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1. What is meant by personalisation?  

 

1.1. Personalisation viewed as a service offer that caters to individuals' preferences.  

 

In this perspective, the dynamic weight of personalization is placed on the individuals' 

preference as to the type and quality of services they wish to receive (health, accompaniment, 

support). The aim is to develop a broad and diverse portfolio of services that offers users 

different options and different means of accessing the services. This perspective emphasizes 

the autonomy and freedom of individuals to choose which services they want and how they 

access them. The direct consequences of this perspective are that people who can choose how 

and where they live and what life project they want, gain in self-determination, self-esteem and 

mental and physical health.  

 

1.2. Personalisation viewed as adapting care to the individual's needs. 

 

In this perspective the dynamic weight of personalization is placed on the individual's needs 

and the capacity of the services (health, accompaniment and support) to adapt. The aim is to 

develop flexible and adaptive services, but not necessarily diverse and multiple ones. In this 

perspective, needs are negotiated between the users (and their support groups) and the 

professionals who support the services. This approach emphasises the flexibility and adaptive 

capacity of the services over the autonomy and freedom of the users. To this end, the services 

must be structured on the basis of certain criteria such as promoting the life project, adapting 

spaces to create friendly environments (meaningful environments), facilitating as far as possible 

continuance of the users' lifestyle, respectful treatment and respect for personal identity. Case 

management could be one management model adapted to this perspective of service 

personalisation.  

 

1.3. Personalisation viewed as adapting care to the life histories (clinical and social) 

 



 

In this perspective, the dynamic weight of personalization is placed on adapting the services 

(health, accompaniment and support) to the users' own trajectories. In this approach, 

personalizing means adapting services to the life histories (clinical and social) of the users. 

This means developing intelligent services where technology plays an important role in 

service management. That does not necessarily mean greater diversification of the range of 

services on offer. It is a perspective that places greater focus on technologies and efficiency of 

care. This means developing intelligent services and promoting development, integration and 

access to the users' life histories. Personalizing care based on life history assumes that care 

and attention are longitudinal processes that not only include the individuals' (past) trajectories 

but also roll out care and attention over time (future).  

 

1.4. Personalization viewed as integration of the context (family, social) to design 

Individual Care Plans 

 

In this perspective, the dynamic weight of personalization is placed on integration of the family 

and social context into the space of attention and care. Personalization is not viewed as an 

individual dimension (the user) but as a micro-social dimension (family-community). In this 

approach, the Individual Care Plans are micro-social and non-personal, addressing the care of 

both the end user and his or her immediate social context (support group). The user is seen as 

a relational and related subject and personalization as a collective process. This means 

developing services that are contextualized to the care environment and not focused solely 

on the end users and their needs. Contextualisation of services requires greater integration and 

networking between services as opposed to the current situation of segmentation.  

 

1.5. Personalization viewed as a normative instrument to design Individual Care 

Plans 

 

In this approach, the dynamic weight of personalization is placed on the development of legal 

and service-management instruments (health, accompaniment and support) to design 

Individual Care Plans focusing on users' needs in order to offer them a better quality of life. 

This is a perspective based on people's right to dignified care according to their different levels 

of vulnerability and capacities. Personalisation is linked to the dignity of people and this is 

consolidated in a legal framework that orients service management. On the management side, 

each user needs Individual Care Plans that are adapted to their care needs. Thus, this legal 

perspective of personalization requires development, updating and modernization of 

regulations, as well as development of the instruments that can make this regulation an 

operative and functional process.  

 

2. What resources are needed to personalise care?  

 

2.1. Institutional innovation: new social policy framework  

 

Personalization requires promoting the generation of a new framework of social policies that 

include, among other dimensions, the following: a) Innovating the portfolio of services to 

promote more flexible care and attention models, oriented by PCC and tending to lead to the 

personalization of services, b) Reviewing the budgetary structure of the public authorities to 



 

invest and finance in other ways — in infrastructures for the adaptation of physical spaces to the 

new care model, and in social innovation to promote a change in the model and the generation 

of care ecosystems; c) Addressing a change in the regulatory model (regulatory decrees, etc.) 

to facilitate the transition towards a new model oriented towards PCC and service 

personalization; d) Promoting a cultural change at institutional level (internal to the public 

administration) especially in terms of planning and evaluation of services that need to be 

performed according to the PCC model and personalization; e) Promoting digitalization of 

organizations and service management systems in order to provide support for the 

management of personalization and to develop transfer networks (local good practice). All of 

these elements require a political and institutional commitment to foster a transition towards a 

new care model.  

 

 

2.2. Organisational innovation: Personalization management  

 

Management models for developing "personalisation strategies" are a key resource for 

promoting the PCC model and personalisation of care in organisations. Firstly, these 

management models must be made up of multidisciplinary teams that enable all dimensions of 

a person's care to be understood. Secondly, the management of personalization is more 

efficient if it is based on digital technologies that facilitate the tasks of planning, information 

gathering, trajectory analysis, and recording of subjective lessons learnt. Thirdly, managing 

personalization also involves managing three 'times'. The time of care (time of direct support to 

the individuals receiving care), the time of evaluation (time of assessment with the support 

circle) and time of learning (time of considering the progress of the Individual Care Plan with the 

interdisciplinary team). Fourth, managing personalization requires redefining staff/caregiver 

ratios. Staffing ratios must be associated with care times (the three times) and user profiles 

(what type of care they need). Fifthly, management of personalisation is effective if it connects 

users to the local community or immediate environment through the performance of meaningful 

and socially-enhancing activities.  

 

2.3. Physical infrastructures: new physical and urban spaces  

 

Personalization requires reconfiguring physical spaces, organizing friendly, reduced, 

manageable, habitable spaces. In this new conception of the architectural space, a network is 

formed that extends from private homes, through residential centres to urban spaces. It is about 

conceiving space and its architectures as supports for a care ecosystem, and therefore 

encouraging and assisting in the architectural and ergonomic adaptation of homes to facilitate 

"living at home" with home-based support. Investing in residential facilities to adapt them to the 

personalized care model, with housing units, smaller facilities, and adaptable spaces. Finally, 

contributing to the urban development of friendly cities, safe spaces for meeting and socializing, 

within the framework of a sustainable urban development strategy.  

 

2.4. Technologies: rights-based smart technologies 

 

Personalization based on ecosystemic structuring and management models requires the 

dynamic and intelligent support that technologies can provide. However, it is important to note 

the mistrust generated by technologies with regard to the use of personal data. Technologies 



 

will have a greater capacity for integration into ecosystems and management models when 

there are legal and operational guarantees on data governance (institutional, legal and social 

control of the data).  

 

2.5. Training and education: development of new skills  

 

Training in new skills is key to promoting organizational and institutional changes in order to 

develop new models of care management. Service personalization requires new skills in a 

range of areas such as ethics, human rights, communication and empathy, case management, 

inclusive accompaniment, participatory design of Individual Care Plans, management of digital 

technologies, strategic planning, community management and quality-of-life assessment. There 

is consistent mention of the need to make a relevant change in the "way of doing", which implies 

a cultural change and a change in the training of professionals and policy managers, but also of 

users and their support environment.  

 

 

 

 

2.6. Financing the transition: comparative analysis of real costs of the care model vs. 

the PCC model. 

 

There is a lack of empirical knowledge about how much the new care model, based on 

personalization, actually costs. As a matter of urgency it is recommended that a comparative 

estimate of real costs be made between the two models. It is also pertinent to estimate the cost 

of the "transition" from one model to another, which in the short term may represent a greater 

economic outlay, but in the long term a much lower cost than the current model. In terms of 

financing, it is important to promote more efficient spending models, intelligent controls and 

rationalization of resources.  

 

3. What impact does personalization have in different sectors?  

 

3.1. Impact on people's quality of life and well-being  

 

Personalization of attention and care improves people's quality of life. Firstly, it has a positive 

impact on end-users because personalization is dynamic and adjusts to users' needs as they 

evolve. The care is tailored to their needs and preferences. Secondly, it has a positive impact 

on the social care environment (family, friends, etc.). since it reduces and helps to organise care 

demands. The better the quality of life of the person being cared for, the better the quality of life 

of the caregivers. Thirdly —and this is linked to the second point— personalisation has a 

positive impact on the personnel providing care and attention, since the well-being of the people 

being cared for and their social environment offers professional satisfaction, which ties in better 

with the personnel's mission, since their work has meaning and contributes social value.  

 



 

3.2. Organizational impact  

 

Personalization of care and attention has an impact on the organizational and management 

models of organizations and institutions. Personalization orients the social-health space towards 

multidisciplinary care, based on new and adapted itineraries, structured in Individual Care Plans 

adapted to users' needs and preferences.  

 

3.3. Technological impact  

 

New technologies are an excellent support for developing and implementing the personalization 

of attention and care. Likewise, technologies such as Artificial Intelligence, Big Data, Machine 

Learning, the Internet of Things, etc. are all technical platforms facilitating the creation of 

ecosystems. However, social and organizational mistrust about the use of personal data and 

the use of these technologies for other purposes and unstated objectives puts a brake on the 

adoption of these technologies. This mistrust must be overcome by creating not only legal but 

also operational guarantees on the proper use of information and technologies applied to care.  

 

3.4. Economic impact  

 

The personalisation of care and attention is costly (new infrastructures, new technologies, new 

management models, new training systems, etc.) but it is considered to be more efficient. One 

relevant aspect of personalisation-oriented models is their preventive nature and capacity for 

early intervention. This has an impact not only on the well-being of people needing care but also 

on future costs. Moving towards models focused on personalization may have high upfront 

costs, but in the long-term it leads to cost reduction and a more efficient way of spending.  

 

 

3.5. Impact on care and attention services 

 

Promoting models oriented towards personalization would have a great impact on the whole 
portfolio of primary care services: assessment, diagnosis and orientation service, home help 
service, socio-educational and psycho-social intervention service, support service for carers, 
service for the promotion of participation and social inclusion, day and night care services and 
accommodation services, among others.  

  

3.6. Legal/regulatory impact  

 

The transition to a personalization-oriented model necessarily requires changes in standards, 
instruments of regulation and inspection of care services. Standards often lag behind actual 
care practices. Changing and updating the standards can be slow and laborious, so it is 
important to advance the transition at "grassroots" level”. By changing the empirical state of 
affairs, it becomes much easier to change the regulations.  

 



 

4. What actions can be implemented to promote service 

personalization?  

 

4.1. Deliberation and consensus on the conceptual framework of the PCC model and 

personalisation to be used in the transition towards a new model of attention and care 

for Gipuzkoa. 

 

The PCC model is widely felt to be heterogeneous and to orient diverse types of care practices 

and processes. One of the first steps that needs to be taken, therefore, is to develop a joint 

definition of PCC based on one of the existing international definitions and to explore its 

adaptability and usefulness for the care environment in Gipuzkoa.  

In this regard, there are a number of concrete actions that could be proposed: 

A. Set up a "PCC Working Group" to make a conceptual assessment of the PCC model and 

personalization strategies. The purpose would not be so much to validate theories and 

concepts, but to offer a unique model that could be taken on by provincial agents linked to care 

and attention within Gipuzkoa (action-oriented conceptualization). This model should be 

evaluable and comparable, offering a model of indicators and a monitoring strategy (evaluating 

outputs may be preferable to only evaluating inputs). It would be much better if these indicators 

were to be part of internationally proven standards.  

B. Map best practice and experiences already existing in the province with regard to 

implementation of the PCC model and assess their degree of success, their difficulties and any 

innovations generated (for example, projects such as Etxean Bizi, Coexistence Units, Care 

Ecosystems, etc.). Compare these experiences with the conceptual model developed in order to 

improve operationalization of the model based on empirical evidence and territorial adaptation 

(learning from experimentation). Such mapping would also help in understanding how to apply 

the model to different areas of social policies (social exclusion, dependency, childhood, etc.) 

(ability to adapt/adopt the model). 

C. Establish the methodology for building consensus and agreement on the PCC model and 

personalization strategies. The agreement should facilitate the transition towards the PCC 

model. Even it may not be possible to take up many dimensions of the model at present, it is 

necessary to agree an agenda for integrating these dimensions in the future (transition agenda 

for the long term).  

D. Define a work agenda to address the task of conceptualizing and operationalizing the PCC 

model in the short term. The Think Tank can take on part of this task and ADINBERRI could be 

a driving force in the process (operational agenda for the short term).  

 


