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Care Quality Commission 

Inspection Evidence Table 

Moorcroft Medical Centre (RLYX3) 

Inspection date: 19 October 2021 

Date of data download: 06 October 2021 

Overall rating: Good 

Safe       Rating: Good 

Safety systems and processes  

The practice had clear systems, practices and processes to keep people safe and 

safeguarded from abuse. 

Safeguarding Y/N/Partial 

Safeguarding systems, processes and practices were developed, implemented and 
communicated to staff. 

Yes  

Partners and staff were trained to appropriate levels for their role. Yes 

There was active and appropriate engagement in local safeguarding processes. Yes 

The Out of Hours service was informed of relevant safeguarding information. Yes 

There were systems to identify vulnerable patients on record. Yes 

Disclosure and Barring Service (DBS) checks were undertaken where required. Yes 

There were regular discussions between the practice and other health and social care 
professionals such as health visitors, school nurses, community midwives and social 
workers to support and protect adults and children at risk of significant harm. 

Yes 

Explanation of any answers and additional evidence: 

Following the provider’s integration with North Staffordshire Combined Healthcare NHS Trust (the Trust) 
in 2018, all the practice’s internal policies were used in conjunction and aligned with the Trust policies. 
The Trust and the provider had appointed lead staff members for safeguarding adults and safeguarding 
children who provided staff with support and advice.  

The provider had a number of guidance documents to support staff, for example a safeguarding children 
child protection protocol which was regularly reviewed to ensure this was updated in line with guidance 
and that relevant professional contact details were updated.  

The provider used electronic codes and pop up alerts on their systems, which, for example, supported 
staff to identify children with a child protection plan, a child in need, or a looked after child, and these 
informed the practices safeguarding register. Further policies to support staff included, modern slavery, 
domestic abuse, forced marriage and child sexual exploitation.  
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Safeguarding Y/N/Partial 

There were processes, such as system pop up alerts to track when children moved into adult services. 

It was a requirement of the Trust that all safeguarding incidences in addition to any direct referrals to the 
safeguarding team, were reported using the Trust’s established commercial software system, Ulysses, 
which was a risk management system to support standards of governance, safety and customer service. 

The level of training required for individual staff groups followed a training needs analysis was explicit. 
This included the levels of training required for various staff roles, for example safeguarding children and 
adults at level one and two was mandatory for all staff and face to face level three adult and children 
safeguarding training was mandatory for all professionally qualified staff in addition to eLearning. 
Domestic abuse and sexual violence awareness training was also provided.  

Safeguarding multi-disciplinary team (MDT) meetings were held at least quarterly. The meeting 
facilitated clinical discussion and case management of safeguarding concerns and for adults, including 
those at higher risk of an unplanned admission to hospital.  

Clinical and safeguarding meetings were scheduled through-out the year on an ongoing basis.  All 
clinicians on duty were required to attend together with the safeguarding leads for the provider and the 
operational management team. Requests for attendance were extended to the Health Visitor team, 
District Nurse team, Social Worker team and the Primary Care Network (PCN) and Advanced Nurse 
Practitioner (ANP) responsible for care homes. The provider used an electronic software system to 
provide rapid access to an online suite of intelligence tools and reports to inform their safeguarding 
intelligence. Social services were contacted prior to meetings to obtain updates; individual electronic 
medical records were updated live.  

The chaperone policy was accessible to all staff.  When offered this service the patient’s choice to accept 
or decline a chaperone was recorded in their electronic record. Staff who provided a chaperone service 
completed on-line chaperone training which was recorded on their learning management system and all 
staff had enhanced DBS checks in place. 

 

Recruitment systems Y/N/Partial 

Recruitment checks were carried out in accordance with regulations (including for agency 
staff and locums). 

Yes  

Staff vaccination was maintained in line with current Public Health England (PHE) 
guidance if relevant to role. 

Yes  

Explanation of any answers and additional evidence: 

The Trust maintained a recruitment and selection policy and we reviewed four staff records and found 
recruitment checks were carried out in accordance with regulations. The records were well managed 
and maintained, there were clear and robust systems in place and information contained electronically 
was appropriately restricted and accessible to designated practice staff members. 

 

Safety systems and records Y/N/Partial 

Health and safety risk assessments had been carried out and appropriate actions taken. 

Date of last assessment: Various dates 
Yes 

There was a fire procedure. Yes  

Date of fire risk assessment: 29/09/2020 

Actions from fire risk assessment were identified and completed. 

 
 
Yes  
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Explanation of any answers and additional evidence: 

Staff induction included fire safety training and on-going training as necessary. There was a fire 

evacuation procedure in place and a fire risk assessment completed for both Moss Green Surgery and 

Moorcroft Medical Centre sites. 

Staff completed fire drills and had received fire training via Microsoft teams, we saw that training had 

been completed earlier this year and was planned for later in the year. The last fire drill was completed 

29 September 2021, and this included a documented roll call record and an evaluation of the activity. 

Managers had completed fire marshal training in November 2019. Fire cascade training had been 

completed by the senior operational manager and operational managers in September 2020.  

Personal evacuation plans were put in place for any identified vulnerable employees. An annual fire risk 

assessment was completed as well as checks on emergency lighting systems with remedial action 

completed in response to any findings. 

Staff could access the practice lone and home worker policy. This included a checklist for lone workers 

on practice premises with a risk assessment and how to mitigate/limit risk, including staff who completed 

home visits. Mobile phones were used by lone workers to ensure they remained in contact with the 

practice. 

A health and safety risk assessment had been completed which reviewed a range of risks, for example 

ensuring staff had access to first aid equipment, that an accident log was available and that appropriate 

reporting mechanisms were in place as part of their health and safety policies. These were completed 

for both of the practice sites.  

• The electrical installation condition report for Moorcroft Medical centre suggested a review in July 

2020. There was a provisional date booked for October 2021 with the Trust estates team. Some 

appliances were subject to checks in June 2021. 

• Calibration of equipment took place on 20 November 2020 at Moorcroft Medical Centre and 4 

January 2021 at Moss Green Surgery.  

• Portable appliance tests were completed 1 December 2020 at Moorcroft Medical Centre and 25 

November 2020 at Moss Green Surgery.  

• Environmental ligature risk assessments were completed, the last review took place 1 June 2021. 

• Security in the workplace guidelines were in place as well as the opening and closing practice 

premises procedures/protocol. There were policies to support staff in the management of violent 

and aggressive patients. The trust also had a people using the premises policy, a working alone 

and home working policy.  

There was a risk management policy in place, the next review date was due 30 June 2023.  

Each Trust directorate and team actively managed its risk register in line with an agreed listing of risk 

register responsibilities. Operational risks were recorded on the electronic risk management system 

managed by the nominated risk owner, for example designated managers at the practice were 

responsible for assessing and entering areas of identified risk onto the risk register. All staff members 

were required to report any identified areas of risk to the management team for assessment and 

reporting as appropriate.  

Risk reporting was in addition to the significant event, DATIX/complaints reporting systems and these 

all fed into the governance of the risk management policy.  
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Infection prevention and control 

Appropriate standards of cleanliness and hygiene were met.  

 Y/N/Partial 

Staff had received effective training on infection prevention and control. Yes 

Infection prevention and control audits were carried out. 

Date of last infection prevention and control audit: March 2021 
Yes   

The practice had acted on any issues identified in infection prevention and control audits. Yes  

The arrangements for managing waste and clinical specimens kept people safe.  Yes  

Explanation of any answers and additional evidence: 

We saw a range of policies and procedures in respect of the practice infection, prevention and control 
policies and procedures. Practice policies were aligned with the Trust’s policies.   
 
The provider had an infection control lead who was notified of audit outcomes or incidents at the same 
time as the Trust lead for health and safety. The practice representatives attended the Trust Infection 
Prevention and Control (IPC) Group quarterly meetings.   
 
The practice had accessible local and Trust protocols to support staff on site such as:  

• A specimen handling protocol 

• Control of Substances Hazardous to Health (COSHH) Policy and risk assessments, including an 
index of cleaning chemicals/materials. 

• Personal Protective Equipment (PPE) policy 

• General measures to reduce risk of exposure to blood bourne viruses (BBVs) and the Standard 
Operating Procedure (SOP) for the management of inoculation injury / or exposure to Blood 
Borne Viruses (BBV) 

• Reporting sharps and inoculation injuries 

• Clinical waste protocol 

• Contagious illness policy including notifiable diseases and Covid-19 

• Coronavirus management protocol including which rooms to use for isolation at the practice 
sites. 

• Disposable (Single use) instrument policy 

• Hand hygiene policy and audit 

• Infection control biological substances incident protocol, such as spill kits. 

• Legionella management, testing and investigation policy  

• Patient isolation protocol 

There was a water systems management (Legionella) policy the date of the next legionella risk 
assessment review was due June 2022. 

One of the practice nurses had set up a series of videos for staff which demonstrated donning and 
doffing of personal protective equipment for infection prevention and control measures. These had been 
well received by the whole practice team. 
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Risks to patients 

There were adequate systems to assess, monitor and manage risks to patient 

safety. 

 Y/N/Partial 

There was an effective approach to managing staff absences and busy periods. Yes  

There was an effective induction system for temporary staff tailored to their role. Yes 

The practice was equipped to respond to medical emergencies (including suspected sepsis) 
and staff were suitably trained in emergency procedures. 

Yes 

Receptionists were aware of actions to take if they encountered a deteriorating or acutely 
unwell patient and had been given guidance on identifying such patients.  

Yes  

Explanation of any answers and additional evidence: 

All staff received training in basic life support, and how to respond to medical emergencies including 
sepsis.  

Although medical emergencies were not documented as significant events for analysis and learning, 
where there had been medical emergencies following these events the practice held debrief staff 
meetings.  

 

Reception staff had access to information to signpost patients to the most appropriate clinician and had 
completed care navigation training. The on-call duty GP was available to support staff with any 
questions or queries. The practice staff had access to their online triage/consultation protocol. The 
system was explicit that it was not for emergency use and patients would be contacted within 48 hours 
via phone or text, Patients were guided through an electronic form which once completed entered the 
practice electronic workflow system for attention. As a safety net any red flag symptom (symptoms that 
could indicate a greater need for care and treatment) would prevent completion of the form and   advised 
the patient to contact either the practice or emergency services. The clinical staff processed the online 
triage/consultation forms.  

 

Staff had access to an electronic panic alert and a separate audio alert system in the event of an 
emergency.  

 

Information to deliver safe care and treatment 

Staff had the information they needed to deliver safe care and treatment. 

 Y/N/Partial 

Individual care records, including clinical data, were written and managed securely and in 
line with current guidance and relevant legislation. 

Yes  

There was a system for processing information relating to new patients including the 
summarising of new patient notes. 

Yes  

There were systems for sharing information with staff and other agencies to enable them to 
deliver safe care and treatment. 

Yes  

Referrals to specialist services were documented, contained the required information and 
there was a system to monitor delays in referrals. 

Yes 
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There was a documented approach to the management of test results, and this was 
managed in a timely manner. 

Partial  

There was appropriate clinical oversight of test results, including when reviewed by non-
clinical staff. 

Partial 

Explanation of any answers and additional evidence: 

The practice had a clinical lead who monitored two-week wait referrals (urgent referrals to 
hospitals/specialist services) and patients were encouraged to contact the practice if they had not been 
contacted within the two-week period.  

Clinical searches the Care Quality Commission (CQC) conducted during the inspection which had 
identified these concerns were shared and discussed with the provider. The provider provided evidence 
to CQC that patients identified from these searches had been reviewed, discussed at their clinical 
meeting and action had been taken to mitigate risks. The provider had also reviewed their strategy for 
patients who demonstrated a lack of compliance with requests to attend for tests prior to repeat 
prescribing. 

 

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) (01/07/2020 to 30/06/2021) (NHS Business 

Service Authority - NHSBSA) 

0.91 0.74 0.69 No statistical variation 

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). 

 (01/07/2020 to 30/06/2021) (NHSBSA) 

8.3% 7.9% 10.0% No statistical variation 

Average daily quantity per item for 

Nitrofurantoin 50 mg tablets and 

capsules, Nitrofurantoin 100 mg m/r 

capsules, Pivmecillinam 200 mg tablets 

and Trimethoprim 200 mg tablets 

prescribed for uncomplicated urinary tract 

infection (01/01/2021 to 30/06/2021) 

(NHSBSA) 

5.18 5.22 5.38 No statistical variation 

Total items prescribed of Pregabalin or 

Gabapentin per 1,000 patients 

(01/01/2021 to 30/06/2021) (NHSBSA) 

225.2‰ 189.6‰ 126.1‰ No statistical variation 

Average daily quantity of Hypnotics 
prescribed per Specific Therapeutic group 
Age-sex Related Prescribing Unit (STAR 
PU) (01/07/2020 to 30/06/2021) (NHSBSA) 

0.60 0.67 0.65 No statistical variation 
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Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

Number of unique patients prescribed 
multiple psychotropics per 1,000 patients 
(01/01/2021 to 30/06/2021) (NHSBSA) 

8.5‰ 7.4‰ 6.7‰ No statistical variation 

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. 

Yes  

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

Yes 

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

Yes 

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. 

 
Yes 

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

Partial   

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. 

Yes  

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. 

Partial  

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

Yes  

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

Yes 

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. 

NA  

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

Yes  

For remote or online prescribing there were effective protocols for verifying patient identity. Yes 

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. 

Yes 

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

Yes  

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

Yes 

Explanation of any answers and additional evidence: 
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Medicines management Y/N/Partial 

The provider had implemented an action plan to manage the backlog in patient medicine reviews which 
had been identified by the practice and was being managed by the practice pharmacist. Records 
reviewed demonstrated good documentation of the reviews completed.  

 

We found that patient test results had not always been downloaded from the pathology software system 
called, ICE (The ICE system enables sight of the pathology and radiology results held by the hospital). 
We saw that patients overdue blood monitoring tests had system pop up alerts in place. However, 
patients who did not respond to reasonable requests for blood tests and monitoring of long-term 
conditions were not always followed up, or actions to mitigate risks put in place to ensure compliance. 
We discussed this with the clinical team during the inspection. The clinical team informed us they had 
recently implemented a new electronic software system. This was designed to improve safety as it used 
a range of  clinical searches in the practice electronic system, for example for patients on high risk 
medicines requiring regular monitoring, and checked these against a different system (ICE) to ensure 
patients had attended  for  their blood monitoring. The new system also checked that patients test 
results were within the expected range, prior to repeat prescribing. The practices immediately 
implemented the recommencement of downloading results from the pathology software ICE and 
requested amendments to their newly implemented electronic software system.    

 

A patient specific spreadsheet was in place for medicines which required monitoring and for Essential 
Shared Care Agreements (ESCAs) written agreements between specialist services and general 
practitioners that allowed care, specifically prescribing, to be safely shared between them. 

 

The provider had a number of medicine related protocols and policies in place to promote patient safety 
and support staff. For example:  

• Prescribing controlled drugs for temporary patients  

• Protocol for electronic prescribing 

• Monitored drugs, disease modifying drugs, high risk drugs management protocol 

• Prescribing policy 

• Repeat prescription and medication review protocol  

• Prescription security protocol 

• Controlled drug audit procedures in Staffordshire GP practices 
 

A vaccines protocol was in place in the ordering, storing and handling vaccines. This included 
information on staff ensuring they used a validated medical grade cool box and cool packs with 
monitored maximum/minimum temperatures while the box was in use and to keep vaccines in their 
original packaging during transportation. 

 

They engaged with the local enhanced scheme commissioned by NHS Stoke on Trent Clinical 
Commissioning Group which issued various prescribing targets and associated audits annually and 
included the Prescribing Local Improvement Scheme (PLIS) for 2020/2021. 

 

The practice pharmacist had been instrumental in involving the practice in the delivery of a Community 
Pharmacist Consultation Service (CPCS) to support patients who could attend community pharmacies 
with for example, urinary tract infections, earache, bacterial conjunctivitis, impetigo, insect bites and 
eczema. The provider held a list of participating pharmacies able to offer some or all of this extended 
care. When a patient contacted the practice, and had a condition determined as suitable for treatment 
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Medicines management Y/N/Partial 

by a community pharmacist, consent to share and refer was gained from the patient and the pharmacy 
the patient wished to use confirmed. The referral was then made electronically. The patient would wait 
for a phone call from the community pharmacist within agreed timescales. The community pharmacist 
would assess the patient (which could be face to face) and either provided the appropriate 
advice/treatment options or referred the patient to another service provider, which could be the GP. 
The participating community pharmacists could supply prescription only medications as part of this 
service where clinically indicated under the terms of a Patient Group Directive (PGD). 

 

Track record on safety and lessons learned and improvements made 

The practice learned and made improvements when things went wrong. 

Significant events Y/N/Partial 

The practice monitored and reviewed safety using information from a variety of sources. Yes  

Staff knew how to identify and report concerns, safety incidents and near misses. Partial 

There was a system for recording and acting on significant events. Yes 

Staff understood how to raise concerns and report incidents both internally and externally. Yes 

There was evidence of learning and dissemination of information. Partial  

Number of events recorded in last 12 months: 13  

Number of events that required action: 13 

Explanation of any answers and additional evidence: 

Any incident which initiated a significant event was also reported to through the Trust using their 
electronic incident reporting system. Staff had access to significant event monitoring and analysis 
templates. Staff had access to the Trust’s serious incident policy which applied to all health and social 
care staff working within Trust, including those employed on a bank, agency or locum basis.  

 

A register of significant events was maintained for trend analysis and governance/oversight. There was 
evidence of regular meetings which included significant events, team discussion and case review.  

 

The provider maintained a significant event spreadsheet which gave practice management oversight. 
The practice held regular meetings and significant events were a regular agenda item. Investigations 
and learning outcomes from significant events were discussed and any policy updates or changes 
signposted to staff and trend analysis.  

 

Significant event root cause analysis however was in its early stages of development, but it was clear 
that the practice derived learning from events and used this to improve practice. Some opportunities 
to raise, investigate, learn and document events had been missed. For example, a medical emergency 
and how staff had positively managed the event outside of the practice premises. When discussed 
these events had been subject to staff debriefings and actions such as staff training and policy revisions 
were completed but these had not been documented. Immediately following the inspection the practice 
had implemented changes to its significant event policy, discussed the proposed changes in response 
to feedback with their teams, cascaded changes and the revised templates to all staff and set dates to 
discuss at their next meetings to ensure this became embedded. 
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Example(s) of significant events recorded and actions by the practice. 

Event Specific action taken 

A patient with palliative care needs 
during the out of hours period required 
medicines replenishing.    

A person contacted the out of hours service and in trying to 
meet the patient’s needs for palliative care anticipatory 
medicines it was found that there was a lack of 
communication between the community nursing team and 
practice GP.  
Although all appropriate remedial actions were taken the 
documentation, such as the learning within the significant 
event was not explicit.  

 A needle stick injury.  A person delivered their needles to the practice for these to 
be appropriately disposed in a sharps box within a carrier bag.  
This was accepted but in the process of removing the sharps 
box from the carrier bag it was noted that the sharps box lid 
was not secured, and some needles were contained instead 
within the carrier bag. When the bag was lifted some fell out 
of the bag and onto the floor. These were picked up and a 
needle stick injury occurred. 
 
The cause of the needle stick injury was explored. It was 
found that the sharps box was incorrectly sealed and despite 
wearing gloves when picking up needles from the floor an 
injury had occurred.  
  
The person was supported with an assessment and referred 
to occupational health services.  
 
Appropriate actions and reviews had taken place including 
completing accident incident logs, discussions at meetings 
and training and policy reviews.  
 
However, these were not clearly documented or contained 
within the significant event analysis log.  

 

Safety alerts Y/N/Partial 

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

Staff understood how to deal with alerts. Yes  

Explanation of any answers and additional evidence: 

We saw examples of actions taken on recent alerts for example, regarding sodium valproate and that 
this search was regularly reviewed. Medicines and Healthcare products Regulatory Agency (MHRA) 
alerts were recorded along with any required actions. (The MHRA regulates medicines, medical devices 
and blood components for transfusion in the UK). Where actions related to guidance the senior 
operations lead for the practice in collaboration with the practice pharmacist ensured these were 
recorded and cascaded to staff.  
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We found however, a lack of systems to ensure compliance with older alerts, two examples included, 
an antiplatelet medicine (Clopidogrel), and high dosage use in older people with a type of 
antidepressant, (Citalopram). This was feedback to the clinical team and an action plan was developed 
to ensure searches were completed and actioned on an ongoing basis.  

Immediately following the inspection, the practice implemented a strategy to ensure older MHRA alerts 
and systems led patient record searches included older alerts which would also capture newly 
registered patients to the practice. Patients identified by the Care Quality Commission clinical searches 
conducted during the inspection had been reviewed, discussed at their clinical meeting and action was 
taken to mitigate any risk. 
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Effective      Rating: Good 
Effective needs assessment, care and treatment  

Patients’ needs were assessed, and care and treatment was delivered in line with 

current legislation, standards and evidence-based guidance supported by clear 

pathways and tools. 

 Y/N/Partial 

The practice had systems and processes to keep clinicians up to date with current 
evidence-based practice. 

Yes 

Patients’ immediate and ongoing needs were fully assessed. This included their clinical 
needs and their mental and physical wellbeing. 

Yes  

Patients presenting with symptoms which could indicate serious illness were followed up 
in a timely and appropriate way. 

Yes  

We saw no evidence of discrimination when staff made care and treatment decisions. Yes  

Patients’ treatment was regularly reviewed and updated. Partial  

There were appropriate referral pathways to make sure that patients’ needs were 
addressed. 

Yes  

Patients were told when they needed to seek further help and what to do if their condition 
deteriorated. 

Yes  

The practice had prioritised care for their most clinically vulnerable patients during the 
pandemic 

Yes 

Explanation of any answers and additional evidence: 

The provider held regular quarterly palliative and end of life care multidisciplinary team (MDT) 
meetings. Attendees usually included representatives from the senior clinical team, GPs and Advanced 
Nurse Practitioners (ANP), a member of the management team, palliative care nursing, district nurse 
and community matron. Information was recorded within the patient’s electronic record and any actions 
relating to the patient captured and the task sent to the relevant team member. 

 

Meetings were held with care homes who received a GP service from the provider on a regular basis 
and further reviews undertaken based on need for example:   

• A weekly ward round was conducted at the home by a Primary Care Network (PCN) ANP. 

• A monthly MDT with health professionals such as occupational therapy, speech and language 
therapy, the care home liaison team community psychiatric nurse, Community Rapid 
Intervention Service Team (CRIS), social worker/ PCN pharmacist, dietitian, district nurses, 
community matron and palliative care lead.  

• Monthly reviews from the PCN dietician.  

• Monthly infection control meetings.  

• For learning disability care homes, the practice held a weekly ward round conducted by PCN 
ANP and medicine reviews with the PCN pharmacist.  
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We saw from the quality committee meetings held, for example in March 2021, that patient referrals 
were reviewed.  Referrals which had been made prior to lockdown and had issues with long waits had 
been compounded during the Covid-19 pandemic. They had during this period continued with 
appropriate referrals and also increased informal requests for advice and guidance, when appropriate 
to do so.  

The practice acted on the information from NHS Stoke on Trent Clinical Commissioning Group Quality 
Improvement Framework (QIF) for 2021/22 which included the implementation of a number of 
measures as it had been identified that Covid-19 had highlighted unequal vulnerability to respiratory 
infection. These groups had included patients at risk of poor health and those who experienced health 
inequalities. Evidence suggested those vulnerable to harm from Covid-19 included patients from black, 
Asian and minority ethnic groups and those from the 20% most deprived neighbourhoods nationally. 
Measures included for example; supporting practices with demand during winter due to ongoing impact 
of Covid-19 on practice productivity and respiratory and respiratory syncytial virus (RSV) (RSV is a 
respiratory virus that infects the lungs and breathing passages).  

 

To address these health inequalities the provider implemented the adoption of local respiratory 
pathways, adult and child with use of the guidelines in the local pathway and referral criteria. As well as 
the use of pulse oximetry (a noninvasive device that estimates the amount of oxygen in the blood). 
They had identified that there were a number of overdue medicine reviews and had an appropriate 
action plan in place.   

 

Effective care for the practice population 

Findings  

• The practice used a clinical tool to identify older patients who were living with moderate or severe 
frailty. Those identified received a full assessment of their physical, mental and social needs. 

• Health checks, including frailty assessments, were offered to patients over 75 years of age.  

• Flu, shingles and pneumonia vaccinations were offered to relevant patients in this age group. 

• The practice had systems to inform eligible patients to have the meningitis vaccine, for example 
before attending university for the first time. 

• Patients had access to appropriate health assessments and checks including NHS checks for 
patients. There was appropriate and timely follow-up on the outcome of health assessments and 
checks where abnormalities or risk factors were identified. 

• All patients with a learning disability (LD) were offered an annual health check. The practice liaised 
with the specialist LD nurse team and had several meetings to discuss patients who did not attend 
for the health reviews and agreed an action plan, as well as ensuring the patient had received 
their Covid-19 vaccinations. A GP took the lead and joined the learning disability champion 
scheme. The practice used easy to read invitation letters with booked appointment times and 
followed up with phone calls as appropriate. Staff received face to face training via Microsoft 
teams from the LD nurse specialist team and a recording was made available for any absent staff 
to view. The practice electronic register was validated with the LD specialist nurse team and they 
attempted to contact patients by telephone to provide support and encourage attendance for their 
reviews. Patients who did not attend were followed up and actions put in place to safeguard at 
risk patients where appropriate.  

• End of life care was delivered in a coordinated way which took into account the needs of those 
whose circumstances may make them vulnerable.  
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• The practice had a system for vaccinating patients with an underlying medical condition according 
to the recommended schedule. 

• The practice demonstrated that they had a system to identify people who misused substances. 

• The practice assessed and monitored the physical health of people with mental illness, severe 
mental illness, and personality disorder.  

• Patients with poor mental health, including dementia, were referred to appropriate services. 

• The practice was an accredited veterans support practice as listed by the Royal College of 
General Practitioners (RCGP). One of the practice nurses with a military background supported 
this work and the practice systems coded patients who were veterans.   

 

Management of people with long term 

conditions  

 

Findings  

• Staff who were responsible for reviews of patients with long-term conditions had received specific 
training.  

• Patients with long-term conditions were offered a structured annual review to check their health 
and medicines needs were being met. For patients with the most complex needs, the GP worked 
with other health and care professionals to deliver a coordinated package of care.  

• GPs followed up patients who had received treatment in hospital or through out of hours services 
for an acute exacerbation of asthma.  

• The practice shared clear and accurate information with relevant professionals when deciding 
care delivery for patients with long-term conditions. 

• Adults with newly diagnosed cardio-vascular disease were offered statins. 

• Patients with suspected hypertension were offered ambulatory blood pressure monitoring. 
Additional remote monitoring had been sourced by the practice, allowing patients the flexibility to 
monitor their BP at home. 

• The practice could demonstrate how they identified patients with commonly undiagnosed 
conditions, for example chronic obstructive pulmonary disease (COPD), atrial fibrillation and 
hypertension. Patients with chronic obstructive pulmonary disease (COPD) (the name for a group 
of lung conditions that cause breathing difficulties) were offered rescue packs. 

• Patients with asthma were offered an asthma management plan. 

• The practice made the decision to continue with Quality Outcomes Framework monitoring during 

the pandemic despite indicators being paused. Patients had continued to benefit from face to face 

and remote management throughout the pandemic. The practice nursing team were pivotal to the 

change, introducing digital elements to the long-term conditions checks where appropriate. 

• The Care Quality Commission clinical patient searches had identified a number of patients in the 
prediabetes range who had not had appropriate monitoring. This was fed back to the clinical team 
during the inspection. A number of those patients identified in our search when reviewed by the 
practice clinical team had been monitored.  The seven remaining patients were recalled for 
monitoring immediately.  

• The practice also arranged for a protected learning event for all clinical staff around the diagnosis 
of diabetes and National Institute for Health Care and Excellence (NICE) and the World Health 
Organisation (WHO) guidelines.  

• Patient recall systems had been streamlined with the patient’s birthday month so that patients were 

called once for a review of all their long-term conditions at one appointment.  As part of the practice’s 
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restoration of full services following the Covid-19 pandemic, and the short term recent issue with 

availability of blood test bottles, a risk stratification programme was put in place to ensure that those 

whose reviews were the most overdue were recalled before returning to birthday month recalls.  

• Welfare checks were completed for all those on the shielding register and referrals to social 

prescriber and/or health and wellbeing coaches were made as appropriate. These were very 

positively received by shielding patients. Information was provided on actions to take during 

shielding and of the support available to them, including medication and food deliveries. 

• The practice made additional provision to provide Covid-19 boosters to those with limited mobility 

or additional need, including older people and were vaccinating in smaller clinics within the practice 

rather than asking patients to travel to the PCN vaccine centre. 

• The practice Urgent Care Practitioners (UCPs) completed welfare and long-term condition health 

checks where indicated on all housebound patients. The practice had provided specific training to 

support them in this role.  

• The use of digital appointments for elements of long-term condition management had provided a 
convenient solution for patients who found it difficult to attend the surgery during working hours for 
proactive care management. 

• Older people within the practice benefitted from continued work around both frail elderly 

assessments and latterly the Facilitation Admission Avoidance Scheme (FAAS). The practice 

continued to undertake proactive care assessments throughout the initial response to pandemic. 

The practice nursing team diversified their approach to this through telephone and video 

consultations. Over 400 care plans were reviewed and completed during the time period, the 

practice was identified as an exemplar by Stoke on Trent CCG for the work completed during the 

Covid-19 pandemic and the dynamic practice approach.  

• The practice held quarterly meetings with the Integrated Local Care Teams (ILCT), palliative care 

teams and liaised with practice and Trust safeguarding leads. This multidisciplinary team (MDT) 

approach included attendance from social workers, community matrons, palliative care nurses and 

district nurse representatives. These were well established meetings which reviewed all patients 

identified with particular MDT requirements such as end of life patients. 

• A practice representative attended MDT meetings arranged by the PCN ANP which covered all 

patients in either nursing, residential or sheltered accommodation. 

• The practice demonstrated awareness that digital and remote management of the patient may not 

be suitable for all patient populations, particularly those who had limited access to digital technology. 

The practice regularly reviewed and adapted its clinical model based on patient need to enable 

timely access to face to face appointments where required for both acute and routine care.  

• Both remote and face to face consultations had been offered to all age groups as needed as well 

as increased video consultations in those aged under 5 if it was safe and appropriate not to bring 

them to the practice. 

• The practice had increased its social media presence since the start of the Covid-19 pandemic 

which had been well received particularly by younger families. An outdoor shelter was sourced and 

utilised by the practice nursing team to provide immunisations. Children were vaccinated in a timely 

manner and in a way which minimised risk of infection to them. This was advertised via the practices’ 

Facebook page and encouraged parents and guardians to continue to bring children for their 

vaccinations. 

• The practice had a significant waiting list for childhood immunisations in March 2020 due to staff 

sickness and retirement. The nursing team had reduced the wait list to zero by the summer of 2020 

through additional clinics and follow ups.  This was a significant achievement during the pandemic 

period.  
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• The practice dedicated the use of a portacabin to review unwell children and adults which enabled 

full face to face assessment.  

• Gillick competence and Fraser guidelines were considered with the care of young people. 

• The practice had employed a locum nurse for a period of time in 2021 in an attempt to improve the 

practice uptake of cervical cytology which had historically always been lower than the national 

average. This project was successful, and uptake increased slightly as demonstrated in the 

unverified data seen. 

• For working age patients, the practice had offered a range of remote and face to face appointments 

to suit people of working age. Appointments were available early morning as well as one evening a 

week. Covid-19 vaccine clinics were held on evenings and weekends as well as ‘normal’ office 

hours to give all patients equal opportunity to secure an appointment. Some communications had 

been held via text message using secure AccuRX software  

• The practice implementation of online consultations provided alternatives to phoning the practice, 

where there was no immediate or urgent care need.   

• The practice was part of the safe surgery scheme which enabled primary care to better support 

asylum seekers/refugees. Training was provided to the practice team on the Safer Surgeries 

Scheme and the associated toolkit. The scheme aimed to provide support to patients through 

initiatives such as translated health information, information around Covid vaccination and support 

for Afghan refugees. 

• The practice provided reviews for people who had dementia which included proactive care planning 

and discussions regarding the carer/support they had in place. Cultural and safeguarding issues 

were also considered at these reviews. Families and carers of those who had dementia were 

included in the reviews when appropriate. 

• Annual mental health reviews took place which included physical heath checks. The practice liaised 

with Trust colleagues and linked up to ensure effective community follow up support. The practice 

held monthly meetings with local community providers where individual patients could be discussed.  

• Patients presenting with low mood for the first time were treated according to best practice guidance 

as well as being provided with the crisis team details. Clinicians were alert to considerations of 

safeguarding and suicide risk.  

 

Child Immunisation Numerator Denominator 
Practice 

% 

Comparison 

to WHO 

target of 95% 

The percentage of children aged 1 who have 

completed a primary course of immunisation 

for Diphtheria, Tetanus, Polio, Pertussis, 

Haemophilus influenza type b (Hib), 

Hepatitis B (Hep B) ((i.e. three doses of 

DTaP/IPV/Hib/HepB) (01/04/2019 to 

31/03/2020) (NHS England) 

178 194 91.8% Met 90% minimum 

The percentage of children aged 2 who have 

received their booster immunisation for 

Pneumococcal infection (i.e. received 

Pneumococcal booster) (PCV booster) 

(01/04/2019 to 31/03/2020) (NHS England) 

175 198 88.4% 
Below 90% 

minimum 

The percentage of children aged 2 who have 

received their immunisation for Haemophilus 
175 198 88.4% 

Below 90% 

minimum 



17 
 

influenza type b (Hib) and Meningitis C 

(MenC) (i.e. received Hib/MenC booster) 

(01/04/2019 to 31/03/2020) (NHS England) 

The percentage of children aged 2 who have 

received immunisation for measles, mumps 

and rubella (one dose of MMR) (01/04/2019 

to 31/03/2020) (NHS England) 

175 198 88.4% 
Below 90% 

minimum 

The percentage of children aged 5 who have 

received immunisation for measles, mumps 

and rubella (two doses of MMR) (01/04/2019 

to 31/03/2020) (NHS England) 

171 212 80.7% 
Below 90% 

minimum 

Note: Please refer to the CQC guidance on Childhood Immunisation data for more information:  https://www.cqc.org.uk/guidance-providers/gps/how-we-

monitor-gp-practices 

 

Any additional evidence or comments 

The practice had not met the minimum 90% for four of five childhood immunisation uptake indicators or 

the WHO based national target of 95% (the recommended standard for achieving herd immunity) for 

any of the five childhood immunisation uptake indicators.  

The practice nursing team focused on making improvements to uptake and this had included:  

• A ‘Jab and go’ pop up covered area in the car park encouraged uptake during the Covid-19 

pandemic. Staff ensured there were child friendly colourful posters (which were wipeable for 

infection prevention and control measures), to reduce the impact on children 

• They provided opportunistic vaccinations. 

• They contacted families and followed up on none attenders 

• Those families who had attended their country of origin for their child immunisations were 

encouraged to provide evidence of their vaccinations in order that these could be recorded.     

• The practice contacted the parents or guardians of children due to have childhood 

immunisations. 

• The practice had arrangements for following up failed attendance of children’s appointments 

following an appointment in secondary care or for immunisation and would liaise with health 

visitors when necessary. 

• The practice had arrangements to identify and review the treatment of newly pregnant women 

on long-term medicines. These patients were provided with advice and post-natal support in 

accordance with best practice guidance. 

• Young people could access services for sexual health and contraception. 

• Staff had the appropriate skills and training to carry out reviews for this population group. 

•  

Unverified data seen showed improvement in patient uptake as a result of these initiatives. 

 

 

Cancer Indicators Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of women eligible for cervical 

cancer screening at a given point in time who 
65.1% N/A 80% Target 

Below 70% 
uptake 

https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices
https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices
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were screened adequately within a specified 

period (within 3.5 years for women aged 25 to 

49, and within 5.5 years for women aged 50 to 

64). (Snapshot date: 31/03/2021) (Public Health England) 

Females, 50-70, screened for breast cancer in 

last 36 months (3 year coverage, %) 

(01/04/2019 to 31/03/2020) (PHE) 

69.2% 71.9% 70.1% N/A 

Persons, 60-74, screened for bowel cancer in 

last 30 months (2.5 year coverage, %) 

(01/04/2019 to 31/03/2020)  (PHE) 

54.8% 58.9% 63.8% N/A 

Number of new cancer cases treated 

(Detection rate: % of which resulted from a two 

week wait (TWW) referral) (01/04/2019 to 

31/03/2020) (PHE) 

50.7% 55.6% 54.2% 
No statistical 

variation 

 

Any additional evidence or comments 

• The practice employed a dedicated locum practice nurse to improve cervical screening uptake. 
The practice sent out patient reminders, text reminders and pink paper letter reminders, posted 
information on their website, in their reception areas and ensured there were links for patient 
information leaflets. The results demonstrated that the uptake had improved, and unverified data 
seen showed improvement in uptake as a result of these initiatives of between one and two 
percent. 

• The practice sought support from Cancer Research UK to improve uptake of cervical screening.  

• The practice used their social media platforms to demystify the cervical screening process.  

• They worked with the bowel screening team to improve and maximise cancer screening uptake. 
This included social media, links on their website and posters in their reception areas. 

 

 
Monitoring care and treatment 

The practice had a comprehensive programme of quality improvement activity and 

routinely reviewed the effectiveness and appropriateness of the care provided. 
 Y/N/Partial 

Clinicians took part in national and local quality improvement initiatives. Yes 

The practice had a programme of targeted quality improvement and used information 

about care and treatment to make improvements. 
Yes 

The practice regularly reviewed unplanned admissions and readmissions and took 

appropriate action. 
Yes 

 

Examples of improvements demonstrated because of clinical audits or other improvement activity in 

past two years 

A re-audit of the practices hypnotic medicine prescribing was completed in 2020. The outcome 
demonstrated a reduction in new prescriptions and many patients who were previously on repeat 
prescribing where no longer continuing on repeats. After the audit the findings suggested that when 
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patients were made fully aware of the potential side effects of hypnotic medicines, they sought support to 
slowly wean off the medicine with clinical information, support and guidance. 

A cancer audit/analysis took place in September 2021. The practice were awaiting confirmation of some 
diagnoses however Moorcroft Medical Centre currently had a 4% positive conversion rate based on this 
audit which meant that 4% of referred patients had received a cancer diagnosis. When compared to 
practices within the local CCG and nationally, Moorcroft was a very high referrer and consequently had a 
lower conversion rate than many peer practices. The actions taken as result of the audit included a 
planned reaudit and clinical guideline introduced to improve the pathway for patients.  
 

Any additional evidence or comments 

The practice clinical leadership team attended the Trust wide clinical professional advisory group 
meetings. This meeting reviewed and approved new documents, Covid-19 and vaccination programmes 
and any completed clinical audits, which were discussed.   

 

Effective staffing 

The practice was able to demonstrate that staff had the skills, knowledge and 

experience to carry out their roles. 
 Y/N/Partial 

Staff had the skills, knowledge and experience to deliver effective care, support and 
treatment.  

Yes  

The practice had a programme of learning and development. Yes 

Staff had protected time for learning and development. Yes 

There was an induction programme for new staff.  Yes  

Staff had access to regular appraisals, one to ones, coaching and mentoring, clinical 
supervision and revalidation. They were supported to meet the requirements of 
professional revalidation. 

Yes  

The practice could demonstrate how they assured the competence of staff employed in 
advanced clinical practice, for example, nurses, paramedics, pharmacists and physician 
associates. 

Yes  

There was a clear and appropriate approach for supporting and managing staff when 
their performance was poor or variable. 

Yes   

Explanation of any answers and additional evidence:  

We saw evidence of regular staff attendance at in-house training events as well as mandatory online 
training, which had included for example:  

• 26/01/2021 Adult life support updates, followed by a session in March 2021  

• 02/03/2021 A presentation on clinical audit. 

• 16/03/2021 Sepsis training specific to reception staff  

• 15/04/2011 Executive drop-in session for staff with Peter Axon, Trust Chief Executive 

• 18/05/2021 Infection control presentation 

• 13/07/2021 ReSPECT training 

• 24/08/2021 Carers presentation 

• 24/08/2021 Vague symptoms launch of service 

• 14/09/2021 Homelessness awareness training for receptionists 
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• 28/09/2021 Safe surgery training 

The practice senior leadership subscribed to both NHS England (NHSE) and Stoke on Trent Clinical 
Commission Group (CCG) updates which provided the latest guidance and information in relation to 
Covid-19 management and also wider general practice. They took part in monthly CCG primary care 
updates in addition to national NHSE webinars provided by NHSE Primary Care Team. Actions and 
information from these were discussed by the clinical lead, senior service lead, clinical director and 
senior operations lead. Communication around required actions were updated to the practice team via 
a weekly ‘Practice Update’ and virtual team meetings. 

The provider held a clinical forum once a month. Evidence of these meetings were seen in the protected 
learning event schedules. These were unstructured meetings which facilitated clinical team members 
to be able to discuss any individual patient or clinical matter. In some instances, this had then led to 
training sessions, either in small groups or whole practice-based learning. Staff feedback indicated they 
found this forum beneficial, both in terms of peer support and continuous professional development.  

The GP team accessed clinical supervision independently. The ANP team had monthly individual 
clinical supervision with the Primary Care Directorate Clinical Lead. The practice nurse team accessed 
clinical supervision via the CCG practice nurse facilitator. Clinical supervision was recorded on the 
Trusts’ Learning Management System. Clinical supervision was recorded on the Trusts’ Learning 
Management System. The Primary Care Directorate leadership team had oversight of clinical 
supervision and a monthly compliance report was provided to the directorate team. Compliance 
reporting was also included in monthly directorate performance reporting to the Trust Executive team. 

We found that there were systems in place to ensure that appraisals were completed in a timely manner.  
Clinical peer support was available to staff on a daily basis. Staff had presented topics from their areas 
of interest and specialty at the practice learning events. We saw there was a competency framework 
for staff engaged with enhanced practice such as ANPs.   

Practice allied health professional (AHP) team members attended the quarterly protected training 
sessions which focused on a range of organisational and clinical topics which provided opportunities 
for continued personal development. The AHP team were in the process of completing a directorate 
competency framework to support the clinical professional development of the AHP team. 

 

 

Coordinating care and treatment 

Staff worked together and with other organisations to deliver effective care and 

treatment. 

Indicator Y/N/Partial 

Care was delivered and reviewed in a coordinated way when different teams, services or 

organisations were involved. 
Yes  

Patients received consistent, coordinated, person-centred care when they moved between 

services. 
Yes 

Explanation of any answers and additional evidence:  

We saw evidence of staff engagement and attendance at:  

• Multidisciplinary team (MDT) meetings with the district and community teams including district 
nurses, community matrons, palliative care nurses, immediate access to safeguarding teams via 
the Trust, links to school nurses and health visitors as needed and practice attendance at MDT 
meetings with regards to patients in sheltered or care homes.  
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• Monthly MDT with allied health professionals such as occupational therapy, speech and 
language therapy, care home liaison team community psychiatric nurse, CRIS, social workers, 
pharmacists and the PCN dietician. 

• Monthly meetings with the Mental Health Trust to discuss individual patients 

• Access to dietician, physiotherapist, community mental health nurse, social prescriber and health 
and wellbeing coach via Primary Care Network (PCN).  

• Weekly practice protected learning events with regular external speakers  

• Regular contact with the local GP Federation to ensure fair and equitable use of appointments. 

• Care home liaison such as weekly medicine reviews with the PCN pharmacist. (Noted that this 
structure will end soon as all will have been subject to the annual review and will go to annual or 
as required).  

• Weekly care home ward round which was conducted as a face to face meeting by the PCN ANP. 

• The practice worked with the Trusts’ learning disability team to provide care and learning 
disability annual health checks to their identified patient population.  

• Information forwarded as appropriate to the out of hours service for example patient special 
notes, for example patients who required end of life support. 

• Referrals to secondary care.  

• The practice at the Moss Green surgery site had wheelchair weighing scales which could be 
used by the Trusts’ community teams. 

• Covid-19 vaccine planning meetings which worked with the Trust and included delivery of 
vaccines to the inpatient wards. 

• Carers meeting and learning events. 

 

Helping patients to live healthier lives 

Staff were consistent and proactive in helping patients to live healthier lives. 

 Y/N/Partial 

The practice identified patients who may need extra support and directed them to relevant 

services. This included patients in the last 12 months of their lives, patients at risk of 

developing a long-term condition and carers. 

Yes  

Staff encouraged and supported patients to be involved in monitoring and managing their 

own health. 
Yes  

Patients had access to appropriate health assessments and checks. Yes 

Staff discussed changes to care or treatment with patients and their carers as necessary. Yes 

The practice supported national priorities and initiatives to improve the population’s health, 
for example, stop smoking campaigns and tackling obesity. 

Yes 

Explanation of any answers and additional evidence: 

We found that there was health promotion material available in reception (displayed with appropriate 
Covid-19 considerations). 
 
As part of NHS England and NHS Stoke on Trent Clinical Commissioning Group regular updates, and 
health promotion initiatives identified from these were included in the weekly Moorcroft practice update to 
the team for promotion with appropriate members of the patient population. The practice Facebook pages, 
and website also contained a range of health promotion material. 
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Consent to care and treatment 

The practice obtained consent to care and treatment in line with legislation and 

guidance. 
 Y/N/Partial 

Clinicians understood the requirements of legislation and guidance when considering 
consent and decision making. We saw that consent was documented.  

Yes  

Clinicians supported patients to make decisions. Where appropriate, they assessed and 

recorded a patient’s mental capacity to make a decision. 
Yes  

Do Not Attempt Cardio Pulmonary Resuscitation (DNACPR) decisions were made in line 

with relevant legislation and were appropriate.  Yes  

Explanation of any answers and additional evidence: 

• Staff had access to the consent policy and to consent or withdrawal of consent forms as well as 
those completed electronically.   

• Advice and guidance could be accessed from the Information Governance Team at North 
Staffordshire Combined Healthcare NHS Trust (the Trust). GPs best practice guidance was 
accessible such as via General Medical Council (GMC) on consent and patients and doctors 
making decisions together.  

• Staff used the Recommended Summary Plan for Emergency Care and Treatment (ReSPECT) 

processes. The ReSPECT process creates personalised recommendations for a person’s 
clinical care and treatment in a future emergency in which they are unable to make or express 
choices. Such emergencies may include death or cardiac arrest but are not limited to those 
events. The process is intended to respect both patient preferences and clinical judgement. The 
agreed realistic clinical recommendations that are recorded include a recommendation on 
whether or not cardiopulmonary resuscitation should be attempted if the person’s heart and 
breathing stopped. 
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Caring       Rating: Good 

Kindness, respect and compassion 

Staff treated patients with kindness, respect and compassion. Feedback from 

patients was positive about the way staff treated people. 

 Y/N/Partial 

Staff understood and respected the personal, cultural, social and religious needs of patients.  Yes 

Staff displayed understanding and a non-judgmental attitude towards patients. Yes  

Patients were given appropriate and timely information to cope emotionally with their care, 

treatment or condition. 
Yes 

Explanation of any answers and additional evidence: 

Staff received appropriate training in providing a chaperone service as well as equality and diversity.  

 

Patient feedback 

Source Feedback 

Patient 
Participation 
Group 

The patient participation representative reported very positively on staff kindness, 
approach, respect and compassion.  

 

National GP Patient Survey results 

 

Indicator Practice 
CCG 

average 
England 
average 

England 
comparison 

The percentage of respondents to the GP 

patient survey who stated that the last time 

they had a general practice appointment, the 

healthcare professional was good or very 

good at listening to them (01/01/2021 to 

31/03/2021) 

86.9% 87.4% 89.4% 
No statistical 

variation 

The percentage of respondents to the GP 

patient survey who stated that the last time 

they had a general practice appointment, the 

healthcare professional was good or very 

good at treating them with care and concern 

(01/01/2021 to 31/03/2021) 

88.9% 87.4% 88.4% 
No statistical 

variation 

The percentage of respondents to the GP 

patient survey who stated that during their 

last GP appointment they had confidence and 

trust in the healthcare professional they saw 

or spoke to (01/01/2021 to 31/03/2021) 

94.7% 94.0% 95.6% 
No statistical 

variation 

The percentage of respondents to the GP 

patient survey who responded positively to 
63.4% 81.4% 83.0% 

Variation 
(negative) 
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Indicator Practice 
CCG 

average 
England 
average 

England 
comparison 

the overall experience of their GP practice 

(01/01/2021 to 31/03/2021) 

 

Any additional evidence or comments 

The practice completed an independent patient survey on an annual basis. The latest survey results 
were in the process of being collated with results expected at the end of October 2021. 
 

• The provider held a risk register which included monitoring and responding to patient feedback as well 
as the National GP Patient Survey. The provider analysed patient feedback from a variety of sources 
such as their Friends and Family Test (FFT) information and complaints and developed action plans. The 
provider had also considered how best to respond to patient feedback during the pandemic. 
 
The previous year’s independent survey identified a number of actions for the practice which had 
included:  

• Increased patient awareness of the triage system. 

• Increase patient awareness of the phone call centre. 

• Increase patient awareness that a phone call with a senior clinician was a consultation. 

• Increase phone capacity within available resources. 

• Increase capacity for planned appointments within available resources. 

• Promotion of digital alternatives to telephoning the practice such as: 
1. AccuRx, a patient text messaging service which allowed the clinician to send an advisory 

text message rather than the patient ringing the surgery. 

• Continued promotion of online booking of long-term condition appointments and ordering of 
prescriptions. 

I 
The practice had introduced:  

• A "You said - We did" board displayed in both reception areas. 

• Information on their appointments system was included in patient newsletter and leaflet. 

• A new telephone system was put in place with additional lines from six to 26 with a call queue 
system up to 26, call 27 would receive the engaged tone. 

• The telephony enabled monitoring of calls, including volume, wait times and abandonments which 
were reviewed as part of their performance management and risk processes. 

• Information about call care navigation and signposting as well as triage was made available to 
patients. 

• Patient participation group discussions and engagement to reach the wider community regarding 
the changes. 

• Use of the practice social media and website 

• Online consultations and text messages embedded into the business as usual approach and 
feedback received was positive to date. 

 

 

Question Y/N 

The practice carries out its own patient survey/patient feedback exercises. Yes  
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Any additional evidence 

The practice undertakes an annual "in house" patient survey, the 2021 survey sample was collected 
during July to September 2021. The results of the 2021 survey were anticipated for the end of October 
2021.   

 

Involvement in decisions about care and treatment 

Staff helped patients to be involved in decisions about care and treatment. 

 Y/N/Partial 

Staff communicated with patients in a way that helped them to understand their care, 
treatment and condition, and any advice given. 

Yes  

Staff helped patients and their carers find further information and access community and 

advocacy services. 
Yes  

Explanation of any answers and additional evidence: 

Easy read and pictorial materials were available, type talk and language line were available for patient 
support. The electronic records included coding of and use of codes to assist staff to identify patients 
who may require additional support, such as patients with carers, learning disability, physical disability, 
literacy, hearing or sight impairment.  

 

Source Feedback 

Patient 
Participation 
Group 

The patient participation representative reported positively on the information support 
and guidance available from staff, at the practice and on the website and social media 
sites.   

 

National GP Patient Survey results 

 

Indicator Practice 
CCG 

average 
England 
average 

England 
comparison 

The percentage of respondents to the GP 

patient survey who stated that during their 

last GP appointment they were involved as 

much as they wanted to be in decisions about 

their care and treatment (01/01/2021 to 

31/03/2021) 

90.8% 91.1% 92.9% 
No statistical 

variation 

 

 Y/N/Partial 

Interpretation services were available for patients who did not have English as a first 
language. 

Yes  

Patient information leaflets and notices were available in the patient waiting area which 
told patients how to access support groups and organisations. 

Yes 

Information leaflets were available in other languages and in easy read format. Yes  

Information about support groups was available on the practice website. Yes  



26 
 

 

Carers Narrative 

Percentage and number of 
carers identified. 

 578 patients were registered as a carer with the practice registered list size 
as of 30 September 2021 at 14,912 patients which equated to 2.5% 
 
 

How the practice 
supported carers (including 
young carers). 

Advice and support were available on the practice website and information 
with the practice reception areas including useful links to North Staffs Carers 
Association.  

How the practice 
supported recently 
bereaved patients. 

Bereavement advice and support was available on the practice website and 
information with the practice reception areas. 
This included signposting to Dove Service which is a bereavement and loss 
support charity, covering Stoke on Trent, North Staffordshire and Cheshire.  

Privacy and dignity 

The practice respected patients’ privacy and dignity. 

 Y/N/Partial 

A private room was available if patients were distressed or wanted to discuss sensitive 
issues. 

Yes  

There were arrangements to ensure confidentiality at the reception desk. Yes   
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Responsive     Rating: Good 

Responding to and meeting people’s needs 

The practice organised and delivered services to meet patients’ needs. 

 Y/N/Partial 

The practice understood the needs of its local population and had developed services in 
response to those needs. 

Yes  

The importance of flexibility, informed choice and continuity of care was reflected in the 
services provided. 

Yes 

The facilities and premises were appropriate for the services being delivered. Yes 

The practice made reasonable adjustments when patients found it hard to access services. Yes 

There were arrangements in place for people who need translation services. Yes  

The practice complied with the Accessible Information Standard. Yes  

Explanation of any answers and additional evidence: 

During the out of hours (OOH) period when a patient had not consented to the integrated care record, 
the OOH provider required the practice to inform them of any special patient notes via an online secure 
website (Adastra). This ensured that the OOH providers were fully aware of patients who required 
specific care or treatment, such as palliative care. This method was also accessed and used by other 
health and social care providers such as district nurses, community matrons to provide interactive, up to 
date care. 

Staff were alert to and used electronic coding and pop-up alerts in respect of the Accessible Information 
Standard. Staff demonstrated their awareness of patients with these needs and policies were in place 
and accessible. 

During the pandemic the practice staff gave a presentation at the Trusts Innovation Nation regarding 
how quickly their delivery of primary care during Covid-19 had needed to change in order to appropriately 
respond to and meet people’s needs, and of the changes the whole team had made.  

Patients could access information via the practice and Trust websites where information could be read 
in over 40 languages, the Trusts inclusion and diversity council informed best practice, staff received 
appropriate training in their duty of candour and equality and diversity.  

Some staff at the practice had completed the British sign language course and each member of staff 
learnt their name in sign language at induction 

 

Practice Opening Times  

Day Time  

Moorcroft Medical Centre reception opening times:  Moorcroft Medical Centre telephone opening times: 

Monday  7.30am-6pm   8am-6pm 

Tuesday  7.30am-7.45pm  8am-11.30am & 2.30pm-6pm 

Wednesday 7.30am-6pm    8am-6pm 

Thursday  7.30am-6pm    8am-6pm 

Friday 7.30am-6pm   8am-6pm 
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Moss Green Surgery reception opening times:  Moss Green Surgery telephone opening times: 

Monday  8.15am-6pm  8am-6pm 

Tuesday  8.15am-6pm  8am-11.30am & 2.30pm -6pm 

Wednesday 8.15am-6pm  8am-6pm 

Thursday  8.15am-6pm  8am-6pm 

Friday 8.15am-6pm  8am-6pm 

     

 Further information about how the practice is responding to the needs of their population  

• Patients had a named GP who supported them in whatever setting they lived. 

• The practice was an accredited veterans support practice as listed by the Royal College of General 

Practitioners (RCGP) there was a protocol for priority treatment and access to health services in 

place for veterans. The practice was able to demonstrate how specific support was provided to 

individuals and the positive impact on patients.   

• Proactive care plans had been completed and patients and their families/carers provided with more 

education and information around their healthcare needs. Feedback undertaken as part of 

questionnaires indicated a positive response to the service provided to patients. 

• The practice was responsive to the needs of older patients and offered home visits and urgent 

appointments for those with enhanced needs and complex medical issues.  

• Remote welfare checks were undertaken by the nursing team as part of the shielding programme. 

All patients identified as shielding were provided with information on resources available to them 

such as help with obtaining food or medicine deliveries and signposting to additional support 

services as required. The practice advised this was very well received by the patient group who 

were often scared and felt vulnerable due to the national lockdowns. 

• The practice developed a new approach to proactive long-term condition management for 

identified housebound patient population. Supported by the practice nursing team the urgent care 

practitioners completed welfare and long-term condition reviews where indicated on all 

housebound patients. 

• The practice made additional provision to provide Covid-19 vaccination boosters to those with 

limited mobility or additional needs and vaccinating in smaller clinics within the practice rather than 

asking patients to travel to the Primary Care Network vaccine centre. 

• The practice was aware that digital and remote management of the patient would not be suitable 

for all patient populations, particularly those who had limited access to digital technology. The 

practice regularly reviewed and adapted their clinical model based on patient need, to ensure 

timely access to face to face appointments when required for both acute and routine care.  

• The practice liaised regularly with the community services to discuss and manage the needs of 
patients with complex medical issues. 

• Additional appointments were available until 7.45pm on a Tuesday. 

• All parents or guardians calling with concerns about a child were offered a same day appointment 
when necessary. 

• The practice held a register of patients living in vulnerable circumstances including homeless 
people, Travelers and those with a learning disability.  

• People in vulnerable circumstances were easily able to register with the practice, including those 
with no fixed abode such as homeless people and Travellers.  
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• The practice adjusted the delivery of its services to meet the needs of patients with a learning 
disability. 

• In response to the Covid-19 pandemic the practice team was spilt into two teams, team Covid and 
team Corona in order to ensure continuance of effective care in the event of staff contracting Covid-
19. One team home worked whilst the other was in practice and vice-versa.  

 
  Access to the service 

People were able to access care and treatment in a timely way. 

The COVID-19 pandemic had affected access to GP practices and presented many challenges. In order 

to keep both patients and staff safe early in the pandemic practices were asked by NHS England to assess 

patients remotely (for example by telephone or video consultation) when contacting the practice and to 

only see patients in the practice when deemed to be clinically appropriate to do so. Following the changes 

in national guidance during the summer of 2021 there had been a more flexible approach to patients 

interacting with their practice. During the Covid-19 pandemic there was a significant increase in telephone 

and online consultations compared to face to face consultations. 

 Y/N/Partial 

There was information available for patients to support them to understand how to 

access services (including on websites and telephone messages). 
Yes  

Patients were able to make appointments in a way which met their needs. Yes  

The practice offered a range of appointment types to suit different needs (e.g. face to 

face, telephone, online). 
Yes  

There were systems in place to support patients who face communication barriers to 

access treatment. 
Yes 

Patients with urgent needs had their care prioritised. Yes 

The practice had systems to ensure patients were directed to the most appropriate 

person to respond to their immediate needs. 
Yes 

Explanation of any answers and additional evidence: 

The practice had an appointments policy used in conjunction with a triage policy to support staff.  

Patients could request appointments from 8am each morning for same day and pre- bookable 
consultations, over the phone and in person. The reception team took details and a brief description of 
the request in order to ensure they were signposted to the appropriate clinical staff member within a 
safe time period. The reception team advised patients they would be contacted by a clinician when a 
telephone or video consultation was offered. Patients could be asked to contact the practice on another 
day if their need was not urgent or they could be offered an appointment at one of the GP Federation 
hubs located across the city dependent on availability. If appropriate, patients could be signposted to 
other health professionals such as a pharmacist, dentist, Healthy Minds, social prescriber/lifestyle 
coach, optician, the voluntary or community sector. 

Dependent on the outcome of the consultation the clinician could offer a face to face consultation either 
as a same day appointment or for a future date based on their health needs. The practice policy was 
clear in that they could not accept any same day requests once they had reached capacity unless the 
need was medically urgent. A triage policy further guided the practice clinical staff.  
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Acutely unwell patients would be seen the same day regardless of whether or not the practice were at 
capacity, their request would be assessed according to urgency by the senior on-call clinicians.  

The practices management of patient triage systems included for example, triage principles and 
practices, on-line triage consultation request policy and home visit policy.  Patients under the age of 
three months specifically, generally under five years, over 65 years, and pregnant or 
immunosuppressed patients were considered to be at a higher risk of deterioration. Patients with 
presenting with symptoms for example, chest pain, breathing difficulties, severe headache, severe 
abdominal pain, and looking or sounding acutely unwell amongst others.  

 

National GP Patient Survey results 

Indicator Practice 
CCG 

average 
England 
average 

England 
comparison 

The percentage of respondents to the GP 

patient survey who responded positively to 

how easy it was to get through to someone at 

their GP practice on the phone (01/01/2021 

to 31/03/2021) 

28.4% N/A 67.6% 
Significant 
Variation 
(negative) 

The percentage of respondents to the GP 

patient survey who responded positively to 

the overall experience of making an 

appointment (01/01/2021 to 31/03/2021) 

46.4% 70.1% 70.6% 
Variation 
(negative) 

The percentage of respondents to the GP 

patient survey who were very satisfied or 

fairly satisfied with their GP practice 

appointment times (01/01/2021 to 

31/03/2021) 

52.6% 67.9% 67.0% 

Tending 
towards 
variation 

(negative) 

The percentage of respondents to the GP 

patient survey who were satisfied with the 

appointment (or appointments) they were 

offered (01/01/2021 to 31/03/2021) 

70.7% 81.2% 81.7% 

Tending 
towards 
variation 

(negative) 

 

Any additional evidence or comments 

We saw examples of the Trusts quality committee meetings which included the primary care directorate 
example in March 2021 the minutes recorded discussion about patient access and expectations. This 
was described as challenging at times and that the level of demand continued to increase with 
understandable patient frustration that the service had as yet been unable to fully return traditional 
methods of general practice. They noted that face to face appointments continued to be offered where 
clinically appropriate and they followed the updates provided by the government and NHS England in this 
regard.  

• The telephone system had been identified as being under pressure during January 2021 with 
increased volume.  

• An impact on telephone staffing cover was noted to be due to the requirement to utilise reception 
team members to invite Covid-19 vaccination patients at pace. 

• They had put in place actions in order to improve call waits, reduce engaged volume and weekly 
monitoring was put in place. Incoming call volumes were monitored for example, longest call wait 
times and the average call wait times.  
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• The longest call wait times were monitored for any trends such as a particular day of the week or 
time of the day. The average call wait time was eight minutes. There were longer individual call 
wait times some noted as 40 minutes and these were reviewed by the management team. 

• At the time of the inspection the senior service manager reported that the number of calls answered 
was approximately 400 calls per day, the longest wait time had been 39 mins, the average longest 
wait time was 30.97 mins and the shortest longest wait 20.46mins. However, the average wait had 
reduced to 5.77 mins. 

• The practice had completed a number of initiatives to improve access and this was performance 
managed and monitored. The practice had received fewer patient complaints since the number of 
telephone lines had been improved and the queuing system introduced. The practice had 
completed an independent patient survey which included patients who had actually contacted the 
practice to access services. The results were expected at the end of October 2021.  

 
The practice confirmed that the telephone surveys had recommenced at the beginning of October. 
Questionnaires were issued via an AccuRx test message and they aimed to send 10 per day with a 
response rate of approximately 20%. The questions asked were:  
• What day did you call the practice? 
• What time did you call the practice? 
• How many times did you call the practice before getting through? 
• How long was the wait before getting through and do you find the new telephone system better to 
use? 
 
This information was collated on a monthly basis and included in the directorate meeting, with an 
opportunity to reflect and act on findings. 
 
The Friends and Family Test (FFT) data was positive about the practice with compliments noted. For 
example:  

• July 2021 there were 23 patients who completed the FFT all reported positively on the service 
received, noted as either good (4) or very good (19).  

• September 2021 12 patients completed the FFT, noted as either good (4) or very good (8), all 
reported positively on the service received.  

 
The Primary Care senior leadership team was keen to obtain feedback from their patient population in 
order to maximise quality and responsiveness to patient needs, by active engagement. In order to further 
develop this, they obtained suggestions about how they could continue to improve services and a practice 
drop-in session was arranged.  
 
The drop-in session was advertised in the practice newsletter which was mailed to all patients in January 
2020. The session was informative and gave a real opportunity for the practice leads to obtain feedback 
and create a dialogue with patients outside of the Patient Participation Group. Individuals had an 
opportunity to express any concerns or frustrations they had or positive experiences they had received. 
This also provided an opportunity for the practice to discuss and explain why system changes had been 
introduced. Some really good suggestions were received from the group around contacting patients with 
call barring and also the patient texting service. The practice was then able to explain about the upcoming 
changes to the telephone system and also that they planned to introduce text messages as a regular 
service. As a result of the session, two groups of patients requested to join the patient participation group 
and were keen to arrange a meeting between the practice and the local MP to discuss improved funding 
for primary care services. The aim was to hold these on a quarterly basis however due to the Covid-19 
pandemic plans stalled. The practice aim was to reintroduce the drop-in clinics in December 2021. The 
information was advertised using text messages, patient posters and information provided during 
upcoming influenza vaccine walk in clinics as well as their website and Facebook pages. 
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Source Feedback 

NHS UK Nine patient reviews between February 2020 and October 2021, eight reported 
negatively on phone access and one reported positively on their access.  

Patient Participation 
Group  

The patient participation group representative reported significant changes had 
been implemented to improve access. This had included information about these 
changes in the patient newsletters and website.  

They told us that the practice actively listened to their ideas and suggested and 
provided explanations when it was not possible to implement ideas made.  

They noted that the practice actively encouraged attendance at the PPG meetings, 
be it virtual or face to face and encouraged black and ethnic minority groups and 
younger patients taking part in the future shaping of the service. 

They advised that the practice had put in place additional phone lines. They had 
responded quickly to the pandemic to support patients. This meant that they had 
needed to change how they worked to ensure that patients in need were seen face 
to face where appropriate but that alternative consultations were available over 
the phone and online.  

They had made further suggestions to include some data for patients on their 
website so that patients could better understand the call waits when they 
happened. That patients could join the PPG they could contribute and leave 
feedback without attending entire meeting if they preferred.   

Listening and learning from concerns and complaints  

Complaints were listened and responded to and used to improve the quality of 

care. 

Complaints 

Number of complaints received in the last year. 23  

Number of complaints we examined. 2  

Number of complaints we examined that were satisfactorily handled in a timely way. 2  

Number of complaints referred to the Parliamentary and Health Service Ombudsman. 0 

 

 Y/N/Partial 

Information about how to complain was readily available. Yes  

There was evidence that complaints were used to drive continuous improvement. Yes  

Explanation of any answers and additional evidence: 

The practice provided information about how to raise complaints in their reception area, on the practice 
website and within the practice leaflet, all were accessible to patients.  

 

Example(s) of learning from complaints. 

Complaint Specific action taken 
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Concern raised regarding weight loss and 
the suggestion that that this was not 
referred or investigated. 

The practice completed an investigation into the complaint. 
A full response to all points was provided by the practice 
following a clinical review.  
The review identified there was an error in the calculation of 
the patient’s malnutrition universal scoring tool (MUST). 
(MUST is a five-step screening tool to identify adults, who are 
malnourished). 
The root cause analysis identified that a referral should have 
been considered.  
As a result of the complaint the patient had been referred for 
investigation 
The practice wrote to the complainant and apologised.  
The practice discussed the complaint at their clinical forum 
meeting. 
Information of the learning from the complaint was cascaded 
to staff.  
Training was arranged for staff at their protected learning 
event and this training was completed by appropriate staff.  

A Patient was not happy with remote 
consultations and had concerns around 
the telephone system and repeated 
attempts to call the practice. 

The practice sent a full letter of explanation of services and 
information regarding the clinical triage.  
The practice acknowledged the issues raised. Changes had 
been made to the system and these had been widely shared 
with patients through a variety of mediums. 
Information was shared as feedback to staff as part of the 
practices learning event meetings.  
The practice used the compliant feedback to inform decisions 
on how best to engage with patients on the changes they had 
made to the telephone and triage system.  
This included invites to patients who raise these issues onto 
their Patient Participation Group. 
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Well-led      Rating: Outstanding 

Leadership capacity and capability 

There was compassionate, inclusive and effective leadership at all levels. 
 Y/N/Partial 

Leaders demonstrated that they understood the challenges to quality and sustainability. Yes  

They had identified the actions necessary to address these challenges. Yes 

Staff reported that leaders were visible and approachable. Yes 

There was a leadership development programme, including a succession plan. Yes 

Explanation of any answers and additional evidence: 

Comprehensive and successful leadership strategies were in place to ensure and sustain delivery and 
to develop the desired culture. Leaders had a deep understanding of issues and priorities in their service 
and beyond. They understood the challenges and were addressing them. The team worked well together 
to manage the service. They had policies in place to ensure they would work closely with staff and others 
to prioritised compassionate and inclusive leadership. The provider had effective processes to develop 
leadership capacity and skills. 

 

The Trusts’ primary care directorate senior leadership team included a clinical director, supported by the 
clinical lead for Moorcroft Medical Practice and the Moss Green Surgery GP practice sites, the senior 
service lead, senior operational manager and GP contact holder, all reported to the Trusts’ deputy 
director of operations responsible for all five of the Trusts directorates. The leaders had recognised the 
challenges, initially being the integration of primary medical care into the Trust and that learning had 
been a two-way process and had informed their decision to include primary care as a directorate of the 
Trust.  

 

Challenges the primary medical care directorate within the Trust had considered included integrated 
care services development within the PCN place-based health inequalities and overcoming barriers. 
Central to the maturity of an Integrated Care System was the development of a place-based approach 
via Integrated Care Partnerships (ICPs). The Trust was a keen advocate for the continued development 
of the ICPs and had a leading role both coordinating place-based delivery across the County and in the 
Northern Staffordshire geography specifically. 

 

Local challenges had included culture changes and communications between primary and secondary 
care.  These included patient access, telephone lines, inter-dependencies, contracts and capacity.  
Aspirational challenges included assurance of a highly skilled workforce and expansion of services into 
the primary care directorate. They took account of the challenges faced by the patient population the 
demographic needs and how they could meet those needs locally. The challenges also included staff 
turnover and vacancy rates and workforce skill analysis. The Trust and primary care directorate 
considered the challenges, put in place strategies to meet them and regularly measured and reviewed 
their progress. 

Staff were overwhelmingly positive about the practice and Trust all reported that they found them to be 
visible and approachable. Staff gave examples of how they had reported a lack of ability to sit outside in 
good weather to eat, this was taken via a task and finish group and a picnic table sourced for staff use. 
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There were contingency plans and succession plans in place which were reviewed as part of the 
governance and leadership structure. 

 

Vision and strategy 

The practice had a clear vision and credible strategy to provide high quality 

sustainable care.  
 Y/N/Partial 

The vision, values and strategy were developed in collaboration with staff, patients and 
external partners. 

Yes 

Staff knew and understood the vision, values and strategy and their role in achieving 
them. 

Yes 

Progress against delivery of the strategy was monitored. Yes 

Explanation of any answers and additional evidence: 

The Trusts vision was “To be Outstanding” in all we do and how we do it.” Their vision was underpinned 
by their SPAR quality priorities to provide services that were:  

• Safe 

• Personalised 

• Accessible and 

• Recovery-focused 

 

The Trusts updated strategy (2020) set out their sustained commitment to continuously improve services 
and take account of national requirements and local priorities. The Trust had one, two- and five-year 
plans from which each of their directorate plans were derived.  

The strategy was built around four strategic themes: 

• “Quality – We will provide the highest quality, safe and effective services 

• People – We will attract, develop and retain the best people 

• Partnerships – We will actively promote partnership and integrated models of working 

• Sustainability – We will increase our efficiency and effectiveness through sustainable 
development” 

 

Proud to CARE set out the values for the way they want their staff to behave. This included a behaviours 
framework, co-designed with staff and service users to ensure they live their values in all they do. 

• Compassionate 

• Approachable 

• Responsible 

• Excellent 

 

The Trust board agreed four strategic themes for the following four years to 2023/24. 

These were: 

• Quality. To provide the highest quality, safe and effective services 

• People. To attract, develop and retain the best people 

• Partnerships. To actively promote partnership and integrated models of working 

• Sustainability. To increase efficiency and effectiveness through sustainable development 



36 
 

Each strategic theme had clear measurements of what success would like. Progress against their 
strategic ambitions were reported to the Trust board on a quarterly basis together with an assessment 
of the risks that may impact on their achievement and the mitigating actions identified. Each year the 
Trust board conducted an annual strategy review. 

 

Over the next year primary care in general was being asked to return to normal levels of access and 
achieving pre-Covid-19 Quality Outcomes Framework (QOF), NHS Stoke on Trent Clinical 
Commissioning Group Quality Improvement Framework (QIF) and Local Enhanced Scheme key 
performance indicators while coping with: 

1. Increasingly complex service users with more complicated problems not seen in secondary care 
due to reduced outpatient attendance. 

2. An increased number of younger people seen in the practice due to long Covid-19.  
3. Risk of delayed diagnoses and/or under treated long-term conditions during lockdown. 
4. Continuing Covid-19 double vaccinations plus boosters as well as enhanced coverage for flu 

vaccination. 
5. Acceleration of the Primary Care Network (PCN) including the recruitment, training and 

integration of additional roles. 

 

The Trusts’ primary care directorate aspirations for the year were to: 

• Grow the directorate and for expansion into local general practice 

• Support local practices and PCNs 

• Provide assistance and expertise to the Trust if they acquire prison and/or other services that 
require primary care/general medical provision 

• Be the driver for innovation and transformation across the northern health economy 

• Continue to digitalise where possible and appropriate 

• Utilise a more diverse workforce 

• Help the other directorates to engage with primary care  

• Facilitate mutual understanding  

• Support the clinical transformation plan 

• Support collaboration and partnership working  

• To support/provide transformative leadership within the ICP. 

 

Staff we spoke had clear knowledge of the vision, values and strategy and their responsibilities towards 
achieving them. Staff described the encouragement provided to innovate and share their ideas for 
improvement, that these were listened too and, where appropriate to do so, acted upon.  

 

Culture 

The practice had a culture which drove high quality sustainable care. 
 Y/N/Partial 

There were arrangements to deal with any behaviour inconsistent with the vision and 
values. 

Yes 

Staff reported that they felt able to raise concerns without fear of retribution. Yes 

There was a strong emphasis on the safety and well-being of staff. Yes 

There were systems to ensure compliance with the requirements of the duty of candour. Yes 
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When people were affected by things that went wrong, they were given an apology and 
informed of any resulting action. 

Yes 

The practice encouraged candour, openness and honesty. Yes 

The practice had access to a Freedom to Speak Up Guardian. Yes 

Staff had undertaken equality and diversity training. Yes 

Explanation of any answers and additional evidence: 

The practice focused on the needs of patients. There was a strong emphasis on the safety and well-
being of all staff. Staff felt respected, supported and valued. Leaders and managers had policies in 
place to act on behaviour and performance inconsistent with the vision and values.  Openness, honesty 
and transparency were demonstrated when we discussed with staff how they would respond to incidents 
and complaints. They were aware of and had systems to ensure compliance with the requirements of 
the duty of candour. There were processes for providing all staff with the development they required, 
this included appraisal and career development conversations. All staff had received an annual 
appraisal within the last year. Staff were supported to meet the requirements of professional revalidation 
where necessary. Clinical staff were given protected time for professional development and evaluation 
of their clinical work. Staff had received equality and diversity training and felt they were treated equally. 

The Trusts vision and values was part of all staff appraisals including the practice within their primary 
care directorate. Processes, policies and human resource procedures were in place and action taken 
to address behaviour and performance that was inconsistent with the vision and values, regardless of 
seniority. 

Staff had access to whistleblowing and ‘Freedom to Speak Up’ policies. Moorcroft Medical Centre and 
Moss Green Surgery had adopted the policies and embedded the principles and processes detailed 
within it to their practice. There was clear guidance on the variety of individuals that staff could contact 
in order to raise any issues or concerns, both inside the practice, the Trust and externally.   

The practice attended ‘Open mic’ meetings introduced staff to the freedom to speak up champions and 
subsequent similar events had taken place. The Trust ‘Regroup-Reflect-Recharge’ provided staff with 
a variety of resources such as videos, links and leaflets for staff health and wellbeing, as part of defining 
and implementing the local directorate staff survey and people plans. The Trust offered staff a support 
and counselling service. The Trust also enabled, ‘Dear Peter’ opportunities for staff to direct their 
questions directly to the Trust Chief Executive.  

 

The Trust developed a ‘Clarity, Safety, Support’ for staff working arrangements which were deliberately 
designed to be staff led and shaped by their teams. 

 

Staff had opportunity to attend ‘Freedom to Speak Up’ training events which had included:  

• 28/04/2021 Meet your champions 

• 03/08/2021 Confidential surgery 

• 27/10/2021 Scheduled practice updates 

 

Staff described a positive and open culture and described their pride in working for the practice and 
within the Trust. All described how they felt that the practice was a great place to work, that there was 
innovation, access to training, support and time was taken by the leadership team to listen to their ideas 
and suggestions. The practice culture was informed by:  

• The Trusts inclusion and diversity council 

• Board exemplars 

• Staff had access to initiatives such as ‘Stepping Up’ and High Potential Schemes 
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• Access to leadership academy sessions 

• Reverse mentoring 

• Workforce Race Equality Standard (WRES) and equality diversity and inclusion standards (EDS) 
action plans.  

• Staff stories at people culture and development (PCD) 

• Hidden Voices conference (A series of events, activities and online places where hidden voices 
with perspectives on mental health care can find and engage with each other. It was created initially at 
the Combined NHS Staffordshire Symphony for Hidden Voices event at Port Vale Football Club on 30th 
June 2017). 

 

Governance arrangements 

There were clear responsibilities, roles and systems of accountability to support 

good governance and management.  
 Y/N/Partial 

There were governance structures and systems which were regularly reviewed. Yes 

Staff were clear about their roles and responsibilities. Yes 

There were appropriate governance arrangements with third parties. Yes 

Explanation of any answers and additional evidence: 
There was a governance reporting structure in place for the Trusts’ primary care directorate which was 
now embedded in practice. This included a pre meeting which took place to agree the strategic issues 
before their committee in common meetings. The committee in common meetings were monthly Trust 
directorate meetings which held focused reviews of performance and quality, together with their 
measured achievements and challenges. 
 
The independent audit 2019/20 conducted by external auditors reviewed the processes for managing 
risk throughout the Trust and gave an assessment rating of `Significant` assurance with minor 
improvement opportunities. We saw that where recommendations had been made these were noted to 
be explored and implemented. In addition to the function of the senior leadership team meetings, risk 
oversight, monitoring and review was undertaken by the sub-committees of the Trust board; (Audit 
Committee, Finance and Resources Committee, Quality Committee, People and Culture Development 
Committee). Information was accessible to enable staff to reference risk training, policies and guidance. 
 
We saw examples of the Trusts quality committee meetings which included the primary care directorate. 
For example, the minutes from March 2021 positively highlighted staff contributions to the support they 
had provided on Covid-19 vaccination days and their work on the operational aspects of enabling patient 
vaccination invites. Quality committee meetings took place monthly with all of the Trusts directorates 
represented. Performance review reports which included risk metrics were reviewed and included their 
Covid-19 incident management group which included representation from all of the Trusts directorates 
including primary care.  
 
The service used performance information, which was reported and monitored, and management and 
staff were held to account. The information used to monitor performance and the delivery of quality care 
was accurate and useful. There were plans to address any identified weaknesses. They submitted data 
or notifications to external organisations as required. There were robust arrangements in line with data 
security standards for the availability, integrity and confidentiality of patient identifiable data, records and 
data management systems. 
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Staff spoken with were clear on their job role and responsibilities, who they reported too both locally at 
practice level and at trust directorate level. Staff were clear on the primary care directorates role within 
the Trust and of the senior leadership team, including staff with lead roles and responsibilities such as 
safeguarding and infection prevention and control.  
 
The Trust held a board assurance framework which identified the procedures for risk management 
against their key strategic objectives. This included management of all types of risk (clinical and non-
clinical) to which the Trust may be exposed and the controls and assurances in place.  

 

 

Managing risks, issues and performance 

There were clear and effective processes for managing risks, issues and 

performance. 

 Y/N/Partial 

There were comprehensive assurance systems which were regularly reviewed and 
improved. 

Yes 

There were processes to manage performance. Yes 

There was a quality improvement programme in place. Yes 

There were effective arrangements for identifying, managing and mitigating risks. Partial   

A major incident plan was in place. Yes 

Staff were trained in preparation for major incidents. Yes 

When considering service developments or changes, the impact on quality and 
sustainability was assessed. 

Yes 

Explanation of any answers and additional evidence: 
 
We saw examples of the Trusts quality committee meetings which included the Primary Care Directorate 
the minutes of which included examples of quality improvement and processes to manage performance. 
We saw for example that an enhanced service cancer audit required as part of the CCG annual return 
had identified that cancer referrals had continued to be referred appropriately during the Covid-19 
pandemic. Performance of clinical staff could be demonstrated through audit of their consultations, 
prescribing and referral decisions. Leaders had oversight of safety alerts, incidents, and complaints. 
Clinical audit had a positive impact on quality of care and outcomes for patients. There was clear 
evidence of action to change services to improve quality. 
 
 The minutes from the Trusts quality committee meetings July 2021 reported on progress and 
achievements in performance and the challenges:  

• Prescribing data up to February 2021 identified they were on target to meet the Prescribing Local 
Improvement Scheme (PLIS) for 2020/2021 (prescribing data has 6-month time lag). 

• Continued restoration of services with expanded face to face appointments and utilisation of 
Moss Green Surgery site following the vaccination programme. 

• Patient access to reception at practice sites restored. 

• Team engagement around future working patterns. 
 
Challenges 

• Quality Outcomes Framework (QOF), indicators were reset in line with 2021/22 targets. 
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• NHS Stoke on Trent Clinical Commissioning Group Quality Improvement Framework (QIF) 
indicators were active with a focus on long term condition management and risk stratification. 

• Facilitation Admission Avoidance Scheme (FAAS) care plan targets had commenced with 607 
reviews required by the end of March 2022. 

 
Progress against their performance data saw for example:  

• There was significant discrepancy noted in clinical work and subsequent to the improvements 
made there was an increase in the number of patients per clinician (15 per session) on average 
for all clinicians and was in line with surrounding practices.  

• Poor patient experience when contacting the practice via phone. A number of measures were put 
in place, a new phone system and a new strategy was put in place. The improvements made 
resulted in social media complaints reduction. There were approximately 430 calls per day, 
average wait reduced to 10.5 minutes on average and more recently reduced to 5.77 mins which 
demonstrated sustained and ongoing improvement.  

 
The primary care directorate reviewed their findings on what affected the quality of the service which 
was a combination of demand and capacity challenges. For example;  

• Improving the efficiency of staff seeing more patients. 

• Allied health professionals (AHP) training needs analysis. 

• Increase in overall demand for both remote and face to face appointments. 

• Increase in paediatric presentations due to respiratory and respiratory syncytial virus (RSV) in 
children in summer. RSV is a respiratory virus that infects the lungs and breathing passages.  

• Catch-up appointments and delayed diagnosis. 

• Long term conditions in particular diabetes. 

• Primary care triage and whether this could be improved upon and research shared. 

• Risk thresholds since the Covid -19 pandemic. 

• PCN staff use, a study of the work undertaken was required to reduce risk of duplication of work  

• Hospital backlog and any potential delays impact on primary care. 
More work transferred into primary care  
 

Quality Improvements were noted as follows; 

• Two five hour protected learning events were held for held for AHP staff. 

• A competency framework was rolled out 

• Mentors assess AHP staff to ensure competence and staff confidence 

• An increase in on-line consultations which freed up phone lines 

• Regular one to one meeting with reception telephony team and managers 

• Protected learning events for staff to facilitate effective patient signposting 

• Increased face to face service offer which adheres to infection prevention and control guidance 
 
We saw that in August 2021 there were discussions about workload between primary and secondary 
care and the associated level of risk and sustainability.  We saw examples of the primary care 
performance views meetings the minutes of which included examples of quality improvement and 
processes to manage performance.   

 

The practice had systems in place to continue to deliver services, respond to risk 

and meet patients’ needs during the pandemic 

 Y/N/Partial 
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The practice had adapted how it offered appointments to meet the needs of patients 

during the pandemic. 

Yes 

The needs of vulnerable people (including those who might be digitally excluded) had 

been considered in relation to access. 

Yes 

There were systems in place to identify and manage patients who needed a face-to-face 

appointment. 

Yes 

The practice actively monitored the quality of access and made improvements in 

response to findings. 

Yes 

There were recovery plans in place to manage backlogs of activity and delays to 

treatment. 

Yes 

Changes had been made to infection control arrangements to protect staff and patients 

using the service. 

Yes 

Staff were supported to work remotely where applicable. Yes 

Explanation of any answers and additional evidence: 

The practice business continuity and succession plans.   

 

Appropriate and accurate information 

There was a demonstrated commitment to using data and information proactively 

to drive and support decision making. 
 Y/N/Partial 

Staff used data to monitor and improve performance. Yes 

Performance information was used to hold staff and management to account. Yes 

There were effective arrangements for identifying, managing and mitigating risks. Yes 

Staff whose responsibilities included making statutory notifications understood what this 
entailed. 

Yes 

Explanation of any answers and additional evidence: 
Quality and operational information was used to ensure and improve performance. Performance 
information was combined with the views of patients. Quality and sustainability were discussed in 
relevant meetings where all staff had sufficient access to information.  

 

Governance and oversight of remote services  

 Y/N/Partial 

The practice used digital services securely and effectively and conformed to relevant 

digital and information security standards. 
Yes 

The provider was registered as a data controller with the Information Commissioner’s 

Office. 
Yes 

Patient records were held in line with guidance and requirements. Yes 

Patients were informed and consent obtained if interactions were recorded. Yes 
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The practice ensured patients were informed how their records were stored and 

managed. 
Yes 

Patients were made aware of the information sharing protocol before online services 

were delivered. 
Yes 

The practice had arrangements to make staff and patients aware of privacy settings on 

video and voice call services. 
Yes 

Online consultations took place in appropriate environments to ensure confidentiality. Yes 

The practice advised patients on how to protect their online information.   Yes 

Explanation of any answers and additional evidence: 

We saw there was a range of policies and support for staff to enable best practice in respect of 
information governance. For example:  

• Disposal of confidential waste protocol 

• Information governance protocol for transporting and temporary storage of confidential medical 
records or other confidential documents in transit.  

• A policy for the use of portable computer devices, mobile phones and removable media.  

• Video and photographs consulting policy 

• Information handling protocol 

• Back up and restoring computer data policy 

• Information governance factsheet for staff 

• Information Governance staff training reference sheets 

• Information governance policy 

• Data incident management procedures 

• Data protection and confidentiality policy and the General Data Protection Regulation (GDPR)  

• Caldicott policy, which applied to all patient-identifiable information obtained and processed.  

 

Engagement with patients, the public, staff and external partners 

The practice involved the public, staff and external partners to sustain high quality 

and sustainable care. 
 Y/N/Partial 

Patient views were acted on to improve services and culture. Yes  

The practice had an active Patient Participation Group. Yes  

Staff views were reflected in the planning and delivery of services. Yes  

The practice worked with stakeholders to build a shared view of challenges and of the 
needs of the population. 

Yes 

Explanation of any answers and additional evidence: 
 
The Trust including the primary care directorate worked with a range of internal and external 
stakeholders:  

• Clinical Commissioning Groups (CCG) 

• Contract monitoring 

• Committee in common for primary care 

• Care Quality Commission engagements visits  
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• NHS Improvement (NHSI) reviews 

• CCG and Healthwatch visits 

• Partnerships 

• Integrated Care Provider (ICP)/Integrated Care Service 

• Safeguarding boards 

• Primary care integration 

• Improving Access to Psychological Therapies (IAPT) services 

• Sustainability and transformation plan (STP) commitments 

• Networks for example Keele Staffordshire University  

• The West Midlands Academic Health Science Network (WMAHSN)  

• Voluntary organisation 
 
The practice specifically engaged with:  

• Patient Participation Group 

• Hanley Bucknall and Bentilee Primary Care Network.   

• CCG engagement   

• NHS England engagement  

 

Continuous improvement and innovation 

There was evidence of systems and processes for learning, continuous 

improvement and innovation. 

 Y/N/Partial 

There was a strong focus on continuous learning and improvement. Yes  

Learning was shared effectively and used to make improvements. Yes  

Explanation of any answers and additional evidence: 
Safe innovation was celebrated. There was a clear, systematic and proactive approach to seeking out 
and embedding new and more sustainable models of care. Improvement was seen as the way to deal 
with performance and for the organisation to learn. 
 
They had a strong training ethos and the provider was supporting several staff to develop new skills. 
 
The Trust supported a number of innovation platforms.  Innovation Nation was the Trust’s innovation 
conference well attended by staff from across the Trust. The Innovation Nation for 2021 was all about 
wellbeing, happiness, and joy and how staff brought joy into their work, how projects and care had a 
positive impact and, how these were shared across the Trust. 
 
A named member of staff at the practice within the primary care directorate had attained a ‘Rising Star’ 
Recognising Excellence and Achievement in Combined Healthcare) Award (Reach Awards) in 2021 
and in 2019 involving primary care team. These REACH Awards gave staff the opportunity to look back 
over the past year to recognise outstanding accomplishments and the positive outcomes of the year.  
 

• The introduction of virtual long-term condition nursing appointments in response to the COVID-19 
pandemic in 2020/21 was a successful innovation. The directorate choose to continue to provide and 
develop this service in 2021/22. This was supported by face to face appointments for elements of 
patient’s long-term condition care, in addition to providing an alternative for patients with limited access 
to digital services.  
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Electronic consultations “Online Consultations” were introduced by the primary care directorate in early 
2020. This is an electronic based form completed by the patient and if the form is submitted it integrates 
directly into the medical record system. Online consultations utilisation was monitored on a monthly 
basis and these had continued to increase over 2020/21. 
 
They fully supported the NHS response during 2020/21 with remote support of potential and confirmed 
Covid-19 positive patients, the clinical management included referrals from the Covid Clinical 
Assessment Service provided by NHS 111 and the ability to clinically assess potential and confirmed 
Covid-19 positive patients in a designated practice “hot” facility. They anticipated that they would 
continue to support the response to NHS COVID-19 during 2021/22 in line with national guidance. 

 
Notes: CQC GP Insight 

GP Insight assesses a practice's data against all the other practices in England. We assess relative performance for the majority of indicators using a “z-score” 

(this tells us the number of standard deviations from the mean the data point is), giving us a statistical measurement of a practice's performance in relation to 

the England average. We highlight practices which significantly vary from the England average (in either a positive or negative direction). We consider that z-

scores which are higher than +2 or lower than -2 are at significant levels, warranting further enquiry. Using this technique we can be 95% confident that the 

practices performance is genuinely different from the average. It is important to note that a number of factors can affect the Z score for a practice, for example 

a small denominator or the distribution of the data. This means that there will be cases where a practice’s data looks quite different to the average, but still 

shows as no statistical variation, as we do not have enough confidence that the difference is genuine. There may also be cases where a practice’s data looks 

similar across two indicators, but they are in different variation bands. 

The percentage of practices which show variation depends on the distribution of the data for each indicator, but is typically around 10-15% of practices.  The 

practices which are not showing significant statistical variation are labelled as no statistical variation to other practices. 

N.B. Not all indicators in the evidence table are part of the GP insight set and those that aren’t will not have a variation band. 

The following language is used for showing variation: 

Variation Bands Z-score threshold 

Significant variation (positive) ≤-3 

Variation (positive) >-3 and ≤-2 

Tending towards variation (positive) >-2 and ≤-1.5 

No statistical variation <1.5 and >-1.5 

Tending towards variation (negative) ≥1.5 and <2 

Variation (negative) ≥2 and <3 

Significant variation (negative) ≥3 

 

Note: for the following indicators the variation bands are different: 

• Child Immunisation indicators. These are scored against the World Health Organisation target of 95% rather than the England average. Note that 
practices that have “Met 90% minimum” have not met the WHO target of 95%. 

 

• The percentage of respondents to the GP patient survey who responded positively to how easy it was to get through to someone at their GP practice 
on the phone uses a rules based approach for scoring, due to the distribution of the data. This indicator does not have a CCG average. 
 

• The percentage of women eligible for cervical cancer screening at a given point in time who were screened adequately within a specified period (within 
3.5 years for women aged 25 to 49, and within 5.5 years for women aged 50 to 64). This indicator does not have a CCG average and is scored against 
the national target of 80%. 

 
It is important to note that z-scores are not a judgement in themselves, but will prompt further enquiry, as part of our ongoing monitoring of GP practices. 

Guidance and Frequently Asked Questions on GP Insight can be found on the following link: https://www.cqc.org.uk/guidance-providers/gps/how-we-

monitor-gp-practices 

Note:  The CQC GP Evidence Table uses the most recent validated and publicly available data. In some cases at the time of inspection this data may be 

relatively old. If during the inspection the practice has provided any more recent data, this can be considered by the inspector. However, it should be noted 

that any data provided by the practice will be unvalidated and is not directly comparable to the published data. This has been taken into account during the 

inspection process. 

Glossary of terms used in the data. 

• COPD: Chronic Obstructive Pulmonary Disease. 

• PHE: Public Health England. 

• QOF: Quality and Outcomes Framework. 

• STAR-PU: Specific Therapeutic Group Age-sex weightings Related Prescribing Units. These weighting allow more accurate and meaningful 
comparisons within a specific therapeutic group by taking into account the types of people who will be receiving that treatment. 

• ‰ = per thousand. 

https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices
https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices

