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Improvement Fund - End of Project Report Template 

We have designed this form to be flexible so that you can evaluate your project in a way 

that is meaningful to you but that covers our needs as a Funder too. We have provided 

prompts for the information we are looking for. Please cover all the points that are 

applicable to you.  

Please note that this form will be published on our website and identify the organisations 

involved in the project.  

Please contact hcis.improvementfund@nhs.net if you have any questions. 

Project Details 

Project Title Using the eFrailty Index (eFI) to identify people 
with mild frailty and develop a third sector-led 
response 

Date of Report 5th June 2019 

Project Start Date 1st May 2018 

Project End Date 30th April 2019 

Lead Organisation Midlothian Health and Social Care Partnership 

Partner Organisation(s) British Red Cross 

What we expected to do 

Please cover the following information. (You can use information from your application 
form to complete this section). Guideline word count: 500 words. 
 
Need/Problem 
Frailty is an increasing challenge for Midlothian.  It has been described by one of our GPs 
as primary care’s ‘global warming’ in that services will be unable to meet growing demand 
and could ‘fall over’ in the medium to long term if we, as a health and social care system 
do not change. 
 
Previously, age and hospital activity was used to identify frailty, which meant our 
understanding of this population’s needs and services used, was poor.  The Electronic 
Frailty Index (eFI) developed by NIHR CLAHRC1

 uses GP read codes to identify frailty.  This 
enabled us to confirm that over 8000 people are living with frailty across Midlothian,  
double the number previously thought, with the majority (@6000) coded as ‘mild’.  eFI also 
told us that half of the frail population are aged under 75 (with a strong link to deprivation 
for the younger frail).  This is important learning for how we forward plan, in terms of 
growing numbers and challenging our assumptions about age.   
 
We also had concerns that while our Older People’s Strategy 
(https://www.midlothian.gov.uk/downloads/download/454/the_joint_strategy_for_older
_people) set out the right principles, people were unaware of services that would benefit 
them and might only find out about them by chance.  Finally, that access is typically in 
response to a crisis or significant event in someone’s life, rather than services pro-actively 
reaching out to people to offer help and support.  

mailto:hcis.improvementfund@nhs.net
https://www.midlothian.gov.uk/downloads/download/454/the_joint_strategy_for_older_people
https://www.midlothian.gov.uk/downloads/download/454/the_joint_strategy_for_older_people
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What did you want to achieve with this funding?  What were your aims and measures to 
demonstrate if your work has been successful in achieving what you set out to do? 
 
This project aims to improve person-centred care for people living with (mild) frailty, by: 

 shifting from being reactive to pro-active 
 developing a robust process using eFI  
 building relationships between third sector and primary care 
 developing referral pathways, e.g. falls service in MERRIT, nutrition with ‘Eat Well 

Age Well’ 
 understanding the needs of this population to help future planning of services 

 

 Midlothian Health and Social Care Partnership’s (HSCP) strong relationship with 
British Red Cross (BRC) provided an opportunity to use eFI to identify those who 
would benefit from the Neighbourhood Links Service’s advice. 
 

 General Practice seldom referred to it, but by employing dedicated worker to build 
relationships with the practices.  
 

 Shift wanted from crisis response and inconsistent awareness of services.  
 

 Pro-active systematic approach made it easy for primary care to link people to 
person-centred support and support them to make choices based on a ‘good 
conversation’. 
 

 Routine data collection included:  

 The number of people contacting BRC  

 Accessing the service 

 As well as the interventions delivered.  

 If onwards signposting, services used (e.g. within VOCAL), this has also been 
captured.   

 

 Referrals to BRC from practices outwith this pilot have been documented and 
evaluation forms completed by services users. 

 
 
 The main activities or services you planned to provide to deliver your aims. 
 

 Three General Practices agreed to contact people living with mild frailty by letter 
(1400 people) and encourage them to contact BRC.   

 

 Not ideal process, but helped to overcame data sharing issues. 
 

 Recognition that asking people to opt into a service created a number of barriers to 
access.   
 



 
 

3 
 

 This was mitigated to some extent by Project Worker undertaking follow up phone 
calls at GP practice as well as having a physical presence at the winter flu clinics.   
 

 Home visits were arranged by Project Worker and needs assessment completed. 
Appropriate referrals/signposting and support followed. 

 

What we actually did 

Guideline word count: 500 words. 
Please cover the following information: 
 

Description of the intervention(s), or changes that were implemented in 
sufficient detail that others could reproduce it. 

 

 In preparatory phase, meetings between BRC, HSCP and each of the three practices 
took place to discuss the project.  

 

 Initial concerns from primary care focused on the potential that this would increase 
workload for GPs, e.g. prescribing issues, health concerns.  
 

 Using eFI, practices identified patients from the mild frailty cohort on a monthly 
basis and a phased approach was used to send letters out to patients.   
 

 The pace was increased over the first 3 months as we gauged the uptake rate, as 
we wanted to avoid a waiting list developing.   
 

 Process was instigated to ensure people phoning BRC were directed into the right 
service. 

 This was achieved via a monthly list provided by the practices to enable BRC to 
direct people either into this project or into the Neighbourhood Links service 
(open to all GP practices with no requirement to be on the eFI list).     

 

 Once people made contact, a home visit was offered by the Project Worker and 
family members were also encouraged to attend.   
 

 The comprehensive assessment offers a ‘good conversation’ and covers: 

 Practical issues 

 Emotional issues 

 Social issues 

 Then connects people to Health and Social Care services, other relevant 
statutory agencies such as DWP and third sector support.    

 
 

 Follow up visits or phone calls were carried out by the Project Worker as required. 
 

   Once a case was closed, an evaluation form was sent to the individual.  To date, 74 
have been sent out and 39 returned.  
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 What framework or structure was in place to test out the change and monitor and 
understand progress? (E.g. meetings to reflect on progress, analysis of data etc.) If 
you have used any specific tools or methods/ approaches, please outline these. 

 

 A steering group was established with representation from primary care, health and 
social care and third sector organisations.   
 

 It meets every 6-8 weeks and has good and consistent attendance.   
 

 User involvement was sought but unfortunately, the service users who came 
forward were unable to due to a change in their own circumstances.   
 

 Other opportunities for user involvement have emerged, such as presentations 
where people have shared their experiences with health and social care colleagues.   
 

 The steering group has helped direct the project and was useful in overcoming 
operational issues, as well as highlighting new areas of work. 

 Falls pathway with MERRIT 

 Agreeing on a core data set for primary care 

 Developing a test of change regarding simple home adaptations.  
 
 

Specifics of the team involved in the work and their roles in implementation. 
 

 In addition to the Project Worker, line management was provided by BRC’s Service 
Manager, with support from the Assistant Strategic Programme Manager from the 
HSCP. 
 

 The Practice Managers acted as the key contacts within primary care and were 
instrumental in actioning changes to processes to help with the smooth running of 
the project.  
 

 As trust developed between partners, we were able to implement changes between 
steering group meetings as well as shift to significantly closer working relationships. 

 BRC worker phoning patients from the practice 

 Contacting the practice with concerns about an individual 

 Informal time spent within GP practices.  
 
 

How you worked in partnership to deliver your project. 
 

 Third sector services have worked together to develop referral pathways to avoid 
duplication and make it easier for primary care.  
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 As well as setting up new pathways with health and social care. 

 Refer to MERRIT’s falls co-ordinator for assessment  

 Nutrition via ‘Eat Well Age Well’, which all improve the patient experience.  
 

 In terms of parallel work, BRC is a core member of a Multi-Disciplinary Meeting 
(MDM) for older people within a GP practice. 
 

 Formal feedback sessions have also taken place with each of the practices.   
  

The main facts and figures about actual activities carried out, for example the 
number of people worked with and the main things they did. 
 
149 people have been contacted by the service and 93 people have accessed the 
service (74 cases are now closed).  The following interventions can be reported on. 
 

Intervention/Service Number Intervention/Service Number 

Message In A Bottle 66 New Boiler installed 9 

Red Cross Calendar 49 VOCAL- Wee Breaks 7 

Adaptations* 32 Opticians 6 

SP Energy 39 Council Tax Rebate 5 

Dial A Ride 31 Large button phone 5 

Blue Badge  28 Housing 3 

Local Area Co-ordinators 22 Emergency Care Plan 3 

Fire Safety 25 MERRIT (falls team) 3 

Mid-Care Alarm 25 Podiatrist 3 

DWP 24 Gardener 2 

VOCAL - POA 16 Wheelchair 2 

Wheelie Bin pull-out 15 Dentist 2 

Frozen meals 13 Podiatrist 3 

Ferrule 11 Warm winter payment 1 

  DNACPR 1 

Other 30   

*Adaptations    

Grab Rails Front Door 15 Bath/shower grab rail 1 

Bathroom rail beside toilet 5 Shower stool  

Bannister 8   

Walking Aid 3   

Bathing assessment 4   

Bed Rail 4   

Special Cutlery 2   

Stair Lift 1  
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What difference we actually made 

Guideline word count: 700 words. Please attach any additional supporting information as 
an appendix. 
Please cover the following information: 

Key findings from any formal evaluation (where possible please attach a graph 
or table to evidence the improvement made) 
 

 As of the end of April, 149 people have contacted BRC, with 93 accessing the 
service.   
 

 This equates to @ 1 in 10 people with mild frailty getting in touch.   
 

 Of those who made contact but declined, they appreciated the communication, 
but felt that support was not required.   
 

 It was emphasised that they could contact the service at any time if their situation 
changed. 
 

 The uptake rate improved as the process was refined to incorporate a simpler 
letter and a new leaflet, identifying opportunities to have a physical presence 
within the practices. 

 Flu clinics 

 Standard approach to undertake  

 Follow up phone calls two weeks after letters were sent out 

Before eFI, we: 

 Estimated @4000 people in Midlothian living with frailty 

 Had a limited idea of people’s needs 

 Knew that the route into support was typically in response to a crisis, or by chance 
with very few referrals from primary care 

As a result of this project we now know that: 

 There are over 8000 people living with frailty, most of them ‘mild’(@6000) 

 For the mild cohort, there are unmet carer needs, unmet nutrition needs, basic 
home adaptations required, people not accessing benefits they are entitled to 
(e.g. attendance allowance, Blue Badge)  and a need to link with groups and 
activities to reduce social isolation and maintain independence 

 We can reach people before crisis demonstrated by the fact that people using the 
Neighbourhood Links Service (identical service) usually make contact via a health 
and social care professional at a later point and BRC report that they tend to be 
more frail, with a greater level of need    
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 The Project Worker role has been instrumental in developing excellent 
relationships with primary care colleagues, evidenced by referrals from GP 
practices out-with this project 

 Data sharing between the statutory sector and third sector is a priority area that 
needs resolving 

 We can support good quality data for primary care, e.g. carer status, Power Of 
Attorney 
 

Details of what difference was made (quantitative and/or qualitative results). 

The main benefits are: 

Prevention:  Almost 55% of people said they had mobility issues.  The same number had 
fallen in the last 6 months.  Of those who had fallen, only 3 people required onward referral 
to the MERRIT (Midlothian Enhanced Rapid Response and Intervention Team) falls service.  
However, 32 people (34%) needed simple home adaptations such as installing grab rails 
and banisters and 11 people (almost 12%) had their walking aids checked to ensure they 
were fit for purpose.  Both of these approaches are important interventions to reduce falls 
risks.  We are looking at the need for a more robust pathway to support physical activity, 
e.g. strengthening and balancing exercises to support early intervention. 

Independence: 23% have accessed groups via BRC’s Local Area Co-ordinators service to 
overcome loneliness and isolation.  30% have benefitted from a Blue Badge and 33% from 
Dial A Ride, making it easier for people to get out and about. 

Carers Needs- 1 in 3 were unidentified carers and went onto access services at VOCAL 
(Voices of Carers Across the Lothians)- e.g. Power of Attorney, Respite via ‘Wee Breaks’ 

Future planning- Important conversations about DNACPR, Power of Attorney and 
Emergency Care Plans.  All of these can be shared on social work and GP systems, which 
help support more effective joint working.  For the individual, they say it gives them 
‘peace of mind’. 

Finances- DWP referrals for Attendance Allowance equates to over £2016.75 a week 
raised for 21 people.  The total of £104,871 a year extra income is being spent in 
Midlothian and helps make life easier, e.g. buy better quality food, afford heating costs, 
employing home helps, travel and accessing groups.  There have also been successful 
applications made for new boiler and central heating installations as well as council tax 
rebates and while we are not able to quantify costs associated with these outcomes, they 
are important to note. 

Service User Quotes: 
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“Thank you for everything, now I feel my house is fire safe also staying alone I know if I 
need help there is someone there the push of a button (MIdcare Alarm). The Co-ordinator 
made me feel she really wanted to help do everything she could for me and I am very 
grateful.” 

“It has made me aware of services I hadn’t heard of. I now have handrails; attendance 
allowance and I am due to get my heating upgraded. Thank you.” 

“I didn’t need a lot on offer at the moment.  Thank you so much. Information to hand if my 
circumstances change is very helpful.” 

“I am getting a grab rail fitted which will make me more secure and confident in my 
bathroom. I also got a blue badge which is fantastic and I am very grateful”. 

“The service was excellent and carried out by someone who cared and had my interest at 
heart.” 

Reasons for any differences between observed and anticipated outcomes, 
including the influence of contextual factors. 
 

 3 out of 4 people were home owners and many of these expressed elsewhere that they 
had assumed that they would be entitled to any help or benefits.   

 

Who benefitted from the project and do they think any individuals/groups were 
unintentionally excluded for any reason? 
 

 People living with mild frailty, their carers/extended family members have all 
benefited from the project.  
 

 No individuals/groups have been unintentionally excluded from the project, but 
we acknowledge the access barriers for people with low literacy, confidence issues 
or sensory impairment which make responding to a letter difficult.  
 

 The GP practices benefitted, along with the other organisations represented on 
the steering group who got to know each other and work together more 
effectively.   
 

 BRC, have a better/broader understanding of services needed to meet needs and 
as a result, greater job satisfaction. 
 
 
Particular strengths/ weaknesses of the project. 
 

 Strong buy in from the three practices via the Practice Managers.  
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 Consistent and constructive attendance by the steering group.  
 

 Ability to reflect and adapt the project to make it more accessible to people.  
 

 Tap into new, emerging roles within British Red Cross, e.g. sensory champions. 
 
 

 Could also include examples of how individual participants or service users 
experienced the projects (such as case studies or quotes) 

 
CASE STUDY 1 

Client approached us at the flu clinic we attended to promote awareness of our service. The client 
had lost her husband 8 years ago and didn’t believe she was entitled to any help.  She has COPD, a 
pacemaker, arthritis, cataract and poor mobility. 
 
The client lived alone and family were concerned as she had fallen a couple of times in the garden 
and in the home. 
Through the assessment and person-centred planning, we referred and made arrangements for 
the following: - 

 Midcare alarm - making her feel more secure at home and able to call for assistances if 

she fell. 

 Department of Works and pension (DWP) to undertake a home visit for Attendance 

Allowance – Client was successful and receives the higher rate of £87 per week.  

 Boiler was extremely old and arranged for Home Energy Scotland to do an assessment 

and a new boiler and new radiators was fitted free of charge. 

 Lothian and Borders Fire safety team undertook a free fire safety check and replace 

smoke alarms.  

  Wheelie bin pulled out as this was proving difficult for her and she was relying on 

neighbours. 

 Blue Badge which we applied for on her behalf and this was awarded. 

 Dial a ride to help with hospital appointments.  

 Message in a bottle,  

 Social calendar to look at social activities in her area. 

 Replaced the ferrule on her walking stick as this was very worn.  

Summary 
The client has increased her financial income with the attendance allowance and much more 
effective heating system, systems such as wheelie bin, ferrule, Midcare alarm and fire safety check 
has been put in place to prevent and detect falls, and enable the client to feel safer in her home. 
The blue badge, dial a ride and social calendar enables the client to have access to transport and 
the mechanism to attend social activities.  

 
CASE STUDY 2 

Although the Client was on the e Frailty list she was referred by Social Work department prior to 
receiving a letter from the GP Practice. The client had early stage dementia, HBP, cataracts, heart 
murmur and was hard of hearing. Her daughter was the main carer and had her own family and 
home to look after.  She was struggling to access the necessary support for her more and the 
knowledge of what her mother and herself could access. Her daughter expressed that she “was at 
the end of her tether trying to do everything”. 
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Having undertaken a comprehensive assessment of the client and her daughter and drawing up an 
agreed person-centred plan for the client we established and agreed the following: - 

 Package of Care – the client had a package of care in place and her daughter had been in 

talks with the team to have this increased. After the Co-ordinator intervention with the 

team the care package was increased. 

 Department of works and Pensions (DWP) – the daughter had made an application for 

Attendance Allowance and the co-ordinator followed this up on her behalf and the client 

was awarded the Higher rate. 

 Private home help – information was provided on a number of local companies and due 

to receiving the attendance allowance the daughter has been able to engage a company. 

 Wheelie bin pull out service – a referral was made and this is in place saving the daughter 

another job. 

 SP Energy priority list – Client was registered on the list in case of power cuts. 

 Blue Badge – the daughter struggled to take her mother out in the car and we completed 

the forms and this Blue Badge was awarded.  

 Local Area Co-ordinator (LAC’s Red Cross) – referral was made to our other service LAC’s 

as the client was not getting out in the local community.   

 Dial A Ride – application was made to the service to enable the client and daughter to use 

this service for shopping and hospital appointment. 

 Ferrule – we replaced the ferrule on the clients walking stick to prevent falls. 

 VOCAL – (Voices of Carers Across Lothian) the daughter who was feeling very isolated was 

referred to VOCAL a specialised service for carers to enable her to receive appropriate 

support and access carers assessment, wee breaks and support from other carers. 

The daughter has recently spoken with the Co-ordinator and has stated that things have 
improved significantly for herself and her mother since our intervention and could not thank 
us enough. 

 
 

How did partnership working contribute to the success of your project? 
 

 As stated previously, helped enormously  in overcoming operational issues as well 
as identifying how pathways could be improved for patients and simplified for 
referrers, 

 
Next steps. 

 Looking at the impact on GP contacts   
  Test of change to allow BRC to directly assess and order adaptations 
 Eat Well Age Well and Glasgow University research into Nutrition in older people.  

 
 

Challenges and how/if they were overcome 

Guideline word count: 200 words. 
Please cover the following information: 

 
Any problems you encountered along the way that slowed progress, stopped the 
outcomes happening and whether changes or solutions were implemented as a 
result. 
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 The project was slow to start and low uptake was a concern.  
 

 Letters from the GP Practice alone were not enough for people to opt into this 
service and data sharing remains a barrier.   
 

 Project Co-ordinator changed 5 months into the project and new Co-ordinator had 
to be recruited and trained. 
 

 Receiving a letter ‘out of the blue’ prompted some patients to contact their GP 
practice asking if this was ‘a scam’ and illustrates well that contacting people not in 
crisis is a different approach and brings challenges.  
 

 Those opting out said they felt fit and independent and did not need any support, 
but welcomed the information provided.   
 

 Frailty has negative connotations, but over time and mainly via ‘word of mouth’, the 
perception of the service is shifting with people more open to accessing the service. 
 

 Follow up phone calls and BRC having a presence at the Flu clinics significantly 
improved uptake.  
 

  As a result, in agreement with the GP practices, follow up phone calls now form 
part of the routine process and this has resulted in a much improved uptake. 

 1st May until end of December 52 referrals and 7 had declined. 

 January to April 2019 after flu clinics and telephone follow up 149 people 
contacted with 56 declining and 93 taking up the service.  

 

 In addition, the planned home adaptations training was delayed by several months 
due to staff sickness.  

 

 Went live in February 2019 and to date, six people have benefitted from the service 
 

  Waiting time of @2 weeks from assessment to installation.  This is much faster than 
the usual process and will be monitored closely with the help and support of 
Midlothian Council colleagues. 

 

Learning for the future 

Guideline word count: 600 words. 
Please cover the following information: 

 
Key learning points. 
 

 Building relationships with the GP practice team, in particular the Practice 
Manager is key. This has led to wider engagement opportunities with GP practices 
across Midlothian.  
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 Recognising the barriers to access and identifying potential solutions as a team 
was an effective way to overcome difficulties as well as create a sense of project 
ownership.   
 

 The follow-up phone calls offered a personal connection and made a difference to 
the uptake rates. 
 

 Having the right people on the steering group is crucial, especially if services are 
going to receive referrals as a result of the project. 
 

 Constantly reflecting and having the ability to adapt the approach/service quickly 
to meet the patient’s needs.  

 
 

Unexpected outcomes (positive or negative). 
 

 Pro-actively contacting people is a different way of working.  Some though that 
the GP letters were fraudulent.   
 

 Practices across Midlothian out-with this project have started to refer into the  
 

 Neighbourhood Links service. 
 
 

Anything they will do differently in the future. 
 

 Have a rolling plan of follow up phone calls to patients. 
 

 Your plan for sustaining the project post funding.                                                               
A further 12 month’s funding has been agreed by the Health and Social Care 
Partnership. 
 
 
Summary of how learning from the project has already been shared so far. 
 

 A range of HSCP events (Professional Forum, Primary Care Collaborative, GP Reps, 
Voluntary Sector Summit), British Red Cross Scotland and UK wide events, 
International Quality Conference delegates as part of NHS Lothian’s Experience 
Day.   
 
 
Plan for how learning from the project will be actively shared going forward. E.g. 
through events, presentations, publications etc. Please be specific. 
 

 NHS Scotland Conference 30th and 31st May, 2019.  Poster accepted and 
shortlisted as a finalist in the ‘person-centred’ category. 
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This report template has been adapted from the Report to the Scotland Funders’ Forum Link 

and the Revised Standards for Quality Improvement Reporting Excellence (SQUIRE 2.0) 

publication guidelines.   

 

 Suggestions for suitability and limitations for potential spread to other contexts. 
 

 The approach could be adopted Midlothian-wide and the method (identification, 
proactive contact) applied to other health and care settings, if you gave a service 
that has the time and capacity to engage with the cohort. 
 
 
Advice for others with similar projects. 
 

 Relationships are key and time spent face to face to build constructive ones is time 
well spent. 
 
 
Next steps, e.g. plans for spreading to the next level. 
 

 Funding for a further 12 months has been secured to enable the work to continue 
with the original three practices.   
 

 In addition, parallel work (part of Midlothian’s wider frailty programme) has 
involved BRC and this will be strengthened over the coming year.   
 

 Moving forward we want to explore how we overcome the data sharing issues and 
look at closer working relationships between primary care and third sector 
organisations. 
 

Other 

Please cover the following information: 

 Budget details (this can be presented in a table or as text) 

 Anything else you would like to mention that doesn’t fit in the other sections. 

http://www.evaluationsupportscotland.org.uk/media/uploads/resources/harmonising_reporting_final_report.pdf
http://qualitysafety.bmj.com/content/early/2015/09/10/bmjqs-2015-004411
http://qualitysafety.bmj.com/content/early/2015/09/10/bmjqs-2015-004411

