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Introduction
The Angus Health and Social Care Partnership (AHSCP) set out the vision for change and
improvement in its Strategic Commissioning Plan 2018-22. The purpose of this Annual
Performance Report is to show progress against the four priorities set out in the Angus Health and
Social Care Partnership’s Strategic Commissioning Plan and three further performance areas. The
four priorities of our Strategic Commissioning Plan aim to deliver the nine national health and
wellbeing outcomes. Our performance in relation to the national outcomes will be set out in
relation to our four strategic priorities and three performance areas (Figure 1). The relationship
between our strategic priorities, the national outcomes and the national core indicators is set out
in Table 2. 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. The report does not cover all hosted services but includes information in relation to
Accident and Emergency and Adult Mental Health Inpatient Services.
The Strategic Priorities
Angus Health and Social Care Partnership (AHSCP) is committed to placing individuals and
communities at the centre of service planning and delivery in order to deliver person-centred
outcomes. The Partnership is focused upon improving the long term health of its population,
providing timely health and social care interventions when needed, and ensuring that such
interventions give the best outcomes for our service users and their carers. 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 person’s own
home and community. The Strategic Commissioning Plan set out this ambition through four
strategic priorities.
Figure 1
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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 IJB in line with
increased demand. Using the current resource framework as efficiently and effectively as
possible is essential. The Strategic Commissioning Plan identified a number of areas of efficiency,
and the shift in the balance of care required.
Review of the Strategic Commissioning Plan
During 2020/21 staff were redeployed to focus on the support required across all operational
services and additional national reporting requirements due to the COVID-19 pandemic. Progress
on the delivery of the 2019-22 Strategic Plan during 2020-21 was therefore delayed due to the
loss of key improvement and development staff and the focus of operational managers essential
to the delivery of the strategic plan key. A review of progress conducted in the development of
this annual report has led to a decision to extend the current Strategic Plan until 2023 to enable
progress to catch up during the recovery stage of the pandemic. There were some areas of
improvement that were delivered quicker than planned, these areas are explored throughout
this report.
The Adult Social Care independent review was published on the 3 February 2021 which includes
several recommendations. Whilst the parliamentary process continues, we will maintain a
watching brief on the progress of the recommendations to determine how these might influence
future priorities and service delivery in adult care over the next few years.
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Involvement and Engagement
Communication and engagement is recognised as a priority area for the effective delivery of
the Partnership’s strategic plan. Not only does Angus HSCP seek to meet its legal duty to consult
and engage with its population, but we aspire to keep people at the heart of everything we do.
Furthermore, an efficient communications function is viewed as a key part of the Partnership’s
Remobilisation Plan following the COVID-19 pandemic. The Angus HSCP Communication and
Engagement Plan was refreshed and approved in October 2020. The objectives as defined in
that plan are to:
• Increase awareness, understanding and reputation of Angus HSCP
• Our workforce and people who access health and social care services, families, unpaid
carers and the public are involved in shaping health and care proposals and plans.
• Empower people to improve their health and wellbeing.
• Make the most of digital information by enhancing our digital presence and increasing
the number of people engaging with us through our digital platforms
• Prioritise communications and engagement to break down health inequalities.
• Improve the way we use feedback, including compliments and complaints
In March 2021, Scottish Government and COSLA published updated community engagement
and participation guidance Planning with People. The guidance is designed to support NHS
Boards, Integration Joint Boards and Local Authorities to deliver their existing statutory duties for
engagement and public involvement. In recognising the good work that is taking place, the
guidance is designed to complement and strengthen organisations’ existing engagement plans
and strategies. Since the formal establishment of the Angus IJB in 2016, the Partnership’s
communication and engagement activities continue to be supported by the NHS Tayside and
Angus Council communication teams. Angus HSCP also works closely with Voluntary Action
Angus and Healthcare Improvement Scotland-Community Engagement Team (HIS-CE).
It is important to note that our recent engagement and communication activities have been
heavily influenced by the COVID-19 pandemic. Despite significant challenges, throughout
2020/21 we have continued to listen, engage and involve people which have ensured that their
insights and experiences have influenced service change.
Information that is provided is used in the further improvement of those services. Activities have
included:
•
•

•
•

Integration Matters, the Partnership’s quarterly newsletter, continues to showcase a range
of services across the partnership.
The Chief Officer continues to issue regular messages to staff and partnership
organisations on a variety of topics. This includes recognition of the invaluable
contribution made by our workforce and partners and also acknowledges the
importance of staff wellbeing during these challenging times.
The Chief Officer also issues messages to the public via Facebook, Twitter and the Angus
HSCP website. Angus HSCP also joined Instagram in May 2021.
The Angus HSCP Facebook page continues to provide regular updates on a wide range
of topics, especially in relation to COVID-19. At the end of September 2021 our Facebook
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•

•

•

•

•

•

•

•

•

page had 3213 followers. This is a 28% increase compared to the same period last year. •
It is important that we continue to encourage appropriate health promotion behaviour
and we have supported over 30 regional and national information and awareness
campaigns on our social media platforms.
The Angus Health & Social Care Partnership Adult Palliative and End of Life Care (PEOLC)
Plan published in 2019. Outcome six in the plan proposes that the people of Angus should
be enabled to be more informed and comfortable with their responses to death, dying
and bereavement. The Senior Nurse for Palliative Care developed a course for the public.
Due to the pandemic restrictions the format of the course was changed from face to
face to a virtual delivery. The course was delivered over 2 hours on four consecutive
evenings. Plans are underway to deliver another course in January 2022.
Angus HSCP Website moved to a new server in August 2021. As a result the operability of
the website has been improved and work is ongoing to redesign the content. Between
01 October 2020 and 30 September 2021 there were 13,553 visitors to the website. This is
a 22% increase compared to the same period for 2019/20.
We continue to send out feedback questionnaires twice a year to people supported by
enablement and response services, residents of Angus HSCP care homes and supported
accommodation. Service users of community meals and community alarm are invited to
provide feedback once a year which inform improvements.
Induction Guides. Induction guides for IJB and Strategic Planning Group members and
HSCP staff have been produced. The purpose being to orientate members and staff
regarding a variety of roles and responsibilities and to provide an overview of Angus HSCP.
Angus HSCP launched its new intranet sit in July 2021. This will continue to grow over the
next 12 months to be the online home for all staff working within the Partnership including:
➢ NHS staff working in Partnership services in Angus
➢ NHS Staff working in hosted services including primary care
➢ Angus Council staff working in Partnership services
➢ Key service providers and other partner organisations
The Intranet will compliment NHS Tayside StaffNet and Angus Council Intranet sites,
providing an integrated space for Partnership documents, news, resources, and
multiagency collaboration.
At the height of the pandemic Angus HSCP provided a weekly COVID-19 update for IJB
voting members which provided a high-level summary of Angus HSCP’s response to the
pandemic.
Communication Guidance. It is a requirement of the Equality Act 2010 that information
is provided in an accessible format to suit the needs of all people who may be accessing
information. Guidance has been produced containing communication hints and tips for
Partnership staff to improve the accessibility of communications, including advice as to
how to produce documents in different languages and alternative formats such as
Braille, Easy Read, Audio (CD) and British Sign Language.
Media Relations. We undertake both proactive and reactive media management. We
regularly welcome members of the media to IJB meetings, respond quickly to media
enquiries when received and employ proactive media engagement as often as possible.
Angus HSCP is a member of the Tayside Mental Health and Wellbeing Communication
and Engagement Subgroup with supports the Listen, Learn, Change 4 action plan for
mental health services in Tayside in response to the ‘Trust and Respect’ independent
inquiry report. This includes and evaluation of:6

•

➢ Enhanced Community Support for Community Mental Health Services in the
North East Locality. The aim is to ensure that the person is directed to the most
appropriate support quickly and efficiently. The feedback thus far has been
extremely positive and is improving the patient pathway and joint working across
services with all agencies working together to promote recovery, treatment and
support opportunities.
➢ Seven Day Working. The extended Community Mental Health Team
commenced working 7 days on the 17th April 2021 within the North localities.
Feedback indicates that this service is beneficial in supporting people to remain
in their community, reducing admissions, and enabling earlier discharge from
hospital. This has been further rolled out to the South localities from the end of
September 2021.
An information leaflet has been prepared for all care home staff to support their health
and wellbeing and signpost to range of evidence-based resources. This will be adapted
so all partnership staff know how to access health and wellbeing support.

Planned Engagement Activity for 2021/22
•

▪

▪
▪

▪

Care Opinion. Angus HSCP is committed to hearing people’s and families’ experiences
and using that to improve. Care Opinion is the UK's leading independent, non-profit
feedback website which enables people to share their stories and suggest how their
experiences could have been better. NHS Tayside have a licence to use and promote
Care Opinion however any health or social care activity delegated to a Health and
Social Care Partnership (HSCP) is not covered by the NHS Tayside licence. Angus HSCP
has successfully negotiated a free 12-month trial of Care Opinion, utilizing NHS Tayside’s
licence. Work to promote Care Opinion in Angus commenced in April 2021. To date we
have received 34 stories which cover areas (limited to health services in the first instance)
included in the test if change are:
➢ Community Hospitals
➢ Community Physiotherapy
➢ District Nursing
➢ Minor Injury and Illness Units (MIIU).
Homeless Review – support needs assessment: Starting in October 2021, structured
interviews will take place with homeless applicants (people who have been assessed as
being homeless by Housing and have at least one support need) to gather their
feedback. Data will be used to develop and deliver support service provision for
homeless people with complex needs.
Public engagement sessions are being planned for November 2021 linked to Phase 2 of
the Angus inpatient bed review for Medicine for the Elderly and Psychiatry of Old Age.
Angus HSCP Drug and Alcohol Partnership has contributed to the development of a short
animation, to be launched in January 2022, which aims to raise awareness of the impact
of language on people who experience substance user challenges. This is part of a
number of local key developments to ensure that people who present with coexisting
conditions are supported to engage with the right services. This is in line with Action 27
and 28 of the Mental Health Strategy 217 – 2027.
Angus HSCP is working with Police Scotland and colleagues from across Tayside to plan
the Tayside launch of the Herbert Protocol. This is an information gathering tool to assist
7

▪

▪
▪

the police to find a person living with dementia, who has been reported missing, as
quickly as possible.
Explore the opportunity to create Angus HSCP User Voice Network to augment the voice
of service users within all engagement activities. This would also complement the Angus
Carer Voice Network.
Engagement with unpaid carers about their experiences of using adult carer support
plans.
We will continue to progress engagement work to support the Living Life Well Mental
Health and Wellbeing Implementation Plan for Angus. The Tayside Living Life Well strategy
is a life course model and is a whole system approach to meeting the mental health and
physical health needs of people with a mental health disorder. The Living Life Well
strategy aims to improve the pathway for mental health and wellbeing both in Angus
and across Tayside. Improvements are being developed through Tayside Listen Learn
Change working groups and through local mental health and wellbeing networks. For
example, in 2022 we will commence a review of the Angus 7-day Adult Community
Mental Health Service which will include engagement with staff and users of the service.
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ANGUS PERFORMANCE SUMMARY
What we have achieved in 2020-21
•

•

•

•

•

•

•

•
•

A new Third Sector initiative, “Angus Connect” was created in Angus between Angus
Health and Social Care Partnership (AHSCP), Voluntary Action Angus (VAA) and other
partner agencies. Angus Connect brought organisations together in order to help build
capacity within the third sector as well as actively promote the sector whilst it continued
supporting communities. This new initiative helped to successfully reach people most in
need of support and ensure no one fell through the gaps.
By mid March 2020 AHSCP had a Covid-19 mobilisation, implementation and financial
plan in place. This allowed for example, the funding provided by AHSCP to Voluntary
Action Angus to be redeployed temporarily to ensure that a widespread volunteering
support programme could be put in place to assist with tasks such as shopping and
provision of a telephone befriending service for those who could not leave their home.
The plan ensured that day care providers were able to offer home based visiting support
and that care at home providers worked together so that all planned care was delivered.
Following the establishment of the Complex and Co-existing Conditions Panel in 2019, a
review and evaluation of the process and panel objectives is underway to ensure the
panel continues to provide a strong, effective integrated and collaborative partnership
forum that will improve provision, opportunity and health and wellbeing outcomes for
adults with complex and co-existing conditions in Angus. This review is due to be
completed by the middle of 2021.
The AHSCP has developed, jointly with Children, Family and Justice service, a Transitions
Group to progress improvement work, recognising that an area of risk for some vulnerable
young people arises when they transition from children’s services to adult services. Work
has focused on the connection between child protection and adult protection, the
Learning Disability Transitions protocol, the development of a Complex and Co-existing
Conditions Case Panel, and support to vulnerable care leavers as they enter adulthood.
At the start of 2021 a service mapping and gap analysis exercise was started which will
inform us of required improvement actions in the areas of transitions.
Since July 2020 Health and Wellbeing Peer Support workers and Social Prescribers have
been based in 16 GP surgeries across Angus. 285 hours per week of mental health and
wellbeing peer support are now being delivered across every GP Practice in Angus.
Monifieth Integrated care was established as a new model for integrated working around
GP practice. This has brought together health and social care staff in a shared base within
GP practice to improve multi-disciplinary working with the aim of improving outcomes for
individuals.
Good progress has been made with the learning disability improvement programme,
focussed on actions to mitigate the current and future challenges facing the service to
meet the growing pressures of demand in a sustainable way from limited resources.
A new Carer’s Emergency Plan for unpaid carers has been introduced and the Carer
Emergency Card has been relaunched.
Guidance has been developed to support people employing Personal Assistants via Self
Directed Support (SDS) to manage the challenges presented by Covid-19. Guidance has
9

•

•
•

also been developed for practitioners where SDS support package for individuals has
been impacted by Covid-19.
Continued to perform well in relation to delayed discharge performance using a personcentred approach to supporting people during 2020/21 meant we met all three targets
and are now Scotland’s second-best performer.
Rapid transfer of staff to develop and operate a PPE Hub for Angus to provide PPE across
the partnership.
In partnership with the Third Sector we have expanded advocacy support for children and
families using social work services including care experienced children, young people and
those involved in child protection processes. This sits alongside Children’s Hearing
advocacy giving choice as well as providing flexibility so advocacy in Angus is relationship
based, children can remain with the same advocate for as long as they need that support.
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Table 1 – Relationship between Angus Strategic Priorities, the National Wellbeing Outcomes and the National Core Performance Indicators
Angus Strategic Priorities
and Performance Areas

Priority 1
Improving health, wellbeing
and independence

Priority 2
Supporting Care needs at
Home
Priority 3
Developing integrated and
enhanced primary care and
community responses

Priority 4
Improving Integrated care
pathways for priorities in
care

National Wellbeing outcomes

National Core
Performance
Indicators

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.
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.
11

NI-11
NI-16
NI-1
NI-8

NI-18
NI-15
NI-6
NI-12
NI-13
NI-14
NI-21 (data not
available)
NI-22 (data not
available)

NI-19

Performance Area 1
Managing our workforce

Performance Area 2
Clinical and Care
Governance

Performance Area 3
Managing our resources

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.

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

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.
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NI-10 (data not
available)
NI-17
NI-2
NI-3
NI-4
NI-5
NI-7
NI-9
NI-20
NI-23 (data not
available)

Table 2 – Angus HSCP performance against national and local integration indicators
Indicator

2017/18

Title

Angus

2019/20

Scotland

Angus

Scotland

RAG
Status

Percentage of adults able to look after their
94.7%
93.0%
93.5%
92.9%
G
health very well or quite well
Percentage of adults supported at home
NI-2* who agreed that they are supported to live
76.1%
81.0%
84.4%
80.8%
G
as independently as possible
Percentage of adults supported at home
NI-3* who agreed that they had a say in how
70.6%
76.0%
82.0%
75.4%
G
their help, care, or support was provided
Percentage of adults supported at home
NI-4* who agreed that their health and social care
71.1%
74.0%
79.6%
73.5%
G
services seemed to be well co-ordinated
Total % of adults receiving any care or
NI-5*
76.5%
80.0%
85.3%
80.2%
G
support who rated it as excellent or good
Percentage of people with positive
NI-6 experience of the care provided by their GP
77.7%
83.0%
75.8%
78.7%
A
practice
Percentage of adults supported at home
who agree that their services and support
NI-7*
77.0%
80.0%
85.6%
80.0%
G
had an impact on improving or maintaining
their quality of life
Total combined % carers who feel supported
NI-8
34.0%
37.0%
34.9%
34.3%
G
to continue in their caring role
Percentage of adults supported at home
NI-9*
79.6%
83.0%
89.5%
82.8%
G
who agreed they felt safe
* Figures for 2019/20 for indicators 2, 3, 4, 5, 7 and 9 are not directly comparable to figures in previous years due to
changes in methodology

Outcome Indicators (Measured bi-annually)

NI-1

Title

NI-11

Premature mortality rate per 100,000 persons
Emergency admission rate (per 100,000
population)
Emergency bed day rate (per 100,000
population)
Readmission to hospital within 28 days (per
1,000 population)
Proportion of last 6 months of life spent at
home or in a community setting
Falls rate per 1,000 population aged 65+
Proportion of care services graded 'good' (4)
or better in Care Inspectorate
inspections
Percentage of adults with intensive care
needs receiving care at home
Number of days people aged 75+ spend in
hospital when they are ready to be
discharged (per 1,000 population)
Percentage of health and care resource
spent on hospital stays where the patient
was admitted in an emergency

NI-12
NI-13
NI-14

Data Indicators

2019/20

Indicator

NI-15
NI-16
NI-17
NI-18
Ni-19

NI-20
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2020/21

Angus

Scotland

Angus

Scotland

RAG
Status

375

426

371

457

G

11,040

12,524

9,724

11,111

G

96,030

118,607

83,263

102,961

G

109

105

120

115

A

91.8%

88.4%

92.9%

90.0%

G

25.0

22.8

23.4

21.7

A

79.3%

81.8%

83.5%

82.5%

G

55.6%

63.0%

58.0%

62.9%

G

252

774

242

488

G

23.0%

24.1%

19.9%

21.2%

G

Local
Indicators

Indicator

2019/20

Title

Angus

Scotland

2020/21
Angus

Scotland

RAG
Status

LI-24

Personal care hours rate per 1,000 18+

5,382

6,246

-

LI-25

Care home nights rate per 1,000 65+

9,663

9,630

G

RAG scoring based on the following criteria
G

Angus is performing well against the Scottish average

A

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

R

Angus has greater room for improvement against the Scottish average
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Table 3 – Ministerial Steering Group (MSG) Indicators
Each year HSCP performance is considered by the Ministerial Strategic Group, a joint group of
MSPs and representatives from CoSLA who are charged with considering the progress made
through the integration of health and social care. These performance measure are published by
Public Health Scotland who work with HSCPs to establish targets for improvement for these
measures each year. The table below shows Angus HSCP performance against the MSG
indicators for the last three reporting years, against locally set objectives. Angus has seen very
significant achievements in reducing the average length of stay in hospital following an
emergency admission which has led to significant reductions in bed day use however Angus has
been less successful in relation to prevention of admission. The 20/21 figures are affected by the
response to the Covid-19 pandemic and may not be a true reflection of the trend.

Ministerial Steering Group (MSG) Indicators

Indicator

Title

Reporting Period
2018/19

2019/20

2020/21

1a

Number of emergency
admissions 18+

9,986

10,186

8,546

2a

Number of unscheduled
hospital bed days; acute
specialties 18+

68,294

65,907

55,490

2b

Number of unscheduled
hospital bed days; mental
health specialties 18+

26,666

27,751

24,551

3a

A&E attendances 18+

24,892

24,428

14,159

Delayed discharge bed days
(all
reasons)

5,318

5,731

5,409

5a

Percentage of last six months of
life spent in the community (all
ages)

90.9%

91.8%

92.9%

5b

Number of days during last six
months of life spent in the
community (all ages)

208,121

218,840

246,642

92.9%

93.1%

Not
Published

4

6

Balance of care: Percentage of
population 65+ living at home
(supported and unsupported)

RAG scoring based on the following criteria
G

Angus is performing better than the previous year

A

Angus has improvement compared to the previous year but within 5%

R

Angus has much improvement compared to the previous year
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Impact of COVID-19 on the Community and Services
Covid-19 has presented the greatest challenge to public health for generations, with the
pandemic and associated social restrictions having had a profound and unprecedented impact
on many aspects of life and wellbeing over the last year. The wellbeing of our population has
been central to Angus HSCPs response to the pandemic, with a focus on providing essential
services to those most vulnerable in our communities. This has been underpinned by the strong
commitment and adaptability from all colleagues who have stepped up to work in different ways
and in different roles to support our response.
Some examples of the actions we had taken locally during 2020/21 or worked in partnership: •

•

•

•

•

•

•

•

In response to COVID-19, the AHSCP has progressed key actions to mitigate the impact
of this global pandemic’s reach into communities, homes, services and care settings. This
has been underpinned by the strong commitment and adaptability from all colleagues
who have stepped up to work in different ways and in different roles to support our
response.
Since January 2021, the IJB Chair and voting IJB members have received a weekly
COVID19 briefing which provides a summary of the partnership’s activity in a range of
services.
As directed by the Scottish Government and along with various resilience partners, AHSCP
created and operated COVID-19 Assessment Centres (CAC) across Angus (Forfar,
Arbroath and Montrose) within 10 days of the direction. The CACs helped form part of a
new pathway which would maximise the number of COVID-19 symptomatic people who
can be cared for within the community, whilst ensuring hospital capacity is used for those
with the most serious illnesses.
As part of local partnership arrangements, we had to date, supported the administration
of COVID-19 vaccinations to 60,530 people (64% of the 18+ population) and 109,641 PCR
tests through the establishment of COVID-19 Vaccination Centres and Community Testing
facilities.
Personal care at home provision had increased from 10,350 hours at the start of the
pandemic from to 11,924 hours in the second week of February 2021; not only is this
challenging in terms of capacity (and the AHSCP has been able to meet that demand
with its independent sector partners) it represents £1.6m of activity for a whole year.
Continued to perform well in relation to delayed discharges, by enhancing, Enablement
and Response Team (ERT), Humanitarian Angus Assistance Response Team (HAART),
Rapid Response and Care at Home; initiating huddles as required to support discharge
planning; and liaising with Care Homes to provide support and quality improvement.
Initiated PPE distribution hubs to support independent sector care providers to access PPE
locally, extending this to unpaid carer and Personal Assistants before the Scottish
Government issued guidance requesting this. We have monitored and reported on stock
levels, requisitioned supplies from NHS National Services Scotland (NSS) and been
supported by the Council and NHS with supplies
Maintained the provision of care at home throughout the pandemic and managed the
increase in demand as a result of reduced hospital use and reduced availability in the
residential care sector. We have enabled the flexible use of different options under SDS 3
by, for example, the inclusion of option 2 providers in Resource Allocation Meetings, and
allowing movement between options
16

•

Digital interventions which played a critical importance as part of the emergency COVID19 response and to support recovery
o AHSCP leads on the implementation of Florence (Flo), Home Mobile Health
Monitoring (HMHM) across Tayside and the use of Flo has recently increased with
new clinical areas testing protocols. We need to build on the positive
achievements of HMHM and enable more people to receive their care at home
or in the community. To support this approach, and to help inform the
development of the next phase mobilisation plans, the Scottish Government are
making new and flexible digital remote monitoring services available to all
territorial Health Boards and Health and Social Care Partnerships. AHSCP will work
with NHS Tayside to further expand and develop this approach.
o GP practices in Angus have been enabled to use Near Me video consultation and
13/16 practices are actively using this technology. 25 consultations took place in
March increasing to 94 in May. In addition, the following areas have recently
introduced Near Me; Physiotherapy and Occupational Therapy Services, and the
Tayside Continence Treatment and Advisory and GP Out of Hours Service (hosted
by Angus HSCP). Feedback from staff and service users is very positive.

As at February 2021 the IJB received a report from the Chief Officer on Angus HSCP response to
COVID-19 and its remobilisation plan for 2021/22. The plans outlined are key to progressing
remobilisation in a safe manner. It should be acknowledged that there is still a level of uncertainty
around how the pandemic will develop.
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Priority: Improving Health, Wellbeing and Independence

The aim of the Angus Health and Social Care Partnership’s Strategic Commissioning Plan 2019-22
has been to continue to progress approaches that support individuals to live longer and healthier
lives. This includes having access to information and natural supports within communities. Angus
HSCP’s focus is on health improvement and disease prevention including addressing health
inequalities; building capacity within our communities; supporting carers and supporting the selfmanagement 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.
1.1

Highlights from 2020/21
•

•
•
•

Continued to support implementation of the Angus Carers Strategy, Improvement Plan
and Carers (Scotland) Act 2016 through the work of the Angus Carers Strategic Partnership
Group
Supported the development of a system to ensure unpaid carers were provided with
appropriate PPE
Introduced a new Carer’s Emergency Plan for unpaid carers and relaunched the Carer
Emergency Card
Developed an advice and information section for unpaid carers on the Independent
Living Angus site

1.2

Impact of COVID-19 on our Locality Improvement Groups

1.2.1

From April until July 2020, our locality improvement groups (LIGs) didn’t meet due to the
extra pressures COVID-19 had on services and organisations. Once the pressures began
to ease, the LIGs moved to using video conferencing for their meetings.
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1.3

Making a Difference

1.3.1

We have identified proxy indicators that can help us understand the health and wellbeing
of the population. Proxy Indicators include the use of medication for the management of
depression and anxiety to help us understand mental health and wellbeing in our
communities; and hypertension and diabetes to help us understand levels of people with
healthy weights in our communities. Information is available at locality level.
Mental Wellbeing
Graph 1 Number of People Prescribed Items for Depression and Anxiety in Angus as a
Crude Rate per 100,000 Population
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1.2.2

The Strategic Commissioning Plan 2019-22 sets out an ambition to reduce the use of
medications which support anxiety and depression as a proxy measure for other
interventions that aim to improve the mental wellbeing of people in our communities.
Enhanced Community Support Services have delivered prescribing reviews by Pharmacists
and Pharmacy Technicians, this has led to reductions in prescribing generally. The testing
of Mental Health and Wellbeing Practitioners in GP practice has evaluated well with
evidence to suggest that alternatives to prescribing can be delivered through this model.
Promoting mental wellbeing in GP Practice
Penumbra Angus Wellbeing Services (including Angus Suicide Prevention and Support
Service, Angus Nova Service, and Angus Peer Service) have adapted their service
delivery during the pandemic, to ensure that the needs of those experiencing mental
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health challenges, were still met. Services have continued to run, providing one to
one support via telephone, video calling, text and email. Our services have also
provided virtual wellbeing workshops for those aged 16 – 25 years.
Penumbra Peer Service has expanded to all GP Practices in South Angus, providing
mental health and wellbeing support to all patients aged 16 years and over. Peer
Workers use their own lived experience and insight of mental health challenges to
support others. This service operates with an open referral system with self-referrals
encouraged.
In line with AHSCP strategic plan, Penumbra services are suicide aware, support
isolation and loneliness and deliver wellbeing services that can be accessed quickly
and locally (offering the right support at the right time). All of our services are trauma
informed, and centred around recovery.

Healthy Weight
Hypertension and type 2 diabetes are closely associated to poor weight management,
we are therefore using the prescribing of medication for the treatment of hypertension
and diabetes as a means to consider the healthy weight of the population.
Graph 2 Number of People Prescribed Items for Hypertension in Angus as a Crude Rate per
100,000 Population
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Graph 3 Number of People that were Prescribed Items for Diabetes in Angus as a Crude
Rate per 100,000 Population
Rate of People per 1,000 Pop
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1.2.4

The rate of hypertension in Angus is decreasing, the decline is small but yet encouraging
however the rate of Type 2 diabetes is increasing in Angus. The increases are small but
indicate a need to identify new options for supporting healthy weight in the population.
The Strategic Commissioning Plan 2019-22 commits the Partnership to undertaking a whole
systems approach to responding to the increase in type 2 diabetes. Locality Improvement
Groups are working on a number of initiatives to improve active living and healthy weight
amongst people in communities.
Premature mortality

1.2.5

Premature mortality will vary from year to year, but our aim is to see a downward trend.
Angus compares well to the Scottish average however there was an increase in premature
mortality in 2019 which is unexplained. The Scottish rate for 2020 is not available however
the rate in Angus stabilised. Understanding data from 2020 is challenging due to the
impact of COVID-19
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Graph 4: Management Information: Premature Mortality Rate for People aged Under 75
per 100,000 Population (NI 11)
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Graph 5: Management Information at Locality Level: Premature Mortality Rate for People
aged Under 75 per 100,000 Population (NI 11)
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Graph 6: Management Information at Socio-economic Level: Premature Mortality Rate for
People aged Under 75 per 100,000 Population

Crude Mortality Rate per 100,000 Pop.
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Deaths relating to COVID-19
1.2.6

At 31 March 2021 there had been 203,555 confirmed cases of COVID-19 in Scotland;
13,358 of which were in Tayside and 3,110 of which were in Angus. There were 133 deaths
of Angus residents where COVID-19 was mentioned on the death certificate.
(https://www.nrscotland.gov.uk/covid19stats).

The Third Sector and Volunteering
1.2.7 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 and linked to our vision.

COVID19 Response
Voluntary Action Angus Staff and volunteers have been working tirelessly
during the pandemic to respond to the needs of the community of Angus.
From 18 March 2020 frontline emergency support mechanisms were
developed and implemented through real partnership work between Angus
Council and Voluntary Action Angus (VAA) which all stemmed from an
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initiative that was agreed by VAA and Angus Health and Social Care
Partnership.
The ability for all partners to embrace and understand the situation, trust and
use each other’s strengths to the benefit of delivering a service for vulnerable
members of our community, has been key for this successful initiative and
continuous partnership. Systems were quickly identified and developed which
enabled area coordinators (from both VAA and communities team working
as one team to access and support the many volunteers to deliver
prescriptions, provide shopping and / or emergency food parcels and
befriending to those most in need. Within 3 weeks staff (both VAA and
communities’ team) were responding to up to 100 requests per day at the
height of the pandemic. This immediate flexibility to respond was created
through meaningful approaches in working authentically with communities
that required barriers to be removed and supporting new forms of transdisciplinary working between VAA and departments within Angus Council
and Health and Social Care Partnership.

Angus Connect
VAA also quickly noticed that the wider third sector had to adapt their way of
delivering services, it was essential that the third sector had a role within this
multi-disciplinary team. We started a new initiative - Angus Connect with the
Third Sector and partner agencies this brought all organisations together in
order to build the capacity of the third sector and actively promote the sector
to show we were still there supporting the community even if the work was
being carried out slightly differently. This allowed us to reach people most in
need of support and ensure no one fell through the gaps. We were and
continue to work with roughly 20 third sector organisations. We all worked very
well in providing the communities of Angus with services and support. During
this crisis we were working closer than ever to ensure no one in Angus fell
through the gaps and everyone received the support they needed. As a
partnership we were and still are delivering a range of services, but due to the
current situation there were three main themes that are continuously arising.
These were: food, prescription delivery and loneliness and isolation. As the
numbers of requests increased and Angus Council started to respond with
their COVID 19 access line, the partnership was strengthened through
members of the councils Justice team and most recently the council’s Welfare
Rights team joining the staff in front line delivery. This has enabled the team to
enhance existing knowledge and experience already gained and
compliment a personal and holistic approach that people need in order to
cope in these challenging times. Over the course of both lockdowns VAA
recruited and deployed over 1100 volunteers and responded to 140 requests
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for support each day resulting in VAA support over 4535 members of the
community.
As we have begun to move into recovery VAA have been working with the
HSCP to support the Covid vaccination clinics from January 2021 to date VAA
have provided support for a total of 410 days, this amounts to a total 1285
shifts with 1474 volunteers covering.

Social Prescribing
In January 2020 through the Primary Care Improvement Plan VAA employed
8 new Social Prescribers this resulted in 2 workers covering each locality.
January – September 2020 there were a total of 270 referrals made to the
Social Prescribing service as you can see from the above background
information this is data covers since the project was first launched to mid last
year. I can confirm since September 2020 to March 2021 there have now been
a total of 1830 referrals across Angus into the Social Prescribing service these
figures cover all GP Practices. There has been an increase of 1560 new referrals
over the last six months of the service compared to last year. This is a huge
development for the service as it shows that the awareness raising across
sectors and the benefits of seeing a social prescriber is now reaching more
individuals. It is important to note that the service is still operating differently
due to Covid restrictions and I do believe that as restrictions ease we will see
an even larger surge in referral ratings for the service.
One of the main objectives of the service is to ensure people have access to
an appointment within a maximum of 14 days, I am delighted to confirm that
all appointments across each cluster have been accessed within the current
time frame. Another of the previously mentioned benefit of Social Prescribing
being within Voluntary Action Angus is the links we have as a Third Sector
Interface and also with our locality workers, this allows our social prescribers
an opportunity to have real time information of what’s available in the local
area for individuals to be referred onto. The data shows that most social
prescribers have been able to refer onto either community groups or other
Third Sector organisations which is a huge benefit to all involved. Although the
workers are limited to how they see referees at the moment it is comforting to
know that the average initial appointments are still lasting up to 60 minutes
which is allowing the social prescribers to get a full image of what the
individual is dealing with at the time.
Social Prescribing is a very different way of working especially for GP Practices
but I think this data shows that what we are working on although it is early
stages is still a very much needed and successful service. The Social Prescribing
project absolutely practice using a person centred approach in all they do.
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The workers also support the community to take new challenges and allows
them to be empowered to do anything from attending support groups to
starting projects of their own. The links centre would be a perfect example of
how our social prescriber has empowered the community to develop a new
garden project. The best way to capture the benefits of social prescribing is
through case studies, I have included some extracts from case studies
captured over this reporting period and also an example of the links health
garden which has been co-produced by the Montrose Social prescriber and
volunteers who are still and have recently had support from Deborah.

Angus Independent Advocacy
We have completed outcomes tools for 68 partners which came to an end
during 2020/2021. This represents 14% of total people supported during this
period. We supported 486 people during this reporting period. This is actually
a 28% decrease in the amount of people supported compared to the previous
year. We saw a drop in referrals during the first and second wave of Covid.
However we have seen a sharp rise in statutory advocacy support throughout
the year. For example we had a 300% rise in Adult Protection referrals coming
into AIA. Practically this has meant that we have seen a 283% rise in the
number of Adult Protection Cases Conferences attended by advocates
compared to last year.
All outcome tools completed showed progress in all areas towards the desired
outcomes of improved Participation, Understanding, Influence, Control,
Involvement, Presence, Information and Confidence. The areas we saw the
most noted progress for advocacy partners was in the areas of Understanding,
Confidence, Control, Participation and Involvement. This year we have seen
less of a progress towards people feeling they have valued presence in their
local community. This is hardly surprising given the restrictions due to lock
down that has been in place during this reporting period.
When we asked what changed happed because of advocacy. Advocacy
partners said
•
•
•
•

‘I feel more confident in telling people what I want’
‘My voice was heard’
‘I was listened to and referred for diagnosis’
‘I felt I had some control’

During Covid it has been evident that people have felt accessing advocacy
has increased their confidence, understanding and people have felt in more
control of their situation. This is reflected in the data from both the outcome
tools and the hurrah comments.
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‘’You have been perfect and explained everything in a way that I understood
rather than hospital language. You are worth your weight in gold. Even though
we never got an opportunity to meet, I feel I have known you for ages and
can easily speak to you about what I am thinking’’. Thank you. Direct
Advocacy Partner 17/6/20 (supported during 20/21)

Citizens Advice Bureau
Our Warm & Well project aims to provide a holistic service to older and
disabled clients, through provision of a specialist home visiting project,
through Angus focussing on energy issues, income maximisation, scams and
financial issues.
We aim to empower clients to take control of their situations and
maintain/increase their quality of life by reducing stress and increasing
income/confidence and service access.
We currently have 1 W&W Adviser in post – this is maternity cover, and 2 home
visiting volunteers. COVID, as for all services, has had a huge impact on
service delivery over the last year however we have been able to adapt our
service to ensure that clients have not been disadvantaged in any way. We
moved to remote working in March 2020 with a concern about how we
would reach our typical W&W client basis. However, we soon adapted our
ways of working to ensure that the majority of client work could still be carried
out remotely, whether by phone, video call or email. We still kept the option
of a face to face service for clients where permitted by guidance. There was
still a staff presence in offices so this facilitated the collection and delivery of
paperwork to be copied and returned to clients.
From 1st April 2020 to 31st March 2021 we have had 521 contacts, a mixture
of new and repeat clients. Our reports show that of these clients more than
50% presented with a benefits issue and 34% being recorded under Utilities.
Further exploration into this finds that 93% of the Utility issues were in relation
to gas and electricity problems with approx. 40% of benefits being disability
related. Client financial gain for the year was £136,865.86
Referrals continue to come from partnership organisations as well as referrals
into our generalist service. COVID has curtailed much of the promotional
activity but we have continued to engage with our partnerships by way of
remote meetings to ensure that best practice continues to be discussed and
opportunities for learning.
This aligns with the strategic plan as we aim to maximise support for people
living in their own homes. As mentioned this has been a challenge throughout
the pandemic but we have been able to assist our usual Warm & Well clients
over the phone, utilising conference call facilities where required, to deliver
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required outcomes. We are also looking at different ways of working and
technology to provide a more accessible and streamlined service to all
clients. During this last year we have developed strong working relationships
with local organisations to ensure that no client will suffer detriment due to
their situation. We also have established priority lines for the main energy
suppliers which allows us direct access to their customer services department
to assist clients without delay.

Case Study 1
Client initially made contact for information on boiler grants. Further
discussion with the client showed that client was in receipt of her state
pension and a top up of pension credit. She owns her own home and her oil
boiler had stopped working some 3 weeks prior to her call to us. She does
have some secondary heating but had not been using it due to costs and a
dispute with her electricity provider. Client also has a cancer diagnosis and
is undergoing treatment. Client was assisted, by way of conference call, to
contact Home Energy Scotland with the outcome being a survey arranged
for client’s property to establish what assistance could be provided. Adviser
made sure that client was comfortable with using her secondary heating in
the meantime, client was. Telephone appt made for the following week to
follow up after survey and to discuss benefits/ongoing electricity issue. A
series of telephone calls and emails has culminated in client being offered a
new boiler along radiators, completion of an Attendance Allowance claim
form, change of tariff for client and assistance with an ongoing complaint.
This may then be taken to the Ombudsman. This would have been a home
visit pre-COVID but due to new technology we have been able to assist client
without her having to come to the office.

Case Study 2
This second case study has been an ongoing issue for almost 2 years which
finally reached a conclusion early 2021.
Client has been having ongoing issues with his electricity supplier. Varying
direct debits, incorrect bills and accounts being closed, along with a large
debt which client has supposedly accrued but he could not understand why.
Client would like to get things sorted out and then switch supplier. Paperwork
was collected from the client which our W&W adviser worked through. It
transpired that the client was on an incorrect tariff as his heating was the
Total Heating Total Control system and incorrect charges were being applied
to his account (2 standing charges instead of 1). The W&W Adviser explained
to client that as a complaint had already been made to his energy provider
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and there had been no response he could continue with this course of action
or move to take the complaint to the Ombudsman. Client opted for latter
option and he was supported by our W&W adviser to make this complaint.
Client’s complaint was upheld by the Ombudsman with a number of actions
detailed for the energy company to make. However it took another 4 months
of support by our adviser, through communication with the energy supplier
and Ombudsman, before a final bill was received. Although the billing issue
was rectified there was still a large debt outstanding for the actual electricity
used. Adviser sourced potential options for client to apply to to clear his debt
– client chose one of the options and was supported to make the
application. Client’s application was successful – Client Financial Gain £1150.

Monifieth Befrienders
Monifieth Befrienders is a valuable part of the community where socially
isolated and vulnerable people are supported through befriending to build
confidence and improve quality of life through reducing loneliness. Loneliness
has a huge effect on the health and wellbeing of the individual concerned
and puts demand on other services. Befriending can help take some of the
load from informal carers and other agencies by introducing social contact.
It can provide confidence to get people out of their isolation so that they can
feel more connected within their community.
The organisation continues to successfully match new Friends with newly
trained and existing befrienders regularly and currently have over 50 matches.
Most Friends are paired with adult befrienders, but the organisation also has
6th year pupils from Monifieth High School who visit their Friends in pairs. This is
really successful our Friends thoroughly enjoying the company of a young
person.
Work is fundamentally based on volunteering values, which seek to; reduce
loneliness and social isolation, promote self-worth and dignity and engage
local people in delivering care for elderly and vulnerable groups. The key
activities of the organisation will continue to be:
•
•
•
•
•

To offer supportive, reliable relationships through befriending people
who would otherwise be socially isolated
To enhance the quality of the service users’ lives
To support and promote the service users’ welfare
To provide direct support, to alleviate the pressures for families and
services who care for older people
To encourage social interaction and more involvement in the
community, if the service user is able
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•
•

To keep befrienders engaged, supported and encouraged
To work closely with other partners to advance care through
befriending

Volunteering and befriending help create a community predicated on the
values of care.
Covid restrictions allowing our weekly groups will restart – friendship lunch club,
knitter knitter and bodies alive seated exercise will resume along with our
social events – afternoon teas, film afternoons, bus trips etc.
Case Study
Isla lives alone. Lockdown has been particularly difficult for her as after many
years of caring for her husband; his dementia deteriorated, and he needed
full-time care. Isla was unable to visit him in the care home, and he sadly died
a few months ago. Isla needed support during this time and is so grateful when
we matched her with a befriender. Although the befriender wasn’t able to
visit during lockdown, he phoned weekly. Isla says these calls made her life a
little more bearable and worthwhile. The calls meant she had something to
get up for on the day he phoned. She feels part of a caring community and is
looking forward to attending our groups and social events when they can start
up again.

Carers
Angus Health and Social Care Partnership has continued to support the implementation
of its strategy for unpaid carers which was developed in partnership with adult and young
carers and published last year. Work on the priorities set out in the three year improvement
plan is coordinated and overseen by Angus Carers Strategic Partnership Group. Within
this, partners have prioritised tasks to assist with the Covid-19 response. The carer’s
emergency card was relaunched alongside a new carer’s emergency planning template.
A Carer Pathway was also introduced to signpost carers more clearly to the appropriate
agency to support them.
Implementation of the key requirements of the Carers (Scotland) Act 2016 has also
continued but has been impacted by Covid-19. The 2016 Act led to the introduction of
new local eligibility criteria for carers. Care management teams have been progressing
reviews of carers who were assessed prior to the implementation of the new Adult Carer
Support Plan and the changes in local eligibility criteria, the intention was that this work
would be completed by March 2021. The support arrangements for those carers have not
changed due to the increase in new carer referrals and the impact of the pandemic,
some reviews are still outstanding. The intention is that they will be completed by the end
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of 2021. Much of care management contact with carers has been via telephone and
email to minimise risk and to support those who are shielding. Adult services practitioners
completed 174 adult carer support plans over the year.
Grant funding for third sector organisations supporting carers in Angus pre-dates the 2016
Act and totalled £757,000 in 2020/ 21. Our key partner Angus Carers Centre provides the
necessary range of information and advice to meet our statutory duties in this area,
alongside a range of supports and activities to support adults. This is generally where the
impact of the caring role is low or moderate but there is partnership working with care
management teams where appropriate. Their services have continued to evolve with
Covid-19 to minimise carer isolation, with predominantly telephone and on-line 1:1 and
group contact and activity throughout the last year.
Angus Carers Centre has also supported the provision of PPE to unpaid carers this role,
contact with carers on the shielding list, and enquiries related to carer vaccination has led
to contact from carers not previously known to the service and has supported the key
strategic priority of carer identification to support earlier intervention.
The total number of adult carers who received support or contact from Angus Carers
Centre during the year was 1514, though not all required on-going support. This compares
to an estimated 1,000 adult carers identified and supported across adult services,
children’s services (parent carers), and the Carers Centre last year. There were 341 new
referrals of adult unpaid carers to the centre during the year. For 277 carers contact and
activity was as a result of the impact of Covid-19.
In addition, Angus Carers Centre has continued to provide support to young carers in the
last year and adapted services to ensure this was maintained during the pandemic. There
were 49 new referrals to the young carer service of which 32 required on-going support.
This brings the total number of young people receiving support from Angus Carers Centre
during the year to 151. Young carers workers continue to maintain contact with schools
who lead in the identification of young carers and completion of Young Carer Statements.
Across primary and secondary schools in Angus at end of March 2021 there were 88 young
cares recorded on SEEMis. All young carers are offered support and a Young Cares
Statement of those offered support 31 took up the offer of a Young Carer Statement which
sets out the personal needs and outcome for each young person and the support required
to meet their needs. Numbers remain low for young people taking up the offer of a Young
Carers Statement with efforts continuing to be made to engage with young cares and
address the barriers to identification and provision of support to young carers. The offer of
support remains open for all carers under 18 years, or over 18 if still at school.

1.2.8 Angus Health and Social Care Partnership provide funding to Angus Carers Centre which
supports the delivery of a comprehensive range of information, advice, development of
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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.
Table 4 - Number of carers known to Angus Carers Centre

Registered carers

Volunteer ‘care free’
respite (hours)
New support plans
established
Counselling support
hours
Short breaks grant
applications
Respitality short breaks
Locality care support
groups

2016/17
(at 31 Mar 17)
1053

2017/18
(at 31 Mar 18)
1404

2018/19
(at 30 Sep 18)
1231

2019/20
(at 31 Mar 20)
1538

2020/21
(at 31 Mar 21)
1525

2,451

2,748

Young Carers
93
2,463

Young Carers
57
914

239

128

321

160

128

248 (Adult)
9 (YC)
74

194

50

97
41
247

11
11 Adult
Groups
233
Attendees
3 YC Groups
245
Attendees

1.2.11 The Angus Carers Centre is our main strategic partner in delivering the Angus Carers
Strategy and in particular supporting carers requiring relatively low-level/preventative
support.
1.2.12 Impact of COVID-19 on Angus Carers Centre
The Carers Centre have had to significantly change its operating procedures in response
to the pandemic and activities at the Carers Centre have ceased. However support to
carers has switched to mainly being by telephone and activity levels have been high with
centre staff proactively contacting carers in addition to responding to enquiries. A report
on the activity levels of the Carers Centre will be produced and used to evaluate how
they responded to the pandemic, any changes in client activity and whether this can be
used to inform changes in their operations.
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Carers Week fell between 8-14 June (theme “making caring visible”) had demonstrated
how the Carers Centre adapted to ‘social distancing’ by conducting a digital carers
week programme.
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Graph 7: Management Information at Locality Level: Rate of people using short breaks

Data Source: CareFirst (Angus Council)

Graph 8: Management Information at Locality: Rate of short breaks (daytime hours)

Data Source: CareFirst (Angus Council)

1.2.13 Before COVID19, day centres provided vital non-residential community building based
care and support services for some of our most vulnerable residents. They provide the
opportunity to meet others socially, to engage in activities, have refreshments or a meal.
Day centres may also provide personal care and are a valued form of respite for people
and their Carers.
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Throughout the pandemic most of the services providing respite, such as Day Centres
and Activity Resource Centres (ARCs) have had to close. This has meant that Carers of
people who would usually access this care and support have not had the breaks in
caring that they would normally have.
Graph 9: Management Information at Locality Level: Rate of people using short breaks (nights)

Data Source: CareFirst (Angus Council)

Graph 10: Management Information at Locality Level: Rate of short breaks nights

Data Source: CareFirst (Angus Council)
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1.2.14 435 carers used a total of 35,894 respite nights in 2020/21. Since 2015/16 there has been a
reduction in the number of carers receiving night time respite by 35% but an increase in
nights by 30%. This suggests that services are supporting those with the greatest needs with
more or longer periods of overnight respite. There has also been an increase in alternative
use of carers support resources with individuals choosing short break holidays through
direct payments which are not included in this measure
Community Alarm
1.2.15 Although there are fluctuations in the use of community alarms, uptake has grown since
2015/16 by 14.5% (graph 11 below). There was some double counting of community alarm
installations 2016/17 due to a service changeover in sheltered housing.
Graph 11: Management Information at Locality Level: Rate of community alarm use (65+) per
1,000 population

Data Source: CareFirst (Angus Council)

1.2.16 Community alarm now supports 4102 households.
1.2.17 Enablement
Enablement services and community alarm teams have been merged into an
Enablement Response Team (ERT). The aim of the team is to support people to be as
independent as they can be and reduce reliance on services. Throughout the pandemic
we worked closely with providers, and maintaining the strength of the in-house
Enablement Response Team (ERT) service, capacity and delivery have remained strong
during COVID-19, the hours of planned care at home provision has risen from 10, 300 hours
37

of personal care per week to c10,800; this reflects the reduction in demand for residential
care but the fact is that we have been able, through careful planning and matching, to
meet increased demand.
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Accident and Emergency
1.2.18 In 2020/21Angus seen a 12% reduction in the rate of attendance at A&E (including MIIU)
compared to 2019/20. Angus continues to be one of the better performers in Scotland
related to Emergency Admissions. COVID-19 was also a contributor to the reduction of
emergency admissions as more people were at home due to national lockdowns.
Graph 12: Angus HSCP relative performance to Scotland. Rate of emergency admissions per
1,000 population for people aged 18+

1.2.19 Emergency admission rates vary across Angus. The highest emergency admission rate was
in North West (29 admissions per 1000 people) and the lowest rate was in South West (19
admissions per 1000 people).
1.2.20 Following an attendance at A&E the proportion of people who require to be admitted to
an inpatient bed continues to increase with more than 75% of all attendances at A&E for
a major issue resulting in an admission. We do not understand whether this is more
appropriate use of A&E for major issues or there continue to be some admissions that could
be preventable.
1.2.21 The stated aim of Angus HSCP submitted to the Ministerial Strategic Group is to continue
to reduce all A&E attendances in line with the current projection.
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Admissions following a fall
1.2.22 There were 614 admissions following a fall for people aged over 65 in Angus in 2020/21.
1.2.23 There has been a continued reduction in the number of people aged over 65 admitted
to hospital following a fall and a reduction in referrals to the falls pathway. It is assumed
this, in part, can be attributed to elderly people remaining indoors during winter period
and shielding as a result of the COVID-19 pandemic. Parallel to this there has been:
an increase in home safety advice by ERT, Fire & Rescue and care providers,
better balance classes were reintroduced, and
ERT are using the LifeCurve so providing exercise advice to improve mobility from
independent living Angus

•
•
•

Admissions due to a fall represented 7% of all unplanned admissions. The graph below
shows the improvement in falls per 1,000 population for people aged 65+.
Graph 13: Angus HSCP relative performance to Scotland. Rate of fall admissions per 1,000
population for people aged 65+ (NI 16)
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(Source: Business Unit, NHS Tayside)
1.2.24 During 2020/21 the rate of admissions following a fall for people aged over 65 in Angus was
22.5 per 1,000 population (graph 12). This is a 20% increase on the 2015/16 baseline data
but a 10% reduction compared to 2019/20. The level of falls in our communities contribute
to hospital admissions. They place ongoing pressure on services as individuals are more
likely to need ongoing health and social care support on discharge. It should be noted,
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however, that admissions following a fall account for 6% of all admissions in an emergency
and this proportion is increasing.

1.2.25 The Angus population who are aged over 85 accounts for only 12% of the total population
over 65 in Angus. In Angus however 45% of all admissions from a fall in older people relate
to people aged over 85 years. This suggests that we need to have a greater focus on
understanding the causes of falls and falls prevention in people aged over 85.
1.2.26 The rate of admissions following a fall in Angus continued to increase but in 2020/21 we
seen a reduction. In 2018/19 was the first year where Angus performance is worse than the
Scottish average. Performance has improved in Scotland plus Angus.
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Priority: 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 2016-19 aimed to
address demographic change by changing the way that services are provided / commissioned.
The focus of the Strategic Commissioning Plan 2016-19 has been 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 various improvement projects.

2.1

Highlights from 2020/21
•

•

•
•

•
•
•
•

•

During the pandemic, Resource Centres and Community Opportunities adapted activities
to provide weekly on-line groups in a safe and supportive setting. This has ensured support
has been responsive, needs-led and outcomes have continued to be met. As evaluations
and feedback have been so positive online groups are being maintained to offer choice
and support to individuals for the remainder of the year. It is also hoped that more groups
will continue to be added.
The Tayside Continence Advisory and Treatment Service (CATS) re-designed clinic builds
across Tayside during COVID 19 Pandemic & re-mobilisation process & have now allowed
for a designated education day to be planned into that build to ensure we were able to
plan, deliver and evaluate bladder and bowel health promotion teaching dates.
Development of Windmill Brae to provide 4 young people with learning disabilities
complex needs their own tenancies (SP2)
Following the approved establishment of Social Care Worker posts within the AHSCP,
Social Care Workers have now been appointed into service staffing structures where
applicable, in order to address some issues currently being faced by the social care
workforce
Developed guidance to support people employing Personal Assistants via SDS to manage
the challenges presented by COVID
Developed guidance for practitioners where people’s SDS support package had been
impacted by COVID
Supported administration of the Social Care Staff Support Fund for eligible supported
people and carers employing a Personal Assistant via SDS Option 1
Analogue to Digital Control Room upgrade achieved in November 2020 – comprehensive
testing of system being carried out before next phase implemented – (Scotland’s Digital
Health and Care Strategy and Delivery Plan.)
Telecare Charging Strategy – redefined to ensure equity in charging and allow opt in/out
test of equipment with an aim to increase uptake of telecare supporting people to be
independent for longer
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•

•

2.2

KOMP – Test of Change using very simple technology giving access to social contact and
stimulation for those who cannot engage using normal social media platforms (maximising
support for people in their own homes).
Eclipse – embed TEC assessment as part of the referral pathway to ensure access for all
potential users – supporting more people in our communities and making best use of
resources)
Making a Difference
Technology Enabled Care

2.2.1

We continue to progress technology enabled
care solutions offering a range of peripheral
equipment along with the community alarm.
Currently more than 1500 peripheral telecare
devices are in use across Angus. This is slowly
increasing every year.

2.2.2

3613 people used a community alarm during
2020/21,
this is a 1% increase on the previous
year and a 15%
increase on 2015/16, the year
prior to formation of the
Integration
Joint
Board( IJB). Use of Telecare equipment offered
in addition to community alarm has declined from
a peak of 19% in 2019/20 to 13.5% of community
alarm users in 2020/21 a 0.5% increase on 2019/20.
Whilst it is recognised that people are moving to
digital alternatives that they can source
themselves e.g.
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.
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Graph 14 – Total number of people with Telecare Equipment as a rate per 1,000 population
since 2016/17.

Rate per 1,000 population
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2.2.3

A test of change using 14 KOMP devices is currently taking place in Angus with results
shared in Summer 2021. KOMP units are revolutionary, yet simple computers designed to
alleviate loneliness and social isolation for those who would not manage to use a mobile
phone or computer. The KOMP is a one button unit (the size of a small television) that is
placed in the vulnerable person’s home. It enables friends, family and designated
professionals (such as GPs, District Nurses, Social Care and Day Care workers) to call the
vulnerable person and carry out a 1:1 visual conversation via a mobile phone app which
has a secure log in and registering procedure. The KOMP also has functions that enable
displaying family photographs and text messages and provides a digital clock/day
reminder facility when not in use to provide an aid to time/day orientation.

2.2.4

Florence (Flo) is a simple, text messaging, telehealth system that supports people with selfmanagement of their long term health conditions. Flo communicates by text to and from
patients’ mobile phones. Flo has recently increased with new clinical areas testing
protocols. For example the Angus Respiratory Team have developed a protocol to support
people once they finished their usual Pulmonary Rehabilitation programme/classes. The
Flo protocol itself provides reminder messages to help people maintain their self
management behaviours
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2.2.5
•

•

•

2.2.6
•

•

•

•

•

•

Achievements in 2020-21
Analogue to Digital Control Room upgrade achieved in November 2020 – comprehensive
testing of system being carried out before next phase implemented – (Scotland’s Digital
Health and Care Strategy and Delivery Plan.)
Telecare Charging Strategy – redefined to ensure equity in charging and allow opt in/out
test of equipment with an aim to increase uptake of telecare (support people to be
independent for longer) (Strategic Commissioning Plan, Priorities 1 & 2).
Eclipse – embed TEC assessment as part of the referral pathway to ensure access for all
potential users – supporting more people in our communities and making best use of
resources) (Strategic Commissioning Plan Priorities 1 & 2).
Planned Activity for 2021-22
Analogue to Digital – progress next phase of project carrying out thorough testing of
equipment before deploying to users of Community Alarm service. Recruit tswo additional
technician posts to support this work (Scotland’s Digital Health and Care Strategy and
Delivery Plan.)
Connecting Vulnerable People – continue to provide access to equipment to maximise
support for people in their own homes, and test alternative options as they become
available (Strategic Commissioning Plan Priorities 1 & 2).
Telecare Guide – produce and distribute guide for HSCP staff on available telecare within
Angus to assist with ongoing assessment for and support for staff when considering TEC for
their users – releasing the potential of technology – this was achieved in May 2021
(Strategic Commissioning Plan, Priorities 1 & 2).
Telecare Guide - produce and distribute guide for carers and vulnerable persons and
their families to support people to be independent as long as possible (Strategic
Commissioning Plan Priorities 1 & 2)
Proactive Outbound Calling – explore opportunities to develop a more proactive
outbound calling service from Community Alarm Control to check on users and identify or
anticipate support required and refer for support as necessary before crisis point is
reached. Allows identification of early warning signs and risks and speedy intervention.
(Strategic Commissioning Plan – Priority 1 & 2).
PDA in TEC – develop training strategy for Social Care staff that allows them to develop
and support their skills in delivering and installing TEC – realising a sustainable workforce
that delivers the right care with the right tools and knowledge. (Strategic Commissioning
Plan, Priorities 1 & 2).
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Good Practice
We recognise that many people that we work with are not ‘TEC savvy’. We also
recognise that there are many pieces of digital equipment around that could support
people to remain at home. To support learning and grow the use of the technology
that is currently commercially available, we have developed a Check TEC Out
service. This test of change allows smaller items of digital telecare to be borrowed on
a short term basis by service users supported by the Enablement Response Team. The
loan items are not specialist and can be bought online or in shops. The ‘Tec’ includes
remote control sockets, digital assistants such as Echo dot, dehydration cups, wireless
motion sensing LED’s, automatic LED toilet lights, and projector clocks.
The aim is to enable people to test new innovations in their home with a view to
purchasing the items after the trial. We have developed a questionnaire to capture
feedback on each piece of equipment.
The project commenced in January 2019. Initial uptake has been slower than
anticipated, but we continue to promote the initiative with Care Management,
Community Nursing and our Inpatient Services. We have recently offered Check TEC
Out to people within the Independent Intermediate Care Services and in respite
facilities.
Despite the short period that the service has been operating, we are already seeing
evidence of people buying their own TEC as a result of getting to try it out first.

One KOMP user said
“I am so happy that I am able to see my great grandchildren for the first time since
lockdown began – I am also less anxious as I know my family will be calling me
regularly and have been providing so much support – this has been a great help to
me”
“Member interacted really well and was very engaged, worked so much better than
telephone support.”
“I don’t feel isolated anymore, I feel safe – thank you.”
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Care Management
2.2.7

Access to long term social care support requires an assessment of need by Care
Management Teams. People who require support choose what support or services would
meet their needs and their 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
Option 2 - person directs the available support
Option 3 - local authority arranges the support
Option 4 - mix of the above
Table 3 Self-Directed Support Uptake of Options
Indicator

2015/16

2016/17

2017/18

2018/19

2019/20

2020/21

Option 1

4%

8%

6%

7%

7%

7%

Option 2

13%

15%

22%

23%

25%

23%

Option 3

79%

73%

67%

65%

61%

64%

Option 4

4%

4%

5%

6%

7%

6%

(Source: CareFirst, Angus Council)
2.2.7

During 20/213150 people had care plans in place that included support that is subject to
self-directed support options. In previous years there appeared to be a shift towards taking
more control however it appears that this may have been obscuring a shortage in
provision from independent care providers who are part of the contractual arrangements
for the delivery of option 3 support. During 20/21 significant in roads were made by
providers in recruitment and retention and we have experienced a shift back to individuals
choosing support that is organised wholly by care management tams through the
established contractual arrangements .
Care at home including personal care

2.2.8

Personal care at home provision has increased at the start of the pandemic from 10,350
hours per week to 11,924 hours in the second week of February 2021; not only is this
challenging in terms of capacity (and the AHSCP has been able to meet that demand
with its independent sector partners) it represents £1.6m of activity for a whole year. This
increased demand reflects some COVID impact (the reduction in care home demand
being displaced into care at home, the reduction in available day care provision, and the
fragility of older people due to lack of activity and socialisation in lockdown), it also reflects
an anticipated demographic increase in demand being actualised earlier than
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anticipated. Recruitment is good, but with numbers of available staff affected by self
isolation, capacity is beginning to feel stretched. The AHSCP has commenced discussions
with care home providers about moving some resource from the care home sector to care
at home.
Overall, 588844 hours of personal care were delivered in 2020/21 this was an increase of
16% in 2019/20 showing that most of the growth is attributable to older people services.
1856 people use personal care services in 2020/21 and increase of 8%.
In addition, 391,282 hours of care and support (non-personal home care) were delivered
in 2020/21. This was a reduction of 4% on 2019/20. There is a shift towards the provision of
personal care with people choosing to source more domestic support elsewhere. Personal
care is provided free to everyone who needs it, domestic support is subject to a
contribution policy.
Independent providers of personal care have worked hard to address demand and it is
possible that greater availability will continue to address a previously hidden demand in
relation to personal care. 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.
Support for eligible carers has been subject to self-directed support since the
implementation of the Social Care (Self-directed Support) (Scotland) Act 2013. Prior to the
implementation of the Act in 2014, 198 carers had a calculated budget, with a weekly
average budget of approximately £36 per week. Following the introduction of the Carers
(Scotland) Act 2016 (the Act), and the implementation of new eligibility criteria for carers,
both the number of carers being assessed, and the value of the support provided have
increased. By 2019/20, there were 988 carers who had an assessment or adult support plan
in place; 874 had either an adult care support plan or young carers statement in place.
520 carers who met eligibility thresholds had a calculated budget of, on average,
approximately £76 per week. By 31 March 2021 604 carers had been assessed as eligible
for support and had a calculated budget. The purpose of the budget is in part to provide
replacement care so that carers can achieve the outcomes agreed in their support plan.
A proportion of the increase in care at hoe services will be associated with carers support
plans and may be reducing the demand for emergency respite.
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The graphs below show the changes in personal care hours planned from 2016/17.

Graph 14: Management Information at Locality level: Rate of Personal Care Hours (LI 24)
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Graph 15: Management Information at Locality level: Rate of Personal Care Hours
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2.2.6

1856 people received personal care at some point during 2020/21. This was an increase of
8% on the previous year and a 48% increase on 2015/16 the year before integration. The
number of hours of personal care delivered across Angus has also continued to rise. A
total of 588844 hours of personal care were delivered in 2020/21, an increase of 16% on
2019/20 and 141% on 2015/16. This shows that not only do more people need care but
each individual requires greater levels of care. In part this relates to the growing older
population particularly aged over 85, the reductions in care home placements and the
reductions in hospital bed days. This shift in the balance of care has been delivered by the
Angus Care Model. Demand for personal care however is not sustainable.

2.2.8

The average age of an individual receiving personal care continues to increase for older
people this has improved from 81.3 years in 2015/16 to 82.7 years in 2020/21. Improving
peoples independence is an ambition set out in the HSCP Strategic Plan.
Last 6 months of life

2.2.11 Angus performs well in relation to end of life care.
Graph 16: Management Information at Locality Level: Proportion of Last 6 Months spent at
Home or in a Community Setting (NI 15)
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2.2.12 The percentage of time that people spend at home or in a community setting in the last 6
months of their life in 2020/21 in Angus was 93%. Angus performs better than the Scottish
average, where 89% of the last 6 months of life is spent at home or in a homely setting in
the community. There is variation across localities with the South East locality performing
better than the other localities.
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2.2.13 We continue to develop our locality based information on end of life care, to gain a
greater understanding of place of death and the type of support that requires to be in
place to continue to shift the balance from large hospital to community based supports.
2.2.14 As part of the Palliative and End of Life improvement Plan, we have;
•
•
•

•
•
•
•

Engaged with people who speak Polish as their first language to ascertain any unmet
PEOLC needs, or support and information. ( Priority – Supporting Care Needs a t Home)
Launched a webpage for PEOLC information for the public on the AHSCP website
(Support people to be as independent as possible)
Gathered PEOLC feedback on Care Experience in Community Hospitals - Family
Voices Diary & Health Improvement Scotland ( HIS) Care Experience Improvement
Model
Started to gather care experience feedback on Family’s perception of the care of their
family member in the last days of life and the support they received.
Gathered care experience feedback (Isla & Clova at WHCCC) on coming to the ward
and the environment, food and refreshments and visiting restrictions.
Delivered a Public Information Course on PEOLC
Provided a range of PEOLC educational and development opportunities for the
workforce
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Priority: Developing integrated and enhanced primary care and community responses

AHSCP 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, then to ensure a timely discharge plan with relevant support available at home or in
localities is important. In Priority 3 we consider the impact of improvements around our GP
practices and in the community on the unplanned use of hospital beds.
3.1

Impact from COVID-19 on Primary Care and Out of Hours

3.1.1

As directed by the Scottish Government and along with various resilience partners, AHSCP
created and operated COVID-19 Assessment Centres (CAC) across Angus (Forfar,
Arbroath and Montrose) within 10 days of the direction.

3.1.2

The CACs helped form part of a new pathway which would maximise the number of
COVID-19 symptomatic people who can be cared for within the community, while also
ensuring hospital capacity is used for those with the most serious illnesses. The pathway
also reduced the exposure of patients at GP surgeries and allow GPs to focus on providing
care to patients with more complex health issues.

3.1.3

The clinical model for the operation of the CAC was derived from the Out of Hours
(OOH) service model. This model had various work streams including telephone reviews,
face to face reviews, assessments and home visiting.

3.1.4

The work stream ‘home visiting’ within CAC continued to be provided by GP practices.
Similarly, non-covid GMS work also continued to be provided by GP practices who reorganised work to minimize face to face contact and triage presentations to maximise
opportunity to keep GP Practices Covid-19 free.

3.1.5

The clear separation of work into these 5 streams allowed for a highly effective service that
reduced the risk of cross infection to patients and clinicians and the development of
coherent protocols responsive to the changing evidence and incidence.

3.1.6

Out of Hours (OOH) also faced a number of challenges during this reporting period
including:

•

the need to separate the OOH workforce into those able to see patients face to face,
and those who following risk assessment can only review patients over the telephone
the need to separate covid and non COVID areas
the inability of patients with COVID without private transport to access public transport to
OOH centres
the marked change in the consulting model from one largely based on activity seeing
patients in OOH bases and at home following triage by NHS 24 to a telephone consulting
model that streams a small proportion of cases to base or domiciliary face to face
consultations

•
•
•
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3.1.7

The change in consulting model had allowed real opportunities to reduce infection risks
through minimizing face to face contact; and to achieve efficiencies through a
comprehensive remote consultation between patient and expert clinician.

3.2

What we have achieved in 2020/21
•

•

•
•

3.3

Following the development of a draft governance framework for undertaking healthcare
tasks in community settings, engagement with staff, staff side and Trade Unions is
underway to inform a final framework.
Penumbra - Penumbra Peer Service has expanded to all GP Practices in South Angus,
providing mental health and wellbeing support to all patients aged 16 years and over.
Peer Workers use their own lived experience and insight of mental health challenges to
support others. This service operates with an open referral system with self-referrals
encouraged.
Following the review of Supported Housing in older people’s services, a new support and
care model in St Drostan’s Court and Provost Johnson Road is now progressing.
Development of Windmill Brae to provide 4 young people with learning disabilities
complex needs their own tenancies
Making a difference
Emergency admissions

3.3.1

In 2020/21Angus seen a 12% reduction in the rate of attendance at A&E (including MIIU)
compared to 2019/20. Angus continues to be one of the better performers in Scotland
related to Emergency Admissions. COVID-19 was also a contributor to the reduction of
emergency admissions as more people were at home due to national lockdowns.
Graph 17: Management Information at Locality Level: Rate of Emergency Admissions for
Adults (NI 12)
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3.3.2

Admission rates in Angus continue to fall in 2020/21 (graph 17). The gap between Angus
performance and Scotland as a whole continues to narrow, as Scottish admissions rates
have reduced at a faster rate.

Hospital Bed days used following an emergency admission.
3.3.4

The hospital bed day rate for all adults in Angus continues to improve
Graph 18: Management Information at Locality Level: Rate of Emergency Bed Days for
Adults (NI 13)
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3.3.5

The number of bed days used following an adult emergency admission in 2020/21 in Angus
was 83,901, a decrease of 20% on 2015/16 (22,576 fewer bed days). There is variation
between localities. Of those bed days used in 2020/21 only 1.5% were attributable to
delays in timely discharge. 7% bed days were related to admissions due to Covid-19
Length of hospital stay following an emergency admission

3.3.8

Improvements in bed days have up to this point been driven by improvements in average
length however this was not continued in 2020/21 with a slight increase to 9.3 days from
8.8 in the previous year. It is expected that this is, in part, related to admissions for Covid19 This has continued during 2018/19. There continues to be some room for continued
improvement in this area when we consider the variation in performance in our localities
from 8.2 days to 9.8 days and the performance of other partnerships.
Graph 19: Management Information at Locality Level: Average Length of Stay for
Emergency Admissions for Adults
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Re-admissions to hospital
3.3.10 Angus re-admission rates are now similar to the Scottish average.
Graph 21: Management Information at Locality Level: Emergency Re-admission Rates
within 28 days (NI 14)
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Residential and Nursing Care
3.3.15 The number of adults placed in a care home at any one time in 2019/20 was 750. People
tell us that they want to stay in their own homes for as long as possible, between 2015/16
and 2020/21 the number of people placed in a care home reduced by 17%. Older people
live at home for longer and if moved to a care home remain in the care home for a shorter
period.
Graph 22: Management Information at Locality Level: Care Home Placement Rate per
1,000 people over 65
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Graph 23: Management Information at Locality Level: Care Home Nights Rate per 1,000
people over 65
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Priority: Improving integrated care pathways for priorities in care

Health and Social Care services are available to support all adults in need. There are some more
complex needs that require additional support. This includes specialist needs such as mental
health, learning disability and substance misuse. Services may wholly or in part be hosted by
another Partnership. Angus Health & Social Care Partnership is working with other Partnerships
and with Housing to develop responses to services in this area.
4.1

What we have achieved in 202/21
•

•
•

•

•

•

Waiting list management during the pandemic and onwards continues to be maintained
within improved wait times pre Covid 19 pandemic with the new ways of working virtually
with our patients for their new patient appointments, where appropriate, which has
resulted in reduced wait time to access service and in equity of wait times across the 3
sites. This improvement in wait times aligns with AH&SCP Strategic plan to improve
pathway for continence services with timely access to specialist support where required.
Learning Disability day centres were awarded Autism Accreditation.
Following the establishment of the Complex and Co-existing Conditions Panel in 2019, a
review and evaluation of the process and panel objectives has been undertaken to
ensure the panel continues to provide a strong, effective integrated and collaborative
partnership forum that will improve provision, opportunity & health and wellbeing
outcomes for adults with complex and co-existing conditions in Angus.
A single agency adult protection audit across all adult services within the Angus Health
and Social Care Partnership undertaken between August and November 2020, which
identified areas of good practice and areas for further improvement which are now being
progressed as part of an integrated ASP action plan.
Implemented 3 year learning disability improvement programme with good progress
made advancing the learning disability improvements focussed on actions to mitigate the
current and future challenges that the service is facing and to meet the growing pressures
on a sustainable basis from limited resources. Substantial financial savings were achieved
throughout the programme including the full savings target being achieved in 20/21
despite COVID impact.]
TCA Angus was involved in the development of an Angus Integrated Referral Hub which
was initially led by Angus ADP and involves AIDARS, Hillcrest Futures (both recovery
orientated services) and latterly Angus Carers. The hub aims to ensure that people are
aligned with the most appropriate service first time around while also encouraging
increased episodes of partnership working. Since its inception in August 2020, the hub has
dealt with a high volume of referrals with the vast majority engaging well with the service
they were allocated to. It has also helped each organisation who sits on the hub to
develop a deeper understanding of what each can offer.
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Case Study -TCA
Maria came to TCA with a history of alcohol related issues throughout her life and she was
finding that the isolation of Covid 19 was triggering thoughts of using alcohol. She had
lived in this country of several years and worked as a care worker but struggled with shift
work and felt lonely when she came home and no way of releasing the stress and anxiety
that was sweeping the nation.
I was able to offer her telephone counselling and because of her shift work I could be
flexible to fit into her timetable. There was a time when we tried to meet but lockdown
meant that window of opportunity was short lived. We continued to have fortnightly
counselling sessions over the telephone and while these were relatively successful, Maria
did request an extension to her counselling support due to the increased anxiety she was
experiencing as her and I approached our agreed ending. This extension was approved
which seemed to galvanize Maria in her efforts to remain alcohol free. She fully took on
board the support being offered and decided to make constructive changes to help her
deal with her stress and anxiety which in turn has helped her to maintain sobriety. Maria is
currently studying and has passed all of her assignments to dates; she is motivated and
feels ready to work towards her degree as a mental health nurse.

Making a difference
Angus Health & Social Care Partnership is working with housing, learning disability, adult
mental health and other services to identify appropriate measures. We measure
pathways in and out of secondary care, in part through our work on admissions and readmissions. These are all reported on in relation to Priority: Developing integrated and
enhanced primary care and community responses (page 32).
4.3

Adult Mental Health and Substance Use: Integrated Approach
After a series of cases, elevated to the attention of senior managers, revealed the need
for service improvement for people with substance use and mental health problems, the
Head of Angus Integrated Mental Health Services commissioned an improvement project
(Co-morbidity Improvement) in 2019. The Co-morbidity Improvement Project included
creating a Project Team representing all stakeholders, from Angus Integrated Community
Mental Health Teams (CMHTs), Angus Integrated Drug and Alcohol Recovery Service
(AIDARS), service users and carers. The first meeting of the Project Meeting took place in
January 2020. The Discovery Phase (a process of collecting and analysing information to
learn more about the service user’s needs, staff requirements and current processes)
started in 2019 and continued post April 2020. The project continued during the pandemic,
albeit slower than usual.
Improvement activities undertaken from April 2020 to March 2021 include (unless time
stated):
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•

•

•

•
•

Staff survey and consultation process (2019). Following the staff survey during summer
2019, there was a large scale face-to-face staff consultation, led by the Project Lead
on 11/09/2019
Feedback from Service Users and Carers. Questionnaires were developed in
conjunction with service users. Identified service users using both services were sent a
hard copy of the survey with the option of completing online through survey monkey,
the hard copy or to phone the Project Worker who has a remit for service user
involvement. Carers’ questionnaires were also sent at the same time. Both
questionnaires were published on AHSCP, Service Users and Carers Websites and Face
Book pages.
Mapping of 8 cases (people who were using CMHT and AIDARS services – 4 persons
from South Angus Locality and 4 persons from North Angus Locality. There were 8
members of staff from CMHT and 8 members from AIDARS participated in the mapping
process. For each of the maps, there were two sessions, the first one to map the case
and the second one to analyse the map. Staff who were working jointly with these
specific co-morbidity cases spoke openly about the challenges they faced and how
they overcome some of these. They held training sessions for each other as well as
other professionals such as District Nurses, Carers who were involved in delivering care
for the service users. The mapping sessions became sort of a joint supervision / case
review, consequently there were decisions taken from staff where some service users
sat at that point in time. This process also helped staff to understand more about each
other’s role as well as learning about each other’s processes.
Monthly Project Meetings chaired by Project Lead.
Dialogues outside Project Meetings with groups such as Consultant Psychiatrists, Service
Users and Team Managers.

All activities during the pandemic were done remotely. Insights gained from the Discovery
Phase were used to illustrate the first draft of the Integrated Care Pathway, with some
areas which needed to be developed. The focus for the further development of the
Integrated Care Pathway has been taking place in South Angus Locality, where tests of
change have been taking place, under the leadership of the two Team Managers, from
South Angus CMHT and South Angus AIDARS. Below is a “Progress table” showing some
insights gained and achievements to date.
Mental health officer function
Statutory social work services provided under the Mental Health (Care & Treatment)
(Scotland) Act 2003 and Adults with Incapacity (Scotland) Act 2000 are delivered by
AHSCP.
Information covering period 1 April 2020 to 31 March 2021:
•
•

Emergency Detention figures are down by 3 on previous year to 42
Number of short term detentions increased from 69 to 91
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Mental Health Officers completed:
• 80 Social Circumstance Reports (SCR’s) an increase of 23 on last year
• 36 Compulsory Treatment Order applications down 1 on previous year
• 75 other reports relating to both civil and forensic case plus reports to Scottish
Ministers an increase of 12 on 2019/20
• The number of adults subject to Compulsion Orders remains low at 2 a decrease of
3 on last year with 6 adults subject to Compulsion Order and a Restriction Order
The ongoing shortage of Section 22 approved doctors and number of locums being used
in Angus continues to have a significant impact on the number of assessments and
detentions with the same distinct pattern emerging as last year and one additional
observation:
• As the number of Doctors reduce so do the number of detentions
• As the number of Doctors increase so do the number of detentions
• As the number of locum Doctors increase so do the number of revocations and redetentions/readmissions
During periods of lockdown these difficulties became considerably more apparent with
long periods passing where no assessments or detentions were requested or undertaken.
Each time restrictions began to ease however; the MHO Service observed a surge in
assessments for detention although in some cases admission and/or use of the Mental
Health Act was delayed by the Doctor due to a shortage of beds. While overall the MHO
Service saw an increase in Mental Health Act work during this period the majority was
condensed into approximately 9 months for the reasons outlined above.
Number of Guardianship reports requested:
New = 57 (down by 18 on last year)
• Renewal = 24 (increase of 1 on last year)
Total = 81 (down 17 on last year) however 32 still pending allocation (increase of 12 on last
year)
Active Guardianship Orders as of March 2021:
• Local Authority = 138 LA (increase of 23 on last year)
• Private = 237 (increase of 25 on last year)
• Total = 375 (total increase of 48 on last year)
The shortage of Section 22 approved doctors, national lockdown, Court closures and the
Office of the Public Guardian processing fewer Orders in addition to uncertainty regarding
emergency legislation caused significant problems processing Welfare Guardianship
reports which at its peak reached 92 pending allocation. As a result, the majority of
Guardianship reports were prepared over an 8 month period rather than 12. In addition to
the increased number of reports prepared a number had to be placed on hold or
temporarily withdrawn due to the shortage of Section 22 approved Doctors either willing
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or able to provide the medical reports required to accompany applications. This resulted
in MHO reports often having to be prepared twice.
Over the last 12 months the MHO Service also saw a threefold increase in attendance at
AWI case conferences and a fourfold increase in attendance at ASP case conferences
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Resources
The IJB routinely considers reports on the Strategic Financial Plan, this section merely presents a
short summary of some of that information in relation to best value.
Best Value
Prior to the COVID-19 pandemic, the IJB believed the scale of change being progressed through
the IJB ensured that the vast majority of the IJB's resources and services were subject to some
form of service review and continuous improvement. Consequently this, alongside the corporate
systems accessed through Angus Council and NHS Tayside, assisted the IJB demonstrate that it
was, at all times, seeking to secure best value from the resources available. While improvement
and change work has necessarily slowed during 2020/21, the IJB believes that its Strategic
Commissioning Plan, and associated Strategic Financial Plan, sets out a framework that
underlines the IJB’s continued commitment to deliver Best Value. This can be seen in some of the
IJB’s early responses to COVID-19, revisions to future planning and the IJB continuing to progress
on the direction set out in the Strategic Commissioning Plan. Accepting the slower pace of
improvement work during 2020/21, the IJB believes it can demonstrate that it is, at all times,
seeking to secure best value from the resources available as part of our overall strategy
Despite the impact of COVID-19, the IJB has continued to progress issues such as implementing
the Primary Care Improvement Plan, supporting changes in Mental Health, progressing the
Learning and Physical Disabilities Priority Improvements and Adult Protection Improvement Work.
While pace slowed during 2020/21, the scale of the changes under consideration within Angus
IJB are reflective of the scale of change required to meet the range of pressures the IJB faces from financial to demographic and workforce pressures and responding to the longer term issues
with regard to COVID-19 as reflected in the IJB’s Remobilisation Plans. The IJB’s Strategic
Commissioning Plan set out the IJB’s original intentions and the underlying assumptions and future
intentions within this plan will be reviewed further in the context of the required COVID-19
response.
The IJB was able to re-start most improvement work towards the end of 2020/21 and some of the
changes seen during 2020/21 (including increased adoption of technology enabled care and
shifts in the balance of care allowing us to support people to live in their communities longer than
we may have expected) support delivery of the IJB’s strategic objectives. This level of change,
as demonstrated through reports (including Finance reports and Performance reports) submitted
to the IJB, means that the majority of the IJB's resources and services continue to subject to some
form of service review and continuous improvement.
Beyond accessing the corporate systems of both Angus Council and NHS Tayside as required
(e.g. Procurement), the IJB's own governance systems includes regular financial, performance
and risk reporting that is intended to allow the IJB to make judgements regarding the effective
use of resources.
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In terms of core Procurement, all the IJB’s Procurement activity is managed through either NHS
Tayside or Angus Council, and all Procurement consequently complies with all Procurement
guidance applicable within these organisations.
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