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​Introduction  
      
​The modern health and social care landscape is characterized by increasing complexity, where patient journeys frequently span multiple, often disconnected, organizational silos. The "Home-First" Discharge Navigation system is a proposed digital innovation designed to address these structural inefficiencies by bridging the communication gap between acute emergency department (ED) teams and community-based Health Visitors.
​Currently, fragmented information sharing during discharge planning acts as a systemic bottleneck, contributing to ED overcrowding and compromising the safety of vulnerable service users. When communication fails, the continuity of care is broken, leaving families at risk during the critical period following hospital discharge. This innovation introduces a real-time, multi-agency data-sharing interface that facilitates proactive transition planning. By integrating systems thinking, the platform moves beyond linear, reactive care models as a result to a network-based approach where information flows seamlessly across sectors.
​The primary purpose of this innovation is to ensure that early identification of risks becomes standard practice, additional allowing for consistent follow-up and timely support. By enhancing multi-agency collaboration, this strategy not only improves clinical outcomes but also actively promotes the "common good" by protecting the most vulnerable populations in our society Well represents a paradigm shift from crisis-driven intervention toward a sustainable, preventative model of care that enhances both professional collaboration and service user outcomes. Ultimately, this proposal argues that by digitizing the handover process, we can cultivate a more resilient, responsive health landscape that prioritizes the patient experience and fosters   
trust in integrated care frameworks.  

​Background 
​The current crisis in emergency department (ED) operations is not merely a localized issue; it is a manifestation of deeper "systemic blockages" within the healthcare infrastructure. Statistical evidence consistently identifies ED overcrowding as a critical indicator of wider system dysfunction, forcing professionals into reactive, crisis-management workflows rather than the proactive, preventative care models advocated by modern health policy. When discharge pathways are not aligned, patients face delays, increased morbidity, and the risk of readmission, creating a "revolving door" phenomenon that strains acute resources and diminishes the quality of care provided to the most vulnerable.
​The NHS Long Term Plan emphasizes the vital necessity of integrated care systems to improve patient outcomes and alleviate pressure on acute services, yet operational barriers continue to hinder effective cross-sector communication. Historically, the absence of standardized, multi-agency data-sharing frameworks has resulted in fragmented care. This fragmentation disproportionately impacts families who rely on consistent support from community health services, such as Health Visitors, who are often unaware of an emergency admission until it is too late to intervene effectively.
​Furthermore, the Care Act 2014 establishes a statutory duty for local authorities and health partners to cooperate to promote the individual well-being of service users. Despite this legal mandate, the transition from acute hospital settings to community-based support remains a significant operational gap. In practice, professional silos often prevent the seamless transfer of vital patient data, leading to a loss of continuity that is detrimental to both the patient and the system. Addressing these operational interdependencies is not merely an administrative requirement; it is a fundamental safeguarding necessity.
​The implementation of the Health and Care Act 2022 further highlights the urgency of this issue, mandating collaboration through Integrated Care Systems (ICS) to provide holistic, person-cantered care. However, without the right digital tools to facilitate this cooperation, these policy mandates often fail to translate into tangible, frontline improvements. By utilizing evidence-based practice and systems-thinking principles, this innovation seeks to resolve these identified systemic failures. It aims to shift the focus from individual, isolated episodes of care to a continuous, supportive network, ensuring that the transition from hospital to home is managed with the same level of expertise and concern as the acute treatment itself.    

​Innovation Description 
​The proposed "Home-First" Discharge Navigation system is an interoperable digital interface designed to create a live, secure communication bridge between acute ED clinicians and community-based Health Visitors. Unlike current fragmented processes that rely on manual phone calls, faxed summaries, or delayed electronic alerts—all of which are prone to human error and inefficiency—this platform provides real-time, bidirectional visibility into the patient’s discharge pathway.
​The innovation is distinctly "new" in its application of systems thinking to the transition phase, specifically designed to trigger automatic multi-agency alerts when a vulnerable patient—identified by pre-set clinical or social risk criteria—is admitted to the ED. This automation removes the reliance on overworked staff remembering to update disparate systems. As soon as a patient is flagged, the Health Visitor receives an instant, secure notification, enabling them to begin proactive home-visit scheduling and support service alignment before the patient is even medically cleared for discharge. This ensures that the community support network is mobilized in tandem with the hospital, preventing the "information vacuum" that occurs between acute and community settings.
​This system is superior to existing models because it transforms the handover from a static, end-of-process document into a dynamic, ongoing interaction. The platform integrates directly with existing electronic health records (EHRs), ensuring that the burden of redundant data entry does not detract from time spent on patient care. Furthermore, by formalizing the handover of responsibility, this innovation mitigates the risk of readmissions—a key goal in current discharge pathway guidance.
​From a systems-thinking perspective, this innovation recognizes that the ED is not an island; it is one node in a larger care network. By providing the Health Visitor with data-driven insights into the acute environment, the system allows for more effective resource allocation. For example, if a Health Visitor knows a family is currently facing an acute crisis, they can prioritize that visit over routine checks, ensuring that interventions are targeted where they are needed most. The platform also includes a feedback loop where community-based outcomes can be reported back to the hospital, allowing for a cycle of continuous learning and improvement. This strategy represents a significant shift from reactive, siloed working toward an agile, networked approach to health and social care delivery, ultimately enhancing the professional autonomy and impact of the Health Visitor in the modern NHS environment.      
​Impact on Health and Social Care  
​The "Home-First" Discharge Navigation system exerts a transformative impact on health and social care by ensuring that vulnerable individuals—specifically those within marginalized populations, such as BAME communities, disabled service users, and those in lower socio-economic brackets—receive equitable access to post-acute support. By enabling Health Visitors to intervene immediately following an ED visit, the innovation prevents the fragmentation of care that so often results in health inequalities and avoidable readmissions.
​This proactive approach enhances the quality of care by ensuring that safeguarding risks are identified early and addressed within the patient’s home environment, rather than waiting for a crisis to return the patient to the ED. This is essential for protecting the dignity of service users, who are often overwhelmed by the transition from hospital to home. When the support system is ready and informed, the service user experiences a smoother, more supportive journey that empowers them to manage their health more effectively.
​Furthermore, this system serves the "common good" by reducing the severe operational burden currently faced by emergency departments. By streamlining discharge processes, the innovation helps alleviate the overcrowding that plagues many hospitals, allowing clinical staff to focus their expertise on acute patient needs rather than administrative troubleshooting. This has a positive, ripple effect on the workforce; it provides critical support to frontline staff—including nurses, doctors, and social workers—by reducing the burnout and moral injury caused by navigating a broken system. When professionals can clearly see the impact of their handovers, job satisfaction improves, which is vital for staff retention and long-term service sustainability.
​The integration of community-based insights into the acute setting also improves the efficacy of health interventions. Because Health Visitors hold deep, long-term relationships with the families they support, their input can prevent unnecessary medical procedures that might have been avoided if the underlying social determinants were understood at the point of discharge. Ultimately, this system creates a more resilient health network where information flows seamlessly across sectors, ensuring that no population group is left behind. This contributes to a fairer, more efficient system that upholds the principles of equity, dignity, and collective responsibility in care delivery. By making the system more intelligent and responsive, we are not just saving money or time; we are actively improving the human experience of care and fostering a culture of health and resilience that benefits everyone in society. 

​Public and Stakeholder Involvement   
​Successful implementation of the "Home-First" system requires a co-production approach, ensuring service users and frontline professionals remain central to its design. Adopting a model of Participatory Action Research (PAR), public engagement will be facilitated through focus groups and feedback surveys, specifically targeting vulnerable families to identify the lived-experience barriers to accessing discharge support. By involving these groups from the onset, we ensure that the platform’s user interface is not only functional but also inclusive, accessible, and responsive to the diverse linguistic, cultural, and digital needs of the population.
​Furthermore, stakeholder workshops will unite Health Visitors, ED clinical staff, and social care teams to co-create the digital notification protocols. This multi-professional collaboration is essential for ensuring that the tool meets the practical, real-world requirements of those on the frontlines. Often, digital health innovations fail because they are designed in a top-down manner that does not account for the messy reality of clinical work; by giving staff a voice in the design, we foster institutional "buy-in" and ensure the software enhances, rather than interrupts, their workflows.
​Finally, establishing an advocacy panel—comprised of service users, carers, and community representatives—will provide ongoing governance for the system. This panel will monitor the innovation to ensure it maintains its commitment to the common good and remains transparent in its data-sharing practices. This commitment to "Working in partnership with people and communities" ensures the innovation remains grounded in the needs of the individuals it was designed to serve, securing public trust in the transition to more digital health services.  

​Policies and Professional Links  
​This innovation is strictly underpinned by the Care Act 2014, which establishes a statutory duty for NHS bodies and local authorities to cooperate, share information, and integrate care. The Health and Care Act 2022 further reinforces this by mandating collaboration through Integrated Care Systems (ICS), ensuring that transition planning is person-centered and inclusive of carers.
​By aligning with these frameworks, the "Home-First" platform leverages existing professional roles—specifically Health Visitors, social workers, and ED clinicians—to bridge the historical divide between acute and community settings. Furthermore, the project adheres to the Equality Act 2010 by ensuring service accessibility and non-discriminatory care delivery, particularly for groups who might otherwise face digital exclusion. These links ensure that the innovation is not only operationally viable but also legally grounded, fostering a sustainable network of GP practices, voluntary organizations, and multidisciplinary teams. This compliance with statutory guidance ensures that the project remains a legitimate, scalable, and safe addition to the regional health and social care strategy, providing a clear structure for professional accountability and clinical safety while promoting the collaborative spirit required by modern health legislation.       


Conduction 
Images  Insert : Four types of value created — ❤️ Clinical · 🤝 Social · 💰 Economic · ⭐ Professional — all defined with stakeholders.
When creativity is rooted in inclusive design, shared purpose, genuine collaboration across professions, and real involvement from the people served, care evolves from a series of disconnected appointments into a seamless, supportive experience.
✨ THAT IS THE TRUE VALUE OF INNOVATION — NOT JUST DOING THINGS DIFFERENTLY, BUT LISTENING, WORKING TOGETHER, AND MAKING LIFE BETTER FOR THE PEOPLE WE SERVICES 
​The "Home-First" Discharge Navigation system offers a vital, evidence-based solution to the systemic barriers currently compromising emergency department efficiency and patient safety. By fostering real-time, multi-agency communication, this innovation bridges the critical gap between acute and community care, directly supporting the wellbeing of our most vulnerable service users. Its implementation is both practical and sustainable, aligning with current NHS policy to create a more integrated, responsive landscape. Ultimately, this innovation transforms fragmented, siloed transitions into seamless, patient-cantered journeys, ensuring the common good remains at the heart of professional practice and long-term public health strategy. 
​    
​References (Harvard Style)
​Care Quality Commission (2020) The Care Act and the 'easements' to it. Available at: https://www.cqc.org.uk/guidance-providers/adult-social-care/care-act-easements-it (Accessed: 11 July 2026).
​GOV.UK (2026) Hospital discharge and community support guidance. Available at: https://www.gov.uk/government/publications/hospital-discharge-and-community-support-guidance/hospital-discharge-and-community-support-guidance (Accessed: 11 July 2026).
​Health Tech News (2026) 'NHSE model discharge pathway indicates actions and measures of performance on timely discharge', HTN, 10 July. Available at: https://htn.co.uk/2026/07/10/nhse-model-discharge-pathway-indicates-actions-and-measures-of-performance-on-timely-discharge/ (Accessed: 11 July 2026).
​LLR Safeguarding Adults (2026) 2.5 Integration, Cooperation and Partnerships. Available at: https://www.llradultsafeguarding.co.uk/integration-cooperation-and-partnerships/ (Accessed: 11 July 2026).
​NHS England (2021) Integrated Care Systems: design framework. Available at: https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf (Accessed: 11 July 2026).
​NHS England (2022) Working in partnership with people and communities: Statutory guidance. Available at: https://www.england.nhs.uk/long-read/working-in-partnership-with-people-and-communities-statutory-guidance/ (Accessed: 11 July 2026).
​PwC (2025) The Health and Care Act 2022. Available at: https://catalystgrp.co.uk/wp-content/uploads/2025/12/The-Health-and-Care-Act-2022-2.pdf (Accessed: 11 July 2026).
​Worcestershire Acute Hospitals NHS Trust (2026) Inpatient Discharge Policy. Available at: https://apps.worcsacute.nhs.uk/KeyDocumentPortal/Home/DownloadFile/3603 (Accessed: 11 July 2026).
​Zhu, A. et al. (2021) 'MyEDCare: Evaluation of a Smartphone-Based Emergency Department Discharge Process', Journal of Medical Internet Research, 8(4). Available at: https://pmc.ncbi.nlm.nih.gov/articles/PMC8081590/ (Accessed: 11 July 2026).
​Zhu, A. et al. (2023) 'Implementing Electronic Discharge Communication Tools in Pediatric Emergency Departments', PMC, 10(6). Available at: https://pmc.ncbi.nlm.nih.gov/articles/PMC10600642/ (Accessed: 11 July 2026). 





	
	
	



image1.jpeg
Prifysgol Cymru
Y Drindod Dewi Sant

University of Wales
Trinity Saint David






   

 

   

         Questions and Guidelines for  Assessment Component  2       Changemakers : Creativity and Value Creation   2   PARTS, A   poster  and A PITCH   Professions (BMHP 5014)     Programme: BSc   Hea lth and Social care     Student  name: Regina Bempah Owusu    Student   number:     2427848        Lecture Name:  Caroline Salami     Module code   BMHP501 4      Component   2: Assignment Reports      .   Introduction                The modern health and social care landscape is characterized by increasing complexity,  where patient journeys frequently span multiple, often disconnected, organizational silos.  The "Home - First" Discharge Navigation system is a proposed digital innovation  designed  to address these structural inefficiencies by bridging the communication gap between  acute emergency department (ED) teams and community - based Health Visitors.  

