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Overall rating: Good
Please note: Any Quality Outcomes Framework (QOF) data relates to 2018/19.

At our previous comprehensive inspection published October 2018 we rated the practice as good overall but
requires improvement for providing effective services. The population groups had been rated as good for
effective services except for people with long term conditions and people experiencing poor mental health.

This inspection focused on the following key question: Are services effective in relation to the population
groups of people with long term conditions and people experiencing poor mental health.

Because of the assurances received from our review of information prior to the inspection, that the quality of
care had remained the same, we carried forward the ratings for the following key questions: Are services
safe, caring, responsive and well-led? The practice is rated as good for providing safe, caring, responsive
and well-led services.



Effective Rating: Good

The practice was rated requires improvement for providing effective services for the population groups;
people with long term conditions and for people experiencing poor mental health (including people with
dementia). This was because the practice’s Quality Outcomes Framework (QOF) performance was
below the CCG and national averages and exception reporting for some of the QOF indicators were
higher than the CCG and England averages.

At this inspection we saw the practice had made improvements and is now rated good for the population
groups of people with long term conditions and people experiencing poor mental health.

PeoEIe with Ioni—term conditions Poiulation iroui ratini: Good

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

e The practice performance in relation to patients with a respiratory disease was still lower than
the CCG and national average despite some improvements made. However, the practice had
employed additional resources to ensure the improvements made were continued and
sustained.

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

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

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

e The practice could demonstrate how they identified patients with commonly undiagnosed
conditions, for example diabetes, chronic obstructive pulmonary disease (COPD), atrial
fibrillation and hypertension.

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

e Patients with suspected hypertension were offered ambulatory blood pressure monitoring.
o Patients with atrial fibrillation were assessed for stroke risk and treated appropriately.

e Patients with COPD were offered rescue packs.

e Patients with asthma were offered an asthma management plan.

England England

Diabetes Indicators Practice

average average  comparison

The percentage of patients with diabetes, on

the register, in whom the last IFCC-HbAlc is 0 0 o No statistical
64 mmol/mol or less in the preceding 12 77.0% 76.4% 79.3% variation
months (01/04/2018 to 31/03/2019) «or




Exception rate (number of exceptions). 10.6% (103) 15.1% 12.8% N/A
The percentage of patients with diabetes, on

the register, in whom the last blood pressure .
reading (measured in the preceding 12 75.7% 76.3% 78.1% Nc\)/;:;gisguncal
months) is 140/80 mmHg or less (01/04/2018

to 31/03/2019) o)

Exception rate (number of exceptions). 11.1% (107) 11.5% 9.4% N/A

Practice

CCG

England

England

The percentage of patients with diabetes, on

average

average

comparison

the register, whose last measured total .
cholesterol (measured within the preceding 83.4% 77.3% 81.3% N?,;’:gt'isgﬁal
12 months) is 5 mmol/l or less (01/04/2018 to

31/03/2019) oor)

Exception rate (number of exceptions). 26.4% (256) 17.6% 12.7% N/A

Other long-term conditions

Practice

CCG average

England
average

England
comparison

the register, who have had an asthma review
in the preceding 12 months that includes an

The percentage of patients with asthma, on

Tending towards

. 68.3% 73.6% 75.9% variation
assessment of asthma control using the 3 (negative)
RCP questions, NICE 2011 menu ID: NM23
(01/04/2018 to 31/03/2019) or
Exception rate (number of exceptions). 18.1% (203) 11.6% 7.4% N/A
The percentage of patients with COPD who
have had a review, undertaken by a
healthcare  professional, including an Tending towards
assessment of breathlessness using the 82.2% 85.0% 89.6% variation
Medical Research Council dyspnoea scale in (negative)
the preceding 12 months (01/04/2018 to
31/03/2019) or)

Exception rate (number of exceptions). 16.9% (62) 10.9% 11.2% N/A

Indicator

CCG
average

England
average

England
comparison

Practice

The percentage of patients with hypertension

in whom the last blood pressure reading -
measured in the preceding 12 months is 81.1% 83.3% 83.0% N?,::?att'fg:fal
150/90mmHg or less (01/04/2018 to

31/03/2019) (qor

Exception rate (number of exceptions). 3.3% (85) 5.4% 4.0% N/A

3




In those patients with atrial fibrillation with a
record of a CHA2DS2-VASc score of 2 or
more, the percentage of patients who are 85.7% 87.2% 91.1%

No statistical

. . . variation
currently treated with anti-coagulation drug
therapy (01/04/2018 to 31/03/2019) o
Exception rate (number of exceptions). 13.0% (46) 7.9% 5.9% N/A
People experiencing poor mental Population group rating: Good

health

(including people with dementia)

The practice assessed and monitored the physical health of people with mental illness, severe
mental illness, and personality disorder by providing access to health checks, interventions for
physical activity, obesity, diabetes, heart disease, cancer and access to ‘stop smoking’
services.

Same day and longer appointments were offered when required. Patients could be seen by
clinical staff they knew in the evenings and on Sunday mornings.

There was a system for following up patients who failed to attend for administration of long-term
medication.

When patients were assessed to be at risk of suicide or self-harm the practice had
arrangements in place to help them to remain safe.

Patients at risk of dementia were identified and offered an assessment to detect possible signs
of dementia. When dementia was suspected there was an appropriate referral for diagnosis.

All staff had received dementia training in the last 12 months.
Patients with poor mental health, including dementia, were referred to appropriate services.




Mental Health Indicators Practice - Sl Engla_nd
average average comparison

The percentage of patients  with

schizophrenia, bipolar affective disorder and

other psychoses who have a comprehensive, No statistical

agreed care plan documented in the record, 93.7% 79.6% 89.4% variation

in the preceding 12 months (01/04/2018 to

31/03/2019) or)

Exception rate (number of exceptions). 6.9% (7) 19.0% 12.3% N/A

The percentage of patients  with

schizophrenia, bipolar affective disorder and -

other psychoses whose alcohol consumption 92.7% 80.2% 90.2% N%;:?;{fg':al

has been recorded in the preceding 12

months (01/04/2018 to 31/03/2019) (qor

Exception rate (number of exceptions). 5.9% (6) 15.8% 10.1% N/A

The percentage of patients diagnosed with

dementia whose care plan has been reviewed No statistical

in a face-to-face reviclaow in the preceding 12 81.6% 81.2% 83.6% variation

months (01/04/2018 to 31/03/2019) qor

Exception rate (number of exceptions). 9.0% (14) 10.3% 6.7% N/A

Monitoring care and treatment

The practice had a comprehensive programme of quality improvement activity and
routinely reviewed the effectiveness and appropriateness of the care provided

Indicator Practice CCG SgEhe
average average
Overall QOF score (out of maximum 559) 548.3 No Data 539.2
Overall QOF score (as a percentage of maximum) 98.1% No Data 96.4%
Overall QOF exception reporting (all domains) 7.9% No Data No Data

Any additional evidence or comments

The practice had increased staff resources and implemented changes to their recall systems to ensure
patients were encouraged to attend their review appointments. Staff telephoned patients and arranged
appointments. Nursing staff offered appointments on Sunday mornings as well as early morning and
evening. They told us this had increased patient awareness. They told us these extended hours had
benefitted all patients, and, those experiencing poor mental health as they were a seen at times when the
practice was less busy.

The practice demonstrated they had clear clinical oversight of the practice exception reporting and that
patients were monitored appropriately.




Y/N/Partial \

Clinicians took part in national and local quality improvement initiatives. Yes
_The prqctice had a comprehensive programme of quality improvement and used Yes
information about care and treatment to make improvements.

Quality improvement activity was targeted at the areas where there were concerns. Yes
The practice regularly reviewed unplanned admissions and readmissions and took Yes

appropriate action.

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

Following our previous inspection, the practice developed and implemented a detailed action plan which
included the use of quality monitoring data including clinical audits to demonstrate improvement. For|
example, the practice identified patients who had been excepted from clinical domains such as long-term
conditions and mental health. All patients were reviewed by a clinical team member and the number of
patients excepted had been reduced. 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 or

2018/2019 showed the practice excepted 6.9% of patients from this indicator.
2017/2018 showed the practice excepted 36% of patients from this indicator.
2016/2017 showed the practice excepted 22.6% of patients from this indicator.

In addition, audits were undertaken to ensure safe and effective prescribing of medicines including
antibiotics. Other audits and reviews included monitoring of staff performance including the use of correct|
codes in the clinical system.

Effective staffing

The practice was able staff had the skills, knowledge and experience to carry out
their roles.

Y/N/Partial \

Staff had the skills, knowledge and experience to deliver effective care, support and
treatment. This included specific training for nurses on immunisation and on sample Yes
taking for the cervical screening programme.

The learning and development needs of staff were assessed. Yes
The practice had a programme of learning and development. Yes
Staff had protected time for learning and development. Yes
There was an induction programme for new staff. Yes

Induction included completion of the Care Certificate for Health Care Assistants

employed since April 2015. Yes




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

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

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

Coordinating care and treatment
Staff worked with other organisations to deliver effective care and treatment.
Indicator Y/N/Partial ‘

The contractor has regular (at least 3 monthly) multidisciplinary case review meetings
where all patients on the palliative care register are discussed (01/04/2018 to 31/03/2019) Yes

(QOF)

We saw records that showed that all appropriate staff, including those in different teams

. . : . . . Yes
and organisations, were involved in assessing, planning and delivering care and treatment.
Care was delivered and reviewed in a coordinated way when different teams, services or Yes
organisations were involved.
Patients received consistent, coordinated, person-centred care when they moved between Yes
services.
For patients who accessed the practice’s digital service there were clear and effective Yes

processes to make referrals to other services.

Helping patients to live healthier lives

Staff were consistent and proactive in helping patients to live healthier lives.
Y/N/Partial

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

services. This included patients in the last 12 months of their lives, patients at risk of Yes
developing a long-term condition and carers.

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

own health. Yes
Patients had access to appropriate health assessments and checks. Yes
Staff discussed changes to care or treatment with patients and their carers as necessary. Yes
The practice supported national priorities and initiatives to improve the population’s health, Yes

for example, stop smoking campaigns, tackling obesity.

CCG England England
average average comparison

The percentage of patients with any or any 92.6% 94.6% 95.0% |No statistical variation

Smoking Indicator Practice




combination of the following conditions:
CHD, PAD, stroke or TIA, hypertension,
diabetes, COPD, CKD, asthma,
schizophrenia, bipolar affective disorder or
other psychoses whose notes record
smoking status in the preceding 12 months
(01/04/2018 to 31/03/2019) or)

Exception rate (number of exceptions). 1.2% (52) 0.6% 0.8% N/A

Consent to care and treatment

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

Y/N/Partial

Clinicians understood the requirements of legislation and guidance when considering

o . Yes
consent and decision making. We saw that consent was documented.
Clinicians supported patients to make decisions. Where appropriate, they assessed and Yes
recorded a patient’s mental capacity to make a decision.
The practice monitored the process for seeking consent appropriately. Yes
Policies for any online services offered were in line with national guidance. Yes




Notes: CQC GP Insight

q

GP Insight assesses a practice's data against all the other practices in England. We assess relative performance for the majority of indicators using a “z-score’
(this tells us the number of standard deviations from the mean the data point is), giving us a statistical measurement of a practice's performance in relation to
the England average. We highlight practices which significantly vary from the England average (in either a positive or negative direction). We consider that
z-scores which are higher than +2 or lower than -2 are at significant levels, warranting further enquiry. Using this technique we can be 95% confident that the
practices performance is genuinely different from the average. It is important to note that a number of factors can affect the Z score for a practice, for example
a small denominator or the distribution of the data. This means that there will be cases where a practice’s data looks quite different to the average, but still
shows as no statistical variation, as we do not have enough confidence that the difference is genuine. There may also be cases where a practice’s data looks
similar across two indicators, but they are in different variation bands.

The percentage of practices which show variation depends on the distribution of the data for each indicator, but is typically around 10-15% of practices. The
practices which are not showing significant statistical variation are labelled as no statistical variation to other practices.

N.B. Not all indicators in the evidence table are part of the GP insight set and those that aren’t will not have a variation band.
The following language is used for showing variation:

Variation Bands Z-score threshold |
Significant variation (positive) <-3

>-3 and £-2

>-2 and £-1.5
<1.5 and >-1.5

21.5 and <2

22 and <3

Significant variation (negative) >3

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

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

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

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

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

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

Note: The CQC GP Evidence Table uses the most recent validated and publicly available data. In some cases at the time of inspection this data may be
relatively old. If during the inspection the practice has provided any more recent data, this can be considered by the inspector. However, it should be noted
that any data provided by the practice will be unvalidated and is not directly comparable to the published data. This has been taken into account during the
inspection process.

Glossary of terms used in the data.
® COPD: Chronic Obstructive Pulmonary Disease
®  PHE: Public Health England
®  QOF: Quality and Outcomes Framework
°

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


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

