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• AS reported that a routine health and safety audit had recently been 
conducted. The audit identified necessary works required on the premises 
to meet compliance standards. 

• An issue that has been flagged repeatedly is the Practice does not have a 
staff room. AS explained that an arrangement is in place whereby the 
Practice Manager vacates  office at lunch time to allow staff to use that 
space during lunchtime. 

• AS confirmed that there is parking to the front and the rear of the Practice.  

• AS stated, that the Practice has made the switch from Vision to Emis. 
 
AS invited any questions from members on premises or workforce.  
 
AS confirmed that the absence of a Clinical Lead and salaried GP was due to a 
combination of factors, including the departure of the previous Clinical Lead 
earlier in the year and limited interest in salaried posts, although an advert for 
an interim Clinical Lead had recently closed. SB asked about the presence of 
Locums, to which AS responded that there was a regular team of Locums 
providing continuity. SB acknowledged this and queried whether Locums were 
taking on responsibilities such as reviewing results and correspondence. AS 
confirmed that these tasks were managed within the Practice, supported by an 
experienced Practice Manager. AS commented that the oversight and the day-
to-day management by the Service Delivery Manager is good. EJ added that 
the regular Locums had developed strong relationships with the Practice and 
were undertaking additional administrative duties typically expected of salaried 
GPs, including managing complex issues. SB noted that the Locums were 
effectively functioning as salaried GPs due to their ongoing involvement and 
comprehensive engagement with the Practice. EJ agreed, highlighting the 
continuity and satisfaction among the Locums, who were familiar with the 
patients and the Practice environment. AS noted, that some Locums are 
working across other Health Board Managed Practices including Meddygfa 
Minafon and Ashgrove Medical Centre. 
 
The following business issues were highlighted to the group by AS: 

• Meddygfa’r Sarn total cost for 2024/25 was £1.013 million, with projected 
costs rising to £1.078 million.  

• Total projected pay-related expenditure was £1.149 million.  

• 49% of pay-related costs were attributed to Locum GP sessions.  

• No forecasted expenditure was allocated for salaried GPs.  

• Additional pay costs included administrative, clerical, pharmacy, and 
nursing teams.  

• Non-pay costs were primarily premises-related, including rent and 
associated expenses totalling £51K.  

• Office-related costs amounted to £6K. 
 
SB queried who the Physician Assistant has supervision from. EJ explained 
that he was currently stepping in as interim GP lead for Meddygfa Minafon and 
Meddygfa’r Sarn, providing oversight and maintaining regular contact with the 
teams, including occasional links with the salaried GP at Meddygfa Minafon. 
SB  

 
 

. SB emphasised the need for clear day-to-day oversight and 
continuity to protect both the GPs and the Health Board. EJ agreed, noting that 
the PA had been in post for approximately three years and was very 
experienced, and that discussions were ongoing regarding the scope of 
practice considering the Leng Review. SB reiterated the importance of 
assurance given the complexity of the issue.  
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AS noted, that the core, Supplementary Services and Cluster Services were 
listed further down in the documentation. She confirmed that a Contract 
Assurance Framework (CAF) visit was scheduled for the following month, 
assessed as requiring a full visit based primarily on the CGPSAT responses. 
AS outlined that the visit would cover areas including performance data, 
PADRs compliance, and ESR-related matters. She mentioned the presence of 
sickness within the team, including long-term cases, and stated that the 
Practice had self-assessed as stable at escalation level 2. Regarding patient 
engagement, AS reported that the Practice had participated in the contractually 
required National Patient Experience Survey earlier in the year, receiving an 
overall rating of 8.02 out of 10, with generally positive feedback and praise for 
staff, though some comments highlighted a lack of continuity with GPs. Most 
respondents felt appointment wait times were reasonable. AS added that 
Managed Practices were involved in the Civica pilot for year-round online 
feedback, although response rates had been slow to date. 
 
Assessment  
 
AS advised, there are four options to consider and these are: 
 

1. Standalone Managed Practice – AS explained that this is what the 

Practice is now, opting for this would maintain the status quo. AS stated, 

this option would involve continuing to operate from the same premises. 

This option would not involve a significant engagement effort. AS noted, 

that recruitment of GPs would be necessary and expressed hope that the 

current process to appoint a fixed-term GP Clinical Lead would be 

successful. However, AS highlighted risks associated with this option, 

including its lack of innovation and vision for improvement, and its 

commitment to maintaining problematic premises. She pointed out that the 

Practice remained small, serving only 4,500 patients, and that the lease 

had expired in 2020, with the Health Board currently holding over. AS 

concluded that this issue would need to be addressed if the status quo 

option were pursued. 

2. Merger with Meddygfa Minafon – AS stated that this option would 

provide continuity for the staff and patients. However, the longer-term 

issues concerning the premises and workforce would need to be 

addressed. AS outlined that the proposed approach would involve a 

managed dispersal of the entire patient list to form a single, larger Practice, 

with all staff retained, which she emphasised as a key priority. She noted 

that while this would not eliminate existing premises issues, the larger 

Practice would need to be accommodated across the Meddygfa Minafon 

site, with options to retain either both Trimsaran and Sarn sites or just one, 

due to ongoing space pressures. AS explained that maintaining two or 

three buildings was under consideration. AS commented that this option 

would allow for standardisation of care across a broader patient list of 

approximately 13,000, making it the largest Managed Practice in the area. 

She highlighted the opportunity to engage with the community and 

potentially shift towards a more Meddygfa Minafon led model. The merger 

would also enable a more integrated workforce, improving efficiency, as 

current cross-site roles were not fully combined. AS acknowledged that the 

main risks associated with merging with Meddygfa Minafon related to 
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premises and workforce, and that any site closures would require careful 

engagement and consideration. She added that a larger Practice would 

demand further investment in the already pressured Meddygfa Minafon 

premises and anticipated that patient travel concerns would arise if services 

were relocated or sites closed. AS confirmed that, due to its size and role 

as an anchor site for workforce, Meddygfa Minafon would be considered 

the main site in the proposed merger, with Sarn and Trimsaran potentially 

operating as branch sites depending on final decisions. SB acknowledged 

this arrangement. RB added that Meddygfa Minafon would require 

significant redevelopment, as it was not currently fit for purpose in terms of 

premises. VE asked about staffing capacity at Meddygfa Minafon 

considering the proposed merger and the additional 4,000 patients it would 

bring. AS responded that there was currently only one part-time salaried 

GP at Meddygfa Minafon but expressed optimism about recruitment 

prospects there compared to Meddygfa’r Sarn, noting that filling the Clinical 

Lead post was a priority before further recruitment could proceed. She 

agreed with RB’s point that combining patients and staff across the existing 

or reduced number of buildings would be challenging due to space 

constraints. 

3. Managed dispersal - AS explained that the patient dispersal would be 

based on geographical proximity, using postcodes to determine the nearest 

Practice, whether Independent Contractor or Managed. She noted that this 

method had been used in previous dispersals and confirmed that at least 

one neighbouring Practice, Coalbrook Surgery, had expressed interest in 

expanding its list size due to concerns about its current scale and long-term 

sustainability. This option would involve TUPE transfer of existing staff and 

help mitigate workforce and premises risks for the Health Board. AS stated, 

that postcode modelling had been conducted to assess the impact, with 

approximately 2,900 patients expected to be dispersed to Coalbrook 

Surgery, 960 to Meddygfa Minafon (increasing their list from 8,500 to 

9,500), 300 to Ashgrove, and 81 to more outlying Practices. SB asked for 

clarification on Coalbrook Surgery’s willingness to grow its list by around 

4,000 patients, to which AS confirmed they were aware and supportive, 

having held three meetings with them. She added that Coalbrook Surgery 

had previously shown interest in the Cross Hands and Tumble tender in 

2024 and had expressed a desire to recruit, become a training Practice, 

and expand their premises, with NWSSP Specialist Estates Service 

colleagues having visited in the summer and RB meeting with them more 

recently to discuss their ambitions. RB confirmed that Coalbrook Surgery 

currently has two GPs nearing retirement who remain engaged with the 

Practice, alongside two younger male GP partners. A female GP partner 

and a female salaried GP were also due to join the team. RB noted that the 

Practice had made significant progress in acquiring the adjacent building to 

support physical expansion and had engaged in discussions about growing 

both their premises and patient population. She highlighted their 

enthusiasm for development and sustainability, including exploring training 

status and one of the younger GPs taking on dermatology responsibilities 

previously handled by a retiring GP. However, RB made clear that the 

Practice intended to remain a single-site Practice. AS noted, that one of the 
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RB asked the group whether merging with Meddygfa Minafon, considering the 
number of sites involved, Minafon, Sarn and Trimsaran, or a combination, was 
viewed as a viable or preferred option. SB responded that the option was 
viable and should not be discounted, noting that the next stage would involve a 
public consultation. RB clarified that next stage would be that the Health Board 
makes a recommendation to the Board on a preferred option and a public 
consultation would only occur once a preferred way forward had been agreed. 
She added that presenting multiple options during consultation could be 
disruptive and hinder decision-making, hence the importance of narrowing 
down to a single, publicly viable recommendation. LP supported this approach, 
noting that while financial modelling had been done for multiple scenarios (A, 
B, and C), further work was needed to understand each on its own merits. He 
suggested narrowing the options to allow more focused financial analysis, as 
each had its own pros and cons. VE expressed concern about the proposed 
merger with Meddygfa Minafon, particularly regarding staffing levels, noting 
that it would become the largest Managed Practice. She added that retaining 
all three premises would essentially maintain a stand-alone model and 
suggested that one site may need to be removed to achieve meaningful 
integration. RB acknowledged the point. AS reiterated that Meddygfa’r Sarn 
was a dated building that limited-service provision, and that Meddygfa Minafon 
was also in poor condition. She emphasised that merging without significant 
investment in Meddygfa Minafon premises would not be a viable solution and 
noted that the recent change in landlords could complicate discussions, 
making progress on premises improvements slow. RB concluded that option 2 
should be retained for further consideration, specifically options 2B and 2C, 
considering the comments around premises and VE’s suggestion.  
 
RB introduced option 3, managed list dispersal, and invited views on its 
viability. AW supported the option, noting that if a contractor was interested 
and it offered stability, it should be seriously considered. SB agreed, 
highlighting the positive engagement from Coalbrook Surgery and 
acknowledging that while the impact on other GMS Practices and Health 
Board-Managed Practices such as Meddygfa Minafon must be carefully 
considered, the interest and preparedness shown by Coalbrook Surgery made 
it a strong option for patients. VE concurred, adding that for patients, having a 
sustainable Practice with a known workforce outweighed concerns about 
travel, especially as many affected patients were already located outside the 
immediate area. RB thanked contributors and confirmed that managed 
dispersal remained under consideration. 
 
RB introduced the option of procuring a new contract, noting that any new 
provider would be required to deliver services from the existing premises, 
which had already been identified as problematic. VE expressed concern that 
after completing the procurement process, a successful bidder might choose to 
merge the Practice anyway, thereby removing patient choice and undermining 
the original intent.  
 
AS responded by highlighting the potential benefits of managed dispersal, 
suggesting it could improve outcomes for Meddygfa’r Sarn patients and 
strengthen sustainability within the Cluster, particularly benefiting Coalbrook 
Surgery. SB raised questions about the impact of current procurement 
regulations, asking whether the Health Board was legally required to procure 
and whether due diligence had been done to avoid legal challenges. RB 
confirmed that procurement rules still applied and that the process would 
involve testing the market, assessing bidders for governance and service 
suitability, and potentially deciding not to award a contract if no suitable 
provider emerged. She acknowledged the process was lengthy, disruptive, and 
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