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Oxted Health Centre (1-545463074) 

Inspection date: 28 March 2019 

Date of data download: 28 March 2019 

 

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

Safe          Rating: Good 

At our previous inspection in April 2018, we rated the practice as requires improvement for providing 

safe service because: 

• Patient Group Directions, adopted by the practice to allow nurses to administer medicines in line 

with legislation, were not always completed correctly 

• Significant events and external safety alerts were not thoroughly recorded, investigated and acted 

upon. 

Appropriate and safe use of medicines 

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

Medicines management Y/N/Partial 

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

Yes 

Explanation of any answers and additional evidence: 

 

Patient Group Directions (PGD) had been adopted by the practice to allow nurses to administer 
medicines in line with legislation. At our last inspection in April 2018 we saw that not all PGDs had been 
signed by a GP and other authorising signatories. At this inspection we found the practice had a system 
for the ongoing monitoring of PGDs. The practice nurse kept a log to monitor PGDs and their expiry 
dates, along with a weekly calendar reminder to check for any updates. We saw that PGDs had been 
completed correctly and in line with legislation. 
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Any additional evidence or comments 

 
At our last inspection in April 2018 the practice identified an improvement to their prescribing process, by 
documenting reasons for rejected prescriptions. This was a result of complaints to the practice and 
concerns to CQC regarding prescription errors. At this inspection we found the practice added any reason 
for rejection into the patient record, which enabled staff to feedback to patients if required. The practice 
also explained that patients were reporting less concerns with their prescription requests, due to changes 
and improvements at a local pharmacy. 

 

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. Yes 

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. Yes 

Explanation of any answers and additional evidence: 

At our last inspection in April 2018 we found there was a system and policy for recording and acting on 
significant events and incidents. Although staff understood their duty to raise concerns and report 
incidents and near misses, we were given an example of an incident that should have been reported 
and recorded as a significant event, but this had not been completed. 

At this inspection we saw significant events were thoroughly recorded, investigated and acted upon. 
Staff we spoke with told us they felt encouraged to raise any concerns and report incidents. They told 
us the practice had a no blame culture and they received good support from all staff.  

We found the practice kept an electronic monitoring sheet and a folder containing copies of significant 
events. All staff had access to these documents. We saw that learning and action points were discussed 
during a practice clinical meeting, which all staff were now invited to. We saw evidence of this in meeting 
minutes and staff confirmed this during interviews.  

 

Example of significant events recorded and actions by the practice. 

Event Specific action taken 

Wound care for leg ulcer The practice received a complaint regarding wound care for a leg ulcer. We saw 
the practice had fully investigated and decided to treat this as a significant 
event. They held a clinical discussion with GPs and the nursing team. We saw 
minutes from a meeting where it was then discussed with practice staff. As a 
result, they identified several recommended actions to improve patient care. 
This included updating protocols for leg ulcer identification, referrals, review of 
their wound care template and ensuring all staff understood good practice for 
wound care management. 
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Safety alerts Y/N/Partial 

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

Staff understood how to deal with alerts. Yes 

Explanation of any answers and additional evidence:  

At our last inspection in April 2018 we found the practice acted on and learned from external safety 
events as well as patient and medicine safety alerts. However, we found that the practice did not always 
clearly record that all actions were completed as a result of a safety alert. 

At this inspection we found the practice had improved their systems for recording and acting on safety 
alerts. All alerts had clinical oversight. We saw they kept a log and documentation of alerts received, 
which included detail of actions taken, the teams that information was disseminated to and the date it 
was discussed at a clinical meeting. We saw the practice also applied a risk level to the alerts; both as 
a priority level and also how it would affect the practice and/or patients. 

For example, a medical device alert was received in May 2018 relating to a machine used by diabetic 
patients. We saw the practice took appropriate action, including that they searched their practice clinical 
system for potentially affected patients, checked stocks in GP bags and discussed with the clinical 
team. We saw evidence of meeting minutes where it was discussed with the practice staff. We saw the 
practice had thoroughly recorded their action. 

 

 

Any additional evidence or comments 

Staff we spoke with felt supported by the practice staff, both professionally and personally. They told us 
they worked well together as a team. They were happy with the level of communication at the practice 
and said it was an open and friendly culture. Staff felt their roles were varied and they were encouraged 
to speak up about concerns or suggest ideas for improvement. They told us the management team were 
visible and approachable. 

 

 


