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[bookmark: _Toc236145846]Introduction
BridgeHome is a nurse-led recovery companion for older people discharged from hospital following sudden admission. It connects a simple smartphone or tablet application, with Bluetooth health monitors, to a community nursing team and to the patient's own NHS App account to ensure the vulnerable first few weeks after discharge are not left to chance. This innovation addresses a gap that has been identified: in the first month after returning home, older people receive little clinical monitoring or social support as it is withdrawn, leaving them vulnerable to being readmitted to hospital, or remaining isolated. The beneficiaries are patients aged 65 and over, their unpaid family carers and the community nurses and social care teams who have limited access to an individual's situation after they have left the ward.
[bookmark: _Toc236145847]Background
The magnitude of the problem is well known. NHS England Digital (2025) data indicates that 17.9% of those aged 75 and older are readmitted to hospital in the next 30 days following an unplanned admission, and analysis by The Health Foundation (2018) reveals that rates have increased even when taking into account the underlying characteristics of patients. The King's Fund (2026) label the relationship between health and social care as a 'no man's land', with the number of hospital beds used in England by people who are medically fit to return home increasing by around 10,000 per day in five years, at an estimated cost of the NHS of £2.66 billion in 2025/26.The King's Fund (2026) refer to the interface between health and social care as a 'no man's land', and Age UK (2026) reports that the number of people discharged from hospital who are medically fit to move to the community has increased by nearly 70% over the last five years and that in 2025/26 an estimated £2.66 billion will be lost by the NHS from delayed discharges. This is already recognised nationally: NICE (2015) guideline NG27 encourages greater co-ordination between hospital and community services when children are moving between services, but this is not always being done. But the cost to human lives is also tremendous. Age UK (n.d.) believes that approximately 1.4 million older people in England are chronically lonely and that this increases significantly when a person has had a hospital stay where they are not moving around as well or feel as confident in themselves. House of Commons Library (2026) states that loneliness is associated with poor mental health, cognitive decline and premature death. This combination illustrates a system that often forgets about older adults right when they need help the most.
[bookmark: _Toc236145848]Innovation Description
BridgeHome is more than just a reminder application. Ward nurses prepare patients for discharge with a loan tablet or their own cell phone, fitted if required, with a Bluetooth blood pressure monitor or pulse oximeter. The app has a series of short questions that it asks every day for 30 days, covering symptoms, mood, medications, and automatically records any readings, which would otherwise be manually entered by hand, leading to inaccuracies. When a triage algorithm indicates that there may be a problem a named community 'virtual ward' nursing team (hosted by the local Integrated Care Board) can prioritise a call or home visit the same day. Most importantly, patients' recovery information is not in a different system from their GP records, but is linked to the patient's own NHS App account with NHS login, with non-clinical questions directed straight to Age UK reablement and companionship services. It's not a single feature that makes this innovative, it's the combination - a proactive, human-monitored safety net built on existing NHS infrastructure and not an expensive parallel system, deliberately designed with loan devices, large text and trained ‘digital buddy' volunteers, to ensure the very oldest and least digitally confident patients are not left behind.
[bookmark: _Toc236145849]Impact on Health and Social Care
The vulnerable who will benefit the most are older people with multiple long-term conditions, who have a higher prevalence of both emergency readmissions and feelings of loneliness, unpaid family carers who are likely to have more complex monitoring or management roles but receive little support or guidance, and community nursing or social care teams working with patients with limited visibility of the patient's condition at home. Initial findings from similar services are promising, such as a study in the UK by researchers at the universities of Sheffield, Durham, Lancaster and Newcastle which has demonstrated that an NHS owned remote monitoring app lowered emergency hospital admissions by 25% in care homes (HDR UK, 2024). When it comes to post-discharge care, the same principles could help ensure patients receive timely support, especially for those who live in rural areas or might struggle to keep their appointments, and help keep care high-quality and continuous by informing community teams about the patient's decline. A direct line to a named nurse can alleviate the anxiety of having to care for symptoms themselves for unpaid carers. The wider system will also benefit from earlier access to community-based interventions, reducing the strain on ambulance services, emergency departments and increasing adult social care enquiries in the last decade from older people. BridgeHome helps to do other things for the common good: it expands the safety net of proactive nursing support and social connection from all patients discharged into the pathway, whether or not they are confident in technology or confident in their home environment.
[bookmark: _Toc236145850]Public and Stakeholder Involvement
BridgeHome will be co-produced with the people it is designed for. A patient and carer advisory panel will also influence the language, daily questions and alerts in the app and make it more reflective of the actual experience of discharge and not assumptions made on a patient's behalf. Through collaborative programmes with Age UK and other community groups, volunteers will be welcomed to become ‘digital buddies' to assist other older neighbours who are not as comfortable with technology. Families will be asked by the hospital discharge team when their relatives are discharged from hospital whether BridgeHome is available, and patient and carer accounts will be used, with permission, to raise awareness about BridgeHome in awareness raising campaigns (e.g. Carers Week) to sustain the visibility and engagement of the public with the service beyond its initial launch.
[bookmark: _Toc236145851]Policies, Services, and Professional Links
BridgeHome is not intended to replace UK policy and services, but to operate within them. It meets the requirements of the Care Act 2014 for local authorities to promote wellbeing and prevent, reduce or delay care needs and covers NICE (2015) Guideline NG27: Safe transition between hospital and community settings. Inclusive design decisions, such as using loan devices and voice input, are underpinned by the duty on the Equality Act 2010 to not discriminate against disabled people and older patients. A close working relationship is required between services to ensure delivery, including hospital discharge teams, GP practices, community nursing services run by local Integrated Care Boards and voluntary sector partners including Age UK. Community nurses with oversight work under Nursing and Midwifery Council (NMC) regulations and any other members of staff, such as occupational therapists, who are involved are accountable to the Health and Care Professions Council (HCPC).
[bookmark: _Toc236145852]Conclusion
The weeks following hospital discharge should be a transition period to independent living, rather than a run-off ramp to readmission or isolation. BridgeHome brings together technology that is easily accessible, a named team of community nurses and close partnerships with voluntary sector support services, filling an identified need on a sound evidence base and operating within the existing NHS framework, regulation and policy. By engaging the public, it is possible to facilitate the professional partnership and a step-by-step, evaluated roll-out of BridgeHome to make it a realistic and achievable way of safer, more connected care for older people.
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An NHS App-linked recovery companion, co-designed with patients, unpaid carers and community health and social care teams

THE PROBLEM

The proportion of patients 75+ who are readmitted to hospital unplanned
within 30 days of being discharged is 17.9% (NHS England Digital, 2025).

The King's Fund (2026) estimate that there are around 10,000 beds held each
day by patients who are medically fit to go home but lacking community
support.

In the last five years, the proportion of delayed discharges has increased by
nearly 70%, and is estimated to cost the NHS an additional £2.66 billion in
2025/26 (Age UK, 2026).

Chronically lonely is a state experienced by around 1.4 million older people in
England (Age UK, n.d.), and it is becoming increasingly likely after a hospital visit.

TECHNOLOGY & REGULATION

Available app (large text, voice input) which is connected to the NHS App;
Bluetooth monitors eliminate manual data entry errors (HDR UK, 2024).

A triage algorithm identifies alarming readings which are prioritised for nurse
call-backs, and loan devices and ‘digital buddies' help to decrease digital
exclusion.

Evaluated for safety, data protection and usability (according to NHS Digital
Technology Assessment Criteria for safety, data protection and usability (CMS,
2025; Naq Cyber, 2026)).

The provider is registered with the CQC, nurses adhere to NMC standards and
governed by UK GDPR: DCB0129/DCB0160 and NICE guideline NG27 (NICE,
2015).

AUDIENCE, IMPACT & DELIVERY

Primary group = people aged 65+ (75+ particularly) who are discharged from
hospital after an unplanned admission; secondary group = unpaid
carers/community staff.

Early detection of degradation and the reduced isolation reduces the strain on
beds, the ambulance service and social care and makes recovery safer.

Ward nurses introduce patients to a loan tablet or smartphone and a Bluetooth
monitor that they are able to use at home for 30 days.

An ICB community ‘virtual ward' nursing team meet daily to review all daily
check-ins; Amber/red alerts result in the same day call or home visit.

TIMELINE & DISSEMINATION

Months 1 — 3: Co-design & DTAC/DSPT assessment. Pilot in 2 NHS Trusts,
months 4-9. Months 10-12: evaluation. Year 2: regional roll-out. Scale up
nationally using the NHS App (Year 3).

The information is promoted via wards, Age UK, Healthwatch, GP practices and
a Carers Week campaign (with permission).

BridgeHome supports recovery after discharge in the first weeks, the most
vulnerable period, to lower the rate of readmissions and keeps older adults
more independent and less isolated at home.
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