Introduction  Diabetes is the cause of ESRF in approximately 20% patients in Europe and 40% in the USA. Mortality is higher in patients with diabetes on dialysis than in non-diabetic patients. In up to a third of patients hyperglycaemia may resolve once they are established on dialysis. Hypoglycaemia is a complication of overtreatment of diabetes and the risk of hypoglycaemia is increased by low HbA1c. The Joint British Diabetes Society for inpatient care (JBDS-IP) recognised the unique challenges in managing diabetes in a haemodialysis population and produced guidelines for optimal diabetic care (April 2016). Recommendations included target HbA1c of 58-68 mmol/mol and a reduction in treatment where HbA1c <58 mmol/mol.
Aims   Assess the incidence of type 1 and 2 diabetes in our haemodialysis population and audit our use of the JBDS-IP guideline for management for adults with diabetes on the dialysis unit. 
[bookmark: _GoBack]Methods  We publicised the guideline at a departmental meeting in February 2017. We interrogated our local database to identify all patients on haemodialysis with a coded diagnosis of diabetes. Diabetic patients were divided into type 1, insulin treated type 2 and non-insulin treated type 2 (diet or medication controlled). Diabetic control was assessed in each group using HbA1c. We audited our current practice against the guideline standard of optimal HbA1c of 58-68 mmol/mol by recording HbA1c in each group, and reviewing clinic letters to determine whether diabetic control was assessed in clinic. We reviewed medication changes within the past 2 years to determine whether reduction in treatment was implemented according to the guideline.
Results   We reviewed the electronic record of 404 prevalent haemodialysis patients. 157 had a recorded diagnosis of diabetes (11% type 1, 89% type 2). Treatment for type 2 diabetics was 33% diet controlled, 14% oral hypoglycaemics, 54% insulin. Across all patients on haemodialysis with diabetes 36% had HbA1c below the guideline range of 58-68 mmol/mol. Of 46 patients with diet controlled type 2 diabetes, 93% had HbA1c <58 mmol/mol, 2% 58-68 mmol/mol and 4% >68 mmol/mol. In 35% anti-diabetic medications had been stopped within the past 2 years. In patients treated with oral hypoglycaemics 60% patients had HbA1c <58 mmol/mol, 20% 58-68 mmol/mol, 20% >68 mmol/mol. 50% of patients on oral hypoglycaemics with HbA1c below target range had a review of their HbA1c levels and medications documented in a recent clinic letter. In patients with type 2 diabetes treated with insulin 54% had HbA1c <58 mmol/mol, 23% 58-68 mmol/mol, 23% >68 mmol/mol. Of those with HbA1c below target range only 20% had evidence of review of HbA1c or medication changes in their recent clinic letter. 32% patients were followed up in a secondary care diabetic clinic. In patients with type 1 diabetes 23% had HbA1c <58 mmol/mol, 41% 58-68 mmol/mol, 35% >68 mmol/mol. Only 1 patient with HbA1c below 58 mmol/mol had evidence of review on their recent clinic letter. 64% were followed up in a secondary care diabetes clinic.
Conclusion   Amongst haemodialysis patients with diabetes, over a third had low HbA1c levels, putting them at risk of hypoglycaemia. There was evidence of review and medication changes in those with diet controlled disease or on antihypoglycaemics but fewer patients on insulin had review of HbA1c or medication. Fewer than a third of patients with type 2 diabetes were followed up in secondary care, so this is unlikely to explain the findings. Our data suggest that renal clinicians are more willing to intervene in diabetic care in patients on oral hypoglycaemics than insulin, which may reflect more confidence in the oral management of diabetes, or that they are incorrectly assuming patients on insulin are followed up in secondary care. Further work is now required in order to raise clinicians’ awareness of HbA1c targets in haemodialysis patients and improve their confidence in managing insulin regimes.  
