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Care Quality Commission 

Inspection Evidence Table 

Attleborough Surgeries (1-552951188) 

Inspection date: 1 November 2018 

Safe 

Infection control Y/N 

Legionella Risk Assessment 
Date: 23 April 2018 
 

Further evidence: 
 
Following our inspection in April 2018, the practice organised an external company to 
perform a comprehensive risk assessment for the risk of legionella bacteria 
contamination in both practice sites water storage and supply systems. The assessment 
confirmed the risk was low and well managed, however good practice actions were taken 
at the time including the descaling and disinfection of taps. The report also provided 
recommendations for future works which the practice had scheduled including installing 
temperature gauges on key water pipes for easy and accurate monitoring. 
 
Evidence we saw included the risk assessment and action plan, log books of recorded 
temperature checks for both sites, and scheduled future works at the next maintenance 
interval.  

Y 

 

 

 

 

 

 

Risks to patients Y/N 

Staff knew how to respond to emergency situations. Y 

Further evidence: 

 
All staff had completed up to date basic life support training. The practice had reviewed how they 
recorded, monitored and managed training in the practice, introducing a computer spreadsheet with 
staff names, essential, mandatory and recommended training requirements and dates when the 
training was completed and when it expired. The spreadsheet dates changed colour from green to 
amber to indicate when dates were close to expiring, prompting action to support and remind staff to 
complete the required training. If training was not completed, the records for that staff member turned 
red and the practice had systems in place to take further action, for example by restricting their duties. 
 
The practice reviewed the training record management system after implementation and expanded it to 
include personnel records such as DBS check review dates, registration details and medical indemnity 
cover arrangements.      
 
We saw that all records were up to date and that action had been taken to address any amber or red 
records.  
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Medicines Management Y/N 

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

Further evidence:  

The practice carried out a full review of the policy and procedures for the safe and effective 
management of blank prescription security. The policy and procedure incorporated national guidance 
and best practice. The practice securely received and logged incoming stationery, securely stored it 
and allocated stationery to individual printers which was also logged. The printers were secured in 
locked rooms whenever unattended, however the prescription stationary was also removed from 
printers overnight and securely stored. 

The lead GP for prescribing had full oversight of the process with the dispensary manager taking day 
to day responsibility. GPs also carried out ‘spot checks’ at random intervals to ensure compliance with 
the improved system.  

 

 

 

Dispensing practices only Y/N 

Access to the dispensary was restricted to authorised staff only. Y 

Further evidence: 

The practice carried out a full review of the dispensary, led by the dispensary manager. Actions 
included reviewing the list of authorised staff allowed to enter the dispensary, adding key code locks to 
entry points and having a system in place to restrict access to the codes. The practice also 
implemented a policy for changing codes at regular intervals or when prompted, for example if a staff 
member left the practice. All staff were aware of the review and the restricted access.   

 

The dispensary manager also instigated a review of how near misses were identified and recorded, 
reviewed and learned from. We saw evidence of a new policy and procedure which staff were aware of. 
We also saw records of near misses that had occurred since our inspection, including for example, the 
wrong item nearly being dispensed to a patient. The error was corrected and the incident recorded and 
reviewed. It was identified that the item to be dispensed had not been double checked by a colleague. 
The incident was discussed with all relevant staff and we saw that similar incidents had not occurred.  

 

 


