Improved patient care and efficiency savings following the introduction of a virtual integrated multidisciplinary diabetic renal meeting 
Background & Aim
Diabetic nephropathy is a leading cause of end-stage renal failure. With Diabetes prevalence on the rise world-wide the impact on the population is enormous. 27.5% of people with diabetes mellitus (DM) have clinically significant chronic kidney disease (CKD)*. The management of diabetic nephropathy is aimed at excluding other causes of renal impairment, prevention of further decline of renal function, modifying diabetes management to avoid hypoglycaemia and management of cardiovascular (CV) risk factors. CV causes are responsible for a multi-fold increase in mortality. Patients with DM and CKD traditionally attend at least 2-3 different services: diabetes, renal and cardiology; with the same aim – to minimise CV mortality. This creates confusion in responsibilities and roles of different teams especially regarding lipid and blood pressure (BP) management, leads to duplication of investigations and wastes resources. Patients strongly express confusion and disappointment with fragmented services. Within our service we have designed and introduced a simple but comprehensive pathway for screening and management of patients with DM and CKD. 

Method
At the heart of our joint DM renal service is a multi-disciplinary team (MDT) meeting engaging specialists from different hospital trusts including a renal consultant, a renal nurse specialist, a diabetes consultant and a diabetes nurse specialist. All new referrals to both services are discussed, and management is agreed and documented on EMIS platform. In addition, we have devised a referral pathway to prompt appropriate referrals from the community.  
Auditing effectiveness, we examined data from before vs after the initiation of the service. The audit included 88 patients (59 male, age 68 +/- 14-yrs) who were discussed within the diabetes-renal MDT.   
Results
Median HbA1C and haemoglobin (Hb) were similar throughout the study (HbA1C 63mmol/mol [range 39-131mmol/mol], vs 61mmol/mol [range 40-109mmol/mol]; Hb 117g/dL [range 81-153 g/dL] vs 115g/dL [range 82-161 g/dL]). Cholesterol improved following MDT initiation (4.0mmol/L [range 2.4-6.7mmol/mol] vs 3.6mmol/L [range 2.1-5.7mmol/mol] (p=0.005)). We reduced use of sulphonylureas, a leading cause of unrecognised hypoglycaemia which is believed to be the mechanism of CV death in this population of patients, (20/88 patients before vs 10/88 after MDT (p=0.019)). Renal bone disease screening improved (60/88 patients before vs 77/88 after MDT (p=0.001)).  Average systolic blood pressure readings pre-MDT were 148.9mmHg [range 117-190mmHg] vs 144.7mmHg [range 99-193mmHg] post MDT visit (p=0.26)** (of note postural hypotension prevalence in our population was documented at 4/88).  
Follow-up was organised in the appropriate speciality clinic, minimising undue appointments. 51/88 patients were allocated to both diabetes & renal clinics, 23/88 to diabetes clinic alone and 7/88 to renal clinic alone (if biopsy, immunosuppression, dialysis or transplant were under consideration). Remaining patients were discharged to the GP/community/other trust with clear follow up instructions. The number of specialist outpatient appointments was reduced from 300/yr before MDT vs 262 in the consecutive year.
Conclusion
[bookmark: _GoBack]This integrated approach with collaboration between hospital trusts and departments, and allocation of patients to the most appropriate speciality clinic enhances patient care as well as demonstrably reducing the number of outpatient episodes and hence equating to financial savings within the NHS.
*Middleton RJ et al Nephrol Dial Transplant 2006 vol 21, p88-92
**BP data available at time of writing on 35/88 patients
