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[bookmark: _Toc240982807]Introduction 
NHS in England has moved a significant volume of acute care out of hospital buildings and into people's homes since 2022. Technology-enabled virtual wards, also known as Hospital at Home, deliver hospital-level care at a patient's usual place of residence, combining face-to-face visits from a multidisciplinary team with remote monitoring technology (British Geriatrics Society, 2022). The model aims to prevent avoidable admissions or bring discharge forward, and NHS England (2024b) treats it as part of urgent and emergency care recovery.
The chosen digital innovation is Virtual Ward, an example of which is attached in the appendix. This report critically evaluates implementation using the South East evaluation (NHS England, 2024a) and national analysis by the Health Foundation's Improvement Analytics Unit (Chappell et al., 2024). The report argues that, although digital technology enables remote monitoring and changes how care is delivered, the evidence increasingly suggests that workforce configuration, service integration and organisational maturity are more clearly associated with successful implementation than the intensity of the technology itself.


[bookmark: _Toc240982808]Policy ambition and reported scale.
NHS England launched the national programme in April 2022 with a long-term aim of 40 to 50 virtual ward 'beds' per 100,000 people, equivalent to roughly 24,000 beds (Chappell et al., 2024). By December 2023, the original target date, capacity had reached approximately 11,800 beds running at just under 73% occupancy, against an occupancy goal of 80% (Chappell et al., 2024). Every integrated care board had introduced a service, while reported capacity remained just under half of the intended total.

Figure 1: Reported virtual ward capacity compared with the national capacity ambition
Source: Adapted from Chappell et al. (2024)
The measurement deserves scrutiny. A virtual ward 'bed' is not a physical object but an estimate of how many patients a clinical team can support (Chappell et al., 2024), making direct comparison with hospital beds misleading. NHS England classifies the monthly capacity and occupancy statistics as management information and advises that they should be used with caution. This limits the extent to which reported capacity and occupancy can, on their own, demonstrate the effectiveness of the national programme.


[bookmark: _Toc240982809]Impact on the workforce
The South East evaluation analysed 29 virtual ward pathways within a region delivering 76 wards across 32 NHS trusts, and found that implementation succeeded or failed largely on workforce factors (NHS England, 2024a). Services with strong clinical leadership, well-resourced and experienced teams, and daily multidisciplinary working across acute, community and primary care were consistently more effective. The mirror image of this was equally clear: fragmented leadership, teams that were not joined up across services, staff who felt under-confident with unfamiliar ways of working, and funding shortfalls that produced recruitment difficulties or overworked staff.
This maps closely onto the meta-analytic evidence. Shi et al. (2024), synthesising 69 studies, found that models delivered jointly by hospital-based and community-based professionals achieved readmission and mortality outcomes comparable to inpatient care, whereas evidence for models drawing on only one setting was more uncertain. Taken together, these findings suggest that workforce configuration and multidisciplinary integration may be at least as important as technology intensity in determining outcomes.
The change in role is substantial but under-acknowledged in policy language. Nurses and allied health professionals on virtual wards undertake assessment, escalation and clinical decision-making in a patient's living room outside the conventional hospital environment and with greater reliance on remote clinical oversight, interpreting remote monitoring data alongside their own observations. The British Geriatrics Society, the UK Hospital at Home Society and the Royal College of Physicians (2024) jointly argued that the term 'virtual ward' should be abandoned precisely because it understates the level of care and skill required, and gives patients an unclear picture of what they are being offered. Their challenge to the terminology indicates a gap between policy framing and clinical reality. The Royal College of Physicians of Edinburgh (2023) made a related point, warning that such services must supplement rather than replace existing acute provision and require further investment in staffing if they are to be safe.
[bookmark: _Toc240982810]Impact on service delivery
The headline service delivery findings are positive. The South East evaluation reported an estimated 22,794 annualised admission-avoidance admissions associated with 9,165 avoided non-elective hospital admissions per year, alongside estimated annualised figures of £24.5 million gross benefit, £14.2 million gross cost and £10.4 million net benefit across the wards analysed (NHS England, 2024a).

Figure 2: Annualised virtual ward activity and estimated avoided non-elective admissions in the South East
Source: NHS England (2024a). 
Figure 2 illustrates the scale of virtual ward activity relative to estimated avoided non-elective admissions; however, the association should not be interpreted as proof of causation because the evaluation does not establish that every estimated avoided admission was directly attributable to virtual ward provision.
The ratio underlying those figures warrants closer attention. On average, 2.5 virtual ward admissions were associated with one avoided non-elective admission, although the most mature services approached a ratio of 1:1 (NHS England, 2024a). This ratio does not represent a direct substitution rate rather, it indicates that several virtual ward episodes were associated with each estimated avoided non-elective admission, but it cannot establish how many patients would otherwise have required hospital admission. The evaluation is careful to describe this as a correlation rather than a causal ratio, and that distinction matters, because Shi et al. (2024) found that non-randomised studies in this field clearly overestimated effectiveness when compared with randomised evidence. 
Whether the model relieves hospital pressure at system level remains unresolved. Chappell et al. (2024) conclude that it is not yet clear whether virtual wards reduce pressure on hospital beds, chiefly because the counterfactual is unknown: services rarely record how many of their patients would otherwise have occupied a hospital bed. High virtual ward activity is not the same thing as avoided admissions, yet the two have frequently been treated as interchangeable. This evidence gap has also prompted further national evaluation activity, reflecting the need to establish more clearly the extent to which virtual ward activity represents genuine substitution for hospital-based care. 
Digital integration proves to be a double-edged enabler as NHS England guidance specifies that technology-enabled virtual wards should allow patients to record health data such as vital signs through apps, websites or connected devices after proper consent and feeding into a digital platform or dashboard for remote clinical review and alerts (NHS England, 2023a). This changes day-to-day service delivery by moving part of observation and escalation from the physical ward to a digitally mediated workflow. However, where digital strategies were misaligned between providers and primary care, or where data support was insufficient and collection remained manual, implementation was undermined (NHS England, 2024a). The challenge is therefore not device availability alone, but interoperability, usability and clinical integration.
[image: prn00299-fig-1.jpg (1475×1653)]
Figure 3: How technology-enabled virtual wards support remote monitoring and clinical escalation 
Source: NHS England (2023b)
Figure 3 illustrates how virtual wards shift elements of patient observation and clinical escalation from the hospital environment into the patient's home through digitally supported monitoring. 
Variation is the other consistent finding. Impact differed substantially between geographies and pathways, and longer-running services demonstrated greater impact as volumes rose and cost per admission fell (NHS England, 2024a). Service maturity, rather than the technology deployed, is what predicts performance.
[bookmark: _Toc240982811]Impact on patients and service users 
Patient experience is generally positive in the available evidence, although experiences vary according to individual circumstances and the support available at home. Patients described appreciating home-based care, being closer to family and feeling more comfortable than in an acute hospital setting (NHS England, 2024a), and the wider Hospital at Home literature suggests satisfaction may improve relative to inpatient care (Norman, Bennett and Vardy, 2023). For older people, home may also be preferable because hospital admission carries risks of deconditioning, delirium and infection (British Geriatrics Society, 2022).  
On safety, Norman, Bennett and Vardy (2023) reviewed 28 evidence syntheses and reported example pooled estimates of relative risk of 0.77 (95% CI 0.60 to 0.99) for mortality and 0.35 (95% CI 0.22 to 0.57) for subsequent residential care admission, at low to moderate certainty, concluding that outcomes were probably equivalent to or better than inpatient care. Their searches were conducted in March 2022, the month before the national programme began, and the authors were explicit that substantial evidence existed for Hospital at Home but considerably less for virtual wards. The reassurance therefore attaches to a model that has operated for decades, not to the technology-enabled version now being scaled.
Shi et al. (2024) sharpen this point considerably. Across eight model configurations, they found it unclear whether higher-intensity technology conferred any additional benefit over hospital-based care, and cost-effectiveness evidence was unavailable for high-technology models altogether. One configuration was associated with a length of care stay 4.85 days longer (95% CI 1.8 to 7.9) than inpatient care. For an evaluation of digital transformation, this highlights an important evidence gap: although technology is central to the virtual-ward model, the evidence does not yet clearly establish that greater technology intensity produces additional benefit over hospital-based care.
Choice and burden also merit consideration. Care at home is not suitable or wanted by every patient, and honest communication about what happens if a condition deteriorates is essential to running a service safely (British Geriatrics Society, 2022). Where patients are required to record their own observations, part of the monitoring process is transferred from professionals to the patient, increasing the importance of digital confidence, clear instructions and appropriate clinical support.
[bookmark: _Toc240982812]Impact on communities and populations 
Relocating acute care into homes redistributes its consequences across families, housing and local services. The South East evaluation found Black and minority ethnic people consistently underrepresented in virtual ward patient cohorts, while also noting significant gaps in ethnicity recording (NHS England, 2024a). Although ethnicity recording was incomplete, a plausible mechanism exists. Age UK (2025) found that 2.4 million older people, nearly one in five, use the internet less than once a month or not at all, rising to 32% among older Black people and 26% among older Asian people, and that 4.3 million do not use a smartphone. Where participation in a technology-enabled virtual ward requires patients to use digital devices or online services, these patterns of digital exclusion may create additional barriers to equitable access. Staff in the same evaluation observed access inequalities produced by service requirements such as a fixed address and a means of verbal communication (NHS England, 2024a), which effectively excludes people experiencing homelessness or insecure housing. NHS England guidance anticipated digital exclusion rather than treating it as unforeseen. Guidance states that virtual wards should consider the risk of excluding patients through exclusive reliance on digital tools and offer alternatives where patients cannot fully use the technology (NHS England, 2022). This creates an implementation test: alternative routes to care must mitigate digital exclusion rather than assume equal accessibility. 
Community impact also extends beyond access to the principle of co-production. NHS England guidance recommends that patients, carers and staff work together to develop and shape virtual-ward services and that carers and third-sector organisations are involved in decisions about the technology and support offered (NHS England, 2022). This is significant because moving acute care into the home changes not only where care occurs but also who participates in delivering and monitoring it. Co-production can therefore help ensure that technology, communication arrangements and care plans reflect patients' capabilities, preferences and home circumstances rather than being designed solely around organisational requirements.
From a public-health perspective, virtual wards may also support a shift towards prevention, early intervention and population-based management by enabling people with acute or chronic conditions to receive monitoring closer to home. However, these benefits depend on equitable access to devices, connectivity and appropriate support. If uptake is concentrated among digitally confident and better-resourced groups, virtual wards could reproduce or widen existing health inequalities rather than reduce them.
Families absorb a quieter transfer of work. Carers recognised the benefits of patients remaining at home and retaining independence, but also acknowledged an increased burden of care (NHS England, 2024a), and Norman, Bennett and Vardy (2023) found evidence on carer experience limited and evidence on costs borne by patients and carers largely absent. Some practical and financial responsibilities associated with acute care may also fall on households, including supervision and additional household resource use. The reported £10.4 million annualised net benefit is calculated from a health-system perspective and therefore does not capture all costs transferred to households. It should therefore be interpreted as an estimated NHS system benefit rather than a measure of total societal savings.
Geography and coordination matter too. Large or rural areas present difficulties for a single centralised team, which some services mitigated by distributing staff across localities with full multidisciplinary representation (NHS England, 2024a). Commissioners interviewed by McGowan et al. (2024) described the practical difficulty of aligning virtual ward development with existing community and primary care capacity, which suggests that the model's community impact depends on services that were already stretched before it arrived.


[bookmark: _Toc240982813]Conclusion  
Virtual wards have been adopted across every integrated care board in England within a short period, and the 10 Year Health Plan confirms the direction of travel towards care delivered closer to home (Department of Health and Social Care, 2025). The regional evidence indicates potential benefits, including estimated avoided non-elective admissions, a positive estimated net financial position and generally positive patient experiences. These are meaningful achievements and should not be discounted.
The critical question, though, is what is actually producing them. The evidence points strongly to the importance of organisational factors, including clinical leadership, integrated hospital and community teams, adequate resourcing and service maturity. At the same time, the specific additional contribution of higher-intensity monitoring technology remains uncertain, and cost-effectiveness evidence for high-technology models is limited. Virtual wards may be better understood as a workforce and integration reform delivered with digital support than as a digital transformation in their own right. The practical implication is that investment should follow the components that demonstrably work rather than the technology that gives the model its name, and that the national evaluation now underway should be designed to establish a counterfactual rather than to measure activity. Until this evidence improves, activity measures alone cannot establish how much hospital-based care virtual wards have genuinely replaced.
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Virtual Ward Example:   
[image: Virtual wards]
https://visionable.com/how-virtual-wards-deliver-hospital-level-care-at-home/ 
Reported virtual ward capacity vs national ambition

Value	
National Capacity Ambition	Reported Capacity (Dec 2023)	24000	11800	Series 2	
National Capacity Ambition	Reported Capacity (Dec 2023)	2.4	4.4000000000000004	Series 3	
National Capacity Ambition	Reported Capacity (Dec 2023)	2	2	


Virtual ward activity and estimated avoided hospital admissions

Series 1	Virtual ward admission-avoidance activity	Estimated avoided non-elective admissions	22794	9165	Column2	Virtual ward admission-avoidance activity	Estimated avoided non-elective admissions	Column1	Virtual ward admission-avoidance activity	Estimated avoided non-elective admissions	
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