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Care Quality Commission 

Inspection Evidence Table 

Parkview Medical Centre 

Inspection date: 16 September 2021 

  Overall Rating: Requires Improvement 

 

 Safe       Rating:       Requires Improvement 

We carried out this unannounced inspection in response to information of concern shared with CQC 

in relation to patient safety. 

 

  There were gaps in systems to assess, monitor and manage risks to  patient safety. 

 Y/N/Partial 

The practice was equipped to respond to medical emergencies (including suspected sepsis) 
and staff were suitably trained in emergency procedures. 

No 

Receptionists were aware of actions to take if they encountered a deteriorating or acutely 
unwell patient and had been given guidance on identifying such patients.  

No 

Explanation of any answers and additional evidence: We found that emergency procedures were not 
clear to staff. Reception staff we spoke to were unable to produce emergency protocols for when a 
clinician was available onsite and when offsite. When we asked reception staff to provide us with 
emergency protocols, after some delay they provided us with basic life support algorithms rather than 
the step by step actions to take and who to alert in the event of a medical emergency. On request the 
provider gave us a copy of the emergency contact instructions for when a patient needs assistance and 
a GP was not present onsite however the receptionists did not make us aware of these instructions 
when we requested the emergency protocols. In addition, a clinician we spoke to was not aware of the 
emergency protocol for when they were not onsite for example on a break or home visit and no other 
clinician was onsite. Reception staff we spoke to also told us that they were not always sure when a 
clinician was onsite, on a break or home visit as there was no staff sign-in book which could potentially 
delay the assistance of an acutely unwell patient. 
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   Track record on safety and lessons learned and improvements made 

The practice did not have a system to learn and make improvements when things 
went wrong. 

Significant events Y/N/Partial 

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

Staff understood how to raise concerns and report incidents both internally and externally. No  

There was evidence of learning and dissemination of information. No 

Explanation of any answers and additional evidence: On request the provider sent us a significant event 
analysis of a recent incident relating to a medical emergency. The analysis included a summary of the 
event, action taken and learning points. However, staff we spoke to which included two clinicians did 
not have access to the incident report. They told us that they had been made aware of the incident 
informally but they had not been included in a formal staff meeting to discuss the incident and share 
learning as stated in the significant event analysis. In addition, staff told us there had been no meeting 
minutes circulated. The significant event analysis also stated that an agreement with a neighboring 
practice had been arranged to ensure physical emergency cover when the practices duty doctor had 
gone out for a break or home visit. However, when we asked the other three practices in the health 
centre, they told us that no such agreement had been arranged. 

  

 

 

  Well-led      Rating:      Requires Improvement 

 

   Managing risks, issues and performance 

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

 Y/N/Partial 

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

Explanation of any answers and additional evidence: There were no clear and effective processes for 
managing risk in relation to medical emergencies. Emergency procedures were not clear to staff for 
different scenarios for example when a clinician was available onsite and when there was no clinician 
available onsite. This was compounded by the fact that front desk reception staff were not always sure 
that a clinician was onsite as there was no staff log-in book. 
 

 

Continuous improvement and innovation 

There were shortfalls in the systems and processes for learning, continuous 
improvement and innovation. 

 Y/N/Partial 

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

Learning was shared effectively and used to make improvements.  N 
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Explanation of any answers and additional evidence: In relation to medical emergencies the practice 
could not demonstrate a strong focus on continuous learning and improvement or that learning was 
shared effectively. A significant event analysis had been drawn up following the medical emergency 
however staff told us they did not have access to the significant event analysis or meeting minutes. Staff 
confirmed they had not been included in a formal staff meeting to discuss the incident and share learning 
to improve the service provided and prevent similar incidents reoccurring. 
 

 
 


