensity interval; VO2 max: this is the maximal oxygen consumption (or maximal oxygen uptake
or maximal aerobic capacity) and represents the maximum rate of oxygen consumption measured during incremental exercise; that
is, exercise of increasing intensity

References
1. Izquierdo M, Morley JE, Lucia A. Exercise in people over 85. BMJ 2020;368:m402
2. Courel-Ibáñez J, G. Pallarés J, García-Conesa S, Buendía-Romero A, Martínez-Cava A, Izquierdo M. Supervised Exercise (Vivifrail) Protects
Institutionalized Older Adults Against Severe Functional Decline After 14 Weeks of COVID Confinement. J Am Med Dir Assoc. 2021 Jan; 22(1): 217–
219.e2.
3. Izquierdo M, Laosa O, Cadore EL, Abizanda P, Garcia-Garcia FJ, Hornillos M, López-Pavón I, Sinclair AJ, Rodríguez-Mañas L, Two-Year Follow-up of a
Multimodal Intervention on Functional Capacity and Muscle Power in Frail Patients With Type 2 Diabetes. JAMDA 2021; 22:1906-1911

21

4. Cadore DL, Izquierdo M. Exercise interventions in polypathological aging patients that coexist with diabetes mellitus: improving functional status
and quality of life. AGE (2015) 37: 64
5. Martínez-Velilla N, Valenzuela PL, Sáez de Asteasu ML, Zambom-Ferraresi F, Ramírez-Vélez R, García-Hermoso A. Effects of a Tailored Exercise
Intervention in Acutely Hospitalized Oldest Old Diabetic Adults: An Ancillary Analysis. J Clin Endocrinol & Metab 2021; 106 (2): e899–e906
6. Izquierdo M, Merchant RA, Morley JE , Anker SD , Aprahamian I, Arai H, et al. International Exercise Recommendations in Older Adults (ICFSR):
Expert Consensus Guidelines. J Nutr Health Aging 2021; 25(7): 824-853

Section A: Schedules 1 (seated large ball exercises) and 2 (seated (chair) exercises
In the earlier tables 4 and 5, we have presented the ‘technical’ side of physical exercise where equipment and trained instructors are
more likely to be required, and residents needing to be in relatively moderate health to be able to participate. However, in schedules
1 and 2 below, we have presented a series of exercises which can be performed relatively easily within most care home settings and
are suitable for most categories of residents including those with moderate to severe frailty. These exercises will maintain power and
flexibility of both upper and lower limbs and give residents a degree of mental wellbeing because of their active participation in real
exercise. These small programmes are meant to be basic starts only by a care home in motivating residents to engage.
Significant developments in motivating care homes to participate in exercise classes have already taken place in the East of England
via support and encouragement from NHS England and NHS Improvement. Essex County Council have particularly been innovative in
supporting exercise programmes for care homes. The Active Essex Find Your Active programme is a highly innovative care home
development introducing these programmes in pilot studies involving two members of staff per care home have resulted in
reductions in residents’ agitation, improvements in sleep, improved appetites, and better hydration. Please see: activeessex.org
An examples is: Strength & Balance for Care Homes – a two part programme designed to improve physical wellbeing. A screening
tool helps care staff decide whether residents should be seated or standing when exercising. Another example is by the Arts of
Cornwall and the Isles of Scilly: Dancing for Older Peoples’ Health and Well-being Toolkit at: Dancing for Older Peoples' Health and
Well-being Toolkit (pdsw.org.uk). It comes with an Inspiration Film (DVD) that contains footage of different approaches to seated
dance activities, together with advice and guidance from dance practitioners, care staff and participants
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Schedule 1: Seated large ball exercises for residents with diabetes in care homes to be performed twice
weekly
Front Arm Raises

1.

Begin seated, holding a ball in both hands with your palms facing each
other.

2.

Extend your arms forward so the ball rests on your legs with your
elbows slightly bent.

3.

Slowly raise your arms to life the ball to shoulder level, then lower back
down, taking about 3 seconds to raise and lower.

4.

Repeat 6-8 times.

Tummy Twists

1. Begin seated, holding a ball with hands close to your stomach and elbows slightly bent.
2. Slowly rotate your torso to the right as much as you comfortably can, while keeping the rest of your body stable.
3. Return to the centre and repeat on the left.
4. Repeat until you complete 4 twists per side.
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Schedule 2: Seated (chair) exercises to be performed twice weekly by each resident
Overhead bend and reach
1. Raise both arms above your
head.
2. Lower your right arm and
lean to the right. Feel the
stretch in your left side.
3. Hold for at least 15 seconds
4. Return to your original
position with your arms over
your head.
5. Drop you left arm and lean
to the left.
6. Repeat 2 to 4 times toward
each side.

Shoulder blade squeeze
1.

2.

3.
4.

Lift your arms near the
level of your shoulders
with your elbows
pointed straight out.
Bring your elbows back
while you squeeze your
shoulder blades
together. Don’t lift or
shrug your shoulders as
you are squeezing.
Hold for 6 seconds.
Repeat 4 to 6 times.

Knee extension
1. Straighten and lift one
leg, and hold while
you slowly count to 5.
Be sure you don’t lock
your knee.
2. Slowly lower your leg
back down.
3. Repeat 4 to 6.
4. Do the exercise with
the other leg.
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Neck rotation
1. Keeping your chin
level, turn your
head to the left,
and hold for at
least 15 seconds.
2. Turn your head to
the right and hold
for at least 15
seconds.
3. Repeat 2 to 4 times
on each side.

Marching in place
1. Sit with your feet slightly
apart and keep your
hands at the edge of your
chair or on the armrests.
2. March in place, lifting
your knees high toward
the ceiling. Remember to
breathe normally.
3. Keep marching in a
smooth rhythm for 1
minute. Work up to
marching for 5 minutes
or longer.

Chair push-ups
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1. Sit tall with your feet flat on the floor and spread comfortably apart.
2. Grip the armrests, and take a deep breath in.
3. Breathe out, as you use your arms (not your legs) to push your body off the chair. Straighten your arms as
much as you can.
4. Hold for about 1 second, and then lower yourself back into the chair.
5. Repeat 6 to 8 times.

Section B: NAPCHD proposed care home assessments for: Cognitive dysfunction, Depressive Disorder and Frailty
In Section B, we provide the background and rationale for undertaking the assessments of cognition, mood and frailty, details of
acceptable instruments and tools for undertaking these assessments, and associated bibliography. These are assessments that
should not necessarily be left for nurses or doctors to undertake. As part of our review of these areas, we have provided lists of the
assessment instruments that are available but each care home should try and become familiar with probably only two from each list,
and ensure they receive training in their application from a community nurse or a member of the primary care team. This will include
knowing when to discuss results with a senior member of staff and when to seek help and advice from a healthcare professional
working in the community or primary care.
Cognition assessment tools
The Mini-Mental State Examination (MMSE) is a common method for screening and monitoring for the progression of dementia. 1
However, scores can be affected by baseline education level, language and cultural barriers. Also, it does not contain much capacity
to test frontal or executive functions. The standardised MMSE (S-MMSE) incorporates the same MMSE questions but with a clear
guidance on the administration, scoring and time allocated each component to reduce the inter-rater variability. 2 The Modified Mini
Mental Status Examination (3MS) is an extension of the MMSE with additional components of verbal fluency, frontal and executive
functions and extended memory testing. 3 The MMSE now requires permission (and a possible fee) in order to use this method of
assessment. The Montreal Cognitive Assessment (MoCA) is a brief cognitive screening tool with higher sensitivity and specificity for
detecting mild cognitive impairment in patients who scored normal in the MMSE. 4 The MoCA also requires a degree of mandatory
training in its application and use. Addenbrooke’s Cognitive Examination-III (ACE-III) is an extended version of the MMSE that
contains more detailed components for frontal and executive functions. Low scores in individuals who do not have a clinical
diagnosis of dementia are predictive of the future development of dementia. 5 Brief tools are available that can be easily used in
care homes for initial screening. The Abbreviated Mental Test (AMT) is a brief 10-item scale used as a quick screening for cognitive
dysfunction in older people suitable in busy settings. 6 The Mini-Cog is a quick a three-word recall and clock drawing test. Cognitive
dysfunction is detected if patient is unable to recall any of three words (with normal clock drawing) or if recalls only 1 or 2 words
(with abnormal clock drawing). 7 Six-Item Screener (SIS) consists of three orientation questions (day, month and year) and a three
items derived from the MMSE. Each item scores one point, with a lower score ≤3 signifying cognitive impairment. 8 Six-Item
Cognitive Impairment Test (6CIT) consists of six items that include one for memory, two for calculation and three for orientation. The
test is easily administered by a non-physician and has been shown to discriminate among mild, moderate, and severe cognitive
deficits. 9 Clock Drawing Test (CDT) is a screen for visuospatial, frontal and executive impairment. There are various scoring systems
but the easiest is to give one point for correctly drawn clock and 0 point for incorrectly drawn clock indicating presence of cognitive
dysfunction. It has the advantage of being relatively easy and independent of language, education or cultural factors. 10 Main
cognition assessment tools are summarised in Table 1.

Table 1: Cognition assessment tools
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Tool
Mini-Mental State
Examination. (MMSE) 1

Criteria

Advantage

30-points score with a score of <25 indicates
cognitive impairment.

Validated in different populations and different
languages.

Standardised MMSE
(S-MMSE). 2

30-points score with a score of <25 indicates
cognitive impairment.

MMSE with Strict guidelines and standardised
administration.

Modified MMSE. (3MS) 3

100-points score with a score of <78 indicates
cognitive dysfunction.

Extended scoring including extra tests for
frontal and executive functions.

Montreal Cognitive
Assessment. (MOCA) 4

30-point score with a score <26 indicates cognitive
impairment.

Validated in different populations and different
languages.

Addenbrooke’s Cognitive
Examination-III (ACE-III).

100-points score with a score of <88 indicates
cognitive dysfunction.

Extended scoring including extra tests for
frontal and executive functions.

Abbreviated Mental Test
(AMT). 6

10-points score with a score of <8 indicates
cognitive dysfunction.

Easy to use for initial screening of cognitive
dysfunction.

Mini-Cog. 7

2-components of 3-items recall test and a clock
drawing test.

Six-Item Screener (SIS). 8

6-points score with a score of ≤3 indicates
cognitive dysfunction.

Easy to perform in the community with little
training, takes only 3 minutes and less affected
by language.
Easy to use for initial screening of cognitive
dysfunction.

Six-Item Cognitive
Impairment Test (6CIT). 9

6-items with scores 0-28, >8 indicates cognitive
dysfunction.

Clock Drawing Test
(CDT). 10

One point for normally drawn clock and o point for
abnormal clock.

5

Easy to use with discriminatory ability between
mild, moderate and sever cognitive
dysfunction.
Easy, fast and no training required to perform.
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Depression assessment tools
Depression diagnosis and treatment is an important aspect of the holistic assessment and care of older people especially those living
in care homes who are likely to have multiple comorbidities, disabilities and high prevalence of depression. The short versions (15,
10 and 4 items) of Geriatric Depression Scale (GDS) are good methods of screening for depression. Simple to administer with no
prior psychiatric knowledge required and suitable for older people with comorbid depression and cognitive dysfunction like those
living in care homes. The shorter of these (GDS-4) is of limited clinical value in monitoring the severity and may be better as an initial
screening tool. 1 The Patient Health Questionnaire (PHQ-9) has been validated for use in primary care. It is mainly used for
monitoring the severity of depression and response to treatment. Depression can first be screened for by the Patient Health
Questionnaire (PHQ-2) and if positive, the PHQ-9 can then be used. 2 The Beck Depression Inventory (BDI) is a 21-item, self-report
rating inventory that measures characteristic attitudes and symptoms of depression and takes only 10 minutes to complete. 3 The
Center for Epidemiologic Studies Depression Scale (CES-D) is a self-rating 20-item to screen for depression in general population in
and patients with chronic diseases in primary care. 4 Hamilton Depression Rating Scale (HAM-D) is a widely used clinician-rated scale
for the assessment of depression severity in patients who are already diagnosed with a depressive disorder. 5 The MontgomeryAsberg Depression Rating Scale (MADRS) focuses on the core mood symptoms such as sadness, tension and suicidal thoughts rather
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than somatic symptoms of depression. It is used to assess the severity of depression among patients already diagnosed with
depression and their response to therapy. 6 The Quick Inventory of Depressive Symptomatology (QIDS) is designed to assess the
severity of depressive symptoms. The seven day period prior to assessment is the usual time frame for assessing symptom severity
and is a time-efficient scale suitable for use in primary care practice. 7 The Life Satisfaction Rating (LSR) is a short and fast to
complete scale to assess subjective wellbeing and successful ageing in older people. 8 The Cornell Scale for Depression in Dementia
(CSDD) is designed to assess the severity of depressive symptoms in patients with dementia. IT evaluates depression severity once
depression has been established, rather than determining whether a diagnosis is present. Administration requires two steps. The
first step is a semi-structured interview of the patient's carer using the CSDD items to evaluate the patient's behaviours over the past
week then a second step to interview the patient using the same items. It is largely objective scale that makes minimal use of
subjective responses. 9 The Zung Self-Rating Depression Scale (SDS) provides assessment of depression rather than a diagnosis. It is
also a tool for monitoring changes in depression severity over time. 10 Main depression assessment tools are summarised in Table 2.
Table 2: Depression assessment tools
Tool
Geriatric Depression Scale
(GDS), short forms. 1

Criteria

Advantage

15, 10 and 4-point scales that focus on psychiatric
symptoms, ideal for assessing clinical severity of
depression and monitoring treatment

Questions are a yes or no, easy to
understand, suitable for older people who
may suffer from cognitive dysfunction.

Patient Health
Questionnaire-PHQ-9. 2

9-point scale to screen for how often patients suffer
from symptoms that may suggest underlying
depression over the last two week period.

It can also measure severity, a scores of 5,
10, 15, and 20 suggest mild, moderate,
moderately severe and severe depression,
respectively.

Beck Depression Inventory. 3

21-point scale that provides a quantitative
assessment of the intensity of depression.

Can be self or interviewer reported and
takes only 10 minutes to be administered.

Centre for Epidemiologic
Studies Depression Scale
(CES-D). 4

20-item scale that measures major dimensions of
depression experienced over the preceding week.

Self-reported, can be used in primary care
settings.

Hamilton Depression Rating
Scale (HAM-D). 5

21-item scale administered by health care
professional and takes 15-20 minutes to complete.

Can be used in clinical practice for
assessment of the severity of depression,
changes in its severity over time and
efficacy of treatment.

Montgomery-Asberg
Depression Rating Scale
(MADRS). 6

10-item scale designed to measure the severity of
depression and can be completed in 20-30 minutes.

It is an adaptation of the HAM-D scale
with a greater sensitivity of change in
depression severity over time.

Quick Inventory of
Depressive Symptomatology
(QIDS). 7

16-item scale that is available in both self-report
(QIDS-SR) and clinician-rated (QIDS-C) formats.

Highly acceptable in clinical practice and
takes only 5-7 minutes to complete.

Life Satisfaction Rating (LSR).

5-point scale that measures life satisfaction in older
people >50 years old.

Measures wellbeing and successful ageing
and takes only 10 minutes to complete.

Cornell Scale for Depression
in Dementia (CSDD). 9

19-item scale based on depressive signs and
symptoms during the week prior to interview, takes
30 minutes to complete.

Designed to screen for depression among
patients with dementia.

Self-Rating Depression Scale
(SDS).10

20-item scale that covers affective, psychological
and somatic symptoms associated with depression.

Self-reported, takes only 10 minutes to
complete, can be used in primary care.
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Frailty assessment tools
Frailty can be screened for by using Fried criteria which can predict adverse health outcomes. This tool combines a total of five
variables, three are self-reported: weight loss, exhaustion and reduced physical activity; and two measurements: weakness assessed
by grip strength and slowness measured by gait speed. 1 Clinical frailty scale (CFS) is a 9-point scale that describes patient’ functional
characteristics and predicts mortality. It uses pictures that aid in stratifying patients into different levels of frailty based on their
function and can be used easily in the setting of care homes. 2 FRAIL scale is another suitable tool in care homes as it does not
require measurements. 3 It asks only 5 questions which cover fatigue, resistance (climbing stairs), ambulation, number of illnesses
and loss of weight. The 35-Items Rockwood frailty index and the electronic frailty index use data collected as part of comprehensive
geriatric assessment and can be applied electronically to a large number of population where their clinical data is recorded in
primary care practice. 4, 5 PRISMA Questionnaire is a 7-item questionnaire to identify frailty and is suitable for postal completion. A
score of >3 identifies frailty. 6 Frailty trait scale is a short tool based on measurement of three dimensions of nutrition, physical
activity and nervous system that can predict risk of hospitalisation and mortality. 7 The Survey of Health, Ageing and Retirement in
Europe (SHARE) frailty tool is similar to Fried measurement criteria of exhaustion, loss of appetite, weakness, walking difficulties and
low physical activity and is validated for use in primary care. 8 The Gérontopôle frailty tool is designed to screen older people with
no physical disability as an initial questionnaire aimed at increasing awareness of frailty. 9 The Edmonton frail scale is another tool
that does not require special training in geriatric medicine and can be easily administered in care homes. 10 Main frailty assessment
tools are summarised in Table 3.
Table 3: Frailty assessment tools
Tool
Fried’s phenotype. 1

Criteria

Advantage

5-point scale: weight loss, exhaustion, weakness
assessed by grip strength, reduced physical activity
and slowness measured by gait speed.

Identifies robust (score 0), pre-frail (score
1-2) and frail (score >3) individuals but
requires two practical measurements.

Clinical frailty scale. 2

9-point scale that describes patient’ functional
characteristics and categorise them from very fit to
severely frail.

Uses clinical descriptors and pictographs
to stratify older people according to level
of function to predict mortality or
institutionalisation.

FRAIL scale. 3

5-point scale: fatigue, resistance, ambulation,
illness and loss of weight.

Can be self-assessed and does not require
measurements by healthcare
professionals.

35-Items Rockwood frailty
index. 4

35 items, based on data from chronic diseases,
disabilities in activities of daily living, cognition,
nutrition, visual and hearing impairment.

Includes comprehensive data as a part of
comprehensive geriatric assessment.
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Electronic Frailty Index. 5

Uses the cumulative deficit model to identify and
score frailty based on routine interactions of
patients with their general practitioner.

Can be used to screen for the whole
practice population who are >65 years old.

PRISMA Questionnaire. 6

7-item questionnaire to identify frailty, a score of
>3 identifies frailty.

Is suitable for postal completion.

Frailty Trait Scale. 7

Evaluates three dimensions of nutrition, physical
activity and nervous system.

Can predict hospitalisation and mortality.

SHARE Frailty Instrument. 8

5 dimensions: loss of appetite, walking difficulty,
exhaustion, weakness measured by grip strength
and low physical activity.

Proposed for the primary health care
setting and accessible via web calculators.

Gérontopôle Frailty
Screening Tool. 9

6 questions assessing the individual’s social,
physical, functional and cognitive situation.

An initial screening tool in primary care to
increases awareness of underlying frailty.

Edmonton Frail Scale. 10

9 domains: cognition, physical function, general
health, independence, social support,
pharmacological condition, nutrition, mental
condition and continence.

Can be completed by people without
special training in geriatric medicine.
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Section C: An End of Life care resource: SPICTTM - Supportive and Palliative Care Indicators Tool
In view of multimorbidity, diabetes-related complications, and general ill-health, It is not always apparent when a resident living with
diabetes is approaching an end of life scenario. In this situation, the SPICTTM tool enables a decline in health status to be identified
and for supportive and palliative needs to be addressed. This will require studying by care staff and we advise you to consult your
local hospice and/or palliative care service for more assistance in this area.
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