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Introduction

People with end-stage renal disease (ESRD) caused by diabetes 
account for 29.4% of people on maintenance haemodialysis 
(MHDx). When taking into account those with diabetes not 
causing ESRD, this figure rises up to 40% in some units.1 People 
with diabetes and kidney disease are at a particularly high risk of 
complications such as non-traumatic lower extremity amputation, 
cardiovascular events and death, with overall survival on MHDx 
in people with diabetes being approximately half that of their 
non-diabetic peers (3.7 vs 7.0 years).2–4 In 2016, guidelines were 
published by the Joint British Diabetes Societies in conjunction 
with the Renal Association, aimed at defining good-quality care 
for a person with diabetes on MHDx.5 These guidelines have been 
disseminated widely but evidence is lacking in their use in the day-
to-day management of patients. This quality improvement project 
(QIP) uses a multidisciplinary team (MDT) approach to develop a 
set of standards based on the national guidelines, identify areas 

of substandard care and put interventions in place to improve this 
across the Leicester Renal Network.

Materials and methods

The standards highlighted in Table 1 apply to all people with 
diabetes on MHDx. Data were collected in May to August 2019 
from a combination of paper medical records, IT systems and 
patient questionnaires.

Results and discussion

A total number of 151 MHDx patients with diabetes were identified 
from three dialysis units. Baseline data identified differences in 
organisational care between the NHS hospital-based dialysis unit, 
NHS non-hospital-based (satellite) unit and non-NHS satellite unit 
(Fig 1).

The differences in certain standards (1a, 1c, 4, 5a and 5b) could 
be attributed to many factors, including:

> � different dietitian referral pathways (routine review vs referral-
based only)

> � different staffing contracts (NHS vs non-NHS)
>  geographical proximity to secondary care services.

A regional quality improvement project to improve the 
standards of care for people with diabetes who are on 
maintenance haemodialysis

Table 1. Standards of care for people with diabetes on maintenance haemodialysis

Number Criteria

1a 100% are under a named doctor/nurse to support the delivery of their diabetes care (general practitioner, consultant or DSN)

1b 100% have had a documented annual review of their glycaemic control by a diabetes specialist or DSN

1c 100% have had a documented dietary review of their diabetes by a renal dietitian in the last 12 months

1d 100% should have documented annual eye screening

2 100% of people on insulin and/or SUs should be undertaking a personalised method of assessing glycaemic control

3a 100% should have an HbA1c done every 4 months

3b 0% of people on insulin therapy or SUs should have HbA1c <58 mmol/mol (<7.5%)

3c 100% of all people on insulin and/or SUs have capillary blood glucose measured immediately before and after MHDx

4 100% of those with HbA1C >80 mmol/mol must have had access to diabetes team in the preceding 4 months

5a 100% receive regular weekly foot inspections on MHDx unit

5b All people with diabetes have documented foot risk assessment annually

DSN = diabetes specialist nurse; HbA1c = glycated haemoglobin; MHDx = maintenance haemodialysis; SUs = sulphonylureas.
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We identified patients who were not getting annual diabetic 
reviews, eye screening and foot checks. Similarly, patients at high 
risk of hypoglycaemia were recognised. Areas of good practice were 
also seen.

> � NHS non-hospital-based unit achieved 100% compliance with 
standards 3a, 3c and 5a by utilising a diabetes care plan inserted 
in each patient’s dialysis folder.

There was a difference between patient perceived care (from 
patient questionnaire) and objective documented care given 
(medical records), with the discrepancy rate being up to 41.3% 
for some standards. This highlights the potential factors, such as 
memory/recall, clear communication and documentation that 
influence patient experience.

Conclusion

This QIP has identified areas where standards, based on national 
guidelines, are underachieved across different units and the barriers 
to achieving them. Interventions to implement change include:

>  presenting results to renal dietitians
> � creating a virtual diabetes-renal MDT to discuss complex cases 

and bridge both aspects of care
> � diabetes education days for dialysis nurses designed and 

delivered by ‘Diabetes Care in Haemodialysis’ working group
>  creating and using a hypoglycaemia risk assessment tool.

These interventions are currently being implemented, with 
re-audit planned to assess any improvement in the care provided. 
Despite the barriers, there are areas of good practice, that when 
shared with other units, may benefit the wider dialysis population. n
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Fig 1. Percentage of people achieving standards at three dialysis units in Leicestershire.
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