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[bookmark: _Toc243142027]1.0 Introduction
Virtual wards, often called ‘hospital at home ', are a type of health service arrangement where multidisciplinary clinical management is delivered in a patient's usual home, with technology-enabled remote monitoring (NHS England, 2024a). They are a national programme which emerged from the COVID-19 oximetry wards of 2020 and received £450m of ring-fenced funding for two years and are now being used in all integrated care boards (ICBs) in England (Begum and Greenstock, 2025). It is therefore a recent innovation and one of the largest redesigns of a service in the history of the NHS to include digital services. The concept of 'digital transformation' is not just the introduction of a device but the redesign of care pathways, professional roles and relationships to technology (Topol, 2019).
This report is a critical analysis of the implementation of virtual wards in England across four areas: workforce; service delivery; patients and community; and the balance between positive and negative outcomes. The Non-adoption, Abandonment, Scale-up, Spread and Sustainability (NASSS) framework by Greenhalgh et al. (2017) is utilized as an analytical lens, as it offers an explanation of why technologies that are successful in their pilots struggle when moving to scale. Regional data from the South East, Birmingham, and Wales are used to supplement National data.
[bookmark: _Toc243142028]2.0 Innovation and its Implementation
A Virtual ward is a service that uses a virtual platform. The patient is equipped with a device or handheld device, such as a pulse oximeter or blood pressure monitor, that sends observations to a monitoring point where clinicians are able to see data, respond to alerts, and escalate deterioration. This is combined with in-person visits for interventions such as intravenous therapy (Begum and Greenstock, 2025). Patients arrive on ‘step-up' (admission avoidance) or ‘step-down' (early discharge) routes. Consultant-led working, 7-day-a-week staffing, multidisciplinary board rounds, and access to hospital diagnostics each day are all part of the national operational framework, all at consultant level, reminding us that technology is a means of providing clinical care, not as its replacement (NHS England, 2024a).
The scale of adoption is shown in Figure 1. Capacity increased from approximately 9,700 beds in July 2023 to 12,725 beds in January 2026, and the occupancy rate has hit a new record of 90% (Institute for Government, 2025; Patient Safety Learning, 2026). Despite this, the same data show a plateau, with capacity increasing by just 98 beds over the course of the year to January 2026 after ring-fenced funding came to an end and A&E targets became a priority for commissioners (Patient Safety Learning, 2026). National capacity is at less than 20 beds per 100,000 (NHS England, 2025), which is around half the number of beds that was originally targeted (40–50). Virtual ‘beds’ also don't represent the actual number of beds staffed by nurses; the number of monitoring slots has been used instead, meaning headline growth could be genuine growth in the number of hospital beds but not necessarily the number of beds staffed. The programme has been adopted, but is now facing a challenge to sustainable adoption due to the ‘wider context’ domain of funding and policy in NASSS terms.
Wales is a salutary comparison. Instead of targeting a national bed, Swansea Bay University Health Board focused on establishing virtual wards across all eight GP cluster collaboratives in 2021, through multidisciplinary teams to deliver proactive care for the frail before crisis and subsequent home monitoring devices via a Technology Enabled Care Cymru (TEC) pilot. The board estimates that it has prevented approximately 4,000 people from being admitted, but cautions that this is an estimate only (Swansea Bay University Health Board, 2025). This implies that technology is not a core requirement of fully integrated, relationship-based care and that the use of a technology-centred acute care delivery example is part of a choice of designs.
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Figure 1: Virtual ward capacity and occupancy in England, July 2023 to January 2026. 
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Virtual wards have changed the nature of work. Nurses, advanced clinical practitioners, pharmacists and therapists are now able to do remote triage, interpret continuous physiological data and make decisions without meeting the patient, and consultants and GPs are responsible for people they may never meet in person (NHS England, 2024a). Competencies are being redistributed across professional and organisational boundaries, with effective frailty wards described as ‘team of teams', a new type of frailty ward that includes competencies from primary, community and acute care sectors (Westby et al., 2024). The job roles require skills and competencies that were rarely covered in traditional curricula, such as digital literacy, remote clinical judgements, and confident risk-sharing with families — skills that the Topol Review (2019) anticipated a digital NHS would require. Fortunately, NHS staff (63%) are significantly more supportive of virtual wards than the public (45%) (Health Foundation, 2023).
Yet the evidence also exposes strain. Litchfield et al. (2025) conducted 20 interviews with staff in one of the largest ICSs in England who felt there was a lack of clarity about shared clinical responsibility across settings and a need for targeted training and ring-fenced time. There is also professional ambivalence, with only 39% of frailty wards using remote monitoring, which clinicians doubt is useful for complex patients, and there are reported hidden set-up and maintenance costs (Lindsay, Cunnington and Dixon-Woods, 2025), meaning there is a disconnect between the domains of NASSS ‘condition’ and ‘technology’. Most importantly, more highly skilled staff are needed for scaling virtual wards, not less (NHS Providers, 2023). For teams that are created by a redeployment of district nurses, the innovation comes at the risk of moving rather than creating capacity, and taking pressure from acute to community services. Whether virtual wards can be provided as additional capacity will depend on workforce benefit. There is a national skills framework, Skills for Health, 2022, which is advisory but with no protected training time; role change has overtaken role preparation, a typical NASSS ‘adopter’ barrier.
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The ward round is transformed into a virtual board round, observations are received as dashboard notifications, and ward visits are managed by clinical risk and not by the normal ward round. The best evidence for impact in the UK is from the independent evaluation of over 22,000 virtual ward admissions in 29 South East pathways, which found that for every 2.5 virtual ward admissions, there was one fewer non-elective hospital admission and estimated a net cost saving of £10.4 million per year (NHS England, 2024b). Mature ‘legacy' wards enjoyed the most benefit, indicating that the more teams do, the more effective they will be.
There is strong support from international trials on safety. A Cochrane review found that admission-avoidance hospital at home likely has little or no effect on six-month mortality and nearly halves the risk of residential care (RR 0.53, 95% CI 0.41–0.69) (Edgar et al., 2024). The Cochrane data also indicate no increased risk of readmission for these models (RR 1.14, range 0.97–1.34), although an upward trend is not statistically significant and should not be used to make definitive statements about safety.
There are, however, three disclaimers here. First, the South East findings are observational and correlational, which means admissions that are avoided cannot be attributed to virtual wards exclusively. Its savings are also notional, depending on tariff costs rather than cash freed up; vacated hospital cubicles are normally rescheduled, and a virtual ward can enhance patient flows without bringing about an overall saving. Second, Shi et al. (2024) did not discover any evidence indicating that high-intensity technology offers value beyond low-tech technology, nor any evidence of cost-effectiveness for high-intensity technology, which questions the need for investing in digital platforms. Third, some wards receive lower acuity patients (Begum and Greenstock 2025), thereby increasing throughput without adding to the ‘hospital-level’ purpose. Commissioners now demand more transparency for releasing cash evidence to justify more expansion, and thereby echo the confusion about the NASSS ‘value proposition’.
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High satisfaction was found in the largest national study of patient satisfaction, involving 56 patients and 24 carers from eight wards (Begum and Greenstock, 2025). Patients appreciated the comfort of being at home and felt that staff had more time than they would in hospital; many found the remote monitoring empowering and reassuring, and some felt safer than on a ward in hospital. Evidence from trials also indicates that satisfaction is likely to be higher with hospital at home and that for older people, avoiding hospital will decrease the risk of deconditioning and delirium (Norman, Bennett and Vardy, 2023; Edgar et al., 2024).
However, it was not consistent. There was some confusion about what the virtual ward entailed, technical issues, lack of adequate device instruction, and sudden discharge without the caregiver feeling supported by the system (Begum and Greenstock, 2025). The findings must be interpreted with some care, given the recruitment process through ward teams, the fact that diverse populations were under-represented, and that others who refused to participate or were never invited were excluded. A few comments have also highlighted that standards were not high, due to low expectations for an overstretched NHS. Patients' perceptions thus seem favourable for those found suitable, but the evidence tells little about those for whom the model is not suitable.
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Medication used in home-based acute care has a ripple effect to families and communities. Virtual wards can also serve as a lifeline for rural communities, where they can help reduce the need for long journeys to hospital, with a number of carers saying they appreciated not having to make the usual stressful trips to hospital (Begum and Greenstock 2025). Reduced exposure to hospitals decreases the chances of developing a hospital-acquired infection and functional decline, and fewer moves to residential areas of care maintain independent living (from a public health perspective; Edgar et al., 2024). However, the model is reliant upon a large number of unpaid carers who are responsible for the use of devices, medication, and personal care. Carers often felt their capacity was taken for granted, working carers felt the burden, and young carers' needs were not recognised (Begum and Greenstock, 2025). 
Equity implications are also two-sided. In the first UK systematic review of virtual ward equity, ethnicity, language, deprivation, housing and digital exclusion were found to influence who benefited (Pahirden, Stefler and Jayatunga, 2025). That's important because the majority of the population that virtual wards are targeting are adults without basic digital skills, and 77% of these in the UK are aged 65 and above (Good Things Foundation, 2025). Black and minority ethnic patients were consistently under-represented in the South East evaluation (NHS England, 2024b), and eligibility is based on home circumstances, which may lead to further inequalities (McGowan and Graham, 2026). Virtual wards might emulate Tudor Hart's (1971) inverse care law without intentional design. There is also limited co-production, with carers feeling excluded from decisions and lacking culturally specific information. Table 1 combines the positive and negative outcomes in each of the four domains and connects each outcome to its primary NASSS domain.
Table 1: Summary evaluation of positive and negative outcomes by domain, mapped to the NASSS 
	Domain
	Main NASSS domain
	Positive outcomes
	Negative outcomes

	Workforce
	Adopters; organisation
	New advanced and remote-monitoring roles; personalised, unhurried care; strong staff support (63%).
	Unclear shared responsibility; advisory framework without protected training; redeployment risks depleting community nursing.

	Service delivery
	Value proposition
	One avoided admission per 2.5 virtual ward admissions; £10.4m net benefit (South East); no excess mortality or readmission.
	Observational evidence; notional savings; uncertain value of high-intensity technology; capacity plateau.

	Patient / service user
	Condition; technology
	Comfort of home; reassurance from monitoring; reduced deconditioning; high satisfaction.
	Confusion, technical problems and abrupt discharge; low remote-monitoring fit for frailty; evidence excludes those who decline.

	Community
	Wider context
	Improved rural access; fewer hospital visits for families; fewer moves into residential care.
	Hidden carer burden; digital exclusion; under-representation of minority ethnic groups; inverse care law risk.



[bookmark: _Toc243142033]7.0 Conclusion and Recommendations
Virtual wards are seen as a successful digital transformation in terms of scale, safety, and patient experience, and are in line with the 10 Year Health Plan's direction from hospital to community and analogue to digital (DHSC, 2025). But they don't work unless they are successful. Benefits are dependent on ward maturity, patient selection, adequate support for multi-disciplinary teams, and volunteer input from carers; evidence of cost-effectiveness is incomplete, especially for high-technology models. The critical risk is that the innovation will widen the gap and exacerbate inequality. Overall, the evidence suggests ongoing investment, but more targeted to good step-up pathways to recovery, especially for the frailty and respiratory illness areas, where there is most benefit, than to increasing bed numbers.
There are 4 specific recommendations. First, ICBs need to dedicate recurrent funding for virtual wards in their plans for 2027/28 as additional capacity, and staff need to ensure they have undergone Skills for Health (2022) Capabilities training within 6 months of their appointment, with protected time being audited once a year. Secondly, providers should conduct a structured carer assessment (including of young and working carers) before all admissions, to be reported to the local authority quarterly against a 90% target. Third, there should be an alternative to a device to loan on, and ethnicity should be documented for at least 95% of hospital admissions by 2027/28 to facilitate an equity audit. Lastly, DHSC and NHS England should fund an independent multi-site controlled study of low- and high-tech ward options on re-hospitalisations, costs, and patient-reported outcomes to be debriefed by 2028, to ensure that virtual wards continue on evidence, not goodwill.
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