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Introduction

The population of the United States is aging. B§@Q@he number of older Americans will have
more than doubled to 70 million, or one in evemefAmericans: Age-related factors may
interfere with self-management of diabetes as mesple over 70 years of age will have some
deterioration in mental and physical functioninggm if their ability to learn may not be
impaired? * For older persons, the American Geriatrics Soa&pdard of care is individualized
treatment with a focus on quality of life. This fims statement identifies the unique needs of
older adults who are likely to have increased rfeediabetes self-management
education/training (DSME/T) in the future.

Role of the Diabetes Educator

The diabetes educator helps older persons witretBalset appropriate goals, learn skills and
acquire knowledge about their disease. Educatsesasand address age-related changes and
other factors that may interfere with good diabetesagemerit. The diabetes education plan
incorporates regular assessments to evaluate tieatmfunctional, cognitive and psychosocial
status changes over time. Educators enhance satigament skills that are appropriate to the
patient’s diabetes-related symptoms and concomitamditions and therapiés Within this

context, diabetes educators also educate caredgrgsyihomecare aides and institution staff about

the AADE7™ Self Care Behaviors and their relevatocelder persons with diabetes.

AADE Maintains the Following Positions

» People of all ages with diabetes need to have eurate diagnosis and a diabetes
treatment plan tailored to their specific situatibat includes DSME/T.

+ DSME/T for older persons with diabetes should atersthe individual’s life expectancy,
functional status, and the presence of cognitiangkss well as the individual's
preferred learning style, language, literacy aralthditeracy.

» DSME/T for older persons needs to be individualjzaahplified, and conducted in a
step-wise manner.

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

* Measurable behavior change is the desired outcdmi@loetes education for people of
all ages. The AADE7™ Self-Care Behaviors providdeamework for developing
DSME/T which is relevant for older adults.



* Research geared towards the needs of older peshon&l be a focus as the population
ages and the numbers of persons with diabetesaisese

Background/Definitions

Older adults can be defined as, "younger old" (&§e85), "older-old" (ages 75-85), and "oldest
old" (ages 85+§.For simplicity, this position statement classifieese aged 65 or older as older
adults. In older populations, there is great valitgbn health status, living situations, literacy
psychosocial status, cognitive abilities, functicedzilities, social support, and diabetes treatment
and goals.The risk of cognitive and physical impairment E&ses with age; these changes may
interfere with diabetes management if not assessddddressetiThe AADE7™ Self-Care
Behaviors need to be considered when developing DSME/Trtreat plans and goals to address
clinical, educational, and psychosocial needs.

Healthy Eating

Nutritional needs of the older adults change oftetthe older person's taste, smell, and appetite
diminishes, and ability to obtain and prepare fdedrease$The DSME/T assessment of
nutrition needs should make note of such chatfy@besity and unintentional weight loss have
been associated with increased morbidity and nityrfaln addition, glucose control is a prime
concern for older persons*? Educators collaborate with the patient to setitiorerelated goals
that avoid both hyper and hypoglycemia, while heghe patient maintain a reasonable
weight***Initial and ongoing assessment by the diabetesatduand/or dietitian addresses
weight status and includes barriers such as swadtpability, dentition, functional ability to
obtain and prepare food, cooking facilities andigpent, finances, ability to self-feed, social
isolation, and nutrition knowledge.

Being Active

Regular physical activity can help maintain physaa emotional health in the older person
with diabetes by lowering glucose levels supportiagdiovascular health, improving strength,
balance and flexibility, and enhancing a senseakhbeing and positive mood:*° Educators
conduct a clinical and cognitive assessment thaitesdes cardiovascular status, co-morbid
conditions (emphysema, osteoarthritis, retinopathisfs associated with aging (i.e., frailty) and
the possibility of hypoglycemia, prior to designiaghysical activity prograri:*® Activity goals
are appropriate for the older person with diabetsshey are set collaboratively to reflect the
individual’s abilities, interests, and physical ters®

Monitoring

Self-monitoring of blood glucose, foot checks, llqwessure, weight, and exercise frequency are
essential components of self-managen&fSince successful meter operation is dependent on
adequate vision and manual dexterity, diabetesatdiscconduct careful assessments of vision,
manual dexterity and meter technique in older pessdhe educator makes recommendations for
a glucose meter that will meet the person's phiyaiwé mental abilities and provides instruction
for caregivers when needed.

Taking Medication

Many older persons with diabetes require diabetedication, and frequently have need of
combinations of medicatiori Adherence to medication regimens tends to be ipoalder

persons and must be assessed frequé&tftliflhe common causes of non-adherence in older
adults are related to decreased vision, hearirdyp@nual dexterity, cognitive impairment, stress
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and depression, polypharmacy, economic limitatians, avoidance of adverse effeCts.

Failure to take medications as prescribed may te@dor outcome¥?’ The use of combination
agents (e.g., fast-acting insulin secretagoguesitakly at mealtime) can improve adherence and
reduce

the risk of hypoglycemia, but may also increaserigieof adverse effects and c6%¥hen
medication non-adherence is found, the educatdselean education plan, advocates for
simplified regimens, assesses medication-relatedrad effects, recommends screening for
depression, determines financial barriers, andseéeother health providers as appropriate.

Problem Solving

Evidence suggests that people with diabetes are likety to develop dementfdMemory and
ability to follow complex instructions change inrn@l aging'® Older persons may fatigue easily
and experience difficulty with complex thinking. people with mild impairment, creative
approaches by the educator can enhance effecabetais education. If dementia is advanced,
adequate diabetes self-management will requirstassie from family or other caregivers
familiar with diabetes care.

Reducing Risks

Aging is accompanied by an increasing incidencediabetes-related complications, such as
cardiovascular diseadeLong-term complications of neuropathy and cardioutsr disease
make lower extremity amputations more likely. Theuta complication of hyperglycemia
increases the risk of falls and hyperglycemic-hgparolar syndrome; hypoglycemia can also
lead to falls and subsequent injury. Self-manageémnmisnimportant to prevent or delay
microvascular complicatior$*! Diabetes educators help patients set goals thateethe risks

for both acute and chronic complicatioand educate older persons and caregivers about
screening tests and preventive interventfBriSducators teach preventive interventions such as
foot care for older persons who have difficulty mwaing their feet. They also make referrals for
podiatry or orthotics, smoking cessation, retinbpaicreening, and immunizations when needed.

Healthy Coping

Addressing psychosocial issues is important forlthgacoping. Managing diabetes is often
stressful and overwhelming. In older persons thi®ss may be magnified by lessened
psychosocial support due to losses of spouse aspéeancial independence, and mobifity.
Some people experience changes in cognitive fum¢tiat may be due to depressfddntreated
psychiatric disorders can lead to increased ismlata misdiagnosis of dementia, or other
difficulties which may contribute to deficits inatietes self-care. Awareness of these issues is
crucial for effective DSME/T. Referral for treatntenay be needed.

Other Factors — Site of Care:

The patient's ability to perform activities of dallving, functional status, cognitive level and
personal preferences will influence the educatiomery The initial diabetes education
assessment includes short-term learning needs diegadiabetes self-management with
appropriate teaching provided if knowledge is foundbe deficient® Older persons with
diabetes in acute care settings should be refdmediabetes education as early as possible.
Survival skills should be assessed and taught eded® and referral for outpatient DSME/T
should be made, based on urgency of need.

Older persons residing in long term care or reltakibn facilities have unique neetfs.
DSME/T for these persons needs to be appropriateetperson’s condition and limited during



times of confusion. Diabetes self-management gjirege while limited in some
institutionalized individuals, should focus on peeting further deterioration from preventable
causes, such as falls resulting from hypoglycemiaexacerbation of existing coronary artery

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

Recommendations

» The full spectrum of treatment strategies shouldtilized with older persons just as they
are for younger persons, while considering thegreésspreferences and quality of life
issues.

» Adequate time for education, considering the uniggeds of the older person with
diabetes, should be made available and reimbungéurd party payers.

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

» Screening for common geriatric conditions that hawggnificant impact on health status
of older persons with diabetes (polypharmacy, degpoa, cognitive impairment, urinary
incontinence, injurious falls, and persistent paimyuld be conducted regularly by the
health care provider and diabetes educator.
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