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Overall rating: Requires Improvement 
At our September 2021 inspection we found that the provider did not always provide care and 

treatment in a safe way. The systems, processes and records kept to support Do Not Attempt 

Cardiopulmonary Resuscitation (DNACPR) decisions made for, or with, patients were inadequate. 

Patients prescribed high risk medicines were not always appropriately managed or monitored in a 

timely way. We saw that three patients being prescribed high risk medicines had not had the 

recommended monitoring. We saw that combinations of medicines had been prescribed which were 

subject to a Medicines and Healthcare products Regulatory Agency (MHRA) alert. Also, in September 

2021, the provider could not provide assurances that blood results were checked by clinicians at the 

time of signing repeat prescriptions. Structured and comprehensive medicines reviews were not always 

carried out. Some patients had not had correct read codes applied to their records. This meant that 

these patients were at risk of not being treated or monitored appropriately. 

 

In March 2022, we carried out a focused announced unrated inspection to check compliance with the 
warning notice issued in respect of the concerns found in September 2021. At this inspection we saw that 
some progress had been made towards compliance with Regulation 12, Safe Care and Treatment, of the 
Health and Social Care Act 2008. However, we identified that there were still concerns around do not 
attempt cardiopulmonary resuscitation orders, high risk medications, management of test results, 
medication reviews and potentially missed diagnoses of diabetes. 

Safe       Rating: not rated 

Safety systems and processes  

The practice did not have clear systems, practices and processes to keep people 

safe and safeguarded from abuse. 

Safeguarding Y/N/Partial 

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

Y  

There was active and appropriate engagement in local safeguarding processes. Y  

The Out of Hours service was informed of relevant safeguarding information. Y  

There were systems to identify vulnerable patients on record. Partial  



Safeguarding Y/N/Partial 

There were regular discussions between the practice and other health and social care 
professionals such as health visitors, school nurses, community midwives and social 
workers to support and protect adults and children at risk of significant harm. 

Partial  

Explanation of any answers and additional evidence: 

Evidence of safeguarding alerts on adult and children’s records were seen during our remote records 
review. We reviewed three patient records where children were subject to safeguarding concerns. We 
saw there were no alerts on any of the parents’ or adult family members’ records which would link them 
to the child. There was also an alert missing from the younger sibling of one child. This poses a risk 
because, if records are not correctly coded, staff may not realise that there are safeguarding concerns 
within a family when seeing a patient and they may not make an adequate assessment or refer for 
support appropriately. Following our inspection, the provider told us they had rectified this by adding 
codes to the clinical records. 
 
The active engagement with school nurses and health visitors had reduced during the pandemic. The 
provider told us they still had contact with the service when needed, including some remote meetings.  

 
 

Information to deliver safe care and treatment 

Staff did not have the information they needed to deliver safe care and treatment. 

 Y/N/Partial 

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

N  

There was appropriate clinical oversight of test results, including when reviewed by non-
clinical staff. 

 N 

Explanation of any answers and additional evidence: 

We saw that 86 pathology results were waiting to be processed dating from 4 March 2022 to 10 March 
2022. There were some abnormal results from 4 and 7 March 2022 that had not yet been viewed or 
actioned on the day of our 10 March 2022 inspection. The practice’s policy was that all results should be 
actioned with seven days. This poses a potential risk that abnormal results requiring more prompt action 
may be missed (for example, urine sample results confirming a urinary tract infection which should be 
treated with antibiotics promptly).  
 
We saw that there were 905 tasks outstanding, to be completed on the afternoon of the records review. 
However, there did not appear to be any urgent outstanding tasks that had not been started. 

 

Appropriate and safe use of medicines 

The practice did not have systems for the appropriate and safe use of medicines, 

including medicines optimisation 

Note: ‰ means per 1,000 and it is not a percentage. 

Medicines management Y/N/Partial 

There was a process for the safe handling of requests for repeat medicines and evidence 
of structured medicines reviews for patients on repeat medicines. 

 Partial 



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. 

Partial  

Explanation of any answers and additional evidence: 

Some improvements in high-risk medicine monitoring were seen compared with the previous 
inspection. The provider told us that they had worked tirelessly to produce new policies regarding 
medicines’ management against the backdrop of a global pandemic which had significantly increased 
workload for practices. There was a process in place to ensure patients prescribed any high-risk 
medicines were up to date with their monitoring, but the process was not always effective. We saw that: 

a. Lithium (A medicine used to treat serious mental illness): All monitoring checks were up to 
date for all patients. Lithium was being authorised as a repeat medication template for 12 
months at a time. This means that clerical staff could issue a script to a patient for a year 
without a clinician checking that the required monitoring had been done, which potentially 
compromised individual patient safety.  

b. Spironolactone (A medicine used to treat heart failure and control blood pressure): four out 
of the nine patients we identified who were prescribed this medicine potentially had not 
had kidney function checks in the last six months. 

c. ACE inhibitors/ARBs (A medicine used to control blood pressure): 54 out of 727 patients 
we identified being prescribed this medicine potentially had not had kidney function checks 
in the last 18 months. The risk of not monitoring appropriately is impairment of kidney 
function and high potassium levels in the blood which could lead to heart rhythm 
disturbances including cardiac arrest. 

d. Warfarin (A medicine used to thin the blood to reduce the risk of stroke and blood clots): 
One out of 28 patients potentially had not had an INR result recorded in the last 56 days. 
However, this patient had a very stable INR and a clinical decision had been made to 
monitor them every 12 weeks. Warfarin was being authorised as a repeat medication 
template for 12 months at a time. This means that clerical staff could issue a prescription 
to a patient for a year without a clinician checking that the required monitoring had been 
done, which potentially compromised individual patient safety. . 

e. Direct acting Oral Anticoagulants [DOACs] (These are medicines used to thin the blood to 
reduce the risk of stroke and blood clots): 43 out of 154 patients we identified being 
prescribed these medicines had not had an up-to-date creatinine clearance level recorded 
in the last 12 months to ensure that they were on the correct dose. DOACs are removed 
from the body by the kidneys and for patients with reduced kidney function, they may be 
removed more slowly resulting in an increased risk of bleeding which could be significant 
and fatal. It is therefore important that the correct dose of a DOAC is prescribed based on 
a patient’s kidney function. The MHRA has advised that Creatinine Clearance should be 
calculated for patients prescribed Novel oral anticoagulants, as this is the best way to 
assess kidney function and determine what dose the patient should be given. If a patient’s 
kidney function is not assessed prior to starting a DOAC and they have impaired kidney 
function, they could be prescribed too high a dose and could be at risk of having a 
significant bleeding event.  
 

Disease Modifying Anti-Rheumatic Drugs (DMARDs): Evidence was seen of the process that is in place 
for monitoring DMARDs, which are medicines used to treat inflammatory conditions such as rheumatoid 
arthritis: 
 

f. Methotrexate: All patients were up to date with monitoring checks. However, Methotrexate 
was being authorised on a repeat medication template for 12 months at a time. This 



Medicines management Y/N/Partial 

means that clerical staff could issue a script to a patient for a year without a clinician 
checking that monitoring had been done.  

g. Azathioprine: All patients were up to date with monitoring checks. We identified one 
patient who had no record of a Shared Care Agreement in their notes. The practice’s 
medication policy states that a copy of the Agreement should be obtained. Azathioprine 
was being authorised on a repeat medication template for 12 months at a time. This 
means that clerical staff could potentially issue a script to a patient for a year without a 
clinician checking that monitoring had been done.  

h. Leflunomide: We identified one patient who was overdue a weight check and had been 
recalled in January 2022 to arrange this but had not responded to the contact. The 
provider told us they would try to make contact with the patient again. 

 

Track record on safety and lessons learned and improvements made 

The practice did not have an effective system to learn and make improvements 

when things went wrong. 

Significant events Y/N/Partial 

The practice monitored and reviewed safety using information from a variety of sources. Y  

Staff knew how to identify and report concerns, safety incidents and near misses. Y  

There was a system for recording and acting on significant events. Y  

Staff understood how to raise concerns and report incidents both internally and externally.  Y 

There was evidence of learning and dissemination of information.  Y 

Number of events recorded in last 6 months: 4  

Number of events that required action: Unknown / not sufficient detail unknown 

Explanation of any answers and additional evidence: 

The practice had recorded four incidents since the last inspection. A significant event matrix was 
submitted to us ahead of the inspection. The columns marked “learning points, team discussion, 
mitigating factors, actions, impact or likelihood of recurrence” were left blank for all of these incidents. 
Only one incident contained a description of the event. There was nothing to indicate from this matrix 
that these events had been dealt with or learned from. However, the provider told us that they inform 
staff of significant events via a messaging platform. The provider told us they discuss events every 
month at team meetings, and in between as required, and learn from their actions and that there had 
been some delays in closing down events due to waiting for information from third parties. 

 

Example(s) of significant events recorded and actions by the practice. 

Event Specific action taken 

(not described by provider) Category: 
documentation 

Incident occurred 6 September 2021. Reported 1 October 
2021. For discussion on 17 March 2022. No interim action or 
learning documented on matrix. 

 Prescribing error Incident occurred 17 February 2022. Reported 21 February 
2022. For discussion on 17 March 2022. No interim action or 
learning documented on matrix. 

 



Safety alerts Y/N/Partial 

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

Staff understood how to deal with alerts. Partial  

Explanation of any answers and additional evidence: 

The practice had a process in place for managing and taking action in response to safety alerts, but our 
searches identified some patients that were still being prescribed certain medications without any 
supporting rationale recorded.  

a. Amlodipine and Simvastatin 40mg: Where the risk of muscle problem side effects from 
taking a statin is increased if a higher dose of Simvastatin is taken with Amlodipine. A 
Medicines and Healthcare products Regulatory Agency (MHRA) safety alert from 
December 2014 advised about reducing the statin dose or switching to an alternative 
statin. Five patients on a combination of these medications were identified by the CQC 
searches. Two of these had already been switched to an alternative statin. The three other 
patients were switched to alternative statins on the day of the inspection, after our 
searches were completed. 

b. Clopidogrel and Omeprazole: 17 patients had potentially been prescribed this combination 
of medicines. An MHRA safety alert from December 2014 advised that use of Clopidogrel 
and Omeprazole together should be discouraged unless essential as Omeprazole reduces 
the beneficial effect of Clopidogrel in protecting against heart attack and stroke. 

c. Sodium Valproate: Five patients of childbearing age were on this medication. An MHRA 
safety alert from March 2018 and updated in January 2021 stated that Valproate must not 
be used in any woman or girl able to have children unless there is a pregnancy prevention 
programme (PPP) in place. This is designed to make sure patients are fully aware of the 
risks and the need to avoid becoming pregnant. This includes the completion of a signed 
risk acknowledgement form when their treatment is reviewed by a specialist, at least 
annually. Three patients had a pregnancy prevention programme in place. Two patients 
did not have a pregnancy prevention programme in place and this issue was also flagged 
at the previous inspection in September 2021. A task had been sent to the practice 
Pharmacist by a GP after the last inspection in September 2021 asking for guidance, but 
had only been followed up in early March 2022. One patient had been referred back to 
secondary care for assessment and the other patient was due to have a review with a GP 
two weeks after our inspection. 

 



 

Effective      Rating: not rated 
QOF requirements were modified by NHS England for 2020/21 to recognise the need to reprioritise 

aspects of care which were not directly related to COVID-19. This meant that QOF payments were 

calculated differently. For inspections carried out from 1 October 2021, our reports will not include QOF 

indicators. In determining judgements in relation to effective care, we have considered other evidence as 

set out below. 

Effective needs assessment, care and treatment  

Patients’ needs were not always assessed, and care and treatment was not always 

delivered in line with current legislation, standards and evidence-based guidance 

supported by clear pathways and tools. 

 Y/N/Partial 

The practice had systems and processes to keep clinicians up to date with current 
evidence-based practice. 

 Y 

Patients’ immediate and ongoing needs were fully assessed. This included their clinical 
needs and their mental and physical wellbeing. 

Partial 

Patients’ treatment was regularly reviewed and updated. Partial 

Explanation of any answers and additional evidence: 

 

 

Management of people with long term 

conditions 

 

Findings  

• Our Clinical records’ search showed there were 175 patients with a potential missed diagnosis of 
Chronic Kidney Disease (CKD) stage three to CKD stage five. Three of these records were 
reviewed. All these patients had CKD stage three and had not been coded as having this condition 
which does require annual monitoring. However, these patients were having monitoring as part of 
the management of other long-term conditions, which reduced their individual risk. One patient 
had not had a urine (Albumin to Creatinine Ratio) check to assess for protein in their urine which 
can indicate kidney damage as per NICE guidance.  

• There were four potential missed diagnoses of diabetes identified through our searches 
(compared with ten at the previous inspection). One patient had not been coded as having pre-
diabetes, but the provider had added the code on the day of the inspection after the searches had 
been undertaken by the inspection team. The other patients were coded correctly.  

• Long term conditions: The records review showed that a number of patients were overdue long-
term condition reviews (for example, for asthma, COPD, rheumatoid arthritis, hypertension, 
coronary heart disease, diabetes) by more than 12 months. For example, one patient was due a 
rheumatoid arthritis review in August 2021 and one patient was due an Asthma review in July 
2021. 

• Medication reviews: Some improvements in this area were evident since our previous inspection 
in September 2021. Examples of these were seen during the records review including discussions 
regarding compliance and side effects, as well as checks on monitoring, with patients being 
recalled if monitoring was overdue. Four records we reviewed further did not indicate areas of 

 



 

improvement. Three medication reviews done by one of the GPs showed that a code had been 
added to the patient record indicating that a medication review had been undertaken, but there 
was no record of a formal, structured discussion with the patient regarding the risks of long-term 
use of certain medications. One record we looked at showed a patient was overdue a medication 
review.  

 

Note: Please refer to the CQC guidance on Childhood Immunisation data for more information:  https://www.cqc.org.uk/guidance-providers/gps/how-we-

monitor-gp-practices 

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. 

 

 Y/N/Partial 

Clinicians took part in national and local quality improvement initiatives. Y  

The practice had a programme of targeted quality improvement and used information 

about care and treatment to make improvements. 
Y  

 

 

Any additional evidence or comments 

The practice was doing audit and quality improvement work to improve patient care. Examples of three 
audits were seen. 

 

Consent to care and treatment 

The practice was unable to demonstrate that it 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 
consent and decision making. We saw that consent was documented.  

Partial   

Clinicians supported patients to make decisions. Where appropriate, they assessed and 

recorded a patient’s mental capacity to make a decision. 
Partial  

Do Not Attempt Cardio Pulmonary Resuscitation (DNACPR) decisions were made in line 

with relevant legislation and were appropriate. N  

Explanation of any answers and additional evidence: 

At our September 2021 inspection we saw that improvements needed to be made in respect of the 
processes for applying Do Not Attempt Cardio Pulmonary Resuscitation (DNACPR) decisions. At our 
March 2022 inspection we saw that improvements still needed to be made.  

a. Three patients did not have a copy of their DNACPR order in their records. The provider 
told us that clinicians had been asked to make more detailed records in the notes of 
DNACPR decisions and mental capacity assessments. A detailed capacity assessment 
was seen in the record of one of these patients, but no other capacity assessments had 
been recorded. 

b. Recalls reviewing DNACPR were seen on some patient records, but one patient had not 
had their DNACPR reviewed in the last 12 months. 



 

c. Two DNACPRs were visible in patients’ records. One patient’s DNACPR had not been 
completed fully and was missing information about discussions with third parties. This 
presented a risk to the safety of these patients. 

Well-led      Rating: Not rated 

Culture 

The practice culture did not effectively support high quality sustainable care. 
 Y/N/Partial 

There were systems to ensure compliance with the requirements of the duty of candour.  Partial 

The practice encouraged candour, openness and honesty. Yes 

Explanation of any answers and additional evidence: 

The provider’s significant event matrix did not provide assurance that all significant events 
and near misses had been accurately recorded in a timely manner or discussed with those 
affected, or as a learning opportunity with the wider team. However, we were told by the 
provider that they used other methods of discussion which including a cloud-based 
messaging platform, and that events were discussed regularly within the team. 

 

 

Governance arrangements 

The overall governance arrangements were ineffective. 
 Y/N/Partial 

There were governance structures and systems which were regularly reviewed. Partial  

Explanation of any answers and additional evidence: 
On the day of our inspection we saw that some systems of clinical safety and clinical 
effectiveness needed to be improved. 

 

 

Managing risks, issues and performance 

The practice did not have clear and effective processes for managing risks, issues 

and performance. 

 Y/N/Partial 

There were assurance systems which were regularly reviewed and improved.  Partial 

There were processes to manage performance. Partial  

There was a quality improvement programme in place.  Y 

There were effective arrangements for identifying, managing and mitigating risks. Partial  

Explanation of any answers and additional evidence: 
There were some governance structures and systems in place, but the provider did not always 
demonstrate that these were being adhered to or were working effectively within the practice to mitigate 
risks and increase patient safety. 
Where clinicians deviated from practice policies or clinical guidance, the provider did not always 
effectively offer challenge to mitigate the risks to patients. 

 



 

Continuous improvement and innovation 

There was little evidence of systems and processes for learning, continuous 

improvement and innovation. 

 Y/N/Partial 

There was a strong focus on continuous learning and improvement.  Partial  

Learning was shared effectively and used to make improvements. Partial  

Explanation of any answers and additional evidence: 
We saw examples of improvements at the practice which included significant improvements in the 
reduction of antibiotic prescribing and high dose opioid prescribing. 
 
The provider had shown some improvements in some areas over time, but has yet to fully embed and 
sustain these improvements to continue through an improvement trajectory . 

 
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%. 

 

• 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. 

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


 

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. 

•  

• ‰ = per thousand. 


