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[bookmark: _Toc236334244]Part A: Poster
[bookmark: _Toc236334245]Introduction
CareBridge is a digital, wearable-device-based solution that allows virtual ward services to track patients after their hospital release and provides continuous remote monitoring for patients who were admitted with a serious acute respiratory problem and/or frailty. The innovation combines an innovative wearables-based sensor, a simple mobile application, and a clinical dashboard managed centrally, where essential parameters of the patient, mobility and adherence to medication can be tracked in real-time and in a multi-disciplinary way. CareBridge will be innovative, using existing virtual ward pathways with an emphasis on the transition from hospital to community follow-up, which is the most critical period in the patient's life, when deterioration and readmission are highest. The platform seeks to alleviate some of the strain on emergency departments and help patients to return to their homes with confidence.
[bookmark: _Toc236334246]Problem Statement
The issue of long waiting times for appointments to the NHS in EDs persists, with delayed discharge and reduced beds helping to cause this. However, if not monitored appropriately at the time of discharge, the patient may develop early signs of deterioration which could result in unnecessary readmission to hospital and add to the burden already experienced by our healthcare system (Malhis et al., 2026). The NHS Long Term Plan emphasises the importance of care being delivered more ‘at home’ and increased use of remote monitoring technology to help achieve it. This is compounded by staff burnout due to workload and limited organisational support, which limits staff to a smaller number to do any follow-up work manually. The answer to this is CareBridge: With CareBridge, care workers are relieved of routine monitoring, while patients with the greatest clinical need are attended to (Malhis et al., 2026).
[bookmark: _Toc236334247]Target Audience and Impact
CareBridge is targeted at older people and those who have long-term respiratory problems (COPD) and their carers, as well as the multi-disciplinary teams that support them. Hospital staff feel better about the greater good as they are more aware of deterioration up-to-the-minute, and the health system enjoys a lower bed occupancy (Jalilian et al., 2024). The platform is a public good in that it makes it possible for anybody to have a safe and monitored recovery experience, without travelling to specialist services, and without the need to walk. It is especially useful to help decrease inequities in follow-up care in remote or underserved areas, or for patients who are reluctant to leave their care facility (Jalilian et al., 2024).
[bookmark: _Toc236334248]Implementation
There will be NHS acute trusts and community health teams to support CareBridge, and they will draw on existing virtual ward infrastructure. Patients would be provided with an application and a wearable device before their discharge, and a few minutes would be spent teaching them how to use the application with their wearable device by ward staff or discharge coordinators (Romano, 2025). This would send data to a secure clinical dashboard which would be monitored by community nursing teams, and alerts actioned based on clinical thresholds agreed with the team. Expansion of the service would be implemented in respiratory and frailty pathways first, before other conditions are included and would follow a similar approach as the current virtual ward pilots were rolled out (Romano, 2025).
[bookmark: _Toc236334249]Timeline
	Activity
	Months 1–3
	Months 4–6
	Months 7–9
	Months 10–12

	Co-design workshops & staff training
	
	
	
	

	Platform development & integration
	
	
	
	

	Ethics and governance approval
	
	
	
	

	Pilot testing (single trust, COPD pathway)
	
	
	
	

	Data collection & remote monitoring
	
	
	
	

	Evaluation of outcomes, experience & cost
	
	
	
	

	Refinement & wider rollout
	
	
	
	



The implementation will be in 4 stages. 6 months: Development and staff training (including co-Design workshops with patients/carers) to Months 3 Months 4 – 6: a pilot scale with one NHS Trust on COPD discharge pathways. Months 7 - 9: Clinical outcomes assessment, patient experience, and cost-effectiveness assessment. Based on positive evaluation outcomes, refinement is to be carried out at Months 10-12 and further rollout of pathways and trusts (Chauhan and McAlister, 2022).
[bookmark: _Toc236334250]Regulations
To ensure patient data is stored and handled securely, with proper consent processes, CareBridge has to adhere to the UK General Data Protection Regulation (GDPR). If it were used as a clinical decision-making supporting tool, it would need to meet the requirements of the Care Quality Commission (CQC) and Medicines and Healthcare products Regulatory Agency (MHRA) (Norman, Bennett and Vardy, 2023). Use of the platform would be according to clinical protocols that are linked to National Institute for Health and Care Excellence (NICE) guidance on remote monitoring, and staff use of the platform would be according to professional codes such as the Nursing and Midwifery Council (NMC) and Health and Care Professions Council (HCPC) (Norman, Bennett and Vardy, 2023).
[bookmark: _Toc236334251]Technology Integration
It includes a wearable wrist device for monitoring symptoms and triggers such as heart rate, oxygen saturation, activity levels and even a reminder to log symptoms in a patient diary, as well as confirming medication, and a smartphone app to both complement and support the wrist device (Litchfield et al., 2025). Safe transfer of data to a cloud-based dashboard and flagging of alerts that go outside of agreed clinical parameters will be automated. This follows a similar model of connected-sensor technology that is used in other forms of remote monitoring, which include a continual stream of personalised data that enables improved early detection of deterioration (Shi et al., 2024). The technology is intended to work alongside and enhance professional clinical judgement, and all alerts are discussed by a suitably skilled member of the community nursing team before action is taken.
[bookmark: _Toc236334252]Dissemination
Awareness of CareBridge would be raised through briefing of stakeholders (NHS trusts, GP practices, community organisations), and patient information leaflets handed out to patients at the time of discharge from hospital. Patient stories and outcome information would be communicated on digital channels – websites of NHS trusts and social media – after the pilot (Williams, 2022). Engaging with condition-specific charities, for example COPD, would help to engage patient/carers directly, creating trust in this platform before it is scaled up.


[bookmark: _Toc236334253]Conclusion
CareBridge is a realistic solution to an extension of current virtual ward services for the vulnerable time after hospital discharge. Its ability to leverage wearable technology and clinical management can help to cut down on preventable hospital re-admissions, alleviate the strain on emergency services, promote safe and confident discharge from hospital, and help to build a more sustainable and equitable health and social care system.

[bookmark: _Toc236334254]Part B: The Pitch
[bookmark: _Toc236334255]Introduction
CareBridge is a wearable digital platform that seamlessly integrates with virtual ward care and enhances the care delivered when a patient leaves the hospital, to enable continuous remote monitoring of patients who have suffered from acute respiratory illness and frailty. It addresses a gap which is currently missing from pathways – the time after discharge when patients face the greatest risk of deteriorating and re-admission, and monitoring is typically irregular with occasional telephone calls. This is good for patients and their families/carers as the changing health status is identified earlier, and good for the hospitals as nurses and families/carers are able to see earlier and recognise the changing health status, which reduces pressure on hospital beds and emergency departments. This is important as it will remain a factor impacting patient safety, experience and staff wellbeing across the NHS, with prolonged waiting times in the emergency department and delayed discharge continuing to impact patients.
[bookmark: _Toc236334256]Background
Delayed discharge continues to be one of the most intractable problems emergency departments in the NHS have had and is a result of a lack of bed capacity and therefore a factor in emergency department crowding. The NHS LT Plan is clear about the need to be closer to home and increase the acceptance and deployment of remote monitoring technology to ensure safe earlier discharge (Abdelhalim et al., 2024). The findings of the COPD virtual ward in South and West Hertfordshire suggest that using technology to deliver home-based care can be safe and effective – although the sample size of the virtual ward intervention, and the fact that it is comprised of individuals with COPD, should be taken into account when interpreting these findings. However, burnout and heavy workload amongst health care staff and lack of organisational support continue to have a negative effect on the capacity to monitor each PT after discharge, particularly when done manually (Ibrahim et al., 2022). Studies of connected health have demonstrated the value of continuous sensors, linked to a person, recording patient information and a professional's personal information for early detection of patient deterioration. In total, all of this evidence points to the opportunity and need to further apply the principles of the virtual ward in the immediate post-discharge phase, to help plug the all-too-familiar gap between hospital and community settings via technology (Armold, 2023).
[bookmark: _Toc236334257]Innovation Description
CareBridge is made up of a portable, wearable sensor, easy-to-use mobile application and a secure clinical dashboard. Wearable monitors patients' heart rate, oxygen levels, activity monitoring and random notifications to ask for brief symptom updates and adherence to medications, all communicated to the patient through the app. This reporting is a real-time report to the community nursing teams on an encrypted dashboard and can be automated for alerts when readings are outside agreed clinical parameters (Joshi, 2024). CareBridge's unique aspect is its niche focus on the transition of discharge itself, and not duplicate any of the current virtual ward monitoring for the patients that are already on a pathway. Monitoring begins as soon as the patient is discharged (as opposed to deferred monitoring), and the patients are given the device and a brief training. It is also easy to use, as usability and usefulness are important to patients and staff uptake of new digital solutions (Joshi, 2024). CareBridge will not generate artificial extra administrative work, but rather will help remove administrative work and will free up a community nurse's time to work with a patient with a symptom of deterioration (Joshi, 2024).
[bookmark: _Toc236334258]Impact on Health and Social Care 
The care package on CareBridge is primarily targeted towards older people and their care takers, and towards everyone with chronic respiratory diseases such as COPD and their carers, but could apply to any pathway with shared aspects of frailty. Patients will have fewer emergency readmissions and increased confidence if they can be identified earlier because they will be able to recover in a safe, home environment (Zhou et al., 2025). To carers, the site provides comfort and insight into the individual to be supported and comes with no expert clinical knowledge. Community nurses and other multidisciplinary teams of staff members can find some relief from routine manual monitoring through automated monitoring and have time to dedicate to the patient with the greatest clinical need, thus helping to solve the issue of staff wear and tear—organisation-wide and not individual—by taking up some of the time traditionally occupied by manual monitoring (Zhou et al., 2025). From a broader perspective, minimising avoidable re-admissions aids the sustainability of bed availability as well as alleviates strain on emergency departments, in line with ensuring value through measures of outcomes and not just activity (Buican et al., 2025).
[bookmark: _Toc236334259]Public and Stakeholder Involvement 
Patients would also be involved at the outset as part of the co-design workshops to ensure that the wearable and app were comfortable, accessible and usable to patients – who may be less confident with digital technology. Alert thresholds and escalation procedures would be determined and informed by community nursing teams and discharge coordinators, who would be the first to see the patient in the field (Ibrahim et al., 2022). Feedback would be gathered on an ongoing basis using chairs and staff debriefs as they implemented the service initially in order to refine the service before rolling it out to staff (Buican et al., 2025). The benefits of partnering with condition-specific charities for advocacy and to allow the building of patient trust before broad implementation can be realised.
[bookmark: _Toc236334260]Policies, Services, and Professional Links 
CareBridge is supported by the Care Act 2014, which has a duty on local authorities and health partners to promote wellbeing and support people to be independent, and the Equality Act 2010 for services to be accessible and non-discriminatory. The platform would liaise closely with the staff of GP surgeries in each area, community nursing teams and the voluntary agencies that provide similar or complementary services, in each area, to ensure that there is no duplication of services (McCallum et al., 2024). A range of professional staff, such as community nurses, physiotherapists and discharge coordinators, in addition to their professional codes of practice, including those from the Nursing and Midwifery Council and the Health and Care Professions Council, would be integral to the delivery of the programme and ensure safe and accountable practice (Smith, Hillberg and Levonian, 2023).


[bookmark: _Toc236334261]Conclusion
CareBridge fills a critical need in existing discharge options, to ensure easy and understandable technology to maintain safe monitoring of patients during the time of greatest risk for patient deterioration. CareBridge is an innovation which offers a realistic and implementable solution that can support patients, staff and health and social care providers, is grounded in existing laws and professional standards and, importantly, a solution which will represent a move towards both reducing the proportion of avoidable readmissions and reducing the strain on emergency departments.
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CONCLUSION

CareBridge is a realistic solution to an extension of current virtual ward services for the vulnerable
time after hospital discharge. Its ability to leverage wearable technology and clinical management
can help to cut down on preventable hospital re -admissions, alleviate the strain on emergency
services, promote safe and confident discharge from hospital, and help to build a more
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