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Date of inspection visit: 
24 June 2019 
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This report describes our judgement of the quality of care at this service. It is based on a combination of what 
we found when we inspected, and information given to us by the practice and patients. 

 

 

Overall rating for this service Good ⚫ 

Are services safe? Good ⚫ 

Are services effective? Good ⚫ 

Are services caring? Good ⚫ 

Are services responsive to people’s needs? Good ⚫ 

Are services well-led? Good ⚫ 

Ratings 
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We carried out an announced comprehensive inspection of Abingdon Medical Centre on 8 March 
2018. The practice was rated as requires improvement overall, with a rating of inadequate for the 
key question of safe and requires improvement for well-led. Effective, caring and responsive 
were rated as good. 
  

We carried out this announced follow up inspection on 24 June 2019. This report covers our 
findings in relation to the recommendations made and any additional findings made during the 
inspection. However, the Primary Care Rehabilitation Facility (PCRF) was not included as part of 
the inspection due to there being no specialist adviser available.  
 

A copy of the report from the first inspection can be found at: 

 

Abingdon Medical Centre, March 2018 
 
 
At this inspection, the practice is rated as good overall. 
 
The key questions are rated as: 
 
Are services safe? – Good 
Are services effective? – Good 
Are services caring? – Good 
Are services responsive? – Good 
Are services well-led? – Good 
 
We carried out an announced comprehensive inspection at Abingdon Medical Centre on 24 June 
2019. Defence Medical Services (DMS) are not registered with the Care Quality Commission 
(CQC) under the Health and Social Care Act (2008) (Regulated Activities) Regulations 2014 and 
are not required to be. Consequently, DMS services are not subject to inspection by the CQC 
and the CQC has no powers of enforcement. This inspection is one of a programme of 
inspections that the CQC will complete at the invitation of the Surgeon General in his role as the 
Defence Authority for healthcare and medical operational capability.    
 

At this inspection we found: 

• The practice had clear systems to manage risk so that safety incidents were less likely to 
happen. When incidents did happen, the practice improved their processes.  

• Infection prevention control, health and safety arrangements and high-risk medicines 
management had been reviewed and safe processes were now in place and being followed. 

• The facilities were much improved following the relocation into a new building.  

• The practice demonstrated an ethos of patient centred care. 

• Staff involved and treated patients with compassion, kindness, dignity and respect. 

• Effective systems were now in place for chronic disease management, including a recall 
system which ensured that patients’ conditions were reviewed in a timely way.  

Chief Inspector’s Summary 

https://www.cqc.org.uk/sites/default/files/20180709_abingdon_medical_centre.pdf
https://www.cqc.org.uk/sites/default/files/20180709_abingdon_medical_centre.pdf
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• Clinical record keeping was detailed and clear and would be easy for a locum clinician to 
follow. The practice was delivering care and treatment according to evidence-based 
guidelines. 

• Patients found the appointment system easy to use and could access care when they needed 
it.  

• Governance systems had been improved. 

• A structured programme of quality improvement work was being implemented although it was 
too soon to measure the impact of better outcomes for patients.  

• Staff had developed strong links with military bases located nearby and the practice made 
good use of links with National Health Service (NHS) services. 

We saw two areas of notable practice: 

• The practice recalled patients who originated from the Pacific Islands for a health check at 35 
years of age (normally 40) due their increased risk of developing long-term conditions such as 
heart disease. 

The Chief Inspector recommends: 

• Implement a standard operating procedure for the referral tracker to include internal referrals. 

• Complete terms of reference in particular for those with safeguarding and sexual health 
responsibilities. 

• Implement a more proactive approach for the identification of carers. 

• Continue with the quality improvement work to fully implement the audit programme and 
extend the peer review of clinical notes to all clinicians. 

 
Dr Rosie Benneyworth BM BS BMedSci MRCGP 
Chief Inspector of Primary Medical Services and Integrated Care 
 
  

Our inspection team 

Our inspection team was led by a CQC lead inspector and a CQC inspection manager. The team 
included a GP specialist adviser, a practice nurse specialist adviser, a practice manager adviser 
and a pharmacist adviser.  
 

Background to Abingdon Medical Centre 

Abingdon Medical Centre is located in Dalton Barracks on the outskirts of Abingdon, Oxfordshire. 
The centre also provides services to military personnel based at two smaller bases at Didcot and 
Hermitage. No services are provided from those bases, patients travel to Abingdon or can request 
a telephone consultation. The treatment facility offers care to forces personnel. Dependants and 
children are registered with nearby NHS practices. At the time of inspection, the patient list was 
approximately 1,500 with an annual turnover of 1,000 patients. The age range of patients was 
from 17 years upwards. 
 
Occupational health, travel health and physiotherapy services are provided on site. Family 
planning advice is available, with referral onwards to NHS community services. Maternity and 
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midwifery services are provided by NHS practices and community teams. Medicals offered include 
diving, boxing, diving (sports) and heavy goods vehicle (HGV). 
 
The practice is open from 08:00 to 16:30 Monday to Thursday and 08:00 to 16:00 on a Friday. 
Outside of these hours, patients can contact Tidworth for shoulder cover up to 18:30 and then 
patients are directed to NHS111. 
 
The Centre is staffed by a combination of military and civilian staff. There are 15 posts outlined in 
the table below: 
 

Position Numbers 

Senior Medical Officer 

(SMO) 
one military GP on a shared basis (two days a week)   

Civilian Medical Practitioner 

(CMP) 
two full-time GPs  (one gapped)  

Nurse 

one civilian Band 6 full-time 

two civilian band 5 full-time (one gapped, one locum ) 

Practice Manager one military practice manager  

Pharmacy one civilian pharmacy technician full-time 

Administrative support 

two military medical administrators full-time  

two civilian medical administrators full-time (gapped, 

covered by medics from the unit) 

PCRF staff 

one military physiotherapist 

one civilian Band 6 full-time 

one military exercise rehabilitation instructor (ERI)  

Contracted staff two domestic staff 

Regimental Aid Posts 

(RAPs, support staff who 

belong to the regiment) 

two sergeants 

eight Lance Corporals/Corporals 
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Are services safe? Good  

We rated the practice as good for providing safe services. 

Safety systems and processes  

The practice had clear systems to keep patients safe and safeguarded from abuse.  

• The practice had safety policies including adult and child safeguarding policies which were 
reviewed, displayed in clinical rooms and communicated to staff. Staff received safety 
information for the practice as part of their induction and refresher training. Policies accessible 
to all staff (including locums) outlined clearly who to go to for further guidance.   

• There was a system to highlight vulnerable patients on records and a risk register of vulnerable 
patients. Staff were alerted to a vulnerable patient by automated alerts from the electronic 
clinical operating system. Review meetings to discuss vulnerable patients were held twice 
monthly and additionally if required. 

• The practice worked with other agencies to support patients and protect them from neglect and 
abuse. Staff took steps to protect patients from abuse, neglect, harassment, discrimination and 
breaches of their dignity and respect.  

• The SMO was the safeguarding lead and all staff had received up-to-date safeguarding and 
safety training appropriate to their role. They knew how to identify and report concerns. 
However, the terms of reference for the safeguarding lead (ToRs) required updating. 

• Staff who acted as chaperones were trained for the role and had received a Disclosure and 
Barring Service (DBS) check (DBS checks identify whether a person has a criminal record or is 
on an official list of people barred from working in roles where they may have contact with 
children or adults who may be vulnerable). A revised chaperone policy was due to be 
uploaded onto a shared electronic file together with a list of trained chaperones. 

• The practice carried out staff checks, including checks of professional registration where 
relevant, on recruitment and on an ongoing basis. DBS checks were undertaken where 
required. 

• At our previous inspection we found infection prevention and control (IPC) arrangements were 
not sufficient. There was now an effective system to manage IPC; the nominated lead was 
scheduled to attend bespoke training and was being supported by a regional staff member 
(while waiting for approval of funding).  A comprehensive IPC audit completed in April 2019 
achieved a compliance score of 85% and a list of recommendations formed part of the audit. 
Staff told us that the report had been taken forward by DPHC headquarters as an example of 
best practice.  

• There were systems for safely managing healthcare waste, an audit had been undertaken in 
June 2019 and an issue raised regarding the collection of clinical waste from the PCRF. A 
contract amendment had been requested and all acupuncture was conducted in the medical 
centre until finalised. 

• The practice ensured that facilities and equipment were safe and that equipment was 
maintained according to manufacturers’ instructions.  

 
Risks to patients 

There were adequate systems to assess, monitor and manage risks to patient safety. 
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• There were arrangements for planning and monitoring the number and mix of staff needed. 
There was an effective approach to managing staff absences and for responding to epidemics, 
sickness, holidays and busy periods. Staff told us they were well-supported by regional 
headquarters in terms of supporting locum requests and reported no issues in getting locums 
to fill the gaps. 

• There was a generic induction system for medical centre staff. The programme of induction 
was being adapted and tested to be made role specific.  

• The practice was equipped to deal with medical emergencies and permanent staff were 
suitably trained in emergency procedures. Training on sepsis and how to identify deteriorating 
patients had been delivered to administration staff. Moulage (simulation) training for 
emergency treatment had been carried out in April 2019, this included heat casualties, and a 
flowchart on treatment was displayed in clinical rooms.  

• Staff understood their responsibilities to manage emergencies on the premises and held 
appropriate equipment and medicines that were regularly checked.  

Information to deliver safe care and treatment 

Staff had the information they needed to deliver safe care and treatment to patients. 

• Individual care records were written and managed in a way that kept patients safe. New 
patient notes were summarised by a nurse and 99% of records had been completed (with only 
15 records awaiting summarisation).   

• There was some peer review of clinical notes, although there was scope to ensure that all 
notes made by clinical staff were periodically audited. 

• There was a system in place to manage hospital letters and this showed who had read and 
actioned the letters for each patient. 

• The practice had systems for sharing information with staff and other agencies to enable them 
to deliver safe care and treatment. There was a documented approach to the management of 
test results. 

• There was a system in place to govern referrals. Appointment letters were handed to the 
patient in the consultation via ERS (electronic referral system). The Practice maintained a 
referral letter spreadsheets for routine referrals and urgent referrals which we noted was up to 
date. However, the practice had not introduced a standard operating procedure for the tracker 
and referrals to the Department of Community Mental Health (DCMH) and the Regional 
Occupational Health Team (ROHT) had yet to be included.  

• Sample testing results were processed daily and tracked. Any abnormal results were followed 
up appropriately. 

Safe and appropriate use of medicines 

The practice had systems in place for appropriate and safe handling of medicines. 

• The systems for managing and storing medicines, including vaccines, medical gases, and 
emergency medicines and equipment minimised risks. The practice had carried out an 
appropriate risk assessment to identify medicines that it should stock. The practice kept 
prescription stationery securely and monitored its use. 

• Written procedures were in place and reviewed regularly to ensure safe practice. The SMO 
was the named lead for medicines management. 
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• Staff had access to British National Formulary (BNF) and prescribing formulary. Staff 
prescribed, administered and supplied medicines to patients in line with legal requirements 
and current national guidance.  

• At our last inspection, shared care agreements were not in place for patients on high risk 
medicines. At this inspection, we found patients’ health was monitored to ensure medicines 
were being used safely and followed up on appropriately. Patients who took disease-modifying 
anti-rheumatic drugs (DMARDs) had shared care protocols uploaded into their notes and we 
saw that recall dates had been set for blood testing.  

• The practice held stock of controlled drugs (CDs). Appropriate steps were taken when handing 
out any items that included CDs.  

• Prescriptions were signed before medicines were dispensed and handed out to patients. 

• An effective repeat prescription system was in place and followed by staff. 

Track record on safety 

The practice had improved safety arrangements since the last inspection. 

• The practice manager was the health and safety lead and had received health and safety 
training specific to the role. There were comprehensive risk assessments in relation to safety 
issues. All practice staff received formal health and safety training. 

• Patients in the waiting area could be observed by practice staff and highlight any potential risk 
if someone suddenly becomes unwell. 

• There was a fixed alarm system in the clinical areas of the Medical Centre and in the disabled 
toilets. In addition, all staff had hand-held alarms to call for assistance. However, the fixed 
system needed testing regularly so staff are aware of the sound made by the alarm. 

• The practice confirmed that there were occasions when patients’ records were unavailable due 
to system failure. Staff stated that although this hampered the centre, continuity was 
maintained by the use of paper notes (that would later scanned on the electronic clinical 
system), limiting consultations to urgent patients only and agreements were in place to use 
other buildings or nearby bases for face to face or telephone consultation. These contingency 
steps was detailed in the business continuity plan. 

Lessons learned and improvements made 

The practice learned and made improvements when things went wrong. 

• There was a system (known as ASER) and policy for recording and acting on significant 
events and incidents. Staff had received training in using the system and understood their duty 
to raise concerns and report incidents and near misses. Leaders and managers supported 
them when they did so. 

• The pharmacy technician kept a near miss register for medicine-specific errors identified and 
corrected prior to medicines being issued to the patient. 

• There were adequate systems for reviewing and investigating when things went wrong. Staff 
had access to the significant event reporting system and understood how to use it. However, 
the tracker of significant events required those no longer active (on the ASER system) to be 
closed.  
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• There was a system for receiving and acting on safety alerts. The practice learned from patient 
and medicine safety alerts. Alerts were displayed on a staff notice board and signed copies 
from appropriate staff provided proof of acknowledgement.  

 

Are services effective? Good  

We rated the practice as good for providing effective services. 

Effective needs assessment, care and treatment  

• Clinicians were aware of relevant and current evidence-based guidance and standards, 
including National Institute for Health and Care Excellence (NICE) evidence-based practice 
guidelines and these were being followed to deliver care and treatment that met patients’ 
needs. A recent addition to the agenda of clinical meetings was discussion around best 
practice guidance and changes to practice in light of newly issued guidance. Minutes recorded 
discussions and were made available to those unable to attend.  

• The Defence Primary Health Care (DPHC) team produced a newsletter that was circulated to 
clinicians providing further information and a summary of relevant safety updates. Staff we 
spoke with could refer to this and gave examples of updates they had acted on and discussed 
within the practice. 

Monitoring care and treatment 

• The practice used information collected for the Quality and Outcomes Framework (QOF) and 
performance against national screening programmes to monitor outcomes for patients. (QOF 
is a system intended to improve the quality of general practice and reward good practice. It is 
used across many NHS practices. The Defence Medical Services (DMS) have a responsibility 
to deliver the same quality of care as patients expect in the NHS. The QOF provides a useful 
way of measuring this for DMS). Because the numbers of patients with long-term conditions 
are often significantly lower at DPHC practices, we are not using NHS data as a comparator. 
At the last inspection, patients with long-term conditions had not always been managed in a 
timely way. Improvements had been made with the implementation of an effective patient 
recall system.  

The practice provided the following patient outcomes data to us from their computer system on 
the day of the inspection: 

• There were four patients on the diabetic register. We reviewed the treatment and care offered 
to these patients and found that current NICE guidance had been followed. For two of these 
diabetic patients, the last measured total cholesterol was 5mmol/l or less which is an indicator 
of positive cholesterol control. All four diabetic patients were being treated appropriately. 

• There were 15 patients recorded as having high blood pressure. We reviewed the treatment 
and care offered to these patients and found that current NICE guidance had been followed. A 
total of 14 of these patients had a record for their blood pressure taken in the past nine months 
and all 14 had a last blood pressure reading of 150/90 or less. One patient was under the care 
of the local hospital. 

• There were 20 patients with a diagnosis of asthma. A total of 15 had received an asthma 
review in the preceding 12 months which included an assessment of asthma control using the 
three Royal College of Physicians questions. Smoking status had been captured for 18 of the 
patients and smoking cessation advice had been offered.  
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• The practice regularly monitored patients with depression. We reviewed five patients who were 
initially managed for eight weeks before being signposted, when appropriate, to support 
services that included Improving Access to Psychological Therapies (IAPT) and Department of 
Community Mental Health (DCMH) based at Tidworth. The wait for a routine appointment was 
approximately two weeks. The Read coding for patients with depression was consistent (Read 
codes enable coding of clinical information which is easily accessible by a computer search).  

• The practice had recently introduced audit for antibiotic prescribing to proactively support good 
antimicrobial stewardship in line with local and national guidance. The last audit, undertaken 
on prescribing of antibiotics in March 2019 (52 patients), reviewed if best practice guidelines 
had been followed. The audit results found 94% of patients received the appropriate antibiotic 
and 87% of patients received the correct dose of antibiotic. However, 73% of patients had their 
antibiotics prescribed for the correct duration so learning points shared detailed the duration of 
antibiotic treatment for specific conditions. Further audits on antibiotic prescribing were 
planned for 2019 and beyond.  

Service personnel may encounter damaging noise sources throughout their career. It is therefore 
important that service personnel undertake an audiometric hearing assessment on a regular basis 
(every two years). Data from June 2019 showed: 

• 100% of patients had a record of audiometric assessment. 

• 86% of patients’ audiometric assessments were in date (within the last two years). 

There was evidence of quality improvement work including clinical audit and this had led 
to improved outcomes for some patients: 

• An internal quality assurance tool, the Defence Medical Services (DMS) Common Assurance 
Framework (CAF) was used to monitor safety and performance. The DMS CAF was formally 
introduced in September 2009 and since that time has been the standard healthcare 
governance assurance tool utilised by DMS practices to assure the standards of health care 
delivery within DMS. When we reviewed the CAF, we saw that a number of areas had been 
highlighted, as requiring further work and the practice had a plan in place to action these 
issues.  

• There was a structured programme of clinical audit under development with some first cycle 
audits completed; for example, an audit of treatment for gout. Second cycles were planned to 
allow continuous improvement to be monitored. The PCRF had their own quality improvement 
programme in place. 

• The nursing staff carried out quality improvement work that included consultation, Patient 
Group Directions (PGD) and cytology audits. These were continuous cycle audits and 
appropriate action was taken when required. 

Effective staffing 

Staff had the skills, knowledge and experience to carry out their roles.  

• The practice understood the learning needs of staff and provided protected time and training to 
meet them. Up to date records of skills, qualifications and training were maintained. Staff were 
given opportunities to develop; for example, the practice manager had attended role specific 
training and the locum nurse had self-enrolled on a spirometry course and was supported by 
the practice. 
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• The practice provided staff with ongoing support. This included an induction process, one-to-
one meetings, appraisals, mentoring, clinical supervision and support for revalidation.  

• Nursing staff were appropriately qualified and their competence was assessed regularly. They 
could demonstrate how they kept up to date. Nursing staff whose role included immunisation 
had received specific training and could demonstrate how they stayed up to date. Further 
courses completed by the nurse included cytology and ear irrigation. 

• The practice was resourceful in reaching out to external sources for support. For example, the 
clinical staff had developed links with local NHS services and charities that included the 
safeguarding hub, family planning clinic, GUM clinic (sexual health) and MIND (a charity to 
support people with mental health problems). 

Coordinating care and treatment 

Staff worked well together and with other care professionals to deliver effective care and 
treatment.  

• The practice met regularly with welfare teams and line managers to discuss vulnerable 
patients and their dependants. 

• The practice supported those leaving the military with a pre-release medical used to identify 
any further support required (a plan was put into place for those in need of extra support).  

Helping patients to live healthier lives 

The practice identified patients who may be in need of extra support and signposted them to 
relevant services. For example: 

• Patients at risk of developing a long-term condition and those requiring advice on their diet, 
smoking and alcohol cessation. 

• All new patients were asked to complete a proforma on arrival. Notes were scrutinised by 
administration staff and then reviewed by the nurse and GP. The practice nurse followed up 
any areas of concern, such as raised blood pressure.  

• The practice offered basic sexual health advice and referred on to local clinics in the 
community for more comprehensive services including family planning.  

• The practice nurse and pharmacy technician were trained in smoking cessation and regular 
clinics were held.  

• Patients had access to appropriate health assessments and checks. A monthly search was 
undertaken for all patients aged 50 to 64 years who were entitled to breast screening. The 
practice also engaged with all national screening programmes and had a mechanism to 
ensure that eligible patients were referred into the bowel cancer or abdominal aortic aneurysm 
(AAA) screening programs.  

• The number of women aged 25 to 49 and 50 to 64 whose notes recorded that a cervical smear 
had been performed in the last three to five years was 131 out of 135 eligible women. This 
represented an achievement of 97%, the NHS target was 80%. There was a policy to offer 
telephone or written reminders for patients who did not attend for their cervical screening test. 
The practice demonstrated how they encouraged uptake of the screening programme by using 
public health information posters and they ensured a female sample taker was always 
available. 
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• The practice population included 268 patients aged 40 or above. A total of 100 health checks  
had been completed and there was a structured approach for patients to be recalled 
(combined with the recall for audiometric assessment). 

It is important that military personnel have sufficient immunity against the risk of contracting 
certain diseases. The World Health Organisation sets a target of 95% for vaccination against 
diphtheria, tetanus, pertussis and polio and measles, mumps and rubella. The data below from 
June 2019 provides vaccination data for patients using this practice: 
 

• 94% of patients were recorded as being up to date with vaccination against diphtheria. No 
regional or national comparative data was available. 

• 94% of patients were recorded as being up to date with vaccination against polio. No regional 
or national comparative data was available. 

• 94% of patients were recorded as being up to date with vaccination against Hepatitis B. No 
regional or national comparative data was available. 

• 93% of patients were recorded as being up to date with vaccination against Hepatitis A. No 
regional or national comparative data was available. 

• 94% of patients were recorded as being up to date with vaccination against Tetanus. No 
regional or national comparative data was available. 

It is common for the Typhoid vaccine to have a lower uptake than other vaccinations. Current 
guidance state DMS practices should offer the Typhoid vaccination in specific circumstances to 
personnel before deployment in a place where there is no medical support provided. 

Consent to care and treatment 

Staff sought patients’ consent to care and treatment in line with legislation and guidance. 
 

• Staff understood the relevant consent and decision-making requirements of legislation and 
guidance, including the Mental Capacity Act 2005. 

• Verbal consent was recorded on the consultation notes. 

Are services caring? Good  

We rated the practice as good for caring. 

Kindness, respect and compassion 

Staff treated patients with kindness, respect and compassion.  

• Staff understood patients’ personal, cultural, social and religious needs. For example, we saw 
an example when a meeting time had been brought forward to allow a part-time staff member 
to attend.  

• The practice gave patients timely support and information.  

• A sign on the entrance door to the reception area advised patients that a room was available 
to discuss sensitive issues. There was a laminated slip that patients could hand to a 
receptionist to ask for a private conversation and a room had been adapted with soft 
furnishings and an informal layout.  
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• We received 14 patient Care Quality Commission comment cards in total. Of these, eight were 
entirely positive about the service experienced. Five of the cards were mixed and one 
negative. Positive comments were in relation to the cleanliness and friendliness of reception 
staff. Some negative comments related to the care received, highlighting it was partly 
dependent on which clinician was seen.   

• The practice had an information network available to all members of the service community, 
known as HIVE (information about the service was not displayed in the waiting area, however 
staff told us they would advise patients about the service). HIVE provided a range of 
information to patients who had relocated to the base and surrounding area. Information 
included resources at the unit, civilian services, including healthcare facilities.  

Involvement in decisions about care and treatment 

• The clinicians and staff at the practice demonstrated that they recognised when people 
attending the medical centre required extra guidance in making decisions about their care. 
Staff demonstrated how they gauged the level of understanding of patients, avoided overly 
technical explanations of diagnoses and treatment and encouraged and empowered young 
patients to make decisions based on sound guidance and clinical facts.  

• Interpretation services were available for patients who did not have English as a first language 
and staff knew how to access them. Staff told us there had been little need to use translations 
services so did not routinely hold stock of any literature in different languages. 

• The Choose and Book service had been implemented and was used to support patient choice 
as appropriate. (Choose and Book is a national electronic referral service which gives patients 
the choice of date and time for their first outpatient appointment in a hospital). 

• Data received from the patient experience survey (29 questionnaires completed in April 2019) 
showed patients responded positively to questions about their involvement in planning and 
making decisions about their care and treatment. For example: 

o 86% said that they felt involved in decisions regarding their care (3% said that this 
question did not apply to them). 

o 97% said that they would recommend the service to family and friends. 

The data presented by the practice was not benchmarked against regional and national averages 
for DMS, or against the previous year’s performance. 

• Some patient information leaflets and notices were available in the patient waiting area, 
however most information was printed for individual patients according to their need. We saw 
that information that was age appropriate and relevant to the patient demographic was 
prominently displayed and accessible. For example, there was a promotion focussed on male 
health to raise awareness.  

• The practice acted in a compassionate way toward any patient that had to be discharged on 
health grounds. We saw that the practice reassured patients and signposted to personnel 
within the military who could guide them through the exit process and transition to NHS care 
and other support functions.  

• Practice staff told us that they used the new patient registration form to identify patients who 
were also carers and that a code was added to their records in order to make them identifiable 
so that extra support or healthcare could be offered as required. For example, recall for the 
annual flu immunisation and flexibility of appointment times. However, there was only one 
patient on the carers’ register who was no longer registered at the practice.  
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Privacy and dignity 

The practice respected patients’ privacy and dignity.  

• Staff recognised the importance of patients’ dignity and respect.  

• The layout of the reception area promoted confidentiality of conversations at the reception 
desk. A radio provided background noise, seating was away from the desk and signage asked 
patients to stand away from the desk while waiting to be seen.  

• Privacy curtains in treatment rooms provided screening although the size and layout were to 
be adapted to improve the access to the computer terminal when screening off patients. 

Are services responsive to people’s needs?  Good  

We rated the practice as good for providing responsive services  

Responding to and meeting people’s needs 

The practice organised and delivered services to meet patients’ needs. It took account of patient 
needs and preferences. 

• The practice understood the needs of its population and tailored services in response to those 
needs. For example, the practice recalled patients who originated from the Pacific Islands for a 
health check at 35 years of age (normally 40) due their increased risk of developing long-term 
conditions such as heart disease. 

• There was a small number of patients looked after at two smaller nearby bases. Telephone 
consultations were routinely offered to these patients to minimise the need to travel. 

• An access audit as defined in the Equality Act 2010 had been completed in December 2018 on 
return to the refurbished premises. The audit reported good access and facilities and this was 
evident when walking round the building during the inspection; for example, there was ramp 
access, a lowered reception desk and adapted toilets. 

• The practice stated that they did not provide a home visit service as routine. In the event of a 
patient being too ill to attend the surgery, the request would be assessed by a GP to grade the 
urgency. This was detailed in the practice leaflet.  

• Where military personnel were signed off from work for health reasons, the medical centre 
ensured that line managers were informed about any downgraded activities for safety reasons. 
This ensured that Chain of Command had a clear idea of which tasks personnel could safely 
undertake. 

Timely access to care and treatment 

• Access to routine appointments was good. A patient who rang in on the day of our inspection 
could have accessed a same day appointment with a GP or a nurse if their need was urgent. 
The number of patients not attending for appointments was monitored by the regimental aid 
post (RAP) Sergeants and reported to the chain of command. Specialist medicals (such as 
boxing and sports diving) were conducted each afternoon and were available within three 
working days. Increased medical appointments were made available prior to the unit boxing 
tournaments. 

• Patients needing to access the PCRF could self-refer and the wait times were within the key 
performance indicator (KPI) of 10 days. 
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• Outside of routine clinic hours, shoulder cover was provided by the MTF at Tidworth 
(approximately one hour away). From 18:30 hours, patients were diverted to the NHS 111 
service. In this way, the practice ensured that patients could directly access a GP between the 
hours of 08:00 and 18:30, in line with DPHC’s arrangement with NHSE. To reduce the need to 
travel, patients were offered a telephone consultation.  

• There was clear instruction in the entrance area and in the practice leaflet advising patients of 
the nearest accident and emergency (A&E department), located in the John Radcliffe Hospital, 
Oxford. 

• Results from the practice’s patient experience survey showed that patient satisfaction levels 
with access to care and treatment were generally high. For example: 

o 86% of patients said that they could access an appointment at a convenient time. 

o 93% of patients said that their appointment was in a convenient location. 

o Comments related to access made in the 14 CQC comments cards were positive. 

Listening and learning from concerns and complaints 

The practice took complaints and concerns seriously and responded to them appropriately to 
improve the quality of care. 

• Defence Primary Health Care had an established policy and the practice adhered to this. 

• The practice manager was the designated responsible person who handled all complaints in 
the practice. Verbal complaints were recorded and managed through the same process as 
written complaints. A complaints tracker was implemented in March 2019 to record each stage 
of the process.  

• We saw that information was available to help patients understand the complaints system. The 
policy was displayed in the practice waiting area alongside a brief guide to the patient charter.  

• We reviewed two of the four complaints that had been submitted by patients in the past 12 
months. We saw that there were processes in place to share learning from complaints. There 
was no theme identified and complaints levels were below the threshold to undertake an audit 
(the practice manager was aware of the parameters to audit if required).    

 

Are services well-led? Good  

We rated the practice as good for providing a well-led service. 

Leadership capacity and capability 

The practice had been through significant change in personnel, including senior leadership, and 
we saw a positive examples of how regional support was used to ensure leadership capacity was 
met. Practice leaders fostered a strong team ethos in the delivery of good primary care. The 
systems in place were both supported and developed where needed to achieve delivery of safe 
and effective care. The regional management team were underway with the recruitment for 
substantive leadership roles: 

• Leaders were knowledgeable about issues and priorities relating to the quality and future of 
services. The regional team imparted their knowledge on practice staff to both support systems 
and drive improvement. A new SMO was due to take up the post in July 2019. 
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• Leaders at all levels were visible and approachable. They worked closely with staff and others 
to make sure they prioritised compassionate and inclusive leadership. It was clear that the 
practice team enjoyed working together and staff told us that their team ethos was supportive 
and inclusive.  

• The practice had forged strong links with nearby military medical centres and local NHS 
services.  

Vision and strategy 

The practice had a clear vision and credible strategy to deliver high quality, sustainable care.  

• There was a clear vision and set of values built around the mission statement, ‘DPHC will 
deliver a unified, safe, efficient and accountable primary healthcare and dental care services 
for entitled personnel to maximise their health and to deliver personnel medically fit for 
operations.’ The practice had a realistic strategy and supporting business plans to achieve 
their priorities. 

• Staff were aware of and understood the vision, values and strategy and their role in achieving 
them. 

• The medical centre planned its services to meet the needs of the practice population. For 
example, the practice increased the combat medical technician (CMT) activity to facilitate the 
introduction of morning triage. 

• The medical centre had produced a practice development plan that included ‘horizon planning’ 
and monitored progress against delivery of the strategy. 

Culture 

The practice had a culture of high-quality sustainable care.  

• Staff stated they felt respected, supported and valued. They were proud to work in the practice 
and reference was made to social events that fostered a ‘family-like’ environment. 

• The practice focused on the needs of patients.  

• Openness, honesty and transparency were demonstrated when responding to incidents and 
complaints. The provider was aware of and had systems to ensure compliance with the 
requirements of the duty of candour.  

• Staff we spoke with told us they were able to raise concerns and were encouraged to do so. 
They could do this anonymously if they wished, but all staff we spoke with said that they were 
happy to raise issues directly with manager and leaders. They had confidence that these 
would be addressed and spoke of a no-blame culture within the practice. 

• There were processes for providing all staff with the development they need. This included 
appraisal and career development conversations. Staff annual appraisals had been completed 
or were planned. Staff were supported to meet the requirements of professional revalidation 
where necessary.  

• Clinical staff, including nurses, were considered valued members of the practice team. They 
were given protected time for professional development and evaluation of their clinical work.  

• There was a strong emphasis on the safety and well-being of all staff. There were positive 
relationships between staff and teams.  
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• The practice actively promoted equality and diversity. Staff had received equality and diversity 
training.  

Governance arrangements 

The Medical Centre had consolidated and clarified responsibilities, roles and systems of 
accountability to support good governance and management. Following the last inspection, a 
structured meeting programme had been implemented and engagement extended to all staff 
members as well as unit and regional command. 

• There was a programme of regular meetings that extended to include all staff. This included a 
heads of department meeting (held weekly) and a rotating four-week programme that included 
team meetings, discussion and review of vulnerable patients and practice governance 
meetings.  

• Joint working with the welfare team, pastoral support and Chain of Command was interactive 
and led to co-ordinated person-centred care. The practice completed a one to one handover 
with the new practice to assist the transition of complex patients. 

• The PCRF delivered rehabilitation services from a separate building. We did not inspect the 
PCRF department as part of this inspection due to no availability of a specialist adviser. 
However, discussions with staff and minutes of meetings highlighted that governance systems 
were integrated with the practice and no specific recommendations that related to the PCRF 
were raised at the last inspection. 

• Staff were clear on their roles and accountabilities including in respect of long-term condition 
management and infection prevention and control. However, the terms of reference required 
updating for safeguarding responsibilities. 

• A social media platform had been introduced to disseminate information quickly.   

• Practice leaders had established a number of policies, procedures and activities to ensure 
safety and assured themselves that they were operating as intended. 

Managing risks, issues and performance 

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

• There were effective processes to identify, understand, monitor and address current and future 
risks including risks to patient safety. Staff told us that they would raise any issue with the 
practice manger. 

• The practice had processes to manage current and future performance. 

• Practice leaders had oversight of national and local safety alerts, incidents, and complaints. 

• A programme of clinical audit was being developed but it was too soon to show a positive 
impact on quality of care and outcomes for patients.  

• The practice had plans in place and had trained staff for major incidents. 

Appropriate and accurate information 

The practice worked to ensure that it held appropriate and accurate information. 

• An understanding of the performance of the practice was maintained. The practice manager 
used the Common Assessment Framework (CAF) as an effective governance tool. Practice 
meetings were held regularly and were used as an additional governance communication tool. 
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Learning needs were discussed at practice meetings and appropriate training was requested 
and delivered through this forum. This provided an opportunity for staff to learn about how the 
performance of the practice could be improved and how each staff member could contribute to 
those improvements. 

• Staff were competent in the use of ‘Population Manager’ which is a clinical search facility. The 
information was used to monitor performance and the delivery of quality care. The practice 
used information from the CAF and Health Governance Assurance Visit (HGAV) to formulate 
an extensive action plan to address areas of improvement.  

• There were robust arrangements at the medical centre in line with data security standards for 
the availability, integrity and confidentiality of patient identifiable data, records and data 
management systems.  

Engagement with patients, the public, staff and external partners 

The practice involved patients, staff and internal partners to influence its services. 

• Patients were encouraged to feed back their views on the way care was delivered to them. We 
saw that a recent survey had led to improved delivery of care to patients, a patient participation 
group had been established and a suggestion box located in the patient waiting area enabled 
feedback to be made anonymously. 

• The practice clearly displayed outcomes from patient feedback in the waiting area. 

• The practice was effective in engaging with station commanders, welfare support services, 
local NHS services, local military services, DPHC and DCMH.  

• The practice produced a ‘you said, we did’ poster to inform patients of actions that resulted 
from feedback. For example, patients had voiced their frustration on contacting reception at 
busy times, the practice introduced an email address for patients who could email requests for 
appointments and repeat prescriptions. 

Continuous improvement and innovation 

There was evidence of systems and processes for learning, continuous improvement and 
innovation. 

• New approaches had been adopted by DPHC following DMICP template amendment requests 
(these applied to consent and cytology recall) made by the Band 6 nurse at the practice. 

• The practice made use of internal and external reviews of incidents and complaints. Learning 
was used to make improvements. 

 

 

 

 


