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Background  
Importance  
Home hospital is the delivery of acute, hospital-level care at home as a substitute for 
traditional brick-and-mortar care. Most past literature includes a care model where home 
hospital providers visit the patient at home. Due to the inefficiencies of travel, newer 
models incorporate more remote medicine, although the evidence base is less robust. Our 
home hospital program practices in a hybrid model, where providers choose to see their 
patients virtually or in the home. 

Objective  
We evaluated whether a dedicated virtual rounding provider alongside the traditional 
in-home rounder would streamline care. 

Methods  
Design, Setting & Participants     
We deployed a virtual rounding line that cared for a select group of lower-complexity 
patients (while the rest were cared for by traditional in-home rounders) in our North 
(intervention) but not South (control) geography. 

Outcomes  
Our primary outcome was a composite of adverse events (AEs) per hundred patients. We 
performed multivariable regression with a difference-in-differences (DiD) approach. We 
analyzed qualitative provider experience surveys. 

Results  
We studied 230 patients (83 North; 147 South). The median age was 77, 57% were female, 
and 86% spoke English. Groups differed by race/ethnicity and education. In the primary 
DiD analysis, there was no significant difference in AEs (intervention, 4[pre] vs 3[post]; 
control, 17[pre] vs 18[post]; DiD, -1.1 [95% CI, -12.2 to 10.1]). There was no significant 
difference in length of stay (intervention, 5.2[pre] to 5.5[post]; control, 5.7[pre] vs 
5.1[post]; DiD, 0.9 [95% CI, -0.6 to 2.3]) or 30-day readmission (intervention, 14[pre] to 
12[post]; control, 16[pre] vs 10[post]; DiD, 6.8 [95% CI, -4.5 to 18.2]). Qualitative themes 
included difficulty scheduling, difficulty applying VR criteria, loss of continuity of care, 
and increased travel for in-home rounders because virtual rounders were taken out of the 
field. 
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Conclusion  
Virtual rounding for select patients is likely associated with no difference for AEs, length 
of stay, or 30-day readmission, although replication would be beneficial, and the 
narrower slice of patients who can be cared for virtually may limit virtual rounding. 
Providers qualitatively found virtual rounding challenging compared to traditional 
rounding. 

KEY POINTS 

INTRODUCTION 

Over 45 years ago, the idea of acute medical care in a home 
setting, or “Home Hospital,” was introduced.1 The founda
tion of this model was the belief that patients would be less 
exposed to the harms of hospitals, would recover faster due 
to increased physical activity, and have a more positive ex
perience in the comfort of their own homes rather than in 
a brick-and-mortar hospital.2‑5 With worsening acute care 
access, an aging population, and rising chronic diseases 
impacting all age groups, integrating home hospital is an 
imperative solution in many communities.6‑11 Many home 
hospital provides hospital-level care, including twice daily 
nurse or paramedic visits, once daily provider (e.g., physi
cian or advanced practice provider) visits, intravenous infu
sions, continuous monitoring, in-home imaging and blood
work, 24/7 in-home response, and other care.1,12,13 

Despite its benefits, home hospital is challenged by the 
logistics of providing care to a dispersed patient popula
tion. Some home hospital programs have providers in the 
home daily, some only have providers perform remote vis
its, and others have a hybrid approach where the care team 
chooses whether to see a patient in-home or remotely each 
day. Our program functioned in a hybrid format, but we 
sought to evaluate the association of creating a dedicated 
rounding team that only saw patients remotely. We hypoth
esized that a dedicated virtual rounding team would help 
reduce travel time and improve provider efficiency and ex
perience, without forfeiting quality and safety. 

METHODS 

SETTING 

Our home hospital team provides twice daily in-home 
nurse or mobile-integrated health (non-emergency) para
medic visits, once daily physician or advanced practice 
provider visit (remote or in-home based on patient need), 
24/7 continuous remote monitoring, 24/7 in-home urgent 
response team, and the ability to deliver hospital-level care 

including intravenous infusions, diagnostic testing (in-
home labs, x-ray, and ultrasound), specialty consultation, 
and physical therapy. As a quality improvement project, 
we performed a controlled intervention to evaluate a ded
icated virtual rounding team for the home hospital. The 
setting included patients admitted to one of five hospitals 
(Brigham and Women’s Faulkner [BWF], Brigham and 
Women’s Hospital [BWH], Newton-Wellesley Hospital 
[NWH]), Massachusetts General Hospital [MGH], and Salem 
Hospital [SLM]) between December 1, 2023, and March 1, 
2024. Between December 1, 2023, and January 15, 2024, was 
the pre-implementation period. Between January 16, 2024, 
to March 1, 2024, was the implementation period. Our team 
considers patients on the “North” or “South” team de
pending on their home location. This division is created 
purely based on traffic patterns and how facile transport is 
in Boston. Patients on the North side were part of the in
tervention group, while those on the South Side served as 
the control group. The North side team, using only existing 
staffing, converted some of its provider staff (providers are 
physicians or advanced practice providers [physician assis
tants or nurse practitioners]) into a remote-only rounding 
role. Nurses or paramedics always remained in the home. 
There were no changes to the South side staffing. 

INTERVENTION 

Providers’ schedules on the North team were restructured 
to allow for one provider each day on a rotating basis to be 
dedicated only to remote visits, instead of the typical hy
brid approach where a provider would perform a combina
tion of remote and in-home visits. A remote provider was 
given no specific training or tasks, other than to continue 
to evaluate and manage the patient by video. Patients were 
placed on the remote team only if none of the following 
exclusions applied: internet connectivity issues, cognitive 
disabilities, visual or hearing impairments, complex wound 
care requiring in-person evaluation within three days, first 
in-home visits post-ED, no in-person evaluation within the 
last three days with lack of progression, unanticipated 
medical issues requiring in-person evaluation, acute 
changes in mental status, goals of care conversations, or 
care plans necessitating in-person examination. If patients 
met these criteria, they would be moved to the remote 
provider team, where their visit would be facilitated by 
an in-home nurse or paramedic. The study design allowed 
crossovers from virtual rounding care to in-person care 
(usual care); crossovers were categorized as either planned 
or unplanned based on timing. A planned crossover in
cluded any crossover that occurred any day other than day 
three while an unplanned crossover was a crossover that 
occurred on day three. 

• Question: Is a dedicated virtual rounding team non-
inferior to a traditional rounding team in delivering 
home care? 

• Finding: A virtual rounding team was associated 
with no differences in adverse events, escalation, 
30-day readmission, or utilization. 

• Meaning: A dedicated virtual rounding team may not 
be as helpful a care model for a home hospital setting. 
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Figure 1. Cohort Distribution   

DATA SOURCE AND QUANTITATIVE OUTCOMES 

Patient data were collected from the patient’s electronic 
health record. The primary outcome was an adverse event 
(AE) composite, expressed as the number of AEs per hun
dred patients. AEs in the composite included delirium, new 
C. difficile, new methicillin-resistant Staphylococcus au
reus (MRSA), escalation, unplanned mortality, fall, and 
catheter-associated urinary tract infection (CAUTI). Hospi
tal-acquired delirium was defined as one positive confu
sion assessment method (CAM) within 24 hours of negative 
prior CAMs with onset >=24 hours after admission. Hospi
tal-acquired C. diff was defined as a positive stool lab test 
more than three days after admission, not present on ad
mission. Hospital-acquired MRSA was defined as a posi
tive lab test more than 3 days after admission with no pos
itive MRSA lab test in the previous 12 months. Positive 
lab tests denoted as “previous MRSA,” or “known MRSA” 
were excluded as well. Escalation was defined as when a pa
tient was transferred back to the brick-and-mortar hospi
tal for at least 1 midnight. Unplanned mortality was defined 
as when the encounter discharge disposition included “ex
pired.” A fall was documented in the flowsheet on our elec
tronic health record. CAUTI was defined as a positive urine 
culture following two consecutive days of an indwelling uri
nary catheter. Secondary outcomes were length of stay and 
30-day readmission. Exploratory outcomes included lab or
ders, imaging orders, and consultations. 

QUALITATIVE OUTCOMES 

Qualitative provider data were collected from an asynchro
nous anonymous survey administered to providers after 
each week they served on the remote rounding team be
ginning January 16, 2024, during the seven-week period 
(eTable 1). The survey assessed provider experience with 

the model, covering patient load, visit duration, time man
agement, preparation, adherence to virtual criteria, and 
perceived barriers. Responses were analyzed to identify 
themes and patterns using thematic and content analysis, 
providing insights into the effectiveness of the virtual 
rounding approach. 

STATISTICAL ANALYSIS 

Data from the electronic health record was analyzed using 
R (version 4.4.0) to identify discrepancies such as missing 
values, duplicates, and outliers. We employed a linear 
model ANOVA, the default test for continuous variables 
(mean and inter-quartile range) of groups that differ signif
icantly from one another.14 If the variable being examined 
(Left-Hand Side) had two levels or groups, we simplified 
the ANOVA to a two-sample t-test. During the pre-imple
mentation and implementation phases, we assessed base
line sociodemographic and patient characteristics like age, 
sex assigned at birth, race/ethnicity, partner status, primary 
language, education, and employment across North vs. 
South regions and virtual vs. usual care. We also evaluated 
baseline characteristics for primary (adverse event compos
ite), secondary (length of stay), and exploratory outcomes 
(lab orders, imaging orders, consultations). For categori
cal variables and outcomes (escalation, 30-day readmis
sion, new C. diff, unplanned mortality, delirium, CAUTI, 
and falls), we used Pearson’s chi-square test with a simu
lated p-value for a more precise analysis of counts and fre
quencies. Missing data were handled as a separate category 
for our analysis, as they comprised less than 5% of the ob
servations. A two-sided simulated p-value of less than 0.05 
was considered significant. 

We used a multivariable linear regression model for a 
difference-in-differences (D-I-D) analysis to assess virtual 
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rounding’s association with our outcomes after its imple
mentation.15 We conducted a D-I-D analysis with a sig
nificance level of p-value < 0.05. The composite outcome 
variable created included adverse events per 100 patients. 
We created two indicator variables, one for patients from 
North-side hospitals and one for patients from either hos
pital after January 15, 2024. We created an interaction term 
to assess the combined effects of these variables. In the Dif
ference-in-Differences model, the coefficient of the inter
action term indicates the estimated effect of the interven
tion, which is the change in the likelihood of the outcome 
attributable to the intervention, independent of baseline 
differences and general time trends .16 When comparing 
the pre-and post-period outcomes of individuals on the vir
tual rounding team to those who were not, the interac
tion term predicts the difference in differences.16 We fit six 
adjusted and non-adjusted additive probability models for 
each potential outcome, adjusting for covariates like race/
ethnicity, and education.16 

ETHICS 

This study was conducted as a quality improvement project 
(local service evaluation) and did not require formal Insti
tutional Review Board (IRB) approval. Oversight was pro
vided through the institution’s existing clinical and op
erational governance structures, and ethical standards- 
including patient confidentiality and data protection were 
maintained in accordance with institutional policies. Indi
vidual informed consent was not required either being a 
quality improvement project participants received only the 
home hospital remote care virtually. 

RESULTS 

PATIENT CHARACTERISTICS 

We studied 230 patients, with 147 on the South side and 83 
on the North side (Table 1.A). On the South side, the me
dian age was 79 years, 59.2% were female, many were part
nered (44.9%), preferred English (87.1%), and were retired 
(64.6%). The North side was similar, except for race/ethnic
ity and education status. For example, the South side was 
10.9% black race/ethnicity, versus 1.2% on the North side. 
The South side received less education. 

CROSSOVER 

We observed a total of 19 (23%) crossovers out of 83 pa
tients (Table 1.B). Most crossovers occurred when a virtual 
physical examination was insufficient and in-person physi
cal examination was required. 

ADVERSE EVENTS 

Few adverse events were detected in both groups. No 
episodes of new C. difficile, new MRSA, unplanned mortal
ity, delirium, or CAUTI were noted in either group (Table 
2 and eTable 2). There was no significant difference in 
the composite adverse event rate (virtual, 3.54% vs 3.61%; 

usual care, 11.7% vs 12.2%; adjusted D-I-D, -1.05 (95% CI, 
-12.2 to 10.1). There was no significant D-I-D for escalation 
(virtual, 2.7% vs 3.6%; usual care, 8.3% vs 12.2%; adjusted 
D-I-D, -3.6 (95% CI, -13.3 to 6.1). There was no signifi
cant D-I-D for 30-day readmission (virtual, 12.4% vs 14.5%; 
usual care, 11% vs 6.8%; adjusted D-I-D, 6.8 (95% CI, -4.5 
to 18.2), although this may approach a clinically significant 
change. 

UTILIZATION 

After adjustment, there was no significant D-I-D for any 
utilization parameters (eTable 2 and Table 2). Both between 
and within group comparisons had little clinically impor
tant difference, except the virtual rounding team appeared 
to utilize consultation at a higher rate both before and after 
the intervention. 

VIRTUAL ROUNDING PROVIDER SATISFACTION SURVEY 

We collected feedback from 43 providers (brick-and-mortar 
admitters [providers whose shift was to admit patients at 
the hospital] – 4, charge nurses -1, collaborators -4, tradi
tional in-home rounders -19, and virtual rounders- 15). All 
providers reported utilizing the exclusion criteria to allo
cate patients to the virtual rounding team. The largest bar
riers to using the virtual rounder were clinical judgement 
(i.e., concern that the patient needed the higher level of in-
home care) and continuity of care (i.e., desire not to dis
rupt continuity). Of those who delivered the virtual rounder 
care, 73% were satisfied or very satisfied with their shift, 
93% reported having enough time in the day, and 80% felt 
better prepared being in a stationary place. In contrast, tra
ditional rounders felt more burdened by the loss of their 
colleague in the field, who instead was now rounding virtu
ally. Traditional rounders cited a major loss in the continu
ity of care, challenging schedules, and the need to reshuf
fle, worsening geographic assignments given there were 
fewer field-based rounders, and an increase in the acuity 
of their patient load. Both virtual and traditional rounders 
noted that virtual assessment was inferior and incomplete 
compared to in-home assessment, where a virtual assess
ment one day would necessitate an in-home assessment the 
next day because of the incomplete nature of the virtual as
sessment. Overall, providers were not in favor of continuing 
with the dedicated virtual rounder model, instead favoring 
the prior hybrid model of choosing the modality of one’s 
visits in a patient-tailored manner. 

DISCUSSION 

In a quasi-experimental mixed-methods evaluation of se
lect patients receiving home hospital care in a model that 
involved a dedicated virtual rounder alongside in-home 
rounders versus usual home hospital care involving all hy
brid rounders who could choose to see their patients in-
home or by video, we found no statistically significant dif
ferences in adverse events, escalation, 30-day readmission, 
or utilization including laboratory orders, imaging orders, 
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Table 1.A. Baseline Patient Characteristics (South vs. North)       

Baseline Characteristics South (N=147) North (N=83) Total (N=230) p-value 

Age 0.3551 

Median (IQR) 79 (24) 75 (20) 77 (23) 

Gender 0.3232 

Female 87 (59.2%) 43 (51.8%) 130 (56.5%) 

Male 60 (40.8%) 40 (48.2%) 100 (43.5%) 

Race/Ethnicity 0.0372 

Asian 4 (2.7%) 2 (2.4%) 6 (2.6%) 

Black 16 (10.9%) 1 (1.2%) 17 (7.4%) 

Hispanic/Latino 12 (8.2%) 13 (15.7%) 25 (10.9%) 

Others 5 (3.4%) 2 (2.4%) 7 (3.0%) 

White 110 (74.8%) 65 (78.3%) 175 (76.1%) 

Partner Status 0.2222 

Divorced 11 (7.5%) 9 (10.8%) 20 (8.7%) 

Other 7 (4.8%) 5 (6.0%) 12 (5.2%) 

Partnered 66 (44.9%) 35 (42.2%) 101 (43.9%) 

Single, never partnered 35 (23.8%) 11 (13.3%) 46 (20.0%) 

Widowed 28 (19.0%) 23 (27.7%) 51 (22.2%) 

Primary Language 0.2582 

English 128 (87.1%) 69 (83.1%) 197 (85.7%) 

Other 10 (6.8%) 4 (4.8%) 14 (6.1%) 

Spanish 9 (6.1%) 10 (12.0%) 19 (8.3%) 

Education 0.0032 

N-Miss 2 0 2 

<4y college 15 (10.3%) 5 (6.0%) 20 (8.8%) 

>4y college 19 (13.1%) 3 (3.6%) 22 (9.6%) 

4y college 51 (35.2%) 19 (22.9%) 70 (30.7%) 

High school 37 (25.5%) 35 (42.2%) 72 (31.6%) 

Less than high school 12 (8.3%) 14 (16.9%) 26 (11.4%) 

Other 11 (7.6%) 7 (8.4%) 18 (7.9%) 

Employment 0.1342 

Employed 31 (21.1%) 17 (20.5%) 48 (20.9%) 

Other 10 (6.8%) 12 (14.5%) 22 (9.6%) 

Retired 95 (64.6%) 44 (53.0%) 139 (60.4%) 

Unemployed 11 (7.5%) 10 (12.0%) 21 (9.1%) 

CCI Score Median (IQR) 7 (4) 7 (3.5) 7 (4) 0.2041 

Condition 0.4542 

AKI 2 (1.4%) 4 (4.8%) 6 (2.6%) 

Asthma 4 (2.7%) 4 (4.8%) 8 (3.5%) 

Cellulitis 8 (5.4%) 2 (2.4%) 10 (4.3%) 

COPD 10 (6.8%) 6 (7.2%) 16 (7.0%) 

COVID 9 (6.1%) 7 (8.4%) 16 (7.0%) 

Heart failure 45 (30.6%) 29 (34.9%) 74 (32.2%) 

Hypertensive urgency 8 (5.4%) 4 (4.8%) 12 (5.2%) 

Other 1 (0.7%) 1 (1.2%) 2 (0.9%) 

Other infection 0 (0.0%) 1 (1.2%) 1 (0.4%) 

Pneumonia 35 (23.8%) 19 (22.9%) 54 (23.5%) 

Rhabdomyolysis 1 (0.7%) 0 (0.0%) 1 (0.4%) 

UTI 24 (16.3%) 6 (7.2%) 30 (13.0%) 

CCI=Charlson Comorbidity Index: IQR=Interquartile Range; SD= Standard Deviation; 1. Linear Model ANOVA (the default test for continuous variables. When the LHS variable has 
two levels, equivalent to a two-sample t-test); 2. Pearson’s Chi-squared test with simulated p-value; 3. Chi-squared test for given probabilities with simulated p-value (based on 2000 
replicates). 
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Table 1.B. Baseline Patient Characteristics (Did not crossover from VR to in-person Vs Crossed over from VR to                 
In-person)  

Baseline Characteristics Did not cross over from virtual to in-person 
(N=83) 

Crossed over from virtual to in-person 
(N=19) 

Age Median (IQR) 75 (20) 74 (17.5) 

Gender 

Female 43 (51.8%) 11 (57.9%) 

Male 40 (48.2%) 8 (42.1%) 

Race/Ethnicity 

Asian 2 (2.4%) 0 

Black 1 (1.2%) 0 

Hispanic/Latino 13 (15.7%) 2 (10.5%) 

Others 2 (2.4%) 1 (5.3%) 

White 65 (78.3%) 16 (84.2%) 

Partner Status 

Divorced 9 (10.8%) 1 (5.3%) 

Other 5 (6.0%) 3 (15.8%) 

Partnered 35 (42.2%) 7 (36.8%) 

Single, never partnered 11 (13.3%) 1 (5.3%) 

Widowed 23 (27.7%) 7 (36.8%) 

Primary Language 

English 69 (83.1%) 17 (89.5%) 

Other 4 (4.8%) 1 (5.3%) 

Spanish 10 (12.0%) 1 (5.3%) 

Education 

<4y college 5 (6.0%) 1 (5.3%) 

>4y college 3 (3.6%) 1 (5.3%) 

4y college 19 (22.9%) 2 (10.5%) 

High school 35 (42.2%) 10 (52.6%) 

Less than high school 14 (16.9%) 2 (10.5%) 

Other 7 (8.4%) 3 (15.8%) 

Employment 

Employed 17 (20.5%) 2 (10.5%) 

Other 12 (14.5%) 5 (26.3%) 

Retired 44 (53.0%) 10 (52.6%) 

Unemployed 10 (12.0%) 2 (10.5%) 

Clinical 

CCI Score Median (IQR) 7 (3.5) 3 (1.5) 

BMI Median (IOR) 28.14(9.45) 29.32 (8.48) 

Hospitalization In Prior Yr Median 
(IOR) 

2 (3) 

ED Visits in Prior Yr Median (IOR) 1(1) 2.5 (3.25) 

Smoking Status 

Never 57 (39.9%) 5 (26.3%) 

Smoker, Active 11 (7.7%) 0 

Smoker, Former 75 (52.4%) 14 (73.7%) 

CCI=Charlson Comorbidity Index: IQR=Interquartile Range; SD= Standard Deviation 

and consultations. Our qualitative evaluation suggested 
providers strongly preferred the hybrid approach, citing 
decrements in continuity, worsening workloads and travel 
times for in-home providers, and concerns with incomplete 
assessment by video. 

There are likely several reasons for this null quantitative 
association. First, our virtual rounder model required pa
tients to be seen in-person if they were not progressing. 
This safety valve likely maintained quality and safety com
pared to the usual care group. Our prior work showed the 
importance of allowing for an in-home visit in patients be
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Table 2. Adjusted and Unadjusted Outcomes, Virtual Rounding vs. Usual Care          

Outcome Virtual rounding Usual care Unadjusted 
difference-in-
differencesa 

Adjusted 
difference-in-
differencesa Pre (n=113) Post (n=83) Pre (n=145) Post (n=147) 

Adverse event 
composite, n (%) 

4 (3.5) 3 (3.6) 17 (11.7) 18 (12.2) -0.45 (-11.4, 10.5) -1.1 (-12.2, 10.1) 

Escalation, no (%) 3 (2.7) 3 (3.6) 12 (8.3) 18 (12.2) -3.01 (-12.5, 6.48) -3.59 (-13.27, 6.08) 

30-day 
readmission, no. 
(%) 

14 (12.4) 12 (14.5) 16 (11) 10 (6.8) 6.3 (-5, 17.6) 6.8 (-4.5, 18.2) 

Length of stay, 
mean (95% CI) 

5.23 (4.46, 
6.0) 

5.47 (4.65, 
6.29) 

5.66 (5.01, 
6.31) 

5.12 (4.52, 
5.72) 

0.78 (-0.66, 2.22) 0.86 (-0.58, 2.30) 

Laboratory 
orders, mean 
(95% CI) 

2.97 (1.95, 
4.0) 

1.74 (1.15, 
2.32) 

4.48 (3.40, 
5.55) 

4.33 (3.39, 
5.26) 

-1.09 (-3.14, 0.96) -1.08 (-3.15, 0.99) 

Imaging orders, 
mean (95% CI) 

0.142 (0.04, 
0.25) 

0.16 (0.01, 
0.31) 

0.12 (0.04, 
0.21) 

0.18 (0.06, 
0.3) 

-0.04 (-0.27, 0.19) -0.03 (-0.26, 0.21) 

Consultations, 
mean (95% CI) 

0.142 
(0.04, 0.25) 

0.17 
(0.03, 0.31) 

0.02 
(-0.01, 0.05) 

0.09 
(0.02, 0.15) 

-0.04 (-0.21, 0.13) -0.03 (-0.20, 0.14) 

AE=Adverse Event; CI=Confidence Interval 
Adjusted difference-in-differences is the result of linear models that account for and express group differences over time.Composite includes delirium, new C. diff, new MRSA, escala
tion, unplanned mortality, fall, CAUTI. 

ing seen remotely.17 Second, patients who could be cho
sen for virtual rounding were, by design less complex and 
less acutely ill than the general home hospital population. 
These patients are generally less likely to have adverse 
events, and so it is unsurprising that adverse event rates 
were low and not associated with a difference in difference. 
It remains unknown whether more complex patients would 
have a similar association. Third, our usual care group al
lowed for providers to choose to see their patients in-home 
or remotely. This may be a reason for similar utilization 
rates in labs, consults, and imaging, as the usual care group 
rounders may have relied on surrogate markers of progres
sion, such as labs and imaging at a similar rate as virtual 
rounders. 

Our qualitative findings highlighted the importance of 
continuity in acute care and the unintended consequences 
of concentrating on less complex patients with a single 
provider to the detriment of the other team members. The 
virtual rounders reported a positive experience, but their 
colleagues in the field did not. All providers recognized 
the limitations of remote assessment due to problems with 
connectivity (e.g., image and sound quality), accessibility 
(e.g., physical and behavioral impairments; language barri
ers), and the lack of some modalities of the physical exam, 
such as auscultation. This dissatisfaction with the model 
indeed caused our program to terminate the virtual rounder 
model. 

Our work builds on the evidence base for remote home 
hospital care.18 An international survey recently demon
strated that some programs operate only with remote 
providers.19,20 Entirely remote provider models have been 
associated with high patient experience and provider ex
perience.21,22 Remote models may function well for coron
avirus disease 2019 and various others.23,24 These are im
portant contributions to the model, yet it is likely that the 
outcomes of fully remote programs do not mirror those 
with more in-home components.25 It is also likely that we 

are not yet harnessing all of the remote tools and sensors 
that we can to improve remote care.26‑28 

Our analysis has limitations. First, this is a quasi-exper
imental evaluation from which causation should not be in
ferred. Second, although we were able to adjust for multiple 
sociodemographic characteristics, unmeasured confound
ing may affect our results. Although a D-I-D approach is 
robust, this still remains a quasi-experimental evaluation. 
Third, our cataloguing of adverse events was purely elec
tronic. Manual chart review may have identified more ad
verse events. Due to our methodology, we could not mea
sure adverse events such as medication errors or care 
coordination errors. Fourth, it is hard to explain some of 
the changes in the control group, such as the escalation and 
readmission rate, although this may simply be explained by 
chance of variability. This underscores the need for robust 
quasi-experimental analyses such as this, instead of sin
gle-arm descriptive evaluations, and prospective random
ized controlled trials in the future.29Fifth, the increased use 
of remote review could introduce detection bias, particu
larly for outcomes such as delirium that may be less readily 
identified without in-person assessment. 

CONCLUSION 

A dedicated virtual home hospital rounder alongside in-
home rounders versus usual home hospital care treated less 
acutely ill patients and was not associated with differences 
in adverse events, escalation, 30-day readmission, or uti
lization, but providers have a strong preference for usual 
care. 
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