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Project Title Multi-disciplinary Assessment & Support Team (MAST) 

 
Is this a new project or 
continuation? 

Continuation 

What alternative delivery 
concept is being tested? 

Falls Response 

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

2018/19 

Which ICF theme does it align 
with? 

Older people with complex needs and long term 

conditions, including dementia 

Regional Project Lead/Link 
Representative 

Sonia Hay 

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

Jason Bennett 

HDUHB Project Lead/ Link 
Representative 

Paul Smith 
Claire Sims 
Susan Griffith 

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.) 

Building on the multi-disciplinary approach (MAST) at the front door of Withybush 
General Hospital, in 2018/19 the team plans to extend inter-professional working to 
improve efficiency and utilise capacity to test alternative, innovative concepts. 
 
In addition to continuing to provide a 7 days a week multi-disciplinary approach at the 
hospital front door for people with multiple, chronic health conditions, to prevent 
avoidable acute hospital admission, the team will explore and test; 

 Falls Response 

 Pathway/support for community intermediate beds 
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Falls Response – learning from other areas of the UK, work in partnership with WAST to 
test the value and impact of therapists responding more proactively when people have 
fallen at home and are at risk of being conveyed to A&E. 
 
Support for Community Intermediate Beds – with increasing numbers of community beds 
in Pembrokeshire, MAST approach will be extended to support streamlined and effective 
community bed pathways.  This will aim to prevent people becoming “stuck” in the acute 
hospital setting, enable people to retain independence whilst in community beds, return 
safely home as well as avoid admission to acute hospital. 
 
The alternative concepts will strengthen the multi-agency approach and build on the 
networks and partnership working MAST has developed across health & social care and 
with community and third sectors organisations, i.e. PIVOT, community therapies, social 
care, housing, reablement, Care & Repair, Community Equipment Service(CES). 
 
The project supports population and organisational aims; working in partnership, to 
provide care closer to home, enabling people to live independently and safely at home, 
avoiding de-conditioning and loss of independence that is known to result from acute 
hospital admission, with long term impact on costs for care at home and residential care.  
The service focuses on older people with multiple and long term health conditions and is 
an integral component of the emerging frailty pathway being developed across agencies 
and the three counties. 
 
 

 
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) 

Integrated working to help avoid 
unnecessary admissions to 
hospital and residential care 

MAST is a multidisciplinary team, working together at the 
interface between the acute hospital and local community, to 
provide an integrated service for people who present at the 
emergency department due to an acute health and/or social care 
episode. The team use clinical diagnostics, community 
knowledge, comprehensive assessment and therapeutic 
interventions to enable people to return safely home, avoiding 
unnecessary admission to acute hospital or residential care. The 
team have demonstrated that they can prevent avoidable 
admissions to acute care, preventing older frail people entering 
the acute hospital setting with resultant delays in discharge and 
loss of function and independence as a consequence of a hospital 
admission. 
 
In addition, the team work as part of an integrated community 
network, providing rapid response to people at home to avoid 
unnecessary presentation at A&E, as well as community follow 
up after attendance at A&E, ensuring plans are robust in reducing 
risk and supporting  people to remain living independently and 
safely at home. 
 
The proposal for 2018/19 strengthens the integrated, multi 
agency approach by reinstating social care capacity and working 
in partnership with WAST to develop a more proactive response 
to older people who have fallen at home.  This will aim to reduce 
the need for conveyance to the emergency department and risk 
of subsequent avoidable admission to acute hospital care. 

Promote and maximise 
independent living opportunities 
and support recovery and 
recuperation through 
reablement. 
 
Provision of timely home 
adaptations. 

The MAST team provides a multidisciplinary approach in line with 
best practice for older people with complex needs and long term 
conditions, including dementia.  Occupational therapy and 
physiotherapy as part of the team provide a focus on 
opportunities for rehabilitation, recovery and maximising 
independent living.  This includes direct referral pathways to 
reablement services, including intermediate care beds, to 
promote timely access to reablement, reduced duplication of 
assessment and effective communication of individual needs. 
 
The Mast team will signpost patients to relevant profession 
specific, community or specialist services for additional diagnosis, 
treatment  and rehabilitation  e.g strength and balance 
programmes, gait analysis, National exercise referral schemes, 
surgical appliances , CMAT , core MSK , Neurology or request 
additional review by frailty MDT or  community resource teams. 
 
As part of the comprehensive assessment process in the 
emergency department, the need for home adaptations to 
improve safety and independence at home is identified and 
actioned by the team, via established pathways including via 
PIVOT, promoting timely provision. 
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ICF Aim  Description of how your proposal will meet the Aim(s) 

Identifying those at risk of 
becoming “stuck” within 
secondary care. 

MAST approach supports the community intermediate bed 
pathways in the County by supporting the coordination of flow 
through the beds and care homes to maintain independence of 
older people. 

 
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) 

“Step up my Care” 
Preventing admission to hospital 
and efficient management of acute 
episodes 

This proposal enables the right care and support to be provided 
across 7 days a week in the acute hospital urgent care centre to 
provide comprehensive assessment and follow up in the 
community, in line with best practice, to prevent avoidable 
admission to acute hospital care.  
 
Where admission is unavoidable the MAST approach is extended 
to support efficient flow from the acute hospital to community 
intermediate beds and support people to maintain their 
independence within the community beds. 
 
In addition, an enhanced falls response service will be developed 
and tested in partnership with WAST.  This will build on national 
initiatives, which see therapists responding to falls at home 
alongside WAST colleagues, offering an enhanced service and 
reducing conveyance to hospital.  This will enable older people to 
remain safely at home. 

 

4. Implementation Timescales – please indicate the following: 

When will project 
development commence? 

Currently underway 

When will initial expenditure 
commence? 

1/04/18 

When will staff recruitment 
commence (if required)? 

Staff in post 

When will project delivery 
commence?  

1/04/18 

Expected date of completion 
of project concept testing.  

31/03/19 

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

Falls Response review 30/09/18 

 
5. Amount Requested (include detailed breakdown of costs and if revenue or capital) 
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2.0 wte Band 6 Physiotherapists = £89,400 
2.0wte Band 6  Occupational therapists = £89,400 
4.0wte therapy  support workers  = £112,464 
1.0wte Band 6 Nurse - £44,700 
1.0wte Social worker – £41,070 
 
Travel = £7,270 
 
Total = £384,304 
 

 
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) 

 Number of assessments 
undertaken in A&E/ACDU. 

 Number of people supported 
in community intermediate 
beds 

 Number of responses to 
people who have fallen at 
home 

 
 

 Number/percentage of people 
assessed not admitted to acute 
hospital care (admission 
avoided) 

 Number/percentage of 
assessments at weekends and 
bank holidays (timely response 
to need) 

 Number/percentage of people 
who have fallen, responded to 
by MAST and not conveyed to 
hospital (timely response & 
admission avoided) 

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

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

 Percentage of people who rate the care and support they have received as 
excellent or good 

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

 Percentage of people who feel they have been treated with respect 
 Case studies, satisfaction survey, feedback from carers 

 
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) 
 

A multi disciplinary team approach at the hospital front door has been included in 
planning submissions to the Health Board as part of annual and IMTP planning.  The 
approach is an integral element of the Integrated Pathway for Older People work, which 
informs service planning and transformation programmes.  The outcomes of testing these 
alternative models to service delivery will be used to inform service transformation 
programmes.   
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9. What are the implications if this business case isn’t supported? 

 

This service provides a multidisciplinary 7/7 service at the front door of Withybush 
Hospital, which is over and above the core services available.  Should the proposal not be 
supported the service would need to be scaled back significantly or withdrawn, resulting 
in the local population not having access to services in line with best practice. 
 
Whilst the Pembrokeshire proposal has a different name, the components of the service 
fulfil common functions to TOCALS in Carmarthenshire and AA2A in Ceredigion.  Should 
the proposal not be supported it would lead to the development of inconsistency and 
inequity of service availability for the population of West Wales and the development of a 
three counties approach to frailty would be compromised. 
 
Staff employed in the service would need to be redeployed, with risk to staff retention 
and loss of valuable skills and workforce capacity to West Wales. 

       
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.      

 

 
Proposal developed and supported by Pembrokeshire ICF board, incorporating health board, local 
authority and third sector representation and is delivered as a multi agency team with close 
partnership working with third sector services, incorporated within PIVOT scheme. 
 
 

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


