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Health 
Board

Locality

Cluster

Practice

Other 
e.g. GPs at 
Deep End 
practices

Presenter Notes
Presentation Notes
LHB resident populations range from 132,000 in Powys Teaching LHB to 678,500 in Betsi Cadwaladr University LHB.Local Authority resident population range from 59,000 Merthyr Tydfil to 372,000 Cardiff (2022MYE)A cluster brings together all local services involved in health and care across a geographical area, typically serving a population between 25,000 and 100,000. Working as a cluster ensures care is better co-ordinated to promote the wellbeing of individuals and communities"
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Primary Care Clusters
Localities



How well do you know your practice 
population?

PCPG Development

Frequent Flyers

Disease Registers

Well population



What might we want to know about our 
population?
• Demographics (Age, sex)

• Area Deprivation

• Life expectancy/ Healthy Life Expectancy

• Chronic conditions – prevalence and management

• Lifestyles, Immunisation Status, Screening status

• Social Determinants e.g. education, housing

• Inequalities

• Community / Patient perspectives and Lived Experience
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Population of Wales 

8 ONS, Census 2021 data

Presenter Notes
Presentation Notes
This is the population pyramid for Wales, based on the 2021 census



Population of 

9 ONS, Census 2021 data, Small area estimates 2020

Merthyr Tydfil Gurnos

Presenter Notes
Presentation Notes
This overlays in colour the population of MT (also based on the 2021 Census) and the Gurnos (based on 2020 ONS small area estimates)We can see specific differences between MT and Wales: in particular those aged under 15 form a larger part of the population; but those at older ages are a smaller proportion We can see specific differences between Gurnos and both populations: even  more people at younger ages, but also much more in their 20s, and an even greater reduction in the proportion made up of adults over 60We can generate some theories about why this might be, and this can guide us to look for other evidence relevant to health, wellbeing and the social determinants of healthDo we have more young families in these areas compared to Wales and what does that mean for health needs?The demographic bulge of females in their 20s and 30s in Gurnos is quite pronounced. This group may well have distinct needs – perhaps sexual and reproductive health, child health? Also possibly an opportunity to highlight opportunities to improve health at a point in the lifecourse before chronic conditions become more prevalent?Is the smaller proportion of older people evidence of higher mortality at an earlier age in that area?The point here is that ‘the population’ may be different depending on the area we are looking at – so we need to consider what scale we are asking our questions at 
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Deprivation
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¹ Using data from the CTM UHB Population Segmentation dataset, 2021/22. 48/49 CTM practices included; ² Deprivation Map produced by CTM LPHT using the 
Welsh Index of Multiple Deprivation (WIMD) map for Rhondda Cynon Tad, WIMD is available at wimd.gov.wales. 

Local Authority /Area¹ % in two 
most 
deprived 
fifths

Bridgend 41.6%

Merthyr Tydfil 67.9%

Rhondda Cynon Taf 62.7%

CTM UHB 56.2%

Cluster/Area % in two most 
deprived fifths

Bridgend East 20.8%
Bridgend North 66.6%
Bridgend West 45.2%
Bridgend 41.6%
CTM UHB 56.2%

Presenter Notes
Presentation Notes
The link between deprivation and poor health, including poor health outcomes is well evidenced and as previously detailed is affected by different factors.  The Welsh Index of Multiple Deprivations (WIMD) identifies the small areas of Wales that are the most deprived, visualising often in a map. The index ranks areas according to their relative deprivation levels across eight types of deprivation to produce an overall index – with 1 being most deprived and 1909 least deprived. By definition deprivation is the lack of access to opportunities and resources which we might expect in our communities, the eight ranked types of deprivation are income, employment, health, education, access to services, housing, community safety and the physical environment. For more information on WIMD visit:  https://gov.wales/welsh-index-multiple-deprivation-indicator-guidance.
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¹ Using data from the CTM UHB Population Segmentation dataset, 2021/22. 48/49 CTM practices included; ² Deprivation Map produced by CTM LPHT using the Welsh Index of Multiple Deprivation (WIMD) map for Rhondda Cynon Tad, WIMD is available at wimd.gov.wales. 





		Local Authority /Area¹
		% in two most deprived fifths

		Bridgend		41.6%

		Merthyr Tydfil		67.9%

		Rhondda Cynon Taf		62.7%

		CTM UHB		56.2%
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With 278 Lower Super Output Areas (LSOAs) in Cwm Taf Morgannwg University Health Board (CTM UHB), the highest percentage of people living in the most deprived areas are observed in Merthyr Tydfil (67.9%) and Rhondda Cynon Taf (62.7%).



With 154 small areas (lower super output areas (LSOAs)) in Rhondda Cynon Taf (RCT), the highest percentage of people living in the most deprived areas observed in Rhondda Cluster (North 85.5%, South 82.4%), with the lowest percentage of people living in the most deprived areas is seen in Taf Ely South (18.1%). The top five most deprived LSOAs in Rhondda Cynon Taf are in Tylorstown, Penrhiwceiber, Pen-y-waun, Rhydfelen (Central) and Abercynon, for more information on the Welsh Index of Multiple Deprivations (WIMD) data and LSOA ranks in Rhondda Cynon Taf visit: https://wimd.gov.wales/?lang=en 



With 36 small areas (lower super output areas LSOAs) in Merthyr Tydfil, the highest percentage of people living in the most deprived areas observed to the North areas of Merthyr Tydfil (North 69.1%). Merthyr Tydfil has 67.9% of people living in the most deprived communities, which is greater than the CTM Health Board (56.2%).  The top five most deprived LSOAs in Merthyr Tydfil are in Penydarren1, Merthyr Vale 2, Gurnos 1, Cyfartha 2 and Gurnos 2. For more information on the WIMD data and LSOA ranks in Merthyr Tydfil visit: WIMD - Merthyr Tydfil (gov.wales)



With 88 Lower Super Output Areas (LSOAs) in Bridgend, the highest percentage of people living in the most deprived areas are observed in Bridgend North (66.6%), with the lowest percentage of people living in the most deprived areas is seen in Bridgend East (20.8%). Bridgend as a whole has 41.6% of people living in the most deprived communities in 18 LSOA’S, which is less than the CTM Health Board (56.2%).  The top five most deprived LSOAs in Bridgend are Caerau 1, Caerau 2, Brackla, Morfa and Bettws. For more information on the WIMD data and LSOA ranks in Bridgend visit: WMID- Bridgend (gov.wales).



Child Poverty 

Welsh Index of Multiple Deprivation (WIMD) data also captures the amount of people living in income deprivation, and is used as a indicator for understanding poverty within communities. Nearly a third (27%) of children aged 0-18 years in Cwm Taf Morgannwg University Health Board (CTM UHB) are living in poverty compared to 24% in Wales on average. The Local Authority with the highest percentage of children living in poverty is Merthyr Tydfil at 29% followed by Rhondda Cynon Taf with 28% and Bridgend Local Authority with 25% of children living in poverty. This affects their ability to be born well and grow well. As such, it is expected that families and children will require more support, to reduce the inequality gap that exists and ensure that individuals are provided necessary support from across the health and social system from the preconception periods through to the First 1000 days of a child’s life and into infancy and adolescence. Note: Using data from Public Health Wales Observatory, using WIMD 2019 (WG). Defined as the proportion of children living in households where the income is less than 60 per cent of median household incomes.



Average numbers of GP Practice contacts

The increased levels of deprivation in CTM UHB is reflected in the number of GP contacts with the following Primary Care Clusters having more contacts than the CTM UHB average of 6.75.

North Cynon 7.80 

Rhondda North 7.50

Taff Ely North 7.34

Cynon South 7.02

Bridgend North 6.91

Rhondda South 6.83

Merthyr South 6.67





Number of GP practice contacts definition: Estimate of the number of contacts with a health professional in the GP practice, in person or over the phone (some online). This is based on counting the days a read code is found for each patient, which indicates that a patient has been seen/contacted. Measures primary care need, and excludes routine vaccinations, for example. Appointment data was not available.
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Inequality in Outcomes
Covid-19
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Clinical risk and chronic conditions¹

13 ¹ Chronic conditions based on coded diagnosis in primary and secondary care data between 2001 and Feb 2022 using Johns Hopkins ACG system (results similar to QOF coding) 
and record-linked data from the SAIL databank. 48 out of 49 practices included in CTM.

Merthyr North Merthyr 
South Merthyr Tydfil CTM

UHB

Average Number
of Chronic 
Conditions

1.64 1.22 1.46 1.45

Anxiety/ 
Depression 21.4% 18.5% 20.1% 20.1%

Asthma 11.9% 11.1% 11.6% 12.8%

COPD 3.5% 2.1% 2.9% 2.7%

Hypertension 17.9% 15.4% 16.8% 16.9%

Diabetes 7.5% 6.6% 7.1% 7.1%

Presenter Notes
Presentation Notes
Chronic conditions based on coded diagnosis in primary and secondary care data between 2001 and Nov 2021 using Johns Hopkins ACG system (results similar to QOF coding) and record-linked data from the SAIL databank. When observing the prevalence of chronic conditions across Merthyr Tydfil using population segmentation data, individuals have an average of 1.46 chronic conditions. The largest prevalence of chronic conditions is observed in anxiety/depression (20.1%), hypertension (16.8%) and asthma (12.1%), with variations across cluster area but with similar prevalence to the levels observed across the Cwm Taf Morgannwg region. 
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Inequalities: energy use and housing quality 
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Deprivation, energy usage and potential energy usage reduction, 
Welsh Index of Multiple Deprivation 2019 and Bridgend, Nov 2022 EPC data. 
Darker shading = higher value in each case

Energy usage by Output area Difference between current and potential useDeprivation by LSOA

Presenter Notes
Presentation Notes
 ‘deprivation’ as a summary area level indicator can help us think about key questions to do with how we improve the health and wellbeing of our population, and in particular how we do that by addressing inequalities. But we also understand, as with the structure of our local populations, that what is specific and different about them and their needs can be central to supporting them effectively, especially when we want to consider what actions are within our local spheres of action and influence.This is one example of how deprivation data can be combined with other sources to understand specific population needs.The map in blue is the same map of deprivation we saw earlierThe red map shows the current average energy use per dwelling per year by output area (an even smaller geographical unit). We can see that there seems to be a strong relationship between deprivation and high energy usage. It seems unlikely that this is because people in the poorest areas have much larger houses that are harder to heat (and the data can demonstrate this if we need proof) and indeed the map in orange gives us a much better idea of what is going on. This shows the difference between current energy use and potential energy use if basic measures of insulation were put in place. Darker colours mean the gap between current and potential is greater. This suggests people in more deprived areas are living in houses with the greatest potential for improvement, and therefore are more likely to be of lower quality, draughty , damp and likely to lead to poorer health in a host of ways.This is the inverse care law in practice: those with more financial resources are more able to ensure their homes are in good condition, cutting long term heating costs and reducing health risks, even though that population is more likely to be able to afford higher fuel bills and look after their health in other ways.
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Inequalities: transport
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Woodlands surgery 

Maesteg

Barry

PHW

£1.45
£5.80

£4.10

Presenter Notes
Presentation Notes
This is a more personal example, but it is based on evidence from many people living and working in Bridgend. This is a personal example of the costs of travelling between Barry and central Cardiff and Maesteg and from Maesteg to Caerau in the northern part of the Llynfi valley. Whilst it only cost £1.45 during January to get a train to Cardiff – a line that particularly serves commuters – and only £5.80 to get to Maesteg, it costs £4.10 to get the final two miles up to Caerau. I live in Barry. In the past two weeks I have worked at PHW headquarters in Cardiff, in Maesteg and at Woodlands Surgery in Caerau.Currently, with the Transport for Wales January sale, it costs £1.45 for a return train ticket Barry to Cardiff, on a service that runs four times per hour for 16 hours per day.Barry to Maesteg is £5.80 for a journey that takes about an hour, with trains still fairly regular.The last two miles from Maesteg to Caerau costs £4.10 for a bus that doesn’t always run to time, and which you have to wait for on a narrow pavement at an uncovered stop, unlike the train stations. This is the inverse care law in action again, and it can affect how people can access healthcare services, but also how they access employment, education and other opportunities and services 
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Planning and Use of data and 
Intelligence
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Planning Cycle

17

Identify the 
situation 
(problem)

Needs 
Assessment; 
Data and 
Analyses 
(quantitative 
and 
qualitative

Prioritisation
Evidence 
base, logic 
model

Evaluation 
Framework



Planning takes place at all levels, but what data is 
available…… 

18

Health 
Board

Locality

Cluster

Practice
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Office National Statistics Small 
area Data

Considerations

• Data granularity 

• Registered vs resident 

population

• Estimates 

• Time Period

• Survey data



Sources of Data
Practice Data
Clinical system, 
Audit+, Prescribing 
Data

Health Board
Primary Care Team, 
Cluster Manager, Public 
Health Team

Public Health Wales 
Primary Care Cluster 
Dashboard, Profiles, 
Cancer Stats, Misc 
Publications

StatsWales
Workforce, population, 
prescribing
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Public Health 
Datasets

Well-being and 
Healthy Lifestyle 

Behaviours

Annual Population 
Survey (APS)

National Survey for 
Wales (NSW)

School Health and 
Research Network 

(SHRN)

Demographic 
Information

Birth 
Registrations

Death 
Registrations

Mid-year 
Population 
Estimates

Population 
Projections

Census

Cancer 
Registrations

Admissions

Patient Episode 
Database 

Wales (PEDW)

Emergency 
Department Data Set 

(EDDS)

Welsh 
Demographic 
Survey (WDS)

Quality Assurance and 
Improvement 

Framework (QAIF)

Maternal and 
Child Health

National Community 
Child Health Database 

(NCCHD)

Congenital Anomaly 
Register & Information 

Service (CARIS)

Child Measurement 
Programme (CMP)

Welsh Index of 
Multiple Deprivation 

(WIMD)

Wider datasets available to use

Other 
Publications

Public Health 
Outcomes 

framework for 
Wales

Child Measurement 
Programme

School Health 
Research 
Network
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Deprivation
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¹ Using data from the CTM UHB Population Segmentation dataset, 2021/22. 48/49 CTM practices included; ² Deprivation Map produced by CTM LPHT using the 
Welsh Index of Multiple Deprivation (WIMD) map for Rhondda Cynon Tad, WIMD is available at wimd.gov.wales. 

Local Authority /Area¹ % in two 
most 
deprived 
fifths

Bridgend 41.6%

Merthyr Tydfil 67.9%

Rhondda Cynon Taf 62.7%

CTM UHB 56.2%

Cluster/Area % in two most 
deprived fifths

Bridgend East 20.8%
Bridgend North 66.6%
Bridgend West 45.2%
Bridgend 41.6%
CTM UHB 56.2%
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¹ Using data from the CTM UHB Population Segmentation dataset, 2021/22. 48/49 CTM practices included; ² Deprivation Map produced by CTM LPHT using the Welsh Index of Multiple Deprivation (WIMD) map for Rhondda Cynon Tad, WIMD is available at wimd.gov.wales. 
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With 278 Lower Super Output Areas (LSOAs) in Cwm Taf Morgannwg University Health Board (CTM UHB), the highest percentage of people living in the most deprived areas are observed in Merthyr Tydfil (67.9%) and Rhondda Cynon Taf (62.7%).



With 154 small areas (lower super output areas (LSOAs)) in Rhondda Cynon Taf (RCT), the highest percentage of people living in the most deprived areas observed in Rhondda Cluster (North 85.5%, South 82.4%), with the lowest percentage of people living in the most deprived areas is seen in Taf Ely South (18.1%). The top five most deprived LSOAs in Rhondda Cynon Taf are in Tylorstown, Penrhiwceiber, Pen-y-waun, Rhydfelen (Central) and Abercynon, for more information on the Welsh Index of Multiple Deprivations (WIMD) data and LSOA ranks in Rhondda Cynon Taf visit: https://wimd.gov.wales/?lang=en 



With 36 small areas (lower super output areas LSOAs) in Merthyr Tydfil, the highest percentage of people living in the most deprived areas observed to the North areas of Merthyr Tydfil (North 69.1%). Merthyr Tydfil has 67.9% of people living in the most deprived communities, which is greater than the CTM Health Board (56.2%).  The top five most deprived LSOAs in Merthyr Tydfil are in Penydarren1, Merthyr Vale 2, Gurnos 1, Cyfartha 2 and Gurnos 2. For more information on the WIMD data and LSOA ranks in Merthyr Tydfil visit: WIMD - Merthyr Tydfil (gov.wales)



With 88 Lower Super Output Areas (LSOAs) in Bridgend, the highest percentage of people living in the most deprived areas are observed in Bridgend North (66.6%), with the lowest percentage of people living in the most deprived areas is seen in Bridgend East (20.8%). Bridgend as a whole has 41.6% of people living in the most deprived communities in 18 LSOA’S, which is less than the CTM Health Board (56.2%).  The top five most deprived LSOAs in Bridgend are Caerau 1, Caerau 2, Brackla, Morfa and Bettws. For more information on the WIMD data and LSOA ranks in Bridgend visit: WMID- Bridgend (gov.wales).



Child Poverty 

Welsh Index of Multiple Deprivation (WIMD) data also captures the amount of people living in income deprivation, and is used as a indicator for understanding poverty within communities. Nearly a third (27%) of children aged 0-18 years in Cwm Taf Morgannwg University Health Board (CTM UHB) are living in poverty compared to 24% in Wales on average. The Local Authority with the highest percentage of children living in poverty is Merthyr Tydfil at 29% followed by Rhondda Cynon Taf with 28% and Bridgend Local Authority with 25% of children living in poverty. This affects their ability to be born well and grow well. As such, it is expected that families and children will require more support, to reduce the inequality gap that exists and ensure that individuals are provided necessary support from across the health and social system from the preconception periods through to the First 1000 days of a child’s life and into infancy and adolescence. Note: Using data from Public Health Wales Observatory, using WIMD 2019 (WG). Defined as the proportion of children living in households where the income is less than 60 per cent of median household incomes.



Average numbers of GP Practice contacts

The increased levels of deprivation in CTM UHB is reflected in the number of GP contacts with the following Primary Care Clusters having more contacts than the CTM UHB average of 6.75.

North Cynon 7.80 

Rhondda North 7.50

Taff Ely North 7.34

Cynon South 7.02

Bridgend North 6.91

Rhondda South 6.83

Merthyr South 6.67





Number of GP practice contacts definition: Estimate of the number of contacts with a health professional in the GP practice, in person or over the phone (some online). This is based on counting the days a read code is found for each patient, which indicates that a patient has been seen/contacted. Measures primary care need, and excludes routine vaccinations, for example. Appointment data was not available.
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Equality, inverse care and proportionate universalism

23

Deprivation

Provision

Equality

Deprivation

Inverse care law

Deprivation

Proportionate universalism

Deprivation and Service Provision

Presenter Notes
Presentation Notes
Allocation of resources at scale. We know that health  needs increase as area level deprivation increases. People are less healthy in a variety of ways and therefore need more healthcare. The principle behind provision of those services by the NHS is equality. In principle, everyone in the UK should have the same level of access to the same services of the same quality wherever they are in the UK. The same principle underpins many public services in the UK and Wales (in theory if not always in practice). This doesn’t account for differing or higher needs related to deprivationWe have another pattern that we often see, particularly where commercial organisations and markets are involved in providing goods and services. The Welsh GP Julian Tudor Hart noted decades ago that this pattern can emerge in healthcare provision, especially where that is marketized, in counties like the US. It is easier and more profitable to provide goods and services to those who are wealthier than to their poorer fellow citizens. Tudor Hart called this the inverse care law when applied to healthcare services, but we can see it in many areas. Those in areas of deprivation would have more to gain from increasing the amount of fresh fruit and vegetables they consume and by getting more exercise, but supermarkets, grocers, safe parks and gyms are more likely to be found in better off areas.Finally we have model, where provision is universally available, but proportionate to need, a model Michael Marmot calls ‘proportionate universalism’. To make a real difference to health and to address health inequalities, we need to be thinking about how we can make such a model a reality. 
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Population Health Management

24 PCPG Development



Public Health

Is the science and art of 
preventing disease, 
prolonging life and 
promoting health and 
wellbeing, through the 
organised efforts of 
society. 

Population Health

Improves the health of an entire 
population.  

It is about improving the physical 
and mental health outcomes and 
wellbeing of people, whilst reducing 
health inequalities within and across 
the population. It includes action to 
reduce the occurrence of ill-health, 
including addressing wider 
determinants of health, delivering 
social justice and working with 
communities.

Population Health Management 

Improves population health by data-
driven planning and delivery of 
proactive care to achieve maximum 
impact for the health and wellbeing of 
the population. 

Linked datasets are used to segment, 
stratify and model the local ‘at risk’ 
and ‘rising risk’ cohorts that in turn 
are used to design, target and 
personalise interventions to deliver 
proactive care and proportionate 
universalism to reduce health 
inequalities. 

Value Based Healthcare

Definitions

Presenter Notes
Presentation Notes
Population HealthImproving health outcomes for whole populations – not just for those seeking care Person-centred integration of health and care systemsPHMAn established approach to managing health and social care that allows health and care professionals to identify and quantify the drivers and outcomes for improving local population health, and it has a significant role in new care models.  By using data, specific patient groups can be identified, and interventions tailored to prevent ill health.



Support to build core PHM capabilities

• System leadership with representatives 
from all parts of the health and care 
system and strategic partners with a 
shared vision and a common language

• Becoming a population health 
organisation from the ground up, 
ensuring prevention as key to the health 
of future generations.

• Population needs prioritised over 
organisational agendas: decision-
makers are committed to empowering 
communities through listening, 
discussing, and working with communities 
to allocate resource and design care 
collaboratively

• Using whole population data to drive 
planning to improve the health and 
wellbeing for the local people now and in 
the future. 

Intelligence 

Collective action where the health and care 
system share a cohesive population health 
approach to working together to improve 
health and wellbeing.

Innovation Implementation 

System-wide intelligence capability to 
understand the needs of the population 
and generate actionable insight.

Using intelligence to inform new service models improve 
care quality, efficiency, and equity. 

• Linked, person-level datasets for the 
whole population to enable 
segmentation, risk stratification, and 
high-quality analysis to develop 
information for action (yet a lack of 
data should not prevent action)

• Advanced analytical tools and 
software, and system-wide multi-
disciplinary analytical and improvement 
teams 

• Building capability and capacity, growing the expertise 
in public health, and developing PHM champions 

• Data-informed decision making to drive care 
coordination and proactive personalised care

• Co-production: build capacity for meaningful stakeholder 
engagement, where the public, patients, and healthcare 
professionals are involved in decision-making. Ensure lived 
experiences inform system and intervention design.  

• Focus on prevention and community well-being, using 
an asset-based approach, social prescribing, social value 
projects, and principles of Making Every Contact Count 

• Incentives alignment using a value-based healthcare 
approach 

• Ongoing monitoring, evaluation, and improvement to 
ensure interventions remain appropriate and are adaptable 
to changes in the population or overarching context. 
Impact should be evaluated and learning shared to form a 
“learning health system”



CTM UHB data-driven segments, 2019 baseline

27 Population segmentation and risk stratification: data summary



PHM feasibility project: Winter pressure/fuel poverty in Taff Ely cluster

Aim: Improve outcomes for patients at highest risk of adverse effects of fuel poverty this winter

Data: Use combination of clinical records and PSRS data (deprivation data, chronic conditions, 
segments and risk strata)

Target population: Those who live in areas of highest deprivation in Taff Ely aged over 65 and any 
of:

– CVD/stroke/TIA, 
– respiratory disease (COPD/asthma)
– mental health issues (mild/severe)

• Split into frail/not frail
• Prioritised by risk groups and data-driven segments

Intervention: Proactive phone call and offer of a ‘what matters most’ conversation. Then referral 
to appropriate services - frailty or social prescribing service

Evaluation: outcomes include GP contacts, emergency hospital admissions or A&E attendance, 
patient/staff feedback and evaluation of use of PSRS data

28 Population health management



29 Cwm Taf Morgannwg Public Health Team

Patient A
Identification
• Proactive.
• Segmentation 

Case-find. 
• Identified from 

65+  20% 
Frailty 3 
Conditions list. 

• EFI Mild. 

Background 
• Lives alone
• Worried about 

the cost of 
living, has 
Cancer and 
many 
appointments, 
worried about 
keeping car to 
attend 
appointments

• Worries about 
being able to 
afford bills at 
home.

• States had 
previous 
support offered 
but never been 
eligible 

Care Planning
• Referral to NEST 

warmer home 
scheme: 
supported 
provided with tips 
to reduce fuel bills 
and keeping home 
warm.

• Blue Badge 
application 
information 
provided

• Information of 
local warm hubs 
in community 
setting. Doesn’t 
feel needs any 
further 
intervention at the 
moment but 
happy for local 
information to 
consider further.

Follow up
• Following input 

and guidance has 
reduced fuel bills 
and has been able 
to keep car on the 
road to be able to 
attend important 
health 
appointments, 
remains 
independent.

• Has contact details 
and connections 
now made for 
future reference.

• Feels more 
confident in 
knowing services 
are available for 
help when needed.

Feedback
• Thankful for input, 

….“making contact 
with referred services 
has been very useful. 
I can still keep my 
car and attend 
appointments for my 
health. And I know 
where to go in the 
future if I need 
anything more”

Winter pressure/fuel poverty in Taff Ely cluster – case study 1
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In Summary - What can we do?
• Understand our population in relation to our issues

• Scale: CTM? Merthyr Tydfil? North/ South? Practice?
• Use data effectively
• Listen to what our communities are telling us

• Develop and enhance partnerships to deliver across the system
• Understand needs in relation to services
• Leverage capacity for co-operation

• Target interventions where we have capacity to make a difference
• Data driven understanding of population risks
• Development in partnership across system, co-production with community
• Evaluate, refine and scale

30

Presenter Notes
Presentation Notes
So what can we do? How do we use these data and insights to improve the health of our population?We can use it to help focus in on what matters and to address it effectively: at the right scale. We also need to consider the data in relation to what our communities are telling us: it was those insights that guided us particularly towards focusing on issues in housing and transportWe have seen – as we already know – that health is created in communities and society, not in healthcare systems. To improve population health – and reduce the demands on healthcare and primary healthcare in particular – we need to be working in partnership across the system, using forums to be effective and think long termAnd as well as looking at what will benefit the whole population, we need to be effective in targeting those with the greatest need – at the greatest risk and with the greatest capacity to benefit 



cwmtafmorgannwg.wales

Diolch
Thank You

Sara.thomas4@wales.nhs.uk; Gemma.northey@wales.nhs.uk
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