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INTRODUCTION 
 
The Angus Health and Social Care Partnership (Angus HSCP) set out the vision for change and 
improvement in its Strategic Commissioning Plan 2019-22.  The purpose of this Annual Performance 
Report is to show progress against the four priorities set out in the Angus Health and Social Care 
Partnershipôs strategic plan.  The four priorities of our strategic plan aim to deliver the nine national 
health and wellbeing outcomes and  our performance in relation to the national outcomes will be set out 
in relation to those four strategic priorities (Figure 1). Throughout the report, performance is shown by 
locality, where possible. This allows Locality Improvement Groups to focus on addressing variance in 
performance and continuous improvement. Local data is used for reporting detail. National data is used 
for benchmarking in Table 1. 
 
The Strategic Priorities 
 
The Angus Strategic Commissioning Plan 2016-2019 made a commitment to shifting the balance of 
care from institution-based care to care at home; it called for health and social care to extend beyond 
the traditional setting of hospitals and care homes to reach more effectively into a personôs own home 
and community.  The strategic plan set out this ambition through four strategic priorities. 
 
Figure 1 

 
 
 
There is a growing demand for care provision.  People are living longer with multiple and complex care 
needs that require more support from health and social care services.  Local people have told us they 
want to access care closer to home, and care which helps to maintain their independence and the 
support of their own community. 
 
Resource management is becoming more challenging because of increasing levels of demand.  Year 
on year we face a growing requirement to manage the resources of the Integration Joint Board in line 
with increased demand.  Using the current resource framework as efficiently and effectively as possible 
is essential. The strategic plan identifies a number of areas of efficiency, and the shift in the balance of 
care required. 
 
Involvement and Engagement 
 
Effective communication with our staff and other key stakeholders continues to be a priority for Angus 
HSCP and our activities have continued to reflect our priorities for improvement. We host a range of 
groups and forums to deliver consensus on plans and the vision for the future.  Involvement and 
engagement approaches include: 
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¶ Locality Improvement Groups 

¶ Care Home Improvement Groups 

¶ GP clusters 

¶ GP clinical partnership groups 

¶ Providers Forums 
 
Our communication activity included: 

¶ The Angus HSCP website https://www.angushscp.scot/  is continually being updated and 
developed based on various feedback from visitors and service managers.   During 2019/20 
there were 9598 unique visitors to the website with 64,000 page views. New areas of webpage 
development included a dedicated area for Technology Enabled Care and Mental Health and 
Wellbeing . We have also added the ability for visitors to submit events they'd like to be 
displayed (subject to review by us); added a Coronavirus section that is updated regularly with 
information regarding COVID-19.  

¶ During 2019/20 the Angus Facebook page gained an additional 750 followers 
https://www.facebook.com/AHSCP/  

¶ Regular publication of the Partnership newsletter, Integration Matters. 

¶ Publication of the four locality improvement plans. 

¶ A poster describing the Angus Care Model was successfully selected and displayed at the NHS 
Scotland event in June 2019.  

¶ A poster, demonstrating our journey to develop the Angus Adult Palliative and End of Life Care 
Plan was presented at the Annual Scottish Partnership for Palliative Care Conference in 
September 2019. 

¶ We created a poster which highlights the range a telecare equipment available to support 
people to remain safe in their own homes. 

¶ We continue to publicise the work of the Partnership through regular press releases.   

¶ Adapting a leaflet (first developed from Roxburgh House) called ñWhat to expect when 
someone is dying" for use in our Community Hospitals in Angus.  People have told us that they 
are often unsure about what happens to a person when they are dying and this information 
compliments the conversations staff have with people about death and dying. 
 

We continue to engage in conversations with with stakeholders in our services during improvement and 
change activity and in thinking about the future shape of services.  Specific engagement activities 
included: 

¶ A Carer Conversation event was held in June 2019 where carers shared what was important 
to them. Feedback was used to inform the new Angus Carers Strategy.  Carers representatives  
then delivered an awareness-raising presentation to the Angus Integration Joint Board about 
the contribution made and challenges faced by unpaid carers 

¶ Angus HSCP piloted the Care Experience Improvement Model methodology to better 
understand the experience of people admitted to Isla and Clova wards in Whitehills Health and 
Community Care Centre. As a result, a number of improvements have been made to the 
environment of the ward. This approach will be spread to other areas across Angus. 

¶ The Angus Mental Health and Wellbeing Network continues to ensure service user feedback 
informs any change within community mental health services. For example, their views have 
helped shape the Mental Health and Wellbeing Peer Support service now available in every 
Angus GP Practice.  

¶ Staff, service users and families all contributed to a comprehensive review of overnight 
support. The review has resulted in the replacement of identified sleepovers/waking nights 
with alternative ways of providing overnight support, achieving less intrusive, more person 
centred and more enabling support for the individual. 

¶ The review of Supported Housing (Older People) concluded in August 2019. Engagement 
for the review commenced with consultation events and briefings for staff, tenants, families, 
landlords and other stakeholders. Regular engagement with tenants/families and stakeholders 
took place throughout the duration of the review to hear what peopleôs preferences were for 
supported housing and this information was used to influence future models of care and support 
provision. The review resulted in agreed support and care models which are now being 
progressed to implementation. 

https://www.angushscp.scot/
https://www.facebook.com/AHSCP/
https://www.angushscp.scot/wp-content/uploads/2019/08/Adult-Palliative-End-of-Life-Care-Plan.pdf
https://www.angushscp.scot/wp-content/uploads/2019/08/Adult-Palliative-End-of-Life-Care-Plan.pdf
https://www.angushscp.scot/projects/technology-enabled-care/tec-community-alarm/tec-telecare/
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¶  iMatter is a team based, employee engagement questionnaire which was introduced by the 
Scottish Government in January 2015. iMatter helps individuals, teams and the Partnership to 
understand and improve staff experience at work which is the first step to putting in place 
measures that will help to maintain and improve it. In turn this benefits individual staff members, 
and the patients/service users that they support and their families.  Staff undertook the most 
recent survey in December 2019. As a result of iMatter teams have made a number of 
improvements to their working arrangements. For example: ñour team has improved by 
ensuring better communication about department workload/priorities thus streamlining work 
and productivity within the departmentô  

¶ Staff were invited to provide feedback about Integration Matters, our Partnership newsletter 
aimed at staff but also available to the public through our website. Most responders thought 
that it provided the right amount of information. 

¶ Angus Health and Social Care Partnership leads work with a Home Mobile Health Monitoring 
(HMHM) initiative, Florence, that has won praise from the Scottish Government. In May 2019 
Angus HSCP hosted an engagement event to raise awareness of HMHM initiatives in Tayside.   

¶ At least 90% of those surveyed by Penumbra in a pilot of this service between July and 
September 2019 found the service completely accessible, helpful, they felt understood, found 
it beneficial to speak to someone with their own lived experience of mental health and wellbeing, 
and feel equipped to use the information and tools provided.  Comments from the Penumbra 
survey included: 

óI have found it helpful speaking with someone who understands exactly what my 

thoughts and feelings have been at my lowest point and have been able to guide me 

from there towards recovery. The advice and help from the workbooks to the action plans 

for me have been invaluable.ô 

ó.. she was a great listener who made me feel 'normal' to feel this wayô 

óI felt I was able to express my thoughts and fears, which was a huge relief.  I now feel a 

bit more positive and able to deal with the situation.ô 

 

Good Practice in consultation during improvement 

Overnight support in supported accommodation for people with learning disabilities was reviewed. 
The review identified the need to change the arrangements for overnight support with supported 
accommodation for people with learning disabilities as the support provide was not used. The agreed 
improvement was to move from the provision of onsite staff to the use of technology associated with 
response from community alarm services. 

Supported Peopleôs Views Prior To 
Removal Of Overnight Support  

Supported Peopleôs Views After The Removal Of 
Overnight Support  

ñI wonôt manage without staffò ñI know I pull the alarm cord and can talk to someone 
if worriedò  

 What if someone comes to the door?ò ñWe have wine in the lounge and watch tvò  

ñWhat if the alarm goes off?ò ñI sleep well, not scared, doors are all lockedò  

 ñI go out door if fire alarm goes off, firefighter will help 
meò  

 ñItôs great no need for staff, see them in morningò  

 

Voluntary Action Angus also undertake a range of engagement with the public that feeds into Angus 
HSCP improvement work and strategic planning. VAA hosted a number of events the last year. One of 
their highlights, held in conjunction with Angus HSCP was their óBe Well in Winterô event. This event 
saw 25 Third Sector organisations and community groups come together with other agencies in order 
to provide a drop in event for community members across Angus. Over 100 visitors attended on the 
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day and VAA were able to promote how to keep healthy over the winter months. The support ranged 
from mental health and wellbeing, eating well, housing and energy costs as well as how to access 
services for elderly people who struggle to get out over winter. The impact and feedback form this event 
was fantastic and VAA hope to provide similar events once Covid restrictions allow.  
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How We Perform 
Summary ï National and Local Indicators 2019 
 
Table 1 shows the summary of Angus 2019/20 performance in relation to the Scottish (2019) 
performance across a range of national indicators. Four national indicators remain undeveloped and 
are therefore not included in the summary table. National Indicators 1 to 10 are only measured biennially 
so there is no data for 2019/20 yet as this was delayed nationally due to Covid 19 activity. The national 
indicators are reported in relation to the four strategic priorities and 3 performance areas in the manner 
described in Table 2 which shows the association between the national outcomes, national indicators 
and the four AHSCP strategic priorities.    

Quantitative Indicators (NI 11-23) 

The quantitative indicators aim to show  the shift in the balance of care from institutional services to 
community based services. Some of these indicators are used by a Joint Ministerial Steering Group to 
show progress against the Scottish Governments National Delivery Plan for Health and Social Care 
which was published in 2016. These indicators are: 

 
NI 12 Emergency admission rate for adults (per 100,000 population) 

NI 13 Emergency bed day rate for adults (per 100,000 population) 

NI 15 Proportion of last 6 months of life spent at home or in a community setting. 

NI 19 Number of days people spend in hospital when they are ready to be discharged (per 1,000 
population) 

In addition, the Joint Ministerial Steering Group are interested in information on performance in relation 
to two additional indictors which are not part of the national core data set. These are: 

A&E attendances (adults) 

Balance of Care 

Two local indicators in relation to personal care and care home use are also described in the summary 
to begin to address information in relation to balance of care. 

Anonymised personal stories are used to show the impact of change and performance on people.  
Permission has been provided to use these stories. 

 For quick reference table 1 includes colours which describes Angus performance as follows: 

 

Angus is performing well against the Scottish average 

 

Angus rate is similar to the Scottish average but there is room for improvement (<=5%) 

 

Angus has greater room for improvement against the Scottish average 

                  



 

 

Table 1: Angusô Performance for national indicators and local indicators ( from provisional data) 

 Quantitative Indicators 2019 

Indicat
or 

Title Scotlan
d 
2015/16 

Angus 
2015/16 

Scotland 
2019 

Angus 
2019 

Notes 

  
  
  
  
  
  
  

  
  
  
  
  
  

  
  
  
  
  
  
  

  
  
  
  
  
  

N
a
ti

o
n

a
l 

D
a
ta

 i
n

d
ic

a
to

rs
  

  
  
  
 

NI - 11 Premature mortality rate per 
100,000 persons   

441 

(2015) 

391 

(2015) 

426  375 Premature mortality rates in Angus have improved from our 
baseline year and continue to be lower than the Scottish average. 
There is a slight increase in premature mortality in Angus between 
2018 and 2109 which may be related to an increase in drug 
deaths. 

NI - 12 Emergency admission rate for 
adults (per 100,000 population)  

12295 10534 12,602  11,359 

 

Angus emergency admission rates continues to increase. This is 
the opposite of the Scottish picture where admission rates are 
decreasing. Angus continues to perform better than the Scottish 
average but the variation between Scotland rates and Angus 
rates continues to reduce 

NI - 13 Emergency bed day rate for 
adults (per 100,000 population) 

128,541 117,403 117,478  99,375 Bed day rates in Angus continue to decline at a faster rate than 
Scotland as a whole. The average length of stay in hospital 
following an emergency admission continues to decline. 

NI - 14 Readmission to hospital within 
28 days for adults (per 1,000 
population) 

 

98 

 

105 

 

104  

 

113  

Readmissions to hospital within 28 days of discharge continue to 
increase in Angus. The rate of increase is similar to that for 
Scotland as a whole  

NI ï 15 Proportion of last 6 months of 
life spent at home or in a 
community setting. 

 

87% 

 

90% 

 

88.6%  

 

91.8%  

Angus is amongst the best performing partnerships in Scotland in 
relation to this indicator.  

NI ï 16 Falls admission rate per 1,000 
population aged 65+ 

 

21.1 

 

19.3 

 

22.7 

 

 

24.3 

 

Falls admission rates for people over 65 in Angus are increasing 
at a faster rate than Scotland as a whole and exceeded the 
Scottish average in 2018/19. In 2019/20 there has been a 
reduction in falls admissions in Angus when compared to 2018/19 
due to a range of improvement activity.  

NI - 17 Proportion of care services 
graded 'good' (4) or better in 
Care Inspectorate inspections 
( *2015/16) 

83% 90% 81.8% 
(2019/20) 

 

79.3% 
(2019/20) 

There have been changes to inspection processes following the 
introduction of the National Care Standards There is therefore a 
difficulty in making comparisons between current and previous 
performance. Angus gradings however have fallen more than 
Scotland as a whole   
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 Quantitative Indicators 2019 

Indicat
or 

Title Scotlan
d 
2015/16 

Angus 
2015/16 

Scotland 
2019 

Angus 
2019 

Notes 

NI - 18 Percentage of adults with 
intensive care needs receiving 
care at home   

 

61% 

(2015) 

 

52% 

(2015) 

 

61% 

(2017) 

 
 
      51% 

(2017) 

This indicator is focused on the proportion of people known to the 
Partnership who receive personal care. The proportion of people 
in Angus who have a community alarm is higher than the Scottish 
average. This indictor does not include other types of service for 
example day care which also supports people to live 
independently at home. These services do not exist in all 
partnership areas but contribute significantly in Angus to the ay 
people are supported in our community.  

NI - 19 Number of days people spend 
in hospital when they are ready 
to be discharged (per 1,000 
population) 

 

915 

 

368 

 

805 

 

320 

Angus continues to perform well in relation to addressing delays 
in timely discharge against the Scottish average.  

NI - 20 Percentage of health and care 
resource spent on hospital 
stays where the patient was 
admitted in an emergency 

 

24% 

 

28% 

 

22% 

 

23% 

Dundee and Perth & Kinross Partnerships perform at a similar 
level to Angus for this indicator. This indicator is influenced by the 
cost of hospital care in Tayside as well as bed day use.  

L
o

c
a
l 

In
d

ic
a
to

rs
 

LI  Personal care hours rate per 
1,000 18+ 

Not 
available 

2697 Not 

available 

5382 
(19/20) 

Personal care provision has increased across all localities of 
Angus.  

LI Care home nights rate per 
1,000 65+ 

Not 
available 

10503 Not 

available 

9663 
(19/20) 

People are entering care homes later in life and for a shorter 
periods. The number of people in  long term at any one time has 
reduced. 

Other 
National 
Indicator 

MSG Percentage of population in 
community settings 

90.5 

(14/15) 

88.8 

(14/15) 

91.3 

(18/19) 

93.3 

(18/19) 

This measure is only available 12 months behind as it is an 
assessment by ISD. It is a measure of progress with integration 
considered by the Ministerial Strategic Group. Angus is the most 
improved Partnership in terms of delivering a shift in the balance 
of care having improved at a greater rate than other Partnerships 
and now performs better than Scotland as a whole. 
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 Chart 1, below, shows the relative performance of Angus HSCP in relation to the other partnerships in Scotland in relation to the national core indicators. There are 31 
Health and Social Care Partnerships operating in Scotland 
 
Chart 1  
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Table 2 Relationship between Angus Strategic Priorities, the National Wellbeing Outcomes and the National Core Performance Indicators 
 

Angus Strategic 
Priorities and 
Performance Areas 

National Wellbeing outcomes National Core performance measures 

 
Priority 1 
Improving health , 
wellbeing and 
independence 

 
1. Healthier Living.   People are able to look after and 
improve their own health and wellbeing and live in good health 
for longer. 
5. Reduce Health Inequality. Health and social care services 
contribute to reducing health inequalities.  
6. Carers are Supported.  People who provide unpaid care are 
supported to look after their own health and wellbeing.  This 
includes reducing any negative impact of their caring role on 
their own health and wellbeing.  

 
NI-11 Premature mortality rate. 
NI-16 Falls rate per 1,000 population in over 65s. 
NI-1 Percentage of adults able to look after their health very well or 
quite well. 
NI-8 Percentage of carers who feel supported to continue in their 
caring role. 

 
Priority 2 
Supporting Care 
needs at Home 
 

 
 
 
 
2. Independent Living.  People, including those with disabilities, 
long term conditions, or who are frail, are able to live as far as 
reasonably practicable, independently at home or in a homely 
setting in their community.  
3. Positive Experiences and Outcomes.  People who use health 
and social care services have positive experiences of those 
services and have their dignity respected.  
4. Quality of Life.  Health and social care services are centred on 
helping to maintain or improve the quality of life of service users. 
Everyone should receive the same quality of service no matter 
where they live. 
 

 
NI-18 Percentage of adults with intensive needs receiving care at 
home.  
NI-15 Proportion of last 6 months of life spent at home or in community 
setting. 
 

 
Priority 3 
Developing 
integrated and 
enhanced primary 
care and community 
responses 
 
 
 
 
 
 

 
NI-6 Percentage of people with positive experience of care at their G.P. 
practice. 
NI-12 Rate of emergency admissions for adults. 
NI-13 Rate of emergency bed days for adults. 
NI-14 Readmissions to hospital within 28 days of discharge. 
NI-21 Percentage of people admitted from home to hospital during the 
year, who are discharged to a care home (data not available) 
NI-22 Percentage of people who are discharged from hospital within 72  
hours of being ready. (data not available) 

 
Priority 4 
Improving Integrated 
care pathways for 
priorities in care 
 

 
NI-19 Number of days people spend in hospital when they are ready to 
be discharged. 
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Angus Strategic 
Priorities and 
Performance Areas 

National Wellbeing outcomes National Core performance measures 

 

 
Performance Area 1 
Managing our 
workforce 

 
8. Engaged Workforce.  People who work in health and social 
care services are supported to continuously improve the 
information, support, care and treatment they provide and feel 
engaged with the work they do. 

 
NI-10 Percentage of staff who say they would recommend their 
workplace as a good place to work.( data not available) 
 

 
Performance Area 2 
Clinical and Care 
Governance 

 
7. People are Safe.  People who use health and social care 
services are safe from harm.  
 

 
NI-17 Proportion of care services graded ógoodô (4) or better in Care 
Inspectorate Inspections. 
NI-2 Percentage of adults supported at home who agree that they are 
supported to live as independently as possible. 
NI-3 Percentage of adults supported at home who agree that they had 
a say in how their help, care or support was provided. 
NI-4 Percentage of adults supported at home who agree that their 
health and care services seemed to be well co-ordinated. 
NI-5 Percentage of adults receiving any care or support who rate it as 
excellent or good. 
NI-7 Percentage of adults supported at home who agree that their 
services and support had an impact in improving or maintaining their 
quality of life. 
NI-9 Percentage of adults supported at home who agree they felt safe. 
 

 
Performance Area 3 
Managing our 
resources 

 
9. Resources are used Efficiently and Effectively.  To deliver 
Best Value and ensure scarce resources are used effectively 
and efficiently in the provision of health and social care services. 

 
NI-20 Percentage of total health and care spend on hospital stays 
where the patient was admitted in an emergency. 
NI- 23 Expenditure on end of life care( data not available) 
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Priority 1:  Improving Health, Wellbeing and Independence 

 
The aim of the Angus Health and Social Care Partnershipôs strategic plan is to progress approaches that 
support individuals to live longer and healthier lives.  This includes having access to information and 
natural supports within communities.  AHSCPôs focus is on health improvement and disease prevention 
including addressing health inequalities; building capacity within our communities; supporting carers and 
supporting the self-management of long-term conditions. The health inequalities in Angus were identified 
in the Joint Strategic Needs Assessment.  We are working with Public Health to determine appropriate 
measures which provide evidence in relation to health equity and the impact of services across Angus.  
This will include ensuring that data from primary providers is available in order to see performance in the 
most and least deprived areas of Angus against the Angus average performance.  Addressing 
performance variation will go some way to begin to address health inequalities.  Much of the work of 
Locality improvement groups is focused on health and wellbeing particularly around mental wellbeing, 
reducing fall and addressing inequalities. Localities deliver a range of tests of change to study the impact 
of different types of services and improvements and consider whether the impact progresses the overall 
strategic aims of Angus HSCP. Tests of change with positive outcomes are then considered by the 
Strategic Planning group for roll out across Angus  
 
Delivering Improvement in Localities 
 

North West Locality Improvement Group Update  

Good progress has been made in the North West locality over the past year with a number of projects and 

improvements progressed to enhance health and wellbeing outcomes. 

Test of change funding from the North West Locality enabled Angus Creative Minds to open on 18th October 

2019 providing access to creativity for anyone who may experience health or social barriers to taking part in 

creative activities. Driven by people from Angus with lived experience of mental and physical ill health, Angus 

Creative Minds reduces isolation, promotes integration and tackles inequalities in the community by providing 

opportunities for anyone ï regardless of ability, age or gender ï to take part and benefit from creative 

expression.   

The North West locality has also seen a Mental Health and Wellbeing peer worker in place in every practice in 

the North West locality this year to work alongside primary care in supporting mental health and wellbeing. A 

Mental Health nurse has also been located in Academy Medical Centre to achieve early access to treatment 

and quicker support. Voluntary Action Angus have placed a worker in Academy Medical Centre as a social 

prescriber to take referrals where the benefit of non-medical support and intervention was identified. 

A test of change of the óAdvanced Risk Modelling for Early Detectionô (ARMED) project has been progressed 

with identified key workers in Forfar. This was developed in partnership with Edinburgh Napier University and 

involves a wrist tracker linked to mobile phone software with notifications going to a health professional, carer, 

relative or the patient themselves to promote self-management of health and wellbeing. 

The North West locality funded the Strathmore Rugby Club in Forfar to undertake a test of change to achieve 

their aim of increasing public participation in sport in the North West Locality through rugby union and rugby 

league; by promoting health, wellbeing and community inclusion and providing opportunities for anyone ï 

regardless of ability, age or gender ï to take part and benefit from rugby. This included Walking Rugby, Autism 

Friendly Rugby and Unified Rugby. This has really made a difference to peopleôs lives as illustrated in the 

quote below -  

ñthese sessions are an absolute lifeline for us, getting my son out and socialising with other kids like himself 

opens his world up in ways I couldn't do myself. He gets to experience something I'm not sure he'd manage 

under normal circumstances plus he sees he is not the only child to get over excited/ stimulated etc and can 

see that he has a place in the world around him rather than feeling closed off as so many do. Getting involved 

in sports is brilliant for kids but can be incredibly difficult for those with additional needs as there are so few 
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South East Locality Improvement Group Update  
 
South East Angus includes some of the 20% most deprived areas in Scotland.  The Arbroath Healthy Living 

Project was originally launched as a test of change, in recognition of the need to do more to support health and 

wellbeing and build capacity in the Arbroath community.   It has continued to evolve and brings a range of health 

and community partners together with local people, to design and deliver health projects that meet local 

needs.  The project started with a pop-up community café in Strathairlie and community-based activities such 

as exercise groups, healthy eating classes, welfare rights sessions, mental health support sessions and family 

learning activities.  It also led to the development of the ñOot N Abootò group focusing on outdoor learning 

activities.  A further pop-up café at the Learning Tree in Arbroath has been supported by the project as well as a 

Community Café in partnership with Dundee & Angus College.   

Another local test of change in the South East Locality is an Anticipatory Care Planning project. Itôs about 

supporting people to think ahead, understand their health and make more informed decisions about their future 

care.  It gives people and their carers more control over their health and care and can especially benefit people 

with chronic health problems or long-term conditions.  We recruited a temporary Project Nurse to promote 

advance care planning for care home residents in the South East locality.  She has worked closely with local 

care homes, to support and empower their staff to complete advance care plans with residents.  

The South East Locality Improvement Plan 2019-22 identifies the groupôs current priorities which are to address 

the needs of local people who are income-deprived in retirement; to improve access to information; to increase 

physical activity levels and improve mental wellbeing in the locality; to improve health and wellbeing for unpaid 

carers; and to address the high local prevalence of type 2 diabetes. 

 

North East Locality Improvement Group Update  

The North East Locality Improvement Plan was published in January 2020 which identifies the improvements 

that have been identified by the locality to enhance health and wellbeing outcomes in the locality. Importantly, 

much of the plan is based on what people who live in the North East Locality and those currently involved in 

delivering health and social care in the area have said about how things could be better and what would make a 

difference. 

Throughout 2019/20 members of the NE Locality Improvement Group (NE LIG) have worked closely with 

partners in the statutory and third sectors to promote health and wellbeing.  For example, on 2nd/3rd November 

2019 members attended the Health fair In Brechin High school. The community was treated to a market place in 

the school Atrium called óBalanced lifeô and stalls  included art and craft activities, hair, beauty and massage 

tasters, a photobooth and numerous other interactive opportunities. 

places willing to put real effort in, you guys have done a fabulous job I cannot thank you enough for what you 

provide.ò (parent of child participating in autism friendly rugby). 

Improving dementia diagnosis in primary care for non-complex cases was another test of change supported by 

the North West locality which has further developed the integration of primary and secondary care, reduced the 

need for referrals to secondary care with a positive impact on waiting times within Psychiatry of Old Age 

allowing a more timeously response to urgent referrals and more complex cases.   

A test of change to implement mobile data enabled technology to support Occupational therapists in a 

community role was also undertaken. This is now being tested more widely across other services. 

This is just a sample of the work undertaken in the North West locality this year. More projects and 

achievements can be viewed in the North West Locality Improvement Plan which can be accessed on the 

AHSCP website. 

https://www.angushscp.scot/wp-content/uploads/2020/02/North-East-Locality-Plan.pdf
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Throughout January and February 2020 successful participatory budgeting events óChoice for Angus ï your voice 

-your futureô were held in Montrose and Brechin. Members of the NE LIG were vital members of the steering 

group who planned, delivered and evaluated the sessions that ensured a number of projects focused on health 

and wellbeing received funding.  

In 2019/20  

¶ Montrose Public Participant Group (MPPG) held six successful drop-in sessions to assist patients of the 
Links Medical Centre access the new on-line prescription and appointments service.  They also held two 
successful coffee and chat mornings at the Health Centre in order to promote the work of the MPPG. 

¶ Montrose Community Trust (MCT) were awarded funding from the NE LIG to initiate Men's Health 
Checks in Montrose Football Club with the aim to  ótackleô menôs apparent lack of awareness about 
health issues, and also their reluctance to visit their GP. The pilot initiative started in October 
2019 and included measurements of blood pressure (BP), height, weight and body mass index, 
all undertaken by a Keep Well nurse. The initial six month pilot proved to be very successful with all men 
presenting with a higher than healthy BP. Individuals were given advice and some were advised to visit 
their GP. MCT are exploring with Keep Well, about making the project, and facility, a permanent fixture, 
possibility as a 'satellite centre' for Keep Well' as there seems to be a need/demand for this service, 
particularly amongst the client group targeted. 

¶ Funding was provided to deliver a combination of employability, literacy and basic IT provision to adults 
in Brechin for a six month pilot in Brechin Library. Feedback from the learners illustrate that their health 
and wellbeing has improved which has had a positive impact on their mental health.  

¶ In October 2019 the Edzell Participatory Budgeting (PB) initiative evaluation concluded that the initiative 
had been very successful and met its objectives  

¶ Following a successful fund-raising initiative, staff at Dorward House took delivery of a trishaw, named 
of Daisy Bell, on May 2019. Residents can be taken out for trips around Montrose by volunteer pilots. 
Feedback from residents, families, staff and the local community, has been very positive. 

¶ Montrose tennis Club have provided indoor tennis sessions to The Adam Centre in Montrose. In March 
2020 the Centre was approached by the Judy Murray Partnership to find out about the work and to build 
on this as part of a national initiative. 

¶ People attending the Dalhousie Day Care Centre in Brechin have been encouraged to improve their 
independence when taking off/on coats when arriving/leaving. They now use a spacious cloakroom with 
new pegs have been made by Brechin Menôs Shed and new seating was provided.  

 

South West Locality Improvement Group Update  

The South West Locality Improvement Group (LIG) have supported a range of improvements over the past 

year.   

Tip Top Toes 

The LIG provided Tip Top Toes with start up funding.  Tip Top Toes offers an alternative, affordable basic foot 

care option to those who cannot manage their foot care in the Carnoustie and Monifieth area.  This service is 

run by volunteers and helps to support adults to manage their foot care and encourages social interaction.  Tip 

top toes average about 18 clients each session and feedback is collated to identify improvements.   

Practice-based pain management service 
A small budget from the LIG enabled a collaborative working relationship to develop to enhance the existing 
practice-based pain management service within Carnoustie Medical Centre.  This project combined the practice 
pharmacist led review of medication with specialist social work motivational assessment, awareness-raising 
and support for patients in the management of dependence and potential dependence on prescribed drugs. 
This project has been paused due to COVID-19 but the 5 month clinic provided significant learning which can 
be taken forward. 
Quality Improvement Award 
The South West GP cluster won the RCGP Scotland/Scottish Government Cluster Local Quality Improvement 
Project Award in 2019.  The award recognised the development of innovative support in the practice such as 
Penumbra and Parent to Parent, which are two previous South West LIG innovations. The successfully funded 
Penumbra mental health and wellbeing peer worker pilot project is currently being expanded to deliver mental 
health and wellbeing support in all GP Practice in Angus.  
Mental Health and Wellbeing 
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The LIG in collaboration with Angus Mental Health and Wellbeing Network, developed a range of posters which 
have been distributed to promote self help and prevention, and signpost adults towards strategies which support 
positive mental health and wellbeing and highlight a range of easily accessible supports online and in the local 
community. 
Accessible Care and Treatment 
Several new initiatives promote increased accessibility to care and treatment, and stronger links and 
relationships with patients to assist in treating and monitoring health conditions.  The LIG has funded a small, 
efficient and easy to use mobile piece of equipment to help screen and diagnose a range of cardiac problems.  
This will be used for patients who cannot attend the surgery, especially housebound patients, and will enable 
patients to be identified and potentially treated and medicated earlier.  Additional technology has been funded 
to enable patients to safely administer medication. This technology will improve the experience for patients, 
and reduce staff time spent supporting routine tasks and enable more time to be spent supporting people with 
complex needs.   
 
Voluntary Action Angus have provided the Monifieth Medical Practice with an electric car to transport patients 
to and from appointments, where no other transport means are available, or where the patient is housebound.  
The LIG have funded an electric charging point to enable this car to be charged quickly and easily.  This will 
have a positive effect on care inequalities in the locality and improve health outcomes through timely access to 
care, will reduce the number of GP house visits and enable GPs to offer more appointments in the Practice.  
 
Our current priorities are improving health, wellbeing and independence, supporting care needs at home, 
developing integrated and enhanced primary care and community responses, and improving Integrated care 
pathways for priorities in care. 
 

 
Community Health and Wellbeing  
 
Performance against the measures of number of people prescribed medication for hypertension, diabetes 
and anxiety & depression, have been maintained or reduced in line with target performance set out in the 
Strategic Commissioning Plan 2019-22. These measures are proxy measures aimed at identifying 
improvements in the health and wellbeing of the community. Improvement in these measures is driven 
by the introduction of social prescribing, the delivery of more mental health and wellbeing practitioner 
services in GP practice and the focus on weight loss as a means of addressing diabetes.  
 
Graph 1  

 
Source: PHS LIST 

 

2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Angus 336 340 349 344 340 336 335

North East 326 329 336 331 326 324 327

North West 326 337 346 340 336 331 325

South East 364 360 373 368 366 359 356

South West 329 334 339 334 328 327 333
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We are beginning to see some improvement in mental wellbeing but there are variations across our 
localities. During 20/21 social prescribing and mental wellbeing practitioners will be rolled out to all GP 
practices offering alternatives to medication as a means of improving mental wellbeing.  

 

Social Prescribing in GP Practice 
 
An elderly couple were referred to the service for support at home. Identified needs were high risk of 
phone scamming, social isolation and financial concerns. The service facilitated installation of a call 
blocker to reduce risk of phone scams.  An assessment of the heating system was undertaken as the 
couple were struggling with upkeep and cost. This was having a negative impact on the coupleôs health, 
both physically and mentally. They described a real worry and concern over how they ñwould manage 
another winterò if nothing changed. This was affecting all aspects of their life and they described putting 
this worry above all else. Works were organised for the home, and a benefits check identified all 
appropriate benefits were not in place, resulting in a financial increase to the household. The couple also 
received information on local, appropriate social groups and clubs which they were excited to join. They 
described the support they received from all services as extremely helpful and ñmarvellousò. Since then, 
they have used the Citizenôs Advice Bureau and the social prescribing service to access other support 
and now feel they know who to ask when unsure where to go for help. 
 

 
Graph 2  
 

 
Source PHS LIST 

 
 

2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

North West 155 156 156 155 153 154 153
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Graph 3 

Source PHS LIST 

 
 
Our proxy measures that give an indication of healthy weight in our community show no improvement. 
We need to do more to support people with weight management. 

 

Good Practice 

The First Contact Physiotherapy (FCP) service aims to deliver efficient, high quality management of 

musculo-skeletal (MSK) patients evidenced through achievement of clinical outcomes and feedback 

from patients and clinicians.  Angus FCP Service started initially in Brechin Health Centre and then 

via the new GP contract, our first FCP hub began in South Angus in June 2019.  Recently we have 

increased capacity within the service with existing MSK staff who have provided additional sessions 

to support the delivery of the service.  We now have established hubs in each of the Angus localities 

covering all 16 GP practices and deliver 36 sessions per week. The service is now delivered over 

various platforms including both telephone consultations and video consultations via Near Me, and in 

person when required.  Funding has been secured for 6.0wte B7 Physiotherapy staff and we have 

just recently been able to recruit to all posts with the aim of all staff in place by the end of October.  

At this point we will be aiming to deliver 48 sessions of FCP per week across Angus.  In the 12 

months leading up to June 2020, the FCP service has assessed 5908 patients, discharging 57% 

from the first appointment.  

 

 
Premature mortality 

 
 Angus is consistently below the Scottish average in relation to premature mortality rates although there 

has been an increase in premature mortality rates in Angus from 2018. The greatest cause of premature 
mortality in Angus is cancer.  At 13% of all premature moralities, there was an increase in drug related 
deaths in Angus in 2019. 
 

2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Angus 43 44 46 48 48 48 49

North East 44 45 48 50 49 49 48

North West 43 44 45 47 48 48 49

South East 44 44 46 48 50 50 51

South West 41 43 45 47 46 45 46
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Graph 4 (NI 11) 

. Source PHS LIST 
 
 
There is also variation in the way that premature mortality has affected localities, with continuing 
improvement in the South West. This reflects a position with health inequalities with people living in the 
most deprived areas of Angus most affected by premature mortality 

 
Graph 5  

Source: PHS LIST  
 

Where previously, premature mortality rates in the most deprived areas of Angus had been moving closer 
to those in the least deprived areas of Angus, this has changed in 2019. Premature mortality in the least 
deprived areas has continued to improve but in the least deprive areas it has declined. 
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Graph 6  
 

Source PHS LIST 

 
With the increasing incidence of drug related deaths across Scotland, AIDARS has developed an 
approach to try and retain people in treatment, specifically those who require Opiate Substitution therapy, 
thereby reducing the risk of non-fatal and fatal overdose within this group of vulnerable people.  This 
approach has significantly reduced the revolving door referral culture and supported a mutual trust 
relationship with those most at risk.   
 
Due to the increasing incidence of non-fatal and fatal overdoses within the drug using community, 
AIDARS In partnership with the with Scottish Ambulance Service and Public Health had developed a pilot 
non-fatal overdose pathway to target people and communities where this issue had increased.  This 
focused an assertive outreach approach to support engagement with services to support earlier action in 
reducing drug related harm. This has now moved to mainstream provision within the service in November 
2019, and works in partnership with third sector services, providing harm reduction information and 
paraphernalia to reduce risky behaviour. The service in partnership with Alcohol and Drug Partnership 
have also increased the provision and supply of Naloxone within Angus 
 
 
The Third Sector and Volunteering 

 
Angus continues to have high levels of volunteering.  Voluntary Action Angus (VAA) are supporting the 
development of voluntary organisations and volunteering across Angus.  The capacity of communities to 
actively care is a focus of the work. 
 
VAA undertakes a crucial role in delivering on the aspirations of Health and Social Care Integration, 
locality working and prevention.  We have four full time locality workers who work in partnership with local 
health practices as link workers and helping people to access health improvement, community 
involvement, volunteering and access to clubs and groups etc. This forms part of the approach to 
signposting and social prescribing. 

 
 

Good Practice 

Situation: All partners were finding it difficult to identify which third sector groups and services were 
available within each locality. During discussions it was apparent that a lot of service users with 

low/moderate risk were in receipt of statutory support. Staff undertaking assessments and developing 
support plans did not know about third sector alternatives and what third sector activity was available 
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in each locality that could support individuals to continue to be more independent and integrate with 
their communities. 

Action taken by Angus HSCP take: Voluntary Action Angus (VAA) created an online database 
called the locality locator which allows all partners and members of the public to access information 
about whatôs available in the local area. This could be anything from third sector organisations, 
community groups such as book clubs etc. The online system is available on VAAôs website. It gives 
individuals the opportunity to search thematically as well as searching by locality. Once the locality 
locator helps identify opportunities there is also an option to leave feedback. The system works hand 
in hand with VAA locality workers and social prescribers who are based in each area. Workers also 
collect information about gaps in community and third sector provision and if thereôs a need they will 
assist with filling this gap. http://www.voluntaryactionangus.org.uk/localitylocator/ 

Impact: All partners and public members are much more aware of whatôs available in regards to 
services and community groups. The locality locator has grown from strength to strength since its 
creation. Feedback from partners has been very positive. Once full publicity of the locality locator is 
complete we hope that the partnership will see a decrease in the amount of individuals at low/moderate 
risk being awarded care packages. 

 
VAA volunteering programme is founded on inclusion, with a particular emphasis on helping young 
unemployed volunteers into a career in health and social care.  Whilst in its early stages, this has proved 
successful with an increase in the amount of young people volunteering as part of the national Saltire 
awards. VAAôs role as the Third Sector Interface (TSI) is important to building new cultures of care and 
collaborations within the sector and across partnerships.  As part of this we seek to work across sectors 
to develop a new health and wellbeing network through the TSI Tayside initiative.  This has already been 
proved successful in Perth and Kinross. 
 
It was proposed by the Third Sector and other partners that a hub type facility would be a much welcomed 
asset to the community of Angus. To facilitate this VAA purchased The Cross in Forfar. The Cross was 
officially opened on 8th November 2019. This provides a facility where Third Sector and statutory services 
can come together and be based within the same building. The main benefit of co-location is to improve 
the experience of community members. In practice this means that if someone was possibly struggling 
with their mental health and wellbeing and had an appointment with one of the organisations within the 
building, it is then much easier to refer the individual on to others where they can be seen and supported 
promptly. This reduced waiting times for some third sector organisations and provided the best possible 
service to the community. VAA now co-locate with 15 other organisations who have a permanent base 
within the premises and many others who use the hot desk facilities. The organisations and services 
based within the building range from the Glen Isla project to Penumbra, thereôs a very large mix of 
organisations which is a great opportunity for all involved. VAA continues to explore ways in which the 
Cross, can deliver innovative and much needed collaborative service delivery, available to people at 
weekends and evenings. This work spans both Angus  HSCP and the Community Planning 
Partnership(CPP) and importantly provides opportunity from broader dialogues and integrated working 
within the Third Sector and statutory partners.  
 
 
Funding and resources: In Partnership with Angus Council VAA has delivered an excellent programme 
of Funding events based in local communities and more centrally involving national funding 
providers.  Participation in the events and feedback has been excellent and this years programme 
delivered more outcomes and engagements which has had a positive effect on the partnership I as these 
events have encouraged Third Sector organisations to look at funding these receive from HSCP with a 
different slant, it has allowed the TSI to encourage Third Sector to leverage in funds from outside funders 
rather than looking at our statutory partners.  
 
 
VAA has worked with Angus HSCP colleague on a range of funding measures: helping to secure strategic 
investment for the Third sector for agile working and collaboration and a further delivery funds for the 
Third Sector. This is a significant part of our strategic work to ensure a fairer economic balance. Increased 
collaborative working and third sector sustainability.  

 

http://www.voluntaryactionangus.org.uk/localitylocator/
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VAA locality worker staff continue to actively  promote  and make  improvements on our Locality Locator 
which helps ensure people, especially people facing inequalities have access to good quality 
opportunities within their communities.  Feedback on the Locality Locator is excellent with high levels of 
visits and positive outcomes for people seeking services. 

 
 

Carers 
 

ñCarers in Partnership: A strategy for unpaid carers in Angus 2019 /20ò was developed in collaboration 
with local carers and their representative organisations.  The document reflects the principles of treating 
carers as Equal Partners in Care: 

¶ Carers are identified 

¶ Carers are supported and empowered to manage their caring role 

¶ Carers are enabled to have a life outside of car 

¶ Carers are fully engaged in the planning and shaping of services 

¶ Carers are free from disadvantage and discrimination in relation to their caring role 

¶ Carers are recognised and valued as equal partners in care 
An improvement Plan outlines priority actions over the next three years. 
 
Eligibility criteria were agreed in 2019/20 to ensure that those cares most in need had access to support 
plans developed by adult services. Around 20% of cares in Angus are likely to be supported directly by 
Angus HSCP.  
 
Angus Health and Social Care Partnership provide funding to Angus Carers Centre which allows for the 
delivery of a comprehensive range of information, advice, development of support plans and support for 
carers across Angus. Angus Carers Centre are also able to signpost carers to other resources available 
in the community. In addition, carers who have greater levels of need access a more complex support 
plan through care management which will provide access to a personal budget that can be used for 
respite and other support. Carers requiring this level of support may also continue to access support from 
Angus Carers Centre. 
 
The Carers (Scotland) Act 2016 started to have full effect from April 2018.  A new carerôs support plan 
has been designed in conjunction with Carers. This is used by both Angus Carers and Care Management 
A carers support plan establishes a potential budget that can be used to support the carer to continue in 
their caring role. This then offers support through the self-directed support options, providing carers with 
greater flexibility about what types of services they choose and how they are delivered.  Through the 
completion of the Adult Carer Support Plan, carers are being encouraged to use their budgets in outcome-
focused ways to complement other supports and services which sustain them in their caring role. This 
includes for example support from their wider family and friends; 1:1 support from all allocated worker 
from Adult Services or Angus Carers Centre; peer support groups; telecare (including community alarm) 
and occupational therapy. This new approach to assessment and support arrangements appears to be 
making a difference in patterns of use of respite services. 
 
 
The number of carers known to Angus Carers continues to increase in Angus.  
 
Table 3 Carers and Services 
 

 2016/17 2017/18 2018/19 2019/20 

Registered carers 1053(31/3/17) 1404(31/3/18) 1231(30/9/18) 1538  
  
Young Carers  
93  
 

Volunteer ócare freeô 
respite ( hours) 

 2,451 2,748 2,462.5 volunteer 
hours  

New support plans 
established 

 239 128 321  
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 2016/17 2017/18 2018/19 2019/20 

Counselling support 
hours 

 160 128  

Short breaks grant 
applications 

  97  194  

Respitality short 
breaks 

  41  

Locality care support 
groups 

  247  

 
 
 

Case study 

This family are supporting 2 of their 5 children with a diagnosis of Autism/ADHD. Mumôs mental health 
and wellbeing (medicated for depression and anxiety) is under constant pressure and at the start of 
lockdown Dad was admitted to hospital with suspected Covid -19. The lack of structure to the childrenôs 
days became the biggest problem area as they relied on the routine and certainty of school. This time 
in school was also the only real órespiteô that Mum got ï with this restricted and without the óback upô of 
Dad at the time, Mum was extremely anxious. Time outside and an opportunity to óburn offô some energy 
was obviously restricted given social distancing and park closures etc and the family do not have the 
luxury of a large enough garden space for all children to be able to play together.  

Inside activity options were also limited ï the boysô behaviours and ómeltdownsô often lead to property 
damage (toys, games consoles, furniture) and with the family under financial pressures often they could 
not replace these items. Mum was becoming overwhelmed by the whole experience and at the prospect 
of having to find weeks/monthsô worth of activities to keep everyone occupied, motivated and stimulated 
effectively as the boysô need for stimulation can be constant. Mum did not feel able to sustain this. An 
application was made to be able to provide the family with a smaller, fitness style trampoline ï this 
suited their restricted space and provided the much needed physical activity (and so, the sensory 
feedback) which enabled the children to regulate emotions and behaviours more effectively.  

The money also allowed the replacement of a broken games console with a ónearly newô Xbox 360, 
Kinect sensor, 3 kinect games and an 8 game bundle, and purchase extra game controllers so that the 
family could play games together rather than relying on turn taking which, given the childrenôs 
diagnoses, is often not achievable. Providing these items for the children meant that they had activity 
options they could take part in unsupervised, both indoors and outdoors. 

These items provided an opportunity for the family to have quality time together, playing the games and 
having fun, which to Mum during this time was more supportive than physical time away. Knowing that 
she had ógo-toô options for activities over the coming lockdown period alleviated some of the pressure 
and Mum was more able to take time out for herself throughout the day, therefore allowing her to feel 
more in control of her own mental health and wellbeing and more confident in her ability to sustain her 
caring role for her children.  

Family 2 ï This family are supporting their 2 year old son who has a diagnosis of Cerebral Palsy. They 
also have a 4 year old daughter in the household. Mum had to give up her job as a teacher when her 
son was born as his care needs can be so intense. Dad is also a teacher and so through lockdown his 
role changed too. At 2 years old, their sonôs need for mobility aids and equipment is increasing and 
financially their future looks uncertain. However, at 2 years old he is also becoming much more aware 
of, and inquisitive of his environment and the people around him. This is especially true of his big sister 
who absolutely adores him and just wants to play with him. When speaking to Mum it is clear that they 
as a family will face, and have faced, challenging times and what was most important to Mum at this 
time was that her children were able to play together. Given the need for adapted and supportive 
equipment the family often found themselves very óseparateô from each other, often one parent playing 
with their daughter while the other sat with their son and watched. Given that during lockdown the family 
were shielding, there options for constructive time together became much more limited than usual.  

An application was made to allow the family to purchase a specialist sand and water pit. Given their 
sonôs very specific needs around physical support while taking part in anything, and so having to make 
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best use of his adapted buggy and walking frame, it was sometimes too difficult for the children to fully 
engage in play together. The item ordered is specifically designed to work with their sons equipment, 
now and as he grows. It is height adjustable, ergonomically designed to accommodate his weak muscle 
tone/restricted movements etc, and is compatible with wheelchairs, walking frames and adapted 
buggies allowing them to be positioned underneath/alongside and so close enough for him to be able 
to reach. The sensory benefit to their son is also a huge factor as play of this nature is both stimulating 
and calming, as required. Socially, it has meant that both siblings can partake in the same activity and 
are actually playing it together. Given that he can be supported through frames etc without the need for 
constant parental supervision means that his parents are able to have óhands offô time and so time out 
for themselves too. Their sonôs needs often meant that one parent had a very physical, hands on 
supporting role, this way they are able to give him a little more independence as he grows bigger and 
stronger and the positive effect on their mental health and emotional wellbeing is clear ï their children 
can now physically play together as others do, only strengthening the connections and bonds within 
the family.  

Family 3 ï Single Mum of 2 boys, oldest (14) with a very rare heart condition and youngest (7) is under 
autism assessment. Mum and her partner went through a difficult separation last year, close to the time 
her oldest son was having heart surgery. Mum and her sons have moved into a new house and boys 
now attending different schools ï lots of upheaval and still regular trips to Glasgow and Edinburgh for 
heart health checks and assessments. Oldest son may have to return to hospital in the near future for 
an implanted defibrillator as at the moment he carries one with him at all times and has to have adult 
supervision almost constantly. This is very restrictive for him, and the family as a whole. Mum had taken 
the decision to remove her oldest son from school the week prior to the officially closing as the risk to 
him if he even catches a cold can be very high. During an extended self-isolation period for the family 
balancing the needs of both of her sons (one for high energy physical activity and sensory stimulation, 
the other for more limited physical activity and) left Mum with very few options for beneficial activities 
and time out for herself. She had received funding for hot tub through Family Fund and since moving 
into the new home had not been able to make use of it due to the garden being unsuitable (ground 
needed levelled and turfed etc) She also had a large play frame/climbing wall that could not be used at 
this point either. With Covid restrictions and self-isolation her options were limited but the hot tub and 
garden equipment would provide the solutions. Mum took her ótime outô (between home-schooling and 
juggling her own work from home) working in the garden, preparing the ground (involvement in some 
óheavy workô was also beneficial to her youngest son and his sensory needs) and we applied to TTL for 
the cost of astro turf for the area required to make the garden, and so the equipment, useable. Providing 
the turf meant that the hot tub could be used both for much needed relaxation time for Mum, 
rehabilitative levels of exercise for her oldest son, youngest son could have his óinflatablesô and burn 
off some energy as well as being able to make use of his climbing frame ï again fulfilling his sensory 
and activity needs and easing the pressure felt by Mum (and the brothers) through this difficult and 
worrying time.  

 

Case study 

 This case study is a good example of effective partnership working and In discussion with fellow 
professionals we agreed that the partnership working had been a huge success with everyone playing 
a part in supporting a family in which was a very challenging situation Communication was the key 
element and demonstrated that effective partnership working can make a significant difference both to 
carers and those they care for.   
This case study also demonstrates the highlights the nature of a caring role and its impact on those 
involved  
Background 
Mrs J was attending Kirrie Connections on occasion looking for support for her husband who had been 
diagnosed with dementia. Her husband was supported by them to attend regular sessions and engaged 
well. Mrs J was encouraged to register with Angus Carers Centre as there was a concern she was not 
coping particularly well with her husbandôs condition. Although very resistant to engage initially, the 
carer was accessing informal support over time and eventually agreed to register and completed an 
ACSP and encouraged and supported to attend the weekly carers support group, specifically set up to 
support those caring for someone with dementia.  
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The group gives carers the opportunity to access information during weekly sessions that may help 
them to navigate the various avenues of support but also to encourage the peer support element and 
give them a dedicated space where they can offload and learn from each other. They are informed by 
regular sessions from Alzheimer Scotland and have regular input from the Dementia Liaison Team, 
Telecare, Social Work and others which helps to give them practical advice and have also been able 
to access ongoing emotional support with various wellbeing sessions also delivered by the Haven, 
another partner agency. 
Impact of increasing caring role  
Mrs J was still struggling with her husbandôs deteriorating behaviour, she was becoming more nervous, 
her physical appearance was deteriorating too and she just looked exhausted. There was an incident 
of particular concern when she described a physical altercation. I discussed with her the Adult 
Protection protocols and she understood my concerns for her health and welfare. It was reported to 
Social Work with her consent and they agreed this warranted further support for the family.  
Working together  
The care manager then contacted me and we shared our concerns, as an ACSP had already been 
completed I agreed to update it to reflect the change in circumstances and had permission from Mrs J 
to share this. 
We also offered to trial a Day Care for her husband from a fund held by Angus Carers Centre. This this 
would give the carer some respite and although the carer agreed she needed this she was sure her 
cared for would resist. This was not the case and her husband, with initial support from Kirrie 
Connections who accompanied him to his first session, was very happy and before his next session 
asked if he needed to pack a case and if he would be staying overnight.  
This short term respite solution allowed for the care manager to complete their assessment and by the 
end of the trial period they had established 3 days a week Day Care.  
The care manager, CDW and KC then arranged a joint meeting with the family as there were issues of 
POA and Guardianship which were of concern. We also wanted an opportunity to discuss the situation 
with the wider family who could support Mrs J and ensure the family were fully aware of the challenges. 
The meeting was well received by the family and agreement was reached that Mrs J would make the 
decisions about her husbandôs care and the family would support this. 
Over the next few months Day Care was increased to 4 days a week and carer was attending the ACC 
support group regularly and there was a marked improvement in her own health and well-being.  
Where are we now? 
When Day Care was closed due to the Covid -19 outbreak Mrs J was struggling. ACC supplied her 
with a digital tablet so she could access our regular Zoom Meetings. Support by telephone also 
continued when she need it but without regular respite her caring role had again become difficult for 
her. Although very concerned about her husband going into respite because of the pandemic we 
discussed the importance of safety and as she reported having had very little sleep and being 
emotionally and physically exhausted she agreed to a call to inform Social Work.  
Her husband was placed in respite however as his illness has progressed Mrs J has made the decision 
this would be a permanent move.  
Mrs J continues to engage with the weekly Zoom sessions and there has been a marked improvement 
in her health. We will continue to engage with Mrs J during her transition phase. 

 

 
 
 

New Carer care and support plans - making a difference 

Andrew has a dual caring role for his wife and son.  He recently retired and the big thing on his 
retirement bucket list was to build his own guitar and learn to play it. His son has refused an 
assessment, so the family are receiving no support for his care and as a result are using most of their 
personal finances to pay for this. 

Andrew cannot leave his home/ immediate area very often because of his caring responsibilities and 
has little money or opportunity to do the things he wanted to do with his retirement.  He had identified 
that using his budget to build a guitar and then get guitar lessons, would be the ideal way to have time 
to himself to relax.  He also feels that this will restore some of the confidence and focus on personal 
goals that he has lost since his caring role increased. 
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AHSCP though adult care services completed 337 care support plans in 2019/20 as carer support plans 
replace care assessments. Approximately 300 other carers still have older cares assessments in place. 
620 carers have an allocated budget of, on average £52 per week.  
 
Short breaks provided by Angus Health and Social Care Partnership include a mixture of home care 
support in hours and day care. Carers can use their allocated budget to fund short breaks. The average 
use of short breaks by carers is approximately 2.5 hours per week. Day care closed on 19 March 2020 
as part of the response to the Covid 19 outbreak. The uptake of day care had been decreasing as people 
used their allocated resources to try different forms of support however during 2019/20 we have seen an 
increase in the use of day care. In part this is a response from day care providers who have begun to 
change their day care model to provide different types of support. During 2019/20 397 people used day 
care services this was a 7% increase on 2018/19. 
 
Graph 7 
 

Source: Angus Council 

 
Graph 8 

2015/16 2016/17 2017/18 2018/19 2019/20

Angus 3.2 4.0 4.3 3.9 4.2

North East 3.2 4.2 4.5 3.7 4.1

North West 3.3 4.0 4.5 4.4 4.4

South East 2.8 3.5 3.8 3.5 3.7

South West 3.4 4.3 4.5 4.1 4.7

0.0
0.5
1.0
1.5
2.0
2.5
3.0
3.5
4.0
4.5
5.0

R
a
te

 p
e
r 

1
,0

0
0
 p

o
p

u
la

ti
o

n

Total number of people receiving short breaks (days) as a rate per 1,000 
adult population  



 

28 

 

 
Source: Angus Council 

 
Carers are also supported with residential respite. Demand for respite is variable, planned respite is 
offered following the development of a carers support plan to proactively ensure that carers are supported 
in this role. Respite can also be offered in an emergency where the carers circumstances have changed 
rapidly. The volume of emergency respite offered is one reason why respite varies from year to year. In 
2019/20 the use of both planned and emergency respite has reduced, this can, in part, be attributed to 
an increase in personal care and the further role out of Enhanced Community Support (ECS) Around 18 
nights respite were provided every month during 2019/20. Planned respite was stopped on 24 March 
2020 as part of the response to the covid 19 outbreak. There continues to be variation between the 
localities however there has been a reduction in the use of overnight respite in all localities with the 
expectation of the South East that has seen an increase of around 20 nights during the year. 
 
Graph 9 
 
  

 
Source: Angus Council 
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Graph 10 

Source: Angus Council 

 
 
 
Community Alarm 
 
There has been an increase of 2% in people aged over 65 using community alarm. Use of Telecare 
equipment offered in addition to community alarm has declined from 19% to 13% of community alarm 
users. Whilst it is recognised that people are moving to digital alternatives that they can source 
themselves eg mobile phones and digital devices like Alexa, the decline in telecare use appears to follow 
the introduction of a charge of £1/week in June 2019 for telecare equipment in addition to the charge for 
community alarm. 3580 people used a community alarm during 201920, this was a 2% increase from 
2018/19. The greatest increase in community alarm use was in the 65-75 year old group with the over 
75ôs accounting for only 0.5% of that increase.  
 
Graph 11 
 

Source: Angus Council 
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11% of community alarm users also have various telecare equipment. The use of telecare equipment has 
declined to near 2017/18 uptake. A recovery plan is being developed to address this decline. 
 
Graph 12 

Source: Angus Council 

 
Enablement 
 
 

Good Practice 

Situation 

There is an increasing number of the Angus population who are aged over 75. The level of frailty 
appears to be increasing. The rate of admissions to hospital following a fall has been increasing. The 
use of personal are services has been increasing suggesting that there is a need to focus on supporting 
people to independence through enablement. 

Action taken by Angus HSCP 

Funding from the Technology Enabled Care (TEC) fund enabled the introduction of ADL Smartcare in 
Angus ï renamed Independent Living Angus (ILA) for local use. This system is recommended as part 
of the Scottish Governments National Allied Health Professional Plan; Active and Independent Living 
Programme. https://www.independentlivingangus.org.uk/ 

Locally the system has been designed with input from occupational therapists who are responsible for 
the clinical content including the hints and tips that are provided and the decision making protocols. ILA 
aims to reduce demand on occupational therapy services for advice on minor equipment. Orders can 
be placed directly with the equipment store for certain pieces of equipment that continue to be provided 
free of charge. This includes self-referral for community alarm, including some peripherals.   

People who are having difficulty with everyday activities will likely benefit the most from the using ILA. 
There are a wide range of solutions available to help people including bathing, showering and toileting 
equipment, bed and chair raisers, grab rails, banister rails as well as community alarm, smoke alarms 
and falls detectors. There are also solutions for people who have hearing and/or visual loss.ò 

The system also operates LifeCurve ( an ADL Smartcare trademark) which is a simple system offering 
advice for enablement and improving independence. The LifeCurve questionnaire is repeatable and 
can provide information on change in an individualôs abilities over time. The system can be further 

https://www.independentlivingangus.org.uk/
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developed to offer other forms of self-management support such a money advice, physiotherapy triage, 
long term conditions information.  The development potential as a self-serve solution to reduce 
assessment demand in a number of areas is significant. Ultimately the system can deliver referrals for 
supports and services where eligibility criteria are met e.g. where the level of need is substantial or 
critical. 

Impact  

2,183 people accessed ILA. 44% of users are finding help through the self-assessment and LifeCurve 
section and people are also using the equipment catalogue and the local information section, finding 
help from local services and organisations embedded within the site. This may be the only help that 
someone needed and may be enough to prevent a call to First Contact.  Using LifeCurve is already 
helping staff work through enablement approaches with people. 

The work continues and we expect to grow ILA. 

 
 
Falls  

There has been a reduction in the number of people aged over 65 admitted to hospital following a fall and 

a reduction in referrals to the falls pathway. Although the reduction is small, it is assumed this, in part, 

can be attributed to a mild winter, elderly people remaining indoors during winter period and towards the 

end of the reporting year, shielding as a result of the COVID-19 pandemic. Parallel to this there has been:  

Å an increase in home safety advice by ERT, Fire & Rescue and care providers;  

Å better balance classes were reintroduced; and  

Å ERT are using the LifeCurve so providing exercise advice to improve mobility from independent living 

Angus 

An improvement approach was developed to address any issues with the falls pathway identified in 

2018/19 annual report. There is however a continued variance between localities with improvement being 

driven by North West and South East Localities with the South West locality declining in its performance 

in relation to falls admissions. 

Graph 13 
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Source: Angus Council 

 
 

Graph 14  
 

Source: ISD 

 
The falls service has continued to develop pathways in order to provide the recommended national 

multifactorial assessment to those identified as falling or being at risk of falls for people in Angus. Some 

of the key areas of improvement that the falls service has undertaken with their pathways are as follows: 

¶ Emergency department to falls service pathway ï virtual falls clinic developed on Trakcare, 

ensuring  appropriate referrals from medical staff  within ED to the falls assessor, which have 

been consented to and received in a timely manner improving the  triage process and 

engagement with assessor for a better outcome. 

¶ Scottish Ambulance Service continues to engage with the existing pathway, now having good 

representation within the Angus Falls Group and better communication between parties to share 

outcomes of individual assessment. *see case study 

¶ Community Alarm to falls service pathway ï recognised issues with receiving notifications of all 

fallers rather than detailed information which often meant delays in carrying out appropriate 

triage. There were also difficulties with training staff due to shift patterns etc so the falls service 

staff and control room team have developed a training link which has recently been disseminated  

to all community alarm staff to highlight the new pathway and process to follow. Pathway now 

requires a phone call referral requesting specific information similar to the SAS,  which will ensure 

referrals can be made OOH  and again are consented to thus improving engagement with the 

assessor. Under review at present. 

¶ Falls Integrated Response and Technology Project ï (FIRST) Pathway developed as recognised 

nationally there is a gap in services for those who fall are uninjured and do not need conveyed to 

hospital. Aim is to reduce unnecessary hospital admission and encourage use of telecare along 

with onward referral to the Falls Service. This meets the recommendations of stage 3 of the 

Tayside Falls Prevention and Management strategic Framework. 

¶ Public engagement ï Calendar with the inclusion of the recommended ñSuper 6ò balance 

exercises produced end of 2019, and made available at GP surgeries and by community staff, to 

encourage fall prevention strength and balance exercises. 

¶ Better balance classes ï continued throughout all Angus localities until Covid 19 restrictions in 

place. Trialled use of Florence technology with group. All current attendees issued with the 
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ñKeeping Well at home Bookletò as recommended by the alter life training. Currently no classes 

taking place. 

¶ Celonis - this system was used to identify a select group of individuals in south west Angus, with 

permission to review their fall ï hospital ïhome journey. Outcomes highlighted that there were 

many other factors to take into account and what was coded as a fall on admission was 

sometimes due to other reasons such as a neurological/ alcohol related. It also highlighted 

examples of good practice of falls prevention work from MDTôs, prior to the event taking place. 

 
 
Case Study 

Situation:  

A 72 year old lady was referred to the Angus Falls service following attendance by the Scottish Ambulance 

Service overnight following 2x falls. Community Alarm had attended and had got the lady sitting up in a 

chair before the ambulance crew arrived. There was no medical reason for her to be conveyed to the ED 

at Ninewells hospital and so the crew followed the SAS-Falls service pathway and telephoned with the 

required details. This was picked up in the morning by the falls assessor. 

The falls assessor carried out a phone call triage that morning, consisting of a multifactorial falls 

assessment, and it emerged that this lady had had 4x falls in the last two weeks and had only called 

community alarm and SAS for the last one. 

Outcome: 

¶ Urgent referral to physiotherapy for balance and mobility assessment indicating the likely need for 

a walking aid. 

¶ OT referral to community rehab team for bathing assessment as was now scared to use the 

shower due to loss of confidence following the fall, and also to provide a commode for overnight 

in the bedroom. 

¶ Letter to GP to highlight recent falls and requesting review of continence as urgency overnight to 

toilet (falls happening overnight) 

¶ Falls prevention literature sent out to the lady. 

¶ Community Alarm service contacted as pendant band had broken so reluctant to wear.  

A follow up evaluation call was carried out 2 months post triage. The lady had then been referred on for 

specialist assessment at the MFE clinic. She felt her confidence had been affected by the fall but that the 

measures above put in place had helped to increase her confidence and as a result, had had no further 

falls at this point. 
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Priority 2:  Supporting care needs at Home  

 
The Joint Strategic Needs Assessment identifies that the population of Angus is growing older and that 
the population of Angus will continue to age for the next 20 years.  It is anticipated that this change in 
population demographics will place a further increase in demand on services if they continue to be 
delivered in the same way.  The Strategic Commissioning Plan 2019/22 aims to continue to address 
demographic change by changing the way that services are provided and to shift eh balance fo care to 
supporting more people at home.  The focus of the Strategic Commissioning Plan 2019/22 is to support 
care needs at home by enhancing opportunities for technology enabled care; further progressing self-
directed support; and delivering change in care at home services through the Help to Live at Home project. 
 

 
Technology Enabled Care 
 
Angus Health and Social Care Partnership (HSCP), manages the implementation of the Florence Home 

Mobile Health Monitoring (HMHM) system which uses a simple texting system that sends messages to 

peoplesô mobile phones reminding them to take their blood pressure reading or weigh themselves and 

then text back the results. The system receives the texts and people may then receive further texts 

providing advice and instructions if necessary. People with conditions such as high blood pressure, 

chronic pain and fatigue as well as those seeking support with weight management are participating in 

this HMHM initiative. 

 

In April 2019 an evaluation report, Towards Scaling Up Home Mobile Health Monitoring in Tayside, 

commissioned by the Scottish Government, praised the home mobile health monitoring (HMHM) initiative 

led by Angus HSCP. 

 
In 2019/20 Angus HSCP was awarded £139.456 to implement the Scale-Up (BP) Programme across 
Tayside. This is an example of how digital technology can be used to optimise care, support and enable 
increased self-management and improve health outcomes whilst helping Primary Care Services to make 
best use of available resources. Eight GP practices in Angus have signed up to this initiative. Technical 
challenges with integrating Flo data with GP systems has caused a delay with recruitment. One GP 
Practice in Forfar has recruited 31 patients to Flo to support with contraceptive advice and BP monitoring.  
 
On 8th May 2019 Angus HSCP, supported by the Scottish Government Technology Enabled Care (TEC) 

Programme hosted an event to accelerate the update of HMHM across Tayside. NHS Taysideôs director 

of public health, Dr Drew Walker, said ñRemote monitoring is just one of a range of digital approaches 

which can improve health and there is now a real need to push that much harder and further so that its 

full potential to improve health and reduce health inequalities can be realised.ò 

 

Near Me is a secure form of video consulting approved for use by the Scottish Government and NHS 
Scotland and provides appointments and consultations virtually meaning people do not need to travel to 
attend but can be seen by their service provider in the comfort of their own home, at work or while on the 
move.  
 
Angus HSCP has been working closely with NHS Tayside who are working to embed the system into 
everyday work practise for outpatient and GP services. The aim is to have Near Me offered routinely as 
an option for appointments and consultations. By the 2nd of April 2020, all Angus GPôs were enabled with 
the Near Me kit and training links. The roll-out continues to be progressed.   
 
Telecare 
In 2019 we were awarded £9696.46 from the TEC Programme to expand the Angus initiative called 
Check TEC Out which enables vulnerable older people to test a range of low cost, easy to use 
technology. In addition to LED Night Lights, Wireless Remote Control Sockets, Ownfone, Projection Clock 
we now offer Alexa Shows and associated set up equipment (Wi-Fi travel unit, SIM cards and support 
stands) and Echo Dots with Wi-Fi and SIM support.   

https://www.angushscp.scot/pioneering-healthcare-work-in-tayside-wins-praise/
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In May 2019 we re-launched the Technology Enabled Care section of the Angus HSCP website.  This 
includes an interactive poster will illustrates the range of telecare available to support people and keep 
them safe within their own homes we created an interactive poster.   
 
As part of our commitment to the Technology Charter for People with Dementia we have been actively 
promoting the uptake of the Purple Alter app across Angus. Purple Alert is a free mobile phone app 
designed by people living with dementia and their carersô with Alzheimerôs Scotland, Police Scotland, 
Social Work, Dementia Friends, Dementia Friends Scotland, HSCPs and telecare services.  The app 
allows carers to share the person living with dementiaôs profile if they lose their way and allows for others 
to report a sighting of that person. Staff have been enabled to use the app on their work phones so that 
as many people as possible are available to search in case of an alert. We have also been working closely 
with colleagues from NHS, Scottish Fire & Rescue service and Police Scotland (Tayside) to promote and 
encourage uptake in the use of this app.  The app is currently going through a major redesign and 
Alzheimerôs Scotland are looking to launch a new app in August 2020.  
 
In November 2019 the North East and North West Locality Improvement Groups awarded funding to 
introduce Advanced Risk Modelling for Early Detection (ARMED). ARMED supports vulnerable 
people to participate in wearing a polar loop bracelet (fit bit) which monitors their health statistics and 
collates this information using a mobile phone app to build up a picture of the personôs general health and 
fitness levels.  The polar loop also serves as a prompt to remind the person to move/exercise regularly 
to maintain and build upon their core strength, improve mobility and overall wellbeing.  The start of the 
project, originally planned for March 2020, has been put on hold due to the COVID-19 pandemic, but we 
are eager to commence as soon as possible because evidence suggests people are not moving as much 
whilst in lockdown and motor skills are deteriorating. Which increases the risk of falling. 
 
The Analogue to Digital transition of the Community Alarm service in Angus was progressed towards 
the end of 2019 when tender for contracts was submitted and awarded.  Work is now in process to 
manage the upgrade to the Community Alarm Control Room and migration of all current dispersed alarm 
units with a digitally enhanced version.   
 
An introductory E-Learning Induction Course on Technology Enabled Care incorporating both Home 
Mobile Health Monitoring and Telecare is now available to all HSCP staff.  The module helps to inform 
new and existing staff of the differing types of TEC and provides examples of how it utilises within their 
work practice. 
 
A number of telecare promotion events have been staged throughout 2019/20 where we have tried to 
reach as many people as possible and raise awareness of the benefits of telecare.  Venues have ranged 
from shopping centres, leisure centres, libraries, Angus Community Hospitals and Sheltered Housing 
facilities. Meetings have also taken place at Angus Carers Group and a variety of staff meetings.  A rolling 
program of refresher training is currently in development to ensure staff are continually updated about the 
range of available telecare. 
 
The FIRST (Falls Integrated Response and Support Technology) Falls Pathway was launched 
September 2019.  The aim being to improve the experience & outcomes for people living with frailty who 
fall, are uninjured and require assistance from services to get up from the floor. The FIRST pathway now 
ensures a response and support for people who do not need an ambulance response and have not 
subscribed to a community alarm response service and allows for follow up action to be taken in the event 
of concerns being raised regarding the person who has fallen.  Since the introduction of this pathway 
there have been 3 incidents recorded. 
 
 
Care Management 
 
Access to long term social care support requires an assessment of need by Care Management Teams 
Individuals then make choices about what services would meet their needs and personal outcomes, how 
and when those supports will be delivered/accessed and who will provide them.  Self-directed support is 
the mechanism by which these choices are provided.   The options available are: 

 
Option 1 - direct payment 

https://www.angushscp.scot/projects/technology-enabled-care/
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Option 2 - person directs the available support 
Option 3 - local authority arranges the support 
Option 4 - mix of the above 
 
Table 4 Self-Directed Support Uptake of Options 

Indicator 2015/16 2016/17 2017/18 2018/19 2019/20 

Option 1 4% 8% 6% 7% 7% 

Option 2 13% 15% 22% 23% 25% 

Option 3 79% 73% 67% 65% 61% 

Option 4 4% 4% 5% 6% 7% 

Source Care First (Angus Council) 

 
2646 people have care plans in place that include support that is subject to self-directed support options 
in 19/20. There has been a shift towards greater choice and control with a greater proportion of supported 
people accessing options 1, 2 and 4.  Most people in Angus continue to access option 3, asking 
Partnership staff to organise support on their behalf, although the proportion of people using option 3 
continues to decrease. 
 
Option 1 (direct payments0 give people the maximum amount of choice and control over the way their 
support is arranged. Angus HSCP commissions Dundee Carers Centre to provide support for those who 
wish to use option 1. 
 

Good Practice 

Dundee Carers Centre are commissioned to provide support to people using option 1 (Direct payments) 

Mr and Mrs R are a couple who live in Angus and had been getting informal support from a friend for a 

long time. Mrs Rôs needs have recently increased, and Mr R has increasing health concerns meaning 

that he is unable to provide as much support as he has done previously.  

Their Care Manager has suggested Option 1 for their situation as it would enable them to formalise the 

support they were getting without having to recruit a stranger. This was important for them as they did 

not want a team of people coming to their house and they wanted the support to be more personal. 

They were given a budget which included a carerôs budget so Mr R could get a break from his caring 

responsibilities using the same Personal Assistant that provided personal care for his wife. The 

advantages of taking this option were that they had a choice about who was providing the support and 

when they wanted them to come. There would also be flexibility if they changed arrangements at short 

notice as hours were agreed by themselves and the Personal Assistant. 

The SDS advisor met with the couple to explain the benefits and responsibilities of taking on Option 1 

(Direct Payments). The advisor assisted them to get the employment side of things set up, by helping 

with creating a Job Description and Contract of Employment. 

The couple felt a bit overwhelmed with the amount of paperwork and processes to get through to get 

things set up initially, so things were broken down into smaller steps with regular home visits and they 

said this was beneficial for them. As they werenôt confident about the monitoring paperwork, the advisor 

suggested this could also be part of the Personal Assistant role. We met with the potential PA who was 
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happy to support them with this as part of her role and she was also going to provide regular respite 

breaks for Mr R as well as assisting with all of Mrs Rôs personal care needs. 

Everything was set up apart from payroll, but we then entered lockdown due to Covid-19. Things were 

a bit tricky as our workforce moved to working from home and there was a delay with getting payroll 

set up. It was difficult to get Mrs R registered as an employer with HMRC as they had also changed 

their usual working arrangements.  

To help reassure the couple, the SDS advisor kept in regular touch with them during this period and 

liaised with payroll until things were finally set up. The Personal Assistant needed to have interim 

payments made by the employer until payroll could be processed, but the SDS advisor supported them 

with this. 

The next step will be supporting with financial monitoring and we will do this as soon as we are able to, 

either face to face or by post. In the meantime, they are keeping all relevant paperwork in preparation 

for this. 

The couple told the advisor about the impact on their lives :- ñWe now have more stability in our home 

and feel a lot more happy than before because we know that there is someone making sure that we 

are being looked after, we are both a lot more settled in our mental health as because a lot of worry 

regarding (what is going to happen to us)has been removed and we can actually start thinking of some 

type of future security and happiness.ò 

 

Good Practice 

Dundee Carers Centre are commissioned to provide support to people using option 1 (Direct payments) 

Miss Smith is a young woman with a fluctuating health condition that affects her mobility. During a 

period of ill health, she was offered Option 1 (Direct Payment) and with the support from an advisor, 

recruited a team of staff to support her. 

Option 1 (Direct Payment) was the best option for Miss Smith. Miss Smith knew that she did not want 

a provider, and that she wanted more personalised care. Option 2 (provider) would mean that Miss 

Smith would be unable to choose the exact time personal Assistants were in, and they would be able 

to help with light household work, and also socialising activities. If Miss Smith went with a provider it 

would mean she would only get an hour for household work and would not get the benefit of support 

with social activity.  

Miss Smith, felt that being able to access the payroll, was a huge relief for her, as she just filled in the 

time sheets and they worked out the pay and dealt with HMRC on her behalf.  

Miss Smith became very confident in her role as an employer, but her health improved and so the Direct 

Payment stopped. 

During this period, Miss Smith started a job which suited her condition, but then suffered a relapse 

which meant she needed support again, but not always on a regular basis. 

With advice from the advisor Miss Smith was able to employ staff again, with flexible support which 

suited her condition. She was able to have the support she needed when she needed it, without the 

worry of what would happen if her health temporarily improved.  
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The impact of option one on Miss Smith, was huge, this gave Miss Smith independence to go out with 

carers, when she wanted it, also gave Miss Smith peace of mind, knowing when the carers will be in 

and also knowing who will be coming in and when they will be here.  

 
Drug and alcohol services 
There has been an improvement in performance against the measure for individuals accessing Alcohol 
and Drug services and treated within three weeks to 98% of all referrals This follows significant work to 
integrate the NHS and Local Authority Drug and Alcohol teams in AIDARS (Angus Integrated Drug and 
Alcohol Recovery Service). This has resulted in improvements in both resource use and in the pathway 
for service users. 
 
Care at home including personal care 
 
Provision of personal care has increased across all localities. Whilst there is no target for personal care 

hours for all adults; there is a specific target for personal care for people aged over 65. This was agreed 

in IJB Report no 77/19 which focused on the impact of demographic change of services for older people 

and subsequently identified a number of approaches to mitigate against that change. Independent 

providers of personal are have worked hard to address demand and it is possible that greater availability 

continues to address a previously hidden demand. It is also possible the provision of greater levels of 

regular personal care is impacting on demand for emergency respite where we have seen a decrease in 

provision. The increase in all personal care is largely driven by increased demand by people aged over 

65. The actions previously agreed to mitigate against further increases in demand from people aged over 

65 have to be further developed in order to address the increase. The other measures demonstrate a 

decline in performance and upward trend from previous year where there has been an increase in the 

number of people receiving personal care.  

The proportion of personal care delivered to people aged over 65 has grown from 69% to 74% of all 

personal care hours, with an increase of 4% in personal care hours for people under 65. This was 

anticipated following the extension of free personal care to people under 65 in April 2019. During the 

same period however, there has been an increase of 18% in personal care hours for people over 65 

which cannot be fully explained by demographic growth alone. 11% of the personal care use is by people 

with learning disabilities with 7% used by people under 65 with physical disabilities  

It is possible that reductions in use of telecare has impacted on increases in use of personal care for 

people aged over 65 as well as reductions in care home placements. Care home placements for people 

aged over 65 have reduced by 4% and the overall use of care home nights has also reduced by 4.5%. 

This could account for as much as 50% of the growth in personal care hours in 2019/20 for people aged 

over 65. There is also a small change in the age at which people start using persona care services in 

2019/20. For all services the average age starting personal care in 2019/20 was 82.49 compared to 79.59 

in 18/19.   
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Graph 14 
 

Source: Angus Council  

 
 

Graph 15 
 

Source: Angus Council  
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End of Life Care 
 
 
Angus has continually supported a higher proportion of people to spend the last 6 months of their life in 
their home or a care home compared to the Scottish average. Performcen againstt his measure in Angus 
contionues to improve as we deliver on the Angus Care Model and build our enhanced commuity support 
approach delivering integrated team working aropund GP practice supporting individuals. 
 
 
Graph 16(NI 15) 

 

Source:  PHS LIST 
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Good Practice - Adult Palliative and End of Life Care Action & Improvement Plan 2019-2022 

The Angus Palliative and End of Life Care (PEOLC) Plan was finalised and published in June 2019. In 

August 2019 a group was set up to guide, steer and support the implementation of identified actions and 

improvements. The group has an inclusive and wide membership representing key stakeholders in the 

delivery and receipt of palliative and end of life care and support. This evolving plan documents what we 

wish to accomplish over the next three years, how we plan to achieve our outcomes and gives examples 

of good practice. The document can and has been used as a benchmarking tool for individuals, teams 

and services.  

Some of the improvement work is already underway with further work planned for the 2020. Examples 

include: 

¶ Direct Enhanced Service Levels 1 & 2 with all GP Practices in Angus. GPs use the reporting and 
evaluation from these reports to identify and prioritise improvements.  

¶ Health Improvement Scotland Collaborative, Testing of E-Frailty Score. Two GP practices took 
part in this project using quantitative data to analyse the usefulness of the score. Qualitative 
Interviews were carried out with 6 people to better understand the lived experience of frailty. 

¶ Collaboration with Marie Curie Community Engagement Officer and Angus Council. 
Questionnaire asking about support people need to deal with death and dying, including 
bereavement support and encouraging conversations around death. Translated into Chinese, 
Polish & Russian.  

¶ Palliative Care Toolkit; implementation of national and regional responses and actions for 
supporting EOLC and conserving critical medicines.    

¶ Managing breathlessness resources available via Tayside PEOLC MCN webpage 

¶ Development of a webpage for the public with information on PEOLC. 
Draft widely circulated for feedback to professionals and public. Plan to go live in September 
2020.    

¶ Care Experience Project in Clova & Isla Wards at WHCCC; 3 methodologies including Individual 
Interviews, Family Voices Diary completion and Dementia Toolkit. 

¶ Treatment Escalation Plans test of change in Care Homes across South East and North West 

¶ All people who are housebound and seen by the COPD Specialist Nurses will be offered an 
Anticipatory Care Planning discussion and their wishes and preferences documented. To be 
audited yearly.  

¶ Evaluation of Near Me Tayside consultations to be evaluated by Angus Specialist Palliative Care 
Services.   

¶ Community Nursing in NE to promote and evaluate family member administration of as required 
sub-cutaneous injections.  

¶ Community nursing to undertake a test of change and improvement project on documentation of 
carer recognition and signposting to support.  

¶ Study Day on Loss, Grief & Bereavement delivered for health and social care staff in October 
2019 and 40 people attended and positively evaluated.  

¶ Bespoke educational sessions delivered in 2019 and 2020 for Community Nursing and 
Enablement & Response Teams.  

¶ Education programme for Care Home staff and Arbroath Community Hospital in 2020. 

¶ Debrief sessions for 2 community nursing teams and one care home team in 2019/2020.   

¶ Educational sessions planned for Angus Carers Centre staff in Autumn/Winter 2020.  

¶ Developing Compassionate Communities work with Edzell and Brechin in 2019. Work planned 
with Edzell for 2020.    

¶ Two Research Proposal collaborations with Dundee University, St Andrews University and NHS 
Tayside; National Health Research Institute understanding further the challenges to adult social 
care and integrations and  Health Foundation to better understand the experience of people 
dying during the Covid-19 pandemic and there access to out of hours health services.  

 

 

 

https://www.angushscp.scot/wp-content/uploads/2019/08/Adult-Palliative-End-of-Life-Care-Plan.pdf
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Priority 3:  Developing integrated and enhanced primary care and community responses 

 

Angus HSCP aims to deliver performance that meets the aspirations of Angus communities.  This 
includes supporting individuals to stay at home when appropriate.  If a hospital admission is necessary, 

 
Emergency admissions 
 
Emergency admissions in Angus have remained relatively similar in 2019/20. Addressing the continued 
rise in admissions has been a key aim of the Angus Care Model and ensuring that integrated teams at 
the centre of our pathway deliver on the enhanced community support model is important. The greatest 
improvement has been seen in the South East Locality.  

  Emergency admissions were most certainly affected in March by the covid 19 outbreak during and a 
further analysis of this data is required.  

 
Graph 17 (NI 12) 

 

Source:  NHS Tayside 

A further test of change aimed at improving integrated team working and building on the ECS model has 

been tested in Monifieth. Monifieth Integrated Care (MIC), which commenced in October 2018, has 

brought health and social care teams together, all working from Monifieth Health Centre and the affects 

have been most keenly delivered during 2019/20. The aim was to provide seamless, integrated, quality 

health and social care services, caring for people in their own homes, or in a homely setting, where it is 

safe to do so. This was a major undertaking which included the identification of suitable accommodation 

in the practice, development days for both health and social care teams, IT installation and provision of 

admin support. An evaluation was undertaken in March 2020. An overwhelming theme to emerge from 

staff feedback was related to improvements in communication and working relationships. Example of 

feedback: ñBetter communication between services to prevent emergencies/crisis situationsò and ñService 

user receives a quicker serviceò. This approach will now be rolled out across Angus. 

15/16 16/17 17/18 18/19 19/20

Angus 10,224 10,353 10,917 10,960 10,910

Angus - North East 10,182 10,365 11,174 11,136 11,271

Angus - North West 10,307 10,266 10,700 10,943 11,090

Angus - South East 10,235 10,256 10,991 10,760 10,469

Angus - South West 10,135 10,585 10,871 11,032 10,780

Angus Target 2018/19 10,371 10,371 10,371 10,371 10,371
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The below case study demonstrates how MIC has improved communication, is efficient, reduces 

duplication and ensures a joint, seamless approach across the differing professionals involved. 

Monifieth Integration Care  

Case Study -Overview 

Mrs P is a 74 year old lady, she was diagnosed with early symptoms of MS in 1977, she has lived a 

very independent life at home in Monifieth however, went to live with her daughter H at the point of 

lockdown in March 2020.  While living in Edinburgh she had a catheter fitted due to extreme nocturnal 

continence problems.  After this was fitted Mrs P has suffered frequent urine tract infections causing 

her to experience delirium.   

Daughter contacted H&SW in early August to refer for support as Mrs P was to return home.  

Following lengthy conversations between HCA, Mrs P and daughter to assess needs it was 

established that a long term service would be needed rather than referring to Enablement to support.   

As social work staff and D/N are now co-located in the health centre, HCA and D/Nôs were able to 

discuss the case at length focusing on the vision of prevent, detect and treat illness.  The team were 

also able to discuss the case through daily óhuddles,ô or communicating directly when additional new 

information was highlighted connected to Mrs Pôs care, giving the team the most up to date 

information on the situation. This enabled the team to guide care providers in delivering and 

supporting Mrs P in meeting her personal care outcomes.    This method of information sharing gave 

the team the opportunity to relay the same information to the daughter so she was fully aware of the 

situation.  

As part of MIC the team have access via MDT on a weekly basis to a Consultant from Medicine for 

the Elderly, who can give expert medical advice on health and medication. The Pharmacist also 

attends this weekly meeting so we can discuss the right medication regime and how medicine is best 

dispensed.  HCA and D/N were able to discuss case directly with physiotherapy who attend MDT 

and NHS Occupational therapy who are based in the centre also attend.  The team work directly with 

NHS OT if any concerns are raised through their home visits.  

Outcome: 

Through discussion with Mrs P, D/N GP and Consultant that having the catheter in was detrimental 

to her health and wellbeing a decision was made with Mrs P to remove it and for her to use continence 

wear day and night.   

As HCA was part of the discussions & decision making, HCA was able to discuss the new outcomes 

with the care provider to give them time to schedule the increase to support continence management 

when it happened.  

Mrs Pôs medication was thoroughly explored at MDT and it was recommended to move one of the 

tablets from morning to nighttime as it caused drowsiness which impacted on her abilities in the 

morning.  

Due to Mrs Pôs condition and a deterioration in mobility was felt she was at risk to carry out meal 

preparation and her care package teaks were extended to incorporate meal preparation lunch and 

tea time.  Following from MDT discussion Physiotherapy were to visit the next day to assess mobility 

aids. Mrs P is very happy with the decision to remove the catheter and is working well with the care 

providers in meeting all her outcomes within her home.  
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Hospital Bed days used following an emergency admission 

Although emergency admissions have remained fairly static during 2019/20 bed days use continues to 
decline. 

Graph 18 
  

Source:  NHS Tayside  

Length of hospital stay following an emergency admission continues to improve as through the Angus 
care model we continue to grow our integrated team approach enhanced community support and  move 
onto the next phase of its development tested in Monifieth. Improvement in bed days is achieved in part 
through improvements in addressing delays in timely discharge. 

Graph 19 
 

Source:  NHS Tayside 
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