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Care Quality Commission 

Inspection Evidence Table 

Church Lane Surgery (1-496491998) 

Inspection date: 23 February 2022 

 

Date of data download: 16 February 2022 

Overall rating: Not rated 
We carried out this inspection to follow-up a warning notice issued after our previous inspection on 4 

August 2021. We focused specifically on missed diagnosis/ coding issues of patients with diabetes , 

system for receiving and actioning Medicines and Healthcare Products Regulatory Agency alerts, 

learning disability reviews and monitoring of emergency medicines and vaccinations. We did not rate 

any key questions at this inspection.  

 

Safe        

 

Appropriate and safe use of medicines 

The practice had systems for the appropriate and safe use of medicines, including 

medicines optimisation 

 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

Number of antibacterial prescription items 
prescribed per Specific Therapeutic group 
Age-sex Related Prescribing Unit (STAR 
PU) (01/10/2020 to 30/09/2021) (NHS Business 

Service Authority - NHSBSA) 

0.52 0.51 0.71 
Tending towards 

variation (positive) 

The number of prescription items for co-

amoxiclav, cephalosporins and 

quinolones as a percentage of the total 

number of prescription items for selected 

antibacterial drugs (BNF 5.1 sub-set). 

 (01/10/2020 to 30/09/2021) (NHSBSA) 

10.7% 10.4% 9.8% No statistical variation 

Average daily quantity per item for 

Nitrofurantoin 50 mg tablets and 

capsules, Nitrofurantoin 100 mg m/r 

6.56 5.57 5.32 
Tending towards 

variation (negative) 
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Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

capsules, Pivmecillinam 200 mg tablets 

and Trimethoprim 200 mg tablets 

prescribed for uncomplicated urinary tract 

infection (01/04/2021 to 30/09/2021) 

(NHSBSA) 

Total items prescribed of Pregabalin or 

Gabapentin per 1,000 patients 

(01/04/2021 to 30/09/2021) (NHSBSA) 

24.5‰ 58.5‰ 128.1‰ 
Significant Variation 

(positive) 

Average daily quantity of Hypnotics 
prescribed per Specific Therapeutic group 
Age-sex Related Prescribing Unit (STAR 
PU) (01/10/2020 to 30/09/2021) (NHSBSA) 

0.16 0.49 0.63 
Significant Variation 

(positive) 

Number of unique patients prescribed 
multiple psychotropics per 1,000 patients 
(01/04/2021 to 30/09/2021) (NHSBSA) 

2.8‰ 4.8‰ 6.7‰ Variation (positive) 

Note: ‰ means per 1,000 and it is not a percentage. 

Medicines management Y/N/Partial 

The practice ensured medicines were stored safely and securely with access restricted to 
authorised staff. 

Y   

Blank prescriptions were kept securely, and their use monitored in line with national 
guidance.  

 Not 
inspected  

Staff had the appropriate authorisations to administer medicines (including Patient Group 
Directions or Patient Specific Directions).  

 Not 
inspected  

The practice could demonstrate the prescribing competence of non-medical prescribers, 
and there was regular review of their prescribing practice supported by clinical supervision 
or peer review. 

Not 
inspected 

There was a process for the safe handling of requests for repeat medicines and evidence 
of structured medicines reviews for patients on repeat medicines. 

Y 

The practice had a process and clear audit trail for the management of information about 
changes to a patient’s medicines including changes made by other services. 

Not 
inspected   

There was a process for monitoring patients’ health in relation to the use of medicines 
including high risk medicines (for example, warfarin, methotrexate and lithium) with 
appropriate monitoring and clinical review prior to prescribing. 

Y  

The practice monitored the prescribing of controlled drugs. (For example, investigation of 
unusual prescribing, quantities, dose, formulations and strength). 

Not 
inspected  

There were arrangements for raising concerns around controlled drugs with the NHS 
England Area Team Controlled Drugs Accountable Officer.  

Not 
inspected  

If the practice had controlled drugs on the premises there were appropriate systems and 
written procedures for the safe ordering, receipt, storage, administration, balance checks 
and disposal of these medicines, which were in line with national guidance. 

N/A  

The practice had taken steps to ensure appropriate antimicrobial use to optimise patient 
outcomes and reduce the risk of adverse events and antimicrobial resistance. 

Not 
inspected  
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Medicines management Y/N/Partial 

For remote or online prescribing there were effective protocols for verifying patient identity.  Not 
inspected 

The practice held appropriate emergency medicines, risk assessments were in place to 
determine the range of medicines held, and a system was in place to monitor stock levels 
and expiry dates. 

Y   

There was medical oxygen and a defibrillator on site and systems to ensure these were 
regularly checked and fit for use.  

Y   

Vaccines were appropriately stored, monitored and transported in line with PHE guidance 
to ensure they remained safe and effective.  

Y   

Explanation of any answers and additional evidence: 
 
At this inspection we found improvements to medicines management: 
 

• The practice had developed an action plan following the inspection on 4 August 2021 which had 
been implemented and had conducted two audits in August 2021 and February 2022 to review 
patients who had HbA1c above 47. No patients were identified during our searches of the 
medical records system of patients with a missed diagnosis of diabetes / coding issues. The 
practice had a policy in place for the diagnosis of diabetes mellitus. One of the GP partners 
conducted monthly searches.  
 

• The practice had developed an action plan following inspection on 4 August 2021 to review 
patients prescribed over 12 short-acting beta2 agonist (SABA) inhalers in a 12 month period, 
and had conducted two audits also carried out in August 2021 and February 2022. The practice 
set a target of a 50% reduction in the number of patients requiring more than 12 inhalers in 12 
months and achieved an 83% reduction in six months after implementing the action plan. The 
practice planned to repeat the audit in 12 months (February 2023) and to conduct future audits. 
The practice had a policy in place for the diagnosis of asthma and management of the condition, 
which was based on National Institute for Health and Care Excellence (NICE) guidance. Our 
clinical searches identified five patients who had been prescribed over 12 SABA inhalers in a 12 
month period. Four of these patients had been recently reviewed and the practice had made 
several attempts to contact one patient but had not received a response. All five patients had 
been referred to the respiratory clinic. The practice told us that it had run searches to identify 
patients who were overusing SABA inhalers and that they had been invited for review. The 
practice had attended training led by the Clinical Commissioning Group (CCG) lead asthma 
pharmacist on how reviews should be conducted and how to restrict the issue of SABA inhalers. 
The practice had changed SABA inhalers to variable use on repeat medicines. All SABA inhaler 
requests were reviewed by a doctor and any request within two months were flagged for an 
appointment to ensure adequate control.  
 

• The practice had a learning disabilities protocol and were now using the Royal College of 
General Practitioners learning disability template on the medical records system and the national 
learning disability person care plan. We reviewed the care plans of five patients (out of 37 
patients on the learning disability register) and found that reviews had been completed 
appropriately. The practice told us that appropriate blood tests had been carried out for learning 
disability patients and referrals for issues detected during the checks had been followed up.  
 
The practice had a medical emergencies policy and emergency drugs monitoring policy which 
detailed the process for management of emergency equipment and emergency medicines held 
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Medicines management Y/N/Partial 

at the practice. The practice now checked emergency medicines held on site and in doctors’ 
bags weekly, which were completed by the practice nurse and the healthcare assistant in their 
absence. This check was witnessed by a second member of staff. The practice completed 
monthly checks by a third person, either the deputy practice manager or the GP partner who had 
oversight of the emergency medicines monitoring process. The practice maintained logs of 
emergency medicines kept on site and highlighted drugs coming up to expiry within three months 
and ordered supplies before these expired. The practice checked expired medicines and 
arranged for them to be disposed of safely. The electronic logs were saved in the shared drive. 
The practice had completed the appropriate risk assessments for emergency medicines not kept 
on site.  
 

• The practice had a storage and management of vaccines policy which detailed that a 
spreadsheet was kept of vaccine stocks and the date of expiry. The spreadsheet was checked 
on a monthly basis by staff against the stock of vaccines in the fridge, and this was 
counterchecked by the practice nurse, healthcare assistant or the deputy practice manager. 
Vaccines which had expired were removed from the fridge and discarded. A GP partner had 
oversight of this process.  
 

• We saw photographic evidence which demonstrated that all emergency medicines, supplies and 
vaccinations were in date.  
 

• The practice told us that it had worked with the CCG and Primary Care Network (PCN) to develop 
its policies and procedures to address the issues identified in the Warning Notice.  
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Safety alerts Y/N/Partial 

There was a system for recording and acting on safety alerts.  Y  

Staff understood how to deal with alerts.  Y  

Explanation of any answers and additional evidence: 
 

• The practice now had effective systems in place to implement safety alerts. Since the previous 
inspection, the practice had reviewed all patients on the combination of Omeprazole and 
Clopidogrel and had ensured that all patients had been changed off this combination. We saw 
evidence that another safety alert regarding teratogenic medicine and patients at childbearing 
age had been dealt with appropriately. 
 

• The practice now had a policy for drug monitoring and a Central Alerting System policy which 
detailed that all alerts were received by email to the practice and actioned by the deputy practice 
manager. Administrative staff would ensure that all alerts were sent to the pharmacist (PCN 
pharmacist who attended the practice once a week) to be actioned and clinicians were also sent 
the alert. The pharmacist actioned the alerts by running searches and contacting patients where 
required. The drug interaction searches for previous safety alerts were run by the pharmacist on 
a monthly basis and actioned. One of the GP partners had oversight of the actions taken by the 
pharmacist. All alerts were discussed in the monthly practice meeting and weekly doctors 
meeting. The practice kept a spreadsheet record of all alerts which could be accessed by staff.  
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