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Abstract
The aim of personalisation is to ensure that universal access is provided to the public
to ensure prevention, intervention and co-production of services. This policy
measure contributes to the growth of available social capital in the social care sector
and improves the availability of and accessibility to information. The personalisation
of healthcare is thus established as one which is a panacea for catering to the needs
of people with physical and mental disabilities. Given that this is a relatively new
concept, it is important that it is examined with caution, with an emphasis on the
degree of control and choice available for the services. A number of questions are
raised with respect to the provision of mental health services and personalisation.
This study has carried out a literature review and has thematically organised the
risks and barriers associated with the implementation of personalisation in mental
health initiatives from the perspective of different stakeholders. The role of a
personalisation model in the context of social care and its relevance in modern day
practice is also identified. It can be concluded that the challenges associated with the
promotion of the "personalisation agenda" in the mental health framework should not
be underestimated. The future of personalisation in this field requires a visionary
approach, which promotes practical and energetic measures across different
segments of the social and health care system, in order to ensure that beneficial
outcomes are identified for service users afflicted with mental disorders.
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Chapter One: Introduction

1.1. Personalisation: An Overview
Enabling autonomy and consumer choice in the delivery of public sector services
has resulted in the development of the umbrella term "personalisation of services",
leading to a move from community or group based services to individually tailored
services (Duffy, 2007). The introduction of direct payments as a policy objective was
introduced

in

the

mid

1990s

and

was

categorised

as

personalisation.

Personalisation involves the adoption of measures to meet the needs of individual
service users in a manner that is most suitable for them (Carr, 2010). Personalisation
is adopted at different stages including prevention, early intervention and self
directed support when autonomy is given to the user to take decisions which will help
their everyday living (Bartnick et al., 2007; Garrett and Garrett, 2012). The adoption
of personalisation policies provided disabled people, people with learning disabilities,
older adults, disabled children, users of mental health services and associated
carers to obtain cash payments for their care directly from the government (Fisher et
al., 2011). This measure avoided the provision of services through a mediating
organisation like a local agency or an authority. The aim of adopting a
personalisation approach is to promote self directed support and person centered
planning wherein the choice and control is given directly to the individual. This
measure not only provides more independence to its users but also provides them
with control and dignity (Duffy, 2011).
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Social care policies and practices have become increasingly "personalised" over the
last few years (Department of Health, 2005; Department of Health, 2006; Fulford,
2011), with the recent Health and Social Care Act 2012 supporting the need for
personalisation. As a result of strong governmental support, the services are
designed with the needs of individual users kept in mind, with limited focus on
communities and groups (Holloway, 2012). Various systems have been developed
which support the use of personalised support (Lymbery, 2012). These systems
have been defined by the Social Care Institute for Excellence (SCIE) as follows:
Care Management: The individual care plans are developed and implemented with
full participation from the user, in terms of understanding their wishes and needs.
These plans are developed and assessed by budget holding care managers (SCIE,
2007).
Direct Payment: In direct payment method, service users are provided with money
to pay for their social care directly after a detailed assessment. This assessment is
carried out by their care managers, who take into account the needs of the users
(SCIE, 2007).
Individual Budgets: An assessment of various funding streams is carried out in
order to ensure that the allocation of resources to the individual results in
transparency. This system provides resources in the form of cash or kind by making
sure that the most suitable system is made available to them (SCIE, 2007).
When applied to the context of mental health services, the adoption of
personalisation as a policy helps in the promotion and maintenance of the mental
health of service users by providing them with the choice to control their life and
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wellbeing (Fulford, 2011). The aim of personalisation is to ensure that universal
access is provided to the public to ensure prevention, intervention and co-production
of services. This policy measure contributes to the growth of available social capital
in the social care sector and improves the availability of and accessibility to
information (Carr, 2010).

1.2. Purpose of the Study
The personalisation of healthcare is thus established as one which is a panacea for
catering to the needs of people with physical and mental disabilities. Given that this
is a relatively new concept, it is important that it is examined with caution, with an
emphasis on the degree of control and choice available for the services. A number of
questions are raised with respect to the provision of mental health services and
personalisation. This dissertation aims at investigating the phenomenon of
personalisation, examining its origin, development, challenges and benefits in the
context of mental health provision. The dissertation also aims at investigating the
mechanisms by which personalisation operates, such as professional partnerships,
to determine whether there is sufficient correlation between theory and practice,
thereby understanding the implications for individuals suffering from mental health
issues.

1.3. Research Questions
The following research questions are proposed in this study.

3|Page

Chapter One: Introduction

Mental Health Dissertation Sample Newessays.co.uk


What is the theory behind personalisation?



Where is personalisation located in policy, and how is it located in practice?



What are the major risks brought about by personalisation for those with
mental health issues?



What are the barriers to effective professional practice?



What is the future for personalisation?
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Chapter Two: Review of Literature
2.1. Introduction
This chapter presents an overview of the current status of mental health care, mental
health reforms, models of modern healthcare and the application of the
personalisation model to mental health.

2.2. Current Status of Mental Health Care in the UK and Mental Health Reforms
Over the years, highlighted attention has been given globally with respect to the
treatment of physical diseases (Institute of Medicine, 2010; WHO, 2011). This
inevitably has resulted in gaps in the availability of models to promote utilisation of
mental health services. The financial burden faced by individuals and families with
respect to mental health has been examined in extant literature (WHO, 2010; Eaton
et al., 2011). The need for further research on the financial burden has been
examined due to the emergence of evidences relating to the prevalence of mental
illness, disparities of care and the global attention on the impact of natural and
human caused disasters on the mental health of humans (WHO, 2005). The
consideration, development and utilisation of novel models of psychological
treatments, directed towards the mentally ill, have been extensive, with increased
recognition of individualised treatment plans (Reeves et al., 2011; WHO, 2010).
Significant mental health problems are found to occur among one in four people in
their lifetime in the UK (Bhui et al., 2003; Collins et al., 2011). However, research
indicates that despite the sympathetic attitude of the majority of the public towards
mental afflictions, negative attitudes continue to persist and have grown across
5|Page
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different demographics during the past ten to fifteen years (While et al., 2012; Chang
et al., 2011). Despite the significant progress associated with the acknowledgment of
mental health problems, lack of convincing evidence with respect to the associated
stigma has resulted in renewed efforts in local and national policies (Skuse, 2010).
There has been a great deal of negative perception related to mental health
problems (Graham, 2010; Simmons et al., 2010), which, associated with the
"Cinderella" treatment of the mental health services sectors, has led to inadequate
progress in overall service quality of these services.
Recent efforts have been undertaken by the UK coalition government to promote the
importance of mental healthcare with a focus on measures promoting personalised
care (Holloway, 2012). However, there are criticisms associated with the type of
professional expertise and related care management provided in term of access and
allocation of funds. Some researchers indicate that the power to decide which
treatment option is most suited for the service user is often directly linked to the
service itself, leading to improper allocation of funding (Alakeson, 2008).
Furthermore, the choice of utilisation of available funds may be different from the
perspectives of the user and the care manager (Bird and Wooster, 2008). This leads
to the need to examine the role of personalisation policies in the context of mental
health support.
The creation of the National Institute of Mental Health in England (NIMHE) 2002 was
a step towards the establishment of a new framework supporting policy innovation
within the paradigm of mental health services. The organisation supported the
promotion of mental health as a mainstream issue, challenged the associated stigma
and inequalities, and provided the support which was necessary in order to carry
forward policy innovations.
6|Page
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The major mental health reform which was implemented over the last decade was
the 2007 amendment of the 1983 Mental Health Act which revised stakeholder
engagement and helped promote public safety and increase investment in mental
healthcare (Holloway, 2012). However, the act was found to be a disappointment by
the Mental Health Alliance as it did not enable a number of human rights based
personalisation approaches (Carr, 2010). However, the positives associated with the
Mental Health Act included the promotion of a new Code of Practice (Department of
Health, 2008) which enabled value based influence on the interpretation of the act.
Furthermore, Fulford and Woodbridge (2007) indicated that the importance of value
based and evidence based practices has become central to personalised mental
health approaches. They identified that the wishes, experience and beliefs of the
service users are to become a vital component of personalised care.

2.3. Neoliberalism in Health Care: Evolution of Personalisation
The concept of neoliberalism emerged as a remedy to solve an economic crisis
(Dahlgren, 2008). Neoliberalism involves the liberation of private enterprises,
reduction of public expenditure for social services and lowering of trade barriers
(Danis et al., 2008). The focus of neoliberalisation was deregulation, privatisation
and decentralisation (Ezeonu, 2008). The neoliberal transformations of healthcare
systems resulted in the promotion of cost effectiveness, the privatisation of
healthcare, charging user fees and resource allocation based on health priorities. All
of these resulted in decreased access to and equity of healthcare (Waitzkin et al.,
2007), a decrease in efficiency and quality (Janes et al., 2006) and departure from
values of social solidarity and public good (Martinez and Garcia, 2001).
7|Page
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The earliest applications of self-directed support concepts date back to the 1996
Community Care Direct Payment Act which promoted the philosophy of "choices and
rights" (Campbell and Oliver, 1996). Davey et al. (2007) reiterated that even ten
years after the implementation of the Act fewer than 5% of payments were being
made directly to the individual. This led to accusations of lack of focus by the
Department of Health, which in turn led to the need for

value based evidence

promoting the personalisation approach. The importance of promoting independent
living has been stressed in literature: "there are likely to be dynamic, long-term
beneﬁts to the exchequer and society in the form of reduced reliance on health and
social care services and a reduction in overall dependency on informal support."
(Hurstﬁeld et al., 2007: 49)
Ferguson (2012) identifies that personalisation in the UK started as a neoliberal
discourse which had its basis in austerity measures rather than a progressive
agenda of the government. This view, though harsh, establishes the idea that the
current personalisation policy is a hybrid of community welfare and individual
support. In the white paper ‘Putting People First’, the Department of Health (2007)
identified the need to transform social care in order to promote independent living for
all adults. The adoption of personalisation presents implications of hybridisation
between independent living models and neoliberal assumptions in terms of choice
and control, enforced individualism and enforced collectivity.

2.4. The Personalisation Model: Theory and Practice
The personalisation model proposed by Duffy (2010) is examined in this section. The
effectiveness of the model components, its criticism and relevance to practice are
8|Page
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promoted in this section. This model is found to integrate concepts of health
recovery, evidence based practice, total place and personalisation of health and
social care. There are seven different elements which are proposed in the
personalised model which are examined in detail in this section. The following Figure
1 presents an overview of the Duffy model of personalisation for mental health.

Figure 1: The Personalisation Model (Adopted from Duffy, 2010)

2.4.1. Total Place Commissioning
The purpose of total place commissioning is to ensure that shared accounts of
outcomes are proposed. These outcomes are co-produced by locals, community
9|Page
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organisations and services in order to focus on infrastructure, prevention and
entitlements (Duffy, 2010). The total place commissioning provides funding from the
NHS and other sources to provide services for communities as a whole and for
individual people (Needham and Tizard, 2010). This commissioning proposes holistic
needs assessment, which is similar to the model assessed by Smith et al. (2009) in
New Zealand.
Duffy (2010) acknowledges that total place commissioning implementation will be
gradual as it should tackle complex systemic blocks. Furthermore, Willis and Bovaird
(2012) remarked that the adoption of a common commissioning base is promoted by
the adoption of the Social and Health Care Bill. Bovaird and Davies (2011)
suggested that measures adopted to enable whole communities to address their own
interlocking needs are often effective theoretically, but are difficult to implement in
practice.

2.4.2. Prevention
The second aspect of the personalisation model of Duffy (2010) is prevention.
Prevention promotes measures to reduce the causes of mental ill health. This is
carried out by tackling social injustice, promoting wellbeing, ensuring early
intervention and seeking to avoid escalation. Kobau et al. (2011) remarked that
mental health services should focus on promoting partnerships in order to analyse
local needs and deal with social injustice. However, Manthorpe et al. (2012)
remarked that, in practice, personalisation measures often do not reach certain
ethnic communities like the black and minority ethnic communities. Fledderus et al.
(2010) identified that personalisation will ensure the provision of responsibility to
10 | P a g e
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service providers in order to allow individuals to take responsibility for their own
health. However, Knapp et al. (2011) remarked that, in practice, it is difficult for
individuals to identify signs of mental health deterioration or to identify the most
effective personal strategies.

2.4.3. Individual Funding
In the Duffy (2010) model, individual funding is given a great deal of importance. The
various facets promoted include individual budgets, grants, vouchers and individual
services funds. Beresford (2008) and Henwood and Hudson (2008) identified that
the NHS and local governments were aware of the need to promote resource
targeting to individuals. This will ensure that flexibility and support is provided to the
organisation. In mental health services, individual funding is promoted through
Payment by Results (PBR) and the Resource Allocation System (RAS). These
systems are found to function only partially and require further innovation to translate
into reality (Duffy, 2010). Dixon (2004) promoted Payment By Results as the more
effective measure, as it helps keep track of the progress of service users and
promotes accountability when compared to the Resource Allocation System.
The personal budget which is allocated to an individual will enable planning of the
spending, following which is assessed and monitored by professionals. The aim of
individual budgets is the promotion of empowerment and co-production of support for
service users (Manthorpe et al., 2010). However, Holloway (2012) identified that the
degree of autonomy provided in allocating individual budgets is limited. According to
Carr (2010), personalised support will be more effective for users with good mental
health. It is observed in the Personalised Support Model (Figure 2) that the
11 | P a g e
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interaction of various elements will ensure accountability and creative provision of
services to service users.

Figure 2: Personalised Support Model for Mental Health Service Users
(Adopted From Duffy, 2010)

Furthermore, Manthorpe et al. (2009) remarked that this system is preferred by a
number of mental health service users as it provides a number of choices while
reducing the level of administrative responsibilities and associated risks.
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2.4.4. Self Directed Support
The aim of self directed support is to set out clear rules to enable service users to
plan for themselves, thereby ensuring that creative support solutions can be arrived
at (Roulstone and Morgan, 2009). Duffy (2010) identified that in the context of mental
health, new complexities may arise. Duffy's model promoted seven stages in self
directed support, which involves identification of need, exploration of resources,
designing of support plans, organisation of support and the use of available support.
Duffy (2007) argued that, in mental health, self directed support in the form of codesigned solutions and controlled treatment are difficult to implement due to the
nature of the disease, as well as the lack of flexibility in associated risk assessment.
The personal planning system has been promoted by the personalisation initiative.
However, Renshaw (2008) notes that through other techniques like Essential
Lifestyle Planning, measures of autonomy have been explored earlier and have
resulted in limited success. It is therefore important to arrive at evidence based
measures of personal planning and self directed support.

2.4.5. Co-Production
Co-production aims at providing support to the service users in developing their
personal plans (Tyson, 2008). The concept of co-production is most vital to mental
health services as service users face complex needs including health, housing,
employment, medication etc. An effective co-production programme which is
promoted is the Care Programme (Bartnik et al., 2007).
13 | P a g e
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However, Dunston et al. (2009) notes that co-production in practice may lead to a
lack of effective control, with the power given back to the professional. It is important
that personalisation promotes a tapered control, where the service user and the
social care professional make combined efforts to ensure that there are no problems.
Furthermore, the need for lead professionals who will integrate personalised services
with overall organisational perspectives is stressed (Carr, 2010). Holloway (2012)
remarked that the concept of co-production in theory is most effective; however, its
implementation requires strong leadership and support.

2.4.6. Community Based Support
The need for community based support is strongly promoted in the personalisation
model. In this model, community support, peer group influence and information
resources are all important in providing control to service users in order to improve
mental health (Boxall et al., 2009). According to Minkler and Wallerstein (2010), the
promotion of community based support will be most effective in supporting measures
of personalisation. It is to be acknowledged that the lack of clear guidelines for
community networks has led to community and professional support being restricted
to the service user, family and friends and the lead mental health professional in
charge of the case (Wallerstein and Duran, 2010).

2.4.7. Outcomes Focus
The final attribute of the personalisation model is the need for evidence based focus
at micro and macro levels. Duffy (2010) indicated that social outcomes are to be the
14 | P a g e
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focus of commissioners with emphasis on inputs, processes and outcomes. Social
outcomes also deliver a wide range of aspects which need to be examined in order
to arrive at a recovery framework for mental health service users. However,
Holloway (2012) noted that personalisation plans in mental health are relatively new
and require a great deal of empirical evidences before modifications can be made.
He also remarked that the successful translation of theory into practice can be
evaluated only after a few more years of effective implementation of policies.

2.5. Conclusion
The examination of this review indicates that the personalisation model makes
efforts to move past the medical model and promote independent living. The
personalisation model focuses on the social and emotional needs of the disabled
people while the medical model focuses on the impairments faced by service users.
There is a significant difference in the approach of these models and it is most
important that the barriers and obstacles to implementation of personalisation be
examined. The proposed agenda of the government to promote individual support is
firmly placed within the realms of community support. However, the recent decision
by the local authorities to present self-directed packages for a small sub-section of
the population (CSCI, 2008) is in direct contrast with the modernisation of social
welfare. Here the lack of organisational support can result in self direction taking on
neoliberal characteristics.
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Chapter Three: Research Methodology
3.1. Introduction
This chapter provides information related to the research philosophy, associated
research strategy and the research design adopted. This piece of research will take
the form of a narrative literature review. The literature review will be critical, which
means that the researcher will interpretively analyse the texts in order to form a
deeper understanding of the phenomenon.

3.2. Research Philosophy
The study adopts an interpretivistic approach. According to Cooper et al. (2009),
understanding of reality is relative and there is a presence of more than one reality.
Furthermore, Denzin and Lincoln (2011) identified that the social world is inherently
different from the natural world where construction and re-construction of worlds is
dependent on interpretation of relationships, with limited focus on cause and effect.
The interpretivistic research approach enables interpretation of events by the
researcher wherein environmental factors impact the interpretation of collected data.
In the current study, the researcher proposes to interpret the views expressed
related to personalisation, in the context of mental health.

3.3. Research Approach
There are two different types of research approach in a research methodology.
These are inductive and deductive. According to Bryman (2012), the adoption of the
16 | P a g e
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most effective research approach is dependent on the conceptual framework of the
study. The current study adopts an inductive approach wherein specific observations
are made, leading to generalisations. This approach involves personal observations
of the researcher rather than the empirical application of theories. On the other hand,
the adoption of a hypothetical deductive approach will help in knowledge building
measures, arriving at identification of causes and effects. In this study, the
researcher aims at identifying the various barriers and risks associated with the
implementation of personalisation in mental health by identifying overlapping themes
in literature. This study aims at synthesising available literature to arrive at a
conclusion and therefore adopts an inductive approach.

3.4. Research Strategy
The collection of secondary data sources in order to analyse data contained in
archival records is the purpose of an archival research strategy. In the current study,
the adoption of an archival research strategy enables examination of trends in the
development of personalisation over time. Marlow (2010) established the high
external validity of archival strategy, as observer bias is limited. The adoption of an
archival strategy also enables identification of various levels of evidence. For
example, in the current study, the barriers and the risks associated with the
personalisation process have been examined from the perspective of the system, the
service user and the mental health professional.
However, it is to be acknowledged that there are some limitations associated with
the archival strategy. These include filtering of information by the primary authors, as
well as subjective bias during thematic analysis of data (Rubin and Babbie, 2012). In
17 | P a g e
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order to ensure that bias is excluded, it is observed that the current study will use
data obtained from different governmental, non-governmental and academic reports
by using standard key words.

3.5. Research Method
Any social research methodology will adopt one of three different research methods.
These include quantitative, qualitative and mixed methods (Bryman and Bell, 2007).
In a quantitative research method, it is seen that the numerical data are collected
and computed to provide empirical resolution to a given problem. The adoption of a
quantitative method is not justified in the current study as there are limited numerical
data which are analysed.
In contrast, a qualitative research approach will ensure that words or themes are
identified from the given data in order to identify common underlying patterns and
thereby arrive at implications. Since this study adopts an interpretivistic inductive
research approach, qualitative data collection is justified to be the chosen research
method (Creswell, 2012). The adoption of a qualitative approach will help identify the
perspective of an insider. Since this study aims at identifying the barriers and risks
faced by different stakeholders of personalisation promotion, it will enable a deeper
understanding of the study subject.

3.6. Data Collection Method
The study adopts a secondary data collection approach. The adoption of such an
approach promotes re-examination of previously collected data in order to arrive at
18 | P a g e
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answers to the proposed questions. The adoption of a secondary data collection
approach will enable analysis of large volumes of data within short periods of time
(Bryman and Cramer, 2011).
The current study involves data collection from different sets of data related to the
given research problem, following which data analysis is carried out. The adoption of
such a data collection approach will enable reduction in time and costs, and ensures
limited observer bias. The disadvantages associated with this data collection
approach include the inability to check accuracy, sufficiency, the outdated nature of
data and extensive volume of available data (Bryman, 2012).

3.7. Source of Data
In order to identify the most relevant published and unpublished data, the researcher
reviewed literature from 2002 to 2012. A search on Google Scholar of
‘personalisation + mental health’ has generated 22,400 results. In order to arrive at
the most relevant studies, the researcher performed a database search on Google
Scholar using the following categories of keywords:

1. Personalisation related key words: personalisation, care programme,
individual budget, personalised budget and direct payment.
2. Stakeholder related key words: mental health professional, national policy,
and service users.
3. Mental health related key words: mental health, multi-agency, mental health
social care and mental health social worker.
4. Study related key words: barrier, obstacle, dilemma, risk and safeguarding.
19 | P a g e
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From these key words, different types of data were extracted, which were
categorised under three main headings:

1. Academic articles - Peer reviewed articles published in reputable journals.
2. Government report - Reports published by the Department of Health in relation to
personalisation and its role in mental health.
3. Non-governmental reports - Reports by different non-governmental organisations
which support personalisation measures.

3.8. Conclusion
This study adopts an interpretivistic, inductive data collection approach. The
following chapter discusses the study results.
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Chapter Four: Results and Discussion

4.1. Introduction
This chapter identifies the different barriers and risks faced during the process of
personalisation by adopting the perspectives of the three main stakeholders in
mental health promotion: the system, the user and the professional. The views
expressed by authors and government reports are collected and categorised under
the above themes.

4.2. Barriers to Personalisation: A Mental Health Perspective
Service users, who have mental health problems, have historically been the least
well served with respect to national policies to improve choice and control, an
example being direct payments (Spencer et al., 2012). The Social Exclusion Unit
(2004) issued a report identifying that there was a very low up-take of direct payment
by service users afflicted with mental health problems. In order to overcome this, the
coalition government commissioned a report to identify the reasons for low up-take
of services (NIMHE, 2006). This commission established that direct payments were
not made to service users with mental health problems by one in four local
authorities in England. The report indicated the need to look for measures to
facilitate greater social participation among service users with mental health issues.
The study by Glendinning et al. (2008) established that mental health service users
indicated overall improvement in well being and quality of life after being provided
with individual budgets. However, only 14% of the respondents in the above study
were service users who had mental illness. Larsen et al. (2013) identified a number
21 | P a g e

Chapter Four: Results and Discussion

of barriers which restricted the up-take of personalised budget and care
management by service users of this group. The need for a cultural shift in the
professional mental health field has been stressed by Coppock and Dunn (2010),
who characterised it to be authoritarian, risk averse and paternalistic. The role of
social work has become marginalised in contemporary mental health law and policy.
The replacement of the Approved Social Worker with Approved Mental Health
Professionals has resulted in increased knowledge on the needs of service users
with mental illness. However, there is a marked reduction in awareness of national
policies and implications (Richardson and Cotton, 2011). This section examines the
different barriers to personalisation of services for mental health service users from
three different perspectives.

4.2.1. Barriers to Personalisation: Service User Perspective
Duffy (2010) identified that the number of service users adopting personalisation was
very low, with a reduction in number in certain fields, including mental health. The
occurrence of low take-up was attributed to lack of understanding, lack of access
and lack of support (Simmons et al., 2010).

A main barrier to increased

implementation of personalisation and direct payment for mental health service users
reported was the lack of awareness. Authors (Levin, 2004; Littlechild, 2009) report a
lack of awareness and understanding about the different facets of personalisation
including direct payments, care management, and care and control, as well as coproductive living. To overcome these obstacles, it is vital that the service users are
given information on personalisation.
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Lyon (2005) and Spandler and Vick (2004) indicated that, in the move towards
seeking individual solutions, the root cause of the mental illness is not addressed. A
number of personalisation programmes do not provide a clear picture of the
investments needed to improve the healthcare services provided in order to alleviate
the mental distress of service users. Spandler (2007) identifies that mental health
services are concerned with the management and control of "risk behaviour". This
leads to the occurrence of obstacles related to risk management. Risk management
requires insight in terms of designing and managing support.

Taylor (2008) reported that personalisation helps support service users to perform
individual social and personal tasks, but prohibits pooling of resources with other
service users. This results in fragmentation of users, and goes against the concept of
co-production. To overcome this obstacle, care co-ordinators should be provided
with the authority to oversee pooling of budgets to ensure that the health and
wellbeing of the service users are promoted.

4.2.2. Barriers to Personalisation: Social Worker/Professional Perspective
This lack of awareness was also found to extend to mental health professionals.
Ridley and Jones (2002) identified that a number of mental health professionals were
unaware of the flexibility and forms of personalisation available for use, indicating the
need for further training. Duffy (2010) remarked that most mental health
professionals have a basic understanding of the personalisation process. This
implies that progress has been made over the decade in terms of educating the
mental health professionals on national policy measures.
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The implementation of personalised care is directly dependent on the assessment of
an individual's need for care and his/her ability to obtain such an assessment. The
organisation of mental health services in the UK is presented in a manner that
governs the eligibility of the individual to access the service (Taylor, 2008). It is
proposed that the assessment of social care needs should be promoted to reach
different segments of the population to ensure that personalisation is a viable option
to service users suffering from mental ailments. Cestari et al. (2006) remarked that a
number of mental health professionals are not trained to assess and recognise the
social care needs of service users. This forms a major obstacle in determining if
personalisation and direct payments are to be implemented in the first place.
Spandler and Vick (2005) note that the main barrier to the promotion of
personalisation in mental health is the concerns of mental health professionals and
social workers with respect to the "willingness and ability" of the service user. This
extends to consent and management of a personalised approach. Therefore, there is
a need to look at the need for personalisation during recovery. Once the service user
is recovering, a graduated autonomous control over their finances can be presented
to them.
Another important barrier to the implementation of personalisation from a mental
health perspective is the assumption of "incapacity" of the individual. The national
policy clearly defined that, apart from a small proportion of people, the majority of
service users should be exposed to personalisation (Fisher et al., 2011). However,
Clark et al. (2012) and Larsen et al. (2013) identified that a number of mental health
professionals were reluctant to promote personalisation due to assumptions of
incapacity.
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4.2.3. Barriers to Personalisation: System Perspective
Researchers are concerned that understanding of personalisation and related
awareness of the concepts of independent living, choice and control as well as coproduction are relatively limited among local authorities and practitioners. This
results in improper delivery of personalisation and choice and control. Therefore, the
bureaucratic nature of the social and healthcare policy forms a barrier for promoting
personalisation. Newbigging and Lowe (2005) identified that The Care Programme
Approach is a well established framework for mental health policy in the UK, where
practitioners often complain about excessive paperwork. The lack of a clear process
is therefore a barrier to the promotion of personalisation of mental health. To
overcome this obstacle, there is a need to ensure a single streamlined process
towards personalisation.
Priebe and Slade (2012) remarked that the lack of appropriate support in the form of
market for services needed is a reason why service users and carers put off applying
for personalised support. Duffy (2011) supported this view by indicating that the
availability of staff is a main barrier to establishing effective care. It is also presented
that a high turnover of staff is a major barrier to this approach. Spandler and Vick
(2006) indicated that personal assistants were often unavailable for service users
with mental ailments. This was due to the specialised nature of their needs apart
from transport, assistance with daily activities and education.
Thornicroft et al. (2009) identified that mental distress is considered to be biologically
rooted, and so the emphasis is on treatment with limited support for independence
and recovery. Furthermore Taylor (2008) identified that the organisational culture
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and practice associated with mental health services is often identified to be risk
averse. This leads to the obstacle of limited support from mental health professionals
and

organisations who are reluctant to let go of their control and support the

innovative concept of self directed support.
Personalisation is only understood by social care services (Cestari et al., 2006). This
is an obstacle as mental health services integrate health and social care. The lack of
role clarity with respect to funding as well as care co-coordination is an obstacle
which can be overcome by promoting integration of health and social care. Mental
healthcare is supported by health services rather than social services in the UK
(Richardson and Cotton, 2011). The personalisation approach is to be used only for
social and personal care. This is a great obstacle in the field of mental health
services. It may result in providing long term solutions with limited focus on reducing
the root cause of the problem.
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Figure 3: Barriers to Promotion
motion of Personalisation in Mental Health (Source:
Author, Current Study)

Service User
Perspective

Social Worker/Mental
Health Professional
Perspective

System Perspective
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4.3. Risks and Dilemmas Associated with Personalisation: A Mental Health
Perspective
Any novel measure introduced in the context of social care should ensure that
empowerment and protection are balanced. The services introduced should promote
service user independent living as well as safeguarding. The recognition, negotiation
and management of risks is important in the personal budgeting and self directed
support process. Stalker (2003) and Mitchell and Glendinning (2007) identified that
risk management dilemmas were inherent to the community social work process,
even before the dawn of personalisation. Johnson et al. (2010) indicated that abuse
and neglect in hospitals and institutional settings were the primary reasons for the
promotion of independent living and personalisation. The risks associated with the
implementation of personalisation are considered from the viewpoints of the
individual service user, carers and social workers, and finally from the perspective of
the social care system as a whole.

4.3.1. Risks: Service User Perspective
Glendinning et al. (2008) evaluated the need for individual budget pilot programmes
and identified a number of risks which the service users may face by adoption of
personalisation programmes, including vulnerability, technological complexity and
asymmetric information availability.
Vulnerability is an important risk which needs to be examined from the context of
mental health illness. Green et al. (2003) propagated that service users who suffer
from mental health issues are often vulnerable and may be unable to take key
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decisions. Similarly, Gilburt et al. (2008) presented that a number of service users
who suffer from mental health illness are unable to recognise and respond when
their needs are found to change. Therefore it is to be examined if the adoption of
personalisation will ensure effective articulation of the needs of these service users.
Another important risk to be examined is the level of technological complexity
associated with the implementation of the process. The social care structure is a well
thought of and established framework wherein the promoted services are often clear
only to skilled professionals (Corrigan et al., 2004). Duffy (2010) proposed that
service users with mental health issues may not be completely aware of the different
measures by which their personalised budgets and direct payments can be used to
improve their living conditions.
Asymmetric information is another risk which is to be confronted by service users
who have mental health issues. Spandler and Vick (2006) propagated that
unscrupulous providers who have better knowledge on the promotion of
personalisation can take advantage of the individuals.
When examined from the context of service users with mental health issues, it
becomes vital to identify if they are qualified to use their individual budgets in an
appropriate manner. Duffy (2010) identified that inappropriate and unproductive use
of individual budgets is a major concern among policy makers with respect to
personalisation of mental healthcare. Furthermore, the ability of the service users to
hire suitable workers to take care of their needs comes into question. This may stem
from physical and financial abuse at the hands of unscrupulous family members or
other service providers who pressurise the service user.
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According to Taylor (2008), policy reforms are associated with the identification of
collective experiences. It is understood that the adoption of personalisation as a
method of funding social care may lead to individual complaints. The lack of
collective "voices" may delay any policy reforms which may be implemented.

4.3.2. Risks: System Perspective
Ferguson (2007), on examination of user choice and control, identified a number of
risks associated with the process. These include the inability of personalisation to
concretely address issues of poverty and inequality, de-professionalisation of the
role of social work, and the associated stigmatic views of dependence on welfare.
These views identify the risks of personalisation in general and a number of authors
like Holloway (2012) and Fulford (2011) feel that the views of Ferguson are extreme
and that effective risk management and safeguarding will help in the promotion of
personalisation. When examined from the context of mental health, it is observed
that these risks may be minimal. Duffy (2010) proposed that a number of service
users with mental health issues look to their carers and social workers to participate
in

their

decision

making

processes,

thereby

reducing

the

risk

of

de-

professionalisation of social work or the associated stigma.
Newman et al. (2008) examined the transformation of social care and welfare
governance and identified significant risks associated with personalisation. They felt
that, despite the individual nature and focus of social spending, management of finite
public resources and the related responsibility with respect to maximisation of
efficiency lies with the care managers. Another risk identified by the authors is the
competition among service users for limited resources. An example of this when
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applied in the context of service users with mental health issues includes limited
availability of personal assistants (Duffy, 2010).
Another important risk faced by the system with respect to personalisation in the
context of mental health is brokerage and monopoly of power. The personalisation
process promotes independent choice by the service user. If the service users with
mental health issues chose a particular system due to brokerage or monopolisation,
then a few agencies would receive increased support with others suffering (Heslop,
2007).
Another dilemma which has been raised by a number of authors includes issues of
accountability (Duffy, 2010; Needham, 2009). When the budgets are allocated on a
"block" basis, justification of spending is easier. However, the ability to promote
accountability by using personalisation is a major risk to be addressed.

4.3.3. Risks: Social Worker/Professional Perspective
Glendinning et al. (2008) presented the implications for carers with respect to
personalisation. Their study indicated that the Individual Budget (IB) projects did not
take into account the potential risks faced by carers in the adoption of IBs for service
users, as they have to ensure continuance of service provision to the service users.
Spandler (2007) identified that professionals raised concerns with respect to equity
and sharing of power. Furthermore, issues with respect to eligibility and capability to
manage direct payments are also identified. The report by Huslop (2007) identified
that a number of social workers worry that the adoption of personalisation will reduce
the frequency of contact that people with mental health issues have with
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professionals. This is an important risk to be assessed as well as safeguarded.
Furthermore, Taylor (2008) identified that the
the lack of direct involvement of a social
worker in the process of recovery of service users with mental health issues leads to
decreased support with respect to creativity and unfeasibility of holistic assessment
and care. The following Figure 4 summarises the risks associated with
personalisation of social care from the perspective of mental health.

Figure 4:: Risks Associated with Personalisation of Mental Health (Source,
Author, Current Study)

System Perspective
•Deprofessionalisation of
social work
•Management of finite
public resources
•Monopolisation and
Brokerage
•Accountability
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4.4. Conclusion
This chapter has collected and thematically organised the risks and barriers
associated with implementation of personalisation in mental health initiatives. The
following chapter will present the implications of these findings and the associated
recommendations.
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Chapter Five: Conclusion

5.1. Introduction
This chapter concludes the dissertation by providing implications, associated
recommendations, limitations and the future outlook for personalisation.
(Space increased)

5.2. Implications and Associated Recommendations
The implications of the study are presented at three different levels.

5.2.1. System Level
The system level identifies how the entire system of social care should respond to
the challenges of providing choice and control on the front line. This is promoted by
providing services for service users, practitioners and carers. The following key
implications are arrived at.

1. Personalisation and adult safeguarding: The examination of the barriers and
risks identified that, despite the person centered and empowering nature of
personalisation, there is a mismatch between personalisation and safeguarding.
Research findings in Chapter Four indicate that systems of social care and health
care are not integrated and that the presence of fragmented guidelines creates
obstacles and negative risks towards implementation of effective personal budgets.
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2. Systems barriers and risk averse practices: The study findings provide
evidence of the promotion of risk avoidant defensive practices among practioners
and mental health professionals. This is carried out in order to protect the
organisation from risks related to financial factors and reputational factors. This has
resulted in a decrease in attention given to the promotion of choice and control.

3. Organisational systems change: The results also provide empirical evidences
that the organisational culture is still dependent on brokerage and monopoly of
power. This, accompanied by the increasing focus on accountability and limited
support for streamlined processes, has affected the degree of choice and control
given to mental health service users.

From the above implications, the following recommendations, which can be
implemented at a systems level, are identified:


Firming up of protection policies for the mentally ill.



Identification of risk factors of abuse and measures to overcome the same.



Integrated approach including assessment of knowledge, technical and
financial barriers as well as risk assessment to promote safeguarding.



Promote leadership and management across all local and national mental
health service organisations

35 | P a g e

Chapter Five: Conclusion

Mental Health Dissertation Sample Newessays.co.uk

5.2.2. Social Worker/Mental Health Professional Level
The mental health professional level relates to how front line employees manage the
provision of choice and control for service users afflicted with mental illness. This
includes measures of decision making with respect to overcoming barriers and
understanding associated risks.

1. Empowerment and intervention: From the research findings it is clear that there
is a lack of awareness and understanding of measures to manage obstacles and
overcome risks. It is understood that the mental health professionals do not possess
the necessary training to assess the needs of the mental health users. Despite their
best intentions in relation to the willingness and ability of the individuals, mental
health professionals are often unable to identify the correct balance between
empowerment and intervention. There is increased conflict between accountability of
resources and professional advocacy, resulting in these healthcare professionals
finding themselves as frontline gatekeepers.

2. Relationship based working: The increased use of personalisation can lead to
the risk of a decrease in activity between the professional and the service user. It is
understood that the relationship between the worker and the service user is most
important in improving the health status of mental health patients. A number of
professionals feel that this may become eroded due to the increased use of
personalisation.
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3. Training and awareness: The research findings indicate that there is limited
training and awareness among staff with respect to the personalisation schemes.
There are risks of systemic abuse of mental health service users, which may be due
to lack of knowledge on unsafe practices.

4. Definition of risk: Mental health professionals face difficulties with respect to the
definition of risk and danger. It is understood that there are no separate definitions of
risk promoted for separate groups of mental health users. This indicates a lack of
awareness on a systemic level about the unique and individual nature of these
service users.

From the above implications the following recommendations, which can be
implemented at a professional level, are identified:


Promote training and organisation across all levels of social and health
services on personalisation measures.



Ensure that risks associated with personalisation are defined for service users
who suffer from mental health issues.



Ensure that awareness is promoted with respect to unsafe practices.



Identify measures to promote interaction between the professional and the
service user even after the personalisation process is implemented.
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5.2.3. Service user level
These implications relate to how people use mental health social care services and
experience choice and control related to the personalisation process.

1. Lack of knowledge: The results have shown that a number of mental health
service

users

are

unaware

of

the benefits,

barriers and

challenges

of

personalisation. In relation to promoting safety, there are limited efforts undertaken
that ensure that dignity, autonomy and independence are promoted.

2. Empowerment and feeling safe: The deployment of social care and support by
mental health service users can affect the vulnerability of the group. The research
indicates the need to ensure consistent channels of communication in order to
provide information about various measures which can be undertaken to improve
their quality of life.

From the above implications, the following recommendations, which can be
implemented at a service user level, are identified:


Ensure that information, options and mediations are provided.



Ensure that the service users/carers are given the choice to take their own
decisions.



Discuss the associated risks and obstacles by presenting all options in care
management.
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Ensure that the safety of the service users is a priority and safeguard their
interests

(Space reduced)The following framework is suggested by the researcher to
overcome the risks and obstacles of personalisation.

Promote training
Risk abuse
identificatio
Awareness

PROFESSIO
SYSTEM
Define risk

Quality services to promote
Integrated approach

wellbeing and quality of life

Reduce unsafe practice

for service health users
afflicted with mental illness
Promote leadership

Interaction

and their carers

Provide choice

USER
Risk and obstacles
Provide information

discussion

Safety

Figure 5: Recommendations to Promote Personalisation in Mental Health
(Source: Author, Current Study)
5.3. Limitations of the Study
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This study has adopted a purely qualitative approach wherein literature on
personalisation and its impact on service users afflicted with mental health issues
has been examined. It is acknowledged that the quantitative approach examining
statistical trends with respect to knowledge, risk, accountability and safeguarding
may help understand the growth of personalisation as a policy measure.

The study has examined only secondary published data to arrive at the implications
of personalisation for mental health. It is to be acknowledged that a personal data
collection measure (e.g., a semi-structured interview) will provide information on the
current views of different stakeholders and thereby provide a different set of
implications.

5.4. Conclusion: The Future of Personalisation and Mental Health
It can be concluded that the challenges associated with the promotion of the
"personalisation agenda" in the mental health framework should not be
underestimated. The future of personalisation in this field requires a visionary
approach, which promotes practical and energetic measures across different
segments of the social and health care system, in order to ensure that beneficial
outcomes are identified for service users afflicted with mental disorders. The future
of personalisation measures holds the need for a paradigm shift in theory and
practice at a systemic, professional and service user level. Personalisation is truly a
radical measure in UK social care policy, which, if provided with careful
consideration, will help in the recovery of service users with mental afflictions.
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It is expected that the promotion of effective risk management measures along with a
strategic and operational leadership will slowly create new collaborations to promote
personalisation. These measures will overcome obstacles and will be grounded in
the building of relationships, development of shared values and collective inputs
towards the empowerment of people with mental health issues.
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