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FOREWORD 
 
It was an honour to be appointed as Chief Officer of Midlothian Integrated Joint Board in October 2019 
ŦƻƭƭƻǿƛƴƎ !ƭƭƛǎǘŜǊ {ƘƻǊǘΩǎ ƳƻǾŜ ǘƻ ²Ŝǎǘ [ƻǘƘƛŀƴΦ This report shows how we have worked towards our 
long-term objectives through the continuing dedication and skill of our staff; our partners in the 
voluntary and independent sectors; and all the informal carers and neighbours upon whom the health 
and care system is entirely dependent. My very sincere thanks for all their work during 2019-20. 
 

New services and approaches to 
improve health and wellbeing. 
We have focused on making sure people are 
only in hospital when they need to be through 
the ά5ƛǎŎƘŀǊƎŜ ǘƻ !ǎǎŜǎǎέ ¢ŜŀƳ ŀƴŘ the 
άIƻǎǇƛǘŀƭ ŀǘ IƻƳŜέ {ŜǊǾƛŎŜ. We have improved 
services for people with mental health needs, 
substance misuse and offending behaviour in 
our new Number11 in Dalkeith. Staff have been 
trained ǘƻ ƘŀǾŜ ŀ ΨDƻƻŘ /ƻƴǾŜǊǎŀǘƛƻƴΩ and help 
people identify their health outcomes, based on 
their strengths and assets. We are looking at 
ΨƻǳǘŎƻƳŜǎ ƳŀǇǇƛƴƎΩ ǘƻ ƛƳǇǊƻǾŜ Ƙƻǿ ǿŜ 
measure performance to provide a meaningful 
picture of how we are delivering health and care 
services. 
 
The third sector continues to be a crucial 
partner and we will continue to work in 
partnership with this strong and innovative 
sector. 
 

Some services under pressure 
Some of our services remain under pressure 
such as Care at Home and General Practice. We 
will strengthen these and support people to 
remain well by investing in prevention and early 
intervention. 

 

Plans for next year 
We will continue to reshape our services to 
support people to stay well and at home as far 
as possible. Good housing is crucial. We will 
work with the Council and Third Sector partners  
to develop housing for people with learning 
disabilities and build extra care housing for 
older people and disabled people. As part of the 
European Scirocco Programme we hope to learn 
how to improve our services from health and 
care developments in other European countries. 
 
Whilst not within the time frame of this report I 
must acknowledge the challenges in March 
2020 due to COVID-19. Our services were quick 
to take action and positive relationships with 
our partner care providers helped to ensure 
a  robust response. While COVID-19 presented 
many challenges, there will be developments as 
a result of the pandemic that we will sustain.  I 
have been proud and humbled by the 
dedication of staff and volunteers - and 
saddened by the impact of the virus on our 
residents.  

 
 

 
Morag Barrow ,  

Chie f Officer   

Midlothian Integrated Joint Board     
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NATIONAL HEALTH &  

WELLBEING OUTCOMES 
 

 

 

 

 
 

 
 

 
 

 
 

 

 

  

People are able to look after and improve their own health and wellbeing and 
live in good health for longer. 

People are able to live, as far as reasonably practicable, independently and at 
home or in a homely setting in their community. 

People who use health and social care services have positive experiences of 
those services, and have their dignity respected. 

Health and social care services contribute to reducing health inequalities. 

  People who work in health and social care services are engaged with their 
work and improve information, support, care and treatment they provide. 

Health and social care services are centred on helping to maintain or improve 
the quality of life of people who use those services. 

Resources are used effectively and efficiently. 

People who provide unpaid care are supported to look after their health and 
wellbeing. 

People using health and social care services are safe from harm. 
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HOW DID  

WE DO?  
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NATIONAL INDICATORS  

OUR RESULTS 
2019/20 survey results will be published later than planned due to the COVID-19 pandemic. Below are the 
latest figures available from the 17/18 national survey 

 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
  

Midlothian, 91.7%

Scotland, 93.0%

Adults can look after their health well or very well

Midlothian, 86.3%

Scotland, 81.0%

Adults live as independently as possible

Midlothian, 79.7%

Scotland, 76.0%

Adults had a say in their help, care or support

Midlothian, 70.8%

Scotland, 74.0%

Adults thought services were coordinated

Midlothian, 71.3%

Scotland, 80.0%

Adults rated services as good or very good

Midlothian, 75.8%

Scotland, 83.0%

Adults had positive experiences at the GP

Midlothian, 73.1%

Scotland, 80.0%

Services maintained or improved their quality of life

Midlothian 32.1% 

Scotland 37.0%

Carers felt supported in their role

Midlothian, 79.5%

Scotland, 83.0%

Adults felt safe

13/14  15/16  17/18  19/20  

94.0 95.0 93.0  
94.9 93.5 91.7  

13/14  15/16  17/18  19/20  

83.0 83.0 81.0  
82.6 78.0 86.3  

13/14  15/16  17/18  19/20  

83.0 79.0 76.0  
84.9 84.4 79.7  

13/14  15/16  17/18  19/20  

78.0 75.0 74.0  
76.8 71.3 70.8  

13/14  15/16  17/18  19/20  

83.0 81.0 80.0  
83.5 73.1 71.3  

13/14  15/16  17/18  19/20  

85.0 85.0 83.0  
77.7 78.6 75.8  

13/14  15/16  17/18  19/20  

85.0 83.0 80.0  
80.2 82.3 73.1  

13/14  15/16  17/18  19/20  

43.0 40.0 37.0  
44.5 39.4 32.1  

13/14  15/16  17/18  19/20  

85.0 83.0 83.0  
76.8 80.7 79.5  
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HOSPITALS 
Emergency Admission rate per 100,000 of the population 

 

 
 
Emergency Bed Rate per 100,000 of the population 
 

 
 

Readmission into hospital within 28 days 

 

 
 
Number of days of people aged 75+ spend in hospital when ready to be discharged per 1,000 population 

 

 
 
% health and care resource spent on hospital stays after emergency admission 

 

£ 
 
 

COMMUNITY 
% of the last 6 months of life spent at home or in a community setting 

 

 
 
Falls rate per 1,000 of the population aged 65 or over 

 

 
 
Care services rated good or better by the care inspectorate 

 

 
 
% Adults with intensive care needs receiving care at home (2019 data available Sep 2020) 
 

 
 
Premature Mortality Rate per 1,000 people  
 

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

Scotland 12,295 12,229 12,210 12,275 12,616 
Midlothian 11,602 10,923 11,599 11,153 12,469 

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

Scotland 128,541 126,891 123,383 120,177 118,127 
Midlothian 122,943 122,994 123,180 121,587 115,212 

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

Scotland 98 101 103 103 105 
Midlothian 104 109 114 110 109 

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

Scotland 915 841 762 793 774 
Midlothian 835 971 1,422 1,323 966 

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

Scotland 23 23 24 24 24 
Midlothian 22 22 23 23 23 

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

Scotland 87 87 88 88 89 
Midlothian 85 86 87 86 86 

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

Scotland 21 21 22 23 23 
Midlothian 21 19 20 18 22 

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

Scotland 83 84 85 82 82 
Midlothian 85 76 89 87 83 

 2015 2016 2017 2018 2019 

Scotland 61 62 61 62  

Midlothian 63 69 70 68  

 2015 2016 2017 2018 2019 

Scotland 441 440 425 432 426 

Midlothian 396 400 389 409 425 
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HOW THE INDICATORS LINK TO THE OUTCOMES  
 

Outcome:                    

Health and wellbeing                    

Living in Community                   £ 

Dignity                    

Quality of Life                   £ 

Health inequalities                    

Carers                    

Safe from harm                   £ 

Workforce                    

Resources                   £ 

 
 

 Adults are able to look after their health very well or quite well 

 Adults supported at home agreed that they are supported to live as independently as possible 

 Adults supported at home agreed they had a say in how their help care or support was provided 

 Adults supported at home agreed that their health and social care services seemed to be well coordinated 

 Adults receiving any care or support rated it as excellent or good  

 Adults had a positive experience of the care provided by their GP practice 

 Adults supported at home thought services and support improved or maintained their quality of life 

 Carers feel supported to continue in their caring role 

 Adults supported at home agreed they felt safe 

 

 Premature Mortality Rate 

 Emergency Admission Rate 

 Emergency Bed Day Rate 

 Readmission rate into hospital 

 Last 6 months of life spent at home/community 

 Falls Rate 

 Care Services rated good or better 

 Adults with intensive care needs supported at home 

 Number of days delayed in hospital 

 £ Health and care resource
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DISCUSSION 
 
Every two years, the Scottish Government asks 100,000 people across Scotland about their experience of health 
and social care services. In 2017/18, 1,977 people from Midlothian contributed to this Scottish Health and Care 
Experience Survey (a response rate of 26%).  Survey results for 2019/20 were due to be published in April 2020, 
but due to the COVID-19 pandemic, the most recent results were not available at time of writing. 
 
In addition to this survey data we have also 
included data related to quality of life and service 
use. For some indicators, the data has not been 
published for 2019/20 so we have included data 
from Jan ς Dec 2019 as a substitute. This means 
results are not directly comparable but Public 
Health Scotland recommends this to improve 
consistency between all Health and Social Care 
Partnerships.  
 
We are committed to increasing the number of 
people who stay well at home, and receive 
treatment or care in their own community if they 
need it.   We have good local care services (83% 
rated good or above by the Care Inspectorate) and 
while our figure for adults with intensive care needs 
who are supported at home remains above the 
Scottish average we would like to it be greater. 
While our figure for the last six months of life in the 
community is 86% it is worth noting that this does 
not include time spent in our community hospital, 
thereby missing this cohort of people cared for in 
their local community.  
 
Our emergency admission rate and the emergency 
bed rate remain higher than we would like although 
they are below the national average. Our 
readmission to hospital rate is slightly higher than 
the national average.  
 
Midlothian people spend too long in hospital after 
they are ready for discharge. Our figure for days in 
hospital when ready to be discharged is higher that 
the Scottish average and reducing this is a key 
priority for  the partnership. Delays occur for a 
range of reasons including the availability of care at 
home support. Additional days in hospital 
contribute to the cost of hospital stay ς while our 
rate is below the Scottish average we intend to 
reduce it further. 
 

The response for unpaid carers feeling supported in 
their role has been lower than the national average 
for the last two surveys and remains a challenge. In 
response to this, we are working with our carer 
support services to provide enhanced emotional, 
practical and financial support where feasible. In 
addition, work continues within our own services 
and with partner agencies  to improve the early 
identification of carers in order to offer appropriate 
support, especially in our deprived areas where 
carers provide more hours of care per week. Unpaid 
carers who receive a service from our local carer 
organisation, VOCAL, report more positively on 
their feeling of support in their role.  
 
Work is underway to support people who are 
considered frail and those living with long term 
conditions. By providing proactive, local and 
accessible person-centred support people will 
hopefully live well at home for longer. Our falls rate 
continues to be lower than the national average.  
 
People in our most deprived areas have poorer 
health outcomes. Our premature death rate 
remains under the national average but has 
increased from the previous year. People in poverty 
are more likely to develop some longςterm diseases 
such as COPD and diabetes and people with these 
conditions are twice as likely to be admitted to 
hospital and have a longer length of stay. 
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WHAT DID 

WE DO? 
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HEALTH & WELLBEING 
  

 
Empowering communities and individuals to manage their health and wellbeing can be particularly 
challenging because of some of the difficulties people face, including poverty and health conditions.  
 
We use data and technology to help us make it easier for people to get timely access to information about 
their health. 

20 years of Ageing Well  
 

Ageing Well celebrated its 20th birthday. It started with two 
volunteers running one walking group. Today over 50 volunteers 
run 44 groups with over 600 people taking part each week.  
 
Volunteers run a wide range of activities including health walks, 
singing, new age kurling, badminton, indoor bowls, table tennis 
and walking sports football, rugby and netball. They also organise 
annual events such as Walk the Line and the Senior Olympics for 
Care Homes and Sheltered Housing. Happy Birthday! 

 

Support with medicines  
 

We spend £18 million a year on prescription drugs ς nearly 15% 
of the whole Health and Social Care budget. We have tried new 
ways to support people to manage their medicines.  
 
We have a number of teams helping people learn about their 
medicines, checking they are taking the right ones and answering 
questions. We also have a pharmacy team in all GP practices. 

Diabetes prevention  
 

People from black, Asian and other minority ethnic groups are 
disproportionately affected by Type 2 Diabetes in comparison to 
white populations. We ǿƻǊƪŜŘ ƛƴ ǇŀǊǘƴŜǊǎƘƛǇ ǿƛǘƘ aƛŘƭƻǘƘƛŀƴΩǎ 
Muslim Community Centre to set up a weekly walking group, a 
fitness class and a programme of with speakers which included a 
pharmacist, a community nurse and a dietitian. 
 
Around 9 women of Indian, Pakistani and Bangladeshi heritage 
attend the fitness class and walking group.  
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LIVING IN THE COMMUNITY 
        £ 

 
People want to live at home for as long as they are able to do so. Our Midlothian Flow Hub has helped 
coordinate care, treatment and therapy in patientsΩ own homes preventing admission into acute hospitals.  
A range of services including Hospital at Home and Discharge to Assess enable people to avoid inpatient care 
or reduce the time spend there.  

 

Support for people with frailty  
 

The winter frailty team is made up of a GP, Occupational 
Therapist, District Nurse and Local Area Coordinator from the 
Red Cross. They work with 3 GP Practices to support people with 
frailty. Frailty is a recognised long term health condition 
 

Many of the people they have supported have reduced their 
medication, been supported to prevent falls and all have created 
anticipatory care plans. Some are receiving benefits, going to 
social activities and have Power of Attorney arrangements. 

Housing  solutions  
 

Occupational Therapists and staff from Housing have trained 
frontline staff to help them support people to live in suitable , 
accessible housing. 

 
tŜƻǇƭŜΩǎ ƴŜŜŘǎ ŎƘŀƴƎŜ ƻǾŜǊ ǘƛƳŜ ŀƴŘ ǘƘƛǎ ǘǊŀƛƴƛƴƎ ǎǳǇǇƻǊǘǎ ǎǘŀŦŦ 
to feel confident talking to people about their options and plan 
ahead. Over 60 people from housing, NHS, Housing associations, 
Social Care, Third Sector and carers have been trained. 

Learning Disabilities  
 

The right quality environment, particularly good quality housing, 
is one of the fundamental building blocks for our local services.  
 
The Learning Disability Strategy group continued to work with 
Housing Department on a programme of housing developments 
designed with the needs of people with a Learning Disability in 
mind. 12 flats at Teviot Court in Penicuik have already been built 
and plans have been made for further developments in Bonnyrigg, 
Dalkeith, and Gorebridge.  
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POSITIVE EXPERIENCES & BEING TREATED WITH DIGNITY 
        

 
People want timely, accessible and good quality care. We have more GP practices with open lists than in 
previous years so it is easier for people to register and access primary care services. We have developed 
new ways of providing earlier support to people who are diagnosed as being frail reducing crises and 
emergency admissions. 

Online Consultations  
 

One Medical Practice has moved to online consultations. 
Patients enter their symptoms online and a GP can then assess 
them once the surgery opens and offer advice over the phone, 
make referrals and/or appointments. 
 
This system means the phone lines are clear for vulnerable 
patients. Most patients can submit their request for an 
appointment 24/7 and will be contacted when the surgery opens 
for advice or to be directed to the most appropriate service.  

Meet the Team  
 

GPs are just one of a range of people who can support you. We 
are making it easier to see the right person, at the right time in 
the right place by working in multi disciplinary teams in GP 
surgeries. 
 
We now have a range of people working from local GP practices 
including Physiotherapists, Pharmacists, Primary Care Mental 
Health Nurses and Wellbeing workers.  
 

Hearing aid clinics  
 

Hearing aids can be a lifeline to staying independent but they 
can sometimes need a little attention. Whether the battery is 
flat, it  needs re-tubed or people just need some advice, we ran 
23 clinics to offer people advice and practical help. 
  
The clinics in Dalkieth and Penicuik are coordinated in partnership 
with volunteers, Deaf Action and Audiology. They have been so 
popular that we are planning a third clinic in Gorebridge.  
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IMPROVED QUALITY OF LIFE 
      £ 

 
People are living longer lives, however there is a high number living with long-term conditions.  
 
By working in partnership across services, people are able to be seen by the right person at the right time 
resulting in a lower emergency bed admission rate in acute hospitals. 

Midlothian  
Works 
Individual Placement 
and Support service 

Supported employment  
 

We supported people with severe and enduring mental health 
conditions who want to work but experience significant barriers 
to accessing mainstream employment. 
 
6 people have had job outcomes including working as a nursery 
assistant, in pet care, events steward, retail assistant, after school 
club support and mail deliveries. 

Care home support team  
 

A team of nurses, social workers and occupational therapists 
have been supporting staff in care homes to improve support for 
people with dementia.  
 
They will look at ways to reduce unnecessary admissions to 
hospital and share good practice ς including Namaste Care at 
Newbyres Village care home. This project brings residents 
together to stimulate the senses in a soothing atmosphere. 

Help for mus cles, bones or joints  
 

Every GP surgery in Midlothian has a specialist physiotherapist 
who can give people an assessment, exercises and advice on how 
to manage their muscle, bone or joint pain better. 
 
People can ask at their surgery for an appointment. The 
physiotherapists can make a diagnosis, refer people for further 
physiotherapy or investigations or to another specialist. 
 


