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1.

INTRODUCTION AND PURPOSE

The Angus Older People’s Mental Health Improvement Plan will continue to strengthen partnership
working and improve outcomes for Older People with mental illness in Angus. The plan will ensure
that performance is measured against national and local standards. This will enable the identification
of any gaps in service and measure progress towards agreed targets and priorities. Older People
Mental Health encompasses all people with dementia regardless of age and older people with
functional mental illness (e.g. depression, anxiety, bi polar disorder and schizophrenia).
The plan will support the review, change and redesign of services to meet the changing needs of
older people with mental illness. This will include the Angus Care Model – a new model of care for
Angus which develops more sustainable local care across many services including the provision of
care homes, the future plans for minor injury and illness and out of hours services and the delivery of
inpatient care across Angus.
An Angus Older People’s Mental Health Improvement Group (AOPMHIG) will be established to
provide clinical care governance and professional leadership arrangements to support this
improvement plan. To ensure a collaborative approach to Older People’s Mental Health
Improvement in Angus, this group will have representation from a wide range of stakeholders and
organisations. (See Appendix 5). A number of working groups focussed on key themes are already
established and these groups will report on progress to the AOPMHIG twice a year. This improvement
plan is informed by local and national strategies and policies. Identified improvements reflect local
priorities and national direction. See Appendices 1 and 2.
2.

BACKGROUND

Whilst there was recognition that the Angus Mental Health strategy 1996 – 2000 provided an
opportunity to develop specialist services, the strategy was also the initial driver for partnership
working and led to a shift in the balance of care which provided the foundation to develop and
redesign services. Prior to the Angus Mental Health Strategy being developed, Angus had in excess
of 100 hospital beds for people with dementia, which included NHS continuing care beds. In 2005,
this was reduced to 45 hospital beds for people with dementia with no dedicated continuing care
beds, but provision for this if required.
Prior to 1996 there was no dedicated hospital bed provision for older people with a functional mental
illness. This resulted in older people sharing a hospital environment with younger people with acute
mental illness. This hospital environment was not ideal, given the differing needs of older and
younger people. The recognition of the differing needs of these individuals led to the development
of a designated 12 bed hospital facility for older people in 1997. The 12 beds were increased to 15
beds in 2011 due to increased demand. The beds were reduced to 13 in 2018, based on occupancy
figures as part of the Angus Care model review.
The overall changes in hospital bed numbers provided the opportunity to develop and invest in
integrated community mental health teams (CMHT’s) for older people in August 1999. Prior to this,
community mental health provision for older people was not specialised. This also provided an
opportunity to develop alternative options for functional mental illness which resulted in a day unit
being set up in 2009. This provided a supported step down facility from hospital care and lower level
intensity care and treatment to compliment the work of the Community Mental Health Teams. A
review of this service led to a re-distribution of staff resources to augment the CMHT’s. This enabled a
more community focus to care and treatment and resulted in the closure of the day unit. A further
development was the establishment of a Dementia Liaison Team (DLT) in 2010. The team was set up
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in recognition of the changing needs of a growing population of people with dementia who were in
Care Homes, Community Hospitals and Medicine for the Elderly.
Community provision was enhanced by further developing High Dependency Units for people with
dementia and providing Specialist Dementia Day Care.
Older People with mental illness were well supported by Older People Teams, Primary Care services
and the third and independent sectors. In 2003 Angus Community Health Partnership and Angus
Council Social Work recognised the importance of support following a diagnosis of dementia and
established an early stage dementia service. In 2013 the Scottish Government introduced the post
diagnostic HEAT (Health Efficiency Access to Treatment) target which states “every person
diagnosed with dementia will have access to a minimum of 12 months post diagnostic support
based on the Alzheimer Scotland 5 pillar model” This service has developed over time to become
the current Post Diagnostic Support Service.
This plan is informed by the principles of health and social care integration and aims to achieve the
national health and wellbeing outcomes for older people with mental illness in Angus. The Public
Bodies (Joint Working) (Scotland) Act 2014 introduced the integration of health and social care
services - a significant programme of reform. This aims to ensure services are well integrated and that
people receive the care they need at the right time and in the right setting, with a focus on
community-based and preventative care. The reforms are far reaching, creating opportunities to
overcome previous barriers to change. The Scottish Government has set out nine national health and
well-being outcomes to be achieved through the integration of health and social care services:
1
2
3
4
5
6
7

8
9

People are able to look after and improve their own health and well-being and live in
good health for longer.
People, including those with disabilities or long-term conditions, or who are frail, are able to
live, as far as reasonably practicable, independently and at home or in a homely setting in
their community.
People who use health and social care services have positive experiences of those
services, and have their dignity respected.
Health and social care services are centred on helping to maintain or improve the quality
of life of people who use those services.
Health and social care services contribute to reducing health inequalities.
People who provide unpaid care are supported to look after their own health and
wellbeing, including to reduce any negative impact of their caring role on their own health
and well-being.
People who work in health and social care services feel engaged with the work they do
and are supported to continuously improve the information, support, care and treatment
they provide.
People using health and social care services are safe from harm.
Resources are used effectively and efficiently in the provision of health and social care
services.
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3.

WHERE ARE WE NOW?

Current operational structures have been informed by the Angus Mental Health Strategy 1996-2000
and the restructuring of Psychiatry of Old Age services in Angus between 2004 and 2006.
In response to falling admission rates, increasing length of stay and complexity of presenting issues,
further developments and service redesign have resulted in there currently being 27 assessment and
admission in-patient beds specifically for people with dementia which are based over two sites in
Angus.
The Dementia Liaison Team provides information, advice, training and clinical/psychological
intervention in situations where the care of individuals is compromised because of aspects of their
presentation due to their dementia. The service was established based on evidence and good
practice elsewhere in Scotland and following widespread engagement and consultation with key
stakeholders. This service is one aspect of the Angus Mental Health Strategy which has contributed to
a measured shift from bed based to community based services. Current service provision can be
viewed in Appendix 3.
The Angus Health and Social Care Partnership are currently developing the Angus Care Model which
will have multi-disciplinary team working at the heart of care pathways. It aims to support individuals
with the right support at the right time and create the opportunity to integrate care home and
inpatient care to provide the most appropriate step up or step down care, thus preventing
admissions. The review of Care Homes, Inpatient Services, Minor Injury and Illness Units and See and
Treat services have and will continue to inform the development of the Angus Care Model.
4.

DEMOGRAPHICS

Demographics are important to help us to understand the needs of our local people. Having an
understanding of the number of people who may require support informs and shapes the services
which are available and will be required in the future. Demographic information has been gathered
and analysed to inform this improvement plan and to identify local priorities. However, there is no
robust data/evidence available at national or local level in relation to the prevalence of functional
mental illness in later life. Demographic information can be viewed in Appendix 4.
5.

WORKFORCE

The National Clinical Strategy for Scotland acknowledges that quality of services is related to the
quality of our workforce. The strategy describes the need to continue the development of skilled
staff, working effectively in multidisciplinary and multi-organisational settings to deliver excellence in
care (http://www.gov.scot/Resource/0049/00494144.pdf).
This strategy identifies a number of risks that any future workforce must be equipped to manage:
a)
Demographic changes in our population
b)
The changing patterns of illness and disability
c)
The relatively poor health of the population and persisting inequalities in health
d)
The need to manage the skilled workforce in a way that makes best uses of their skills, allows
further changes in roles, and provides sustainable services despite the current recruitment challenges
e)
Financial considerations
f)
Remote and rural challenges
g)
Opportunities from increasing, better, and more joined up use of Information Technology

V14.0 August 18

5

The Angus Health and Social Care Partnership (AHSCP) became operational on 1 April 2016 and a
Strategic Plan was developed, approved and implemented during 2016. The workforce of the
AHSCP includes staff from NHS Tayside, Angus Council, the third and independent sectors, volunteers
and unpaid carers. The AHSCP have developed an Integrated Workforce Plan 2018 – 2020. The plan
covers recruitment and retention of staff and describes objectives which will build sufficient capacity
to ensure a suitable skill mix of staff are available to deliver high quality services to meet an ever
increasing demand.
The Scottish Government has produced a National Health and Social Care Workforce Plan. Many of
the challenges, solutions and recommendations contained in this national plan are reflected locally
in Angus.
There is a national shortage of medical, nursing and Allied Health Professional (AHP) staff both at
training and qualified level. This presents significant difficulty in recruitment and retention especially
in rural areas. There is evidence that staff return to a more acute/urban setting after qualifying.
There is a shortage of social care staff to provide the necessary care to support people to remain in
their own homes.
The Integrated Workforce Plan 2018 – 2020 identifies the challenges and drivers of known and
anticipated pressures affecting demand and supply of the AHSCP workforce. These include:
 The population - The percentage of those over 65 will increase by 53% whilst those in the under
65 age group will decrease by 14%. Those over 75 will almost double in numbers, creating an
increase of 89% in this age group by 2037. There will be an increasing elderly population that
includes a rise in the over 85 age group by 180% in the next 10-15 years.
 Care Homes – A recent Scottish survey identified that approximately 6% of the care home
workforce originates from the European Union. 79% of Care Homes in Scotland are finding it
hard to recruit nurses. The average staff turnover figures continue to rise and they are
currently 22% compared with 15% in 2015.
 General Practitioner Services (G.P’s) – There is a national shortage of G.P’s and a separate
Primary Care Workforce plan will be written in response to the new General Medical Services
contract. NHS Scotland’s Primary Care Workforce planning Framework is expected in 2018.
Other main demographic factors affecting older people’s mental health services include:




A drop in the Tayside population of 4% by 2024.
Increasing prevalence and diagnosis of dementia.
Supply of young people engaging and completing university healthcare professional training.
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Table 8 illustrates the current Age profile of the Older People’s Mental Health Workforce in Angus:
TABLE 8
Age
Range

20 –
29
30 –
39
40 –
49
50 –
59
60+
Total

Registered
Occupational
Therapists

Registered
Nurses

No

No

%

Registered
Medical
staff

% No %

Social
Workers/Care
Managers

Health
Care
Support
Workers/Support
Workers

Psychology
Staff

Total

No

%

No

%

No

%

No

%

0

0%

5

9%

0

0%

1

12.5%

3

3%

1

25%

10

7%

1

50%

11

20%

1

20%

2

25%

11

14%

2

50%

28

18%

1

50%

15

28%

2

40%

2

25%

16

21%

1

25%

37

25%

0

0%

22

41%

2

40%

2

25%

39

51%

0

0%

65

43%

0
2

0%
100%

1
54

2%
100%

0
5

0%
1
100% 8

12.5%
100%

8
77

11%
100%

0
4

0%
10
7%
100% 150 100%

Source: Current Payroll and Staffing Establishment Information from Angus Council and NHS

6.

FINANCIAL CONTEXT

In common with partnerships across Scotland, Angus is confronted with the stark and competing
realities of balancing the needs of the growing population of older people and the tight budgetary
constraints within which the partnership operates. In acknowledgement of this, this improvement
plan will be progressed with a focus on doing things differently within existing resources. This may
include reviewing existing resources, identifying opportunities for service development and
improvement, disinvestment and reinvestment strategies in accordance with current and emerging
needs and priorities and delivering services which meet the needs and outcomes of our population
which are flexible, responsive and sustainable over the medium to long term. This is in line with
national and local strategies with a continuing focus on shifting the balance of care from hospital
based care to community based care.
7.

ENGAGEMENT

This plan and the main priorities for improvement in relation to Older People with Mental Illness in
Angus have been informed by feedback from users of services, carers, local people and
stakeholders. Much of this plan is based on what people have said about how things could be
improved and what would make a difference. People have told us what is important to them
through a variety of engagement activities including focus groups, a survey monkey, community
planning engagement events, locality engagement events and targeted engagement activities.
Engagement will continue to be sustained through a variety of activity to ensure that that local
people and partners have opportunities to work together to improve the lives of older people with
mental illness in Angus and that local improvements and strategic priorities are informed by what is
important to them.
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LOCAL PRIORITIES FOR OLDER PEOPLE WITH MENTAL HEALTH CONDITIONS IN ANGUS

8.

The local priorities identified through engagement activity and informed by analysis of demographic
and workforce data are detailed below:

i.

Improving knowledge and understanding of
mental illness in older people

“The fayre has broken
down the barriers –
people are scared of
dementia and events
like these start the
conversation”

Vision - Older people, carers, professionals
and local communities will be informed
about mental illness that may affect older
people. They will know about local plans
and be involved in contributing to the
design and content of the local plans.

“Freedom – meeting
my friends in a café –
relaxing at home,
planning a holiday
soon.”

Carer

“It is heartening to
see what support is
available in Angus”

Service User

Carer

ii.

“It is absolutely great to
meet people in the same
situation as I am. We are
both relaxed as my
husband is mixing with
people in the same
situation”
Carer

Timely diagnosis and accessible
diagnostic support and treatment

post

Vision - Older people with mental illness and
their carers will know who they should speak
to about a possible diagnosis and what to
expect
throughout that process and
afterwards. After diagnosis, they will be given
the information they need to access the
appropriate support.

“Lots of information
for early diagnosis”
Carer
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iii.

Support for older people, their families, carers and
others involved in providing support
“My dad was given
back his dignity. I felt
the staff really got to
know Dad and took
time to try to help him.”

Vision - Older people with mental illness will feel
accepted, included and supported by their local
community. They will receive the right support, at
the right time, from the right professional. Others
involved will know where to seek advice and
guidance when they are supporting someone with
mental illness.

Carer

[Type a
“I discovered that there is a possibility of
having a holiday close to home with
support for my husband, also that some
support at home might be possible. It is
wonderful and much appreciated.”
Carer

“I booked a memory box
to use with my husband.
We had a lovely afternoon
looking at it.”
Carer

iv.

Improved information sharing between
agencies and professionals

Vision - Older people with mental illness
and their families will feel confident that
information and agreed actions will be
shared and communicated well between
professionals. This will ensure next steps
and planned interventions will be followed
through effectively.

“I have made some great
contacts
………………………………….
And hopefully have sown
the seeds of a couple of
new partnerships.”

“The high quality care and
compassion: the feeling
everyone cared about mum
and wanted the best for her:
honest, clear
communication.”
Carer

Professional
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v.

Planning and support
periods of transition

during

Vision - Older people with mental
illness and their families will be
involved in planning for their own
and/or their family member’s future
and
will
have
confidence
in
professionals to provide appropriate
support during transitions. Good
communication
and
partnership
working between professionals and
families during transitions will take
place.

“That I settle in my care
home and all the care is
continued and all
information has been
passed all about my
needs.”
Carer

“My recovery plan is well in place and I am
pleased to be going home with my personal
tool box of strategies to deal with future
potential anxieties.”
Carer

vi.
“The music café I enjoy,
seeing mum enjoy
herself. I’ve met lots of
new people from all over;
we are a family.”
Carer

Promote recovery,
enablement and physical
and mental wellbeing

Vision - Older people with
mental illness will feel less
isolated and more engaged
with opportunities for physical
and purposeful activity that
can contribute to mental
wellbeing.

“A bit of reaching my
independence and being
and feeling more like
myself – as I used to be.”
Carer

“Getting back to a normal way of life. In time, I hope
to get back golfing with my friends, try to be more
sociable. Help my wife with housework and garden.”
Carer
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vi.

Supporting older people to live
independently

Vision - Older people with mental illness
will feel assisted to plan for their future
and will progress towards the level of
independence that is right for them. They
will feel safe, secure, supported and
cared for. They will have an awareness of
the range of options that are available to
support them.

“Admission handled
sympathetically, given
information; I had a chance to
express my concerns. Care
exemplary, kind and attentive
staff, helping but allowing her
to continue to do what she
could herself. Ongoing
information given to me
readily, review meetings,
discharge and standards.”
Carer

“Staff informed me frequently about
my husband’s condition and
supported me to adjust to the future.”
Carer

vii.
“I am a dementia
champion and
looking to change
the environment in
the ward and looking
to start memory
boxes etc so loads of
ideas from the
Beechill and playlist
for life stands.”

Workforce

Vision – The Angus Health and Social
Care Partnership will have a skilled,
knowledgeable
and
sustainable
workforce which is responsive to
changing needs.

“Being cared for by
skilled, professional
and compassionate
staff. Feeling safe at
all times.
Atmosphere of as
much calm as
possible. Feeling
like an individual.”
Service user

Staff member

An improvement action plan can be viewed in Addendum 1 as an accompaniment to this
document.
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LOCAL AND NATIONAL PRIORITIES

Appendix 1

There are a number of national policy drivers which set out the direction of travel for Older People’s
Mental Health Services. Locally sub groups have already been identified and work is progressing to
meet the national drivers at a local level. Details of these national policies and drivers can be found
at Appendix 2. Some of the main local/national drivers are detailed below:
National Suicide Prevention Strategy
The Scottish Government’s strategy to reduce suicide focuses on 5 key themes of work in
communities and in services. The key themes are: responding to people in distress, talking about
suicide, improving the NHS response to suicide, developing the evidence base, supporting change
and improvement.
http://www.gov.scot/Publications/2013/12/7616
Post Diagnostic Efficiency Access Treatment (HEAT) Target
The standard is to deliver expected rates of dementia diagnosis and that all people newly
diagnosed with dementia to receive a minimum of one year of post-diagnostic support and to have
a person-centred plan in place at the end of that support period. Data systems are under
development.
http://www.gov.scot/About/Performance/scotPerforms/NHSScotlandperformance/Dementia-LDP
Integrated Care Pathway
Integrated care pathways (or ICPs) provide a person-centred, evidence-based framework for
delivery of high quality mental health care. Standards for ICPs for adult and older adult mental
health services were published in 2007. With the publication of standards for ICPs for child and
adolescent mental health services in June 2011, the ICP programme now covers the whole age
spectrum in mental health. The focus of our ICP work for the coming years will be on supporting local
areas to use ICPs as a tool to improve the quality and safety of mental health care.
http://www.healthcareimprovementscotland.org/our_work/mental_health/icps_for_mental_health.a
spx
Health and Social Care Integration
Integration of health and social care is the Scottish Government's programme of reform to improve
services for people who use health and social care services. Integration will ensure that health and
social care provision across Scotland is joined-up and seamless, especially for people with long term
conditions and disabilities, many of whom are older people.
http://www.nhstayside.scot.nhs.uk/OurServicesA-Z/HealthandSocialCareIntegration/index.htm
Angus Carer’s Strategy
The Angus Carers Strategy 2009-2012 provided a framework for the planning and development of
services for carers of all ages in Angus. Through discussions with partners, including carers, there is no
doubt that significant progress was made against the aims and priorities that were set for the period
2009-2012.
http://archive.angus.gov.uk/ac/documents/socialwork/AngusCarersStrategy2013-16
Promoting Excellence
In June 2010, the Scottish Government launched Scotland's National Dementia Strategy. NHS
Education for Scotland (NES) and the Scottish Social Services Council (SSSC) then developed
Promoting Excellence: A framework for health and social services staff working with people with dementia,
their families and carers to support delivery of the aspirations and change actions outlined in the strategy.
http://www.gov.scot/Publications/2011/05/31085332/2
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Improving the care for older people – Use of 4AT
In collaboration with the Scottish Delirium Association, NHS Education for Scotland and colleagues
across NHS Scotland, we have developed a range of tools and resources for healthcare
professionals to help you to improve the identification and immediate management of delirium in
your clinical setting.
http://www.healthcareimprovementscotland.org/our_work/person_centred_care/opac_improveme
nt_programme/delirium_toolkit.aspx
Scottish Patient Safety Programme
The Scottish Patient Safety Programme (SPSP) is a unique national initiative that aims to improve the
safety and reliability of healthcare and reduce harm, whenever care is delivered. From an initial
focus on acute hospitals, our work now includes safety improvement programmes for the following
areas:
•
Acute adult
•
HAI
•
Maternity and children
•
Medicines
•
Mental health
•
Primary care
http://www.scottishpatientsafetyprogramme.scot.nhs.uk/
Scotland's National Dementia Strategy 2017-2020
This is Scotland’s third National Dementia Strategy. It builds on our progress over the last ten years in
transforming services and improving outcomes for people with dementia and their families and
carers.
http://www.gov.scot/dementiastrategy
Standards of Care for Dementia in Scotland
These standards relate to everyone with a diagnosis of dementia in Scotland regardless of where
they live, their age, the supports they receive or the severity of their illness. This includes younger
people, people with a learning disability and people with rare types of dementia. They apply to
people living in their own homes, care homes or hospitals, especially general hospitals. For all the
standards, we have given guidance about how they can be measured. These standards have been
developed to help people with dementia and their carers understand their rights, and how these
rights can help make sure that they receive the support they need to stay well, safe and listened to.
http://www.gov.scot/Publications/2011/05/31085414/0
Mental Health Strategy 2017 - 2027
The vision for the Mental Health Strategy is of a Scotland where people can get the right help at the
right time, expect recovery, and fully enjoy their rights, free from discrimination and stigma. The
strategy aims to prevent and treat mental health problems with the same commitment, passion and
drive as we do with physical health problems. This means working to improve Prevention and early
intervention, access to treatment, and joined up accessible services, the physical wellbeing of
people with mental health problems, rights, information use, and planning.
http://www.gov.scot/Resource/0051/00516047.pdf
Functional Standards – Older People’s Mental Health - Community
These are standards which are set out for professionals of any discipline working with older people in
the community who have a range of functional mental health illness. These standards are in place to
ensure that people receive consistently high standards of care and that this is measurable within
working practices. This is in line with current national and local standards and best practice
guidelines.
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NHS Tayside Dementia Diagnosis Pathway for Primary Care
This pathway has been designed to be used by Primary Care when a patient is suspected of
developing dementia. It is also very much intended to simplify the referrals process for Primary Care
across Tayside and to offer a clear journey so all professionals, patients and carers alike know what is
expected when they enter the Suspected Dementia Pathway.
Transition Pathway for older people’s mental health
There is currently a pathway which is being trialled across Tayside which sets out key principles
around transitions. By transitions we mean when there is a transfer of carer responsibility from one
service or area to another e.g. General adult psychiatry to older people’s mental health, or hospital
to community. The aim of this trial is to provide consistency for individuals during a transfer and
ensure that communication is effective across both services.
Historically the focus of development within Angus Council and the NHS for older people’s mental
health has tended to focus on dementia – in response to the strong national drivers. Within the
partnership there is a renewed focus on functional mental illness that affects older people such as
depression/anxiety, bipolar disorder and schizophrenia. This has been influenced by national drivers
and emerging issues such as low rates of diagnosis of depression in older people and the transition
from adult services to older people’s services for those with chronic and enduring mental illness. The
plan will ensure that future developments will focus on both dementia and functional illness informed
by needs assessment and demographic trend information.
At both national and local level, evidence based performance information and data collection has
focussed on dementia in the past. There is a lack of information in relation to functional mental illness
in older people to understand and inform local priorities and emerging issues. Current influencing
factors which may contribute to how services are delivered for older people are:
•
•
•
•
•

In- patient Review – comprehensive reviews of in-patient facilities in Angus hospitals.
Care Home Review – a review of the provision which Care Homes in Angus currently provides.
Care Management and Community Nursing Review – a review to integrate the roles and
responsibilities of these professions.
Dementia Standards Working Group -Standards which have been developed to help people
with dementia and their carers understand their rights. There is a working group in place to
implement the standards within Angus.
Review of Supported Accommodation – to ensure that there is a model of care in place to
support the needs of people living in the community.

The Angus Health and Social Care Partnership are reviewing current services to ensure that they are
suitable and sustainable to meet the changing needs of older people.
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NATIONAL POLICY DRIVERS

APPENDIX 2

Charter of Rights for People with Dementia and their Carers, Scottish Parliament’s Cross Party
Group, 2009 www.dementiarights.org/ Sets out the rights for people with dementia and their
carers.
 Delirium: Diagnosis, prevalence and management, NICE 2010
www.nice.org.uk/guidance/cg103/resources/guidance-delirium-pdf
 Delivering for Mental Health – the mental health delivery plan for Scotland sets out targets and
commitments for the development of mental health services in Scotland.
www.gov.scot/Publications/2006/11/30164829/0


Health and Social Care Integration (HSCI) - New legislation, in the form of the Public Bodies
(Joint Working) (Scotland) Act 2014, came into force on 1 April 2014. The Act requires all
Health Boards and Local Authorities to integrate their health and social care services for
adults. This integration will ensure that services are better coordinated for all patients and
users. www.gov.scot/Topics/Health/Policy/Adult-Health-SocialCare-Integration

 Integrated Care Pathways for Mental Health – provide person centred, evidence based
framework for the delivery of high quality mental health care. Scottish Government Dec 2007
http://www.healthcareimprovementscotland.org/our_work/mental_health/icps_for_mental_h
ealth.aspx
 Leading

Better

Care,

Scottish

Government,

June

2008

www.gov.scot/Publications/2008/05/30104057/0 - sets out the role of the Senior Charge Nurse in in

patient care and their responsibilities.


National Health and Wellbeing Outcomes - The National Health and Wellbeing Outcomes are
high-level statements of what health and social care partners are attempting to achieve
through integration and ultimately through the pursuit of quality improvement across health
and social care. www.gov.scot/Topics/Health/Policy/Adult-Health-SocialCare-Integration/Outcomes

 National Health and Wellbeing Indictors – A core suite of indicators which will measure
progress
towards
the
National
Health
and
Wellbeing
Outcomes.
www.gov.scot/Topics/Health/Policy/Adult-Health-SocialCare-Integration/Outcomes/Indicators

 National Suicide Prevention Strategy – The Scottish Governments Suicide Prevention Strategy
sets out key areas of work which will continue to reduce the numbers of suicide.
www.gov.scot/Publications/2013/12/7616

 Patient Safety Programme - The Scottish Patient Safety Programme (SPSP) is a unique national
initiative that aims to improve the safety and reliability of healthcare and reduce harm,
whenever care is delivered. www.scottishpatientsafetyprogramme.scot.nhs.uk/
 Promoting Excellence - A framework for all health and social services staff working with people
with dementia, their families and carers, Scottish Government, June 2011
www.gov.scot/Resource/Doc/350174/0117211.pd


Post Diagnostic Efficiency Access Treatment (HEAT) Target - ‘To deliver expected rates of
dementia diagnosis and by 2015/16, all people newly diagnosed with dementia will have a
minimum of a year’s worth of post-diagnostic support coordinated by a link worker, including
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the building of a person-centred support plan’ April 2013 www.isdscotland.org/Healthtopics/Mental-Health/Dementia-Post-diagnostic-Support-target

 Releasing Time to Care – a national strategy within health designed to ensure efficiency and
streamlined, organised and structured care and environments.

 Reshaping Care for Older People - A Programme for Change 2011 – 2021 is a Scottish
Government initiative aimed at improving services for older people by shifting care towards
anticipatory
care
and
prevention.
www.gov.scot/Topics/Health/Support-SocialCare/Support/Older-People/ReshapingCare


Scotland’s

National

Dementia

Strategy

2013-16,

Scottish

Government,

May

2013

www.gov.scot/Resource/0042/00423472.pdf

 Commitment 10 - We will develop and deliver a 3-year National Action Plan to improve care
in acute general hospitals.
 Commitment 11 - We will set out plans for extending the work on quality of care in general
hospitals to other hospitals and NHS settings.
 Commitment 13 - We will finalise and implement a national commitment on the prescribing of
psychoactive medications, as part of ensuring that such medication is used only where there
is no appropriate alternative and where there is clear benefit to the person receiving the
medication.
 Scottish Electro Convulsive Therapy (ECT) Accreditation Network Standards, Scottish ECT
Accreditation Network (SEAN), Revised February 2014 www.sean.org.uk/docs/SEAN-Standards150818.pdf - sets out key person centred and safety standards for delivering ECT as a
therapeutic intervention/treatment.


Scottish Recovery Indicator - The Scottish Recovery Indicator (SRI) is a service development
tool that can be used by anyone interested in developing recovery focused services. NHS
Tayside has endorsed this tool to measure and improve recovery focused services across
mental health. www.sri2.net/

 Self-Directed Support (SDS) - The national strategy for Self-directed Support was launched on
23 November 2010. It sets out a 10 year vision which aims to give people more choice and
control
over
their
health
and
social
care
support.
www.gov.scot/Resource/Doc/329971/0106962.pdf

 Scottish Government – Creating a Tobacco Free Generation – aims for Scotland to be
Tobacco free by 2034 and sets a requirement for all NHS Boards in Scotland to ensure that
their premises and grounds are smoke free by march 2015. Following consultation Mental
Health – who were initially exempt from this – are no required to comply and be smoke free in
all inpatient areas by October 2017. www.gov.scot/publications/2013/03/3766
 Standards of Care for Dementia in Scotland - Action to support the change programme,
Scotland’s
National
Dementia
Strategy,
Scottish
Government,
June
2011
www.gov.scot/Resource/Doc/350188/0117212.pdf This document sets out the 5 standards of care for
dementia in Scotland which each partnership should deliver as a minimum.
 The Social Care (Self-directed Support) (Scotland) Act 2013 - The Act came into force on 01
April 2014 and places a duty on local authority social work departments to offer people who
V14.0 August 18
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are eligible for social care a range of choices over how they receive their social care and
support. www.selfdirectedsupportscotland.org.uk/
 20 20 Vision – everyone is able to live longer healthier lives at home, or in a homely setting.
Scottish Government, September 2011 www.gov.scot/Topics/Health/Policy/2020-Vision


5 Pillars Model - The 5 Pillars Model provides a framework for people living with dementia, their
families and carers with the tools, connections, resources and plans to allow them to live as
well
as
possible
with
dementia
and
prepare
for
the
future
www.alzscot.org/campaigning/five_pillars

 8 Pillars Model - The 8 Pillars Model of Community Support sets out an integrated and
comprehensive, evidence-based approach to supporting people with dementia living at
home
during
the
moderate
to
severe
stages
of
the
illness
www.alzscot.org/campaigning/eight_pillars_model_of_community_support
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APPENDIX 3
CURRENT PROVISION OF SERVICES WITHIN THE PARTNERSHIP FOR OLDER PEOPLE WITH MENTAL ILLNESS
 In Patient Units within Angus
Dementia – 22 admission and assessment beds across two sites
Functional – 13 admission and assessment beds on one site
 Dementia Liaison Team (DLT) – a team of registered mental health nurses who work with Care
Homes offering specific assessments and therapeutic treatment and interventions to help
service users to remain in a care home setting. They can access pharmacy, psychology and
consultant psychiatric services. They also work with non-psychiatric inpatient units offering
specific assessments and therapeutic treatment and interventions to support the staff and the
service user during their hospital stay. They work with psychiatry inpatient units to aid the
transition from hospital to care home.
 Post Diagnostic Service (PDS) - A multi-disciplinary team consisting of Post Diagnostic
Dementia Practitioners and support workers provide a minimum of 12 months post diagnostic
support tailored to the individual diagnosed and their family. The team use the Alzheimer’s
Scotland 5 pillar model to support the individual and their family to live well l with dementia.
This includes advance and peer plans and community support.
Diagram 3
Diagram 3 illustrates the Alzheimer’s Scotland 5 pillar model.
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 Community Mental Health Team (CMHT) for Older People – There are 3 teams covering the
localities
of
Brechin/Montrose,
Forfar/Kirriemuir/South
West
Angus
and
Arbroath/Carnoustie/Monifieth. These teams work with Older People with mental illness,
providing assessment and treatment for both functional illness and Dementia. The CMHT will
work will people with dementia to assist with diagnosis and/or where there are complex issues
such as: risk, non-engagement with services, distress impacting on behaviour or carer distress.
The CMHT also work with people with a functional illness which requires assessment and
intensive intervention or where there are significant risks to the individual from their mental
health issues.
The CMHT’s work on a 1 – 1 or group basis within each locality team providing a range of
intervention based on local need.
 Psychological Services – This is a Tayside wide service with dedicated input into Angus,
Dundee and Perth & Kinross. The service offers psychological assessment and treatment and
supports carers, support staff and other professionals. Psychology services are part of multidisciplinary teams within Angus - working with Community Mental Health teams, PDS and DLT
and in patient services. Within Angus, highly specialised psychological therapy services are
provided for:
-

Individuals aged 65 years and over with mental health problems such as anxiety and
depressive disorders, complex loss, behavioural difficulties and family/carer problems.
People of any age with dementia.
People with psychological problems who have also had a stroke.

 Specialist Dementia Day Care –Dementia Day care is offered at 3 sites across Angus. The
staffing levels within dementia day care reflect the needs of people with dementia and
provide a stimulating environment and sensitive support.
 High Dependency Unit (HDU) – Within Angus there are HDU’s within residential care homes.
These are aimed at meeting the needs of older people with very high social care needs
including people with advanced dementia where there is distress impacting on behaviour.
 Accommodation/Other Services – across Angus there are also a number of services that older
people with mental illness can access, for example –
- supported housing
- home care
- care homes
- enablement
- older people’s assessment and care management team
- technology enabled care
- Primary care
- Community Hospitals
- Medicine for the Elderly inpatient units
- Allied Health Professionals
- Occupational and physiotherapy
- Community Nursing
Older people with mental illness can also access a range of voluntary and independent
services such as:
-

Voluntary drivers
Angus Care and Repair
Independent Advocacy
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-

Alzheimer’s Scotland
Carers Support
Peer Support
Volunteers
Housing Support
A range of services and support provided by local communities
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APPENDIX 4
DEMOGRAPHICS
Table 1 illustrates the numbers of people with dementia broken down by age, in Scotland and
Angus. Alzheimer Scotland reported the following statistics within Scotland in 2015:

Scotland
Angus

Table 1
Number of people with Number who are under Number who are over 65 years old
dementia
65 years old
90,000
3,200
86,800
2,329
71
2,258

Source: Scottish Government

Table 2 illustrates that based on the prevalence rates of dementia (%) given by EurocoDem and
Harvey studies, Alzheimer Scotland predicts a steady rise in these numbers year on year. These
figures are published as prevalence rates but they only show how good we are at identifying
dementia rather than the actual prevalence. There is no way to determine what percentage of
actual prevalence has been identified. There may be wide variations in the actual prevalence from
the EuroDem average rates.
Within Angus, the data has been sourced from dementia registers. These are registers held by each
GP practice, and all people newly diagnosed are added to this.
Table 2
Prevalence percentage increase with age of dementia
Male 60 – 64
Female 60 – 64
Male 85 – 89
0.2%
0.9%
20.9%

Female 85 - 89
28.5%

Source: Summary Report Dementia PDS Jan 17

Tables 3 and 4 and diagrams 1 and 2 illustrates the changing population age demographics in
Angus and in Scotland.
Table 3
This table shows the change in the population age demographics in Angus
Year
18 - 30
31 - 44
45 - 64
65 - 74
75 - 84
85+
2012
16100
19389
33696
13139
8065
3031
2013
16067
19156
33483
13692
8163
3121
2014
16087
18920
33565
14156
8303
3186
2015
16175
18669
33640
14412
8428
3237
2016
16122
18371
33506
14726
8399
3362
Source: National Records of Scotland (Mid Year Population Estimates)

Table 4
This table shows the change in the population age demographics in Scotland
Year
18 - 30
31 - 44
45 - 64
65 - 74
75 - 84
2012
921921
970854
1456892
507288
309226
2013
921441
960454
1463984
522302
313868
2014
921963
951713
1472776
535212
318857
2015
930648
947329
1480929
545281
321910
2016
937034
945738
1491315
556543
323264
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85+
109227
110728
114381
115807
119045
21

Source: National Records of Scotland (Mid Year Population Estimates)

Diagrams 1 and 2

Diagrams 1 and 2 show the mid-year population estimates for Angus (Top) and Scotland (bottom)
over 2012 to 2016. Angus trend is similar to that of Scotland except the age group 45 – 64 where
Scotland’s population is increasing in that area but not in Angus as its flat lined over the 5 years.
Data available from ISD and ScotPHO evidences that many people are now living longer with
multiple conditions. Data also demonstrates the increase in people living with mental health issues
and multiple long term conditions such as chronic heart disease, diabetes, respiratory issues, pain
management and arthritis.
That data also tells us there have been significant improvements in physical health care and selfmanagement of conditions.
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Table 5 illustrates the data around diagnosis of dementia and provision of post diagnostic support in
Angus since 2013
Financial Year
April – March
(1, 2)

No of patients
referred for
PDS

PDS
completed (3)

Table 5
PDS
stopped Compliance
PDS
not
due
to with
PDS
successfully
uncontrollable
Completion (5)
completed
circumstances (4)

2013/14 (1)

189

148

23

18

87.8%

2014/15 (2)

187

143

12

62

93.6%

2015/16 (2)

210

135

39

32

81.4%

2016/17 (2)

270

220

1

36

99.6%

2017/18

213

194

0

49

100.0%

(1)
(2)
(3)
(4)

Source: Summary Report Dementia PDS Mar 17
Source: Summary Report Dementia PDS Mar 18
Number of patients referred, minus number with PDS not completed, minus not complete due to uncontrollable circumstances
Uncontrollable circumstances included the patient moving to a different NHS Board or the patient dying within the twelve month
period of their treatment

(5)

^ Number of patients completing PDS plus Number of patients stopped due to uncontrollable circumstances
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REPORTING STRUCTURE

APPENDIX 5

Links to Angus Care Model





Care Home Review
In Patient Review
MIIU/See and Treat
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