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A connected 
‘Network of 
Networks’



We are catalysts for 
innovation

We connect partners 
across sectors

We create the right 
conditions for change

We operate locally and 
collaborate as  a national 
collective





Saving 
money

Improving 
lives

Driving 
economic 
growth

Our continuing 
mission is to 
find, develop 
and support 
healthcare 
innovation



AHSNs work locally
• Fostering collaboration and partnerships 

between all organisations involved in 
healthcare: NHS, academia, social care, third 
sector and industry

• Identifying and responding to common local 
priorities – helping make effective use of 
resources across STPs and Integrated Care 
Systems

• Building capacity and provide expertise across 
a range of areas: patient safety, public 
engagement, informatics and evaluation

• Supporting the spread of local innovations and 
‘importing’ what’s working best from other 
areas



… and nationally
• A connected network of 15 local 

organisations: a ‘Network of Networks’

• Small ‘virtual’ central office supports 
effective national AHSN collaboration

• Agreed national priorities enable rapid 
scaling

• Ability to ‘import’ and ‘export’ innovations 
between local areas

• Collective expertise on key challenges, 
eg adoption and spread of innovation



Adoption & spread programmes

Innovation Exchange

Innovation Pathway

Digital & Artificial Intelligence (AI)

SBRI Healthcare

NHS Innovation Accelerator (NIA)

Innovation & Technology Payment (ITP)

Patient safety

Research

National 
programmes 
and priorities



















Innovation Exchanges
• National network of Innovation Exchanges

• Funded by the Office for Life Sciences, 
delivered locally by each AHSN

• Bring together health and care partners with 
industry and third sector innovators to 
match health needs with potential solutions

• Respond to local health challenges identified 
by STPs and ICSs

• Identify products with most potential for 
national impact for review by the 
Accelerated Access Collaborative



Economic growth
• AHSNs provide unique support to both 

clinical and commercial innovators

• This stimulates economic growth - helping 
companies secure new business, creating 
jobs, increasing productivity, supporting 
inward investment and the export of UK 
products

• We ‘bridge the gap’ between health 
providers, commissioners and industry, 
developing an innovation pipeline from 
research and development through to 
commercialisation.



188
additional 

jobs
safeguarded

691 
jobs created, 
more than 

our entire 1st 
licence

2,605
companies 

supported by 
AHSNs

Economic growth impacts 2018-19

£152M 
investment 
leveraged, 

£60M above 
our target



Innovation Pathway



Innovation and 
Technology Payment (ITP)

Through the ITP, NHS organisations 
are supported to adopt innovative 
products and technologies by 
removing the financial or procurement 
barriers. 

This NHS England scheme is delivered 
in partnership with the AHSNs, 
sponsors, national and international 
experts.



ITP – evidencing the AHSNs’ unique value



NHS Innovation 
Accelerator (NIA)
The NIA supports the uptake and spread 
of high impact, evidence-based 
innovations across England’s NHS, 
benefitting patients, populations and 
NHS staff. 

An NHS England initiative delivered in 
partnership with the AHSNs, it currently 
supports 49 ‘Fellows’ representing 52 
innovations. 

www.nhsaccelerator.com 



SBRI Healthcare
SBRI Healthcare supports the 
co-development of innovative 
solutions for identified health 
needs. 

Funded by NHS England and run by 
the AHSNs, SBRI Healthcare has 
supported over 150 companies to 
develop their innovations and bring 
them to the NHS. 

www.sbrihealthcare.co.uk 



Patient safety
England’s 15 Patient Safety 
Collaboratives (PSCs) play an essential 
role in identifying and spreading safer 
care initiatives from within the NHS and 
industry, ensuring these are shared and 
implemented throughout the system.

The PSC is a joint initiative, funded and 
nationally coordinated by NHS 
Improvement, with the regional PSCs 
organised and delivered locally by the 
AHSNs.



Atlas of Solutions in 
Healthcare
The AHSN Atlas is an online 
resource that shares some of the 
very best examples from across the 
AHSNs of how to spread high impact 
innovation across the health and 
care system.

atlas.ahsnnetwork.com 



Introduction to 
Care City
An innovation centre for healthy ageing 
and regeneration.

And innovation partner to East London’s 
health and care system.

Everything it does is about improving 
health and the determinants of health.



1 2 3
4567

8

Greater London
1 Waltham Forest
2 Redbridge
3 Havering
4 Barking and Dagenham
5 Newham
6 Tower Hamlets
7 City Of London
8 Hackney

Care City serves a 2 million population across  
8 London Boroughs Its System partnership also includes  

339 GP Practices and:



There are a set of challenges for Healthy Ageing  
in East London 
1. East London has very poor health

2. Getting new tech into services & clinical pathways can be hard

Challenge
The population of E London has poor health, relative to London and to the UK as a whole. And in the future, like 
elsewhere, E London is expected to have more older, less healthy people.

Challenge
There is real potential for new technology to increase service efficiency, reduce cost and improve the lives of residents 
when they need care. But public services under strain, legacy systems, and digitally excluded patients and without 
testing and evaluation, it is hard for entrepreneurs and innovators to show that their solutions are worth buying.



3. Data is not joined up

4. Care is undervalued

Challenge
Data on who uses which services typically sits either with the Local Authorities or with NHS providers. Because  
datasets are not connected, it is very difficult to show that spending more in one area would actually save much  
more money overall. 

Challenge
There are 1.4m front line staff in care work with people at their most vulnerable and 6.5m informal carers, who  
are vital for the ongoing health and wellbeing of our population, but many feel undervalued or have little or  
no support or training.

There are a set of challenges for Healthy Ageing  
in East London 



We are testing innovations to show the benefits of the innovations involved, and to show that they 
can significantly enhance the work and productivity of support staff.

Testing innovations to digitally enhance  
support roles and transform care for people  
with long term conditions

Digital PrescribersExpert Carers Administrator Patient  
Supporters



It has developed an education app for use by informal 
carers to identify early signs of deterioration in the 
person they are looking after and decide when to seek 
professional help. iCare covers the management and 
prevention of pressure ulcers. Other conditions will be 
added as the app develops.

Developing technology to meet the  
education needs of informal carers



It is developing a connected dataset on care and healthcare 
usage by all residents of Barking and Dagenham to 
understand which combination of needs cost most money 
and to identify how to use resources in the most efficient 
way to keep people well.

Better understanding data to better 
utilise health and social care resources



It is piloting a non-contact camera-based vital sign 
monitoring technology to transform physical health 
monitoring to improve the physical health skills of 
frontline mental health staff and increase confi dence 
amongst this group in detecting, managing and 
intervening for physical health problems.

Monitoring physical health in 
mental health settings



Stroke Prevention: 
Atrial Fibrillation Programme

A case study



CVD Prevention a National Priority

1. Prevent 150,000 heart attacks, strokes 
and dementia cases

2. Target the high risk conditions                     
– AF, BP, cholesterol

3. Work at scale across primary care 
networks to optimise treatment

4. Community mobilisation                     
awareness, access and activation



To  prevent AF-related stroke and associated mortality through better 
identification and management of people with atrial fibrillation

Vision 

Increasing anticoagulation of untreated high risk AF patients

Improving the quality of anticoagulation

Increasing the detection of undiagnosed AF in high risk patients



Stroke Admissions & Atrial Fibrillation: Bedfordshire CCG

17% of patients had a known diagnosis of atrial fibrillation prior to a stroke admission 
(national average 20.5%) = 90 strokes

Of these 90 patients:
68% were on anticoagulation medicine 
10.0% were on antiplatelet medication only
22% were on no preventative medication

20 of these 90 strokes could have been avoided with appropriate anticoagulation in 
patients with known AF 

Source: SSNAP data for period April 2017 to March 2018:



Atrial fibrillation diagnosis:
AF observed prevalence compared with expected prevalence, by GP practice, Milton Keynes, Bedfordshire and 
Luton, 2016/17

Source: QOF 2016/17 diagnosed figures.
Estimated prevalence from the NCVIN, 2017

STP range: 0% to 100%
Number of diagnosed atrial fibrillation patients not treated to target = 3,945
(numbers rounded to the nearest 5)

GP practice values          STP value (70.6%)          England value (76.7%)

21     CVD Prevention: Supporting data for Milton Keynes, Bedfordshire and Luton



6259
75.6%

7117
8745

87.9%

9836

169

8005

81.4%
56

195

647204 £2.73m

£2.37m

ATRIAL FIBRILLATION : Bedfordshire CCG

81.4%85%

High risk AF 
patients

CHA2DS2VASc ≥ 2

Diagnosed 
AF Patients

High risk AF 
patients on 

anticoagulation

90%

Based on modelling from the CVD 
group, East Midlands Strategic 

Clinical Network and QOF data, 
May 2019



Measurable Outcomes

AGREED AF QUALITY STANDARDS
• Proportion of patients with a CHA2DS2VASc score ≥ 2 on anticoagulation treatment: aim > 80% (no exceptions)

• Proportion of patients with a CHA2DS2VASc score ≥ 2 on anti-platelet treatment:  aim < 10% (no exceptions)

• Proportion of patients taking warfarin with a TTR < 65% who have their anticoagulation quality reassessed at least 
once every six months – aim = 100%

• Proportion of patients over 65 who have a pulse check (manual or other technology) over 5 years – aim > 90%

SYSTEM LEVEL IMPACT MEASUREMENT
• Numbers of patients who died as a consequence of a stroke

• Number of AF-related stroke episodes



Implementation Strategy

Measure 
and share

GP led case 
finding, recall, 
review & treat

AF and 
anticoagulation 
education and 

support

Measure & 
share

Levers & 
Incentives

• AF Quality Premium
• Commissioning Intentions
• Local Improvement Schemes
• EOI for start-up funds in 

return for commitment to 
share data, complete 
education and deliver 
improvement

• Patient experience and 
feedback

• AF quality dashboards 
• Transparent sharing of 

performance data
• Continual quality 

improvement
• Leaders development forum

• Explore new delivery models 
using community AHPs 

• Referral mechanisms to 
specialist care 

• Train practices to use case 
finding software  (GRASP-AF, 
/APEL)

• Opportunistic screening and 
anticoagulation pathways

• Primary care AF and 
anticoagulation education

• Patient education and 
decision support tools

• Electronic guidelines and 
clinician support tools

• Live training through joint 
clinics



How did the AHSN address the challenge working in partnership with RightCare?

• Defining the improvement areas needed
• Understanding why the problem of variable and substandard care exists
• Piloting innovative care pathways and new care models utilising new professional roles to address these 

issues evaluating iterating and providing a menu of options with the same aims and patient outcomes

• 1. Mobilising pharmacists
• 2. Incorporating new technologies
• 3. Providing education and training support
• 4. New clinical pathways virtual clinics and MDTs (RightCare)
• 5. Using data as a continuous feedback incentive (RightCare)
• 6. Aligning to existing system financial incentives
• 7. Measuring success (RightCare)



Population 
screening

Diagnosis
Assessment

Therapy
Treatment

Long-term 
management

DETECT PROTECT PERFECT

Simplified AF Pathway:

Local Engagement

ENGAGE

• Risk 
stratification

• Cross correlation    
with other 
registered  
conditions

• Case finding

• Contact & patient 
invitation

• Mobile 
Electrocardiogram 
(ECGs) devices

• 12 Lead ECG

• Pulse Check

• Upskill and 
rebalance anti-
coagulation 
initiation 
options

• Initiate and 
prescribe with 
patient 
consultation

• Virtual clinics 
to improve 
anticoagulation 
uptake

• Introduce self-
care 
management

• Increase patient 
activation and 
education

AHSNs engage local 
Clinical 
Commissioning 
Groups (CCGs), 
patients and other 
stakeholders to raise 
awareness of AF and 
shape, prioritise and 
implement initiatives

BEHAVIOUR & CULTURAL CHANGE MANAGEMENT



Outcome - Anticoagulation

2984 AF patients 
reviewed

1067 AF patients 
identified as 
inadequate 

Anticoagulation 
therapy

44 GP practices visited by Specialist Pharmacist

Improvement of 
anticoagulation 

initiation and  data 
coding for 791 

patients

19% 
Improvement 
in Anticoagulation 



Connect with us


