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INTRODUCTION
Virtual wards (VWs) or Hospital at Home (HaH) address pressure on hospital inpatient and urgent care (NHS England, 2024b). They enable selected patients to receive acute care at home rather than being admitted to or remaining in hospital. VWs operate through 'step-up' (preventing admission) or 'step-down' (early discharge) approaches (Uminski et al., 2018, cited in Maughan et al., 2024).
Technology is central: patients record vital signs via apps, websites, wearables or Bluetooth devices (NHS England, 2021). Data is then transferred to a digital platform or clinical dashboard, allowing remote monitoring and alerts when measurements exceed agreed parameters (NHS England, 2024b).
However, the benefits are not universal. Effectiveness depends on appropriate patient selection, workforce capability, reliable technology, clear escalation, and alternatives for those facing digital exclusion (Lindsay et al., 2025; Pahirden, Stefler and Jayatunga, 2026).
This report critically evaluates VWs, focusing on workforce and patient experience. It examines benefits and challenges, arguing that outcomes depend on implementation and inclusive design rather than technology alone.
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Virtual wards require collaboration between different healthcare professionals and change how clinical work is organised. Rather than eliminating the need for clinical staff, virtual wards redistribute clinical responsibilities across professionals and locations. The workforce must adapt to a model in which assessment, monitoring, and communication take place remotely. NHS England (2024b) identifies multidisciplinary working and clinical leadership as important components of virtual ward provision.
A range of professionals contribute to virtual ward operations. Doctors provide medical oversight, diagnosis, prescribing and escalation decisions, while nurses undertake assessment, monitor vital signs, administer medication and provide patient education. Pharmacists contribute through medication review and safe prescribing. Community staff provide care within patients' homes and coordinate local resources, while allied health professionals such as physiotherapists and occupational therapists contribute to rehabilitation and functional assessments. Digital and data staff support technological infrastructure and secure information transfer, while operational managers coordinate resources and administrative processes.
This multidisciplinary structure can strengthen continuity of care because different professionals contribute to specific expertise. Greater collaboration creates additional coordination requirements. Effective communication between hospital, community and digital teams becomes particularly important when decisions are based on remotely collected information. 
Introducing a virtual ward represents not simply a technological change but a change in professional roles, communication processes and organisational responsibilities (McGowan et al., 2026).
The workforce also requires additional competencies to deliver care safely in a virtual environment. These include remote assessment, interpretation of remotely collected data, digital communication, escalation, documentation, information governance and patient education (NHS England, 2023a). Interpreting remotely collected information is particularly important because data obtained in the home may be affected by user error, technical problems or normal physiological variation (Lindsay et al., 2025).
 Healthcare professionals therefore need to distinguish between genuine clinical deterioration and inaccurate information. Similarly, digital communication requires clarity because remote interactions provide fewer opportunities to observe non-verbal cues than face-to-face consultations.
A critical issue is whether virtual wards genuinely reduce pressure on the workforce or simply redistribute it. Although remote monitoring can make information available to clinicians without requiring patients to remain in hospital, staff still need sufficient time, training and authority to interpret information and respond appropriately (Bradley et al., 2026). If these resources are inadequate, digital systems could transfer additional responsibility to staff without providing the capacity to manage that responsibility safely. Workforce readiness therefore becomes a key condition for successful implementation.
Virtual wards alter the traditional pathway through which acute care is delivered. In a conventional pathway, patient deterioration may lead to contact with a GP or emergency service, followed by hospital admission, inpatient treatment and discharge. A virtual ward provides an alternative pathway in which an appropriate patient may be assessed and then monitored and treated at home, with clinical review and escalation when necessary (NHS England, 2024b).
The principal service-delivery of the work force objectives are to prevent avoidable hospital admissions and support earlier discharge where this can be achieved safely. By providing treatment and monitoring at home, virtual wards may help release hospital capacity and reduce pressure on inpatient services (NHS England, 2024a). But these outcomes should not be interpreted as evidence that virtual wards are automatically superior to conventional hospital care. Their safety and effectiveness depend on selecting appropriate patients and ensuring suitable clinical pathways, staffing, technology and escalation arrangements are in place (Maughan et al., 2024).
An important strength of the model is that it can move some elements of acute care away from the hospital environment while maintaining access to clinical oversight. This may allow patients who do not require continuous inpatient observation to receive treatment at home and reduce pressure on hospital beds where earlier discharge can be supported safely (Vindrola-Padros et al., 2021). Effectiveness depends on whether the technology and clinical infrastructure are sufficiently reliable.
NHS England (2024b) emphasises that technology should enable the clinical model rather than determine it. Digital innovation should respond to an identified clinical or service need rather than being introduced simply because technology is available. Where technology becomes the starting point for service design, organisations risk investing in systems that do not adequately address patient or workforce needs, potentially creating additional workload and compromising patient safety.
The experience of Cambridge University Hospitals provides an example of how virtual wards can operate at scale. NHS England (2024a) reports that the service was developed in November 2022 and subsequently onboarded more than 1,500 patients across 23 specialties, with reported patient satisfaction of 97%, alongside reductions in length of stay and bed-day savings. 
However, these results represent the experience of a particular service and should not be generalised to all virtual wards (Bradley et al., 2026). Outcomes may vary according to patient selection, staffing levels, interoperability between digital systems, availability of equipment and escalation procedures. If poorly coordinated, a virtual ward may become an additional layer of service rather than a genuine alternative to hospital admission.
Virtual wards have the potential to improve service capacity and flexibility, but their effectiveness depends on implementation rather than technology alone. The critical issue is whether the model is integrated into an appropriate clinical pathway and supported by sufficient workforce, governance and infrastructure.



[bookmark: _Toc241608811]PATIENT/SERVICE-USER EXPERIENCE
The impact of virtual wards on patient experience cannot be understood simply by assuming that patients prefer receiving care at home. Instead, it is necessary to consider why home-based care may be beneficial, for whom it is appropriate and under what circumstances it can provide a safe alternative to hospital care. Patient experiences vary according to clinical needs, confidence with technology, living circumstances and availability of support at home (Vindrola-Padros et al., 2021; Malhis, 2026).
One potential advantage is that patients can remain in a familiar environment while receiving clinical monitoring and treatment. This may allow individuals to maintain aspects of normal routines and avoid disruption associated with hospital admission. Other potential benefits include greater involvement in monitoring, increased autonomy and reassurance resulting from knowing that clinical staff can review their health information remotely (NHS England, 2021).
However, the extent to which virtual wards increase autonomy depends partly on the patient's ability and confidence to engage with technology. Patients comfortable using digital devices may experience greater independence, while those who have difficulty using monitoring equipment may experience frustration, anxiety or dependence on relatives and carers (Lindsay et al., 2025; Pahirden, Stefler and Jayatunga, 2026). Therefore, moving care into the home does not necessarily remove the burden of care; it may transfer part of that responsibility from healthcare professionals to patients or family members.
This raises an important consideration regarding patient-centred care. Although receiving treatment at home can provide greater control over the patient's environment, it may also introduce additional responsibilities for patients and carers. Autonomy should not be assessed only in terms of whether a patient remains at home. It should also consider whether the patient has the skills, support and choice required to participate safely in their care.
Remote monitoring can provide patients with confidence that their clinical team is receiving information about their condition. The same technology could produce anxiety if patients become excessively focused on individual measurements or are uncertain whether their data are being reviewed (Vindrola-Padros et al., 2021). The value of monitoring therefore depends not only on the technology's ability to collect information but also on how effectively healthcare professionals communicate with patients and respond to the information received.
Avoiding unnecessary hospital stays may reduce disruption to patients and their families. Patients may avoid travel to hospital, while relatives may experience fewer disruptions to work and other responsibilities. However, reducing hospital attendance also changes the nature of clinical observation. In hospital, healthcare professionals can observe patients directly and identify changes that may not be captured by specific monitoring devices. 
Remote monitoring often depends on selected physiological measurements, meaning deterioration may potentially be missed if it presents through signs not measured by the technology (Lindsay et al., 2025).
This demonstrates that patient experience and patient safety are closely connected. A virtual ward may provide convenience and greater involvement in care, but these benefits depend on appropriate patient selection, reliable monitoring and effective clinical response. Consequently, the success of virtual wards should not be measured solely through patient satisfaction; safety, clinical outcomes, accessibility and the experiences of patients and carers should also be considered (Malhis, 2026; Pahirden, Stefler and Jayatunga, 2026).
Although virtual wards may improve access to care for some patients, their reliance on digital technology creates potential challenges for health inequalities. NHS England's Inclusive Digital Healthcare Framework recognises that digital healthcare can contribute to exclusion where individuals lack appropriate devices, connectivity, accessibility, digital skills or confidence (NHS England, 2023b). NHS England (2023b) reports that approximately 7% of UK households lacked home internet access, highlighting that digital inclusion involves more than simply providing a digital healthcare service.
This issue is particularly relevant to communities where digital connectivity may be limited. Rural patients may experience poor internet connectivity and may need to travel considerable distances to obtain equipment or technical support (Pahirden, Stefler and Jayatunga, 2026). At the same time, virtual wards may provide an important benefit by reducing the need for some patients to travel to distant hospitals. The impact on rural communities is therefore complex, digital infrastructure may present a barrier, while home-based care may simultaneously reduce geographical barriers.
Age should also be considered carefully. Older people should not be treated as a single group with identical levels of digital ability. Some older patients may use digital technologies confidently and benefit from receiving care at home, whereas others may require substantial assistance (Lindsay et al., 2025). A model that assumes all patients can engage independently with digital technology could therefore unintentionally exclude those who require additional support.
For this reason, digital healthcare should complement rather than completely replace non-digital routes to care. Maintaining alternative forms of support can help ensure that patients who cannot, or do not wish to, engage digitally are not disadvantaged (NHS England, 2023b). This is particularly important when digital technology becomes embedded within routine healthcare pathways because the absence of a realistic alternative could turn a potential improvement in access into a source of exclusion.
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Virtual wards change acute care delivery by enabling selected patients to receive treatment and monitoring at home (NHS England, 2024b). They alter workforce roles, introduce digital competencies and offer an alternative to hospital-based pathways (McGowan et al., 2026). Some patients gain convenience and autonomy, with less disruption compared to hospital admission (Vindrola-Padros et al., 2021). Benefits depend on patient selection, reliable technology, communication, staffing and escalation arrangements (Lindsay et al., 2025).
Virtual wards may redistribute rather than eliminate workforce pressures, while patients and carers assume additional responsibilities for monitoring and recognising deterioration (Bradley et al., 2026). Unequal digital access can worsen health inequalities if non-digital alternatives are absent (NHS England, 2023b; Pahirden, Stefler and Jayatunga, 2026).
Recommendations include workforce training for clinical, digital and communication competencies, maintaining non-digital alternatives, clear patient-selection and escalation criteria and involving patients, carers and staff in design and evaluation of virtual wards. Evaluation should consider safety, outcomes, equity and workforce impact alongside cost (NHS England, 2023a). These measures ensure virtual wards are safe, equitable and sustainable without shifting risk to patients, carers or staff.
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