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Care Quality Commission 

Inspection Evidence Table 

Adelaide Medical Centre (1-589708255) 

Inspection date: 15 June 2021 

Date of data download: 29 July 2021 

Overall rating: Good 

At our previous inspection on 27 February 2020, we rated the practice Good overall. However, we rated 

Well Led as Requires Improvement. During this desk top review, we looked at the areas identified as 

requiring improvement. The previous ratings for Safe, Effective, Caring and Responsive remain 

unchanged.  

We found that the practice had made the required improvements to governance systems, as detailed 

below and we were therefore able to improve the rating of Well Led from Requires Improvement to Good.  

Please note: Any Quality Outcomes Framework (QOF) data relates to 2019/20.
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Well-led      Rating: Good 

The rating for Well-led has improved from Requires Improvement to Good since the previous 

inspection in February 2020. At the previous inspection, we found the practice had not mitigated the 

risks surrounding some of its systems and processes. These related to the management of emergency 

medicines, monitoring blank prescription stationery and undertaking Disclosure and Barring Service 

(DBS) checks. From this desk-top review, the provider demonstrated evidence of system controls and  

reviews.  

Leadership capacity and capability 

There was compassionate, inclusive and effective leadership at all levels. 
 Y/N/Partial 

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

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

Staff reported that leaders were visible and approachable. Y  

There was a leadership development programme, including a succession plan. Y  

Explanation of any answers and additional evidence: 

The practice partnership changed in February 2020, when the previous partnership handed back the 
contract to the West Hampshire Clinical Commissioning Group. The previous Care Quality Commission 
(CQC) inspection was carried out on 27 February 2020 and we rated Well led as requires improvement.  

The current partnership, made up of a managing partner and two GP partners, formed in September 
2020 and registered with the CQC in May 2021. A new quality improvement manager was appointed in 
March 2021 and the Care Quality Commission registered the managing partner as the registered 
manager in June 2021. One of the clinical partners undertook a managerial role, to improve the practice’s 
clinical systems and communications, and did not carry a booked patient list to facilitate this role.  

 

Vision and strategy 

The practice had a clear vision and credible strategy to provide high quality 

sustainable care.  
 Y/N/Partial 

The practice had a clear vision and set of values that prioritised quality and sustainability. Y  

There was a realistic strategy to achieve their priorities.  Y 

The vision, values and strategy were developed in collaboration with staff, patients and 
external partners. 

Y  

Staff knew and understood the vision, values and strategy and their role in achieving 
them. 

 Y 

Progress against delivery of the strategy was monitored. Y  

Explanation of any answers and additional evidence: 
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The new partners had established a set of values and vision. Adelaide Medical Centre’s vision was to 
work in partnership with patients and staff to provide the best primary care services possible, working 
within local and national governance, guidance and regulations.  

This had been shared and discussed with staff in a whole staff meeting in May 2021.  
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Culture 

The practice had a culture which drove high quality sustainable care. 
 Y/N/Partial 

There were arrangements to deal with any behaviour inconsistent with the vision and 
values. 

Y 

Staff reported that they felt able to raise concerns without fear of retribution. Y 

There was a strong emphasis on the safety and well-being of staff. Y 

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

When people were affected by things that went wrong, they were given an apology and 
informed of any resulting action. 

Y 

The practice encouraged candour, openness and honesty. Y 

The practice’s speaking up policies were in line with the NHS Improvement Raising 
Concerns (Whistleblowing) Policy. 

Y 

The practice had access to a Freedom to Speak Up Guardian. Y 

Staff had undertaken equality and diversity training. Y 

Explanation of any answers and additional evidence: 

 

The new management had implemented staff meetings and away days to guide staff through changes 
in working practices and culture. There was an emphasis on celebrating successes, identifying next 
steps in the change model and offering reassurances.  

Staff were supported to work safely and in line with COVID-19 infection control measures.  

Staff surveys, undertaken in September 2020 (shortly after the new management structure was put in 
place) and three months later, showed staff felt well supported, particularly by the practice partners. The 
most recent survey showed 92% of staff had seen an improvement in the practice. This was attributed 
to better facilities and an improved working culture.  

There had been subsequent mini-staff surveys to gain staff views on topics such as workload, 
appointment types, uniform and feedback on managers and GPs.   

 

 

Governance arrangements 

There were clear responsibilities, roles and systems of accountability to support 

good governance and management.  
 Y/N/Partial 

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

Staff were clear about their roles and responsibilities. Y  

There were appropriate governance arrangements with third parties.  Y 

Explanation of any answers and additional evidence: 
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The practice had recruited additional staff and appointed staff into lead roles. As well as creating a new 
quality and improvement manager role, medical and nursing staff had leadership roles in, for example 
cancer care, frailty, medicines management, safeguarding, asthma, COPD, diabetes and cervical 
screening. There was a clear structure chart showing roles and responsibilities for management and 
clinical staff.  
 

 

Managing risks, issues and performance 

There were effective processes for managing risks, issues and performance. 

 Y/N/Partial 

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

 Y 

There were processes to manage performance. Y  

There was a quality improvement programme in place. Y  

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

A major incident plan was in place. Y  

Staff were trained in preparation for major incidents. Y  

When considering service developments or changes, the impact on quality and 
sustainability was assessed. 

Y  

Explanation of any answers and additional evidence: 
 
The practice had created and recruited to a new position, a quality and improvement manager, to 
support service development and improvement. It had also purchased a practice management system 
to help with the daily operational tasks as well as assisting with recording routine monitoring and 
personnel activities.  
At the previous inspection in February 2020 we found there were no risk assessments relating to 
Disclosure and Barring Service (DBS) checks for non-clinical staff. A new risk assessment template was 
created at the time of the last inspection and risk assessments completed as required. At this desk top 
review, we saw systems were in place to ensure all aspects of recruitment were completed. This 
included risk assessing the need for DBS checks for non-clinical staff. Any non-clinical staff who were 
trained as chaperones underwent DBS checks, in line with the practice policy and guidance. The 
practice’s management system included a HR tool to record these details and checks completed.   
At the previous inspection we also identified that emergency medicines were not readily available. Since 
then, the practice had established a different system for emergency medicines, with two duty bags, each 
containing an agreed list of emergency medicines. Expiry dates for all medicines were recorded and 
reviewed when checked. The practice had reviewed the list of emergency medicines required, based 
on best practice and the services offered.   
At the previous inspection we found the practice did not have a system for monitoring blank prescription 
stationery to ensure it was stored and managed securely. This was rectified at the time of the last 
inspection and for this review the practice shared their new prescription security protocol. This allocated 
responsibility for authorising and recording new stationery and its storage. There had been no incidents 
relating to prescription stationery in the past year. Additionally, since the last inspection, most 
prescriptions were managed electronically.   
The practice’s audit programme included audits of cervical screening, the prescribing of antipsychotic 
medicine and antibiotic prescribing.  
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The practice had reviewed and updated its major incident plan, and maintained copies off site for 
reference. 
  

 

The practice had systems in place to continue to deliver services, respond to risk 

and meet patients’ needs during the pandemic 

 Y/N/Partial 

The practice had adapted how it offered appointments to meet the needs of patients 

during the pandemic. 
Y  

The needs of vulnerable people (including those who might be digitally excluded) had 

been considered in relation to access. 
Y  

There were systems in place to identify and manage patients who needed a face-to-face 

appointment. 
Y  

The practice actively monitored the quality of access and made improvements in 

response to findings. 
Y 

There were recovery plans in place to manage backlogs of activity and delays to 

treatment. 
Y  

Changes had been made to infection control arrangements to protect staff and patients 

using the service. 
Y  

Staff were supported to work remotely where applicable.  Y 

Explanation of any answers and additional evidence: 

The practice maintained up to date information on its website to help guide patients on how to make an 

appointment. Appointments could be requested online or by telephone and there was guidance on 

actions to take for an urgent or emergency appointment. During the pandemic, the practice followed 

government guidance to implement total triage, and the triage process, undertaken by a duty doctor, 

was explained on the website.  

The practice had monitored the change in appointment requests and types, impacted by the pandemic, 

and had reviewed the overall capacity for different types of appointment. As a result, the practice had 

introduced care navigation and online services, updated its telephone messaging and recruited 

additional staff into key roles.  

During the pandemic, the practice continued to offer face-to-face consultation, including for those with 

COVID-19 symptoms in a designated ‘hot room’.  

The practice had relatively low staff sickness rates during the COVID-19 pandemic, however staff could 

work remotely if they needed to self-isolate.  

 

 

Appropriate and accurate information 

There was a demonstrated commitment to using data and information proactively 

to drive and support decision making.  
 Y/N/Partial 
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Staff used data to monitor and improve performance.  Y 

Performance information was used to hold staff and management to account.  Y 

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

Staff whose responsibilities included making statutory notifications understood what this 
entails. 

Y  

Explanation of any answers and additional evidence: 
 
The practice reviewed prescribing data to identify performance trends to influence improvements in care 
and treatment, for example to improve the prescribing of anti-inflammatory medicines.  
The practice had used external contractors to review their coding and during the pandemic and the 
practice continued to monitor and report against the Quality Outcomes Framework. This had helped the 
practice maintain focus on improving clinical performance.  
The new practice management system was used to collect information and prompt activities and decision 
making, for example to prompt staff to complete their training or to highlight when equipment needed 
routine servicing.  
 

 

Governance and oversight of remote services  

 Y/N/Partial 

The practice used digital services securely and effectively and conformed to relevant 

digital and information security standards. 
Y 

The provider was registered as a data controller with the Information Commissioner’s 

Office. 
Y 

Patient records were held in line with guidance and requirements. Y 

Patients were informed and consent obtained if interactions were recorded. Y 

The practice ensured patients were informed how their records were stored and 

managed. 
Y 

Patients were made aware of the information sharing protocol before online services 

were delivered. 
Y 

The practice had arrangements to make staff and patients aware of privacy settings on 

video and voice call services. 
Y 

Online consultations took place in appropriate environments to ensure confidentiality. Y 

The practice advised patients on how to protect their online information.   Y 

Explanation of any answers and additional evidence: 

The practice had invested in and trained staff to use a recognised online consultation software package, 

with digital triage compliant with information security standards.  
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Engagement with patients, the public, staff and external partners 

The practice involved the public, staff and external partners to sustain high quality 

and sustainable care. 
 Y/N/Partial 

Patient views were acted on to improve services and culture. Y  

The practice had an active Patient Participation Group. Y  

Staff views were reflected in the planning and delivery of services. Y  

The practice worked with stakeholders to build a shared view of challenges and of the 
needs of the population. 

Y  

Explanation of any answers and additional evidence: 
 
The practice had held GP away days to discuss and plan service developments and all staff meetings 
to explain changes, developments and achievements. These included changes to improve the range of 
clinical services offered as well as the working environment, with investment in new equipment and in 
the building. Staff surveys enabled staff to provide feedback on different issues and changes were made 
as a result.  
There had been a push to recruit new members to the Patient Participation Group, which had grown 
from less than 30 members to over 700, with a greater demographic range. The practice aimed to use 
this enlarged patient group to survey their opinion on further developments.  
The recent national GP patient survey data for March 2021, showed this practice had improved year on 
year in a range of indicators, with 88% of patients reporting it was easy to get through on the phone, and 
65% stating they were satisfied or very satisfied with their GP appointment times (compared with 44% 
in March 2020). When asked about their experience of making an appointment overall, 82% responded 
positively, which was a marked increase from 56% in March 2020 and a more positive view than patients 
of other practices in the CCG.  
In the March 2021 patient survey, results showed a significant improvement in patient’s views of their 
healthcare professional (97% said they were good at listening to them and treating them). Overall, patient 
satisfaction with the practice had improved across all areas in the past year.  
  

 

Continuous improvement and innovation 

There were systems and processes for learning, continuous improvement and 

innovation. 

 Y/N/Partial 

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

Learning was shared effectively and used to make improvements. Y  

Explanation of any answers and additional evidence: 
 
At the last inspection we reported the practice should improve patient uptake for cervical screening. 
This was below the national target of 80%. 
For this review, results showed the rate of uptake was still below 80% although it had improved by 
almost one percentage point to 73.9% in December 2020, it had since declined to 73.3% in March 2021. 
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The practice reported they had taken action to address this decline by text messaging patients to invite 
them to appointments and offering to carrying out the tests outside routine clinics, for example during 
extended opening hours. Since April 2021 the practice had employed additional nurses trained to carry 
out these tests and also applied a ‘make every contact count’ approach to use all available opportunities 
to book patients for their smear tests. The practice had also proactively invited patients who had 
traditionally shown a poor rate of uptake.  
The practice had an audit improvement programme which included audits of cervical screening, the 
prescribing of antipsychotic medicine and antibiotic prescribing. Prescribing data was used to identify 
trends and to influence improvements in care and treatment, for example in the prescribing of anti-
inflammatory medicines.  
To support their COVID-19 recovery programme and manage backlogs of care, the practice had 

implemented a modelling tool to highlight patients with the highest risk factors to priorities their reviews. 

There was a structure for sharing learning and improvements, through discussion and guided learning. 
We were told there was an enthusiasm amongst staff to take advantage of new learning opportunities.  
The practice was proud to have invested in home kits for patients at risk of chronic kidney disease, to 
help them report via their smart phones.  
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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 ). 
Personalised Care Adjustments allow practices to remove a patient from the indicator for limited, specified reasons. 

•  

• ‰ = per thousand. 

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.england.nhs.uk/wp-content/uploads/2019/05/gms-contract-qof-guidance-april-2019.pdf

