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Introduction
Hospital discharge is a critical transition point in UK health and social care, yet poor coordination often leads to delayed discharges, patient harm, and avoidable readmissions. Older adults and people with complex needs are particularly affected due to fragmented working between NHS, social care, and community services. BRIDGE HOME is an innovative, person-centred model that improves discharge by promoting integrated working, continuity of care, and safe transitions from hospital to home.




THE PITCH

BRIDGE HOME: Transforming Hospital Discharge and Transitions of Care in the UK
Hospital discharge represents a critical and often vulnerable point in the patient care pathway (Jones et al, 2023). In the UK, delayed discharges are a persistent issue, particularly for older adults and individuals with complex or long-term conditions. These delays contribute to significant pressures on the NHS, including bed shortages, cancelled procedures, and increased staff workload, while also heightening the risk of patient harm, medication errors, and readmissions. Families frequently report confusion and anxiety during discharge, reflecting gaps in communication, coordination, and person-centred care (Alias et al, 2024). Health and social care services are often siloed, with NHS teams, local authorities, and voluntary organisations operating independently, leading to fragmentation, duplication, and inefficiencies (de Matos et al, 2024). Evidence indicates that older adults, people with disabilities, and those with complex care needs are disproportionately affected, highlighting the urgent need for an integrated, evidence-informed solution (de Bruin & Schreiber, 2018).      
BRIDGE HOME is an innovative model designed to transform hospital discharge and transitions of care across the UK. Its core aim is to provide safe, seamless, and person-centred transitions from hospital to home or community settings. At the heart of the innovation is the Transition Care Coordinator role—a named professional responsible for guiding patients through their discharge journey, coordinating care between hospital teams, social care, community services, and voluntary organisations, and ensuring continuity post-discharge. By embedding accountability and continuity, BRIDGE HOME addresses the fragmented nature of current discharge practices and ensures that patients, families, and professionals all operate within a coordinated framework.
Key Features and Innovation:
1. Integrated, Person-Centred Approach
BRIDGE HOME redefines discharge from a single event to a continuous process. Discharge planning begins at admission, ensuring early identification of patients with complex needs. Individualised discharge plans are co-produced with patients and carers, incorporating their preferences and lived experiences. The model facilitates shared decision-making, promotes independence, and empowers patients to manage their health post-discharge.
2. Technology-Enabled Coordination
Technology is seamlessly integrated to enhance efficiency, safety, and communication (Mishra et al, 2023). Shared digital care records allow real-time access to patient information across NHS, social care, and community systems. A staff-facing discharge planning app enables Transition Care Coordinators to create, update, and share personalised care plans. Patient and carer digital access, via the NHS App or linked portals, provides clear instructions, medication details, and follow-up information, improving understanding and adherence. AI-supported risk identification tools analyse data to flag patients at high risk of delayed discharge or readmission, enabling timely interventions. All digital systems comply with UK GDPR and NHS cybersecurity standards, ensuring secure and lawful information sharing.
3. Evidence-Based and Compliance-Aligned
BRIDGE HOME aligns with the NHS Long Term Plan, the Integrated Care Systems (ICSs) framework, the Discharge to Assess (D2A) model, and the Ageing Well programme, addressing policy priorities for integrated, person-centred care. It also complies with key regulatory frameworks, including the Care Act 2014, Health and Social Care Act 2012, the Mental Capacity Act 2005, and the Care Quality Commission (CQC) Fundamental Standards. Professional codes of practice (NMC, HCPC, and Social Work England) and the Equality Act 2010 underpin the ethical and inclusive delivery of the service.
4. Target Audience and Impact
The primary beneficiaries are older adults and individuals with complex care needs, along with their family carers. Secondary beneficiaries include health and social care professionals, who experience reduced administrative burden, improved communication, and clearer accountability. At a system level, BRIDGE HOME benefits NHS Trusts, local authorities, ICSs, and voluntary organisations by improving patient flow, reducing delayed discharges, and lowering avoidable readmissions. By providing coordinated support, the model enhances patient safety, promotes independence, reduces anxiety, and strengthens professional collaboration.
5. Implementation Strategy
BRIDGE HOME is rolled out in four key phases over 12 months. Phase 1 focuses on planning and partnership formation, including stakeholder engagement, selection of pilot wards, and defining the Transition Care Coordinator role. Phase 2 involves workforce recruitment, training, and development of shared digital tools. Phase 3 initiates pilot delivery, with early patient identification, coordinated discharge planning, and guaranteed 72-hour follow-up post-discharge. Phase 4 emphasises evaluation, refinement, and scale-up based on outcome data, patient feedback, and staff experiences. A robust communication and dissemination strategy ensures awareness across healthcare professionals, patients, carers, ICS leadership, commissioners, voluntary partners, and regulatory bodies.
6. Promotion and Dissemination
BRIDGE HOME will be promoted through internal NHS communications, training workshops, professional networks, and clinical champions to secure healthcare professional engagement. Patients and carers will receive accessible materials, digital app integration, and community outreach via voluntary organisations and patient forums. Relevant institutions, including ICSs, local authorities, and CQC, will receive structured evaluation reports, policy briefings, and service updates. This multi-channel strategy ensures adoption, trust, and sustainability.
7. Value Proposition and Need for Adoption
BRIDGE HOME addresses a persistent, costly, and high-risk gap in UK health and social care. By offering a person-centred, technology-enabled, and fully integrated discharge model, it improves safety, efficiency, and patient experience. The innovation reduces avoidable hospital readmissions, supports staff, and strengthens inter-agency collaboration. Adoption of BRIDGE HOME is not only feasible within existing NHS and social care structures but is aligned with national policy and regulatory requirements. Its implementation promises measurable outcomes, including fewer delayed discharges, reduced emergency readmissions, improved patient satisfaction, and enhanced system efficiency.
Conclusion
Hospital discharge is a critical juncture in patient care, with profound implications for safety, wellbeing, and system efficiency (Bechir & Bechir, 2025).         BRIDGE HOME offers a practical, evidence-informed, and scalable solution that transforms discharge from a fragmented process into a coordinated, patient-centred journey. By integrating technology, embedding professional accountability, and aligning with policy and regulatory frameworks, BRIDGE HOME enhances outcomes for patients, carers, professionals, and the wider health and social care system. Its adoption is essential to addressing current pressures in the NHS, improving care quality, and ensuring sustainable, person-centred health and social care delivery in the UK.


TECHNOLOGY INTEGRATION
DEVELOPMENT AND REGULATIONS
TIMELINE

BRIDGE HOME is implemented over a 12‑month phased timeline to ensure safe rollout, staff engagement, and measurable impact.
 Months 0–3: Planning & Set‑Up
· ICS approves BRIDGE HOME as a pilot initiative
· NHS Trusts and Local Authorities agree joint commissioning arrangements
· Pilot wards identified (e.g. older adult medicine, orthopaedics)
· Transition Care Coordinator role finalised
Months 3–6: Workforce & Training
· Recruitment or redeployment of Transition Care Coordinators
· Training in person‑centred care, safeguarding, discharge planning, and multi‑agency working
· Development of shared discharge documentation and referral pathways
 Months 6–9: Pilot Implementation
· BRIDGE HOME launched on selected hospital wards
· Early identification of patients with complex discharge needs
· Coordinators begin managing discharge from admission to post‑discharge
· 72‑hour follow‑up process embedded
Months 9–12: Evaluation & Scale‑Up
· Evaluation of key outcomes (delayed discharges, readmissions, patient satisfaction)
· Feedback gathered from patients, carers, and staff
· Service refined and prepared for wider roll‑out across the Trust and ICS



CONCLUSUON
Key Innovation Summary
· Addresses a Critical System Gap
· Person-Centered and Integrated
· Improves Safety and Experience
· Enabled by Smart Use of Technology
· Feasible, Compliant, and Scalable


Healthcare Professionals
· Internal NHS communications (emails, intranet pages, staff briefings) to introduce BRIDGE HOME within hospitals and community teams.
· Training sessions and workshops for discharge teams, nurses, social workers, and allied health professionals to embed the model into practice.
· Clinical champions (e.g. senior nurses or discharge leads) to advocate for BRIDGE HOME and support staff engagement.
· Professional networks and conferences to share best practice and outcomes.
Patients, Carers, and the Public
· Accessible information materials (leaflets, posters, easy-read and translated formats) displayed in hospitals and community settings.
· Digital promotion via the NHS App and Trust websites, explaining how BRIDGE HOME supports safe discharge.
· Community engagement through voluntary sector partners, carers’ organisations, and patient forums.
· Lived-experience stories and case studies to build trust and understanding.
Relevant Institutions and Organisations
· Integrated Care Systems (ICSs) informed through strategic meetings, performance reports, and pilot evaluations.
· Local Authorities and commissioners engaged through joint commissioning discussions and outcome data.
· Regulatory bodies (e.g. CQC)

DISSEMINATION

 Shared Digital Care Records
 Digital Discharge Planning Platform
 Patient and Carer Digital Access (NHS App Integration)
 AI-Supported Risk Identification Tools
 Secure Data-Sharing and Cybersecurity Systems


Care Act 2014
Health and Social Care Act 2012
Data Protection Act 2018
Mental Capacity Act 2005
CQC


How BRIDGE HOME Will Be Implemented
1. Early Identification in Hospital
Patients with complex discharge needs are identified at admission or early in their hospital stay.
2. Assignment of a Transition Care Coordinator
A named coordinator is allocated to each patient, ensuring continuity and accountability.
3. Joint Discharge Planning
Coordinators facilitate multidisciplinary planning involving hospital staff, social care, carers, and community services.
4. Coordinated Handover to Community Services
A shared discharge plan is communicated to GPs, community nurses, social care teams, and voluntary partners.
5. Post-Discharge Follow-Up
The coordinator conducts a follow-up within 72 hours to address emerging issues and prevent readmission.

THE ISSUES/GAPS IN H&SC


· Delayed transfers of care result in thousands of patients remaining in hospital despite being medically fit, contributing to bed shortages and cancelled procedures (Wise, 2025)
· Older adults are disproportionately affected: people aged 65+ account for the highest rates of delayed discharge, often due to waiting for social care, reablement, or community support (Moore, Hartley & Romero‐Ortuno, 2018)
· Poorly coordinated discharge increases the risk of medication errors, falls, and readmissions, particularly within the first 72 hours after leaving hospital (Weingart, 2021)
· Patients and carers frequently report confusion, anxiety, and lack of information at discharge, indicating weak communication and limited person-centred planning (Taylor et al, 2021)


TARGET AUDIENCE 

Primary Target Audience:
· Older adults (65+) and people with complex or long-term conditions
· Patients experiencing hospital discharge to home, reablement services, or residential care
Secondary Target Audience:
· Family members and unpaid carers supporting patients’ post-discharge
· NHS professionals (nurses, doctors, discharge teams)
· Social workers, reablement teams, and community care providers
· Voluntary and community sector organisations involved in post-discharge support

IMPLEMENTATION
  Integrated Care Systems (ICSs):
Provide strategic leadership, joint commissioning, and oversight. ICSs ensure alignment with local population needs, NHS priorities, and social care capacity.
 NHS Trusts (Acute Hospitals):
Lead operational delivery within hospitals. Discharge teams identify eligible patients early and integrate BRIDGE HOME into ward-based care pathways.
 Local Authorities (Adult Social Care):
Coordinate social care, reablement, and housing support. Ensure timely assessments and care packages to support safe discharge.
 Voluntary and Community Sector (VCS) Organisations:
Deliver non-clinical support such as transport, food access, home safety checks, and social connection.
 Transition Care Coordinators (Key Role):
Act as the single point of contact for patients and carers. Coordinators may be nurses, social workers, or allied health professionals with additional training.

BRIDGE HOME is a person-centered discharge coordination service that ensures patients experience a safe, supported, and seamless transition from hospital to home. Delayed and poorly coordinated hospital discharges contribute to bed blocking, patient harm, readmissions, and staff pressure. Patients—particularly older adults and those with complex needs—often feel anxious, unsupported, and confused during transitions from hospital to home or community care.
.  Impact on Patients & Service Users
· Improved understanding of discharge plans and medications
· Reduced anxiety and increased confidence returning home
· Safer transitions with fewer falls, medication errors, and complications
· Greater continuity and person-centred care
 Impact on Carers and Families
· Clearer communication and involvement in discharge planning
· Reduced stress and uncertainty
· Better preparation for caring responsibilities
 Impact on Health & Social Care Professionals
· Fewer last-minute discharge crises
· Improved interprofessional communication
· Reduced readmissions and avoidable workload
· Clear accountability through a named coordinator
🏥 Impact on the Health & Social Care System
· Reduced delayed transfers of care
· Improved patient flow and bed availability
· Cost savings through prevention of readmissions
· Stronger integration across health, social care, and voluntary services

IMPACT
BRIDGE 
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