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Related legislation and 
national guidance: 
 

NICE Quality Standards for Diabetes 2011 revised 2016  
https://www.nice.org.uk/guidance/qs6/resources/diabetes-in-adults-
pdf-58299425989 
 

NICE Type 1 diabetes in adults: diagnosis and management 
NICE guideline [NG17] Published date: 26 August 2015 Last updated: 
15 July 2016 
https://www.nice.org.uk/guidance/ng17 

NICE Type 2 diabetes in adults: management 
NICE guideline [NG28] Published date: 02 December 2015 Last 
updated: 28 August 2019 
 
https://www.nice.org.uk/guidance/ng28 
 
Diabetes UK (2018) End of Life Care 
https://www.diabetes.org.uk/professionals/position-statements-
reports/diagnosis-ongoing-management-monitoring/end-of-life-care 
 

Associated Trust Policies 
and Documents: 
 

 
Management of Blood Glucose and Hypoglycaemia / 
Hyperglycaemia  
 

 

Equality Impact Assessment: 
 

 The Equality Impact Assessment Form was completed on 10/07/20  
 

Training Requirements: Safe use of insulin e-learning (available on the Intranet)  
Blood Glucose Monitoring (available on the Intranet)  
 
The organisation trains and educates staff in line with the  
Requirements set out in its Training Needs Analysis (TNA) and 
applied to individual training records on the Trusts Learning 
Management System (LMS) Training which is categorised as 
mandatory must be completed in line with the TNA. Staff failing to 
complete this training will be accountable and could be subject to 
disciplinary action.  
Compliance with mandatory training is monitored through the 
Education and Training team with reports monthly to managers, 
bimonthly to the Education Delivery Group and quarterly through 
the Trust Quality and Governance Committee Meeting.  
 

  

Monitoring Arrangements: 
 

Compliance with the relevant process for patients reviewed by 
Diabetes Team.  

 Noncompliance will be reported to the responsible medical 
team, ward / area manager.  

 Noncompliance resulting in an adverse patient event will be 
reported via Safeguard  

 Medical teams / ward / area managers will undertake 
subsequent recommendations and action planning for any or all 
deficiencies and recommendations within reasonable 
timeframes for their areas  

 The Specialist Diabetes Team will undertake any trust wide 
recommendations and action planning for any or all deficiencies 
and recommendations within reasonable timeframes  

 Lesson learned or changes to practice will be shared with all 

https://www.nice.org.uk/guidance/qs6/resources/diabetes-in-adults-pdf-58299425989
https://www.nice.org.uk/guidance/qs6/resources/diabetes-in-adults-pdf-58299425989
https://www.nice.org.uk/guidance/ng17
https://www.nice.org.uk/guidance/ng28
https://www.diabetes.org.uk/professionals/position-statements-reports/diagnosis-ongoing-management-monitoring/end-of-life-care
https://www.diabetes.org.uk/professionals/position-statements-reports/diagnosis-ongoing-management-monitoring/end-of-life-care
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Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation 

The Trust has a duty under the DPA18 to ensure that there is a valid legal basis to 
process personal and sensitive data. The legal basis for processing must be 
identified and documented before the processing begins. In many cases we may 
need consent; this must be explicit, informed and documented. We cannot rely on 
opt out, it must be opt in. 

DPA18 is applicable to all staff; this includes those working as contractors and 
providers of services. 

For more information about your obligations under the DPA18 please see the 
Information Use Framework Policy or contact the Information Governance Team  
 
Cornwall NHS Foundation Trust cpn-tr.infogov@nhs.net 
Royal Cornwall Hospital Trust rch-tr.infogov@nhs.net 
 

 

mailto:cpn-tr.infogov@nhs.net
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1. Introduction 
 

1.1. The causes of death in people with diabetes are in general the same as for those 
without diabetes, but cardiovascular deaths (especially heart failure) and certain 
cancers are over-represented. Diabetes has a higher prevalence in older people; 
10-30% of European people of pensionable age and 25% of care home residents 
in the UK are known to have diabetes. People with diabetes are at greater risk of 
dying earlier than those without diabetes but only a minority of deaths in people 
with diabetes are directly attributable to diabetes. Diabetes care at the end of life 
should not influence individual, carer or professional preference for place of care. 
(Diabetes UK 2018) 

 
1.2. The care of the dying person with diabetes is challenging, encompassing 

changes to: 

 Glycaemic targets 

 Individual and carer expectation 

 Reducing risk of hyperglycaemia and hypoglycaemia 

 Managing the effects of other medications such as glucocorticosteroids 

 Tailoring of diabetes medications 

 
1.3. This guideline benchmarks national guidance providing diabetes management 

guidance within the Gold standards framework 4 main phases of illness: 
 

a. Stable from diagnosis (usually lasting years) 

b. Unstable, advanced disease (usually lasting months) 

c. Deteriorating, exacerbations (usually lasting weeks) 

d. Last days of life (usually lasting days) 

2. Purpose of this Policy/Procedure  
 
This guideline is for the management of diabetes mellitus for adults requiring end 
of life care referrals. It has been benchmarked against national guidance. 

3. Scope 
 
3.1. The guideline applies to all healthcare professionals caring for adults with 

diabetes within Royal Cornwall Hospital Trust, and, Cornwall Foundation 
Trust 
 

3.2. This guidance is for the management of adults with Diabetes at the end of life in: 
 

A) Diagnosis stable with year plus prognosis 

B) Unstable/Advanced disease months prognosis 
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C) Continuing Care weeks prognosis 

D) Final Days / terminal care 

NB If prognosis is uncertain to discuss with Consultant /palliative care team. 
 
3.3. Principles of High Quality Diabetes Care at the End of Life 

 
These are to; 

 

 Ensure that effective symptom control is provided during the dying stage 

 Tailor glucose lowering therapy and minimise diabetes adverse treatment 
effects 

 Avoid metabolic complications and diabetes related emergencies  

 Frequent and unnecessary hypoglycaemia 

 Diabetic ketoacidosis 

 Hyperosmolar Hyperglycaemic state 

 Persistent symptomatic hyperglycaemia 

 Avoid foot complications and pressure sores 

 Provide appropriate level of intervention according to stage of illness, 
symptom profile, and respect for dignity 

 Support and maintain the empowerment of individuals and carers in self-
management for as long as possible 

3.4. Glucose Control Targets 
 

3.4.1. No published evidence exists to justify any particular glucose range to 
aim for at the end of life, but Diabetes UK (2018) has recommended the 
following glucose general ranges: 

 

 Aim 1 – no glucose level less than 6 mmol/l 

 Aim 2 – no blood glucose higher than 15 mmol/l 

3.4.2. Refer to the management of hypoglycaemia guideline as required 
 

3.4.3. Provide a diabetes sick day management plan for all groups (pg. 10) 

 
3.5. A) Diagnosis stable with year plus prognosis:  

 
3.5.1. Cardio-protective therapies (e.g. ACE inhibitors, angiotensin-receptor 

blockers, aspirin, statins) should be reviewed, and, dosage reductions 
(even withdrawal) of some of the therapies considered. 
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3.5.2. Aspirin or steroid use with poor appetite may cause more gastrointestinal 
effects. Consider a proton-pump inhibitor or suitable alternative for gastro 
– intestinal protection  

 
3.5.3. Oral hypoglycaemic agents (OHAs) and or insulin / Glugagon Like 

Peptides(GLP’s)  should be reviewed and the targets for glucose control 
agreed. Weight loss may mean a reduced need for OHAs and/ or insulin 
or offer potential for simplification of the glucose control regimen. (see 
medication / GLP’s /insulin management) 

 
3.6. B) Unstable/Advanced disease months prognosis:  

 
3.6.1. As above in addition to:  

 
3.6.2. The aim is to keep drug interventions to a minimum that will control 

symptoms. Complex regimens should be reviewed especially where 
individuals are on combinations of oral hypoglycaemic agents with 
insulin.  

 
3.6.3. Insulin:  
 

3.6.3.1. Insulin regimens should be simplified if possible. Consider 
switching from combinations to insulin alone, once or twice daily 
insulin. Once daily insulin is a simpler option particularly if 
appetite is reduced or 3rd party insulin administration is required.  
 

3.6.3.2. If moving from twice daily to once daily insulin, the starting dose 
of long acting insulin should be reduced by 25% of the previous 
total daily dose (see medication / GLP’s /insulin management). 

  
3.7. C) Continuing Care weeks prognosis: 

 
3.7.1. As above in addition to: 
 
3.7.2. Individuals may present or be referred to the diabetes team at this time, 

in which case all of the suggested changes above should be considered 
but keeping in mind that there may be little time to get used to a new 
insulin regimen.  

 
3.7.3. Intensive support can be needed for dose adjustments as well-being, 

activity and appetite can change day to day. 
 

3.7.4. Managing diabetes can be an added stress at an emotional time for 
individuals and carers. Relaxing targets for control may seem like ‘giving 
up” for some while others may view managing diabetes in addition to 
their terminal illness as “pointless”. 
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Medications Management 
Non-Insulin Therapy 

 

Metformin 
(e.g. Standard 

Metformin 
or Glucophage 

SR®) 

 

Sulphonylureas 
(e.g. Gliclazide 

/ Glipizide / 
Glimepiride / 
Repaglinide 

 

Pioglitazone 
 

Gliptins 
(e.g. Alogliptin, 

Linagliptin, 
Saxagliptin, 
Sitagliptin) 

 

GLP-1 analogues 
(e.g.Exenatide or 

Liraglutide, 
Lixisenatide, 

Bydureon and 
Dulaglutide) 

 

Sodium Glucose 
Co-Transporter 2 
Agents (SGLT2) 
(e.g. Dapagliflozin 

Empagliflozin 
Canagliflozin) 

Risk of Hypoglycaemia when used as monotherapy 
X no risk moderate risk X no risk X low risk X no risk X risk 

Other Considerations 
Review dose 
according to 

changing renal 
function 

Review if dietary 
intake is reduced 

and/or there is 
significant weight 

loss 

The risk benefit 
ratio for 

Pioglitazone 
in individuals 
with terminal 

disease 
requires review 
and should be 
only prescribed 
if benefits can 

clearly be 
identified 

Review doses in 
accordance with 

individual licences if 
renal function 
deteriorates 

Review if eating 
patterns change or 
significant weight 

loss occurs 

Refer to SPC* for 
doses 

Withdraw if 
creatinine 

>150mmols/l or 
eGFR < 30ml/ 

l/1.73m2 

Review dose 
if renal or 

liver function 
deteriorates  

Some gliptins 
can be used for 

all stages of renal 
disease 

Withdraw if 
abdominal pain 
or pancreatitis 

develops 

Refer to individual 
SPC* for renal 

guidance 

Review if 
gastrointestinal 

disease is present 
or symptoms of 

nausea, heartburn, 
diarrhoea or 

flatulence are 
making individuals 

miserable with 
discomfort 

Review 
Tolbutamide dose 

if liver function 
deteriorates as 
hypoglycaemia 

may occur 

Should not be 
used in 

individuals with 
or at risk of 

bladder tumour 
or heart failure 

Combination with 
sulphonylurea 

increases the risk of 
hypoglycaemia 

Refer to individual 
product SPC* for 

doses. 

Stop if evidence of 
clinical dehydration 
peripheral vascular 

disease/ foot 
ulceration in acute 

illness and pre-
surgery. Test for 
ketones if there is 

acute illness even if 
blood glucose levels 

not raised as 
euglycaemia 

Diabetic ketoacidosis 
is a risk 
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3.8. Medications Management 
 
3.8.1. Insulin Therapy 

 
3.8.1.1. People with Type 1 diabetes have an absolute insulin deficiency. Without insulin people with Type 1 diabetes 

will rapidly become hyperglycaemic and develop diabetic ketoacidosis (DKA). Adults with Type 2 diabetes who 
are prescribed insulin continue to produce some endogenous insulin that protects them from ketoacidosis if it 
is stopped. 

 
3.8.1.2. If given cortiscosteriods adults with Type 1 diabetes can develop DKA and adults with Type 2 Diabetes can 

develop hyperosmolaor hyperglycaemia state (HHS). Liaise with the diabetes specialist team for advice 
 

3.8.1.3. A discussion regarding targets and aims of treatment should be had early on to facilitate understanding and 
the fact that insulin doses may alter / reduce  

 
3.8.2. Insulin considerations: 

 
3.8.2.1. Doses may need to change with changes in renal function including those in renal replacement therapy. 

 
3.8.2.2. Hypoglycaemia risk will need to be reassessed with changes in eating patterns. 

 
3.8.2.3. A change of insulin regimen may be needed to match changes in activity levels. 

 
3.8.2.4. Equipment for insulin delivery may need to be reassessed if physical capabilities alter, vision is poor, or carers 

become involved in giving insulin. 
 

3.8.2.5. Isophane Insulin (Insulatard / Humulin I, or Insuman Basal) +/-   daytime oral hypoglycaemic drugs may be a 
first line treatment choice in individuals with type 2 diabetes. 

 
3.8.2.6. The simplest regimen should be chosen if switching to insulin only; both once or twice daily injection can be 

considered. 
 

3.8.2.7. Consider using an analogue basal insulin if the individual is at high risk of hypoglycaemia/ needing Community 
Nurse Team to administer. 
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3.8.2.8. Provide a sick day management plan. 
 

3.8.2.9. Insulin Pumps are used by a number of Adults with Type 1 diabetes. If the person or their carers are unable to 
manage the insulin pump subcutaneous insulin injection(s) must be initiated. Please refer to the diabetes 
specialist team for advice on management of insulin pumps/pump regimens/  reverting back to insulin pen 
therapy. 

 
3.8.2.10. Do not stop insulin in individuals with Type 1 diabetes 

 
3.8.2.11. Please refer to the Diabetes Specialist Team if Advice is required 
 

* For RCH Inpatients refer to DISN team Via Maxims /   For Community DSN refer to TRUST DSN referral 
Guideline    
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Type 2 Diabetes 
managed with 
OHA’s tablets / 

GLP’s  
 

Type 2 Diabetes 
managed with 

insulin   

 

Type 1 Diabetes 
always managed with 

Insulin 

3.9. D) Final Days / terminal care: 
 

Aims 
 Symptomatic management with the avoidance of DKA/HHS 

 Consider blood glucose  8 - 20mmol/l as appropriate ranges 
 

 
 

 
 
 
 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Keep tests to a minimum. It may be necessary to perform some tests to ensure  

unpleasant symptoms do not occur due to low or high blood glucose 

 It is difficult to identify symptoms due to “hypo” or hyperglycaemia in a dying patient 

 If symptoms are observed it could be due to abnormal blood glucose levels 

 Treat hypoglycaemia as per Trust Guideline 

 Test urine or blood for glucose if the patient is symptomatic 

 Observe for symptoms in previously insulin treated patient where insulin has been  

discontinued. 

 Flash glucose monitoring may be useful for Type 1 Diabetes to avoid finger prick 
testing 

Discuss The Changing Approach to Diabetes Management (If not previously discussed)  
If the person remains on insulin discuss with the diabetes specialist nurse * 

Type 2 
Diabetes 
managed 
with Diet 

alone  

Stop 
Monitoring 

Blood / Urine 
Glucose 

 

 

Stop all tablets and 
GLP’s 

 

 

Consider stopping 
Insulin if requires a 

small dose 

 

If Insulin Stopped 
 

- Daily urinalysis for glucose 
 
- If over 2+ of glucose in urine - check    
  blood glucose  level 
 
- If blood glucose > 20 mmol/l administer   
  6 units of rapid acting insulin e.g.  
  NovoRapid (must be prescribed) 
 
- Re Check blood glucose in 2 hours 
 
- If blood glucose > 20 mmol/l consider  
  commencing daily long acting insulin e.g.  
  Glargine  (0.2 units per  kg/body  weight) 

If Insulin to continue 
 

- Prescribe a once daily 
dose of basal insulin e.g. 
Glargine. Based on a 
reduction of the previous 
total daily insulin dose 
amount by 25%  

Ensure daily basal insulin 
is continued 

Check blood glucose daily 
 
- If blood glucose < 8  
  mmol/l reduce insulin by  
  10-20% 
 
- If blood glucose > 20  
  mmol/l increase insulin    
  by 10/20% (to reduce the  
  risk of ketosis) 
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Please refer to the Diabetes Specialist Team if Advice is required 
 For RCH Inpatients refer to DISN team Via Maxims  
 For Community DSN refer to TRUST DSN referral Guideline    
 

3.10. Sick Day Management Plan 
 

(These may be appropriate if the person is unwell due to chemotherapy side effects or concurrent illness) 

 

Type 2 Diabetes 
Refer to the relevant section for the current diabetes treatment 

Managed with diet alone or medications that are  
- Buiguinides (Metforim) 
- DPP-IV inhibitors (e.g. linagliptin) 
- SGLT2 Inhibitors (e.g. Empagliflozin)  

Managed with medications that include  
- Sulphonylureas, (e.g. Gliclazide) 
- Prandial regulators (e.g. Repaglinide)  

and/or 
- Insulin  
- GLP1 Agonist 

Keep on regular medication Ask the Diabetes Specialist Team to provide 
Diabetes what to do if unwell information 

Sip sugar free fluids aim for 100 mls an hour Check blood glucose only to confirm symptoms of 
hyperglycaemia or hypoglycaemia 

Offer frequent small portions of easily digested foods 
/ fluids e.g. soup, ice cream / milky drinks 

Offer frequent small easily digested carbohydrate 
foods to replace meals if unable to eat normally. 
 
Offer sips of sugarfree fluids, aiming for 100mls over 
an hour 

Observe for signs and symptoms of hyperglycaemia 
and dehydration 
 

Consider increasing (if blood glucose levels 
above 15 mmol/l) or reducing (if blood glucose levels 
less than 6 mmol/l) the sulphonylurea or insulin dose 

Only check capillary blood glucose to confirm 
hyperglycaemia: 
Aim to maintain blood glucose at 15 mmol/l or less 
• If blood glucose > 15 mmol/L consider giving insulin 

Glycaemic treatments may be discontinued if the 
individual is not eating and blood glucose level is 
less than 15mmol/l and individual is symptom-free 

Stop SGLTs agents and Metformin in acute 
illness 

 

 
 
 

Type 1 Diabetes 
DO NOT STOP BASAL (LONG ACTING) INSULIN 

Ask the Diabetes Specialist Team to provide Diabetes what to do if unwell information 

Sip sugar-free fluids regularly (aim for 100 ml per hour) 

If unable to eat usual meals, offer frequent small portions of easily digested foods or fluids e.g. soup, ice 
cream, milky drinks 

Test for urine or blood ketones if individual has symptoms of hyperglycaemia and dehydration. 
If positive, test blood glucose and ketones every 2 hours. Continue usual insulin regime (e.g.Basal (long 
acting)  insulin daily e.g. Glargine / Tresiba but give an additional 10% of current total average daily insulin 
dose as Rapid acting insulin (e.g. NovoRapid, Humalog,  Apidra, Fiasp) every 2 hours if ++ or greater on 
urine ketone strip or greater than 1.5 mmol on blood ketone test 

If ketone levels do not improve, and the individual is vomiting, admit to hospital if the individual is cared for in 
the community setting, for intravenous insulin and rehydration see  
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4. Definitions / Glossary 
 

4.1. “Adult” is defined as over the age of 16 years and completed secondary school  
education. 
 

4.2. “Diabetes” is defined as a confirmed diagnosis of diabetes mellitus according to 
local guidance. 

5. Ownership and Responsibilities  
 

5.1. Lead DSN is responsibility for review and update of the guidance. 
 

5.2. The DSN team are responsible for providing advice to health care professionals and to 
patients. 

 

5.3. Responsible reporting Group : Endocrine Governance Group 
 

5.4. Reporting group Endocrine Governance Committee 
 

5.5. Individual Staff: To review the guideline and seek advice if additional support is required 

6. Standards and Practice 
         

Staff should follow the guideline process A-D 

7. Dissemination and Implementation 
 

Guideline to be disseminated via the Trust policy update process and the CCG for 
RMS for Primary Care. RCH DISN team will share directly with link nurses and 
Community DSN team will share with directly Primary Care.  
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8. Monitoring compliance and effectiveness  
Element to be 
monitored 

Compliance with the relevant process for patients reviewed by 
Diabetes Team. 

Lead Lead Diabetic Specialist Nurse 

Tool Patient Documentation (RCH and CFT clinical records) as part of the 
ongoing audit process within the department on a Word or Excel 
template. 

Frequency Adult in patients at the end of life reviewed by the specialist 
Diabetes team 

Reporting 
arrangements 

 Non-compliance will be reported to the responsible medical 
team, ward/area manager.  

 Non-compliance resulting in an adverse patient event will be 
reported via incident reporting system 

Acting on 
recommendations  
and Lead(s) 

 Medical teams / ward / area managers will undertake 
subsequent recommendations and action planning for any or all 
deficiencies and recommendations within reasonable 
timeframes for their areas 

 The Specialist Adult Diabetes Team will undertake any trust 
wide recommendations and action planning for any or all 
deficiencies and recommendations within reasonable 
timeframes 
 

Change in practice 
and lessons to be 
shared 

Lesson learned or changes to practice will be shared with all the 
relevant stakeholders  

 

9. Updating and Review 
 

9.1. All policy documents should be reviewed no less than every three years.  
 

9.2. Revisions can be made ahead of the review date when the procedural 
document requires updating.  
 

9.3. Any revision activity is to be recorded in the Version Control Table as part of 
the document control process.  

10. Equality and Diversity  
 

10.1. This document complies with the Royal Cornwall Hospitals NHS 
Trust service Equality and Diversity statement which can be found in 
the 'Equality, Inclusion & Human Rights Policy' or the Equality and 
Diversity website. 

 
10.2. Equality Impact Assessment 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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Appendix 2. Equality Impact Assessment 
 

Section 1: Equality Impact Assessment Form 

Name of the strategy / policy /proposal / service function to be assessed 
Management of Diabetes Mellitus for Adults Requiring End of Life Care Joint Clinical Guideline 
V1.0  

Directorate and service area: 
CFT: ACS NAHP Diabetes 
RCH: Endocrine Diabetes 
 

Is this a new or existing Policy? 
Existing for RCH 

Name of individual/group completing EIA 
Amanda Veall 

Contact details: 
Amanda.veall@nhs.net 
 01872 253104 / 07810483978 

1. Policy Aim 
Who is the 
strategy / policy / 
proposal / service 
function aimed at? 

To provide detailed guidance for the management of 
diabetes for adults during end of life care  

2. Policy Objectives  
 To provide a consistent approach  
 

3. Policy Intended 
Outcomes 

 Appropriate and timely care 

4. How will 
you measure 
the outcome? 

Review of incidents 

5. Who is intended 
to benefit from the 
policy? 
 

 
All adults with diabetes requiring diabetes care 
 

6a). Who did you 
consult with? 

 
 
b). Please list any 
groups who have 
been consulted 
about this procedure. 

Workforce  Patients  
Local 
groups 

External 
organisations 

Other  

x     

Please record specific names of groups: 
 

DSN and DISN Team. Endocrine Consultants,  
Endocrine Governance Meeting and ACS NAHP 

 
 
 

c). What was the 
outcome of the 
consultation? 
 

 

Agreed  
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7. The Impact 
Please complete the following table.  If you are unsure/don’t know if there is a negative impact 
you need to repeat the consultation step. 
Are there concerns that the policy could have a positive/negative impact on: 

Protected 
Characteristic 

Yes No Unsure Rationale for Assessment / Existing Evidence 

Age 
 x  

This Guidance is for the Adult DSN service aged 16 
and over following transition to adult care 

Sex (male, female 
non-binary, asexual 
etc.)  

 x  Does not impact on the guidance 

Gender 
reassignment  x  

Does not impact on the guidance 

Race/ethnic 
communities 
/groups 

 x  

Does not impact on the guidance 

Disability  
(learning disability, 
physical disability, 
sensory impairment, 
mental health 
problems and some 
long term health 
conditions) 

 x  

Does not impact on the guidance 

Religion/ 
other beliefs  x  

Does not impact on the guidance 

Marriage and civil 
partnership  x  

Does not impact on the guidance 

Pregnancy and 
maternity  x  

Does not impact on the guidance 

Sexual orientation 
(bisexual, gay, 
heterosexual, lesbian) 

 x  
Does not impact on the guidance 

If all characteristics are ticked ‘no’, and this is not a major working or service 
change, you can end the assessment here as long as you have a robust rationale 
in place.I am confident that section 2 of this EIA does not need completing as there are no 

highlighted risks of negative impact occurring because of this policy. 

Name of person confirming result of initial 
impact assessment: 

Amanda Veall, Clinical Nurse Specialist Diabetes 

If you have ticked ‘yes’ to any characteristic above OR this is a major working or 
service change, you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 
For guidance please refer to the Equality Impact Assessments Policy (available 
from the document library) or contact the Human Rights, Equality and Inclusion 
Lead  

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
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Appendix 3. CFT Equality Impact Assessment Form 
Title of Policy / Document for assessment:  

 

Document Library Section: 
 

 

Is this a new or existing document? 
 

New / Existing 

Date of assessment:  
 

What is the main purpose of the 
document? 

 

Who is affected by the Document? 
 

Staff Patients Visitors Carers Other All 
     

Who implements the document, and who 
is responsible? 

 

The document aims to improve access, experience and outcomes for all groups 
protected by the Equality Act 2010. 

Are there concerns that the 
procedural document could have a 

differential impact on: 

YES NO What existing evidence (either 
presumed or otherwise) do you 

have for this? 

 Age 
 

   

 Disability 
 

   

 Sex 
 

   

 Gender reassignment 
 

   

 Pregnancy and maternity 
 

   

 Race 
 

   

 Religion and belief 
 

   

 Sexual orientation 
 

   

 Marriage and civil partnership 
 

   

 Groups at risk of stigma or social 
exclusion (e.g., offenders / 
homeless) 

   

 Human Rights 
 

   

 Are there any associated 
objectives of the document? 

   

 
Signature of person completing the Equality Impact Assessment: 
Name:  
Date: 


