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“You never want a serious crisis to go to waste. And
what I mean by that [is] it’s an opportunity to do
things you think you could not do before.” Rahm
Emanuel

Rural hospitals represent an underutilized source of
excess capacity at a time of severe need for acute-care
hospital resources. Telehealth can help rural hospitals
grow to meet the COVID-19 pandemic crisis using
technology that is effective, accepted, and has been im-
plemented successfully in multiple venues. Innovations
tested and adopted during this crisis also can advance
systems of care in a post-pandemic world. While prior

implementations have focused on mental health, primary
care, and asynchronous store-and-forward applications,
telehealth can expand into the acute-care hospital sys-
tem. Rural hospitals can use telehealth systems to keep
patients and avoid unnecessary transfers to tertiary care
hospitals overwhelmed during this pandemic.

Obstacles to telehealth implementation (eg, limited re-
imbursement, HIPPA compliance, and interstate licensing
restrictions) have been temporarily loosened.1 Telehealth
can evaluate large numbers of infectious patients while
minimizing exposure to uninfected patients and health
care personnel. Many systems are already using tele-
health to promote social distancing, screen patients with
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respiratory symptoms, and offer telehealth to high-risk
populations to limit contact with the health care system.

Over the last 3 years, we have developed and im-
plemented 3 unique telehospitalist programs. Two link
tertiary care centers with rural hospitals experiencing
staffing shortages,2,3 and a third provides hospital-to-
home telehealth for patients recently discharged.4 We
have worked with rural health care systems to meet their
needs. Our objective is to share our experiences and pro-
mote rapid adoption of telehealth partnerships between
rural and tertiary hospitals. We discuss strategies for tele-
health deployment, including applications, expanding ru-
ral health care capacity through facilitating containment,
and promoting telework models that protect health care
workers and patients.

Strategies for Telehealth Deployment

We believe the following 5 steps can minimize turbulence
and accelerate implementation:

1. Preparation and Training: Learn as much as you
can about the system, its needs, and expectations.
Explore staff perceptions and roles to address con-
cerns and barriers before implementation. Site vis-
its between hub and spoke hospitals facilitate under-
standing the local culture and system issues. Interview
spoke site staff both directly and indirectly involved
with the service, bringing everyone to the table to an-
ticipate potential barriers. Train the team on the new
system, ask for feedback, and incorporate it as much
as possible.

2. Standardize and Expedite Credentialing: Cre-
dentialing delays implementation, and sometimes
providers can be surprised when they lack prescrib-
ing privileges or electronic health record (EHR) access.
Standardize the process and hold mock sessions with
test patients to ensure complete access and function-
ality before their first shift.

3. Technology: A fundamental rule of telehealth is to
use the simplest technology to achieve the need. A va-
riety of products provide HIPPA-compliant technology
for synchronous video-conferencing visits through the
EHR, online platforms, or smartphones. We have
found basic systems are adequate in most clinical sce-
narios. If additional physical examination is needed,
having on-site providers or higher-tech equipment
with auscultation might be appropriate. Most hos-
pital encounters can be accomplished with a smart-
phone video connection, an application most carry
in their pockets. Although HIPPA compliance should
be considered, health systems have given temporary
waivers to use standard video-conferencing platforms

(eg, Skype, FaceTime) during the COVID pandemic.
Regardless of the technology used, have a backup
plan. If something can fail, it will.

4. Broadband: It is critical to have broadband capabili-
ties with unlimited data. Communicate with local in-
formation technology (IT) support to ensure adequate
Internet connection in all patient and provider loca-
tions. If providers are working from home, test the
Internet connection speed and ensure it will support
your system.

5. Feedback and Rapid Improvement: Input from
frontline staff at both ends of a telehealth program is
vital. Collect feedback after a few days of deployment
and address concerns quickly. Use the Plan-Do-Study-
Act method for rapid quality improvement. Collect
patient feedback consistently. Track balancing quality
metrics to ensure that your care is not inferior to face-
to-face care.

Telehealth Applications to Expand Rural
Hospital Capacity and Facilitate
Containment and Quarantine

Telehospitalist

The adoption of the hospitalist model has created nu-
merous quality and efficiency improvements in the care
of hospitalized patients.5,6 Hospitalists are on the front-
lines to care for the increased number of patients requir-
ing hospitalization with COVID-19-related illness while
maintaining high-quality care for the other hospitalized
patients. Additionally, with rapidly changing treatment
and screening guidelines, the hospitalist from a tertiary
hub can facilitate rapid dissemination to spoke sites.
There are 4 telehealth applications that hospitals could
adopt to increase rural health capacity and limit transfers
to tertiary care centers.

1. Direct Patient Care Remotely with On-Site Support: A
tertiary hospital (hub) provides oversight and medi-
cal decision-making in collaboration with an advance
practice provider (APP-nurse practitioner or physi-
cian assistant) at rural spoke sites. This hub-and-spoke
model was adapted from tele-ICU and has been well-
received by patients and care delivery teams.7 Our
experience with these telehospitalist models suggests
they are as efficient and high quality as the prior
model of on-site physicians.2,8

2. Nocturnist or Cross-Cover Role: Under this model, the
telehospitalist provides cross-cover and/or admitting
services at night, with or without an on-site APP,
based on the needs and level of technology used.
The on-site provider verifies physical exam findings,
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attends emergencies, and cares for sicker patients
while the telehospitalist formulates the plan, places
orders, and responds to calls. They also provide APP
oversight and assist with complex patients during busy
hours. Some companies offer full admitting services
using sophisticated telehealth equipment with the as-
sistance of a tele-presenter. Although the latter might
have some benefits, implementation logistics, training
of tele-presenters and providers to use telehealth
peripherals, and technology costs might be prohibitive
and delay implementation. Nocturnist-based telehos-
pitalist services can be useful in small rural hospitals
in which financial and staffing constraints may not
justify having dedicated on-site 24/7 hospitalists.9,10

3. Collaborative Team-Based Care: Because of the ad-
ministrative burden of documentation, order writing,
and communication with consultants, a remote tele-
hospitalist can work as part of the team. On-site staff
perform physical exams and attend to critically ill pa-
tients, while using the off-site provider to place orders
and document encounters, like a scribe, but with pre-
scribing abilities. This could facilitate keeping the most
vulnerable workforce at home.

4. Triage: As the number of triages to tertiary cen-
ters increases, off-site hospitalists can triage remotely
with appropriate communication with the bed-
management department and inpatient care team.

Consultants and Collaborators

The inpatient care team has several members who per-
form cognitive tasks that do not require face-to-face care
with patients. Radiologists have been performing telera-
diology for years and should be encouraged to work from
home. Clinical pharmacists support medication recon-
ciliation, antibiotic stewardship, and optimal medication
management. While vital team members, they could pro-
vide these services through telehealth. Other specialties
(eg, nephrology, endocrinology, infectious disease, crit-
ical care) could provide consultation through electronic
consults and video telehealth encounters either with
patients or hospitalists, avoiding contact with infected
patients.

Post-Discharge Transitions of Care

Triaging patients will become necessary during the pan-
demic, both sending patients home earlier than might
be optimal and triaging patients from the ED back
home with close follow-up. We have performed this
through a virtual post-discharge “transitions of care
clinic” communicating directly to a patient’s home via
video conferencing.4

Hospital-at-Home for Low Acuity and Elderly
Patients

As hospitals reach capacity, there are opportunities to se-
lect patients that could be cared for at home with vis-
iting nurses and a physician rounding via telehealth.
The hospital-at-home concept has been studied in elderly
populations who would also benefit the most from avoid-
ing potential exposures, regardless of infection status.11

Tele-ED and Respiratory Illness Triage Clinic

Triage of patients, initially completed by nurses followed
by physicians or APPs using telehealth can avoid over-
whelming EDs with lower acuity patients. This can be
done for clinic patients with respiratory illnesses and
other conditions that could be managed at home if they
do not require hospitalization or in-person care. In our
prior work evaluating a nurse practitioner (NP) embed-
ded in a nurse call center, patients had a lower rate of
ED, and primary care visits. We have also developed a
telehealth service in a VHA ED to provide tele-mental
health for patients who need psychiatric evaluation and
can safely be managed remotely.

Rural hospitals need to embrace innovative strategies
to respond to the COVID-19 pandemic, while striving to
guarantee high-quality care for all patients. Telehealth
will be proven useful not only to care for infected pa-
tients, whether at home or at the hospital, but also for
patients with other diseases to prevent their exposure.
Similarly, allowing providers to work from home or re-
mote hub sites will help maintain and distribute health
care workforce adequately. Remote providers can support
most affected areas, even across state lines, and work dur-
ing quarantines. Finally, we can keep vulnerable health
care workers (ie, pregnant, immunosuppressed, and el-
derly) safe by facilitating telework opportunities. These
are unprecedented times, but with coordination and
rapid deployment, telehealth may finally live up to the
expectations in supporting rural communities and those
with the highest needs.
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