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Planning for Better Outcomes

LD Individual Commissioning Pathway Recording File

1. Use this table to record your answers to the key questions for each of the 7 steps.

2. Keep a copy of the recording file with electronic and paper documentation for the patient / service user.

	1. Identification of Need

	Is the assessment linked to person centred planning and ongoing review?

	

	What are likely housing needs for this person? Is there a need for a housing commissioning process in parallel with a support services process for this person? Is individual tenancy a possible model? Will Care Commission registration be needed?

	


	Is this part of a wider strategic programme, e.g. hospital closure, local redevelopment?

	

	Has information been collated about existing local services?

	


	Have other similar needs been identified locally/in the area/regionally? Are there any relevant out of area placements?

	

	Is there a timeline to inform prioritisation?

	

	Summary

	


	2. Identification of Lead Commissioner / Care Manager

	What is the indicative finance / joint funding for this commissioned service?

	

	Is there a Single Shared Assessment and Person Centred Plan? Does this bridge any forthcoming transitions?

	

	Is there a role for advocacy/independent safe guarder during commissioning?

	

	Who has key roles and responsibilities, and what are these? Does the project require a dedicated team, or only a co-ordinator?

	

	What are day care/further education/employment needs to be assessed?

	

	Has there been a consideration of relevant legislation (AWIA; MH Act; DDA; Human Rights ; Adult Support and Protection; Additional Support for Learning Act; Community Treatment Order) and this will affect the person?

	

	Is a risk assessment appropriate, and who will do this?

	

	How are life choices/longer term aspirations being assessed?

	

	Are all of the relevant agencies engaged/aware of what is needed?

	

	Has finance been agreed, and are benefits being applied for? Have requirements for revenue, capital and sources for equipping been identified?

	

	Summary

	


	3. Multidisciplinary Assessment

	Which key professionals will undertake the assessment to identify health/social care needs/ including housing and employment?

	

	Is there a Single Shared Assessment and a Person Centred Plan?

	

	Is a risk assessment needed, as part of the multidisciplinary assessment? Who will do this?

	

	How will the person and their carers be supported by advocacy and relative support?

	

	Who will review the relevant legislation as part of the multidisciplinary assessment? For example AWIA, NH Act, DDA, Additional Support for Learning Act, Community Treatment Orders. How it will affect the type of service to be commissioned and the person?

	

	How will carers be involved in the sharing of information and then in assessment?

	

	What equipment/adaptations/technology will be needed?

	

	Is carer assessment appropriate? Has this been undertaken?

	

	What are the anticipated outcomes?

	

	Are Housing Dept./likely housing providers involved in the assessment?

	

	Are Housing Dept./likely housing providers involved in the assessment?

	

	Following a diagnostic assessment of need, has financing of the commissioned service and recurring finance been agreed?

	

	Summary

	


	4a. Development of Service Specification

	Is there a vulnerable adults policy, and how will the safety and security of the person be managed?

	

	Is there a risk management strategy – for individual and public safety?

	

	Is there access to appropriate local services?

	

	Does the person have access to income?

	

	Does the person have complex needs – challenging behaviour/ASD/forensic needs – and how will these be managed in the service(s) being commissioned?

	

	What access is there to leisure/social activities and/or life long learning?

	

	How will independence be maximised?

	

	What are the major milestones and on what dates will these be achieved?

	

	How are service users and carers involved in the development of the services specification?

	

	How, specifically, will staff be trained and supported?

	

	What are the anticipated outcomes for improving physical and mental health, and/or reducing health inequalities?

	

	Is the service specification checked by the Care Commission? Is there a standard accommodation specification in use locally?

	

	Summary

	


	4b. Development of Care Plan

	What is the role of independent advocacy in supporting and speaking up for the person?

	

	How will the person be supported during the transition/move to the new service(s)?

	

	What are the key outcomes and specific goals identified in the care plan? What is the time line for achieving goals across the steps for commissioning a service?

	

	Are there agreed Quality of Life Indicators being used in the care plan?

	

	What is the length of time between reviews of the care plan?

	

	How are family and carers and service users involved in the development of the care plan?

	

	How, specifically, will staff be trained and supported to follow the care plan?

	

	Summary

	


	5. Commissioning Service

	Is there a research and practice evidence base to support commissioning this type of service for this person?

	

	What are the essential, “non negotiables” in the service commissioned and what is the timescale for what else needs to be provided?

	

	How will the commissioned service/project be managed, specific to this person’s needs?

	

	How are user choices and consent accommodated in the process? (At Step 5 and at all other Steps) Is there user involvement in the selection of staff?

	

	What is required by the provider, re-health services; social work, and other services and are these available? Have staff secondments been considered?

	

	What circumstances will require an urgent review/modification of the service commissioned, other service or reduce level of service? Is this written into the Support agreement?

	

	Does the commissioning specification include any new equipment and new technology that will be needed?

	

	What are the major gaps and limitations in the service commissioned? Are these acceptable, and are there any options?

	

	Have cost/benefit analyses been done, to assess the impact of the new service?

	

	What are the links to family/social network that will support the person in the new service?

	

	Have the training needs and support needs of staff been identified? What additional specialist training will be needed to adequately meet complex needs?

	

	Summary

	


	6. Service in Place

	When will there be an early review of the service specification?

	

	When will there be an early review of the care plan/risk assessment management plan/case conferencing arrangements?

	

	Who will provide support to family and carers of this person, and the person him/herself during and after the change to the new service(s)?

	

	How will the transition be supported and by whom? Who will co-ordinate this support?

	

	How and when will the role of advocacy to support the person be reviewed?

	

	Summary

	


	7. Evaluation / Review

	Is information about evaluation and review accessible to the person and to carers, and who will be responsible for sharing this?

	

	Are all services doing what they should be doing, as specified in the commissioning contract/service agreement? Who is monitoring performance?

	

	Are there measurable outcomes and improvements in this person’s life, using Quality of Life Indicators agreed by all of the agencies involved in the commissioning?

	

	How are the health and well being of this person being monitored? Is there evidence of choice and control? Economic well being?

	

	**Review** For the person: How will the changing needs of the person be identified in evaluation and review, and how who will be responsible for future planning? For the commissioners: What were the main challenges to commissioning this service for this person? What are the business implications for the changes in staff hours/services provided?

	

	Are there plans for a multidisciplinary review? e.g. Is the Care Programme Approach appropriate? Is a Community Treatment Order appropriate?

	

	Summary

	


