
 
 
 

THE ANGUS CARE MODEL 
 

Let’s keep the conversation going 
 
 
 
 Thank you for your interest in the development of the Angus Care Model. 

 
During week beginning 16 October 2017 people from across Angus attended 
drop-in information sessions held in Forfar, Carnoustie, Montrose and Arbroath. 
These events gave locals the chance to talk to health and social care 
professionals. Our conversations focused on the challenges facing services, the 
opportunities for change and how we can together build a future Angus Care 
Model that provides the best possible care to the most people possible. 
  
The majority of people (85%) who attended the meetings found them helpful and 
informative. Whilst a small number of people commented that they would have 
preferred a formal meeting, people (94%) overwhelmingly felt that they had been 
given an opportunity to comment and offer their opinion. When arranging future 
meetings we will take account of people's suggestions and improve the way we 
raise awareness about the meetings.  
  
We were asked to share the information that was on display. In addition to talking 
to staff and have many of their questions answered, we also invited people to 
write down questions and leave comments.  We have done our best to answer as 
many of the questions as possible. 
  
Please take some time to consider the information contained below and get 
involved in the conversation by completing a short survey 
https://www.surveymonkey.co.uk/r/WDFV53D  or by contacting us on  
hsciangus.tayside@nhs.uk 
 
We look forward to continuing our conversation with you in the very near future. 
Please look out for the dates of our next series of drop in sessions in December 
2017. 
 
Thank you. 

 
Vicky Irons 
Chief Officer November 2017 

https://www.surveymonkey.co.uk/r/WDFV53D
mailto:hsciangus.tayside@nhs.uk


 
 
 
 
 
Background 
 
Optimising and joining up health and social care services is critical to realising the ambitions of 
health and social care integration. A package of assessment, treatment, rehabilitation and 
support in the community, along with help for carers, can better serve the needs of people and 
help deliver more effective deployment of the resources available to the Integration Joint Board 
which oversees the Angus Health and Social Care Partnership. People must become central to 
decisions about their own needs, outcomes and support.  
 
Angus Health and Social Care Partnership is focused on delivering an approach to integration 
that has a much greater emphasis on prevention, early intervention, self-management and 
supporting people in their own homes and communities with less unnecessary use of hospitals and 
care homes.  Information to date suggests we are already doing well in with more than 90% of 
older people’s care being delivered in the community but there is still more to do for the whole 
adult population. 
 
 
 
 

  
 

1.  Case for change 



 
 

 
 



 
 

 
 



 
 

 



 



 
 
 
 

 A  multi-disciplinary team approach  exists in Learning Disabilities, Adult Mental 
Health, Older People’s Mental Health and Drug and Alcohol Services.   

 Multidisciplinary team working has been embedded in General Practice for many 
years and is being expanded via Enhanced Community Support to become a 
multi-agency approach.  

 The Acute Medicine Team and the Acute Medical Unit in Ninewells Hospital now 
work in a new way. Speciality In-reach Medical Model of care reducing assessment 
time for emergencies, preventing admissions, considering local options for step up, 
step down care and reducing hospital length of stay.  

 Help to Live at Home has delivered an expansion of care at home within available 
resources.   

 Voluntary Action Angus is supporting an Angus that actively cares by further 
developing the Third Sector and creating and supporting volunteering 
opportunities.   

 Voluntary Action Angus and Angus Carers Centre staff work in the multi-disciplinary 
teams identifying social solutions to support people’s needs and enabling greater 
independence.  

 The ALISS (A Local Information Service for Scotland) system has been developed to 
ensure that information on the richness of the Angus Third Sector contribution to 
health and social care is accessible.  

 Independent Living Angus website provides information to help you improve your 
life curve and self-assessment for equipment to support daily living. 
 
 

 

The story so far…….. 



 
 
 
 
 
 
 

 
 
 

 
KNOW WHO TO TURN TO LEAFLET 

 
Information was displayed to help people KNOW WHO TO TURN TO 
should they need advice about health and social care in Angus. 
 
We asked if this type of information would be useful. We received very 
positive feedback and we are working on the suggestions as to how the 
leaflet can be further improved.  
 
 

2.  Add life to your years – Life Curve/ 
     Self Management 



 
 
Self-management is about people living with long term conditions being in ‘the driving 
seat’.  It supports people to live their lives better, on their terms. 
 
A long term condition is a health condition that lasts a year or longer. It can impact on a person’s 
life and may need ongoing care and support. These include mental health problems and a wide 
range of physical conditions such as diabetes, heart disease, dementia and chronic pain. 
 
Self-management supports and encourages people living with long term conditions to access 
information and to develop skills to find out what’s right for their condition and, most importantly, 
right for them. Life can be better with self-management.  Being told you have a condition for 
which there may be no cure can be devastating.  Individuals respond in individual ways.  It can 
often have a profound impact on a person’s well-being and self-esteem. 
 
Together with health professionals and others who provide support, self-management can help 
people to make decisions that are right for their life.  

Self-management can mean people being: 

• better informed about their condition(s), 
• better prepared for everyday challenges, 
• better supported when they need it 

More information available at: 
 

 

 
 

 
 

www.myconditionmylife.org/ www.aliss.org 
 

 
Self help resources for mental wellbeing 

 
 

 
www.moodjuice.scot.nhs.uk/ 
 

Get in the driving seat. Available support for self-management in Angus includes: 

• Angus Long Term Conditions support groups in Montrose, Carnoustie and Forfar 

• Forums and/or peer support groups for Arthritis; Diabetes; Pain; COPD; Heart Disease and 
Stroke providing ongoing access to education and support 

• Access to free courses on managing fatigue; managing chronic pain 

• Angus Activity Programme in conjunction with Angus Cardiac group and Angus Alive 

• Access to more intensive courses to support people live with their conditions.  This currently 
includes chronic pain, fatigue management, pulmonary and cardiac rehabilitation. 

• A Long Term Conditions information event is held every two years, with the next event 
planned for April 2018. 

 

Self-management 

http://www.autismnetworkscotland.org.uk/files/2014/09/ALISS.jpg
http://www.autismnetworkscotland.org.uk/files/2014/09/ALISS.jpg�


Examples of support for self-management include: 
 

 
 
 

 



 
 
 
 
 
 
Voluntary Action Angus promotes an Angus that Actively Cares. 901 organisations offer a 
wide range of supports across the communities in Angus. This ranges from Arts to Life, 
befriending to gardening projects. Contact VAA if you want to find out more about what 
VAA does or about how to volunteer. Please call 01241 875525/01307 466113 or visit our 
website http://www.voluntaryactionangus.org.uk 
 
 

 
 

3.  An Angus that Actively Cares – Third Sector 

http://www.voluntaryactionangus.org.uk/
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4.  Multi-disciplinary Team (MDT) working 
 



 
 
 
 
 
 
 
 

The following scenario is based on a real life event. 
Only the names of the service user and her daughter have been changed. 

 
 
 
 
 
 
 
 
 
 
 
 
 

ENHANCED COMMUNITY SUPPORT 
 

 
Kristy 

Nurse Practitioner 

 
Kay 

Comm. Pharmacist 

 
Arlene 

Social Work Asst. 

 
Dougie 

Consultant 

 
Emily 

District Nurse 

 
Karen 

Occ. Therapist 

 
Debbie 

Befriending Co-
ordinator 

 
Sarah-Jane 

G.P. 

 
Alison 

Pharmacy Technician 

 
Tracey 

Senior Co-ordinator 
P.O.A Team 

 
Sarah 

Physiotherapist 

 
 
 
 

‘Mary’ & ‘Jennifer’ 

  

Enhanced Community Support 
Showing you how working together does make a 
difference ….. 

My name is ‘Mrs Mary Smith’, I am 91 years old and until recently I have lived alone independently 
with support from my daughter ‘Jennifer’ and some carers who visit 3 days a week to help me have a 
shower. 

My GP came to see me recently after I had a fall.  I hurt my hip and I am still in pain and can’t move 
about very well.  To be honest I have had back pain for a while and was struggling a little bit but 
know I don’t feel safe walking around and have just been staying in bed.  I know that isn’t good for 
me and the toilet is downstairs so that is a problem as well. 

Dr Baldwin has passed my details on to the people at something called Enhanced Community 
Support who will hopefully help me get around more. 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  I’m Arlene, a social work assistant and following the multidisciplinary team meeting yesterday I 
arranged with Mary and Jennifer to visit them.  We talked about the support and equipment 
Mary was getting from the other members of the team and both Mary and Jennifer said that 
they were happy with this support.   

 
Jennifer was however concerned about her mother remembering to take her medication and that she may fall 
during the times she was on her own.  I suggested they might like to think about having a community alarm 
installed to provide peace of mind about not being able to get help should Mary fall and they both agreed that 
this would be a good thing to do. 
 
I also asked Mary if she would like to talk to her community pharmacist about having her tablets delivered in a 
dispenser that would let her see what she needed to take and when.  Mary said that she was able to remember 
what to take and when but that as it would stop Jennifer worrying she agreed to talk to the pharmacist. 
 
We then had a discussion about ongoing support and I gave Mary and Jennifer a leaflet that explained about self 
directed support, the assessment process, carers assessment and the options available to Mary if she needed 
ongoing support.   We agreed that I should come back in a few weeks time to see how Mary was getting on. 

 

 I’m a district nurse in Angus - my name is 
Emily.  Dr Baldwin shared Mary’s details 
with us at the multidisciplinary team 
meeting today and requested support 
for her. 

I was able to visit her the same day after our meeting.  I 
was able to assess Mary’s home environment as well as her 
health and social care needs.  This let me make referrals 
for carer support four times a day from the prevention of 
admission to hospital scheme, physiotherapy, 
occupational therapy and a nurse practitioner for 
medicine for the elderly. 

 

 I’m Sarah, a Physiotherapist, and I visited 
Mary at home the same day that Emily 
made the referral.  I was able to provide 
a wheeled walking frame and assess her 
mobility and levels of pain. 

Mary and I discussed ways to build strength and improve 
confidence and agreed an exercise programme that would 
last for a period of weeks. 

 

 My name is Karen, I’m an 
Occupational Therapist and I was able 
to visit Mary the same day that Emily 
made the referral.  I delivered a  

commode for use in the bedroom as there is no toilet 
upstairs and Mary is having difficulty with getting around 
at present.  I was also able to provide equipment to help 
Mary get in and out of bed safely including an inflatable 
device that can lift her legs.  
 
I was also able to assess Mary’s ability to do things in her 
kitchen and give her advice on easier ways to do thing 
for example fill her kettle.  I was also able to provide a 
caddy to be fitted to the wheeled walking frame.   This 
will help her to transport meals independently once she 
has regained some of her strength. 

 

 I’m a nurse practitioner with 
the medicine for the elderly 
team and my name is Kristy. 

 

 I was able to visit Mary the same day as the 
initial referral was made.  I carried out a 
comprehensive assessment to find out if Mary 
was safe and well enough to stay at home or if 
she really needed to be admitted to a 
community hospital. 
 
I took some blood samples, tested her urine for 
infection and established the level of Mary’s 
pain.  In addition I reviewed her medication and 
referred Mary to the pharmacist and pharmacy 
technician for their support as already agreed 
with Mary’s care manager.   Jennifer, Mary’s 
daughter, agreed to make sure her Mum took 
her tablets until the pharmacist was able to visit. 
 
I discussed a treatment plan with the consultant 
geriatrician and Mary’s GP and requested a 
prescription for pain killers.  Following a discussion 
with Mary and Jennifer it was agreed that Mary 
should stay at home with a package of care to 
support her.  This reflected her previous 
discussions with her GP and what was 
documented in her anticipatory care plan. 
 
I then continued to monitor progress and receive 
feedback from other professionals involved in 
order to provide coordinated care and improve 
communication between the team. 

 

 I’m Kay the community 
pharmacist and I was able to 
have a discussion with Mary 
about her medication. 

I completed a full review and after discussing the 
outcome with Mary’s GP it was agreed that the 
medication that was no longer needed would be 
stopped.  I also explained to her the different 
dispensers we could use for her medication.  Mary 
decided that she wanted one that was broken 
down by day and time. 

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

I’m a Pharmacy 
Technician and 
my name is 
Alison.  

 
 I visited Mary a week later to show 
Mary her dispenser and to check that 
she is able to use it. 
 
 She found it simple to use which 
supported her wish to remain 
independent and gave her daughter 
Jennifer confidence.  I returned any 
medication that was no longer 
required to the chemist. 

I’m Tracey, Senior Co-ordinator for the 
Prevention of Admission Team.  I was asked to 
arrange for a social care officer (SCO) to visit 
Mary four times a day to help her with personal 
care, toileting and meal preparation. This 
support was to help Mary remain at home, 
which was what she wanted. 

 
When they first visited Mary she needed quite a bit of support and 
encouragement having lost some of her confidence after her fall.  
The SCO established what she was able to do and what she had 
some difficulty with.   We also encouraged Mary to move around 
during our visits to help increase her confidence.  The SCOs worked 
with Mary in what is described as an enabling way.  They built on 
what Mary could do and supported her to regain her ability in other 
areas and to be as independent as far as possible. 

My name is Debbie and I support volunteers who want to become a befriender.   Mary had 
said she was feeling lonely despite her daughter visiting regularly and had agreed to a referral 
being made to our befriending service.  

 
I arranged to visit Mary to find out what her interests were and what she would like to do.  She 
decided that she would like to be matched with a befriender who would spend time with her 
at home and also take her out in their car once she was able to move around more. 

 
As Jennifer was the main carer for her Mum I told her about Vanessa at Angus Carers and the ways in which they 
could help support her as a carer.  She is thinking about contacting them soon. 
 

The outcome of working together was that… 
 
• Mary was assessed promptly by the primary care team and the efficient referral to the OT/ PT initiated a rapid 

response.  This enabled her to safely stay in her own home with the equipment and support to facilitate this.  
 
• Mary and her family decided it would be best to move her bed downstairs so she could live on one level 

without the need to risk using the stairs. 
 
• She made great progress with physiotherapy and OT and managed to return back to her previous level of 

mobility. This meant she could walk to the kitchen to make her own meals and drinks and this meant that the 
social care officers were no longer needed at meal times. 

 
• She is now able to administer her medications independently from the compliance aid. 
 
• Mary’s pain has improved and her painkillers have been reduced which has reduced the risk of side effects. 
 
• She now doesn't have to rely on carers to get her in and out of bed which continues to promote her 

independence and has not needed to use her community alarm since the equipment was installed. 
 
• Mary has met her befriender and is now enjoying a weekly visit or outing with her new friend.  Jennifer is still 

thinking about contacting the Carers Centre. 

What do Mary and Jennifer think… 
 
They are both very happy with the level of support provided and how responsive the service was.  They 
felt listened to and valued during any conversations or decisions about planned treatment or care. 
 
They also were both extremely grateful that Mary didn't have to go to hospital and could stay at home.  
 
In addition Mary feels that having a befriender not only gives her a new interest and helps her to feel less 
isolated - it gives her daughter a break as well.  
 
 

  

 



 
 
 
 
 

 
 

 

5.  Help to Live at Home (HTLH) 



 
Short term Care and responsive services  

 
 
 

 
 
 



 
 
 
 
 
 
 



 
 
 
 

 
 

 

6.  MIIU / Out of Hours 



 
 

 
 



 
 

 
 



 
 

 



 
 



 
 

 



 
 
 
 

 
 

 

7.  Inpatient Care Review 



 
 

 
 



 

 
 

 
 



 
 
 
 
 

 
 

 

8.  Care Home Review 



 

 
 

 
 



 

 
 

 
 



 
 



 
 
 
 
You asked us........ Our answer 

Please explain about the availability of x-ray in 
the Minor Injury and Illness Units at weekends 
and public holidays. 

The Radiography department has 
commissioned a specific piece of work looking 
at demand and capacity for the Angus x-ray 
services. 
If an urgent x ray is required, this can be 
provided in Ninewells Hospital, Dundee 24/7. If a 
patient presents in the Out of Hours (e.g 
weekends and public holidays) and an x ray is 
required, but not urgent, this can be accessed 
in Whitehills Health and Community Care 
Centre, Forfar and Arbroath Infirmary (Mon - Fri) 
and in Links Health Centre, Montrose on 
Tuesday mornings. 

If a person is moved into respite to facilitate 
discharge, will they be charged?  

People may be charged but this is dependent 
upon a number of factors. Everybody over 65 is 
eligible to free personal care. Some people will 
also be eligible for free nursing care. The 
remainder of the charge fee is subject to a 
financial assessment which identifies if an 
individual is able to contribute to any remaining 
costs.  

Do you have information about the average 
length of stay per hospital? 

We know that the average length of stay for an 
Angus person following an admission in an 
emergency is 9.6 days. This is dependent on a 
variety of factors. For example clinical 
presentation, person’s needs at time of 
discharge. We know that there is variation 
between the 4 localities and this is one of the 
factors that will be considered as part of the 
inpatient care review. 

What is the percentage of residents of care 
homes who need medical supervision? 

People who live in care homes use GP services 
like others who live in the community. GPs 
respond to need as appropriate. 

What’s happening about volunteers providing a 
nail cutting service? 

The Podiatry Service is in the process of seeking 
funding to enable volunteers to provide 
personal foot care with training provided by 
the NHS Tayside podiatry service 

What about Modern Apprenticeship Schemes – 
to attract younger people into care/health 
jobs? 

We are making meaningful contacts with 
employers, Colleges of Further Education to 
improve the opportunities and availability of 
apprenticeship schemes across the NHS and 
Council in Angus. We have close links with the 
Dundee & Angus, Developing the Young 
Workforce Group. In November 2017 we are 
holding a careers fair in Forfar and our theme is 
attracting younger people into the workforce. 

9.  You asked us........ 



This will include professional and non 
professional posts. We are also working with our 
partners in the independent and third sector 
appreciating we need to manage our 
workforce challenges collectively. 

Please explain the process for how people are 
appointed to receive a ferritin infusion 
appointment and why do some people have to 
go to Ninewells rather than Whitehills Health 
and Community Care Centre. 
 
 
 

Firstly it may be that there is a clinical need for a 
person to have their ferritin infusion in Ninewells.  
 
Medicine for the Elderly patients in the North 
West locality receive ferritin infusion at Whitehills 
Health and Community Care Centre as do all 
intravenous iron infusions for renal patient in the 
North West locality (which is the biggest group).  

Why are Forfar residents admitted to Roxburghe 
House when there are palliative care facilities in 
Whitehills Health and Community Care Centre? 

  

 

 

Unfortunately we are unable to comment on 
specific cases without the permission of 
the individuals involved. Whenever possible we 
try to adhere to a patient's and their family's 
palliative care wishes. On occasions people 
request to go Roxburgh rather than Whitehills 
Health and Community Care Centre (WHCCC) 
in Forfar. The decision to admit someone to 
Roxburghe House rather than the palliative 
care beds in WHCCC is dependent upon a 
number of factors. For example the clinical 
needs of the patient; many people require 24 
hour medical support and/or require specific 
clinical input which cannot be provided at 
Whitehills. 
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