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Written Pitch: CareConnect – A Community-Linked Digital Support System for Older Adults After Hospital Discharge
[bookmark: _Toc222678034]Introduction
The United Kingdom is also facing an ageing population, an increase in chronic illness and a strain on hospital capacity which has become a challenge to the health and social care systems. The elderly often have complicated home to hospital discharge after treatment. Despite the established clinical discharge procedures, some people find it hard to cope with social isolation, medication compliance, and the ability to be independent when it comes to self-management of their health. Taking medical recovery is not enough, but social and emotional support, continuity of care, and community involvement are necessary in transitional care (Kinsey et al., 2023; Wong et al., 2025).
CareConnect is a prevention community-based intervention aimed to enhance recovery and wellbeing of adults aged 65 years and above following discharge. The programme is a blend of computer surveillance and the harmonized human assistance of trained volunteers and community care providers. This aims to minimize loneliness, improve independence and avoid unnecessary hospital readmissions and provide a sustainable model of NHS service.
[bookmark: _Toc222678035]Rationale and Evidence for the Initiative
Poor mental health, decreased quality of life, and increased use of healthcare among aged adults are highly linked to loneliness and social isolation. Digital interventions can be used to reduce social isolation and enhance engagement in the case of older people when properly tailored (Welch et al., 2023; Bodenstein et al., 2024). Home discharge of patients without proper support also means that they do not attend follow-up visits and fail to take medication properly, which raises the risk of readmission (Tierney et al., 2021).
Recent studies have shown that hospital-at-home and transitional care models have proven to be more effective because recovery is better when permanent monitoring and support are given in the home setting (Leff, 2015; Morano et al., 2019). It is also reported by healthcare personnel that the continuity of care and patient safety via coordinated community services is enhanced (Karacaoglu and Leask, 2021; Anwar et al., 2024). Nevertheless, even nowadays, the services are still discontinuous and uneven in terms of the coverage.
Sustainable health systems have placed primary and community healthcare transformation among immediate concerns in the future (Chan et al., 2024). Local authority approaches also prioritize the prevention, autonomy, and housing-related initiatives of older adults (Badger, 2024). CareConnect is specifically designed to address these needs by interconnecting digital monitoring, volunteer help, and coordination of primary care.
[bookmark: _Toc222678036]Description of the Innovation
CareConnect is a merger of technology and human communication. Hospital discharge teams identify all eligible patients and enrol them with informed consent. Every respondent will have a Community Care Coordinator and a trained volunteer supporter. The patients are given an opportunity to have a simplified smartphone or tablet application which is easy to use.
The computerized system offers medication notifications, appointment notifications, wellbeing check-ins and video conferencing. AI can be used to customise reminders and determine behavioural changes that can be used to identify a risk to facilitate safe hospital-to-home transition (Anghel et al., 2025). The volunteer also offers remote or face-to-face social interaction on a weekly basis whilst the coordinator oversees the engagement and provides links with GP practices and social services.
It has been demonstrated that personalised engagement enhances mental wellbeing and participation by patients (Bodenstein et al., 2024; Welch et al., 2023). CareConnect is a combination of preventative monitoring and companionship to treat medical and psychosocial recovery.
[bookmark: _Toc222678037]Implementation
It will be an initiative that, in the beginning, will be implemented as pilot in one NHS community service. The patients will be identified by the hospital discharge teams, and primary care, community nurses, and voluntary organisations will work together in the delivery. Volunteers will also be given protection, communication, and digital literacy training.
Social intervention and community activity programmes have proved to add value to older adults by enhancing bonding and wellbeing (Bradwell, 2024). The continuity and confidence in patient care are also enhanced by the use of multidisciplinary teamwork in the home-based care models (Anwar et al., 2024; Bransgrove et al., 2025). CareConnect is a further extension of the hospital-at-home philosophy that offers monitored and caring company at home (Leff, 2015).
Early detection of deterioration would help to avoid complications and decrease the demand in the hospital.
[bookmark: _Toc222678038]Policy, Regulation and Ethical Considerations
CareConnect will adhere to the UK General Data Protection Regulations so that there is confidentiality and informed consent. Safety of the digital implementation requires safe data standards and interoperability of healthcare systems (Canham et al., 2021). Protective processes will be integrated, which involves risk evaluation and explicit reporting channels.
On the ethical side, digital health services should not be applied in a way that shuns older people who do not have technological skills. Thus, training and other support alternatives will be made. The system does not supplant human contact and ensures dignity and autonomy.
[bookmark: _Toc222678039]Public Engagement and Dissemination
Advertisement will be done via GPs, discharge agencies in the hospital and in the community centre. Partnership with voluntary organisations and public awareness campaigns will be used to get participation. The community-based programmes work more successfully in case patients and families realize the purpose and advantages (Wong et al., 2025).
It is necessary to involve the people since both social and environmental factors can affect the recovery process. Establishing resilience and alleviating loneliness by encouraging families and volunteers to get involved.
[bookmark: _Toc222678040]Expected Outcomes and Value Creation
CareConnect will result in three levels of benefits.
To patients, the project enhances wellbeing, independence and confidence. Providing quality-of-life support enhances discharge recovery (Kinsey et al., 2023).
In the case of healthcare, it helps the professional to intervene earlier and provide safer care coordination through the monitoring systems. Employees that operate in integrated care pathways note the enhancement of communication and effectiveness (Karacaoglu & Leask, 2021).
In the case of the NHS, fewer readmissions and fewer hospital days are efficient and more sustainable. Community care avoidance leads to a decrease in the demand of acute services (Chan et al., 2024; Tierney et al., 2021).

[bookmark: _Toc222678041]Conclusion
CareConnect suggests a radical, individualistic model of post-discharge care. The initiative is able to overcome loneliness, enhance recovery, and decrease preventable readmissions by using digital technology along with volunteer support and organized professional engagement. The research on transitional care, hospital-at-home, and digital health provides the supporting evidence of the feasibility of this approach (Leff, 2015; Anghel et al., 2025; Wong et al., 2025).
The program is in line with the UK policy priorities that focus on prevention, community care, and independence. CareConnect is thus a feasible and moral decision that achieves the common good through enhancing patient health and sustaining a healthcare system.
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Why this matters

Older adults can be clinically fit for
discharge yet practically unsafe at
home. Living alone, low confidence,
missed medicines and delayed follow
up can turn minor issues into
emergencies. Loneliness also worsens
physical and mental health and is
associated with falls, depression and
poorer recovery. National survey data
show loneliness remains common, with
around one in four adults reporting
feeling lonely at least some of the time
(ONS, 2025). Age UK estimates that
about 940,000 people aged 65 and
over in the UK are often lonely and that
many older people can go a week
without speaking to friends or family
(Age UK, 2024).

The gap in current pathways

Discharge processes are designed
around clinical tasks, but post
discharge social support is fragmented.
Community teams are stretched, carers
may be unavailable, and follow up
information is often hard to act on.
Emergency readmissions within 30
days are tracked nationally and remain
a cost and capacity pressure for the
NHS (NHS Digital, 2025). Evidence also
suggests that structured follow up
contact after discharge can reduce
readmissions and improve outcomes
for older patients (Vernon et al., 2019).

Who CareConnect serves

¢ Primary users: adults aged 65 and
over discharged from acute care, living
alone or at high risk of social isolation,
especially those with long term
conditions (COPD, heart failure,
diabetes) or recent falls.

e Secondary users: unpaid carers, ward
discharge teams, community nurses,
GPs, pharmacists and local voluntary
organisations.

¢ Equity focus: simple onboarding,
accessible design, multilingual support
where needed, plus a phone first
option for people who cannot use a
tablet.
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What CareConnect is

CareConnect combines a simple digital
platform with trained community
volunteers and a named Care
Coordinator. It provides daily wellbeing
check ins, medication and appointment
reminders, social contact, and fast
escalation to clinical or safeguarding
support when risks are identified. The
service is NHS supported but community
delivered, aligning health and social care
with trusted local partners (for example
Age UK, faith groups and community
centres).

How it works (service journey)
1. Identify: ward team screens eligible

patients 24-48 hours before discharge
using risk flags (living alone, prior

readmissions, frailty, falls, polypharmacy).

2. Consent: patient (and carer where
appropriate) joins; data sharing and
preferences are recorded.

3. Set up: a CareConnect tablet or app is
configured; a short teach back session
confirms understanding.

4. Assign: a Care Coordinator is allocated

and a volunteer is matched for continuity.

5. Support: daily check ins (call, video or
message) cover mood, symptoms,
nutrition, mobility and medicines.

6. Coordinate: reminders prompt
medicines and appointments; transport
and community services can be arranged.
7. Escalate: concerns trigger structured
escalation (pharmacist call, GP review,
community nurse visit, 111 or 999).

8. Graduate: after 2-6 weeks, users
transition to routine community services
or a lighter touch plan.

Core offer

¢ Digital: reminder schedules, brief mood
and symptom prompts, one tap calling,
video check ins, accessible information
sheets and optional wearable or pendant
fall alerts.

¢ Human: consistent volunteer
relationship, social prescribing links,
buddy activities (walks, coffee groups),
and practical help signposting.

e Clinical integration: structured notes
shared with primary care, medication
reconciliation support, and follow up
tracking. Adherence support is tailored to
individual barriers, consistent with NICE
guidance on medicines adherence and
targeted reminder tools (NICE, 2009; SPS,
2023).

Safeguarding and governance
CareConnect is designed around GDPR
compliance, NHS data security standards,
adult safeguarding duties and CQC
aligned quality processes. Volunteers are
DBS checked and trained in boundaries,
recognising deterioration, and escalation.
Data are minimised, role based access is
used, and users can opt out at any time.

Measuring success

® Primary outcomes: 30 day emergency
readmission rate, ED attendances, and
patient reported loneliness and
wellbeing.

¢ Secondary outcomes: medication
adherence, follow up attendance, falls,
satisfaction, and caregiver burden.

* Process measures: engagement rates,
escalation response time and volunteer
retention.

Implementation roadmap

Phase 1 (0-3 months): co design with
patients, build a minimum viable
platform, recruit partners and develop
training.

Phase 2 (4-9 months): pilot in one NHS
Trust, enrol 200-300 patients, run weekly
learning cycles.

Phase 3 (10-12 months): evaluation using
matched comparison cohorts and
qualitative interviews.

Phase 4 (Year 2): scale to additional
Trusts and integrated care systems,
refine based on outcomes.

Expected impact: Users report less
loneliness, better confidence and safer
recovery at home. The NHS gains bed
flow, fewer avoidable readmissions and
more efficient use of community teams.

Risks and mitigations

* Digital exclusion is addressed through
home set up, large text settings, and a
telephone pathway. Volunteer risk is
reduced through DBS checks, clear
boundaries and rapid access to clinical
advice. Clinical risk is managed via
standard scripts, red flag thresholds and
escalation routes. Information
governance is supported by data
protection impact assessment, secure
authentication and audit trails.
Operational resilience is improved by
backup volunteers and clear handovers.
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