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Join the Healthcare
Engagement Society (HES)

e Whatitis - A secure, year-round platform bringing NHS
professionals together across six specialist communities.

e Why it matters - Stay connected beyond today’s event,
share challenges, and learn from peers facing the same
priorities.

e Your benefits - Exclusive access to interviews, insights,
best practice, and real-time discussion threads with
colleagues nationwide.

e How to join - Simply scan the QR code, choose your
community, and start connecting today.
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Liquid gold

Precision urine collection
A point of care revolution

Future POCT 2026
Tuesday B May

Giovanna Forte, CEO, Forte Medical Limited in partnership with Una H
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Who are we?

Forte Medical is an R&D innovator partnered with Una Health to promc
precision urine collectiorfor right-first-time diagnostic outcomes, becaus

urine is full of information. We focus on:
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The prevalence of UTI in women

A Half of all women will experience a UTI in their lifetimeXX H M @

A Urines dipped for routine antenatal screening X ndo
A 1-3% of GP appointments are taken up with UT] XK MY
A 30% experience repeat within three months K 0 C

*10-minute GP appointment costed at £37 = £370m
** 10-minute repeat GP appointment at £37 = £122m

Forte Medical in partnership with Una Health
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Hit-and-miss

-
r

Undignified

w2dzAYS YARAUNBIF Y d:

All current vessels rely on patient dexterity to collect an MSU:
A{GFNIO (2 LSS adz2L) LRAAGAZY (
A Pee a little then push the collection vessel into the urine stream

A Specimen transfer into 10ml Primary Tube follows at lab or frontline

20-30% national average specimen contamination / mixed growth

Forte Medical in partnership with Una Health
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What a contaminated specimen can mean

A Potential for falsepositive or falsenegative dip
A Prescribing of immediate-8ay broad spectrum antibiotic

A Repeat visit to GP

A Repeat sample sent to lab

A Potential for second-8ay broad spectrum

A Targeted antibiotic with culture result

A Unreliable remote analysis and diagnosi growing sector

Blood collection has a strict protocol.
Where is the protocol for guideline compliant MSU?

# Screenshot

KAL) &A
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AMR Is already targeting women

X C JE:
Women with UTI who receive a common antibiotic prior to culture

92%
Of UTI bacteria already resistant to at least one common antilfiotic

80%
Of UTI bacteria already resistant to at least two common antibiétic:

! Around 50% of global rise of AMR has a urinary source: UTI is
the main driver (NIHR)
! 20-25% of Sepsis cases have a urinary source

Forte Medical in partnership with Una Health
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A broken diagnostic and prescribing pathway

A NICE/PHE guideline midstream urine collection is not mandated

A Dipstick technology is associated with false positive and negative result
YR aaKz2dAZ R y20 0S O2YaARSNBR Tz

A Empirical prescribing guidelines mean culture is not prioritized

An unreliable urine specimen can mean growing use of
remote diagnostic systems is designed to falil

C2NIS aSRAOFE Ay LI NQ

KAL) &A
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DLEeEy
Introducing automated MSU collection

A Diverts firstvoid urine into the toilet

A Captures midstream into labompatible 10ml Primary Tube

— - A Rejects excess urine into the toilet
A Reduces repeat appointments, repeat tests, repeat prescribin
A 66% saving on lab spend for a GP surgery

A Non touch
A Non spill
A No decanting

X 3PeezyMidstream systems cost less than one lab culture

Forte Medical in partnership with Una Health
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Please read before use | Botfenom) Peezy )
7\
Qs
' Make sure your
° bladder is full }
L How to use Peezy in 5 easy steps >

reezy
MIDSTREAM

Primary urine collection kit (10ml)
PESO Standard
~

This pack contains:

U

N\

You will hear urine going into the toilet; do not remove Peezy, it is working.

o Screw bottle on to Peezy

7=\

e Empty your bladder completely

Sit well
back

/¢

+ Hold Peezy as shown and urinate.
« Urine also runs into the toilet.
+ Keep holding Peezy in place
- it will not overflow.
« When finished count to

10 - this lets Peezy drain. ]o
seconds

.

o Unscrew bottle

« Hold N\ \
bottle
upright.

s

professional.
O

6 Replace lid and return bottle

« Return full bottle
to healthcare

CT‘D

~

Dispose of used Peezy

0 Do not use Peezy if the pack is open or damaged. Throw away and ask for a new pack.

Clinical evidence snapshot
Public Health Wales GP trial

Contamination reduced from 14% 5%
66%saving on surgery lab spend

WestHertsNHS Maternity Clinic
70%reduction of falsepositive urines

BartsHealth NHS Urology Clinic

Mixed growth samples reduced from 23% to

1.5%

Animated IFU
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https://youtu.be/_oCxPa1S6T0?si=Dy1zozP6XgWfBnhC
https://youtu.be/_oCxPa1S6T0?si=VToScqHQk_TFsOaS
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Day 1 Day 4/5 Day 5/6 Day 8/9 Day 13 Day 20
Visit Pharmacy UTI persists GP appointment Failed treatment Lab report Cure
Worst 2 symptoms Callm/GP Positive dip GP appointment 7-day targeted antibiotic
Case y No dip GP visit advised 2nd 3-day antibiotic Urine lab culture Collect from Pharmacy | 3-4 x Antibiotics
Scenario | peceive 3-day antibiotic 3rd 3-day antibiofic?
£15 + £2.90 £20 £37 + £2.90 £37 + £15 £2.90 COST: £132.70
Day 1 Day 4/5 Day 7/8 Day 16/17
GP appointment UTI persists Lab report Cure
. Positive dip 2nd GP appointment 7-day targeted antibiotic
Guideline | poceive 3-day antibiotic | Positive dip Collect from Pharmacy 2-3 x Antibiotics
2nd 3-day antibiotic
Urine to lab for culture
£37 + £2.90 £37 + £15 + £2.90 £2.90 COST: £97.70
Day 1 Day 4/5 Day 7/8
GP appointment Lab culture Cure
MSU collected 7-day targeted antibiotic 1 x Antibiotic
Best Positive dip
Practise | Urine lab culture
Pain killer prescribed
£37 + £15 + £2.90 +
£4.99 (cost of Peezy |£2.90 COST: £62.79
Midstream)

K I
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SOURCES

1.

https://cks.nice.org.uk/topics/urinantract-infection-lower-
women/backgrouneinformation/prevalence/

2. https://pmc.ncbi.nlm.nih.gov/articles/PMC8482205/
3.
4. https://www.scientificamerican.com/article/antibioticesistantutis-are-

https://fundingawards.nihr.ac.uk/award/NIHR203362

commonandother-infectionsmaysoonbe-resistanttoo/
https://www.thepharmacist.co.uk/pharmacfirst/almost-five-million-
pharmacyfirst-consultationsdeliveredin-first-year
https://cpe.org.uk/nationalpharmacyservices/advanced
services/pharmacyirst-service/pharmacyfirst-servicefaqgs
https://www.health.harvard.edu/bladdefand-bowel/whenurinary-tract-
Infectionskeep-comingback

Forte Medical in partnership with Una Health
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WATTON MEDICAL PRACTICE | BRECKLAND, NORFOLK

Before They 1741

Came to Us 5

How Community Health & Wellbeing Workers CHWWs deployed

Transformed Care Delivery in Primary Care

£667k

MRPharm$IPMAPCPharnhMBAI Doctoral Researcher
Clinical Pharmacist & Partner :
system savings

Board Member (Breckland Alliance)
Watton Medical Practice (A Part of the Breckland Alliance)
Tel: 0195388124 M: 07447920926
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THE CHALLENGE

A deprived community that wasn't reaching primary care

sy

Deprivation

Watton sits within the 20% most
deprived communities in England, with
high rates of multmorbidity, financial
hardship and social isolation.

4

Non-Engagement

Many of the patients who needed care
most were simply not engaging with
services , not through choice, but
through circumstance.

Reactive Model

4

¢ Ny RAGHK SRI OF BB A & NJ
t F ASyGa Ydad 02YS
Y240 @dzf ySNIo6fS NBa.
O2dzf Ry Ui 2NJ g2dzf Ry

Depression was the most prevalent condition in the CHWW cohort {3%%f) many were completely off the radar of primary care




THE APPROACH

Go to the patient before they come to you

28 Two CHWWs clinically supervised by WMP staff

Proactive
Door -to-Door

OUtreaCh #> Lifecourse approach covering all ages and conditions

G Multi-lingual workers ( 7 languages spoken in the cohort)

Holistic support: health, welfare, housing, employment

Every door. Every month.
Every household in the
most deprived postcodes.

Based on the proven Brazilian Community Health Worker
model

Bridge between residents, WMP and statutory services




CLINICAL OUTCOMES

Improving QOF, vaccinations, screening & planned care

N M 2 291 08%

Asthma check COVID vaccines Appointment
completion : delivered attendance

+27.6 percentage points postintervention to cohort members when advised by CHWW

T2% Tby:A 106 90%+ 73%

Bowel cancer MMR vaccines Residents reported Improved trust
screening uptake delivered positive health impact in WMP

9YSNESYOe | RYA&&A2ya KSR &F {33 ILADY §WiR ARBK  LUYHGySYNSHS y@iANS, A



BEYOND THE CLINIC

What happens when you truly go to your patients

@ Housing Support

25 housingrelated referrals helping
residents access awards and resolve insecure

accommodation.

‘ Employment

MWBEaARSY(Ga &dzZJi2 NI SR
SYLJt 28YSyidaNB®FHENMipa
0SYSTFALAD

I Modern Slavery

'@ C22R t 2@0SNI e

110 food voucher referrals issued; 507
welfare checkins completed across the

cohort.

£.51  Vulnerable Adults

Proactive safeguarding support reaching
isolated and atisk adults who would never

selfpresent.

@ Lifesaving

7 lifesaving interventions delivered directly
by CHWWs since the programme began.

66 referrals for social isolation supportestimated system saving of £629,442
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What residents said about the CHWW programme

bl 2ySadftes L gla oNR{SY>X FYyR @2dz Llzi GKS LIASOSa o6k O] 102

T CHWW Programme Resident

"They are both a lifeline for me. | don't know where I'd be without them."

T Resident, supported for over 12 months

"They allowed me to find the answer myself just through listening. They never judge. | just felt safe with them."

T Survey Respondent

fgab 2F adNDBS@SR NBaAARSYy(iad NBLR2NISRohy ERNBIAARDSY & YNB IOHINR2FR IKEE NI KS2 dzfi K




THE FINANCIAL CASE

N\

AEA DPOI COAI T A PAEA MEABIEODAIAL

{' +LbD{ .w9!Y5hz2h
TOTAL COST

£6 2 3 O 6 8 Employment & economic independence MY 20TPp
]

(including 12month followon Social isolation interventions £629,442

intervention costs)

Funding secured (initial pilot) £81,662
TOTAL SAVINGS

£6 6 7 8 1 7 Flu & COVID vaccines administered My 2 dod
)

Lifesaving interventions t NA OS¢t S

These savings do not include the value of reduced emergency admissions, improvedraigonic disease management, or thejuantifiable human impact



WHAT WE LEARNED

Lessons for primary care and system leaders

Trust is the medicine /| T AYAOIT adzLISNBA&aA2Y YL 00
¢CKS /12230 LBNERDIVNSSEF fy 2IYLILINE I OK Embedding CHWWs within the practice with clinical oversight from
Sy3ar3asySyid GKIFG @SEFENBR 2F | LILRBAYI GPs and pharmacists gave them the credibility and safety net to work |
odzZAft RAY3 (GF1Sa GAYS o6dzi GNXyaFTzN effectively.

The 'settling in' period is real t NAYFENE OFNB & | LXFaF2N
Healthcare utilisation increased most at12 months post This model positions primary care as a hub for community health not
intervention. Commissioners and practices must allow time for the just a destination for the sick, but an active force for prevention and
model to embed before judging impact. equity.

¢ KS LINE INJ YYRI QBB BRG2AENISNE | YR |y NyBilkcxHt Ay @dSaagySyi



THE FUTURE

Building a sustainable model of proactive primary care

. \ N .
: Il Longerterm evaluation (¢, Permanent contracts ¥ Shared data infrastructure
A X5 year followup is needed to capture /12235 GKSYaSt@gSa NBO2Y Acommon patient identifier across partners
reduced hospitalisation rates and chronic LISNXY I ySyOS® /2y iAydzi & wouldunlock far more powerful analysis and
disease complications prevented by early Ay O2YYdzyAUASAa A& nFdzy R allow earlier identification of highisk
CHWW intervention. ol aSR Y2RSt o individuals.

Scale across Norfolk & tNAYENE OFNB NBa: / System advocacy
¢tKS S@glftdza A2y SOARSY O WMPis building its research portfolio and 2 This model makes the case that investing in
20KSNJ RSLINAGSR | NBIao CHWW data provides rich opportunities for Pl community health workers is not a cost , itis a
AKFNBR ¢AGK | SFfOK Lyy andSukPlledstudies in health inequality and demonstrable saving, with profound human
L/ . @ community health. benefit.

9@l fdzf A2y O2YLX SGSR o0& I SIfTUK Lyy20FGdA2y 9l ad ol SFHtEOIK Lyy2@F Ga
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We found people.
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Tobi Amadasun | Clinical Director, Breckland Alliance PCN | Partner, Watton Medical Practice | tobi.amadasun@nhs.net
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THE NEXT FRONTIER

CHWWs & Point of Care Testing: A Natural Next Step

Rapld Diagnostic Testing

Already trained to carry out and record dinical measurements in the CHWW= could deploy lateral flow and compact analyser tests — CRP, strep, flu,
HbAlc — at the doorstep, feeding results to clinicians for same-visit dinical

decisions
Blood pressure mezsurement & recording -

Weight & height (EMI clculation)
Blood glucose testing
Temperature monitoring . Reaching the Unreachable
Urine dipstick analysis Q
All results fed directly to clinicdans at WMP in real time — the For patients in deprived areas who struggle with transport or multiple
infrastructure is already there. appointments, POCT in the home remowves a critical barrier to early diagnosis and
timely treatment.

< Smarter Clinical Declslons

Results reported in real time to WMP allow GPs and pharmacists to act
immediately — reducing unn sary antibiotic prescribing, improving
antimicrobial stewardship and enabling targeted referral.

The foundabons are already in ploce — CHWWE as community POCT navigators is a bold and achievable next step for proactive primary care
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Acute Respiratory I nfect

Pressur e

Late Presentation

Patients often seek care late, limiting treatment options and
Increasing health risks and system strain.

Impact on Urgent Care Services

Overcrowding at urgent treatment centers and emergency
departments.

Structural System Pressure

The issue is widespread, structural, and worsens during
seasonal surges, pressuring acute services year-round.
Need for Early Intervention

|dentifying problems early can reduce demand on acute care

and support community-based treatment models. And
Improve antimicrobial stewardship.

O
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The tools exist 1 leadership and pathway design are the constraint.

Leadership Over Technology
Effective leadership is crucial to redesign clinical pathways, not just
deploying technology.

Existing Diagnostic Tools and NICE approved Drugs
Point-of-care testing tools for respiratory infections are available and
clinically validated.

NICE has approved Flu and Covid antivirals (short optimal window)

Prioritizing Prevention
Leaders must prioritize prevention and early intervention as strategic
goals, not optional.

Simplifying Pathways
Simplifying clinical pathways and aligning incentives facilitates earlier
clinician action.



Designing the new pathway around real constraints

Community Co-Design

Primary care teams co-designed test-and-treat models
reflecting real workload and infrastructure constraints to
ensure feasibility.

Workflow Integration

Testing and treatment were integrated into existing
workflows to support decision-making without adding extra
burden on staff.

Neighbourhood Scale Delivery

Service delivery was structured at neighbourhood scale to
align with populations primary care teams are responsible
for.

Trust and Collaboration

Successful transformation relies on trust and collaboration
with frontline staff rather than top-down mandates.




Purposeful Use of Point-of-Care
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Clinical Impact: Early action to prevent harm

Early I nfection I dentification
Ti mely detection of I nfections
reduces the risk of hospital ad
Communi tyanfdaegsxtat Pat hways

Commu roiatsye d-ah-8seat model s | mprov
enabl i ng prompt treatment and r
Al tTgning Clinical Priorities
Supporting earlier clinical dec
practice and aligns with core h

Support Anti microbi al stewar dsh




System Impact: what our evidence shows

Reduced Emergency Care Usage
Pathways should lower urgent and emergency care visits by patients, easing pressure.
Economic Savings

Potentially, thousands of pounds saved per patient by avoiding hospital admissions and
treatment escalation.

Policy benefits
Delivers all three shifts at once: prevention-first, neighbourhood-led, digitally enabled.

By improving diagnostic certainty earlier, this strengthens antimicrobial stewardship and
directly delivers the AMR National Action Plan.

Scale aligns clearly with Fuller Neighbourhood model

Real-World Evidence o
Benefits must be demonstrated through actual delivery outcomes w
rather than theoretical models alone.

Leadership Confidence

Emerging evidence supports future leadership decisions to invest in

scaling community test-and-treat pathways to measure systemic gains.
P =y

— ) Enabling adoption through decision-ready evidence



Neighbourhoods are the right scale

Testand-Treat
EVEWS

wNeighbourhoods
are optimal for
delivering test
andtreat
pathways,

Neighbourhood
as Scale

wNeighbourhood®ffer a
manageable population
size where prevention
efforts can be effectivel
seen and managed by
local teams.
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Why do we need to build the case?

Preventi on Versus Ac

Local Investment Challenges

Investment in diagnostics and primary care occurs locally
creating budget allocation challenges for prevention
efforts.

Savings in Secondary Care

Savings from prevention are realized in secondary care,
causing misaligned incentives.

Leadership and System Alignment

Deliberate leadership choices and systivel
alignment are essential to resolve prevention versus
acute care funding tension.



Transferable leadership insights

AStart with whole-system outcomes
AUse neighbourhoods as delivery units

AProtect simplicity through co-design




Contact and questions?

www.healthinnovationnwc.nhs.uk

mandy.townsend@healthinnovationnwc.nhs.uk



http://www.healthinnovationnwc.nhs.uk/
mailto:mandy.townsend@healthinnovationnwc.nhs.uk

¢CtKS b2NIOK 2Said adzNer az Tl

Wi n2&®ri220 21Devel opment of a Flu Test and Treat
I n the practice setting, providing diagnostic
antivirals and antibiotics

Wi n2@&1i2230 2idbevel opment of a Test and Treat Comi
Respiratory I nfections (ARI s): fl u, respirato

WI nt2&12240 2-DW Poi nt of Care Strategic Group, Ms
Wi n2®i2502-€ommunity ARI testing in UTCs and O

Next steps:
A Analyse dat a

A Cost: baemelfyisi s
A'NW POC Summit

A ReaMor !l d evaluation publicati on
Totall8oméhs (seasonal) |l ndustry Part
Of frce of the Chief Scientific Officer
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Flu Test & Treat Community Pathway Evidence Of impaCt

Winter s faced by the NHS are often exacerbated by cases of seasonal |r|rlu--r|;._1 A collaborative working
een Innovation Ag = i sti
er using rapid diagno: 5 o i
ce the need for hospitalisations and therefore reduce the burden on secondary care, whilst ientifying
amy further system benefits.

What happened?

» 9 GP practices'in Yorkshire and the North West took part in a pilot for a new flu patient community pathway using

a point of care test

. i . Hospitalisations — *Figures rounded to the nearest whole number
A target pupu!stlun of around 43,000 clinically at-risk patients were encouraged to visit their GP to take a flu test 17 avoided* — £37k *Monetary values rounded to the nearest £1,000
upon developing flu symptoms Hospitalisation

+ Based on national averages for flu surveillance’ an estimated 17 hospitalisations, 4 deaths, and 1CU admission + costs prevented™

ided due to the pil
ere svodeddus fothe piet 1 ICU admission = €1k =+ " 4 Deaths avoided
avoided v

250 33 23

Tested Positive Prescribed . Displaﬂd to the left and balow are the key 1 Priory Medical Group comprises 8 practices but is counted as 1 by NHS Digital,
Itz of the plutfl.l it y. 2 UK Health S;ecurltj,,r Agemy LEDZE. Apﬂ B]Namnal flu ard CUI slllan repons I'.‘|22 t1}20 season. GOVILEL

> Hﬁﬂ1 Hospitalisation
Impact Data

"i (O ICU admissions
6 em from 22 -23
antibiotics 9 O Deaths plIOt

Estimated impact

antivirals




Outer Setting

» Funding

« Centralised co-ordination
and planning

+ Pandemic preparedness

« Anti-microbial resistance
prevention

Inner Setting

» Testing location
& set-up
» Staffing and
workflow

Individuals involved

Primary care administration
Prirmary care practice management
General practitioners
Practice paramedic
Acute trust pathology lead
Acute trust point of care lead
Virology lead
Consultant clinical biochemists

Other individuals suggested for input:
AMR leads, pathology networks,
respiratory networks

‘e

Implementation
= Training and education

= Governance, monitoring
and integrated IT

>

Innovation

« Pathway design and
testing device selection

CFI' R Theapt i c

ASustainable impl emen

compl ex than just pr
Al | of t hese factors
addressed to enabl e

community testing pr

ASystwmde a-cti on

t hkeegnabfloerr | mpl ement
pri mar-yasadetest and
Al nvol vement of paitsho
keiym;el ecting appropr
devices for primary
wor kfl ow, supporting
communitiesaofl pract

pr ovigdivireg nance.



Key Insights

Overall, the 2023/24 community test and treat evaluation has
found that:

ABoth clinicians and patients feel that community testing for acute
respiratory infections is the right approach to care and would improve
patient outcomes

ADiagnostic certainty would improve antimicrobial stewardship

A System level co-ordination is essential to implement these
pathways and address identified barriers such as funding, primary care
support and governance
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VIRTUAIWARD PROGRAMME o TIMELINE
OVERVIEW

Early Programme Phase 2020
Virtual Ward programme establishedusing Spirit Health /CliniToucH Dignio/ Doccla
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Virtual Wards; Timeline of VW Mobilisation

Atrial
COVID VW Fibrillation Ambulatory Community

December VW February Jaundice VW vVw
February September

Paediatrics
VW May

Diabetes VW
April

clective Heart Failure

vw
September

Colorectal
Resection VW
Asthma VW March
November
Haematology Frailty VW

VW July October

Community
Acquired

Presumaonia VW

NOovember



OUR AIM OF VIRTUAL WARDS

To reduce Il ength of stay
Reduce deconditioning

Prevent readmission 5
Reduce number of patients in a -*h
Aid fl ow t hr epurgohv itdhien gh oesapriltyaldi sc h ams
Reduce corr®dod mpame/eP®Arn around ¢
| mprove Emergencly ADdarwiasrstirmemtavfdiodms\n>
Keep families together.

agnostic

Reduce patient distress afnamialny.i et om

Reduce financial cost Patient/ NHS Bed

|l mprove pati-ente tergpeneencaare, in their own home with exp®rience
and further monitoring for patient peace of mind, reducing a

Reduce cost, travel expense for family, time from work, child




REFERRAL SOURCE

Local referral source
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ADMI SSI1 ON AND DI2ZOCEBBARGE DATA

Admissions and Discharges
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AVERAGE LENGTH OF STAY

Average Length of Stay
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PREVIOUS VIRTUAL WARD ADMISSION




PROCUREMENT EXERCISE

Started 2024
Engagement day with 15 platform providers 20 October 2024

163 procurement questions asked to 15 suppliers

April 2025 6 Supplier presentations

Result announced 11" September 2025

Went live with our current provider in November 2025-@ear contract




6 MONTH ICB AUDIT AND DECOMMISSIONING OF WARDS

Ast nilaeds

COPDM eds

Heart 1fSaedsre

Col orledc e ds$

Ambul ator §OJeadusndi ce

Community acquBeétbeed $Prseeudmo ndieac o mmi ssi oned




FRAILTY VIRTUAL WARD

/\rlstotle <i Selected ward
Frailty Virtual Ward

Admissions

2024/25YTD | | 2025/26 YTD

Ward admissions - year on year

finyear @2324 @2425 @2526

g 50
. Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Average length of stay

2024/25 YTD | | 2025/26 YTD Average LOS - year on year

finyear @2324 @2425 @2526

10'3 7'3 AS: —— \—é

Apr May Jun Jul Aug

Avera

Sep Oct Nov Dec Jan Feb
Proportion of Admissions classified as "step down"
2024/25YTD| | 2025/26 YTD

Mar

Step down proportion

finyear @2324 @2425 @2526

39.7% || 14.3%




POCT JOURNEY

o

To Do Io I

To

All virtual wards require timely access to diagnostic tests and their results.

Access to diagnostics is key to enabling high qualitgersonalisedcare, with the clinician able to accurately
assess, treat and monitor a patient and proactively include them in shared decisianaking about their care.
This is as relevant to virtual wards as it is to any care setting in which patients are cared for. NHSE (2024)
Access to diagnostics on virtual wards

October 2022 started conversations
Acceleration bid 2025
22nd April 2025 Deputy medical director presented at POCT Governance meeting

UECMidlands Learning Improvement Network (LIN)JECMidlands Learning Improvement Network
(LIN)Accelerator scheme

March 2026 presented at POCT Governance meeting




FUTURE PLANS

Acute Medical pathway

Reembedambulatory jaundice and colorectal pathwayeduce the time people wait for elective care
Nstemipathway

Rough sleepers respiratory pathway

Orthopaedic pathway

Integrate frailty pathway into UHL

Work with neighbourhood teams

Improve A&E waiting times

Reduce LOS by 5%

End corridor care and POAOs
In order to achieve the above we need POCT/POCCUS/Makribsy
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North East and
North Cumbria

Point of care and Its role
In out of hospital care

Elizabeth Mullen

Consultant Clinical Biochemist, Clinical Lead for Point of Care, Northumbria NHS FT.
NENC PoC SRG co-chair

Caroline Addison
Consultant Clinical Biochemist, Clinical Lead for Point of Care, Gateshead Health
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Background

ANorth East & North Cumbria Pathology Collaborative

0 POCT Speciality Reference Group
0 Support delivery of safe and effective care through use of POCT
o Individual POCT Trust representation

o Increasing awareness of POCT in out of hospital settings
0 Majority unsupported
o0 Approached for support
0 Cross Trust boundaries

o Engaging with ICB on how to deliver POCT safely in out of hospital
settings




Advantages of POCT 1 n out
-NHSL Oy ear pl an

Equity & access: m;% Faster diagnosis & patient flow: @

POCT supports health inequality reduction by Rapid, near-patient testing supports earlier
improving access to diagnostics for under- diagnosis, improved triage, and safer
served, rural and vulnerable populations decision-making in urgent, emergency and

community pathways. Improved clinical
experience and overall cost benefit

Care cl oser to home: Workforce transformation:

Diagnostics in the commupi tEjablésPewmifdisGpbharviagsfi t a |
attendance anddasyupdpeocrits isganmseyorking, enabling diagnostic and treatment
POCT wunderpins new servVviie d#igichsithin abroddBrirafge bf Be®ings

communi ty
A 528




NOT COMPARABLE

. COST TO LABORATORY
RISkS BENEFITS RESULTS
NOT POOR
REALISED QUALITY OF

RESULTS LACK OF

AUDI T

RESULTS Aot

NOT

CINEPR PATI ENT
SAFETY CARRI ED

OUT BY
LACK OF UNTRAI NED
STANDARDISATION STAFF
OR CLEAR
PATHWAY INCIDENTS/

SERIOUS INEFFECTIVE DUPLICATION
INCIDENTS OF TESTS




Clinical i1ssues

A Varying quality of POCT tests: AUser knowledge of device |
A Accuracy of result produced

*** i nterferences:
A Reproducibility of result produced AWhen is | aboratory c L ron

: N e
a ur a
alcohol wipes, uncap@® Mg,

A What can cause anieinm

POCT method may not be comparable to the laboratory method:

A e.g. Troponin, D-dimer
A Variability in ranges and units. Pathway values determined by assay.

A CANNOT be used interchangeably
A Extreme caution in pathway implementation




Clinical i1ssues

A Lack of available quality control: A Suitability for clinical scenario:

A Ability to ensure initial and ongoing accuracy of results | A Ball park figure or accurate numerical concentration

Result
Screening / Diagnosis

Appropriate treatment or referral is missed or mismanaged.




Practical issues

‘1}' POCT may not be most appropriate:
POCT 1T's expe Ve A What is the workflow?
. .| A_Where would the benefit be realised?
AAver age more RL&NXden equl VAaéar%enday triage or treatment? 9
central laboratory met hOdSA What can the lab not offer and why? vg‘.'.

_ Business case approval
Ongoing costs:
A A Coshtenefit anal ysi sNaedd:
Must be accounted for, as well as initial outlay to be able to tangibly e
upfront cost

o) ADifferent Bud l i nes
D ATheoretical a mpti on




High quality, safe POCT In the out of hospital settings

Clinically owned, Laboratory-led, Workforce-competent, Properly commissioned, Safely regulated

Clinical
/ Need \

integration

Digital Funding

Quality




Requirements - Unmet Need

AClinical Need

o How does POCT meet the need?

A Clearly defined and documented
A Agreed with key stakeholders

o0 Engage with Local/regional Pathology POCT team
o Can the laboratory offer an appropriate service?
o If not, why not?




Requirements - Finance

ACosts & funding must be identified
0 Must be financially viable, with agreed funding and costi benefit
analysis
o Implementation costs

A Verification, evaluation, consumables, IT connectivity, capital costs, reagent
storage

o Ongoing revenue costs
A Quality assurance, IT connectivity, maintenance, device costs, consumables

o Both INCLUDE workforce costs T POCT team for oversight and clinical
users




Cli ni cal Governance

Quality Control/Assurance Accountability

A device performance is monitored and A defined and formally agreed
optimised

Efficiently managed Competence

Arisks are effectively a d d R eused 1§y trained operators

Ahigh standard of servile I&ssomsetlainingedcnéntation




Requiremen ts - Quality

Alnitial verification
0 Does the device meet manufacturers claims?
0 Accuracy, precision, comparison to the laboratory
o Laboratory involvement & oversight

AOngoing performance monitoring
0 1QC and EQA

ATraining & competency assessment/reassesment
ADocumentation
ATroubleshooting



Requirements - Digital

Al T connectivity essenti al
oResult reporting
APOCT devicedighduwull d ybe oLnl nMSc/t EePIR
ABecoming integral to patient pat h
ocAudi tabil ity

oOper ati onaave r&s iughetr

AEnsure only trained users can access dev
oPerformance management

ol QC | ockout




Case studies / examples




U&E and CRP In hospital at home

A In patient homes. Step down and step up. Reduce acute admission/readmission

A U&E - Diuretic titration, AKI, Highly precise and accurate - comparable to lab

A CRP - Screening tool for infection, specific numeric value less important

A Quality of tests required different.

Verified against patient population

Training to users provided

Pilot conducted successfully

Scoping for digital integration completed

Expansion to other
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The catcheé

ABusiness ¢éase failed
ACoul d not i mpl ement

AOne year's funding found!

ACan i mplement ,t dowreder sltyemdf hfowinidti :n g
|l nt®yex&montract

greed finance now r e ested u|
nary costings provid
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Premature rupture of membranes

Financial decision T POCT not engaged

Clinical team . . . .
Change test as a Nig v esita T Cl i nic¥  Testdeemed Team Previo Switch back at
cost-savin ] e el i nci denbp clinically requested a met hod a)p risk until
d P T occuredg unsafe switch back unverif verification

Clinician-led decision T POCT not engaged

N Verification and
Push for use i1 at ongoing
risk - monitoring now
possible

Regional Clinical T Discussed with

recommendation to use a No verification . Clinical group
specific test recommending.

A Accuracy and reproducibility not determined before use
A Ongoing accuracy not monitored
A Possible incorrect patient discharge/intervention associated with risk to mother and baby



Unveri fied tests alread

Cli nd edandelicPiGCTomot Eehigmigedsc , HWrA ne

Sitting at risk.

Use on 3000+ No verification or Discrepant JETOESTIE Decision to be

. : , highlighted verification to take :
patients in region POCT awareness c® racul o place taken following

verification

Proposed benefit i provide
health screening to less

accessible communities

A Screening, not diagnosis.

A False negative i may miss required care

A False positive i increased burden on NHS and patient anxiety

A Each individual result used independently in agreed clinical protocol, therefore each requires individual verification




Non-acute Trusts

AUnknown scope of devices, verification and governance

AAnecdotal evidence
AFull blood count
ALithium
ACRP

AMental Health Trusts
AAmbulance service




Wh at el se 1 s out t her e«

ANew issues raised every coupl e
ASi ze and scale as yet unknown

ATo safely deploy and manage wi t
we need. t o




How to address this?

Engagement at an early stage, ideally whilst its still just in ideal!

V Establish governance framework for community and out of hospital for POCT

Local or regional Pat hol ogy POCT ap

V Clear documentation & recording keeping in place

Quality assurance (verification, 1QC, EQA)

\/ Electronic capture of results

Audit & 1 ncident report.




POCT In North East & North Cumbria

AExpansion from acute care to

Aemergency, community, mental health, dentistry, and screening
pathways

A NENC Pathology collaborative

AAcute trusts all have a POCT team - limited resource
ADifferences in staffing, skills, and digital maturity

ANo resource or structure provided for out of hospital POCT




NENC strategic approach

ARaised with NENC ICS Diagnostic Programme Director

oGuideline in development for introduction, use and governance
of out of hospital POCT

oldentified gaps and opportunities for growth
oBaselining against comparable network
o Strategy for reduced workload duplication commenced

oHarmonisation of job descriptions and personal
specifications across network




Summary

APOCT ability to improve access to healthcare

ABut it needs to be done safely
AScope of POCT in out of hospital settings unknown

Engagement with POCT teams, identification of appropriate
funding & resource is fundamental to establishing a POCT
framework to ensure a safe service
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NHS Scotland POCT background

14 NHS Territorial health

boards

7 other health boards, incl.

- Public Services Delivery
Scotland

- NHS National Waiting Times
Centre (incl. CISD/ANIA)



