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1 Background 

In June 2011, the Cabinet Secretary for Health, Wellbeing and Cities Strategy announced 
that Healthcare Improvement Scotland would carry out a new programme of inspections. 
These inspections are to provide assurance that the care of older people in acute hospitals 
is of a high standard. We measure NHS boards against a range of standards, best practice 
statements and other national documents relevant to the care of older people in acute 
hospitals, including the Clinical Standards Board for Scotland (CSBS) Clinical Standards for 
Older People in Acute Care (October 2002). 
 
Our inspection process is focused on the three national quality ambitions for NHSScotland, 
which aim to ensure that all care is person-centred, safe and effective. The process includes 
a planned NHS board visit which allows them to highlight areas of good practice and also 
areas where improvements could be made. The NHS board visit is then followed up by an 
inspection to each acute hospital in the NHS board area. We also look at outcomes relating 
to one or more of the following areas on each inspection: 
 

 treating people with compassion, dignity and respect 

 screening and initial assessment 

 person-centred care planning 

 safe and effective care 

 managing the return home, and 

 leadership and accountability. 

 
We are working closely with improvement colleagues in Healthcare Improvement Scotland to 
ensure that NHS board teams are given appropriate support to deliver improvements locally 
and to share and learn from others. 
 
During our inspections, we identify areas where NHS boards: 
 

 must take action in a particular area, or 

 should take action in a particular area. 

 
If we tell an NHS board that it must take action, this means the improvements we have 
identified are linked to national standards, other national guidance and best practice in 
healthcare. A list of relevant national standards, guidance and best practice can be found in 
Appendix 3.  
 
If we tell an NHS board that it should take action, this means that, although the 
improvements are not directly linked to national standards, guidance or best practice, we 
consider the care that patients receive would be improved. 
 

About this report 

This report sets out the findings from our unannounced inspection to Western Isles Hospital, 
NHS Western Isles from Tuesday 3 to Wednesday 4 November 2015. 
 
This report summarises our inspection findings on page 6. Detailed findings from our 
inspection can be found on page 8.  
 
The report highlights areas of good practice and areas for improvement. You can find all 
areas for improvement from this inspection in Appendix 1 on page 26.  
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The inspection team was made up of two inspectors and one public partner, with support 
from a project officer. One inspector led the team and was responsible for guiding them and 
ensuring the team members agreed about the findings reached. A key part of the role of the 
public partner is to talk with patients about their experience of staying in hospital and listen to 
what is important to them. Membership of the inspection team visiting Western Isles 
Hospital can be found in Appendix 2. 
 
The flow chart in Appendix 4 summarises our inspection process. More information about 
Healthcare Improvement Scotland, our inspections, methodology and inspection tools can 
be found at http://www.healthcareimprovementscotland.org/OPAH.aspx  

 

http://www.healthcareimprovementscotland.org/OPAH.aspx
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2 A summary of our inspection 

Western Isles Hospital, Stornoway, is a rural general hospital. It provides a range of acute 
healthcare specialties, including medicine, surgery, maternity services, psychiatry and care 
of the elderly. Consultants based in mainland hospitals provide some consultant-led services 
in the Western Isles Hospital. The hospital also includes diagnostic facilities, a day hospital, 
laboratory and other services. 
 
We last inspected Western Isles Hospital in October 2012. The last inspection resulted in 
two areas of strength, 12 areas for improvement and one area of continuing improvement. 
Since this inspection, Healthcare Improvement Scotland has revised its inspection 
methodology. This includes changes to the self assessment and report which are now 
outcome rather than topic focused.  
 
We carried out an unannounced inspection to Western Isles Hospital from Tuesday 3 to 
Wednesday 4 November 2015. 
 
We inspected the following wards: 
 

 Erisort (stroke/rehabilitation) 

 Medical 2 (general medicine and medical assessment unit), and 

 Surgical (general surgery).  

 
We also visited the accident and emergency department (A&E) and Medical 1 (general 
medicine and high dependency unit).  
 
Before the inspection, we reviewed NHS Western Isles’ self-assessment and gathered 
information about Western Isles Hospital from other sources. This included Scotland’s 
Patient Experience Programme, and other data that relate to the care of older people. We 
also carried out an NHS board visit to NHS Western Isles on Friday 21 November 2014. 
Based on our review of this information, we focused the inspection on the following 
outcomes: 
 

 treating people with compassion, dignity and respect 

 screening and initial assessment 

 person-centred care planning 

 safe and effective care, and 

 managing the return home. 

 
During the inspection, we spoke with staff and used additional tools to gather more 
information. In all wards, we used a formal observation tool and the mealtime observation 
tool, where appropriate. We carried out 12 periods of observation during the inspection. In 
each instance, members of our team observed interactions between patients and staff in a 
set area of the ward for 20 minutes. 
 
We also carried out patient interviews and used patient and carer questionnaires. We spoke 
with 12 patients and one relative during the inspection. We received completed 
questionnaires from two patients and five family members, carers or friends.  
 
As part of the inspection, we reviewed 13 patient health records to check the care we 
observed was as described in the care plans. For this inspection, we reviewed all 13 patient 
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health records for medicines reconciliation and cognitive impairment. We reviewed 12 
patient health records for food, fluid and nutritional care, falls and pressure ulcer care. We 
reviewed an additional 10 patient health records for DNACPR forms and three for AWI 
certificates.  

 

Areas of good practice 

We noted areas where NHS Western Isles was performing well in relation to the care 
provided to older people in acute hospitals, which included the following. 
 

 NHS Western Isles has implemented a range of initiatives, including the role of emergency 
nurse practitioner to prevent patients being admitted to hospital. 

 NHS Western Isles has introduced a multidisciplinary daily hospital huddle which 
communicates information on staffing issues, patient flow and capacity, and any significant 
safety issues. 

 

Areas for improvement 

We found that further improvement is required in the following areas: 
 

 ensure full and accurate completion of documentation using appropriate and respectful 
language, and initial assessments carried out within national standard recommended 
timescales  

 ensure clinical staff consistently comply with the national policy on do not attempt 
cardiopulmonary resuscitation (DNACPR), and 

 ensure a more co-ordinated approach to mealtimes, with all nursing staff available and 
involved to support patients. 

 

What action we expect the NHS board to take after our inspection 

This inspection resulted in two areas of good practice and 14 areas for improvement. A full 
list of the areas for improvement can be found in Appendix 1 on page 26. 
 
We expect NHS Western Isles to address all the areas for improvement. The NHS board 
must prioritise those areas where improvement is required to meet a national standard. 
 
The NHS board has developed an improvement action plan, which is available to view on 
the Healthcare Improvement Scotland website and the NHS board website for 16 weeks. 
After this time, the action plan can be requested from Healthcare Improvement Scotland 
http://www.healthcareimprovementscotland.org/OPAH.aspx  
 
We would like to thank NHS Western Isles and in particular all staff at the Western Isles 
Hospital for their assistance during the inspection. 

http://www.healthcareimprovementscotland.org/OPAH.aspx
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3 What we found during this inspection 

3.1 Treating older people with compassion, dignity and respect 

Interactions between staff and patients were positive and caring. All members of the ward 
team knew the patients and addressed patients by their preferred name. Ward staff were all 
friendly, helpful and chatted with patients. We saw staff speaking to some patients in Gaelic 
which demonstrated that they were able to adapt to meet the needs of individual patients. 
Good team working was observed in all the wards visited. 
 

Dignity and respect 

We observed patients being treated with dignity and respect on the wards visited. No 
disrespectful or inappropriate language was heard. However, we did see some examples of 
inappropriate terminology written in some patient health records which was not dignified. 
These included the following. 
 

 ‘Cot sides’ used within the bedrails risk assessment. 

 The falls care plan and the care plan for disorientation used the term ‘wandering’. This 
implies a meaningless activity and does not demonstrate that staff have sought to 
understand the reason for the activity of walking. 

 We also saw entries in the patient health records such as ‘pleasantly confused’. This can 
trivialise the impact that a cognitive impairment such as dementia can have on the patient 
and their families. 

 One patient’s assessment recorded that they ‘required to be fed’.  

 
Patients appeared comfortable and well cared for. Many were in their own clothes. We were 
told that the hospital had an onsite laundry facility so patients’ own clothing could be washed 
if required. Personal items such as glasses and hearing aids were easily accessible for 
patients. All wards inspected had a nurse call system in use. We saw that the buzzers were 
placed near to patients to make them more accessible and requests for assistance were met 
promptly.  
 

General environment 

We saw that all patients were cared for in either single rooms or single sex bays. Patients’ 
privacy was protected by using curtains, both in the 4–bedded bays and in single rooms. All 
rooms had access to toilet facilities, but shower and bathing facilities were located in the 
main ward corridors. Only one ward had ensuite shower and toilet facilities in all of the single 
rooms.  
 
The wards inspected were generally light, bright and fresh smelling. However, in one ward 
inspected the main corridor was dark due to lighting being dimmed for patients’ rest time. 
Good levels of lighting are important to ensure that any hazards are visible for patients with a 
visual or cognitive impairment, particularly when they are at risk of falls.  
 
Wards were calm and quiet. In one ward, we saw that the main corridor appeared cluttered 
with equipment and various trolleys in the ward corridor. It is important to keep corridors 
clear so that patients can walk safely, especially patients with impaired vision or cognitive 
impairment. Another ward had moved all equipment to one side of the corridor to provide a 
safe walkway. 
 
We saw noticeboards in use at the entrance to all wards. These provided useful information, 
including the name of the nurse in charge, visiting hours and protected mealtimes 
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information. Patient information leaflets were available and a comments/suggestions box 
was seen on one ward.  
 

Display of patient information 

Information displayed above patient beds was kept to a minimum to maintain patients’ 
privacy. We saw, where needed, that there was information displayed to inform staff of the 
texture of diet and fluids required. The integrated admission document contained a prompt to 
establish that the patient consented to information being displayed and shared with others. 
This was not completed in any of the patient health records we reviewed. 
 
We saw various information boards in use to provide patient information for ward staff. 
These were not on public view. For example, we saw that one ward had a very detailed 
whiteboard that contained information that included DNACPR status, falls risk status, 
diabetic status and estimated discharge dates. Delayed discharges and patients requiring a 
texture modified diet and fluids were also recorded. Another ward had a whiteboard with a 
different layout. This did not contain the same level of detailed patient information. For 
example, discharge dates were noted but no patient risks identified. This example shows 
that not all patient risks were visible to staff. A third ward used an electronic whiteboard with 
risk-based symbols to identify individual needs.  
 

Visiting hours 

The hospital has set visiting periods and does not operate ‘open visiting’ hours. We were told 
that staff would be flexible to meet the needs of patients and visitors due to the location of 
the hospital. However, in one ward we overheard relatives being turned away by staff as it 
was not visiting time. This was despite the relatives stating that they could not come back 
and that the patient would, therefore, not get any visitors that day.  

 

Patient activities and cognitive stimulation 

A number of patients were awaiting discharge home who had been in hospital for long 
periods. One patient commented that they were ‘fed up with staying in here - getting bored’. 
It is important that meaningful activities are available to help patients maintain physical and 
cognitive function, particularly when a patient has a cognitive impairment such as dementia. 
We found there were limited activities for these patients. On one ward, patients could sit in 
the day room to watch TV and chat with other patients. Their personal tables were taken with 
them so that their own personal items and drinks were close by. Volunteers from the local 
churches could also visit if requested and were observed offering books to patients.  
 

Patient and carer comments 

During the inspection, we spoke with 12 patients and one carer. Through discussions with 
our public partners, patients were able to give their opinions about the care they received 
while in hospital. All feedback from patients on their care received was positive: 
 

 ‘Staff very attentive.’ 

 ‘Cared for exceptionally well.’ 

 ‘Couldn’t ask for better – it’s just as if you’re at home.’ 

 ‘They do their best to get anything you need.’ 

 ‘Staff are prompt to respond and are very helpful’. 
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We spoke with one carer who commented that: 
 

 ‘All the staff within the ward and elsewhere within the hospital are welcoming friendly 
individuals. My mother speaks very highly of all the people.’ 

 

Patient questionnaires 

We received two completed questionnaires from patients at Western Isles Hospital. Of the 
two patients that completed the questionnaire, they both stated that: 
 

 ‘Staff always respond quickly if I need help.’ 

 ‘I have been given clear information about my condition and treatment.’ 

 ‘Staff treat me and my belongings with consideration and respect.’ 

 

Carer and visitor questionnaires 

Through our carer and visitor questionnaires, family members, carers and friends were able 
to give us their opinion of the hospital. Five people completed our questionnaire in Western 
Isles Hospital and they all stated that: 
 

 ‘Staff are friendly and approachable.’ 

 ‘I feel fully involved in discussions about the care and treatment of the person I am visiting.’ 

 
Family members, carers and friends also commented that: 
 

 ‘All the staff within the ward and elsewhere in the hospital are welcoming friendly 
individuals. My mother speaks very highly of all the people, doctors and nurses alike who 
have seen her in her care.’ 

 ‘Nurses and staff are excellent!’ 

 ‘I found the staff to be warm and welcoming and very professional.’ 

 

Patient flow and capacity 

We were told of a number of initiatives that have been introduced to provide care and 
treatment and prevent admission to hospital where possible. We visited A&E which is a small 
department with five patient bed spaces which also accepts GP referrals if the medical 
assessment unit area is full. We spoke with an emergency nurse practitioner and staff nurse 
on duty. They described their role in the department which includes a nurse-led service for 
minor injuries and fractures. The emergency nurse practitioner can assess, treat and 
discharge patients who attend A&E with minor injuries. They can also initiate investigations 
such as X-rays and CT scans if necessary and support patients’ quick admission to a ward.  
 
There are established video links to NHS Grampian where certain conditions such as stroke 
can be diagnosed by reviewing the CT scan results and advice given on treatment for 
patients in a short timeframe. The emergency nurse practitioner also told us about a virtual 
fracture clinic where medical staff review X-rays and decide on the best course of treatment 
and whether to admit or discharge the patient. Patients are then contacted to discuss the 
decision, given advice and informed whether to attend the GP, fracture clinic or 
physiotherapist, or if no further treatment is necessary. This prevents patients attending the 
hospital unnecessarily. 
 
An unscheduled care community nurse, who although based in the hospital overnight, visits 
patients at home as required. This nurse has undertaken additional training to enable them 
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to assess patients and provide a range of treatments, with the aim of preventing hospital 
admission. The emergency nurse practitioner also told us that, following additional training, 
some paramedics can initiate treatment by liaising with medical staff. This may also result in 
preventing some admissions to hospital. There is also a falls team, which is physiotherapist-
led, where patients can be referred to, even if not admitted. This enables further 
investigations and interventions to take place to reduce the risk of further falls.  
 

Patient boarding and delayed discharge 

Patient boarding is when patients are moved from one ward to another to meet the needs of 
the service and not the patient’s clinical needs. During our inspection, we looked at the 
number of patients who were boarded to other ward areas due to bed pressures. At the time 
of inspection no patients were boarded in the hospital. We were told that all wards had 
contingency beds which were often used in times of bed pressures. We also reviewed the 
number of patients who were medically fit for discharge, but had been delayed due to other 
factors such as care needs. We identified that there were 26 patients whose discharge was 
delayed from the four wards visited. From discussion with ward staff, the reasons for delayed 
discharges were due to patients awaiting a care home placement or a care package at 
home. 
 

Hospital huddle 

We attended the hospital huddle which takes place daily at 8.30am. This new meeting 
started 2 weeks before our inspection and is co-ordinated by the lead nurse. A range of 
multidisciplinary staff attended. A range of topics are covered, including any staffing issues, 
bed status, medical reviews pending and any significant events. Nurses in charge of the 
wards we visited did not identify any staffing concerns during our inspection. A senior charge 
nurse told us that the huddle was helpful in getting an overview of what was happening 
across the whole hospital.  
 

Multidisciplinary working 

We attended the stroke multidisciplinary meeting, which has been well established for over 2 
years and has helped discharge planning. It is led by the stroke consultant from NHS 
Lanarkshire and attended by local consultants, a specialist stroke nurse, a stroke ward 
nurse, nursing assistants, an occupational therapist, a speech and language therapist, and a 
physiotherapist. We saw that each patient’s progress was discussed along with rehabilitation 
goals, discharge planning and home care requirements following assessments, for example 
equipment. Safety issues were also identified such as risk of falls. Patients with artificial 
feeding requirements were also discussed and we saw family involvement in decision-
making about care and treatment. 
 

Areas of good practice 

■ NHS Western Isles has implemented a range of initiatives, including the role of 
emergency nurse practitioner to prevent patients being admitted to hospital. 

■ NHS Western Isles has introduced a multidisciplinary daily hospital huddle which 
communicates information on staffing issues, patient flow and capacity, and any 
significant safety issues. 
 

 

Areas for improvement 

1. NHS Western Isles must ensure that meaningful activity is available for patients 
experiencing delayed discharge whilst in hospital to help them maintain their 
physical and cognitive function.  
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2. NHS Western Isles should ensure that staff always use appropriate and respectful 
language in written communication when referring to older people in hospital.  

3. NHS Western Isles should review its policy for visiting hours. This would support a 
more person-centred approach to enable friends and family to visit patients at 
more convenient times.  

 
 

3.2 Screening and initial assessment 

Outcome 1: 

The patient is supported to return home (or to a homely setting or care service) or if 
necessary admitted directly to the correct ward (in this or other appropriate hospital). 

Ensuring older people are screened and assessed appropriately on arrival at hospital, 
including medicines reconciliation. Where initial assessment and screening identifies care 
needs, a multidisciplinary team completes a detailed assessment without delay. Once the 
assessments are completed, admission or discharge occurs promptly. 

 

Dementia and cognitive impairment  

NHS Western Isles’ integrated admission document contains the 4AT cognitive assessment 
tool. The 4AT is a validated rapid assessment test for delirium (sometimes called acute 
confusion) and cognitive impairment. 
 
Of the 13 patient health records reviewed, five had a completed 4AT. However, two patient 
health records reviewed indicated a possible cognitive impairment but did not indicate 
delirium. Neither patient had a known diagnosis of dementia so the initial assessment should 
have prompted further action such as a more detailed cognitive assessment. Neither patient 
health record evidenced that this had been done. 
 
We noted that one patient was known to have vascular dementia and was reported to have 
‘increased confusion’. The 4AT should have been completed to assess for any delirium and 
to establish any change to the patient’s usual level of cognitive function. This would have 
then informed any future care or treatment plan. 
 

Nutritional care and hydration 

Nutritional screening is carried out using the Malnutrition Universal Screening Tool (MUST) 
which is contained within NHS Western Isles’ integrated admission document. This tool 
calculates the risk of malnutrition and should be completed within 24 hours of admission.  
 
From the 12 patient health records reviewed, seven had a completed MUST within 24 hours. 
Of the five patients who did not have a completed MUST within 24 hours, one of these was 3 
days late. 
 
Accurate weights are required for the prescribing of certain medicines. Accurate height and 
weights are also important for the calculating of a body mass index (BMI) score which is 
required for the completion of the MUST. We could not be assured of the accuracy of the 
BMI and MUST scores as the majority of heights and weights were not recorded in the 
patient health record as being measured on scales. We were told that various types of 
scales were available and the weighing of patients was not a challenge.  
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Of patients who had a completed MUST, we saw: 
 

 one patient’s weight was recorded as actual with the remaining three patients’ weights 
recorded as reported, and 

 one patient had no height recorded. 

 

Of the 12 patient health records reviewed, 10 of the MUSTs did not have the recent unplanned 
weight loss section completed, so it was unclear how the MUST score was accurately 
achieved. 

 

MUST rescreening 

MUST rescreening should take place weekly while the patient is in hospital. This is important 
in order to identify any weight loss and take appropriate action such as a referral to the 
dietitian. Ten patients were eligible for MUST rescreening, but this was only carried out for 
two patients. Of the remaining patient health records we saw: 
 

 one patient’s rescreening should have taken place 5 days earlier, and 

 one patient had a gap of 13 days between rescreening.  

 
There was nowhere to record whether repeat weights were measured on scales, estimated 
or reported. There was also frequently no documented record of any recent weight loss. 
Therefore, we could not be assured of the accuracy of repeat MUST scores.  
 

Nutritional assessment 

A nutritional assessment should be completed within 24 hours of admission and should 
include information such as special dietary requirements, food allergies, likes or dislikes or 
any assistance the patient needs. It should also include a documented oral health status. 
 
Of the 12 patient health records reviewed, seven had a fully completed nutritional 
assessment. Of the five that were not fully completed: 
 

 one patient’s assessment did not record any likes/dislikes and only recorded that they 
‘required to be fed’ and had dementia.  

 another patient in the same ward had all the tick boxes of the nutritional assessment 
completed. It only stated their preference for ‘likes tea with milk’; nothing else was recorded 
for other drinks or food likes/dislikes. 

 
It is important to know a person’s nutritional preferences as they may lose the ability to 
communicate to staff what their preferences are. Where a person has a known cognitive 
impairment, this information may be obtained from the ‘Getting to Know Me’ document 
(which NHS Western Isles states in its self-assessment is in place), family members or those 
who know the patient well. However, we did not see any completed ‘Getting to Know Me’ 
documents being used to detail nutritional preferences and support good nutritional care. 
 

Oral health  

National standards for food, fluid and nutritional care state that an oral health status should 
be considered and recorded as part of the nutritional assessment for all patients. We did not 
see any oral health assessments completed for any patients as there was no section in the 
integrated admission document to record this.  
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Falls  

NHS Western Isles’ integrated admission document contains a falls assessment. A falls care 
plan is then completed if the patient has been assessed as being at risk of falls. 
 
Of 12 patient health records reviewed, 10 patients had a falls assessment completed within 
24 hours of admission. However, it was not clear how the overall risk had been established 
as not all sections of the assessment were fully completed for all patients. For example, we 
saw: 
 

 one falls assessment only had the patient’s age completed, but the assessment requires 
two or more factors to be present to identify if a patient is at high risk of falls 

 another patient’s assessment did not reflect the patient’s falls history before admission to 
hospital, and 

 one patient did not have their initial falls assessment completed until 14 days after 
admission.  

 

Pressure ulcer prevention  

All patients must have a risk assessment completed within 6 hours of admission to hospital, 
which includes any time spent in the emergency department. NHS Western Isles’ integrated 
admission document contains the Waterlow assessment tool which is used to assess a 
patient’s risk of pressure ulcer damage.  
 
Of the 12 patient health records reviewed, all had a completed Waterlow pressure ulcer risk 
assessment. However, whilst the assessments were dated, none were timed, and therefore 
they did not provide evidence of completion within 6 hours of admission, as required by the 
national standard. 
 

 Another patient’s initial Waterlow was completed 2 days after admission. 

 One patient’s initial Waterlow was incorrect. The patient had a stroke and no score was 
attached to this, which resulted in the patient being assessed as being at lower risk than 
they actually were. 

 One Waterlow was scored incorrectly as it did not include the correct score for gender. This 
was also scored incorrectly on reassessment. 

 

Waterlow reassessments  

Of eight patients who should have had a weekly reassessment using Waterlow, in line with 
local policy: 
 

 five were completed, and 

 three patients were not reassessed weekly. Two of these required interventions which may 
have altered their overall score for a short period of time, for example surgical procedures 
resulting in a reduction of mobility and ability to change position independently. 

 

Medicines reconciliation  

The Chief Medical Officer (CMO) (2013)18 guideline states that when a patient is admitted to 
hospital for more than 24 hours, medicines reconciliation should take place. This should 
include a documented record of the patient’s details and whether they have any allergies. 
Any medicines prescribed to the patient should only be listed after checking with two or more 
sources. This can be the patient, a carer, GP, pharmacy or a printed GP letter. There should 
also be a medicines plan for each medicine to indicate if the medication is to ‘continue’, 
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‘stop’ or ‘be withheld’. It should be clear who has completed the form and there should also 
be evidence of a pharmacist review. 
 
NHS Western Isles has included a medicines reconciliation form within each patient 
integrated assessment document. It includes all information required to record that 
medicines reconciliation has taken place.  
 
Of the 13 patient health records reviewed, 13 had a medicines reconciliation form in place. 
All 13 forms had been reviewed and signed by a pharmacist. However, none of the forms 
were fully or accurately completed: 
 

 only three forms were signed and dated by the admitting doctor completing the form; one of 
these had no time entered to evidence that it had been completed within 24 hours of 
admission 

 seven forms had a medicines plan in place, for example, continue, stop or withhold 

 11 forms had patient demographics recorded, and  

 11 forms recorded the patient’s allergy status. 

 

Do not attempt cardiopulmonary resuscitation 

Do not attempt cardiopulmonary resuscitation (DNACPR) relates to the emergency 
treatment given when a patient’s heart stops or they stop breathing. Sometimes medical staff 
will make a decision that they will not attempt to resuscitate a patient. This is because they 
are as sure as they can be that resuscitation will not benefit the patient. For example, this 
could be when a patient has an underlying disease or condition and death is expected. 
When this decision is made, opportunities should be taken to have honest and open 
communication to ensure patients and their families are made aware of the patient’s 
condition. However, in some cases, clinical staff may decide not to share this information as 
they feel it may cause too much distress for the patient and their families. This decision 
should be clearly documented in the patient health records. 
 

DNACPR forms 

We reviewed 15 DNACPR forms. Of the 15 forms in place, we saw five were fully completed. 
Of the remaining 10 forms:  
 

 eight forms did not state who the decision had been discussed with 

 four forms were not signed by the senior clinician responsible for the patient’s care, and 

 only three forms had a review date. 

 
Out of the 15 forms reviewed, 14 stated that the outcome of cardiopulmonary resuscitation 
(CPR) was unlikely to be successful. Some of the reasons stated were inappropriate, for 
example, some certificates stated: 
 

 ‘unlikely to be successful due to age and frailty’ 

 ‘unlikely to be successful due to dementia’, and 

 ‘unlikely to be successful due to dementia, reduced mobility, advanced age and nursing 
home waiting list’. 

 
We also saw only three patients had the decision for DNACPR recorded in the patient health 
records. From our review of these DNACPR certificates, we had concerns that the national 
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guidance on the use of DNACPR was not being followed. We raised this with the hospital 
management at feedback for their review and we will follow this up at a future inspection. 
 

Documentation 

All medical and nursing documentation for a patient’s current admission is contained in one 
folder, which makes it easier to access relevant paperwork. NHS Western Isles uses a two-
part integrated admission booklet for medical and nursing staff to complete when admitting a 
patient. We did not see the admission documentation submitted by NHS Western Isles as 
part of its self-assessment in use at the time of the inspection. However, the lead nurse told 
us that these booklets were being updated and a revised version will be in use in the near 
future, although no exact date was given.  
 
We found that the integrated admission booklets in use were not always fully completed. 
Examples included the following. 
 

 The front page did not always provide key information to show whether a DNACPR was in 
place or if a power of attorney was held.  

 Not all sections of the booklet were signed, dated or timed and some of the entries were 
difficult to read. This did not comply with good record-keeping guidance and made it unclear 
when entries were recorded. 

 Not all pages contained the patient’s name or unique identifying CHI number. Each page 
had space at the top for the patient’s name and CHI number, but this was not completed in 
any of the patient health records reviewed. This could be problematic if pages became 
detached from the booklet as staff would not be able to identify which patient the page 
belonged to. 

 The essential care rounding chart had signatures missing; there were gaps in entries 
recorded and a lack of correct document coding was used. 

 
The assessment of activities of daily living contained within the integrated assessment 
document was not fully completed in many of the patient health records reviewed. This 
meant that not all care needs had been identified on initial assessment, for example, where 
a patient had a problem with mobility. 
 

Areas for improvement 

4. NHS Western Isles must ensure that all older people, who are being treated in the 
emergency department or are admitted to hospital, are assessed within the 
national standard recommended timescales. Assessments should be accurate 
and fully completed; this includes cognitive assessment, nutritional screening and 
assessment, pressure ulcer care and falls. Where an assessment is not thought 
to be appropriate, the decision should be recorded within the patient’s health 
record.  

5. NHS Western Isles must ensure that medicines reconciliation is fully completed 
within 24 hours of admission.  

6. NHS Western Isles must ensure clinical staff consistently comply with the national 
policy on do not attempt cardiopulmonary resuscitation (DNACPR).  
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3.3 Person-centred care planning 

Outcome 2: 

The patient (and their carer, if appropriate) is consulted and involved in decisions about their 
care. 

Ensuring that all care is person-centred and that care plans are developed with the 
involvement of the patient and their carer, if appropriate. 

 

Care planning 

We saw an inconsistent approach and limited use of person-centred care plans for cognitive 
impairment, food, fluid and nutrition, and pressure area care within the patient health records 
reviewed. Some patients did not have care plans in place to demonstrate how their needs 
would be met. Care plans which were reviewed did not contain sufficient detail to guide 
individualised care and were not always updated or signed. The only consistent care plans in 
use for all patients were for falls, which we saw completed in all wards inspected. 
 
Where care plans were in use, we saw no evidence that patients had been involved in, or 
agreed with, their plan of care. Some patients had problems with incontinence, eating and 
drinking, personal hygiene, pain or mouth care, but no care plans were found to evidence 
how their care needs would be met. For all the care plans reviewed, it was not clear what 
nursing interventions were carried out for each patient as there was nowhere to indicate 
these on the form and no space to individualise the care plans with additional information. 
 
NHS Western Isles states in its self-assessment that the ‘Getting to Know Me’ document is in 
use as well as the ‘5 Must Do’s With Me’ to inform person-centred care delivery. The ‘Getting 
to Know Me’ document enables the patient, their family, friends and carers to record what is 
important to the patient and guides person-centred care. However, we did not see any 
evidence of these in use during our inspection.  
 

Essential care rounding 

NHS Western Isles uses an essential care rounding chart to record the delivery of care for 
patients. Staff have associated guidance to aid accurate completion of the chart. There was 
a prompt box at the top of the chart to record the current risk scores relating to falls, 
Waterlow, MUST and moving and handling in order to guide care delivery. This chart also 
indicated when these risk assessments were next due to be completed. We noted that these 
boxes were not always fully completed. 
 
We saw essential care rounding charts were in place for all patients in all wards inspected. A 
new chart was put in place for each 24–hour period for each patient, which had the 
frequency of intervention pre-printed at 2–hourly intervals. However, this does not support a 
person-centred approach as some patients may require more or less frequent care 
interventions. We noted on some charts that there were gaps in recording the care provided. 
Examples included the following.  
 

 Charts were not always signed by the nurse prescribing care and were not always 
completed using the approved codes within the available guidance document.  

 There were gaps in recording the patient’s position in bed to provide evidence of supporting 
good pressure area care.  

 A patient who was at high risk of pressure damage had no essential care rounding chart 
completed for 8 hours on one day and 10 hours on another day. The chart did not state 
what type of mattress the patient was on. 
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 Charts did not evidence when oral hygiene was given, especially for patients who were nil 
by mouth. 

 
The essential care rounding chart also contained a section for checking if the patient was in 
pain. It was not clear how this was established for patients who could not verbally 
communicate this, as the only pain assessment in use was a scoring system. 
 

Areas for improvement 

7. NHS Western Isles must ensure that patients have person-centred care plans in 
place for all identified care needs. These should evidence patient or carer 
involvement and be regularly evaluated and updated to reflect changes in the 
patient’s condition or needs, for example use of ‘Getting to Know Me’ for patients 
with a cognitive impairment. 

8. NHS Western Isles should ensure that essential care rounding documentation is 
fully and accurately completed to reflect the care delivered and that the 
implementation of care rounding is supported by adequate individualised care 
planning and evaluation of the patient’s care.  

 
 

3.4 Safe and effective care 

Outcome 5: 

The patient with dementia (or cognitive impairment) experiences care that is tailored to meet 
their individual needs and promotes their mental wellbeing. 

Ensuring that: 

 care for older people with dementia (or cognitive impairment) meets the Scottish 
Government Standards of Care for Dementia in Scotland, and  

 guidelines on use of medication for the behavioural and psychological symptoms of people 
with dementia and/or delirium are available to all staff. 

 

Adults with incapacity 

The Adults with Incapacity (AWI) certificate is used to authorise treatment for patients who 
are unable to consent to treatment themselves. When people who have lost the capacity to 
make decisions about their welfare are admitted to hospital, it is important to know if they 
have an appointed power of attorney or guardian. A power of attorney, or guardian, is 
someone who is appointed to make decisions on another person’s behalf when they are 
unable to do so themselves. 
 
The integrated admission document contains a prompt on the front page to record if a 
person has an appointed power of attorney or guardian. We did not see this completed in 
any of the patient health records reviewed.  
 
One patient’s condition should have prompted staff to consider an assessment of capacity to 
consent to treatment due to cognitive impairment, fluctuating confusion and increased 
drowsiness. No assessment was found in the patient health record. 
 

AWI certificates  

Five patients whose patient health records were initially reviewed had AWI certificates in 
place. However, due to our concerns regarding the completion of the certificates, we 
reviewed an additional three AWI certificates and associated patient health records.  
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Of the eight AWI certificates reviewed only one was well completed. The certificate was 
completed and stated that an accompanying treatment plan was in place to cover all 
proposed interventions such as management of ongoing medical problems and mobility 
assessment. There was documented evidence within the patient health record that the 
treatment plan had been discussed with a consultant psychiatrist, but not that it had been 
discussed with the patient’s relatives. 
 
Of the remaining AWI certificates reviewed: 
 

 one patient had a cognitive assessment for capacity which was recorded as having been 
discussed with the psychiatrist. The AWI was in place for ‘decisions regarding long-term 
care’ due to ‘cognitive impairment and lack of insight’. This same patient had a copy of a 
power of attorney document from November 2014, but this was filed in the old notes. The 
power of attorney covered all health and welfare decision-making. There was no mention of 
this power of attorney on the AWI certificate. 

 one certificate was in place for ‘investigate and treatment of delirium, discharge planning’ for 
one month, due to stroke. 

 one certificate was in place due to ‘severe cognitive decline’ and was for ‘all medical 
decisions’. The certificate was valid for 3 years. This does not reflect what the specific, 
proposed interventions are for medical or nursing care.  

 
We also had concerns about a patient who had dementia and who had an AWI certificate 
that was valid for 2 months. The proposed intervention was for a surgical procedure only. 
There had been no assessment of capacity to consent to treatment and there was no 
evidence within the patient health record of the patient having a formal diagnosis of 
dementia. This was brought to the attention of the nurse in charge and the lead nurse. Due 
to other concerns regarding this patient’s care, we requested a review of the patient’s 
assessments and for clarification on whether a formal diagnosis of dementia had been 
made, by whom and when. This was provided by the NHS board along with actions to be 
taken to address the issues identified.  
 
The AWI certificates and patient health records reviewed did not provide evidence that staff 
had a good understanding of the AWI Act or its application. For example, the AWI certificate 
cannot be used for discharge planning. As treatment plans to accompany the AWI 
certificates were not always used, the certificates did not provide evidence of all proposed 
interventions that would be covered by the Act or reflect that the patient may have the 
capacity to make some decisions but not others. The views of others were not evidenced as 
being considered to take into account any previously known views of the patient. 
 

Access to geriatric care  

The interim executive nurse director told us that they have now established a dementia 
managed clinical network. NHS Western Isles lacks a consultant geriatrician; however 
multidisciplinary stroke team meetings are regularly held with the stroke consultant in NHS 
Lanarkshire who is also a geriatrician. The NHS board is looking to extend this service to 
include a review of the geriatric care of patients. 
 

Access to psychiatry 

We spoke with one member of ward staff who told us that medical staff could make a formal 
referral to the psychiatry service within Western Isles Hospital for further assessment. There 
is no liaison service to provide advice and support for staff, for example, on how to manage 
the care of distressed patients. In the patient health records that we reviewed: 
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 one patient was recorded as having dementia, although this was not confirmed in the 
patient health record or listed as part of the patient’s past medical history. Psychiatry were 
not contacted to confirm if the patient was known to the service. 

 one patient with a possible cognitive impairment had further cognitive assessments carried 
out and documented during their admission. 

 

Area for improvement 

9. NHS Western Isles must ensure that current legislation to protect the rights of 
patients who lack capacity is fully and appropriately implemented. This includes 
ensuring that where an assessment identifies a possible impairment, that an 
assessment of capacity to consent to treatment is undertaken. They should 
ensure that any power of attorney is consulted where they have the authority to 
make decisions on the patient’s behalf.  

 
 

Outcome 6: 

The patient’s status is maintained or improved and appropriate food, fluid and nutrition is 
provided in a way that meets their individual needs.  

Ensuring care for older people meets the Healthcare Improvement Scotland Clinical 
Standards for Food, Fluid and Nutritional Care in Hospital, 2014. 

 

Access to weighing equipment 

Accurate patient weights are required to monitor any patient weight loss and for the safe and 
effective prescribing of some medications. During the inspection, we saw that all wards had 
access to a range of weighing scales and height measuring equipment, including stand on, 
sit on and hoist scales. We were told that the weighing of patients was not a challenge. 
However, from the patient health records we reviewed, the majority of patients did not have 
accurately measured weights; most were recorded as reported rather than actual measured 
weights. One patient was noted not to have been weighed initially due to being ‘too ill’, and 
the following week no weight was obtained due to ‘weighing hoist for repair’. However, no 
estimated MUST score was recorded for this patient and no other scales had been 
accessed. 
 

Identifying individual needs  

We saw an inconsistent approach to the identification of individual needs, such as support 
required with eating and drinking. Patient needs were highlighted at the nursing handover, 
but this may not include all ward staff such as those who give out food and drinks. We did 
not see any related information recorded in the patient health records.  
 
On one ward, speech and language therapist instructions were on coloured laminated 
sheets at the patient’s bedside for those who required modified consistency diet or fluids. 
Another ward had a patient information whiteboard in a clinical area away from public view. 
This detailed any nutritional needs or assistance required by patients.  

 

Referrals to dietitian and speech and language therapist 

For all but one of the patient health records we reviewed, all patients who required referral to 
dietetics or speech and language therapy had this carried out. There was good evidence of 
dietetic and speech and language therapist assessments taking place and ongoing reviews 
were documented within the patient health records. For patients who had experienced a 
stroke, we saw evidence of completed initial swallowing screens and subsequent 
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comprehensive assessments by speech and language therapists. We saw that patients 
receiving artificial nutrition had feeding regime guidance sheets and speech and language 
therapist advice sheets within their patient health records. 
 
During the inspection, we saw one patient with dementia who had been referred to the 
speech and language therapist due to swallowing problems and there was evidence of 
ongoing review. However, the patient should have been referred to the dietitian as well as 
they were identified as being at risk of malnutrition. However, a referral to the dietitian had 
not been made. As a result, there was no evidence of dietetic input to inform future decisions 
about nutritional care for this patient as required in the national standards for food, fluid and 
nutritional care.  
 

Artificial nutrition 

Patients receiving artificial nutrition had clear dietetic enteral feeding regimes to follow and 
nurses fully completed their part of the form. This was recorded appropriately on food 
balance charts. Documented discussions with families for patients requiring artificial feeding 
were also recorded. 
 

Oral hygiene 

There was a lack of recording of oral hygiene being provided in all the patient health records 
reviewed. This included patients who were nil by mouth and bed-bound, who were unable to 
meet their own oral care needs. 
 

Protected mealtimes 

All wards inspected implemented protected mealtimes. These were in place to reduce non-
essential interruptions during mealtimes. This ensures that eating and drinking are the focus 
for patients without unnecessary distractions. We were told that if relatives or carers wished 
to assist the patient with their meal they would be encouraged to do so. During the 
inspection, we observed three mealtimes, breakfast, lunch and dinner. We saw that food was 
cooked on the hospital site. We saw that all wards had adaptive aids available such as 
cutlery. Patients on the whole were prepared for their meals, seated upright and hygiene 
wipes offered. Nursing staff wore aprons and carried out hand hygiene appropriately while 
giving out meals. However, we observed a member of support staff who did not wear an 
apron nor regularly used alcohol hand gel. 
 
The distribution of meals varied as there was no identified mealtime co-ordinator and some 
wards had more staff involved than others. We observed that one ward sent staff for a break 
whilst patient meals were being served. This meant that not all staff were available to assist 
patients who required it. The serving of some meals was observed to take a while due to the 
limited number of staff serving meals. Some staff were seen to be interrupted by colleagues 
who were not involved in mealtime activity. We also observed staff giving out meals then 
leaving to do another task, and then other staff joining to help. This approach was disjointed.  
 
There was a positive individual approach by staff during patient mealtimes. Staff were 
cheerful when going around with food and drinks. We saw patients were given a choice of 
drinks with their meals. We observed ward staff asking patients to order what they wanted 
for their next meal while they were eating their present meal. This is an interruption to the 
patient’s mealtime.  
 

Assistance at mealtimes 

It was not always clear which patients required what level of assistance due to the lack of 
assessments and care plans. We saw staff cutting up food, opening packets and sachets, 
and providing a description of the food being served. Patients who clearly needed assistance 
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received this. We saw several members of staff sitting with patients to help them with their 
meal. On one ward, we did not see staff actively checking that all patients were managing 
their meal or prompting patients to eat. This ward had patients that could have benefited 
from more encouragement from staff and to check they were managing. On this ward, three 
members of staff were told to go for their own lunch. This is against the ethos of protected 
patient mealtimes. In other wards, we did see staff going back to encourage and check to 
patients during their meal. 
 

Management and provision of nutrition and hydration 

During the inspection, we observed fresh toast being made for breakfast. We saw a range of 
snacks available for patients. These included a choice of biscuits or pancakes, offered with 
tea and coffee in the afternoon, and sandwiches were available in the surgical ward. Snacks 
of different textures were also available for patients who had swallowing difficulties. All wards 
had a choice of fruit juices available and we observed patients being offered a choice of hot 
and cold drinks. Ward staff told us that the kitchen staff were flexible and could prepare a 
meal for patients if needed until they closed at 7pm. 
 
Patient feedback was positive regarding food. One patient we spoke to commented that ‘food is 
great – can’t fault it at all.’ Patients told us they had a choice of meals and an alternative could 
be found if required.  

 

Fluid balance charts 

The completion of fluid balance charts we reviewed was variable. We saw that some were 
well completed over a 24–hour period, with running totals, overall totals and balances 
recorded.  
 
Essential care rounding charts were not always completed to reflect what food and drink had 
been given or when the patient last ate or drank. On one ward, there were gaps in all 
patients’ essential care rounding charts relating to when the patient had last eaten or 
whether they would like a drink.  
 

Areas for improvement 

10. NHS Western Isles must ensure that the nutritional assessment process identifies 
the need for referral to specialist services, for example dietetics. All assessments 
and screening activity should be recorded and documented in line with local 
organisational policy.  

11. NHS Western Isles must ensure that all ward staff are available at mealtimes to 
support patients.  

12. NHS Western Isles must ensure that when fluid balance charts are commenced 
for patients who require them, they are accurately completed and appropriate 
action taken in relation to intake or output as required.  
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Outcome 7: 

Where avoidable, the patient does not fall during their stay in hospital. 

Ensuring a systematic process is in place to assess older people for the risk of falling (which 
includes medication review) and individualised controls are implemented to prevent falls or 
reduce any risk to a minimum. 

 

Managing risk 

Staff told us patients at risk of falls were identified at the nursing handover. One ward also 
had a patient information board located away from public view that identified various risks for 
patients, including falls. 
 
Where patients were identified as being at risk of falls, this triggered a falls care plan. This 
included consideration of where the patient was to be placed in the ward so that staff could 
maintain higher levels of observation.  
 
We saw one patient who was identified as at risk of falls placed in a single room opposite the 
nursing station. However, their room door and window curtains were closed. This meant that 
the patient could not be easily observed by staff without going into the room.  
 
During the inspection, we found that falls care plans were frequently updated. We saw good 
evidence of physiotherapist input to support patients’ mobilisation. Many ward staff were also 
supporting patients to walk with walking frames and aids as appropriate. It was not clear, 
however, what other assessments or interventions were in place to reduce risk, for example 
a review of medication or consideration of underlying medical conditions. 
 
During the inspection, we also found the following.  
 

 One patient was noted to have a bed and chair alarm in use. However, no risk assessment 
or detailed assessment had been completed to show that the use was appropriate. There 
was also no documented evidence to demonstrate that the patient had consented to its use. 

 Another patient who had fallen in hospital had no ‘essential care after a fall’ checklist in 
place and their falls risk assessment was not updated. The incident had been reported on 
the hospitals incident reporting system. 

 

Bedrail assessment 

Assessment of the safe use of bedrails is particularly important for patients with a cognitive 
impairment or who are distressed. Bedrails can restrict a person’s ability to get out of bed 
and, unless properly risk assessed, can create further risks to patient safety. 
 
During the inspection, we did not see any assessment in use for the safe use of bedrails 
except when recorded within the moving and handling assessment form. Where we saw 
bedrails in use, they were not always recorded on the essential care rounding chart.  
 

Area for improvement 

13. NHS Western Isles should ensure that an assessment is carried out before using 
bedrails to ensure that their use is appropriate. The NHS board should also 
ensure that consent to use them is obtained and recorded.  

 



Healthcare Improvement Scotland Unannounced Inspection Report (Western Isles Hospital, NHS Western Isles):  
3–4 November 2015 

 
24 

Outcome 8: 

Where avoidable, the patient does not acquire a pressure ulcer during their stay in hospital. 
If they are admitted with a pressure ulcer their care is tailored to their needs. 

Ensuring care for older people is delivered in line with the NHS Quality Improvement 
Scotland Best Practice Statement for the Prevention and Management of Pressure Ulcers, 
so patients can be identified as being at risk of a pressure ulcer and receive care to minimise 
the risk, including access to a local wound care formulary. 

 

Access to equipment 

We saw specialist pressure relieving equipment was available and in use in all areas 
inspected. Several patients had specialist mattresses in use which were documented on 
their essential care rounding chart. 
 

Wound assessment and care plan 

We saw from the patient health records reviewed that one patient was documented as 
having pressure ulcer damage. There was no evidence in their health record of any wound 
assessment that detailed the grade of tissue damage or a wound care plan to detail the type 
of dressing in use. There was also no evidence of evaluation and review of care. We could 
not determine when the pressure ulcer had occurred during the patient’s stay in hospital and 
it was not reported on the hospitals incident reporting system. The essential care rounding 
charts were not consistently completed to provide evidence of what interventions had taken 
place to prevent the tissue damage or how frequently position changes had been carried out. 
The patient did not have wound care plans in place for other wounds that required dressings 
to be applied. We requested that the NHS board carried out a review of this patient’s care as 
previously stated on page 19. The completed review was returned to us which confirmed 
what we found during our inspection. NHS Western Isles also identified actions to be taken 
to address the issues identified.  
 

Specialist tissue viability input 

In one patient’s health record, we saw evidence of specialist tissue viability nurses input for a 
previous pressure ulcer. The assessment and dressing regime was fully documented. 
 

Essential care rounding chart 

During the inspection, we found charts were not fully completed, including stating the 
patient’s position whilst in bed. This was the case for patients who were bed bound and not 
independently mobile. We found: 
 

 no recorded evidence that patients had been turned, especially during the overnight period  

 no evidence of care being prescribed anything other than every 2 hours, even though some 
patients may not have required this 

 some patients may have required care more than 2–hourly, but care was not always 
recorded 2–hourly, particularly in the surgical ward, and 

 one patient had nothing recorded on that day’s chart at 10.40am, as the 8am and 10am 
boxes had not been completed.  
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Area for improvement 

14. NHS Western Isles should ensure that patients with pressure ulcers have their 
ulcer assessed to determine the level of tissue damage, using the Scottish 
Adapted EPUAP Grading Tool. There should be a detailed treatment plan that 
should be reassessed regularly.  

 
 

3.5 Managing the return home 

Outcome 9: 

The patient is able to return home (or to a homely setting or care service) as soon as they 
are well enough to do so. Any additional support that they require at home is in place at the 
time of discharge. 

Ensuring that:  

 older people are discharged from hospital in a planned way and without delay 

 partnerships between acute care settings and community care services support a  
co-ordinated approach to discharge, and  

 medicines are reconciled as part of the discharge process. 

 
Within the wards visited, we saw that patients had estimated discharge dates identified. We 
were told at the time of inspection that 26 patients were experiencing a delayed discharge 
due to non-medical care needs. We saw some evidence within the patient health records 
that discussions had taken place with relatives and carers before patients were discharged 
home to ensure a planned co-ordinated discharge.  
 
During the inspection, we saw that many patients were referred to social work. However, it 
was not always clear why the referrals had been sent as the reason for referral was not 
always documented within the patient health records reviewed. With the exception of the 
rehabilitation ward we saw no evidence of multidisciplinary discharge planning to ensure that 
the needs of the patients were identified.  
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Appendix 1 – Areas for improvement 

Areas for improvement are linked to national standards published by Healthcare 
Improvement Scotland, its predecessors and the Scottish Government. They also take into 
consideration other national guidance and best practice. We will state that an NHS board 
must take action when they are not meeting the recognised standard. Where improvements 
cannot be directly linked to the recognised standard, but where these improvements will lead 
to better outcomes for patients, we will state that the NHS board should take action. The list 
of national standards, guidance and best practice can be found in Appendix 3. 
 

Treating older people with compassion, dignity and respect 

 

NHS Western Isles: 

1 must ensure that meaningful activity is available for patients experiencing delayed 
discharge whilst in hospital to help them maintain their physical and cognitive function 
(see page 11). 
 
This is to comply with Standards of Care for Dementia in Scotland (2011), page 25. 
 

2 should ensure that staff always use appropriate and respectful language in written 
communication when referring to older people in hospital (see page 12). 
 

3 NHS Western Isles should review its policy for visiting hours. This would support a 
more person-centred approach to enable friends and family to visit patients at more 
convenient times (see page 12). 
 

 

Screening and initial assessment 

Outcome 1 

NHS Western Isles: 

4 must ensure that all older people, who are being treated in the emergency department 
or are admitted to hospital, are assessed within the national standard recommended 
timescales. Assessments should be accurate and fully completed; this includes 
cognitive assessment, nutritional screening and assessment, pressure ulcer care and 
falls. Where an assessment is not thought to be appropriate, the decision should be 
recorded within the patient’s health record (see page 16). 
 
This is to comply with Clinical Standards for Older People in Acute Care (2002), 
Criterion 2a; Standards for Food, Fluid and Nutritional Care (2014), Criteria 2.1, 2.2, 
2.3, 2.4; and Best Practice Statement for the Prevention and Management of Pressure 
Ulcers (2009), Section 2. 
 

5 must ensure that medicines reconciliation is fully completed within 24 hours of 
admission (see page 16). 
 
This is to comply with Scottish Government Health Directorate, Chief Medical Officer 
(CMO)(2013)18. 
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Outcome 1 (continued) 

NHS Western Isles: 

6 must ensure clinical staff consistently comply with the national policy on do not attempt 
cardiopulmonary resuscitation (DNACPR) (see page 16).  
 
This is to comply with Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) 
Integrated Adult Policy – Decision Making and Communication (Scottish Government, 
May 2010) & SGHD/CMO(2014)17. 
 

 

Person-centred care planning 

Outcome 2 

NHS Western Isles: 

7 must ensure that patients have person-centred care plans in place for all identified care 
needs. These should evidence patient or carer involvement and be regularly evaluated 
and updated to reflect changes in the patient’s condition or needs, for example use of 
‘Getting to Know Me’ for patients with a cognitive impairment (see page 18).  
 
This is to comply with Standards of Care for Dementia in Scotland (2011), pages 15 
and 26; Standards for Food, Fluid and Nutritional Care (2014), Criterion 2.9; Best 
Practice Statement for the Prevention and Management of Pressure Ulcers (2009), 
Section 4; and The Code, Nursing and Midwifery Council (2015).  
 

8 should ensure that essential care rounding documentation is fully and accurately 
completed to reflect the care delivered and that the implementation of care rounding is 
supported by adequate individualised care planning and evaluation of the patient’s care 
(see page 18). 
 

  

Safe and effective care 

Outcome 5 

NHS Western Isles: 

9 must ensure that current legislation to protect the rights of patients who lack capacity is 
fully and appropriately implemented. This includes ensuring that where an assessment 
identifies a possible impairment, that an assessment of capacity to consent to 
treatment is undertaken. They should ensure that any power of attorney is consulted 
where they have the authority to make decisions on the patient’s behalf (see page 20). 
 
This is to comply with the Adults with Incapacity (Scotland) Act 2000 Part 5 - Medical 
Treatment and Research.  
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Outcome 6 

NHS Western Isles: 

10 must ensure that the nutritional assessment process identifies the need for referral to 
specialist services, for example dietetics. All assessments and screening activity should 
be recorded and documented in line with local organisational policy (see page 22).  
 
This is to comply with Standards for Food, Fluid and Nutritional Care (2014), Criteria 
2.5, 2.6, 2.7.  
 

11 must ensure that all ward staff are available at mealtimes to support patients (see page 
22).  
 
This is to comply with Standards for Food, Fluid and Nutritional Care (2014) Criteria 
4.1, 4.6. 
 

12 must ensure that when fluid balance charts are commenced for patients who require 
them, they are accurately completed and appropriate action taken in relation to intake 
or output as required (see page 22).  
 
This is to comply with Standards for Food, Fluid and Nutritional Care (2014) Criterion 
4.1 (g). 
 

Outcome 7 

NHS Western Isles: 

13 should ensure that an assessment is carried out before using bedrails to ensure that 
their use is appropriate. The NHS board should also ensure that consent to use them is 
obtained and recorded (see page 23). 
 

Outcome 8 

NHS Western Isles: 

14 should ensure that patients with pressure ulcers have their ulcer assessed to determine 
the level of tissue damage, using the Scottish Adapted EPUAP Grading Tool. There 
should be a detailed treatment plan that should be reassessed regularly (see page 25). 
 
This is to comply with the Best Practice Statement Pressure Ulcers (2009), Section 4.  
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Appendix 2 – Details of inspection 

The inspection to Western Isles Hospital, NHS Western Isles was conducted from 
Tuesday 3 to Wednesday 4 November 2015. 
 
The inspection team consisted of the following members: 
 
Claire Blackwood 
Inspector (Lead) 
 
Irene Robertson 
Inspector 
 
Penny Leggat 
Public Partner 
 
Supported by: 
 
Rebecca Smith 
Project Officer 
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Appendix 3 – List of national guidance 

The following national standards, guidance and best practice are relevant to the inspection 
of the care provided to older people in acute care. 
 

 Your health, your rights: The Charter of Patient Rights and Responsibilities (Scottish 
Government, 2012)  

 The Code: Professional standards of practice and behaviour for nurses and midwives 
(Nursing & Midwifery Council, 2015)  

 Equality Act 2010 

 Human Rights Act 1998 

 Clinical standards for Older People in Acute Care (Clinical Standards Board for 
Scotland, October 2002). 

 Older People and Human Rights: A reference guide for professionals working with older 
people (Age UK & British Institute for Human Rights, 2011)  

 A Participation Standard for the NHS in Scotland (Scottish Health Council, 2010) 

 Do Not Attempt Cardiopulmonary Resuscitation (DNACPR): Integrated Adult Policy – 
Decision Making and Communication (Scottish Government, May 2010)  

 National Standards for Clinical Governance and Risk Management (NHS Quality 
Improvement Scotland, October 2005)  

 Rights, Risks and Limits to Freedom: Principles and good practice guidance for 
practitioners considering restraint in residential care settings (Mental Welfare Commission 
for Scotland, 2006)  

 Generic medical record keeping standards (Royal College of Physicians, 2009) 

 Best Practice Statement for Prevention and Management of Pressure Ulcers (NHS 
Quality Improvement Scotland, March 2009)  

 Food, Fluid and Nutritional Care Standards (Healthcare Improvement Scotland, 2014)  

 Making Meals Matter resource pack (Healthcare Improvement Scotland, 2011) 

 Oral Health and Nutrition Guidance for Professionals (NHS Health Scotland, 2012)  

 Health Department Letter (HDL) (2007)13: Delivery Framework for Adult Rehabilitation - 
Prevention of Falls in Older People (Scottish Executive, February 2007)  

 Scottish Intercollegiate Guidelines Network (SIGN) Guideline 111 – Management of Hip 
Fracture in Older People (SIGN, June 2009)  

 Adults with Incapacity (Scotland) Act 2000 Part 5 – Medical treatment and research  

 Scottish Intercollegiate Guidelines Network (SIGN) Guideline 86 – Management of 
Patients with Dementia (SIGN, February 2006)  

 Dementia: decisions for dignity (Mental Welfare Commission, March 2011)  

 Standards of Care for Dementia in Scotland (Scottish Government, June 2011)  

 Dementia: 10 Care Actions in hospital (Scottish Government, 2014)  

 Charter of Rights for People with Dementia and their Carers in Scotland (Cross Party 
Group on Alzheimer’s, 2009)  

 Promoting Excellence: A framework for all health and social services staff working with 
people with dementia, their families and carers (Scottish Government, 2011)  
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 Scottish Intercollegiate Guidelines Network (SIGN) Guideline 108 – Management of 
Patients with stroke or TIA: assessment, investigation, immediate management and 
secondary prevention (SIGN, December 2008)  

 Scottish Intercollegiate Guidelines Network (SIGN) Guideline 118 – Management of 
Patients with Stroke: rehabilitation, prevention and management of complications, and 
discharge planning (SIGN, June 2010)  

 Scottish Intercollegiate Guidelines Network (SIGN) Guideline 119 – Management of 
patients with stroke: identification and management of dysphagia (SIGN, June 2010) 

 Allied Health Professions (AHP) standards 
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Appendix 4 – Inspection process flow chart 

This process is the same for both announced and unannounced inspections. 
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Appendix 5 – Terms we use in this report 

Terms and abbreviations 

 
A&E accident and emergency 
 
AWI adults with incapacity 
 
BMI body mass index 
 
CMO Chief Medical Officer 
 
CPR cardiopulmonary resuscitation 
 
CSBS Clinical Standards Board for Scotland 
 
DNACPR do not attempt cardiopulmonary resuscitation 
 
HDL Health Department Letter 
 
MUST  Malnutrition Universal Screening Tool 
 
SIGN   Scottish Intercollegiate Guidelines Network 
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

How to contact us 
 
You can contact us by letter, telephone or email to: 
 

 find out more about our inspections, and 

 raise any concerns you have about care for older people in an acute hospital or NHS board. 

 

Edinburgh Office | Gyle Square | 1 South Gyle Crescent | Edinburgh | EH12 9EB 

Telephone 0131 623 4300 

Email hcis.chiefinspector@nhs.net 

 

 

 

 

 

 

www.healthcareimprovementscotland.org 

 

The Healthcare Environment Inspectorate, the Scottish Health Council, the Scottish Health 
Technologies Group, the Scottish Medicines Consortium (SMC) and the Scottish Intercollegiate 
Guidelines Network (SIGN) are part of our organisation. 

 

 

 

mailto:hcis.chiefinspector@nhs.net

