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 Vicky Irons, Chief Officer 
 

Angus Council and NHS Tayside are already working together in an Angus Health 

and Social Care Partnership established under the provisions of the Public Bodies 

(Joint Working) (Scotland) Act 2014.  The work of the partnership is overseen by the 

Integration Joint Board (IJB).   Part of the work of the IJB includes developing a 

strategic plan for health and social care in Angus. We are now in the final stages of 

developing this plan.  The plan is built on the importance of equal partnership, an 

approach to working across all sectors, where genuine community engagement is 

at the heart of constructing new cultures of care.  
 

We need to think innovatively about how a growing population of people in need 

of support can be supported differently and how we can respond to peoples’ 

expressed wishes to remain at home for longer.  Health and social care services 

are being brought together to address these challenges. Very often this will be 

delivered through working in the four localities that make up Angus. 
 

Bringing together our health and social care services creates opportunity to 

improve outcomes through integrated working in front line services, better 

communication, improved efficiency and reduced duplication of effort. Working 

effectively together will support people to remain at home, to prevent 

unnecessary admissions to hospital or to care homes and ensure that people who 

have to go to hospital are discharged in a timely manner with the right supports in 

place.  An example of how working together really can improve outcomes for 

people is detailed on pages 4 to 6. 
 

In Angus we have some very experienced staff and real innovation is already 

happening.  The basic sense of ownership and locality focused leadership is strong 

and across professional groups and all sectors, multi-disciplinary teams are 

emerging resulting in a change in outcomes for people.   There will be risks and 

challenges ahead including, financial and operational pressure created by 

unscheduled care patterns and unplanned events, concerns over workforce 

supply and past history that links local care with buildings.  Because of this a 

sustainable picture feels a long way off. 
 
But….listening and talking to people from all sectors in Angus it seems that “Most 

people are up for it”.  So…. let’s work together and make this the best Health and 

Social Care Partnership in Scotland.  
 

 
 

  

   

If you have any 

questions or good 

ideas then let us know 

by emailing us on : 

hsciangus.tayside@
nhs.net  

 

  

 

  

This will be our final newsletter before we 

move into the next phase of Health and 

Social Care Integration.  From 1 April 2016 

the Scottish Government expects the 

Integration Joint Board to assume the 

delegated authority and local 

accountability required to manage the 

staff and budget associated with providing 

the services that the people of Angus 

need. 

 

In this edition of Integration 

Matters you will find: 

 
 Welcome from Vicky 

Irons, Chief Officer 

 

 News Round-up 

 

  Letham Health & 

Wellbeing Centre 

 

  Participatory Budgeting 

– ‘Your Budget, Your 

Choice’ 

 

  Information sharing and 

overcoming the barriers 

… continued! 

 

 Enhanced Community 

Support – Showing you 

how working together 

does make a difference 

 

 Our Voice 

 

 Alzheimer’s Scotland - 

Angus Services:  Angus 

Dementia Resource 

Centre 

 

 Angus Carers Centre 

invites carers to visit ‘The 

Retreat’ 

 

 Kirriemuir ‘Dementia 

Friendly Community’ 

 

 Transforming Leadership 

for Integration 

 

 Telecare in Angus – 

Keeping you safe at 

home 

mailto:hsciangus.tayside@nhs.net
mailto:hsciangus.tayside@nhs.net
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Opening of Letham Health and Wellbeing Centre 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

News Round-up …… 

The Health and Wellbeing Centre at Jubilee Court 

in Letham was formally opened by Gail Smith, 

Interim Lead Officer for NHS Tayside (Angus) at a 

drop in session held in October 2015.  

 

Councillors David Fairweather and David Lumgair 

who were also there said that they were delighted 

to be able to support the event. A number of 

representatives from the Letham Community 

Council, NHS Tayside and the Third/Voluntary 

sector were present and they were delighted with 

the number of people who came along to the 

opening. 

 

This was the first time that many of the people had visited the Centre and the drop in session 

provided an opportunity for them to view some of the previous suggestions from the public 

consultation events on how the Centre could be used and ask the staff questions. 

 

It was recognised there was a need to improve access to the Centre. Improvement in IT provision 

was also requested. The most frequent request was for health and wellbeing information on the 

notice boards and on the front door to be regularly updated and made available as soon as 

possible. Many suggestions for the use of the building were put forward to avoid unnecessary 

travel to GP practices, including improving the process of booking appointments, blood pressure 

recording, taking of blood tests, weight management and utilising the Centre for group activities 

such as Heart start training.  

 

Feedback from the evening showed that people were very pleased with the use of the centre 

and the majority were impressed with the facility. There were also some extremely positive 

comments about the Community Pharmacy service in the village.  

 
As a direct result of the comments received, work is already in progress to find additional 

volunteers as walk leaders. People wanted to see health led walks at a level suitable for the older 

residents from Jubilee Court.  

 

Gail Smith was delighted to confirm that funding 

has been approved to appoint a community 

development worker to help create a new way 

of working for health and social care services 

within the centre.  The new way of working will 

be in place to help people with health 

conditions to be more involved in decision 

making about their care.  It will also ensure that 

there is a choice of services to support the 

actions they want to take to improve their 

health and wellbeing.   

 

Gail said “This is an excellent opportunity to implement the vision for a more community based 

approach with improved access to services in Letham.” 
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Participatory Budgeting – ‘Your Budget, Your Choice’ 

 

Information sharing and overcoming the barriers…continued! 
 

 

 

 

Angus Council has piloted a participatory budgeting 

approach in the East Brechin area under the banner 

“Your Budget, Your Choice”  Under this initiative, the 

people of East Brechin have been invited to spend a 

budget of £20,000 on initiatives to improve wellbeing in 

their area.  A local steering group was established to 

manage the initiative and work carried out over the 

summer 2015 to raise awareness in the community and 

generate proposals for the spend. 

 

A voting day was held in November where groups who 

put forward proposals for ways to spend the money and 

deliver activities for East Brechin were on hand to 

answer any queries by the public before voting.  Local 

residents who came to the voting day were given 3 

tokens each that they could use to ‘vote’ for the project 

they wished to see successful.  The total of £20,000 was 

allocated during the day to over 10 groups to take 

forward their proposals over the next year. 
 

In addition to making a positive difference to quality of life for people in East Brechin, Angus 

Council sees this initiative as an opportunity to develop its knowledge and understanding of how 

participatory budgeting works with a view to extending this approach both geographically and in 

scale. 
 

Further information is available from Rachel Green, Acting Communities Manager 
(greenr@angus.gov.uk) or Graham Hewitson, Service Manger (hewitsongg@angus.gov.uk). 
 

 

In the August 2015 edition of Integration Matters I outlined my role in identifying what was required to 

ease the flow and sharing of information within the Angus Health and Social Care Partnership.   

 

Since then I have undertaken work with practitioners from across Health and Social Care and 

identified what information not currently shared would enhance their work with the people of Angus. 

Now that we know what information is required we can begin to look at developing a specification 

to access and share it conveniently and securely. Work continues in this area. 

 

   Achievements     
 

 

 

 

 

 

 

 

 

 

 
 

 

Margaret Cairns, Project Officer, Information & Data Sharing 
 

An interim IT strategy 

has been completed to 

take us through the first 

few months of the 

Health & Social Care 

Partnership and the 

document will go to the 

Integration Joint Board 

In March 2016. 
 

The three discharge 

coordinators based in 

Ninewells now have 

access to CareFirst 

which will greatly 

assist with their work 

and be another tool in 

the management of 

delayed discharge. 
 

We are also 

working towards 

key NHS personnel 

having access to 

CareFirst including 

the OTs and Rapid 
Response Teams. 

On a reciprocal 

basis we are 

setting up a test 

of change 

whereby one of 

the Adult Care 

Teams has 

access to MiDIS 

 

https://web.nhs.net/OWA/redir.aspx?SURL=JecdevrJv9jmrp9QEt8Na1nhq3-RrY4HwdsoKKxnvTc0gZ2PzDPTCG0AYQBpAGwAdABvADoAZwByAGUAZQBuAHIAQABhAG4AZwB1AHMALgBnAG8AdgAuAHUAawA.&URL=mailto%3agreenr%40angus.gov.uk
mailto:hewitsongg@angus.gov.uk
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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. 
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  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. 
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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.  
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Welcoming people to their new Dementia Resource Centre 

Our Voice …. 

Our Voice is about developing and embedding a new approach to 

listening, learning and improving across health and social care now and in 

the future.  Its aim is to enhance and add value to what is already working 

across Scotland and help strengthen people’s ability to effectively engage 

across the health and social care landscape as it develops. 

 

Our Voice will be a framework that supports the people of Scotland, at 

individual, local and national levels to be involved in the things that really 

matter to them. 

 

The framework used to empower the voice of the people of Scotland in 

health and social care will be built around;   

 A Peer Network across Scotland to encourage and enable local improvement and development 

across health and social care services;  

 A Citizens Hub for health and social care which will comprise of both a virtual and physical space, 

where people can have their voices heard, with a ‘knock on one door’ philosophy;  

 The gathering and analysing of people’s stories and experiences of health and social care at national 

level to improve and inform services; and  

 A national citizen’s panel to address issues of national interest to the people of Scotland in order to 

inform national policy and improvement activity as well as raise priority issues.  

While the purpose of strengthening the people’s voice is to ensure improvement, there must also be 

mechanisms in place to support this voice to be heard and responded to at every level described above. 

The success of Our Voice will depend on the different parts of the framework being fully integrated with 

each other at all levels, and with it being clear how they work together in practice. For more information 

please go to: www.scottishhealthcouncil.org/patient__public_participation/our_voice/our_voice.aspx  
 

 

 
 

 

 

 
 
 
 

 
 
For more information contact Janet on 01241 431770 or 462780, or email angusservices@alzscot.org.  

Alzheimer’s Scotland – Angus Services 

 

Provost Helen Oswald and Pat Brodlie 

Provost Helen Oswald joined Pat 

Brodlie, Service Manager for the 

new Angus Dementia Resource 

Centre, to mark the installation of 

a ‘Welcome’ sign for the new 

drop-in facility in Arbroath. 

The staff of the Angus Dementia Resource Centre aim to 

support people with dementia, their relatives and friends 

at any stage of the illness.  They offer friendly, accessible 

information and support.  You can drop in to browse and 

pick up a wide range of information about local activities. 

http://www.scottishhealthcouncil.org/patient__public_participation/our_voice/our_voice.aspx
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjMjI6bmv_KAhUBJhoKHZJbDrYQjRwIBw&url=http://www.uws.ac.uk/schools/school-of-health-nursing-and-midwifery/research/alzheimer-scotland-centre-for-policy-and-practice/&psig=AFQjCNGjYiwCBD3cTxiFjPK2sfP74w4Yzw&ust=1455812426870056
mailto:angusservices@alzscot.org
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A brand new Short Breaks ‘One Stop Shop for Carers’. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Angus Carers Centre invites carers to visit 

‘The Retreat’ 

 
My name is Lesley Simpson and I recently joined 

the team here at Angus Carers Centre as Short 

Break Coordinator. 

 I’ve worked in Angus for a number of years with 

people of all ages, most recently coordinating a 

befriending project for people with health issues.  

Having seen the difference good support and 

opportunity for a break from caring roles can 

have on individuals, I am keen to build on existing 

resources and develop new ones. 

  

We will shortly be launching a One Stop Shop, at the Carers Centre, in Grant Road, Arbroath. Carers 

have called this room ‘The Retreat’.  Easily accessible information on Short Breaks and how to fund 

them, including Self Directed Support, will be available.  This new resource will be a place where 

carers can meet together in a relaxed, informal environment and share their experiences of Short 

Breaks and Self Directed Support and what has worked for them. We can also put carers in touch 

with a Support Broker who can help explore options available to individuals, ensuring choice and 

control.  Look out on our website http://www.anguscarers.org.uk for opening times of the drop in 

Shop.  

Angus Carers Centre, in partnership with Dundee Carers Centre aim to continue to support the 

implementation of the National Strategy for Self-Directed Support locally by working together to 

maximise the benefits for the community and will also be facilitating Learning Networks, bringing 

together Carers, Providers and Commissioners to explore the questions and challenges in making 

SDS a reality.  I look forward to working with many of you in the coming months but in the meantime 

if you have any queries about Short Breaks or how to access the One Stop Shop please do get in 

touch by emailing  lesley@anguscarers.org.uk or Tel. 01241 439157. 

 

Angus Carer Drug and 

Alcohol Project 
 

This project offers specific support to 

carers who are affected by someone’s 

alcohol or drug problem.  This can 

include information, practical advice 

on coping, signposting to other 

agencies, contact with other carers 

who are or have been in a similar 

situation, support and a listening ear. 

 

If you would like further information on 

this service please contact Belinda or 

Allie on 01241 439157. 

Do you work with Families 

affected by Alcohol & Drugs? 
 

Scottish Families Affected by Alcohol & 

Drugs is a national organisation 

commissioned by the Scottish Government 

and they have a confidential helpline for 

carers to use if they are concerned about 

someone’s alcohol/drug use. 

 

The confidential helpline:  08080 10 10 11 is 

open Monday to Friday from 9.00am to 

11.00pm and Saturdays and Sundays from 

5.00pm to 11.00pm. 

http://www.anguscarers.org.uk/
mailto:lesley@anguscarers.org.uk
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Kirriemuir ‘Dementia Friendly Community’ 

The Kirriemuir and Dean Area Partnership was successful in a bid to the Life 

Changes Trust which is funded by the Big Lottery Fund to create a ‘Dementia 

Friendly Community’ in Kirriemuir.  The project has a few elements to it. 

Dementia Friendly sensory garden, awareness raising through the community, 

and an information hub- ‘KirrieConnections’ for the community, professionals 

and people living with dementia and their carers to come and use.  
 

Pupils from Webster High School in Kirriemuir, have been involved in developing a logo for the new 

building. This has been in partnership with Alzheimer’s Scotland worker Lindsay Shaw, who delivered 

information to raise awareness and provide pupils with relevant information on dementia friendly 

colours and design. We have had support from Kirrie day care, Angus Carers, Angus Independent 

Advocacy, and Action on Hearing loss, Voluntary Action Angus plus NHS and Angus Council staff in 

the development of the project so far. 
 

We are looking for people in the community to get involved and support the success of the project. 

We are very keen to speak to people living with dementia and/or carers to make this project a 

success.  Please contact the Project Co-ordinator, Maureen McGinlay, on Tel. No. 01575 573805 or 

Mobile No. 07736 156144. 
 

 

 

Transforming Leadership for Integration 
An adaptive approach to supporting change 

 

This training and development programme continues to be delivered in partnership with Dundee City 

Council, Perth and Kinross Council and the independent and voluntary sectors. 

 

The programme reflects the changes in health and social care and what needs to be done differently in 

order to support the changes.  Leadership is key and the principles of adaptive leadership is a concept 

that underpins the work that candidates will be involved in.  Adaptive leadership is regarded as 

leadership that is not just aligned to those in senior positions but is a ‘practice’ not a theory that relates to 

people across an organisation. 

There are two full day workshops and a series of action learning sets.  Here you will work in groups with 

people from all sectors, to explore intractable or ‘wicked’ issues.  Feedback from the sets reports that the 

opportunity of having protected time to work with people from different areas was very helpful in terms 

of the discussion around the complexities of the issue that has been brought to the table. 

If you are interested in learning more about Transforming Integration for Leadership please speak with 

your line manager or contact the Health & Social Care Integration Team at St Margaret’s House, Forfar.  

(01307 474870). 

 

Cohort 5 will be delivered in September 2016 - dates to be confirmed – recruiting will take place mid-

summer. 
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Raising Awareness of Telecare in Angus 
 

The Angus Community Alarm Team have created a poster to tell people about the adaptable range of 

technology that is available to support people to remain independent and safe at home. Look out for the 

posters in your area! 

 

 

 

 

 

 
 

The next edition of the Newsletter will be available in June 2016.  Before then we need to know what 

you are doing ….. what is working well …. What would you like to change as we go forward?  We 

need your input! 

 

Deadline for articles will be 9 May 2016 so get those fingers typing or pens writing and get something 

to us by Emailing hsciangus.tayside@nhs.net. 

 

 Thank  you! 
 The Angus Health & Social Care Integration Team 

Telecare in Angus …. Keeping you safe at home 

 

Coming soon …… 
 
Over the Spring and Summer our Chief Officer, Vicky Irons will be 

‘dropping in’ to a venue near you.  Details will be circulated nearer the 
time via a special ‘Integration Snippet’. 

mailto:hsciangus.tayside@nhs.net

