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CONNECTED HOME FIRST
A digitally inclusive discharge-to-home support pathway for older adults in England
[image: ]
A 30-day “digital + human” bridge after hospital discharge
	THE PROBLEM
Older adults are often discharged with changed medicines, follow-up appointments and reduced confidence. When information is unclear or support is fragmented, a manageable concern can become an urgent crisis. NHS England recognises emergency readmissions within 30 days as an important outcome for post-discharge pathways (NHS England, 2024a).
	THE PEOPLE
Primary users are adults aged 65+ with frailty, COPD, heart failure, polypharmacy, recent functional decline or low informal support. The pathway also supports unpaid carers, who may suddenly coordinate medicines, appointments and daily care without a named professional contact.

	THE SOLUTION
Each participant receives a named discharge navigator; a plain-language recovery plan; a choice of app, automated telephone call or navigator contact; medication and wellbeing check-ins; social-prescribing referral; and a jointly agreed escalation route to a clinical hub.
	PERSON-CENTRED VALUE
The service starts with “what matters to me?” rather than a technology assessment. It helps people stay connected to their own goals: taking medication safely, getting upstairs, eating and drinking well, keeping appointments, regaining confidence or knowing when and how to ask for help.

	WHERE & BY WHOM
Delivery occurs across an acute ward, discharge hub, GP practice, community provider, pharmacy and adult social care within one ICS. The multidisciplinary team includes a navigator, ward pharmacist, nurse, GP, social-prescribing link worker, social-care practitioner and voluntary-sector partner.
	COMMON GOOD
Connected Home First shifts care from an isolated hospital episode to a supported transition at home. It can improve dignity, continuity and carer confidence while supporting the NHS policy direction from hospital to community, treatment to prevention and analogue to digital (NHS England, 2025b).



POSTER EVIDENCE, SAFETY AND DELIVERY PLAN
Why focused support is needed
[image: ]
The comparator shows a documented higher standardised emergency readmission rate among people over 75. It is not evidence that every readmission is avoidable or caused solely by lack of support; it strengthens the case for a targeted, safe transitional-care offer.
	TECHNOLOGY THAT INCLUDES
The digital platform is deliberately simple: reminders, recovery-plan access, short check-ins and agreed red-alert prompts. It does not diagnose, make autonomous decisions or replace emergency services. A telephone route, paper plan, large print, translated materials and navigator-led data entry ensure that digital access is a choice rather than a condition of care.
	DATA, ETHICS AND SAFETY
Health information is special-category personal data under UK GDPR (ICO, 2025). Before launch, the ICS completes a Data Protection Impact Assessment, clinical-safety assessment and accessibility review. Role-based access, encrypted transfer, clear privacy information, minimum necessary data and audit trails protect participants. Safeguarding and clinical red flags have named escalation routes.

	TIMELINE AND EVALUATION
Months 0–2: co-design with older adults, carers, staff and community groups. Months 3–5: pilot in one ward and two GP neighbourhoods. Months 6–8: assess uptake, user experience, alert response, equality and 7/30-day contacts. Months 9–12: refine, train further teams and scale only if safety and inclusion standards are achieved.
	HOW WE WILL PROMOTE IT
Referral prompts in hospital wards and GP systems; pharmacy information cards; briefings for care homes; accessible videos and printed materials; local Age UK and voluntary-sector partnerships; library and community outreach; local radio and social media; monthly feedback meetings; and reporting through ICS quality and patient-experience forums.


Success measures and call to action
Success is not measured only by lower hospital use. The dashboard will include patient confidence, carer experience, timely medicine access, equality of uptake, completed follow-up, response time to alerts, staff experience and appropriate emergency escalation. This balanced approach prevents the pathway from discouraging necessary hospital care. Adopt Connected Home First as a 12-month ICS pilot: it makes discharge a supported transition, rather than a handover of risk.
Poster sources: CQC (2024); Department of Health and Social Care (2014); Great Britain (2010); ICO (2025); NHS England (2014; 2024a; 2024b; 2025a; 2025b). 


Connected Home First: Written Pitch
An inclusive, digitally enabled 30-day pathway for older adults after hospital discharge
Purpose and case for change
Connected Home First is an Integrated Care System (ICS) proposal for persons over 65 being released home following an unanticipated hospitalization to hospital. It includes a designated discharge navigator, a co-produced recovery plan, scheduled wellbeing and medication check-ins and direct access to community, primary-care, pharmacy, social-care and voluntary-sector support for 30 days. The concept is purposely hybrid: it’s a simple NHS approved app but individuals might also opt for telephone calls or paper plans, translated material or support from a carer. This is important because a digital service that shuts out those without gadgets, confidence, connectivity or accessible communications will worsen, not improve, inequality.
The concept answers to a well-known pressure point in health and social care: discharge is not a single event but a transition where clinical, practical and emotional needs might easily be overlooked. NHS England describe virtual wards as a way of delivering care safely and easily from home rather than in hospital (NHS England, 2024a). Its operational framework identifies relevant measures like early release, patient experience and emergency readmissions within 30 days (NHS England, 2024a). Connected Home First is not a replacement for virtual wards but rather complementary, offering a bridge for those who require support to understand and act on their plan once they are back home.
The people affected and the proposed solution
The initial target group comprises older persons with frailty and/or chronic respiratory or cardiac problems and/or polypharmacy and/or recent functional deterioration and/or limited informal support or trouble navigating resources. “The pathway is only available on a needs basis and not just on a diagnosis. Carers are also affected: they may be the practical co-ordinator post discharge, with no clear route for questions. The navigator asks the patient and carer what is important to them, confirms agreement to share information and establishes a preferred means of contact. This is similar to social prescribing, where link workers co-produce a tailored care and support plan and encourage people to take control of health and wellbeing (NHS England, 2025a).
At discharge, the navigator develops a brief rehabilitation plan in clear English. It identifies prescriptions and adjustments, appointments, mobility or nutrition needs, red flag symptoms, preferred mode of communication and named support contact. The individual is checked on a daily basis for the first 7 days. “ If there is no response or a Red Flag answer, it goes to the Clinical Hub for review. It’s never just an algorithm. Days 8-30: Contacts as required. Navigator makes warm referral to GP, community nursing, pharmacy, adult social care, falls services or social prescribing.
Benefits for wellbeing, professionals and the public good
This means safer, more confident recuperation at home for patients. It supports autonomy in that the person is deciding their goals and communication method yet provides a realistic avenue for early help. It gives clarity to carers and an opportunity to express issues before a catastrophe. A visible strategy reduces the need for experts to repeat the same tale more than once and clarifies responsibilities across organisational boundaries. Learning from repeated gaps also helps e.g. delayed provision of medication or inaccessible appointment letters.
The larger public benefit is shifting from ad hoc, reactive care to prevention and care nearer to home. The current NHS 10 Year Health Plan has three changes; hospital to community, treatment to preventive and analogue to digital (NHS England, 2025b). Connected Home First makes these changes real, but leaves in place non-digital access to ensure that “digital by default” does not become “digital only”. The NHS offered promising background, with a virtual ward for frailty demonstrating 30-day readmission rates 26.5% below the national comparator, however the local trial must provide its own evidence (NHS England, 2024c).
Policy, legislation and professional accountability
This is a project which sits inside current English health and care policy, rather than a new statutory service. The Care Act 2014 shifts the focus of adult social care to a wellness principle and establishes a duty on local authorities to promote integration with health related provision (Department of Health and Social Care, 2014). This encourages early engagement of adult social care where risks of discharge include self neglect, housing, carers’ needs or loss of independence. The Equality Act 2010 (Great Britain, 2010) demands reasonable adaptations for disabled individuals therefore accessibility features like as formats, language support, sensory adjustments and a telephone first option will need to be considered from the outset.
Health information is special category personal data under the UK GDPR (ICO, 2025). The ICS must also carry out a Data Protection Impact Assessment before the pilot, establish the lawful basis and condition for processing, minimise data collecting, provide role-based access, define retention periods and publish a clear privacy notice. The CQC framework offers a practical quality view on safety, person centric care, protection, learning and equity (CQC, 2024).
Implementation, technology and evaluation
The trial will be in one acute trust and two associated primary-care areas for a period of 12 months. A small operational group (discharge lead, pharmacist, community nurse, GP, adult social-care lead, information-govenance lead, voluntary-sector representative, patient and caregiver representatives) will co-design the workflow (months 0–2). Testing path with ~50 persons 3-5 months. The first assessment is a combination of quantitative data with interviews and brief accessible surveys. The ICS should only be crossed when safety, usability and equity conditions are fulfilled.
Technology is an enabling – not the intervention. The platform has straightforward plan and check-in prompts, enabling the patient to pick when to be reminded and signals approved red responses to the navigator. It will not diagnose, nor score people by opaque risk score, nor replace emergency services. People are included by paper plan, navigator led data entry, telephone route. Key measures include: enrolment by demographic group; preferred mode of contact; reaction time to alerts; 7 and 30 day urgent-care contact; patient confidence; carer experience; and staff burden 7 and 30 day urgent-care contact

Public involvement, dissemination and conclusion
The discharged persons know where written instructions, prescription arrangements and service handovers fail and thus the public has to be involved. Older people, carers and local voluntary organisations will be included in the steering group and materials will be co-designed and language tested. Promotion will be via GP and ward referral prompts, community pharmacies, care homes, Age UK local partners, libraries, church and community groups, local radio, captioned video and social media. The messages will be about choice – you may opt out and get help without an app.
Connected Home First is a practical, scalable approach for the gap between leaving hospital and feeling safe at home.” It adds value to existing virtual ward, discharge to assess, primary care and social prescribing services by making the transition transparent, co-ordinated and person-centred.” The effort can improve experiences for older people and carers and enable professionals to deliver more preventative, community-based and digitally-enabled care, with solid data protection, clinical oversight and real non-digital access.
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