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Executive Summary


This policy is to provide clear guidance on the blood glucose management and monitoring in palliative patients. This will ensure that palliative patients on high dose steroids will be monitored and managed appropriately and is consistent throughout the trust. 

The policy gives clear guidance on pathways to monitor palliative patients on high dose steroids for patients known to have diabetes and those who are not known to have diabetes. 
The policy will be available to all trust staff on the Intranet. 

The policy aims to reduce the risk associated with taking high dose steroids and will enhance clinical decision making for all clinicians working with this patient group. 
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1.0	Introduction

The purpose of this document is to provide clear advice to all health and care practitioners and contains guidance on evidence-based practice for clinical staff on blood glucose management and monitoring in palliative patients on steroid therapy. 

2.0	Overriding Duty of Care Statement

Should the content or operation of this guideline be challenged on any grounds whatsoever then the impact on the past, present or future duty of care to patients will be taken to be a primary factor in deciding the outcome of that challenge.

3.0 	Who this Guide Applies to 

The recommendations apply to all healthcare staff within East London Foundation Trust responsible for the care of palliative patients on steroid therapy.  

4.0	Purpose

The following practice points were compiled after concerns were raised relating to the management and glucose monitoring of palliative patients in the community receiving steroids

Also refer to the Palliative Adult Network Guidelines (PANG, 2016, chapter 25) relating to steroids and decision making. These guidelines have been widely distributed to GPs and community nurses.

· Steroids may be used in palliative care for symptom control for varying problems. See PANG guidelines (pg. 275) for indications and dosage. 
· Dexamethasone is usual steroid of choice in palliative care.
· Most indications are “off label” (a medicine being used beyond the specifications of its Marketing Authorization) and could potentially have serious side effects including diabetes mellitus, increased susceptibility to infections, gastric irritation, psychosis and significant myopathies.

5.0 	Duties and Responsibilities 

If commencing steroids always:

· Discuss all pros and cons with patient and offer written information: https://www.nhs.uk/conditions/steroid-tablets/ 
· Document indication for steroids.
· Check blood glucose prior to starting (table 1).  NICE (2024) recommends checking BP, weight, BMI, HBA1c, Triglycerides and potassium levels but this may not be practical for all palliative patients and should be assessed on an individual basis.
· Document plan for review or down titration > review after 5 days of starting and if no benefit, for symptoms such as appetite and pain, consider stopping.
· Consider a PPI on an individual patient basis for the duration of steroid course and review need for PPI when steroids stop.
· Keep to short courses and lowest effective dose.
· Steroids should be taken in the morning and at lunch (if BD) to prevent insomnia
· Check interactions with other medicines and any contraindications/cautions.
· Safety netting with the patient if side effects occur.
· Educated on the risk of steroid induced hyperglycaemia and possible symptoms i.e. tiredness, fatigue, thirst, dry mouth, frequent need to pass large volumes of urine, Candida and blurred vision. Please be aware many of these symptoms can occur in palliative patients due to other causes.

Reviewing and monitoring steroids:
· The plan for review should be put in place by the prescriber.
· If there has been a benefit, reduce to the lowest dose that sustains benefit and plan for on-going review.
· Depending on the clinical condition, limit the course of steroids to < 3 weeks and taper according to the individual
· Longer courses of more than 3 weeks will require slower and more prolonged tapering (PANG pg. 278).


Steroids commenced by acute trusts
We are requesting that if an acute trust/oncologist commences steroids that they communicate the following in the discharge letter/clinic letter (staring with Bedford Acute Trust)
1. 	Communicate plan for steroid reduction to the patient’s GP.
2. 	Clear designation of who is responsible for management and review of steroids e.g. either the acute trust prescriber or they give advice to the GP. If a Specialist Palliative Care Nurse is involved, they will often help to monitor and manage steroids but will pass the responsibility to the GP if the patient is discharged from the caseload.



Prior to commencing steroids
 
Diabetes UK (2018) recommends:
No known diabetes:
Check random glucose before starting on steroids to identify individuals at risk.
• Random capillary blood glucose over 8 mmol/L needs further checking with venous blood.
• Random venous glucose over 7.8 mmol/L means at risk of developing diabetes with steroid therapy.
• Random venous glucose over 11 mmol/L needs a second check to confirm pre-existing unknown diabetes.













If Known Diabetes:
· Reassess Glucose control and current therapy following the algorithm Diabetes UK (2018, Page 25).
· Liaise with Diabetes Specialist Nurse where needed







6.0	Monitoring

JBDS guidelines 2018, have guidelines for CBG monitoring, however, through discussion with the Medical Director for Community Health Services, as the JBDS guidelines do not relate specifically to palliative and end of life patients they need to be modified and a pragmatic approach needs to be taken.

No known diabetes, no symptoms of hyperglycaemia and normal CBG (4-7 mmols)
                                                                             · Weekly random CBG.

· Educate patient /carer regarding signs which may indicate raised glucose as previous.

· If they have symptoms and weekly CBG is > 7 mmol/L to 10 mmol/L on an ongoing basis discuss with GP and patient/carer will need to be given a blood glucose monitor and to check CBG pre-evening meals as blood glucose tend to run high during the day and reverts to single figures the next morning.

· Refer to GP if CBG is > 12 mmol/L

· Reassess need /dosage of steroids 

















Known diabetes 


· For known diabetics on oral hypoglycaemic agents and/or insulin who are already monitoring their blood glucose at home need to be informed of steroid induced hyperglycaemia and need to monitor more closely pre meals and pre bedtime.
· Set Glycaemic targets (PANG, pg. 187) :
 	>Aim for 6-10 mmol/L (acceptable range 4-12 mmol/L )
              > End of life 6-15 mmol/L and monitor symptoms
· Instruct them to liaise with their GP practice if CBG is above target levels














Decreasing and discontinuing steroids



· Monitor until CBG normalises (4-7 mmol/L) after stopping.








· In the community a referral can be made to the community nurses for weekly CBGM if the patient is housebound. 

· For non-housebound the GP practice can arrange monitoring by the practice or the patient can be given a blood glucose monitor and the surgery demonstrate how to use.

End of life care	
The comprehensive document by Diabetes UK EOL guide (2018) provides in depth guidance on the management of diabetes at the end of life and decision making to be considered. This also a section on managing the effects of steroid therapy. 

7.0	DISSEMINATION

This guideline will be available to all staff in electronic format on the Trust Intranet site.

Access to the online training module is available to all clinical staff to support this clinical practice guideline. In addition, pressure ulcer assessment, prevention and management training updates will be held as part of the in-house Tissue Viability/Pressure Ulcer Team training programme delivered monthly and as required.
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