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Chilwell Medical Centre 

Chetwynd Barracks, Swiney Way, Beeston, Nottinghamshire, NG9 5HA 

Defence Medical Services inspection report 

This report describes our judgement of the quality of care at Chilwell Medical Centre. It is 
based on a combination of what we found through information provided about the service, 
patient feedback and through interviews with staff and others connected with the service. 
We gathered evidence remotely in line with COVID-19 restrictions and guidance and 
undertook a short visit to the practice. 

 

Overall rating for this service Requires improvement ⚫ 

Are services safe? Good 
⚫ 

Are services effective Requires improvement 
⚫ 

Are service caring? Good 
⚫ 

Are services responsive to people’s 
needs? 

Good 
⚫ 

Are services well-led? Requires improvement 
⚫ 
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Summary 

About this inspection 

As a result of this inspection the practice is rated as requires improvement overall 

The key questions are rated as: 
 
Are services safe? – good 
Are services effective? – requires improvement 
Are services caring? – good 
Are services responsive? – good 
Are services well-led? – requires improvement 
 
We carried out this announced follow up inspection on 12 and 15 October 2021. The 
inspection was carried out remotely on 12 October and included a visit by a CQC 
inspector, the pharmacist and practice manager specialist advisors on 15 October. This 
report covers our findings in relation to the recommendations made and any additional 
findings made during the inspection.  

The CQC does not have the same statutory powers with regard to improvement action for 
Defence Medical Services (DMS) under the Health and Social Care Act 2008, which also 
means that the DMS is not subject to CQC’s enforcement powers. However, as the military 
healthcare regulator, the Defence Medical Services Regulator (DMSR) has regulatory and 
enforcement powers over the DMS. DMSR is committed to improving patient and staff 
safety and will ensure implementation of the CQC’s observations and recommendations. 
 
This inspection is one of a programme of inspections that the CQC will complete at the 
invitation of the DMSR in their role as the military healthcare Regulator for the Defence 
Medical Services. 
 
At this inspection we found: 

• The practice was well-led and the leadership team (including interim staff) had driven 
improvements in a short time period. Whilst work was ongoing, they were able to 
demonstrate a comprehensive plan of action.  

• The leadership team had a clear understanding of the issues and had developed plans 
to resolve or mitigate identified risks. 

• There was an open and transparent approach to safety. An effective system was in 
place for managing significant events and staff knew how to report and record using 
this system. This was supported by an open door culture. 

• Effective arrangements were in place for infection prevention and control. These 
included steps taken to minimise the risks associated with COVID-19. 

• The arrangements for managing medicines, including obtaining, prescribing, recording, 
handling and disposal in the practice minimised risks to patient safety.  
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• Standard operating procedures (SOPs) had been developed to ensure that appropriate 
coding, outcomes and templates are consistently used by clinicians. An onging 
programme of audit of clinical records was being established to ensure record keeping 
standards. 

• Patient feedback about the service was positive. It showed patients were treated with 
compassion, dignity and respect and were involved in care and decisions about their 
treatment.  

• The practice had developed an improvement programme to deliver the best possible 
outcome for patients but it was too early to assess the impact of this work. 

• The practice had a system to ensure that staff completed the required mandated 
training and held the appropriate professional registrations.  

• Effective medical cover was in place to cover the times when the practice was closed. 
This was clearly communicated to patients.  

• Staff understood the Mental Capacity Act (2005) and how it applied in the context of 
the service they provided. 

• Staff and patients were able to give feedback (including anonymously) and the most 
recent survey showed a high level of patient satisfaction.   

• Information systems and processes were in place or being developed to deliver safe 
treatment and care including referral tracking, notes summarising and the management 
of referrals. Audit of clinical record keeping was in place for the doctors and was due to 
commence for the nursing team. 

• The practice had good lines of communication with the units and welfare team to 
ensure the wellbeing of patients. Links had been developed both internally and 
externally to enhance the support provided to patients.  

• The building and equipment was sufficient to treat patients and meet their needs. 

• The privacy and dignity of patients was respected with clinicians using privacy screens 
and curtains when treating patients.  

• Staff understood and adhered to the duty of candour principles.  
 

We identified the following notable practice, which had a positive impact on 
patient experience: 

• We were given accounts of how the practice had gone beyond their duties to 
support a patients with complex needs. A tailored care package combined with a 
holistic approach played a key role in the wellbeing of vulnerable patients. The 
SMO provided support outside of hours and was proactive in calling to check on the 
wellbeing of patients.   

The Chief Inspector recommends to the practice: 

• Implement a sign in/out process for the physiotherapist when using the gymnasium.   

• Complete the work underway to improve the monitoring of patients on high risk 
medicines to ensure it is failsafe and not reliant on correct clinical coding.  
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• Ensure that the staff can see and monitor all patients who are waiting.  

• Provide formal training to appropriate staff in the management of thermal injuries. 

• Complete work to provide an accurate record of treatment and monitoring of patients 
with a long-term condition. 

• Develop a programme of quality improvement work in the Primary Care Rehabilitation 
facility (PCRF). 

• Implement an effective process for proactive health screening. 

• Make arrangements to ensure patients have consistent and regular access to an 
exercise rehabilitation instructor. 

 

The Chief Inspector recommends to DPHC: 

• Address the sustainability of the newly revised and implemented governance systems 
to ensure consistent leadership and management of the service. 

• Provide a back-up power supply for fridges to reduce the destruction of vaccines during 
power outages. 

 

Dr Rosie Benneyworth BM BS BMedSci MRCGP 

Chief Inspector of Primary Medical Services and Integrated Care  

Our inspection team 

This inspection was undertaken by a CQC inspector and the inspection team comprised 
specialist advisors including a primary care doctor, a physiotherapist, a practice manager 
and a pharmacist. 

Background to Chilwell Medical Centre 

Chilwell Medical Centre provides a routine primary care service to a patient population of 
655 service personnel and a temporary population of 400 who are reservists or service 
personnel who are sick at home. The practice also provides occupational health to service 
personnel only. Dependant families who live in Chetwynd Barracks are signposted to 
register at one of the local GP practices. The barracks is the home to two main regiments, 
the 170 Group Royal Engineers regiments and to Chilwell Personnel Recovery Unit (PRU).  
In addition, the practice hosts staff affiliated to Cranwell Medical Centre who provide 
medical care to military reservists. The base was up until July 2021, the Mission Training 
and Mobilisation Centre (MTMC). The MTMC has now been moved to Bassingbourn 
Barracks. As part of the transfer, the senior management team from Chilwell Medical 
Centre relocated to Bassingbourn.   
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The medical centre is not a dispensing practice. This service is outsourced to a nearby 
community pharmacy. A Primary Care Rehabilitation Facility (PCRF) is co-located with the 
medical centre and provides a physiotherapy and rehabilitation service for service 
personnel only.  
 
Opening hours are from 08:00 to 16:00 Monday to Thursday and from 08:00 to 13:00 on a 
Friday. A duty doctor is on call until 18:30 on weekdays and can be contacted by a mobile 
phone. Outside of these hours including weekends and public holidays, cover is provided 
by NHS 111. 
 
 
The staff team at the time of the inspection 
 

Position Numbers 

Senior Medical Officer (SMO) - civilian one (full time) 

Civilian medical practitioners (CMP) one (0.5 full time equivalent) 

Civilian practice nurse one (full time) 

Healthcare assistant (HCA) one (full time long-term locum) 

Physiotherapist one 

Military practice manager one (interim, on loan from RAF 
Scampton) 

Administrative staff two (E1)  
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Are services safe? 

We rated the practice as good for providing safe services. 

Safety systems and processes 

• The practice had safety policies including adult and child safeguarding policies 
displayed in clinical rooms and in reception. Policies accessible to all staff (including 
locums) outlined clearly who to go to for further guidance including the contact details 
for the NHS Nottingham safeguarding team. The safeguarding policies were reviewed 
annually, the most recent completed in September 2021. Staff received safeguarding 
information as part of their induction and refresher training. 

• There was an appointed lead and deputy for safeguarding. All staff had completed 
safeguarding and safety training appropriate to their role and knew how to identify and 
report concerns. 

• Regular communication took place with the local NHS GP surgery where most of the 
families of service personnel were registered. These meetings had been face-to-face 
up until the COVID-19 lockdown and were due to recommence as restrictions lifted. 

• Vulnerable patients were identified during consultations, through the new patient 
registration process or on referral from another department such as the welfare team. 
There was a risk register of vulnerable patients and a system to highlight them on the 
electronic patient record system (referred to as DMICP). The register was reviewed 
during meetings with the Unit Health Committee (UHC). These took place every two 
months and were attended by the Welfare Officer, Senior Medical Officer (SMO) and 
physiotherapist. A note of any discussion was added to the patient record.  

• Staff took steps to protect patients from abuse, neglect, harassment, discrimination and 
breaches of their dignity and respect. Practice staff attended the bi-monthly UHC 
meetings with welfare teams and the Chain of Command and discussed the needs of 
this population group when required.  

• Personnel Recovery Unit (PRU) meetings were held independently from all other 
meetings. We saw evidence of a handover meeting that had taken place for a patient 
with complex needs and this highlighted how the medical centre had a proactive 
approach and established links which anticipated the needs of arriving patients. PRUs 
are specialist units that provide command and care for wounded, injured and sick 
service personnel who require more support than the regimental unit are able to 
provide. 

• 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. Some staff had completed 
self-directed chaperone training in October 2021 but had not been assessed as 
competent. Staff told us that only clinical staff would be used as chaperones until 
further training and assessment could be completed. Posters advising patients about 
requesting a chaperone were clearly displayed throughout the building.  
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• 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 DBS check to ensure staff, including locum staff, were 
suitable to work with vulnerable adults and young people. DBS checks were renewed 
every three years for civilian staff and every five years for military staff.  

• Arrangements were in place to monitor the registration status of clinical staff with their 
regulatory body. All staff had professional indemnity cover. New staff were required to 
complete the Defence Primary Healthcare (DPHC) mandated induction which included 
specific elements for the different roles. There was an induction checklist on the 
healthcare governance (HG) workbook which recorded progress and completion of 
induction. All new staff had commenced induction and all permanent staff had 
completed induction.  

• Locum staff completed the same induction as permanent staff. Professional 
registrations were checked monthly and recorded on the staff database and HG 
workbook. All staff had a current DBS certificate and held a valid security clearance. 
This was recorded on the personnel spreadsheet held in a limited area on SharePoint. 
Information was in place to confirm staff had received all the relevant vaccinations 
required for their role at the practice. SharePoint is a document management and 
storage system that allows information to be shared electronically.  

• The recently appointed practice nurse had the lead for infection prevention and control 
(IPC). No role-specific training had been completed but the nurse had previous 
experience of being an IPC lead and demonstrated the required knowledge. An internal 
IPC audit had been undertaken in October 2021, one week before the inspection date. 
An action plan had been documented and was underway. No significant concerns had 
been identified; minor issues identified were mainly due to the infrastructure. Cleaning 
schedules and monitoring arrangements had recently been implemented by the 
practice nurse and staff spoke of positive changes that had been achieved in the past 
month. Cleaning standards were now monitored during a weekly walk round inspection 
carried out by the practice nurse together with the cleaning supervisor. The building 
was old and did not conform to IPC best practice guidelines; for example, clinical 
rooms did not have coved skirting boards. A total of 19 requests for improvement work 
had been submitted in the week following the audit. The staff team was up-to-date with 
IPC training. 

• Environmental cleaning was provided by an external contractor. Dedicated cleaners 
attended the practice twice daily. Staff told us that a deep clean of the premises took 
place annually during the Christmas closure. However, there was no evidence to show 
when it had last been done. We identified no concerns with the cleanliness of the 
premises.  

• There were systems for safely managing healthcare waste supported by a policy. 
Clinical waste and pre-acceptance audits were carried out annually, the most recent in 
October 2021. Clinical waste was logged, stored and collected by an external 
contractor. External storage was in a lockable waste skip held in a secure area. 
Consignment notes went to the contracts manager but the nurse obtained copies to 
check against stock of waste.  

• The practice had recently taken steps to ensure that facilities and equipment were safe 
and that equipment was maintained according to manufacturers’ instructions.  
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Risks to patients 

In the weeks leading up this inspection, the practice had strengthened systems to assess, 
monitor and manage risks to patient safety. Although temporary staff had made significant 
improvements, there was no long-term solution in place.  

• The removal of the military staff and transfer to Bassingbourn Barracks had left a 
depleted establishment at Chilwell. Staff had been loaned to the practice as a 
temporary measure, these included the Regional Warrant Officer and the practice 
manager from Scampton Medical Centre. A locum healthcare assistant (HCA) had 
been employed but the funding was from region. None of these posts were established 
and were scheduled to be withdrawn on 1 December 2021 when the practice was due 
to change region. There was no known plan in place for beyond this date. 

• An induction system was in place for temporary staff and this had been tailored to their 
role. Locum staff completed the DPHC induction which included role specific elements.   

• Clinicians adhered to military guidance around sickness periods for personnel. They 
communicated effectively with Chain of Command so that line managers knew which 
tasks personnel could safely undertake. 

• 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 checks were in place to ensure the 
required kit and medicines were available and in-date. All items located on the 
emergency trolley were monitored daily.  

• Staff were trained in how to respond to a medical emergency, for example, the 
administration team had completed additional training in emergency call handling. A 
flow sheet was displayed to support the administration staff in recognising symptoms 
and signposting patients to the most appropriate clinician. Staff training, recorded on 
the staff database, was in date for basic life support and anaphylaxis. Simulation 
training was on the future training plan and scheduled for 1 February 2022. We were 
advised of a deteriorating patient in the practice on the day of inspection. Reception 
staff were able to identify them as requiring urgent treatment. 

• Clinicians knew how to identify and manage patients with severe infections including 
sepsis. Sepsis training was refreshed annually and there were signs and information 
cards to inform patients and staff. Further training refreshed annually included cold 
injuries, heat injuries, basic life support and anaphylaxis. Although there had been no 
formal training in thermal injuries, protocols for providing treatment were displayed in 
the emergency room. 

• When there were changes to services or staffing, the practice covered any gaps on the 
rota with regional or locum staff. However, clinical staff not affiliated to the practice 
(hosted by the practice to see reservists and affiliated to Cranwell Medical Centre) 
provided essential medical cover. Support from hosted staff could be withdrawn at any 
time.    

• The medical centre did not have an air conditioning system and issues with non-
tolerable room temperature in the Primary Care Rehabilitation Facility (PCRF) had 
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been identified at the last Healthcare Governance Assurance Visit (HGAV). The 
physiotherapist reported that since the HGAV, the PCRF had relocated (in September 
2021) to a room which provided more space and windows that could be opened. PCRF 
staff had not completed training on heat injury and heat illness prevention. However, 
gymnasium staff had completed a risk assessment on exercising in hot and cold 
conditions and the station monitored heat stress using wet-bulb globe temperature 
daily readings.  

• The PCRF completed their own risk assessments and held a personal alarm to 
summon attention in the event of an emergency. The servicing of gymnasium 
equipment was completed by the unit’s physical training instructors who in turn 
provided a copy to the physiotherapist. There was no sign in/out process in place for 
the physiotherapist when using the gymnasium which presented a potential risk with 
the practice not knowing their location.    

• A COVID-19 risk assessment had been completed. Measures introduced to minimise 
the risk of spreading infection during the COVID-19 pandemic included: 

o The majority of appointments were done via telephone with face-to-face 
appointments offered only when required; 

o a one way system was implemented into the building;  

o signs placed throughout to encourage social distancing;  

o an automated hand sanitiser dispenser was placed at the main entrance and 
exit;  

o a ‘red room’ was used for patients presenting with COVID-19 symptoms. This 
room was close to the exit so could be accessed without having to walk through 
the main part of the building; and 

o personal protective equipment (PPE) was provided to staff. This included face 
masks that protect staff from airborne infection (known as FP3 masks) when 
seeing patients. 

Information to deliver safe care and treatment 

• Management information work was underway to review the long-term condition 
registers and update the population eligible for health screening. 

• The practice had identified a backlog in summarising; a search carried out during the 
inspection suggested 317 sets of notes required a summary. The practice conducted 
summarising training on 13 September 2021 and 116 sets of notes had been 
summarised in the last month. All staff completing note summaries had received an 
email to detail the process to be followed and protected time had been allocated to 
clear the backlog.  

• Staff described occasional loss of connectivity with DMICP, meaning clinics could be 
delayed. If this happened, the business resilience plan was followed and only 
emergency patients were seen. Consultation notes were recorded on to paper copies 
and scanned onto DMICP at a later date. Clinics were printed daily so the practice 
were aware of patients due to attend if there was a DMICP outage. 
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• The practice had systems for sharing information with staff and other agencies to 
enable them to deliver safe care and treatment. Referrals to other departments and 
external health care services, including urgent referrals, were managed by two 
dedicated administrative staff. They responded to requests from the doctors and 
booked patient appointments through the NHS e-Referral service (e-RS). If an 
appointment was not available based on patient availability, then the administrator 
followed it up on behalf of the patient. Referrals were logged and monitored and the 
administrators closed them once appointments had been completed. For urgent two-
week-wait referrals, patients left the practice with an appointment. Doctors maintained 
oversight of outstanding referrals at the monthly clinical governance meeting. 

• Referrals made from the PCRF were managed by the physiotherapist and were also 
integrated with the wider referral tracking system for the practice. The system included 
internal referrals; for example, physiotherapists monitored the referrals they made to 
the Regional Rehabilitation Unit (RRU). 

• There was an effective system in place to ensure specimen samples were taken safely, 
appropriately recorded on DMICP and results reviewed and actioned by a clinician 
within seven days. This was supported by a standard operating procedure (SOP). We 
found that the system was effectively managed and the duty doctor checked results in 
the absence of colleagues. Clinicians were then tasked through DMICP to act on 
results. A sample review of clinical records showed that appropriate Read codes and 
templates were used. 

Safe and appropriate use of medicines 

• A lead was identified as the subject matter experts for medicines management with the 
day-to-day management of medicines scheduled to be delegated to the practice nurse. 
Safe procedures were in place for managing and storing medicines, including vaccines, 
medical gases, emergency medicines and equipment. We found all items were within 
date and appropriately stored. 

• Dispensing was outsourced to a local community pharmacy. The only stock held was 
dispensed items awaiting collection, vaccines and medicines to be used in an 
emergency. Medication requiring refrigeration was monitored twice daily to ensure it 
was stored within the correct temperature range. The vaccine fridge had no back up 
power supply and there was no contingency in the event of a loss of power. The 
practice reported that a significant amount of COVID-19 vaccines had been destroyed 
due to power outages. The practice told us that the issue had been reported to region 
but a request for a back-up power supply had been rejected. 

• Appropriate arrangements were established for the safety of controlled drugs (CD), 
including destruction of unused CDs. Monitoring had not been carried out prior to the 
inspection but was planned as part of the recently implemented audit schedule.  

• A process had been implemented for the management of and monitoring of patients 
prescribed high risk medicines (HRMs). A search was run monthly by the SMO but 
there was no register of patients on HRMs so there was potential for patients to be 
missed if not coded properly. The SMO confirmed that with support from the regional 
pharmacist, work was underway to compile a register and a set of searches. HRMs are 
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considered high risk because the potential side effects mean appropriate blood 
monitoring and careful dose adjustment is required. 

• We reviewed the clinical records of five patients prescribed an HRM. We noted that 
alerts were in place and monitoring was carried out in accordance with the 
recommended frequency. Shared care agreements (SCA) were in place for the 
patients that required them. SCAs are important to provide clear responsibilities 
between clinicians involved in the patient’s care. An audit in May 2021 showed that 
75% of patients on HRMs had an alert on their records. Alerts had been added and the 
audit re-run to show 100% of patients now had alerts. 

• Written procedures (SOPs) were in place to support safe dispensing practice. Staff who 
were prescribers had signed the SOPs applicable to them. 

• Staff had access to British National Formulary (BNF) and prescribing formulary. We 
saw that the prescribers were working to both local and national guidelines for 
prescribing. A structured programme of audit, including an audit of antibiotic 
prescribing, had been implemented. A review of the antibiotic audit showed 100% 
compliance with local guidelines produced by the Clinical Commissioning Group 
(CCG).  

• Patient Group Directions (PGDs) had been developed to allow nurses to administer 
medicines in line with legislation. The PGDs were current and signed. Patient Specific 
Directions (PSDs) were seldom used but a system was in place for sign off by the 
prescriber to permit nurse and the HCA to administer vaccinations. PGDs are a written 
instruction allowing non-prescribing clinicians to administer certain medicines to a 
group of patients. PSDs are a written instruction that must be signed in advance of a 
medicine being administered to a named patient after the prescriber has assessed the 
patient on an individual basis.  

• The practice’s arrangements for the access, storage and monitoring of prescription 
stationary were effective. Blank prescription pads and prescription paper were stored 
securely and an effective tracking system was followed.   

• Requests for repeat prescriptions were safely managed and no telephone requests 
were accepted. The process for repeat prescriptions was maintained and monitored by 
the SMO. A process was in place to update DMICP if changes to a patient’s medication 
was made by secondary care or an out-of-hours service. Prescriptions were signed 
before medicines were dispensed and handed out to patients. 

Track record on safety 

Although the practice had a good safety record, gaps identified at the inspection presented 
potential risks to safety:  

• Measures to ensure the safety of facilities and equipment were in place but they were 
reliant on the temporary staff. There were active and retired risk registers on the HG 
workbook and an issues log. These had been reviewed on 7 October 2021. The main 
risk identified within the practice was staffing and this was included in the risk register. 
Risk was a standing agenda item on the practice meeting agenda. The SMO and 
practice manager were the leads for health and safety, both had completed role-
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specific training. The safety certificates for water, gas, electric and legionella were held 
by the station safety team and copies were made available or had been requested by 
the practice. We viewed those for fire and legionella on the inspection visit and found 
them to be in date. The practice manager had requested copies of the most recent 
certificates for water, gas and electricity. There was a programme to flush taps weekly 
in order to prevent the build-up of bacteria that can lead to legionella. 

• 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 had been reviewed periodically with frequencies included on 
the register, no review date extended beyond 12 months. Safety data sheets were in 
place for hazardous substances. The station lead for health and safety carried out an 
annual assessment. Equipment checks, including the testing of portable electrical 
appliances were in-date.  

• There was no fixed alarm system but all staff had hand-held alarms to summon support 
in the event of an emergency. The interim practice manager planned to introduce 
random checks of the response to alarms and although not recorded, staff told us that 
the hand-held alarms were tested periodically. A lone working policy risk assessment 
was current and available to all staff from the HG workbook.  

• Staff working on reception had partial view of the waiting room and the practice 
manager could monitor the area if in their office with the door open. However, there 
was potential for patients to be out of view whilst waiting to be seen.  

• Risk assessments in place included both clinical and non-clinical risks. For example, 
needle stick injury, lifting and handling, legionella management, COSSH (control of 
substances hazardous to health) and lone working.  

 

Lessons learned and improvements made 

The practice shared learning and made improvements when things went wrong. 

• There was a system and policy for recording and acting on significant events (referred 
to as ASERs) and incidents. Staff understood their duty to raise concerns and report 
incidents and near misses. Leaders and managers supported them when they did so 
and a feature of sharing information was the daily ‘huddle’ in which any significant 
event in the last 24 hours would be discussed.  

• The temporary leadership team had implemented a structure for reviewing and 
investigating when things went wrong. There was evidence that the practice learned 
and shared lessons and took action to improve safety in the practice. Staff we spoke 
with could recall the learning from a recent significant event when a vaccination was 
administered before the due date. A framework of meetings and minutes of meetings 
had been implemented. ASERs were a standing agenda item at the weekly practice 
meeting and monthly HG meeting. A lessons learnt log had been introduced into the 
HG workbook that all staff could access.   

• The practice manager was responsible for managing medicine and safety alerts. Alerts 
were received into the group mailbox and forwarded to all staff. The practice manager 
updated the register on SharePoint and recorded the action taken in response to the 
alert. Written records of discussion showed alerts were discussed in the daily ‘huddle’ 
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and the weekly clinical meeting. We checked recent alerts and found they had been 
received and managed appropriately.  
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Are services effective? 

We rated the practice as requires improvement 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) best practice guidelines. 
The practice stated that discussion on best practice guidance was to be a standing agenda 
item at future clinical meetings. These meetings had started with the doctors but the nurse 
planned to attend following completion of induction. Future meetings would include the 
nurse. Any information would be cascaded to the HCA who was currently a locum. 
Guidelines were discussed at the monthly healthcare governance meetings. 

• Our review of patients’ notes showed that NICE best practice guidelines were being 
followed. An example was given of a recent patient with high blood pressure where 
NICE guidance had been applied. 

• Staff we spoke with could refer to and gave examples of updates they had acted on 
and discussed within the practice. The nurse planned to check that treatment was  in 
accordance with guidance as part of their review of patients with long-term conditions.  

• The DPHC team produced a newsletter that was circulated to clinicians providing 
further information and a summary of relevant safety updates. The regional nursing 
advisor sent out weekly updates that included any new guidelines. Recent 
communications had been sent to the practice nurse when she commenced 
employment at the practice. 

• It was planned for clinical guidelines to eventually be recorded on the HG workbook 
together with links and a record of when and who they were sent to. The HG workbook 
was being updated to include this; NICE guidance was already in place. 

• The physiotherapist reported ad hoc utilisation of patient outcome measures; for 
example, they utilised the musculoskeletal health questionnaire (MSK-HQ), a tool 
developed to allow patients to report their symptoms and outcomes from treatment in a 
standardised way.  

Monitoring care and treatment 

The practice leadership team were interim staff, or new into post, and had embarked 
on reviewing the registers and implementing quality improvement work to review the 
effectiveness and appropriateness of the care provided. This work had started in the 
weeks leading up to the inspection and registers were being reviewed to establish the 
status of patients with a long-term condition (LTC).      

• The DMS have a responsibility to deliver the same quality of care as patients expect in 
the NHS. Because the numbers of patients with LTCs are often significantly lower at 
DPHC practices, we are not using NHS data as a comparator.  
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• The nurse was the lead for the management of patients with LTCs. The population 
manager facility (referred to as ‘popman’) was used to identify and monitor patients 
with an LTC. A total of 19 patients were recorded as having high blood pressure and 10 
had a record of their blood pressure having been recorded in the last 12 months. A 
total of 81% (10 patients) had a follow-up blood pressure reading of 150/90 or less (this 
is in an indicator for mild hypertension).  

• There were six patients on the diabetic register and four had a total cholesterol of 
5mmol/or less, an indicator of positive cholesterol control. The practice nurse planned 
to add a search for patients identified as at risk of diabetes so monitoring could be 
implemented.   

• There were 15 patients on the asthma register and eight patients had been reviewed in 
the last 12 months. The registers did not reflect population manager so the nurse was 
in the process of cleansing all LTC registers to ensure they were current and accurate. 
There had been no permanent practice nurse for approximately 12 months, the current 
nurse had started in September 2021 and there had been no nurse present to 
complete a handover. A consistent template had been implemented and included the 
appropriate Read codes to be used. The nurse had reviewed the SOP for LTC 
management and had noted a need for update. 

• We looked at a range of patient records and were assured that the care of patients with 
a mental illness and/or depressive symptoms was being effectively and safely 
managed. Patients presenting with a mild to moderate anxiety or low mood were 
assessed in accordance with the pathway and treated initially at the practice (step 1) or 
referred to the Department of Community Mental Health (DCMH) team if their clinical 
need was assessed as greater than what step 1 could provide.  

• 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 96% of patients. Pre-screening health questionnaires were completed 
in advance, results were entered onto the system and any concerns were referred to 
the doctor for review. A guidance note instructed the HCA what to do in accordance 
with protocol and the system automatically set up a task that needed to be actioned to 
allow the task to be closed.  

• The practice nurse was to be the audit lead and planned to implement a calendar that 
included mandatory DPHC audits. This had been discussed at a governance meeting 
in October 2021 where it was established that audit work had been done but had not 
been uploaded. There was a paper folder of audit work which included instructions on 
how to do audit but there was little evidence that any audit work had been completed. 
The nurse had previously been an audit lead and demonstrated an understanding of 
how audit could be an integral part of quality improvement and quality monitoring. The 
practice had implemented a structured programme of audits to monitor and 
systematically review clinical and non-clinical outcomes to ensure treatment and care 
was being provided in accordance national and local standards. The programme had 
recently been implemented (in October 2021), therefore many of the audits were first 
cycle or not yet started so it was too soon to see positive outcomes. First cycle audits 
completed included: 
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o antibiotic prescribing; 

o management of cancer: 

o COVID-19 patient recall for at risk groups; 

o specimen handling; 

o pre-acceptance healthcare waste.  

• The PCRF had not completed any quality improvement work since the lockdown but 
was aware that audits should be completed. The physiotherapist had sought support 
from colleagues at Cranwell Medical Centre and discussed audit with the region. A 
patient satisfaction questionnaire (PSQ) had been implemented in October 2021 to 
generate patient feedback of PCRF provision. The DPHC standardised PSQ was 
utilised for this task but it was too early to review any response. 

• 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. The practice nurse was able to 
describe how the CAF was to be developed and it had been identified as an area for 
improvement. 

Effective staffing 

Staff had the skills, knowledge and experience to carry out their roles. For example, 
staff whose role included immunisation and taking samples for the cervical screening 
programme had received specific training and could demonstrate how they stayed up 
to date. However, there was scope to make improvements on the formal structure for 
peer review and staff appraisal. 

• 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. The practice was developing processes to provide staff with ongoing 
support. These included one-to-one meetings, appraisals, mentoring, clinical 
supervision and support for revalidation. The staffing numbers were insufficient to 
provide internal review in some areas; for example, there was one nurse and one 
physiotherapist. To facilitate processes in these areas, the practice had reached out to 
nearby medical centres and to staff hosted to treat reservists for support. These 
measures were implemented while waiting for a new long-term solution to be put in 
place once transferred to the new region.  

• New staff were required to complete the DPHC mandated induction which included role 
specific elements. There was an induction checklist on the HG workbook which 
recorded progress and completion of induction. All new staff had commenced induction 
and all permanent staff had completed induction. Locum staff completed the same 
induction as permanent staff. However, there was no specific induction into the PCRF. 

• Mandated training was monitored by the interim practice management team. The 
practice manager monitored mandatory training using the staff database; courses due 
to expire within one month were automatically colour coded amber. The practice 
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manager sent an email to staff when training courses were due to be renewed. All staff 
had protected time each Tuesday to complete mandatory training or take part in 
scheduled group training.  

• Peer review arrangements were being established to include all clinical staff who 
worked in the practice.  

• The nurse was given protected time each Friday afternoon to complete continuing 
professional development (CPD) work. The nurse had been assigned a mentor from 
Cranwell Medical Centre and had been invited to join their clinical supervision (held 
monthly and could attend remotely). Cranwell links were supporting to maintain staff 
competencies around cervical smears and spirometry and an occupational health 
course in basic spirometry was planned. The peer review programme for nurses was 
due to commence, this was to be done with the reservist nurse and healthcare 
assistant (HCA). The practice nurse was aware of training to be updated and had a list 
training courses that had been sent by region. The nurse used the British Medical 
Journal (BMJ) learning and had access to e-learning for health. 

• The HCA was in date with training; for example, in audiometry and phlebotomy, and 
the nurse carried out competency checks on treatments such as flu vaccinations.  

• Internal and external training sessions were available to staff. For example, the practice 
nurse was scheduled to complete the IPC link practitioner training, the sexual health 
level 1 refresher course and smoking cessation training.  

• There was no formal review process in place for the physiotherapist. This had been 
highlighted as an area for improvement at the last healthcare governance assurance 
visit (HGAV). Cranwell Medical Centre had provided some support but this was an area 
that was to be addressed once transferred to the new region.  

Coordinating care and treatment 

Staff worked together and with other care professionals to deliver effective care and 
treatment. The practice met with welfare teams and line managers to discuss vulnerable 
patients.  

• The practice had established links with local NHS services. These included connecting 
with the MASH (multi-agency safeguarding hub) and local safeguarding teams.  

• The nurse had contacted the local GP practice where many of the service personnel’s 
families were registered to introduce herself, link in for discussion and to attend any 
nurse forums. 

• The practice had developed links with other practices to improve the handover of 
patients.  

• On leaving the military patients underwent a release medical and summary of their 
clinical notes. Signposting and information on civilian life was delivered by the unit. 
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Helping patients to live healthier lives 

The practice identified patients who may need 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. Annual blood tests were to be introduced to check 
for gestational diabetes (currently referred to maternity services) and pre-diabetes.  

• The nurse had the lead for health promotion and planned to use the HCA as a deputy 
(dependent on the long-term plans for that post). The health promotion strategy had 
been formulated for the next three months and was underpinned by national priorities 
and initiatives to improve the population’s health. The nurse planned to introduce a full 
calendar of health promotion. At the time of the inspection there were displays about 
mental health, sexual health and breast cancer awareness. There was a programme 
whereby promotions were refreshed in line with seasonal and/or topical demand. 
Information leaflets and booklets were normally on display but had been removed due 
to COVID-19. 

• The nurse had completed STIF level one and planned to enrol for refresher training 
before advising on sexual health. In the meantime, patients could be referred to local 
sexual health clinics. Contact information was detailed on posters in clinical rooms and 
a permanent sexual health notice board was sited in the patient waiting area. Patients 
were referred to a local clinic for family planning. 

• Medical centre staff attended unit open days and staffed stalls to provide health 
promotion information to personnel. The most recent fair was held virtually in January 
2021. Notice boards were used in the waiting area for health promotion campaigns. 
These were dated and refreshed in line with the strategy. A health fair was planned for 
November 2021 and the nurse planned on attending with the physiotherapist together 
with external providers such as the sexual health service and injury prevention with 
colleagues from the Defence Medical Rehabilitation Unit at Stanford Hall. The nurse 
had recently completed a training course in mental health first aid and planned to 
include this at the upcoming health fair. 

• A mental health information display was available for patients that took into account 
wellbeing and mindfulness. It provided details about websites patients could access for 
further information.  

• The practice offered preventative health checks to identify any conditions that patients 
may be at-risk of and could be avoided by treatment and lifestyle choices. A total of 
215 patients were eligible for the over 40s health check. Clinical searches had not been 
run so it was not clear how many patients had been invited nor how many health 
checks had been completed.  

• 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. We saw 
that the patient recall system was effective and screening had taken place within the 
recommended timescales.  
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• The number of women aged 25 to 49 (there were no women patients aged 50 to 64) 
whose notes recorded that a cervical smear had been performed in the last three to 
five years was 34 out of 42 eligible women. This represented an achievement of 81%. 
The NHS target was 80%. Invite letters were sent out and followed up if not responded 
to, the nurse manager contacted patients by telephone if there had been no response. 
The screening was being done at the local NHS practice as there was no trained staff 
at the practice. The nurse was due to complete the refresher training so that the 
service could then be provided from the medical centre. Searches had been run by the 
practice and invitation letters were sent and coded on the system. A covering letter 
gave instructions for the patient including updating staff on the results. Any overdue 
results were chased and the local NHS practice were contacted to ensure the patient 
had attended. The practice did not have access to Open Exeter (the database used to 
access patient information on screening status) but this was being arranged (the 
regional nurse had been contacted). 

 
It is important that 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 September 2021 provides vaccination data for patients using 
this practice (regional and national comparisons were not available): military personnel 
have sufficient immunity against the risk of contracting certain. 

• 95% of patients were recorded as being up to date with vaccination against diphtheria. 

• 95% of patients were recorded as being up to date with vaccination against polio. 

• 91% of patients were recorded as being up to date with vaccination against Hepatitis B. 

• 69% of patients were recorded as being up to date with vaccination against Hepatitis A. 

• 95% of patients were recorded as being up to date with vaccination against Tetanus. 

• 98% of patients were recorded as in date for vaccination against MMR  

• 82% of patients were recorded as in date for vaccination against meningitis. 
 

The low figure for Hepatitis A was being reviewed by the practice nurse as it was thought 
to be as a result of incorrect clinical coding.  

Units were responsible for ensuring their personnel kept up-to-date with vaccinations. The 
practice worked collaboratively with Chain of Command to ensure all personnel requiring 
additional immunisations in line with operational requirements were identified and 
vaccinated within an appropriate timeframe. Monthly searches were undertaken to recall 
patients for vaccinations. The nurse was streamlining searches previously run by unit to 
simplify the review of data. 

Consent to care and treatment 

Staff sought patients’ consent to care and treatment in line with legislation and guidance. 
For example, verbal consent was recorded in DMICP.  
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Staff understood the relevant consent and decision-making requirements of legislation and 
guidance, including the Mental Capacity Act (MCA) 2005. Clinicians supported patients to 
make decisions. Where appropriate, they assessed and recorded a patient’s mental 
capacity to make a decision.  

 
When providing care and treatment for young patients aged between 16 and 18 years, 
staff carried out assessments of capacity to consent in line with relevant guidance. There 
were very few patients under 18 but clinical staff were aware of the protocols and were 
supported and were supported by DMICP templates. 
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Are services caring? 

We rated the practice as good for providing caring services. 

Kindness, respect and compassion 

Staff treated patients with kindness, respect and compassion.  

• The medical centre had taken account of patients’ personal, cultural, social and 
religious needs; for example, practice staff we asked could explain how they would 
support patients if going through gender reassignment. 

• The practice gave patients timely support and information. A translation service was 
available and promoted in each clinical area, at reception and in the patient waiting 
area.  

• The practice had an information network available to all members of the service 
provided through the Army Welfare Service. 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 contact details for the welfare team were included in the patient 
information leaflet and there was a poster at reception.  

• We spoke with one patient who had experienced problems with their mental health. 
The patient gave us a detailed account of how the practice consistently provided 
support above and beyond their duties to both themself and colleagues. This included 
a holistic package of care that had been tailored and provided an essential support 
structure. For example, we were told of an occasion when the SMO had provided 
detailed information and help to prove that a patient’s pension was on the wrong tariff.    

Involvement in decisions about care and treatment 

• The clinicians and staff at the practice recognised that the personnel they provided 
care and treatment for could be making decisions about treatment that could have a 
major impact on their military career. Staff demonstrated how they gauged the level of 
understanding of patients, gave clear explanations of diagnoses and treatment, and 
encouraged and empowered patients to make decisions based on sound guidance and 
clinical facts.  

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

• Results from the practice’s Patient Experience Survey from April 2021 to September 

2021 (14 responses were collated);  

o 100% said they felt they had been given clear information regarding their 
treatment and care. 
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o 93% of patients who responded said that they were treated with kindness and 
compassion.  

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

• Patient information leaflets and notices were available in the patient waiting area which 
told patients how to access a number of organisations. We saw information that was 
age appropriate and relevant to the patient demographic which was prominently 
displayed and accessible. For example, we saw dedicated notice boards to promote 
sexual health and mental health as well as posters to promote breast cancer 
awareness and cervical cytology.  

• The practice acted in a compassionate way toward any patient that had to be 
discharged on health grounds. We saw that the practice reassured these 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. 

• The practice maintained a register of patients who were also carers and provided extra 
support as required. Carers were identified as part of the new patient registration 
process. The register included both carers and cared for patients. Carers and cared for 
patients were Read coded and recalled for annual flu immunisations and had been 
prioritised for COVID-19 vaccinations. There was an open door policy for support to be 
provided and staff knew of services that carers could be signposted to.  

• Although there was no information in the practice leaflet for carers, there were posters 
displayed in the waiting room. Carers training for staff had been planned for January 
2022. 

Privacy and dignity 

The practice respected patients’ privacy and dignity.  

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

• Privacy for patients when speaking with receptionists was supported by the layout with 
the waiting area set away from the desk. Signage asked patients to stand back while 
waiting to be seen and background noise (television) had been introduced to assist 
with privacy. A notice at the reception desk advised patients that a private room would 
be offered should they wish to discuss sensitive issues. 

• The practice could facilitate patients who wished to see a clinician of a specific gender. 
A male or female doctor was available at the practice. Patients would be signposted to 
another military medical centre is wanting to see a male nurse although no requests 
had been made. Male patients for sexual health screening could be signposted to the 
local sexual health clinic to be seen by a male clinician. 

• The patient experience survey showed 100% of patients felt their privacy and dignity 
was always respected.  
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Are services responsive to people’s needs? 

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. Appointments slots were organised to meet the needs of specific 
population groups. For example, the practice had a walk in service (referred to as sick 
parade) available each morning. Telephone consultations and eConsult appointments 
were alternative options for patients who required an appointment.   

• Specific clinics were in place including vaccination and chronic disease.  

• An access audit as defined in the Equality Act 2010 was completed for the premises in 
May 2021 and no significant concerns were identified. The team had engaged with a 
colleague from the dental centre who was a wheelchair user and they confirmed there 
were no significant issues with regard to access. However, the only disabled toilet was 
in the dental centre so the practice planned to submit a statement of need (SON) for a 
disabled toilet to be installed in the medical centre. 

• There was no hearing loop but the practice stated that they had no patients on their 
register with visual or hearing impairment.  

• There were no facilities designated for families (baby changing facilities and a private 
area for breastfeeding) but staff told us that rooms would be made available if required.  

• The practice had a policy available to staff or patients around when a home visit might 
be necessary and appropriate. Details on how to arrange a home visit were included in 
the practice leaflet.  

• The SMO was the lead for diversity and inclusion (D&I) and was supported by the 
practice manager as deputy. There was a D&I board in the staff room detailing all 
qualified leads on station and the point of contact in the medical centre. The lead had 
completed role specific training and all staff had it planned as part of their mandatory 
training. 

Timely access to care and treatment 

Patients’ needs were met in a timely way. 

• The medical centre accommodated patients with an emergency need on the day they 
presented at the practice. Routine appointments with a doctor could be facilitated within 
one day and gradings were proactively managed and all had appointments booked. 
Nurses had capacity to see a patient within two days.  

• Outside of routine clinic hours, cover was provided by the doctors up until 18:30 
(patients could contact the doctor on a mobile telephone number). From 18.30 hours, 
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patients were diverted to the NHS 111 service and/or eConsult (a message could be 
left for the practice to follow up on the following working day if not urgent). If the 
practice closed on an afternoon for training purposes, patients could still access a 
doctor in an emergency. In this way, the practice ensured that patients could directly 
access a doctor between the hours of 08.00 and 18.30, in line with DPHC’s 
arrangement with NHS England. 

• The nearest accident and emergency department was located at the Queens Medical 
Centre Nottingham (approximately five miles away, detailed in the practice leaflet). 

• Results from the practice’s patient experience survey (14 responses were received) 
showed that patient satisfaction levels with access to routine care and treatment were 
high; 

o 100% of patients said they were able to access healthcare easily. 

o 100% of patients felt satisfied with the method of their appointment (in person, 
by telephone or by E-consult). 

 

• Electronic consultations with a clinician could be organised and details on how to 
arrange were outlined in the practice information leaflet.  

• The practice leaflet provided comprehensive details for out of hours services.  

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. 

• The practice manager was the designated responsible person who handled all 
complaints in the practice. The practice nurse took on this role in their absence. The 
practice had implemented a process to manage complaints in accordance with the 
DPHC complaints policy and procedure. The process included the recording of both 
written and verbal complaints. 

• There had been no recent complaints. However, there was a complaints log linked to 
the HG workbook and complaints were a standing agenda item for practice meeting. 
Previous entries on the complaints log had not been updated with outcomes and 
lessons learned, if any.  

• The current management team had not conducted a complaints audit as there have 
only been three complaints in the last year, all of them prior to their arrival in the 
practice. A complaints audit was included in the practice audit timetable for April 2022. 

• Information was available to help patients understand the complaints system, including 
in the patient information leaflet. The complaints process was displayed as a flow chart 
in the waiting room. Forms were also available for patients.  
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Are services well-led? 

We rated the practice as requires improvement for providing well-led services. 

It was evident the staff had worked hard with the support of regional management to make 
significant improvements in a short timeframe. We have rated the practice as requires 
improvement for providing well-led services. This is because the sustainability of the newly 
revised and implemented governance systems are reliant on consistent leadership and 
management of the service. At the time of our inspection the interim practice manager was 
due to leave at the end of November 2021 and there was no plan beyond that to confirm 
how the practice would be managed. In addition, support from the regional team and from 
clinicians hosted (to provide services for reservists) at the practice had the potential to be 
withdrawn at any stage.    

Leadership, capacity and capability 

The leaders at the medical centre had been working hard to address areas they had 
identified as requiring improvement as well as building resilience and continuity within the 
team. Significant work had been undertaken and it was evident that a cohesive and 
comprehensive plan had been implemented by the leadership team. The practice 
management was temporary and no long-term solution had been agreed due to the 
imminent change in regional leadership resultant from the practice changing region.  

• Resilience was being developed through cross cover arrangements with a nearby 
military medical centre. 

• Staff felt that they could raise concerns if they had them. A practice-wide meeting had 
been established where all staff could get together to share and learn from key 
messages. Staff spoke highly of internal communication. 

• The practice felt that support from the regional management team was integral in 
achieving the improvements seen in recent weeks. The SMO and civilian staff were in 
place and provided continuity as well as a significant contribution towards 
improvements made. Regional support included a Warrant Officer who provided three 
days a week to support the temporary practice manager, and, the regional pharmacist 
who was providing support one day a week.  

• Leaders were knowledgeable about issues and priorities relating to the quality of 
services. As a result, key risks were being addressed. However, the arrangements 
were temporary and much of the knowledge and impetus was provided by the 
temporary staff brought in to prepare for this inspection. 

• Leadership roles had been established for key responsibilities. However, the size of the 
team was not sufficient to ensure key roles had at least one second point of contact. 
The practice had addressed this by utilising staff who were hosted in the building to see 
reservists. The long-term continuation of these arrangements was unclear and there 
was a possibility that the support from these staff members could be withdrawn if 
relocated.  

• The physiotherapist had no support from an ERI and clinical time was restricted by 
administrative duties. 
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• Terms of reference (TORs) were in the process of being reviewed. However, many of 
the key responsibilities were held by the interim practice manager and there was no 
confirmed plan nor establishment of the role going forward. The SMO was exploring 
the option of a shared practice manager role with the dental centre but confirmation of 
this was on hold due to the pending change in regional management. 

Vision and strategy 

The practice had been through significant change following the relocation of all senior staff 
to Bassingbourn Barracks. There was uncertainty for the future with a change in regional 
management due at the end of November 2021. This inspection was announced part way 
through this period of transition and the new management team had focussed on short-
term goals to make the necessary improvements they had identified. The plan of 
improvement was clear and credible and had been prioritised with patient safety at the 
centre.  

• The practice had formulated their own mission statement developed through 
engagement with the team: ‘To provide our patients with a service that is safe, 
accessible, responsive, patient-needs-centred and routinely goes the extra mile.’ This 
aligned with the DPHC vision to ‘provide and commission safe and effective healthcare 
which meets the needs of the patient and the Chain of Command in order to contribute 
to fighting power’.  

• Staff were aware of and felt fully engaged in the vision, values and strategy and their 
role in achieving them. Key responsibilities had been assigned throughout the team 
and all staff spoke positively about the improvements being made. 

• The leadership team at the practice were working on a succession plan to address 
known future changes in key personnel. However, this was limited due to the upcoming 
change in region meaning a new regional management team would be taking over 
within two months. 

• The medical centre planned its services to meet the needs of the practice population 
and liaised with unit personnel to promote their vision and values. The host unit did not 
have any specific medical requirements and the feedback on the service from patients 
was almost entirely positive. Therefore, the clinic structure was standardised and had 
not been amended recently. The one exception was in the PCRF where there was no 
ERI. 

Culture 

Through discussion with practice staff, it was clear that the practice had fostered a ‘no 
blame’ culture. Key systems had been reviewed to make them more effective and staff we 
spoke with were aware of the whistle-blowing policy and freedom to speak up champion: 

• Staff stated they felt respected, supported and valued. Staff spoke positively about the 
new leadership team. However, there was apprehension about the planned changes 
with the move to another region. 
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• Discussion with staff members indicated that morale was high and in particular staff 
were complimentary about the recent improvements.  

• The practice focused on the needs of patients. For example, health checks had 
continued throughout lockdown despite some external resistance. 

• Leaders and managers had taken action to address gaps in the performance of the 
practice, specifically in response to those issues highlighted at the last HGAV. The 
leadership team presented to us not only the work completed but also the future plans 
to continue and build on the work already done. 

• 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. The SMO was an advocate of 
the freedom to speak up process and the practice manager was a freedom to speak up 
champion. The management team had an open door policy and the new meeting 
structure is inclusive where all staff have a voice and can offer opinion.  

• Staff we spoke with told us they were able to raise concerns and were encouraged to 
do so. They spoke of how the culture was one where both suggestions and concerns 
would be both listened to and acted on.  

• A ‘huddle’ was arranged daily and all staff encouraged to attend for any ‘hot topics’ or 
urgent information to be discussed.  

• Team building activities were arranged each month but had been stopped during the 
COVID-19 lockdown. 

• Processes were being implemented to provide staff with professional development. 
This included appraisal and peer review. All staff were scheduled to receive annual 
appraisals and were supported to meet the requirements of professional revalidation 
where necessary. Staff were encouraged to complete courses aimed at their 
professional development. For example, the interim practice manager had completed 
the DPHC course in practice management and the practice nurse was being supported 
to refresh training in order to provide an in-house cervical screening service.  

• The practice promoted equality and diversity. There was a ‘diversity and inclusion’ lead 
is and deputy and a dedicated ‘diversity and inclusion’ board in the staff room. 
However, there was no record of staff completing equality and diversity training on the 
staff database.  

Governance arrangements 

Having experienced significant changes in leadership in recent months, the new 
leadership had worked with regional colleagues to consolidate and clarify responsibilities, 
roles and systems of accountability to support good governance and management. The 
practice had built in more resilience with leads, deputies and cross centre working, in 
particular utilising colleagues from nearby medical centres to provide both resilience and 
continuity.  

• The practice had a system to monitor all patients on high risk medicines (HRMs). 
Shared care protocols were in place for patients taking high risk drugs. Regular clinical 
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searches were carried out to monitor patients on HRMs. However, there was no 
register of patients on HRMs, therefore, the system was not robust because there was 
potential of patients incorrectly Read coded not showing up on a search.  

• Joint working with the welfare team, pastoral support and Chain of Command was in 
place with a view to safeguarding vulnerable personnel and ensuring co-ordinated 
person-centred care for these individuals. Through engagement, the practice had 
developed strong links with external safeguarding teams.  

• Practice leaders had reviewed, introduced and implemented a suite of policies, 
procedures and activities to ensure safety and assured themselves that they were 
operating as intended. There was a standard operating procedure (SOP) tracker in 
place that provided visibility of review dates. 

• A structured audit programme had recently been implemented. It was too soon to see 
positive outcomes but repeat cycles planned would provide visibility on quality 
improvement.  

• A comprehensive meeting schedule was established and had been consolidated since 
the last inspection. This included daily ‘huddles’, weekly clinical meetings, monthly full 
practice meetings and a monthly healthcare governance meeting. Discussion at each 
meeting was recorded and made available to those unable to attend.  

• The overarching governance framework was largely reliant on the temporary and 
interim staff due to the small number of established posts. This framework was not 
sustainable at the time of inspection as the practice manager, regional support and 
support from staff hosted to see reservists were all scheduled or susceptible to change 
at the end of November 2021.  

Managing risks, issues and performance 

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

• Practice leaders had established a governance structure that provided oversight of risk 
and the quality of service. 

• The practice maintained a risk register a record of short-term issues. We saw that 
these were reviewed regularly and acted on. 

• Although there had been no performance issues with staff, leaders were aware of 
policies to be followed and where to access support if advice was needed. 

• All staff were in date for ‘defence information passport’ and ‘data security awareness’ 
training.  

• There was a business resilience plan which had last been reviewed in October 2021 
and included the pandemic outbreak. A tabletop simulation exercise was planned for 
November 2021 and staff had completed business continuity training. The Regional 
Warrant Officer (RWO) had engaged with the quartermaster department to try and 
identify what role the practice had in the station major incident plan.  
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Appropriate and accurate information 

• A number of different meetings were held regularly and extended to the whole team. A 
practice wide meeting had been established and had provided a forum for effective 
discussion and shared learning. Minutes from meetings we reviewed demonstrated that 
key agenda items had been discussed including safeguarding, NICE guidance and 
CAS alerts. Meetings were used to keep staff updated on and included in the 
implementation of ongoing improvements.  

• The leadership team was aware of the Common Assessment Framework (CAF), an 
effective governance tool used in military practices to monitor performance. However, 
the CAF had not been updated due to proposed changes that were imminent. 

• 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 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 throughout the year.  

Patients could leave feedback anonymously via a suggestion box and could record 
feedback in a complaints and compliments book. A notice board in the waiting area 
provided a summary of feedback for patients.  

• Good and effective links with internal and external organisations were established, 
including with the welfare team, Regional Rehabilitation Unit (RRU) and of note with 
the local safeguarding team. The practice planned to develop working arrangements 
with the local clinical commissioning groups (CCGs) and local primary care networks 
(PCNs) through the NHS practice where the majority of families of serving personnel 
were registered.    

• The regional headquarters had recently run a staff survey but the results were not 
available during this inspection. 

Continuous improvement and innovation 

There was evidence of systems and processes for learning, continuous improvement and 
innovation. The practice developed a plan of improvement following the last HGAV 
inspection (carried out in June 2021) and had succeeded in addressing the gaps found. 
The practice maintained a quality improvement log on the health governance workbook. 
The practice had completed a number of quality improvement projects (QIPs) which were 
detailed on the quality improvement log. A total of 20 had been recorded in the last 12 



Are services well-led?  Chilwell Medical Centre 

 Page 31 of 31 

months, but on review, most did not appear to be driving improvement. However, there 
were some good examples of quality improvement that included: 

• A cancer audit had resulted in better information being provided to patients on what to 
expect at hospital. 

• The practice showed that they were receptive to adopt improvement work for other 
medical centres; for example, they adopted the ‘133P code’ to identify vulnerable 
adults. This system allowed vulnerable patients to be monitored without an alert 
appearing on the screen. This discretion was so as not to offend or upset patients who 
may see the alert during a consultation and meant that information could be passed on 
reliably when patients moved to a new practice. 

• Improved documentation of physical training programmes for injured and non-medically 
fit to deploy personnel. This project included an on screen demonstration to improve 
the flow of information between the unit and the medical centre to detail where patients 
are within their rehabilitation programme and clearly detail what duties could be 
undertaken.  

 

 

 


