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EDITORIAL

The Virtual Hospitalist: The Future is Now
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Compared with other industries, medicine has been 
slow to embrace the digital age. Electronic health 
records have only recently become ubiquitous, and 
that was only realized after governmental prodding 

through Meaningful Use legislation. Other digital tools, such as 
video or remote sensor technologies, have been available for 
decades but had not been introduced into routine medical care 
until recently for various reasons, ranging from costs to security 
to reimbursement rules. However, we are currently in the midst 
of a paradigm shift in medicine toward virtual care, as exempli-
fied by the Kaiser Permanente CEO’s proclamation in 2017 that 
this capitated care system had moved over half of its 100 million 
annual patient encounters to the virtual environment.1 

Regulation—both at the state and federal levels—has been 
the largest barrier to the adoption of virtual care. State licensure 
regulations for practicing medicine hamper virtual visits, which 
can otherwise be easily achieved without regard to geography. 
Although the Centers for Medicare & Medicaid Services (CMS) 
has had provisions for telehealth billing, these have been largely 
limited to rural areas. However, regulations are constantly evolv-
ing as the Interstate Medical Licensure Compact list is not CMS. 
The Interstate Medical Licensure Compact (www.imlcc.org) is an 
agreement involving 24 states that permits licensed physicians 
to practice medicine across state lines. CMS has recently pro-
posed to add payments for virtual check-in visits, which will not 
be subject to the prior limitations on Medicare telehealth ser-
vices.2 These and future changes in regulation will likely spur the 
rapid adoption and evolution of virtual services.

The financial model is clear—human capital in healthcare is 
its most expensive component. A rational system will consis-
tently use a low-intensity encounter (Figure 1). Hospitalization 
should be at the intensity apex and is the most expensive type 
of care. Intermittent in-person encounters, whether ambu-
latory or in emergency departments or urgent care centers, 
constitute a moderate intensity of utilization. Technologically 
enhanced nonface-to-face remote services (eg, virtual visits, 
email encounters, and remote patient monitoring) free pa-
tients and providers from reliance on brick-and-mortar facili-
ties, transportation, and certain time constraints. However, par-

tially because hospitalists function in a high-intensity setting, 
adoption of these new tools by hospitalists has been modest. 

In this context, the article by Kuperman et al.3 provides a 
welcoming view of the future of hospital medicine. The authors 
demonstrated the feasibility of using a “virtual hospitalist” to 
manage patients admitted to a small rural hospital that lacked 
the patient volumes and resources to justify on-site hospitalist 
staffing. The patients benefited from the clinical expertise of an 
experienced inpatient provider while staying near their homes. 
This article adds to the growing literature on the use of these 
technologies in the hospital settings, which range from the 
management of patients in the intensive care unit4 to stroke 
patients in the ED5 and to inpatient psychiatric consultation.6 

What are the implications for hospitalists? We need to pre-
pare the current and future generations of hospitalists for prac-
tice in an evolving digital environment. “Choosing Wisely®: 
Things We Do For No Reason” is one of the most popular seg-
ments of JHM for a good reason: there are many things in the 
field of medicine because “that’s the way we always did it.” The 
capabilities unleashed by digital technologies will require hospi-
talists to rethink how we manage patients in acute and subacute 
settings and after discharge. Although these tools show a sub-
stantial promise to help us achieve the Triple Aim, we will need 
considerably more research to understand the costs and effec-
tiveness of these new digital technologies and approaches.7,8 
We also need new payment models that recognize their value. 
Finally, we also need to be aware that doctoring elements, such 
as human touch, physical presence, and emotional connection, 
can be encumbered and not enhanced by digital technologies.9 
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