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Care Quality Commission 

Inspection Evidence Table 

Wide Way Surgery (1-584832384) 

Inspection date: 7 August 2018 

Date of data download: 16 July 2018 

Please note: Any Quality Outcomes Framework (QOF) data relates to 2016/17. 

Safe 

Safety systems and processes  

Safeguarding Y/N 

There were lead members of staff for safeguarding processes and procedures. Y 

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

Y 

Policies were in place covering adult and child safeguarding. Y 

Policies were updated and reviewed and accessible to all staff. Y 

Partners and staff were trained to appropriate levels for their role (for example level three 
for GPs, including locum GPs) 

Y 

Information about patients at risk was shared with other agencies in a timely way. Y 

Systems were in place to highlight vulnerable patients on record. There was a risk register 
of specific patients 

Y 

Disclosure and Barring Service checks were undertaken where required Y 

Explanation of any answers: 
 
The practice provided a chaperoning service including both male and female chaperones. There was 
evidence that male chaperones were regularly utilised. 
 
Fortnightly safeguarding meetings were held. The practice held a register of Female Genital Mutilation 
(FGM) Patients in addition to the safeguarding registers.  
 
All non-attenders of secondary care and practice appointments were reviewed by a GP to identify 
possible safeguarding concerns. 
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Recruitment Systems Y/N 

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

Y 

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

Y 

Systems were in place to ensure the registration of clinical staff (including nurses and 
pharmacists) was checked and regularly monitored. 

Y 

Staff who require medical indemnity insurance had it in place Y 

Explanation of any answers: 

 

Six staff files were checked.  Detailed recruitment information was seen and the required staff checks 
had been carried out for both permanent and temporary staff. 

 

Safety Records Y/N 

There was a record of portable appliance testing or visual inspection by a competent 
person   

Date of last inspection/Test: 1/6/2018 and 28/7/2018 

Y 

There was a record of equipment calibration   

Date of last calibration: 1/6/2018 and 28/7/2018 
Y 

Risk assessments were in place for any storage of hazardous substances e.g. liquid 
nitrogen, storage of chemicals 

Y 

Fire procedure in place  Y 

Fire extinguisher checks  Y 

Fire drills and logs Y 

Fire alarm checks Y 

Fire training for staff Y 

Fire marshals Y 

Fire risk assessment  

Date of completion 14/2/2017 by an external contractor. 
Y 

Actions were identified and completed. 

No actions had been required. 
Y 

Additional observations: 
 

A Control of Substances Hazardous to Health (COSHH) policy was in place but a risk assessment had 
not been done. There was evidence the practice had identified this gap and had arranged for a new 
cleaning contractor due to commence, which would include COSHH risk assessment systems. 
Immediately following the inspection, the practice shared 23 completed and detailed risk assessments 
for each identified hazardous product in the practice, with an accompanying data sheet and each risk 
assessment was signed by the lead GP partner and managing partner. 
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Health and safety 

Premises/security risk assessment? 

Date of last assessment: 10/05/2018 

Y 

Health and safety risk assessment and actions 

Date of last assessment: 14/2/2017 by an external contractor (next due 15/2/2020) 

 

No actions had been identified, however the health and safety assessment had not 
identified the presence of blind loop cord risks in the premises. Immediately following the 
inspection, the practice sent a detailed risk assessment of all blinds with loop cords, 
rearranged furniture to reduce any risks from children accessing blind loop cords by 
climbing on chairs and ordered blind cord cleats. Photographs were sent showing tied 
cords to mitigate risks until the cord cleats arrived. 

Y 

Additional comments: 

 
A lone working policy was in place to include lone working in the practice and during home visits. 
 
A legionella risk assessment had been completed in January 2017 and was next due in January 2019. 
Actions identified that had been addressed included: 

• Legionella awareness training for staff 

• Keeping records of water sample temperatures  
 

 

Infection control Y/N 

Risk assessment and policy in place 

 

Date of last infection control audit: 5/6/2018 

 

The practice acted on any issues identified 

 

Detail: 

The practice scored 100%.  
 
Infection control audits were undertaken every three months.  
 
The previous infection control audit had identified that improvements were required in 
relation to storing cleaning equipment; so that mops were spaced out and hung in an 
inverted position. We observed this had been completed.  
 

Y 

 

 
 

Y 

 

 

 

 

 

The arrangements for managing waste and clinical specimens kept people safe?  Y 

Explanation of any answers: 

 

The practice communicated with the other services using the premises to ensure oversight of waste 
management as the waste contract was shared. 
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The cleaner emptied clinical waste daily and there was evidence of Hepatitis B immunity in their file. 

 

There were three types of sharps bins available to ensure safe segregation of sharps.  

 

Any additional evidence 

The nurse practitioner had undertaken infection control lead training.  

 

Hand hygiene audits were undertaken frequently by the health care assistant. The last had been 
completed on 6/6/2018. 

 

Risks to patients 

Question Y/N 

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

Comprehensive risk assessments were carried out for patients.  Y 

Risk management plans were developed in line with national guidance. Y 

Staff knew how to respond to emergency situations. Y 

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.  

Y 

In addition, there was a process in the practice for urgent clinician review of such patients. Y 

The practice had equipment available to enable assessment of patients with presumed 
sepsis. 

Y 

There were systems in place to enable the assessment of patients with presumed sepsis in 
line with National Institute for Health and Care Excellence (NICE) guidance. 

Y 

Explanation of any answers: 
 

There was a dedicated administrator who oversaw rotas for clinical staff and worked to a safety standard 
for the minimum staff required. 
 

Two regular locum doctors were used where locums where required. There were thorough and detailed 

locum induction packs. The practice audited medical records of locum staff to identify any concerns. 

There was a policy for managing medical emergencies and flow charts for staff to follow throughout the 

practice including in the reception area. Reception staff also followed an emergency call handling flow 

chart which gave staff clear guidance if patients were requesting urgent medical attention. 

Sepsis training had been undertaken by all staff and was discussed in clinical meetings. 
 
There was a comprehensive business continuity plan in place which was accessible remotely to all staff 
and the practice had identified two buddy practices within their locality. 
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Information to deliver safe care and treatment 

Question Y/N 

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

Y 

Referral letters contained specific information to allow appropriate and timely referrals. Y 

Referrals to specialist services were documented. Y 

The practice had a documented approach to the management of test results and this was 
managed in a timely manner. 

Y 

The practice demonstrated that when patients use multiple services, all the information 
needed for their ongoing care was shared appropriately and in line with relevant protocols. 

Y 

Explanation of any answers: 
 
The practice had failsafe systems for the management of referrals, results and correspondence. 
Following an incident in 2016 the tracking system for two-week referrals had been improved and 
administrative staff felt this was working well; no further incidents had occurred. 
 
The practice had systems to ensure results for every cervical smear sample sent were recorded. Smear 
results were audited quarterly by the women’s health GP lead to monitor inadequate rates. 
 
Staff told us they were easily able to access policies, procedures and a range of logs and registers used 
to monitor safety of the service on the practice cloud-based intranet system.  
 

 

  Appropriate and safe use of medicines 

 

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).(01/07/2016 to 30/06/2017)(NHS Business Service 

Authority - NHSBSA) 

1.06 0.81 0.98 
Comparable to 
other practices 

Percentage of antibiotic items prescribed that 

are Co-Amoxiclav, Cephalosporins or 

Quinolones.(01/07/2016 to 30/06/2017) (NHSBSA) 

7.2% 11.1% 8.9% 
Comparable to 
other practices 

 

Medicines Management Y/N 

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. 

Y 

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

Y 

Prescriptions (pads and computer prescription paper) were kept securely and monitored.  Y 

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

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

Y 

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

Y 

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

N/A 

Up to date local prescribing guidelines were in use.  Y 

Clinical staff were able to access a local microbiologist for advice. Y 

For remote or online prescribing there were effective protocols in place for identifying and 
verifying the patient in line with General Medical Council guidance. 

N/A 

The practice held appropriate emergency medicines and risk assessments were in place 
to determine the range of medicines held. 

Y 

The practice had arrangements to monitor the stock levels and expiry dates of emergency 
medicines/medical gases. 

Y 

There was medical oxygen on site.  Y 

The practice had a defibrillator.  Y 

Both were checked regularly and this was recorded. Y 

Medicines that required refrigeration were appropriately stored, monitored and 
transported in line with PHE guidance to ensure they remained safe and effective in use.  

Y 

Explanation of any answers: 

There were adequate arrangements and supervision for the nurse practitioner; prescribing was 
monitored by the lead partner and they met weekly for clinical supervision. 

There was a full range of emergency medicines and additional medicines that had been deemed 
necessary considering the patient population and services offered.  

There were failsafe systems to manage emergency medicines and equipment. There was a log for 
medicines taken on home visits and this was checked daily and emergency medicines replenished if 
required. Monthly checks of emergency medicines were made and recorded on both a written log and 
the cloud-based intranet system which enabled staff to use green, amber or red alerts to identify at a 
glance medicines that were nearing their expiry date.  

Emergency equipment including the defibrillator and oxygen was checked daily to ensure it was 
working and the practice held two oxygen cylinders due to potential demand from both the practice and 
extended access hub.  

The practice had four medicines refrigerators. Refrigerator temperatures were checked twice daily and 
temperature were recorded on a written log and a log on the cloud-based intranet system. There had 
been one instance of a temperature out of range and actions taken were recorded. There was a clear 
system for stock rotating and ordering vaccines. 

On the inspection day we found that uncollected prescriptions were not monitored in line with the 
practice’s policy. The practice audited all uncollected scripts found on the inspection day and identified 
that the majority of patients had had their needs met via the practice’s workflow and re-call systems. 
The practice updated the Prescribing Policy following this and shared the information with relevant 
staff..    
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Track record on safety and lessons learned and improvements made 

 

Significant events Y/N 

There was a system for recording and acting on significant events Y 

Staff understood how to report incidents both internally and externally Y 

There was evidence of learning and dissemination of information Y 

Number of events recorded in last 12 months. 15 

Number of events that required action 14 

 

Example(s) of significant events recorded and actions by the practice;  

Event Specific action taken 

Smear labelling was inadvertently 
mixed up between three patients. This 
was flagged to the practice by a local 
hospital and all three smear samples 
had to be cancelled. 

All three patients were contacted via telephone and apology 
letters were sent. Repeat smear tests were completed for each 
patient affected. 
 
Labels should be hand written ahead of attaching printed labels so 
the correct label is attached to the correct sample. The practice 
updated the smear protocol to include a second check by the lead 
nurse. A smear audit was undertaken and updated cervical 
screening training was completed by the staff member involved. 
 

A blood sample was taken at practice 
but not processed so the sample had 
to be re-taken.  
 

Clear zoning of clinical space to ensure specimens transferred to 
the specimen box and are sent for processing in a timely way. 

A sample had been incorrectly labelled 
resulting in the wrong patient receiving 
correspondence that test results 
needed to be discussed with them. 
 
  

Re-iterated to clinical staff the importance of checking patient 
identity details before requesting an action by the reception team. 
 
Reception team advised of the importance of checking patient 
notes before sending our letters and double-checking identity 
details.  

 

Safety Alerts Y/N 

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

Staff understand how to deal with alerts Y 

 

Comments on systems in place: 

One of the partners had a lead role in managing alerts in conjunction with the managing partner. Alerts 
were emailed to both staff members and they were action as appropriate. All safety alerts were 
automatically populated onto the cloud-based practice intranet system so ensure a track record of alerts 
sent was kept. 
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Examples of action taken from alerts included: 

• Glucose test strips were recalled: test strips were checked by the nursing team but the affected 
strips were not stocked. No further action was required. 

• Sodium valproate prescribing alert for patients of a child-bearing age: the practice identified six 
patients in the relevant age group and stopped treatment for four patients; the two remaining 
patients were under specialist care.  
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Effective 

Effective needs assessment, care and treatment  

Prescribing 

Indicator 
Practice 

performance 

CCG 

average 

England 

average 

England 

comparison 

Average daily quantity of Hypnotics prescribed 
per Specific Therapeutic group Age-sex Related 
Prescribing Unit (STAR PU). (01/07/2016 to 
30/06/2017) (NHSBSA) 

0.13 0.66 0.90 
Significant 
Variation 
(positive) 

 

People with long-term conditions 

Diabetes Indicators 

Indicator 
Practice 

performance 

CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with diabetes, on the 

register, in whom the last IFCC-HbA1c is 64 

mmol/mol or less in the preceding 12 months 

(01/04/2016 to 31/03/2017) (QOF) 

67.9% 72.5% 79.5% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

16.9% (101) 10.0% 12.4% 

Indicator 
Practice 

performance 

CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with diabetes, on the 

register, in whom the last blood pressure reading 

(measured in the preceding 12 months) is 

140/80 mmHg or less (01/04/2016 to 31/03/2017) 

(QOF) 

74.6% 72.2% 78.1% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

10.2% (61) 8.0% 9.3% 

Indicator 
Practice 

performance 

CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with diabetes, on the 

register, whose last measured total cholesterol 

(measured within the preceding 12 months) is 5 

mmol/l or less (01/04/2016 to 31/03/2017) (QOF) 

72.1% 73.7% 80.1% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

14.1% (84) 10.5% 13.3% 
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Other long term conditions 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with asthma, on the 

register, who have had an asthma review in the 

preceding 12 months that includes an 

assessment of asthma control using the 3 RCP 

questions. (01/04/2016 to 31/03/2017) (QOF) 

76.0% 73.7% 76.4% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

2.6% (12) 3.8% 7.7% 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with COPD who had 

a review undertaken including an assessment of 

breathlessness using the Medical Research 

Council dyspnoea scale in the preceding 12 

months (01/04/2016 to 31/03/2017) (QOF) 

95.5% 90.0% 90.4% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

0 (0) 7.2% 11.4% 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with hypertension in 

whom the last blood pressure reading (measured 

in the preceding 12 months) is 150/90 mmHg or 

less (01/04/2016 to 31/03/2017) (QOF) 

80.0% 79.1% 83.4% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

10.0% (125) 3.5% 4.0% 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

In those patients with atrial fibrillation with a 

record of a CHA2DS2-VASc score of 2 or more, 

the percentage of patients who are currently 

treated with anti-coagulation drug therapy. 

(01/04/2016 to 31/03/2017) (QOF) 

93.0% 86.2% 88.4% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

17.4% (12) 8.7% 8.2% 
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Any additional evidence or comments 
 
Overall the verified exception reporting rate in 2016/17 for diabetes was 14.3% (CCG average 9.9%; 
National average 11.4%). 

 
Unverified QOF data for 2017/18 showed the percentage of patients with diabetes, on the register, in 
whom the last IFCC-HbA1c is 64 mmol/mol or less in the preceding 12 months was 77.6%. 
 
Unverified QOF data showed that overall diabetic exception reporting for 2017/18 remained at 14%. 
The practice reported this was due difficulties engaging their practice population. 

 

 

  Families, children and young people 

Child Immunisation 

Indicator Numerator Denominator 
Practice 

% 

Comparison 

to WHO 

target 

Percentage of children aged 1 with completed 

primary course of 5:1 vaccine. (01/04/2016 to 

31/03/2017) (NHS England) 

98 106 92.5% 
Met 90% Minimum 

(no variation) 

The percentage children aged 2 who have 

received their booster immunisation for 

Pneumococcal infection (i.e. received 

Pneumococcal booster) (PCV booster) 

(01/04/2016 to 31/03/2017) (NHS England) 

98 120 81.7% 

Below 90% 

Minimum 

(variation 

negative) 

The percentage of children aged 2 who have 

received their immunisation for Haemophilus 

influenza type b (Hib) and Meningitis C 

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

(01/04/2016 to 31/03/2017) (NHS England) 

98 120 81.7% 

Below 90% 

Minimum 

(variation 

negative) 

The percentage of children aged 2 who have 

received immunisation for measles, mumps 

and rubella (first dose of MMR) (01/04/2016 to 

31/03/2017) (NHS England) 

100 120 83.3% 

Below 90% 

Minimum 

(variation 

negative) 

Any additional evidence or comments 

 

See details of actions taken as a result of childhood immunisation data in Well-led ‘Managing risks, issues 

and performance’. 
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Working age people (including those recently retired and students) 

Cancer Indicators 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of women eligible for cervical 

cancer screening who were screened adequately 

within 3.5 years for women aged 25 to 49, and 

within 5.5 years for women aged 50 to 64 

(01/04/2016 to 31/03/2017) (Public Health England) 

65.1% 67.3% 72.1% 
Comparable to 
other practices 

Females, 50-70, screened for breast cancer in last 

36 months (3 year coverage, %) (PHE) 

65.8% 66.9% 70.3% N/A 

Persons, 60-69, screened for bowel cancer in last 

30 months (2.5 year coverage, %)(PHE) 

50.2% 48.9% 54.5% N/A 

The percentage of patients with cancer, 

diagnosed within the preceding 15 months, who 

have a patient review recorded as occurring within 

6 months of the date of diagnosis. (PHE) 

81.8% 75.7% 71.2% N/A 

Number of new cancer cases treated (Detection 

rate: % of which resulted from a two week wait 

(TWW) referral) (01/04/2016 to 31/03/2017) (PHE) 

50.0% 54.8% 51.6% 
Comparable to 
other practices 

Any additional evidence or comments 
 

See details of actions taken as a result of cervical screening data in Well-led ‘Managing risks, issues 
and performance’. 

 

People experiencing poor mental health (including people with dementia) 

Mental Health Indicators 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with schizophrenia, 

bipolar affective disorder and other psychoses 

who have a comprehensive, agreed care plan 

documented in the record, in the preceding 12 

months (01/04/2016 to 31/03/2017) (QOF) 

98.6% 88.8% 90.3% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

6.6% (5) 8.9% 12.5% 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with schizophrenia, 

bipolar affective disorder and other psychoses 

whose alcohol consumption has been recorded 

in the preceding 12 months (01/04/2016 to 

98.6% 86.5% 90.7% 
Comparable to 
other practices 
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31/03/2017) (QOF) 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

3.9% (3) 6.7% 10.3% 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of patients diagnosed with 

dementia whose care plan has been reviewed in 

a face-to-face review in the preceding 12 months 

(01/04/2016 to 31/03/2017) (QOF) 

80.0% 81.7% 83.7% 
Comparable to 
other practices 

QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

8.2% (4) 5.2% 6.8% 

Any additional evidence or comments 
 
 

Monitoring care and treatment 

Indicator Practice 
CCG 

average 

England 

average 

Overall QOF score (out of maximum 559)  543 521 539 

Overall QOF exception reporting 9.3% 5.2% 5.7% 

 

  Coordinating care and treatment 

Indicator Y/N 

The contractor has regular (at least 3 monthly) multidisciplinary case review meetings where all 

patients on the palliative care register are discussed (01/04/2016 to 31/03/2017) (QOF) 

Yes 

 

Helping patients to live healthier lives 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of patients with physical and/or 

mental health conditions whose notes record 

smoking status in the preceding 12 months 

(01/04/2016 to 31/03/2017) (QOF) 

96.0% 94.1% 95.3% 
Comparable to 
other practices 

Any additional evidence 

  

QOF achievement for 2016/17 was 97.1% and unverified data for 2017/18 showed that QOF score was 
548 (out of a maximum of 559) which was 98%. 
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QOF Exceptions 

Practice 
Exception rate 

(number of 
exceptions) 

CCG 
Exception 

rate 

England 
Exception 

rate  

0.4% (8) 0.5% 0.8% 

 

 Consent to care and treatment 

Description of how the practice monitors that consent is sought appropriately  

Records audits are undertaken which include monitoring of consent. 

 

Any additional evidence 

Consent forms were used for patients receiving long-acting reversible contraceptive devices.  

For cervical screening and immunisations, consent formed part of the template on the electronic record 

system. 

Evidence of assessing mental capacity and acting in best interests was seen. 
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Caring 

Kindness, respect and compassion 

CQC comments cards 

Total comments cards received 4 

Number of CQC comments received which were positive about the service 3 

Number of comments cards received which were mixed about the service 1 

Number of CQC comments received which were negative about the service 0 

 

Examples of feedback received: 

Source Feedback 

Comments 
cards 

The doctor explains well and is a great listener 

The doctor is a credit to the practice. 

The staff are very helpful, pleasant and always willing to help. The GPs are very 
professional and they listen to their patients. 

NHS choices All the staff are lovely but I especially like two doctors that I see. They are both very 
kind, respectful and generous with their time. 

 

 National GP Survey results 

Practice 

population size 
Surveys sent out Surveys returned 

Survey 

Response rate% 

% of practice 

population 

9,196 387 125 32.30% 1.4 

 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

The percentage of respondents to the GP patient 

survey who stated that they would definitely or 

probably recommend their GP surgery to 

someone who has just moved to the local area 

(01/01/2017 to 31/03/2017) 

76.5% 75.6% 78.9% 
Comparable to 
other practices 

The percentage of respondents to the GP patient 

survey who stated that the last time they saw or 

spoke to a GP, the GP was good or very good at 

listening to them (01/01/2017 to 31/03/2017) 

87.9% 85.9% 88.8% 
Comparable to 
other practices 

The percentage of respondents to the GP patient 

survey who answered positively to question 22 

"Did you have confidence and trust in the GP you 

saw or spoke to?" (01/01/2017 to 31/03/2017) 

96.1% 93.9% 95.5% 
Comparable to 
other practices 

The percentage of respondents to the GP patient 

survey who stated that the last time they saw or 
89.2% 81.6% 85.5% 

Comparable to 
other practices 



16 
 

spoke to a GP, the GP was good or very good at 

treating them with care and concern (01/01/2017 to 

31/03/2017) 

The percentage of respondents to the GP patient 

survey who stated that the last time they saw or 

spoke to a nurse, the nurse was good or very good 

at listening to them (01/01/2017 to 31/03/2017) 

92.0% 88.0% 91.4% 
Comparable to 
other practices 

The percentage of respondents to the GP patient 

survey who stated that the last time they saw or 

spoke to a nurse, the nurse was good or very good 

at treating them with care and concern (01/01/2017 

to 31/03/2017) 

88.3% 86.0% 90.7% 
Comparable to 
other practices 

Any additional evidence or comments 
 

 

Question Y/N 

The practice carries out its own patient survey/patient feedback exercises. Y 

 

Date of 

exercise 
Summary of results 

October 2017 The survey was focussed on responsiveness of the service. 
 

 

Any additional evidence 

 
The practice gathered NHS Friends and Family Test (FFT) data. Data for the last six months from 34 
respondents showed that 100% of patients would recommend the practice. Comments included that all 
staff were extremely helpful, the practice was very professional and welcoming, staff take time to listen to 
patients and patients feel supported. 
 
As a result of the pilot proactive care home ward round for a local care home, patient feedback from 15 
patients demonstrated that: 
 

• 100% of those surveyed found the service useful and would recommend the service. 

• 100% of those surveyed were extremely confident (scoring 5/5) in receiving good care from the 
practice. 

• 100% rated the care home service as excellent. 

 

Involvement in decisions about care and treatment 

 

Examples of feedback received: 

Source Feedback 

Comments 
cards 

Doctors listen to their patients and give the best advice. 
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Medical 
records 

Evidence of comprehensive care plans and templates used to provide 
patient-focussed care. 

NHS choices Overall very pleased with this GP service. The doctor understood my needs and 
treatment. 

NHS FFT Half my problems seem to be sorted just by talking to the doctor. 
I feel supported. 

  

National GP 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 saw or 

spoke to a GP, the GP was good or very good at 

explaining tests and treatments (01/01/2017 to 

31/03/2017)  

91.6% 83.1% 86.4% 
Comparable to 
other practices 

The percentage of respondents to the GP patient 

survey who stated that the last time they saw or 

spoke to a GP, the GP was good or very good at 

involving them in decisions about their care 

(01/01/2017 to 31/03/2017)  

85.2% 76.3% 82.0% 
Comparable to 
other practices 

The percentage of respondents to the GP patient 

survey who stated that the last time they saw or 

spoke to a nurse, the nurse was good or very good 

at explaining tests and treatments (01/01/2017 to 

31/03/2017) 

90.3% 85.9% 89.9% 
Comparable to 
other practices 

The percentage of respondents to the GP patient 

survey who stated that the last time they saw or 

spoke to a nurse, the nurse was good or very good 

at involving them in decisions about their care 

(01/01/2017 to 31/03/2017)  

83.6% 82.5% 85.4% 
Comparable to 
other practices 

Any additional evidence or comments 
 
 

 

Question Y/N 

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

Y 

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

Y 

Information leaflets were available in easy read format. Y 

Information about support groups was available on the practice website. Y 
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Carers Narrative 

Percentage and 
number of carers 
identified 

The carer’s list has grown from 25 patients in 2015 to 93 currently in 2018 
which is 1% of the practice list size. 

 

How the practice 
supports carers 

The practice had two nominated reception staff members with additional roles 
as carers leads. The staff review those on the carers register and provide a 
monthly phone call to each carer to discuss their needs. This may result in 
booking in appointments with GPs and ensuring carers can contact the 
practice using the dedicated bypass number to avoid delays on the 
telephone. 

The practice had social prescriber input one day per week who can support 
and signpost carers to relevant local services. 

The practice produced their own carer’s leaflet including contact details for a 
local carer’s support service. 

A carer’s event was held on 20.7.18 with a local carer support service stall in 
reception providing information and advice. 

Health checks were undertaken for those on the carers register and health 
action plans and flu immunisations are offered. 

How the practice 
supports recently 
bereaved patients 

Relatives were contacted and offered bereavement appointments with GPs. 

Patients were signposted to local bereavement support services and mental 
health support services as indicated. 

 

 

 Privacy and dignity 

Question Y/N 

Curtains were provided in consulting rooms to maintain patients’ privacy and dignity 
during examinations, investigations and treatments. 

Y 

 

 Narrative 

Arrangements to 
ensure confidentiality 
at the reception desk 

There was a large waiting area with chairs away from the reception desk and 
a specific queuing system at the reception area so patients could be dealt with 
in an ordered fashion. 

Staff were aware of using limited identifiable information when talking to 
patients. 

 

 

Question Y/N 

Consultation and treatment room doors were closed during consultations. Y 

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

Y 
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Examples of specific feedback received: 

Source Feedback 

NHS Friends and Family 
Test 

Data for the last 6 months (February 2018 – July 2018) showed that from the 
34 responses, 100% of patients would recommend the practice. 

Comments from patients indicated the appointment system met their needs. 
They praised the ability to always be able to see a GP on the day and patients 
liked the option of the walk-in service. 
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Responsive 

Responding to and meeting people’s needs 

 

Practice Opening Times 

Day Time 

Monday 7.30am to 6.30pm 

Tuesday 7.30am to 8pm 

Wednesday 7.30am to 6.30pm 

Thursday 7.30am to 6.30pm 

Friday 7.30am to 6.30pm 
 

Appointments available 

Emergency/urgent: 
 
An on-call doctor was available 8am to 6:30pm Monday to Friday for face to face, telephone and home 
visit appointments of an urgent or emergency nature. 
 
There was an allocated duty nurse Monday to Friday in the morning from 8am to 1pm and the afternoon 
from 1pm to 6:30pm. 

 

Same day: 
 
GP and nurse practitioner walk-in appointments were available Monday to Friday 8am to 10.30am.  
 
The nurse practitioner was able to see patients with minor ailments, apart from pregnant women. 
 

Routine appointments: 
 
These were available daily with nurses and GPs and could be booked up to four weeks in advance. 
Routine telephone appointments could also be pre-booked.  
 
Phlebotomy appointments were available on Tuesday, Thursday and Friday mornings, which included 
domiciliary appointments. Appointments with a health care assistant were available Monday to 
Wednesday. 
 
Appointments with a clinical pharmacist specialising in diabetes ran one day per week. Social 
prescribing appointments were available on Fridays. 

 

Extended hours opening 

7.30am-8am Monday to Friday and 6.30pm-8pm on Tuesday. 
 

The extended GP access hub for Merton Clinical Commissioning Group (CCG) is based at the surgery 
site. This is open 5pm-8pm Monday to Friday and 8am-8pm at weekends. 
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Home visits Y/N 

The practice had a system to assess whether a home visit was clinically necessary 
and the urgency of the need for medical attention 

Y 

If yes, describe how this was done 

Patients requesting urgent appointments were allocated to the on-call doctor for the day who provided a 
telephone consultation within 30-60 minutes and triaged appropriately to ascertain if a home visit was 
required.  

 

Timely access to the service 

National GP Survey results 

Practice 

population size 
Surveys sent out Surveys returned 

Survey 

Response rate% 

% of practice 

population 

9,196 387 125 32.30% 1.4 

 

Indicator Practice 
CCG 

average 
England 
average 

England 
comparison 

The percentage of respondents to the GP patient 

survey who were ‘Very satisfied’ or ‘Fairly 

satisfied’ with their GP practices opening hours. 

(01/01/2017 to 31/03/2017) 

86.2% 77.0% 80.0% 
Comparable 

to other 
practices 

The percentage of respondents to the GP patient 

survey who gave a positive answer to "Generally, 

how easy is it to get through to someone at your 

GP surgery on the phone?" (01/01/2017 to 

31/03/2017) 

84.5% 62.7% 70.9% 
Comparable 

to other 
practices 

The percentage of respondents to the GP patient 

survey who stated that the last time they wanted 

to see or speak to a GP or nurse from their GP 

surgery they were able to get an appointment 

(01/01/2017 to 31/03/2017) 

79.9% 73.6% 75.5% 
Comparable 

to other 
practices 

The percentage of respondents to the GP patient 

survey who responded positively to the overall 

experience of making an appointment (01/01/2017 

to 31/03/2017) 

78.4% 66.2% 72.7% 
Comparable 

to other 
practices 
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Any additional evidence or comments 
 

Unverified data from the published GP patient survey for 2017 showed that 39% of respondents usually 
wait 15 minutes or less after their appointment time to be seen (local Clinical Commissioning Group 
average: 58%; National average: 64%).  

Following results from the national GP patient survey in 2017, the practice undertook their own practice 
survey in October 2017 of 53 patients to review satisfaction with waiting times, as results indicated that 
patients were waiting a long time to be seen. The practice’s own survey results showed that delays were 
mainly limited to those patients using the walk-in appointment service, rather than patients with booked 
same day and routine appointments. The survey showed that 54% of walk in patients felt they were 
waiting too long to be seen, compared with 12% of those with same day booked appointments and 9% of 
those with routine appointments.  

The practice conducted a demand and capacity audit January-March 2018 and found that for 9558 
walk-in appointments in this period, which accounted for 79% of all appointments, the average wait time 
was approximately 42 minutes (compared with 17 minutes for same day booked appointments and 19 
minutes for booked routine appointments).  

The practice formulated an action plan as a result of the audit and survey. This included the recruitment 
of additional resources including a social prescribing service to navigate and signpost patients 
appropriately, who did not need to occupy medical appointments and a clinical pharmacist to undertake 
diabetic reviews. The practice also promoted online booking and use of the GP extended access hub 
which was co-located in the practice. 

The practice and Patient Participation Group (PPG) told us that the walk-in service was valued by many 
patients, and its popularity had increased as the practice were the only GP service in the CCG who 
offered this. Additionally, due to recent changes in local GP service providers, the registered list size had 
increased from 7200 in 2016 to 9400 patients in 2018, which equated to approximately a 31% increase in 
the patient list size over 18 months. 

To cope with the increase in list size, between 2017 and 2018 the total clinical WTE (Whole Time 
Equivalent) increased from 3.93 to 6.4 with the addition of the social prescriber, clinical pharmacist and 
nurse practitioner hours. 

 

Examples of feedback received from patients: 

Source Feedback 

Comments cards A patient who visited the walk-in clinic reported they were happy with the service 
provided. 

Patient Participation 
Group (PPG) 
records and 
interview 

Patients are happy with the walk-in service and it has become very popular as it 
is the only practice in the locality offering this service. 

 

Any additional evidence 

From a review of the appointment system, there were seven urgent appointments available in the 
afternoon on the inspection day. The next routine pre-bookable appointment with a GP and also with a 
nurse practitioner was available within three days. 

The next available dedicated children’s appointment was within one day. 



23 
 

The practice previously had invested in providing more telephone lines, with a total of five lines 
currently, to reduce demand on the telephone. 

 

Listening and learning from complaints received 

 

Complaints Y/N 

Number of complaints received in the last year. 8 

Number of complaints we examined 4 

Number of complaints we examined that were satisfactorily handled in a timely way 4 

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

Additional comments: 

Complaints information was available on the practice’s website and in the reception area. 
Comprehensive files with complaint records were kept. There were no themes identified from 
complaints made. 

A verbal complaint log was available but this had only recently been implemented, so themes from 
verbal concerns and verbal complaints were not yet able to be identified. 

 

Example of how quality has improved in response to complaints 

The practice had a clear log of complaints and actions identified from these. All actions had been 
implemented. 

Following a complaint about confusing information provided to a patient about out of hours 
appointments, the practice ensured that staff were updated on the emergency call handling protocol 
and implemented customer service training for staff.  

Following a complaint about a referral being delayed by secondary care, the practice ensured all GPs 
were aware of the referral process for a specific cardiac procedure. 
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Well-led 

Leadership capacity and capability 

 

Examples of how leadership, capacity and capability were demonstrated by the practice 

The organisational chart included demonstrated that the four partners, managing partner and Patient 
Participation Group (PPG) chair formed the leadership team for the practice. 
 
Staff reported that the lead GP and practice manager were always contactable if off they were off site or 
on leave. Staff reported that the partners and managing partners were visible and approachable. 

 
The partners and practice manager had a clear oversight over resolved and on-going challenges that 
had faced the service. These were discussed in business meetings and staff meetings. Challenges 
included: 

• Service expansion was limited by the premises: a £1 million premises redevelopment had been 
completed in 2018, adding five additional consultation rooms and improved waiting and reception 
areas. This accommodated for the growing list size, provided extended access for the locality and 
housed other community based services. The practice had been involved in years of planning and 
stakeholder engagement. The practice wrote and submitted a funding bid with a vision to provide 
space for collaborative working and care closer to home in line with the GP Forward View and 
secured a 66% proportion of funding from the NHS England London Improvement Grant Fund. 
The remaining 34% was funded by the building owner and by the practice themselves. 

• Growing patient list size partly due to a change in GP providers locally and closure of the walk-in 
clinic for the locality. 

• Health inequalities between the two Clinical Commissioning Group (CCG) localities including a 
higher diabetes prevalence and child deprivation. 

• Performance data for childhood immunisations, cervical screening and diabetes. Staff reported 
difficulty engaging patients to attending for health checks, reviews, health screening and 
immunisation and had developed action plans for these areas. 

• A high turnover of nurses and unstable nursing team in 2016/17 which impacted on performance 
data. There had been investment in staff and a stable nursing team for a year. 

• Engaging patients to improve services and join the PPG. 
 
The practice had led the creation of the first Primary Care Home site in South West London which was 
incorporated in 2018. The lead GP was the chair of East Merton Primary Care Home, a GP 
collaborative, aimed at addressing the population health needs of four practices, with the managing 
partner, the director of the organisation. The practice had been approached by neighbouring London 
CCGs for advice and sharing their experience of developing primary care at scale. 
 
 
The lead GP and managing partner had developed and initiated a number of projects which were then 
piloted in the Primary Care Home (PCH) GP collaborative and then adopted by the CCG or GP 
Federation. The majority of these projects were to address health inequalities and population needs in 
the locality which had a higher prevalence of chronic diseases including diabetes and higher deprivation 
levels than the rest of the CCG. There was a ‘live’ business plan on the intranet site giving access to all 
the workstreams the practice were currently engaged with across the PCH and CCG.   
 
The practice led the Primary Care at Scale business plan for the local GP Federation and wrote bids to 
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secure funding for several service initiatives including the care home pilot and practice manager 
training. 
 
The practice had been directly contracted by the CCG to provide extended access services for patients 
until the GP federation could assume responsibility for the management of this. The practice developed 
protocols, policies and training as part of this and continued to manage the extended access hub in 
relation to day to day operations and staffing once the GP federation formally took over. 
 

 

Any additional evidence 

Other staff interviewed were aware of the challenges and priorities for the service. 
 

 

Vision and strategy 

Practice Vision and values 

The practice had a clear vision and mission and aspired to be a flagship practice in the Clinical 
Commissioning Group (CCG): 
 

• Our motto is quality, innovation & collaboration 

• We aim to deliver high quality accessible coordinated healthcare 

• Working as a multi-professional team 

• Truly embedded within the community we serve 

• Improving the health and well-being of our registered population 

• An organisational culture of continuous learning and improvement 

• Through investment in staff and collaboration 

• Responsive to patient needs 
 

As a result of the challenges faced, the practice had identified several priorities. Areas that had been 
actioned included:  
 

• Expansion of the premises to provide additional services for practice patients and patients in the 
locality. A further premises bid was in progress. 

• The practice had invested in a clinical pharmacist and funding for an additional clinical pharmacist 
had been secured. The practice had invested in additional nursing staff and a trainee practice 
manager. 

• To improve cervical screening and childhood immunisation rates: the practice had identified and 
implemented projects to improve re-call systems and improved governance of these areas. 

• To improve diabetes care in the locality. The lead GP was the Project Executive Sponsor of the 
diabetes improvement programme for the locality, which was being developed in conjunction with 
a health care innovation and research company. Specialist training for three clinical staff at the 
practice was underway and a clinical pharmacist had been undertaking diabetic reviews. 
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Culture 

Examples that demonstrate that the practice has a culture of high-quality sustainable care 

 
There was an inclusive culture. The practice delivered a presentation on the inspection day which 
included input from across the team including: all GP partners, the nurse practitioner, the managing 
partner, the reception supervisor, the care co-ordinator, the social prescriber and the PPG lead. 
 
Staff were supported with role-development and role-specific training, for example for the care 
co-ordinator and carers leads.  
 
360 degree feedback systems were used for existing and probationary staff. 
 
Apprenticeships were offered in the practice in conjunction with third-party organisations. For example, 
the practice had invested in training for the trainee practice manager. 
 
The practice encouraged learning and development within the Primary Care Home (PCH) network. 
They had carried out a diabetes learning needs questionnaire and analysis for clinical staff. The results 
of this led to the practice securing funding for specialist diabetes training for practices within the PCH 
network. 
 
The practice was a training practice for trainee GPs and physician associates and a teaching practice 
for practice nurses and medical students. 

 
Staff were encouraged to engage and seek support externally in the Clinical Commissioning Group 
(CCG) as well as internally; staff attended the practice manager forum, the practice nurse forum, and 
the nurse practitioner forum. 
 
All staff were encouraged to attend a ‘daily coffee debrief’ at 12pm, as a forum to facilitate shared 
learning, peer support and to discuss any arising issues or concerns. This was designed to improve 
staff mental well-being. 
 
The practice provided lunch time chair yoga sessions for staff 3x weekly run by the mental health lead 
GP. 
 
Following an engagement event for staff in the Primary Care Home, the practice funded an Employee 
Assistance Programme which provided a package of well-being services from a third-party provider, 
including counselling, a 24-hour support line and an online resource with fact sheets and self-help to 
promote well-being. This was part of the practice’s recruitment and retention strategy, which also 
included an in-house bank staff system, protected time for networking and staff awards. The practice 
was the first practice in South West London to provide additional well-being services for staff. 
Well-being services are now provided across the other three PCH practices and the GP federation 
confirmed that they were looking to procure the staff well-being services for all GP practices in the 
federation, as a result of the practice’s approach to supporting staff.  
 
The staff awards had been running for more than two years. All staff had been provided with retail 
vouchers in June 2016, 2017 and 2018 as a’ thank you’ for meeting targets and contributing to Quality 
and Outcomes Framework achievements.  
 
Individual staff had received awards, for example: for being the first employee to complete all their 
mandatory training, for identifying and expanding disease registers, for nursing leadership and length of 
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service. Staff were provided with certificates and a range of gift options including a monetary bonus, 
being taken for a meal, retail vouchers and token gifts such as flowers and leather notebooks. 

 
The practice had a clear Duty of Candour policy in place. 

 

  

Examples of feedback from staff or other evidence about working at the practice 

 Source Feedback  

Staff interviews The practice valued staff; they supported a staff member to commence an 
apprenticeship in business management after three months of employment. 
 
Managers were always open to suggestions and there is an open conversation in 
staff meetings.  
 
The practice managers and leaders were supportive and understanding during 
periods of sickness absence or where they experienced aggressive behaviour 
from patients.  
 
Staff reported they could access well-being packages, counselling and chair yoga 
sessions. 

Photographs and 
social media feed 

Lunch time chair yoga sessions for staff run were 3x weekly by the mental health 
lead GP 

Waiting area notice 
board 

Annual staff recognition awards. 

 

 Governance arrangements 

Examples of structures, processes and systems in place to support the delivery of good 

quality and sustainable care. 

Practice specific policies Duty of Candour, Safeguarding Children, Safeguarding Vulnerable Adults, 
Lone Working, Prescribing, Infection Control, Cold Chain, Clinical Waste, 
Recruitment, Training, Chaperoning, Exception Reporting, Incident 
Reporting, Complaints. 

Other examples Human resources policies including Whistleblowing, Grievance and Leave.  

 Y/N 

Staff were able to describe the governance arrangements Y 

Staff were clear on their roles and responsibilities Y 

 

Any additional evidence 

 
There were clear lines of accountability and an organisational chart. A list of staff roles and 
responsibilities including governance arrangements was available on the practice’s website. 
 
Policies and procedures were accessible on the cloud-based intranet system which was accessible off 
site, and all staff spoken to on the inspection day were able to locate these.  
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The intranet system used, which had been sourced and adapted by the managing partner, allowed for 
tracking and monitoring of clinical and corporate governance and clear oversight of risk via an 
operational ‘dashboard’. For example, it included several spreadsheets and logs which were used to 
monitor and govern practice systems including significant events, complaints, emergency medicines 
and equipment, refrigerator temperatures, risk assessments. Some logs used a traffic light alert system 
to identify where priority action was needed, for example, where an emergency medicine was due to 
soon expire. The organisational ‘dashboard’ to allow continuous and effective monitoring across a 
range of systems.  

 
Some governance systems had a second back up record, including written and electronic copies of 
refrigerator temperatures and emergency medicines checks. 

 
The practice had a clear meeting structure across and between staff groups to share and disseminate 
information. 

 

Managing risks, issues and performance 

Major incident planning Y/N 

Major incident plan in place Y 

Staff trained in preparation for major incident Y 

 

Examples of actions taken to address risks identified within the practice 

Risk Example of risk management activities 

Mops used by the cleaner 
were not stored correctly 

Three-monthly infection control audits. 
 
The risk was identified in an infection control audit and storage of 
cleaning equipment was improved to minimise the risk.  

Patient complaint about staff 
hand hygiene 

Monthly hand hygiene audits were undertaken by the Health Care 
Assistant. No concerns were identified. 
 

The 2017 National GP 
patient survey identified 
higher waiting times than 
local and national averages  
 

The practice carried out a practice survey and demand and capacity 
audit. An action plan as a result of the audit and survey. This included 
the recruitment of additional resources including a social prescribing 
service to navigate and signpost patients appropriately, who did not 
need to occupy medical appointments and a clinical pharmacist to 
undertake diabetic reviews. The practice also promoted online booking 
and use of the GP extended access hub which was co-located in the 
practice. 
 

Inadequate smear rate was 
higher than the 2% standard 

A two-cycle audit and investigative analysis of high cervical smear 
inadequate rates showed improvement via staff re-training, accuracy of 
data coding and quarterly monitoring of all results. Smear results were 
audited quarterly by the women’s health GP lead. Following the 
identification of high inadequate rates for cervical smears in 2017, a 
smear meeting was called and a smear action plan was commenced. All 
actions had been implemented including re-training for nursing staff 
including face to face training and online updates, regular quality 
monitoring in nurses’ meetings with the lead GP and ensuring the results 
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spreadsheet was maintained and updated. Inadequate rate had reduced 
from approximately 6% in 2017 to 0% in 2018 (for results obtained so 
far). 

Potential risk of 
non-attenders not receiving 
effective care 
 

 
All non-attenders to secondary care were reviewed by a GP and 
non-attenders for immunisations were reviewed by nursing staff. 

Incident relating to a 
two-week referral  

Following an incident in 2016 the tracking system for two-week referrals 
had been improved and administrative staff felt this was working well; no 
further incidents had occurred. 

Lower performance in 
diabetes Quality and 
Outcomes Framework 
(QOF) data 

 
The practice had identified that performance for one of the diabetes 
indicators was lower than averages and the exception reporting rate was 
higher than averages, indicating that some patients with diabetes were 
not being reviewed effectively. They reported a number of reasons for 
this: diabetes prevalence was higher than the CCG average, the number 
of registered patients at the practice had increased over the last two 
years and staff had proactively increased the number of patients on the 
diabetic register from 440 to 660. They had implemented a number of 
actions to improve care for diabetic patients. Up to date performance 
data (unverified) showed that there had been improvements in diabetic 
care between 2016/17 and 2017/18 although prevalence had increased. 
Actions included: 
o Due to health inequalities between both localities in the CCG area, 

including diabetes related mortality, the practice led on securing 
funding for specialist diabetes training for staff for four practices who 
worked collaboratively in the locality. The nurse practitioner and 
clinical pharmacist were undergoing this training and were able to 
provide an insulin initiation service in the practice. 

o The clinical pharmacist was employed by the practice to specifically 
undertake diabetic reviews. 

o Diabetes recall processes were strengthened and improved. 
o One of the partners, who was the practice diabetic lead, developed a 

protocol for exception reported patients on the electronic record 
system, to monitor more complex diabetic patients who required 
focussed intervention.  

 

Lower performance in 3.5 
year cervical screening 
uptake 

In response to Public Health England 2016/17 cervical screening 3.5 
year coverage uptake data and QOF exception reporting data, an action 
plan was implemented including increasing and forming a stable nursing 
team; updating the cervical screening protocol with clear re-call 
processes; ensuring nurses were aware of exception reporting 
guidance; improving governance of cervical screening by monitoring 
data in monthly nurses’ meetings and having a lead GP to oversee 
performance. The practice also promoted screening in the waiting areas 
by having a dedicated women’s health area. Unverified QOF data 
showed a trend that exception reporting rates for non-responders had 
reduced considerably from 156 in 2016/17 to 66 patients in 2017/18 as 
re-call processes were established, as more patients were attending for 
screening. 
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Lower performance in 3 out 
of 4 areas for childhood 
immunisation uptake for 
2016/17 

The practice demographic was that of a higher proportion of children 
and a higher incidence of child deprivation. The practice were aware of 
their demographic and of the low uptake rates for childhood 
immunisations rates and had analysed verified practice performance 
and CCG data. An action plan was in place to improve uptake and 
actions already achieved included: an increase and stable practice 
nursing team; joint mother and baby six to eight week checks; 
strengthened re-call protocols including discussing non-attenders with 
the children’s safeguarding lead for the practice. 
 
All non-attenders to secondary care were reviewed by a GP and 
non-attenders for immunisations were reviewed by GPs and nursing 
staff. GPs provided education to non-attenders and non-responders 
about the benefits of immunisations. 

Lower uptake of flu 
immunisations for 2017 

Flu action plan 

Uncollected prescription 
scripts  

Identified on the inspection day. The practice audited all scripts and 
identified minimal risks to patients as they had been reviewed via the call 
and re-call and other workflow processes. Two patients were contacted 
for an update on their management and the repeat prescription policy 
was updated. 

 

Any additional evidence 

 
The practice held an organisational risk register for priority areas of risk identified across practice 
systems. These included: 

• Issues found from the 2017 infection control audits. 

• A high-risk incident where clinical waste was not being collected. 

• Childhood immunisations being below the WHO target. 

• Levels of exception reporting being high in 2016. 
 

 

Appropriate and accurate information 

Question Y/N 

Staff whose responsibilities include making statutory notifications understood what this 
entails. 

Y 

 

Any additional evidence 

Notification forms were submitted to external bodies including the CQC and quality alerts were 
submitted to the CCG. 
 
The practice used a software system to identify possible coding errors on the patient record system and 
to identify patients who may need to be added to disease registers. 
 
The practice developed bespoke templates on the patient record system including direct links to referral 
forms and links to signpost patients to relevant services to standardise care and treatment in line with 
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guidance. 
 
The practice developed the record system so that automated protocols or ‘pop ups’ ensured care 
planning was consistent with the Royal College of General Practitioners recommendations. 

 
Staff told us they were easily able to access policies, procedures and a range of logs and registers on 
the practice cloud-based intranet system. Logs and checks had a traffic light system facility; green, 
amber or red alerts were used to quickly to identify issues. 

 

Engagement with patients, the public, staff and external partners 

Feedback from Patient Participation Group; 

Feedback 

The revived PPG had been active for one year. The group had 12 members and they met quarterly. One 
of the partners and an admin lead attended all PPG meetings. 
 
All doctors were described as approachable, supportive and innovative. The social prescribing project 
was a success and it improved patient’s well-being. 
 
The PPG have influenced a number of changes and been involved with events over the past year: 

• Carers event on 20 July 2018. 

• Bowel screening talk took place in March 2018.  

• A community back pain event was promoted by the practice and was well attended. 

• The practice newsletter produced quarterly was driven by the PPG. 

• We saw evidence that future events including a cervical screening promotion evening and coffee 
morning were planned. 

• The PPG had been involved with all stages of the premises redevelopment project. The PPG 
were involved in canvassing support for the development. The Managing Partner attended 
several PPG Meetings to engage the PPG in plans for the development but also throughout the 
build project to ensure patients remained happy that the services were not affected. 

 
  Areas for improvement identified by the PPG: 

• PPG need to recruit younger members and they have discussed promoting the group in local 
schools.  

• Work more with the voluntary sector. 
 

 

Any additional evidence 

 
The practice newsletter, PPG minutes and the joint GP collaborative PPG meeting minutes were 
seen. 
 
A PPG board in the reception area encouraged new members and displayed minutes and areas 
where PPG have assisted in making improvements to the practice. 
The practice initiated a collaborative PPG meeting. PPGs from the four Primary Care Home (PCH) 
practices met in January 2018. The meeting was used to discuss the PCH model to patients and to 
gather patients views on positives and negatives of collaborating. 
 
Photographs of the carers’ event were seen. 
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The practice actively used social media to promote local services, the local social prescribing project 
and the carers event in July 2018. 
 
The practice sought and responded to patient feedback: 
 

• The practice actively reviewed the national GP patient survey results to identify where they 
needed to improve. 

• A practice survey of 53 patients was undertaken in October 2017 focussing on waiting times as 
a result of the GP patient survey results. Actions following this were completed: 

o A large banner promoting the extended access service was erected in the waiting area. 
o In conjunction with the demand and capacity audit findings, the practice appointed 

additional clinical staff.  

• As a result of the pilot proactive care home ward round for a local care home, patient feedback 
from 15 patients demonstrated that: 

o 100% of those surveyed found the service useful and would recommend the service. 
o 100% of those surveyed were extremely confident (scoring 5/5) in receiving good care 

from the practice. 
o 100% rated the care home service as excellent. 

• NHS Friends and Family Test (NHS FFT) data was analysed. Data for the last six months from 
34 respondents showed that 100% of patients would recommend the practice. Comments 
included that all staff were extremely helpful, the practice was very professional and welcoming, 
staff take time to listen to patients and patients feel supported. 

• NHS choices comments were reviewed and responded to. 
 
Staff feedback was gathered during 1:1 meetings, appraisals and in staff meetings. 
 
In addition, the practice had led a staff engagement event in August 2017 for staff from all four PCH 
practices to discuss workforce development and the benefits of primary care at scale and to gather 
initial staff feedback. Following feedback gathered, the practice purchased an Employee Assistance 
Programme (EAP) for practice staff which involved a package of staff-wellbeing services. A staff survey 
was conducted in March 2018 which demonstrated a positive improvement following development of an 
in-house bank, the EAP, protected time of learning and staff awards. The staff survey approach was 
adopted for use across the CCG. 

 
A training needs analysis for Primary Care Home (PCH) staff identified a knowledge gap in relation to 
diabetes management so the practice wrote a bid to secure funding for 13 staff from the locality to 
attend specialist diabetes training. This also aligned with their action plan following review of diabetes 
performance data for 2016/17. 
 
The practice led on a quarterly newsletter which was sent to all staff working for the PCH practices 
which published staff survey results and kept staff abreast of primary care at scale initiatives.  

 

Continuous improvement and innovation 

Examples of improvements demonstrated as a result of clinical audits in past two years 

Audit area Improvement 

Zopiclone prescribing for 
short term insomnia 

Two-cycle audit 2017 and 2018 showing improved prescribing of 
zopiclone with a valid indication from 17% to 38% and appropriate 
quantity prescribed improved from 48% to 66%. Sleep guidance was 



33 
 

cascaded to clinicians. This links to significantly high performance in 
relation to hypnotic prescribing compared to CCG and National 
averages. 

Allopurinol monitoring in Gout One-cycle audit in 2018 showed the practice was below the required 
best practice standard for urate range and blood testing. Patients were 
contacted to arrange reviews. 

Aspirin use for primary 
prevention of diabetes 

Two-cycle audit 2016 and 2017 demonstrating a significant reduction 
in the number of patients on inappropriately prescribed aspirin from 89 
patients in the first cycle to 4 patients in the second cycle. 

High dose inhaled 
corticosteroid use in children 

One-cycle audit in 2016 and 2017 demonstrating the practice were 
adhering to clinical standards for 100% of patients although care plans 
were undertaken for 80% of patients. 

Antibiotic audit To reduce antibiotic prescribing (by volume STAR PU) year on year by 
20%, due to the practice being high prescribers within the CCG based 
on 2013/14 data. Three-cycle audit from 2013 to 2017 showing a 
20.5% reduction in antibiotic prescribing at the second cycle and a 
further 24.5% reduction after the third cycle. 
The volume of antibiotic prescribing items per STAR-PU had reduced 
from 1.566 in 2013/14 to 1.0 in 2017. This was a 44.5% reduction over 
the three audit cycles. Data from the CCG showed the practice was 
16.3% below the CCG quality premium target for 2017.  
 

 

Any additional evidence 

 
There were numerous examples of innovation, improvement and development driven by the practice and 
evidence that some of these had been adopted for wider use across the Primary Care Home (PCH) GP 
collaborative, Clinical Commissioning Group (CCG) or GP Federation: 
 

• A successful premises bid to secure funding towards redevelopment and improvement of the 
premises. The premises redevelopment cost £1 million and the building owner and the practice 
contributed to 34% of this cost. This allowed for the practice to host one of two extended access 
hubs for the Clinical Commissioning Group (CCG) plus provided additional space to achieve the 
vision of collaborative working and care closer to home for patients. The premises redevelopment 
launch in March 2018 was arranged by the practice and was attended by the local MP, the 
Managing Director of Merton and Wandsworth South West London CCG's, staff, patients and the 
local community. The launch was cited in a local news website, the CCG website and in a practice 
management website. Following the success of the bid, the managing partner supported other 
local practice managers with developing capital investment bids for their premises.  
 

• The practice was in the process of providing a gardening space for patients to improve patient 
well-being following PPG feedback. 
 

• Provision of a morning walk in appointment service. The practice was the only GP service offering 
this in the CCG. 
 

• Projects and clear action plans to address key areas of risk identified from performance data, 
such as cervical screening, childhood immunisations and diabetes. 
 

• Investment in additional staffing to improve skill mix including a trainee practice manager, clinical 
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pharmacist and nurse practitioner. 
 

• Innovative services to support staff and foster a positive culture included staff awards, a daily 
coffee ‘debrief’ session, three times weekly chair yoga sessions, the Employee Assistance 
Programme (EAP). The EAP was funded by the practice. This included a package of well-being 
services from a third-party provider, including counselling, a 24-hour support line and an online 
resource with fact sheets and self-help to promote well-being. The practice was the first practice 
in South West London to provide additional well-being services for staff. 
 

• The managing partner planned and delivered educational workshops for clinical and non-clinical 
staff from across the CCG, on computer software and systems to support CQC compliance and 
ensure quality and safety of services. The practice used a programme as an intranet exemplar. 
This intranet programme allowed for tracking and monitoring of clinical and corporate governance 
and clear oversight of risk via an operational ‘dashboard’. This system was then adopted by the 
GP federation and purchased for all practices. 
 

• The practice had led the creation of the first Primary Care Home site in South West London. The 
lead GP partner was the chair of the local GP collaborative primary care home and the managing 
partner was the director of the organisation. The practice had been approached by neighbouring 
London CCGs for advice and sharing their experience of developing primary care at scale. This 
model of care was a vehicle used to inspire, support and drive quality improvements for four local 
GP practices by working collaboratively to invest and secure funding for services. There was 
evidence that the practice invested time and knowledge to lead the primary care home 
collaborative, which resulted in improvements in services to benefit the practice population. For 
example, the proactive care home ward round pilot project which was initiated by the practice, 
and a business case put forward, demonstrated a reduction in ambulance conveyances from the 
nursing home to A&E. As part of this project, the practice developed a frailty long-term condition 
protocol for patient electronic record system. The care home project was developed into a 
Quality, Innovation, Productivity and Prevention (QIPP) initiative which was adopted by the CCG. 

 

• The practice had developed a number of bespoke protocols and ‘intelligent’ templates on the 
electronic record system which included automated prompt messages for care plans, referral 
forms and direct links to guidance and local services, so that GPs were able to ensure patients 
received standardised, up to date and timely care and treatment at the point of need. There was 
evidence that these tailored systems had been shared with and formally adopted by the Clinical 
Commissioning Group (CCG) and sent to all CCG practices. Intelligent templates had been 
developed across population groups including those for frailty, safeguarding, carers and 
exception reported diabetic patients. 
 

• The practice had initiated and developed the proposal for an improved approach to diabetes care 

and worked with in the local community healthcare NHS trust to deliver this. The proposal was 

piloted in the practice before being piloted in the three other Primary Care Home (PCH) practices. 

As part of the project, a diabetes ‘academy’ meeting was set up for staff education and sharing 

ideas; the lead GP arranged accredited diabetes training for 13 staff across each PCH practice 

following a staff training needs assessment and the practice developed a bespoke intelligent’ 

electronic record system template for complex diabetic patients that required close monitoring. 

The project involved diabetes clinics with a community specialist diabetic nurse. Staff could 

directly book into these via their patient electronic record system for remote email, telephone and 

joint consultations with the diabetes specialist nurse. Any consultations provided by the 

community diabetic nurse were then automatically recorded on the electronic patient record 
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system. The project was in the process of being rolled out more widely across CCG practices due 

to success of the pilot.  

• The Social Prescribing Pilot Project which was developed by one of the partners, promoted 
well-being and reduced GP appointments and accident and emergency (A&E) activity. From April 
2018 the social prescribing programme was rolled out across nine GP practices in the East 
Merton locality. The East Merton social prescribing project initiated by the practice was filmed by 
the Health London Partnership and is cited on their website. 
 

• The practice successfully wrote a bid on behalf of the CCG to be part of the NHS England Clinical 
Pharmacist Programme. As part of the bid preparation, the practice organised a clinical 
pharmacist event which was attended by patients and Healthwatch in September 2017 in order to 
communicate the proposals to patients. The bid led to funding for four clinical pharmacists, one for 
each PCH practice. The practice recently recruited a clinical pharmacist as a result of this project 
in addition to an existing clinical pharmacist employed by the practice. The practice continued to 
drive the Clinical Pharmacist Programme locally, providing clinical and managerial leadership. 
 

• The lead GP and managing partner were co-authors for the Primary Care at Scale project for the 
local GP federation and had lead on bids to secure funding for a number of initiatives. 

 

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, a statistical tool which 

shows the deviation from the England average. It gives us a statistical measurement of a practice's performance in relation to the England average, and measures this in standard 

deviations. We calculate a z-score for each indicator, thereby highlighting the practices which significantly vary from the England average (in either a positive or negative direction). 

We consider that z-scores which are +2 or more or -2 or less are at significant levels, warranting further enquiry.  

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

The following language is used for banding variation: 

• Significant variation (positive) 
• Variation (positive) 

• Comparable to other practices 

• Variation (negative) 

• Significant variation (negative) 
Note: for the following indicators the variation bands are different: 

• Child Immunisation indicators. These are scored against the World Health Organisation target of 95%. 
 
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: http://www.cqc.org.uk/what-we-do/how-we-use-information/monitoring-gp-practices   
 

Glossary of terms used in the data. 

• COPD: Chronic Obstructive Pulmonary Disease 

• PHE: Public Health England 

• QOF: Quality and Outcomes Framework (see https://qof.digital.nhs.uk/). 

• RCP: Royal College of Physicians. 

• 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.( See NHS Choices for more details). 

 

http://www.cqc.org.uk/what-we-do/how-we-use-information/monitoring-gp-practices
https://qof.digital.nhs.uk/
https://www.nhs.uk/Scorecard/Pages/IndicatorFacts.aspx?MetricId=443

