
Overall summary

We carried out this short notice announced, focussed
inspection on 11 November 2019 under section 60 of the
Health and Social Care Act 2008 as part of our regulatory
functions. We planned the inspection to check whether
the registered provider was meeting the legal
requirements in the Health and Social Care Act 2008 and
associated regulations, under the key question of ‘Safe’.
The inspection was led by a Care Quality Commission,
(CQC), inspector.

This focussed inspection concentrated on the key
question:

• Is it safe?

Our findings were:

Are services safe?

We found this practice was providing safe care in
accordance with the relevant regulations.

Background

Kiln Lane Dental is located in St Helens, Merseyside and
provides private dental care and treatment for adults and
children.

There is level access to the practice for people who use
wheelchairs and those with pushchairs. Car parking
spaces are available near the practice. There are no
designated blue badge parking bays outside the practice.

The dental team includes five dentists, eight dental
nurses and two dental hygienists. The practice is
supported by a practice manager who is also a qualified
dental nurse. There are four treatment rooms, three of
which are at ground floor level.

The practice is owned by a company and as a condition
of registration must have a person registered with the
CQC as the registered manager. Registered managers
have legal responsibility for meeting the requirements in
the Health and Social Care Act 2008 and associated
regulations about how the practice is run. The registered
manager at Kiln Lane Dental is the practice manager.

During the inspection we spoke with the practice
manager. We looked at practice policies and procedures
and other records about how the service is managed.

The practice is open:

Our key findings were:

• The practice appeared to be visibly clean and
well-maintained.

• The provider had infection control procedures which
reflected published guidance.

• A risk assessment for management of risk from
Legionella was in place. We found that one
recommendation had not been actioned. The provider
acted on this immediately.

• Staff knew how to deal with emergencies. Appropriate
medicines and life-saving equipment were available.
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• The provider had systems to help them manage risk to
patients and staff.

• The provider had safeguarding processes and staff
knew their responsibilities for safeguarding vulnerable
adults and children.

• The provider had staff recruitment procedures which
reflected current legislation.

There were areas where the provider could make
improvements. They should:

Take action to implement any outstanding
recommendations in the practice's Legionella risk
assessment, taking into account the guidelines issued by
the Department of Health in the Health Technical
Memorandum 01-05: Decontamination in primary care
dental practices, and having regard to The Health and
Social Care Act 2008: ‘Code of Practice about the
prevention and control of infections and related
guidance.’

Summary of findings

2 Kiln Lane Dental Inspection Report 28/11/2019



The five questions we ask about services and what we found

We asked the following question(s).

Are services safe? No action

Summary of findings
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Our findings
We found this practice was providing safe care in
accordance with the relevant regulations.

systems and processes, including staff recruitment,
equipment and premises and radiography (X-rays)

Staff had clear systems to keep patients safe.

Staff knew their responsibilities if they had concerns about
the safety of children, young people and adults who were
vulnerable due to their circumstances. The provider had
safeguarding policies and procedures to provide staff with
information about identifying, reporting and dealing with
suspected abuse. We saw evidence that staff had received
safeguarding training. Staff knew about the signs and
symptoms of abuse and neglect and how to report
concerns, including notification to the CQC.

The provider had a system to highlight vulnerable patients
and patients who required other support such as with
mobility or communication, within dental care records.

The provider had an infection prevention and control
policy and procedures. They followed guidance in The
Health Technical Memorandum 01-05: Decontamination in
primary care dental practices, (HTM 01-05), published by
the Department of Health and Social Care. Staff completed
infection prevention and control training and received
updates as required.

The provider had arrangements for transporting, cleaning,
checking, sterilising and storing instruments in line with
HTM 01-05. The records showed equipment used by staff
for cleaning and sterilising instruments was validated,
maintained and used in line with the manufacturers’
guidance. The provider had suitable numbers of dental
instruments available for the clinical staff and measures
were in place to ensure they were decontaminated and
sterilised appropriately.

The staff had systems in place to ensure that
patient-specific dental appliances were disinfected prior to
being sent to a dental laboratory and before treatment was
completed.

We saw staff had procedures to reduce the possibility of
Legionella or other bacteria developing in the water
systems, in line with a risk assessment. All but one
recommendation in the assessment had been actioned

and records of water testing and dental unit water line
management were maintained. The provider acted
immediately to address one outstanding action that had
been overlooked. This related to some flexible piping
installed below some sinks in clinical areas.

We saw effective cleaning schedules to ensure the practice
was kept clean. When we inspected we saw the practice
was visibly clean.

The provider had policies and procedures in place to
ensure clinical waste was segregated and stored
appropriately in line with guidance.

The provider carried out infection prevention and control
audits twice a year. The latest audit showed the practice
was meeting the required standards.

The provider had a Speak-Up policy. Staff felt confident
they could raise concerns without fear of recrimination.

The provider had a recruitment policy and procedure to
help them employ suitable staff and had checks in place for
agency and locum staff. These reflected the relevant
legislation. We looked at two staff recruitment records.
These showed the provider followed their recruitment
procedure.

We observed that clinical staff were qualified and
registered with the General Dental Council and had
professional indemnity cover.

Staff ensured facilities and equipment were safe, and that
equipment was maintained according to manufacturers’
instructions, including electrical and gas appliances.

A fire risk assessment was carried out in line with the legal
requirements. We saw there were fire extinguishers and fire
detection systems throughout the building and fire exits
were kept clear.

The practice had arrangements to ensure the safety of the
X-ray equipment and we saw the required radiation
protection information was available.

We saw evidence the dentists justified, graded and
reported on the radiographs they took. The provider
carried out radiography audits every year following current
guidance and legislation.

Clinical staff completed continuing professional
development in respect of dental radiography.

Risks to patients

Are services safe?
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The provider had implemented systems to assess, monitor
and manage risks to patient safety.

The practice’s health and safety policies, procedures and
risk assessments were reviewed regularly to help manage
potential risk. The provider had current employer’s liability
insurance.

We looked at the practice’s arrangements for safe dental
care and treatment. The staff followed the relevant safety
regulation when using needles and other sharp dental
items. A sharps risk assessment had been undertaken and
was updated annually.

The provider had a system in place to ensure clinical staff
had received appropriate vaccinations, including
vaccination to protect them against the Hepatitis B virus,
and that the effectiveness of the vaccination was checked.

Staff had completed sepsis awareness training. Sepsis
prompts for staff and patient information posters were
displayed throughout the practice. This helped ensure staff
made triage appointments effectively to manage patients
who present with dental infection and where necessary
refer patients for specialist care

Staff knew how to respond to a medical emergency and
had completed training in emergency resuscitation and
basic life support every year.

Emergency equipment and medicines were available as
described in recognised guidance. We found staff kept
records of their checks of these to make sure they were
available, within their expiry date, and in working order.

A dental nurse worked with the dentists and the dental
hygienists when they treated patients in line with General
Dental Council Standards for the Dental Team.

The provider had risk assessments to minimise the risk that
can be caused from substances that are hazardous to
health.

The provider had systems for referring patients with
suspected oral cancer under the national two-week wait
arrangements. These arrangements were initiated by the
National Institute for Health and Care Excellence to help
make sure patients were seen quickly by a specialist.

Safe and appropriate use of medicines

The provider had systems for appropriate and safe
handling of medicines.

There was a stock control system of medicines which were
held on site. This ensured that medicines did not pass their
expiry date and enough medicines were available if
required.

Track record on safety, and lessons learned and
improvements

The provider had implemented systems for reviewing and
investigating when things went wrong. There were
comprehensive risk assessments in relation to safety
issues. Staff monitored and reviewed incidents. This helped
staff to understand risks which led to effective risk
management systems in the practice as well as safety
improvements.

Where there had been a safety incident we saw these were
investigated, documented and discussed with the rest of
the dental practice team to prevent such occurrences
happening again.

The provider had a system for receiving and acting on
safety alerts. Staff learned from external safety events as
well as patient and medicine safety alerts. We saw they
were shared with the team and acted upon if required.

Are services safe?
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