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Enabling Financial Models: A Public Health Approach in Primary and Community Care by 2035
Context
Primary and community care in Wales sits within an evolving structure of 60 clusters aligned to local planning via Pan Cluster Planning Groups (PCPGs). Funding streams (e.g., Welsh Government cluster budgets and the Regional Integration Fund) have enabled local pilots, but short-term, siloed mechanisms and complex governance have limited scaling and long-term impact. A public health approach by 2035 requires financial models that support prevention, equity, and integration - shifting resources upstream and aligning money with need. 
Evidence suggests that systems investing proportionally more in primary and community care reduce emergency demand and deliver strong returns. Achieving this shift requires multiyear, pooled and capitated funding mechanisms, alongside the redistribution of resources to enable service redesign that meets identified needs while continuing to meet current demand. Needs-weighted allocation (deprivation, multimorbidity) is essential to reduce the inverse care law. 
What Success Looks Like
By 2035, a public health approach would deliver a system where:
· Resource follows need, with allocations reflecting deprivation and complexity, improving access and outcomes in underserved areas.
· A sustained upstream shift is enabled by multiyear, pooled budgets and capitated (or blended) contracts that fund prevention and community-based care, with measured reductions in avoidable hospital activity.
· Integrated commissioning aligns health, social care, and the third sector to plan and fund together at place level, supported by shared data, evaluation, and continuous learning.
· Stable Multi-disciplinary team (MDT) capacity ensures primary, and community care teams are resourced to manage complexity, reducing hand-offs and improving continuity.
· Transparent return on investment (ROI) is achieved as the system routinely tracks health, equity, and economic value and reinvests savings upstream.
High-level recommendations
1. Adopt needs-weighted, multiyear funding
· Resource follows need, with allocations reflecting deprivation, multimorbidity, frailty and rurality, improving access and outcomes in underserved areas.
· Set multiyear allocations to enable planning, stability and equity.
· Develop formulas that better reflect need through the weighting of deprivation, multimorbidity, frailty and rurality, and set multiyear allocations to enable planning, stability and equity. 
2. Pool budgets for place-based commissioning
· Enable pooled, flexible budgets at Regional Partnership Board/“Place” level, aligned to footprints (e.g. pan cluster planning groups), with clear accountability for population outcomes across health, social care and the third sector. 
3. Use capitated & blended models for defined populations
· Commission integrated, team-based care via capitated or blended payments tied to population outcomes (continuity, prevention, avoidable admissions), not activity alone. 
4. Fund the transition 
· Redistribute resources through pooled transition mechanisms to enable redesign and maintain current services during the shift to community care.
5. Rebalance incentives toward prevention and equity
· Retire narrow, volume-driven incentives; reward prevention, continuity, co-production and improvement in equity metrics (e.g., reduced amenable mortality gaps, reduced avoidable Emergency Department use). 
6. Correct primary care funding inequities
· Update core capitation to reflect complexity and social need; prioritise additional resource to practices and communities with higher deprivation to counter the inverse care law. 
7. Back multidisciplinary workforce expansion
· Fund sustained MD(T) roles (pharmacy, mental health, link workers, community nursing/allied health) through stable envelopes rather than short-term pilots. 
8. Invest in enabling infrastructure (data, digital, estates)
· Ring-fence capital and revenue for interoperable records, analytics, evaluation capacity, and fit-for-purpose estates as prerequisites for productivity and prevention. 
9. Embed evaluation and productivity modelling
· Require business cases to include whole-system ROI (health and economic), track outcomes with data (at a level that can be analysed by deprivation, ethnicity etc.), and reinvest documented savings in upstream care. 
10. Simplify governance; enable local flexibility
· Clarify roles across clusters/PCPGs/RPBs to avoid duplication; allow local tailoring within a national framework to meet community characteristics. 
· Ensure local services meet and are accountable for the delivery of agreed national population health outcomes.
11. Align with the Well-being of Future Generations Act
· Make prevention, social value and sustainability explicit commissioning criteria; assess environmental impacts of digital and data infrastructure within funding decisions. 
12. Co-produce commissioning with communities
· Reform procurement to support longer horizons, social value, and community partnerships; reduce barriers that currently block co-production. 
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