A Critical Evaluation of Oxevision as a Digital Innovation in UK Inpatient Mental Health Care.
1. Introduction
Digital transformation is a major priority for health and social care in England. The 10 Year Health Plan for England identifies a shift from analogue to digital services as central to future NHS reform (Department of Health and Social Care, 2025). However, greater use of technology should not automatically be regarded as evidence of better care. Digital innovations also need to demonstrate clinical benefit, acceptability, safety and respect for individual rights.
Oxevision is a vision-based patient monitoring and management system used in some UK inpatient mental health services. It uses an infrared-sensitive camera to support staff in remotely checking a patient's location and movement and obtaining contact-free measurements of pulse and breathing rate (Dewa et al., 2023). This may reduce the need to enter bedrooms for some observations. Nevertheless, monitoring people in private spaces creates important questions about surveillance, consent, dignity and therapeutic care.
The evidence is contested. Griffiths et al. (2024) identified nine UK studies evaluating Oxevision. Eight declared conflicts of interest, while only one was assessed as high quality. The Care Quality Commission (CQC, 2025) has similarly identified significant limitations in the evidence surrounding vision-based monitoring. Therefore, positive outcomes cannot be accepted without examining how they were produced.
This report critically evaluates Oxevision's impact on the workforce, service delivery, patients and service users, and the wider community. It argues that Oxevision has potential clinical value, but current evidence is insufficient to assume that digital monitoring is consistently safer or more effective than conventional care.
2. Impact on the Workforce
Oxevision changes aspects of how staff observe patients and respond to risk. Contact-free monitoring can provide information about movement and physical observations without requiring staff to enter a bedroom on every occasion. In a qualitative study conducted in a high-secure forensic psychiatric hospital, Dewa et al. (2023) found that staff perceived potential benefits relating to safety, monitoring and decision-making. This indicates that Oxevision may provide an additional source of information for clinical staff.
However, this evidence has limitations. The study involved one high-secure hospital, meaning experiences within this specialist environment cannot automatically be generalised to acute wards, psychiatric intensive care units or other mental health settings. Qualitative evidence is valuable for understanding experience, but it cannot establish whether the technology objectively reduces workload or improves clinical outcomes.
Digital monitoring may also change rather than simply reduce workload. Staff must understand the system, interpret information, respond appropriately and recognise when direct assessment remains necessary. NHS England (2025a) therefore requires staff using digital technologies in inpatient mental health care to receive appropriate training and understand their ethical, clinical and human-rights implications. NHS England's (2026) Digital Maturity Assessment further demonstrates that effective digital transformation depends on organisational capability, infrastructure and workforce readiness. Technology alone is therefore unlikely to produce sustainable improvement.
A more significant concern is whether remote observation could unintentionally weaken therapeutic engagement. NHS England's (2024) Culture of Care Standards emphasise relational, compassionate and person-centred inpatient care. Mental health nursing involves communication and therapeutic relationships as well as risk observation. If remote monitoring is used to replace rather than supplement contact, efficiency could be achieved at the expense of therapeutic care.
This concern is strengthened by Griffiths et al. (2024), who found that the Oxevision evidence base was largely low quality and affected by conflicts of interest. Consequently, claims that Oxevision reduces workload should remain provisional. Its workforce value appears to depend on adequate staffing, training and its use alongside professional judgement rather than as a substitute for staff presence.
3. Impact on Service Delivery
A potential service-delivery benefit of Oxevision is the ability to undertake some observations without repeatedly entering patients' bedrooms. Conventional night-time checks can disturb sleep, whereas remote monitoring may allow staff to obtain certain information with less interruption. Dewa et al. (2023) identified sleep disruption associated with physical observations as an important concern. The CQC (2025) also recognises reduced sleep disturbance as a potential benefit of vision-based monitoring.
More substantial claims concern patient safety. Ndebele et al. (2024) reported a 44% relative reduction in bedroom self-harm incidents and a 48% relative reduction in bedroom ligature incidents on wards using vision-based monitoring compared with control wards. At first sight, these findings provide an important argument for Oxevision because preventing self-harm is a central responsibility of inpatient services.
Nevertheless, the strength of this conclusion is limited by the research design. The evaluation was non-randomised, so it cannot establish with certainty that Oxevision itself caused the reductions. Differences in staffing, ward practice, patient populations or other safety initiatives may also have influenced outcomes. Furthermore, two of the study's authors were affiliated with Oxehealth. A conflict of interest does not invalidate findings, but it increases the importance of independent replication.
The wider evidence supports this cautious interpretation. Griffiths et al. (2024) found that all seven Oxevision studies examining effectiveness were rated as low quality and declared conflicts of interest. The CQC (2025), after reviewing 68 documents and conducting 11 stakeholder interviews, similarly concluded that there was limited evidence and no clear consensus regarding overall effectiveness.
Claims of economic benefit are even less secure. An economic evaluation of Oxevision was formally retracted in 2026 following concerns about parameter selection, underlying data and the reliability of its conclusions (PLOS Digital Health Editors, 2026). Cost-effectiveness should therefore not currently be presented as an established benefit.
Overall, Oxevision may support less disruptive observation and could contribute to safer care. However, promising outcomes from non-randomised studies should not be confused with definitive evidence of effectiveness. Independent evaluations across different NHS settings are required before these outcomes can confidently be attributed to the technology.
4. Impact on Patients and Service Users
The impact on patients involves a difficult balance between safety and individual rights. For some patients, avoiding repeated bedroom entry may make observations less disruptive. Dewa et al. (2023) found that participants recognised potential safety benefits. Nevertheless, the same technology that reduces physical intrusion may create another form of intrusion because patients know that camera-based equipment is present in their bedroom.
Privacy, dignity and autonomy are therefore central considerations. The CQC (2025) identifies privacy, data protection, informed consent and possible distress as significant risks. This is particularly important in mental health services because surveillance may have different consequences for people experiencing paranoia, trauma or severe psychological distress.
NHS England (2025a) consequently states that digital technology should not be applied as a blanket intervention. Decisions should consider the individual, consent and capacity, human rights and whether the technology represents the least restrictive approach. This challenges any assumption that greater technological capability automatically justifies greater monitoring.
Patient experience evidence is itself contested. Porter and Edwards (2026) criticised the interpretation of the Dewa et al. (2023) study, arguing that concerns surrounding surveillance, consent and potential harm required greater emphasis. Dewa et al. (2026) responded that their original study did recognise anxiety, paranoia, privacy and dignity concerns and did not advocate replacing physical observations with Oxevision. Rather than respond differently according to disability, communication needs, previous trauma, mental capacity or cultural expectations of privacy. A uniform monitoring policy could therefore affect individuals differently.
Public trust is equally dependent on governance. The ICO (2024) argues that transparency about personal information is fundamental to trust in health and social care. This is especially relevant where sensitive information is collected within a patient's bedroom. Families and service users need understandable information about what is monitored, why it is necessary, who can access information and what choices are available.
Therefore, the community impact of Oxevision should not be assessed only through clinical outcomes. Successful implementation also requires co-production, equality, transparent governance and public confidence.
6. Conclusion and Recommendations
Oxevision demonstrates both the potential and the complexity of digital transformation in inpatient mental health care. Evidence suggests that contact-free monitoring may reduce disruption during some observations, provide additional information to staff and potentially contribute to patient safety. However, these possible benefits are accompanied by significant questions concerning evidence quality, privacy, consent, therapeutic relationships, staff competence and data governance.
The strongest limitation is the quality and independence of the evidence. Ndebele et al. (2024) reported substantial reductions in bedroom self-harm and ligature incidents, but the non-randomised design limits causal inference. More importantly, Griffiths et al. (2024) found that eight of nine UK Oxevision studies declared conflicts of interest and only one was rated high quality. The 2026 retraction of an economic evaluation provides an additional reason for caution regarding claims of cost-effectiveness.
Oxevision should therefore complement rather than replace professional judgement and therapeutic contact. Its use should be individually assessed rather than automatically applied across wards. Patients should receive clear information, and consent, capacity, privacy and potential psychological harm should be regularly considered.
Staff require ongoing clinical, technical, ethical and information-governance training. Services should also involve patients, families, carers and people with lived experience in implementation and evaluation.
Finally, independent research is needed across a wider range of NHS mental health settings. Future studies should examine safety outcomes alongside patient experience, unintended harm, staff workload, therapeutic relationships, equality and long-term economic impact. Until stronger evidence is available, Oxevision is best understood as a potentially useful clinical support technology rather than a proven replacement for established observation and person-centred care. 
resolving the issue, this exchange demonstrates continuing disagreement about how patient experiences should be interpreted.
Research governance creates an additional concern. In 2024, the Health Research Authority (HRA, 2024) suspended the favourable ethical opinion for an Oxevision-related research study after concerns about whether images had been correctly understood as anonymous during the original ethics review. This does not demonstrate that routine clinical use of Oxevision is unlawful. However, it illustrates why assumptions concerning anonymity and data processing require careful scrutiny.
Transparency is therefore essential. The Information Commissioner's Office (ICO, 2024) emphasises that health and social care organisations should clearly explain how personal information is being used. NHS organisations must also meet current data security and information-governance requirements through the Data Security and Protection Toolkit (NHS England, 2025b).
Consequently, Oxevision may be less disruptive for some patients while making others feel more closely monitored. Patient safety should therefore be evaluated alongside dignity, autonomy, privacy and therapeutic trust rather than treated as a competing objective that automatically overrides them.
5. Impact on the Community
Although Oxevision operates mainly within inpatient wards, its implications extend to families, carers and public confidence in mental health services. Families may reasonably welcome technology that could contribute to preventing serious incidents. However, they may also question whether increased monitoring reduces human contact or exposes vulnerable people to unnecessary surveillance.
Co-production is therefore important. NHS England (2025a) recommends involving people with lived experience, families and carers in the development, implementation and evaluation of digital technologies. This is significant because professionals responsible for clinical risk may define acceptable monitoring differently from patients who experience it.
Griffiths et al. (2024) found limited lived-experience involvement across the surveillance technology evidence base and recommended further independent, co-produced research. This represents an important weakness because technical effectiveness alone cannot determine whether an intervention is acceptable.
Equality must also be considered. NHS England (2023) identifies access, accessibility, skills, trust and partnership working as important dimensions of inclusive digital healthcare. In relation to Oxevision, equality is not simply about access to technology. Patients may 
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