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Integrated Care Fund 2018/19 
Project Brief  

 
Project Title Developing Integrated Community Teams – Programme 

Manager 
 

Is this a new project or 
continuation? 

Continuation of project  

What alternative delivery 
concept is being tested? 

The development of CRT’s will create a multidisciplinary, 
multiagency team of staff within locality areas. This represents 
a new opportunity and new model of service in Pembrokeshire 

In which financial year will the 
project complete testing of 
concept? 

 
2019/20 

Which ICF theme does it align 
with? 

Older people with complex needs, integration and 
alternative delivery methods  

Regional Project Lead/Link 
Representative 

 

Local Authority Project 
Lead/Leads and/or Link 
Representative/ Representatives 

Jason Bennett 

HDUHB Project Lead/ Link 
Representative 

Sonia Hay 

Third Sector Project Lead/ Link 
Representative  

 

 
1. Background/Rationale: (No more than 300 words, including how your proposal (1) tests 

alternative delivery concepts (2) links with local strategies and plans such as Transforming 

Clinical Services; Integrated Medium Term Plan; Well Being Plans etc. (3) contributes to 

regional priorities and (4) supports delivery of objectives within the West Wales Area Plan.) 

Integrated community teams are a core recommendation of setting the direction and are 
identified across the region as being a model of delivery for health and social care. The approach 
represented by the development of community resource teams (CRT’s) within localities aims to 
provide timely coordinated services to older persons, people identified within the frailty spectrum 
and people with complex needs.  
 
This integrated approach to supporting individuals within their home or community contributes to 
HDUHB’s Interim Integrated Medium Term Plan for utilising resources to provide “care closer to 
home”.  
 
CRT’s are shown nationally and regionally to provide alternatives to hospital admissions and to 
achieve better outcomes for individuals.  CRT development in Pembrokeshire is under developed 
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currently, recent consultation and work has shown there is an appetite from staff from across 
partner agencies to develop this approach in principle.  
 
This bid is for a project development / project lead post to continue to take this agenda forward 
over the next 15 months; leading on engagement, establishing a working model and business 
process to enable:  
 
Stage 1) Comprehensive MDT discussion forums in each locality where people’s complex needs 
can be discussed and a coordinated approach agreed with the person. This approach has good 
clinical evidence of reducing demand and achieving better outcomes for people, as shown in the 
Powys virtual ward model and within the Carmarthen area. 
 
Stage 2) Developing a model of co-located multidisciplinary teams, this again has a strong 
evidence base and is in place in many areas of Wales e.g. Gwent Frailty Programme, 
Carmarthenshire, Neath Port Talbot etc.    

 
 

 
 

2. Purpose: What will you do and how will you do it?  The proposal should support at least one 
of the aims identified within the Welsh Government Guidance for use of the ICF. Please 
outline how your service would meet a particular Aim (or Aims).   
 

ICF Aim  Description of how your proposal will meet the Aim(s) 

Alternative delivery methods   The development of CRT’s will create a multidisciplinary, 
multiagency team of staff within locality areas. This 
represents a new opportunity and new model of service 
in Pembrokeshire  

ICF General Principles: 18 – iii. 
 
Establish preventative 
intervention to help avoid 
unnecessary hospital admissions 
or inappropriate admission to 
residential care as well as 
preventing delayed discharges 
from hospital.  

 
 

 The CRT’s will have a key role in supporting people with 
frailty/ complex needs to remain in their own home, by 
providing a coordinated multiagency support network 
with the person at the centre.   

 
 

3. Outcomes: Please list which of the outcomes from the regional outcomes framework 

attached will your proposal contribute towards and how it will do so (minimum of 1, 

maximum of 3.)  

Regional Outcome(s) Description of how your proposal will meet the Outcomes(s) 

Theme 2: Promoting 
independence – “step up my 
care”; preventing admissions to 
hospital & discharge at front 
door 
 

The CRT’s will have a key role in supporting people with frailty/ 
complex needs to remain in their own home, by providing a 
coordinated multiagency support network with the person at the 
centre. Being multiagency and cross discipline CRT’s enable the 
person to be seen by, the right person, in the right place, at the 
right time. 
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Theme 3: Promoting 
independence – efficient 
discharge from hospital & 
continue to care for me 

Evidence shows that People with complex needs/ frailty achieve 
better outcomes and are able to remain living in their chosen 
home longer when they are afforded the right level of 
coordinated support, the work to develop CRT’s will help us to 
achieve this aspiration within Pembrokeshire.  The project lead 
will be expected to work with a range of partners to develop a 
robust Intermediate Care Strategy that describes how integrated 
services will look in the future and how CRT’s will be developed.  
The project lead will develop a project plan that identifies key 
milestones and deliverables in order to bring the strategy into 
reality. 

  

 
 

4. Implementation Timescales – please indicate the following: 

When will project 
development commence? 

On-going  

When will initial expenditure 
commence? 

1st April 2018 

When will staff recruitment 
commence (if required)? 

(Project Manager recruited and in post from November 
17)  

When will project delivery 
commence?  

(Project Manager recruited and in post from November 
17) 

Expected date of completion 
of project concept testing.  

31st March 20 

Expected date of project 
review/embedding learning 
into mainstream practice or 
termination. 

31st March 20 

 
5. Amount Requested (include detailed breakdown of costs and if revenue or capital) 

 

 

INTEGRATED CARE MANAGER 

  
GRADE 10 SC PT 42 (FTE) £48,704 

TRAVEL COSTS £840 
SUBSITENCE/TRAINING AND GENERAL OFFICE 
COSTS £3,000 

TOTAL £52,544 
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6. Proposed Performance Indicators: (What will it enable you to achieve in addition to what you 

are doing now. i.e. how many additional participants/outcomes? Please refer to ICF 17/18 C)  

 

Performance Indicators 
How much will you do? (Quantity) How well will you do it? (Quality) 

Regional Community Services Performance 
Management Framework  

 Number/percentage of residents 
admitted due to lack of community 
resources  

 Number/percentage of admissions 
and re-admissions in and out of hours 
by GP practices by cluster 

 Number/percentage of ED attendance 
converted to admission by age group 
(over 65/76/85)  

 

 

National well-bring outcomes 

 Percentage of people whose care and 
support has helped them have a better 
quality of life  

 Percentage of people reporting that 
they are able do the things that matter 
to them 

 Percentage of people who rate the 
people that provided their help, care 
and support as excellent or good 

 

How will people be better off as a result? (Quality and  Quantity of effect) 
 Citizens get the right care and support, as early as possible. 

 Citizens live in a home that best supports them to achieve their well-being  

 Percentage of people reporting that they are in control of their daily life as much as they 
can be 

 
 

7. Sustainability:  After testing and review, how will successful concepts be incorporated into 
either mainstream delivery, IMTP, TCS, Area Plan or Well-Being developments and what is the 
exit strategy? (no more than 100 words) 
 

 
The project post is to develop a longer term strategy and implement this project, it is anticipated 
that once established and fully implemented that this will become part of core health and social 
care business.   

 
 

9. What are the implications if this business case isn’t supported? 

 

 
There would be an inability to support the transformational programme of work needed to 
provide older/frail people with services that are different to the status quo. An increase in the 
capacity challenges that hinder pro-active attempts to adequately plan for future demand on 
services and continued reliance on hospital/residential types of care. The rural nature of 
Pembrokeshire has resulted in a post code lottery of services as other areas have already 
developed in this area.  
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In addition, with the Project Manager now in post momentum can begin to build behind the 
development of integrated community teams in the county. Failure to support this project at this 
stage would also result in a missed opportunity for the wider Hywel Dda footprint to benefit from 
the development and delivery of a robust Intermediate Care Strategy in Pembrokeshire that could 
be used as a pacesetter for similar work in the rest of the region.  

 
 

       
 
 
 
 
 
 
 

10. Please provide supporting evidence of engagement with key stakeholders, in the 
development or delivery of the project, particularly 3rd sector and community partners 
when alternative delivery concepts are being tested.      

 
Early engagement events were held through early 2017 with a wide range of stakeholders who 
are supportive of developing this approach further; these included Primary care, secondary care, 
local authority and Pembrokeshire Association of Voluntary Services (PAVS).  
 
A steering group was established to oversee this work which is again multiagency and has 
representation from a wide range of professionals, with positive engagement and commitment 
from all parties to date. The Project Manager will be chairing these in 2018 and onwards.  
 
Capacity to drive forward and deliver this project has been identified as a major risk and partners 
agree that ICF is an appropriate way to fund this piece of work.  

 
 

 
       11.  Please ensure a completed 12 month budget profile is attached. 
 


