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autoantibodies are usually positive at
the time of diagnosis, but are less likely
to be positive the longer the time since
diagnosis, almost always being negative
within five years. 

C-peptide is co-secreted with insulin
from the beta cells and a lack of urine 
C-peptide is therefore a marker for 
beta cell failure. This test is a better
discriminator the longer the duration of
diabetes. 

NICE recommends considering
further investigation with autoantibody

testing or measurement of C-peptide
when: 
•Type 1 diabetes is suspected but the
clinical presentation includes some
atypical features (e.g. age ≥50 years,
BMI ≥25 kg/m2, slow evolution of
hyperglycaemia or long prodrome)
•Type 1 diabetes has been diagnosed
and treatment started but there is a
clinical suspicion that the patient may
have a monogenic form of diabetes, and
C-peptide and/or autoantibody testing
may guide the use of genetic testing 
•Classification is uncertain, and
confirming type 1 diabetes would have
implications for therapy (e.g. continuous
subcutaneous insulin infusion [CSII or
insulin pump] therapy)

Where autoantibody testing is carried
out, NICE recommends testing for two
disease specific antibodies to reduce
false-negative rates, with at least one
positive antibody making type 1 diabetes
highly likely. 

In practice it is usual to test for
glutamic acid decarboxylase (GAD) and
islet cell antibodies (ICA) although
insulinoma  associated autoantibody
(IA-2) may also be tested for. Testing for

urine C-peptide:creatinine, not only to
distinguish type 1 and type 2 diabetes
but also to assist in the diagnosis of  a
monogenic form of diabetes, is available
through the diabetes research
department at Exeter University
(www.diabetesgenes.org).

ASSESSMENT
At initial presentation a full medical
assessment should be carried out to: 
•Confirm the diagnosis of type 1
diabetes
•Ensure appropriate acute care is
provided when necessary
• Identify comorbidities, particularly
where the condition or its treatment
may itself have implications for
glycaemia (e.g. pancreatitis or steroid
therapy) and confound the classification
of diabetes
•Detect adverse vascular risk factors

The aim of the initial assessment is to
formulate an early care plan, taking a
holistic view of the patient’s needs in
coming to terms with the diagnosis and
ensuring that management principles
are firmly established to allow them to
manage their diabetes optimally in the
long term. Crucial to formulating this
plan is an understanding of the patient’s
social, home and work circumstances;
their cultural and educational
background; and their emotional state,
as this will determine the pace of initial
education.

The NICE guideline provides a
comprehensive list of the aspects which
need assessing at this initial stage and
the components of the care plan, see
table 1, left. This initial phase of
education should be followed by
structured education.

STRUCTURED EDUCATION
PROGRAMMES
Structured education is the cornerstone
of the care package for patients with
type 1 diabetes, providing tools to allow
effective self-management. 

The expectation is that following a
new diagnosis of type 1 diabetes
structured education should be offered
within 12 months. However, existing
patients with type 1 diabetes who have
never had the opportunity to undertake
structured education should still be

Table 1

Components of the initial assessment and care plan

Assessment
•Acute medical history
•Social, cultural and educational history/lifestyle review
•Complications history/symptoms
•Long-term/recent diabetes history
•Other medical history/systems review
•Family history of diabetes/cardiovascular disease
•Medication history/current medicines
•Vascular risk factors
•Smoking
•General examination
•Weight/BMI
•Foot/eye/vision examination
•Urine albumin excretion/urine protein/serum creatinine
•Psychological wellbeing
•Attitudes to medicine and self-care
• Immediate family and social relationships and availability of informal support

Care plan
•Sites and timescales of diabetes education, including nutritional advice
• Initial treatment modalities, including guidance on insulin injection and 
insulin regimens 
•Means of self-monitoring and targets
•Symptoms, risk and treatment of hypoglycaemia
•Management of special situations such as driving
•Means and frequency of communication with the diabetes team
•Management of cardiovascular risk factors 
•For women of childbearing potential, implications for pregnancy and family
planning advice (see the NICE guideline on diabetes in pregnancy2)
•Frequency and content of follow-up consultations, including review of HbA

1c
levels and experience of hypoglycaemia, and annual review

‘It is important not
to overlook a
diagnosis of type 1
diabetes in those
over 50,
particularly with
acute onset 
of symptoms’

‘C-peptide is 
a better
discriminator the
longer the duration
of diabetes’


