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We carried out an announced comprehensive inspection of Akrotiri Health Centre on 9 
September 2019. Defence Medical Services (DMS) are not registered with the 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.  
 
The practice was providing safe and effective care. However, we have made some 
recommendations to the practice, Defence Primary Healthcare (DPHC) and HQ British Forces 
Cyprus (BFC) with the aim of improving the delivery of care to patients. 
 
At this inspection we found: 

• The practice was well-led and leaders demonstrated they had the vision, passion and integrity 
to provide a patient-focused service that sought ways to develop and improve.  

• An inclusive team approach was supported by all staff who valued the opportunities available 
to them to be part of a patient-centred service.  

• There was an open and transparent approach to safety. A system was in place for managing 
significant events and staff knew how to report and record using this system. 

• The assessment and management of risks was comprehensive, well embedded and 
recognised as the responsibility of all staff. The practice mitigated risks when in their power to 
do so. 

• The arrangements for managing medicines, including obtaining, prescribing, recording, 
handling, storing, security and disposal minimised risks to patient safety. There was an 
effective approach to the monitoring of patients on high risk medicines. The management of 
medicines supplied for Patient Group Directions (PGD) required some improvement. 

• Staff were aware of current evidence-based guidance. They had received training so they 
were skilled and knowledgeable to deliver effective care and treatment. However, 
physiotherapists required further training to be able to fully support the care required by 
children. 

• The practice worked collaboratively and shared best practice to promote better health 
outcomes for patients.  

• There was evidence to demonstrate quality improvement was embedded including an annual 
programme of clinical audit used to drive improvements in patient outcomes. Audit work within 
the Primary Care Rehabilitation Facility (PCRF) required extension.  

• The practice proactively sought feedback from staff and patients which it acted on. Feedback 
showed patients were treated with compassion, dignity and respect and were involved in care 
and decisions about their treatment. 

• Information about services and how to complain was available. Improvements were made to 
the quality of care as a result of complaints and concerns. 

• Equipment at the practice was sufficient to treat patients and meet their needs. The 
rehabilitation space was not conducive to supporting the needs of patients.  

• Staff were aware of the requirements of the duty of candour.  

Chief Inspector’s Summary 
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We identified the following notable practice, which had a positive impact on patient 

experience:  

• The three practices in Cyprus had shared best practice and all engaged in the wider 
community to promote good healthcare. This included visits to the local schools and youth 
groups. 

• The practice created a bespoke Patient Participation Group (PPG) who met with the youth 
club to capture younger patients’ views. One meeting had been held and another was 
planned. 

 

The Chief Inspector has escalated the following issues of significance by letter to the 
Defence Medical Services Regulator (DMSR) who will feedback in due course. 

• BFC should ensure that arrangements are in place to deliver deep cleaning for all four 
medical centre buildings. Medical centres should have sight of cleaning contracts in order that 
they can monitor their delivery. 

• DPHC should review staffing requirements to ensure that there are sufficient staff with the 
right skills and experience to deliver both primary care and PHEC (Pre-Hospital Emergency 
Care). This should include identifying and assigning clinical staff with the appropriate 
qualifications and, where this is not possible, providing essential training on island in order to 
enhance staff skills. Currently medical centres are staffed to meet the requirements of daytime 
primary care services, yet staff are delivering OOH (out of hours) and 112 (equivalent to 999) 
care to a section of the local Cypriot population. These additional demands on staff have 
impacted morale at times. 

• Secondary care clinics used on the island sometimes recommend treatments which fall 
outside British national guidance such as NICE (National Institute for Health and Care 
Excellence) and SIGN (Scottish Intercollegiate Guidelines Network). In such instances the 
doctor for each patient will decide (in liaison with UK specialists as required) whether a 
treatment is appropriate. However, there are risks where access to advice in the UK is 
delayed. The DPHC should ensure shared guidance is provided to assist doctors in assessing 
more promptly and consistently which treatments are appropriate. 

• Challenges around timely access to accurate patient records occur as DMICP Hybrid is a 
system with reduced functionality and some outage periods. DPHC should review the 
functionality of DMICP Hybrid in partnership with Cyprus practices and deliver solutions to 
improve access to up to date records. 

• DPHC should ensure physiotherapy staff have sufficient training to assess and treat children. 
 

The Chief Inspector recommends to the Medical Centre 

• The practice considers implementation of Direct Access Physiotherapy (DAP) in order to 
ensure equity of access for all patients. 

• That patient consent and chaperoning is recorded on the clinical system. 

• That privacy be improved for patients attending the PCRF. 

• Medicines supplied for Patient Group Directions (PGD) use are to be accounted for 
appropriately by the nursing staff. 

• Ensure rehabilitation is delivered in a space that is fit for purpose. 



4 
 Akrotiri Health Centre Quality Report 9 September 2019 

 

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

Our inspection team 

The inspection team was led by a CQC lead inspector. The team comprised specialist advisors 
including a primary care doctor, practice nurse, practice manager, physiotherapist and pharmacist.  
 

Background to the Akrotiri Health Centre  

 
Located in the Western Sovereign Base Area (WSBA) of Cyprus. Akrotiri Health Centre provides a 
routine primary care service to a patient population of approximately 2,800 that includes 
approximately 2000 civilians, including dependents of service personnel. The medical centre also 
provides an occupational health service for military personnel and rehabilitation services. There 
were no registered service personnel under the age of 18 at the time of the inspection and 64 
patients were over the age of 60.  
 
The medical centre is a dispensing practice. A Primary Care Rehabilitation Facility (PCRF) is co-
located with the medical centre and provides a physiotherapy and rehabilitation service for service 
personnel and their families.  
 
Secondary care is provided primarily by the Ygia Polyclinic in Limassol although other government 
hospitals are sometimes used including Larnaca General, Paralimni and Nicosia General. Patients 
can also be referred to the UK to access NHS services if required.  

 
The health centre is open from 06:45 to 13:45 hours Monday to Friday. Outside of these hours, 
including weekends and bank holidays, cover is provided by a doctor and duty medic. 
 

The staff team 
 

Position Numbers 
Senior Medical Officer (SMO) one 

Deputy SMO one 

Medical Officers (MO) two 

Civilian medical practitioners (CMP) two 

Senior Nursing Officer (SNO) one 

Deputy SNO nil 

Practice sister nil 

Civilian practice nurses two 

Military practice nurses two 

Health care assistant (RAF Medics)  fifteen 
 

Military practice manager one 

Administrative staff six 

Pharmacy technicians two 

Paramedics two 

Physiotherapists three 
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Exercise Rehabilitation Officer one 
 

Are services safe?  

We found that this practice was safe in accordance with CQC's inspection framework 

Safety systems and processes 

Systems were established to keep patients safe and safeguarded from abuse.  

• A framework of regularly reviewed safety policies was in place and accessible to staff, 
including locum staff. Staff received safety information about the practice as part of their 
induction and refresher training.  

• Measures were in place to protect patients from abuse and neglect, including adult and child 
safeguarding policies. The practice had a local safeguarding policy which described contact 
details and referral processes including detailed flow charts for in and out of hours. There were 
good links with SAAFA (SSAFA, is a not-for-profit organisation providing welfare and support 
for serving personnel in the military, veterans and their families. In Cyprus SSAFA provides 
community services through a contract which is owned and managed by HQ BFC. 

• There were monthly multi-disciplinary meetings where safeguarding issues were discussed 
and the SMO attended safeguarding board meetings. The practice had utilised the NHS 
safeguarding app, which staff downloaded onto their Smartphones, following a recent 
safeguarding training and information session.  

• Doctors, nurses and the permanent physiotherapist had completed level 3 training in adult and 
child safeguarding. A safeguarding lead and deputy were identified for the practice. 
Safeguarding arrangements and local contact details were displayed in clinical rooms for staff 
to access.  

• Coding and alerts were used to highlight vulnerable patients, including children with a learning 
disability or autism, and patients vulnerable as a result of their domestic circumstances. A 
register for both vulnerable adults and children was held within practice documents on the 
electronic patient record system (referred to as DMICP). The needs of service personnel 
assessed as being vulnerable were discussed in the second part of the monthly Unit Health 
Committee (UHC) meetings. The practice was represented at these meetings and the Welfare 
Officer was also in attendance. 

• Relevant staff had completed the annex to the Defence Primary Health Care (DPHC) 
chaperone policy confirming they had completed chaperone training. A chaperone register 
along with notices advising of this service was available at each medical centre for patients to 
refer to. Whether a chaperone was offered and/or used was not recorded in all the clinical 
records we looked at. 

• The full range of recruitment records for permanent staff was held centrally. However, the 
practice could demonstrate that relevant safety checks had taken place at the point of 
recruitment, including a Disclosure and Barring Service (DBS) check to ensure staff, including 
locum staff, were suitable to work with vulnerable adults and young people. DBS checks were 
renewed every five years. Staff had received the appropriate vaccinations for their role. 

• Arrangements were in place to monitor the registration status of clinical staff with their 
regulatory body. All staff had professional indemnity cover. Information was in place to confirm 
staff had received all the relevant vaccinations required for their role at the practice. 
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• There was an effective process to manage infection prevention and control (IPC), including a 
lead and deputy lead for IPC who was appropriately trained for the role. The staff team was up-
to-date with IPC training. An IPC audit was carried out in August 2019. 

• Environmental cleaning was provided by an external contractor. The SNO was responsible for 
monitoring the contract and ensuring the cleaning arrangements/schedules were adhered to. 
Deep cleaning of the premises was not included in the contract and the leadership team was 
aware this was an issue and had escalated the matter to a senior level.  

• A dedicated lead was identified for the safe management of healthcare waste and they had 
terms of reference for the role. Clinical waste was collected once a week. Consignment notes 
were held at the medical centre. An annual waste audit was undertaken in August 2019. 

Risks to patients 

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

• The leadership team acknowledged that achieving the correct staffing level and skill mix was a 
challenge with several issues impacting staffing levels and skill mix at the practice. Firstly, from 
March to November 2017 there was a vacant SMO post which had been filled by a locum 
member of staff. Additional to this, temporary staff were being used and staff turnover was 
high. The PCRF were still short of one physiotherapist in order to be able to provide the 
required on-island rehabilitation.  Whist the staff group has become more stable future 
consistent staffing remains a risk. The day after our inspection, the Deputy SMO was due to 
start maternity leave and no arrangements had been made to cover this post. Although out-of-
scope for this inspection, the practice was responsible for Pre-Hospital Emergency Care 
(PHEC); the provision of emergency and first response care to both entitled military and civilian 
(including some Cypriot) patients. Doctors and medics providing this care were recommended 
to have specific training (referred to as mPHEC and Battlefields) which is only provided in the 
UK. However, a doctor or medic can be posted to Cyprus without the training, which means 
they cannot participate in the PHEC out-of-hours rota or provide ambulance cover. Although all 
doctors were entitled to attend this training, we were advised that civilian doctors were not 
routinely offered this training. Consequently, the provision of PHEC then sits with a reduced 
pool of doctors and medics. This can impact their role in primary care.  

• The practice was equipped to deal with medical emergencies and all staff were suitably trained 
in emergency procedures, including staff trained in life support. An emergency kit, including a 
defibrillator, oxygen with masks and emergency medicines were accessible to staff in a secure 
area of the practice; all staff knew of its location. A first aid kit and accident book were 
available. Weekly and monthly checks were in place to ensure the required kit and medicines 
were available and in-date.  

• Fire safety was well managed. The practice had up to date fire risk assessments and carried 
out regular fire drills. Clinical equipment was checked in line with Defence Medical Services 
policy to ensure it was working properly.  

• Staff were up-to-date with the required training for medical emergencies. A doctor facilitated 
medical emergency training each morning, including the use of scenarios, to ensure staff were 
up-to-date with the types of emergencies they would likely encounter. 

• Debriefs followed every emergency call out and included civilian ambulance drivers. This was 
supplemented by weekly/monthly staff meetings and drills that were recorded on the training 
log and included spinal injuries and thermal injuries. Staff were also trained in the recognition 
and management of sepsis. Posters about sepsis were displayed throughout the practice.  



7 
 Akrotiri Health Centre Quality Report 9 September 2019 

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. The care 
records we looked at on DMICP showed information needed to deliver safe care and treatment 
was available to relevant staff in an accessible way.  

• A process was established for scrutiny and summarising of patients’ records and this was 
monitored by the practice manager. The practice had adopted the latest Defence Primary 
Healthcare (DPHC) registration Standard Operating Procedures (SOP). They had also 
incorporated the requirement for all patients to hold/apply for a European Health Insurance 
card (EHIC). The practice had identified a need to review their current process and have a new 
SOP written awaiting the SMO to review before implementing. It was anticipated this would 
address potential issues with patient registration and civilian health record summarising. All 
dependants were screened prior to arrival to ensure that any ongoing treatment/conditions 
could be managed. At the time of inspection there were 51 sets of family’s records awaiting 
summarisation (3.5%).  

• The practice uses DMICP ‘Hybrid’. DMICP has reduced functionality compared to the UK 
patient records system and medical centres in Cyprus have experienced challenges around 
planned/unplanned outages, failures during updates and conflicting records. Staff told us that 
whilst DMICP ‘Hybrid’ challenges can create additional work and occasional periods without 
access to patient records, they were clear that safe delivery of care had not been 
compromised. If there was a loss of connectivity with DMICP, clinics could be delayed. If this 
happened, the business resilience plan was followed, and only emergency patients were 
treated. However, staff acknowledged that where two DMICP numbers existed for patients this 
could potentially lead to errors in recording and loss of contemporaneous notes. Furthermore, 
there was no direct referral system to PCRFs within ‘deployed’ and clinicians were using tasks 
and emails instead. 

• The system to manage hospital appointments was effective and patients were well supported 
to obtain timely access to secondary care. Hospital letters were scanned and tasked to a 
clinician for their review. An audit of hospital appointments was undertaken to improve the 
process, to check appointment letters had been received, and that patients that did who not 
attend (DNA) were being contacted. The practice used a text message process as a reminder 
for patients to attend their appointments. Audit outcomes were used as an overarching patient 
safety improvement for monitoring referrals and attendance at secondary care.  

• A SoP was in place with the aim to ensure samples were taken safely, appropriately recorded 
on DMICP and routine results reviewed and actioned by the appropriate clinician within seven 
days. The practice had a dedicated ‘results line’ that patients could ring to find out their test 
results. We found that samples and results were effectively managed in accordance with the 
SoP. 

Safe and appropriate use of medicines 

The practice had reliable systems for the appropriate and safe handling of medicines. 

• A lead and deputy were identified as the subject matter experts for medicines management 
with the day-to-day management of medicines delegated to the pharmacy technicians. Safe 
procedures were in place for managing and storing medicines, including vaccines, medical 
gases, emergency medicines and equipment. 
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• Dispensary stock was checked regularly. Appropriate arrangements were established for the 
safety of controlled drugs (CD), including destruction of unused CDs. Medication requiring 
refrigeration was monitored twice a day to ensure it was stored within the correct temperature 
range. Prescription forms were securely stored and their use monitored.  

• Patient Group Directions (PGD) had been developed to allow appropriately trained nurses to 
administer medicines in line with legislation. The PGDs were current and signed.  However, we 
noted that medicines supplied for PGD use were not accounted for appropriately by the nursing 
staff. 

• Medics were signed off to issue medicines once they had completed 50% of their medics 
Issuing Protocols (referred to as MIPs) portfolio, which was reviewed and ratified by the SMO 
and/or SNO. A medic is trained to provide medical support on various operations and 
exercises. In a medical centre setting, their role is similar to that of a health care assistant in 
NHS GP practices but with a broader scope of practice. 

• Requests for repeat prescriptions were safely managed and no telephone requests were 
accepted. A repeat prescription book was maintained and monitored by the pharmacy 
technicians. A process was in place to update DMICP if changes to a patient’s medicines were 
made by secondary care or an out-of-hours service. 

• A process was established for the management of and monitoring of patients prescribed high 
risk medicines (HRM). A register of HRM used at the practice was held on Sharepoint and all 
doctors had access to this. Alerts, coding, diary dates and monthly searches were used to 
identify and manage patients on HRM. Shared care agreements were in place for the patients 
who required them. These were stored and managed on DMICP which all clinicians had 
access to. 

• The management of medicines was subject to regular audit. For example, a PGD audit and an 
antibiotic usage audit were seen. 

• The dispensary had SOPs. For example, for ordering medicines. However, these SOPs were 
not local to the practice. Following the inspection, the practice informed us that these were now 
in place following approval from regional headquarters. 

• The practice was aware of risks associated with the recommended prescribing guidance by 
secondary care services, notably Ygia Polyclinic and the safety of primary care doctors 
prescribing at the recommendation of secondary care. The SMO explained that if the medicine 
sat outside the British National Formulary (BNF) they would be very unlikely to prescribe it and 
most likely would go back to the consultant and advise that if they wished to prescribe it then 
that was for them to issue. The SMO said they had previously declined to re-issue medicines 
on this basis. This was discussed by the practice doctors during peer review, to counsel 
opinion, and checked with the other SMOs from the neighbouring practices to check if they had 
encountered this issue and to share information and learning. The practice also consulted with 
the regional pharmacist for advice. 

Track record on safety 

The practice had a good safety record. 

• Measures to ensure the safety of facilities and equipment were in place. The practice manager 
and deputy were the leads for health and safety. Electrical and gas safety were up-to-date. 
Arrangements were in place to check the safety of the water, including a Legionella 
assessment completed August 2019.  
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• A building fire risk assessment was in place and due for review in July 2020. The fire system 
was tested each week. Staff were up-to-date with fire safety training and were aware of the 
evacuation plan. Safety processes for the practice were monitored and reviewed, which 
provided a clear and current picture that led to safety improvements. Risk assessments 
pertinent to the practice were in place and they had been reviewed, including safety data 
sheets for hazardous substances. Equipment checks, including the testing of portable electrical 
appliances were in-date. The PCRF provided evidence that the equipment held at the various 
gyms used to treat patients had been serviced. 

• There were alarm systems in place for all clinical areas and these were tested weekly. There 
were no fixed alarms in the Department of Community Mental Health (DCMH) offices. 
However, staff had been issued with individual hand-held personal alarms. A request had been 
submitted for additional fixed alarms. 

Lessons learned and improvements made 

The practice learned and made improvements when things went wrong.  

• There was an electronic organisational-wide system (referred to as ASER) for recording and 
acting on significant events, incidents and near misses. Staff provided several examples of 
significant events they had raised demonstrating there was a culture of effectively reporting 
incidents. ASERs were a standing agenda item at the weekly practice meeting and these were 
minuted. We saw evidence that showed the practice had raised 34 significant events from 
August 2018 to July 2019. A comparison of incident types had been conducted and no trends 
were identified. Whilst we saw good staff knowledge and an open culture towards incident 
reporting we did find that some incidents were closed prematurely sometimes missing an 
opportunity for further learning. 

• Improvements were made as a result of investigations into significant events. For example, an 
ASER had been raised regarding the process for managing laboratory results. As a result, new 
procedures had been put in place including a dedicated ‘results line’ for patients.  

• We noted no ASERs had been raised by the PCRF since 2017. 

• The practice manager was responsible for managing medicine and safety alerts. The 
pharmacy technicians also received alerts which they actioned immediately. The system was 
checked for alerts each day and any alerts logged on a spreadsheet. Alerts were emailed to 
staff with a read receipt. They were also discussed at head of department and practice 
meetings.  

 

Are services effective?  

We found that this practice was effective in accordance with CQC's inspection framework 

Effective needs assessment, care and treatment  

The practice had processes to keep clinicians up to date with current evidence-based practice.   

• Patient records informed us that clinicians carried out assessments and provided care and 
treatment in line with national standards and guidance, supported by clear clinical pathways 
and protocols. Arrangements were established to ensure staff were up-to-date with current 
legislation, research and guidance, including NICE (National Institute for Health and Care 
Excellence) and the Scottish Intercollegiate Guidelines Network (SIGN). These were discussed 
at weekly peer review meetings for doctors and at monthly clinical meetings that included all 
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clinical staff. Staff were also kept informed of clinical and medicines updates through the DPHC 
newsletter circulated to staff each month. 

• The secondary care clinics used on the island sometimes recommended treatments which fall 
outside British national guidance such as NICE (National Institute for Health and Care 
Excellence) and SIGN (Scottish Intercollegiate Guidelines Network). In such instances the GP 
for each patient decided (in liaison with UK specialists as required) whether a treatment was 
appropriate. However, there are risks where access to advice in the UK is delayed. Shared 
guidance is required to assist GPs in assessing more promptly which treatments are 
appropriate.  

• Our review of PCRF patient records showed RehabGuru, software for rehabilitation plans and 
outcomes, was used for exercise programmes for some patients. However, this was found not 
being used consistently. As a result, a senior physiotherapist provided further training across 
all the PCRF departments on the island, the impact of this was due to be audited to see if 
improvement was evident.  

• The PCRF team referred to the Defence Rehabilitation website for best practice guidance. 

Monitoring care and treatment 

• The practice used data collected for the Quality and Outcomes Framework (QOF) 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.  

• We found the care of patients with long-term conditions was good, for example, to those 
patients with diabetes, hypertension and asthma. There was an experienced member of staff 
who was responsible for long-term condition management. They carried out regular searches, 
recalling patients when appropriate. We looked at a selection of patient records and were 
assured that clinicians were consistent in how patients were reviewed.  

• We looked at a range of clinical records and were assured that the care of patients with a 
mental illness and/or related symptoms was being effectively and safely managed. Appropriate 
templates were used to assess patients and plan their care. Clinicians worked closely with the 
DCMH and referred patients when required. The practice had access to a community 
psychiatric nurse 24-hours a day. Patients with a serious mental illness were admitted to Ygia 
Polyclinic.  

• Information from the Force Protection Dashboard, which uses statistics and data collected from 
military primary health care facilities, was also used to gauge performance. 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). Audiometric assessments were in date for 95% of patients.  

• Quality improvement, including clinical audit, was clearly embedded in practice and seen as 
the responsibility of all staff. There was evidence that clinical audit was taking place. Audit 
activity was recorded and monitored by the practice managers through the healthcare 
governance (HCG) workbook, a system that brings together a comprehensive range of 
governance activities, including the risk register, significant events, patient safety alerts, 
Caldicott log, building fault log, quality improvement and audit. An audit calendar was in place 
that identified the audits to take place going forward. Clinical audits undertaken for the practice 
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included: results handling, notes audits, prescribing audits, chronic disease management and 
high-risk medicines.  

• Audits by the PCRF were limited. However, we did see one audit completed in July 2019 of 
patients who did not attend their appointment (DNA). In September 2018, it was decided to 
introduce a new process to deal with initial and review appointments. PCRF administrators 
telephoned patients the day before their appointment, and if unable to reach them, would send 
an email to remind them of their appointments. The audit showed that in February 2018, 9.6% 
of patients who had a physiotherapy appointment did not attend, in February 2019 this number 
had reduced to 4.6%. The number of patients who did not attend for and ERI appointment in 
2018 was 19.56% this reduced to 3.4% in 2019. A further re audit was planned for the near 
future.  

Effective staffing 

Continuous learning and development were promoted for staff. The staff database was monitored 
by the practice manager to ensure staff were up-to-date with training and development. 

• A generic and role-specific induction was in place for new staff. We saw a mentor was 
assigned to them, and an induction tracker to monitor completion of the induction was in 
evident. 

• The staff team was in-date for all required training. A programme of ongoing development 
training was in place with in-house and external training sessions available to staff each week. 
Clinicians at the medical centre were supported with continual professional development (CPD) 
and revalidation through protected time each week. Some PCRF staff felt their ability to 
undertake CPD and peer support had been limited due to it being a smaller team and limited 
regional training being available.  

• The physiotherapist confirmed they followed DPHC guidance when treating children.  However, 
concern was expressed about the lack of specific paediatric training available to 
physiotherapists and the lack of local support if a they were unsure of treatment and care for a 
child. The physiotherapists were clear they would not treat a child if they did not believe they 
were skilled and competent to do so. 

Coordinating care and treatment 

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

• The clinical records we reviewed showed appropriate staff, including those in different teams, 
services and organisations were involved in assessing, planning and delivering care and 
treatment.  

• The practice had developed good working relationships both internally and with health visitors, 
midwives and social workers. These staff although employed by another organisation were 
integrated into the medical centre, attending daily meetings with clinicians and attending 
weekly practice meetings.    

• We saw good partnership working arrangements across all three medical centres to ensure 
best effective care for all patients on the island. For example, a moulage template and a 
thermal injury template were shared by another practice to ensure consistency for patients in 
the delivery of their care. 

• A doctor was nominated to represent at one of the various UHCs and welfare meetings to 
discuss the occupational health needs of the units, the needs of patients who were medically 
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downgraded and those who were vulnerable. The PCRF was also represented at these 
meetings. 

• A SoP was in place outlining the process to follow for patients leaving the military. Doctors 
provided patients transitioning from the military with a release medical. They also referred 
patients to the welfare team for support with the transition, and if appropriate to the Department 
of Community Mental Health (DCMH). Patients were also signposted to SSAFA. The station 
had a dedicated resettlement centre and education centre to assist patients leaving the 
service. Patients were given documentation to pass to NHS GPs when they registered which 
summarised their medical history and detailed how to obtain military medical records. 

Helping patients to live healthier lives 

Staff were proactive and sought options to support patients to live healthier lives.  

• Clinical records showed that staff encouraged and supported patients to be involved in 
monitoring and managing their health. Staff also discussed changes to care or treatment with 
patients as necessary. We saw written feedback from a patient that described how their 
treatment plans had been discussed with them and included what medication would suit them 
best.  

• The health promotion strategy with the practice was underpinned by national priorities and 
initiatives to improve the population’s health including, stop smoking campaigns and tackling 
obesity. It also took account of the patient population need and seasonal variation impacting 
health.  

• Health promotion displays were available in-patient areas. These were dated and refreshed in 
line with the strategy. At the time of the inspection there were several displays including one 
about sun awareness and included posters designed by local school children. Visits to schools 
and the local Brownie group were undertaken to deliver age specific, full and interesting health 
awareness information to all. 

• Specific age appropriate health promotion events were held including visits to the local youth 
clubs to promote good sexual health. 

• Two nurses had completed the sexual health training (referred to as STIF) and one was 
Genito-Urinary Medicine (GUM) trained. 

• Information was available for patients requiring sexual health advice. Condoms and chlamydia 
kits were available at the practice.  

• Patients had access to appropriate health assessments and checks. On-island screening was 
undertaken rather than using the NHS screening service. Regular searches were conducted for 
patients eligible for bowel (13 patients), abnormal aortic aneurysm (three patients) and breast 
(94 patients). Appropriate action was taken for patients identified.  

• The number of eligible women whose notes recorded that a cervical smear had been 
performed in the last three to five years was 560 which represented an achievement of 91%. 
The NHS target is 80%.  

• Children’s immunisations were managed by the health visitors employed by the SSAFA. They 
worked closely with the medical centre and were integrated with staff to ensure seamless care 
was provided.  Data provided by the practice showed: 

o Children aged under 12 months were 97% up to date with their immunisations. 

o Children aged under 24 months were 96% up to date with their immunisations. 

o Children aged under 5 years were 97% up to date with their immunisations. 
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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. Based on clinical 
records, the following illustrates the current vaccination data for military patients: 

• 98% of military patients were recorded as being up to date with vaccination against diphtheria.  

• 99% of patients were recorded as being up to date with vaccination against hepatitis B.  

• 99% of patients were recorded as being up to date with vaccination against hepatitis A.  

• 98% of patients were recorded as being up to date with vaccination against tetanus. 

• 98% of patients were recorded as being up to date with vaccination against typhoid  

Consent to care and treatment 

• Clinicians understood the requirements of legislation and guidance when considering consent 
and decision making. This included the PCRF who took written consent for treatments such as 
injection therapy. 

• The practice obtained consent to care and treatment. However, this was not always clearly 
documented in line with legislation and guidance. 

• Clinicians supported patients to make decisions. Where appropriate, they assessed and 
recorded a patient’s mental capacity to make a decision.  

 

Are services caring?  

We found that this practice was caring in accordance with CQC's inspection framework 

Kindness, respect and compassion 

Staff supported patients in a kind and respectful way. 

• Throughout the inspection staff were courteous and respectful to patients arriving for their 
appointments. We saw several examples of the kindness and helpfulness given to patients by 
reception staff.   

• We spoke with two patients who were complimentary about the care they received. There were 
17 comment cards completed prior to the inspection, all were entirely positive about the care 
they received.  

• The practice had an information network available to all members of the service community, 
known as HIVE and this was situated on the base. This provided a range of information to 
patients who had relocated to the base and surrounding area. Information included what was 
available from the local unit and from civilian facilities, including healthcare facilities. The 
practice conducted regular briefs on service provision to newly arrived families/dependants 
during HIVE welcome days and had a good relationship with HIVE/welfare staff. 

Involvement in decisions about care and treatment 

Staff supported patients to be involved in decisions about their care.  

• Interpretation services were available for patients who did not have English as a first language. 
Secondary care letters from local clinics all come in English. Local employed staff were able to 
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provide a translator service if required. The people providing the service had undertaken 
Caldicott training. 

• Feedback on the CQC patient feedback cards highlighted that patients received information 
about their treatment to support them with making informed decisions about their treatment and 
care. We saw one comment that that the doctor had ‘allowed for discussion on medications so 
I could choose the one most suited to me’.  

• The practice proactively identified patients who were also carers by the new patient registration 
forms. A SoP was in place to support the carer identification process. There was signage 
throughout the practice including in the waiting areas and was also advertised on the practice 
social media page. A register of carers was maintained.  

Privacy and dignity 

The practice respected patients’ privacy and dignity.  

• Screening was provided in consulting rooms to maintain patients’ privacy and dignity during 
examinations, investigations and treatments. Clinic room doors were closed during 
consultations.  

• The main administration office was situated behind reception area. A radio and television 
provided back ground noise so that patients could not be overheard. A practice social media 
poll with respect to confidentiality at reception recorded only one negative response from 48 
responses, this resulted in the practice adding a floor demarcation line at reception. A quiet 
room was offered to any patient who requires to discuss issues with additional privacy. 

• The PCRF infrastructure risked breaching patient confidentiality as one clinical area was 
accessed through another. The medical centre staff told us that they planned to address this by 
to moving the ERI to another building. 

• The practice could facilitate patients who wished to see a clinician of a specific gender.  

 

Are services responsive to people’s needs?   

We found that this practice was responsive in accordance with CQC's inspection framework 

Responding to and meeting people’s needs 

Services were organised and reviewed to meet patient needs and preferences where possible. 

• Staff understood the needs of its population and tailored services in response to those needs. 
Appointments slots were organised to meet the needs of specific population groups. For 
example, a practice social media poll asked for suggestions on appointment timings/clinics, as 
a result early morning clinics and children only clinics were provided before school opening 
times. Evening sexual health clinics were also implemented following patient request. 

• The practice provided medical cover for the airfield 24 hours a day. Doctors with a MAME 
(Military Aircrew Medical Examiners) qualification were available 24 hours a day. 

• Specific clinics were in place including vaccination, chronic disease, family planning and baby 
clinics. 

• The facilities and premises were appropriate for the services delivered with the exception of 
delivery of rehabilitation. This was limited by the infrastructure as there was only a small 
rehabilitation space between two treatment rooms that meant patients had to walk through 
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other patients exercising to reach the consultation room. This posed the risk of lack of 
confidentiality. Minimal gym space in the PCRF meant the facility could only deliver very basic 
exercise demonstration. The ERI used the station gymnasium for rehabilitation, one hour, four 
times a week and had no access at other times. They were due to move into another building 
meaning that although they would be working remotely from the medical centre they would be 
able to provide rehabilitation courses, space for patients would improve and more equipment 
would be available. However, this building had no level access and compliance with infection 
control required attention. The PCRF were aware of all the issues and were looking at how to 
mitigate these issues prior to completion. 

• An access audit as defined in the Equality Act 2010 was completed for the premises in June 
2019. Access was good throughout with level access throughout. 

• Facilities were available for families, including a private room for breast feeding and baby 
changing facilities. 

• There were dedicated notice boards in the practice regarding diversity and inclusivity. All staff 
had received training, there was a dedicated staff representative and the practice had applied 
for practitioner training.    

Timely access to care and treatment 

Patients’ needs were met in a timely way. 

• The practice accommodated patients with an emergency need and staff advised us that no 
patients were turned away and would be seen on the same day. Routine appointments could 
be accommodated within five days. Same day appointments were available for children. The 
patient experience survey provided an opportunity for the practice to see what patients thought 
of the service. The survey from 2019 highlighted that 89% of respondents were offered an 
appointment within the time period of their choice. 

• Medic and nurse triage appointments were available throughout opening hours. 

• Appointments for medical boards, specialist medicals including, aviation medicals and diving 
medicals were available and undertaken within one week. 

• Telephone consultations were available every day. Home visits were on request as per local 
policy. The home visit register was not as per DPHC home visit guidance but this was changed 
during the inspection. 

• Out of core hours patients were diverted to the 112 service. The practice was staffed 24-hours 
a day with a duty medic, they were supported by the duty medical officer (MO). 

• Opening hours and out-of-hours arrangements were clearly displayed on posters and leaflets. 
Additional information was also available on the practice social media page.  

• Non-attendance at appointments was monitored for the practice, including the PCRF.  

• For routine physiotherapy appointments, the waiting time was within five working days.  
Patients with an urgent need were seen within three days but usually the same day. Patients 
requiring an ERI appointment would currently wait 10 days.  

• Direct access to physiotherapy (DAP) was inconsistent, with only aircrew being able to access 
this service. The new PCRF Officer in Command (OC) had plans to enable DAP for all patients 
in order to deliver equity of access. 

• The PCRF shared information with the Regional Rehabilitation Unit (RRU) and referrals were 
made as required. When referrals were made to the Multidisciplinary Injury Assessment Clinic 
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(MIAC) patients were seen immediately.  Patients were referred to PCRF Episkopi for Injection 
Therapy when required. 

• All patients were assigned a named physiotherapist who managed their care at every 
appointment. 

 
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. 

• Information was displayed in the waiting area, on the television in the waiting room and 
outlined in the practice leaflet to help patients understand the complaints process.  

• The practice manager was the designated responsible person who handled all complaints. The 
practice managed complaints in accordance with the DPHC complaints policy and procedure. 
Both written and verbal complaints were recorded and linked to the health governance 
workbook.  

• Any complaints were discussed at the clinical and/or practice meetings and lessons identified. 
Changes to practice were made if appropriate and used to improve the patient experience. For 
example, a member of staff had caused a potential Caldicott issue. The complaint was handled 
within policy timeframes and resulted in actions being taken including, supporting the member 
of staff and amending their role and terms of reference. 

• A complaints trend analysis was completed in July 2019 for complaints received in 2018/19. All 
recommendations and actions identified had been completed. Besides this, a review of the 
complaints process was undertaken and additional complaints training was given to all staff. 

 

Are services well-led?  

We found that this practice was well-led in accordance with CQC's inspection framework 

Leadership capacity and capability 

The leadership team had the experience, skills and drive to deliver high-quality sustainable care. 

• On the day of inspection, we saw a practice that was well-led. The leaders not only 
demonstrated managerial experience, capacity and capability, it was clear they had vision, 
passion with a focus on providing the best possible service for their patients.  

• Staff spoke highly of how the practice was led. They said managers demonstrated a 
collaborative approach to leading the practice and supporting staff. Staff described good 
leadership from the management team. 

• The practice felt well supported by the regional team. The overseas regional headquarters 
team held an annual conference which staff could attend. The regional team were available 
daily for advice via skype as required and hosted quarterly meetings. The Regional clinical 
director (RCD) and other key staff visited regularly or when required to intervene on specific 
issues. 

• A brief meeting was timetabled every morning to give the clinical team the chance to discuss 
and review clinical cases of interest or concern. This would include options and alternatives to 
secondary care referral, second opinions, review of unplanned and possibly inappropriate 
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admission occurring both in and out of hours. It also provided a forum for sharing knowledge 
and learning. 

Vision and strategy 

The practice had a clear vision to deliver high quality care and promote good outcomes for 
patients. It had a mission statement and staff knew and understood the values. The practice had a 
robust strategy and supporting plans which reflected the vision and values and were regularly 
monitored through the risk register.  

• The practice worked to the following DPHC mission statement:  

o ‘Provide and commission safe and effective healthcare which meets the needs of the 
patient and the chain of command.’ 

• The aims of the practice were: 

o ‘Akrotiri Health Centre is committed to the safe and effective delivery of both Primary 
and Pre-hospital care to its service personnel, dependents and locals that reside within 
the Western Sovereign Base Area.’ 

• On the day of the inspection, we found the practice was working to and achieving its aims. 

• Patient feedback was considered when developing the service. For example, the after-school 
clinic was introduced as a result of feedback.  

Culture 

The culture at the practice was inclusive and all staff were treated equally. 

• An inclusive culture underpinned the approach of the practice. All staff had an equal voice, 
regardless of rank or grade.  

• The PCRF was integrated with the wider practice, including an integration of governance 
systems.  

• Staff described an open and transparent leadership style and said they would feel comfortable 
raising issues. They felt respected, supported and valued. Both formal and informal 
opportunities were in place so staff could contribute their views and ideas about how to 
develop the practice. Meetings for more junior ranking staff were held which staff felt were a 
good forum for discussing concerns and issues. 

• Openness, honesty and transparency were demonstrated when things went wrong. A no-
blame culture was evident; complaints and incidents were seen as opportunities to improve the 
service. 

• The practice had systems to ensure compliance with the requirements of the duty of candour, 
including giving those affected reasonable support, information and a verbal and written 
apology. The duty of candour is a set of specific legal requirements that providers of services 
must follow when things go wrong with care and treatment.  

• Leaders clearly demonstrated that the needs and welfare of staff were priority. Staff were 
encouraged and supported to be the best they could be through training and developing their 
skills. Supervision and appraisal were in place for all staff.  

Governance arrangements 

There was an effective overarching governance framework in place which supported the delivery 
of good quality care.  
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• There was a clear staffing structure in place and staff were aware of their roles and 
responsibilities, including delegated lead roles in specific topic areas. Terms of reference were 
in place to support job roles.  

• The practice worked to the health governance workbook, all staff had access to the workbook 
which provided links to meeting minutes, policies and other information.  

• An effective range of communication streams were used at the practice. A schedule of team 
specific meetings was well established.  

• The on-island paediatric physiotherapy service had not yet been assured meaning there was 
no on-island paediatric physiotherapy support available. The physiotherapist identified a 
training need for managing paediatric patients.  

• Audit was a routine method used to measure the effectiveness and success of clinical and 
administrative practice. A comprehensive audit programme was established with clear 
evidence of action taken to change practice and improve the service for patients.  

• Secondary care contracts are currently monitored by the staff within the three medical centres. 
Oversight of contracts by headquarters staff would afford improved breadth and consistency of 
monitoring. 

Managing risks, issues and performance 

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

• Risk to the service were well recognised, logged on the risk register and kept under scrutiny 
through regular monthly review.  

• PHEC was provided by clinicians at the medical centre. Patients (including a section of the 
local Cypriot population) were able to ring 112 and request out of hours advice and care from 
duty staff. Not all clinicians were required to demonstrate relevant qualifications and 
experience to provide PHEC and some told us that they had not been adequately trained to 
use certain equipment which they were given in order to provide a 112 response. The 
Commander Medical BFC had identified in July 2019 that due to lack of manning capacity and 
skills at Akrotiri, the medical centre was unable to provide a safe PHEC service and in August 
2019 Akrotiri suspended its 112 service (with Episkopi medical centre stepping in to provide 
the service).  

• A staff survey of Akrotiri staff was undertaken in November 2018 as low staff morale was in 
part attributed to pressures on a small number of staff to deliver PHEC. This low morale was 
impacting their ability to deliver primary care in hours. Appropriate action was taken to ensure 
that staff opinion was taken into account and addressed this included key recommendations 
focusing on more flexible working and face to face discussions. Nevertheless, there was an 
ongoing requirement for headquarters to ensure that suitably qualified and experienced 
personnel were trained and assigned to the medical centre, in order to ensure safe and 
effective delivery of daytime primary care.  

• A system was in place to monitor performance target indicators. In particular the system took 
account of medicals, vaccinations, child health, cytology, summarising and non-attendance 
rates. 

• A business continuity plan was in place.  

• Procedures were in place for managing poor performance. 

Appropriate and accurate information 
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The practice acted on appropriate and accurate information. 

• An internal quality assurance tool, the DMS Common Assurance Framework (CAF) was used 
to monitor safety and performance for the practice and included the PCRF. 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.  

Engagement with patients, the public, staff and external partners 

The practice involved patients, staff and external partners to support high-quality sustainable 
services. 

• There were various options in place to encourage patients to provide feedback on the service 
and contribute to the development of the service. A patient experience survey was undertaken 
quarterly. In addition, patients could leave feedback via through the suggestion box.  

• A patient participation group (PPG) met quarterly and included bespoke PPG who met with the 
youth club to capture younger patients’ views. 

• A suggestion box in reception, fed into the ‘you said, we did’ display 

• The staff stress survey, staff suggestion box and the open-door policy throughout promoted 
easy access for staff to voice their views. 

• Good and effective links were evident with internal and external organisations including the 
welfare team, RRU, the DCMH, local services and SSAFA. 

Continuous improvement and innovation 

Continuous improvement was embedded in the culture which was one of improving the health and 
wellbeing of the benefit of the patients. The practice maintained a quality improvement log on the 
HG workbook which was monitored monthly. We found that improvements were implemented 
based on the outcome of feedback about the service, complaints, audits and significant events.  

Some examples of quality improvements made included: 

• Health education/promotion activity with the local school. 

• Based on patient feedback the revision of the opening hours, provision of additional clinics, 
including a sexual health clinic and afternoon clinics for school children. 

 

 

 


