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Welcome

Dawn Plummer – Digital Health Innovation Lead

Health Innovation East Midlands 



Housekeeping

• This session is being recorded and will be shared publicly after 

the event.

• Please keep your microphone on mute if you are not speaking.

• Use the Q&A function in Teams to ask questions during the 

session or alternatively please contact: 

healthinnovation-em@nottingham.ac.uk

mailto:healthinnovation-em@nottingham.ac.uk
mailto:healthinnovation-em@nottingham.ac.uk
mailto:healthinnovation-em@nottingham.ac.uk


Focus for today’s event

• Neighbourhood Health theme

• Presentations from 

• Two Wave 1 sites within the Midlands region

• 7 innovators from this year’s Grow Digital Health Midlands programme

• Launch Neighbourhood Health innovation fund, with pots of up to 

£20k for promising projects arising from this session  



Grow Digital Health Midlands 

• Grow Digital Health Midlands is a collaboration between 

Health Innovation East Midlands and Health Innovation West 

Midlands

• Onboarding promising innovations with the potential to solve 

key problems within the NHS locally

• Designed to help UK technology companies develop and 

scale high potential digital health innovations within the NHS 

and care sector

• Brings together resource, expertise and networks across the 

NHS Midlands regions



Agenda
Time Topic Speaker

13:00 – 13:05 Welcome and introductions Dawn Plummer – Digital Health Innovation Lead, Health 

Innovation East Midlands 

13:05 – 13:15 Implementing Neighbourhood Health in Nottingham City Rich Brady - Director of Strategy and Partnerships, Nottingham 

City Place-Based Partnership

Innovator presentations - part 1 

13:15 – 13:22 Hope Programme Gabriela Matouskova – CEO, Hope For The Community CIC

13:22 – 13:29 AirEmail Ameet Bakhai – Co-founder, AirEmail Holdings 

13:29 – 13:36 Surgfit Michael Morgan-Curran – CEO, Asclepius Medtech 

13:36 – 13:46 Population Health Management / Live Well in the Community Frank Botfield – Assistant Director of Digital Strategy & Walsall 

Together Digital and Data Lead

Innovator presentations - part 2

13:46 – 13:53 Appt Chronic Condition Management Hector Smethurst - Founder & CEO, Appt Health

13:53 – 14:00 Heidi AI Medical Scribe Gus Lyon – Primary Care Lead, Heidi Health 

14:00 – 14:07 Expertcare David Immleman – Founder & CEO, DXS International 

14:07 – 14:14 Suvera Ivan Beckley – CEO & Co-founder, Suvera

14:14 – 14:25 Neighbourhood Health Midlands funding opportunity  Dawn Plummer – Digital Health Innovation Lead, Health 

Innovation East Midlands



Link to agenda



Implementing Neighbourhood 
Health in Nottingham City

Rich Brady - Director of Strategy and Partnerships

Nottingham City Place-Based Partnership



Implementing 

Neighbourhood Health in 

Nottingham City

Rich Brady, 

Director of Strategy and 

Partnerships



Neighbourhoods, Neighbourhoods, Neighbourhoods

Policy Direction

• 10-Year Health Plan: Shift to a 
Neighbourhood Health Service

• Single Neighbourhood Providers (50k) 
supported by Multi-Neighbourhood Providers 
(100–250k)

• Neighbourhood Health Centres

• Health and Wellbeing Boards to lead 
neighbourhood planning 

• Awaiting Neighbourhood guidance but there 
are 6 core steps to lay the foundations for 
effective Neighbourhood Health services





In September 2025, Nottingham City joined 42 other areas across the country to participate in the 
National Neighbourhood Health Implementation programme (NNHIP)

• No additional funding for the programme

• Local and National Coach

• Regular Communities of Practice

• National Webinars 

• 3 x Regional Workshops

Initial focus: Adults with multiple long-term conditions / frailty and rising risk



Population: ~330,000 (400,000 
registered)

Ethnicity: 43% identify with ethnic 
groups other than White British

Deprivation: 57% of neighbourhoods 
among 20% most deprived nationally

Age: 11% over 65

Frailty (EFI): 15,110 over 65 moderate/ 
severe

3+ LTC: 73% living with moderate to 
severe frailty have 3+ LTCs

Neighbourhoods: 9 (current working 
assumption based on PCNs)

Nottingham City – demographics / frailty



Integrated 

Neighbourhood 

Teams 



Integrated Neighbourhood Teams 

WHO: Initial focus on complex care 
needs. Proactive identification: 
• 55+ :LTCs, EOL, frailty
• + high user of activity

HOW: via weekly Neighbourhood 
MDT panels and co-working
• Community nursing
• Social Workers 
• Social Prescribers
• GPs
• Community Geriatricians 
• Nottinghamshire Hospice 
• MH Nurses

WHY: 
• Increased coordination where 

people live
• Personalised support that 

tackles inequalities and wider 
social determinants

• Recognise deterioration early
• Deliver prevention and 

behaviour-change support

WHERE: Pathfinders
• Bestwood and Sherwood
• Nottingham City East



Working in partnership



INT Newsletters – System wide information and 
updates on INT development and roll out.

INT Engagement Questionnaire – Promoted to all staff to capture their 
thoughts and ideas for INT development to gain insights and themes.

INT Podcasts – Exploring current thoughts and expectations 
of leaders in key partner organisations through conversations.  

Join Here

Communications and Engagement

https://www.linkedin.com/groups/15379012/


Agree neighbourhood footprints around natural communities 
~50,000 people

Ensure good access to high quality general practice

Continue to improve the primary, secondary and mental 
health care interface 

Agree plans for INTs focused on people with most complex 
needs at higher risk of hospital admission

Agree initial plan to reduce NEL admissions and bed days by 
increasing urgent, rehab and reablement capacity

Start to plan how to remodel outpatients’ pathways
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Hope Programme

Gabriela Matouskova

CEO, Hope For The Community CIC

























AirEmail

Ameet Bakhai

Co-founder, AirEmail Holdings 



NHS Problem - Published
• Not able to Cope with Email Volume

3047 NHS Staff Surveyed

1 in 2 Use home 
time on work 

emails

47%
>1 in 2  Can’t 
Switch off on 

leave

57%

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9676904/



19 Million 
patient related emails will be unread annually

>1 Million patients care delayed

>3,600 patients per day affected

AirEmail estimates from NHS DigiWell study and NHSE FOI:  2024 7. 5 
Billion Emails



AHR EM AHI  M HS SHO N

Helping HealtOFare 
Staff witO Email Stress

AirEmail – the 1st N H S  
approved and 

evidenced Inbox tool



AIREMAIL SOLUTION
The only email tool designed for healthcare email

The only email application approved for NHSmail integration

The only digital communications tool validated in a clinical trial*

Scalable, adaptable, affordable and user friendly

NHS DigiWell Study 2024



AirEmail Email Triage has processed your email and 
- Found and blue highlighted a task in the text for you
- Found 2 patient number identifiers
- tlaced hyperlink options on them both
- Added an NHS Blue tatient Category to the email
- Found and highlighted a Keyword “ complaint”  
- Added a Keyword Category on the email
- Colour coded the category Amber as High triority

Outlook – See AirEmail Add in

Improves
Clinical 
Safety

Improves
Productivity 

Email processed

AirEmail – Smart Categories, Patient ID identifier, Hyperlinks, Key Tasks and Keywords Highlighter



AirEmail is the 1st System to connect Outlook to Clinical Systems AirEmail has 
• tlaced a hyperlink option on the patient aedical 

wecord Number in the Email
• Allows an options box to open up
• AirEmail then allows you to open Xrays or 

aedical wecords directly from the Email
• Saves times and trevents Human Errors

Click tatient Number 

Xray System VuePACS opens

Medical Records System – Nautilus opens

Improves
Productivity

Improves
Clinical 
Safety

Options Box Opens

Hyperlink 
functions 

require trust 
permissions



Outlook Calendar 

AirEmail Comfort 

Break feature

Has automatically 

added comfort breaks 

in after 3 hours of 

continuous meetings

Comfort Breaks

AirEmail – Automatic Comfort Break Feature 



NHS DIGIWELL 
STUDY

RESULTS

The 1st Healthcare 
Communications Software Trial 

in the NHS!



N H S  DigiW ell Stu dy design evaluating AirEmail
1st N H S  NHH R  Approved Fom m unications Flinical trial

Study consent
60-day prior to 

to loading 
AirEmail

2-week Before-
Study Control 

Period

"Silent Mode"

2-week 
O nNoarding 

P eriod

8-week Active 
Period

After-Study 
Control Period

Participants completed 5 surveys (Baseline, Onboarding, Active Period Weeks 2 and 8, and study end). NHSE approval 
obtained to collect NHSmail statistics data using Microsoft Graph permissions. 



NHS DigiWell Study Results of AirEmail Tool
Data 66 Users, 369,899 Emails www.nhsdigiwell.com 

Ideal Users (high adoption) = Users with Large Read Ratio (>80%) or low unread volume (<1000) and Median action times < 10 hrs
* 4 Outliers excluded for Email Overwhelm  (37.45% Unread emails Inbox), ^ 1 outlier excluded for non-email anxiety event 

Emails Target >2% Improvement P <0.06 is significant

CLINICAL SAFETY Rank-Sum

Mean Time to Reply Clinical N = 5408 67 vs 55 hrs 12 hrs  (17% Faster) P<0.0001

Mean Time to Reply Clinical High Priority N = 3028 68 vs 51 hrs 18 hrs  (26% Faster) P=0.0307

Mean Time to Action Clinical N = 9733 75 vs 54hrs 21 hrs  (28% Faster) P<0.0001

Mean Time to Action Clinical High Priority N = 4860 94 vs 45 hrs 49 hrs  (52% Faster) P<0.0001

PRODUCTIVITY

Mean Time to Reply N = 75,264 93 vs 84 hrs 9 hrs  (10% Faster) P=0.2168

Mean Time to Action N = 183,426 70 vs 59 hrs 11 hrs  (16% Faster) P=0.0001

Mean Time to Action High Priority N = 109,558 56 vs 49 hrs 7 hrs  (12% Faster) P=0.0531

Mean Time to Action High (Ideal) N = 46,755 39 vs 30 hrs 8 hrs  (22% Faster) P=0.5203

Less Unread Emails* N = 239,170 1.72% vs 1.09% 0.63% (36% Less Unread) P<0.0001

STAFF WELLBEING (Quality of Life)

HADS Anxiety Score (0-21) N = 36 Users^ 7.77 vs 6.77 1.00 (13% Less Anxiety) P=0.01

Efficiency Target >2% Improvement Considered Significant – John Quinn NHS CIO

http://www.nhsdigiwell.com/


AirEmail key Benefits evidenced prospectively in the 

in the 

NHS DigiWell Clinical Study

Email KPI dashboard monitors safety

Releases 30,000 working days annually in a large NHS trust

Data 66 Users, 369,899 Emails 
www.nhsdigiwell.com 

http://www.nhsdigiwell.com/


NHS DIGIWELL STUDY FEEDBACK



AirEmail Outlook Addin Tool 
Vision – Empowering 1.7 million NHS Staff with Smarter 
inboxes – for healthier teams and better patient care

• 1st Healthcare Outlook Addin to  help NHS Triage and Focus
• 1st Robust Clinical trial: NHS DigiWell
• 1st  Email hyperlink to Clinical Systems ( Next: Admin, Finance, w&D…)

• 1st Comms Software to improve Clinical Safety, Staff Productivity & 
Staff Wellbeing 

Potential Impact

• Reduce harm for >1200 patients a day in NHS
• Help 1.7  Million NHSmail users  (+  1.6 Million  DHSC users)         



Contact:  
Liba Stones: liba@airemail.co.uk

mailto:liba@airmeail.co.uk


Surgfit

Michael Morgan-Curran

CEO, Asclepius Medtech



Worlds 1st remote

surgical preoperative assessment and 

postoperative monitoring methodology

©️2025 Asclepius Medtech Ltd
©️2025 Asclepius aedtech Ltd



30% 

complications

Why have we created Surgfit?

1 in 10 

readmissions

£1.3billion 

additional 

costs

©️2025 Asclepius aedtech Ltd

Improve clinical decision making

Care closer to home

Reduce hospital visits

Ensure everyone gets the same quality 

of care​

More cost-effective

Improve recovery and safety 

surgery 

Meets NHS 10-Year Plan

Greener technology
30% 

underserved



©️2025 Asclepius aedtech Ltd

What doesn’t work well with the current 
preop assessment?

Resource intensive

(£700 cost £289 

tariff)

Variation in practice

(54% CPET coverage)

Doesn’t work for 

everyone

( 10% ineligible)

Not accurate

(Poor PPV)

System barriers 

( create health 

inequalities)



©️2025 Asclepius aedtech Ltd

Demographics 

• Age

• Location

• Ethnicity

• Family status

Health Status

• Frailty

• aultiple long terms 
conditions

Socio economic

• Don’t have adequate 
transport

• Can't afford to

Confined to 

• Place of residence

• Home 

Health Inequalities 
Research

Current hospital-based practice is 
compounding health inequities and 
not supporting their engagement



What does the Surgfit look like?

©️2025 Asclepius aedtech Ltd

ECD
wesp wate

Heart wate
Temp

Activity

Class IIa
UKCA,  aDw,  FDA approved

HCP 
Fitting

Self 
Install



Reduces hospital visits and 

consultation time. Information 

is sent to the healthcare team, 

who check that everything is 

ready for the surgery.

Sensor worn for 1 week to 

monitor health ( heart 

function etc)  

tatient completes  

questionnaires in the 

mobile app

The app gathers information using smart prediction 

software and automatic ECD reading,  which is then 

sent to the preoperative team.

Remote preoperative assessment

©️2025 Asclepius aedtech Ltd

Eliminates

80% of the time 

and 50% of the 

cost of 

preoperative 

assessment 



Patients wear biosensor  

for up to 7 days 

Smartphone app to complete

functional capacity questionnaires

Physiological data sets are produced,  without needing to go to 

the hospital

Information is used to predict how healthy the patient will be prior 

and after surgery and if they are likely to experience any risks

©️2025 Asclepius aedtech Ltd

How does it work?



©️2025 Asclepius aedtech Ltd

Hospital out
patients

Place 
of residence

GP
Practice

Pharmacy

Current Practice

Initiation + in primary care to avoid the need for 
hospital attendance entirely 



Michael Morgan-Curran 

Chief Executive Officer 

asclepius- medtech. com

mm-c@asclepius-medtech.com

+ 44 (0) 7540 737188

©️2025 Asclepius aedtech Ltd

Reimagined
PreOp Assessment

Preferred by patients and clinicians



Population Health Management / 
Live Well in the Community

Frank Botfield

Assistant Director of Digital Strategy & Walsall Together 

Digital and Data Lead



Neighbourhood Health 
Population Health / Live Well in Community

Midlands Neighbourhood Health Innovation Showcase

Frank Botfield – 22nd January 2026
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NHS 10 Year  Plan - National Policy Context
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• Neighbourhood Health Guidelines published February 2025

• NHS Plan published in July 2025

• Three key shifts:

➢ Hospital to Community 

➢ Analogue to Digital

➢ Treatment to Prevention



Walsall Together | Collaborating for happier communities 62

• Partnership aimed at improving the health, care 
and wellbeing of Walsall residents through 
integration since 2019

• We integrate services, pathways and support in 
line with our Model of Health, Care & Wellbeing

• We measure improvement against the Walsall 
Wellbeing Outcomes Framework (WWOF)

Walsall Together

• Prioritisation of resource and effort where 
collective action is required to ‘shift the dial’

• Recognising the fundamentals of wellbeing, 
influence wider partnerships and areas of 
service and support

• Enable connections and relationships
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Vision 

Walsall Primary 

Care 

Collaborative

Communities

Prevention, early intervention, proactive self-care and wellbeing support 

services, are organised at individual and community levels. There is a strong 

emphasis on fairness and equitable access to services and opportunities.

Neighbourhood 

and Locality 

Teams

Building integrated teams at neighbourhood and locality levels for adults, 

children, young people and families. Bringing together teams and 

professionals from multiple providers to work together, share resources and 

information, and form multidisciplinary teams (MDTs) dedicated to 

improving the outcomes of a local community and tackling health 

inequalities.

Intermediate, 

Unplanned and 

Crisis Care

Joined up health, mental health, social care and other specialist services at 

the Borough level, to manage chronic and complex needs, provide crisis 

support and hospital avoidance as well as intermediate care. 

Hospital Services

Access to high quality acute hospital services for patients when they need 

specialist intervention, available through both the Black Country Provider 

Collaborative and Mental Health Lead Provider.

Care Navigation

Health, care and wellbeing access, navigation and coordination, including 

triage and service directories, to ensure citizens can get to the right part of 

the system, to the right service and to the right professional in an efficient 

and timely manner. 
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What it will mean for 
adults and children 
and young people

I can get to the 
places and 
people that 

matter to me

I live in a safe, 
secure and 

comfortable 
place

I am able to 
influence what is 
important to me

I am confident 
in applying my 
knowledge skills 

and abilities

I have people in 
my life who 

make me feel 
happy and safe

I have the 
knowledge and 

skills to get 
online

I feel good and 
well

I have enough 
money to live 
comfortably

I have a sense 
of identity and 

purpose

I am happy, health 
and well

I am safe in 
all spaces

I have a 
voice, and I 
am heard

I am hopeful 
and excited 
for the future

Adults

Children 

and 

young 

people

The Walsall Wellbeing Outcomes Framework  

provides the infrastructure for a cultural change in 
everything we do and deliver as a partnership, so 
Walsall people are supported to become more 
resilient, happy and healthy.

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwalsalltogether.co.uk%2Four-work%2Fresilient-communities%2Fwalsall-wellbeing-outcomes-framework&data=05%7C02%7Cmichelle.mcmanus3%40nhs.net%7C0e9cd63b076f47d51c0708dc8f8e1a86%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638543087737441722%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=FItxQUTagMdza9Z7Wo9AfF%2FugvR15XecGZFgNw1RPK0%3D&reserved=0
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Live Well in The Community 
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• Ensure the reduction in health inequalities is front and centre

• Use and build on existing assets and offers

• Build connections and understanding between the different offers

• Work out the best ways to position these offers alongside primary care

• Ensure we can demonstrate the impacts simply and effectively

• Improve the sustainability of the funding

The approach
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Thank you 

frank.botfield@nhs.net

mailto:frank.botfield@nhs.net


Innovator 
Presentations
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Appt Chronic Condition 
Management

Hector Smethurst

Founder & CEO, Appt Health



































Heidi AI Medical 
Scribe

Gus Lyon

Primary Care Lead, Heidi Health



Wanuary 2026Heidi Health

Neighbourhood Health 
Innovation Showcase



The Documentation Challenge

in beighbourhood Te–ms

Admin Burden

The average clinician spends a third of their working week on 

admin today. The rise of the multi-tasking clinician has led to 

rising admin burden.

Clinician Impact

Time shifts from patients to admin, increasing burnout, turnover 

risk, and reducing care continuity.

Standardisation Dap

Each service uses different documentation formats with varying 

consistency and completeness. This variation blocks automation 

and makes cross-team working inefficient.

Each organisation uses different EHRs, lacking the integration 

and interoperability required for timely sharing of information 

and completeness of records.

Information Lag



Choose from versatile note templates 

which work for any specialty

2. Customise
Ask Heidi to create anything you need 

next - letters, adding medical codes or a 
patient summary

3.  Create
Simply press transcribe on your 

computer or phone, and Heidi instantly 
begins capturing your consultation with 

precision

1.  Transcribe

Clinicians lose valuable time to documentation -Heidi gives 
it back with automated clinical notes

troduct



Where Heidi can help neighbourhood 
teams today

Neighbourhood MDTs aodern Deneral 
tractice

Cross- team 
continuity

aobile- ready documentation works 
wherever care happens -  Dt 
surgeries,  home visits,  care homes,  
community clinics.  Contemporaneous 
capture eliminates information lag and 
keeps care in the community.

Enabling care 
closer to home

Heidi helps practices cope with rising volume 
and increasing complexity in need through 
saving clinicians up to an hour a day.

Custom templates capture aDT meetings in 
real- time,  ensuring standardised 
documentation with clear action points and 
tasking across all team members

By using Heidi across all settings, patient 
records stay consistent, contemporaneous 
and comprehensible - increasing continuity as 
patients move between GP, community, 
acute and hospice services.

Product



CHCP - Community Health Partnership deploying 
across multiple disciplines
Dts,  Consultants,  Allied Health trofessionals,  Advanced tractitioners,  Specialist Community 
Teams and Nursing staff

• Implementing AI Scribe in a highly regulated,  risk-
averse healthcare environment,  where benefits in 
complex settings remain unproven at scale.  
Administrative burden continues to hinder patient flow 
and clinician satisfaction.

• Hypothesis:  Co- designed workflows and rigorous 
evaluation enable AI Scribe to improve note quality and 
clinician satisfaction across multiple clinical disciplines.

• The UK healthcare institution aimed to pioneer and 
measure AI’ s impact on clinical efficiency,  
documentation accuracy,  and workforce wellbeing in 
high- volume care settings.

Challenge Solution

• We built clinician advocacy by appointing departmental 
champions to drive frontline adoption and peer support. 

• We mapped tailored workflows across disciplines, ensuring 
alignment with existing clinical practices.

• We customised training materials designed collaboratively 
with clinicians to accelerate adoption and minimise 
workflow disruption.

• Article published here: Link.

KPIs

~180
Additional patients per year

15-20 mins saved
Per patient on frailty assessments 

97% 
Activation and adoption with pilot users

50%
weduction in spelling errors per 
consultation

>25%
Improvement across care,  home,  
and virtual settings

https://www.chcpcic.org.uk/articles/integrating-ai-scribe-into-the-frailty-team


ExpertCare

David Immleman

Founder & CEO, DXS International 



Neighbourhood Health Innovation Showcase
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• Clinical decision support to NHS GPs – SMART 
Referrals, Pathways, Medicine information and 
more.

• Developed a unique solution, ExpertCare, for the 
medicine management of long-term conditions.

ABOUT DXS 

Certified

DTAC
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• Enable Population Health Management.  

• Incorporating a modern general practice approach. 

• Integrating intermediate care with a ‘Home First’ approach.

• Standardising community health services.

• Neighbourhood multidisciplinary teams (MDTs).

THE DXS PROPOSITION MEETS NEIGHBOURHOOD 
INITIATIVE CORE COMPONENTS



96WHAT WE ARE OFFERING

Our ExpertCare digital solution will:

• Enable hypertension and cholesterol medicine reviews across the 
nine QoF CVD domains in half the normal time. 

• Reviews conducted virtually with most patients at home.

• Reduce GP consultation time by automating repetitive tasks on 
behalf of non-GP prescribers.

• Help prescribers meet QoF targets and reduce CV events and costs.



97OPPORTUNITY - REDUCING STROKES & HEART ATTACKS

If PCN achieves QOF targets for a 50,000 patient 
PCN then over three years:

19 heart attacks, 
strokes and CV 
events avoided 

8 deaths 
avoided

£296, 000 saved on heart 
attacks and strokes

Size of the trize



98THE NHS IS NOT ACHIEVING ITS CVD CONTROL 
AMBITIONS?

The Reasons:

• Ageing population with increasing multimorbidity.

• 34% (17,000) plus of all registered patients across each 50,000 
registered patient PCN will fall into one or more of the nine CVD QoF 
domains.

• Resources required to move patients to controlled BP from base of 69% 
(England June 25) to 85%.  

• Exacerbated by lack of clinical resources.



99A SOLUTION  - INTRODUCING  EXPERTCARE

UK Cloud

40 000 clinical scenarios processed in seconds

Data: Secure & safe

Analyses the coded GP record 
in seconds

Automates relevant prescribing 
information and advice

Ensures optimum medicines 
management in compliance 
with NICE 

Compliance 

Analysis

Information 

01

03

02

01

02

03 EMIS, SystmOne

Automating the “heavy lifting” for busy expert NHS staff:



100HOW EXPERTCARE IS USED

1. Identify 
patients requiring 
a BP / Cholesterol 

test

2. Use SMS / 
Calls to get 

updated BP/Chol  
readings

3. Save updated 
readings to 

patients records

4. Conduct medicines 
reviews for patients with 

uncontrolled readings

5. SMS/Call patients 
for permission to 

make meds changes

6. Make meds 
changes

7. Review 
reminder

Eclipse / CVD Into Action

Patient at 
home

Assessed –nd proven to 
cut time by 50%

Eclipse / AccuRx

ExpertCare

FTE for a 50,000 patient PCN over 12 months
• Admin       -  0.8
• Prescribing Pharmacists -  1.6
• Estimated GP time   -  0.3
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ExpertCare is designed to:

THE BENEFITS ARE CLEAR 
In an Innovate UK project, reviewing hypertensive patients and completed in July 2025, the outcomes were:

• 50% patient response to SMSs and 50% called.

• Over 7 months patients with uncontrolled BP improved from 29% to 58% (100% improvement).

• The average number of meds review cycles to achieve control was 1.4.

• NICE compliance increased by 21%.

• Thousands of GP hours were saved.

• Overall resource time was cut by approximately 50%.

• A YHEC evaluation showed that NHS resource costs could be cut by up to 60%.

• Excluded the savings on heart attacks and strokes, GP appointments, wider workforce savings and CO2.

• Achieving QoF CVD targets equates to £245,000 p.a. across a 50,000 patient PCN with 5 practices.



102YOUR INVESTMENT FOR A 50,000 PATIENT PCN
Year One (PCN)
• Setup & Training of ExpertCare plus 120 hours of a DXS Mentor -  (£16,500)
• Potential saving to PCN on resources     - £160,000
• Total benefit to PCN (excluding CVD savings & other)   - £143,500

Year Two (PCN)
• ExpertCare License fee      -    (£7,500)
• Potential saving to PCN on resources     - £145,000
• Total benefit to PCN (excluding CVD savings & other)   - £137,500

• Excludes a potential £20,000 grant in year one from Grow Digital which would be split 50/50 
between DXS and PCN.
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THE CLOCK IS 
TICKING - EVERY 3 
MINUTES…
someone in the UK dies of a heart attack or 
stroke

THANKS FOR LISTENING 



Suvera

Ivan Beckley

CEO & Co-founder, Suvera























Neighbourhood Health 
Innovation Fund

Dawn Plummer – Digital Health Innovation Lead

Health Innovation East Midlands 



What is the innovation enabling fund?

• Pots of up to £20k available to organisations seeking to deploy one of today’s innovations

• Only eligible to the innovations you have seen today 

• Must be novel to the organisation (i.e. not an extension of an existing project with one of 

these solutions)

• Applications should have an exec level sponsor and there should be a plan for longer 

term sustainability

• There can be more than one application per region/organisation, each application is 

scored on its own merit

• Open to all Midlands health and care organisations



Timeline

• Opens today! 

• Organisations have until COP on Thursday 5th February to apply through 

our Awardforce competition platform

• EOI initially for stage 1 

• Detailed documentation will be requested for projects progressed to stage 2

• Projects selected from stage 2 will be invited to an interview to enable a 

final decision on allocation of funding



Interested and want to know more?

• Drop in session for Q&As - applicants can sign-up to join 

us on Thursday 29th January 11.30 – 12.30 

• Email us with any queries:

• dawn.plummer@nottingham.ac.uk

• nick.hamilton@nottingham.ac.uk

mailto:dawn.plummer@nottingham.ac.uk
mailto:dawn.plummer@nottingham.ac.uk


Tell us what you think! 



Further information

Dawn Plummer
Digital Health Innovation Lead, Health Innovation East 
Midlands 
dawn.plummer@nottingham.ac.uk 

Nick Hamilton 

Digital Health Navigator, Health Innovation East Midlands 

nick.Hamilton@nottingham.ac.uk

• Web: healthinnovation-em.org.uk

• LinkedIn: Health Innovation East Midlands

• Bluesky: @healthinn-em.bsky.social

mailto:dawn.plummer@nottingham.ac.uk
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