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Care Quality Commission 
Inspection Evidence Table 

Dr Poolo's Surgery - Rush Green Medical Centre (1-542271050) 

Inspection date: 10 June 2021 

Date of data download: 25 May 2021 

 
We carried out this announced focused inspection on 10 June 2021 to check whether the practice 
had made improvements in relation to the issues we identified at our previous inspection in March 
2021. This report covers our findings in relation to those specific areas, is not rated, and does not 
change the current ratings held by the practice.  
 
At this inspection, we found the provider had taken action to address the issues we identified at the 
previous inspection, although there were still some areas which remained in breach of the 
Regulations.  
 

 
Safe        

 
Safety systems and processes  

The practice had made changes to their processes to keep people safe and 
safeguarded from abuse, however they had not yet established a system to 
effectively and proactively monitor vulnerable patients.  

Safeguarding Y/N/Partial 

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

There were systems to identify vulnerable patients on record. No  

Disclosure and Barring Service (DBS) checks were undertaken where required. Yes  

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: 

At our previous inspection, the practice could not provide evidence of completed adult and child 
safeguarding training for a clinical staff member. At this inspection, we checked a sample of staff 
training records for adult and child safeguarding and found those staff members had completed 
safeguarding training to the appropriate level.  
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Safeguarding Y/N/Partial 

At our previous inspection, we could not be assured that patients were being appropriately 
safeguarded, as there did not appear to be effective systems in place to proactively monitor patients at 
risk. At this inspection, the practice had safeguarding registers in place for vulnerable children and 
adults, which were kept on the practice’s shared drive; however, these registers listed the patients 
names and dates of birth, but did not contain any details as to why they were at risk or on the register. 
We checked a sample of records on the clinical system for patients on the safeguarding registers and 
found that some did not have a pop-up alert attached to their record to notify staff that they are 
vulnerable, and some did not have any information recorded in their summary record as to why they 
were at risk; we also identified one adult patient who should not have been on the safeguarding register. 
We were told that the safeguarding lead is in the process of working through the registers to check 
they are accurate, and that they are responsible for monitoring these registers going forward. We were 
told the safeguarding lead had spoken with the health visitor for Havering the day before our site visit, 
however this discussion was not documented. We saw that, as of the 21 May 2021 practice meeting, 
the practice had started to use a set agenda for their meetings, which included safeguarding as a 
standing agenda item. Due to our findings, we could still not be assured that the practice had 
implemented an effective system to proactively monitor vulnerable patients.  

At our previous inspection, we found that for a particular member of staff the DBS check was around 
seven years old and had been carried out by a previous employer, and the practice had not completed 
a risk assessment in relation to accepting a DBS check from another employer, and could not tell us 
how frequently they carry out DBS checks for staff. At this inspection, we reviewed the staff files for 
two recently recruited staff members and found there were DBS checks in place, although for one staff 
member this check had been carried out by a previous employer. We were told the practice had since 
implemented a new recruitment policy and DBS policy, which set out that the practice would always 
carry out their own DBS checks for new starters, regardless of how recently the existing DBS check 
had been completed.  

 

Recruitment systems Y/N/Partial 

Recruitment checks were carried out in accordance with regulations (including for agency 
staff and locums). 

Yes  

Explanation of any answers and additional evidence: 

At our previous inspection, we found that for a specific staff member there was no signed contract of 
employment in place, nor was there a job description in relation to some of the aspects of their role, 
and there was a lack of clarity around the staff member’s role and responsibilities. At this inspection, 
we reviewed the staff files for two recently recruited staff members and saw evidence that appropriate 
checks had been carried out (such as proof of identity, CV, interview notes, references, signed contract 
and confidentiality agreement). The practice had created a checklist for recruitment, to ensure that all 
the required documentation is obtained and checks completed for new starters. 

We saw there were gaps on the staff matrix for some staff members’ records of immunisation, but were 
told this is in the process of being worked on.  
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Information to deliver safe care and treatment 

Staff generally had the information they needed to deliver safe care and treatment, 
except in relation to medication review records and some aspects of clinicians’ 
record keeping. 
 Y/N/Partial 

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

Partial  

Explanation of any answers and additional evidence: 

At our previous inspection, we identified that the practice had added an inappropriate code to two 
patients’ records in relation to cervical screening and in doing so put patients at risk of not being invited 
to attend an appointment for screening. At this inspection, the practice had carried out an audit to 
identify those patients affected by the use of this code. We reviewed the specific patients’ records and 
found the inappropriate code had been removed and the patients had been re-invited to attend for 
cervical screening.  

At our previous inspection, we found instances where actions had been coded on patients’ records as 
having taken place when there was no evidence that they had, we identified records where patients 
with chronic diseases had not been coded appropriately, we also found instances of poor record 
keeping where it was unclear which of the practice’s clinicians had been present during the consultation 
with the patient. At this inspection, we found there had been improvement in the coding of patients with 
long-term conditions and we did not identify any instances where it was unclear within the record which 
clinician was carrying out the consultation. However, we did find some further examples where 
medication reviews had been coded as having taken place without evidence in the record of an actual 
structured medication review.  

At our previous inspection, some of the records we reviewed written by a specific clinician 
demonstrated significant record keeping issues, with a failure to keep accurate, detailed and 
contemporaneous records. At this inspection, we saw there had been some improvement in terms of 
the clinician’s record keeping, although some of the records we checked did contain brief information 
and required further improvement. A GP who was independent of the practice had carried out 
consultation audits, looking at a sample of consultations completed by all the practice GPs against 
Royal College of General Practitioners (RCGP) guidance; they had identified examples of good 
practice, as well as areas for improvement. The audit documentation suggests the consultation audits 
be repeated in six weeks’ time. 

 
Appropriate and safe use of medicines 

Patients prescribed high-risk medicines were monitored appropriately, however 
there was still further improvement required in relation to documenting and 
carrying out medication reviews. 

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  

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. 

Yes  
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Medicines management Y/N/Partial 

Explanation of any answers and additional evidence: 

At our previous inspection, we found 20 instances where medication reviews had been coded as having 
taken place with no evidence in the record of an actual structured medication review; some of the 
medication review codes we found had been entered by an administrative staff member and some by 
the lead GP. At this inspection, we reviewed a sample of medication reviews completed since 18 March 
2021 (when the practice was issued with a notice of suspension). We found for two out of the six 
records we checked there was evidence of a clear, structured medication review. However, for the 
remaining four records we again found that medication reviews had been coded as having taken place 
without evidence in the record of an actual structured medication review – only the medication review 
code had been entered without any further information. We were told by one of the GPs that they had, 
in the last month, started using a medication review template which has prompts for what information 
needs to be recorded and this has improved their record keeping for medication reviews. We were also 
told the practice is to undertake an audit of patients’ medication reviews using the medication review 
code. 

At our previous inspection, we reviewed a sample of records for patients prescribed high-risk medicines 
which require monitoring and identified examples where the medicines had been prescribed without 
evidence in the clinical record that appropriate monitoring had taken place or test results had been 
checked by clinicians prior to prescribing to ensure patient safety. At this inspection, we found there 
were no patients prescribed certain high-risk medicines (methotrexate, azathioprine, lithium and 
warfarin) without the required monitoring having been carried out and documented. The practice had 
removed high-risk medicines from repeat prescriptions and made them acute, and had put a system in 
place using a spreadsheet to monitor patients on high-risk medicines. We were told the practice’s 
salaried GP has taken on overall responsibility for high-risk medicines monitoring.  

 
Track record on safety and lessons learned and improvements made 

The practice had taken action to ensure prescribing was in line with safety alerts. 

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 previous inspection, we found there was a lack of clarity in relation to the system for recording 
and acting upon safety alerts. We also found there was no action taken by the practice to review and 
act upon historical safety alerts, as evidenced by the examples of prescribing we found which were 
contrary to safety alerts (we saw that patients had been prescribed medicines which should not be 
prescribed together).  

At this inspection, we found that the practice had taken appropriate action in relation to the patients 
we had identified previously who were prescribed medicines against safety alerts; for example, by 
reducing the dose of the medicine or switching the patient to an alternative prescription. We reviewed 
the clinical record system and carried out searches looking at specific combinations of medicines, and 
did not identify any prescribing contrary to these safety alerts.  
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Staff were able to describe the system for acting upon safety alerts, which involved the IT manager 
receiving alerts by email, and sending screen alerts to clinicians on the clinical system to alert them, 
as well as recording them on the practice’s computer system. The practice was using a spreadsheet 
to record safety alerts received, document the results from any patient searches completed, and 
record the actions taken in response to the alerts.  
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Effective       
 
 
Effective needs assessment, care and treatment  

The practice had made improvements in regards to ensuring care and treatment 
was delivered in line with standards and evidence-based guidance, although there 
was further work needed in terms of management of diabetes patients. 
 Y/N/Partial 

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

Partial  

Patients presenting with symptoms which could indicate serious illness were followed 
up in a timely and appropriate way. 

Yes  

Patients’ treatment was regularly reviewed and updated. Partial  

There were appropriate referral pathways to make sure that patients’ needs were 
addressed. 

Partial  

Patients were told when they needed to seek further help and what to do if their condition 
deteriorated. 

Yes  

Explanation of any answers and additional evidence: 

At our previous inspection, we saw examples where patients were identified as requiring onward 
referrals or follow-up and intervention from a GP, but there was no evidence that these referrals or 
follow-ups had taken place. We also found a particular example where a patient presented with 
symptoms which were clinically concerning and indicated a deterioration in the patient’s health, but 
there was no evidence that appropriate action was taken by clinicians to contact or follow up the patient. 
At this inspection, we reviewed these specific patient records where we had previously identified 
concerns, and found these patients had been reviewed by a GP and appropriate action had been taken. 
We saw examples in records where appropriate onward referrals had been made, although we did 
identify a concern regarding referrals for eye screening for diabetes patients. 

At our previous inspection, we identified concerns in relation to diagnosis and management of patients 
with diabetes. We found examples of inadequate management of diabetes patients including patients 
not being appropriately coded as prediabetic or diabetic, a patient not being informed about a diagnosis 
of diabetes and not being monitored or treated for diabetes, and patients not being referred for eye 
screening or having annual reviews. At this inspection, we reviewed the records of the seven patients 
where we had previously identified concerns; we found all seven patients had been recently reviewed 
and had been coded appropriately as either diabetic or pre-diabetic. However, four of these patients 
had still not been referred for eye screening and, for three patients, no urine albumin to creatinine ratio 
(ACR) checks had been completed either recently or at all. We were told about the process for referrals 
for eye screening, but in these cases it was evident that this process had not been followed. In relation 
to the urine ACR checks, the lead GP told us they would raise this as an issue at the next clinical 
meeting and ensure all healthcare staff were aware of the requirement for annual urine ACR checks 
for diabetes patients.  

At our previous inspection, we found concerns in relation to management and record-keeping for 
patients with asthma; the practice did not have systems in place to effectively manage patients who 
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were over-prescribed inhalers and the asthma reviews completed were not adequate, as there was no 
evidence that clinicians had recognised patients were receiving more inhalers than their statements of 
control would indicate and had not acted upon this. At this inspection, we found that these patients had 
been recently reviewed, with clear documentation of the review, appropriate action taken regarding the 
over-prescribing of inhalers we had previously identified, and appropriate treatment provided. The 
records we looked at demonstrated good use of the asthma review template to aid record keeping.  

At our previous inspection, we were not assured that dementia and mental health care plan reviews 
were being carried out properly or being adequately documented; we found records which did not state 
whether the review was carried out with the patient, and no evidence within the record that the GP had 
discussed the patient’s current medical conditions, performed any physical examination or considered 
the patient’s wishes. At this inspection, we reviewed a sample of dementia and mental health care plan 
reviews completed since our last inspection, and did not identify any concerns – the reviews had been 
clearly documented in the patients’ records, with evidence that the clinician had discussed the patient’s 
current conditions and considered the patient’s wishes. The records we looked at demonstrated good 
use of the care plan review template to aid record keeping.  

At our previous inspection, we found the practice had inappropriately added a code to two patients’ 
records meaning they would not be flagged as needing cervical screening. At this inspection, we 
reviewed those patients’ records and found the inappropriate code had been removed and the patients 
had been re-invited to attend for cervical screening. 
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Well-led       
 

 
Leadership capacity and capability 

Leaders had taken on board our previous findings and had made, or were in the 
process of making, changes to ensure the delivery of high-quality care, although 
we could not fully assess sustainability.  
 Y/N/Partial 

Leaders demonstrated that they understood the challenges to quality and sustainability. Yes  

They had identified the actions necessary to address these challenges. Partial  

Explanation of any answers and additional evidence: 

At our previous inspection, we found leaders had not recognised challenges to quality and sustainability 
at the practice, such as the necessity for systems and governance arrangements to address risks for 
example in relation to supervision, record keeping audits, safety alerts, safeguarding arrangements, 
and safe and effective monitoring and management of patients.  

At this inspection, we found that the provider had worked to make improvements and had engaged 
with support and guidance provided by the caretaking practice and a project manager from the local 
federation. We saw evidence of weekly meetings between practice staff, the caretaker practice staff 
and the federation project manager, in which areas of concern were discussed and new processes and 
systems were developed and implemented.  

Leaders we spoke with told us they recognised there were issues which they needed to work on, and 
said they would use this as a learning opportunity to improve.  

However, many of the changes we saw at this inspection had been made under the guidance of the 
caretaker practice and with external assistance, and therefore we were unable to fully assess whether 
practice leaders had the capacity to recognise and react appropriately to issues or risks going forward 
without the support structures currently in place.  

 
Governance arrangements 

The overall governance arrangements had improved, although there were still 
some areas which required further work. 
 Y/N/Partial 

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

Staff were clear about their roles and responsibilities. Yes  

Explanation of any answers and additional evidence: 

At our previous inspection, we found there was a lack of clarity around the role and scope of practice 
of a specific staff member, with no contract of employment in place for this staff member, and no job 
description for part of their role which involved accessing patient records. At this inspection, we found 
the practice did not employ any staff members whose roles were not clear. We saw contracts of 
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employment and job descriptions in place for recently employed staff members. The practice had also 
appointed certain staff members as having overall responsibility for certain areas (for example, high-
risk medicines, long-term conditions, care plan reviews, safeguarding, COPD and asthma, staff 
records, and staff training). 

At our previous inspection, there was a lack of clarity regarding safeguarding arrangements at the 
practice and we could not be assured that patients at risk were being proactively monitored. At this 
inspection, we found the practice had still not implemented an effective system to ensure regular 
monitoring of vulnerable patients. We checked a sample of records on the clinical system for patients 
on the safeguarding registers and found that some did not have a pop-up alert attached to their record 
to notify staff that they are vulnerable, and some did not have any information recorded in their 
summary record as to why they were at risk. We were told that the safeguarding lead is in the process 
of working through the registers to check they are accurate, and that they are responsible for monitoring 
these registers going forward.  

At our previous inspection, there was some disparity in what we were told by staff about meetings at 
the practice and there appeared to be a lack of formalised management meetings for the partnership 
and management team. At this inspection, we saw meeting minutes for monthly full practice team 
meetings, weekly clinical meetings and weekly meetings with the caretaker practice. We were told that 
the practice has not had any formalised management meetings recently, due to the primary focus being 
on addressing the concerns identified at the previous CQC inspection. We found there were some 
inconsistencies in relation to the structure and fullness of the details for meeting minutes, although the 
practice had, as of their 21 May 2021 practice meeting, started to use a set agenda for their meetings. 

 
Managing risks, issues and performance 

The practice had implemented new processes for managing risks, issues and 
performance, although some had not yet been fully embedded.  

 Y/N/Partial 

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

Yes  

There were processes to manage performance. Yes  

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

Explanation of any answers and additional evidence: 

At our previous inspection, we found there was a lack of systems to effectively supervise and monitor 
the work of the healthcare assistant. At this inspection, we reviewed whether systems had been put in 
place to ensure oversight of healthcare staff (such as practice nurses and healthcare assistants). One 
of the GP partners had been the individual responsible for clinical oversight of healthcare staff which, 
at the time of our inspection, was just one practice nurse. The new process implemented by the 
practice is that the GP partner will have a formal supervision discussion with the practice nurse every 
three months, including a review of some of their clinical records. We saw a copy of the staff 
supervision form completed on 30 April 2021, which involved discussion of specific cases, as well as 
identifying learning needs and agreed actions. We were told the practice will also be carrying out an 
annual appraisal for healthcare staff, and we saw an appraisal completed for the practice nurse by the 
Clinical Director of the local network. 



10 
 

At our previous inspection, there were no protocols in place for the healthcare assistant. At this 
inspection, the practice was no longer employing a healthcare assistant. We were shown the caretaker 
practice’s written protocols for their healthcare assistant role and were told that, should the practice 
employ a healthcare assistant again in the future, they would look to adopt these protocols.  

At our previous inspection, we identified a number of risks to patient safety which had not been 
identified or acted upon by the practice prior to our inspection activity, including in relation to safety 
alerts, coding for cervical screening, amendments of records, medication reviews and monitoring and 
management of patients with long-term conditions. At this inspection, the practice had taken action to 
address these risks, for example by assigning areas of responsibility to specific staff members and 
implementing new systems, and we did see areas of improvement (for example, we did not identify 
any clinical concerns in relation to monitoring of and prescribing of high-risk medicines, ensuring 
prescribing was in line with safety alerts and appropriate recruitment processes). However, some of 
the systems were very new and we could therefore not yet fully assess whether they had embedded 
and would be effective going forward. In addition, we identified some ongoing issues regarding 
systems and processes, for example the process to ensure referrals for eye screening for diabetes 
patients are completed, systems to ensure structured medication reviews are completed and 
documented appropriately, and systems to proactively monitor vulnerable patients.  
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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. 

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. 

 *PCA: Personalised Care Adjustment. This replaces the QOF Exceptions previously used in the Evidence Table (see GMS QOF Framework ). 

 ‰ = per thousand. 


