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By Rob Burley, Chief Executive Officer, The MedicAlert Foundation 

Whenever I spend time speaking with teams from community hospitals, I am always struck 

by their unique and vital role in the healthcare ecosystem. Community hospitals aren't just a 

setting for the treatment of acute episodes; they actively bridge the gap between a clinical 

environment and everyday life. Their wards are where rehabilitation happens, where 

confidence is rebuilt, and where patients are prepared to return to their communities. 

But discharge is always a delicate transition. When a patient steps out through the doors of a 

community hospital to go home, they leave behind a highly monitored environment where 

their medical history, care plans, and daily needs are instantly understood by the staff 

around them. 

For patients living with complex conditions, severe allergies, or cognitive needs like 

advanced dementia, this transition can be incredibly daunting. Alongside healthcare 

professionals, we share a responsibility to ask: how do we ensure that a patient’s vital 

medical information and treatment wishes travel with them into the community? 

The Rural Reality and the Information Gap 

In many of the areas served by community hospitals, the reality of community living often 

means being geographically further away from acute emergency hubs. In these rural and 

semi-rural settings, Community First Responders (CFRs) and local paramedics do an 

outstanding job. They are the immediate safety net when a crisis occurs at home. 

However, if a recently discharged patient suffers a medical emergency and is unable to 

communicate (whether due to unconsciousness, distress, or a condition like a severe 

stroke), those first responders are plunged into an information vacuum. They arrive at the 

scene without access to the carefully constructed discharge notes or the nuances of the 

patient’s medical history, let alone a picture of any treatment preferences they may have. 

Breaking the Cycle of Preventable Readmissions 

This gap in communication has a direct impact on patient outcomes and hospital 

readmission rates. When CFRs arrive on the scene and cannot immediately identify a 

patient's underlying rare condition or complex medication regime, they are forced to err on 

the side of caution. 

Without immediate clarity, a relatively minor medical episode can easily trigger a rapid 

transport back to an A&E department. This well-intentioned, defensive approach often 



 

results in patients being unnecessarily readmitted to the hospital system. These 

readmissions are highly disruptive for the patient, distressing for their families, and they 

place avoidable strain on the wider NHS network. 

To prevent inappropriate emergency care, we must ensure that first responders are 

equipped with absolute clinical certainty, as well as insight into a patient’s treatment 

preferences, the moment they arrive. 

Who Holds the Key to Patient Independence? 

At The MedicAlert Foundation, we believe that empowering patient independence requires 

proactive emergency planning before the patient ever leaves your care. But this brings us to 

a vital operational question for every community hospital: whose responsibility is it to initiate 

this conversation? 

We firmly believe that there is a crucial role for a safety net like MedicAlert to be included in 

patient pathways and to be considered by the Multidisciplinary Team (MDT) in reviews of  

discharge protocols. Who is the best placed healthcare professional to discuss this with the 

patient and their family? Is it the occupational therapist assessing the patient's readiness for 

independent living? Is it the discharge coordinator preparing the final paperwork, or perhaps 

the ward nurse discussing ongoing care on the day of departure? Maybe it’s all three? 

We know that when healthcare professionals explicitly recommend setting up a secure 

medical ID, patients are far more likely to take that vital step. By embedding this simple 

conversation into standard MDT planning, vulnerable individuals are more likely to leave 

your care equipped with a physical key to a digital vault. 

If a CFR or paramedic arrives at that patient's home weeks later, one glance at a medical ID 

allows them to access a nurse-validated history. They can instantly see what is normal for 

that patient, which medications to avoid, who their emergency contacts are, and whether 

there are any treatment preferences that should be taken into account. This immediate 

access to accurate information allows CFRs and paramedics to treat the patient safely in 

their own home or community setting, often avoiding the need for an acute hospital 

readmission altogether. 

Continuing the Conversation 

Elevating patient safety during these crucial care transitions requires a shared commitment 

across the entire healthcare landscape. We are incredibly proud to partner with community 

hospitals to help bridge the gap between hospital discharge and everyday community living. 

I am delighted that we will be exploring these themes in much greater depth during our 

upcoming joint webinar with the Community Hospitals Association on the 21st of October. 

During the session, we will be discussing practical strategies for emergency readiness, 

looking at real-world clinical insights, and sharing actionable tools to support lifelong safety 

for your patients. 

Community hospitals do the extraordinary work of getting patients ready for the real world. 

By working together, we can ensure that once they are back in their communities, their 



 

medical history is always there to speak for them, keeping them safe, independent, and out 

of hospital. 

Register for the free webinar on 21st October 2026 here Beyond the Hospital Walls: 

Elevating Patient Safety, Care Transitions and Emergency Preparedness with MedicAlert 
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