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	Ein cyf / Our ref: 064/23/FOI 


	Dyddiad / Date: 29th August 2023


Further to your request for information dated 5th May 2023, I am pleased to provide the following response. Please accept our sincere apologies for the delay. 
Your request: 
Please confirm whether Betsi Cadwaladr University Health Board (BCUHB) have had any independent Royal College Reports carried out from 2018 to present day?

If so please provide:

1.  The number of reports undertaken and the dates
2.  The area / areas where the report was carried out.

3.  If the reports concern a specific clinician the speciality of the clinician
4.  Please provide a copy of the report.
Our response: 
Please find embedded below the Royal College of General Practitioners Primary Care Development Interim Summary Report. Please note that any information that is personal has been redacted under Section 40 – Personal Information of the Freedom of Information Act.

[image: image1.emf]BCUHB Interim  Report FINAL - September 2022_redacted.pdf


Some of the information you have requested is already in the public domain in a previous Freedom of Information response and is available via our Internet site. This information is therefore exempt from disclosure to you under the Freedom of Information Act 2000 under S21 – Information accessible by other means. As you will be aware this exemption does not require us to consider the application of the public interest test. Under our duty to advise and assist please find a link to the disclosure log: 
https://bcuhb.nhs.wales/about-us/information-request/foi-disclosure-log-2020-21/565-20-foi-final-response-doc/
In addition to this please see below link to the vascular services report from January 2022 which is available on the Health Board’s internet site:

bcuhb.nhs.wales/news/updates-and-developments/updates/vascular-services/vascular-services/clinical-vascular-report-january-2022-pdf/
Please note we are awaiting The Royal College of Surgeons (RCS) urology final report and anticipate that this will be available towards the end of the year. 

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


_1754821230.pdf
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Introduction and Key Themes 
 
It is apparent that staff across all practices and within Betsi Cadwaladr University Health 
Board (HB) are doing their best to manage some challenging issues.   
 
The RCGP advisers have now undertaken a scoping exercise with seven of the 12 practices 
involved in the initial stage of this project. Each of these 12 practices has had or is scheduled 
to have a face-to-face visit by the advisers allocated to a practice. For more detailed 
background information on the project, see Appendix 1. 
 
Some common themes have emerged from both GMS and HB managed practices across the 
three Integrated Health Communities (IHC); many of these reflect the issues raised by the HB 
before starting this project (see Appendix 1). 


However, there are some issues specifically within the HB managed practices that have the 
potential to compromise patient safety, impact on the health and well-being of staff, 
resilience, and sustainability.  


Key Themes  
 
The following themes have been identified at HB managed practices: 
 


• Advisers reported their concerns about potential patient safety issues. Whilst no 
specific examples of harm to patients were identified, there is often significantly more 
clinical demand than the services have the capacity to deliver, 


• The lack of capacity to meet demand is affecting the morale and well-being of some 
staff 


• In some localities, severely reduced access for both patients and staff to a GP for 
several hours 


• High levels of patient numbers per WTE GP 
• Staff only able to manage on-the-day demand, with often a limited capacity to 


provide care for patients with complex long-term conditions, mental health problems 
or undertake annual reviews 


• Non-clinical staff taking on roles and responsibility to manage clinical issues related to 
patient care 


• Some practices switching phones off to try and manage patient demand and 
workload. 


 
The overarching problem is the lack of available GPs. This is likely to impact on the delivery 
of safe, effective, and appropriate health care and high levels of stress for clinicians. The 
concerns are that this could potentially lead to missed diagnoses, clinical errors, a 
demoralised workforce, staff sickness and/or resignation. 
 
The RCGP were commissioned to provide a diagnostic report to each practice and a QI plan. 
It has become evident that some of the actions needed to address the issues identified are 
outside of the control of individuals employed in the practices and in some instances, the HB 
themselves. The RCGP are committed to continue to support both the staff and practices, 
however we need to ‘reframe’ our approach.  
 
The practices we have started to support are all struggling with significant issues around the 
recruitment and retention of staff and, as a result, are working under significant clinical and 
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administrative pressures. These challenges appear, in most cases, to be so significant that it 
would be inappropriate to ask them to do extra work for us that, in all probability, would not 
benefit the practice in the short term. An example of this is providing detailed analysis of data 
around clinical performance. 
 
After discussions amongst the RCGP management team, we have decided to shift the focus 
of our support. It has become apparent that, in most instances, the priority needs to be to 
support the well-being of the staff, rather than only to provide a detailed analysis of data, 
processes, and systems. Our advisers will work with them to find solutions to the issues that 
have been highlighted and if necessary, escalate when required. 
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Solutions 
 
GP recruitment 
The issues of staff recruitment and retention especially in GPs is a priority. We would suggest 
that there needs to be a UHB strategy to address this key issue.  
 
Information from the Welsh Government in Nov 2020 indicated that 200 new GPs had been 
recruited and North Wales would benefit from 29 of these new trainees. This programme 
was supported by HEIW with each trainee given a financial incentive of £20,000 and a one-
off payment to cover the cost of their final exams. It would be interesting to know how many 
of these 29 trainees are still employed in BCUHB, if successful why, if not what needs to 
change and if repeating a similar scheme would attract more GPs. 
 
Feedback from ‘Project Flex’ in the West IHC would be valuable, as would reflecting on other 
innovative projects across the UK and how these could be implemented in Wales. 


• https://www.srmc.scot.nhs.uk/wp-content/uploads/2021/04/Notes-on-
requirements-to-become-a-GP-in-Scotland-non-UK.pdf 


• https://www.recruitmentsupport.scot.nhs.uk/ 
• https://www.bma.org.uk/bma-media-centre/bma-scotland-urgent-support-required-


for-gps 
 
 
GP & locum salaries capped 
 


It has been reported that there is sometimes a fixed payment for Salaried and locum GPs in 
managed practices. This is less than GPs could earn working in non-managed practices. It is 
likely that this puts managed practices at a disadvantage and contributes to their recruitment 
and retention difficulties. This would benefit from a review. 
 
General staff salaries 
 
There appears to be a discrepancy between staff employed in HB managed and GMS 
practices in terms of salaries and terms and conditions of employment. This could put 
managed practices at a disadvantage in terms of retention and recruitment and would benefit 
from a review. 
 
Recruitment process 
 
There currently appears to be a protracted process in place when staff are appointed to a HB 
managed practice. This can result in prolonged delays of up to several months in replacing 
staff with subsequent impact on the existing workforce and workload. This would benefit 
from an urgent review. 
 
HB as employers 
 
Staff have commented on some of the benefits of being employed by the HB such as access 
to HR, finance, occupational health, and clinical governance support. Some of the less 
positive comments from the management and leadership teams in practices are lack of 
autonomy, inability to make decisions locally and the inability to make even simple changes 
without going through a series of lengthy bureaucratic processes.  
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Skills mix 
 
There are innovative pieces of work in some IHCs where the use of the wider 
Multidisciplinary Team (MDT) team is being utilised effectively. Currently lack of staff 
appears to be impacting on their implementation and success. This model would benefit from 
being explored in more detail in terms of effective utilisation of skills, impact, and cost 
effectiveness. It would also highlight any gaps in skills and knowledge to meet the needs of 
the future practice population. 
Wessex LMCs Practice Healthcheck Diagnostic Tool  
 


The Wessex LMCs Wessex Skills Matrix tool could be adapted to encourage practices to look 
at skill mix in more depth. This would need to be done in looking at the population health of 
the locality now and in the future.  
 
Staff working within their competencies 
 
Some non-clinical staff appear to be working outside of their role, capabilities, and 
competencies. The patients’ physical, mental health and well-being are at the forefront of 
their actions. They may be unaware of the consequences and implications of making such 
decisions. Non-clinical staff should not be placed in a position where they must make clinical 
decisions on the management of patient care.  
 
An Away Day with non-clinicians could explore some of the challenges they are facing, 
provide some context and allow them to share practical solutions.  
 
Staff supervision and support 
 
The increased workload in practices, patient demand and addressing the backlog of care has 
had a negative impact on the resilience and well-being of staff. In England in March 2021 
(post pandemic) the Professional Nurse Advocate (PNA) role was implemented. PNAs receive 
training to facilitative ‘restorative supervision’ for colleagues, nurses, and others. This type of 
leadership role and supervision enable staff to reflect and improve on the care they provide 
and address their own and colleagues’ health and wellbeing.  
 
The East IHC have already appointed two nurses to provide input and support to HB 
managed practices, the West have a similar role for PMs. The impact and learning from these 
roles could be shared across all IHCs.  
 
Views of service users 
 
There do not appear to be any formal Patient Participation Groups (PPGs) or Patient and 
Carer Participation Groups (PCPGs) across the IHCs. We know from elsewhere that the 
Covid-19 pandemic may have had an impact on establishing or maintaining these groups. The 
purpose of these groups is to work with the practice team to provide a service user’s 
perspective on matters of policy and practice.  
 
Some research in 2019 in three locations in Wales highlighted the important elements from 
the perspective of a service user when accessing primary care services. There were several 
positive comments. Some of the negatives were, concerns around the lack of continuity of 
care, qualifications of staff other than a GP managing their care and using IT to access 
appointments and order repeat prescriptions.  
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Nationally there have been campaigns to try and educate service users on appropriate use of 
health care e.g., Choose Well, using expertise of pharmacies. A local educational campaign 
that encourages people to access alternative professionals and services should continue.  
 
The ‘Making it Real” document is based around six themes which reflect “the most important 
elements of personalised care”. The “I” statements are seen from an individual’s perspective 
and the ‘We” what an organisation should put in place to make sure they are meeting the 
individual’s needs. Practices may find this a helpful document.  
 
Sharing example of innovative practice 
 
The IHCs have already started to implement some innovative strategies in addressing some 
of the issues already highlighted. For example:  
 
West IHC 


• Piloting Project Flex, which consists of two semi-retired GPs working in the region for 
16 weeks of the year. Two GPs from Hereford are piloting this project, with the 
intention of providing feedback in early February 2022. The RCGP have not yet seen 
this feedback 


• Using GP Hub, a remote consultation service based in South Wales, to supplement GP 
shortages. Patients appear to have had some resistance to this approach as a 
perceived loss of face-to-face appointments. It would be helpful to have an update on 
the impact of this service including feedback from patients 


• Allocating a PM employed by the HB in each practice who can make some changes. 
The amount of decision-making responsibility and accountability each PM has appears 
variable across the practices 


• Recruiting GPs to work across sites and are starting to explore nursing roles that do 
the same 


East IHC 
• Employing two nurse leads at the HB that provide support and advice to those nurses 


in the managed practices 
Central IHC 


• Adopting an MDT approach to deliver care which appears to have had some success. 
Learning from these experiences could be beneficial to all practices across the three 
IHCs.  


 
It is hoped that the RCGP can share some of these and other examples of innovation across 
all the HB managed practices.  
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Conclusion 


 
The RCGP have witnessed dedicated clinicians and managerial staff struggling to provide safe 
and effective care due to the conditions in which they are working. The HB need to be fully 
aware of the gravity of the mismatch between capacity and demand and address the issues 
urgently in order to give patients in Wales the high-quality care they deserve. This interim 
report serves to highlight some issues and themes. The RCGP would welcome the 
opportunity to work closely with the HB to share good practice more widely and look for 
innovative solutions to these significant concerns. 
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Appendix 1 
 
Background to the project 
 
The RCGP were commissioned by BCUHB in January 2022 (date of contract signature) to 
provide support to GP practices across three IHCs: West, Central and South, and East. 
Practices are spread widely within the IHCs and each IHC appears to operate a different 
model in the provision of care to its service users and the utilisation of staff. 
 
How were practices selected?  
 
For West and East IHCs, practices were asked to volunteer themselves if they were 
interested in RCGP support. Practices in the Central IHC were identified for this programme 
through primary care sustainability matrix, escalation submissions and local knowledge. 
Health Board (HB) managed practices were contacted first regarding RCGP support.  
 
How were priority practices identified by the Health Board?  
 
IHCs prioritised managed practices to be supported first by the RCGP. Some practices were 
marked as priority due to the rapidity with which they responded to the expression of 
interest in RCGP support. IHC leads believe this was indicative that the practice was aware of 
internal issues that require external support.  
  
The HB shared some common themes, though not all practices in each IHC had the same 
issues. BCUHB do not expect RCGP to support and encourage managed practices back to a 
partnership model, their expectation is that the RCGP would support with the issues 
identified below: 
 


• sustainability  
• insufficient or inefficient staffing levels  
• poor definition of roles and responsibilities with lack of accountability  
• lack of effective use of skills and knowledge both clinical and non-clinical  
• recruitment of GPs  
• developing efficient processes e.g., access, staffing, managing blood 


results/referrals/letters/meds management including prescriptions, dealing with 
patient expectations.  


• capacity  
• leadership  
• turnover of staff  
• lack of continuity of clinical staff  
• culture  
• premises  


  
Practices involved in the project 
The RCGP are supporting 12 practices in total across the three IHCs. Two of the 12 are 
currently being supported as one practice. 
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IHCs GMS Practice HB Managed 
East 2 2 
Central 2 1 (2)  
West 1 3 


Total 5 6 
 
General update on the practices 
 
At the time of this interim report the RCGP advisers have now undertaken a scoping exercise 
with seven of the 12 practices. Each of these 12 practices has had or is scheduled to have a 
face-to-face visit by the advisers allocated to a practice.  
 
Following an initial telephone call, every practice was sent a MOU to sign and an essential 
information form to complete; with the permission of the practice, PM and GP all staff were 
also asked to complete a confidential questionnaire. 
 
During the scoping visit, the RCGP advisers have where possible have had a confidential 
interview with as many clinical and non-clinical staff as possible.  
 
In addition, the Clinical Leads have had calls via Microsoft Teams with staff in practices 
across the three IHCs.  
 
RCGP Advisers 
 
GPs, Advanced Clinical Practitioners and PMs were recruited where possible from 
professionals who had some experience of working within Wales. A minimum of two advisers 
are allocated to each practice. Any new advisers onboarded to support the programme are 
paired with an RCGP adviser who had experience of supporting practices outside the HB in 
either Wales or England.  
 
The RCGP advisers are supported by two Deputy Leads. 
 
Data 
 
There is a plethora of data available in the public domain in England. Scrutiny of this data and 
making it available to advisers provides some insight and background to the practice on how 
well it is performing and a comparison with practices in their locality and nationally.  
 
One of the challenges was trying to access this data for Welsh practices in a meaningful 
format. Staff from all three IHCs provided us with data on most of the practices, named 
contacts and locations on where specific data could be found. They were also able to clarify 
which sets of data that practices could access and provide themselves.  
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Appendix 2 
 
In line with best practice in declaring conflicts of interest that may give rise to a perception of 
bias, the authors of this interim report were: 
 


 
 


 He 
has worked in the NHS in Wales for all his professional life and was a GP in Cardiff for 32 
years. He also has a background in medical education and worked for the Wales Deanery, 
and then HEIW. He is an examiner for the MRCGP. 
 
 


 


 Her 
background is as an Advanced Nurse Practitioner and most recently as a nurse adviser to 
Wessex LMCs. She has been a CQC specialist adviser and has wide experience of working in 
primary care, at both local and national levels and has contributed to several competency 
documents for the nursing including the national Covid 19 oximetry at home project. She has 
worked as a Deputy lead for the RCGP for 8 years. 
 
 


 


 She was responsible for 
proof-reading and commenting on the draft interim report. 


 
 


 
 


 


 
 
 






