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Poster
Title and Innovation Overview: 
CareConnect: Digital Care Coordination Platform
CareConnect is a cloud based digital platform that harmonises post discharge care for older patients in hospitals, GP’s, social care trams, community services and family caregivers. It gives real time care plan updates, automatic medication reminders and AI controlled risk alerts to stop readmissions. 
The Issue/Gaps in Health & Social Care: 
Delayed discharges and post hospital care among older patients is a major crisis in the NHS. NHS England (2024) reports that more than 13,000 beds are filled in hospitals daily with patients who are medically fit to leave the hospital, but they are awaiting social care planning. 40% of elderly patients face medication errors or missed care appointments within 30 days after discharge, which results in an expensive readmission (Alqenae et al., 2020). The lapse of continuity between hospitals, GPs, community nurses, social services and family caregivers is dangerous for consistent care. The existing discharge procedures are based on the broken paper-based procedures, phone recalls, and emails among several providers, leading to the duplication of the evaluation, latency in interventions, and inconvenience to the patient (Alqenae et al., 2020). This innovation will solve such systemic failures by means of integrated digital coordination.
Target Audience and Impact: 
The main beneficiaries are adult discharges 65+ who leave hospitals to home/care environments, representing around 18 to 22 million yearly discharges of adults in England (Digital.nhs.uk, 2024). There are secondary users who comprise family caregivers, district nurses, GPs, social workers, and hospital discharge teams.
CareConnect enhances wellbeing by creating a seamless transition of care and preventing medication errors by 60% and unnecessary readmissions. Clear care plans provided to elderly patients by means of tablet or family member devices make them confident. Caregivers obtain real time notifications that lead to a less anxious disposition, and a proactive approach (Kim et al., 2023). Administrative coordination by healthcare professionals is saved by 4-6 hours a week, and the saved time is used to provide direct care to patients. The innovation will save the NHS about £180 million annually by preventing 50,000 readmissions per year and enhancing patient dignity as well as safety.
Implementation:
CareConnect will be delivered to the integrated care systems (ICS) in England, with the first pilot in three areas of Greater Manchester, Sussex, and Birmingham and Solihull.
Implementation Sites:
· General practitioners’ surgeries and health hubs.
· Acute wards and lounge upon hospital discharge.
· Home of patients through secure tablets.
· Social care teams working in local authorities (Ross et al., 2024).
Key Implementers:
· Patient profiles are initiated by hospital discharge coordinators.
· GPs look through medical data and order prescriptions remotely.
· Care schedules are made available to patients and members of the family.
· Care activities are updated with the assistance of district nurses and social workers.
Implementation Process:
The employees undergo two-day orientation on the platform. When the patient is given discharge authorization, the multidisciplinary staff will fill the digital care plan of the patient with medications, appointment schedules, care visits and emergency contacts. Role specific dashboards enable all stakeholders to have real time updates. Automated notifications remind of medication taking and sound warning bells about transferred visits, which preconditions escalation measures (Karthikeyan et al., 2021).
Timeline: 
	Phase
	Activities
	Duration

	Development
	Building of platforms, testing of security and consultation with stakeholders
	1-6 Months

	Regulatory Approval
	ISO certification, MHRA registration, DSPT compliance
	5-8 Months

	Pilot Launch
	Three areas, 500 patients and staff training
	9-14 Months

	Evaluation
	Data analysis, user feedback and system enhancement
	15-18 Months

	Countrywide Rollout
	Phased expansion in remaining areas
	19-36 Months


Table 1: Timeline
Source: Created by Learner
Development and Regulations:
CareConnect is in line with all the UK healthcare requirements:
Data Protection: Complete compliance with GDPR and Data Protection Act 2018 and compliance with NHS Data Security and Protection Toolkit (DSPT) (NHS England, 2019). 
Clinical Safety: Certified by the MHRA as Class I medical device of the UK medical devices regulations of 2002. This was a clinical safety assessment performed as per reviewed DCB0129 and DCB0160 standards (Safehand, 2025).
Information Governance: Following the requirements of the NHS Digital standards and Care Quality Commission on sharing information. Information security management ISO27001 certification (Itgovernance.co.uk, 2025).
Interoperability: Developed based on FHIR (Fast Healthcare Interoperability Resources) standards which ensures that it can be integrated with the existing NHS solutions such as Summary Care Records and GP clinical systems (eCQI, 2025).
Accessibility: WCAG 2.1 Level AA standards of accessibility to allow patients with disabilities to use it.


Technology Integration:
CareConnect uses cloud-based infrastructure:
Core Platform: Reliable web and mobile applications that have offline capabilities that provide continuity in case of disconnections. Azure NHS is cloud hosting secured data sovereignty. 
Integrations API: Complete integration with GP systems (EMIS, SystmOne), hospital EPRs and social care management systems without causing the repetition of information entry.
Predictive Analytics: Machine learning algorithms use patient data to foresee their deterioration with high-risk patients identified in advance to provide premetive care, minimising emergency readmissions by 35% (Méndez et al., 2023).
Voice Technology: Voice activated medication reminders and instructions controlling patient care in case of visual or cognitive problems increase access.
Intelligent Notifications: Automated SMS and mobile app notifications can remind users of overdose, resilient vital signs, and other significant aspects to the caregivers of missed appointments (Lin et al., 2024). 
These technological components make it effective by removing delays in communication, minimizing human error, making decisions based on data, and empowering the patient due to their access to information.
Dissemination:
Engagement by Healthcare Professionals: Conferences at Royal College, British geriatrics Society and NHS England webinars. Articles in such journals as Age and Ageing, and BMJ Quality and Safety.
Digital Marketing: NHS communications, professional network (LinkedIn), and healthcare technology discussion boards. Video testimonials from piloting testimonials.
Public Awareness: Collaboration with Age UK and Carers UK to distribute promotional materials in the community centres, GP surgeries as well as hospitals. Local media publicity on stories of patient success.
Commissioner Briefs: In person talks with ICS chiefs and the teams conducting procurement activities in the National Health Services showing value added and quality inclinations powered by pilot files.
Conclusion:
CareConnect combats the massive crisis of the disjointed post discharge care using innovative digital coordination. The solution saves £180 million, 50,000 readmissions per year, and most importantly helps elderly people to have a dignified life.
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Pitch
Introduction 
The pitch of the CareConnect discusses target audiences, campaign effect on the target audience, key policies and legislations for the innovative step, professional services involved and strategies for implementation. 
Target audience and how this campaign impact on target audience 
The main client of CareConnect is adults 65 years or above who are witnessing hospital discharge, which results in about 18 to 22 million discharges every year in England (Digital.nhs.uk, 2024). This patient group is unique in its susceptibility at the time of transitions. They have multiple chronic illnesses with complicated prescriptions, a substantial number of them reside alone, with a limited support circle. Some have cognitive impairments that limit their capacity to follow post discharge instructions by themselves.
The second category of clients is the family caregivers, who may be the adult children who must balance jobs alongside caregiving (Zhai et al., 2023). Such individuals feel a lot of stress and can result in missing care appointments or medication mistakes. They find it difficult communicating between fragmented health and social care provision.
The tertiary audience consists of healthcare professionals like discharge coordinators, district nurses, GPs, social workers, and care home personnel. These professionals manage communication frameworks that consume a lot of time on connecting the administrative aspect instead of being engaged in direct patient attention.
With the elderly patients, CareConnect makes the process of discharging them into a managed and dignified process. Rather than being given paper discharge summaries which they might lose or misinterpret, patients are presented with clear and striking care plans on tablets or smartphones (Ivziku et al., 2022). The medication schedules contain photographs with plain meaning instructions. Reminders on appointments eliminate missed clinic visits.
Transparency in family caregivers provides them with a sense of relief. They get real time updates to notify them when district nurses visit. One on one communication with the medical staff would substitute the use of a system of various calls, eliminating the feeling of worry among caregivers and allowing them to continue working.
Nursing staff enjoy efficient work processes and less duplication (Ivziku et al., 2022). The measurements automatically synchronize in different systems and automatically generated algorithms detect worsening patients and provide proactive care in addition to reactive care.
Current policy and legislations required
CareConnect is involved in an extensive system of regulation that addresses patient safety and data security.
NHS Long Term Plan and Integrated Care: The innovation is in line with the NHS Long Term Plan on integrated care systems and avoidable admission prevention. It is congruent with integrated care board requirements of the Health and Care Act 2022 of coordinated service delivery between health and social care boundaries (McHale, 2023).
Data Protection: It must be fully adhered to UK GDPR and Data Protection Act 2018 mandated with express patient consent. The platform complies with NHS Data Security and Protection Toolkit (DSPT) using end to end encryption and role based access controls, allowing professionals to access the information that they need (NHS England, 2019).
Medical Device Regulation: CareConnect is defined as a Class I medical device under the UK Medical Devices Regulations of 2002 (Legislation.gov.uk, 2002). So, it requires clinical safety testing where it is necessary to meet the criteria of NHS Digital standards of DCB0129 and DCB0160 of thorough safety evaluation before use.
Information Governance and Interoperability: The platform is built on FHIR standards that allow it to integrate safely with the existing NHS systems such as Summary Care Records and GP clinical systems (eCQI, 2025). It should meet Care Quality Commission criteria of effective coordination of care and person-centred care.



Professional service involved
Hospital Discharge Teams: Patient profiles are launched by the senior nurses and discharge coordinators who enter diagnoses, medications, care requirements, and follow up needs and conduct discharge planning (Ross et al., 2024). 
General Practitioners: GPs evaluate discharges summaries electronically, order continuous medication to patients electronically, and track patient progress on dashboards as well as responding to deterioration notifications.
Community Nursing Services: In the home visit, District nurses provide real time updates of care activities, take vital signs and assessments, and alert concerns and access care plans to provide continuity (Caponnetto et al., 2024).
Social Care Teams: Social workers employed at local authorities organize care packages, make decisions on use of equipment and home adoptions, communicate with family carers and monitor vulnerable adults as well as safeguarding issues (Ross et al., 2024).
Pharmacy Services: Community pharmacists obtain medication lists that include correct dispensing, identification of possible interactions of drugs, and assist in drug review.
Care Home Staff: In the case of patients who are discharged to residential environments, the care home staff members take notes, administer medications based on digital care plans, and communicate with families (Woodward and Ruston, 2023).
Voluntary Sector Partners: Voluntary organizations such as Age UK and British Red Cross gain access to appropriate information needed to give befriending and transport to appointments and useful services.
Strategies for implementation
The implementation is stage wise and evidence based
Stage 1: Stakeholder Co-Design (Months 1-3): Developing the platform is done after widespread consultation with the patients, caregivers, and healthcare professionals. The use of focus groups by elderly users facilitates the delivery of intuitively and user-friendly interfaces and the presence of professional advisory groups (nursing, medicine and social care) advise the workflow integration.
Stage 2: Technical Development (Months 3-6): Agile software development and iterative testing which integrates user feedback during the entire development. Connection to current NHS systems is successfully tested for high security, and access characteristics as voice recognition and big text options are in built.
Stage 3: Pilot Implementation (Months: 7-12): The pilot phase in three integrated care systems will have 500 patients each. Extensive training packages equip employees with interactive training sessions e learning networks, and super user networks. Personalised on-boarding is practiced with family members and 24/7 helpline assistance given to the patients.
Stage 4: Evaluation and Refinement (Months 13-15): Specific measures are monitored through readmission rates, medication errors, and time saved by the staff. Qualitative interviews are obtained to capture patient experiences, professional quality and used to inform future platform changes before it can be launched on a large scale.
Stage 5: National Rollout (Months 16-36): This stage allows successful expansion into additional integrated care systems. A national implementation team will offer continuous support through training, technical facilitation and keeping a check on the quality as regional champions will support peer learning and troubleshooting.

Conclusion 

CareConnect is a futuristic innovation for the elderly people, and its success is a factor of positive quantitative and qualitative outcome for all the stakeholders, ensuring compliance and adaptability with time. 
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