
Technology to support
Hospital Discharge

Top Tips

Be clear whose job it is to lead a 
discussion about technology at each 
stage of the pathway (in hospital, during 
the first few days at home, at the end of 
reablement and / or as part of long term 
care planning). Ensure that they have 
the training, information, skills, 
motivation and time to do this well.

Engage family members and carers as 
much as possible. They are an important 
source of support.

Remember that the technology belongs 
to the person, not the different 
organisations involved in discharge. 
Services need to adapt and engage with 
the technology people have in their 
homes - not require use of their own 
solutions. Equally technology can really 
help provide continuity as people are 
transferred to different services as part 
of their discharge experience.

Recording, tracking, installing, 
reviewing, de-installing technology – 
particularly if issued as part of leaving 
hospital - is crucial. You need to know 
who has got what devices and to 
monitor and discuss how they are being 
used – particularly as people's needs 
change significantly in the period after 
coming home from hospital. This takes 
planning and resource.

Don't forget to consider people being 
discharged from community, nursing, 
rehabilitation and enablement beds.

Sometimes targeted use of 
technology can make the difference 
about which pathway people might 
be on by meeting needs differently: 
pathway 1 to 0; pathway  2 to 1

Where possible consideration of 
technology should be embedded 
upfront into hospital discharge 
planning processes

Hospital therapy teams can be key 
allies in getting technology 
considered as part of discharge; 
consider a trusted assessor model 
for NHS colleagues

And finally…….be persistent. It can be 
hard adapting the culture and 
processes in a busy and pressured 
working environment to embed 
consideration of technology. But the 
impact and rewards – for everyone – 
can be significant

technology to keep people 
safe and provide peace of mind 
that help can be called if needed; 
simple, low cost, quick to activate, 
can ideally be sent home with 
the person

"Take home" 

Day 0 

in using technology during
reablement to promote long
term independence; consider
technology as part of care
assessment and planning

Build confidence  

technology to support recovery
and rehabilitation, for virtual
consultations, to support
service delivery, and
monitor progress

Assess / install

technology offer for long term
needs and independent living;
prevent, reduce, delay

Adapt

Discharge pathways

The key moments to introduce
technology into people's lives
to support recovery and long

term independence

simple discharge straight to home; 
little or no additional formal support 

required: 50% + discharges

able to return home with new, 
additional or restarted care and/or 

health support: 45% discharges

recovery, rehabilitation, assessment, care 
planning or short-term intensive support in a 

24-hour bedded setting, ideally before 
returning home: >4% discharges 

 for people who require 24-hour bed-based 
care: includes people discharged to a care 
home for the first time as well as existing 

care home residents. >1% discharges 
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