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General Practice – The Challenge

The Challenges
•

How to continue to deliver high quality care
and accessible services

•

How to improve coordination and
collaboration and reduce fragmentation of
care

•

How to deliver the workforce to sustain
primary care services, now and in the future

•

How to address health inequalities and focus
care on those who are most in need

•

How to improve the use of information and
technology to improve care for patients

•

How to address variability of care

•

How to involve patients in decisions about
their health

•

How to lead relevant research and
development

“You’ve got a rare condition called ‘good
health’. Frankly we’re not sure how to treat it.”

General Practice – A Driver of More Cost Effective Care

A year of care by a GP costs 10% of
a day’s stay in hospital

An increase of just one GP per
10,000 population is associated
with a 6% decrease in mortality

General practice delivers 90% of all
contact in the NHS for <10% of the
overall healthcare budget

Case for Change
The current health and social care economy is facing unprecedented levels of pressure and will not
be sustainable in the long term without transformational intervention
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Patient Access – What patients say…
The Facts

CCG Results
Very easy

National


70% of people in the UK have seen their GP in
the last 6 months, 50% have seen a nurse



25% found it difficult to access an appointment



The majority (87%) of patients still book their
appointments by telephone



Awareness of online services has increased and
now 30% of people are aware that they could
book appointments online
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CCG Results Over Time
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Over the last 3 years patients have found it
increasingly difficult to access GP services



37% of those surveyed found it not easy to
access services (11% higher than the national
average)
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But the habits of our population are changing…..

Shifting Habits
• 82% of the UK population now use
the internet to transact
• But <1% of patients using the internet
to interact with clinicians!
• Birmingham has highest penetration
of Smartphone use in the UK….nearly
30% more than London
• We have the population and capability
to shift the balance of provision to the
web!

The Modality Partnership

At a Glance
•
•
•
•
•
•
•
•
•
•
•
•

18 mergers
85,000 patients
30+ partners
1°and 2°care contracts
300+ staff single org.
19 primary care sites
Integrated IT: EMIS Web
Single Partnership – partners
own shares of the organisation
One model of care
Corporate Structure
Executive team manage day to
day
GP Partnership Board to oversee
governance

Modality Population Growth
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The Modality Platform

Modality Partnership
Enhanced
Access
Channels

Central
Administration
Function

Modality
Model of Care
The Modality Platform

•
•
•
•
•
•
•
•

Website Re-design
Modality App
Skype consultations
Telephone consultations
Self help
E consulting
Centralised call centre
Face to Face

•
•
•
•
•
•
•

Standardised clinical templates
Standardised referral templates
Population Health planning
Premises Standardisation
Specialist Services
MDTs wrapped around GP
Practices
Care Plans for LTCs

Change Management
Business Development

•
•
•
•
•
•

HR (induction/appraisals)
Governance (reporting
metrics)
Finance (financial reporting
and forecasting)
Group Purchasing
Single Secretarial Team
Centralised Training

Service Improvement: Patient Access
Online via the website
Via Skype

In person

By Phone

Via a mobile device

www.modalitypartnership.nhs.uk

Our MCP Vision and Mission Statement
Based on our registered population, our collective vision is to develop a true population health
model that provides the right services by the right team at the right time and place based on
individual needs and acuity
Together, we will:
•

Increase access to our services and
ensure the right care and support at
the right time and place by the right
professional team, delivered in the
way people want according to their
needs

•

Make the best use of available
c together to
resources and work
provide integrated and seamless care
closer to home

•

Harness our collective skills,
capabilities and expertise to deliver
excellent quality and experience and
value across the system and improve
long-term outcomes of our population

Working Together

Together, we will:
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Our Proposition: Focusing on What Really Matters
We have designed the new care model through the lens of our population, patients, and workforce
Population and Patients
I know how to access
care whenever I need it
(24/7)

I am always directed to
see the most
appropriate person

I have access to the
information I need to
help me manage my own
health and wellbeing

I am always treated with
respect and dignity

I am supported to make
choices about my health

I am supported to stay
at home for as long as
possible if I am unwell

I understand my role
and responsibilities and
how I am making a
difference

I am compensated fairly
for my job

I am well supported to
succeed at my job

I have access to
training and
development

I am able to maintain a
good work-life balance

I have a clear view on
how my career can
progress

Workforce
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Operating Platform: Required Capabilities
Our operating platform is an integrated suite of capabilities, powered by business intelligence and
interoperable systems, continuously refined to manage risks and deliver optimal care needs for the
population
Provision

Service
Delivery

Wellness, Prevention &
Community Resilience

Care
Management

Enhanced
Primary Care

Acute Interface

Care
Coordination

24/7 Single Point of Access

Coordinate and oversee
the clinical provision of
care across the continuum
of health care services

Care
Coordination

Commissioning

Business Intelligence & Technology

Referral Facilitation
Service & Pathway Redesign
Provider Mix & Care Model Design
BCC / BSMHFT

System
Configuration

People engagement and
empowerment

Provider Contracting

Low Risk

High Risk

Moderate Risk

Prevent unplanned hospitalisation and
avoidable admissions

Outcomes Monitoring

Financial Management

Workforce and Organisation Development
Programme Management

Population
Health
Apply proven health
management principles to
deliver the right services by
the right team at the right
time and place based on
individual needs and acuity

Manage goals, empower, prevent avoidable
decline, and treat in least restrictive setting

Communications and Engagement
Transformation
Execution

SWBH

Population Health Risk Stratification
Well

Contracting
Management

BCHC

Modality

Outcomes and
Financial
Accountability
Provide measured
outcomes relating to
individual experience and
population cost and health
and bear financial risk for
the health care needs of
Modality’s registered
population
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Operating Platform: Taking Accountability
We will improve population health whilst reducing cost by applying proven health management
principles and taking accountability for the outcomes, cost, and overall care of our list based
population

Outcomes Driven

Financial Accountability

Provide measured outcomes
relating to individual experience
and population cost and health

Bear financial risk for the health care
needs of a defined population
Improve
population health
whilst reducing costs

Care Coordination
Coordinate and oversee the clinical provision of
care across the continuum of health care services
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Questions?

