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Care Quality Commission 

Inspection Evidence Table 

Peel Precinct Surgery (1-6585753199) 

Inspection date: 16 April 2020 

This desk-based focused inspection was carried out to follow-up on a suspension notice in relation to 

Regulation 17 (Good governance) issued to the provider on 14 November 2019 and a subsequent Notice 

of Decision to cancel the provider’s registration issued on 7 January 2020 following our comprehensive 

inspection on 5 November 2019. The desk-based inspection focused on the concerns outlined in the 

suspension notice in relation to high-risk medicines, controlled drugs, antibiotic prescribing, safeguarding, 

management of patient-related documentation and records, patient safety alerts, evidence-based 

guidance, patient recall systems, two-week wait referrals and cervical screening. We did not review the 

ratings at this inspection. 

Overall rating: Not rated 

Safe       Rating: Not rated 

Safety systems and processes  

 

The provider could not demonstrate a proposed system and process to keep 

people safe and safeguarded from abuse. 
Safeguarding Y/N/Partial 

There was a lead member of staff for safeguarding processes and procedures. Yes 

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

No1,2,3 

There were policies covering adult and child safeguarding. Yes 

Partners and staff were trained to appropriate levels for their role. No3 

Explanation of any answers and additional evidence: 
 
The provider is currently suspended and there is no patient activity being undertaken at this location. This 
was a desk-based focused inspection and we asked the Lead GP to provide evidence of the systems and 
processes they had implemented since our last inspection in November 2019 to ensure people were kept 
safe and safeguarded from abuse should the service resume:  
 

1. At our inspection on 29 May 2019, the provider could not demonstrate effective systems and 
processes in place to safeguard patients from abuse. We found patients had not been 
appropriately coded and flagged on the clinical system to alert those accessing the notes that the 
child was vulnerable.  

2. At our inspection on 5 November 2019, the provider had reviewed the vulnerable children 
register and flagged on the clinical system those children coded as ‘child at risk’. However, in line 
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Safeguarding Y/N/Partial 

with safeguarding good practice, the provider had not taken a proactive or preventative approach 
and created a register and coded on the clinical system any siblings of children on child 
protection plans. Overall, we found the provider had not created risk registers for all vulnerable 
cohorts, could not provide a clear and sustainable plan of how registers would be updated and 
maintained. The provider did not have an awareness of the revised competency training 
requirements in relation to the updated Safeguarding Children and Young People: Roles and 
Competencies for Healthcare Staff (January 2019) or the Adult Safeguarding: Roles and 
Competencies for Health Care Staff (August 2018). We found the Lead GP had only undertaken 
adult safeguarding training the day before the inspection via an e-learning platform.  

3. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 
demonstrate compliance with the findings of our previous inspection on 5 November 2019. We 
reviewed the action plan which stated the provider had put in place risk registers for all 
vulnerable cohorts. The provider indicated that the practice manager or their support would 
monitor these patients on the vulnerable risk registers. The action plan stated that training needs 
would be met for staff but did not indicate to what level or frequency. The action plan indicated a 
‘completed’ status. However, the provider did not provide any documentary evidence to support 
any of these statements. We cannot be assured that the provider has implemented effective 
processes to demonstrate a consistent system for safeguarding vulnerable patients from abuse. 

 

 

Information to deliver safe care and treatment 

 

The provider could not demonstrate a proposed system and process to ensure staff 

had the information they needed to deliver safe care and treatment. 
 Y/N/Partial 

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

No1,2,3 

Referrals to specialist services were documented and there was a system to monitor delays 
in referrals.  

No4,5,6 

There was a documented approach to the management of test results, and this was 
managed in a timely manner. 

No7,8,9 

Explanation of any answers and additional evidence: 
 
The provider is currently suspended and there is no patient activity being undertaken at this location. This 
was a desk-based focused inspection and we asked the Lead GP to provide evidence of the systems and 
processes they had implemented since our last inspection in November 2019 to ensure staff had the 
information they needed to deliver safe care and treatment should the service resume: 
 

1. At the inspection on 29 May 2019, the provider could not demonstrate effective systems and 
processes in place to ensure that all electronic and paper patient-related correspondence was 
appropriately actioned in a timely manner and we found 458 active documents in the ‘DOCMAN’ 
documentation management system, some of which were 9 months old.  

2. At the inspection on 5 November 2019, the practice was still unable to demonstrate a robust, 
failsafe and sustainable system to manage patient-related electronic and paper documentation. 
The Lead GP told us they would continue to manage all patient correspondence themselves and 
proposed no alternative system to that seen at our inspection in May 2019.  

3. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 
demonstrate compliance with the findings of our inspection on 5 November 2019. On review of 
the action plan, we found it did not include any reference to action taken since our last inspection 
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in relation to record keeping. We cannot be assured that the provider had implemented effective 
systems and processes to manage electronic and paper patient-related correspondence. 

4. At the inspection on 29 May 2019, the provider was unable to demonstrate a failsafe system to 
manage and monitor urgent two-week wait referrals and Public Health England (PHE) data 
available for 1 April 2017 to 31 March 2018 for the number of new cancer cases treated 
(detection rate % of which resulted from a two-week wait referral) was zero per cent (CCG 
average 55.2%; England average 51.9%).  

5. At the inspection on 5 November 2019, the provider was unable to demonstrate access to 
guidance and protocols available for each urgent two-week wait referral pathway criteria and 
there was no plan of how patients referred under the two-week wait referral pathway would be 
monitored. 

6. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 
demonstrate compliance with the findings of our previous inspection on 5 November 2019. We 
reviewed the action plan which stated the provider had put in place a two-week wait protocol, a 
spreadsheet to log referrals, and that a lead would be nominated to follow-up on the two-week 
wait referral process. The provider did not submit any documentary evidence to support any of 
these statements. The action plan status for two-week wait referrals was ‘in progress’ so we 
cannot be assured that the provider had implemented effective systems and processes to 
monitor patients referred under the urgent two-week wait pathway. 

7. At the inspection on 29 May 2019, the provider failed to demonstrate a failsafe system to manage 
and monitor cervical smear screening undertaken at the practice.  

8. At the inspection on 5 November 2019, the provider was still unable to demonstrate a failsafe 
system to manage and monitor cervical screening undertaken at the practice. The provider 
shared a cervical screening protocol; however, this did not include the system and process to 
ensure that a result was received for each cervical screening sample sent for pathology. The 
Lead GP, who told us they planned to undertake cervical screening tests, could not demonstrate 
that they had undertaken cervical screening competency training, including Liquid Based 
Cytology. 

9. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to demonstrate 
compliance with the findings of our inspection on 5 November 2019. On review of the action plan, 
we found it did not include any reference to action taken since our last inspection in relation to 
cervical screening. We cannot be assured that the provider had implemented effective systems 
and processes to manage and monitor cervical smear screening undertaken at the practice.  

 

 

Appropriate and safe use of medicines 

 

The provider could not demonstrate a proposed systems to ensure the appropriate 

and safe use of medicines, including medicines optimisation 
Medicines management Y/N/Partial 

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

No1,2,3 

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

No4,5,6 

The practice had taken steps to ensure appropriate antimicrobial use to optimise patient 
outcomes and reduce the risk of adverse events and antimicrobial resistance. 

No7,8,9 

Explanation of any answers and additional evidence: 
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Medicines management Y/N/Partial 

The provider is currently suspended and there is no patient activity being undertaken at this location. This 
was a desk-based focused inspection and we asked the Lead GP to provide evidence of the systems and 
processes they had implemented since our last inspection in November 2019 to ensure the appropriate 
and safe use of medicines, including medicines optimisation: 

 

1. At the inspection on 29 May 2019, we found the provider failed to demonstrate a consistent 
system for monitoring patients prescribed high-risk medicines. In particular, we had specific 
concerns with the monitoring and management of patients on the high-risk medicines. In addition, 
the practice had an undated high-risk medicines policy.   

2. At the inspection on 5 November 2019, we found the provider had taken some action. However, 
we continued to be concerned that the Lead GP was unaware of the correct monitoring schedule 
for two high-risk medicines discussed at the inspection, the GP locum pack did not include 
reference to the management of patients on high-risk medicines and the high-risk medicines 
policy had not been updated with the monitoring schedule for all high-risk medicines. 

3. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 
demonstrate compliance with the findings of our previous inspection on 5 November 2019. We 
reviewed the action plan which stated the provider planned to put in place a spreadsheet to 
monitor patients on high-risk medicines, place posters with high-risk medicine guidance in clinical 
rooms, undertake a warfarin audit and update the locum GP induction handbook to include high-
risk medicines. There was no reference to a specific high-risk medicine policy. The provider said 
they would schedule regular face-to-face training and learning around high-risk medicines and 
communicate with stakeholders for support and guidance around high-risk medicines to improve 
services. The provider did not submit any documentary evidence to support any of these 
statements. The action plan status for high-risk medicines was ‘in progress’ so we cannot be 
assured that the provider had implemented effective systems and processes to monitor the safe 
prescribing of high-risk medicines. 

4. At the inspection on 29 May 2019, the provider failed to demonstrate a system to monitor the 
prescribing of controlled drugs, for example, unusual prescribing, quantities, doses, formulations 
and strengths, or any formal audit of controlled drug prescribing at the practice. In addition, we 
had a specific concern with one patient prescribed tramadol. 

5. At the inspection on 5 November 2019, the provider was still unable to demonstrate how patients 
on controlled drugs would be monitored and managed. The provider was unable to demonstrate 
that a comprehensive review had been undertaken of all patients identified as on controlled drugs 
to determine if prescribing was in line with guidance. 

6. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 
demonstrate compliance with the findings of our inspection on 5 November 2019. On review of 
the action plan, we found it did not include any reference to action taken since our last inspection 
in relation to the management of patients on controlled drugs. We cannot be assured that the 
provider had implemented effective systems and processes to monitor the safe prescribing of 
controlled drugs. 

7. At our inspection on 29 May 2019, we found the Lead GP was unaware that prescribing data for 
the antibiotics co-amoxiclav, cephalosporins and quinolones was considerably above the local 
and national averages and was not prescribing first choice antibiotics for uncomplicated lower 
urinary-tract infections in line with national guidance. In addition, the Lead GP had not heard of 
TARGET (Treat Antibiotics Responsibly, Guidance, Education, Tools) despite it being raised as a 
finding of an Infection Prevention and Control audit undertaken in March 2019, which had a 
timeline to register and complete training within a four-week timeframe.  

8. At our inspection on 5 November 2019, the provider could not demonstrate that a comprehensive 
review of patients on antibiotics, specifically cephalosporins and quinolones, had been 
undertaken to demonstrate if prescribing was in line with guidance. The Lead GP had not 
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Medicines management Y/N/Partial 

completed TARGET training at the time of the inspection; although a training session had been 
booked for a future date. 

9. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 
demonstrate compliance with the findings of our inspection on 5 November 2019. On review of 
the action plan, we found it did not include any reference to action taken since our last inspection 
in relation to antibiotic prescribing. We cannot be assured that the provider had implemented 
effective systems and processes to monitor the prescribing of antibiotics. 

 

 

Safety alerts Y/N/Partial 

There was a system for recording and acting on safety alerts. No1,2,3 

Explanation of any answers and additional evidence: 
 
The provider is currently suspended and there is no patient activity being undertaken at this location. This 
was a desk-based focused inspection and we asked the Lead GP to provide evidence of the systems and 
processes they had implemented since our last inspection in November 2019 to demonstrate a system 
for the receiving, disseminating and acting upon all alerts and information relevant to general practice: 
 

1. At the inspection on 29 May 2019, the provider could not demonstrate a consistent system for 
receiving, recording and acting on patient safety alerts. The Lead GP told us they relied on 
information received through the Brent Prescribing Snippets Bulletin and maintained a 
spreadsheet of alerts relevant to the practice service type and population. However, we found the 
spreadsheet was incomplete.  

2. At the inspection on 5 November 2019, we found the provider had registered to receive 
appropriate alerts and had undertaken patient searches in relation to the specific findings of our 
previous inspection. However, the provider had not acted upon the findings of the patient search 
and reviewed any patient records individually. The provider demonstrated an alert spreadsheet, 
which was maintained by the Lead GP, but we found that this was incomplete and did not include 
reference to all medicine alerts relevant to the practice service type and population.   

3. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 
demonstrate compliance with the findings of our previous inspection on 5 November 2019. We 
reviewed the action plan which stated the provider had a new safety alerts protocol and a safety 
alerts log. It stated the practice manager and GP would lead on this and alerts would be added to 
a meeting agenda. The action plan indicated a ‘completed’ status. However, the provider did not 
provide any documentary evidence to support any of these statements. We cannot be assured 
that the provider had implemented effective processes to demonstrate a consistent system for 
receiving, recording and acting on patient safety alerts. 

 

 

Effective      Rating: Not Rated 
 

Effective needs assessment, care and treatment  

 

The provider could not demonstrate a proposed system to ensure that patients’ 

care and treatment would be delivered in line with current legislation, standards 

and evidence-based guidance supported by clear pathways and tools. 
 Y/N/Partial 
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The practice had systems and processes to keep clinicians up to date with current 
evidence-based practice. 

No1,2,3 

Patients’ treatment was regularly reviewed and updated.  
 

No4,5,6 

Explanation of any answers and additional evidence: 

 

The provider is currently suspended and there is no patient activity being undertaken at this location. This 
was a desk-based focused inspection and we asked the Lead GP to provide evidence of the systems and 
processes they had implemented since our last inspection in November 2019 to ensure that patients’ care 
and treatment would be delivered in line with current legislation, standards and evidence-based guidance 
supported by clear pathways and tools:  
 

1. At the inspection on 29 May 2019, we found the provider could not demonstrate a system in 
place to keep clinicians up-to-date with current evidence-based practice. We reviewed the 
management of care around some of the population groups and found the Lead GP was not 
aware of recent guidance in relation to patients who had received treatment in hospital or through 
out-of-hours services for an acute exacerbation of asthma, recent guidance in relation to chronic 
obstructive pulmonary disease (acute exacerbation), antimicrobial prescribing guidance and did 
not consistently follow guidance for ambulatory blood pressure monitoring for patients suspected 
of hypertension.  

2. At the inspection on 5 November 2019, we found the Lead GP had undertaken a one-day GP 
update course and had reviewed the specific guidance raised at the last inspection and was now 
aware of the guidance. However, the Lead GP was not aware of latest guidance in relation to 
hypertension, cardiovascular disease (CVD) prevention and some prescribing in relation to 
recent medicine alerts which had not been acted upon. 

3. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 
demonstrate compliance with the findings of our inspection on 5 November 2019. On review of 
the action plan, we found it did not include any reference to action taken since our last inspection 
in relation to evidence-based guidance. We cannot be assured that the provider had 
implemented effective systems and processes to ensure patient treatment is carried out in line 
with evidence-based guidance. 

4. At the inspection on 29 May 2019, the provider failed to demonstrate a process to recall patients 
systematically, for example, for long-term condition management. The practice told us patients 
were followed-up opportunistically.  

5. At the inspection on 5 November 2019, the practice told us that they planned to recall patient 
systematically. However, the Lead GP could not demonstrate how this would be undertaken and 
there had been no assessment of clinical capacity to manage patient systematically recalled for 
review.  

6. At our follow-up inspection on 16 April 2020, the provider submitted an action plan to 

demonstrate compliance with the findings of our previous inspection on 5 November 2019. We 

reviewed the action plan which stated the provider had put in place a call/recall protocol and 

system for the Quality and Outcomes Framework (QOF), cancer screening, child immunisations, 

flu, asthma/COPD, smoking cessation and admissions avoidance for over 75’s. There was no 

reference to how this would be undertaken. The action plan indicated a ‘completed’ status. 

However, the provider did not provide any documentary evidence to support any of these 

statements. We cannot be assured that the provider had implemented an effective system to 

recall patients systematically. 
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Well-led      Rating: Not Rated 

Governance arrangements 

The provider could not demonstrate a proposed system and process to support 

good governance and management.  
 Y/N/Partial 

There were governance structures and systems which were regularly reviewed. No1,2 

Explanation of any answers and additional evidence: 
 

1. We asked the provider to submit evidence to demonstrate compliance with the suspension notice 
and subsequent Notice of Decision to cancel the provider’s registration. The provider submitted 
an incomplete action plan with no supporting documentary evidence. The action plan did not 
specifically relate to the specific concerns outlined in the suspension notice in relation to 
Regulation 17 (Good governance). For example, the action plan did not reference controlled 
drugs, antibiotic prescribing, record keeping (DOCMAN), evidence-based guidance and cervical 
screening.   

2. On review of the information submitted by the provider to demonstrate compliance with Regulation 
19 (Good governance), we were not assured that the provider had taken sufficient action to 
address all the safety and governance concerns raised in order to improve the overall effectiveness 
and resilience of the service to ensure safe and effective care for patients. We continue to be 
specifically concerned about the systems to support the management of patients on high-risk 
medicines, controlled drugs, antibiotic prescribing, safeguarding, management of patient-related 
documentation, patient safety alerts, evidence-based guidance, patient recall, two-week wait 
referrals and cervical screening management.  

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” 

(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 

Variation (positive) >-3 and ≤-2 

Tending towards variation (positive) >-2 and ≤-1.5 

No statistical variation <1.5 and >-1.5 

Tending towards variation (negative) ≥1.5 and <2 

Variation (negative) ≥2 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%. 
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• 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.cqc.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
https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices
https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices
https://www.cqc.org.uk/guidance-providers/gps/how-we-monitor-gp-practices

