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[bookmark: _Appendix:_Qualitative_analysis]Supplemental Table 1: Prisma scoping review checklist
[bookmark: Preferred_Reporting_Items_for_Systematic]Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) Checklist
	SECTION
	ITEM
	PRISMA-ScR CHECKLIST ITEM
	REPORTED
ON PAGE #

	TITLE

	Title
	1
	Identify the report as a scoping review.
	Title page 

	ABSTRACT

	
Structured summary
	
2
	Provide a structured summary that includes (as applicable): background, objectives, eligibility criteria, sources of evidence, charting methods, results, and
conclusions that relate to the review questions and objectives.
	Abstract

	INTRODUCTION

	
Rationale
	
3
	Describe the rationale for the review in the context of what is already known. Explain why the review questions/objectives lend themselves to a scoping review approach.
	Introduction 

	
Objectives
	
4
	Provide an explicit statement of the questions and objectives being addressed with reference to their key elements (e.g., population or participants, concepts, and
context) or other relevant key elements used to conceptualize the review questions and/or objectives.
	Introduction

	METHODS

	Protocol and registration
	
5
	Indicate whether a review protocol exists; state if and where it can be accessed (e.g., a Web address); and if available, provide registration information, including the registration number.
	n.a.

	Eligibility criteria
	6
	Specify characteristics of the sources of evidence used as eligibility criteria (e.g., years considered, language,
and publication status), and provide a rationale.
	Methods, section “search” + “eligibility” 

	Information sources*
	
7
	Describe all information sources in the search (e.g., databases with dates of coverage and contact with authors to identify additional sources), as well as the date the most recent search was executed.
	Methods, section “search”; supplemental table 1

	Search
	8
	Present the full electronic search strategy for at least 1
database, including any limits used, such that it could be repeated.
	Supplemental table 1 

	Selection of sources of evidence†
	9
	State the process for selecting sources of evidence (i.e., screening and eligibility) included in the scoping review.
	Methods, section “study selection”

	
Data charting process‡
	

10
	Describe the methods of charting data from the included sources of evidence (e.g., calibrated forms or forms that have been tested by the team before their use, and whether data charting was done independently or in
duplicate) and any processes for obtaining and confirming data from investigators.
	Methods, section “data extraction”

	Data items
	11
	List and define all variables for which data were sought and any assumptions and simplifications made.
	Methods, section “data extraction”

	Critical appraisal of individual sources of evidence§
	
12
	If done, provide a rationale for conducting a critical appraisal of included sources of evidence; describe the
methods used and how this information was used in any data synthesis (if appropriate).
	n.a. 

	Synthesis of results
	13
	Describe the methods of handling and summarizing the data that were charted.
	Methods, section “data extraction”

	RESULTS

	Selection of sources of evidence
	
14
	Give numbers of sources of evidence screened, assessed for eligibility, and included in the review, with
reasons for exclusions at each stage, ideally using a flow diagram.
	Results, section “study selection” + figure 1

	Characteristics of sources of evidence
	15
	For each source of evidence, present characteristics for which data were charted and provide the citations.
	Results; Tables 1 to 4

	Critical appraisal within sources of evidence
	16
	If done, present data on critical appraisal of included sources of evidence (see item 12).
	n.a. 

	Results of
individual sources of evidence
	17
	For each included source of evidence, present the
relevant data that were charted that relate to the review questions and objectives.
	Results; Tables 1 to 4

	Synthesis of results
	18
	Summarize and/or present the charting results as they relate to the review questions and objectives.
	Results; Tables 1 to 4

	DISCUSSION

	Summary of evidence
	
19
	Summarize the main results (including an overview of concepts, themes, and types of evidence available), link to the review questions and objectives, and consider the relevance to key groups.
	Discussion

	Limitations
	20
	Discuss the limitations of the scoping review process.
	Discussion, section “strengths and limitations”

	Conclusions
	21
	Provide a general interpretation of the results with respect to the review questions and objectives, as well
as potential implications and/or next steps.
	Discussion; Conclusion

	FUNDING

	Funding
	22
	Describe sources of funding for the included sources of evidence, as well as sources of funding for the scoping review. Describe the role of the funders of the scoping review.
	Additional information


JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews.
* Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social media platforms, and Web sites.
† A more inclusive/heterogeneous term used to account for the different types of evidence or data sources (e.g., quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a scoping review as opposed to only studies. This is not to be confused with information sources (see first footnote).
‡ The frameworks by Arksey and O’Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer to the process of data extraction in a scoping review as data charting.
§ The process of systematically examining research evidence to assess its validity, results, and relevance before using it to inform a decision. This term is used for items 12 and 19 instead of "risk of bias" (which is more applicable to systematic reviews of interventions) to include and acknowledge the various sources of evidence that may be used in a scoping review (e.g., quantitative and/or qualitative research, expert opinion, and policy document).

From: Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA Extension for Scoping Reviews (PRISMA- ScR): Checklist and Explanation. Ann Intern Med. ;169:467–473. doi: 10.7326/M18-0850
















Supplemental Table 2: Search string
	Database
	Search string
	Results (28/2/2025)

	Medline
	(exp "Home Care Services"/ or exp "Telemedicine"/ or ((("Remote" or "Self") adj3 ("Monitor*" or Care)) or "hospital at home" or "HAH" or "Transitional Care" or "home-hospital*" or "home-based" or "home care" or "homecare" or "community-based" or "home assistance" or "virtual" or "eHealth*" or "telemedicine" or "telemonitor*" or "telehealth*").ti,ab,kf.) AND (exp "Acute Disease"/ or exp "Emergency Service, Hospital"/ or ((("Acute*" or "Emergenc*") adj3 ("Care" or "Ill" or "Illness" or "Disease*")) or "emergency department*" or "ER" or "acute admission unit*").ti,ab,kf.) AND (exp "Patient Admission"/ or exp "Patient Readmission"/ or exp "Length of Stay"/ or ("Admission Avoidance" or (("Hospital*" or Patient* or Emergenc*) adj3 ("Readmission*" or Admission*)) or "hospitalis*" or "hospitaliz*" or "in-hospital" or "Length of stay").ti,ab,kf.)
	3893

	Embase
	((exp "Home Care"/ or exp "Telemedicine"/ or exp "self monitoring"/ or ((("Remote" or "Self") adj3 ("Monitor*" or "care")) or "hospital at home" or "HAH" or "Transitional Care" or "home-hospital*" or "home-based" or "home care" or "homecare" or "community-based" or "home assistance" or "virtual" or "eHealth*" or "telemedicine" or "telemonitor*" or "telehealth*").ti,ab,kf.) and (exp "Acute Disease"/ or exp "hospital emergency service"/ or ((("Acute*" or "Emergenc*") adj3 ("Care" or "Ill" or "Illness" or "Disease*")) or "emergency department*" or "ER" or "acute admission unit*").ti,ab,kf.) and (exp "Hospital admission"/ or exp "hospital readmission"/ or exp "Length of Stay"/ or ("Admission Avoidance" or (("Hospital*" or Patient* or Emergenc*) adj3 ("Readmission*" or Admission*)) or "hospitalis*" or "hospitaliz*" or "in-hospital" or "Length of stay").ti,ab,kf.)) not ("Conference abstract" or "Conference paper" or "Conference review").pt.
	5127

	Cochrane CENTRAL & reviews
	(((Remote OR Self) NEAR/3 (Monitor* OR Care)) OR hospital NEXT at NEXT home OR HAH OR Transitional NEXT Care OR home NEXT hospital* OR home NEXT based OR home NEXT care OR homecare OR community NEXT based OR home NEXT assistance OR virtual OR eHealth* OR telemedicine OR telemonitor* OR telehealth*):ti,ab,kw
AND
((Acute* OR Emergenc*) NEAR/3 (Care OR Ill OR Illness OR Disease*)) OR (emergency NEXT department*) OR ER OR (acute NEXT admission NEXT unit*):ti,ab,kw
AND
((Admission NEXT Avoidance) OR ((Hospital* OR Patient* OR Emergenc*) NEAR/3 (Readmission* OR Admission*)) OR hospitalis* OR hospitaliz* OR in-hospital OR (Length NEXT of NEXT stay)):ti,ab,kw
	1538

	CINAHL
	(MH "Home Health Care+" OR MH "Telemedicine+" OR TI(((“Remote” OR “Self”) N2 (“Monitor*” OR “Care”)) OR “hospital at home” OR “HAH” OR “Transitional Care” OR “home-hospital*” OR ”home-based” OR “home care” OR “homecare” OR “community-based” OR “home assistance” OR “virtual” OR “eHealth*” OR “telemedicine” OR “telemonitor*” OR “telehealth*”) OR AB((“Remote” N2 “Monitor*”) OR “hospital at home” OR “HAH” OR “Transitional Care” OR “home-hospital*” OR ”home-based” OR “home care” OR “homecare” OR “community-based” OR “home assistance” OR “virtual” OR “eHealth*” OR “telemedicine” OR “telemonitor*” OR “telehealth*”)) AND (MH "Acute Disease+" OR MH "Emergency Medical Services+" OR TI(("Acute*" OR "Emergenc*") N2 ("Care" OR "Ill" OR "Illness" OR "Disease*" OR "emergency department*" OR "ER" OR "acute admission unit*")) OR AB(("Acute*" OR "Emergenc*") N2 ("Care" OR "Ill" OR "Illness" OR "Disease*" OR "emergency department*" OR "ER" OR "acute admission unit*"))) AND (MH "Patient Admission+" OR MH "Readmission+" OR MH "Length of Stay+" OR TI((“Admission Avoidance” OR ((“Hospital*” OR Patient* OR Emergenc*) N2 (“Readmission*” OR Admission*)) OR “hospitalis*” or “hospitaliz*” OR “in-hospital” OR “Length of stay”)) OR AB((“Admission Avoidance” OR ((“Hospital*” OR Patient* OR Emergenc*) N2 (“Readmission*” OR Admission*)) OR “hospitalis*” or “hospitaliz*” OR “in-hospital” OR “Length of stay”)))
	2559

	Web of Science Core Collection
	TS=((((“Remote” OR “Self”) NEAR/2 (“Monitor*” OR “Care”)) OR “hospital at home” OR “HAH” OR “Transitional Care” OR “home-hospital*” OR ”home-based” OR “home care” OR “homecare” OR “community-based” OR “home assistance” OR “virtual” OR “eHealth*” OR “telemedicine” OR “telemonitor*” OR “telehealth*”) AND ((((“Acute*” OR “Emergenc*”) NEAR/2 (“Care” OR “Ill” OR “Illness” OR “Disease*”)) OR “emergency department*” OR “ER” OR “acute admission unit*”)) AND ((“Admission Avoidance” OR ((“Hospital*” OR Patient* OR Emergenc*) NEAR/2  (“Readmission*” OR Admission*)) OR “hospitalis*” or “hospitaliz*” OR “in-hospital” OR “Length of stay”)))
	3416



Supplemental Table 3: Additional details on included studies and patient population
	First author, year 
	Study objectives & setting
	Name of program & definition of hospital at home or virtual ward
	Inclusion & exclusion criteria details 
	Referral source
	Screening process
	Exclusion from VW (n) and reasons

	Banerjee, 2024
	Describe outcomes of patients receiving VW; Los Angeles General Medical Center (academic)
	Safer@Home;
home-based acute care model
	In: all ages, requiring monitoring/i.v., hemodynamically stable, toleration oral medications, reliable FU, understanding of instructions, rapid return possible
	- ED (46.1%), hospital ward (44.7%), observation unit (7.6%), urgent care clinic (1.5%)
- Intervention: 44.7% early discharge, 55.3% admission avoidance
	HAH physician

	n=0

	Brown, 2023
	Assess clinical and financial impacts of RPM on HAH; Mackay Base Hospital (academic)
	Hospital in the home (HITH);
care and treatment comparable to the services offered in a hospital setting
	In: all ages, consent, catchment area, ability to use equipment, language, internet
Ex: cognitive impairment
	- ED, standard HAH programme
	Clinical team screening, technical competency assessment 
	n=134; logistical factors, no suitable device, no clinical indication, no consent, not comfortable with technology, patient impairment/disability, unsuitable home, no internet

	Eron, 2004
	Kaiser Moanalua Medical Center Honolulu
	Patients treated at home who are sick enough to ordinarily require hospitalization
	In: domicile, carer, willingness to self-infuse, low predicted 30-day mortality
Ex: ICU monitoring, diagnosis related severity criteria (mild/severe excluded: CAP I or V, cellulitis Eron I or IV, uncomplicated UTI, obstructed ureter, hemodynamically unstable endocarditis)
	- ED, hospital ward
- Intervention: 68% early discharge, 32% admission avoidance
	All infectious patients

	n=16; unsuitable home (38%), unable to self-infuse i.v. medication (19%), unsuitable receiving lines (18%), patient decline (n=25%)

	Goh, 2023
	﻿Compare personnel costs of VW with hospital care; Singapore General Hospital (tertiary)
	Hospital-at-home (HaH); treat patients with acute, low-severity medical conditions at home
	In: dengue fever with thrombocytopenia but without haemorrhage or hypotension
Ex: home >20min, no carer for basic and instrumental ADL
	- ED
	n.s. 
	

	Hernandez, 2023
	Evaluate outcomes of respiratory patients vs. non-respiratory VW patients; setting see Levine 2018
	Home hospital (HH); provide acute care that normally would require a hospital stay in a patient’s home instead
	See Levine 2018
Ineligibility for respiratory patients: ﻿PEF of <50% or normal, elevated BUN, altered mental status, pulse >109 bpm, age >65y, AECOPD score of <3 and confusion, respiratory rate >30/min, BP <90 mmHg systolic or <60 mmHg diastolic, age >65 years
	- ED, hospital ward
- Intervention (respiratory patients): 73% admission avoidance, 26% early discharge
- Control (non-respiratory patients): 65.5% admission avoidance, 34% early discharge
	
	n.s. 

	Jalilian, 2024
	Evaluate LOS and economic implications; Wrightington, Wigan and Leigh Teaching Hospitals (academic)
	Virtual ward
Healthcare in the home
	In: consent, ≥18y able and willing to do videocalls and monitoring
Ex: no defibrillator or metal allergy for wearable
	
	
	n=48; VW patients with no suitable match

	Kastengren, 2024
	Evaluate VW implementation using medical command centre and ambulating medical services; Sankt Görans Hospital (secondary community hospital, 340-bed)
	Hospital-at-home (HAH); 
digi-physical inpatient care program (DPIPC); acute hospital-level care in patient's home as a substitute for 
hospital care
	In: ≥18y, living <30 min, patient or carer can walk to front door, set diagnosis and care plan, clinically stable, requiring ≤4 planned home visits per day
Ex: higher care level needed than regular ward, new onset oxygen dependency, high fall risk, inability to operate technology, unsuitable home
	- ED, hospital ward
	Physician screening. 

	n=105; no consent (29%); other reason (71%) need of oxygen or intensive care, need of >4 visits/d, unstable, no set diagnosis/care plan, cannot walk, unsuitable home, living >30min

	Kilaru, 2021
	Determine feasibility; Perelman School of Medicine at the University of Pennsylvania (urban academic)
	Practical alternative to hospitalization (PATH); outpatient care for patients initially designated for inpatient admission or observation
	In: presumptive diagnoses, clinically stable, active insurance, access to a primary care provider, in catchment area
Ex: procedure or surgery planned, residence in nursing or rehabilitation facility, difficult i.v. access 
	- ED
	
	n=22; ED physician declined (59%), VW program declined (14%), patient/family declined (14%), technical (14%), 

	Ko, 2022
	Describe the development and outcomes of VW; National University Hospital (academic, 1200 beds) + Alexandra Hospital (tertiary, general, 300 bed)
	Hospital-at-home (NUSH@Home); acute hospital-level care in patient's home as a substitute for hospital care
	In: ≥21y, patients requiring ongoing hospitalisation, permanent residence, predefined catchment area 
Ex: Clinical exclusion criteria see below, no access to food, unsuitable home, no carer, unable to obtain i.v. access, drug user, history of violence to healthcare users
Clinical exclusion: pregnant; oxygen therapy; acute psychosis or suicidal intent; negative pressure isolation; anticipated deterioration; planned endoscopy/blood transfusion/cardiac stress test/surgery/interventional radiology; required frequent drug monitoring; ongoing specialist review; required blood sugar monitoring and unable to self-monitor; needed parenteral controlled drugs; acute MI last 5 days; (suspected) COVID-19
	- General medicine ward (34%), acute unit (30.5%),  community nursing team (15.7%), ED (12%).
- For intervention: 74% early discharge, 26% admission avoidance
	Patient screening, review by HAH physician. 

	n=274; no consent (n=100; family declined 17%, patient declined 26%, refused research 48%, other 9%); other reasons (n=174) physician declined, already participant in research, no consent obtained, other 

	Ko, 2023
	Explore experiences of patients and caregivers; setting see Ko 2022
	See Ko 2022
	See Ko 2022
	
	
	n=13; busy schedule

	Landon, 2024
	Report on early national experience; multi-centre, hospitals n.s.  
	Acute hospital care at home (AHCaH); hospital-level care in patients’ homes as a substitute
for brick-and-mortar care
	
	
	
	n.a.

	Levine, 2018
	Determine if VW reduces cost while maintaining quality, safety, and patient experience; Brigham and Women's Hospital (academic) + Brigham and Womens Faulkner Hospital (community hospital)
	Home hospital; home-based provision of acute services usually associated with the inpatient hospital setting
	In: ≥18y, catchment area, capacity to consent, primary diagnosis 
Ex: undomiciled, lacking utilities, in police custody, positive screening domestic violence, no i.v. access, routine administration of narcotics, acute concomitant condition, not able to walk independently, likely to require procedure not available in HAH, high risk clinical deterioration based on general and disease-specific algorithms
	- ED 
	Pre-screened, decision by ED attending, assessment eligibility by HAH team

	n=36 excluded; patient declined (75%), ED physician declined (17%), other reasons (8%)
n=0 withdrawal
n=1 excluded from analysis (intervention group) 

	Levine, 2020
	Compare outcomes of VW to hospital care; setting see Levine 2018
	See Levine 2018
	In: See Levine 2018
Ex: resident long-term care or rehabilitation facility, routine administration of controlled substances, >1 person needed to reach bedside, high risk clinical deterioration
	- ED
	See Levine 2018
	n=157; patient declined (54%), family declined (23%), ED/physician declined (17%), other (6%)

	Levine, 2021
	Explain patient perceptions of VW vs. hospital care; setting see Levine 2018
	See Levine 2018
	See Levine 2018 and Levine 2020
	See Levine 2018
	See Levine 2018
	n=31 excluded during screening (deceased, language)
n=45 excluded after approaching (unable to reach, declined interview, cannot recall, too many interviews)

	Levine, 2022
	Demonstrate noninferiority of hybrid remote VW; setting see Levine 2018
	See Levine 2018
	In: ≥18y, catchment area, acutely ill from a medical condition 
Ex: ﻿See Levine 2018, requiring critical care, routine administration of controlled substances, an invasive procedure, >1 person’s assistance to reach a bedside commode, advanced imaging
	- ED, hospital ward

	
	n=105; patient declined (80%), caregiver declined (13%), other (7%)

	McGowan, 2024
	Understand the acceptability and feasibility of VWs in UK from commissioners’ perspectives
	Virtual wards (VWs); hospital-led and managed delivery of at-home acute care, monitoring, and treatment using a variable combination of face-to-face care and remote monitoring
	
	
	
	n.s. 

	Paulson, 2023
	Describe process and outcomes of VW; Mayo Clinic Florida (urban academic) + Mayo Clinic Eau Claire (rural community hospital)
	Hospital-at-home; Advanced Care at Home (ACH); acute medical care in the home setting
	In: all ages, diagnosis common in HAH or believed to be safe for HAH, consent, clinical and social stability criteria
	- ED, hospital ward
	n.s. 
	n.s. 

	Qarawany, 2025
	Describe VW model, patient demographics and clinical outcomes; Rambam Health Care Campus (academic, 1000 beds)
	Hospital-at-Home (HaH); medical and nursing care in the home to individuals who would otherwise require hospitalization
	
	- Hospital wards (early discharge; 82.1%); ED (admission avoidance; 14.9%) 
	n.s.
	n.s. 

	Sandreva, 2024
	Assess feasibility of clinical trial design to evaluate effectiveness of VW; Nordsjaellands Hospital (academic)
	Influenzer
	In: ≥18y, LRTI, catchment area, self-reliant individuals who does not need carer, medical eligibility (clinical stability, EWS ≤6 with no score >3, oxygen supplementation stable and flow <5L/min, infection parameters stable or decreasing)
Ex: inability to use app, language barrier, inadequate housing conditions, pregnancy 
	- Hospital ward (pulmonary and infectious disease) 

	Research team screening

	n=1921 excluded during screening: other diagnosis (55%), high care dependence (17%), medically unstable (15%), complex in-hospital treatment (6%), discharge <24h (4%), compliance, mental health, lack of digital literacy, communication, enrolled in other study, outside catchment area.
n=30 excluded: n=15 after approaching (digital ID issues 40%, discharged 7%, change of treatment 47%, caregiver declined 7%); n=15 after consenting (change treatment 44%, inability to use app 40%, planned discharge 7%, caregiver declined 7%)

	Schultz, 2024
	Compare clinical outcomes for VW patients and explore experiences; specified public hospitals in South Australia
	Hospital-in-the-home (HITH): My Home Hospital (MyHH); treatment by professionals in patient’s home whome would otherwise require acute hospital inpatient care, for a limited time period
	In: ≥18y, receiving acute admitted care, primary diagnosis, consent, catchment area, requiring daily acute inpatient care but not 24h observation, phone access or carer who can assist
Ex: end-of-life care
	- Ambulance (3.2%), GP (3.2%), hospital (87.1%), priority care centre (3.2%), respiratory specialist (3.2%)
	Call to HAH physician for eligibility screening

	n.s. 

	Summerfelt, 2015
	Evaluate safety, feasibility, efficacy of VW; Advocate Christ Medical Center Illinois, Oak Lawn (﻿tertiary community hospital, 695 beds)
	Hospital at home (HAH); hospital-level care in the home as a substitute for acute hospital admission (substitutive HaH)
	In: ≥18y, catchment area, presentation office hours, clinical and social stability criteria, target diagnosis
	- HAH group: 58% observation unit, 42% ED
	Non-attending physician screening, eligibility assessment
	n=3382; from nursing home, outside catchment area, admitted outside HAH times (79%); medical or social indications (19%); no consent for HAH or data collection (2%)

	Zychlinski, 2024
	﻿Compare clinical outcomes of acutely ill patients admitted to hospital or VW; Sheba Medical Center (academic)
	Hospital-at-home (HAH)
	In: age ≥18, diagnosis UTI, CAP, cellulitis, COVID-19
Ex: respiratory and hemodynamically unstable, mild COVID-19 patients
	n.s. 
	n.s.
	n.s. 


ACT: ambulatory care model; ADL: activities of daily living; BP: blood pressure; BUN: blood urea nitrogen; CAP: community acquired pneumonia; ED: emergency department; ex: exclusion criteria; EWS: early warning score; FU: follow up; GP: general practictioner; HAH: hospital-at-home; ICU: intensive care unit; in: inclusion crtieria; i.v. intravenous; LOS: length of stay; LRTI: lower respiratory tract infection; n.s. not specified; MI: myocardial infarction; PEF: peak expiratory flow; UTI: urinary tract infection; VW: virtual ward
Supplemental Table 4: Additional baseline and telemonitoring details
	First author, year 
	Additional baseline characteristics 
(intervention vs. control)
	Telemonitoring set-up and devices

	Banerjee, 2024
	- Matched based on: age, gender, case mix, diagnosis
- Female sex: 38.2% vs. 43.3%
- Treatment for core diagnoses: 94% vs. 85%.   

	Devices: dependent on diagnosis
- thermometer
- pulse oximeter
- oxygen tank
- concentrator
- nebulize
- scale
- blood pressure device

	Brown, 2023
	
	App: MyCareManager.
Devices (Bluetooth): 
- thermometer
- blood pressure monitor
- pulse oximeter
- glucometer
- weight scale
- mobile device if needed

	Eron, 2004
	- Matched based on: age, gender, diagnosis
- Female sex: 48% both
- Diagnosis: same for both 64% CAP, 24% SSTI, 8% UTI, 4% endocarditis
	

	Hernandez, 2023
	- Similar baseline characteristics
- More smokers in intervention group
	

	Jalilian, 2024
	- Matched based on: sex, age, diagnosis, clinical frailty
	Software: Current Health
Devices: 
- vital signs wearable monitor on arm (RR, HR, saturation, temperature, steps) 
- blood pressure monitor
- scale
- pulse oximeter
- spirometer
- tablet

	Kastengren, 2024
	- Female sex: 42% 
- Diagnosis: 44% infectious, 17% pulmonary, 12% GI, 9% haematology, 8.5% endocrinology, oncology 3.5%
- Living situation: alone 22%
	Devices: 
- tablet
- power supply
- cellular communication modems
- lifeline device emergency response bracelet
- blood pressure cuff
- pulse oximeter
- ear thermometer
- weight scale 

	Ko, 2022
	- Female sex: 53.8%
- Diagnosis: 35% SSTI, 30% UTI, 5.5% GI, 4.6% rhabdomyolysis, 3.7% other, 2.8% CAP
- CCI (mean): 4.1 (SD 2.8)
- Living situation: 90% living with family helper, 35% domestic helpers
	Devices: 
- biosensor adhesive vital patch for continuous HR and RR
- Bluetooth connected BP
- Bluetooth connected oxygen devices
- thermometer

	Landon, 2024
	- Female sex: 53.9%
- Diagnosis most common: HF, respiratory infection, sepsis, UTI, cellulitis
- Living situation: 1.7% in rural areas
	

	Levine, 2018
	- Comorbidity count (IQR): 7 (7) vs. 6 (7)

Frailty, QoL and functional measures: 
- Frailty PRISMA (0-7) median IQR: 2 (1) vs. 3 (3) 
- Dementia ascertain median: 0 (0) vs. 1 (3) 
- Quality of life EuroQol VAS median: 75 (10) vs. 65 (25) 
- ADL (0-6) median: 6 (0) vs. 5 (2)
	Devices: 
- small skin patch (physIQ; VitalConnect) with continuous monitoring of HR, RR, telemetry, movement, falls, sleep

	Levine, 2020
	- Diagnosis most common: CAP, SSTI, complicated UTI, HF, airway disease, COPD
- Female sex: 35% vs. 38%
- Comorbidity count (IQR): 4 (3) vs. 3 (3)
- Living alone: 26% vs. 25% 

Frailty, QoL and functional measures: 
- Frailty PRISMA (0-7) median IQR: 4 (3) home vs. 3 (3) control
- Dementia ascertain median: 1 (4) home vs. 2 (4) control
- Quality of life EuroQol VAS median: 56 (50-61 CI) home vs. 61 (54-68 CI) control
- ADL (0-6) median: 6 (5) home vs. 6 (3) control
	See Levine 2018

	Levine, 2022
	- Baseline clinically similar besides age
- Female sex: 60.7% vs. 52.3%
- Diagnosis most common: CAP, SSTI, UTI, other infection, HF
- Chronic comorbidities (mean, 95% CI): 3.9 (3.4-4.4) vs. 4.1 (3.6-4.7)
- Living alone: 26.2% vs. 22.7%

Frailty, QoL and functional measures: 
- Frailty PRISMA (0-7) (mean 95% CI): 3.4 (3.0-3.8) remote HAH vs. 3.1 (2.7-3.5) control
- Dementia ascertain mean (95%CI): 1.6 (0.9-2.3) remote care vs. 0.9 (0.5-1.4) control
- Quality of life EuroQol VAS mean (95% CI): 55.8 (49.5-62.2 CI) HAH remote vs. 57.0 (50.8-63.2) control
- ADL (0-6) mean (95% CI): 5.0 (4.6-5.5)  HAH remote vs. 5.2 (4.9-5.6) control
	See Levine 2018

	Paulson, 2023
	- Female sex: 45.3%
- Diagnosis most common: CAP 27%, bacteraemia 11.5%, congestive HF 11.5%, SSTI 6.3%
	Software: program components linked together by Medically Home Group’s Cesia Continuum™, connecting the three elements of the model (command centre, remote monitoring, care delivery)
Devices: 
- Bluetooth connected BP
- thermometer
- pulse oximeter
- scale
- custom-configured tablets with video visit capability
- telephone 
- backup power supply + cellular communication
- emergency response system bracelet

	Qarawany, 2025
	- Female sex: 48%
- Function: 64.9% independent, 11% partially dependent, 23.2% totally dependent
- CCI (mean, SD): 6.7 (4.2)
	

	Sandreva, 2024
	- Female sex: 42%
- Diagnosis: CAP 47%, legionnaires 21%, lung abscess 16%, COVID-19 <3%, pneumocystis <3%, pseudomonas <3%, influenza <3%
- Comorbidities: cardiovascular 32%, cancer 21%, autoimmune 16%, pulmonary <3%, neurological <3%, DM2 <3%
- Living situation: cohabitating partner 68%
	Devices: 
- Electronic blood pressure monitor (A&D Medical, Model UA-651BLE)
- Pulse oximeter including respiratory frequency (Masimo MightySat, Rx Fingertip Pulse Oximeter)
- Thermometer for rectal use (UMS Denmark, Fasttemp precision thermometer Flexible, FT-K111)

	Schultz, 2024
	- Female sex: 48.9% vs. 51.8%
- Comorbidities: less sepsis, circulatory system disorder, HF; similar diabetes, LTRI, renal disease
	Devices: 
- touch-screen tablet
- monitoring devices
- personal alarm
- Bluetooth enabled digital thermometer
- Bluetooth blood pressure device
- Bluetooth pulse oximeter
- Bluetooth scale
- spirometer

	Summerfelt, 2015
	- Female sex: 54% vs. 60%
- Comorbidity CCI: 1.6 (1.5) vs 1.6 (1.2)
- Impairment ADL: 8% vs. 10%
- Impairment iADL: 56% vs, 37%
- Living alone: 18 vs. 21%
	Biometric measures were obtained using wireless devices, and when activated, they automatically sent information through a hub to a website (which was linked to the Central Station).
﻿Devices:
- wireless pulse oximetry, blood pressure, pulse, and weight scales
- ﻿Personal Emergency Response System wristlets

	Zychlinski, 2024
	- Total patients n=636: intervention n=159 (n=64 COVID-19, n=95 non-COVID-19); control n=477 (n=192 COVID-19, n=285 non-COVID-19)

	Videocall telemedecine platform DATOS
Devices:
- Remote, digital stethoscope (TytoCare)
- Remote, wireless vital signs (Biobeat)
- Digital thermometer
- Digital otoscope 
- Tongue depressor


Data for intervention stated first and control second, unless otherwise specified. 
ADL: activities of daily living; CAP: community acquired pneumonia; CCI: Charlson Comorbidity Index; CI: confidence interval; DM2: diabetes mellitus type 2: GI: gastro-intestinal; HF: heart failure; LRTI: lower respiratory tract infection QoL: quality of life; SSTI: skin or soft tissue infection; UTI: urinary tract infection

Supplemental table 5: Additional quantitative outcomes and adverse events
	First author, year 
	Outcomes during acute care episode 
	Outcomes after acute care episode
	Adverse events
	Physical activity & functional outcomes

	Brown, 2023
	
	
	No incidents or cases of patient harm 
	

	Eron, 2004
	- Unsuccessful clinical outcome: 12% vs. 16%

	- Recurrence of disease: 12% vs. 12%
	n=0 in intervention; n=1 in control (C. difficile infection)
	

	Hernandez, 2023
	- Lab tests (median, IQR): 0 (2) vs. 2 (7)
- Imaging: 3% vs. 5%
- Consultation: 1% vs. 7%
	- Disposition to health service: home care 11% vs. 20%, home hospice 3% vs. 3%
	Respiratory patients n=18 (AKI 0.4%, delirium 3%, hypokalaemia 3%);
non-respiratory patients n=134 (AKI 6%, delirium 4%, hypokalaemia 5%, MRSA 1%, thrombophlebitis 1%)
	

	Jalilian, 2024
	
	- Factors significantly influencing readmission after discharge: older age, higher frailty score, COPD, admission to VW 120% increased odds of readmission
	
	

	Kastengren, 2024
	- Lab orders per admission: 11 (IQR 15)
- Imaging: 12.5%
	- 30-day mortality 0.5% (n=1/1 end-of-life)
	No falls, delirium, ulcers or adverse events
	

	Kilaru, 2021
	- Lab orders: 7%
- Stress test: 20%
- Transthoracic echocardiogram: 3%
	
	- Ambulance hospital transport (3%)
	

	Ko, 2022
	- I.v. therapy: 70.3%
- Lab orders: 45%
- Imaging: 3.7%
- Transfer back to hospital (6.5%): failure to respond to i.v. antibiotics (n=2), fall (n=1), anaphylaxis (n=1), first onset seizure, hypotensive episode (n=1), desaturation (n=1)
	- mortality during admission 1.8% (n=1/2 end-of-life)
- 30-day mortality 3.7% (n=3/4 end-of-life)
	- Adverse drug reaction with hemodynamic instability: 0.9%
- Fall: 0.9%
- No hospital acquired infections, venous thromboembolism, catheter UTI, pressure ulcers
	- Patient reported activity: spent more time walking around at home than in hospital (66%); spent less time lying down at home than in hospital (83%)
- Patient reported sleep: better sleep quality at home than in hospital (79%)
- Health related quality of life (EQ-5D) improvement from 0.45 to 0.58 after 14 days compared to enrolment

	Landon, 2024
	
	- 30-day nursing facility use: 2.6%
	
	

	Levine, 2018
	- I.v. medication: 67% vs. 82%
- Blood test median (IQR): 6 (6) vs. 19 (22)*
- Imaging: 11% vs. 45%
- Consultant sessions: 0% vs. 45%*

	- 14-day primary care visit: 78% vs. 36%
- disposition to using home health services: 22% vs. 55%


	- No Foley use, no restraints
- Inappropriate medication use: 0% vs. 9%
	- Physical activity minutes, median (IQR): 209 (90) vs. 78 (44)*
- Physical activity steps, median (IQR): 1830 (3300) vs. 159 (508)
- Upright position, hours median (IQR): 4.8 (1.4) vs. 2.7 (1.8)*
- Sleep, hours median (IQR): 5.4 (1.9) vs. 4.1 (3.0)
- Pain score, 0-10 median (IQR): 1.5 (4) vs. 1.4 (4.9)

	Levine, 2020
	- I.v. medication: 70% vs. 81%
- Blood test: 5% vs. 15%
- Consultant sessions: 2% vs. 31%
	- 14-day primary care visit: 55% vs. 42%
- disposition to health service use: routine 65% vs. 67%; home health 23% vs. 31%; home hospice 9% vs. 2%
	- Any safety event: 9% vs. 15%
- Inappropriate medication use 0% vs. 10%
- Falls: 2% vs. 0%
- Delirium: 7% vs. 8%
- C. difficile: 0% vs. 2%
- MRSA: 0% vs. 2%
- Hypokalemia: 2% vs. 2%
- AKI: 2% vs. 4%
- Catheter use: 0% vs. 4%
- No DVT, pressure ulcur, thrombophlebitis, arrythmia, restraint use in both groups
	- ADL: worse at discharge for both groups (14% vs 13%)
- iADL: worse at discharge for both groups (26% vs. 31%)
- Sedentary, median % of day (IQR): 12 (15) vs. 23 (23)
- Lying down, median % of day (IQR): 18 (32) vs. (55 (66)
- Pain score, 0-10 median (IQR): 0 (1) vs. 0 (3)

	Levine, 2022
	- Nurse/paramedic visit duration median (minutes, IQR): 46.5 (38.6-57.4) vs. 38.0 (31.9-49.0)

	- 14-day primary care visit: 50% vs. 45.5%
- disposition to using home health services: 8.3% vs. 2.3%
	- Fall: 1.2% vs. 2.3%
- Delirium: 4.8% vs. 1.1%
- No loss of consciousness, VTE, pressure ulcer, thrombophlebitis, HAI
	

	Hernandez, 2023
	
	
	Respiratory vs. non-respiratory patients
- Acute kidney injury: 0.4% vs. 6%
- Delirium: 3% vs. 4%
- Hypokalemia: 3% vs. 5%
- MRSA: 0% vs. 1%
- Thrombophlebitis: 0% vs. 1%
- Hospital acquired pressure injury: 0% vs. 0%
	

	Paulson, 2023
	
	- 30-day mortality 0.6% (n=2/4 end-of-life)
	
	

	Qarawany, 2025
	
	- 30-day mortality 8% (n=1 during HAH; causes: 48% unknown, 33% sepsis, 9% pneumonia, 5% acute HF, 5% mesenteric event)
	
	

	Sandreva, 2024
	- I.v. medication: 47%
- Blood tests: 74% 
- Oxygen therapy: 21%
- Telemedicine assessments per patient, average: 23
- Self-measurements per patient, average: 95 
- Severe alerts per patient, average: 14 severe alerts
- Non-severe alerts per patient, average: 19 
- Domestic visits per patient, average: 25
- Escalation of care (26%) reasons for return: insecurity and confusion about self-measurements/technology, in-hospital diagnostics and therapeutic interventions, worsening of EWS
	
	No complications or adverse events, no technical failures
	

	Schultz, 2024
	
	
	- HAC: n=9 (0.4%) vs. n=117 (0.78%)
- HAC mean adjusted analysis: 0.1 (0-0.3) vs. 0.8 (0.6-0.9), difference -0.06, p<0.001 
	

	Summerfelt, 2015
	- Contact physician mean (SD): 4.56 (1.80)
- Contact nurse mean (SD): 1.76 (0.95) 
- Nurse visits mean (SD): 1.54 (1.62)
- Patients with nurse visits: 54% 
- Phone contacts with care coordinators mean (SD): 2.4 (1.56)
	- Adjusted odds of readmission 90-day (CI): 0.39 (0.21-0.72)
- Specialty consultation utilization: 24% vs. 79%
- Disposition to nursing or rehabilitation facility: 0% vs. 12%
- ADL 30-days (mean, SD): ﻿5.90 (0.37) vs. 5.61 (1.21)
- ADL 90-day (mean, SD): ﻿5.81 (0.80) vs. 5.39 (1.43)
	- Intervention n=9 (urinary issues 2%, bowel issues 8%, sleeping medication 6%, emergency situation 2%)
- Control n=21 (delirium 4%, urinary issues 4%, bowel issues 13%, sleeping medication 8%, transfer ICU 4%, intubation 4%, emergency situation 4%)
- No falls in either group 
	

	Zychlinski, 2024
	- Odds ratio 30-day readmission (CI): 0.7 (0.39-1.28) 
- Odds ratio 1-year readmission (CI): 0.67 (0.41-1.09)
	
	
	


Data for intervention stated first and control second, unless otherwise specified. 
ADL: activities of daily living; EWS: early warning scores; HAC: hospital-acquired complications; ICU: intensive care unit; i.v.: intravenous 
* Significant as reported by author

