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ABSTRACT
Personal or individual budgets for purchasing health and social care are intended to offer more choice,
control and lexibility to service users when compared with agency-directed care. They are becoming an
increasingly common feature in high-income countries for purchasing personal care that often lies on the
border line between health and social care. In England, they have recently been introduced explicitly for the
purchasing of health care. There are some key motivations behind their introduction: they are expected to
give individuals more choice about care they receive; to expand options for care; to improve outcomes; and
to reduce expenditure. This paper draws from a review of the international evidence on personal budgets
which identiied: descriptive detail on personal budget schemes in 11 OECD countries to examine their key
features and implementation processes; empirical evidence on the experiences of, and outcomes for, people
using these schemes, and; empirical evidence regarding the impact of the schemes on the healthcare system,
particularly with regards to resources. The paper examines the motivating factors behind personal budget
schemes in light of this evidence. It concludes that there is little in the evidence to suggest that international
governments’ expectations for personal budget programmes are well-founded. The assumptions that they
improve choice, and that more choice will in turn lead to greater autonomy and then improved outcomes at
lower cost, are actually far more complex and generally unsupported by evidence.
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INTRODUCTION
Most health and social care services are provided
to service users as relatively passive recipients.
Professionals decide which services are most
appropriate for meeting the service user’s needs.
Local providers might hold a contract for the
delivery of that service, and the service user
will get little or no say in how, where and when
that service is provided. Personal or individual
budgets are an alternative way of purchasing
elements of health and social care services. They
bring money closer to the individual service
user (either as a direct payment to be spent by
the individual, or as a ‘notional’ budget to be
managed by others), and by-pass the commissioning organisations that have historically
spent the funds on agency-directed care. They
are one of a number of mechanisms that can
be used to help ‘personalise’ health and social
care services and empower service users by
making them more active consumers of care.
By specifying the budget for an individual’s
care, and allowing that individual to decide
how it should be spent, the personal budget
(PB) theoretically offers more choice, control
and flexibility to the budget holder. This leads
to what is sometimes called ‘self-directed’ or
‘consumer-directed’ care.
PBs are rapidly becoming international
phenomena, with many high-income countries
experimenting with some form of individualised funding particularly for long-term care
(Dickinson & Glasby, 2010) which often lies
in the ‘grey zone’ between health and social
care. This extension of the choice agenda is
consonant with policies aimed at increasing
competition within healthcare systems based on
a belief that competition will drive down spiralling healthcare costs. Such policies are highly
dependent on the ideologies of governments
in power (Toth, 2010). Reflecting on waves
of healthcare reforms in recent decades in six
OECD countries, Toth (2010) notes that choice
and competition initiatives were instituted by
conservative governments in the early 1990s. In
some countries (less so in England, where New
Labour post-2006 supported the choice agenda),

these were swept away by the subsequent leftof-centre governments’ counter-reforms before
their effectiveness could be ascertained. The
return to power of conservative administrations
in many of these countries in the 2000s has seen a
return to “fashion” of the patient choice agenda.
PBs fit squarely within this agenda implying
that patients are consumers of healthcare, and
as consumers are best placed to make choices
about that care (Fotaki, 2007). The notion that
healthcare is consumed in the marketplace in
the same way as other goods and services has
been widely critiqued (Greener, 2009; Lupton,
1997). Choice in healthcare requires patients
to be informed, undertake ‘work’ involved in
choice-making, take responsibility for their
care, and shift relationships with clinicians. PB
programmes vary enormously, but all converge
on the principle of improving choice and control for service users by involving them in the
planning and purchasing of care.
This paper reviews published work on PBs
from 11 OECD countries. It focuses on programmes that can be used to purchase ‘health’
services (although distinctions between health
and social care are far from clear cut, and definitions vary from country to country). It furthers
the work of the Health Foundation who, in 2010,
published a research scan (Health Foundation,
2010) which provided a brief synopsis of evidence on the impact of PBs on patient-centred
care, health outcomes and value-for-money.
The evidence available was largely subjective
evidence regarding satisfaction and feelings of
empowerment. Since that research scan, several
government-led programmes have been piloted
and evaluated, and the evidence base has been
strengthened.
To build on the research scan, the objectives of this review were to identify: descriptive
detail on PB schemes with a health remit in
a range of OECD countries to examine their
key features and implementation processes;
empirical evidence on the experiences of, and
outcomes for, people using these schemes, and;
empirical evidence regarding the impact of the
schemes on the healthcare system, particularly
with regards to resources. It questions whether
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there is evidence that PBs deliver either definitive outcomes or cost savings. It also examines
whether PBs offer choice or an illusion of choice
to budget holders. Four common motivating factors behind the introduction of PB programmes
in different countries are identified and examined in the light of international literature.

METHODS
This paper draws from a rapid review of the
international evidence on PBs and health which
was commissioned by the English Department
of Health to address an urgent demand for
synthesized evidence (Gadsby, 2013). A search
was made of bibliographic databases, reference
lists of identified articles and reviews, and the
websites of relevant organisations for information available as of August 2012. In order to
achieve a comprehensive search for relevant
literature experts in the field were consulted for
further literature and sources of evidence. The
search and filtering processes prioritised the
finding of literature related to using PBs to either
purchase health services, or explicitly improve
health outcomes. This limited the databases and
search terms we chose to employ. The databases
included Web of Knowledge, MEDLINE, the

Cochrane Library, Google Scholar, the WHO
library, and Health Management Information
Consortium. All databases were searched from
20081 until present using search terms such as
‘personal health budgets’, ‘personal budgets’,
‘individual budgets’, ‘individualised budgets’,
‘individualised funding’, ‘cash-for-care’, ‘direct
payment’, ‘consumer-directed care’ and ‘cash
and counselling’. This rapid review was conducted within a short time-frame and therefore
preference was given to the more readily available research published and written in English.
References were split into those only
giving descriptive details of programmes, and
those reporting on evaluations of programmes.
Given the paucity of evaluative literature,
evaluations of social-care related PBs were
considered relevant, particularly in terms of
enriching contextual and comparative detail.
280 references were considered relevant to
the topic area. These included nine programme
evaluation reports (see Table 1) and 28 reports of
empirical research published in peer-reviewed
journals. They also included 14 articles which
offered a cross-national perspective. In total,
these references provided sufficient information
to report on programmes in 11 countries. A descriptive categorisation strategy was employed

Table 1. Evaluation designs in different programmes
Country

United States

England

Canada

Australia

Programme

Evaluation

Cash and counselling pilot

Randomised controlled trial (RCT) (Brown et al., 2007)

Florida self-directed care

Matched-comparison design (Florida Department of Children
and Families Mental Health Program Office, 2007)

Empowerment initiatives brokerage
evaluation

Base-line and follow-up surveys with participants and
programme staff (very small sample) (Sullivan, 2006)

Individual budgets

RCT-based design (Glendinning et al., 2008)

In Control evaluation of personal
budgets

Aggregated findings from locally implemented evaluation
questionnaires with budget holders (Tyson et al., 2011)

Personal health budgets pilot

Non-randomised comparative design using mixed methods
(Forder et al., 2012)

Individualised quality of life project

Non-comparative evaluation (Roeher Institute, 2000)

New South Wales direct funding pilot

Comparative evaluation (very small sample) (Fisher &
Campbell-McLean, 2008)

Government consumer- directed care
initiative

Process evaluation, non-experimental design, some
comparative data. (Gordon et al., 2012)
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to collate, compare and contrast information on
programmes in the 11 countries with respect to:
their development, their primary motivations,
their key features (related to rules for the use
of the budget, eligibility criteria, accounting
requirements, and types of support services
provided), implementation issues, and reported
outcomes.
Whilst the search identified sufficient
descriptive information to summarise key features of programmes and comment on notable
implementation issues in eleven countries2,
evidence on programme costs and outcomes
was only available for England, the Netherlands,
Germany, Canada, the US and Australia.

WHAT IS EXPECTED
FROM PBS?
The introduction of PBs responds to the call
for greater independence for physically and
mentally disabled people and from a belief that
‘tailoring’ services to the needs and preferences
of individuals empowers citizens. It is believed
that this approach might improve outcomes and
experiences for individuals (HM Government
Policy Review, 2007).
As the Health Foundation (2010) note, most
programmes aspire to reduce overall costs to
health and social care, although different countries have varying motivations for introducing
PBs. In England, Personal Health Budgets
(PHBs) fit within a wider government agenda
to promote choice, autonomy and personalisation of health and social care services. Most
countries aim to increase the independence and
freedom of choice of individuals by expanding
the options available for home and communitybased long-term care. In Belgium, France,
and Germany, there is an expectation that this
will lead to reduced pressure for care homes,
and therefore reduced costs. The Netherlands,
Austria, and Finland are explicitly trying to
promote private sector provision, or stimulate
the care service markets to drive down costs
and address limitations in the current system.

Four key motivating factors can be identified behind the programmes in the eleven
countries examined here:
1.
2.
3.
4.

To give individuals more choice about care/
services they receive;
To expand options for care/services,
particularly to enable people in need of
long-term care to stay at home;
To improve outcomes (particularly satisfaction, quality of life and health);
To reduce expenditure within the health
and social care systems.

Behind these expectations lies an assumption that more choice will lead to greater autonomy, which will in turn improve outcomes
at a lower cost.

A COMPARISON OF
INTERNATIONAL PB
PROGRAMMES
PB programmes differ internationally, with
varying degrees of patient choice and control
occurring in a variety of contexts. At one
extreme, there are programmes in which cash
payments are allocated with few strings attached
and with no accounting mechanisms. Alakeson
(2010) refers to this as an ‘open’ model. At the
other extreme are programmes that maintain a
more direct connection between a participant’s
needs and goods and services purchased.
Restrictions are placed on how money can be
spent, and the expenditure is audited carefully.
This model - which Alakeson (2010) refers to
as the ‘planned’ or ‘budgeted’ model - is more
common. Between, and even within, these
extremes there are important differences in
programme features that interact with each
other to either enhance or limit an individual’s
degree of choice.
Programmes in Austria and Finland, for
example, are relatively ‘open’. Whilst autonomy
for individuals can be high, the actual degree
of choice is limited in practice by the adequacy
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of budgets and availability of services. Where
programmes are very simple and incorporate
little or no support to budget holders, eligibility
may also be restricted to those who are able
to manage their own budgets without professional support.
Programmes in England, the Netherlands,
the US, Canada and Germany, on the other hand,
are more ‘planned’, and involve considerable
input from commissioners/providers with the
aim of increasing individual autonomy. These
programmes link the budget setting process to
a personalised care plan, require spending plans
to be authorised, and require expenditures to
be accounted for. They all incorporate various support services for budget holders, and
often include a number of options for budget
deployment to help ensure the suitability of the
programme for a wider range of users. Whilst the
theoretical level of individual autonomy is high
in these countries, the actual degree of choice is
limited. This might be through the adequacy of
the budget, or through the complex processes
involved in implementation. Processes that
affect choice include: the extent to which the
development of a personalised care plan is
holistic, and focused on the individual’s goals;
the authorisation processes for spending plans;
and the detail and complexity of financial reporting procedures. These are highly dependent
on attitudes of staff within local organisations,
and the performance measures against which
they are judged.
Whilst the English PHB programme
shares programmatic features with others, it is
different in several important ways. First, the
overall budget comes from the NHS, so has a
more explicit ‘health’ focus: in England, budget
holders must demonstrate that the services they
choose will help to meet specified health outcomes. Second, in the English programme, there
are comparatively very few restricted items –
complementary therapies, leisure activities and
purchases like a computer are all permissible.
Finally, in England, the PHB is intended to be
sufficient to meet all the health needs identified
in the care plan, without recourse to personal

contributions. In all other systems, individuals
are required or expected to contribute towards
the budget.
Several programmes fall between the
‘open’ and ‘planned’ models. In France and
Belgium, individual assessments are carried
out, but are defined by professionals who check
eligibility, and determine budget allocation
based on nationally set tariffs. In France, budgets
are allocated by direct payment. In Belgium,
individuals can have a notional budget or a
direct payment, but choice is not always theirs.
In Sweden, the budget setting process is related
to an evaluation of needs, but it is not clear
whether personalised care planning plays a role.
Individuals can find support from peer support
groups, and can commission other organisations to take on employment responsibilities,
but direct payments are the default deployment
option. In the Australian programme, individuals go through a process of personalised care
planning, but the budgets tend not to be closely
linked to this, relating instead to operational
guidelines. Individuals have relatively more
choice only when the care planning process is
more personalised and goal-driven, and where
individuals are encouraged by providers to be
innovative (Gordon et al., 2012).
This discussion leads us to examine further
the expectation that PBs will give individuals more choice about the care/services they
receive.

MEETING EXPECTATIONS:
WHAT DOES THE
EVIDENCE SAY?
Choice
The discussion above already highlights that
the degree of real choice afforded to budget
holders is dependent on preconditions. To
exercise informed choice, individuals require
accessible, accurate information. Information
needs to be personalised to suit individual needs
for decision support, and the design of the pro-
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gramme will have a strong bearing on how well
they serve vulnerable populations. In the US,
the ‘counselling’ element is integral to the PB
programme (named ‘Cash-and-Counselling’)
and has been credited with helping to ensure
quality and control fraud (Doty, Mahoney, &
Simon-Rusinowitz, 2007). In countries with a
more ‘open’ model, the provision of information and decision support is not incorporated
in the programmes. In most countries, accurate
information to inform decisions may not be
available.
The ability to exercise choice also depends
on the availability of at least two positive alternatives. In some countries, this is limited by a
lack of providers or a shortage of workers (e.g.,
in Finland, where there are few or no non-state
providers in some rural areas). In France, the
use of budgets is strictly controlled, limiting
budget holders’ choices. In other countries,
like the US where budgets are capped, the size
of the budget may be insufficient to offer real
alternatives. Indeed, in all countries, the possibility of alternatives will be heavily dependent
on the size of the budget. In the English PHB
pilot programme, budget amounts varied hugely.
Since most were too small to open up alterative
care options, they tended to be used to purchase
‘add-ons’ to existing packages of care/support
(Forder et al., 2012).
The extent to which PBs increase real
choice has not been evaluated. Even assuming
budget holders are given relatively free choice,
information on how individuals spend their
budgets is only rarely available and never in
sufficient detail to allow comparisons with standard packages of care. In the US, there is some
evidence that the increased flexibility in longterm care allows budget holders to purchase a
greater diversity of goods and services than is
available through traditional service delivery,
and there is sometimes a shift away from some
(clinical) categories of services in favour of
others (often non-clinical) (Alakeson, 2007).
In the Australian pilot programme, PB
holders chose similar types of support as those
available under standard packaged care, and

generally used their package for ‘core services’.
They exercised choice and control over how
the services were delivered, including choice
of support worker, and tasks undertaken by
support workers. Some used part of their funds
for innovative support (e.g., shower stool, lightweight vacuum cleaner). Provider attitudes to
requests for supports that were different from
the ‘usual menu’ of services varied (Gordon
et al., 2012).
In the English pilot of individual social
care budgets, the evaluation showed that many
with PBs had purchased mainstream services
(Glendinning et al., 2008). This was sometimes
because they felt the amount of the budget
was inadequate to cover any support over and
above their personal care. Others felt they had
fought hard for the services they were already
receiving, and did not want to let these go. Some
were anxious about spending their budgets on
new services or different patterns of support.
However, as in the Australian pilot, the budgets
allowed people to exercise greater choice and
control, even in the use of mainstream services
(Glendinning et al., 2008).
In the English PHB pilot, the overall patterns of expenditure by budget holders showed
that the majority of the money was spent on
social care-related services, although spending
patterns varied depending on the health condition of the budget holder. Budget holders were
found to have changed the mix of services they
secured, although these changes were relatively
modest (Forder et al., 2012).

Options
The second expectation is that PBs will expand
available options for care/services, particularly
to enable people to stay at home. There is evidence, particularly in the US, that the availability
of PBs has helped reduce nursing home use,
giving people a wider range of options enabling
them to stay at home (Dale & Brown, 2006).
PBs are a good way to personalise services.
Some English PHB holders liked being able to
obtain voluntary, community or private sector
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services as an adjunct to NHS mental health
services. Others arranged care services more
suitable for them and their lifestyles (Davidson
et al., 2012).
However, evidence also shows that PBs
are not a panacea. Although some countries
have introduced PBs explicitly to stimulate
the market, this outcome has not necessarily
followed. In the Netherlands, for example,
expected developments in the market were not
seen, and in some cases, options were reduced
as the PB programme resulted in some providers
merging (Kremer, 2006; White, 2011).
Creating more options will require flexible
capacity. Responsiveness is essential if a health
system is to be able to reallocate its resources in
favour of the services or providers that people
choose over others. But if extra capacity is
not available to meet the new demand, some
existing options may have to disappear, meaning those who gain from choice would do so
at the expense of someone else’s healthcare
needs (Appleby, Harrison, & Devlin, 2003).
Enthusiasm for PBs may also highlight deficits
of agency-led care. For example, core mental
health services are notoriously underfunded
in many countries. PBs may be appreciated by
individual service-users, but this popularity
could also reflect shortcomings of funding and
access to core services.

Outcomes
The third expectation is that PBs improve
outcomes. The evidence demonstrating impacts of PBs on health and wellbeing is weak.
Most of the evidence about this comes from
the US and England, and suggests that some
improvements are possible, but studies are far
from conclusive and open to challenge (Health
Foundation, 2010).
Evidence shows that PBs have little impact
on health outcomes (using validated measures).
The English PHB evaluation was the most
rigorous to date, and used a wide range of
validated measures, a mix of methods, and the
‘difference in difference’ approach to statistical
analysis, which recognises that both interven-

tion and control groups could differ at baseline
and that other influences may apply during the
course of the intervention (Forder et al., 2012).
The evaluation found that the programme had
no significant impact on health status3 or on
mortality rates. Additionally, people in the PHB
group did not report significant improvements
in health-related quality of life (using EQ-5D)
compared to those in the control group (Forder
et al., 2012).
Similarly, evaluations of consumer-directed, compared with agency-directed, home-care
in the US and Germany suggest largely unchanged health outcomes, despite the increased
use of non-authorised care services (Arntz &
Thomsen, 2011; Benjamin, Matthias, & Franke,
2000; Benjamin & Fennell, 2007; Brown et al.,
2007; Robert Johnson Wood Foundation, 2006;
Wiener, Anderson, & Khatutsky, 2007). This
largely allays concerns about possible harms
to health, although the available evidence is
predominantly concerned with using PBs to
purchase long-term personal care (e.g., dressing, bathing, toileting) rather than health care,
where potentially more harm can occur.
Positive outcomes in terms of patient
satisfaction, wellbeing, and quality of life
are consistent conclusions of PB evaluations,
although measurement of these is often subjective. Evaluations of PB programmes in the
US, England and Australia have shown that
service users who self-direct their home care
arrangements gain control and express a higher
level of satisfaction than those who receive
agency-directed care (Benjamin et al., 2000;
Carlson, Foster, Dale, & Brown, 2007; Fisher
& Campbell-McLean, 2008; Foster, Brown,
Phillips, Schore, & Carlson, 2003; Gordon et
al., 2012; Tyson et al., 2011; Wiener, Tilly, &
Cuellar, 2003). The English PHB evaluation
(Forder et al., 2012) confirmed that these outcomes can also be achieved when extending
self-direction into healthcare.
The evaluation found that there were
significant positive effects of using PHBs on
social care-related quality of life (measured
using ASCOT), and psychological wellbeing
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(measured using GHQ12). However, qualitative
data indicated that benefits were not universally
felt, with some interviewees expressing frustration over curtailed choices, lack of services,
lack of control over budgets and low levels of
budgets (Davidson et al., 2012).
Evidence shows that PBs improve satisfaction and some aspects of quality of life for the
majority of users, but the mechanisms by which
this happens are not clear. There is no evidence
to suggest which factors are most important in
the implementation of PBs in order to optimise
these outcomes. However, evaluation of English
PHBs (Forder et al., 2012) found that their impact depends greatly on how the programme is
implemented. Indeed, in sites where there was
relatively little flexibility built into the PHB
process, the evaluation found that PHBs had
a negative impact on health-related quality of
life, psychological wellbeing and subjective
wellbeing.

Costs
The final motivating factor concerns costsaving. PB schemes across the world have often
been supported by the belief that they could be
an effective means of curbing or even driving
down the costs of health and social care by
delegating the control of budgets to the end user,
and reducing the use of expensive residential
or acute care.
The Health Foundation (2010) concluded
that it is difficult to evaluate the cost or valuefor-money of PBs given the paucity of outcomes,
information and accurate costings available.
Though some studies have found reductions in
health service use and resource costs, analysts
suggest that many studies do not accurately
cost comparison groups or fully account for
implementation costs.
The English PHB evaluation (Forder et al.,
2012) offers the most rigorous cost-effectiveness
examination. The calculations were complex,
resting upon important assumptions concerning
monetary value placed on care-related quality
of life, assessment of cost implications in terms
of recurrent health and social care service use,

and level of statistical significance. Also, the
analysis ignored extra transaction costs that
might accrue in using PHBs - an important
limitation, as any scheme which incorporates
mechanisms to support individuals making
choices will carry with it significant transaction costs. The analysis showed some evidence
that PHBs might be cost-effective if delivered
in certain ways, and for certain people. PHBs
implemented with a greater degree of flexibility
were considered cost-effective, as were those
with high-value budgets. However, few other
conclusions could be drawn with confidence.
Like many other studies, the PHB evaluation (Forder et al., 2012) showed that PBs can
lead to short-term cost savings at an individual
level. However, it is not known how these come
about. It might be that individuals are able to
secure more cost-effective care. Or, those cost
savings might reflect an individual: having less
care to meet their needs; meeting fewer of their
needs; or meeting their needs less adequately
with cheaper care. The evaluation found evidence that some budget users’ acute medical
attendances decreased. There is no evidence
to say whether these attendances have been
avoided or merely delayed. It is important to
remember that if an initiative is found to be
cost-effective, it will not necessarily be costsaving. There is no good evidence about the
capacity for PBs to reduce overall costs in the
longer term.
In some countries (e.g., the Netherlands,
Germany, the US), experience suggests that
PBs could lead to rising costs related to the
‘woodwork effect’, where people whose needs
were not being met by existing services find
solutions in PBs. Costs may rise where people
use the budget for things previously bought
out of pocket (the ‘substitution effect’). In
many countries, such costs are controlled by
reducing the value of the budget and increasing the proportion paid by the individual, or
by restricting who can have a budget. In the
English PHB programme, the principle of non
co-payment and concomitant lack of restrictions
on budget use might limit the ability to control
costs in this system.
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DISCUSSION
The international evidence-base on PBs is weak,
and few firm conclusions can be drawn concerning their potential impact on health, costs or
savings within the health and social care system.
Evidence points to increased satisfaction and
wellbeing for the majority of budget holders,
although not necessarily better health. It also
points to potential cost savings at the individual
level, although the impact of these on quality,
outcomes and longer-term costs are unknown.
PBs are supposed to offer service users
more choice and control over their care. Whilst
there is no evidence on the actual degree of
choice realised by budget holders, we do know
that it varies considerably within and between
programmes, and is influenced by many factors.
The rationale underlying these programmes is
that choice is positive – it promotes independence and is arguably important for mental
well-being (Arksey & Glendinning, 2007). It
is assumed that a more tailored package, versus
a ‘one size fits all’ approach to health care,
produces a happier patient.
Whilst there is some evidence to support
this assumption, these outcomes are far from
guaranteed. Sometimes, efforts to enhance
patient choice conflict with notions of ‘good
care’ (Mol, 2008). Psychologists have also
shown that whilst choice can lead to decisions
that produce better outcomes, exercising choice
can simultaneously cause anxiety and regret.
From this perspective, choice is not good
for psychological and emotional well-being
(Schwartz, 2005).
There is no inevitable link between choice
and quality. In fact, there are real concerns that
greater choice may lead to reduced quality.
Investigation into the impact of cash-for-care
reforms in France, Germany, Italy, the Netherlands, Sweden and England suggest that
the introduction of PBs has created room for
low-quality employment to grow, making it
difficult to control quality of both employment
and care (Pavolini & Ranci, 2008). Research

indicates that the Western European personal
assistant labour market is characterised by
migrant, mostly female workers with a high
turnover. In Austria and Italy, where budget
holders are allowed to spend their allowance as
they choose, unregulated, ‘grey’ markets falling
outside of employment law have emerged. Attempts at regulation to protect both employee
and employer have varied in success (Carr &
Robbins, 2009). Many programmes have no
official system of supervising the quality of
care (White, 2011).
Choice is not always valued in the same
way; not all desire to take more control over
choosing and purchasing services. Considerable evidence shows that many patients want
information, but do not necessarily want to make
decisions (Auerbach, 2001). One indication of
the popularity of choice might be the take-up
of PBs. In the Netherlands the scheme has been
popular, but remains small, with most patients
opting for the regular system. In England, the
uptake of PBs for social care was slow until the
government introduced ambitious and controversial targets (Samuel, 2013). Service users
may not be clamouring to make more choices,
even where they are dissatisfied with existing
services. A possible explanation is that choicemaking requires energy and work (Mol, 2008).
The introduction of greater choice in
practice raises many difficult questions: Does
choice lead to confusion rather than clarity?
What information and support enables people to
make informed choices? How can it be ensured
that choice is meaningful? How do health professionals feel about acknowledging patients’
preferences, which may not be their own? What
happens if people choose badly? Who should
make decisions when people lack capacity to
make their own? (Warner, Mariathasan, LawtonSmith, & Samele, 2006). Answers to these
questions are not always clear, but may prove
to be instrumental in achieving any benefits.
There is another assumption around choice
that focuses on its relationship with competition:
if money follows the patient, patient choice
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will encourage providers to improve efficiency
and quality. Again, evidence to endorse this
assumption is weak. A review of the evidence
on choice in healthcare concludes that there is
neither strong theoretical nor empirical support
for competition, although there are cases where
competition has improved outcomes (Propper,
Wilson, & Burgess, 2006).
There are also concerns about equity and
its trade-off with choice. Choice emphasises the
value of individuals’ views. But in a publiclyfunded health service, collective or social values
must inevitably take precedence. Individuals
may choose services or treatments that best
meet their preferences, but these might not be
the most cost-effective, or reflect the preferences of society as a whole. Since resources for
healthcare are finite, the individual’s choice may
have corresponding opportunity costs in terms of
health gain foregone by other patients (Appleby
et al., 2003). This is particularly important in
England, where PHBs are currently funded by
top-slicing existing health budgets, rather than
from additional resources. Expansion of the
scheme may therefore have knock-on effects
on other health services. A further concern
for equity is that the opportunities to exercise
choice may be inequitably distributed, and the
outcomes of those choices may lead to even
greater inequalities. This can be mitigated partly
by ensuring personalised support is available
to budget holders, but this will increase costs.
The expectations of PBs rest on an assumption that more choice will lead to greater
autonomy, which will in turn improve outcomes
at a lower cost. However, greater autonomy
might not be the only or most logical outcome
of greater choice. In fact, increased choice might
raise expectations, perhaps leading to reduced
satisfaction or feelings of regret (2005). Greater
choice can sometimes lead to indecision or
‘choice paralysis’, where people find it very
difficult to choose at all (Schwartz, 2005). It
is also evident that a range of intrinsic factors
will influence people’s choice making. In the
qualitative data from the English PHB evalua-

tion, many patients emphasised the wish to use
their budget ‘in the right way’, and did not want
to ‘take advantage’ of the scheme (Davidson
et al., 2012).
Finally, it does not necessarily follow that
greater autonomy will improve outcomes at a
lower cost. It could in fact mean greater pressure to spend healthcare resources on goods/
services for which there is little/no evidence
of efficacy or cost-effectiveness. There is no
evidence to say what impact this will have on
either outcomes or costs. In the current context
of financial constraints and spiralling costs
related to aging populations and the burden of
‘lifestyle’ diseases, PBs might be considered a
risky strategy. There might be greater promise
in health and social care organisations working
together to use funds differently. The Better
Care Fund in England is a promising example,
where a single pooled budget has been created
to support health and social care services to
work more closely together in local areas (NHS
England, 2014).

CONCLUSION
As the momentum for PBs builds, and they
become an increasingly common part of the
commissioning landscape in a number of countries, there are good reasons for policy makers to
proceed cautiously. There is little in the evidence
to suggest that international governments’ expectations for PB programmes are well-founded.
The assumptions that they improve choice, and
that more choice will in turn lead to greater
autonomy and then improved outcomes at
lower cost, are actually far more complex and
generally unsupported by evidence. Much more
research is needed, in particular to examine the
longer term consequences of PB programmes
(particularly for health, cost and equity), and
to help assess whether PB holding is the best
way to achieve greater freedom, responsiveness
and control for the patient.
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ENDNOTES
1

2008 was used as a start date for the searches
to reflect the fact that this work would be
building on the Health Foundation review
(2010), and that the researcher’s time was

2

3

limited. However, where particularly useful
and important evidence and other background
literature from pre-2008 was identified, this
was not excluded.
The countries included in the review are:
Austria, Belgium, England, France, Germany,
the Netherlands, Canada, the United States,
Australia, Sweden and Finland.
Two clinical measures were used – a blood
glucose test for the diabetes cohort, and a
lung function test for the Chronic Obstructive
Pulmonary Disease cohort.
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