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1. Introduction
The technology-driven VWs can be viewed as an ambitious approach to re-design acute healthcare in NHS England, whereby hospital-based assessment and treatment services can be provided at patients' usual place of residence using multidisciplinary team approach, face-to-face interventions and remote patient monitoring (RPM) whenever applicable. Since 2022, the NHS has been trying to meet their national ambitions using the VWs, in order to decrease inpatient capacity without compromising the safety of patient-centred care. However, RPM is just a facilitator rather than a replacement of clinical judgment, and VWs may differ significantly by staffing, criteria for selecting patients, and technology used. This report critically analyses the implementation of VWs across the workforce, service provision, patients and community perspective, primarily with respect to adults with frailty and acute respiratory diseases with some comparisons with specialised cardiac pathways. The major argument of the report is that the VWs have the potential to benefit certain patients but the number of implemented VWs, patients' satisfaction and estimated bed savings cannot prove efficiency or equity on their own. A study based on the national commissioner interviews (McGowan et al., 2024).

[bookmark: _Toc242793933]2. Nature and implementation of digital transformation
The typical RPM system is a combination of wearable sensors or sporadic blood pressure, oxygen saturation, and symptom measurements along with electronic dashboards, clinician assessment, and predetermined escalation. Step up protocols strive to prevent admission, while step down protocols help to discharge early. All these procedures do not remove the reliance on examinations, diagnostic tests, medications administration, and fast referral to hospital. This distinction has important implications when assessing the matter, as the clinical impact of consultant-delivered care at home can never be separated from the role of the pulse oximeter simply due to the fact that both belong to the same pathway. At the same time, having a working monitoring device does not imply having an adequate clinical service and dealing with any unusual results. Treating all cases of home monitoring as a virtual ward will mean confusing low-risk monitoring with high-risk replacement.
However, implementation has required considerable adaptation rather than pure digitisation. In a qualitative research conducted on 42 participants about frailty services, it was noted that remote monitoring was quite challenging to implement due to mismatch of equipment, patient capabilities, and clinical needs. The authors noted the low level of technology use in frailty services compared to respiratory and circulatory pathways, thus making it less plausible for mandatory levels of digital intensity (Lindsay, Cunnington and Dixon-Woods, 2025). Another implementation research which made use of documentary analysis, stakeholder interviews, and consensus building created both intended benefit and potential harm logic models. It is especially useful in situations where wider access and unaccounted costs and clinical risks may go together; yet, the conceptually generated outputs cannot measure outcomes (Yahya, Cooper and Nazar, 2025).

[bookmark: _Toc242793934]3. Workforce and professional competence
The virtual ward does not reduce but reallocates clinical workload. Nurses, consultants, therapists, pharmacists, and community workers need to understand the significance of remote measurements, intervene appropriately across organisational boundaries, and know when a seemingly positive digital measurement hides a deteriorating patient condition. Staff thus need competencies in medical devices, escalation, information management, risk communication, and shared decision making. Based on qualitative interviews with 20 staff members working in one large English integrated care organisation, implementation was dependent upon pre-existing relationships, role clarification, and time for training. The single-system study provides transferable explanations rather than national prevalence estimates (Litchfield et al., 2025).
Professional development could on one hand widen the scope of practice, while at the same time increase pressures. In the case of the heart-failure virtual ward in London, medication uptitration through pharmacists' guidance showed how multidisciplinary digital processes might facilitate more timely optimisation by specialists beyond traditional outpatient consultations. However, any changes in medications will have to depend on laboratory testing, patient understanding and subsequent follow up, and no service evaluation can establish that the same functions would be possible in cases of resource-limited settings (Alhakem et al., 2025). Therefore, the organisational issue here goes beyond staff training in order to use monitoring systems.
Service evaluation conducted in England using clinical and device information retrospectively observed very high levels of compliance for remote monitoring, which shows that combining both patient and healthcare professional workflow processes is achievable. However, the use of a single-centre approach, lack of randomised trials and industry connections of the authors make it imperative to exercise caution in the interpretation of the findings about general effectiveness (Pugmire et al., 2025). Evaluation of the success of the workforce ought to consider reaction time, cost, competence and adverse event escalation, not just training.

[bookmark: _Toc242793935]4. Service delivery, effectiveness and economic value
Substitution for avoidable inpatient stays, without producing more problems later on, constitutes the most persuasive argument for providing services. An English study compared 318 virtual ward patients with 350 patients in hospital through a matched comparison. The design of this study is more enlightening than just comparing “before” and “after”, but there could still be unknown differences between the two groups clinically and socially; and a bed saved isn’t necessarily money saved if staff and infrastructure haven’t changed (Jalilian et al., 2024).
Condition-based studies offers better insights into operations along with the limitations of generalisability. Telehealth-assisted heart failure in Liverpool was found to have notable differences between the specialised virtual ward assistance and usual care, which means that structured telehealth assistance at home can be an alternative for some patients. These results cannot be easily translated to people suffering from frailty or acute infection because their decline paths and needs differ (Sankaranarayanan et al., 2024). In an associated economic evaluation, the incremental savings per episode of heart failure was estimated to be £1,135, taking into account the pathway costs; yet, the comparison was based on modelling and made conditional on certain assumptions regarding reduced hospital usage and capacity use (Rasoul et al., 2024).
Within an atrial-fibrillation pathway in North West London, monitoring of rhythm using smartphones led to review and escalation once discharge or ambulatory assessment had taken place. According to Saleh et al. (2024), eighty-six per cent of respondents felt the app was user-friendly, but the specific patient population makes it relevant for fragile patients with co-morbidities. Previous atrial-fibrillation care pathways in the UK have also shown the possibility of remote transmission of ECGs, blood pressure readings, and symptomatology, although they failed to show the effect of technology on admissions (Kotb et al., 2022).
The use of counterfactuals is critical for broader assessment purposes. In the national matched cohort study of COVID-19 oximetry monitoring, the researchers identified reduced mortality rates but higher emergency room visits and hospitalisations for the cohort under observation. Better escalation may be an indication of proper detection rather than poor services, although there is some confounding involved (Beaney et al., 2023). In an analysis following that approach, there were no statistically significant impacts found on chosen hospital activities and mortality measures among areas with varying participation in the program, showing how heterogeneity in national implementation may limit any impact assessment (Conti, Pariza and Wolters, 2025). This way, the results question the validity of concluding that patients under monitoring consume fewer healthcare resources. Acute virtual wards should be compared with matched alternative programs according to mortality, unscheduled transfers, re-admissions, functional improvement, and overall costs. As an example, one could consider a 2022 study of community-based oximetry in England that revealed the connection between oximetry monitoring and low hospital mortality and length of stay in the hospital, but which, being a retrospective study of patients undergoing and not undergoing monitoring, suffered from selection effects and prognostic imbalance between the groups (Boniface et al., 2022).

[bookmark: _Toc242793936]5. Patients, safety and service-user experience
While patients would certainly be able to benefit from sleep at home, retaining their routines and minimising deconditioning associated with the hospital environment, being supported does not equate with being safe. The study conducted in Cornwall found that while patients felt very confident in the abilities of clinicians, there were issues surrounding poor connectivity, incompatibility of systems, and challenges in use of the technology (Lyndon, Viney and Slade, 2025).
Evaluation that involves economics and results is inadequate if the care pathway does not respect patient autonomy. Patients must be informed about the frequency of observations, data sharing, and family participation, as well as what happens when the office is closed. Hearing, vision, or mental impairments that cause usability problems need to be part of clinical considerations rather than mere annoyances. A study in London of a hospital at home for children showed promising results regarding reattendance and days not spent in the hospital, but the nursing staff requirements are different from adult cases (Cheung et al., 2024).
Patient selection could lead to seemingly positive outcomes in that low-risk, technology-savvy people are more inclined to participate. The ethical question is not if those participating in the virtual ward feel satisfied, but rather if someone who would be like them in an alternative form of care would achieve similar levels of safety, rehabilitation and accessibility. Positive accounts in the literature should be taken into consideration in conjunction with failed recruitment cases and unnoticed harms. In terms of safety, there is also a dynamic aspect: monitoring processes involve a set of criteria to determine if certain symptoms are abnormal, if escalation is required during nights and on the weekend, awareness on the part of the patient of non-sensor symptoms and face-to-face consultations if the seemingly normal reading is in conflict with the concerns of a clinician. It makes sense if a patient chooses the hospital option if the home environment is overcrowded and/or private.

[bookmark: _Toc242793937]6. Community consequences and inequalities
Moving acute care to the domestic realm will save time, maintain links to the social milieu and support community-based integration. Yet, it could also bring about monitoring, technical troubles and anxiety alleviation into the realm of free domestic work. Qualitative interviews across countries with patients and their caregivers revealed that guidance and shared responsibility matter; however, these contextual findings do not allow determining the NHS-specific prevalence (Ko et al., 2023).
Digital inclusion is, thus, vital in relation to population impacts. An observational study within England on enrolment in remote pulse oximetry services during the COVID-19 pandemic period revealed differences in program access among different population segments. The pandemic situation here differs from the current hospital-based virtual wards, but it is enough reason to examine how referral criteria, connectivity, and health literacy affect access to digital approaches (Clarke et al., 2023). In a randomised economic evaluation of comprehensive-geriatric-assessment hospital-at-home service within the UK, lower healthcare costs were found in selected elderly patients; however, the hospital-at-home intervention's clinical visits element means that the outcomes could not be due to RPM technology (Singh et al., 2021).
A final difficulty is that of opportunity cost. A cost analysis of 26 English home-monitoring projects for COVID-19 revealed differences in staffing and resource usage. This shows how net savings are contingent on the local delivery model and that household costs, electricity charges, broadband costs and informal care costs should not be overlooked in policy appraisals (Tomini et al., 2024). Community benefit thus entails ensuring that there are pathways for participation that do not involve using digital technologies, providing devices and connectivity, conducting care needs assessments and monitoring enrolment and outcomes by deprivation, disability, ethnicity and geography. Delivery must be assessed at all points along the referral pathway – clinically eligible patients, patients offered enrolment, those enrolled, those who are being monitored, those being escalated and those who are discharged. Otherwise, positive outcomes for patients completing virtual ward treatment could mask the systematic exclusion of disadvantaged households.

[bookmark: _Toc242793938]7. Conclusion and recommendations
Virtual wards made possible by technology represent a plausible but also a contingent development of acute care within NHS England. Research from proven virtual wards shows that a selected group of patients can be provided with good quality care at home, whereas specialised pathways demonstrate possibilities for early discharges and efficiencies. On the other hand, there is the existence of positive outcomes alongside a lack of rigorous methods of evaluation, lack of causative comparisons, technological appropriateness and exclusion through technology.
The implementation process should thus focus on differentiating clinical pathways and individual assessment of patients’ home environments, digital skills and carers’ consent. Accountability for physiological triggers for alerts, assessments, and escalations should be assigned in NHS providers along with provision of resources to train multidisciplinary teams and technical staff. Commissioners need to commission risk-adjusted assessments of virtual wards at various sites that will include assessment of outcomes such as mortality and readmission rates, functional status, patient and carer experience, staffing times, and overall cost of care. Equity reviews need to be conducted to ascertain which patients and carers access, consent, and utilise virtual wards.
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