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Personalised care is a revolutionary idea in the modern health and social care provision and a fundamental challenge to the traditional service-based approaches with a focus on individuals as the central element in key decision-making (NHS England, 2021). This notion was brought about by the realisation that mass interventions can hardly meet the multidimensional needs of different populations. Interventions such as shared decision-making, personalised care and support planning and personal health budgets form part of personalised care and enable service users to be engaged in the process of health and wellbeing management (Coulter and Oldham, 2016). This idea is of special importance to an ageing population where the long-term conditions are on the rise and traditional medical models prove to be less effective (Foster et al., 2013). Similarly, this essay focuses on the origin and evolution of personalised care, evaluates its practise and policy, and analyses the problem areas of implementation along with providing evidence-based recommendations explicitly as well.
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Personalised care as a concept is a result of overlapping philosophical, political, and practical trends in the late 20th century, and especially through the prism of disability rights movement and criticism of paternalistic healthcare systems (England and Improvement, 2019). Person-centred methods, specifically known as Carl Rogers in psychotherapy, were used straight into early conceptualisation and focused on individual autonomy, dignity and respect (Mead and Bower, 2000). However, formal policy inclusion in mainstream health policy started to gain momentum in the 2000s, as the government of the UK realised that the growing spending on healthcare was failing to produce equal population health benefits, especially to people with long-term health issues.
Personalised care grew faster with the release of the Five Year Forward View of NHS in 2014, which stated person-centred care as the core of the transformation in the area of healthcare (Jones et al., 2018). Thereafter, NHS England introduced the Comprehensive Model of Personalised Care in 2019, which is a structured framework with six evidence-based components, including shared decision-making, personalised care and support planning, enabling choice including legal rights to choice, social prescribing and community-based support, supported self-management, and personal health budgets (NHS England, 2021). The model was an important developmental step beyond previous models since it offered viable mechanisms of implementation and recognised that personalised care can be practised in a continuum, ranging between universal interventions across entire populations, and intensive interventions on individuals with complex needs.
Critical analysis shows that despite the fact that personalised care has elicited significant attention to policy, the concept has been subjected to a significant criticism. Carey et al. (2019) claimed that personalised care brings the danger of reinforcing neoliberal ideologies through the distribution of the burden of responsibility on the state-funded services and imbalance in favour of the individuals who do not have resources, education or social capital to manoeuvre in the complex healthcare system. Additionally, Greenhalgh et al. (2020) highlighted the conflicts between personalised care discourse and the realities of implementation and indicated that the organisational culture, professional resistance and resource limitations are often the key obstacles to working with an actual partner. These criticisms led towards changes that focus on co-production, handling the problem of health inequalities, and making personalised approaches accessible irrespective of the socioeconomic status (Jones et al., 2018). However, there are still debates on whether personalised care is really redistributing power or it is just a perception of choice given in a predetermined range because of the funding and availability of the service.
Besides, the emergence of individualised care can be considered as a further move towards the shift in the reactive systems of care to preventive and holistic care models. Higher awareness of social determinants of health has led to the position that medical treatment cannot be helpful in solving complex needs. Consequently, the concept of personalised care has been more developed as a clinical policy, but as a systemic change in the more effective integration of healthcare, social care, and community resources explicitly.
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Implementation of personalised care into health and social care contexts has proven to be rather varied in terms of quality of implementation and results. Personalised care has also been integrated into many strategic frameworks at the policy level, such as the Long Term Plan of NHS, which is dedicated to the expansion of personalised care strategies to 2.5 million people by 2024 (Coulter and Oldham, 2016). Social prescribing innovations represent one of the most practical examples since link workers can refer people to some community-based activities focusing on non-medical determinants of health such as loneliness, financial insecurity, and physical inactivity (Husk et al., 2020). Social prescribing may lead to an improvement of wellbeing and a decrease in social isolation and demand on primary care services, but with greater inconsistent effects that are likely to depend on the accessibility of community resources and the quality of training link workers as well (Bickerdike et al., 2017).
Another important use is in the personal health budgets, which give individuals certain budgeted amounts of funds to spend on buying care and support that suits them better along with meeting their explicit needs as well. It has been shown that such budgets can improve the quality of life, increase the level of satisfaction with care and introduce the possibility of flexibility in the provision of services as compared to the use of traditional approaches (Forder and Jones, 2014). However, the implementation issues are inclusive of significant administrative pressure, insufficient staff training to assist the budget holders, and the inability to be equitable when people have different abilities to make an efficient use of budgets (Needham and Glasby, 2014). The vulnerable populations such as people having severe mental health, learning disability or poorly speaking English are affected by these issues disproportionately and this leads to the question of whether or not personalised care is an unwitting contributor to the existing health inequalities.
Shared decision-making is an element of personalised care in the context of clinical practise, through which practitioners must offer evidence-based choices, but they need to induce patient values and preferences as well (Elwyn et al., 2017). Although it is mandated by the policies, there is still no uniform implementation, and systematic reviews reveal several obstacles such as a lack of time to discuss with the patient, professionalism that favours clinical expertise over patients, and a lack of training in communication skills to engage the patient in a shared decision (Bomhof-Roordink et al., 2019). Moreover, the organisational cultures with a focus on productivity metrics are directly opposed to the long consultations necessary in order to pursue the true personalised approach. These implementation predicaments display the tension between policy dreams and realities showing that structural and cultural change should be introduced along with conceptual adoption to realise the intended results in personalised care effectively.
Another practical consideration that is important to note is the role of interprofessional collaboration in the provision of personalised care. The success of any implementation process frequently requires the efficient collaboration of the general practitioners, the nurses, the social workers and the voluntary sector organisations. In the situation where there is fragmentation of communication systems, it is likely that personalised plans are inconsistent, or incompletely adhered to. Thus, integrated care systems and joint information platforms are becoming one of the key sources of consistent and sustainable personalised approaches.
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In order to overcome the limitations found and improve the implementation of personalised care, several evidence-based recommendations can be formed. Initially, organisations should focus on cultural change by making long-term investments in workforce development so that practitioners would learn motivational interviewing, health coaching, and co-production tools instead of depending on their traditional clinical training (Jones et al., 2018). This recommendation acknowledges the fact that it is not possible to achieve a technical implementation of the personalised care elements without the basic changes of the professional attitudes and organisational values on the principles of partnership and sharing the power.
Moreover, the policy frames should be clear on the consideration of health inequalities by offering extra resources to marginalised groups that have obstacles in accessing tailored care models. Among the recommended interventions, Barnes (2019) suggested building specific interventions such as advocacy services, culturally relevant materials and versatile delivery models that address the needs of different kinds of communication and literacy levels. These measures would aid in ensuring that personalised care achieves its inclusive potential instead of the current disparities. This, however needs long term political dedication and sufficient and adequate funding which might not be easy to achieve in resource restrained environments.
Furthermore, assessment systems should be based on more than traditional clinical outcomes to include measures of elements that individuals hold importance such as autonomy, dignity and meaningful social participation (Day et al., 2017). Recent focus on measurable health outcome measures may overlook important aspects of wellbeing that individualised care is supposed to improve. It is essential to work with service users to develop a significant set of indicators to develop comprehensive evaluation strategies, and longitudinal studies to investigate lasting effects. Although the implication of resources, such as an effective evaluation is critical in proving value, finding successful practises and sustaining political endurance of personalised care programmes is mandatory.
Lastly, technology-enhanced personalised care has potential growth opportunities of increased reach and increased accessibility, but such deployment should be done with critical consideration of the risk of digital exclusion (Greenhalgh et al., 2020). Some of the recommendations would be to come up with user-friendly online systems that assist in the self-management but still include the human nature through blended delivery models. Additionally, investments made in infrastructure should be geared towards having interoperable systems that allow the smooth exchange of information and the security of privacy. The necessity to find the right balance between innovation and equity issues is still important in order to ensure that technology does not bring new divisions to the already disadvantaged groups of people.
Simultaneously, it needs leadership efforts by both organisational and national levels to maintain momentum of personalised care reform. Leaders are at the centre of exemplifying person centred values, distribution and installation of accountability mechanisms. Devoid of observable and persistent leadership commitment, personalised care will be lost to a policy catchphrase, instead of a genuine change in the daily practise in healthcare and social care service provision.
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Summarising the discussion provided above, it is concluded that the critical analysis provided above proves that personalised care is a valuable conceptual framework that promises to change the processes of health and social care provision by actually putting people in the centre of the decision-making process. This concept has grown significantly since the first appearance as it developed out of philosophical notions into well-organised policy outlines, which are supported by evidence of its positive outcomes such as a higher level of wellbeing, increased satisfaction, and healthier outcomes. However, immense obstacles have remained in the conversion of policy vision into standard practise with the implementation being impeded by organisational cultures, resource limitations and chances of worsening health disparities. These problems need long-term dedication to the cultural change, clear focus on equity issues, systematic assessment methods, and regarding technological advances as well. After all, the realisation of the transformative power of personalised care will require not merely the technical achievement, but the radical rethinking of the relationships between the services and citizens as well, whereby the latter are seen not as passive recipients of the professional intervention, but as active contributors with the expertise of their own lives explicitly.
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