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Foreword
Chapter one of the NHS Long Term Plan makes personalised care business as
usual across the health and care system.
For many years the NHS has talked about the need to shift towards a more
personalised approach to health and care. A one-size-fits-all health and care system
simply cannot meet the increasing complexity of people’s needs and expectations.
The NHS Long Term Plan is clear the time has come to give people the same choice
and control over their mental and physical health that they have come to expect in
every other part of their life.
As well as being morally the right thing to do, a growing body of evidence shows that
better outcomes and experiences, as well as reduced health inequalities, are
possible when people have the opportunity to actively shape their care and support.
And as local health and care organisations work together more closely than ever
before, they are recognising the power of individuals as the best integrators of their
own care.
This document is the delivery plan for personalised care. It establishes the
Comprehensive Model for Personalised Care, comprising six, evidence-based
standard components, and the detailed 21 actions to achieve its systematic
implementation, right across the country. Implementation will be guided by our
delivery partnerships with local government, the voluntary and community sector and
people with lived experience.
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Executive summary
Chapter one of the NHS Long Term Plan 1 makes personalised care business as
usual across the health and care system. This document is the delivery plan for
personalised care. It sets out how, working with people with lived experience and
partners in local government and the voluntary and community sector, we will
systematically implement the Comprehensive Model for Personalised Care to reach
2.5 million people by 2023/24 and then aiming to double that again within a decade
(by 2028/29).
Personalised care means people have choice and control over the way their care is
planned and delivered, based on ‘what matters’ to them and their individual
strengths, needs and preferences. This happens within a system that supports
people to stay well for longer and makes the most of the expertise, capacity and
potential of people, families and communities in delivering better health and
wellbeing outcomes and experiences. This is one of the five major, practical,
changes to the NHS service model in the NHS Long Term Plan. It recognises that
personalised care is central to a new service model for the NHS, including working
through primary care networks, in which people have more options, better support,
and properly joined-up care at the right time in the optimal care setting.
This shift represents a new relationship between people, professionals and the
health and care system. It provides a positive change in power and decision making
that enables people to feel informed, have a voice, be heard and be connected to
each other and their communities.
The approach learns from the experience of social care in embedding personalised
care in everyday practice. Local government has shown that personalised care at
scale is possible: for example, 156,000 people now have a direct payment or part
direct payment 2 in order to purchase the support they need. It also builds on
progress made more recently in health through the implementation of personalised
care interventions, such as personal health budgets (PHBs). Personalised care takes
a whole-system approach, integrating services including health, social care, public
health and wider services around the person. It provides an all-age approach from
maternity and childhood, through living with frailty, older age and end of life,
encompassing both mental and physical health and recognises the role and voice of
carers. It recognises the contribution of communities and the voluntary and
community sector to support people and help build resilience.
The Comprehensive Model for Personalised Care has been co-produced with people
with lived experience and a wide range of stakeholders and brings together six
evidence-based and inter-linked components, each of which is defined by a
standard, replicable delivery model. The components are:
1.
2.
3.
4.
5.
6.

Shared decision making
Personalised care and support planning
Enabling choice, including legal rights to choice
Social prescribing and community-based support
Supported self-management
Personal health budgets and integrated personal budgets.
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Through these standard models we seek to create the balance between specifying a
national, consistent standard and enabling flexibility for local adaptation and
implementation. We also seek to align to or build on existing personalised
approaches that have been adopted by both social care and health in many areas.
Evidence has shown that to realise the full benefits from personalised care, the six
components should be delivered together and in full, alongside key enablers which
embed the necessary culture change, including strong system leadership, coproduction and workforce engagement and development across the health and care
system, and in partnership with the voluntary and community sector.
The deployment of these six components will therefore deliver:
• Whole-population approaches to supporting people of all ages and their carers to
manage their physical and mental health and wellbeing, build community.
resilience, and make informed decisions and choices when their health changes.
• A proactive and universal offer of support to people with long-term physical and
mental health conditions to build knowledge, skills and confidence and to live well
with their health conditions.
• Intensive and integrated approaches to empowering people with more complex
needs to have greater choice and control over the care they receive.
Significant progress has already been made in delivering the Comprehensive Model
for Personalised Care, with over 32,000 PHBs in place and over 204,000 people
benefitting from a personalised care approach in 2018. Nearly 69,000 people have
also benefitted from a social prescribing referral in the past 12 months.
The evidence base (see technical appendix) for personalised care demonstrates a
positive impact on people, professionals and the system. Shared decision making
about tests, treatments and support options leads to more realistic expectations, a
better match between individuals’ values and treatment choices, and fewer
unnecessary interventions. In a recent independent survey, 86% of people with a
PHB said that they had achieved what they wanted with their PHB and 77% of
people would recommend them to others. PHBs in NHS Continuing Healthcare
(CHC) have also been shown to achieve an average 17% saving on the direct cost
of home care packages. While we do not expect this 17% saving to be repeated in a
system operating at scale, it provides further support of the policy that PHBs should
be used as the default mechanism for delivering CHC home care packages. From
tracking over 9,000 people with long-term conditions across a health and care
system, evidence has shown that people who are more confident and able to
manage their health conditions (that is, people with higher levels of activation) have
18% fewer GP contacts and 38% fewer emergency admissions than people with the
least confidence. The evidence of the impact of personalised care continues to grow.
Personalised care also has a positive impact on health inequalities, taking account of
people’s different backgrounds and preferences, with people from lower socioeconomic groups able to benefit the most from personalised care.
Given this basis, we now intend an exponential expansion in the roll-out of
personalised care so that it becomes business as usual in the health and care
system. A total of 2.5 million people will benefit from personalised care by 2023/24,
Page 7

aiming to double this to five million people within a decade (2028/29). Primary care
networks will be a key delivery mechanism for this expansion: we want social
prescribing and shared decision making to be mainstreamed in primary care, and
personalised care and support plans to be rapidly expanded to 2.5 million people
with long-term conditions and complex needs.
As the Long Term Plan sets out, personalised care will underpin maternity care for
pregnant women and for people with dementia, as well as drive improvements in end
of life care. It is also fundamental to the NHS’s ambitions for cancer: by 2021, where
appropriate every person diagnosed with cancer will have access to personalised
care, including needs assessment, a care plan and health and wellbeing information
and support, all delivered in line with the Comprehensive Model for Personalised
Care. And personalised care supports the intent to offer a ‘digital first’ option for
most: people, clinicians and carers will have technology to help them and enable
care to be designed and delivered in the place that is most appropriate for them.
Alongside this, and drawing on the work of Think Local Act Personal and the
Coalition for Collaborative Care on Making it Real, 3 we want to ensure that the
quality of personalised care matches the scale of our ambition. It is the combination
of quantity and quality that ensures the maximum gains in people’s outcomes,
experiences and value to the system, as well as improved experiences and
wellbeing for the workforce, are achieved through personalised care.
When this is in place, we will see how personalised care is an irreducible element of
the integration work being done at the level of the system, neighbourhood and place
through sustainability and transformation partnerships (STP), integrated care
systems (ICS) and primary care networks (PCNs) respectively. Personalised care
will enable people to be the best integrators of their care.
We do not underestimate the challenge in delivering this scale of ambition even over
a 5- to 10-year time horizon, but there are already excellent examples across the
country of this happening at a scale and pace never seen before, with associated
impact. Work that has been undertaken through the Integrated Personal
Commissioning (IPC) programme with our partners in the Association of Directors of
Adult Social Services (ADASS) and the Local Government Association (LGA), as
well as the new care models vanguard sites, in the ICSs and STPs, and in the
Realising the Value programme, 4 has additionally demonstrated just what is possible
by working with people and communities in a different way. We also recognise that
the shift in culture represented by personalised care has already begun to happen;
we acknowledge the excellent and diverse work being delivered across the frontline
of health and care. This plan seeks to build on what has gone before, and to
accelerate and scale that progress.
To meet the challenge and practically deliver personalised care by 2023/24 and
beyond, we have set out 21 clear actions that will enable the Comprehensive Model
to be delivered:
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Overall objectives
1. Deliver universal implementation of the Comprehensive Model across England.
This will fully embed the six standard components across the NHS and the wider
health and care system and will reach 2.5 million people by 2023/24. The aim is
then to double this by 2028/29.
2. Demonstrate early, full delivery of the Comprehensive Model across a number of
ICSs and STPs.
3. Co-produce a National Impact Statement for Personalised Care, setting out the
quantified difference we plan to make to people’s outcomes and experiences,
workforce experience and wellbeing, and to the system, including net value. This
will aggregate the impact of each of the six components of the Comprehensive
Model to develop a clear measure for the impact of personalised care.
Delivering the six components
4. Develop workforce skills by embedding shared decision making and personalised
care and support planning in pre- and post-registration professional training. This
includes through all GP training through the Royal College of General
Practitioners (RCGP) from 2019/20 (subject to General Medical Council
approval), and from 2020/21 for other professionals, including nurses and allied
health professionals.
5. From 2019/20, roll-out a new interactive face-to-face training programme to
develop professional skills and behaviours to deliver shared decision making and
personalised care and support planning as fundamental ways of working across
health and care staff. At least 75,000 clinicians will be trained by 2023/24.
6. Expand the shared decision making programme in 2019/20, developing decision
support tools and e-learning resources to embed shared decision making in 30
specific clinical situations. Personalised care will also be at the heart of work on
‘rethinking medicine’.
7. Embed effective mechanisms to enable people to exercise choice and control in
elective care.
8. Fund the recruitment and training of over 1,000 social prescribing link workers to
be in place by the end of 2020/21, rising further so that by 2023/24 all staff within
GP practices have access to a link worker as part of a nationwide infrastructure
of primary care networks, enabling social prescribing and community-based
support to benefit up to an estimated 900,000 people.
9. Work with partners in the voluntary and community sector, as well as local and
central government, the wider public sector, the Big Lottery Fund, Public Health
England and other arm’s-length bodies to explore the best models for
commissioning the local voluntary and community sector that support sustainable
models of delivery and scaling of innovative provision.
10. Continue to support the development of programmes and initiatives that seek to
increase the knowledge, skills and confidence of people to better self-manage
their long-term conditions.
11. Exceed our PHB Mandate goals to deliver at least 40,000 PHBs by March 2019
and at least 100,000 PHBs by 2020/21. 5 Complete the transition from the
wheelchair voucher scheme to personal wheelchair budgets. Subject to the final
evaluation findings, expand Personal Maternity Care Budgets (PMCBs) to
support 100,000 women per year by 2021/22.
12. Ensure all people receiving home-based NHS CHC have this provided as a PHB
by default by 2019/20, benefitting around 20,000 people a year. We will also
Page 9

explore PHBs in Fast Track NHS CHC-funded home care packages as well as
children and young people’s continuing care, and consider moving to a default
position by 2021/22.
13. Following publication of the consultation response, work with the Department of
Health and Social Care (DHSC) to implement new rights to have a PHB for
people with ongoing health needs. In 2019/20 we will explore new rights to have
PHBs in five further areas: end of life care, equipment, dementia, carers and
neuromuscular diseases.
14. Innovate in developing the PHB model, including by exploring the potential of
multi-year PHBs, one-off proactive ‘grants’, and portability of support.
15. A total of 200,000 people will be supported by PHBs by 2023/24.
Underpinning actions
16. NHS Personalised Care will be a national centre of excellence for personalised
care to: (1) support local delivery, (2) provide national infrastructure services, (3)
set policy and quality standards, (4) learn and evaluate what works.
17. Establish a consistent digital platform for payment, management and monitoring
of PHBs, and for personalised care and support planning, aligning this with digital
and data standards and the work of the Empower the Person digital
transformation work of NHS England.
18. Train up to 500 people with lived experience to become system leaders by
2023/24. Empower people with lived experience to access personalised care by
providing good quality information and explore supporting people with a legal
right to a PHB to have access to advocacy.
19. Develop a personalised care dashboard, with key metrics on uptake embedded
in routine NHS Digital data collections, and local and national planning and
performance frameworks. We will introduce indicators of quality and show
progress against our goals.
20. Use incentives such as the revised GP Quality and Outcomes Framework (QOF),
and further embed personalised care into the Care Quality Commission (CQC)
regulatory framework.
Personalised care in wider public services
21. Make the case for the Comprehensive Model to become a basis and chassis for
wider public services integration around people, including by working with the
Department for Work and Pensions (DWP), the Department for Education (DfE),
the Ministry of Housing, Communities and Local Government (MHCLG) and
DHSC.
These actions have been co-produced with people with lived experience, and
consulted on with clinicians, professionals, local government, local areas, the
voluntary and community sector, clinicians, academics and representative bodies.
They also build on work that was undertaken through our IPC programme, which
was developed in partnership over the course of three years, including through a
series of collaborative development groups that directly engaged over 120
representatives from local government, the voluntary and community sector and the
NHS.
To deliver these actions, we recognise the need to further commit to continuing our
partnership approach. The Personalised Care Advisory Board, co-chaired by NHS
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England and the LGA, will ensure all perspectives shape and contribute to the work
required.
These are our national ambitions for delivering personalised care across the NHS
over the next decade. They will be developed with partners into a detailed delivery
plan.
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1. Introduction
1.1 The case for change
The NHS has existed for 70 years. It is an institution that has stood the test of time
and is a source of national pride. 6 Whilst health and care has evolved significantly
since 1948, the fundamental principles of the NHS remain reassuringly constant. 7
For all major conditions, the quality of care and the outcomes for patients are
now measurably better than a decade ago: cancer survival rates are at their highest,
early deaths from heart disease and stroke are down, and life expectancy has been
growing by five hours a day. 8
Whilst the NHS is undoubtedly a towering achievement, the foundations on which
the health and care system were built and evolved contain a number of divides
running through them: between health and social care; 9 between physical and
mental health; 10 between children’s and adults’ services; 11 and between communitybased care and hospital-based services. 12
More fundamentally, there has also been a cultural divide between the professional
and the person. This reflects a medical model of health over one that also gives
proper consideration to wider determinants of health. 13
Whilst the health and care system has been changing, the population itself has also
changed. People are living for longer with more complex health and care needs. 14
People with one or more long-term condition now make up 30% of the population,
account for 50% of all GP appointments, 64% of all outpatient appointments, and
occupy 70% of hospital beds. 15 Of the population aged 65 or over, 15% are
moderately or severely frail. 16 Some 70% of the health service budget is now spent
on people who are living with long-term conditions. 17 The number of children with
profound and multiple learning difficulties has increased by 40% since 2004. 18 By
2035 two-thirds of adults are expected to be living with multiple health conditions and
17% will have four or more conditions. 19
There is also a wider change in the relationship between citizens and public
services. Citizens have higher expectations and more diverse demands of public
services. Virtually every aspect of modern life has been, and will continue to be,
radically reshaped by technology and innovation: through digital and the mobile
phones in our pockets we are completing many tasks for ourselves – recognised
and reflected in chapter 5 of the NHS Long Term Plan and the work of Empower the
Person, NHS England’s roadmap for digital health and social care services. 20 We are
taking advantage of precision medicine to treat or prevent ill health in ways that are
specific to only us. 21 We are also more often seeking information and using stronger
and quicker feedback loops to engage with public services and let them know how
they are doing. 22 We expect a more responsive and personalised experience from
public service than we are currently being offered.
A complex health and care system cannot always deal with this increasing
complexity. This can result in poorer outcomes for individuals:
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•

People with learning disabilities die 15-20 years earlier than the general
population 23, as do people with severe and prolonged mental illness24

•

One million people over the age of 65 report being lonely. Such loneliness and
social isolation, which affects people of all ages, leads to poorer health, higher
use of medication, increased falls, and increased use of GP services 25

•

Clinicians and people routinely overestimate treatment benefits by 20% and
underestimate harms by 30%. 26,27

It can also result in poorer experiences for people using services and managing their
conditions:
•

Only 40% of adults report that they have had a conversation with a healthcare
professional in their GP practice to discuss what is important to them 28

•

Only 7% of adults have been given (or offered) a written copy of their care plan 29

•

Only 55% of adults living with long-term conditions feel they have the knowledge,
skills and confidence to manage their health and wellbeing on a daily basis 30

•

The experience of living with multiple health conditions is often “just one thing
after another”, rather than supporting people to live better lives for longer. 31

Whilst overall quality of care and outcomes remain high, there is also evidence of
increasing dissatisfaction of both people and professionals:
•

84% of GPs say that their workload is unmanageable or excessive and can
prevent quality and safe care 32

•

In 2017 people’s satisfaction with the NHS was 57% – a drop of 6%. 33

And these issues also impact on the efficiency and productivity of the system
through the way in which resources are used:
•

In 2018 an average of 41% of people who arrive at Accident and Emergency
Departments could have accessed different parts of the system to meet their
needs 34

•

Just 5% of people with long-term conditions account for more than 75% of
unscheduled hospital admissions35

•

Social workers report spending nearly 80% of their time on paperwork. 36 GPs
have estimated that potentially 27% of all appointments are avoidable. 37

Even if the health and care system had the appropriate level of funding, it would still
face many of these challenges. 38 As the World Health Organisation 39 has concluded:
“The focus on hospital-based, disease-based and self-contained “silo” curative care
models undermines the ability of health systems to provide universal, equitable,
high-quality and financially sustainable care. [Health systems] are often
unaccountable to the populations they serve and therefore have limited incentive to
provide the responsive care that matches the needs of their users. People are often
unable to make appropriate decisions about their own health and health care, or
exercise control over decisions about their health and that of their communities.”
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1.2 Creating a new relationship
Our approach to health and care can be different, as the pioneering disabled
people’s Independent Living Movement in the 1970s and 1980s has shown us.
Under the banner of ‘nothing about us, without us’, disabled people called for greater
choice and control so they could be the authors of their own lives. The imperative for
services to be responsive to people’s rather than system needs led to the
introduction of direct payments in social care, amongst other advancements,
enabling people to take control over the funding for their care. 40
Alongside this foundation, continual progress has been made by disabled and nondisabled people alike, including work to embed person-centred care in the NHS, in
public health, and introducing personalised care as standard practice in social care.
This culminated in Chapter two of the Five Year Forward View 41 and the Care Act
(2014). 42 These both recognised that many people have the knowledge, skills and
confidence to manage their health and wellbeing, or have the capacity with support
to develop these, and want to make choices and have control when they want to of
the care and support they receive. Both therefore established a challenge to the
conventional way and places in which health and care services were delivered. 43
Meeting this challenge, personalised care represents a new relationship between
people, professionals and the health and care system. It enables people to stay well
for longer and provides a positive shift in power and decision making that enables
people to have a voice, to be heard, and to be connected to each other and their
communities. It means people have the opportunity to choose how best to live their
lives with the support to do so. This happens both individually as well as collectively,
through co-production. The ‘#HelloMyNameIs’ 44 and ‘What Matters to You?’ 45
campaigns also both demonstrate innovative people-driven responses to a system
that is not yet universally embracing personalised care.
Put simply, personalised care provides a foundation for the next 70 years of the
NHS. As the World Health Organisation 46 summarises:
“Developing more integrated [personalised] care systems has the potential to
generate significant benefits to the health and health care of all people, including
improved access to care, improved health and clinical outcomes, better health
literacy and self-care, increased satisfaction with care, improved job satisfaction for
health workers, improved efficiency of services, and reduced overall costs.”
Jackie’s story
Jackie became disabled following an attack whilst she was on duty as a Metropolitan
police officer. Jackie’s PHB has enabled her to access a higher specification
wheelchair (through joint funding) and pays for ongoing support from her assistance
dog, Kingston. As a result of her PHB, Jackie’s mental health has improved, she
requires less support from the NHS, and is able to take more responsibility for
managing her health and wellbeing. Kingston costs only £3,000 per year, compared
to a previous package of £120,000 per year, and in addition has prevented over 60
ambulance trips in one year alone.
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There is more information about Jackie’s story at www.england.nhs.uk/personalhealth-budgets/phbs-in-action/patient-stories/jackie-and-kingstons-story/ and
https://www.youtube.com/watch?v=hjEy4TmO6GA
More stories on the difference personalised care has made to people and
professionals are available here:
https://www.england.nhs.uk/personalisedcare/evidence-and-case-studies
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2. What is personalised care? A definitive description for the
NHS
2.1 Introduction to personalised care
Personalised care means people have choice and control over the way their care is
planned and delivered, based on ‘what matters’ to them and their individual
strengths, needs and preferences. This happens within a system that supports
people to stay well for longer and makes the most of the expertise, capacity and
potential of people, families, and communities in delivering better health and
wellbeing outcomes and experiences. This is one of the five major, practical,
changes to the NHS service model in the NHS Long Term Plan. It recognises that
personalised care is central to a new service model for the NHS, including working
through primary care networks, in which people have more options, better support,
and properly joined-up care at the right time in the optimal care setting.
In the following section, we set out – for the NHS, and working with partners in local
government and the voluntary and community sector – how we can achieve this.
Over the past three years we have been developing – in partnership with local
government, local areas, clinicians, professionals, providers, the voluntary and
community sector, and people with lived experience – a robust model for
personalised care. The model builds on the success of six individual, evidencebased but previously separate components. These components are:
1.
2.
3.
4.
5.
6.

Shared decision making
Personalised care and support planning
Enabling choice, including legal rights to choice
Social prescribing and community-based support
Supported self-management
Personal health budgets and integrated personal budgets.

Based on learning and evidence, including from the significant Realising the Value
programme 47 and implementation through the IPC Programme and the Empowering
People and Communities (EPC) workstream of the new care models programme,
these different components have been brought together into a single, co-produced,
Comprehensive Model for Personalised Care which provides universal coverage
across the health and care system – see Figure 1. This is the definitive description of
personalised care for the NHS.
Through delivery of these six components, personalised care therefore achieves:
•

Whole-population approaches to supporting people of all ages and their carers to
manage their physical and mental health and wellbeing, build community
resilience, and make informed decisions and choices when their health changes.

•

A proactive and universal offer of support to people with long-term physical and
mental health conditions to build knowledge, skills and confidence and to live well
with their health conditions.

•

Intensive and integrated approaches to empowering people with more complex
needs to have greater choice and control over the care they receive.
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Figure 1: Comprehensive Model for Personalised Care
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When personalised care is fully in place people will have a better experience of
health and care. The key features of personalised care set out below have been coproduced with people with lived experience and describe what this experience will
be.
Everyone should:
•

be seen as a whole person within the context of their whole life, valuing their
skills, strengths and experience and important relationships.

•

experience hope and feel confident that the care and support they receive will
deliver what matters most to them.

•

be able to access information and advice that is clear, timely and meets their
individual information needs and preferences. 48

•

be listened to and understood in a way that builds trusting and effective
relationships with people.

•

be valued as an active participant in conversations and decisions about their
health and well-being.

•

be supported to understand their care, treatment and support options and, where
relevant, to set and achieve their goals.

•

have access to a range of support options including peer support and community
based resources to help build knowledge, skills and confidence to manage their
health and wellbeing.

•

experience a coordinated approach that is transparent and empowering.

2.2 The Comprehensive Model for Personalised Care
The table below sets out more detail on the six, evidence-based components of the
Comprehensive Model. This includes a summary of the standard, replicable delivery
model for each component that must be in place for that component to meet the key
features of personalised care. Through these standard models we seek to create the
balance between specifying a national, consistent standard and enabling flexibility
for local adaptation and implementation. We also seek to align with or build on
existing personalised approaches that have been adopted by both social care and
health in many areas.
Note that NHS England will continue to work with partners to refine all components
of the model and set out robust quality and process expectations as part of a single
dashboard, as outlined in action 19.
Shared decision making: People are supported to a) understand the care,
treatment and support options available and the risks, benefits and consequences
of those options, and b) make a decision about a preferred course of action, based
on evidence-based, good quality information and their personal preferences.
Design principles:
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1. People are aware that care, treatment and support options are available, that a
decision is to be made and that the decision is informed by knowledge of the
pros and cons of each option and ‘what matters to me’.
2. Clinicians are trained in shared decision making skills, including risk
communication and appropriate decision support for people at all levels of
health literacy and groups who experience inequalities or exclusion.
3. Well-designed, evidence-based decision support tools are available and
accessible.
4. Shared decision making is built into relevant decision points in all pathways.
Standard model: 49
• All people and clinicians are able to access relevant information and patient
decision support tools for use before, during and after consultations.
• There is a local ‘Ask 3 questions’ public awareness campaign or equivalent.
• The workforce involved in shared decision making have received accredited
training and have access to associated learning resources to maintain their
knowledge.
• There are clinical champions for personalised care, including shared decision
making, in the local area.
• There is a peer-review process in place for assessing and providing feedback
to team members on their shared decision making practice.
• Validated shared decision making evaluation and monitoring tools are used,
such as the three-item collaboRATE tool. There is also a measure of the
financial impact of shared decision making.
• There is visible leadership in place (executive, clinical, voluntary and
community sector, lived experience) for shared decision making.
If shared decision making is delivered according to this standard model, our
indicative expectation is:
• 80% of people report they were as involved as they would wish in decisions
about their care (measured by the GP survey).
• 80% of people report that they were as involved as they would wish in
decisions about their care (measured by the CQC inpatient survey).
• 90% of clinicians involved in decision making with people have had access to
accredited personalised care training, which includes shared decision making.
Personalised care and support planning: 50 People have proactive, personalised
conversations which focus on what matters to them, delivered through a six-stage
process and paying attention to their clinical needs as well as their wider health
and wellbeing.
Design principles: People who have a personalised care and support plan will:
1. Be central in developing their personalised care and support plan and agree
who is involved.
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2. Have the time and support to develop their plan in a safe and reflective space.
3. Feel prepared, know what to expect and be ready to engage in planning
supported by a single, named coordinator.
4. Be able to agree the health and wellbeing outcomes they want to achieve, in
dialogue with the relevant health, social care and education professionals.
5. Have opportunities to formally and informally review their care plan.
6. Experience a joined-up approach to assessment, care and support planning
and review, resulting in a joined-up personalised care and support plan which
takes account of all their needs.
Standard model: The common framework for personalised care and support
planning is in place: 51
• Map all existing assessment, planning, decision making, and review pathways
and processes.
• Identify all workforce who are part of these existing pathways and processes.
• Train identified staff and provide ongoing support, which is co-delivered by
people with lived experience. This will be a mix of face-to-face, online, and peer
learning.
• Each person has a single, named care coordinator.
• Each person has a single summary care and support plan in a digital format
where possible, which can be edited by the person.
• Establish champions for personalised care, including personalised care and
support planning.
• Include reflection on personalised care and support planning in one-to-one
supervision and team meetings.
If personalised care and support planning is delivered according to this
standard model, our indicative expectation is:
• 85% of people with a personalised care and support plan were involved as
much as they wanted to be in creating that plan.
• 80% of people with a personalised care and support plan find it useful.
• 90% of staff involved in personalised care and support planning have had
access to accredited personalised care training, which includes personalised
care and support planning.
Enabling choice, including legal rights to choice: Enables choice of provider
and services that better meet people’s needs, including legal rights to choice in
respect of first outpatient appointments, and suitable alternative provider if people
are not able to access certain services within the national waiting time standards.
Design principles:
1. People are aware of their choices, including their legal rights.
2. GPs/referrers are aware of and want to support people in exercising the
choices available to them.
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3. People and GPs/referrers have relevant, good quality information to help
people make choices about their care, treatment and support.
4. Commissioners and providers build choice into their commissioning plans,
contracting arrangements and provision.
5. Choice is embedded in referral models, protocols and clinical pathways.
Standard model: All Clinical Commissioning Groups (CCGs) complete the CCG
Choice Planning and Improvement Guide, including the following minimum
standards: 52
• Information on patients’ legal rights to choice is accessible and publicised and
promoted.
• NHS e-Referral Service (e-RS) Directory of Service and NHS.uk website
contain accurate and up-to-date information about providers’ services, and
comply with the provider profile policy set out at www.nhs.uk.
• There is engagement with providers where referral, activity and choice trends
are discussed and actions agreed/monitored.
• There are regular reviews to understand how choice is benefitting patients and
to consider extending choice beyond the established legal rights, where
patients would benefit.
• For any services where patients have legal rights to choice, any provider of
these services that meets the relevant criteria is made available for patients to
choose from.
• Patients are offered a choice of provider and team for a first appointment upon
referral to an elective service.
• Providers must make appointments available on e-RS.
• All contracted providers accept all of their clinically appropriate referrals.
• Where notified that a patient will not be treated within maximum waiting times,
commissioners ensure that the patient is offered an appointment with a suitable
alternative provider(s).
If the legal right to choice is delivered according to this standard model, our
indicative expectation is:
• 75% of people who booked hospital outpatient appointments online felt that
they were able to make choices that met their needs (measured by e-RS).
• 100% of elective referrals take place through e-RS.
• 100% of CCGs are compliant with the minimum standards in the Choice
Planning and Improvement Guide. 53
Social prescribing and community-based support: Enables all local agencies
to refer people to a ‘link worker’ 54 to connect them into community-based support,
building on what matters to the person as identified through shared decision
making / personalised care and support planning, and making the most of
community and informal support.
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Design principles: A local social prescribing scheme must:
1. Be appropriately funded and supported by local partnerships of commissioners
and primary care networks.
2. Receive referrals from all local agencies, including General Practice.
3. Involve a one-stop social prescribing connector service, typically located in
primary care, which employs link workers to give people time and personalised
support, connecting them to community support, based on what matters to the
person
4. Connect people to community groups and voluntary organisations that are
supported to receive referrals.
5. Put in place operational protocols about expected priority groups, expected
numbers of referrals, workforce, costs, and effectiveness.
6. Have access to a range of community-based approaches providing peer
support, advice, increased activity and access to community-based support. 55
Standard model:
• Social prescribing connector schemes are commissioned collaboratively, with
primary care networks, local authorities, CCGs, other local agencies, the
voluntary and community sector and people with lived experience all working
together.
• There is a clear and easy referral process from GPs, GP practices and other
channels, to social prescribing link workers. Self-referral is also supported.
• Link workers are typically located in primary care through primary care
networks, as part of a wider network team.
• Link workers receive accredited training and ongoing development to support
their role.
• Link workers give people time and start with ‘what matters to you?’ They coproduce a simple plan or a summary personalised care and support plan as per
the standard model (see above), based on the person’s assets, needs and
preferences.
• There are up to five link workers per primary care network, supporting up to 3%
of the local population, or around one full-time equivalent link worker per
10,000 local population.
• Link workers work with people on average over 6-12 contacts, and hold a
caseload of a minimum of 200-250 people per year.
Local areas should have:
• A clear understanding and map of existing communities, community assets,
high impact interventions and gaps.
• A whole-system strategy to develop community-based approaches.
If social prescribing and community-based support is delivered according to
this standard model, our indicative expectation is:

Page 22

•
•
•
•

100% of GPs and GP practices are able to involve link workers in practice
meetings and making referrals to them.
90% of link workers have received accredited training and feel confident in
carrying out their role.
80% of people take up their social prescription after referral
There is a positive impact on GP consultations and A&E attendances and
wellbeing for those referred, achieving:
o 14% fewer GP appointments
o 12% fewer A&E attendances.

Supported self-management: Increasing the knowledge, skills and confidence
(patient activation) a person has in managing their own health and care through
systematically putting in place interventions such as health coaching, selfmanagement education and peer support.
Design principles:
1. Understand a person’s level of knowledge, skills and confidence, using tools
such as the Patient Activation Measure (PAM) or equivalent
2. Health and care professionals tailor their approaches to individual assets,
needs and preferences, supporting people to increase their knowledge, skill
and confidence
3. Interventions are systematically in place: health coaching, self-management
education, peer support and social prescribing focussed on, though not limited
to, those with low activation to build knowledge, skills and confidence, and take
account of any inequalities and accessibility barriers
Standard model
• Proactive identification of people’s knowledge, skills and confidence, paying
particular attention to those who may have low levels, within the population
through:
o Routine review of hospital discharge
o Risk stratification and segmentation
o Review of priority groups of people
o Review of local data and demographics and the wider determinants of
health
o Tacit knowledge of primary care team
• Measure people’s knowledge, skills and confidence via an appropriate tool,
such as the Patient Activation Measure (PAM), long-term condition patientreported impact measure (PRIM) or self-efficacy scales, for all people with
long-term conditions
• Staff are trained in administering PAM or other specific approaches through elearning, webinars and group training
• A person’s support needs are identified through shared decision making or
personalised care and support planning. These are carried out by relevant staff
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•

– healthcare assistants, link workers, health trainers, general practice nurses,
district nurses, specialist nurses or GPs, depending on the person’s level of
activation and complexity
The impact of an intervention on people’s levels of knowledge, skills and
confidence is measured within six months, for at least 75% of people still in the
local area.

People can be referred to the following support, tailored to their levels of
knowledge, skills and confidence:
• Quality assured, evidence-based health coaching or structured group coaching
course
• Quality assured, evidence-based self-management education approaches
(face-to-face and virtual), which include disease-specific, generic and online
self-management courses
• Peer support through a link worker (see above)
If supported self-management is delivered according to this standard model,
our indicative expectation is:
• Increase in knowledge, skills and confidence of people with long-term
conditions for at least 75% of people with measured patient activation levels of
one or two by 15 points.
• There is a positive impact on GP consultations, hospital readmissions, and
A&E attendances for those with activation levels one or two, achieving:
o 9% fewer GP appointments
o 19% fewer A&E attendances
Personal health budgets (PHB) and integrated personal budgets (IPB). 56 An
amount of money to support a person’s identified health and wellbeing needs,
planned and agreed between them and their local CCG. May lead to integrated
personal budgets for those with both health and social care needs. This isn’t new
money, but a different way of spending health funding to meet the needs of an
individual.
Design principles: A person will:
1. Get an upfront indication of how much money they have available for
healthcare and support.
2. Have enough money in the budget to meet the health and wellbeing needs and
outcomes agreed in the personalised care and support plan.
3. Have the option to manage the money as a notional budget, a third-party
budget, a direct payment or a mix of these approaches.
4. Be able to use the money to meet their outcomes in ways and at times that
make sense to them, as agreed in their personalised care and support plan.
Standard model: 57
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•

Set out clearly-defined trajectories for PHBs with a written delivery plan setting
out how this trajectory will be achieved, including reflecting PHBs in
commissioning intentions.
Put in place a robust financial governance framework and a robust clinical
governance framework to support people to use PHBs in a variety of ways to
meet their needs.
Implement a clear budget setting model, with a sustainable approach
consistent with existing service offer costs.
Provide information about PHBs in a variety of formats, meeting the Accessible
Information Standard, and provide additional support for people who need it,
e.g. advocacy or independent advice.
Provide a clear, published local offer of what is available through a PHB with
local examples of PHB use.
Put in place a timely and personalised needs assessment process.
Carry out personalised care and support planning in line with the standard
model. In addition, use a personalised care and support plan template which
incorporates budget information, risk management, contingency planning and
training provision.
Set out a clear process for signing off a PHB and make a dispute resolution
process available.
When someone is in receipt of a direct payment, put in place a care
coordinator.
Make available good quality information, advice and support to recruit and
employ personal assistants; training for PHB holders and personal assistants;
and independent support or brokerage.
Implement a system for financial monitoring of PHBs and a proportionate
process for reviewing the budget and support plan, in line with statutory
requirements.

If PHBs / IPBs are delivered according to this standard model, our indicative
expectation is:
• PHBs/ IPBs are made available to at least four cohorts by a CCG, moving to a
position where no single cohort makes up more than 50% of all PHB / IPB
holders in a local area.
• At least 40% of PHBs in a local area are managed as a direct payment or thirdparty budget (note that this excludes personal wheelchair budgets. It ensures a
mix of approaches in a local area, but all individuals still have the choice to
manage the money as a notional budget, a third party budget, or as a direct
payment).
• 80% or more of people with a PHB/IPB would recommend one to someone
else.
• On a scale of 1-10, people on average rate their experience of having a
PHB/IPB at least seven.
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•
•

At least 85% of CHC home care packages in a local area are delivered through
a PHB.
The wheelchair voucher scheme has been replaced by personal wheelchair
budgets.

2.3 Integration and bringing it all together: the operating model
IPC was the operational approach developed to support the delivery of personalised
care specifically for people with long-term conditions and complex needs. It
integrated health and social care (and education and prevention, where relevant)
around a person’s needs. Alongside IPC, the EPC programme focused on
supporting the systematic implementation of support for self-management (including
PAM), social prescribing and community-based approaches.
IPC and EPC taken together form the original basis for the Comprehensive Model,
providing a whole-system change through the systematic implementation of each
component detailed above. This approach of integrating around the person and
making the most of the potential of people and their communities cuts through
organisational silos and provides a practical way for people themselves to be the
best integrators of their care. We want to put personalised care at the core of the
system’s integration efforts, through the work of primary care networks, ICSs and
STPs and working with partners in local government and public health. 58
The Comprehensive Model recognises the significant experience and learning from
local government, through Putting People First and in the way it has implemented
the Care Act (2014), and the Special Educational Needs and Disability (SEND)
reforms of the Children and Families Act (2014). There are 156,000 people with a
direct payment or part direct payment in social care; over 285,000 personalised care
and support plans (Education, Health and Care Plans) are in place for children and
young people. 59 These experiences showed that successful delivery of personalised
care also involves focusing on key system enablers, such as workforce and
commissioning, as well as stronger partnerships between communities, the voluntary
and community sector and services, 60 and co-production with people, families, and
carers.
Making personalised care an everyday reality for people therefore requires a wholesystem change through the systematic implementation of the six evidence-based
components, supported by key enablers that deliver the necessary redesign to make
the model a reality. Figure 2 shows how the six components and these enabling
factors all fit together.
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Figure 2: Personalised care operating model
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2.4 Growing momentum: what has been delivered and the
difference it has made
Personalised care has growing momentum across the health and care system.
Figures 3 to 6 summarise the scale of personalised care across the health and care
system. Figure 7 summarises the difference it has made.

Figure 3: expansion of personalised care over the last three years

Figure 4: the spread of personal health budgets
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Figure 5: people who have benefitted from personal health budgets
in 2018/19

Figure 6: significant delivery of personalised care
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Figure 7: the impact of personalised care

Full details are in the technical appendix.

2.5 Addressing health inequalities through personalised care
Despite positive progress towards reducing health inequalities, inequalities persist
and are in evidence between groups of people with different characteristics, and
across geographies. In England the mortality gap between the richest and poorest
areas is over seven years for women and nine for men. 61 This gap may have
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narrowed in the 2000s, but more recently the gap has been growing again. Our
environment and surroundings also play a vital role: the life expectancy gap between
the most and least deprived areas in the UK is 19 years. 62 Those living in the most
deprived areas are likely to spend significantly longer proportions of their lives in
poorer health: the onset of multi-morbidity occurs 10-15 years earlier for people in
the areas of greatest deprivation. 63
A summary of the work to date on personalised care and health inequalities was
included in the NHS England Board meeting of May 2018. 64 We have since worked
closely with the Empowering People and Communities Taskforce to further explore
how personalised care can help contribute to reducing health inequalities.
The evidence below shows how personalised care can contribute to reducing health
inequalities.
Most individual long-term conditions are more common in people from lower socioeconomic backgrounds, 65 and multiple conditions are disproportionately
concentrated in these groups. 66 The evidence shows that levels of knowledge, skills
and confidence to manage their health tend to be lower for people with lower
incomes and lower levels of education. 67 When people are supported to increase
their knowledge, skills and confidence they benefit from better health outcomes,
improved experiences of care and fewer unplanned admissions. 68 People in lower
socioeconomic groups can therefore benefit the most from personalised care, as it
focuses on people with lower knowledge, skills and confidence, and better supports
people with multiple long-term conditions as part of the ‘specialist’ tier of
interventions in the Comprehensive Model.
A systematic review found that shared decision making interventions significantly
improve outcomes for disadvantaged people. 69 Personalised care also tailors shared
decision making to health literacy. It ensures staff develop health-literate decision
support materials and tailor their conversations to take account of low health literacy
by using specific techniques, such as “teach back”, building on the health literacy
toolkit. 70 Social prescribing and asset-based approaches complement this to tackle
inequalities through improving access to community support.
Health literacy and self-management support (including structured self-management
education programmes and health coaching) are critical to empowerment as they
increase peoples’ capacity to use health information effectively and to identify the
issues that most affect their wellbeing. Between 43% and 61% of working age adults
do not understand health information. 71
Social prescribing contributes to reducing health inequalities by increasing
involvement with local communities. Social prescribing enables general practice to
identify people who could benefit from additional voluntary and community sector
support and refer them to link workers, based in local social prescribing connector
schemes. Link workers spend time with people, build rapport, hear what matters
most to people and based on the person’s priorities, connect them to community
groups. Most local social prescribing schemes also have volunteers who provide a
‘buddying’ role, physically introducing people to community groups, ensuring they
are comfortable and included.
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Increasing people’s level of choice and control, including through PHBs, can enable
the system to respond to different backgrounds, for example by supporting children
and young people who are faced with considerable health inequalities, such as
looked after children, 45% of whom will experience mental health difficulties
compared to 10% of all children. 72 PHBs also enable people to choose their own
personal assistants who are more aware of their culture or religion. Peer support and
strategic co-production can also help to support people from different cultural
backgrounds.
As the NHS Long Term Plan makes clear, we want to put health inequalities at the
core of the personalised care agenda. We will therefore work with partners across
health, local government, the voluntary and community sector and people with lived
experience to:
•

Identify which groups face the greatest barriers to equally accessing personalised
care, and work in partnership to ensure that personalised care is reaching those
who could benefit the most. This includes working with the Health and Wellbeing
Alliance to develop a working group that will take the following actions forward
and develop targeted work around health inequalities and personalised care.

•

Commit to implement a self-assessment within personalised care programmes to
reduce health inequalities, and develop further research with targeted cohorts
(e.g. black and minority ethnic groups); ensuring the involvement of people with
lived experience (for example through participatory appraisal methods).

•

Work with public health to reduce health inequalities by utilising existing
resources, tools and evidence, and co-produce any new materials together with
people with lived experience of health inequalities.

•

Provide additional support to access personalised care for those who face the
greatest health inequalities.

•

Ensure that training for the workforce explicitly and meaningfully takes into
account health inequalities, in order that positive action and regard to this is
consistent and intentional (for example, within personalised care and support
planning).

•

Together with people with lived experience, develop the quality measures for
personalised care in a way which supports efforts to reduce health inequalities.
For example, the quality surveys will be developed in a way that enables
comparison of experiences across different protected characteristics, as well as
utilising PAM scores where possible to track individual’s activation and
engagement.

•

Provide best practice and case study materials that explicitly include people from
different groups.

•

Ensure that communication strategies take into account the communication
needs of people who experience health inequalities, including, for example,
people with learning disabilities and those with lower levels of health literacy.

•

Explore including a mandatory breakdown of personalised care data by protected
characteristics and deprivation, and track change over time to identify
opportunities to promote equality and help to reduce health inequalities.
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Ollie Hart’s story
Ollie Hart, a GP partner in Sheffield, has transformed his practice through using
personalised care approaches and working in partnership with people. He has
created a model to support an increase in the knowledge, skills and confidence of
people to self-manage their conditions, a process that involves identifying people’s
assets and needs and then offering tailored interventions of social prescribing and
health coaching to those who will benefit most – those with lower levels of activation.
Offering this personalised approach has bought benefits to people in terms of
improved knowledge, skills and confidence (particularly for those with most to gain)
and has also eased the pressure on Ollie as he has learned to coach, not to tell and
has also learned how to support people to make the most of their community assets.
Ollie continues to embed the approach within his GP neighbourhood, patient groups,
and practice teams.
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3. Delivering a new relationship between people,
professionals and the system
3.1 Practical implementation
Though there have been many definitions of personalised care in the past, we now
need to move beyond a simple narrative and on to how to put personalised care into
practice at a scale never before attempted.
As section 2.4 demonstrates, since 2015 there has been stronger and faster
progress across all components of personalised care in health than has been seen
before. But we now need to complete the job. As we embark on delivering the NHS
Long Term Plan and a new service model for the 21st century, we commit to fully
realising the potential of personalised care across the health and care system for the
optimal number of people in England.
This commitment builds on the long history of personalised care, including in social
care, chapter two of the Five Year Forward View, and now the vision reflected in
chapter one of the NHS Long Term Plan: to create a new relationship between
people, professionals and the health and care system.
To achieve the benefits of personalised care and meet the key features that people
with lived experience expect, the Comprehensive Model needs to be delivered in full,
with no cherry-picking of preferred components. For example, the PHBs evaluation
showed that PHBs are most effective when individuals have full control and flexibility
over how to use their PHB and choice of how to manage the budget. 73 In adult social
care, there has been criticism of personal budgets where they have been introduced
simply as an ‘administrative’ shift rather than being the result of a comprehensive,
personalised planning process with the person in control. 74 Similarly, social
prescribing is less effective when it is delivered without a complementary approach
to shared decision making or personalised care and support planning and
understanding people’s knowledge, skills and confidence. In the absence of good
conversations, social prescribing is reduced simply to ‘signposting’ people. The full
implementation of the Comprehensive Model protects against undermining both the
principles and effects of the model.
Furthermore, the Comprehensive Model will also be most effective when embedded
in the mainstream health and care system with universal coverage for everyone who
could benefit. Personalised care should be business as usual for everyone, not a bolt
on for some. Otherwise, we will see dilution of the benefits of personalised care, with
some key groups (e.g. those who are most disadvantaged) or components omitted,
and key benefits, both for people and the system, not fully realised.

3.2 Personalised care: becoming business as usual
Table 1 sets out the maximum potential scale of the Comprehensive Model. It also
sets out that, by 2023/24, and removing duplication for people who will benefit from
multiple components, our ambitious but achievable goal is around 2.5 million people
in total will benefit from personalised care as business as usual across the health
and care system. The aim is then to double this by 2028/29.
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Table 1: The maximum potential scale for personalised care
Component
Shared
decision
making

Maximum potential scale
Any health and care
conversation where a
decision is to be made, as
part of the ‘universal’ tier of
Comprehensive Model

Personalised
care and
support
planning

5-10 million people in total
benefitting, across both
‘specialist’ and ‘targeted’
tiers of the Comprehensive
Model
Enabling
Whole population benefits
choice,
through choice of GP and
including legal everyone who attends an
rights to choice outpatient appointment,
approximately 90 million
outpatient attendances per
year. Part of ‘universal’ tier
of Comprehensive Model
Social
prescribing
and
communitybased support

Ambitious but achievable goal
by 2023/24
Shared decision making
embedded in 30 high-value
clinical situations in primary
care, secondary care and at the
primary/secondary interface
where it will have the greatest
impact on experience, outcomes
and cost
750,000 people, including
people with long-term conditions,
people at the end of life and
pregnant women

Legal rights to choice are
maintained throughout wider
system transformation, with
100% of elective referrals
exercising choice through e-RS
and 100% of CCGs compliant
with the minimum standards in
the CCG Choice Planning and
Improvement Guide
Around 5% of the
1,000 trained link workers
population, or around 3
recruited by 2020/21 and
million people, benefit from 900,000 people referred to social
social prescribing per year prescribing link workers by
as part of the ‘universal’ tier 2023/24
of the Comprehensive
Model

Supported selfmanagement

4.6 million people with
long-term conditions who
also have low levels of
knowledge, skills and
confidence, within the
‘targeted’ tier of the
Comprehensive Model

Continue to increase the
opportunities for people to
benefit from supported selfmanagement approaches

Personal health
budgets and
Integrated
personal
budgets

2 million people – those
200,000 people benefitting from
with long-term conditions or PHBs or IPBs
complex needs – can most
benefit. All of these people
would have a personalised
care and support plan and
majority would be in
‘specialist’ tier
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The scale of personalised care will be achieved in line with the standard replicable
models and measures of quality set out in section 2.2. Drawing on the work of Think
Local Act Personal and the Coalition for Collaborative Care on Making it Real, 75 we
recognise it is the combination of quantity and quality that ensures the maximum
gains in people’s outcomes, experiences, and value to the system are achieved
through personalised care.
David Pearson’s story
David Pearson CBE has been the Corporate Director for Adult Social Care and
Health in Nottinghamshire since 2005, and was ADASS President in 2014/15. Since
his time as a social worker to his current position, David has been passionate about
people having choice and control over their health and wellbeing. Whilst developing
the STP in 2016, David recognised the opportunity of working with NHS England and
its growing agenda around personalised care, especially embedding joint
personalised care and support planning and PHBs and IPBs. This built on the STP’s
commitment to embedding prevention, self-care and promoting independence, and
recognises the importance of improving life chances, the need to work with key
agencies, such as housing and employment and the voluntary sector. The growing
evidence in Nottinghamshire is that personalised care: brings people back into the
centre of their care; is liberating and a breath of fresh air for nurses, clinicians and
social care staff; enables the right support for people at the right time; and so saves
time and money for the local health and care economy.

3.3 Getting to tomorrow: 21 actions to deliver personalised care at
scale
NHS England does not underestimate the challenge in delivering the scale of
ambition set out for personalised care.
21 specific and practical actions have been identified to meet this challenge. To
develop these actions, NHS England worked with a dedicated reference group –
including clinicians, professionals, providers, the voluntary and community sector,
academics, and representative bodies. We have also worked closely with local
government and local areas, and co-produced all of our work with people with lived
experience of personalised care. The funding agreed as part of the Long Term Plan
will enable delivery of the actions below to 2023/24. Delivery beyond this to 2028/29
is subject to future planning and agreement.
To deliver these actions, we commit to continuing our partnership approach –
including with clinicians, professionals, local government, the voluntary and
community sector, academics, and representative bodies, as well as through coproduction with people with lived experience. The Personalised Care Advisory
Board, co-chaired by NHS England and the LGA, will ensure all perspectives shape
and contribute to the work required.
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Overall objectives
Action 1: Deliver universal implementation of the Comprehensive Model
across England. This will fully embed the six standard components across the
NHS and the wider health and care system and will reach 2.5 million people by
2023/24. The aim is then to double this by 2028/29.
•

The Comprehensive Model for Personalised Care introduced here will be officially
published on the NHS England website in 2018/19.

•

Publish simple, standard replicable models for all components of the
Comprehensive Model in 2018/19, making the Comprehensive Model accessible
for all, and extending the first tranche of standard replicable models published in
June 2017. 76

•

To support the official publication of the Comprehensive Model, share information
through a variety of communications channels, including blogposts, webinars,
events, bulletins and information for people with lived experience. We will do this
through existing networks, including those of voluntary and community sector
organisations.

•

In addition, to achieve the cultural and behaviour change needed for
personalised care, we will commission strategic, integrated, targeted multi-year
campaigns, underpinned by insight/market research, reflecting the latest best
practice and using a range of media, including social media.

•

The campaigns will target key public and professional groups via a range of
channels from 2019/20, building on the learning from the ‘What Matters to You’
campaign in the UK 77 and the Every Australian Counts campaign. 78 We will coproduce this with people with lived experience and with professionals who have
successfully delivered personalised care in order to develop these campaigns
and share the messages with their respective peers. This will build on
#myPHBstory, where people with PHBs are supported to share their experiences
of the difference PHBs have made to them.

Action 2: Demonstrate early, full delivery of the Comprehensive Model across
a number of ICSs and STPs.
•

In 2018/19 and 2019/20, NHS England will fully embed the Comprehensive
Model in ICSs and STPs, as well as the whole of the Greater Manchester
devolution area. We will also support other personalised care demonstrator sites,
resulting in at least a third of England delivering the Comprehensive Model for
Personalised Care against the standards set out in section 2.2. This will be done
in partnership between the NHS, local government, the voluntary and community
sector, and people with lived experience. Over 300,000 people 79 will benefit from
personalised care in these areas by the end of 2018/19.

•

Furthermore, we will aim to include personalised care in the ICS accountability
and performance framework to ensure that all ICSs reflect personalised care.
This will support progress on personalised care becoming an expected element
of ICS plans.

•

As announced by the then Secretary of State for Health and Social Care, 80 in
2018/19 and 2019/20 three integration accelerators – Gloucestershire,
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Lincolnshire and Nottinghamshire – will pilot an approach whereby every person
coming forward for a needs assessment under the Care Act (2014) will be offered
a proactive and joined-up approach to needs assessment and personalised care
and support planning through multi-disciplinary teams. This will be streamlined
with the local areas’ SEND models to ensure a seamless approach. It will take a
whole-family approach, including the needs of carers, with an emphasis on
prevention and supporting people to manage their health, including referring
people to community-based support through social prescribing. Many people will
benefit from an IPB.
•

Evaluate the approach to understand the preventative impact on people with
lower levels of need, particularly those living with frailty. We will also ensure there
is early identification of carers and that the approach takes account of their
needs.

•

Consider the impact on the Better Care Fund (BCF), to understand how future
versions of the Fund can support delivery of the Comprehensive Model. The
Government’s green paper on the future of social care will set out the next steps
on accelerating integration of health and social care, including improvements to
the BCF from 2020. We will work with DHSC, the MHCLG, the LGA and the
Better Care Support team in 2019/20 to consider if outcome measures could be
developed that reflect personalised care.

•

Work with DHSC to explore regulatory change which will support greater
integration, for example aligning direct payment regulations, and identify
opportunities to align funding allocations, system auditing and reporting.

Action 3: Co-produce a National Impact Statement for Personalised Care,
setting out the quantified difference we plan to make to people’s outcomes
and experiences, workforce experience and wellbeing, and to the system,
including net value. This will aggregate the impact of each of the six
components of the Comprehensive Model to develop a clear measure for the
impact of personalised care.
•

All of the metrics and quality measures for the six components of personalised
care (see action 19) will be brought together to derive an aggregated National
Impact Statement for personalised care. This Statement will set out the quantified
difference personalised care is making to the experience, outcomes and
wellbeing of people and professionals, as well as to the system.

•

To develop and publish the National Impact Statement, we will work in
partnership with local government, the voluntary and community sector,
professional representative bodies, and academics, and in co-production with
people with lived experience.

Delivering the six components
Action 4: Develop workforce skills by embedding shared decision making and
personalised care and support planning in pre- and post-registration
professional training. This includes through all GP training through the Royal
College of General Practitioners (RCGP) from 2019/20 (subject to General
Medical Council approval), and from 2020/21 for other professionals, including
nurses and allied health professionals.
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•

Personalised care is central to the shared view of quality in general practice 81
and the future of effective primary care. 82 The personalised care components will
be included in GP education and training from 2019/20, building on the existing
inclusion of collaborative care and support planning in the GP curriculum and
training programme. 83 This will equip up to 5,600 local and regional GP trainers
in England with the knowledge, skills and confidence to train their colleagues in
personalised care approaches.

•

RCGP will expand their current network of personalised care champions and will
create a group of at least a further 50 personalised care clinical leaders from
across the primary care workforce to embed personalised care in the NHS’s
priority areas and in all RCGP projects.

•

NHS England is also working with the Academy of Medical Royal Colleges to
develop a range of e-learning materials that exemplify personalised care
approaches, to be launched in 2018/19 and benefit all people experiencing ‘highvalue shared decision making conversations’ (see action 6).

•

NHS England will also work with the Nursing and Midwifery Council (NMC),
Council of Deans for Health, Royal College of Nursing (RCN) and the Queen’s
Nursing Institute, the Royal College of Occupational Therapists, the Chartered
Society of Physiotherapy, the Royal College of Speech and Language
Therapists, and the British Association of Social Workers, as well as other key
workforce representative bodies, to raise awareness and understanding of
personalised care, identify good practice that is already taking place relevant to
each professional group and identify how personalised care approaches can be
built into professional practice, including pre- and post- registration education.

Action 5: From 2019/20, roll-out a new interactive face-to-face training
programme to develop professional skills and behaviours to deliver shared
decision making and personalised care and support planning as fundamental
ways of working across health and care staff. At least 75,000 clinicians will be
trained by 2023/24.
•

In 2018/19, NHS England will implement a half-day personalised care essentials
e-learning programme for health and care professionals, and a complementary
half-day face-to-face group learning programme.

•

We will then rapidly expand our offer, to deliver a new interactive face-to-face
programme to develop shared decision making, personalised care and support
planning and health coaching skills. This will be for approximately 300,000 staff
at all levels of the system, particularly focussing on primary care practice teams,
and also those staff involved in advance care planning at the end of life. Roll-out
will start in 2019/20, with at least 75,000 clinicians being trained by 2023/24. It
will develop the attitude, skills, and infrastructure to effect the necessary culture
change, and be co-delivered with people with lived experience. It will also reflect
the work being done by Public Health England, NHS England and Health
Education England on Making Every Contact Count. 84

•

In 2018/19 NHS England and key stakeholders will test a methodology to support
local areas to embed these new skills into business as usual, for example
through redesigning pathways. From 2019/20 we will work with local areas to
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effectively implement this framework, and from 2020/21 onwards deliver national
roll-out, including through local education and training boards.
•

By 2020/21, we will implement a framework of approved training providers for
shared decision making, personalised care and support planning and health
coaching, operating to robust quality standards co-produced with people with
lived experience and with other partners. This framework will also enable a trainthe-trainer approach.

•

Building on this, we will launch a fully-certified personalised care training
programme by the end of 2020/21.

•

In 2021/22 we will launch a personalised care leadership programme to provide
future decision makers with the knowledge and tools required to embed
personalised care at system, place and neighbourhood levels.

•

We will also reflect personalised care in NHS England / NHS Improvement’s
workforce strategy by 2020/21.

Action 6: Expand the Shared decision making programme in 2019/20,
developing decision support tools and e-learning resources to embed shared
decision making in 30 specific clinical situations. Personalised care will also
be at the heart of work on ‘rethinking medicine’.
•

In 2018/19, we will identify 30 specific clinical situations where there are the
largest opportunities to either a) reduce the uptake of low-value
treatments/procedures or b) improve adherence to evidence-based therapies,
through systematic implementation of shared decision making.

•

From April 2019 onwards, for each clinical situation we will:
o Work with the National Institute for Clinical Excellence (NICE) to develop a
standardised in-consultation decision support tool
o Work with Health Education England (HEE) and the Academy of Medical
Royal Colleges to ensure that e-learning resources are available to staff to
ensure that they host a high-quality shared decision making conversation

•

By March 2020 we will have completed the job in the following initial clinical
priority areas:
o At the time of diagnosis for people with atrial fibrillation, hypertension and
high cholesterol
o With first contact musculoskeletal practitioners for people with hip, knee,
shoulder and back pain
o For interventions (including chemotherapy) in the last year of life that offer
limited benefit
o In care homes in order to optimise medication for people of all ages
o For the best management of chronic obstructive pulmonary disease
(COPD) in order to increase access to pulmonary rehabilitation.

•

In addition, personalised care will be at the heart of work on ‘rethinking
medicine’. 85 This is a parallel approach to the Scottish ‘Realistic Medicine’
work, 86 and places personalised care at the heart of all clinical practice, primarily
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in order to reduce over-diagnosis, over-treatment, harm and waste, particularly
for those in the last year of their life, those living with frailty and those living
with multiple long-term conditions.
Action 7: Embed effective mechanisms to enable people to exercise choice
and control in elective care.
•

The NHS Long Term Plan is clear that the ability of people to choose where they
have their treatment remains a powerful tool for delivering improved waiting times
and experiences of care.

•

To enable this, work will continue to support the Elective Care Transformation
Programme with the national roll out of the e-RS capacity alerts project. This will
draw on learning from the London pilots.

•

Work with local areas to ensure self-assessments are completed by all areas in
2020/21 on compliance with the standards set out in the CCG Choice Planning
and Improvement Guide, 87 and ensure that choice is embedded within systems,
procedures, culture and expectations. This will ensure people are offered and
able to make an informed choice for their care/treatment based on what matters
to them.

•

Local areas must ensure an action plan is in place to address the selfassessment areas of identified development needs. We will assist CCGs to
develop these plans and ensure significant progress is made against them.
Action plans are the catalyst for improvement and we will put in place a
structured programme of work and review to ensure compliance with the
standards is achieved in a manageable timeframe.

•

Local Maternity Systems (LMS) will oversee the introduction of a personalised
care and support plan for every pregnant woman in England. This means that by
2021 around 650,000 women a year will have a plan that allows them to make
meaningful, informed, choices about their maternity care.

•

Share the work of exemplar areas to replicate existing success and best practice.
This will foster innovation across local areas.

•

We will additionally consider how to expand choice for women in maternity by
learning from the work undertaken through the Maternity Pioneers within the
national Maternity Transformation Programme. This will include the publication of
resources and materials to support women to make informed choices and for
frontline staff to engage in personalised care and support planning conversations.
Following evaluation of the programme in the autumn of 2018, we will deliver an
action plan for provision of choice in maternity services across the 44 LMS.

•

Continue to improve choice at the end of life through the promotion of the six
Government commitments for end of life care and other elements of the
Ambitions for Palliative and End of Life Care. The work of the National End of Life
Care Board will use the Comprehensive Model as a primary lens through which
to view the reforms needed to support increased choice and control at the end of
life. This will result in: better identification of people who are likely to die within the
next 12 months; better, proactive conversations for people to identify their wishes
and preferences; and integrated services which wrap around people, facilitated
by improved sharing of key information.
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Action 8: Fund the recruitment and training of over 1,000 social prescribing
link workers to be in place by the end of 2020/21, rising further so that by
2023/24 all staff within GP practices have access to a link worker as part of a
nationwide infrastructure of primary care networks, enabling social
prescribing and community-based support to benefit up to an estimated
900,000 people.
•

The Government’s loneliness strategy 88 reflected NHS England’s commitment to
social prescribing being the default model within primary care to connect people
with their community. Social prescribing supports people to stay well for longer,
by preventing or delaying the onset or worsening of long-term conditions.

•

To support this, in 2018/19 we will publish a standard, replicable model and
common outcomes framework, as detailed in section 2.2. This will ensure that
local areas are delivering social prescribing in line with minimum standards and
consistently measuring the impact on the person, on the health and care system
and on voluntary and community sector organisations receiving referrals.

•

In 2018/19 we will also map all social prescribing connector schemes across
England to produce a national database, as well as launch an online social
prescribing platform for commissioners and practitioners.

•

To enable delivery of the model, we will fund primary care networks so that each
GP practice has access to a link worker. This includes recruitment of 1,000 link
workers by 2020/21, trained against accredited standards. Up to 900,000 people
will benefit by 2023/24.

•

This will be funded via a reimbursement scheme, embedded in primary care and
GP contracting mechanisms.

Action 9: Work with partners in the voluntary and community sector, as well as
local and central government, the wider public sector, the Big Lottery Fund,
Public Health England and other arm’s-length bodies to explore the best
models for commissioning the local voluntary and community sector that
support sustainable models of delivery and scaling of innovative provision.
•

Reflecting the findings of the Voluntary, Community and Social Enterprise
(VCSE) Review, 89 the work done by Public Health England on developing
community-centred approaches, 90 the ongoing work of the Health and Wellbeing
Alliance, 91 and a specific recommendation from the Realising the Value
programme, 92 and in line with the standard model in section 2.2, we are clear that
local areas should have in place a range of community-based approaches and a
clear understanding of existing community assets and gaps. 93 This includes
asset-based approaches such as Local Area Coordination, 94 timebanking,
volunteering and peer support groups.

•

To support sustainable models of delivery by voluntary and community
organisations, we will explore with partners – including voluntary and community
organisations, local and central government, the wider public sector, the Big
Lottery Fund, Public Health England and other arm’s-length bodies – the best
approaches to commissioning. We will also work with the voluntary and
community sector and commissioners to identify how to best to develop and
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support the scaling of innovative provision (such as our work to develop and
scale Shared Lives as a personalised, community-based model of healthcare 95).
•

This work will reflect NHS England’s principles for voluntary and community
sector engagement and partnership working. 96

•

Finally, we will also work towards embedding commitments to the voluntary and
community sector in STP and ICS guidance.

Action 10: Continue to support the development of programmes and initiatives
that seek to increase the knowledge, skills and confidence of people to better
self-manage their long-term conditions
•

Continue to promote the systematic application of self-management education,
health coaching and peer support.

•

Support commitments in the Long Term Plan that seek to increase capacity for
supported self-management, such as offering new models of providing
rehabilitation and self-management support, including digital tools, to those with
mild COPD.

Action 11: Exceed our PHB Mandate goals to deliver at least 40,000 PHBs by
March 2019 and at least 100,000 PHBs by 2020/21. 97 Complete the transition
from the wheelchair voucher scheme to personal wheelchair budgets. Subject
to the final evaluation findings, expand PMCBs to support 100,000 women per
year by 2021/22.
•

PHB trajectories to March 2021 are in place for all CCGs, demonstrating how we
will achieve the 2018/19 and 2020/21 targets. These are being monitored as part
of the CCG Improvement and Assessment Framework.

•

Complete the transition from the wheelchair voucher scheme to personal
wheelchair budgets. This forms part of NHS England’s support to CCGs to
provide wheelchair services which are personalised, effective and efficient, and
will support CCG performance for children to receive equipment within the
mandatory 18 weeks.

•

In addition, and subject to evaluation, we aim to expand PMCBs in line with the
expansion of the continuity of midwifery care programme, supporting around
100,000 women per year by 2021/22.

•

As the NHS increasingly focuses on reducing the volume of medication and
interventions that are proven to be less effective, the Comprehensive Model will
help reinforce this approach, for example through shared decision making and
social prescribing. Where clinical treatments are not routinely available on the
NHS, we will also ensure they will not be routinely available through a PHB.

Action 12: Ensure all people receiving home-based NHS CHC have this
provided as a PHB by default by 2019/20, benefitting around 20,000 people a
year. We will explore PHBs in Fast Track NHS CHC-funded home care
packages as well as children and young people’s continuing care, and
consider moving to a default position by 2021/22.
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•

Reflecting the evidence on the impact of PHBs in NHS CHC-funded home care
packages, 98 from 1st April 2019 PHBs will be the default model for all homebased CHC services. This will benefit around 20,000 people each year when fully
rolled out, with an expectation of PHBs to rise from the current figure of 7,300 in
2017/2018 to around 11,000 in 2018/19, to reach full rollout in 2019/20.

•

In 2018/19, we will continue to develop PHBs for Fast Track NHS CHC-funded
home care packages, which has already been implemented successfully in some
areas such as Warrington and NEW Devon. In light of evidence gathered we will
explore moving to a default PHB position in 2021/22. We will also explore this for
children and young people’s continuing care.

•

Investigate the feasibility of delivering PHBs in residential care.

Action 13: Following publication of the consultation response, work with
DHSC to implement new rights to have a PHB for people with ongoing health
needs. In 2019/20 we will explore new rights to have personal health budgets
in five further areas: end of life care, equipment, dementia, carers and
neuromuscular diseases.
•

Since 2014 there has been a right to have a personal health budget for around
60,000 people in receipt of NHS CHC and children and young people’s
continuing care, which has successfully supported the roll-out of PHBs for these
groups.

•

In April 2018, DHSC and NHS England launched a joint consultation 99 to extend
this right to have a PHB to new groups. Based on the results of this consultation,
NHS England will now work with DHSC to begin introducing new rights for all
groups consulted on, starting from 19/20 for certain groups.

•

In 2019/20 planning guidance, CCGs will be required to extend PHBs to these
groups. The CCG Improvement and Assessment Framework will also incorporate
these new rights.

•

In the interim period, and prior to any possible legislative change, NHS England
will work with DHSC to strengthen the messages in the Handbook to the
Constitution about personalised care, and the benefits a personalised approach
can bring.

•

At such a point when any new rights are established, NHS England will explore
with DHSC how best to include them in the NHS Constitution when it is next
updated.

Action 14: Innovate in developing the PHB model, including by exploring the
potential of multi-year PHBs, one-off proactive ‘grants’, and portability of
support.
•

There are further areas where PHBs are being explored but where either rollout
is at an early stage or testing is still underway. The top five areas where
consultation responses supported PHBs are: end of life care, equipment,
dementia, carers and neuromuscular diseases.

•

In 2019/20 we will continue to test, gather best practice and build the evidence
for PHBs in these new areas in order to move towards these additional groups
having the right to a PHB in future.
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•

We will also investigate how the operation of personal health budgets can be
expanded to include:
o Multi-year PHBs, to provide certainty and future planning for people over a
longer period of time, particularly for young people in transition
o One-off personal health ‘grants’ to pro-actively invest in adaptations that keep
people safe and well
o Portability of PHBs between different local areas
o Transport, which we know to be a driver of social isolation and nonattendance at appointments.

•

Identify actions on how the Comprehensive Model works for carers, working with
relevant representative organisations. This reflects the potential identified by
DHSC’s “Action Plan for Carers” 100 for personalised care to positively impact
carers.

Action 15: A total of 200,000 people will be supported by PHBs by 2023/24.
•

As we continue to extend the Comprehensive Model to more people, the
cumulative impact of actions 11-14 set out above is that we expect 200,000
people will be supported by a PHB by 2023/24.

•

Put in place PHB trajectories beyond March 2021 for local areas to achieve this.
These will be monitored as part of the CCG Improvement and Assessment
Framework and through the personalised care dashboard (see action 19).

Underpinning actions
Action 16: NHS Personalised Care will be a national centre of excellence for
personalised care to (1) support local delivery, (2) provide national
infrastructure services, (3) set policy and quality standards, and (4) learn and
evaluate what works.
•

The administrative delivery of PHBs can be highly variable. 101 To support local
delivery we will consider the options for establishing and training a personalised
care assessor workforce of nearly 1,000 people by 2025 for local areas to use to
carry out PHB assessments and personalised care and support planning.

•

The School for Social Care Research established by the National Institute for
Health Research 102 and the various What Works Centres103 have contributed
valuable and practical research to social care and a number of other public
service issues. In medical research more generally, there are growing calls for
approaches that harness people and community participation and rebalance
efforts from a dominant biomedical focus to one which addresses the social,
behavioural and wider determinants of health. 104

•

Recognising these approaches, NHS Personalised Care will support research
and evidence in a What Works Centre for at least four years from 2020. This will
draw together the existing evidence base on personalised care so that it is more
accessible and practical for professionals, and understand the ongoing impact of
personalised care, including on people, practice, professionals and the system.
This research will also incorporate the efficacy of the standard, replicable models
of the Comprehensive Model.
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•

Work with academic institutions to ensure that the evidence base is rigorous,
objective and peer reviewed.

•

The approach to national infrastructure services is set out in action 17 and to
setting policy and quality standards in actions 18, 19 and 20.

Action 17: Establish a consistent digital platform for payment, management
and monitoring of PHBs, and for personalised care and support planning,
aligning this with digital and data standards and the work of the Empower the
Person digital transformation work of NHS England.
•

Explore how NHS Personalised Care can ensure consistent infrastructure is in
place (see action 16), including digital infrastructure that is linked to the Empower
the Person digital roadmap. 105

•

Commission a feasibility study in 2019/20 to explore what this digital
infrastructure could look like, and set out options for its delivery.

•

Areas the feasibility study is likely to cover include:
o Working with IT providers to provide best practice for the development and
implementation of high quality digital systems for payment, management and
monitoring of PHBs. This will include support for people when they need it
with tasks in the day-to-day management of personal assistants
o Extending shared care records, platforms and standards to encompass
personalised care and support planning processes. From 2020/21 work to
ensure coherent standards are in place for people and professionals for
common recording, management and editing of personalised care and
support plans
o Ensuring that solutions implemented provide business intelligence – with data
creating a real-time feedback loop on the optimum approaches to
personalised care for people
o Embedding digital tools and services into the personalised care components,
to enable people to take an increased role in managing their health and care
at scale.

Action 18: Train up to 500 people with lived experience to become system
leaders by 2023/24. Empower people with lived experience to access
personalised care by providing good quality information and explore
supporting people with a legal right to a PHB to have access to advocacy.
•

NHS England is committed to the quality of personalised care, which requires the
active and equal engagement of people. We will:
o Continue a central resource for strategic co-production and commit to coproducing all of NHS Personalised Care’s work based on people’s lived
experience
o Continue to develop and support people with lived experience who can take
an active role in co-production. Through the established Peer Leadership
Academy we will in 2018/19 develop 20 new peer leaders, including young
people, who are equipped with the essential knowledge, skills and confidence
to play an active role. The Academy will be continued and significantly
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extended from 2019/20 onwards to reflect national coverage of personalised
care, developing up to 500 new peer leaders by 2023/24
o We will complement the face-to-face Academy with an online Peer Leadership
Essentials training course that provides necessary good quality information.
•

We recognise that exercising choice and control sometimes brings additional
responsibilities. We will continue to explore support options to ensure that people
feel equipped to take on their chosen level of responsibility. There will be a
particular focus on people employing personal assistants. This extends the
approach taken by Skills for Care in its employing personal assistants toolkit, 106
and the specific work already completed on personal assistants and delegated
healthcare tasks. 107

•

Explore access to advocacy for people with a legal right to a PHB, in order to
help them successfully exercise their rights. We will explore a statutory basis for
this advocacy.

Action 19: Develop a personalised care dashboard, with key metrics on uptake
embedded in routine NHS Digital data collections, and local and national
planning and performance frameworks. We will introduce indicators of quality
and show progress against our goals.
•

We currently collect PHB numbers in the NHS Digital core data collection, and
have data on choices in maternity services and utilisation of the NHS e-RS to
enable choice at first routine elective referral.

•

From 2018/19, we will work with areas to consider, develop and test the most
appropriate personalised care activity metrics to expand this core data collection,
including: shared decision making and social prescribing in general practice;
personalised care and support plans; personal wheelchair budgets; and PMCBs.
From 2018/19 we will also consider how best to draw down relevant activity
measures from other data collections, such as SEND data, end of life data, and
number of PAM licences.

•

We will aim to embed these additional personalised care activity measures, from
2019/20 on a voluntary basis and then from 2020/21 as part of the NHS Digital
formal data collection.

•

Continue to build on and refine the quality standards set out in section 2.2. We
will also aim to set an appropriate, proportionate timescale for (a) the
personalised care and support planning process, and (b) the approval and set-up
of a PHB that reflects people’s preferences and circumstances. We will look to
legislate for this if possible.

•

Embed these quality standards through a personalised care dashboard. This will
be developed and tested in 2018/19 and 2019/20, for full rollout in 2020/21. This
will provide a standard way of measuring local delivery against all the core
personalised care quantity and quality metrics, as well as reflect the impact of
personalised care on public health indicators and health inequalities. It will
provide the information that will be drawn together into the National Impact
Statement for Personalised Care (see action 3).

•

This dashboard will take account of, and possibly ultimately be reflected in, other
relevant frameworks or dashboards, including any further work done by NHS
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England (for example, by the Population Health Management and Empower the
Person programmes), NHS Digital and Public Health England, work done by the
Social Care Institute for Excellence for DHSC on an integration scorecard, 108 or
any other cross-sector approaches as proposed by the VCSE Review 109 and
others.
•

In 2019/20 we will launch a series of people’s experience surveys specific to
personalised care, collecting qualitative and quantitative data and so embedding
a continuous feedback loop with people with lived experience to monitor the
quality of personalised care and drive continued quality improvement.

•

Begin to scope a new national Patient Reported Outcome Measures (PROMs)
strategy from January 2019, building on and significantly expanding the current
long-term condition PROM. This can be used to inform local contracting and can
complement the use of the PAM.

Action 20: Use incentives such as the revised GP Quality and Outcomes
Framework (QOF), and further embed personalised care into the Care Quality
Commission (CQC) regulatory framework.
•

As set out in the NHS Long Term Plan, the revised QOF will include a new
Quality Improvement (QI) element, and will support more personalised care.
Subject to regulations, the QOF update will make changes to exception reporting
that should allow more flexibility for patients to opt-out of treatment options and
should encourage more shared decision making. We are also pursuing changes
to the palliative care indicator to encourage earlier identification of people
approaching end of life, conversations to enable personalised care and support
planning and improvements in quality of palliative and end of life care offered.

•

Continue to embed personalised care in wider programmes as set out in the NHS
Long Term Plan. This includes ensuring by 2021 that, where appropriate, every
person diagnosed with cancer will have access to personalised care, including a
needs assessment, a care plan and health and wellbeing information and
support, all delivered in line with the Comprehensive Model for Personalised
Care. Other areas supported include dementia, delayed transfers of care, urgent
and emergency care, mental health, people with learning disabilities, autism or
both, and in maternity. We will improve existing legal care planning requirements
to align with the personalised care and support planning key features, e.g.
Education, Health and Care plans and the Care Programme Approach. This will
provide additional support to build on or guide work that is often already
happening.

•

Embed personalised care within primary care network frameworks and work with
wider primary care transformation to enable shared decision making.

•

Beyond NHS England, the CQC key lines of enquiry currently incorporate
important components of personalised care, including how the service supports
people to express their views and be actively involved in making decisions about
their care, treatment and support. Building on this, in 2019/20 we will work with
CQC to explore how personalised care can be fully embedded in key lines of
enquiry and core service frameworks, including for hospital, community and
primary care services.
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•

Explore how else we can work with CQC on personalised care, building on the
‘Better Care in My Hands’ 110 thematic review. We will also work with CQC’s
Public Engagement team to ensure that people with lived experience of
personalised care are effectively supporting the CQC inspection regime.

•

Working with the Healthcare Financial Management Association (HFMA), we will
engage with directors of finance and directors of commissioning across England
to share skills and tools to embed personalised care in contracts.

Personalised care in wider public services
Action 21: Make the case for the Comprehensive Model to become a basis and
chassis for wider public services integration around people, including by
working with DWP, DfE, MHCLG and DHSC.
•

•

Personalised care already integrates health, social care and (where applicable)
education funding, but people with long-term conditions and complex needs
receive services and benefits provided by other parts of the public sector, for
example DWP or MHCLG. We will therefore explore whether the Comprehensive
Model could be expanded to include other funding streams alongside health and
social care.
From 2018/19, we will work with local government, CCGs and primary care to
test incorporating supported employment provision in personalised care and
support planning and PHBs. This will focus on people in areas of high
unemployment and social deprivation who persistently access primary care. It will
combine health coaching, social prescribing and access to voluntary and
community sector organisations to achieve employment and meaningful activity
as a positive outcome.

•

The PHB consultation 111 has highlighted other funding streams that could be
included within PHBs, such as the Disabled Facilities Grant. We will undertake
further work to explore whether this and other funding streams could be
incorporated into IPBs, testing new approaches if possible and scaling up
approaches subject to successful testing.

•

Building on the inclusion of social prescribing in the government’s loneliness
strategy, we will also explore how personalised care can support wider policy
initiatives.

•

Work with DHSC, DWP and MHCLG and HM Treasury to identify opportunities to
align funding allocations, system auditing and reporting so that local areas can
more easily integrate funding streams.
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A. Technical appendix: what has been delivered and the
difference it has made
The following table summarises what has been delivered through the
Comprehensive Model for Personalised Care, and the evidence so far on the
difference it has made.
Component
PHBs and
IPBs

•

•

•

•
•

Delivery
32,341 PHBs, of which
23% jointly funded
packages with social
care, in place by
September 2018.
Increase of 105% in the
last 18 months to
September 2018
55,511 PMCBs delivered
by September 2018 in
seven Maternity
Pioneers covering 36
CCGs
An estimated 45% of
CCGs were in the
process of transitioning
to PWBs (to November
2018)
Five areas developed
and tested PHBs for end
of life care
Seven areas developed
and tested PHBs for
looked after children and
young people with
mental health needs

•

•

•

•
IPC

•

•

Over 204,000 people
had joined the IPC
cohort by September
2018 through the IPC
demonstrator
programme
Approximately 60% of
IPC sites reached model
maturity by March 2018,

•
•

Evidence
In a recent survey of PHB
holders, 86% of respondents
said they had achieved what
they wanted to with their PHB.
77% of people would
recommend PHBs to others. 112
These findings are consistent
with previous results from the
POET PHB surveys of 2014
and 2015 113
An independent evaluation
found that PHBs were overall
cost neutral. People with a
PHB had lower indirect costs,
through less use of secondary
healthcare (average £1,320
per person per year). For
people with the highest needs
there were overall cost savings
(average £3,100 per person
per year) 114
More recently, monitoring of
costs for PHB holders
receiving NHS CHC home
care packages found an
average saving of 17%
compared with conventional
services. This related mainly to
people with a direct payment
with high levels of needs 115
An evaluation of PMCBs is
under way 116
An evaluation of the IPC
programme is under way 117
In one site, IPC was
implemented at scale
alongside other interventions.
Following the 100-day
challenge in 2017 the site saw
a reduction in emergency
admissions of 12%, as well as
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•

Personalised •
care and
support
planning

Supported
•
selfmanagement

•

•

Social
prescribing

successfully
implementing all
components of
personalised care
IPC rolled-out to new
cohorts, including
substance misuse in
three sites and neurodisability
142,904 people in
demonstrator sites have
a personalised care and
support plan, between
April 2017 and
September 2018

a 24% reduction in A&E
attendances for the two
practices which took part 118

•

101,637 PAM
•
assessments delivered in
total by September 2018,
enabling selfmanagement support
interventions to be
targeted towards those
who will benefit most
59,545 people referred to •
self-management
support or health
coaching in demonstrator
sites, as of September
2018
•
44,093 people referred to
community-based
support in demonstrator
sites, as of September
2018

In 55 CCG areas in 2017/18
there were:
• 68,977 referrals
• 331 link workers

•

Independent reviews have
found evidence that people’s
well-being, satisfaction and
experience improves through
good personalised care and
support planning, 119 including
for people with cancer. 120
Personalised care and support
planning has been shown to
improve GP and other
professionals’ job
satisfaction 121
An independent evaluation
found that people who had the
highest knowledge, skills and
confidence had 19% fewer GP
appointments and 38% fewer
A&E attendances than those
with the lowest levels of
activation 122
This finding was corroborated
by a Health Foundation study
which tracked 9,000 people
across a health and care
system 123
A literature review of over
1,000 research studies found
peer support can help people
feel more knowledgeable,
confident and happy, and less
isolated and alone. 124 There is
an emerging evidence base
that indicates peer support is
cost-effective for different
areas of healthcare 125
Local evaluations of social
prescribing have reported
improvements in quality of life
and emotional wellbeing, 126 as
well as lower use of primary
care and other NHS
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Enabling
choice,
including
legal rights
to choice

•

•

Shared
decision
making

•

97% of CCGs have now
completed Choice
Planning and
Improvement selfassessment
Of these, 85% report
compliance with at least
5 (of 9) choice standards

•

In 2017/18 we started
embedding shared
decision making into
musculoskeletal elective
care pathways across 13
CCGs and into
respiratory elective care
pathways in eight CCGs

•

•

services, 127 although
systematic reviews have found
that the quality of evidence is
variable. 128,129 There is a need
for more evidence on the
effectiveness of social
prescribing.
In a survey of people who
booked hospital outpatient
appointments online, 75% felt
that they were able to make
choices that met their needs 130
A systematic review found
limited evidence that choice
improved outcomes or reduced
costs, although choice was
associated with modest but
statistically significant
reductions in waiting times131
Systematic evidence reviews
show that people consistently
over-estimate treatment
benefits and underestimate
harms. 132,133 Shared decision
making supports them to
understand benefits and harms
of options available and tends
to reduce uptake of high risk,
high cost interventions by up to
20%. 134
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