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Warminster Dental Centre 

Waterloo Lines, Imber Road, Warminster, Wiltshire, BA12 0DJ 

Defence Medical Services inspection report 

This report describes our judgement of the quality of care at this service. It is 

based on a combination of what we found when we inspected, information 

given to us by the practice and patient feedback about the service. 

Overall rating for this service No action required  

Are services safe? No action required  
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Summary 

About this inspection 

We carried out an announced comprehensive inspection of Warminster Dental Centre on 
30 October 2019. We found the practice was not safe in accordance with CQC’s 
inspection framework. An announced follow up desk-based inspection was undertaken on 
12 January 2021 to see if the recommendations made at the previous inspection had been 
met.  

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

https://www.cqc.org.uk/sites/default/files/20191129_warminster_dental_centre.pdf  

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 follow-up inspections 
that the CQC will complete at the invitation of the Director General in his role as the 
Defence Authority for healthcare and medical operational capability.  

  

At this inspection we found: 

• There is a safe system  in place for the management of national patient safety and 
medicines alerts from the Medicines and Healthcare Products Regulatory Authority 
(MHRA) and the Department of Health Central Alerting System (CAS). 

• Significant event reporting is well managed. 

• The vaccination status of staff (Hepatitis B) is recorded. 

 

Dr John Milne MBE BChD, Senior National Dental Advisor 

(on behalf of CQC’s Chief Inspector of Primary Medical Services) 

Our inspection team 

This inspection was undertaken by a CQC inspector. 

 

https://www.cqc.org.uk/sites/default/files/20191129_warminster_dental_centre.pdf
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Background to Warminster Dental Centre 

At the time of the inspection the staff team comprised  

 

Senior Dental Officer (SDO) One 

Military Practice Manager One 

Civilian Dental Practitioner One 

Civilian dental nurses Two 
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Are services safe? 

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

framework 

Following our previous inspection, improvements were required in order to provide safe 
services. This was in relation to risks associated with its compliance in managing national 
patient safety and medicines alerts from the Medicines and Healthcare Products 
Regulatory Authority (MHRA) and the Department of Health Central Alerting System 
(CAS). In addition, the management of significant events required improvement and 
assurance was needed that all staff were up to date with their vaccinations. 

Reporting, learning and improvement from incidents 

At the previous inspection we found that the management of significant event reporting 
was not fully failsafe. At this inspection we saw evidence to show improvements had been 
made. The Automated Significant Event Reporting (ASER) DMS-wide system was used to 
report, investigate and learn from significant events, incidents and near misses. We saw 
practice meeting minutes that showed incidents were discussed with the practice team. 
We saw the ASER log identified three significant events had been reported since May 
2020 and that a root cause analysis had been completed, actions identified to address 
what had occurred and actions put in place to reduce the likelihood of re-occurrence.  

At the previous inspection we noted that the management of national patient safety and 
medicines alerts from the MHRA and the CAS was not fully effective, with no register held 
showing alerts received, any actions taken and by whom. At this inspection we received 
evidence to show that there is now a comprehensive process in place including a record 
held of all alerts received, the actions taken including risk assessments and discussion 
and learning taking place at practice meetings. 

Staff recruitment 

At the previous inspection we found that a record of staff vaccination status was not held. 
At this inspection we saw evidence that confirmed all staff had received the relevant 
vaccinations required to practice. 

 


