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The development of the model has been undertaken through a combination 
of co-production and gathering of intelligence to inform the case for change.

Co-production has been delivered through an active engagement process 
with the citizens of north Powys, current service providers, staff and 
professional, partners and other stakeholders from inside and outside the 
county. 

The intelligence has been used to further build the narrative of the model of 
care in north Powys, and will help to inform further work around workforce 
modelling assumptions, activity and capacity planning necessary to describe 
the changes in the new model and to translate this into physical space as 
part of the Multi-Agency Wellbeing Campus. 

Introduction

The co-production approach asked people to identify ‘what works well’ and ‘what could 
be improved in the future’. In addition, experiences of service providers from inside and 
outside the county has been explored and there is a level of enthusiasm and ambition to 
support the transformation of services inside Powys through more in-reach services. 
Care has been taken to ensure that a balance has been maintained between ambition 
(from blue sky thinking) and actuality (reality of life) to deliver challenging but realistic 
transformation and manage expectation.  Communication around our decision making 
will be crucial during the next stage of work.

To enable meaningful conversations, it was clear that the health and social care system 
would need to be split to enable the most effective use of stakeholder time and reduce 
over complication. There was an early convergence of stakeholder thinking that looked 
at service development and delivery across three systems; the community offer (looking 
at home and community opportunities), the routine service offer (looking at community 
and regional opportunities) and the more complex services offer (looking at regional and 
out of county opportunities) that also includes how to repatriate the most complex cases 
back to home and community in Powys more effectively. 
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• Technology has developed so much. This means the way in which health and social care can be provided, the way that people can be supported, is 
changing. Rurality and accessibility to services is a key challenge in the planning and delivery of services. Greater use of digital technology can enable 
more people to be able to access health and social care support closer to home, and with many technologies being accessible directly from people's 
homes. Technology enabled care should be core in the way we commission and deliver all future services to ensure we meet individual needs as close to 
people's own homes as possible. We have started to implement digital solutions but there are many more opportunities; there is a need to focus on 
infrastructure in the short term.

• There are increased opportunities to support people in their own homes and communities.
• Austerity, and the affordability and sustainability of current services, is a real issue, services cannot stay the same if we are to meet future demand.
• Services around the county’s borders are changing. Some District General Hospital services are becoming more concentrated whilst others 

can be delivered more locally. There are timely opportunities to respond to the reconfiguration of services in the Shrewsbury and Telford Hospital NHS 
Trust which is the main acute hospital provider for many north Powys communities. After a period of consultation, the preferred option has been 
confirmed; this will see emergency services centralised at the Shrewsbury site and planned care services centralised at the Telford site. This presents 
opportunities for more collaborative working through the Mid Wales Clinical Advisory Group to strengthen local planned care services via the development 
of a Rural Regional Centre in Newtown and reduce the number of people travelling even further onto Telford. We have started to engage and have positive 
clinical discussions around potential in-reach opportunities under the Mid Wales Joint Health and Social Care Committee.

• There is a strong base of volunteering in Powys which brings amazing benefits, but this is vulnerable if we don’t take action to sustain it. For 
example, there are 7,348 unpaid carers in north Powys, with the majority of these (4,655) delivering between 1 and 19 hours unpaid care per week. 939 
deliver between 20 and 49 hours unpaid care, and 1,754 deliver 50 hours or more unpaid care per week.

• There is variation in service provision across the county. Some services are not provided in Powys, and people rely on services around the county’s 
borders. Access can be challenging. In north Powys there is currently no local service provision for day cases; approximately 5,000 people travel out of 
county each year for relatively straight forward operations that could be undertaken in a day case facility in north Powys, as per the service model which 
is currently provided in Llandrindod and Brecon. There are also approximately 60,000 outpatient appointments which take place each year outside of 
Powys, a large proportion of these could be delivered more locally if we had access to the right diagnostic, workforce and facilities.

• Population changes mean that there will be more older people and fewer younger people in Powys in the future.
• People are living longer, however those years are not always healthy ones
• New treatments are being developed, which could help more people but they are costly.
• People have different life expectancies depending on their income and where they live. For example, the average female life expectancy in the 

Guilsfield Brook MSOA is 88.8 years, whereas in Welshpool MSOA the average is 80.1 years, which is also lower than the Powys average of 83.5 years. In 
the Ffridd Faldwyn area MSOA, the average male life expectancy is 83.2 years, whereas in Newtown South-West this is just 74.3 years The average male 
life expectancy in Powys is 79.9 years. These figures correlate with the percentage of children living in poverty, with Newtown South-West having the 
highest percentage (31%) and Welshpool having the third highest (25%). Guilsfield Brook has the lowest percentage of children living in poverty (7%) 
and Ffridd Faldwyn has just 8%.

Where are we now?
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Where are we now? Continued..
Powys, the rural County:
Powys is predominantly rural in character, covering a quarter of the land mass of Wales and being the most sparsely populated county in England and 
Wales, with just 26 persons per square kilometre. Many people tell us they do not want to leave their established communities and that access to services 
and social isolation can be a problem for some older residents in more remote locations.
The geography of the county presents a challenge in delivering all front line services, but especially so in the case of health and social care. Given that over 
half of Powys residents live in villages and small hamlets, access to services are challenging and in some areas limited.

Inequity of Service:
• Across Powys, people have different life expectancies depending on their income and where they live, which is unfair. People in the most deprived areas 

in Powys live more years in poor health compared to people in the least deprived areas.
• By growing up in a deprived area, children are more likely to have poorer health which will impact on the rest of their lives. Evidence shows that over a 

period of 10 years, cognitive outcomes for children in high and low socio-economic status diverge over time. In Powys, just over 1 in 5 children are 
estimated to be living in poverty after housing costs are taken into consideration. Across Wales, there is a clear correlation between levels of deprivation 
and rates of overweight or obesity, ranging from 28.4% of children living in the most deprived areas being overweight or obese to 20.9% in the lest 
deprived. This is a particular concern in the Newtown and Welshpool areas which both score high on a number of factors associated with the Welsh 
Index of Multiple Deprivation (WIMD). With a reducing child population, we need to ensure we focus our resources on both universal and targeted 
support to those families with the highest needs or risk.

• Health and care interventions that do not reach those at greatest risk are likely to increase the inequity in health outcomes. Reducing inequalities can be 
achieved through effectively working across health, local authorities, schools and other agencies by upstream interventions throughout the life course, 
but with particular emphasis on the first 1000 days, adverse childhood experiences and on well-being and independence. We need to work much more 
closely with our communities to plan and deliver effective care and support to everyone including those who need it most.

• Supporting healthy lifestyles will be a key contributor, as unhealthy lifestyles place greater demand on health and social care services and reduce 
people's opportunity to live fulfilling lives. In Powys although rates of physical activity are above the Wales average, nearly 6 in 10 adults are overweight 
or obese, this is predicted to continue to rise. Just under 1 in 5 adults currently smoke and 4 in 10 adults drink in excess of guideline amounts.

• The impact of unhealthy lifestyles on individuals and wider health and social care services means that prevention and early help and support is a key 
strategic focus for us moving forwards in relation to delivery a new model in north Powys.

• The north Powys Programme will aim to ensure that there is equal access to health and social care services, as well as implementing multi-agency 
working on a much broader scale to include education and housing to meet local population needs. Services need to be flexible enough to change as the 
population changes, health inequalities are reduced and variations in the quality of services are removed.



5

The citizen outcomes we will achieve by 2027
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Our pledge: We will:
• Provide a framework that enables us to engage with the people 
of Powys about their hopes, fears, expectations, aspirations and 
opinions about health and welfare opportunities. 

• Assess and address health inequalities through influencing 
housing, education, leisure and in work poverty.

• Support communities in developing hubs and activities which 
encourage cultural wellbeing, physical activity and social 
interaction. 

• Encourage all citizens to develop a wellness plan that will enable 
them to monitor their own healthy lifestyle and act when the 
time is right.

• Improve access to services – encourage people to self refer and 
self manage where appropriate, and provide better screening and 
early diagnosis.

• Enhance the digital offer to improve communication between                      
multi-agencies and provide services at more convenient times for 
children, young people and adults (i.e. evenings and weekends).

• Develop services which are sustainable for future generations, 
and deliver the sustainable development principle under the 
Future Generations Act Five Ways of Working including promotion 
promote the welsh language. 

• Provide safe, accessible services, as locally as possible, to reduce 
out of county travel (and subsequent carbon emissions) and 
prevent people from taking unnecessary time off work. Where 
travel is required to receive specialist care, it will be minimised 
with people travelling outside the county only for the most 
complex services which can’t be provided through digital 
technology or locally due to safety and sustainable issues.

• When care and support is needed, we will provide personalise 
care which meets the needs of the individual and supports people 
to manage their own care budget.

Citizen Pledge: I will:
• Take ownership of my wellbeing journey, self care and be experts in 

managing my own care - making the best use of the assets I have 
available to me and the information, early help and support services.

• Make best use of the wellbeing opportunities and services being 
provided to maximise my health and wellbeing and reduce the risk of 
illness developing. 

• Actively participate in supporting activities so that people can feel part 
of their community and are able to take more control in decision 
making and deciding what matters to them. 

• Act as community champions  to support ongoing development of 
integrated community hubs which bring people and communities 
together.

• Monitor my own health and wellbeing and take action when the time is 
right using digital apps where we feel comfortable to do so.   

• Be an equal partner in the decisions that are made about my care and 
support.

• Be enabled through digital technology to embrace new ways of 
supporting my independence and receiving care and support when I 
can’t. 

• Take advantage of screening, self referrals and self care educational 
programmes to enable me to live well and prevent onset of disease. 
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What the model will look like
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• Promote independence and self care where possible.

• Signpost information about wellbeing community activities, advice and guidance (both digital and 
non digital) to enable people to connect and engage with local community groups to develop 
friendships and social networks that support resilient communities. 

• Strengthen voluntary sector support, social networks and upscale green and social prescribing to 
offer a greater range of community based options for people to improve their health and wellbeing 
and participate in physical and social activities. 

• Offer a multi-agency integrated approach to primary prevention and early intervention across 
multi-agencies supporting universal and targeted services, e.g. childhood obesity through more 
joined up working and integrated community hubs with one stop services, combining education, 
welfare, housing, leisure, health, social care and third sector.

• Encourage active travel amongst citizens through development of an active travel infrastructure 
(where appropriate) promoting a ‘green’ approach and reducing carbon footprint.

• Enhance our existing service offer of support to people who want to achieve a healthy weight, by 
providing additional support to those who need it for example access to dietetics, behavioural 
change approaches and physical activity specialists.

• Assess and address health inequalities through influencing housing, education, leisure and in-work 
poverty. 

• Recognise the importance of meaningful employment to wellbeing.  As employers promote entry 
into employment and job progression through a greater range of training and skills development 
via a new Health and Care Academy – this will enable individuals to remain in Powys and develop 
careers in the field of Health and Social Care.  

• Enhance economic stability in Powys through developing our local health and social care service 
offer which will enhance leadership, training and employment opportunities, increase volunteering 
in the community and support continued professional development.

• There will be a broader approach to delivering behavioural and clinical risk factor management 
programmes, e.g. through the use of  community venues and the use of digital technology. 

• Ensure a skilled, supported workforce equipped to provide a high quality service to children, young 
people and their families, which is compliant with the legislative framework and in line with best 
practice.

• Wellbeing in partnership will be critical to delivering 
success. While opportunity can be provided for citizens 
to maximise their health and wellbeing, it is a central 
part of the relationship that the citizens of Powys will 
take up those opportunities and will take the lead in 
being responsible for maximising their health.  

• Education is fundamental in influencing lifestyle 
behaviours of people of all ages, influencing children and 
young people now will encourage healthy lifestyles for 
future generations.

• Employment is key to delivering social and economic 
wellbeing. A working environment that people can take 
pride in helps to create a social identity and guarantees 
a regular income. Promoting wellbeing at work should be 
encouraged.

• The living environment - population density, house build 
quality, heating costs, proximity of local amenities all 
impact on health and wellbeing. All new build 
environments should provide opportunities that are 
healthy by design and digitally enabled.

• Services need to adopt the principle of proportionate 
universalism, ensuring that services are delivered to 
everyone but at differing levels which reflect differing 
need. 

• Disease will continue to burden society even if the other 
determinants of health are maximised. Targeted health 
promotion and disease prevention at the community 
level, in deprived areas or through educational 
opportunities in schools is essential in reducing the 
longer term impact on the big four diseases in Powys. 

Key focus of the model

Evidence
Base
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Giving children the best start in life

• Greater recognition of the importance of the first 1000 days (from pre-conception) and activities to ensure 
resilience in children moving into adulthood.

• Invest in public sector childcare provision to enable working families to return to their meaningful employment. 

• Ensure every child starts school ready to learn through good quality childcare provision, improving early years 
parenting programmes and transition to schools.  

• Narrow the gap in educational attainment across socio-economic spectrum and children looked after.

• Improve access to wellbeing activities and spaces for children and young people.

• Provide multi-agency and multi-disciplinary early help services targeting those most in need and supporting 
children at risk to remain at home, minimising the need for children to be placed in care.

• Promote access to a range of Early Help services, which families can access preventing the need for statutory 
intervention.

• Focus on early intervention and prevention ensuring access to the right support at the right time to keep families 
together, where possible and children safe; intervening at the earliest opportunity to ensure that children and 
young people do not suffer harm.  

Enabling communities to be more self sustaining and resilient

• Re-focus our conversation with people around “what matters” to them, enabling them to draw on all the strengths 
and assets available to meet their own needs reducing statutory interventions.

• Invest in public assets to deliver an increased range of spaces in which the communities and providers can come 
together to deliver intergenerational opportunities bringing children, young people and adults together to share 
skills and experience e.g. cooking classes, nutrition advice, weight loss groups, domestic abuse support, 
budgeting/healthy shopping.

• Consistent and equitable services offer at home and in the community. 
Supporting people to live well with long term conditions
• Population based approach to minimise impact of clinical and social risk factors through active monitoring and 

focus on lifestyle and targeting of resource to meet needs.

• People identified earlier who are at risk of developing a disease and supported through timey local diagnostics, 
one stop services (including counselling/psychology) and support at home.

• Strengthen delivery of Expert Patient Programmes and Advanced Care Planning so individuals can support 
themselves in the management of any urgent interventions to prevent admissions.

• Promote independence, no matter how small.

• Clinicians/professionals with specialist interests, improved access to a shared multi-agency resource across GP 
clusters to enhance local service offer.

• Evidence shows inequities experienced in 
childhood will affect outcomes in later life 
from a variety of perspectives. Children 
who experience stressful or poor quality 
childhoods are more likely to adopt 
health harming behaviours during 
adolescence which can lead to mental 
illness and diseases such as cancer, 
heart disease and diabetes. Multi-agency 
working can help to identify children 
earlier and offer early help and support 
to families. 

• People with long term conditions are the 
most frequent users of health care, 
accounting for around 50% of all GP 
appointments and 70% of inpatient bed 
days. Evidence shows engaging in health 
promotion and disease prevention 
activities can reduce the burden of 
disease for individuals in the longer term.  
For those individuals who need ongoing 
support integrated multi-agency teams 
can support individuals to remain at 
home and only go into hospital when 
there is an identifiable need. 

• Evidence shows healthy lifestyles and 
psychological support can help people to 
modify their behaviour, which in turn can 
reduce the longer term burden of 
disease.  This can be further reduced 
through early screening and diagnostic 
testing to establish care pathways 
earlier.

Key focus of the model

Evidence
Base



10

Service providers will transform the way they work together to improve communication and 
continuity of care through triple integration:
• Multi-agency working across education, emergency services, housing, welfare and healthcare - primary, 

community and secondary care.
• A more co-ordinated strengths based approach across multi-agencies with integrated working to support 

people through a seamless health and care service with “what matters” at the heart of the conversation. 
• 24/7 multi-agency urgent care in the community for those people not requiring admission to hospital or 

Emergency Department. 
• In-reach of ambulatory care (outpatients, day case, urgent care, diagnostics) to ensure timely access to 

diagnostics and treatments as locally as possible. 
• Local accommodation options for children and adults to reduce out of county placements.
• Access to more specialised services in county, where it is safe and effective to do so.

The people of Powys will be enabled to maximise the benefits of joined up care by
• Having care that is co-ordinated to prevent unnecessary admissions and support ‘home first’ ethos and 

discharge to assess; enabling people to return promptly home after hospital admission. 
• Having a choice in their end of life care at home or in a community setting, through further uptake of 

My Life, My Wishes.
• Enabling people with complex needs to be supported to live at home independently for as long as 

possible and, where this is not possible, to have timely access to accommodation options.
• Having timely and personalised re-ablement services enabling people to regain their maximum level of 

independence at home
• Encouraging anticipatory care planning with individual budgets to support personalised care when it is 

needed.
• Work with children, young people and their families rather than ‘do to’, to co-produce plans which will 

bring about the changes children need as quickly as possible.
• Provide and commission a flexible and affordable mix of high quality placements for children who are 

looked after to meet the diverse range of their needs and circumstances, keeping children as close to 
home as possible.

• Achieve the best possible outcomes for children in our care by providing good parenting, specialist 
support and clearly planned journeys through care into adulthood.

• Focus on the person perspective rather than through various lenses of differing roles and allow people 
to be involved in decision making.

• Accessing a key worker where appropriate
• Positive approaches to risk taking, allowing people to take their own risks
• Clear written information throughout any statutory involvement, confirming contact details, current 

situation and next steps

• Multidisciplinary assessment and holistic, 
personalised care can reduce duplication, 
eliminate gaps, address equity issues and 
ensure the needs of an individual are 
shared, understood and met in a timely 
way.

• Evidence shows there is a direct correlation 
between length of patient stay in hospital or 
community beds and subsequent 
admissions to nursing/residential care.  The 
system needs to focus on reducing the time 
people stay in hospital and ensuring the 
right care and support is available at home.  
Home first must be the default position.  

• Avoiding unnecessary admissions to any 
care settings  by providing timely, joined up 
care and support will improve health and 
wellbeing and will release in-patient 
capacity for more focussed interventions. 

• As demographics are changing, there will be 
an increased demand for complex health 
and social care packages in the future.

Key focus of the model

Evidence
Base
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• To understand future needs at population level through better use of information and 
intelligence to deliver better value services.

• A greater focus on lifestyle factors (smoking, diet, physical activity, stress) to reduce incidence 
of the Big 4; to include focus on health board and council as significant employers in Powys.

• Improved identification and management of clinical risk factors, i.e. high blood pressure, high 
cholesterol, high blood sugar.

• Focus on addressing the causes of the causes of the Big 4, i.e. education, employment, the lived 
environment.

• Making screening easy for people and ensuring people are well informed why they are being 
invited to attend screening and the importance of doing so.

• Development of the Big 4, through pathways based on national planning guidance, evidence, 
improving outcomes, providing equity and value.

Cancer 
Circulatory (stroke, heart disease and diabetes)
Respiratory

Mental Health 
• De-stigmatise the term ‘mental health’, people who are living with it will be valued in the 

community.
• Integration of mental and physical health services.
• Integrated dementia plan.
• Further development of dementia friendly communities.
• More focus on community resilience and support for people with dementia.
• Intergenerational opportunities between schools and care settings for EMI residents and day 

centre attendees, e.g. Llanfaes model.

Evidence
Base

Key focus of the model

Improving mental health is a critical 
issue for people of all ages. Its impact is 
cross cutting, affecting life chances, 
learning, home life, employment, safety, 
physical health, independence and life 
expectancy.  There is a compelling case 
to support integration of mental and 
physical health, and health and social 
care. 

Although new treatments have resulted 
in better survival rates, cancer incidence 
rates continue to increase and there is a 
need to ensure future demand can be 
met. 

Greater emphasis is needed on 
identifying people at risk of 
respiratory/circulatory/diabetes disease 
and musculoskeletal disorders.   
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Delivery model



Delivery model at HOME

Mental Health
• Online cognitive behavioural therapy 
to support people with depression, 
anger, stress, anxiety, perinatal 
support.  

• Crisis management and 
interventions at home7 days a week, 
dementia home treatment team

• Mental health intervention and 
services available at the right time

Respiratory
Increase apps to support self 
monitoring at home. Greater support 
at home for complex cases. 
Circulatory
Increase apps to support self 
monitoring at home. Greater support 
at home for stroke recovery 
/rehabilitation
Cancer 
Third sector support and advice.
More coordinated approach to meet 
needs through a link worker.

• Early supported transfer home from 
acute care, enabling people to regain 
their independence. 

• All age enhanced hospital at home 
services (i.e. Intravenous antibiotics, 
heart failure follow up, palliative 
care, pulmonary rehabilitation) to 
support people to remain at home, 
preventing admission and to help 
people to go home quicker following 
hospital admission. 

• Suitable accommodation for those 
with complex needs across all ages.  

• Flexible rapid access to short term 
accommodation with early help and 
support back home where possible.

• Increase provision of respite care.

• Palliative, end of life care and 
support.

• Accommodation for children /adults 
with mental health and learning 
difficulties to enable them to live as 
close to their community as possible.

• Right support at the right time 
24/7 services where needed, to 
support people at home and 
prevent unnecessary admissions 
to hospitals and residential / 
nursing care.

• Multi-agency multi-disciplinary 
approach, providing targeted 
interventions to support 
disadvantaged families.

• Use of digital applications to 
support people with 
management of long term 
conditions and access to 
community resources for those  
who don’t want to use digital

• Increased simple diagnostic –
e.g. bloods, glucose level 
monitoring etc.

• Mobile health and wellbeing 
services

• Equipment, aids and 
adaptations are easily accessed.

• Better access to information 
about wellbeing services, 
enabling people to have 
maximise their wellbeing and 
welfare.

• Booking of appointments, video 
enabled GP and consultant 
consultations.

• Good quality affordable 
accommodation which enables 
healthy living and supports self 
care and independence.

• Technology Enabled Care 
supporting people to live 
independently.

• Range of digital applications to 
enable people to self-care and 
live independently, i.e. 
Wearables.

• Electronic communication of 
test results.

• Communities supporting 
peoples wellbeing at home.

• Diagnostics at home ‘lab in a 
bag).



Delivery model in the COMMUNITY

• Community Wellbeing Hubs 
(statutory and non statutory led) 
connecting people to a range of 
intergenerational wellness 
services including welfare, 
promoting independence, green 
and social prescribing, promoting 
healthy behaviours, focusing on 
the early years, education and 
employment. 

• Community champions and key 
link workers in communities to 
assist people with information, 
advice and assistance. 

• Consistent point of contact to act 
as a coordinator for families 
facing difficulties. 

• Community based First Aid 
awareness and training.

• Coordinators supporting 
individuals to access groups, 
services etc to meet their needs, 
i.e. welfare, advice and guidance.

• Multi-agency strength based 
services for children and young 
people in schools /community 
settings.

• Further extension of optometry, 
pharmacy, dental and audiology 
services.

• Timely access to respite care.

• Point of care testing, less 
complex diagnostic provision.

• Professionals working in 
communities to help connect 
people with their own and 
community assets. 

• Improved access to general 
practice through clinical triage 
which assesses an individual 
needs and signposts them to 
the right person within the 
multi-agency, multi -
disciplinary team.

Mental Health 
• Support via primary care workers in 
general practice /third sector 
support groups for those with less 
complex needs.

• More complex needs supported via 
community teams in Newtown, 
Welshpool and Machynlleth.

• All age integrated mental health 
service delivered in county.

Cancer 
• Screening, third sector support 
groups, proactive community 
response services, palliative care 
suites.

Respiratory
• MDT identification of people at risk 
to ensure prevention and early 
intervention. Education and lifestyle 
services. 

Circulatory

• MDT identification of people at risk 
to ensure prevention and early 
intervention. Education and lifestyle 
services. 

• Step up and step down 
rehabilitation to support people 
with nursing needs and an 
intensive period of reablement. 

• Practice based minor 
injuries/illness services linked to 
urgent care centre.

• Less complex pre and post 
operative care delivered locally 
with links to consultants in acute 
hospitals.

• Extension of GP based virtual 
wards to include multi-agencies –
social care, third sector and risk 
stratification to identify 
vulnerable groups, frequent users 
of health and social care services.

• One stop multi-disciplinary clinics 

• Further expansion of the multi-
disciplinary team in General 
Practice /Virtual Ward to prevent 
needs from escalating in the 
community.



Delivery model in the REGION

• Multi-agency safeguarding hub. 
Suggestions around considering 
alternatives?

• Healthy lifestyles advice and 
guidance supporting people who 
need enhanced levels of care.

• Digital links to Community 
Wellbeing Hubs across north 
Powys.

• Intensive rehabilitation service to 
support people with step down care 
rehabilitation needs from major 
trauma or stroke (supporting mid 
wales).

• Integrated women’s and children’s 
services.

• Urgent Care Assessment with 
agreed criteria 0-4 hours and out of 
hours provision - 24/7 (subject to 
MDT presence with diagnostics).

• Multi-agency hubs to support 
children, young people and 
families.

• Front door call centre to 
integrated teams/MDTs Pan 
Powys.

• Range of diagnostic services to 
ensure early diagnosis and 
treatment as locally as possible.

• One stop ambulatory care 
services including outpatient 
consultations, surgical and 
medical day case operations to 
include chemotherapy, 
transfusions etc.

Mental Health
• 24/7 maximum 3 day length of 

stay crisis House for people with 
urgent needs but do not need to be 
admitted to an inpatient facility,

• Integrated all age mental health, 
alcohol & substance  and disability 
services

• Robust crisis service supporting 
short stays (up to 72hrs) during a 
crisis

Cancer
• Less complex diagnostic 

/outpatients i.e breast cancer, non 
complex chemotherapy

Circulatory
• One stop clinics including 

diagnostics, psychology support
• Stroke rehabilitation 
Respiratory 
• One stop clinics including 

diagnostics, psychology support



Delivery model OUT OF COUNTY

• National wellbeing campaigns

• Immunisations

• Smoking

• Weight related illness

• Alcohol

• Substance misuse

• Pollution.

• Big 4 awareness.

• Physical Activity.

• Childrens medical and surgical 
day case procedures.

• Complex outpatient 
appointments which require 
specialist diagnostic tests and 
MDT support which can not be 
staffed in Powys.

• Complex birthing, antenatal 
and postnatal care.

• Specialist Diagnostics – i.e. CT, 
PET scans 

Mental Health 

• Specialist inpatient services in 
Llandrindod or Redwood in 
Shrewsbury.

Cancer
• Complex cancer treatments 
including chemotherapy and 
radiotherapy, diagnostics and 
surgery.

Circulatory
Inpatient services for stroke, and 
heart disease. Complex investigations 
and diagnostics. 

Respiratory
Inpatient services and complex 
investigations and diagnostics.

• Acute and specialist inpatient 
medical and surgical care.

• Specialist commissioned activity.

• Accident and Emergency Services 
including complex acute 
ambulatory care and assessment.

• Major trauma services. 
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Start Well: Persona 1
Andrew is a typically lively 13 year old boy living in Newtown with 
his mother and father. He also has a brother who has recently left 
home for university. He has a healthy lifestyle, engages in outdoor 
activities (football, mountain biking) and makes use of his local 
library in Newtown. Both his parents work. The family has one car.
From around 10 years old, Andrew has suffered with enlarged 
adenoids, causing Andrew discomfort and interfering with his daily 
life causing breathing difficulties when undertaking physical 
activities. He also suffers frequent middle ear infections as a 
consequence of his enlarged adenoids. This has resulted in his 
having to miss some school. It has not affect his academic 
performance but it does impact on his parents who have 
occasionally had to take short notice, unpaid leave from work.
He has been referred by the family GP to an ENT specialist in 
Royal Shrewsbury Hospital for a consultation. Andrew was asked 
to complete a sleep study at a given date. Andrew's mother had to 
drive him to Shrewsbury to collect the sleep study equipment to 
use overnight, and then return it the following day. Following this 
appointment Andrew was advised he would need to undergo an 
adenoidectomy. Andrew has been for a pre-operative assessment 
in Telford where he was deemed fit to undergo the surgery. 
However Andrew’s adenoidectomy has been postponed a number 
of times, and now more than six months have passed since his 
pre-operative assessment which has now expired. Andrew had to 
travel back to Telford to undergo a further pre-operative 
assessment, again deemed fit to undergo surgery.
The delays have caused Andrew great upset as he has not been 
able to take part in many outdoor activities, including missing 
sports day due to the delays with his surgery. The visits to and 
from Telford have also been difficult for his mum and dad who 
have each had to take time away from work, sometimes taking 
unpaid leave which has put further pressure on the house hold 
purse.
Andrew is still awaiting a date for his surgery.

Andrew is a typically lively 13 year old boy living in Newtown with his mother 
and father and brother who is studying Adult Nursing through the Rural 
Health and Care Academy in their home town. Andrew lives a healthy 
lifestyle, maximising the green space that he has access to in his local 
community to undertake a range of outdoor sporting activities, he also 
enjoys going to the library. Andrew attends school locally and receives an 
excellent education, learning through an extended curriculum how to 
maintain his health and wellbeing, both physical and mental. Andrew’s 
parents both have meaningful employment in the area, with a stable income 
which contributes towards them assessing their overall health and wellbeing 
as very good. The family has one car that is only utilised for shopping or 
trips out; Mum cycles to work using dedicated cycle paths and Dad walks.
For some years, Andrew has suffered with enlarged adenoids, causing him 
discomfort and interfering with his daily life. This also causes mild breathing 
difficulties when undertaking physical activities. He also suffers frequent 
middle ear infections as a consequence of his enlarged adenoids, which has 
meant he has had periods of absence from school. To date this has not 
affected Andrew’s academic performance, and his parents are lucky to 
benefit from flexible working, allowing them to take time off from work to 
care for Andrew. 
Andrew was referred by his local GP to an ENT specialist, who visited the 
Rural Regional Centre in Newtown to undertake Andrew’s initial appointment. 
Subsequent appointments have been undertaken via video consultation from 
Andrew’s home, using a digital platform to hold discussions with his 
Consultant. Andrew has undergone a sleep study, the equipment for which 
was collected and returned to Newtown’s Rural Regional Centre. Andrew’s 
Consultant has confirmed that he will need an adenoidectomy to remove his 
adenoids, he has undergone a pre-operative assessment at the Rural 
Regional Centre undertaken by a Nurse and assessment results recorded on 
his electronic patient record which is accessible by all involved in his care. He 
has been deemed fit to undergo surgery and has had his surgery date 
scheduled for six weeks’ time. 
Andrew is looking forward to post-recovery so that he can continue to 
undertake activities he enjoys and excel with his education with no health 
complications to hold him back. 
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Start Well: Persona 2
Carol is a single parent of three children; two boys (Charlie 12, Tom 17) and one 
girl Thea, aged 4 living in Caersws. Thea had a convulsion at the age of 2 which 
has left her with mild learning difficulties. There was a delay in her admission 2 
years ago due to ambulance availability and Carol has been left feeling angry at 
the system and guilty that she did not take Thea directly to hospital. As a result, 
she is seen only rarely by the Primary Care Team where her anger is barely 
contained. This has led to some confrontations with various members of staff.
Tom has issues with drug and alcohol abuse and has been caught in possession 
of marijuana at sixth form in Shrewsbury. As a result, Tom has received a 
warning from both the police and college. Carol is worried about the effect 
college/city life is having on Tom and would prefer Tom to attend a sixth form 
closer to home rather than travelling to Shrewsbury each day on the train. The 
train from Caersws is also costly, and whilst some of this can be claimed back, it 
puts a financial pressure on Carol every week. There is some community 
intelligence that Carol is locked into a cycle of debt associated with short term 
loan use.
The nearest drug and alcohol support is at Kaleidoscope in Welshpool, and public 
transport is again costly and unreliable for Tom to travel there. Carol often 
works during the day as a domiciliary care worker for a local care company, so 
she’s unable to drive him to access support and has to trust that he will attend 
on his own. Carol took the care job on a zero hours contract to be flexible 
around Thea’s needs, but is sometimes called in at times when it is not 
convenient.
Thea attends pre-school at Caersws during the day, but Carol feels pressured to 
do more to meet her needs, whilst balancing the needs of her wider family and 
bring in a small amount of extra income to support them, but not at the 
detriment of her social care allowance.
Charlie attends school in Llanidloes and is transported to school via bus. He is 
very sporty, and has been asked to train and play football for Llanidloes under 
13s. Training is the evening, and has caused a few issues with transport, 
however another parent has offered to share lifts. 
Carol is also a little concerned that Charlie might follow Tom’s recent behaviours 
as he is a role model to his younger sibling, and she has concerns about drugs in 
the local area following an article in the local newspaper about County Lines.

Carol is a single parent of three children; two boys (Charlie 12, 
Tom 17) and one girl Thea, aged 4 living in Caersws. Thea had a 
convulsion at the age of 2 which has left her with mild learning 
difficulties. Carol was finding it difficult remaining at home with 
Thea each day. Due to investment in public sector childcare, Carol 
has found excellent childcare in the area to meet Thea’s needs to 
allow her to return to meaningful employment where she has 
recently developed into a management role, also providing her 
with financial stability due to her regular income. There is a 
recognition of the importance of the first 1000 days amongst the 
local integrated community team involved with Thea’s care and 
their knowledge and approach is helping to build resilience in Thea 
and Carol is satisfied that Thea is ready for school. Carol has built 
robust social connections through attendance at community 
groups and feels well supported. 
Tom has issues with drug and alcohol abuse and has been caught 
in possession of marijuana at sixth form in Llanidloes. As a result, 
Tom has received a warning from both the police and school. Carol 
is grateful that Tom attends sixth form close to home and feels 
that her robust connections within the community help her to 
monitor Tom’s whereabouts. Tom has disclosed to his GP that his 
reason for drug and alcohol abuse is that he feels depressed. 
Tom’s GP has referred him to a nature-based intervention, 
accessing green space in his local area, as an alternative to 
medication. Tom has recently reported that his green prescription 
has improved not only his mental wellbeing but his physical health 
too, and is keen to undertake more physical activity in the 
outdoors. 
Charlie attends school in Llanidloes and actively travels to school 
on his bike during the summer months, with a view to reducing 
the carbon footprint within his local area. He enjoys sport, 
particularly football, and has been invited to train and play football 
for Llanidloes under 13s. Training is in the evening, and Charlie is 
offered lifts to and from training by other parents who recognise 
that Carol struggles due to existing commitments. 
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Live Well: Persona 1
David is a 26 year old farmer, living alone in a remote location 
in Llanwddyn, one of the most sparsely populated areas of the 
county. His family live on another farm in Llanfyllin, north 
Powys. The family purchased the farm approximately five years 
ago for the additional grazing land, and an opportunity for David 
to have a home of his own and be more independent.
Since moving to the farm, David has experienced rural isolation 
and a lack of social interaction due to the demands of farming 
on his personal time. He has no mobile reception at home due to 
the location in a valley, and Broadband connectivity limited with 
only satellite broadband available which is costly and not 
unlimited. 
Due to the work, he rarely engages in social activities and can 
go days without seeing anyone. Before moving to the farm, 
David previously enjoyed using the gym and swimming pool at 
his local leisure centre. Now his nearest leisure facilities are a 
40-minute drive away in Welshpool. He also used to enjoy 
attending the Young Farmers Club, however is finding it difficult 
to go back because of competing priorities on the farm. 
Sometimes David's only social interaction is with family, and 
then it only consists of work, and finance talks. Money flow 
concerns David, and wants to please his father that he can 
manage a farm, but market prices have been low, giving him a 
sense of failure. He is struggling with maintenance costs on a 
number of vehicles required to operate the farm. The farm 
house he lives in is rated Council Tax Band F at a cost of £2,330 
per year.
David feels very low in the evening, and tends to work late in 
the knowledge that he has very little to do when home. He is 
also suffering from aches and pains in his neck and shoulders.

David is a 26 year old farmer, living alone in a remote location in 
Llanwddyn, one of the most sparsely populated areas of the 
county. His family live on another farm in Llanfyllin, north Powys. 
The family purchased the farm approximately five years ago for 
the additional grazing land, and an opportunity for David to have a 
home of his own and be more independent.
Since moving to the farm, David has managed to maintain his 
social connections and support networks despite the demands of 
farming on his personal time. David attends a variety of local 
groups within the community which he found out about after a 
quick search on his iPad. David’s close friends understand the 
pressures David feels to maintain the farm and volunteer to lend a 
hand when they have spare time; David has recently started to 
experience aches and pains in his neck and shoulders, and his 
neighbour carried out his morning duties on the farm for him so he 
was able to visit his GP in a timely manner before his physical 
health deteriorated any further. Although David lives alone in a 
rural area, he feels well connected via his mobile phone signal and 
high speed unlimited Broadband. 
Before moving to the farm, David previously enjoyed using the 
gym and swimming pool at his local leisure centre. His 
opportunities to use these facilities are now slightly limited due to 
the demands of the farm, however he is surrounded by acres of 
countryside and maximising that space keeps him fit and healthy, 
both physically and mentally. 
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Live Well: Persona 2
Catherine is a 35 year old lady living in Garthmyl, a few miles 
from Newtown. She discovered a lump in her left breast, and a 
visit to her GP saw her referred on to Royal Shrewsbury Hospital 
where she was diagnosed with Stage 3 breast cancer, with 12 of 
the lymph glands also affected.
Catherine was referred for a lumpectomy in Princess Royal 
Hospital, Telford, which required an overnight stay. Catherine's 
husband is a farmer and found difficulty in securing the running of 
the farm whilst supporting Catherine at her appointments. 
Once healed, Catherine underwent a course of Chemotherapy 
once every 3 weeks at Royal Shrewsbury Hospital which made her 
extremely poorly, exacerbated by the travel involved with 
attending this treatment. On a number of occasions, Catherine's 
temperature spiked following her temperature which meant 
hospital admissions and further travel to Shrewsbury on each 
occasion. 
Following her Chemotherapy, Catherine then had to undergo 23 
sessions of Radiotherapy. Each session was only 15mins, however 
again Catherine had to travel 40 miles each way to access the 
treatment. This impacted her recovery due to exhaustion.
Catherine still attends regular appointments in Shrewsbury, 
sometimes these have been verbal only and therefore did not 
need to be face to face. 

Catherine is a 35 year old lady living in Garthmyl, a few miles 
from Newtown. She discovered a lump in her left breast, and a 
visit to her GP saw her referred on to Royal Shrewsbury Hospital 
where she was diagnosed with Stage 3 breast cancer, with 12 of 
the lymph glands also affected.
Catherine was referred for a lumpectomy in Princess Royal 
Hospital, Telford, which required an overnight stay. Her pre-
operative assessment was undertaken locally at the Rural Regional 
Centre in Newtown by a Nurse, with the results of the assessment 
shared on Catherine’s electronic patient record accessed by all 
involved in her care. Catherine's husband is a farmer and has 
experienced little difficulty in securing the running of the farm 
whilst supporting Catherine at her appointments locally.
Once healed, Catherine underwent a course of Chemotherapy 
every 3 weeks at the Rural Regional Centre in Newtown. Having 
this provision locally has enabled Catherine to recover from each 
Chemotherapy session due to her short trip home and the comfort 
of her own surroundings. 
Catherine still attends regular appointments with her Oncologist 
via video link using a digital platform to reduce unnecessary 
travel. 
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Age Well: Persona 1 
Marie is a 65 year old woman living in Machynlleth. She is an 
unpaid carer for her 87 year old mother who has COPD, and lives 
in a second floor flat of a sheltered housing complex near to the 
town centre. 
Marie's mother has become increasingly frail and short of breath 
of late, unable to move up and down the stairs to her flat 
particularly with her oxygen equipment. She is dependable upon 
Marie to do her shopping and house chores. Marie also has a part 
time job working in the local supermarket, travels to work on foot 
and she does not drive.
Recently, Marie was leaving her mother’s flat, and suffered a fall 
down the stairs, resulting in a fractured hip. Marie was admitted 
to Bronglais Hospital for nearly a week. Luckily, an elderly 
neighbour has been able to get limited shopping for her mother, 
but has not been able to help her care needs or house work. 
Whilst Marie was happy in the knowledge her neighbour was 
calling by, she has become increasingly concerned about her 
mother’s care.
Marie lives in social rented accommodation, and has been told 
she would not be able to go back to work for at least 9-12 weeks. 
This has given her further cause for concern and is worried about 
keeping on top of her bills and rent, as well as losing her job. She 
has a weekly appointment at the fracture clinic and is finding it 
difficult to book hospital transport.

Marie is a 65 year old woman living in Machynlleth and working as 
a Health Care Support Worker. She was an unpaid carer for her 87 
year old mother who has COPD, and has become increasingly frail 
and short of breath of late. This has also had an impact on Marie’s 
mother’s mental health and her mood has changed for the worse. 
Marie’s mother has been moved from her second floor flat into 
extra care housing provision, to ensure she receives the care she 
needs to keep her safe as Marie felt she could no longer meet her 
mother’s needs. Marie still visits and takes her Mum out regularly, 
with the vast amount of trees that surround the green spaces 
around the extra care housing having a positive impact on her 
mother’s respiratory difficulties and her mood. 
Marie recently suffered a fall resulting in a fractured hip. She was 
admitted to Bronglais hospital for a short time, and returned to 
home when it was safe to do so. During this period, Marie found it 
difficult to visit her mother due to her limited mobility. They have 
both used Facetime and Skype to keep in touch and to give Marie 
peace of mind that her mother is ok. Neighbours and friends in the 
local community have helped Marie with shopping and household 
tasks whilst she recovers. 
Marie was unable to work whilst recovering from her hip fracture, 
but was safe in the knowledge tha she would receive paid sickness 
absence from her employer to allow her to keep up with her bills 
and rent. Her employers have been understanding about the 
absence and regularly checked in with Marie to ascertain whether 
there was any further support they can provide to her to aid her 
recovery. She had a weekly appointment at the fracture clinic 
which she attended in Bronglais (??), a friend took her to and 
from her appointments. 
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Key Enablers

• Strengthen infrastructure – build platform to be digitally enabled
• Cross border information sharing protocols and IT solutions to enable agile joint working and improve communication
• Single health and social care record accessible across multi agencies police, housing, education, social care and health.
• Upscale digital applications (i.e. health checks, monitoring, e-market place, software for remote consultations and diagnostics)
• Intelligence reporting, risk stratification tools and artificial intelligence
• Digitally enabled environments

• Built environment supports multi-agency, multi-disciplinary working and care closer to home – day case, diagnostics etc
• Generic and flexible space with electronic booking systems to support agile working
• Shared assets across partners under the multi-agency wellbeing campus 
• Greater use of community spaces to support intergenerational wellbeing activities
• Digitally enabled accommodation options in Powys which children, adults and older people  with complex needs
• All new builds to be digitally enabled and designed to support wellbeing.

• Integrated evidenced based pathways and assessments across multi-agencies and multi-disciplinary teams
• Strategic Partnerships to support delivery of new model of care and triple integration
• Co-production with individuals, families and communities – strengths based approach
• Increase in use of voluntary, third sector and social enterprise
• Integrated commissioning, funding and delivery mechanisms
• Clinical commissioning and networking to support integration between primary, community and secondary care
• Strengthen work with private sector businesses to support wellbeing

• Multi-agency, multi-disciplinary workforce that meets the demands of its rural county and provides seamless health and care 
services. Avoiding repetition and allowing people to work together across organisations.

• Leading provider of effective, rural health and care and first choice employer
• Flexible workforce providing higher value through ‘right person and right skills’ and increased use of digital technology
• Volunteers and unpaid carers are supported as key members of our workforce
• Rural Health and Care Academy – growing local rural health and care leadership and skills
• Clinical and professional leadership capability and capacity
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Current System Future System

Significant proportion of diagnostics and ambulatory care delivered out of 
county for adults.

Significant increase in diagnostics, outpatients and day cases within in county for adults.

Significant proportion of Paediatric day case, diagnostics and  outpatients 
delivered out of county

Small increase in paediatric diagnostics and outpatients within county, due to activity 
levels and specialist skills a large proportion of this activity to continue to take place out of 
county..

When specialist care is required, most of this takes place out of county. Some parts of the pathway will be supported in Powys when it is safe and effective to do 
so.

Rehabilitation provided in acute and community settings.  
All intensive rehabilitation takes place in Cardiff or Stoke

Increase rehabilitation in community settings via discharge to assess. 
Opportunities around intensive rehabilitation service for mid Wales to be explored.

Cancer - All diagnostics and treatments undertaken outside of Powys. Cancer - Some less complex diagnostics and treatments to be undertaken in the Rural 
Regional Centre and at home where appropriate

Some services in place to support people at home, but inequity of services 
geographical areas and provided within extended working hours.

Increase multi-agency service offer 24/7 to support people to remain at home and prevent 
unnecessary admission to hospital or care.

Some urgent care activity managed within Powys via existing MIU, limited 
support at home.

Increase capability and capacity of urgent care offer both in hours and out of hours in the 
Rural Regional Centre and at home.

Some technology enabled care to support people at home and to look after 
themselves.

Significant increase in technology enabled care to reduce statutory provision and enable 
people to remain at home independently for longer.

High number of adults defaulting to statutory service provision Shift in focus to ‘What matters’, providing early help and support and integrated multi-
agency working to reduce number of unnecessary statutory assessments, care home and 
residential placements - including reduction in age of admission 

High number of children defaulting to statutory service provision Shift in focus to ‘What matters’, providing early help and support and integrated multi-
agency working to reduce number of unnecessary statutory assessments and provide 
alternative options for accommodation.

Demand for health and care services is increasing. Opportunities to prevent demand from increasing through investment in prevention and 
early intervention, considering the impact of education, housing and leisure.

Anticipated Activity Changes


