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Executive Summary

Getting it Right for Everyone is a proposed national multi-agency approach to
support and services from young adulthood to end of life care which the Scottish
Government is co-designing with place-based pathfinders. Health and Social Care
North Lanarkshire is a place-based pathfinder for older people and frailty. This report
provides an update on the national work as well as detail on the approach locally
including how the work aligns with and enhances local practices.

Recommendations
It is recommended that the Adult Care and Social Work Committee:

(1) Endorse the Getting It Right for Everyone Pathfinder journey and approve the next
steps.
(2) Endorse the testing of prototypes in multidisciplinary operational practice, through:

e The provision and deployment of existing resources to ensure capacity,
providing support and challenge via the Back-to-Basics governance structure to
measure the learning.

¢ Embedding the Getting it Right for Everyone principles and subsequent practice
and ways of working underpins the Back-to-Basics/enabling approach.

(3) Receive future reports with the national pathfinder learning.

The Plan for North Lanarkshire

Enhance participation, capacity, and empowerment across our
communities

(13) Improve preventative approaches including self-management
Ambition statement  and giving people information and choice over supports and
services

Priority

Programme of Work  Resilient People
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Background

Getting it Right for Everyone is a proposed multi-agency approach to support and
services from young adulthood to end of life care which the Scottish Government is co-
designing with place-based pathfinders. Health and Social Care North Lanarkshire
North Lanarkshire is a place-based pathfinder for older people and frailty.

The Getting it Right for Everyone approach is often referred to using the acronym
GIRFE but our preference to ensure accessibility and commitment to the concept is to
use the words in full.

From the inception of getting it right for everyone in 2022/23 and recruitment of
pathfinders, the aim was to publish the ‘team around the person’ toolkit by Autumn
2024.

The Scottish Government also sought to work with pathfinders and partners to develop
the digital requirements to support the work and the culture and leadership
requirements to support implementation.

North Lanarkshire’s commitment to getting it right first time, supporting a well-equipped
and confident workforce and promoting engagement and participation made the
opportunity to contribute nationally to shaping the model to deliver very welcome.

Given the range of financial and demographic challenges faced locally as well as
nationally, involvement in the work as a pathfinder was also welcome in shaping
improved population health and wellbeing, reducing health inequalities, and creating
sustainable health and care services.

The following section of the report details specifically the work of the North Lanarkshire
pathfinder that has been ongoing since January 2023, a set of proposed options to
operationalise getting it right for everyone within the Back-to-Basics programme and
subsequent next steps and recommendations for approval by CORE and |JB.

2.

Report

Current position

2.1

2.2

The Pathfinder programme began in January 2023 and is underpinned by a co-design
approach including:

¢ Design School - a support model which can help teams to come together, get ready
for co-design work, and engage people with lived experience on a specific policy
area, problem exploration or redesign challenge.

e Learning Networks to support a national practice model.

There are eleven place-based pathfinders across Scotland aligned to five thematic
areas:

People in prisons

People in addiction services

People registered at deep end GP Practices

Families with multiple and/or complex needs and young people in transition from
GIRFEC to GIRFE

hON=



2.3

24

2.5

2.6

2.7

5. Older people and frailty

The North Lanarkshire pathfinder was geared towards a focus on frailty given the
population projections of North Lanarkshire and need to reduce demand for and
pressure on health and social care services. The vision set out in the Strategy for
Preventing and Managing Frailty 2023-2028 describes a clear commitment to working
together across health, public health, social care, housing, community, and voluntary
organisations, and with older people and those who are important to them, to help them
age well and live longer in good health. The strategy embraces the Getting it Right For
Everyone principles and the vision and commitment to new ways of working
underpinned the work of the pathfinder from the outset.

The North Lanarkshire pathfinder work sought to achieve three main things.

1. To understand people’s experiences of accessing health and social care
services in a range of different settings, across thematic areas and focused
geographically on Wishaw (although wider engagement took place).

2. To embed their expertise and knowledge into the final version of the principles
and elements of a national toolkit that would support the approach at a local
level.

3. To ensure, through the governance structure adopted, continued alignment with

the Strategic Commissioning Plan programme of work and delivery plan for
Back to Basics, that adopts the Human Learning Systems approach.

The pathfinder team worked to a national timeline of activity as shown in Appendix 1,
concurrently the partnership has been developing the ‘Back to Basics’ transformation
programme within the Strategic Commissioning Plan Programme of Work. The
governance structure put in place to support the pathfinder is shown in Appendix 2.

The co-design process with people from North Lanarkshire communities, including
those with lived experience and expertise in delivering services, has allowed deep and
rich collaboration to consider the principles and how they should be both expressed
and the thematic areas, and how they should be implemented.

Appendix 3 provides a high-level view of the reach of engagement and co-design, and
Appendix 4 illustrates the high-level themes captured during the early co-design work.
Image 1.0 below outlines the initial themes the pathfinder was asked to focus on to the
specific prototypes that were tested. All feedback on prototypes was captured and
submitted to the national policy team and design school on 3™ June 2024. Appendix
5A and 5B illustrate the prototypes on a page.

Image 1.0 Initial themes to prototypes for testing.
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Members of the North Lanarkshire pathfinder team presented to the steering group on
23 May 2024 and attended a series of collaborative sense making workshops, with all
pathfinders, to refine the prototypes further with final feedback submitted on 19" June
to the National policy team and design school.

Consequently, the pathfinder facilitation team recognise the need to take forward the
learning from the pathfinder work and agree the next steps in line with back-to-basics
programme and operationalising of the enabling approach.

Specifically, the enabling approach incorporates elements of prototype 2 relative to
ageing well, assessment and planning mechanisms, how the multi-disciplined team
across health, public health, social care, housing, community and voluntary
organisations work together and the role of the ‘sticky person’ and the community
connectors (my plan, my team, personal network discussion, care co-ordinator).
Furthermore, community hubs and their underpinning principles as prototype 1 provide
a delivery vehicle to strengthen the delivery of more integrated supports and services
within our communities augmenting our locality model. Community Hubs are a key
priority for the North Lanarkshire Partnership Strategic Leadership Board. The options
for taking this forward are detailed in the next section of the report.

Current situation including options and implications.

2.1

The Pathfinder in the partnership is now at the stage to work with identified staff in
localities to take forward the learning from the co-design process and agree the
next operational steps. That is, progress the prototypes and making them real through
working with designated staff and families in our communities.

Explanation of prototypes:

212

213

2.13.1

The North Lanarkshire Pathfinder has been asked to undertake further testing of these
prototypes. In this instance, ‘prototype’ refers to practice solutions and principles in
response to the difficulties people with lived experience have identified through the
engagement process. Testing at this stage will involve continuing to develop these
prototypes through an ongoing process of co-design and co-production with people
who have lived experience, including seldom heard voices, with staff across the Health
and Social Care Partnership and with colleagues in the community and voluntary
sector. Next steps will include developing a plan to further test the prototypes in
practice. Atoolkit to support operational testing developed by the Scottish Government
is to be released in Autumn 2024.

The North Lanarkshire Pathfinder will focus on the following prototypes during the next
phase of testing:

My plan — a document for anyone who wants to record details of their plan with the aim
of removing the perceived need for people to ‘retell their stories’ multiple times. This
includes living well, ageing well, and dying well.

Areas for further development of this prototype include determining governance
arrangements and ensuring General Data Protection Regulation compliance. A
demonstrator will be undertaken in Airdrie and Wishaw to embed the getting it right for
everyone principles across a variety of services and supports that deliver preventative
and early intervention (Access Social Work, Home Assessment Team, Home Support
Reablement, Community Nursing, Integrated Rehab Teams). It is envisaged this will
improve access and change/adjust first point of contact including robust screening and
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allocation through multidisciplinary team conversations/activity through the enabling
approach. It is hoped by this way of working that this will reduce waiting times for
people, embed the team approach around the person and their plan and eradicate
unnecessary referrals.

My team — people having a network of friends, family, and professionals as an integral
component to ensuring health and well-being, with people getting the right support at
the right time.

The further development of this prototype includes consideration of how this will be
recorded and shared, including the format this may take. This will be further tested as
outlined above in the Airdrie and Wishaw demonstrator.

Co-ordinator — the importance of having a consistent, named person who acts as a
clear point of contact is an approach being developed locally which fits well with the
Pathfinder work. A named professional, who “pulls in” additional expertise where
needed rather than “passes on,” ensures that a multi-disciplinary approach works
effectively around a person to support achieving their outcomes and maximising
independence rather than creates a confusing range of disjointed responses.

Community Hub Principles — clarity of vision for a community hub that underpins
delivery of a facility and what it hopes to achieve for a community. The primary focus
here involves principles which will support the development of Hubs which reflect local
needs and where people can connect with public services and with local people
involved in both service delivery and decision making. It should be noted that the
Council has an approved set of hub guiding principles so the intention here would be
to build upon active work being undertaken in Newmains and St Brigid’s Community
Hub, Riverbank and Chryston.

Further development of this prototype includes identifying what community supports
and services can be delivered through the hub, in reach and outreach, as well as the
development of performance indicators to determine the impact of support on the health
and well-being of the communities they serve.

Dementia practice - Additionally, we have agreed to consider staff competencies in
supporting people with dementia post diagnosis. We understand that families can
sometimes have extended wait on supports and this can be a challenging time so can
we consider ‘waiting well.” We will work with staff across Home Support and Integrated
Day Services in gathering data re training/development and competencies and whether
this meets expectations as required in the Dementia Strategy.

GIRFEC to GIRFE (Moving On) - Working with our Education and Families colleagues
to consider this important transition stage in a young person’s life. In what way can this
transition be seamless with the right support at the right time.

Getting it right for everyone, rightly has a focus on a person-centred, integrated, and
multi-agency approach to support individuals. Within the overarching commitment to
self-direction this will improve access and embed practice in shared decision-making
and promoting self-determination, encouraging those with lived experience, including
unpaid carers and families to be equal partners in their care and support.

The approach within North Lanarkshire also has a focus on preventative and
anticipatory approaches, seeking to ensure that people can remain independent and
living at home, without a need for the involvement of statutory services, for as long as
possible.


https://vimeo.com/516184064
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In line with core principles of independence, empowerment, enablement and self-help,
our approach considers as a start point:

¢ What the person can do for themselves.

¢ What might family, neighbours and friends be able to support.

o What role local community resources could play including A Local Information
System for Scotland (ALISS).

e What might technology be able to help with, whether personal technology,
equipment through Assistive Tec team, Making Life Easier, Community Alarm
Service.

e What role might there be for targeted support, such as carer organisations,
condition specific, or age-related support groups or Community Voluntary Sector
(CVS) organisations. This also encompasses our wide-ranging Community
Solutions programme.

¢ What role might CVS funding available through things like Time to Live, Carer Short
Breaks Bureau, Carer Outcome Grants and so on play.

The wider reach of our getting it right for everyone approach requires to have an
intention to ensure that there is an opportunity to get it right for people not currently
known to services. This could have a balanced focus on not “clientising” anyone or
moving people towards ‘service land,” by drawing them into services unnecessarily, by
promoting preventative and anticipatory planning and approaches with a view to
reducing the likelihood of crisis arising in the first place. The working relationship with
Community Connectors will assist in this area. We believe that such an approach
encompasses: increased awareness about what is important to people — gleaned and
gathered through day-to-day work, as well as focused engagement and participation
activity; increased opportunity for preventative approaches, anticipatory planning and
only where necessary, early intervention; increased connections and communication
with people and communities that we need to work harder to engage with.

Our Pathfinder recognises the need for a renewed focus on the outcomes that people
identify as being important to them. Many people are reluctant to ask for information,
advice, or support, meaning that very often, their first presentation to services is at a
point when they are already in crisis. Crisis is costly in terms of time, energy, and
resources, but more importantly, costly in terms of the human impact.

A getting it right for everyone informed approach seeking to move from “eligibility to
conversation around “what might help?” would assist with all the above and should start
before the point where people need services. As such a getting it right for everyone
informed approach becomes a much wider responsibility than solely that of Health and
Social Care. If this approach was implemented, it would also help inform community
planning, local outcome improvement plans, community agreements and become
embedded in the much wider community and voluntary sector.

As outlined earlier we require to consider what the prototypes mean in real time. There
has been extensive engagement and communication across the Health and Social
Care regarding the need for the workforce to get back to basics, have meaningful
conversations with people about what is important to them. This requires the principles
to be fully understood and embedded in everyday operational practice therefore being
aligned to Back to Basics and enabling approach across localities with a direct impact
on day-to-day practice.
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The challenge is how we implement the getting it right for everyone principles and
practice in a multidisciplinary way and ensure links to locality planning structures and
operational practice. We require an emphasis on people with lived experience having
a strong voice and influence therefore all decision-making being central to the person
including working with our third sector community connectors on the preventative/early
interventions. Community Hubs are ideally placed to progress this development.

Governance

2.22

Presently the Governance structure has been a Steering Group, Operations Group
being supported by the Pathfinder and Facilitation group reporting to the Strategic
Commissioning Plan Programme Board. With the Back-to-Basics development this has
afforded an opportunity to reconsider existing Governance structures, and this was
presented to Core on Monday 15t July 2024 and the steering, operations and pathfinder
facilitation governance was agreed through the partnership refreshed governance
structure.

Next Steps

2.23

2.24

2.25

2.26

2.27

2.28

Getting it right for everyone Principles understood and embedded in practice across
the Health and Social Care partnership.

Getting it right for everyone principles aligned with the Back-to-Basics programme i.e.
they become the golden thread to connect all the strands of work and connect people
with the overall vision regardless of organisation or role.

The testing of prototypes in a multidisciplinary way in localities through the
demonstrator sites.

Leadership commitment to support getting it right for everyone development and
embed principles in everyday practice.

Agree a measurement method/outcome for evaluation.

Shared and continuous learning to enable any refinement or recourse as required
through the regular back to basics/enabling approach learning sessions.

3.1

3.2

Measures of success

In moving from prototypes to practice, it is essential to determine and agree
performance measures. How do we know we are making a difference and how might
we measure this through performance outcomes. Given prototype development has
reached the stage to be tested operationally, it requires further discussion with people
in their communities and operational staff to further agree the detail.

This operational testing will determine how we will know that the getting it right for
everyone overarching principles, and the practice solutions identified through
prototyping will make a difference. Performance measures require to identify whether
the issues people have raised through the co-design process are resolved and that
people experience improved outcomes.



4. Supporting documentation

4.1 Appendix 1 — The National activity timeline for the NL pathfinder

4.2 Appendix 2 — GIRFE pathfinder governance structure

4.3 Appendix 3 — Engagement and co-design on GIRFE with communities

4.4  Appendix 4 — High level themes identified through initial engagement and co-design.
4.5 Appendix 5A — Example prototype template(s)

4.6 Appendix 5B - Example prototype template

Diane Fraser
Chief Officer / Head of Service (Adult Social Work Services)




5.

Impacts

5.1 Public Sector Equality Duty and Fairer Scotland Duty
Does the report contain information that has an impact as a result of the Public
Sector Equality Duty and/or Fairer Scotland Duty?
Yes O No
If Yes, please provide a brief summary of the impact?
If Yes, has an assessment been carried out and published on the council’s
website? https://www.northlanarkshire.gov.uk/your-community/equalities/equality-
and-fairer-scotland-duty-impact-assessments
Yes O No O

5.2 Financial impact
Does the report contain any financial impacts?
Yes O No
If Yes, have all relevant financial impacts been discussed and agreed with
Finance?
Yes O No O
If Yes, please provide a brief summary of the impact?

5.3 HR policy impact
Does the report contain any HR policy or procedure impacts?
Yes O No
If Yes, have all relevant HR impacts been discussed and agreed with People
Resources?
Yes O No O
If Yes, please provide a brief summary of the impact?

54 Legal impact
Does the report contain any legal impacts (such as general legal matters, statutory
considerations (including employment law considerations), or new legislation)?
Yes O No
If Yes, have all relevant legal impacts been discussed and agreed with Legal and
Democratic?
Yes O No O
If Yes, please provide a brief summary of the impact?

5.5 Data protection impact
Does the report / project / practice contain or involve the processing of personal
data?
Yes No O
If Yes, is the processing of this personal data likely to result in a high risk to the
data subject?
Yes O No
If Yes, has a Data Protection Impact Assessment (DPIA) been carried out and e-
mailed to dataprotection@northlan.gov.uk
Yes No O

5.6 Technology / Digital impact

Does the report contain information that has an impact on either technology, digital
transformation, service redesign / business change processes, data management,
or connectivity / broadband / Wi-Fi?

Yes O No

If Yes, please provide a brief summary of the impact?



https://www.northlanarkshire.gov.uk/your-community/equalities/equality-and-fairer-scotland-duty-impact-assessments
https://www.northlanarkshire.gov.uk/your-community/equalities/equality-and-fairer-scotland-duty-impact-assessments
mailto:dataprotection@northlan.gov.uk

Where the impact identifies a requirement for significant technology change, has
an assessment been carried out (or is scheduled to be carried out) by the
Enterprise Architecture Governance Group (EAGG)?

Yes O No O

5.7

Environmental / Carbon impact

Does the report / project / practice contain information that has an impact on any
environmental or carbon matters?

Yes O No O

If Yes, please provide a brief summary of the impact?

5.8

Communications impact

Does the report contain any information that has an impact on the council’s
communications activities?

Yes O No

If Yes, please provide a brief summary of the impact?

5.9

Risk impact

Is there a risk impact?

Yes O No

If Yes, please provide a brief summary of the key risks and potential impacts,
highlighting where the risk(s) are assessed and recorded (e.g. Corporate or
Service or Project Risk Registers), and how they are managed?

5.10

Armed Forces Covenant Duty

Does the report require to take due regard of the Armed Forces Covenant Duty (i.e.
does it relate to healthcare, housing, or education services for in-Service or ex-
Service personnel, or their families, or widow(er)s)?

Yes O No

If Yes, please provide a brief summary of the provision which has been made to
ensure there has been appropriate consideration of the particular needs of the
Armed Forces community to make sure that they do not face disadvantage
compared to other citizens in the provision of public services.

5.11

Children’s rights and wellbeing impact

Does the report contain any information regarding any council activity, service
delivery, policy, or plan that has an impact on children and young people up to the
age of 18, or on a specific group of these?

Yes O No

If Yes, please provide a brief summary of the impact and the provision that has
been made to ensure there has been appropriate consideration of the relevant
Articles from the United Nations Convention on the Rights of the Child (UNCRC).

If Yes, has a Children’s Rights and Wellbeing Impact Assessment (CRWIA) been
carried out?

Yes O No O




Appendix 1 — The National activity timeline for the NL pathfinder
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Appendix 2 — GIRFE pathfinder governance structure
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Appendix 3 — Engagement and co-design on GIRFE with communities
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Appendix 4 — High level themes identified through initial engagement and co-design (includes engagement on Early and Inclusive family support).
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Appendix 5A — Example prototype template(s)

North Lanarkshire Council - prototype on a page — Ageing well, whole life plan; who is in my team tool or
conversation, how the team works together, role of care coordinator/community connector

Show what it looks like for a person to experience your new What difference does it make for a person? What is it called ?

service

I'm able to age well in a way that's right for me.

» People feel connected within the community and can access people,

supports and services independently e.g. virtual or in person to keep
well

The person s in control of access to their personal information
People have an identified ‘person’ that they've chosen to guide them
and help identify what they may need - a helping hand when needed
People save money by not having to travel to activities or solutions and
can also be seen at home if needed

People have choice and can easily access supports and services inthe
local community

Ageing well teams are made up of professionals coming from the
Voluntary, Statutory, H&SC sectors and people with lived experience
People feel communication is good and they only tell their story once
People feel staff/volunteers are confident and knowledgeable

The ethos of an ageing well team is about what means ‘well’ for a
person

Eveniif all is well with a person, they receive a check in to know if
supports/activities/guidance/services have made a difference

People experience better end of life management

People are enabled through a range of assistive technologies and are
confident and supported in how to best use these

I can live my best life at any age

| take responsibility for ageing well

| have choices around what | want to take part in

« llive along and fulfilled life

= The quality of my life is great and I'm healthy to enjoy a
good lifestyle

< | have trusted people | know | canturn to if | need them

+ | feel prepared for retirement and well informed about
what is available to keep me ageing well

« I'mable to access supports in my local community that
prevent me from becoming unwell

« As | reach the end of life | die with dignity and in the

way that | want

1 sentence describing your service.

What ensures that the service works ?
e.g. underpins it (data shared, a person’s training etc. )

v v v

Ageing well team promote healthy lifestyles. They
provide a safe space (physical or virtual) where people
can have a good quality conversation about their support
options, and they feel confident they've been listed to and
have received good quality information, advice and
guidance. There are options for people to take part in
activities that enhance health and wellbeing.

Ageing well in NL

What would they tell their friend
about their experience using the
service ?

| feel listened to when | talk to my contact, they're
friendly and ask me good questions to help me
work out what will help me best based on what |
like and what most interests me. They check in
with me from time to time at home too to see if
things are making a difference for me.

I've made some new friends through taking part in
a yoga class that | hadn't had the confidence to
try before, | feel fitter already. I'm going to try a
different activity next week with one of my new
friends who's taking me along.

Just last week | popped into my local community
hub to get an ‘MOT’ my blood pressure what a bit
high and | got some advice to help get it down.

A ‘person’ who Well-equipped, Good quality
connects (CC) with knowledgeable and trained || information and

Prevents people

Opportunities in the community having unhealthy

to get involved and partake in

and has knowledge staff/volunteers/CC who guidance, screening A lifestyles
of the individual can inform supports and and referral g;?t ztr;gzt for someone at an through earlier
and their situation guide people to live well processes ¥ stag education.

L




Appendix 5B — Example prototype template

North Lanarkshire Council - prototype on a page

Show what it looks like for a person to experience your new
service

— Community Hub

What difference does it make for a person?

What is it called ?

» | know where to go in my local community if | need information,
guidance or support

« | get better help at home and have a gateway to other supports if | need
them

| have confidence that organisations in my local community are working
together for the community

« Open door policy where people can access services under one roof,
close by or online

+ Its feels welcoming, supportive and there is no stigma attached to
visiting a hub

« | feel I'm being listened to, and I'm directed to supports in a meaningful
way, I'm getting good information early

* I'm able to manage and my issues are addressed quickly, and | have
more confidence

+ | know my options, have more choice and am better in control of my
health and wellbeing

» | won't need to travel, and this will save me money if supports are in the
local community

« lwon't belonely as | have access to activities and to meet other people
and make new friends

« |won't need to tell my story or share my information more than once

« I've got somewhere safe and welcoming where | can
talk to someone about what options | have for support
to help me

< I've had a good conversation with someone that has
really helped me think through what | need

« I'm able to get information, guidance and help early on
and can access it my local area or online

+ | canchoose from a variety of activities at a time that
suits me close to where | live

« I'm not frightened about taking more responsibility for
my own health, | know who to talk to and where to get
information and guidance locally

« Later, if I need more help, | know what to do and I'd like
to volunteer to help others too

« The spaces and services are flexible and responsive to
my and other people’s changing needs

+ amwilling and able to take responsibility for my own
and health and wellbeing and I'm fitter and healthier

= It will avoid me having to access supports and services
over time as I'm better able to keep myself healthy

« | have not had to access a service or support as people have been
available in my local community to support me at home

1 sentence describing your service.

What ensures that the service works ?
e.g. underpins it (data shared, a person’s training etc. )

Local support for local people at home or in the local
community that encourages and involves people as a
way of coming together

v

v v y

—

Knowledgeable
and friendly
staff/volunteers
/community
connectors

Support from
thelocal
community to
volunteer or get
actively involved

Targets citizens
whose needs are
greatest in line
with local
priorities

Effective funding
model that gets
best value for
money

Digital technology
connects people
to each other,
activities and
events

Community Hubs
Living well together

What would they tell their friend
about their experience using the
service ?

You should get down to that Community
Hub, you'll get a cup of tea, you'll get your
blood pressure taken and have the chance
to meet lots of new people.

The people that are working there are
brand new, they know their stuff and they'll
keep you right I didn't know there was so
much going on. I'm thinking about
volunteering to help other people as well.

L



