Threats and opportunities from the current
challenges facing general practice
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Imagine we didn’t build 40 new hospitals...
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Investigations ordered
* Prescribing costs
» Referrals
+ A&E Attendances
* Hospital Admissions




Imagine if we optimised the use of technology that
already exists

First a thought experiment:

What if | said you have to create a 30% increase in NHS productivity today, with no extra resource?
Well, how many people “touch the NHS” each day, and where?

* 1.5 M visit a pharmacist each day

1.3 M have a GP Practice appointment each working day

0.3 M attend an outpatient or test appointment each day

/8 K attend A&E or Urgent Treatment Centres each day

20 K calls to 111 each day

Add the bits and pieces e.g., docs, scripts, results, GUM clinics

So, there are over 3 million “touchpoints with the NHS” each day

| believe at least 30% or 1M patients in the NHS today are sitting in the wrong waiting room or are in
the wrong queue for a test or an appointment



Don’t believe me yet? Well let’s ask the audience

» Ask GPs - how many people seeing them could have been dealt with using a simpler method e.g.,
an allied health professional, a community pharmacy or even self-care?

» Ask Specialists - how many people in their outpatients needed their outpatient appointment?

» Ask A&E consultants - what proportion of patients attending shouldn’t be there?

They will all say at least 30% of patients are in the wrong queue or waiting room.
This equates to millions of patient journeys and potentially billions of NHS pounds.

So, IF at least 30% of patient contacts are low or even no value what do we do with that information?
The key to extracting the efficiency opportunity for the NHS is getting better at directing each case
to the right resource in accordance with each patient’s need. The key to this is getting better at
understanding the problem upfront and routing patients accordingly. So how do we do this?



Imagine we could...

» Ask patients to give us a comprehensive history upfront, specific to their issue, by phone or online and that history was
automatically summarised so staff could direct patients to the right resource first time

» Imagine that eventually instead of staff triaging cases, Al does this using neurolinguistic programming and machine
learning to create accurate triage decisions in milliseconds, saving clinicians thousands of hours

» Imagine this could eventually be supplemented with biometrics from devices and Apps
« Surface key contextual information from the EHR to assist with rapid case processing

« Supply staff with a slick range of outbound tools to efficiently close each case e.g., SMS, email, click to call/video, pre-
canned responses, patient resources (links, videos, Apps)

» Do this for general practice, urgent care and outpatients, and eventually seamlessly between them, replacing “referrals”
with “case assignment” according to need, regardless of patient entry point

« Become proactive in the management of long-term conditions by sending patients condition based questionnaires about
their condition, so we can see who needs seeing rather than everyone, every year



See the Prioritise, allocate Save and
Filter and sort information to and signpost to other auto-code data to
your queue help you triage roles in seconds the patient’s record
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How the smart inbox makes a fosters integration

Not this "¢

Isolated interactions out of our ability to see
and amplify

This .~

smart-inbox - so redirection = re-assignment

Fostering network effect by powering all
interactions on our platform

Clinical system(s)




Reasons to be hopeful?

* |t is true that general practice can’t go back, but
whether we become a hollow shell of an offer, or a
turbocharged enriched connected offer is unclear

* My hope is that a version of what | am proposing on
estates, payment reform and technology will come
true

» This is not to sideline the values and soul of what
general practice is... rather it is an attempt to protect
general practice from being swamped by popularist
politicians offering the public an ‘all you can eat’
general practice to ‘Darren with his dandruff’







