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A Critical Evaluation of Virtual Wards within the NHS
Introduction
Virtual wards, also known as hospital at home, represent a major digital innovation within the NHS, designed to deliver acute‑level care in patients’ homes and reduce pressure on hospital services. This assignment critically evaluates virtual wards through the lens of policy ambition versus operational reality, focusing specifically on two domains where this tension is most visible: workforce and service delivery. Although national policy positions virtual wards as a scalable, efficient, and digitally enabled model of care, emerging evidence suggests that implementation is far more complex. Studies highlight persistent challenges related to digital readiness, rising staff workloads, inequalities in access, and the long‑term sustainability of remote monitoring models (Litchfield et al., 2025).
National evaluation data further reinforce this tension. Virtual ward capacity and occupancy vary significantly across Integrated Care Systems (ICSs), raising questions about whether national targets align with the realities of local infrastructure and workforce capability. NHS England’s 2024–2026 performance data show occupancy ranging from 45% to 85% across ICSs, illustrating substantial variation in utilisation, digital maturity, and operational readiness (NHS England, 2024). The inconsistencies suggest that the national ambition for virtual wards may exceed what the system can currently deliver. This assignment adopts a thematic and evaluative approach, analysing virtual wards through two core domains, workforce and service delivery, to critically examine the gap between national policy ambition and operational reality.  
Workforce pressure increases rather than decreases
Virtual wards intensify workforce pressure because they introduce new digital responsibilities that exceed the capacity assumed in national policy. Kiely and Thethy (2023) argue that nurses and allied health professionals must rapidly acquire competencies in digital triage, remote assessment, and monitoring platforms, expanding their workload and increasing cognitive demand. Holden (2023) similarly found that staff often receive insufficient protected time for digital training, resulting in uneven capabilities and heightened anxiety about using unfamiliar technologies safely. This contrast between policy expectations and frontline experience highlights how digital transformation is frequently implemented without adequate workforce preparation. It also suggests that national policy underestimates the cultural and behavioural shift required for staff to feel confident delivering remote care. This tension also highlights how digital innovation often outpaces workforce development, leaving staff to absorb the consequences of rapid implementation. The gap between policy ambition and frontline capability suggests that virtual wards may unintentionally reproduce existing workforce pressures rather than alleviate them.
“Double‑running” creates unsustainable workload friction.
A second workforce tension is the “double running” effect, in which staff must manage both traditional clinical duties and new digital monitoring tasks simultaneously. Litchfield et al. (2025) found that clinicians spent an additional 1–2 hours per shift managing virtual ward dashboards during early implementation, showing that remote monitoring often increases workload rather than replacing existing tasks. McGowan et al. (2026) also reported that fragmented digital infrastructure forces staff to troubleshoot systems, coordinate manual workarounds and manage inconsistent data flows, further intensifying operational pressure. This dual burden shows that virtual wards are often layered on top of existing responsibilities rather than integrated into streamlined workflows. It also reveals how early-stage digital services can unintentionally create inefficiencies when infrastructure is not mature enough to support automation. This friction demonstrates how digital transformation can initially destabilise established workflows, creating inefficiencies that contradict the intended benefits of remote care. It also raises questions about whether virtual wards were implemented before the necessary digital infrastructure and staffing models were fully prepared.
Digital maturity determines workforce strain and inequity.
Workforce strain is further shaped by digital maturity, leading to unequal experiences for staff across Integrated Care Systems (ICSs). NHS Digital (2021) reported that only 23% of NHS trusts had fully interoperable systems, meaning most staff must navigate fragmented platforms and manually transfer data between systems. Hutchings and Edwards (2023) found that digitally mature organisations benefit from automated data flows and reliable interoperability, enabling staff to manage larger caseloads more safely and efficiently. This disparity demonstrates how digital transformation can unintentionally widen workforce inequalities, with teams benefiting from advanced systems while others struggle with outdated or incompatible technology. It also highlights how national policy assumes a level of digital readiness that does not exist uniformly across the NHS. This inconsistency suggests that virtual wards may deepen regional inequalities, with staff in digitally immature areas facing greater operational burden and higher risk of burnout. It also exposes a structural weakness in national digital policy, which assumes uniform readiness despite unmistakable evidence of variation across ICSs.
	

Carer dependency increases workforce accountability 
Virtual wards also heighten workforce pressure by increasing dependency on patients and carers who may lack digital literacy or reliable connectivity. Ofcom (2024) reported that 6% of UK households lack stable internet access, requiring staff to provide additional guidance, reassurance and troubleshooting for families struggling with remote monitoring technology. Singh et al. (2025) highlight that clinicians feel heightened accountability when monitoring relies on patient‑generated data, particularly when deterioration occurs in environments they cannot directly control. This tension shows how virtual wards shift responsibility onto clinicians, who must compensate for digital inequality and variable home environments. It also raises concerns about whether remote monitoring models unintentionally transfer clinical risk from the organisation to individual staff members. This dependency also complicates clinical judgement, as staff must make decisions based on data that may be incomplete, inaccurate, or delayed due to patient‑generated monitoring. The resulting emotional labour reflects a broader tension in remote care models, where responsibility is shifted outward, but accountability remains with clinicians.
Workforce Summary
The workforce evidence shows that virtual wards often intensify pressure rather than relieve it during early implementation. New digital responsibilities, double-running, fragmented infrastructure and increased reliance on patients and carers collectively increase cognitive load and operational strain for staff. These tensions reveal a clear gap between national policy ambition and frontline capacity, indicating that virtual wards require stronger workforce planning, digital integration and support mechanisms to ensure safe and sustainable operation.
Service Delivery: ICS variation undermines national consistency
Service delivery within virtual wards varies significantly across Integrated Care Systems (ICSs), creating tension between national expectations of uniform delivery and the reality of uneven implementation. NHS England (2024) reported occupancy rates ranging from 45% to 85% across ICSs, indicating inconsistent utilisation and differing levels of digital readiness despite shared national targets. McGowan et al. (2026) similarly found that local infrastructure, workforce availability, and community service capacity shape how virtual wards are delivered, resulting in divergent models of care across England. This variation suggests that virtual wards are not a single national service but a collection of locally adapted models with differing levels of maturity. It also highlights how national policy may overlook regional disparities in digital investment and workforce capability. This variation challenges the assumption that England can scale virtual wards uniformly without addressing underlying disparities in digital investment. It also suggests that national targets may be unrealistic for ICSs operating with limited digital maturity or constrained workforce capacity.
Fragmented digital systems disrupt safe and timely care
A second tension in service delivery is reliance on fragmented digital systems, which undermines the safe and timely flow of clinical information required for remote monitoring. Hutchings and Edwards (2023) found that poor interoperability causes delays, duplication and gaps in information flow between acute and community teams, disrupting clinical decision‑making and increasing the risk of missed deterioration. Trueland (2022) also reported that shifting acute‑level care into patients’ homes requires seamless coordination between hospital and community services, yet this integration remains challenging in practice due to inconsistent digital pathways. These findings show that virtual wards depend on digital infrastructure that is not yet consistently dependable, creating operational risks that contradict policy assumptions of smooth, integrated digital care. They also highlight how digital fragmentation can undermine clinical confidence, particularly when staff must rely on incomplete or delayed information.
	Community capacity limits safe escalation and continuity
Service delivery is constrained by variations in community capacity, which undermine the reliability of escalation pathways and continuity of care. NHS England’s virtual ward guidance assumes timely escalation and multidisciplinary collaboration, positioning community teams as central to safe remote monitoring. McGowan et al. (2026) found that most areas face shortages in district nursing, therapy services, and social care capacity, leading to delays in face‑to‑face assessments and inconsistent escalation responses. This contrast highlights how virtual wards depend on community services that are already overstretched, creating a structural weakness in the model. It also suggests that national policy may underestimate the operational complexity of coordinating acute‑level care outside hospital settings. This dependency on community services highlights a structural imbalance, where virtual wards expand demand without increasing the resources required to support safe escalation. It also raises concerns about whether remote care models can be sustained long‑term in areas with chronic workforce shortages.
	Patient experience reveals gaps in pathway Design
Patient experience data also expose service delivery tensions, particularly around digital literacy, monitoring confidence, and escalation clarity. NHS England (2024) reported that virtual wards can shorten hospital stays and reduce infection risk, presenting them as a patient‑centred innovation. Ofcom (2024) found that digital literacy and internet access vary significantly across households, meaning some patients struggle to engage with monitoring devices or understand escalation procedures. This contrast shows how virtual wards may unintentionally widen inequalities by benefiting digitally confident patients while disadvantaging others. It also highlights how pathway design may not fully account for the diversity of patient needs, particularly among older adults or those with limited digital skills. This tension suggests that virtual wards may inadvertently privilege certain patient groups while marginalising others, particularly those with limited digital confidence. It also highlights a broader issue in digital health design, where technological capability is prioritised over accessibility and inclusivity.
Service Delivery Summary
The service delivery evidence shows that virtual wards operate unevenly across England, shaped by variation in digital maturity, interoperability, community capacity, and patient digital literacy. These structural differences create inconsistent pathways, fragmented information flows, and unreliable escalation processes, revealing a clear gap between national expectations for standardised delivery and the practical realities of ICS‑level capability. Together, these tensions indicate that virtual wards require stronger digital integration, more equitable community resourcing, and improved pathway design to ensure safe, consistent, and sustainable remote care.
Conclusion & Recommendations
Virtual wards represent a significant digital innovation within the NHS, offering new ways to deliver acute‑level care at home. Their implementation remains uneven and heavily dependent on local digital maturity, workforce capability, and community resources. Workforce evidence highlights increased cognitive load, new skill requirements, and temporary workload intensification during early adoption, particularly in settings with fragmented digital systems. Service delivery also varies widely across ICSs, with digitally mature areas benefiting from robust infrastructure while others struggle with interoperability, unclear escalation mechanisms, and inconsistent monitoring processes.
Virtual wards align with national policy ambitions outlined in What Good Looks Like and A Plan for Digital Health and Social Care; their long‑term viability depends on addressing current gaps. The recommendations include strengthening digital interoperability across ICSs, providing protected training time and digital skills development for staff, improving patient selection criteria, and ensuring strong UK GDPR‑compliant data governance to maintain public trust. These improvements require sustained investment, realistic implementation planning, and coordinated leadership across acute, community and digital teams. With these conditions in place, virtual wards can make a meaningful and sustainable contribution to NHS transformation.
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