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Report: Oxevision in UK inpatient mental health care

1. Introduction

Digital transformation is central to current NHS policy, including the move from analogue to digital services in England (Department of Health and Social Care, 2025). Yet installing a new system does not, by itself, improve care. A useful evaluation must ask what changes for patients and staff, whether the evidence supports claimed benefits, and what the service gives up in return. This report examines Oxevision, a digital monitoring system introduced in some UK inpatient mental health services. It considers its effects on staff, everyday service delivery, patients and the wider community, with particular attention to safety, dignity and the quality of evidence.
Oxevision uses infrared-sensitive camera technology to provide information about movement and contact-free estimates of pulse and breathing rate (Dewa et al., 2023). It may reduce the need to interrupt patients during night-time observations. However, monitoring bedrooms raises questions about consent, privacy and trust. These concerns are not separate from safety: a patient who feels watched or distressed may experience care differently from one who welcomes fewer checks. Griffiths et al. (2024) identified nine UK studies involving Oxevision, eight reporting conflicts of interest, while only one was rated high quality. The Care Quality Commission (CQC, 2025) also found important evidence gaps. Oxevision is therefore worth examining as an implemented innovation, not treating as a proven improvement.
2.Overview of Digital Innovation

Oxevision assists observation; it does not provide mental health treatment. During the night, for example, staff may be able to check selected information without opening a bedroom door and waking someone. Dewa et al. (2023) explored how staff and patients experienced passive monitoring in a high-secure forensic hospital. Their findings help explain how the system may be used, but a high-secure ward is not the same as an acute admission ward. Staffing arrangements, patient needs and observation practices differ, so the findings should not be presented as proof that every ward will benefit.
Implementation changes clinical practice as well as equipment. Staff need to know which readings they can use, how to respond to alerts and when they must enter a room to assess a patient directly. NHS England (2025a) advises that decisions about digital monitoring should be individualised, recorded and consistent with human rights. In practice, this places responsibility on the clinical team, not the device. A ward that installs Oxevision without revising its observation procedures may have more information but no clearer decisions.
A movement alert, for instance, may prompt a nurse to check a patient, but it cannot explain why that person is moving. Equally, an apparently normal breathing-rate estimate says little about fear, suicidal thoughts or the need for reassurance. The distinction between physical readings and emotional wellbeing matters in mental health care, where conversation and observation together inform risk assessment. NHS England's (2024) Culture of Care Standards emphasise relationships and respect. Oxevision would be more convincing as an innovation if independent evaluations examined not only technical readings, but also clinical decisions, patient feedback and whether staff had enough time for meaningful contact.
2.Impact on the Workforce

For staff, the immediate attraction is the possibility of making some routine observations without repeatedly entering bedrooms. Dewa et al. (2023) recorded positive views about monitoring and decision-making in a high-secure service. These accounts should be taken seriously, but they measure perceived usefulness rather than reliable reductions in workload. Griffiths et al. (2024) found a weak effectiveness evidence base, often involving studies with declared conflicts of interest. Both findings can be true: staff may value the device while its overall effect on staffing time remains uncertain. Independent measurements are needed before services describe it as a workforce-saving intervention.
Digital observation also creates tasks. Staff must check whether readings are plausible, respond to alerts, document actions and recognise when direct assessment is still necessary. Poorly configured alerts or unclear escalation rules could increase pressure rather than reduce it. NHS England (2025a) requires staff training and appropriate governance, while its digital maturity assessment recognises that organisations vary in readiness to adopt technology (NHS England, n.d.). A service should therefore test staff confidence and the reliability of local processes before wider use, including during shifts staffed by temporary workers.
There is a risk that managers interpret fewer room entries as evidence that fewer staff are required. This would conflict with the relational approach set out in NHS England's (2024) Culture of Care Standards. A brief bedside conversation might reveal distress that a remote reading cannot capture. On the other hand, if reduced interruptions free staff to spend more time supporting patients who want contact, that could be a genuine improvement. The outcome depends on what staff do with the time, not simply on whether a task becomes quicker. Evaluations should therefore examine the quality of patient contact, staff wellbeing and safety alongside the number of observations completed.
4. Impact on Service Delivery

Service delivery may improve if staff can undertake selected night-time checks without disturbing sleep. Dewa et al. (2023) describe sleep disruption as a concern with conventional observation, and the CQC (2025) recognises a possible benefit from contactless monitoring. Yet uninterrupted sleep is only one outcome. Wards also need reliable readings, timely responses to deterioration and opportunities for direct engagement. CQC guidance distinguishes clinical monitoring from continuous surveillance, which is not the intended purpose of these systems (CQC, 2025). This distinction needs to be reflected in ward policies and explained clearly to patients.
Ndebele et al. (2024) reported a 44% relative difference in bedroom self-harm incidents and a 48% relative difference in bedroom ligature incidents when wards using vision-based monitoring were compared with control wards. These headline figures require care. The correction to Griffiths et al. (2024) clarifies that the reported 44% comparison is different from the 22% reduction observed within the monitored wards themselves (Griffiths et al., 2025). The study was non-randomised; staffing, case mix or other safety measures may have affected the results. The systematic review also judged all seven Oxevision effectiveness studies it assessed to be low quality and to report conflicts of interest (Griffiths et al., 2024). The figures suggest a possible benefit, but they cannot establish cause and effect.


Table 1. Interpretation of the main evidence on Oxevision

	Evidence
	Reported finding
	Why caution is needed

	Ndebele et al. (2024)
	44% relative difference in bedroom self-harm; 48% in bedroom ligatures
	Non-randomised comparison; other ward differences may matter.

	Griffiths et al. (2024, 2025)
	22% reduction within monitored wards is distinct from the 44% comparison
	Low-quality effectiveness studies; conflicts of interest.

	PLOS Digital Health Editors (2026)
	Published economic evaluation retracted
	Cost-effectiveness cannot be assumed from that model.



The financial case is even less secure. An economic evaluation of Oxevision was retracted in 2026 because its model inputs and assumptions could not be adequately supported or checked (PLOS Digital Health Editors, 2026). This does not mean the technology cannot save money. It means commissioners cannot rely on that paper as proof. Any local business case should include equipment, maintenance, training and governance costs, and should check for unintended work such as duplicated documentation. A fair evaluation would compare similar wards over time, report patient experience and safety outcomes, and make the assumptions behind costs open to scrutiny.
5. Impact on Patients and Service Users

For patients, Oxevision may bring two very different experiences. Someone who finds frequent night checks unsettling could welcome fewer interruptions. Another patient, particularly someone with previous trauma or paranoia, may find a camera in a bedroom frightening. The CQC (2025) identifies consent, privacy, data protection and possible psychological harm as key concerns. These issues affect whether care feels safe, even where a monitoring system is intended to prevent physical injury. Patients may also feel unable to challenge a decision while admitted, making the way staff explain and review monitoring especially important.
The debate in the published literature reflects this tension. Porter and Edwards (2026) criticised the attention given to surveillance, consent and potential harm in discussion of Oxevision. Dewa et al. (2026) responded that their earlier study did describe anxiety, paranoia and privacy concerns and did not suggest replacing physical observations. Reading the two contributions together shows why it is important to separate a study's reported experiences from a recommendation to expand the technology. Future research should include patients who oppose monitoring, not only those comfortable participating in an evaluation.
A ward-wide policy cannot replace a decision about an individual patient. NHS England (2025a) expects an assessment of capacity, consent, proportionality and the least restrictive option. Explanations may need to be adapted for patients with communication difficulties, and the decision must be reviewed if a person's circumstances change. Where capacity is lacking, a lawful decision-making process is required rather than assuming agreement. The Health Research Authority (2024) also described concerns over how images and anonymity were presented during review of an Oxevision-related study. That finding does not make all clinical monitoring unlawful, but it underlines the need for accurate information about data handling.
Information governance is part of this discussion, not a separate technical issue. The Information Commissioner's Office (ICO, 2024) explains that people should understand how their health information is used. NHS England (2025b) provides a framework for organisations to assess data-security practice. Under the Data Protection Act 2018 and UK GDPR, services must identify a lawful basis and handle sensitive data fairly, transparently and proportionately. Patients need understandable answers about what is collected, who can access it, retention and complaints. When those answers are unclear, an apparently useful device may weaken the trust on which therapeutic care depends.
6. Impact on the Community

The effects of bedroom monitoring extend beyond the patient and the ward. Relatives may feel reassured by extra safety measures, particularly after previous serious incidents. Families may also ask whether the device means fewer face-to-face checks or whether sensitive information is secure. These are reasonable questions because the value of a safety intervention depends on more than incident figures. Services need to explain what Oxevision can and cannot detect and how families or advocates can raise concerns, while respecting the patient's wishes and confidentiality.
Co-production could make these discussions more meaningful. NHS England (2025a) expects people with lived experience to be involved in procurement, implementation and evaluation. Yet Griffiths et al. (2024) found limited lived-experience involvement across much of the surveillance-technology research they reviewed. This gap matters: asking patients for feedback after equipment has been installed gives them less influence than involving them when decisions are still open. An effective process would include patients who are critical of monitoring and use their concerns to shape information, review arrangements and measures of acceptability.
There is also an equality question. NHS England (2023) highlights accessibility and trust as parts of inclusive digital healthcare. For Oxevision, exclusion may arise when services overlook communication needs, cultural expectations of bedroom privacy or experiences of coercion. A patient may not need to operate the device to be affected unequally by it. NHS organisations may also have different resources for training and oversight. Before extending the system, services should consider who experiences the benefits, who could be harmed and whether complaints and alternatives are genuinely accessible. This is a more useful test of community impact than assuming that introducing the same technology everywhere produces equal care.
7. Conclusion and Recommendations
Oxevision has been introduced into UK inpatient mental health care, but implementation and proven benefit are not the same thing. Contact-free checks may protect sleep and offer useful information to staff. The evidence does not yet show that these benefits are consistent across wards or that they outweigh all risks. In particular, the non-randomised findings of Ndebele et al. (2024), quality concerns raised by Griffiths et al. (2024) and the retracted cost evaluation support a cautious interpretation.
The priority should be to use Oxevision only where an individual assessment shows it is appropriate, with informed discussion, clear recording and regular review. Staff must be trained to question readings and maintain direct therapeutic contact; monitoring should not be used to justify reducing that contact. Independent evaluations should include safety, sleep, staffing, patient experience, equality and full costs, with people who have experienced inpatient care involved in deciding what counts as a good outcome. On the current evidence, Oxevision is best regarded as an additional observation tool whose value needs to be demonstrated in practice, not assumed from its availability.
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