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P pìãã~êó=çÑ=ÑáåÇáåÖë= S=

 

Q aÉí~áäÉÇ=ÑáåÇáåÖë=~Ö~áåëí=íÜÉ=ëí~åÇ~êÇë= NM=

 
R mêçÖêÉëë=~Ö~áåëí=íÜÉ=å~íáçå~ä=çîÉêîáÉï=êÉÅçããÉåÇ~íáçåë=
= Ej~êÅÜ=OMMQF= PQ=

 

^ééÉåÇáñ=N=Ó=däçëë~êó=çÑ=~ÄÄêÉîá~íáçåë= PV 

^ééÉåÇáñ=O=Ó=qÜÉ=ÑçääçïJìé=êÉîáÉï=éêçÅÉëë= QM 

^ééÉåÇáñ=P=Ó=aÉí~áäë=çÑ=êÉîáÉï=îáëáí= QN 

^ééÉåÇáñ=Q=Ó=kep=nfp=Çá~ÄÉíÉë=ëíÉÉêáåÖ=Öêçìé=ãÉãÄÉêë= QO 

^ééÉåÇáñ=R=Ó=qáãÉí~ÄäÉ=çÑ=êÉîáÉï=îáëáíë= QP=
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êÉéêçÇìÅáåÖ=íÜáë=ÇçÅìãÉåíK=
=
fåÑçêã~íáçå=Åçåí~áåÉÇ=áå=íÜáë=êÉéçêí=Ü~ë=ÄÉÉå=ëìééäáÉÇ=Äó=íÜÉ=kep=Äç~êÇ=ÅçåÅÉêåÉÇI=
ìåäÉëë=çíÜÉêïáëÉ=ëí~íÉÇI=~åÇ=áë=ÄÉäáÉîÉÇ=íç=ÄÉ=êÉäá~ÄäÉ=çå=éìÄäáÅ~íáçåK=
=
ïïïKåÜëÜÉ~äíÜèì~äáíóKçêÖ==
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N=fåíêçÇìÅíáçå=

Following the initial round of  diabetes reviews in 2003 to assess performance against 
the Clinical Standards for Diabetes (2nd

 ed.), the national overview and local reports 
were published in March 2004. NHS Quality Improvement Scotland (NHS QIS) is 
now undertaking a programme of  follow-up reviews to each NHS board to reassess 
all criteria assessed as either ‘not met’ or ‘not met (insufficient evidence)’ during the 
2003 reviews.  
 
Each review team assesses performance using the categories ‘met’, ‘not met’ and ‘not 
met (insufficient evidence)’, as detailed below. 
 
‘Met’ applies where the evidence demonstrates the standard and/or criterion is being 
attained. 
 
‘Not met’ applies where the evidence demonstrates the standard and/or criterion is 
not being attained. 
 
‘Not met (insufficient evidence)’ applies where no evidence is available for the 
review team, or where the evidence available is insufficient to allow an assessment to 
be made. 
 
A final category ‘not applicable’ is used where a standard and/or criterion does not 
apply to the NHS board under review. 
 
An NHS QIS diabetes steering group was established in May 2006 to provide advice 
and support to NHS QIS on appropriate methodology to review (see Appendix 2) 
against the existing standards. The group is chaired by Dr Mike Small, Consultant 
Physician, NHS Greater Glasgow and Clyde. Membership of  the diabetes steering 
group includes both healthcare professionals and members of  the public (see 
Appendix 4). 
 
This report presents the findings from the peer review of  NHS Western Isles. This 
follow-up review visit took place on 2 November 2006, and details of  the visit, 
including membership of  the review team, can be found in Appendix 3. 
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O=lîÉêîáÉï=çÑ=äçÅ~ä=ëÉêîáÅÉ=éêçîáëáçå=

The Western Isles is a name covering the Outer Hebrides, an island group situated 
north-west of  mainland Scotland. The population of  around 26,370 live on 10 
islands, the largest and most populous of  which is the Isle of  Lewis where the town 
of  Stornoway is located. The proportion of  older people in the population is above 
the national average, as are levels of  illness and deprivation. 
 
içÅ~ä=kep=ëóëíÉã=~åÇ=ëÉêîáÅÉë=

Western Isles NHS Board has the same functions as mainland NHS boards. It is 
responsible for improving the health of  the local population and for the delivery of  
the healthcare required. The NHS board provides strategic leadership and has overall 
responsibility for the efficient, effective and accountable performance of  the NHS in 
the Western Isles. 
 
The NHS board is also accountable for both continuously improving the quality of  
health services, and safeguarding high standards of  care, by creating an environment 
in which excellence in clinical care will flourish (framework of  clinical governance). 
 
Further information about the local NHS system can be accessed via the website of  
NHS Western Isles (www.wihb.org.uk). 
 
The Scottish Diabetes Survey 2005 indicated that 926 patients are registered with a 
recorded diagnosis of  diabetes in NHS Western Isles on an integrated area diabetes 
register. This figure can be broken down further to: 171 patients registered with Type 
1 diabetes; 749 patients registered with Type 2 diabetes; and 6 patients with other 
types of  diabetes (‘other’ includes gestational or maturity onset diabetes of  youth 
[MODY]). 
 
In NHS Western Isles, there are 12 GP practices and health clinics. There is a 
diabetes centre located in the Western Isles Hospital, Stornoway. Weekly diabetes 
clinics are held in the Western Isles Hospital. A diabetes clinic is held every 3 weeks 
at Uist and Barra Hospital, Benbecula, and a clinic is held 3 times per year at  
St Brendan’s Hospital, Barra. 
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P=pìãã~êó=çÑ=ÑáåÇáåÖë=

A summary of  the findings from the review, including examples of  local initiatives 
drawn to the attention of  the review team, is presented in this section. A detailed 
description of  performance against the standards/criteria is included in Section 4. 
 
In 2003, NHS Western Isles met 32 out of  45 criteria. Of  the remaining 13 criteria, 
11 were given the assessment category of  ‘not met’ and two were ‘not met 
(insufficient evidence)’. 
 
On the basis of  new evidence submitted and the follow-up review visit, the review 
team considered that 40 out of  45 criteria are now ‘met’. 
 
lêÖ~åáë~íáçå=

Scottish Care Information - Diabetes Collaboration (SCI-DC) Clinical (hospital-
based system) is used in the diabetes clinic in the Western Isles Hospital, although it 
was reported that this is not used ‘real time’ in the clinic. It is anticipated that  
SCI-DC Clinical will be available in the diabetes clinic in Uist and Barra Hospital, 
Benbecula, by the end of  2006. 
 
SCI-DC Network (used mainly in primary care) has been rolled out to all 12 GP 
practices. All patients with diabetes are registered on SCI-DC, and all GP practices 
have access to SCI-DC Network. 
 
There are six GP practices throughout NHS Western Isles which do not use General 
Practice Administration System for Scotland (GPASS). Data entered into GPASS 
automatically populates SCI-DC. Five GP practices use the EMIS system and one 
GP practice uses Vision. It was reported that the generic importer exporter 
(GENIE) for EMIS has been piloted, and it is hoped that this will be rolled out by 
the end of  the current year. This will allow extraction and transfer of  information to 
SCI-DC Network. It was not known when a pilot of  the GENIE for the Vision GP 
practice will commence. 
 
The diabetes managed clinical network (MCN) was established in 2004. The NHS 
Western Isles diabetes strategy 2005–2010 has since been developed and this has 
been approved by the MCN and Western Isles NHS Board. 
 
The local diabetes service advisory group (LDSAG) and diabetes MCN have 
amalgamated and this combined group now has a single shared remit and acts as an 
advisory group to Western Isles NHS Board. There is a reported good relationship 
between Western Isles NHS Board and the MCN, and strong evidence of  support 
for the progress of  diabetes services. 
 
There are shared care guidelines between primary and secondary care, including 
criteria for referral to specialist services. The majority of  uncomplicated patients with 
diabetes are seen in primary care. 
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m~íáÉåí=ÑçÅìë=

There is adequate time to undertake one-to-one patient education sessions and 
ongoing education sessions with the diabetes specialist nurse, with subsequent 
referral to the dietitian and podiatrist as required. There is an array of  continuing 
education initiatives. 
 

bñ~ãéäÉ=çÑ=~=äçÅ~ä=áåáíá~íáîÉÁ=

få=kçîÉãÄÉê=OMMSI=íÜÉ=móê~ãáÇ=qÜÉ~íêÉ=`çãé~åó=ïáää=ÄÉ=íçìêáåÖ=ëÅÜççäë=~Åêçëë=íÜÉ=

tÉëíÉêå=fëäÉë=ïáíÜ=~=éä~ó=ÅçåëáÇÉêáåÖ=íÜÉ=ÇáÑÑÉêÉåí=~ëéÉÅíë=çÑ=Ü~îáåÖ=~åÇ=äáîáåÖ=ïáíÜ=

qóéÉ=O=Çá~ÄÉíÉëK=qÜáë=Ü~ë=ÄÉÉå=çêÖ~åáëÉÇ=Äó=íÜÉ=äçÅ~ä=ÅçìåÅáäI=ïáíÜ=áåîçäîÉãÉåí=Ñêçã=

íÜÉ=Çá~ÄÉíÉë=ëÉêîáÅÉK=nìÉëíáçå=~åÇ=~åëïÉê=ëÉëëáçåë=ÑçääçïáåÖ=íÜÉ=éä~ó=ïáää=ÄÉ=

ÅçåÇìÅíÉÇ=áåîçäîáåÖ=~=ÜÉ~äíÜÅ~êÉ=éêçÑÉëëáçå~äK=

 
Paediatric care of  patients with diabetes is to be extended. Discussions are under way 
to establish a diabetes clinic in Uist to avoid the necessity of  patients having to travel 
to Stornoway. Agreement has also been reached in principle for an extra ‘virtual’ 
paediatric clinic in Benbecula. A video-conferencing facility will enable patient 
consultation with the visiting consultant paediatrician based in Stornoway. Families 
will be accompanied by the diabetes specialist nurse. At the time of  the follow-up 
review, this proposal was awaiting formal approval from the medical director. 
 
NHS Western Isles confirmed that it actively encourages and promotes the 
involvement of  lay representatives in diabetes services. There remains extensive 
patient representation on the LDSAG/MCN. The diabetes lay members group also 
meets as a separate body. 
 
There is no dedicated clinical psychology service for patients with diabetes in NHS 
Western Isles. 
 
`äáåáÅ~ä=êÉîáÉï=

For the purposes of  the follow-up reviews, Quality and Outcomes Framework 
(QOF) data were used to assess and support the recording of  the relevant indicators 
noted in Criterion 4.1. It was agreed that a 90% recording achievement rate would be 
acceptable, with the exception of  retinal screening which should be assessed at 80% 
in line with the NHS QIS Clinical Standards for Diabetic Retinopathy Screening 
(March 2004). 
 
In 2003, Criterion 4.1 was graded as ‘not met’ as there was no single NHS board-
wide clinical management system in NHS Western Isles. Consequently, there were 
difficulties surrounding the recording of  figures to indicate that patients had been 
offered an annual review of  clinical and lifestyle/well-being factors. 
 
The review team was satisfied that the QOF data submission verified that all clinical 
indicators noted within Criterion 4.1 had been recorded in the previous 15 months as 
part of  patients’ annual reviews. 
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`äáåáÅ~ä=ã~å~ÖÉãÉåí=

bóÉëW=

NHS Western Isles has a contractual agreement with NHS Tayside to provide retinal 
screening and image grading. At the time of  the follow-up review, it was reported 
that a new local method of  retinal screening was being negotiated. The major change 
to the current system will be where capture of  the retinal image is undertaken, which 
was previously done by the mobile retinal screening unit provided by NHS Tayside. 
Fixed cameras will be available in Stornoway and Benbecula, together with a mobile 
screening unit. Two local optometrists and an assistant have undergone additional 
retinal screening training. 
 
Grading of  the retinal images will continue to be undertaken by NHS Tayside. 
Referral for consultant ophthalmologist review will continue to be provided by NHS 
Western Isles to visiting consultants from NHS Highland. 
 
It is anticipated that this new system for retinal screening will be operational by 
December 2006, and phased in over 12 months. 
 
`~êÇáçî~ëÅìä~ê=ëí~íìëW=

All appropriate cardiovascular protocols had been implemented during the 2003 
reviews. These criteria remain ‘met’. 
 
At the time of  the follow-up review, all protocols were being updated and 
reformatted for inclusion within a diabetes handbook. The handbook was out for 
consultation, with an anticipated implementation date of  November 2006. 
 
cÉÉíW=

bñ~ãéäÉ=çÑ=~=äçÅ~ä=áåáíá~íáîÉÁ=

^=Çì~ä=êÉíáå~äLéçÇá~íêó=ëÅêÉÉåáåÖ=éêçÖê~ããÉ=ï~ë=ìåÇÉêí~âÉå=áå=OMMQK=qÜáë=ï~ë=~=

çåÉJçÑÑ=éáäçí=ÉñÉêÅáëÉ=íç=ÉåëìêÉ=Å~éíìêÉ=çÑ=~ää=é~íáÉåíë=ïáíÜ=Çá~ÄÉíÉëK=^ååì~ä=Ñççí=

ëÅêÉÉåáåÖ=ï~ë=ìåÇÉêí~âÉå=Äó=~=éçÇá~íêáëí=ïáíÜáå=~=SJïÉÉâ=íáãÉÑê~ãÉ=~í=~Çà~ÅÉåí=dm=

éê~ÅíáÅÉë=áå=ÅçåàìåÅíáçå=ïáíÜ=é~íáÉåíë=ìåÇÉêÖçáåÖ=êÉíáå~ä=ëÅêÉÉåáåÖ=ïáíÜ=íÜÉ=q~óëáÇÉ=

ãçÄáäÉ=êÉíáå~ä=ëÅêÉÉåáåÖ=ìåáíK=

 
A rapid referral protocol is used across primary and secondary care to ensure 
appropriate patient referral to the foot ulcer clinic for review by a diabetes foot 
specialist. Digital cameras are available for all podiatrists, with cameras used at the 
initial patient assessment. Local protocols for drug and pressure relief  treatment for 
diabetic foot ulceration are in place. 
 
däóÅ~Éãá~W=

All criteria for this standard were ‘met’ in 2003 and the review team was satisfied that 
they remain ‘met’. 
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oÉå~äW=

Discussions are to take place with the renal physician from NHS Highland in relation 
to new referral criteria for estimated glomerular filtration rate (eGFR). 
 
A renal dialysis unit is being established at the Western Isles Hospital. This is being 
led by a renal specialist nurse with support from a renal physician from NHS 
Highland. This has been a patient-driven initiative in order to avoid the necessity for 
excessive travelling by renal patients. 
 
^ÅìíÉ=ã~å~ÖÉãÉåíW=

All criteria for this standard were ‘met’ in 2003 and the review team was satisfied that 
they remain ‘met’. 
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Q=aÉí~áäÉÇ=ÑáåÇáåÖë=~Ö~áåëí=íÜÉ=ëí~åÇ~êÇë=

pí~åÇ~êÇ=NW=lêÖ~åáë~íáçåW=fjCqI=`äáåáÅ~ä=j~å~ÖÉãÉåí=
póëíÉãëI=^ìÇáí=~åÇ=jçåáíçêáåÖ=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉëI=ïáíÜ=~ééêçéêá~íÉ=ÅçåëÉåíI=~êÉ=éä~ÅÉÇ=çå=~=ÅäáåáÅ~ä=ã~å~ÖÉãÉåí=
ëóëíÉã=ïÜáÅÜ=Åçåí~áåë=ÅçêÉ=áåÑçêã~íáçå=~Äçìí=íÜÉáê=Å~êÉ=~åÇ=~ääçïë=çåÖçáåÖ=ìëÉÑìä=
ÅäáåáÅ~ä=áåÑçêã~íáçå=íç=ÄÉ=êÉÅçêÇÉÇ=Ñçê=ìëÉ=áå=ÇáêÉÅí=é~íáÉåí=Å~êÉ=~åÇ=ëÉêîáÅÉ=~ìÇáíK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = qÜÉêÉ=áë=~å=ìéJíçJÇ~íÉ=éçéìä~íáçåJÄ~ëÉÇ=ÉäÉÅíêçåáÅ=ÅäáåáÅ~ä=ã~å~ÖÉãÉåí=ëóëíÉã=
çÑ=~ää=éÉçéäÉ=ïáíÜ=~=êÉÅçêÇÉÇ=Çá~Öåçëáë=çÑ=Çá~ÄÉíÉë=áå=íÜÉ=~êÉ~=ïÜáÅÜ=ÅçîÉêëW=áåáíá~ä=
Çá~ÄÉíÉë=Çá~ÖåçëáëX=ÇÉîÉäçéãÉåí=çÑ=ëáÖåáÑáÅ~åí=Çá~ÄÉíÉë=ãáÅêçJ=~åÇ=ã~Åêçî~ëÅìä~ê=
ÅçJãçêÄáÇáíáÉëX=óÉ~ê=çÑ=çåëÉí=çÑ=ÅçJãçêÄáÇáíáÉëX=ãÉ~ëìêÉãÉåí=çÑ=çåÖçáåÖ=
ãçÇáÑá~ÄäÉ=êáëâ=Ñ~ÅíçêëX=äçåÖJíÉêã=ãÉÇáÅ~íáçå=Ñçê=Çá~ÄÉíÉë=~åÇ=çíÜÉê=ÅÜêçåáÅ=
ÅçåÇáíáçåëK=

pq^qrpW=Met  

In 2003, this criterion was graded as ‘not met’ as there was no up-to-date population-
based electronic clinical management system of people with a recorded diagnosis of 
diabetes. The Lanarkshire Diabetes Care System was in use in secondary care. At the 
time of the review, NHS Western Isles was planning to implement Scottish Care 
Information - Diabetes Collaboration (SCI-DC) Clinical (hospital-based system) and 
SCI-DC Network (used mainly in primary care) by August 2003. 

SCI-DC Clinical is used in the diabetes clinic in the Western Isles Hospital, 
Stornoway, although it was reported that this is not used ‘real time’. Following the 
patient’s clinic appointment, information is retrospectively entered by administrative 
staff at the same time as generating the patient letter for the GP. It is anticipated that 
SCI-DC Clinical will be available in the diabetes clinic in Uist and Barra Hospital, 
Benbecula, by the end of 2006. 

SCI-DC Network has been rolled out to all 12 GP practices. All patients with 
diabetes are registered on SCI-DC, and all GP practices have access to SCI-DC 
Network. It was reported that some GP practices use SCI-DC extensively, whilst 
others use it simply as a reference tool. 

There are six GP practices throughout NHS Western Isles which do not use General 
Practice Administration System for Scotland (GPASS). Data entered into GPASS 
automatically populates SCI-DC. Five GP practices use the EMIS system and one 
GP practice uses Vision. It was reported that the generic importer exporter (GENIE) 
for EMIS has been piloted, and it is hoped that this will be rolled out by the end of 
the current year. This will allow extraction and transfer of information to SCI-DC 
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Network. It was not known when a pilot of the GENIE for the Vision GP practice 
will commence. 

 

OW= = a~í~=áåíÉêÑ~ÅÉë=~êÉ=áå=éä~ÅÉ=ÄÉíïÉÉå=éêáã~êó=~åÇ=~ÅìíÉ=Å~êÉ=ëìÅÜ=íÜ~í=~=ëáåÖäÉ=
Ç~í~=Éåíêó=ÅçîÉêë=~ää=êÉÅçêÇáåÖ=åÉÉÇëK=

pq^qrpW=Not met  

In 2003, this criterion was graded as ‘not met’ as there were no data interfaces in 
place so that one single data entry populated the primary and secondary care 
information systems. 

At the time of the follow-up review, double data entry was required for the non-
GPASS GP practices. The diabetes services co-ordinator inputs information onto 
SCI-DC on receipt of hard copies of information from the Vision GP practice. The 
EMIS GP practices either undertake double data entry themselves, or information is 
submitted to the diabetes services co-ordinator for input. 

Additionally, it was reported that the link between SCI Store (which holds X-ray and 
laboratory test results) and SCI-DC is not nationally available. Double data entry is, 
therefore, necessary in relation to test results. As a result, this criterion will not be 
‘met’ until the national SCI-DC Network system fully interfaces with all other 
relevant NHS information systems. 

 

PW= = qÜÉ=_ç~êÇ=é~êíáÅáé~íÉë=áå=íÜÉ=pÅçííáëÜ=aá~ÄÉíÉë=pìêîÉóK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

QW= = a~í~=~êÉ=ÅçääÉÅíÉÇ=ìëáåÖ=íÜÉ=ÅäáåáÅ~ä=ã~å~ÖÉãÉåí=ëóëíÉã=çå=~=Åçåíáåìçìë=Ä~ëáë=
íç=Ñ~Åáäáí~íÉ=êÉÖìä~ê=~ìÇáí=~åÇ=èì~äáíó=~ëëìê~åÅÉK=qÜÉ=èì~äáíó=çÑ=íÜÉ=Ç~í~=áë=~äëç=
êÉÖìä~êäó=~ìÇáíÉÇK=

pq^qrpW=Not met  

In 2003, this criterion was graded as ‘not met’ as there had been no regular audit of 
the quality of data and, consequently, no validation of data by primary care was 
undertaken. 

At the time of the follow-up review, it was reported that information extracted from 
SCI-DC has been used for inclusion in the diabetes managed clinical network (MCN) 
annual report and diabetes strategy, and used to inform planning and development of 
services. Information was used in primary care to assist development of the retinal 



içÅ~ä=oÉéçêí=Ekep=tÉëíÉêå=fëäÉëFW=aá~ÄÉíÉë=cçääçïJìé=oÉîáÉï=Ó=j~êÅÜ=OMMT=
 

12 

screening programme. Information was also used to inform the proposal for the 
purchase of continuous glucose monitoring machines. 

The diabetes service reported that it is still exploring the use of data held on SCI-DC, 
and wishes to be confident of reliable data, before using for audit purposes. 

The diabetes services co-ordinator undertakes quality assurance of all data entered 
onto SCI-DC Network every 3 months, through use of parameter fields to identify 
inaccurate data entry. It was reported that advice is being sought from NHS Western 
Isles’ data department to implement an additional system to ensure accuracy of the 
data and data analysis as a forerunner for other IT systems across NHS Western 
Isles. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

RW= = qÜÉ=ÅçãéìíÉêáëÉÇ=ÅäáåáÅ~ä=ã~å~ÖÉãÉåí=ëóëíÉã=áë=_ç~êÇJïáÇÉ=~åÇ=áåÅçêéçê~íÉë=
Å~ää=~åÇ=êÉÅ~ää=ëóëíÉãë=Ñçê=ëÅêÉÉåáåÖLêÉîáÉï=çÑ=ÅçãéäáÅ~íáçåëK=

pq^qrpW=Not met  

In 2003, this criterion was graded as ‘not met’ as there was no NHS board-wide 
clinical management system. 

Although SCI-DC is implemented across NHS Western Isles, it was noted that the 
national SCI-DC system does not have a call and recall function; as a consequence, 
this criterion cannot be ‘met’. 

All GP practices have their own call/recall systems in place. 

Call/recall is initiated through the hospital-based outpatients system in secondary 
care. 



içÅ~ä=oÉéçêí=Ekep=tÉëíÉêå=fëäÉëFW=aá~ÄÉíÉë=cçääçïJìé=oÉîáÉï=Ó=j~êÅÜ=OMMT=
 

13 

pí~åÇ~êÇ=OW=lêÖ~åáë~íáçåW=m~íÜï~ó=çÑ=`~êÉI=qÉ~ãïçêâáåÖ=~åÇ=
fåíÉÖê~íáçå=çÑ=pÉêîáÅÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
qÜÉêÉ=áë=~å=~ÖêÉÉÇ=~êÉ~JïáÇÉ=ëíêìÅíìêÉÇ=éêçÖê~ããÉ=çÑ=Å~êÉ=ïÜáÅÜ=ÅäÉ~êäó=ÇÉÑáåÉëW=
êÉéçêíáåÖ=~êê~åÖÉãÉåíë=~åÇ=~ÅÅçìåí~ÄáäáíóX=íÜÉ=Å~êÉ=íÜ~í=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ëÜçìäÇ=
ÉñéÉÅí=íç=êÉÅÉáîÉX=íÜÉ=éêçÅÉëëÉë=çÑ=Å~êÉ=íÜ~í=ïáää=ÄÉ=ÑçääçïÉÇ=~ÑíÉê=Çá~Öåçëáë=EáåÅäìÇáåÖ=éêÉJ=
~åÇ=éÉêáçéÉê~íáîÉ=ã~å~ÖÉãÉåíFX=íÜÉ=éêçíçÅçäë=~åÇ=ÖìáÇÉäáåÉë=íÜ~í=ÇÉíÉêãáåÉ=ïÜáÅÜ=
ÅäáåáÅá~å=áë=êÉëéçåëáÄäÉ=Ñçê=íÜÉ=ÇÉäáîÉêó=çÑ=ëéÉÅáÑáÅ=~ëéÉÅíë=çÑ=Å~êÉX=ÅêáíÉêá~=Ñçê=êÉÑÉêê~äK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = qÜÉêÉ=áë=~=äçÅ~ä=ëíê~íÉÖó=~åÇ=áãéäÉãÉåí~íáçå=éä~å=Ñçê=Çá~ÄÉíÉë=ëÉêîáÅÉë=íÜ~í=ÅçîÉêë=
Çá~ÖåçëáëI=ëÅêÉÉåáåÖ=Ñçê=ÅçãéäáÅ~íáçåëI=íêÉ~íãÉåí=~åÇ=Å~êÉK=

pq^qrpW=Met  

In 2003, this criterion was graded as ‘not met’ as there was no formal strategy and 
implementation plan for diabetes services in NHS Western Isles. At the time of the 
review, a diabetes services co-ordinator had recently been appointed (on a part-time 
secondment for 2 years) to take forward the development of a local strategy and 
implementation plan. In addition, the diabetes services co-ordinator would have 
responsibility for the development of a diabetes MCN. 

The diabetes MCN was established in 2004. The NHS Western Isles diabetes strategy 
2005–2010 has since been developed and this has been approved by the MCN and 
Western Isles NHS Board. 

 

OW= = qÜÉêÉ=áë=~å=ÉÑÑÉÅíáîÉI=ïÉääJçêÖ~åáëÉÇ=ëíê~íÉÖáÅ=éä~ååáåÖ=Öêçìé=áåÅäìÇáåÖ=
ëí~âÉÜçäÇÉêëW=~=içÅ~ä=aá~ÄÉíÉë=pÉêîáÅÉ=^Çîáëçêó=dêçìé=Eiap^dFI=çê=Éèìáî~äÉåíI=
ïÜáÅÜ=áë=~ÅÅçìåí~ÄäÉ=íç=íÜÉ=kep=_ç~êÇK=

pq^qrpW=Met  

In 2003, this criterion was graded as ‘not met’ as although a local diabetes service 
advisory group (LDSAG) was established, and was accountable to Western Isles 
NHS Board, the review team had not considered the group to have a clear function 
or robust links with the NHS board. The remit of the LDSAG was under review at 
the time of the review. 

The LDSAG and diabetes MCN have since amalgamated and this combined group 
now has a single shared remit and acts as an advisory group to the NHS board. There 
is a reported good relationship between the NHS board and the diabetes MCN. 

The director of public health is the NHS board’s lead officer for diabetes and is a 
member of the LDSAG/MCN. The planning and development manager is a 
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member of the LDSAG/MCN and deputises for the director of public health. The 
director of nursing is also a member of the LDSAG/MCN. 

At the time of the follow-up review, the review team noted the enthusiasm for the 
progress that has been made through the LDSAG/MCN, and the positive direction 
and focus the diabetes service is taking. 

 

PW= = qÜÉêÉ=~êÉ=~ÖêÉÉÇ=ÖìáÇÉäáåÉë=Ñçê=ëÜ~êÉÇ=Å~êÉ=~åÇ=êÉÑÉêê~ä=~åÇ=ÇáëÅÜ~êÖÉ=ÄÉíïÉÉå=
éêáã~êó=Å~êÉ=íÉ~ãë=~åÇ=Çá~ÄÉíÉë=ëéÉÅá~äáëí=Å~êÉ=íÉ~ãëI=ïÜáÅÜ=~êÉ=êÉÖìä~êäó=~åÇ=
àçáåíäó=êÉîáÉïÉÇK=qÜÉëÉ=áåÅäìÇÉ=éêçíçÅçäë=Ñçê=íÜÉ=ã~å~ÖÉãÉåí=çÑ=Çá~ÄÉíÉë=ÇìêáåÖ=
çíÜÉê=áääåÉëëÉë=~åÇ=éêçÅÉÇìêÉëK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. However, it had been noted that 
many patients with Type 2 diabetes routinely attended annual reviews in secondary 
care. 

Practice has since changed, and there are clear guidelines for the review and 
treatment of patients with Type 2 diabetes in primary care. The majority of 
uncomplicated patients with diabetes are seen in primary care. The diabetes nurse 
specialists work across both primary and secondary care. 

At the time of the follow-up review, all protocols and guidelines were being updated 
and reformatted for inclusion within a diabetes handbook. The handbook includes 
criteria for referral to specialist services, and was out for consultation with an 
anticipated implementation date of November 2006. 

 

QW= = ^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=Ü~îÉ=~å=áåÇáîáÇì~äáëÉÇ=éä~å=çÑ=Å~êÉ=áåÅäìÇáåÖ=ãìíì~ääó=
~ÖêÉÉÇ=í~êÖÉíë=Ä~ëÉÇ=çå=`äáåáÅ~ä=pí~åÇ~êÇë=~åÇ=íÜÉ=pÅçííáëÜ=aá~ÄÉíÉë=cê~ãÉïçêâK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

RW= = qÜÉêÉ=~êÉ=áÇÉåíáÑáÉÇ=äÉ~Ç=ÅäáåáÅá~åë=Ñçê=Çá~ÄÉíÉë=áå=~ÅìíÉ=~åÇ=éêáã~êó=Å~êÉK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 
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SW= = qÜÉêÉ=~êÉ=êçÄìëí=Ñ~áäJë~ÑÉ=~êê~åÖÉãÉåíë=Ñçê=áÇÉåíáÑóáåÖ=~åÇ=ÑçääçïáåÖ=ìé=éÉçéäÉ=
ïáíÜ=Çá~ÄÉíÉë=ïÜç=ÇÉÑ~ìäí=Ñêçã=ÅäáåáÅëI=ïÜáÅÜ=í~âÉ=áåíç=~ÅÅçìåí=é~íáÉåí=ÅÜçáÅÉ=
~åÇ=êÉëéçåëáÄáäáíó=Ñçê=íÜÉáê=Å~êÉK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 



içÅ~ä=oÉéçêí=Ekep=tÉëíÉêå=fëäÉëFW=aá~ÄÉíÉë=cçääçïJìé=oÉîáÉï=Ó=j~êÅÜ=OMMT=
 

16 

pí~åÇ~êÇ=PW=m~íáÉåí=cçÅìë=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=Ü~îÉ=Éèìáí~ÄäÉ=~ÅÅÉëë=íç=áåÑçêã~íáçå=~åÇ=ãìäíáÇáëÅáéäáå~êó=
éêçÖê~ããÉë=çÑ=ÉÇìÅ~íáçåI=ïÜáÅÜ=~êÉ=í~áäçêÉÇ=íç=áåÇáîáÇì~ä=åÉÉÇë=~åÇ=ëéÉÅáÑáÅ=ÅäáÉåí=
ÖêçìéëK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = ^ää=éÉçéäÉ=åÉïäó=Çá~ÖåçëÉÇ=ïáíÜ=Çá~ÄÉíÉë=~êÉ=çÑÑÉêÉÇ=~í=äÉ~ëí=çåÉ=~ééêçéêá~íÉäó=
í~áäçêÉÇ=Ñçêã~ä=ÉÇìÅ~íáçå~ä=ëÉëëáçå=~Äçìí=íÜÉáê=ÅçåÇáíáçå=~åÇ=~êÉ=éêçîáÇÉÇ=ïáíÜ=
ïêáííÉå=ã~íÉêá~ä=íç=êÉáåÑçêÅÉ=íÜ~í=ÉÇìÅ~íáçåK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

At the time of the follow-up review, staff confirmed that, due to the small patient 
numbers involved, there is adequate time for the diabetes specialist nurse to 
undertake one-to-one patient education sessions, with subsequent referral to the 
dietitian and podiatrist as required. 

 

OW= = bÇìÅ~íáçå~ä=éêçÖê~ããÉë=ÅçåíáåìÉ=~ÑíÉê=Çá~Öåçëáë=~åÇ=áåÅäìÇÉ=ÇáÉíI=Ñççí=Å~êÉ=~åÇ=
ÉóÉ=Å~êÉ=~ë=ïÉää=~ë=Ç~óJíçJÇ~ó=ã~å~ÖÉãÉåí=çÑ=Çá~ÄÉíÉëK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

At the time of the follow-up review, staff confirmed that there is a reasonable 
amount of time for ongoing education. There is an open door policy to the diabetes 
centre. It was reported that consideration had been given to group patient education 
sessions, but this was not considered feasible, due to issues with geography, island 
culture and patient privacy. 

The review team noted the variety of methods used to provide continuing education. 

In November 2006, the Pyramid Theatre Company will be touring schools across the 
Western Isles with a play considering the different aspects of having and living with 
Type 2 diabetes. This has been organised by the local council, with subsequent 
involvement from the diabetes service. Question and answer sessions involving a 
healthcare professional will be conducted following the play. 
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PW= = qÜÉêÉ=~êÉ=ëéÉÅáÑáÅ=Å~êÉ=éêçÖê~ããÉë=Ñçê=ÇáÑÑÉêÉåí=ÅäáÉåí=Öêçìéë=áå=íÜÉ=éçéìä~íáçå=
áåÅäìÇáåÖ=ÅÜáäÇêÉåI=~ÇçäÉëÅÉåíëI=~ÇìäíëI=ÉäÇÉêäóI=éêÉÅçåÅÉéíáçå~ä=~åÇ=éêÉÖå~åí=
ïçãÉå=ïáíÜ=Çá~ÄÉíÉëI=ïçãÉå=ïáíÜ=ÖÉëí~íáçå~ä=Çá~ÄÉíÉëI=ÉíÜåáÅ=~åÇ=îìäåÉê~ÄäÉ=
ÖêçìéëK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

At the time of the follow-up review, it was reported that the paediatric care of 
patients with diabetes is to be extended. A visiting consultant paediatrician from 
NHS Highland holds paediatric clinics in Stornoway every 3 months. Discussions are 
under way to request that a clinic is also held in Uist to avoid patients having to 
travel to Stornoway. Agreement has been reached in principle for an extra ‘virtual’ 
paediatric clinic in Benbecula. A video-conferencing facility will enable patient 
consultation with the visiting consultant paediatrician based in Stornoway. Families 
will be accompanied by the diabetes specialist nurse. At the time of the follow-up 
review, this proposal was awaiting formal approval from the medical director. This 
proposal has been as a direct result of a family network day held in May 2006 and a 
patient survey conducted in the diabetes clinics. 

It was reported that discussions are currently taking place between the planning and 
development manager and the health promotion department to address issues in 
relation to migrant workers. 

 

QW= = mÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=~êÉ=áåîçäîÉÇ=áå=Åçåëìäí~íáçå=çå=ëÉêîáÅÉ=ÇÉîÉäçéãÉåíK=

pq^qrpW=Met  

In 2003, this criterion was graded as ‘not met’ as although there was extensive 
Diabetes UK patient representation on the LDSAG, there were no other formal 
mechanisms to involve patients in consultation on service development. The review 
team had also noted a lack of formal training for lay representatives on the group. 

The diabetes service confirmed that it actively encourages and promotes the 
involvement of lay representatives in diabetes services. There remains extensive 
patient representation on the LDSAG/MCN. The diabetes lay members group also 
meets as a separate body. 

The diabetes MCN hosted a public diabetes conference in 2004 to engage service 
users in the development of diabetes services. The conference considered public 
involvement, service redesign, priorities for the local diabetes strategy, and 
information needs and SCI-DC. 

The diabetes website contains comprehensive information on planned diabetes 
activities. There is also a website discussion forum to encourage comments and 
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suggestions for the diabetes service. Minutes from the LDSAG are posted on the 
website. 

Local and national patient satisfaction surveys have been undertaken. As a result of 
survey feedback, consideration is being given to reorganising diabetes clinics in order 
to reduce waiting times. 

It was reported that discussion is under way on engaging adolescent patients with 
diabetes in a meaningful, relevant way. 

The review team noted the work undertaken by NHS Western Isles with regard to 
the recruiting and training of lay members and ensuring public involvement on 
service development. Public involvement training for lay representatives and health 
professionals was provided by Diabetes UK in November 2004, to help provide 
understanding of their role on the LDSAG/MCN. Patient focus and public 
involvement follow-up training was also organised for lay representatives in 
November 2005. 

 

aÉëáê~ÄäÉ=`êáíÉêá~=

RW= = mÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=Ü~îÉ=~ééêçéêá~íÉ=~ÅÅÉëë=íç=áÇÉåíáÑáÉÇ=âÉó=ÜÉ~äíÜ=
éêçÑÉëëáçå~äë=áåÅäìÇáåÖ=ëí~íÉ=êÉÖáëíÉêÉÇ=éçÇá~íêó=~åÇ=ÇáÉíÉíáÅI=åìêëáåÖ=~åÇ=
éëóÅÜçäçÖó=ëÉêîáÅÉëK=

pq^qrpW=Not met  

In 2003, this criterion was graded as ‘not met’ as there was no psychology service 
provided locally. Patients, including paediatric patients, may be referred to NHS 
Highland for psychology input. It was also reported that there can be a delay for 
routine podiatry appointments. 

At the time of the follow-up review, the review team noted the appropriate access to 
podiatry, dietetic and nursing services. In particular, the distribution of work for 
diabetes specialist nurse input appears more equitable. There is one full-time diabetes 
specialist nurse and two part-time nurses who support both primary and secondary 
care. 

Patients requiring psychological services are referred to a clinical psychologist from 
NHS Highland, although the community psychiatric nurse can deal with the more 
straightforward cases. It was reported that there are long waiting lists for referral to 
the clinical psychologist. Consideration is being given to the delivery of mental health 
services as part of NHS Western Isles’ service redesign. 
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SW= = jÉãÄÉêë=çÑ=íÜÉ=Çá~ÄÉíÉë=íÉ~ã=ïÜç=~êÉ=áåîçäîÉÇ=áå=é~íáÉåí=ÉÇìÅ~íáçå=Ü~îÉ=~ÅÅÉëë=
íç=~=íê~áåáåÖ=éêçÖê~ããÉK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

The review team commended the staff enthusiasm and the high uptake in training 
courses. 
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pí~åÇ~êÇ=QW=`äáåáÅ~ä=oÉîáÉï=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=~êÉ=çÑÑÉêÉÇ=~ååì~ä=çê=ãçêÉ=ÑêÉèìÉåí=Éñ~ãáå~íáçåI=ïÜÉêÉ=ÅäáåáÅ~ääó=
áåÇáÅ~íÉÇI=íç=ãçåáíçê=íÜÉ=ã~å~ÖÉãÉåí=~åÇ=éêçÖêÉëëáçå=çÑ=íÜÉáê=ÅçåÇáíáçåK=qÜÉêÉ=áë=
áåíÉêîÉåíáçå=~ë=êÉèìáêÉÇ=~åÇ=ëìééçêí=Ñçê=íÜÉ=ãçÇáÑáÅ~íáçå=çÑ=äáÑÉëíóäÉ=êáëâ=Ñ~ÅíçêëK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = qÜÉêÉ=áë=~=éêçíçÅçä=íç=ÉåëìêÉ=íÜ~í=~ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=~êÉ=çÑÑÉêÉÇ=êÉîáÉï=çÑ=
íÜÉ=ÑçääçïáåÖ=áåÇáÅ~íçêë=çå=~å=~ååì~ä=Ä~ëáëI=çê=ãçêÉ=ÑêÉèìÉåíäó=ïÜÉêÉ=ÅäáåáÅ~ääó=
áåÇáÅ~íÉÇI=Ñêçã=Çá~ÖåçëáëK=

= = `äáåáÅ~ä=

= = däóÅ~íÉÇ=Ü~ÉãçÖäçÄáå=EeÄ^NÅFX=_äççÇ=éêÉëëìêÉX=o~åÇçã=íçí~ä=ÅÜçäÉëíÉêçäX=bóÉ=
Éñ~ãáå~íáçå=Ñçê=Çá~ÄÉíáÅ=êÉíáåçé~íÜó=~ÅÅçêÇáåÖ=íç=eq_p=êÉÅçããÉåÇ~íáçåëX=
rêáå~äóëáë=Ñçê=ãáÅêç~äÄìãáåìêá~=~åÇ=éêçíÉáåìêá~X=pÉêìã=ÅêÉ~íáåáåÉX=cççí=
Éñ~ãáå~íáçå=Ñçê=áëÅÜ~Éãá~I=åÉìêçé~íÜóI=~åÇ=ÖÉåÉê~ä=Ñççí=Å~êÉX=oÉîáÉï=çÑ=
ãÉÇáÅ~íáçåK=

= = iáÑÉëíóäÉLtÉääJÄÉáåÖ=

= = _çÇó=j~ëë=fåÇÉñ=E_jfFX=aáÉí~êó=áåí~âÉX=mÜóëáÅ~ä=~ÅíáîáíóX=qçÄ~ÅÅç=Åçåëìãéíáçå=
EëãçâáåÖ=Ü~ÄáíFX=mÉêÅÉéíáçå=~åÇ=ìåÇÉêëí~åÇáåÖ=çÑ=ÅçåÇáíáçåX=mëóÅÜçäçÖáÅ~ä=ïÉääJ
ÄÉáåÖX=pÉñì~ä=ÜÉ~äíÜK=

pq^qrpW=Met  

In 2003, this criterion was graded as ‘not met’ as there was no single NHS board-
wide clinical management system in NHS Western Isles. Consequently, there were 
difficulties surrounding the recording of figures and the review team had been unable 
to confirm that data were available to indicate that patients had been offered an 
annual review of clinical and lifestyle/well-being factors. Where data were available, 
they were not complete. 

Since publication of the NHS Quality Improvement Scotland (NHS QIS) Clinical 
Standards for Diabetes (2nd ed.), it should be noted that the Quality and Outcomes 
Framework (QOF), part of the new General Medical Services (nGMS) contract, now 
allows a 15-month period for annual patient review. 

The QOF, introduced in 2004, is a system to remunerate general practices for 
providing good quality care to their patients and to help support work to further 
improve the quality of healthcare delivered. QOF includes evidence-based indicators 
and disease prevalence rates for specific diseases or conditions. This includes 18 
diabetes clinical indicators which relate to patients with Type 1 or Type 2 diabetes. 
For the purposes of the follow-up reviews, QOF data were used to assess and 
support the recording of the relevant indicators noted in this criterion. It was agreed 
that a 90% recording achievement rate would be acceptable, with the exception of 
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retinal screening which should be assessed at 80% in line with the NHS QIS Clinical 
Standards for Diabetic Retinopathy Screening (March 2004). 

The review team was satisfied that the QOF data submission verified that all clinical 
indicators noted within this criterion had been recorded in the previous 15 months as 
part of patients’ annual reviews. 

Additionally, there are appropriate initiatives in place to discuss and manage lifestyle 
and well-being factors, such as exercise referral schemes, smoking cessation services 
and sexual health counselling. 

 

OW= = m~íáÉåíë=~êÉ=áåÑçêãÉÇ=çÑ=íÜÉáê=êÉëìäíë=~åÇ=çÑÑÉêÉÇ=ëìééçêí=íç=ã~å~ÖÉ=äáÑÉëíóäÉ=êáëâ=
Ñ~Åíçê=ÅÜ~åÖÉëK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

PW= = oÉÑÉêêáåÖ=éê~ÅíáíáçåÉêë=EáåÅäìÇáåÖ=çéíçãÉíêáëíëI=ïáíÜ=é~íáÉåí=ÅçåëÉåíF=~êÉ=ÖáîÉå=
ÑÉÉÇÄ~Åâ=êÉÖ~êÇáåÖ=íÜÉ=çìíÅçãÉ=çÑ=íÜÉáê=êÉÑÉêê~äëK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 
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pí~åÇ~êÇ=RW=`äáåáÅ~ä=j~å~ÖÉãÉåíW=bóÉë=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=Ü~îÉ=áÇÉåíáÑáÉÇ=ëáÖåë=çÑ=ÇÉîÉäçéáåÖ=Çá~ÄÉíÉëJêÉä~íÉÇI=ëáÖÜíJ
íÜêÉ~íÉåáåÖ=êÉíáåçé~íÜóI=~êÉ=êÉÑÉêêÉÇ=íç=~å=çéÜíÜ~äãçäçÖáëí=Ñçê=~ëëÉëëãÉåíI=~åÇI=áÑ=
åÉÅÉëë~êóI=íêÉ~íãÉåíK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = qÜÉêÉ=áë=~=êÉÑÉêê~ä=éêçÅÉëë=íç=~=Åçåëìäí~åí=çéÜíÜ~äãçäçÖáëíJäÉÇ=ëÉêîáÅÉ=Ñçê=éÉçéäÉ=
ïáíÜ=Çá~ÄÉíÉë=ïáíÜ=áÇÉåíáÑáÉÇ=ëáÖåë=çÑ=ÇÉîÉäçéáåÖ=Çá~ÄÉíÉëJêÉä~íÉÇI=ëáÖÜíJ
íÜêÉ~íÉåáåÖ=êÉíáåçé~íÜó=~ÅÅçêÇáåÖ=íç=eq_p=Öê~ÇáåÖ=êÉÅçããÉåÇ~íáçåëK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

NHS Western Isles has a contractual agreement with NHS Tayside to provide retinal 
screening and image grading. It was reported that 83% of patients with diabetes were 
screened in October 2005. At the time of the follow-up review, it was reported that a 
new local method of retinal screening was under negotiation. The major change to 
the current system will be where capture of the retinal image is undertaken, which 
was previously done by the mobile retinal screening unit provided by NHS Tayside. 
It is proposed that fixed cameras will be available in Stornoway and Benbecula, 
together with a mobile screening unit. Two local optometrists and an assistant have 
undergone additional retinal screening training. 

Grading of the retinal images will continue to be undertaken by NHS Tayside, with 
images downloaded and transferred to NHS Tayside overnight. Referral for 
consultant ophthalmologist review will continue to be provided by NHS Western 
Isles to visiting consultants from NHS Highland. 

An open appointment system is to be introduced. The new system will also include 
domiciliary screening for housebound patients and long-term patients in residential 
homes. 

It is anticipated that this new system for retinal screening will be operational by 
December 2006, and phased in over 12 months. As a consequence of 
implementation of this new system, there is an anticipated dip in initial retinal 
screening uptake in the first year. 
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OW= = ^ää=éÉçéäÉ=ïÜçëÉ=ÉóÉ=Éñ~ãáå~íáçå=Ü~ë=êÉîÉ~äÉÇ=êÉíáåçé~íÜó=Ü~îÉ=íÜÉáê=ÖäóÅ~ÉãáÅ=
Åçåíêçä=~åÇ=ÄäççÇ=éêÉëëìêÉ=êÉîáÉïÉÇ=~åÇ=íêÉ~íÉÇ=~ë=ÅäáåáÅ~ääó=áåÇáÅ~íÉÇK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

PW= = ^ää=éÉçéäÉ=ïáíÜ=~ÅíáîÉ=éêçäáÑÉê~íáîÉ=Çá~ÄÉíáÅ=êÉíáåçé~íÜó=~êÉ=çÑÑÉêÉÇ=ä~ëÉê=
íêÉ~íãÉåíK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

The review team noted the very low number of patients requiring laser treatment as a 
result of active proliferative diabetic retinopathy. 
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pí~åÇ~êÇ=SW=`äáåáÅ~ä=j~å~ÖÉãÉåíW=`~êÇáçî~ëÅìä~ê=pí~íìë=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=Ü~îÉ=áÇÉåíáÑáÉÇ=~ëëçÅá~íÉÇ=Å~êÇáçî~ëÅìä~ê=éêçÄäÉãë=~êÉ=
ã~å~ÖÉÇ=~ÅÅçêÇáåÖ=íç=äçÅ~ääó=~ÖêÉÉÇ=éêçíçÅçäë=~åÇ=~êÉ=ÅçåëáÇÉêÉÇ=Ñçê=êÉÑÉêê~ä=~åÇ=
~ÇÇáíáçå~ä=íêÉ~íãÉåí=~ë=ÅäáåáÅ~ääó=áåÇáÅ~íÉÇK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = tÜÉêÉ=ÄäççÇ=éêÉëëìêÉ=áë=ÅçåëáëíÉåíäó=ÖêÉ~íÉê=íÜ~å=NQM=ëóëíçäáÅ=~åÇLçê=UM=Çá~ëíçäáÅ=
ENQMLUMããeÖFI=~ííÉãéíë=~êÉ=ã~ÇÉ=íç=äçïÉê=íÜÉ=ÄäççÇ=éêÉëëìêÉ=~ÅÅçêÇáåÖ=íç=
äçÅ~ääó=~ÖêÉÉÇ=éêçíçÅçäëK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

OW= = qÜÉêÉ=áë=~=äçÅ~ä=éêçíçÅçä=Ñçê=íÜÉ=ã~å~ÖÉãÉåí=çÑ=ÅçåëáëíÉåíäó=ÜáÖÜ=ÅÜçäÉëíÉêçä=
E[RããçäLäFK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

PW= = qÜÉêÉ=áë=~=äçÅ~ä=éêçíçÅçä=Ñçê=íÜÉ=ã~å~ÖÉãÉåí=çÑ=~åÖáå~K=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

QW= = ^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=Ü~îÉ=ÄÉÉå=Çá~ÖåçëÉÇ=ïáíÜ=~ÅìíÉ=ãóçÅ~êÇá~ä=
áåÑ~êÅíáçå=~êÉ=çÑÑÉêÉÇ=ÅäáåáÅ~ä=Å~êÉ=~ë=ÇÉí~áäÉÇ=áå=íÜÉ=`p_p=`äáåáÅ~ä=pí~åÇ~êÇë=Ñçê=
pÉÅçåÇ~êó=mêÉîÉåíáçå=ÑçääçïáåÖ=^ÅìíÉ=jóçÅ~êÇá~ä=fåÑ~êÅíáçåK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 
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RW= = qÜÉ=gçáåí=_êáíáëÜ=pçÅáÉíáÉë=`çêçå~êó=oáëâ=mêÉÇáÅíáçå=`Ü~êíI=çê=êÉÅçÖåáëÉÇ=
Éèìáî~äÉåíI=áë=ìëÉÇ=íç=~ëëÉëë=Åçêçå~êó=ÜÉ~êí=ÇáëÉ~ëÉ=êáëâ=áå=éêáã~êó=Å~êÉK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 
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pí~åÇ~êÇ=TW=`äáåáÅ~ä=j~å~ÖÉãÉåíW=cÉÉí=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=Ü~îÉ=áÇÉåíáÑáÉÇ=~ëëçÅá~íÉÇ=Ñççí=éêçÄäÉãë=~êÉ=êÉÑÉêêÉÇ=Ñçê=
ëéÉÅá~äáëí=~ëëÉëëãÉåí=~åÇI=áÑ=åÉÅÉëë~êóI=íêÉ~íãÉåíK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = qÜÉêÉ=áë=~=ê~éáÇ=êÉÑÉêê~ä=éêçÅÉëë=Ñçê=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïáíÜ=~ëëçÅá~íÉÇ=Ñççí=
éêçÄäÉãëK=qÜÉ=êÉÑÉêê~ä=éêçíçÅçä=ëí~íÉë=ÅäÉ~êäó=ïÜÉíÜÉê=êÉÑÉêê~ä=áë=íç=éêáã~êó=çê=
ëÉÅçåÇ~êó=Å~êÉK=få=é~êíáÅìä~êI=ÅçåÇáíáçåë=åçí=êÉëéçåÇáåÖ=íç=íêÉ~íãÉåí=éêçîáÇÉÇ=Äó=
éêáã~êó=Å~êÉ=~êÉ=êÉÑÉêêÉÇ=íç=ëÉÅçåÇ~êó=Å~êÉK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

The review team noted the long-term use of patient-held records in podiatry services. 
It was reported that these are well used by patients and staff alike, as well as proving 
useful for audit purposes. It was reported that the patient-held record can be used for 
all patients, not just patients with diabetes. 

An update training session was held in September 2006 for tissue viability link nurses 
in the use of the patient-held record and the referral protocol, which was reported to 
be well attended. Further comprehensive training is planned for primary care 
treatment room and practice nurses in basic screening/diabetic assessment, risk 
stratifications and appropriate referral and use of the patient-held record. The 
majority of annual foot care is undertaken in primary care. 

The review team commended the dual retinal/podiatry screening programme 
undertaken in 2004. This was a one-off pilot exercise to ensure capture of all patients 
with diabetes. Annual foot screening was undertaken by a podiatrist within a 6-week 
timeframe at adjacent GP practices in conjunction with patients undergoing retinal 
screening with the Tayside mobile retinal screening unit. It was reported that over 
half the patients were subsequently classed as low risk, with over a further quarter of 
patients classed as medium risk. 

 

OW= = ^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=Ü~îÉ=~ééêçéêá~íÉ=~ÅÅÉëë=íç=ëí~íÉ=êÉÖáëíÉêÉÇ=éçÇá~íêó=
ëÉêîáÅÉëK=

pq^qrpW=Met 

Please refer to Criterion 3.5. The review team noted the appropriate access to 
podiatry services. 
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PW= = qÜÉêÉ=áë=~=äçÅ~ä=éêçíçÅçä=Ñçê=ÇêìÖ=~åÇ=éêÉëëìêÉ=êÉäáÉÑ=íêÉ~íãÉåí=çÑ=Çá~ÄÉíáÅ=Ñççí=
ÇáëÉ~ëÉK=

pq^qrpW=Met  

In 2003, this criterion was graded as ‘not met’ as, at the time of the review, the local 
protocol for pressure relief treatment for diabetic foot disease was under 
development. 

At the time of the follow-up review, local protocols for drug and pressure relief 
treatment for diabetic foot ulceration were in place. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

QW= = ^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíáÅ=Ñççí=ìäÅÉêë=~êÉ=êÉîáÉïÉÇ=Äó=~=Çá~ÄÉíÉë=Ñççí=ëéÉÅá~äáëíI=
ìëáåÖ=ÇáÖáí~ä=Å~ãÉê~=éÜçíçÖê~éÜë=Ñçê=Åçãé~êáëçåK=

pq^qrpW=Met  

In 2003, this criterion was graded as ‘not met’ as patients with diabetic foot ulcers 
were not always reviewed by a diabetes foot specialist. More formal referral criteria 
were required. 

The podiatrist holds a weekly foot ulcer clinic, with a consultant physician 
contactable, if required. The review team commended the rapid referral protocol 
used across primary and secondary care to ensure appropriate patient referral to the 
foot ulcer clinic. 

The review team noted the very low ulceration rate, ranging from 0.5–1.5% of all 
patients with diabetes. 

Digital cameras are available for all podiatrists, with cameras used at the initial patient 
assessment. The image is retained in both the electronic Tynedale podiatry system 
and the patient-held record. It was reported that it is not possible to upload the 
image onto SCI-DC. 

An additional high risk clinic has been implemented, held every 2 months. Vascular 
assessment and early intervention assessment is carried out at this clinic. The clinic is 
also used for newly healed patients, establishing when they are able to be referred 
back into primary care. 

It was reported that work is under way on developing a vascular referral protocol. 
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pí~åÇ~êÇ=UW=`äáåáÅ~ä=j~å~ÖÉãÉåíW=däóÅ~Éãá~=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=Ü~îÉ=eÄ^NÅ=ãÉ~ëìêÉÇ=~åÇ=êÉÅçêÇÉÇ=~ë=ÅäáåáÅ~ääó=áåÇáÅ~íÉÇK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = aêìÖ=~åÇ=áåëìäáå=íÜÉê~éó=áë=í~áäçêÉÇ=íç=~ÅÜáÉîÉ=íÜÉ=ÄÉëí=éçëëáÄäÉ=ÖäóÅ~ÉãáÅ=Åçåíêçä=
ïáíÜçìí=ÑêÉèìÉåí=çê=ëÉîÉêÉ=ÜóéçLÜóéÉêÖäóÅ~Éãá~I=~åÇ=íÜÉêÉ=áë=ëéÉÅáÑáÅ=ÖìáÇ~åÅÉ=
Ñçê=ÅÜáäÇêÉå=~åÇ=éêÉÖå~åí=ïçãÉåK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

The review team commended the insulin initiation training that has been provided to 
all practice nurses. Insulin initiation and adjustment is predominantly undertaken in 
primary care with assistance and support from the diabetes specialist nurse as 
required. It was reported that small numbers of patients are started on insulin per 
week, and GPs are satisfied with arrangements. 

 

OW= = ^=a``q=Åçãé~íáÄäÉ=~ëë~ó=áë=ìëÉÇ=Ñçê=íÜÉ=ãÉ~ëìêÉãÉåí=çÑ=eÄ^NÅK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

PW= = pÉèìÉåíá~ä=eÄ^NÅ=ãÉ~ëìêÉãÉåíë=~êÉ=ìëÉÇ=íç=áÇÉåíáÑó=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=
Ü~îÉ=éççê=ÖäóÅ~ÉãáÅ=ÅçåíêçäK=péÉÅáÑáÅ=í~êÖÉíë=~êÉ=~ÖêÉÉÇ=Ñçê=É~ÅÜ=áåÇáîáÇì~ä=
é~íáÉåíK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 
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QW= = qÜÉ=áåÅáÇÉåÅÉ=çÑ=ÜóéçLÜóéÉêÖäóÅ~Éãá~=áë=ãçåáíçêÉÇ=~åÇ=íÜÉ=êÉëìäíë=~êÉ=ÇáëÅìëëÉÇ=
ïáíÜ=íÜÉ=é~íáÉåíK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

It was reported that NHS Western Isles has recently purchased two continuous 
glucose monitoring machines. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

RW= = eÄ^NÅ=ãÉ~ëìêÉãÉåíë=~êÉ=ã~ÇÉ=~î~áä~ÄäÉ=íç=ÅçääÉ~ÖìÉë=áå=íÜÉ=Çá~ÄÉíÉë=Eéêáã~êó=
~åÇ=ëÉÅçåÇ~êó=Å~êÉF=íÉ~ã=~åÇ=ëÉåí=íç=é~íáÉåíëK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 
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pí~åÇ~êÇ=VW=`äáåáÅ~ä=j~å~ÖÉãÉåíW=oÉå~ä=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=~åÇ=áÇÉåíáÑáÉÇ=~ëëçÅá~íÉÇ=âáÇåÉó=éêçÄäÉãë=~êÉ=êÉÑÉêêÉÇ=Ñçê=
ëéÉÅá~äáëí=~ëëÉëëãÉåí=~åÇI=áÑ=åÉÅÉëë~êóI=íêÉ~íãÉåíK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = ^ää=éÉçéäÉ=ïáíÜ=áÇÉåíáÑáÉÇ=~Äåçêã~ä=êÉå~ä=ÑìåÅíáçå=ëÉêìã=ÅêÉ~íáåáåÉ=EÖêÉ~íÉê=íÜ~å=
NRM=ãáÅêçãçäëLäF=~êÉ=ÅçåëáÇÉêÉÇ=Ñçê=êÉÑÉêê~ä=íç=~=êÉå~ä=ÅäáåáÅK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

It was reported that discussions are to take place with the renal physician from NHS 
Highland in relation to new referral criteria for estimated glomerular filtration rate 
(eGFR). 

The review team noted that a renal dialysis unit is being established at the Western 
Isles Hospital. 

 

OW= = ^ää=éÉçéäÉ=ïÜçëÉ=ìêáå~êó=~äÄìãáå=ÅçåÅÉåíê~íáçå=áë=ÖêÉ~íÉê=íÜ~å=PMMãÖLä=EáÉ=
~äÄìãáåìêá~=ïÜáÅÜ=áë=íÜçìÖÜí=íç=ÄÉ=ÇìÉ=íç=Çá~ÄÉíáÅ=åÉéÜêçé~íÜóFI=Ü~îÉ=ÄäççÇ=
éêÉëëìêÉI=ÖäóÅ~ÉãáÅ=Åçåíêçä=~åÇ=ëÉêìã=ÅÜçäÉëíÉêçä=äÉîÉäë=êÉîáÉïÉÇ=~ë=ÅäáåáÅ~ääó=
áåÇáÅ~íÉÇK=

pq^qrpW=Met 

In 2003, this criterion was graded as ‘not met (insufficient evidence)’ as there was no 
evidence to support that patients were reviewed more frequently for blood pressure, 
glycaemic control and serum cholesterol levels where urinary albumin concentration 
is greater than 300mg/l. 

At the time of the follow-up review, the review team noted that a screening strategy 
and monitoring protocols for microalbuminuria have been established, and it was 
reported that emphasis is placed on more frequent review. 
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PW= = ^ää=éÉçéäÉ=ïáíÜ=qóéÉ=N=Çá~ÄÉíÉëI=ïáíÜ=ãáÅêç~äÄìãáåìêá~=~ë=ÇÉÑáåÉÇ=áå=~=äçÅ~ä=
éêçíçÅçäI=~êÉ=éêÉëÅêáÄÉÇ=~å=^`b=áåÜáÄáíçê=ìåäÉëë=íÜÉêÉ=~êÉ=Åçåíê~áåÇáÅ~íáçåëK=

pq^qrpW=Not met (insufficient evidence)  

In 2003, this criterion was graded as ‘not met (insufficient evidence)’ as no 
information was collected on the number of patients with Type 1 diabetes with 
microalbuminuria or proteinuria who were prescribed an angiotensin converting 
enzyme (ACE) inhibitor. 

Information on the number of people with microalbuminuria or proteinuria who 
have been prescribed an ACE inhibitor is collected as part of QOF data. The QOF 
data submission presented to the review team recorded 84% of eligible patients have 
been prescribed an ACE inhibitor. It was noted that QOF requires exception 
reporting for patients not prescribed an ACE inhibitor. 

However, QOF data are unable to distinguish between patients with Type 1 or Type 
2 diabetes. 

Data analysis and audit of data in secondary care will take place through SCI-DC 
Clinical. 

 

aÉëáê~ÄäÉ=`êáíÉêáçå=

QW= = ^ää=éÉçéäÉ=ïáíÜ=éêçíÉáåìêá~=~åÇ=~=êÉÇìÅÉÇ=ÖäçãÉêìä~ê=Ñáäíê~íáçå=ê~íÉ=~êÉ=çÑÑÉêÉÇ=
ÇáÉíÉíáÅ=áåíÉêîÉåíáçå=íç=êÉîáÉï=ÇáÉí~êó=éêçíÉáå=áåí~âÉ=~åÇ=íç=~ëëÉëë=íÜÉ=åìíêáíáçå~ä=
~ÇÉèì~Åó=çÑ=íÜÉáê=ÇáÉíK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 
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pí~åÇ~êÇ=NMW=`äáåáÅ~ä=j~å~ÖÉãÉåíW=^ÅìíÉ=j~å~ÖÉãÉåí=

pí~åÇ~êÇ=pí~íÉãÉåí=
^ää=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=ÉñéÉêáÉåÅÉ=~å=~ÅìíÉ=Çá~ÄÉíáÅ=ÉãÉêÖÉåÅó=áåÅäìÇáåÖ=ëÉîÉêÉ=
ÜóéçÖäóÅ~Éãá~I=Çá~ÄÉíáÅ=âÉíç~ÅáÇçëáë=Eah^F=çê=ÜóéÉêçëãçä~ê=åçåJâÉíçíáÅ=ëí~íÉ=~êÉ=ê~éáÇäó=
~ëëÉëëÉÇ=~åÇ=ã~å~ÖÉÇ=~ÅÅçêÇáåÖ=íç=äçÅ~ä=éêçíçÅçäëK=

kep=tÉëíÉêå=fëäÉë=

bëëÉåíá~ä=`êáíÉêá~=

NW= = qÜÉêÉ=áë=~=äçÅ~ä=éêçíçÅçä=Ñçê=íÜÉ=~ÅìíÉ=ã~å~ÖÉãÉåí=çÑ=éÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=
ÉñéÉêáÉåÅÉ=~å=~ÅìíÉ=Çá~ÄÉíáÅ=ÉãÉêÖÉåÅó=áåÅäìÇáåÖ=ëÉîÉêÉ=ÜóéçÖäóÅ~Éãá~I=Çá~ÄÉíáÅ=
âÉíç~ÅáÇçëáë=Eah^F=çê=ÜóéÉêçëãçä~ê=åçåJâÉíçíáÅ=ëí~íÉK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

 

OW= = mÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=~êÉ=~ÇãáííÉÇ=íç=Üçëéáí~ä=ïáíÜ=Çá~ÄÉíáÅ=âÉíç~ÅáÇçëáë=~êÉ=
êÉîáÉïÉÇ=Äó=~=ëéÉÅá~äáëí=Çá~ÄÉíÉë=éÜóëáÅá~å=çê=åìêëÉ=éêáçê=íç=ÇáëÅÜ~êÖÉK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

The review team highlighted the highly committed, enthusiastic full-time diabetes 
specialist nurse who is unofficially permanently on call and available to patients. 
Slight concern was raised by the review team should a sudden leave of absence be 
required. 

It was reported that patients admitted to hospital with diabetic ketoacidosis are 
predominantly managed via protocols and trained nurses in the high dependency unit 
(HDU) in the Western Isles Hospital. 

 

aÉëáê~ÄäÉ=`êáíÉêá~=

PW= = mÉçéäÉ=ïáíÜ=Çá~ÄÉíÉë=ïÜç=ÉñéÉêáÉåÅÉ=ëÉîÉêÉ=ÜóéçÖäóÅ~Éãá~=~êÉ=êÉÑÉêêÉÇI=çå=
êÉÅçîÉêóI=íç=ëéÉÅá~äáëí=Çá~ÄÉíÉë=ëÉêîáÅÉë=Ñçê=~ÇîáÅÉ=çå=éëóÅÜçäçÖáÅ~äI=ÅäáåáÅ~ä=~åÇ=
äáÑÉëíóäÉ=~ëéÉÅíë=çÑ=íÜÉáê=Å~êÉK=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 
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QW= = qÜÉ=ê~íÉ=çÑ=Çá~ÄÉíáÅ=ÉãÉêÖÉåÅáÉë=áë=ãçåáíçêÉÇ=Ñçê=~ää=íÜçëÉ=ïáíÜ=Çá~ÄÉíÉë=áå=íÜÉ=
~êÉ~K=

pq^qrpW=Met  

This criterion was ‘met’ in 2003 and, as a result of the follow-up review, the review 
team was satisfied that this criterion remains ‘met’. 

It was reported that there is a heightened awareness of clinical coding to better 
enable recording of patients who experience a diabetic emergency. At the time of the 
follow-up review, the results of an audit were awaited on diabetic ketoacidosis patient 
admissions. 
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R=mêçÖêÉëë=~Ö~áåëí=íÜÉ=å~íáçå~ä=çîÉêîáÉï=
êÉÅçããÉåÇ~íáçåë=Ej~êÅÜ=OMMQF=

At the time of  the follow-up reviews, NHS QIS took the opportunity to ask NHS 
boards to provide an update on progress against the recommendations identified in 
the diabetes national overview (March 2004). 
 
pí~åÇ~êÇ=NW= lêÖ~åáë~íáçåW=fjCqI=`äáåáÅ~ä=j~å~ÖÉãÉåí=póëíÉãëI=

^ìÇáí=~åÇ=jçåáíçêáåÖ=

NHS boards should develop a formal project plan for the local 
implementation of  SCI-DC. 

Progress: SCI-DC Clinical and SCI-DC Network are in use across NHS 
Western Isles. A detailed formal roll-out programme for  
2005–2006 was presented to the review team. 

 
pí~åÇ~êÇ=OW= lêÖ~åáë~íáçåW=m~íÜï~ó=çÑ=`~êÉI=qÉ~ãïçêâáåÖ=~åÇ=

fåíÉÖê~íáçå=çÑ=pÉêîáÅÉë=

NHS boards should be engaged in the strategic planning for diabetes services, 
through the development of  MCNs for diabetes. There should be evidence of  
support from the Board, and incorporation into the Board’s local health plan. 
Progress: The NHS Western Isles diabetes strategy 2005–2010 incorporates 

plans for the next 5 years. The strategy has been approved and 
supported by Western Isles NHS Board. This has also been 
incorporated into the local health plan 2005–2008. The actions 
detailed within the diabetes strategy are gradually being 
implemented through the diabetes MCN. 

 
NHS boards should develop methods to routinely record and implement 
mutually agreed individual care plans for patients. 
Progress: It was reported that the development of  a diabetes patient-held 

record card has been discussed, although there has been no 
progress made to date. A diabetes assessment sheet is used across 
both primary and secondary care. This sheet records all the clinical 
indicators relevant to diabetes care. Results from this assessment 
are discussed with the patients at consultation and a verbal plan of  
care is discussed and agreed. This plan is documented in the patient 
notes with frequent follow-up with the patient to monitor the 
agreed plan. There is liaison with other disciplines as necessary. 
 
NHS Western Isles recognises that the NHS board-wide 
implementation of  SCI-DC will improve communication between 
the multidisciplinary diabetes team. 
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pí~åÇ~êÇ=PW= m~íáÉåí=ÑçÅìë=

NHS boards should work together to provide a comprehensive range of  
standardised diabetes patient information materials. 
Progress: Through the Health Information project, dedicated electronic 

patient information portals covering all health needs, including 
diabetes, are available in a number of  public places, for example 
schools, libraries, hospital cafe, transport links and sports centres. 
This facility has been specifically designed for NHS Western Isles. 
Information is provided in the form of  factsheets, and is reviewed 
monthly by experts. 
 
Standardised risk stratification podiatry leaflets have been 
developed. Consideration is being given to the Diabetes UK 
leaflets in relation to what standardised information should be 
presented to patients. 
 
The diabetes MCN has also launched a website which holds a vast 
amount of  information for patients. The website is continuously 
updated and will also host the NHS Western Isles diabetes 
handbook, once formalised. 

 
NHS boards should offer a programme of  initial and continuing patient 
diabetic education, which should detail educational content, provider, and 
the initial and continuing training requirements for those delivering it. 
Progress: NHS Western Isles holds a diabetes symposium every 2 years. In 

June 2006, the 4th diabetes symposium was held over 2 days and 
was attended by medical and nursing staff  involved in providing 
care for the people with diabetes. Lay members from the 
LDSAG/MCN also attended. The symposium was considered to 
be highly beneficial from an educational point of  view. 
 
Due to the geography and size of  the patient population, it was 
acknowledged that there are difficulties in engaging in national 
education programmes such as Dose Adjustment for Normal 
Eating (DAFNE) and Diabetes Education and Self-Management 
for Ongoing and Newly Diagnosed (DESMOND). 

 
NHS boards should ensure that all people with diabetes are offered advice 
about reducing the long-term complications of  diabetes and about the 
purpose and importance of  medication. 
Progress: All healthcare professionals involved in the care of  people with 

diabetes in NHS Western Isles offer ongoing advice to patients 
during consultations, reinforcing advice on the prevention of  
long-term complications and emphasising the need for regular 
medication. 
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NHS boards should ensure that provision of  dietetic, nursing and psychology 
services are such that they meet the needs of  the local diabetic population. 
Progress: A multidisciplinary approach is delivered in both primary and 

secondary care on all aspects of  diabetes care. However, there is no 
access to local psychology services. This has been identified in the 
diabetes strategy 2005–2010. A needs assessment for psychology 
services in diabetes is to be undertaken. It is anticipated that a 
psychology service will be available to people with diabetes by 
2010. 

 
NHS boards should ensure that effective staff  training is provided to maintain 
standards of  healthcare, and to ensure consistency in care delivery and 
education. 
Progress: NHS Western Isles strongly supports continuing, effective staff  

training in dealing with the reduction of  long-term complications 
of  diabetes. 

 
pí~åÇ~êÇ=QW= `äáåáÅ~ä=êÉîáÉï=

NHS boards should provide a co-ordinated, structured, formalised annual 
review process for all people with diabetes. Clinical/lifestyle/well-being 
indicators may not necessarily need to be reviewed on the same day. 
Progress: There is a continuing structured and co-ordinated review process in 

place for all people with diabetes. The majority of  the GP practices 
run their own diabetes clinics, often facilitated by a diabetes 
specialist nurse, dietitian and podiatrist. 

 
All patients with diabetes should be informed of  both normal and abnormal 
test results in a timely fashion. 
Progress: Test results are available through SCI Store, enabling early 

notification of  results to all healthcare practitioners. 
 
Near patient testing is undertaken in secondary care, with HbA1c 
results immediately available at the time of  the patient consultation. 
This enables the consultant physician to offer appropriate advice 
and modifications of  treatment. 
 
It was reported that patients are informed of  their retinal screening 
results within 6 weeks of  their appointment. 

 
pí~åÇ~êÇ=RW= `äáåáÅ~ä=ã~å~ÖÉãÉåíW=bóÉë=

NHS boards should implement Health Technology Board for Scotland 
(HTBS) grading recommendations. 
Progress: NHS Western Isles has a contractual agreement with NHS Tayside 

to provide all retinal screening and image grading. NHS Tayside is 
compliant with the HTBS grading recommendations. 
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pí~åÇ~êÇ=SW= `äáåáÅ~ä=ã~å~ÖÉãÉåíW=`~êÇáçî~ëÅìä~ê=pí~íìë=

NHS boards should implement area-wide protocols for identified associated 
cardiovascular problems in people with diabetes. 
Progress: There are area-wide protocols to manage cardiovascular problems 

associated with diabetes at both primary and secondary care level. 
At the time of  the follow-up review, all protocols were being 
updated and reformatted for inclusion within a diabetes handbook. 
The handbook was out for consultation, with an anticipated 
implementation date of  November 2006. 

 
pí~åÇ~êÇ=TW= `äáåáÅ~ä=ã~å~ÖÉãÉåíW=cÉÉí=

NHS boards should ensure digital photography is available for the monitoring 
of  diabetic foot problems, and photographs are integrated into the patient 
record. 
Progress: Digital photography is in place as part of  the evaluation of  diabetic 

foot problems. A digital photograph is held within the patient-held 
record which can be accessed by other health professionals when 
necessary as part of  the patient’s ongoing treatment. 

 
pí~åÇ~êÇ=UW= `äáåáÅ~ä=ã~å~ÖÉãÉåíW=däóÅ~Éãá~=

NHS boards should work towards establishing pre-clinic blood testing or near 
patient testing to allow HbA1c results to be made available to the patient at 
the time of  the clinic appointment. 
Progress: Pre-clinic blood testing is available area-wide in GP practices with 

results available within 24 hours on SCI Store for when the patient 
attends the clinic. Near patient testing is undertaken in secondary 
care, with HbA1c results immediately available at the time of  the 
patient consultation. 

  

NHS boards should ensure that all patients with diabetes have access to 
specialist diabetes advice to ensure best possible glycaemic control is 
achieved. 
Progress: Patients are referred to the diabetes team as clinically indicated to 

ensure best possible glycaemic control is achieved. Links are also 
available to mainland specialists if  further intervention is required. 

 
pí~åÇ~êÇ=VW= `äáåáÅ~ä=ã~å~ÖÉãÉåíW=oÉå~ä=

NHS boards should ensure that mechanisms are in place to identify and best 
manage people during early, established and late stages of  diabetic renal 
disease. 
Progress: NHS Western Isles has contractual agreements with Raigmore 

Hospital, Inverness, for referral of  patients from Lewis and Harris, 
and with Glasgow hospitals for patients from Uist and Barra. 
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NHS boards should define agreed management guidelines between renal and 
diabetes services to identify the pathway of  care, ensuring consistency of  
referral. 
Progress: There are protocols in place for referral of  patients to the renal 

unit. 
 
It was noted that a renal dialysis unit is being established at the 
Western Isles Hospital. This is being led by a renal specialist nurse 
with support from a renal physician from NHS Highland. This has 
been a patient-driven initiative in order to avoid the need for 
excessive travelling by renal patients. 

 
pí~åÇ~êÇ=NMW= `äáåáÅ~ä=ã~å~ÖÉãÉåíW=^ÅìíÉ=ã~å~ÖÉãÉåí=

NHS boards should develop mechanisms whereby patients admitted to 
accident and emergency (A&E) departments with acute diabetic emergencies 
receive specialist diabetes review. 
Progress: All patients who attend the accident and emergency (A&E) 

department with an acute diabetic emergency are admitted to 
hospital as clinically appropriate. Patients receive specialist diabetes 
review via the referral system. 
 
In addition, there is an arrangement in place to inform the diabetes 
service about patients who attended A&E with an emergency, but 
who were not admitted to hospital. These patients are subsequently 
followed up by the diabetes specialist nurses. 

 
NHS boards should improve the audit and monitoring of  diabetic 
emergencies, both at local and national level. 
Progress: There is a heightened awareness of  clinical coding to record 

patients who experience a diabetic emergency. This will improve 
the audit and monitoring of  diabetic emergencies. At the time of  
the follow-up review, the results of  an audit were awaited on 
diabetic ketoacidosis patient admissions. 

 
To develop a link nurse network where diabetes teams of  one or two 
individuals exist. These link nurses, although not expected to be experts in 
diabetes care, would be able to promote and facilitate the care of  patients 
with diabetes as an additional support to the diabetes specialist nursing team.
Progress: The diabetes specialist nurse has trained practice, community and 

ward nursing staff, including care nursing home staff, to identify 
and refer patients as appropriate. This has provided staff  with the 
opportunity to increase their own knowledge and skills. 
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^ééÉåÇáñ=N=Ó=däçëë~êó=çÑ=~ÄÄêÉîá~íáçåë=

^ÄÄêÉîá~íáçå=

^Cb  ~ÅÅáÇÉåí=~åÇ=ÉãÉêÖÉåÅó=
 
^`b  ~åÖáçíÉåëáå=ÅçåîÉêíáåÖ=ÉåòóãÉ=
 
a^ckb= açëÉ=^ÇàìëíãÉåí=Ñçê=kçêã~ä=b~íáåÖ=
=
a``q  aá~ÄÉíÉë=`çåíêçä=C=`çãéäáÅ~íáçåë=qêá~ä=
=
abpjlka= aá~ÄÉíÉë=bÇìÅ~íáçå=~åÇ=pÉäÑJj~å~ÖÉãÉåí=Ñçê=låÖçáåÖ=~åÇ=

kÉïäó=aá~ÖåçëÉÇ=
 
ah^  Çá~ÄÉíáÅ=âÉíç~ÅáÇçëáë=
 
Édco  Éëíáã~íÉÇ=ÖäçãÉêìä~ê=Ñáäíê~íáçå=ê~íÉ 
 
dbkfb  ÖÉåÉêáÅ=áãéçêíÉê=ÉñéçêíÉê=
 
dm  ÖÉåÉê~ä=éê~ÅíáíáçåÉê=
 
dm^pp dÉåÉê~ä=mê~ÅíáÅÉ=^Çãáåáëíê~íáçå=póëíÉã=Ñçê=pÅçíä~åÇ=
 
eÄ^NÅ ÖäóÅ~íÉÇ=Ü~ÉãçÖäçÄáå=
 
ear=  ÜáÖÜ=ÇÉéÉåÇÉåÅó=ìåáí=
=
eq_p  eÉ~äíÜ=qÉÅÜåçäçÖó=_ç~êÇ=Ñçê=pÅçíä~åÇ=
 
iap^d äçÅ~ä=Çá~ÄÉíÉë=ëÉêîáÅÉ=~Çîáëçêó=Öêçìé=
 
j`k  ã~å~ÖÉÇ=ÅäáåáÅ~ä=åÉíïçêâ=
=
jlav= ã~íìêáíó=çåëÉí=Çá~ÄÉíÉë=çÑ=óçìíÜ=
=
ådjp  åÉï=dÉåÉê~ä=jÉÇáÅ~ä=pÉêîáÅÉë=
=
kep=nfp kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=
 
nlc  nì~äáíó=~åÇ=lìíÅçãÉë=cê~ãÉïçêâ=
 
p`fJa` pÅçííáëÜ=`~êÉ=fåÑçêã~íáçå=J=aá~ÄÉíÉë=`çää~Äçê~íáçå=
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^ééÉåÇáñ=O=Ó=qÜÉ=ÑçääçïJìé=êÉîáÉï=éêçÅÉëë=
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^ééÉåÇáñ=P=Ó=aÉí~áäë=çÑ=êÉîáÉï=îáëáí=

The follow-up review visit to NHS Western Isles was conducted on 2 November 
2006. 
 

oÉîáÉï=íÉ~ã=ãÉãÄÉêë=

=

aê=jáâÉ=pã~ää=EqÉ~ã=iÉ~ÇÉêF=

`çåëìäí~åí=mÜóëáÅá~åI=kep=dêÉ~íÉê=dä~ëÖçï=~åÇ=`äóÇÉ=

=

aê=eÉäÉå=^äÉñ~åÇÉê=

kÉíïçêâ=j~å~ÖÉêI=s~ëÅìä~ê=pÉêîáÅÉë=~åÇ=aá~ÄÉíÉë=j`këI=kep=i~å~êâëÜáêÉ=

=

jêë=h~óÉ=jÅfåíóêÉ=

^ÅìíÉ=mçÇá~íêó=qÉ~ã=iÉ~ÇÉêI=kep=i~å~êâëÜáêÉ=

=

jë=mÜáäçãÉå~=jÅhÉåòáÉ=

aá~ÄÉíÉë=péÉÅá~äáëí=kìêëÉ=Eéêáã~êó=Å~êÉFI=kep=dêÉ~íÉê=dä~ëÖçï=~åÇ=`äóÇÉ=

 
jêë=açêçíÜó=jÅjÉåÉãáÉ=

aá~ÄÉíÉë=péÉÅá~äáëí=kìêëÉ=EëÉÅçåÇ~êó=Å~êÉFI=kep=dêÉ~íÉê=dä~ëÖçï=~åÇ=`äóÇÉ=

 
jê=oçÄÉêí=píÉï~êí=

mìÄäáÅ=m~êíåÉêI=^óêëÜáêÉ=

=

kep=nì~äáíó=fãéêçîÉãÉåí=pÅçíä~åÇ=mÉêëçååÉä=

=

jáëë=g~å=káÅçäëçå=

mêçàÉÅí=lÑÑáÅÉê=

=

jêë=cáçå~=oìëëÉää=

pÉåáçê=mêçàÉÅí=lÑÑáÅÉê=

=

 
During the visit, members of  the review team met with medical and nursing staff, 
allied health professionals, IT and audit staff, and patient representatives.  
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^ééÉåÇáñ=Q=Ó=kep=nfp=Çá~ÄÉíÉë=ëíÉÉêáåÖ=Öêçìé=
ãÉãÄÉêë=

`Ü~áê=

=

aê=jáâÉ=pã~ää=

`çåëìäí~åí=mÜóëáÅá~åI=kep=dêÉ~íÉê=dä~ëÖçï=~åÇ=`äóÇÉ=

=

píÉÉêáåÖ=dêçìé=jÉãÄÉêë=

=

jê=a~îáÇ=`äáåÉ=

mêçÖê~ããÉ=j~å~ÖÉê=Ó=aá~ÄÉíÉëI=pÅçííáëÜ=bñÉÅìíáîÉ=eÉ~äíÜ=aÉé~êíãÉåí=

=

jêë=^äáëçå=`êççâë=

j`k=aá~ÄÉíÉë=mêçàÉÅí=j~å~ÖÉêI=kep=aìãÑêáÉë=C=d~ääçï~ó=

=

jë=j~êÖ~êÉí=açóäÉ=

mçÇá~íêó=pÉêîáÅÉ=iÉ~Ç=pçìíÜ=`çããìåáíó=eÉ~äíÜ=m~êíåÉêëÜáéI=kep=^óêëÜáêÉ=C=^êê~å=

=

aê=j~äÅçäã=hÉêê=

dÉåÉê~ä=mê~ÅíáíáçåÉêI=kep=^óêëÜáêÉ=C=^êê~å=L=mêáã~êó=`~êÉ=^ÇîáëçêI=kep=nfp=

=

aê=gçÜå=jÅhåáÖÜí=

`çåëìäí~åí=mÜóëáÅá~åI=kep=içíÜá~å=

=

jáëë=j~êó=pÅçíí=

aá~ÄÉíÉë=kÉíïçêâ=j~å~ÖÉêI=kep=içíÜá~å=L=mêçàÉÅí=j~å~ÖÉêI=kep=nfp=

=

jë=^åå~=qÜçãëçå=

mìÄäáÅ=m~êíåÉêI=cçêíÜ=s~ääÉó=

=

jêë=aÉÄÄáÉ=sçáÖí=

aá~ÄÉíÉë=péÉÅá~äáëí=kìêëÉI=kep=q~óëáÇÉ=

=

pìééçêí=Ñêçã=kep=nfp=ï~ë=éêçîáÇÉÇ=Äó=jë=g~å=t~êåÉê=EaáêÉÅíçê=çÑ=mÉêÑçêã~åÅÉ=

^ëëÉëëãÉåí=~åÇ=mê~ÅíáÅÉ=aÉîÉäçéãÉåíFI=jê=píÉîÉå=táäëçå=EqÉ~ã=j~å~ÖÉêFI==

jêë=cáçå~=oìëëÉää=EpÉåáçê=mêçàÉÅí=lÑÑáÅÉêFI=jáëë=g~å=káÅçäëçå=EmêçàÉÅí=lÑÑáÅÉêFI==
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