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Learning from historyé

Å Engagement of primary care clinicians vital

Å Primary care and population size matters 

Å Incentives v overall management of population 

resources

Å Clinical integration is important (primary and 

secondary)

Lewis R and Chana N (2018)"The primary care home: a new vehicle for the delivery of population health in 

England", Journal of Integrated Care, Vol. 26 Issue: 3, pp.219-230, https://doi.org/10.1108/JICA-04-2018-0032
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Primary Care Home (PCH):

a form of Primary Care Network
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Development Cycle

6 Enablers

Building the energy, commitment and capability

Primary Care Home has four key 

characteristics and six key enablers

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;

aligned clinical and financial 

drivers 

provision of care to a defined, 

registered population of between 

30,000 and 50,000.
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PCN Maturity Matrix

Foundation Stage 1 Stage 2 Stage 3
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Our starting pointé.

The greatest influences on people's 

health and wellbeing come from 

outside direct healthcare provision

McGovern L, Miller G, Hughes-Cromwick P. Health Policy Brief: The relative

contribution of multiple determinants to health outcomes. Health Affairs.

21 August 2014. Available from: 

http://healthaffairs.org/healthpolicybriefs/brief_pdfs/healthpolicybrief_123.pdf 
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Multi-agency community provision
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PCH based on ówholeô population 
health management approach
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PCH List Size:
36, 890

Generally well

27439 (74%)

Long term conditions / 

Long term needs

5,935 (16%)

Complexity of LTC(s)

and/or disability

3516 (10%)

Low risk High risk Low risk High risk All

Children and Young 

People (11,942)
(0- 25)

9685            1515 397          288 57

Working Age Adults

(22,129)

(26- 65)

7395          8394 748            3652 1940

Older People

(2,819)

203             247 85          765 1519

(66 and over)



Activity and cost by segment

East Merton PCH Segmentation Analysis



East Mertoné

Acute response 

Integrated nursing

Mental health (CYP and older age)

Specialist advice (including radiology)

Care navigation and health coaching

Medicines Management

MSK and OT

Benefits, employment and housing advice



Generally well/

good wellbeing

Long term condition(s)/

social needs

Complexity of LTC(s)/ 

social need and/or with 

disability

Children and 

young people

Working age 

adults

Older people

Multidisciplinary Team 

with generalist values
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Only 4 things to doé. 

Forge a coalition of 

the willing

Build relationships 

and trust

Inspire the team 

and fan the flames

Challenge and help 

to change fixed 

mindsets


