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Introduction 

The population of the United States is aging. By 2030, the number of older Americans will have 
more than doubled to 70 million, or one in every five Americans. 1 Age-related factors may 
interfere with self-management of diabetes as most people over 70 years of age will have some 
deterioration in mental and physical functioning, even if their ability to learn may not be 
impaired.2, 3 For older persons, the American Geriatrics Society standard of care is individualized 
treatment with a focus on quality of life. This position statement identifies the unique needs of 
older adults who are likely to have increased need for diabetes self-management 
education/training (DSME/T) in the future.  

Role of the Diabetes Educator 
The diabetes educator helps older persons with diabetes set appropriate goals, learn skills and 
acquire knowledge about their disease. Educators assess and address age-related changes and 
other factors that may interfere with good diabetes management.4  The diabetes education plan 
incorporates regular assessments to evaluate the patient’s functional, cognitive and psychosocial 
status changes over time. Educators enhance self-management skills that are appropriate to the 
patient’s diabetes-related symptoms and concomitant conditions and therapies.3,5 Within this 
context, diabetes educators also educate care providers, homecare aides and institution staff about 
the AADE7™  Self Care Behaviors and their relevance to older persons with diabetes.  

AADE Maintains the Following Positions 

• People of all ages with diabetes need to have an accurate diagnosis and a diabetes 
treatment plan tailored to their specific situation that includes DSME/T. 

• DSME/T for older persons with diabetes should consider the individual’s life expectancy, 
functional status, and the presence of cognitive changes as well as the individual’s 
preferred learning style, language, literacy and health literacy. 

• DSME/T for older persons needs to be individualized, simplified, and conducted in a 
step-wise manner.  

• Older adults, family members, and care givers are encouraged to obtain DSME/T that is 
appropriate to the patients’ needs.  

• Measurable behavior change is the desired outcome of diabetes education for people of 
all ages.  The AADE7™ Self-Care Behaviors provides a framework for developing 
DSME/T which is relevant for older adults.  
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• Research geared towards the needs of older persons should be a focus as the population 
ages and the numbers of persons with diabetes increases.        

 

Background/Definitions 

Older adults can be defined as, "younger old" (ages 65-75), "older-old" (ages 75-85), and "oldest 
old" (ages 85+).6 For simplicity, this position statement classifies those aged 65 or older as older 
adults. In older populations, there is great variability in health status, living situations, literacy, 
psychosocial status, cognitive abilities, functional abilities, social support, and diabetes treatment 
and goals.7 The risk of cognitive and physical impairment increases with age; these changes may 
interfere with diabetes management if not assessed and addressed.8 The AADE7™ Self-Care 
Behaviors5 need to be considered when developing DSME/T treatment plans and goals to address 
clinical, educational, and psychosocial needs. 
 
Healthy Eating 

Nutritional needs of the older adults change often as the older person's taste, smell, and appetite 
diminishes, and ability to obtain and prepare food decreases.9 The DSME/T assessment of 
nutrition needs should make note of such changes.10 Obesity and unintentional weight loss have 
been associated with increased morbidity and mortality.9  In addition,  glucose control is a prime 
concern for older persons.11,12 Educators collaborate with the patient to set nutrition-related goals 
that avoid both hyper and hypoglycemia, while helping the patient maintain a reasonable 
weight.13,14 Initial and ongoing assessment by the diabetes educator and/or dietitian addresses 
weight status and includes barriers such as swallowing ability, dentition, functional ability to 
obtain and prepare food, cooking facilities and equipment, finances, ability to self-feed, social 
isolation, and nutrition knowledge.  

 
Being Active  

Regular physical activity can help maintain physical and emotional health in the older person 
with diabetes by lowering glucose levels supporting cardiovascular health, improving strength, 
balance and flexibility, and enhancing a sense of well-being and positive mood.15,16 Educators 
conduct a clinical and cognitive assessment that addresses cardiovascular status, co-morbid 
conditions (emphysema, osteoarthritis, retinopathy), risks associated with aging (i.e., frailty) and 
the possibility of hypoglycemia, prior to designing a physical activity program.17,18 Activity goals 
are appropriate for the older person with diabetes, as they are set collaboratively to reflect the 
individual’s abilities, interests, and physical barriers.19 

 
Monitoring  

Self-monitoring of blood glucose, foot checks, blood pressure, weight, and exercise frequency are 
essential components of self-management.20,21 Since successful meter operation is dependent on 
adequate vision and manual dexterity, diabetes educators conduct careful assessments of vision, 
manual dexterity and meter technique in older persons. The educator makes recommendations for 
a glucose meter that will meet the person's physical and mental abilities and provides instruction 
for caregivers when needed.   
 
Taking Medication 

Many older persons with diabetes require diabetes medication, and frequently have need of 
combinations of medications.22 Adherence to medication regimens tends to be poor in older 
persons and must be assessed frequently.22-24 The common causes of non-adherence in older 
adults are related to decreased vision, hearing, and manual dexterity, cognitive impairment, stress 
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and depression, polypharmacy, economic limitations, and avoidance of adverse effects.25,26 
Failure to take medications as prescribed may lead to poor outcomes.16,27 The use of combination 
agents (e.g., fast-acting insulin secretagogues taken only at mealtime) can improve adherence and 
reduce  
 
the risk of hypoglycemia, but may also increase the risk of adverse effects and cost.29 When 
medication non-adherence is found, the educator devises an education plan, advocates for 
simplified regimens, assesses medication-related adverse effects, recommends screening for 
depression, determines financial barriers, and refers to other health providers as appropriate.28 
 
Problem Solving  

Evidence suggests that people with diabetes are more likely to develop dementia.16 Memory and 
ability to follow complex instructions change in normal aging.15 Older persons may fatigue easily 
and experience difficulty with complex thinking. In people with mild impairment, creative 
approaches by the educator can enhance effective diabetes education. If dementia is advanced, 
adequate diabetes self-management will require assistance from family or other caregivers 
familiar with diabetes care.  

 
Reducing Risks  

Aging is accompanied by an increasing incidence of diabetes-related complications, such as 
cardiovascular disease.30 Long-term complications of neuropathy and cardiovascular disease 
make lower extremity amputations more likely. The acute complication of hyperglycemia 
increases the risk of falls and hyperglycemic-hyperosmolar syndrome; hypoglycemia can also 
lead to falls and subsequent injury. Self-management is important to prevent or delay 
microvascular complications.22,31 Diabetes educators help patients set goals that reduce the risks 
for both acute and chronic complications and educate older persons and caregivers about 
screening tests and preventive interventions.32 Educators teach preventive interventions such as 
foot care for older persons who have difficulty examining their feet. They also make referrals for 
podiatry or orthotics, smoking cessation, retinopathy screening, and immunizations when needed.  
 
Healthy Coping 

Addressing psychosocial issues is important for healthy coping. Managing diabetes is often 
stressful and overwhelming. In older persons this stress may be magnified by lessened 
psychosocial support due to losses of spouse or peers, financial independence, and mobility.9 
Some people experience changes in cognitive function that may be due to depression.6 Untreated 
psychiatric disorders can lead to increased isolation, a misdiagnosis of dementia, or other 
difficulties which may contribute to deficits in diabetes self-care. Awareness of these issues is 
crucial for effective DSME/T. Referral for treatment may be needed. 
 
Other Factors – Site of Care: 

The patient's ability to perform activities of daily living, functional status, cognitive level and 
personal preferences will influence the education given. The initial diabetes education 
assessment includes short-term learning needs regarding diabetes self-management with 
appropriate teaching provided if knowledge is found to be deficient.33 Older persons with 
diabetes in acute care settings should be referred for diabetes education as early as possible. 
Survival skills should be assessed and taught as needed33 and referral for outpatient DSME/T 
should be made, based on urgency of need. 
 
Older persons residing in long term care or rehabilitation facilities have unique needs.34 
DSME/T for these persons needs to be appropriate to the person’s condition and limited during 
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times of confusion. Diabetes self-management strategies, while limited in some 
institutionalized individuals, should focus on preventing further deterioration from preventable 
causes, such as falls resulting from hypoglycemia or exacerbation of existing coronary artery  

 

disease. The movement to make long term care facilities more home-like can impact the 
resident's timing of meals, medications, and food choices, necessitating education for both the 
resident, family members, and staff.  

Recommendations 

• The full spectrum of treatment strategies should be utilized with older persons just as they 
are for younger persons, while considering the person's preferences and quality of life 
issues. 

• Adequate time for education, considering the unique needs of the older person with 
diabetes, should be made available and reimbursed by third party payers. 

• Long term care facilities with a more home-like environment are desirable, allowing 
flexibility with meal times, liberalized diets, and improved quality of life.  Education for 
the resident, staff, and family members is needed as more facilities move towards this 
type of setting. 

• Screening for common geriatric conditions that have a significant impact on health status 
of older persons with diabetes (polypharmacy, depression, cognitive impairment, urinary 
incontinence, injurious falls, and persistent pain) should be conducted regularly by the 
health care provider and diabetes educator.  
 

Acknowledgements 

Rebecca Schafer, RD MS LD CDE 
Catherine Dorey, RN MSN CNS CDE 
Nancy Letassy, RPH 
David Randal, PsyD, LP, CDE 
PPC Liaison: Linda Haas, PHC RN CDE 
 

References 

1. Centers for Disease Control and Prevention. Healthy Aging for Older Adults. http://www.cdc.gov/aging/. 
Accessed June 26, 2008. 

2. Nettles AT. Diabetes in older adults. In: Franz MJ, ed. Diabetes in the Life Cycle and Research: A Core 
Curriculum for Diabetes Education. Chicago, Ill: American Association of Diabetes Educators; 2003:177-204. 

3. Gambert SR, Pinkstaff S. Emerging epidemic: diabetes in older adults: demography, economic impact, and 
pathophysiology. Diabetes Spectrum. 2006;19:221-228. 

4. Funnell MM, Brown TL,Childs BP, Haas L, Hosey GM,  Jensen B, Maryniuk M, et al. National Standards 
for Diabetes Self-Management Education. Diabetes Care. 2008;31:S97-S104. 

5. AADE7 Self care Behaviors. Measurable behavior change is the desired outcome of diabetes education. 
http://www.diabeteseducator.org/ProfessionalResources/AADE7/Background.html. Accessed June 8, 2009. 



 5 

6. American Physiological Association. Why practitioners need information about working with older adults. 
http://www.apa.org/pi/aging/practitioners/why.html. Accessed June 26, 2008. 

7. Glasgow RE, Toobert DJ, Hampson SE, Brown JE, Lewinsohn PM, Donnelly J. Improving self-care among 
older patients with type II diabetes: the "Sixty Something..." Study. Patient Educ Couns. 1992;19:61-74. 

8. Brown AF, Mangione CM, Saliba D, et al. Guidelines for improving the care of the older person with 
diabetes mellitus. J Am Geriatr Soc. 2003;51:S265-80. 
 
9. Newman AB, Yanez D, Harris T, Duxbury A, Enright PL, Fried LP. Weight change in old age and its 
association with mortality. J Am Geriatr Soc. 2001; 49:1309-1318. 

10. Geil PB. Healthy Eating. In: The Art and Science of Diabetes Self-Management Education: a Desk 
Reference for Healthcare Professionals. Chicago, Ill: American Association of Diabetes Educators; 2006:651-
668. 

11. Chelliah A, Burge MR.  Hypoglycemic in Elderly Patients with Diabetes Mellitus: Causes and Strategies for 
Prevention. Drugs in Aging. 2004;211-530. 
 
12. Umegaki, et al. Glucose control levels, ischaemic brain lesions, and hyperinsulinaemia were associated... 
Age Ageing .2008;37:458-461. 

13. Suhl E, Bonsignore P. Diabetes self-management education for older adults: general principles and practical 
application. Diabetes Spectrum. 2006; 19:234-240. 

14. American Diabetes Association. Standards of medical care in diabetes-2008. Diabetes Care. 2008;31:S12-
S54. 

15. Hayes C. AADE Position Statement Diabetes and Exercise. The Diabetes Educator. 2008;34(1):37-40. 

16. American Diabetes Association. Physical Activity/Exercise and Diabetes. Diabetes Care. 2004;27:S58-S62. 

17. Li C, Barker L, Ford ES, Zhang X, Strine TW, Mokdad AH. Diabetes and anxiety in US adults: findings 
from the 2006 Behavioral Risk Factor Surveillance System. Diabet Med. 2008;25(7):878-81. 

18. Baan CA, Stolk RP, Grobbee DE, Witteman JC, Feskens EJ. Physical activity in elderly subjects with 
impaired glucose tolerance and newly diagnosed diabetes mellitus. Am J Epidemiol. 1999;149(3):219-27. 

19. Williams A, et al. AADE Position Statement – People with Disabilities. The Diabetes Educator. In Press 
2009. 

20. McAndrew L, Schneider SH, Burns E, Leventhal H. Does Patient Blood Glucose Monitoring Improve 
Diabetes Control? A Systematic Review of the Literature. The Diabetes Educator. 2007;33(6):991-1010.  

21. ACE Task Force on Inpatient Diabetes and Metabolic Control. American College of Endocrinology position 
statement on inpatient diabetes and metabolic control. Endocr Pract. 2004;10:77-82. 

22. Brown AF, Mangione CM, Saliba D, et al. Guidelines for improving the care of the older person with 
diabetes mellitus. J Am Geriatr Soc. 2003;51: S265-80. 

23. Odegard, PS, Capoccia K. A Systematic Review of the Literature. Medication Taking and Diabetes. The 
Diabetes Educator. 2007;33(6):1014-1029. 

 
24. MacLaughlin EJ, Raehl CL, Treadway AK, Sterling TL, Zoller DP,  Bond CA. Assessing Medication 
Adherence in the Elderly: Which Tools to Use in Clinical Practice? Drugs Aging. 2005;22:231-255. 
 
25. Rosenstock J. Management of Type 2 Diabetes Mellitus in the Elderly. Drugs Aging. 2001;18:31-44. 
 



 6 

26. Ary DV, Toobert D, Wilson W, Glasgow RE. Patient perspective on factors contributing to noncompliance 
to diabetes regimen. Diabetes Care. 1986;9(2):168 -172. 
 
 
 
  
27. Rhee MK, Slocum W, Ziemer DC, Culler SD, Cook CB, El-Kebbi IM, Gallina DL, Barnes C, Phillips LS. 
Patient adherence improves glycemic control. Diabetes Educ. 2005;31(2):240-50.  

28. Skaer TL, Sclar DA, Markowski DJ, Won KH. Effect of value-added utilities on prescription refill 
compliance and Medicaid health care expenditures—a study of patients with non-insulin-dependent diabetes 
mellitus.  J Clin Pharm Ther. 1993;18:295-299. 

29. Duckworth W, Marcelli M, Padden M, Kellick K, Duhancik T, Wilhardt M, Colgan K, Romie A. 
Improvements in glycemic control in type 2 diabetes patients switched from sulfonylurea coadministered with 
metformin to glyburide-metformin tablets. Manag Care Pharm. 2003;9(3):256-62.  

30. Kilmer G, Roberts H, Hughes E, Li Y, Valluru B, Fan A, Giles W, Mokdad A, Jiles R; Centers for Disease 
Control and Prevention (CDC). Surveillance of certain health behaviors and conditions among states and 
selected local areas--Behavioral Risk Factor Surveillance System (BRFSS), United States, 2006. MMWR 
Surveill Summ. 2008;57(7):1-188. 

31. Jungmann E. Prevention and Treatment of Diabetic Nephropathy in Older Patients. Drugs Aging. 
2003;20(6):419-435. 
 
32. Boren S, Gunlock T, Schaefer J, Albright A. Reducing Risks in Diabetes Self-Management. Diabetes Educ. 
2007;33(6):1053-77.  

33. AADE Position Statement Inpatient Diabetes Education. The Diabetes Educator. In Press 2009. 

34. Joint Commission, Management of the Patient with Diabetes in the Inpatient Setting. 
http://www.jointcommission.org/NR/rdonlyres/1F9B67C2-72A6-4DC3-A047-
15BEB394FE3C/0/Diabetes_Addendum.pdf.  Accessed January 13, 2008. 

35. Martin C, Daly A, McWhorter LS, Schwide-Slavin C. The Scope of Practice, Standards of Practice, and 
Standards of Professional Performance for Diabetes Educators. The Diabetes Educator. 2005;31(4):487-512. 


