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Care Quality Commission 

Inspection Evidence Table 

Dr Jerome Kaine Ikwueke (1-496222451) 

Inspection date: 14 March 2022 

 

Date of data download: 27 April 2022 

 

Overall rating: Not Rated 

Safe       Rating: Not Rated 

 

Appropriate and safe use of medicines 

The practice had systems for the appropriate and safe use of medicines, including 

medicines optimisation 

 

Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

Number of antibacterial prescription items 
prescribed per Specific Therapeutic group 
Age-sex Related Prescribing Unit (STAR 
PU) (01/01/2021 to 31/12/2021) (NHS Business 

Service Authority - NHSBSA) 

0.47 0.54 0.76 Variation (positive) 

The number of prescription items for co-

amoxiclav, cephalosporins and 

quinolones as a percentage of the total 

number of prescription items for selected 

antibacterial drugs (BNF 5.1 sub-set). 

 (01/01/2021 to 31/12/2021) (NHSBSA) 

7.8% 10.7% 9.2% No statistical variation 

Average daily quantity per item for 

Nitrofurantoin 50 mg tablets and 

capsules, Nitrofurantoin 100 mg m/r 

capsules, Pivmecillinam 200 mg tablets 

and Trimethoprim 200 mg tablets 

prescribed for uncomplicated urinary tract 

4.61 5.78 5.28 No statistical variation 
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Indicator Practice 
CCG 

average 

England 

average 

England 

comparison 

infection (01/07/2021 to 31/12/2021) 

(NHSBSA) 

Total items prescribed of Pregabalin or 

Gabapentin per 1,000 patients 

(01/07/2021 to 31/12/2021) (NHSBSA) 

98.4‰ 60.1‰ 129.2‰ No statistical variation 

Average daily quantity of Hypnotics 
prescribed per Specific Therapeutic group 
Age-sex Related Prescribing Unit (STAR 
PU) (01/01/2021 to 31/12/2021) (NHSBSA) 

0.25 0.60 0.62 Variation (positive) 

Number of unique patients prescribed 
multiple psychotropics per 1,000 patients 
(01/07/2021 to 31/12/2021) (NHSBSA) 

7.4‰ 5.9‰ 6.8‰ No statistical variation 

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

Medicines management Y/N/Partial 

Staff had the appropriate authorisations to administer medicines (including Patient Group 
Directions or Patient Specific Directions).  

Y 

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. 

 Y 

The practice held appropriate emergency medicines, risk assessments were in place to 
determine the range of medicines held, and a system was in place to monitor stock levels 
and expiry dates. 

Y 

There was medical oxygen and a defibrillator on site and systems to ensure these were 
regularly checked and fit for use.  

Y 

Explanation of any answers and additional evidence: 

 

Medical Emergencies 

When we inspected in July 2021, we could not be assured staff understood their responsibilities in the 
event of a medical emergency. For example , we did not see evidence of a written emergency medicines 
protocol advising staff of the location of emergency medicines and the frequency of periodic checks. 
Shortly after our inspection we were sent a copy of the provider’s new emergency medicines protocol 
and when we inspected on 14 March 2022, we confirmed that staff were operating in accordance with 
this protocol. For example, staff showed us where emergency medicines were located and we also saw 
that, in accordance with the protocol, staff were undertaking periodic checks of the practice’s emergency 
oxygen and defibrillator. We also noted that written risk assessments informed decisions not to carry 
certain emergency medicines.  

 

 

Process for monitoring patients’ health in relation to the use of medicines (including high risk medicines)  
 
When we inspected in July 2021, our remote clinical records searches and individual records reviews  
highlighted instances where the practice’s monitoring systems did not always keep patients safe in 
relation to the use of high risk medicines.  
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Medicines management Y/N/Partial 

 
When we re-inspected on 14 March 2022, we noted that the practice had introduced a high-risk medication 
review system and that the practice’s high-risk medication policy had been updated. We also noted that 
high-risk medication monitoring was now a standard agenda item at clinical meetings. Consequently, our 

remote clinical records searches did not identify any monitoring concerns. We were assured that 
appropriate action had been taken in response to previously identified concerns (including monitoring 
concerns regarding specific patients which were identified in July 2021). 
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Track record on safety and lessons learned and improvements made 

The practice learned and made 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 12 months: 3 since our 
last July 2021 

inspection  

Number of events that required action:   

Explanation of any answers and additional evidence: 

 
When we inspected in July 2021, we noted that where things went wrong, the approach to reviewing 
and investigating causes was insufficient in that clinical and non-clinical team meetings did not routinely 
discuss significant events. It was therefore unclear how learning took place and what actions had been 
undertaken to improve safety.  
 
We asked the provider to take action and our 14 March 2022 inspection we noted the provider had 
reviewed its significant events policy and that this now mandated discussion of significant events at the 
practice’s weekly clinical meetings. Minutes confirmed that this was happening and we also saw 
evidence of staff discussion of the operation of the protocol. However, the provider’s recently updated 
significant events log indicated that learning outcomes had not been recorded for one of the three 
recorded significant incidents (concerning a vaccines fridge failure).  

 

  

 

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

Event Specific action taken 

 Repeated episodes of verbal abuse  Patient removed from list. 

    

 

Safety alerts Y/N/Partial 

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

Staff understood how to deal with alerts. Y 

Explanation of any answers and additional evidence: 
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When we inspected in July 2021, we found the provider lacked an effective system to act on Medicines 
and Healthcare products Regulatory Agency (MHRA) patient safety alerts. We received conflicting 
information from staff members regarding who was responsible for receiving and disseminating patient 
safety alerts and were also told that the provider did not have its own protocol for disseminating and 
acting on alerts (having had adopted the local Primary Care Network’s Safety Alert Protocol).  
Consequently, our clinical records search highlighted instances where the provider had not taken 
appropriate action in response to the alerts.  
 
Shortly after our inspection we were advised that a practice specific Safety Alert Protocol had been 
introduced and when we re-inspected on 14 March 2022 we noted that the practice’s clinical pharmacist 
had introduced a monthly drugs alerts newsletter and that safety alerts was now a standing agenda item 
at clinical meetings. When we again ran our remote clinical searches, they indicated that appropriate 
action had been taken in relation to alerting patients to risks (including those patients identified as being 
at risk in July 2021). 
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Effective      Rating: Not Rated 
 

 

Effective staffing 

The practice was able to demonstrate that staff had the skills, knowledge and 

experience to carry out their roles. 
 Y/N/Partial 

There was an induction programme for new staff.  Y  

Explanation of any answers and additional evidence:  

 

When we inspected in July 2021, the provider did not operate effective staff induction systems - as 
evidenced by an absence of induction documents for some staff and a lack of clarity regarding whether 
the referenced practice induction protocol was current. We asked the provider to take action and at this 
inspection we noted a new, version controlled induction protocol had been introduced and that signed 
induction documents were on file for the two staff records we reviewed. We also noted the GP locum 
induction pack was located on the practice’s shared drive to ensure that locums were working to the 
latest protocols.  
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Responsive     Rating: Not Rated 

 

Listening and learning from concerns and complaints  

Complaints were listened and responded to and used to improve the quality of 

care. 

Complaints 

Number of complaints received in the last year. 7 

Number of complaints we examined. 3 

Number of complaints we examined that were satisfactorily handled in a timely way. 3 

Number of complaints referred to the Parliamentary and Health Service Ombudsman.  - 

 

 Y/N/Partial 

Information about how to complain was readily available. Y 

There was evidence that complaints were used to drive continuous improvement. Y 

Explanation of any answers and additional evidence: 

 

When we inspected in July 2021, we identified concerns regarding how complaints were logged, 
investigated and used to drive service improvement. At this inspection we noted that the practice’s 
complaints policy had been reviewed and updated. A recently introduced complaints management 
spreadsheet allowed staff to log complaints and ensure that an acknowledgement letter was sent to the 
complainant within the required timescales.  
 
Records confirmed that staff were acting in accordance with the practice’s new complaints policy - for 
example by ensuring that written complaints responses included reference to the Parliamentary and 
Health Service Ombudsmen (should the complainant remain dissatisfied with the outcome).  Records 
also confirmed that complaints management was now a standard agenda item at team meetings.  
 
 

 

 

  

 

Example(s) of learning from complaints. 

Complaint Specific action taken 

Patient unhappy regarding immunisation 
frequency. 

Practice wrote to patient, addressing their complaint and 
offering to further discuss via video link or at the practice. 
Patient has not responded. Complaint was also discussed at 
staff meeting.  
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Well-led      Rating: Not Rated  

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 

Explanation of any answers and additional evidence: 

 

When we inspected in July 2021, our findings indicated that leaders were out of touch with what was 
happening during day-to-day services; citing evidence including a lack of clinical oversight of safety 
alerts and a lack of administrative oversight of complaints.  
 
At this inspection, we saw evidence that leaders had responded to the challenges presented by our July 
2021 inspection findings and had identified the actions necessary to address these challenges. For 
example  by introducing standard agenda items to monitor improvements in the areas of concern 
identified (such as high risk medicines monitoring, complaints managements,  safety alerts and learning 
from significant events).  

 

  

 

Vision and strategy 

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

sustainable care.  
 Y/N/Partial 

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: 

When we inspected in July 2021, although staff had a clear and shared vision to ensure that ‘every 
patient mattered’; this was not underpinned by a credible strategy.  
 
At this inspection we saw evidence that leaders had met with staff to agree a new mission statement 
and shared vision for the practice. Leaders spoke positively about how staff now knew their role in 
achieving the practice’s new vision and values. 
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Culture 

The practice culture effectively supported high quality sustainable care. 
 Y/N/Partial 

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

Y 

Explanation of any answers and additional evidence: 

Action had been taken since our last inspection such that we saw evidence that when things went wrong, 
complainants were given an apology and informed of any resulting action. 

 

 

  

 

 

Examples of feedback from staff or other evidence about working at the practice 

Source Feedback  

Reception staff Spoke positively about how the new approach had allowed staff to share learning 
from significant events. 

 

 

 

 

 

 

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: 
 
When we inspected in July 2021, governance arrangements for emergency medicines, safety alerts, 
significant incident reporting and high risk medicines monitoring placed patients at risk. We asked the 
provider to take action.  
At this inspection leaders told us that they had reviewed organisational governance and that staff roles 
and responsibilities had been clarified. We noted that a range of policies had been reviewed, updated 
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and version controlled; and minutes of team meetings confirmed that the organisation was systematically 
reviewing its policies and procedures. We also noted that various monitoring spreadsheets had been 
introduced to ensure that the practice was acting in accordance with its own governance arrangements 
(regarding for example staff training, recruitment and induction).  
  
 
 
 
 
 
  

 

 

Managing risks, issues and performance 

There were clear and 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 

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

Y 

Explanation of any answers and additional evidence: 
 
We saw that action had been taken since our last inspection such that the practice’s risk management 
arrangements now mitigated against previously identified risks associated with safety alerts, staffing and 
monitoring of high risk medicines.  
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Appropriate and accurate information 

The practice acted on appropriate and accurate information. 
 Y/N/Partial 

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 

Explanation of any answers and additional evidence: 
 
Team meeting minutes evidenced use of data to monitor and improve performance; and use of 
performance information to hold staff to account.  
 
Action had been taken since our last inspection such we now saw evidence of effective arrangements 
for identifying, managing and mitigating risks. 
 
  

 

 

 

 

Continuous improvement and innovation 

There was evidence of 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: 
 
 
We saw evidence the practice had undertaken two cycle clinical audits including an audit on the effect 
of Covid-19 pandemic on referral patterns, an audit of two week wait cancer referrals and an audit 
assessing whether increases in knowledge via training courses had led to a reduction in referrals.  
 
We also saw that “Team Learning” was now a standard agenda item at clinical meetings and that topics 
included areas such as CQC clinical searches and child protection protocols.  
 
 

 

Examples of continuous learning and improvement 

 We saw evidence that audit findings were discussed at weekly clinical team meetings, as and when they 
became available. 
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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. 

•  

• ‰ = 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

