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Foreword from Professor Ashok Soni 

 

 

 

The Primary Care Navigator program has been one of the proudest achievements of our 

ongoing projects with Health Education England South London, showing what we can achieve 

with the correct support and high quality training.  Our primary care system is the backbone of 

the NHS and all those who work within it are committed to universal healthcare, irrespective of 

age, health, race, social status or ability to pay. At the same time we need to recognise and use 

the expertise that exists in the local community and voluntary sector. Our desire to provide the 

best service hasn’t changed. However, the NHS needs to adapt to take advantage of the 

opportunities that exist within its highly capable workforce and local communities. 

 

The PCN project starts to address gaps by utilising front line staff to support people to look for 

their support beyond healthcare professionals to expertise in the community and voluntary 

sector. It is in line with the 5YFV set out by NHS England and it has been an immense pleasure 

watching this training develop and watching the relationship grow between community 

pharmacy and general practice staff. The ability of these individuals to grow and create their 

own networks hand in hand with the support offered by NAPC has led to high quality care and 

support for their patients and an excellent opportunity for continued professional 

development. 

 

 

Professor Ashok Soni OBE FFRPS FRPharmS 

LPN Pharmacy Chair (London)  

 

Executive & Council Member 

National Association of Primary Care 

 

English Pharmacy Board Member 

Royal Pharmaceutical Society 

 

Pharmacy Clinical Network Lead 

Lambeth CCG 
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1.  Executive summary 

 

This report is part of the evaluation of a Primary Care Navigator (PCN) programme based in 

South Lambeth and focused on providing support to people with diabetes and associated 

conditions. The programme has been established by the National Association for Primary Care 

(NAPC) in partnership with Health Education South London (HESL). The PCN (Diabetes) 

programme started in 2015 and eleven GP Practices and ten pharmacies (three of which 

withdrew) participated in the project. This provided a total of 41 navigators. 

For PCNs, the stated goal of the role was to: 

“Develop non-clinical general practice staff to add to their important role by becoming 

primary care navigators (PCNs). It will have three themes: prevention, crisis prevention and 

wellbeing. The role of the Primary Care Navigator is to guide people to all the most local - up 

to national - sources of support they need to deal with issues arising from chronic conditions. 

Bridging the much needed gaps in primary care and providing the same support to patients 

across the community.” (PCN training manual) 

Achieving outcomes 

During the period of evaluation, the navigators (PCNs) identified increases in three key patient 

outcomes:  

1. Better patient engagement; 

2. Improved self–management of the condition; 

3. Healthier lifestyles. 

Of these three outcomes, self-management and healthy lifestyles were seen to increase the most.  

This is partly explained by the PCNs’ emphasis on wellbeing, rather than ill-health and its 

promotion of a more holistic way of engaging patients.  

Managing expectations 

Some PCNs reported difficulty in maintaining patient engagement. A factor contributing to 

engagement was patients’ expectations of the service. For some patients using GP based 

services PCNs reported that patients are expecting clinical input from them which they are not 

qualified to provide. For others, although there may be an increase in patients’ knowledge of 

diabetes care and support, a greater interest is shown in receiving direct support from PCNs. 

This clearly suggests a relationship between expectations and use where there can be a level of 

mismatch between PCN provision and patient expectations. Nevertheless most patients found at 

least some value in the PCN service (98.6%) and the vast majority of patients increased their 

knowledge of diabetes support and services (89.1%). These figures are reflected in the 

recommendations statistic showing that 90.4% of patients would recommend the PCN service 

to others.  

Recruiting patients 
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Many PCNs were successful in their use of posters, publicity and word of mouth for attracting 

patients. For most PCNs initially engaging other colleagues in the PCN programme led to a 

steady stream of referrals coming from GPs and pharmacists. Referrals also came from other 

patients who had recommended the service to friends. Other internal referrals came from 

colleagues who had bought into, and recognised the importance of, PCN work.   

PCN confidence 

The programme has been successful in improving PCNs’ confidence in their knowledge 

regardless of the starting position. For PCNs with lower initial confidence the supervisor 

relationship appears more important. A key factor in PCN confidence building is derived from 

continuously refreshing their knowledge. This also helped counter fatigue and loss of 

engagement among PCNs. 

Systemic development 

The system of diabetes care has been strengthened by the very presence of PCNs who, through 

their work, embody a live and developing network of people who know about diabetes care.  

The fact that PCNs are drawn from pharmacies and GP surgeries means that the links they 

make, the options they explore and the knowledge they create leads to a joint force which forms 

a network of care that did not previously exist. This network in turn has significant potential in 

providing a framework of support for patients and their carers offering a more holistic form of 

care. Whilst not yet fully formed, the potential of this unique contribution is evident. 

The PCN project also developed a link between the components of diabetes care. The 

strengthened link between pharmacies and surgeries has diminished ’silo thinking’ and fostered 

experimentation and collaboration. Connections have been improved, according to the 

programme Steering Group and PCNs, through referrals to key organizations such as the 

DESMOND project.  

GP surgery – Pharmacy compared 

PCN supervisors in GP practices focused on two types of outcome: first, system-wide outcomes 

such as fewer demands on GP services; and second, patient outcomes such as engagement in 

care. Of these, preventing patients from requiring primary care services was the most 

commonly chosen objective.  

By contrast, pharmacy supervisors had a wider range of outcome types despite the involvement 

of fewer pharmacies in the project. These included the use of testing diabetes treatment 

equipment and improving customer loyalty. 

Care navigation is closely tied to the core business of GP surgeries and has been adopted in part 

with the intention of reducing demands on clinical staff and the number of repeat visits.  For 

pharmacies the focus of PCN work was more on self-management through the medication and 

products obtained there. For surgeries, there is a strong interest in PCN contribution to the 

quality and outcomes framework (QoF) assessments related to diabetes care. For pharmacies, 

the project had the advantage of allowing the chemist to offer additional services such as weight 

control and smoking cessation. 
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Time and supervision 

PCNs often struggled to find the time to dedicate to navigation, particularly during busy 

periods.  This was mainly a product of the fact that all PCNs already have another job. Not 

having the freedom to make appointments flexibly can reduce the flow of patients. 

Supervisors remain the most obvious source of help when PCNs face difficulties. Supervisors 

create mock PCN sessions, shadow the PCNs and provide feedback. In the case studies, the PCNs 

often rely on their supervisors for help with official paperwork and drafting letters. In some 

cases, the supervisor is also the main internal referrer for the PCN and a constant source of help. 

Supervisor motivations also shaped the impact of the programme. Supervisor attitudes towards 

the programme ranged from seeing the project as potentially transformational (one Pharmacy 

saw the programme as a way of becoming an information hub for the community) to being 

about use of existing equipment.  

Training 

While all PCNs appreciated the quality of the training, some PCNs have suggestions for other 

training topics, besides further clinical knowledge of diabetes:  

 More descriptions of what happens day-to-day as a PCN; 

 Meeting diabetic people and learning from their experience as part of the training; 

 Practical training such as how to engage and work with patients. 

The training in the programme was front-loaded and several survey responses and interviews 

mentioned a desire for ongoing training throughout the programme. This need was particularly 

felt by the PCN in the surgery case study, who was in her early 20s and had only recently begun 

working in surgeries. 

PCN characteristics 

There was no agreement among interviewees on which attributes were most important (see 

figure 12), although several categories stand out: bravery and confidence; ability to listen; 

flexibility; resilience; proactivity; and a caring attitude. 

The Diabetes Navigation Prescription  

According to the expert steering group, knowledge of local provision was the most important 

knowledge for PCNs. Among the PCNS and steering group, views on the quality and utility of this 

document are mixed. Some found it useful and well-ordered while others raised concerns over 

the length of time between updates and its accessibility. For many an online and interactive set 

of materials is preferred.  

Key recommendations  

1. Develop a data base of PCN episodes and interventions in order to gain a clearer 

understanding of the contribution they are making to (a) patient outcomes (b) GP 

surgery resource use. 

2. Review in more detail the mechanisms and processes by which patients connect to the 

PCN services to ensure take up by all those who can benefit from it. 
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3. Review the impact of PCN availability on patient awareness of, and access to, the service 

and consider ways of providing greater flexibility of access. Within this consider the 

merits of alternative arrangements that can ensure full and flexible access to care 

navigators for patients.  

4. In future such projects should explore ways of obtaining and managing patient data that 

provides an understanding of the ethnic and cultural dimensions of the PCN take up and 

use. This could provide granular data on how PCNs address health inequalities.  
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2. Introduction

 

This report is part of the evaluation of a Primary Care Navigator (PCN) programme based in 

South Lambeth which focused on providing support to people with diabetes and associated 

conditions. The programme has been established by the National Association for Primary Care 

(NAPC) in partnership with Health Education South London (HESL). The PCN (Diabetes) 

programme started in 2015 and eleven GP Practices and ten pharmacies (three of which 

withdrew) participated in the project with a total of 41 navigators. The PCNs who take on a care 

navigation role are from non-clinical backgrounds and do this work in addition to their 

everyday duties. 

The Tavistock Institute for Human Relations (TIHR) was commissioned by the NAPC to support 

them in evaluating the programme. The Tavistock Institute is a charity founded in 1947 

involved in research and consultancy, dedicated to applying social science to the real world for 

the betterment of working life.  

The objectives of the evaluation were to: 

1. Understand how the PCN programme fits within primary care  for people with diabetes in 

Lambeth; 

2. Identify the programme’s objectives and how and why they have been achieved.  

Most of the data was collected by people managing the programme and includes: 

 Documentary evidence and monitoring data collected by the programme; 

 Patient surveys after PCN sessions with 236 responses; 

 Surveys with each PCN and supervisor at the beginning and end of the project; 

 The data was analysed case by case using framework analysis, a matrix approach that 

allows for thematic analysis by case. 

The survey and monitoring tools were designed by the PCN programme rather than the 

evaluators. The Tavistock supplemented the PCN data by conducting qualitative interviews with 

two groups: 

 Steering group members: interviews with key stakeholders including the programme lead; 

 Participating organisations: two case studies of participating centres (one GP surgery and 
one pharmacy). 

The findings from the evaluation are presented below and encompass: 

 Learning from other PCN programmes in the UK and United States; 

 The identification of programme outcomes;  

 Understanding what works well in delivering PCN programmes.  
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3. Care Navigation in Lambeth and beyond 

 

Care navigators work alongside people with long term conditions or significant health 

challenges such as cancer and mental health. In doing so they provide them with the support, 

knowledge and pathways that will enable them to take control of their condition and seek out 

and gain the services and opportunities that could lead to a more fulfilled life, despite their 

condition.   

Usually Care Navigators work in the space between health, specialist care, voluntary sector, 

social care, community and family. Typically they work with patients who have difficulty 

accessing services or who experience a need that cannot be dealt with by a GP’s surgery. The 

benefits navigators provide include: understanding needs; finding the way to useful information 

and services; sorting out practical problems; emotional support and helping patients to make 

sense of their condition. The navigators come from a wide range of backgrounds, for example:  

volunteers; peers with direct experience of a similar condition; GP surgery receptionists, 

pharmacy staff, and health professionals.  

Developments in care navigation 

Whilst widely available in some areas, Care Navigation is a relatively new type of intervention. 

The first patient navigation programme was established in 1990 by Harold P. Freeman, who has 

been credited with coining the term in 1989 in an American Cancer Society report. Despite the 

variety of approaches all Care Navigation projects aim to support and direct patients. Health 
care navigators have been shown to be effective at: reducing health disparities; improving 

prenatal care; smoking cessation; adult immunizations; and chronic disease self-management. 

(Huber et al, 2014).  

There is a strong social policy dimension in perceiving care navigation as a mechanism for 

reducing disparities in access to healthcare across different ethnic groups (Natale-Pereira et al 

2011). Those less empowered may rarely use generic services, and lack the knowledge of care 

that they are entitled to.  

The key components of care navigation have been identified (Meade et al 2014) as: 

 Promoting one to one contact that enables patients to navigate their way through multi-

faceted care networks;  

 Education that can lead to empowerment;  

 Linking patients to community based resources; 

 Helping with the challenges of access.  

Nguyen et al (2011) found that in their programme Care navigators provide four different types 

of support to patients: 

 Informational/Educational: General health education information relevant to breast 
cancer and support in connecting with health care providers. 

 Instrumental/Logistical: Helping with appointment arrangements and arranging 

transport. 
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 Affective/Emotional: Building trust and improving cultural understanding and 

relationships with providers. Assisting with other emotional issues (family concerns, 

stress). 

 Culturally sensitive: Ensuring an understanding from a cultural perspective of the 
medical visits and tests etc. This can expand patient confidence and self-care, encourage 

advocacy and bring wider family involvement.   

In these examples patients gave equal importance to gaining knowledge and the interpersonal, 

or emotional, aspect of the navigators’ support. 

Following the same theme of navigators engaging with patients at multiple levels, Rosenthal et 

al (2014) describe a programme for training pharmacy students in care navigation for diabetes 

patients in community based services in New Jersey USA. By addressing and working through 

the patient’s own beliefs about their condition patients can be enabled to take on a great 

proportion of self-care. This is seen to be of particular value in providing an understanding of 

the condition and how to work with it in the context of the patient’s own ethnicity and culture. 

This patient centric perspective means that care navigation works outwards from the patient’s 

beliefs and uses knowledge of diabetes to develop behaviours that will give the patient better 

self-management of the condition.  

Care navigation in the UK 

Care navigation in the UK focuses more on how care navigators are developed in their 

organisational role within the health system. 

Whilst North American programmes focus primarily on patient outcomes, care navigation in the 

UK seeks integration of services as a parallel outcome. UK care navigation has a variety of 

configurations but often functions to promote holistic and integrated care services.  

The NHS in London identifies 11 types of navigation service currently being delivered. These 

include services supporting specific conditions such as breast cancer and stroke through to 

more generic services aimed at particular groups such as mental health service users. 

After considering examples of care navigation in the UK and USA they roughly divide into three 

types:  

Addressing Health Inequalities: This is concerned with the improved integration with health 

services of a specific section of the population who are missing out. Typically care navigation 

will be directed towards a group seen as experiencing health disparities and who share a 

specific condition. An example is provided from the USA of a project aimed at improving breast 

cancer screening and treatment of women of SE Asian origin.  This group is identified as having 

lower participation in screening and a higher than average incidence of breast cancer (Nguyen 

et al 2011). 

Systemic Integration: This is where a specific group of patients for whom navigation provides 

both direct support as well as a stronger and expanded system of care. Examples are the NAPC’s 

Primary Care Navigator Programme for Diabetes patients in Lambeth, the subject of this report, 

and for Dementia care in Gateshead (shown in figure 1). 
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Figure 1: Recent UK examples of successful Care Navigation programmes. 
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Broader Integration: This is where Care Navigation is provided for generic groups.  An 

example is the NHS GP surgery based project in Brighton and Hove for People with long-term 

conditions. In this project the navigators are trained volunteers who have a background in 

helping people meet their social or support needs. Following selection the volunteers receive 

two days training and are given a bespoke Care Navigation handbook. They receive an intensive 

induction that includes the shadowing of experienced navigators. The navigators provide up to 

six appointments per patient of around 45 minutes each to help patients strengthen their 

motivation to address their condition. Patients are directed to suitable local services and 

support and their attendance is facilitated.  The navigators follow up to find out if the service 

was taken up and how it was experienced, and file a report for the patient’s record. Finally 

follow up contact is made three to six months later to assess subsequent or continuing needs.  

In evaluation the Brighton and Hove project was found to provide a wide range of benefits in 

that it: 

 Supports patients’ wellbeing by employing a ‘whole-person’ approach ; 

 Increases access and contributes to health equality; 

 Supports partnership working between Health and Voluntary and Community Sectors ; 

 Improves community cohesion and integration of services ; 

 Provides an opportunity for the city to utilise a highly skilled volunteer team; 

 Provides an opportunity for local people to gain additional skills and compete in the job 
market. 

Evidence from a matched cohort study showed that the service delivered a 12.7% increase in 

primary care capacity which translates into a net saving of £1365 per patient.   

Another UK care navigation scheme focusing on a variety of conditions has been established in 

Wakefield. Here 57 surgery receptionists received training to enhance their ability to connect 

patients with an appropriate source of health over the phone. Described by one participant as 

‘reception plus’ the scheme’s purpose is seen as diverting patients who initially view the GP as 

the person they need to see. In its first 10 months this scheme managed 6,366 referrals with 

only 26 of these made to a GP. Among the outcomes was saving around 930 GP hours. 

The evaluation of the Wakefield Primary Care Navigation found four important aspects to the 

success of the service: 

 Knowledge of the range of services available. 

 Acquiring confidence in understanding the nature of patient requests and matching 
them to a service. Initially staff confidence can be increased by using a template or 

checklist. As the programme progresses training is repeated to cover gaps and build 

staff confidence and collaboration. 

 Ensuring that the information about services is comprehensive, simple to access and up-

to-date. 

 Allowing staff and patients the time to get used to this way of working. 

The remainder of this report focuses on Primary Care Navigation. It is located within Primary 

Care and can be based at any initial, non-specialised level, particularly in pharmacies and GP 

surgeries. As people make an initial approach to a doctor or nurse for treatment, a Primary Care 

Navigator will assist and direct patients to further health and care services that are relevant to 

their specific needs.   
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4. The Diabetes Primary Care Navigators programme in Lambeth  

 

A previous PCN programme, also run by the NAPC in Lambeth, focused on dementia. That 

programme, evaluated by Deloitte, ran from June 2014 to February 2015. The evaluation 

recommended ways of improving the PCN training to strengthen staff confidence, enhance 

support access, and improve organisational capacity to provide support. (Deloitte, 2015). These 

improvements have been incorporated in the follow up PCN programme for people with 

diabetes, and associated conditions, evaluated in this report.  

In 2012 the direct patient care costs for people 

with diabetes ran to £10 billion and could rise 

to £16 billion by 2035 (Diabetes UK, 2012). 

These figures make diabetes a suitable target 

for care navigation. The value of investing in 

care navigation is demonstrated by the type of 

evidence, emerging, for example, from   the 

Maestro Project (Welleghem et al 2008). The 

evaluation found that patients participating in 

diabetes care navigation are better connected 

to the health system than a similar group of 

patients who were not part of it. There was also 

improved medical surveillance of the 

participating group.  

The Lambeth programme began in early 2015 

when an invitation was sent to all GP surgeries 

and pharmacies in the borough to identify 

potential supervisors. The supervisors then 

asked their staff whether any non-clinical 

employee would like to volunteer as a PCN.  

Applications were submitted by volunteers and 

assessed by NAPC in March and April 2015. The 

baseline data was collected from the centres 

accepted onto the programme in late April. PCNs and their supervisors jointly signed their 

project plans to ensure buy-in to the programme. The freedom that each participating centre 

had in establishing their own project plan meant that each set their own targets for monthly 

patient interactions and for outcomes. 

Lambeth Primary Care Navigation poster 

 

Lambeth Primary Care Navigation poster 
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Training began in May 2015 with six e-learning 

modules covering: 

 Understanding diabetes; 

 Communication, health; 

 Improvement and behaviour change; 

 The Lambeth diabetes navigation 
prescription, a directory of key services, 

organisations and contact details for Lambeth 

where patients may be able to access information 

or support; 

 Integrated care in Lambeth; 

 Your project plan and working with your 
supervisor. 

These modules were integrated during a training 

day held in late June attended by PCNs with an 

open invitation to be joined by their supervisors. 

Following this training event the PCNs began 

navigating diabetes patients. The funding period for participating PCNs ran from July 2015 to 

January 2016. 

Trainee navigators and their supervisors were brought back for workshop based reviews in 

July, September, November and January 2016. These workshops were facilitated to strengthen 

joint working across the GP surgeries and Pharmacies and to integrate the full support of the 

PCN supervisors.  

Purpose of the programme 

For PCNs, the stated goal of the role was to: 

“Develop non-clinical general practice staff to add to their important role by becoming 

primary care navigators (PCNs). It will have three themes: prevention, crisis prevention and 

wellbeing. The role of the Primary Care Navigator is to guide people to all the most local - up 

to national - sources of support they need to deal with issues arising from chronic conditions 

bridging the much needed gaps in primary care and providing the same support to patients 

across the community.” (PCN training manual) 

As the literature above demonstrates, a primary benefit of care navigation lies in strengthening 

and joining a system of care that stretches between the clinical, social, familial and community 

components. This message was communicated strongly and often by the programme, 

particularly in encouraging local surgeries and pharmacies to work together. 

Why organisations and PCNs volunteered  

As the supervisor outcomes were self-selected, their motivations for involvement can be 

displayed and analysed, as in figure 2 below. The outcomes chosen by supervisors reflect their 

priorities in supporting the project and suggests the factors that they might emphasise during 

supervision.   
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In GP surgeries the focus is largely on two types of outcome: system-wide indicators and patient 

outcomes. Of these, “lower demand for primary health services" was the most frequently chosen 

(13). Five supervisors measured the change in the Quality and Outcomes Framework (QoF) 

indicator relevant to diabetes. Improving patients’ self-management was often mentioned and 

so related to prevention. Surprisingly few supervisors mentioned the benefits to their staff, 

despite the clear potential for the programme to achieve this.  

By contrast, pharmacy supervisors had a wider range of outcome types despite the fewer 

number of pharmacies involved in the project. Pharmacies applied the three outcome categories 

for surgery supervisors (system-wide, 

staff and patient) as well as the ‘use of 

diabetes testing equipment’ and 

‘improving customer loyalty’.  

These outcomes may reflect closeness to 

patients at pharmacies and a less 

pressurised environment than in GP 

surgeries. For pharmacy based 

navigation the outcome of ‘improving 

self-management’ appears to be 

privileged over reducing demands on 

primary care services. 

This could be because of the differences 

in core business across the two settings. 

In pharmacies navigation is concerned 

with promoting self-management in the 

use of medication while in surgeries it is 

an opportunity for reducing GP 

consultations.  

 

 

 

 

  

Figure 2: Outcomes selected for self-assessment by PCN 
Supervisors. Outcomes that were only selected by one 
supervisor have been excluded from the chart. (Source: 
supervisor surveys)  
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GP surgery case study profile 

The surgery is a large well-staffed organisation with 

eight GPs based in north Lambeth. The PCN was in 

one of her first job roles as one of eight front-office 

staff dealing with appointments, administration and 

reception.  

The PCN volunteered as a new member of staff who 

was: 

“excited about working in the NHS and my 

manager knew I wanted to expand my role and 

she introduced the scheme to me… I could also 

get away from reception.” (Surgery PCN) 

From the Supervisor’s point of view, involvement 

was seen as a method to get the: 

“QoF points to go up, patients engage in their 

medicines better, they wanted the patient 

engagement to go up too.” (Surgery PCN) 

  

Pharmacy case study profile 

The pharmacy is a small shop based in south Lambeth, 

and part of a chain of pharmacies. The PCN was a 

long-term employee who has a customer-facing role, 

taking prescriptions, deliveries, conducting blood 

tests and running a smoking cession service. 

The Supervisor targeted the PCN and asked whether 

she would be interested in the role. She was 

approached  

“because I’m really good with customers.” 

(Pharmacy PCN) 

The Supervisor was interested in adding to the 

amount of services provided at the pharmacy so that 

the PCN could be 

“the face of the pharmacy and the first port of call 

for patients.” (Pharmacy Supervisor) 
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5. What the project achieved  

 

How the programme works 

The PCN programme is directed towards patient wellbeing through fewer health complications, 

better adherence to care-plans and fewer prolonged hospital stays. In addition the benefit of 

increased staff confidence was sought in the organisations hosting the PCNs. The logic (theory 

of change) of how primary care navigation should impact on diabetes patients in Lambeth is 

stated as follows: 

1. If non-clinical staff attached to pharmacies and GP surgeries can develop the right skills 

and receive relevant support then they will be able to support patients with diabetes in 

navigating their way to the services that will increase their independence and maintain 

or improve their quality of life.  

Whilst quality of life is the ultimate outcome for patients, self-management was expected to 

have an impact on health services: 

2. If care navigation succeeds in this then it will reduce the demands made on clinical staff 

by diabetes patients thus creating more time and resources for other patients’ needs.  

These savings are likely to be substantial in 

successful care navigation projects. For 

example the Care Navigation project in the 

Brighton and Hove project (Fig 1, page 10 

above) which provided up to six navigation 

sessions for vulnerable older people had a net 

saving of £1365 per patient due to diverting 

patients from GP services. These savings derive 

from directing patients to a wide set of non-

clinical support services, community based 

activities etc. that enhance their ability to cope 

well with a long term condition.   

This report examines how far the Lambeth 

PCN project went in achieving these outcomes 

and the contributory factors. Given that much 

of the data available to the evaluation did not 

directly address these outcomes, many of the 

findings are provisional and would benefit 

from further statistical data. The outcomes will be explored in turn to understand where the 

programme matched initial expectations and where the most significant struggles and successes 

were. 

Patient achievements 

Engaging patients was still an issue for almost all PCNs at the end of the project. Many reported 

having a ‘lack of interested patients’, suggesting that PCNs and their colleagues need to be 

proactive in keeping the appointments flowing. 

Figure 3: Achievement of initial patient reach targets. 
(Source: supervisor survey) 



 
 

 
 

22 

Despite this, according to PCN supervisors, almost half of the projects completing the 

programme met their targets for numbers of total patients seen each month. These figures 

include repeat visits (shown in figure 3 above). There was considerable variety in the targets 

chosen and the data provided for this report did not include the rationales informing the choice.  

The PCN project that reached most patients 

also had the highest target (initially 60 per 

month, revised to 45). This pharmacy saw 65 

patients per month by the end of the project 

and had the largest number of survey 

responses (96, more than a third of the total 

responses). Of the three pharmacies which 

left the programme, two had targets of 10-20 

patients per month.  

As shown in figure 5, the vast majority of 

patients found at least some value in the PCN 

service (98.6%) and improved their 

knowledge of diabetes support and services 

(89.1%). These figures are reflected in the 

recommendations statistic, which shows that 

90.4% of patients would recommend the 

service to others.  

For most patients such assistance was 

unexpected and often much appreciated, as in 

the example below: 

“A patient who had type 2 diabetes, she was eager to manage the side effects of medications. 

I did some extra research, and I let her know about a patient expertise workshop. She didn’t 

get to go but I was in contact with her and I saw her regularly. Even now when I see her she 

is always friendly. I helped her to self-manage her symptoms, and was able to do more 

research about diabetes herself. The lady was really keen and was thanking me a lot for the 

effort, and gave me good feedback.” (Surgery PCN) 

Another example showed a PCN advising a customer who was recently diagnosed with diabetes, 

whose father was also diabetic: 

“He told me one of his father’s legs had gone purple. I told him his father had to have a 

check-up or he could lose a leg. He did listen to me and took his dad to the doctor but they 

had to amputate his leg. After that, I helped refer him to DESMOND, and now he goes every 

month. And he came back at Christmas and told me how much he appreciated the help.” 

(Pharmacy PCN) 

Whilst a tragic story the PCN’s role in advice and referral led to improved self-management and 

dedication to learning more about the condition.  

 

Figure 4: Percentages of patients who responded 
positively to questions on service value, 
recommendation, and knowledge increase. (Source: 
patient surveys) 
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Figure 5 shows the benefits to patients 

following an engagement with care 

navigation. These figures represent 

supervisor’ estimates rather than 

patients’ experience.  

Consequently these scores should be 

treated cautiously, as they could 

represent supervisor bias. Despite this 

the increase in self-management is 

particularly noteworthy given that it is 

seen as the key mechanism to wider 

improvements in healthcare. Also, its 

pre and post figures represent the 

largest gain, as perceived by 

supervisors.  

In the absence of other data, especially 

longitudinal, these figures offer a 

promise of impact given the low initial score provided for ‘self-management’.1 For PCNs the 

importance of self-management was clear: 

“[My supervisor] wanted the QOF to go up…. I wanted that too, it’s all about self-

management.” (Surgery PCN)  

Staff outcomes 

Generally, the programme has been 

successful in improving confidence in 

PCN knowledge, regardless of the starting 

position. Figure 6 provides PCNs’ 

perception of how their confidence levels 

have been affected by the programme. 

Confidence in knowledge of diabetes and 

signposting increased in all but one case. 

In all other cases, PCN confidence in their 

knowledge improved, often dramatically. 

This was the case for the PCN at the 

surgery case study. At the start of the 

project her confidence was: 

                                                           
1 Whilst not possible in this study due to timing of the evaluation it is worth noting the future studies of care 
navigation should consider  pre- and post-surveys of patients on key outcomes such as self-management, with 
long-term follow up to check for lasting benefit. These results may convince supervisors that care navigation 
can have a lasting impact on prevention of health complications and crisis, as well as replacing GP visitation. 

Figure 5: Self-assessed changes in outcomes selected by 
supervisors which relate to patient benefits. Note that 
only the supervisors who selected the relevant outcomes 
measured against them. (Source: supervisor survey, on a 
scale of one to five, where one is unacceptable and five is 
excellent). 

Figure 6: Self-assessed changes in confidence in 
diabetes knowledge and knowledge of signposting by 
PCNs. (Source: PCN survey) 
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“Zero! After the training, it went to 

5/10, after seeing the patients it was a 

7/10. In general it did give me more 

confidence in the reception role. I get 

more warm smiles now.” (Surgery PCN)  

Her supervisor agreed: 

“I think her confidence grew, she was 

very cautious at the beginning and by 

the end she was very confident. That 

was good for her, enriching and adding 

to her own skills. She has a bit more 

appreciation of patients and the patient 

journey.” (Surgery supervisor) 

Even for experienced employees, confidence was generally low at the start and the PCN needed 

practical experience before this improved: 

“[Before the first session] I was quite nervous. I didn’t know what to do…. After the first 

patient I got really excited. After that I had no problems. Now it’s just like another extra 

service. I just carry on, even though we don’t get money.” (Pharmacy PCN) 

This PCN improved to the extent that her 

supervisor “nominated our PCN and she 

became one of six health assistants of the 

year, out of 26,000 nominations.” 

(Pharmacy supervisor) Being a PCN in this 

case brought confidence and then a 

morale boosting award for the member of 

staff.  

Two supervisors chose improving staff 

confidence as a desired outcome and both 

perceived significant improvements in the 

levels of confidence their staff have in 

their diabetes and signposting knowledge.  

This provides a good foundation for the 

continuation of the project.  

Organisational outcomes 

Professional development: The clearest benefit for the organisations involved in the PCN 

programme has been staff professional development.  

Stronger links: A key achievement of the PCN programme has been the promotion of holistic 

patient care and the reduction of organisational silos at pharmacies and GP surgeries.  

Two sites (one pharmacy and one surgery) provide the strongest examples of improved links 

with other organisations as a result of their involvement in the programme. Both worked 

Figure 8: Self-assessed changes in links with 
neighbouring surgeries/pharmacies. (Source: supervisor 
survey) 

Figure 7: Self-assessed changes in outcomes selected by 
supervisors which relate to staff benefits. Note that only 
the supervisors who selected the relevant outcomes 
measured against them. (Source: supervisor survey, on 
a scale of one to five, where one is unacceptable and 
five is excellent). 
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closely with their neighbouring 

pharmacy/surgery, talking regularly to 

discuss the role. In each case this 

relationship led to an agreement to refer 

patients to each other when the other was 

known to be busy. 

More services: These links were formed 

despite differing organisational interests 

in participating in the programme. For 

many surgeries, the organisational 

interest was in the quality and outcomes 

framework (QoF) assessments related to 

diabetes. For pharmacies, the project had 

the advantage of allowing the chemist to 

offer more services. Offering such services 

makes pharmacy visits less commercial 

and builds stronger human relationships 

between customers and staff: 

“Customers know that we know them quite personally. They might come here as a first time 

diabetic and then they come back.” (Pharmacy supervisor) 

At the pharmacy case study the increase in customer interaction had an unexpected 

consequence: 

“We were so successful that it was a bit of a strain on the business. We were engaging with 

customers more and more. I told the head office I may need more staff because of this and we 

then hired new staff. As a result of the PCN role the pharmacy get more return customers 

who buy more.” (Pharmacy supervisor) 

Outcomes wanted:  These differences 

in organisational priorities are shown in 

figure 9, where four pharmacy managers 

chose improved customer loyalty and 

becoming a community hub through 

service provision, and five surgery 

managers selected improving their QoF 

points related to diabetes. Each outcome 

saw modest success with improvements 

of between 0.8 to 1 points. 

Sector outcomes 

The improved links between pharmacies 

and surgeries in Lambeth generated by 

the programme is described by one 

interviewee: 

Figure 9: Self-assessed changes in outcomes selected by 
supervisors which relate to organisational benefits. Note 
that only the supervisors who selected the relevant 
outcomes measured against them. (Source: supervisor 
survey) 

Figure 10: Self-assessed changes in outcomes selected by 
supervisors which relate to health sector benefits. Note 
that only the supervisors who selected the relevant 
outcomes measured against them. (Source: supervisor 
survey, on a scale of one to five, where one is 
unacceptable and five is excellent). 
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“We signposted to the surgery and the surgery sign posted people to us too. The GPs know 

about the diabetes PCN and I met them again recently. We’re less isolated now as a result.” 

(Pharmacy supervisor)  

Connections were improved across the sector through referrals to key organisations such as the 

DESMOND project. An important related indicator for the project as a whole was the reduction 

of the DESMOND “Did Not Attend” (DNA) rate across Lambeth. Of the six practices with 

complete data, three practices reduced the rate, two stayed the same and one (marginally) 

increased. The organisations with the largest DNA rates saw the largest decreases (from 55% to 

45% and from 30% to 16% respectively). Regardless of the DNA rate, the volume of patients 

going to DESMOND courses will have grown because the PCN work has led to more referrals. At 

one surgery the referrals to DESMOND courses increased exponentially after the beginning of 

the programme from 18 in six months (three per month) to 33 in the first month.  

Knowledge sharing among the programme managers also appears to have had an impact on 

local PCN provision. In the neighbouring borough of Southwark PCNs were trained by NAPC 

subsequent to the Lambeth training, thus spreading primary care navigation in London. As a 

member of an association of GP practices, one PCN also educated to other Healthcare Assistants 

across London on the PCN role. 

Reducing the burden on primary care: The supervisors saw the programme as having a 

relatively modest impact on reducing the burden on primary care. This was to be expected 

given the scale of the project, and its short-term nature. Long-term follow up may show that the 

improvements in self-management have led to some permanent reductions in primary care use 

amongst diabetics. Nevertheless a PCN supervisor observes that the benefits gained for diabetes 

patients from care navigation could be usefully replicated for other care groups:  

“Getting the information as early as possible is important. As with asthma and blood 

pressure, knowledge from the PCNs can reduce hospital admission.” (Pharmacy supervisor) 

Using self-management as a mechanism to prevent health sector burden also represents a 

small shift in approach for primary care organisations from focusing on illness to wellbeing, and 

a more holistic view of engaging patients. 

Differences in outcomes between surgeries and pharmacies 

In their self-assessed outcomes, GP supervisors generally chose ambitious targets and graded 

themselves low on most outcomes, particularly targets such as reducing hospital admissions. No 

single outcome at surgeries had an average increase of above one out of five.  

System-wide outcomes were seen as less important in pharmacies and reflected a different 

outlook, seeing the PCN programme as a ‘way to do things differently’ (working with surgeries 

more or becoming a community hub). Staff outcomes were emphasised more with staff 

confidence being an important outcome for two supervisors. The largest category was patient 

outcomes, particularly promoting healthy lifestyles amongst customers and self-management. 

The seven pharmacies which stayed for the duration of the programme achieved strong 

outcomes (albeit self-assessed), all of which increased by at least one out of five, and up to two 

out of five.  
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6. Making PCN projects successful 

 

Much of the data collected explained the outcomes being achieved by the PCNs as they 

navigated patients through the diabetes system. Using literature, interviews, surveys and case 

studies, we have identified four key factors that impact on PCNs’ ability to perform their 

navigation role in a way that delivers a quality service and impact to patients. These are 

described in figure 11 below and then described in more detail and their sub characteristics 

identified. 

Patient mind-set 

PCNs were dealing with a wide variety of patient needs: for instance more than two  

in five patients were already well informed about diabetes before their PCN session.2 However 

having a high degree of knowledge did not impact on whether they increased knowledge or not 

following the navigation session. This finding was supported by interview data:  

“PCNs help because [patients] might not have got this information from GPs or nurses.  Many 

didn’t know those services were out there. You’d hope their knowledge and know-how would 

increase regardless.” (Surgery supervisor) 

Instead, what patient’s expected from the PCN service appears to have had an effect on whether 

they used and benefited from the navigation service or not. 

                                                           
2 Across all sites, 42% of patients were already very informed before their PCN appointments. The 
‘very informed’ were the largest segment, whilst patients with ‘no knowledge’ were the smallest 
(15.4%). 

Figure 11: The four most significant factors in achieving successful patient outcomes and quality service in the 
diabetes PCN project. Identified through framework analysis and interviews 
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Patient expectations 

A significant element of the training was devoted to enabling the management of patient 

expectations and to recognise the boundary with clinical work. For example, one of the training 

providers mentioned that she made a particular point of ensuring that PCNs make it clear to 

patients from the outset that they are not providing clinical support.  Patient expectations 

remained a significant challenge for a number of PCNs. This is because patients, including those 

with co-morbidity, see PCNs in clinical settings which produces a strong expectation that the 

PCN will provide clinical help: 

“They initially think you’re clinical and I’ve had to manage their expectations…. One 

[patient] was crying and saying ‘She’s not even a doctor!’ At the beginning I lacked 

confidence in being a PCN and so them saying that knocked my confidence.” (Surgery PCN) 

In these circumstances it proved difficult to engage patients to have a navigation session or to 

sound authoritative during sessions. The setting of the contact with the PCN can drive the 

patient’s expectation that navigation will provide clinical support:  

“The PCN saw them in a clinical room, maybe a counselling room would’ve been better.” 

(Surgery supervisor) 

Finally, patients with comorbidity provide a particular challenge:   

“Many had multiple-long term conditions and they wanted to offload about their conditions. 

Keeping in contact with them was hard with some vulnerable people. The hardest group to 

engage were those with multiple issues; those with just diabetes were much easier.” (Surgery 

PCN)  

 

PCN attributes 

A number of factors appear to influence how actively the PCN role was taken up, besides spare 

time. 

Character of the PCN 

Several PCNs mentioned in their surveys that continuously refreshing their knowledge was 

important for putting their skills into practice. The PCN at one pharmacy stated the importance 

of being active in learning, including “keeping up to date with latest news/info. on Alternative 

therapies.” Others mentioned the importance of studying patients to understand which patients 

might be interested in the PCN before making an approach. 
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There was no agreement among 

interviewees on which attributes were most 

important (see figure 12), although several 

categories stand out: 

 Bravery/Confidence; 

 Ability to listen; 

 Flexibility; 

 Resilience; 

 Proactive; 

 Caring attitude.3 

A major factor in having a successful PCN 

service appears to be their personal 

confidence and their confident use of 

knowledge.  Whilst there is little data on the 

character of PCNs and their people skills, 

there are some indications from patients on 

this. Common patient feedback suggested 

PCNs were ‘friendly’, ‘pleasant’, ‘polite and 

helpful’, ‘relaxing’, and ‘nice’. Having a good 

demeanour seemed essential. One PCN 

suggested being patient and empathetic was 

important. According to the factors that 

support active take up of the PCN role, 

having the autonomy and courage to make 

the role successful is also important.  

The PCN’s initial level of confidence related to their 

demeanour. PCNs who did not naturally thrive in 

coaching and directing patients often attempted to 

find ways to learn how to relate better. One PCN 

stated a wish to improve her communication skills. 

Another shadowed 12 PCN sessions before beginning 

her own sessions independently. One PCN requested 

their supervisor attend her sessions and give feedback 

at the beginning of the project.  

The PCN steering group found ten factors that 

supported PCN confidence (figure 13), the most 

important being experience of small successes, 

recognition of good work, feedback from patients 

and colleagues and support from both the 

programme and the home organisation.  

                                                           
3 The upcoming Navigators Competency Framework has a set of nine domains in which a care navigator 
requires a level of skill including communication; enabling access; personalisation; coordination; building 
relationships; practice knowledge; personal development; handling data and information; and professionalism. 

Figure 12: Interview responses to the question: What 
characteristics do you think are important in a being 
a good PCN? (Source: case study interviews) 

Figure 13: Factors contributing to PCN 
confidence. (Source: steering group workshop) 
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Experience in relevant role 

The PCNs took up their role in a variety of ways. However, it was extremely common for PCNs to 

struggle to find the time to dedicate to navigation, particularly during busy periods.  Because all 

PCNs have another job in the organisation, time was a continuous issue.  

Having long-standing experience in dealing with patients and access to several parts of the 

organisation appeared to facilitate successful take up of the PCN role. The job titles of PCNs vary 

considerably, with the main categories being Health Champion (in pharmacies), receptionists, 

administrators, health care assistants (in surgeries) and specific roles such as phlebotomist and 

dispenser trainee.  

Half of the PCNs had multiple roles, particularly in pharmacies. Having multiple job titles is 

likely to create variety in how the role is taken up by PCNs as it is often a mix of inward and 

outward facing roles. It was also common for Healthcare Assistants to take the role who already 

ran other services, such as phlebotomy and smoking cessation. Experience of close patient 

interaction, particularly services dealing with behaviour change appears helpful in enabling 

patients to learn self-management. 

Engagement ‘toolkit’ 

The PCN in the surgery case study experienced a “flood of navigations at the beginning and then 

it dried up.” (Practice PCN) Having a variety of ways to gain patient referrals is important and 

PCNs would clearly benefit from a toolkit of techniques for patient engagement.   

Some PCNs took a relatively passive approach to recruiting patients. In these cases, many 

referrals came from the PCN materials, particularly posters. For most PCNs initially engaging 

other colleagues in the PCN programme can lead to a steady stream of referrals coming from 

medical staff, usually GPs and pharmacists.  
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One PCN provided a lively account of good practice in patient recruitment. He initially emailed 

all practice staff on his PCN role and repeated this email mid-way through the project. He also 

raised the navigator role during fortnightly staff meetings. Each morning the PCN looked 

through bookings to identify diabetes appointments and added notes for the GP or nurse to ask 

patients for a word with him. He also sent text messages to all diabetic patients on the surgery’s 

records (almost 300), and received four responses. As a Healthcare Assistant, he used annual 

reviews as the main vehicle to get to patients. Referrals also came from patients who had 

recommended the service to friends.  

Some of these methods became too time consuming to continue by the end of the project. 

However simple questions are also effective in getting patients to engage with the PCN: 

“If they are on diabetes medicine I ask how they are getting on.” (Pharmacy PCN) 

The response to this question can be a gateway to a PCN session or simply a check-up on 

patients that makes them feel supported. 

Organisational assistance 

It is possible that setting challenging patient targets may have led to demotivation among PCNs 

upon realising that these targets were unobtainable. However, in interviews with staff they 

revealed that patient targets were not a significant factor in their PCN work. What mattered 

more was the amount of freedom they had in taking up the role and the support they were given 

internally. 

Freedom allowed 

Being unable to be flexible over appointments can be a barrier to maintaining a regular flow of 

patients. The case study pharmacy PCN managed to see customers for PCN sessions flexibly so 

long as there was sufficient cover: 

“The lack of staff is the main issue. When we don’t have enough staff I can’t do my service. 

Normally we have four staff, and when everyone is there its fine. When people are too busy I 

have to make an appointment with them for later.” (Pharmacy PCN) 

When cover is available, the PCN had the freedom to take patients who were in the pharmacy to 

an ad hoc navigation session, in part due to her supervisor providing support: 

“I’ve got a good relationship with the PCN. I just let her go in the room, and I can cover the 

pharmacy.” (Pharmacy supervisor) 

Conversely, PCNs in busier, more structured organisations may be less likely able to be flexible 

in appointment times. At one clinic the PCN had very little time: 

“An hour a week, I had an hour to do a PCN surgery. I had to set time to do it before work, 

the hour before work…. I had a room once a week with a badge on the door.” (Surgery PCN) 

Whilst it would not have been unusual for patients in GP surgeries to arrange and wait for 

appointment, the lack of flexibility in scheduling appointments was likely to deter many patients 

from attending PCN sessions. 
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The busyness of this surgery and the structured nature of the PCN’s daily role mitigated against 

flexibility. The role of the organisation’s culture in enabling flexible service and staff autonomy 

is critical in fitting in with patient availability.  

Even when PCNs can be flexible in making appointments patients’ commitments can still make 

fixing appointments difficult:   

“Working people were quite difficult to engage. They work Monday to Friday and so I have to 

get appointments with them at the weekend.’” (Pharmacy PCN) 

In all cases, finding time and space to talk to patients privately was crucial and essential for 

enabling patients to relax and discuss their needs. PCNs who do not have an easily booked space 

may have struggled. 

Internal support 

One PCN at a surgery lacked any internal support after the lead nurse left: the practice’s doctor 

was new and always on a different shift to her. The lack of help in referrals, advice and 

resources appeared to have a strong negative impact on the PCN’s ability to fulfil the role. 

Conversely, support from key staff in the host organisation can reduce organisational obstacles 

for PCNs. Very few PCNs mentioned the supervisor as an important component for success; it 

was more likely that PCNs looked to their own skills and agency. This is exemplified by a 

pharmacy PCN who stated: 

“Nothing can actually prevent me [from succeeding] as far as I engage with customers 

everyday.”  

Having no supervisory support became an issue when the PCN had no other colleagues to rely 

on instead.  

Supervisors remained the most obvious source of help when PCNs had difficulties. For PCNs 

with lower initial confidence, the supervisor relationship appears more important and there 

were several examples of supervisors’ role playing before the first PCN session or shadowing 

initial sessions and providing feedback. For the case studies, the PCNs would often rely on their 

supervisors for help with official paperwork and drafting letters. In some cases, the supervisor 

was also the main internal referrer for the PCN and a constant source of help: 

“We get on very well. We’ve both been here a long time. My supervisor is the Pharmacist 

and she helps refer patients. When she gets a diabetes medicine prescription she writes 

‘PCN’ on the label so I know to follow it up with the patient. We have meetings. If I need any 

help, I just ask.” (Pharmacy PCN)  

In the majority of cases the supervisor relationship was helpful rather than crucial for the PCN. 

Yet for the programme as a whole, supervisors were a vital early contact point and needed to be 

mobilised to begin the programme.  

Supervisor motivations also shaped how transformational the programme could be. Supervisor 

attitudes towards the programme ranged from seeing the project as potentially 

transformational (one pharmacy saw the programme as a way of becoming an information hub 

for the community) to being about utilisation of equipment. Consequently whether the PCN 



 
 

 
 

33 

programme is seen as core or a peripheral exercise has an impact on how the project is 

resourced internally.   

The perceived importance and buy-in across the organisation also had an impact on how well 

supported the PCN is by internal referrals. In the surgery case study, the PCN struggled in this 

respect: 

“I think I lacked support from the doctors. I doubt they directed anyone to me.” (Surgery 

PCN) 

Internal referrals were a crucial resource for PCNs to perform their service and without this, 

engaging patients was a strenuous exercise.  

Programme support 

Support from the programme was generally seen as important by the PCNs in their 

preparations to take up the role of PCN. PCN support requirements related to the timeliness and 

relevance of support, and the quality of materials.  

Frequency and topics of support 

Whilst there was agreement among experts at the programme steering group that PCNs needed 

little or no medical knowledge, PCNs on the ground tended to think that clinical knowledge was 

an important enabler to being a successful PCN:  

“It helps to know some clinical sides of diabetes and I’ve learnt much more from being 

involved as a PCN.” (Pharmacy PCN) 

In both case studies, PCNs stated that further induction into diabetes as a disease would have 

been helpful before beginning as a PCN. 

Whilst all PCNs appeared to appreciate the quality of the training, some PCNs had suggestions 

for other training topics, besides further clinical knowledge of diabetes:  

 More descriptions of what happens day-to-day as a PCN; 

 Meeting diabetic people and learning from their experience as part of the training; 

 Practical training (possibly on how to engage and work with patients). 

The training in the programme was front-loaded and several survey responses and interviews 

mentioned a desire for ongoing training throughout the programme. This need was particularly 

felt by the PCN at the surgery case study, who was in her early 20s and had only recently begun 

working in surgeries:  

“I would’ve liked more training… “Initially the training was really exciting but I thought 

there should be an upkeep. The training could be throughout. It would’ve helped when I got 

stuck.” (Surgery PCN) 

Continuous training may have also helped with the fatigue that some PCNs felt as the project 

wore on. In one case, a PCN reported losing some of the “adrenaline you first had at the 

beginning as a PCN”. 
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For other PCNs support was only a minor issue, particularly those who took a proactive 

approach in their relations to the programme managers and asked questions on a continuous 

basis.  

Quality of support materials 

According to the expert steering group, knowledge of local provision was the most important 

piece of knowledge for PCNs. This was provided via the training and the Diabetes Navigation 

Prescription Document. PCNs particularly appreciated the latter:  

“The booklet was really helpful. I wouldn’t have found that by myself. And it’s broken down 

in a helpful way too.” (Surgery PCN)  

“The prescription was very good, but some weren’t accessible, and would be good if it was 

online too.” (Surgery supervisor)  

A PCN website would also be beneficial, rather than sending patients an email of the 

prescription. Being a paper manual, the diabetes navigation prescription was seen as 

“somewhat out of date” by one PCN and another stated it was not user friendly. One suggestion 

was that the prescription could have had more information on each service to help the PCN 

decide the relevance of the provision before recommending it.  

Despite being produced a little late the posters in pharmacies were seen as “really 

helpful.”(Pharmacy supervisor) and generated a number of referrals. In the surgeries referrals 

usually came from colleagues, but in two practices which had problems with internal networks, 

half or more of the patients were referred from posters. This implies that the materials were an 

important referral ‘safety net’ where internal referral mechanisms could not be worked out 

among colleagues. 
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7. Conclusions 

 

Whilst the results above have been encouraging, the scope and scale of the evaluation was 

limited and the quality of the data was generally not robust in the absence of a longitudinal 

element. Future evaluations would benefit from further in-depth access, particularly before and 

after surveys to measure patient outcomes and measures of primary care usage by the target 

group at the beginning and end of the intervention. In spite of these limitations, we have drawn 

the following conclusions: 

Building a system 

Beyond the treatment and support provided for individuals with diabetes, largely through 

clinical expertise and primary care, there is no distinct broader system of care combining health 

and social care. The absence of this system, it is suggested, could inhibit the development of 

patient knowledge of what is available and how to access it. Serendipitously the PCN project has 

begun to address this by providing the knowledge, contacts, links and opportunities that draws 

the system together. This has been described as turning a clinical appointment into a 

conversation covering the wider aspects of living with diabetes.  Making ‘starting conversations’ 

a key part of the training clearly addresses and initiates this idea of system building emerging 

from the knowledge that the PCNs accumulate and deploy.  

Referral, attraction and engagement 

The navigators reported difficulty in attracting the number of patients that they had anticipated 

supporting. Coupled with this many reported a lack of patient interest. Several PCNs describe 

internal referral as an essential route while also commenting on its inconsistency. At an 

anecdotal level this seems to compare poorly with both the Brighton and Hove project and the 

Oxford Terrace Gateshead experience.  In the Brighton and Hove example the care navigators, 

although volunteers, were seeing their ‘patients’ for up to six episodes through which their non-

clinical support and engagement was progressed. In Gateshead the provision of a full time 

equivalent care navigator within a single practice led to contact and support for 86 people over 

a six month period. Although direct comparisons cannot be made, because of the variations in 

conditions across the two projects, the Gateshead project has two features that could be 

contributing to its success. Firstly, full time care navigation was available thus enabling 

flexibility and follow up in engaging patients and making arrangements with them. Secondly the 

patients accessing care navigation were people with long term conditions who were being 

discharged from hospital. The direct referral to care navigation from the hospital, along with 

dedicated management support for navigation within the practice, ensured a full flow of 

patients. Clearly take up of care navigation by patients will be voluntary but these examples 

suggest that by constructing ease of access and referral across the system then the incidence of 

take up could be improved  

Perceptions of PCNs 

Key to the success of the PCN project is how PCNS are perceived and their role is fostered 

especially with clinical colleagues and through supervision. It is essential that they are not 

viewed as a supplementary clinical role or asked to convey clinical information between patient 
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and GP. Neither should they be seen as counsellors although befriending is clearly essential. 

This means that PCNs are not expected to have deep knowledge of diabetes and instead need 

only to be familiar with the basic terminology.  Essentially their role is one of converting their 

understanding of a patient’s needs and circumstances into an offer of connection with support 

and services. In this role signposting comes to the fore alongside a capacity to know where to 

look for useful information for the patient. Although PCNs acknowledge that there is a risk of 

creating patient dependency over several episodes of engagement the risk is worth it. This is 

because of the opportunity the contact presents for an increased understanding the patient and 

feeding back that knowledge into clinical practice.  

Further evaluation 

As the programme is developing it would benefit from a more detailed evaluation especially on 

qualitative issues. Items that could usefully be covered include:  

 Knowledge of how PCNs are coming to the attention of patients so that reach and 
engagement can be well understood. 

 The extent to which PCNs are becoming an established part of the service offer for 
people using either pharmacies or the GP surgery.  

 The experience of care navigation from the patients’ perspective. What outcomes are 
they experiencing? Do they, for example, for example, feel more in control of their 

condition?  

 What has been the impact of PCN work to the GP surgeries and pharmacies in which 

they have been placed? 

 The proportion of patients within the target group that have taken up the Care 
Navigation offer. This could include data on reasons for take up as well as those for 

declining the offer.  

 

Generic PCN work 

7.6 Now that NAPC is establishing a generic programme for Long-term Conditions a clear 

boundary should be described around the PCN’s role and patient engagement. Also, the Diabetes 

Navigation Prescription provided for the Diabetes programme is limited in the information it 

provides and has long intervals between updates. For future projects PCNs would benefit from a 

more interactive, and preferably mobile way, of managing and updating knowledge.  

Pharmacies vs GP Surgeries 

The benefits of working this combination are clear in pooling professional knowledge of non-

clinical support for people with diabetes. Equally it strengthens collaboration and contributes to 

the building of systemic and holistic diabetes care.  The specific PCN qualities of pharmacy or 

surgery staff have only surfaced in an anecdotal way. For example surgery staff benefit from 

being in the stream of a clinical environment and have the added benefit of dedicated access to 

diabetes patients. The downside is that this setting can engender unrealisable patient 

expectations of PCN clinical intervention and support while producing uncertainty that eclipses 

the wider PCN offer. Alternatively pharmacies with their street-side easy access provide fertile 

opportunities for drop in conversations that could readily lead to PCN engagement and input. 

Arguably a significant limitation on gaining full insight into the differing impact of the two 

settings lies in the limited time available from staff for navigation given its part time nature. 
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Consequently this study has been unable to assess the relative benefits of this type of PCN 

arrangement against others, described above, that may use peers, volunteers or a more 

dedicated and integrated navigation service.  

Limitations 

The scope of the evaluation together with confidentiality and data protection requirements did 

not enable us to gain data directly from patients or outcome data from PCN interventions. Much 

of the data analysed for this evaluation was provided through survey tools established by NAPC 

prior to the start of the evaluation. Additional qualitative data was provided from our case 

studies and through workshops and meetings with steering group members and PCNs. 

Recommendations 

1. Establish ways of identifying and clarifying the expectations that patients can have of 

PCN services.  

2. Develop a data base of PCN episodes and interventions in order to gain a clearer 

understanding of the contribution they are making to (a) patient outcomes (b) GP 

surgery resource use.  

3. Review in more detail the mechanisms and processes by which patients connect to the 

PCN services to ensure take up by all those who can benefit from it. 

4. In relation to access and referral consider how this might be affected by the employment 

and support model available for PCN’s. This could mean, for example, comparing the 

merits of adding the PCN role to an existing role (The Lambeth model) against the 

benefits offered by using the same resources to establish a full time, or close to full time 

role (Gateshead model). A further alternative would be a volunteer/peer group 

approach through which navigators provide a longer term, but well defined ,  

programme of support (Brighton/Hove model) 

5. Review the impact of PCN availability on patient awareness of, and access to, the service 

and consider ways of providing greater flexibility of access. 

6. Explore digital methods of compiling and disseminating the navigation prescription. 

This will ensure that the information it contains is timely and can be contributed to by 

all those who have a connection with diabetes services in the locality. This would make 

it in effect a live instrument of knowledge provision, retrieval and dissemination.    

7. In future such projects should explore ways of obtaining and managing patient data that 

provides an understanding of the ethnic and cultural dimensions of the PCN take up and 

use. This could provide granular data on how PCNs address health inequalities.  

8. Develop succession planning for PCNs and continuous recruitment to ensure a 

maintenance of the service.  
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