Strand one: Learning from PCHs

How to set up a primary care home or
primary care network
Speakers: Dr Nav Chana, National PCH Clinical Director, NAPC (session chair), Dr Johnny
Marshall OBE, Lead for the NAPC’s Primary Care Home Delivery Programme in
Bedfordshire, Luton and Milton Keynes (BLMK) and Andy Mullins, Lead for the NAPC’s
Primary Care Home Delivery Programme in Dorset

How to set up Primary Care Home
Dr Johnny Marshall and Andy Mullins
NAPC Annual Conference 17th/18th October

Primary Care Home has four key
characteristics and six key enablers
1

2

an integrated workforce, with a
strong focus on partnerships
spanning primary, secondary and
social care;
a combined focus on
personalisation of care with
improvements in population
health outcomes;
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aligned clinical and financial
drivers
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provision of care to a defined,
registered population of between
30,000 and 50,000.
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Getting Started

• Forge a coalition of the willing
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• Build trust and relationships

2

• Go where the energy is and grow by
doing

3

• “Use the force Luke” - team motivation
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• Start to change mindsets
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Start to change mindsets
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Start to change mindsets

Treat what presents
Individual

Only I can do this
Primary Care is General
Practice
They won’t let me do this
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Focus on social
determinants
Individual and whole
population

Who in the wider team
can do this
Primary care is 1st point
of contact
We’re going to do it
anyway

1

Forge a coalition of the willing

The true value of a Primary Care
Home, comes from the unexpected
insight that only comes when you
connect people, data and ideas
together in new ways
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Forge a coalition of the willing

• Resist the temptation to mandate
• Create headspace
• Encourage
• Stimulate the conversation
• Support and nurture emerging
leaders

• Go see some examples, learn
from others
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Build trust and relationships

2

Build trust and relationships

Patrick Lencioni
5 Dysfunctions of Team, 2002

…..and pay
attention to
outcomes

Inattention
to Results
Avoidance of
Accountability

Lack of Commitment

Fear of Conflict

Absence of Trust

When teams
commit together
they can can hold
each other to
account……

Commitment
follows healthy
conflict

Healthy/ respectful
dialogue

Develop Trust
Based
Vulnerability
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Go where the energy is and grow by doing
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Go where the energy is and grow by doing
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Go where the energy is and grow by doing

• Fan the flames

• Move fast, try it, learn, fail, try it,
succeed
• Take time to fully understand the
problem/opportunity through the eyes of
everyone
• Use the opportunity to build trust and
relationships
• Learn about the improvement process
process
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“Use the (work) force, Luke”

4

“Use the force, Luke” – Team Motivators

• Common purpose – working
together on something worthwhile
• Mastery – opportunity to
develop news skills and
be recognised for it
• Autonomy – self
direction/empowerment
Dan Pink, 2009
Drive, The surprising truth about what motivates us
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Mapping the journey……
Primary Care Home Development Grid
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Evaluation

1.1 - All GP practice
partners are committed to
working in a highly
collaborative way towards
improving population
health

2.1 - The population is a
right size to care (approx.
30-50k)

3.1 - There is a good
understanding of the
services available across
all local organisations and
providers

4.1 - Current workforce
skills, qualifications and
capacity across all
providers have been
identified

5.1 – The PCH has a vision
that has been developed
with key partners, with key
steps around how it will be
achieved

6.1 – There is a clear
definition of the outcomes
desired and how these will
be measured

4.2 - Current and future
demands on the workforce
are understood

5.2 - Governance
arrangements to support
collaborative working
across the PCH and wider
system agreed

1.2 - Secondary,
community and mental
health trust(s) are
committed to working in a
highly collaborative way
towards improving
population health
1.3 - Local Authority,
social care and public
health are committed to
working in a highly
collaborative way towards
improving population
health
1.4 - Key local
organisations e.g.
employers, voluntary,
charitable and private
sector organisations are
committed to working in a
highly collaborative way
towards improving
population health

2.2 - There is a good
understanding of the
health, care and wellbeing
needs of the local
population and this
understanding has been
informed by all partners
2.3 - Data is available to
develop an in-depth
understanding and
segmentation of the
population health need
and service operational
needs
2.4 – There is a plan to
share and link person-level
data across partners in
real-time with read/write
access

3.2 - Services have been
jointly reviewed with the
aim of improving
population health
outcomes
3.3 - New service models
that emphasise proactive
prevention, ongoing care
and self-care as well as
treatment, have been
designed and tested (right
care, right place, right
time)
3.4 - New service models
that enhance access and
care navigation to best
meet demand, have been
designed and tested

4.4 - There is a clear
strategy for attracting and
retaining the workforce in
a sustainable way
4.5 - There is a well
articulated development
(education and training)
strategy for teams working
across the locality

5.3 - Accountabilities and
responsibilities for
delivery across the PCH
have been agreed

6.3 - A balance of
programmes and measures
exist across the quadruple
aim to inform progress and
decisions

5.4 - Local population and
staff are involved in the
co-production of strategic
priorities

6.4 – There is a culture of
rigorous (rapid, pragmatic)
evaluation to learn and
spread at PCH/Locality and
Dorset level

5.5 - The PCH has a strong
voice in directing how
resources are allocated as
well as the way in which
services are delivered

6.5 - Evidenced progress
used to facilitate
productive commissioning
and incentive discussions
with the system

Right Care

10 High Impact
Changes

4.6 – The key challenges of
collaborative team working
across organisations have
been identified and
overcome

1.5 - Public and staff are
engaged, enthused and
committed to working
collaboratively across the
community to improve
population health

Resources

New Care Models
Frailty

4.3 - There is a clear
definition of what the
future skills, capabilities
and roles will look like
based on population needs

6.2 - The impact of how
outcomes contribute
towards PCH and ACS
priorities is understood

Complex/ LTC

Routine
Care/Access

Urgent Care

Personalised Care
Budgets

Getting Started

• Forge a coalition of the willing

1

• Build trust and relationships

2

• Go where the energy is and grow by
doing

3

• “Use the force Luke” - team motivation

4

• Start to change mindsets

5

19

Some of the resources referred to
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•

We Still Don’t Know the Difference Between
Change and Transformation, by Ron Ashkenas,
HBR, January 15, 2015

•

Leading Change Why Transformation Efforts
Fail, by John P. Kotter, HBR 2007

•

5 Dysfunctions of Teams, by Patrick Lencioni,
2002 (John Wiley & Sons)

•

Drive, The surprising truth about what motivates
us, by Dan Pink, 2009 (Riverhead Hardcover)

