

All On Board: a person-centred, holistic approach to caring for haemodialysis patients with diabetes.


Almost one third of our chronic haemodialysis population has diabetes. An audit of diabetic patients was carried out to evaluate attendance at diabetic outpatient clinic, retinal screening and podiatry.  Reasons for non-attendance were identified.  The initial results showed that within the last year 28% of patients had not attended a diabetes review, 37% had not attended for retinal screening and 18% had not had a foot assessment. Reasons given for non-attendance were difficulty in getting to appointments (88% required hospital arranged transport), 73% used a mobility aid or scooter meaning that a wheelchair accessible vehicle would be required, appointments clashed with their haemodialysis session and many patients found that after haemodialysis they were just too exhausted to attend any further appointments. Patients also reported that they would like to have their diabetes care provided at the same time as haemodialysis was delivered. 
Once the barriers to accessing diabetic care were identified we aimed to overcome them in an attempt to  prevent or minimise long-term complications of diabetes in this high-risk patient group.

A consultant led, multidisciplinary, multiprofessional mobile diabetes clinic has been established.  This has brought diabetic management to the patient's bedside whilst they are on haemodialysis. 

The patients are reviewed routinely by diabetic team which including diabetes specialist nurses a consultant diabetologist and dietician. In between these reviews the patients are reviewed as necessary by the diabetes specialist nurses
Haemodialysis nurses in the unit refer patients on admission, assist in glycaemic monitoring, reinforce education and provide support to the patients. 

A foot assessment tool has been designed and introduced by haemodialysis nursing staff in collaboration with the podiatry department. This involves the haemodialysis nurses carrying out a monthly foot check and providing patients with education on how to care for their feet. A pilot study had previously shown that this education improved patient knowledge regarding foot care and also helped to identify concerns early to prevent further long term complications. The development of this tool means that the nursing staff now have much stronger links with podiatry service and patients can now be referred and reviewed on the day a problem is identified. Podiatrists and vascular surgeons will come to the unit and review any acute issues to ensure early intervention to prevent further complications.
 
The Ophthalmology Service has become involved and retinal screening was offered to those 46% who had not availed of this. This was provided in the dialysis unit and allowed patients to attend either immediately before or after their haemodialysis appointment. For the small group of patients who could not attend this appointment the retinal screening service came to the unit again and trialled retinal screening whilst the patients were on dialysis using a mobile device. This has meant that all patients have now had retinal screening.

[bookmark: _GoBack]This patient-centred, innovative, multidisciplinary, holistic approach has greatly improved the diabetes care provided to our haemodialysis population. It has been co-designed with patients which is why it is so successful. The team is highly motivated and enthused by the early successes that have been achieved. Haemodialysis nursing staff have noted improved glycaemic control and now have systems in place to try to prevent diabetes related complications in relation to foot care and retinal screening. It is a” one stop shop” that means patients do not have any extra appointments to attend. This in turn means that the time not at haemodialysis can be spent doing things they enjoy, leading to an improved quality of life. A follow up is planned to assess the impact on longer term outcomes.
