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Integrated Care Fund 2018/19 
Project Brief  

 
Project Title Acute Response Team (ART) 

 
Is this a new project or 
continuation? 

Continuation of the exiting 2018/19 ICF funded component of 
the Acute Response Team to enable the consolidation of 
progress 

What alternative delivery 
concept is being tested? 

Through ICF, Pembrokeshire is employing a Project Manager to 
develop integrated community resource teams (CRT’s) to care 
for people closer to home, prevent admission and facilitate 
early discharge from hospital. An Intermediate Care Strategy is 
being developed to achieve this service realignment and The 
Acute Response Team will play a vital role in this new, 
alternative provision.  

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

2019/2020 

Which ICF theme does it align 
with? 

Older people with complex needs and long term 
conditions, including dementia 

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.) 

The Acute Response Team (ART) provides 24hour county-wide coverage and is an integral 
unscheduled care rapid response service delivering acute interventions and care that otherwise 
require admission to hospital.   The service focuses on preventing unnecessary acute hospital 
admission, reducing hospital length of stay, facilitating early discharge and providing supported 
care for older patient in the community.  The current service, further developed with support 
from 2017/18 ICF funding, evaluates well in terms of positive outcomes and patient experience 
and exemplifies the benefits of delivering a well-integrated rapid response acute care service to 
older patients within their safer and more familiar own home environment.  This project: 
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(1) tests alternative delivery concepts - The project will become an essential part of the 
integrated community resource teams based in North and South localities as the 
Pembrokeshire intermediate care strategy is developed and implemented. 

 
(2) links with the local strategies/ plans Pembrokeshire’s Care Closer to Home   

strategy to provide support for the most vulnerable, frail and elderly and those with 
chronic or long term debilitating conditions within their home and community settings.  It 
also supports a key element of the unscheduled care programme within the Health Board. 

 
 

(3) contributes to regional priorities by supporting the achievement of Hywel Dda’s Annual 

Plan and ambitions of both the West Wales Care Partnership and Social Services and 

Wellbeing (Wales) Act 2014, particularly with regards to the need for local agencies to 

collaboratively plan and develop sustainable integrated and preventive services that focus 

on enhancing the wellbeing of local populations; 

 

(4) meets needs identified in the West Wales Population Assessment and targets a number 

of identified demographic factors which pose current and future challenges in terms of 

health and social care provision across Pembrokeshire:  

 
 

 a higher than national average and rapidly increasing frail and older person population; 

 a higher than national average and rapidly increasing proportion of older people with 

increasingly complex needs; 

 an increasingly frail older population with care and support needs resulting in increased 

need for acute intervention and support; 

 a range of accelerating factors likely to exacerbate the needs of some individuals, 

including pockets of significant deprivation, rurality and high levels of over 65 migration 

into the area 

 

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

ICF General Principles: 18 – i.  
 
Focus resources and increase 
capacity of care coordination 
or rapid response schemes 
(such as community resource 
teams) and the pace at which 
they are developed, to better 
meet demand and improve 
equity of access to services 
 

 
 

 Through ICF, Pembrokeshire is employing a Project 
Manager to develop integrated community resource 
teams to care for people closer to home, prevent 
admission and facilitate early discharge from hospital. An 
Intermediate Care Strategy is being developed to achieve 
this service realignment and The Acute Response Team 
will play a vital role in this new, alternative provision. 

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 
 

 
 

 Prevent unnecessary acute hospital admissions reducing 
risk of harm to older frail people from hospital acquired 
infection, falls, long term dependency and admissions to 
residential care. 

 Prevent unnecessary acute admissions and facilitate early 
discharge thus supporting patient flow in the hospital 
and availability of acute beds for those who cannot be 
supported in the community. 

ICF General Principles: 18 - iv. 
 
Increase the capacity of 
Reablement and rapid 
response services to better 
meet demand  
 

 
 

 Engage with community rehabilitation/reablement to 
support recovery of function/aid independence and 
encourage self-management strategies. 

 

ICF General Principles: 18 - vi. 
 
Promote and maximise 
independent living 
opportunities, including 
ensuring increased provision 
of timely home adaptations 
 

 
 

 Identify patients in the community who would benefit 
from the input and support of other professionals, 
services and agencies in assisting them to remain safely 
at home. 

 Improve patient functional outcomes through targeted 
acute and rehabilitation interventions, thereby reducing 
need unnecessary and long terms health and social care 
support. 
 

 
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.)  
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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 
 

 Prevent unnecessary acute hospital admissions reducing 
risk of harm to older frail people from hospital acquired 
infection, falls, long term dependency and admissions to 
residential care. 

 Prevent unnecessary acute admissions and facilitate early 
discharge thus supporting patient flow in the hospital 
and availability of acute beds for those who cannot be 
supported in the community. 

Theme 3: Promoting 
independence – efficient 
discharge from hospital & 
continue to care for me 

 Approaches to care place the patient at the centre 
and take account of individual personal 
circumstances in terms of care and support needs, 
home circumstances and social support networks.  

 Well placed to rapidly mobilise other 
additional/complimentary services matched to 
individual patient need.  

 

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)? 

Staff in post  

When will project delivery 
commence?  

1st April, 2018 

Expected date of completion 
of project concept testing.  

31st March 2020 

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

31st March 2020 

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

 

Revenue  
1.88 WTE Band 5 Nurse = £76,224 P/A 
1.4 WTE Band 3 Nurse = £38,916 P/A  
0.53 WTE Band 3 Admin & Clerical Support = £11,400 P/A  
 
 
Revenue SUB TOTAL = £126,540 P/A 
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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) 

The additional capacity of this project will 
support: 
 
A decrease in the proportion of unnecessary 
A&E presentations and hospital admissions / 
re-admissions.  We will achieve this by utilising 
the additional staff and service capacity to: 
 

 Accept more referrals from Primary 
Care and A&E; 

 Remodelling service availability to 
match peaks in demand during the 
working day and week; 

 Reduce waiting times for the service 
when at capacity, which often result in 
A&E presentation / admission; 

 Working more collaboratively with the 
Community Resource Team. 

 A decrease in acute length of stay by 
facilitating early, safe and supported 
discharge from hospital.  We will 
achieve this by  

 improving acute hospital in-reach and 
integrated working with the Joint 
Discharge Team to better identify 
patients eligible and appropriate for 
the ART service;  

 improving acute hospital in-reach and 
support to ward areas to facilitate 
early and safe discharge and 
transition of care to ART.  

 Maintain ART’s capacity to more 
readily accept referrals for patients 
requiring social care / awaiting 
Reablement upon discharge.  

 
An increase in ART’s capacity, scope and reach 
by developing capability to accept referrals for 
new patient groups that currently require 
hospital intervention and care.  We will 
achieve this by: 

 

 Consolidating and extending the 
availability of care for Miami J Collar 

 An increase in the percentage of people 
whose care and support has helped 
them have a better quality of life; 

 An increase in the percentage of people 
who rate the people that provided their 
help, care and support as excellent or 
good; 

 An increase in the percentage of people 
who feel they have been treated with 
respect. 

 Number/percentage of people 
supported by short term assessment 
and acute response.  
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patients, typically resulting in a 12 
week hospital stay  

 Collaborating with relevant partners 
and taking a leading role in 
developing home based intravenous 
diuretic therapy for heart failure 
patients, typically resulting in a 13 day 
admission on average); 

 Scoping possibilities of developing 
ART’s capability to deliver to other 
new patient groups. 

 Opportunities for further specialised 
training and up-skilling of staff up to 
Advance Practice level to optimise 
clinical effectiveness and mprove 
patient outcomes. 

 Development of improved processes 
to demonstrate the outcomes and 
impact of the service as evidence for 
future service direction and to support 
sharing of best practice. 

 
 

How will people be better off as a result? (Quality and  Quantity of effect) 
This project will: 
 

 Ensure patients are in receipt of support and care that is better integrated, more 
coordinated and matched to their individual need;  

 Develop ART’s capacity and capability to prevent unnecessary hospital 
admissions, reduce length of stay and associated risks of hospitalisation and 
more proactively support and facilitate early and safe discharge.  

 Extend and enhance ART’s capacity to provide care and support for more 
patients to remain independent and well for longer within their home 
environment and community support network;  

 Enhance ART’s capacity to increasingly tailor and individualise care and support 
for older patients with a focus on patient decision making and choice; improve 
dignity and quality of life for patients. 

 
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) 
 

It is anticipated that the outcomes of this project will result in cost savings as a result of reduced 
unnecessary hospital admissions and associated prolonged length of stay for older people. We 
would seek to reinvest these savings into the service to support sustainability. 
 

 
9. What are the implications if this business case isn’t supported? 
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The implications would significantly compromise achievement of the outcomes and performance 
indicators outlined above and in particular would result in: 
 

 The posts of the permanently appointed 3.81 WTE ART staff from 2017/18 ICF funding would 
be put at risk; 

 A reduction in ART’s service capacity, scope and reach in support of the CRT’s  
 A rise in unnecessary A&E presentation and acute hospital admissions in older people; 
 Reduced opportunity to in-reach and reduce hospital length of stay in older people; 

 Reduced / absent capacity to respond to the care needs for patients requiring social care 
support / awaiting Reablement; 

 Reduced / absent capacity to respond to the care needs for patients requiring Miami Collar 
care and support; 

 Inability to develop home based intravenous diuretic therapy for patients with heart failure; 
 Inability to innovate and develop the service to meet the needs of new patient groups that 

currently require hospital intervention and care;   

 Missed opportunities for staff training and up-skilling to achieve optimal effective clinical 
approaches 

 Missed opportunity to most effectively integrate with the Pembrokeshire Intermediate Care 
Strategy for older people currently in development; 

 Missed opportunity to most effectively capture the outcomes, impact and benefits of such a 
service and share learning locally, regionally and nationally. 

 
 
 

       
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.      

 
The Acute Response Team is a key work stream of both the County Management Team which 
exists as a multidisciplinary and multiagency forum and as such engages all key stakeholders in the 
leadership, planning, oversight and evaluation of the service.  The Steering Group consults the key 
stakeholders on the development and delivery of the project. 
 
 

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


