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	HomeBridge
Bridging the Gap from Hospital to Home




	THE ISSUE / GAPS
1. ~13,000 patients/day medically fit but still in hospital (King’s Fund, 2026; Age UK, 2026).
1. Cost: £2.7 billion in 2025/26; nearly 1 in 10 acute beds occupied by delayed patients.
1. Only 14% of unpaid carers asked about ability/willingness to care at discharge (Carers UK, 2025).
1. Fragmented communication drives avoidable readmissions and carer burnout.
	TARGET AUDIENCE & IMPACT
Primary: Older adults (65+) with complex needs (Pathways 1–2) + unpaid carers (5.8 million in UK).
1. Fewer delayed discharges & shorter stays.
1. Reduced 30/90-day emergency readmissions.
1. Improved carer confidence & recognition; frees capacity for the common good.



	IMPLEMENTATION – WHERE, BY WHOM & HOW
Where: Acute trusts, ICBs, community health, local authority adult social care & voluntary sector (England, scalable UK-wide).
By whom: Multidisciplinary Bridge Teams (nurses, therapists, social workers, link workers) + existing Care Transfer Hubs under Discharge to Assess.
How: Enrol at medical optimisation → personalised shared digital care plan + AI risk stratification → high-risk cases get intensive Bridge support 30–90 days; others receive app monitoring, prompts & rapid escalation.



	TIMELINE (KEY PHASES)
1. 0–6 months: Co-design, DPIA/DTAC, pilot site selection (2–3 ICBs).
1. 7–12 months: Build, train staff, soft launch & iterate.
1. 13–18 months: Full pilot evaluation (readmissions, delays, carer experience, cost).
1. 19–24 months: Refine & phased national rollout via ICBs.
	DEVELOPMENT & REGULATIONS
1. Discharge to Assess, Care Act 2014, Health & Care Act 2022, NHS 10 Year Plan (2025).
1. NICE NG27 (hospital–community transitions).
1. UK GDPR, DSP Toolkit, DTAC; MHRA SaMD if AI risk tools require it.
1. CQC alignment & local authority Care Act duties.



	TECHNOLOGY INTEGRATION
Core: Patient/carer app + web portal; clinician dashboard; AI risk-prediction (discharge data, frailty, history, social factors); shared digital care plan visible to hospital, community, social care, GP & named carers; medication/appointment reminders; secure messaging & escalation alerts. Optional NHS App / shared care record links.
Value: Real-time visibility closes information gaps; AI prioritises scarce Bridge capacity to highest-risk people; carers get timely support & peer links; data drives continuous improvement.



	DISSEMINATION & PROMOTION
1. Professional: NHS England webinars, ICS networks, Royal Colleges, Skills for Care, Care Transfer Hubs.
1. Public/carers: Campaigns with Carers UK, Age UK, Alzheimer’s Society; social media, GPs, discharge lounges.
1. Digital: NHS Futures, local authority sites, PCNs; open evaluation for national spread.
	CONCLUSION – WHY HOMEBRIDGE?
HomeBridge turns “hospital to community” and “analogue to digital” into practical action. Combining technology with dedicated coordination and genuine carer partnership reduces wasted bed days, protects older people, supports 5.8 million unpaid carers, and builds a more resilient health & social care system.
Support HomeBridge – safer journeys home for everyone.




PART 2: THE WRITTEN PITCH
HomeBridge: Making the Journey from Hospital to Home Safer, Fairer and More Coordinated
Every day in England approximately 13,000 people who are medically fit for discharge remain in hospital beds (King’s Fund, 2026; Age UK, 2026). These delayed discharges cost the NHS an estimated £2.7 billion in 2025/26 and occupy nearly one in ten acute beds (King’s Fund, 2026). The human cost is equally stark: older people lose muscle strength and independence, families experience intense stress, and unpaid carers – already providing care worth £184 billion a year – are frequently left without adequate information or support (Carers UK, 2025; Centre for Care, 2025). HomeBridge is an innovative hybrid solution that directly addresses this system failure by combining intelligent digital technology with dedicated multidisciplinary coordination and genuine partnership with carers.
Why the innovation is needed now
Despite the long-standing Discharge to Assess model and the legal framework of the Care Act 2014 and Health and Care Act 2022, coordination between acute hospitals, community health services, adult social care and families remains fragmented. Research consistently shows that transitional care interventions lasting at least one month and targeted at high-risk older people reduce readmissions. Yet capacity constraints, information gaps and the systematic under-involvement of carers continue to undermine outcomes. Carers UK (2025) found that only 14% of unpaid carers felt they were asked about their ability and willingness to provide care as part of the hospital discharge process, even though the law requires their involvement. Many older people leave hospital without a clear understanding of their medication changes, follow-up appointments or who to contact if their condition deteriorates. This lack of continuity contributes to preventable emergency attendances and further pressure on already stretched services. HomeBridge closes this gap by creating a single, shared digital and human-supported pathway that keeps the patient, carer and professionals aligned from the moment of medical optimisation until recovery is established in the community.
Who benefits and how health and wellbeing are improved
The primary beneficiaries are older adults (particularly those aged 75 and over with frailty, multimorbidity or cognitive impairment) and the family members who support them. By creating a single shared digital care plan, providing AI-supported risk stratification and guaranteeing proactive follow-up for the critical first 30–90 days after discharge, HomeBridge reduces the risk of emergency readmission, accelerates recovery at home and prevents the cascade of decline that often follows a prolonged hospital stay. Evidence from transitional care studies indicates that structured post-discharge support improves functional recovery and reduces the likelihood of long-term care placement. For carers, the platform offers clear information, practical guidance, peer support links, respite options and a direct route to professional help when concerns arise. This recognition of carers as essential partners improves their own mental and physical wellbeing and sustains their capacity to continue caring – a contribution that is fundamental to the sustainability of the entire health and social care system. In addition, by reducing the stress associated with navigating complex systems alone, HomeBridge can help prevent carer breakdown, which itself is a major driver of unplanned admissions and crisis interventions.
Policy, legislation and professional services alignment
HomeBridge is designed to operationalise existing national policy rather than sit outside it. It supports the three strategic shifts of the NHS 10 Year Health Plan – Fit for the Future (2025): from hospital to community, from analogue to digital, and from sickness to prevention. It strengthens the Discharge to Assess pathways (especially Pathways 1 and 2), intermediate care and reablement services, and the work of Care Transfer Hubs. It helps local authorities fulfil their Care Act duties to promote wellbeing and prevent, reduce or delay needs, while enabling Integrated Care Boards to use Better Care Fund resources more effectively. Clinically it aligns with NICE guideline NG27 on transitions between inpatient hospital settings and community or care home settings, which emphasises person-centred care, named discharge coordination and effective information sharing. Professional services involved include hospital discharge teams, community nursing and therapy services, adult social care, primary care networks, pharmacists and the voluntary sector. By embedding digital tools within existing multidisciplinary structures, HomeBridge avoids creating parallel systems and instead amplifies the effectiveness of the workforce already in place. This approach is consistent with the national ambition to deliver more care closer to home while protecting hospital capacity for those who truly need it.
Encouraging public and community involvement
HomeBridge deliberately invites the wider public and communities to play an active part. Local voluntary organisations, faith groups, social prescribing link workers and peer-support networks are integrated into the resource directory and matching system. Public awareness campaigns, developed in partnership with organisations such as Carers UK and Age UK, will encourage people to identify themselves as carers early, to download the app when a relative is admitted, and to use the platform to share observations that help professionals intervene sooner. Community members can also train as volunteer “HomeBridge Companions” for low-intensity befriending and practical support, expanding capacity without adding pressure to statutory services. By making the system visible and usable by ordinary citizens, the innovation builds collective responsibility for the wellbeing of older people and reduces the isolation that so often accompanies caring and recovery. Public involvement also strengthens accountability: when families and communities can see and contribute to the care plan, the quality and responsiveness of services improve. This participatory element is essential if the shift from hospital to community is to be socially sustainable as well as clinically effective.
Technology, safety and regulation
The platform is built to the highest standards of data protection (UK GDPR, Data Protection Act 2018) and will complete the NHS Digital Technology Assessment Criteria (DTAC) and Data Security and Protection Toolkit. Where the AI component provides information used for clinical risk management, it will be assessed under the Medicines and Healthcare products Regulatory Agency (MHRA) framework for Software as a Medical Device and classified appropriately. Clinical safety is overseen through established NHS clinical risk management standards. These safeguards ensure that technology enhances rather than endangers care. Accessibility has also been prioritised: the interface will be designed for users with varying levels of digital confidence, including larger text options, simplified navigation and support for carers who may be managing the technology on behalf of the person they support. Training and telephone or video support will be available during the transition period so that no one is excluded because of digital exclusion.
Call to action
HomeBridge is practical, evidence-informed and ready for controlled pilot. It does not require wholesale system redesign; it strengthens the pathways, teams and legal duties that already exist. Commissioners, Integrated Care Boards, hospital trusts, local authorities and national bodies are invited to support a multi-site evaluation so that the benefits – fewer delayed discharges, fewer avoidable readmissions, better carer experience and more efficient use of scarce resources – can be demonstrated and then scaled. The public is invited to demand better-supported transitions and to use the tools that HomeBridge will provide. Together we can turn the national ambition of care closer to home into a lived reality for the older people and unpaid carers who depend on it most. Investing in coordinated, person-centred discharge support is not only a clinical and moral imperative; it is also an economically rational response to a system under sustained pressure. HomeBridge offers a clear, deliverable route to achieving that investment’s full potential.
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