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Care Quality Commission 

Inspection Evidence Table 

Benfield Valley Healthcare Hub (1-3641744264) 

Inspection date: 20 March 2019 

Date of data download: 20 March 2019 

 

Overall rating: Good 
Please note: Any Quality Outcomes Framework (QOF) data relates to 2017/18. 

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 

There were systems to identify vulnerable patients on record. Yes 

Explanation of any answers and additional evidence: 

 

Children and adults at risk were identified on the practice computer system using alerts on their record, 
for example those at risk of harm, subject to safeguarding procedures or on a child protection plan. At 
our last inspection in March 2018 we found that not all staff were aware of these alerts or where to find 
them. The practice provided evidence that they had updated their training and reception handbook, to 
include a clear explanation of the alerts available and how they are displayed. They had also discussed 
this within a staff meeting. We saw evidence of the minutes from the meeting that took place on 8 April 
2018. Staff we spoke with demonstrated their understanding of the alerts and where they were located.  
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Appropriate and safe use of medicines 

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

Medicines management Y/N/Partial 

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: 

 

At our last inspection in March 2018 we found the systems in place to ensure vaccines were stored 
safely were not reliably implemented. At this inspection, the practice provided evidence that they had 
created a new cold storage policy and procedure in April 2018. This included the actions to be taken if 
the temperatures went out of recommended range or if checks had not been completed and recorded. 
We saw the practice discussed the cold chain policy within a nursing team meeting on 5 July 2018.   

The practice also showed us their procedure for vaccine fridge temperature monitoring, which was 
further reviewed in January 2019. Their procedure included that staff reported temperatures for each 
of the four fridges (across both sites) to a daily meeting and completed a monthly check of downloaded 
information from a data logger, which is a device that electronically records the temperature. They 
discussed the data and any issues at a monthly quality meeting. We saw evidence of minutes from a 
meeting that took place on 15 June 2018 to confirm this.  

Through these procedures and processes, the practice identified further incidents where a fridge 
temperature had gone out of range. They demonstrated that any such incidents were treated as a 
significant event. We saw evidence that any incident was fully recorded, investigated, actions were 
taken to improve safety and lessons were learned. For example, in April 2018 a fridge went out of 
temperature range sporadically during a period of nine days. The practice fully investigated and 
obtained advice from the medicine manufacturers. The practice took the decision to dispose of 
medicines where they could not be assured of their safety. As a result of this incident, the practice 
further improved their policies and procedures. We saw they had created a quick reference guide of 
medicines that require refrigeration, which included how long they can still be considered safe when 
not stored within the recommended temperature range.  

The practice explained that one fridge had not been reliable, which had been identified through manual 
temperature records and the data logger. This showed the temperature displayed on the fridge did not 
match the electronically recorded data. In response the practice was ensuring the fridge remains empty 
until it is repaired or replaced.  
 

 

 

Additional evidence 

The practice had responded to the premises issues we identified at our last inspection in March 2018. 
We found they had completed actions to resolve these concerns. We evidence that they had recorded 
these issues as practice risks and regularly monitored their progress within a staff meeting. They had 
installed an emergency alarm in the disabled toilet at the branch surgery, and installed baby changing 
facilities at the main site. They had also repaired the flooring in one of the consulting rooms. These 
actions had all been completed by 30 January 2019.  


