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Abstract

Background: Virtual health care models, such as Hospital at Home (HaH), are an alternative to in-person care and allow
hospitals to expand care capacity and delivery without the need for additional brick-and-mortar structures. While generally
well received, there is an overall lack of awareness among those receiving and giving care about what HaH is and what it does,
and uncertainty about the conditions needed to implement HaH in a safe, sustainable, and equitable way.

Objective: In this descriptive qualitative study, we aimed to synthesize key interest holder—generated perspectives about the
implementation, sustainability, and equity of HaH models in Canada using data generated through a national participatory
workshop series.

Methods: Health care providers, patients, caregivers, and hospital administrators were recruited to participate in the workshop
series through social media, professional, and community networks. Five 60-minute virtual workshops were held from January
to June 2025 using a “Lunch and Learn” format and Liberating Structures techniques. The workshops each comprised 2 parts:
speaker presentations followed by participant group discussions. Workshop presentations, along with 3 written observer reports
(from a patient partner, an academic, and a clinician), and workshop attendee polling responses, were collected and analyzed.
Descriptive thematic analysis was used to construct key themes salient to the data.

Results: Three themes were constructed from the data: (1) making HaH work for health care systems, (2) making HaH work
for its people, and (3) making HaH better now and in the future. Participants reported generally positive outcomes and high
satisfaction with HaH programs in Canada. Participants highlighted the need for clear communication and collaboration across
care teams, technology support for staff, managing health care provider and caregiver workloads, and ensuring access for rural
and remote communities. There is a need to better understand the economic sustainability of the HaH program and to study and
share outcomes from HaH models to help others and refine the model.

Conclusions: This study provides insights into how the HaH virtual care model is perceived by health care providers, patients,
caregivers, and hospital administrators in Canada. Our findings highlight the importance of equity, communication, care
workloads, and fiscal sustainability in supporting HaH models.
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Introduction

Background

Global health systems and hospitals are operating at or
above capacity, battling overcrowding, limited hospital beds,
extended wait times, and provider burnout [1-3]. In North
America, costs for providing health care have increased
substantially in the face of worsening patient health outcomes
[4,5]. These health system pressures have been exacerbated
since the COVID-19 pandemic, leaving health care systems
struggling to meet current demands. Hospital at Home (HaH)
models can expand care capacity without the need for
additional physical health infrastructure and have been touted
as a way of reducing system-level burdens placed on hospitals

[6].

HaH was first introduced by Johns Hopkins in the
mid-1990s to manage patients who declined hospital stays
or who were at risk of contracting an infection in the hospital
[7]. As health systems and technologies have evolved, global
interest in and demand for HaH have expanded, with models
being adopted in several countries, including Canada, the
United States, Australia, the United Kingdom, and parts of
Europe. HaH offers a combination of in-person visits and
remote monitoring by health care providers and is tailored to
the care landscapes and insurance practices of local hospitals
[8-10].

While there are several models for designing and
implementing HaH, most follow an extended nursing care
model, where nurses (or paramedics) perform daily home
visits and an overseeing physician provides daily assess-
ments, either remotely or in person [4]. The program offers
hospital-level treatments, monitoring, and diagnostic services
in the relative comfort of the patient’s home [4,10-12].
When receiving care in an HaH model, patients often have
shorter treatment durations, lower hospital readmission rates,
and better clinical outcomes than those receiving in-hospi-
tal treatment [7,13]. HaH programs are considered safe and
effective alternatives to inpatient care. They are cost-effective
and generally well accepted by patients [13-15].

Global Evidence on HaH Models

Although international evidence supporting HaH is grow-
ing, the literature remains heavily concentrated in a small
number of countries, particularly the United States and the
United Kingdom, whose health system structures differ from
Canada’s. A recent systematic review identified 69 HaH
programs described in comparative effectiveness research, of
which more than half were based in the United States and the
United Kingdom [16]. Most research exploring patient and
caregiver perceptions of HaH originated from these 2 regions,
with only a single Canadian study identified [17].

As HaH implementation is shaped by the policy environ-
ment, funding mechanisms, and workforce structures of the
host country, country-specific data are required to guide
tailored implementation. The United States operates within an
insurance-based, market-driven system where HaH expan-
sion has been incentivized through reimbursement reforms
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and private sector partnerships. The UK’s National Health
Service, in contrast, is a centrally organized, publicly funded
system that has integrated HaH under national strategies
for community-based and intermediate care, supported by
standardized commissioning and performance frameworks.
Health care in Canada is publicly funded and provincially
administered, with no centralized national structure for
acute care innovation. There is a patchwork of community
health resources, home care services, and digital infrastruc-
ture across provinces and territories. This underscores the
need for context-specific evidence that accounts for Can-
ada’s decentralized governance, mixed urban-rural service
distribution, and integration challenges between hospital and
community care sectors.

The Canadian Context

Early Canadian efforts at implementing HaH in British
Columbia and Alberta (eg, through Island Health’s HaH
initiative and Calgary’s Complex Care Hub, respectively)
have delivered encouraging outcomes, including high patient
satisfaction, reduced readmissions, and cost-effectiveness
when care was provided early [18]. Despite the potential,
Canada has been slow to adopt HaH, with limited national
coordination or shared learning across settings. In Canada,
achieving a scalable, equitable HaH model will require
deliberate system-level design, adequate resourcing, and
alignment across sectors [18,19].

Bringing together patients, caregivers, health care
professionals, researchers, administrators, and policy leaders
can help surface diverse perspectives on HaH design,
delivery, and evaluation. However, structured opportunities
for such exchange have been limited in Canada, and few
mechanisms exist to support collective reflection on what is
required to implement HaH in a safe, equitable, and sustaina-
ble way.

The aim of our study was to analyze data that were
generated through a 5-part workshop series, where we
engaged interest holders in dialogue about HaH in Canada.
This paper aimed to describe the design and facilitation of a
workshop series, outline the use of participatory methods to
engage participants, and present the findings from a qual-
itative analysis of participant reflections. While our work
does not directly explore the issues of financial and health
constraints within Canadian health care systems, it does
capture these points as raised by participants.

Methods

Study Design

This study used a qualitative descriptive design. We
analyzed data from workshop presentations, interactive
group discussions, observer reflections, and audience polling
conducted using the online platform Slido (Cisco Systems
Inc).
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Ethical Considerations

The study received ethical approval from the Research Ethics
Boards (REBs) at The University of British Columbia and
Fraser Health (REB H24-03016). The procedures followed
were in accordance with the ethical standards of the REBs
and with the WMA Declaration of Helsinki. All participants
provided written informed consent prior to participating in the
workshops, and their rights to privacy and confidentiality of
data and identity were protected. Participation was voluntary,
and no compensation was provided to participants.

Workshop Format and Structure

Overview

The Canadian Hospital at Home Working Group (HaH
Working Group) is a national, community-based collaborative
established in 2023 to address the limited recognition and
operational integration of HaH models within Canadian acute
care systems [20]. The group operates as an open com-
munity of practice of approximately 50 members, bring-
ing together clinicians, researchers, and operational leaders
from across Canada to advance awareness, promote standard-
ization, and facilitate knowledge exchange to support the
broader adoption of this evidence-based approach. For our
study, we partnered with the HaH Working Group, drawing
on its established membership and expertise to inform the
design, delivery, and hosting of the workshop series. The
HaH Working Group members contributed to this project
by shaping workshop themes through monthly meetings and
asynchronous feedback, serving as speakers, and actively
promoting the workshops within their networks.

A series of 5 virtual workshops, using a “Lunch and
Learn” format, was held between January and June 2025.
The workshops were designed as a participatory engagement
activity to explore (1) implementation and safety, (2) patient
and provider experiences, and (3) evaluation and commu-
nication of HaH models across Canada. We incorporated
approaches to foster cross-sector knowledge exchange and
engagement and to inform future HaH initiatives through
structured reflection and collaborative learning.

Table 1. Overview of workshop sessions and Liberating Structures used.
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We used Liberating Structures, a set of participatory
facilitation methods, to promote inclusive conversation,
creative thinking, and equal contribution from participants
[21]. Liberating Structures are well suited to complex,
multiperspective discussions where traditional top-down
approaches may inhibit engagement. Liberating Structures
give all members a chance to express their opinions, fostering
engagement across groups of all sizes [22]. Specifically,
Liberating Structures enlists 33 different approaches, such
as 25/10 Crowdsourcing, an approach to rapidly generate
actionable ideas, and 1-2-4-All, which engages all mem-
bers of a group regardless of size, to encourage engage-
ment from all participants [21]. Using this approach, we
designed, delivered, and studied a national series of virtual
workshops to engage health system participants (patients,
caregivers, providers, and administrators) in conversations
about implementing HaH in Canada.

The workshops were designed as a participatory engage-
ment initiative to convene diverse interest holders and
facilitate dialogue on HaH in Canada. While these work-
shops aimed to support knowledge exchange and inclu-
sive discussion, these engagement-oriented objectives were
not evaluated as study outcomes. Each workshop ran for
60 minutes and was delivered via the videoconferencing
platform Zoom (Zoom Communications Inc). Each workshop
was structured in two parts: (1) a short set of presentations
or storytelling to provide context and provoke reflection,
followed by (2) an interactive group dialogue using Liberat-
ing Structures (see Table 1 for a summary of each workshop
and the Liberating Structures used) [21], which emphasized
each participant having an equal voice to foster creativity and
positive dialogue [22]. Liberating Structures has been used
successfully in a variety of situations with various populations
[23-25]. Workshop facilitators ensured psychological safety
through ground rules and clear guidance, and virtual breakout
rooms were used for small group exchanges. Participants
were always reminded of their right to opt out or withdraw
at any time.

Workshop Description

Liberating Structures used

Introduction to HaH?

Introduced the foundational concepts of HaH, with speakers presenting different models of
care delivery and exploring what a patient-centered experience can look like in HaH

1-2-4-all

(participants reflected individually, in

settings. pairs, in small groups of 4, then with
the full group)
Safety in HaH Explored how patients and providers defined and ensured safety within HaH programs, w3

including examples of safety innovations, outcomes data, and improvement initiatives.

Patient and provider
experience

Evaluation practices
in HaH

Communication in
HaH

Addressed evaluation strategies used by HaH units, highlighting what matters most to
participants in assessing impact and how programs are currently measuring outcomes.

Explored best practices for interprofessional communication and information flow in the
HaH context, using case scenarios to identify system gaps and opportunities to improve.

(What? So What? Now What?)

Examined the lived experience of patients and health care professionals involved in HaH, w3
including themes of satisfaction, communication, and continuity of care.

(What? So What? Now What?)
25/10 Crowd Sourcing

(participants generated ideas and rated
each idea; 25 points were awarded for
the highest score)

Wise Crowds
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Workshop Description

Liberating Structures used

(participants collaboratively consulted
on a real-world challenge)

4HaH: Hospital at Home.

Three designated observers (a patient partner, an academic
researcher, and an early-career clinician with firsthand
experience and knowledge of the health care system) were
recruited using purposive sampling and either attended
all 5 workshops or reviewed the recordings. Observers
assumed a reflective and analytic role that was distinct
from that of workshop participants. The observers did not
engage in discussions or activities. Instead, they independ-
ently documented themes, patterns, and implications across
workshops. No strict guidelines were given to observers when
developing their reports. Observers were instructed to submit
a written reflection highlighting key takeaways, how the
content of the workshops connected to their area of exper-
tise, whether they had gained any new insights or knowl-
edge about HaH, and any future applications of what they
had learned during the workshops (Multimedia Appendix 1).
By systematically documenting reflections without influenc-
ing discussion, observers contributed an additional layer of
interpretation that enhanced reflexivity and methodological
rigor. This approach was informed by participatory confer-
ence models in which designated “witnesses” are invited to
attend, listen, and synthesize recurring themes, allowing for
the integration of diverse, external perspectives that extend
beyond individual participant contributions and enhance the
interpretive depth of the findings [26]. Observers received an
honorarium—the amount was informed by guidance from the
Canadian Institutes of Health Research [27].

Workshop 1: Introduction to HaH

The first workshop introduced foundational concepts of HaH
and examples of patient experience from different public
sector health organizations and research institutions. The
speakers represented Alberta Health Services, the University
of Calgary, and the Integrated University Health and Social
Services Centre, West-Central Montreal, Quebec.

In the discussion segment, we used the /-2-4-All Liberat-
ing Structure to invite participants to reflect individually, then
in pairs, then in small groups of 4, before reconvening to
share insights with the full group. The discussion prompt
was as follows: What opportunities and challenges do you
see for Hospital at Home in your context? To guide par-
ticipant thinking, we posed two questions: (1) What would
make you interested in receiving care at HaH? and (2) What
questions or concerns do you have about HaH? Participants
were supported to assess these questions themselves without
the presenters or facilitators imposing perspectives. Partici-
pants discussed the questions in increasingly larger groups
and submitted their written key takeaways using the “Q&A”
feature of Slido. Written responses were submitted without
names or identifiers and were not linkable to participants,
rendering them anonymous at the point of collection.
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Workshop 2: Safety in HaH

This session explored how safety was conceptualized and
operationalized in HaH settings, drawing on the perspec-
tives of providers and patients. Presentations were delivered
by researchers from The University of British Colum-
bia’s Digital Emergency Medicine group and Calgary-based
providers from Alberta Health Services.

The session used the W3 (What? So What? Now What?)
Liberating Structure as a scaffold for reflective and action-ori-
ented dialogue. Participants first reflected individually before
joining breakout groups of 3 to 4 people for a facilitated
discussion. Guiding questions were as follows: (1) What key
components of safety within the HaH model stood out to you?
Why is this important? and (2) What improvements could
be implemented to ensure patient safety within HaH? The
breakout group conversations were guided by simple ground
rules to ensure respectful and inclusive engagement. After the
breakout sessions, participants returned to the main room and
submitted anonymous reflections using an online question
and answer (Q&A).

Workshop 3: Patient and Provider Experience
in HaH

Focusing on feedback and lived experiences, the third
workshop featured presentations from Fraser Health (British
Columbia), Calgary Zone Patient and Family Centered Care,
and Alberta Health Services. The speakers shared qualitative
insights and patient stories from their HaH programs.

The discussion activity again used W? (What? So What?
Now What?) to prompt reflective and generative dialogue.
Guiding questions were as follows: (1) Was the feedback
received from patients and providers different from what you
expected? and (2) How has your experience differed? After a
brief individual reflection, participants joined breakout rooms
for small group discussion and submitted their thoughts
anonymously through an online Q&A.

Workshop 4: Evaluation Practices in HaH

The fourth session addressed methods for evaluating HaH
services. Presentations were given by Fraser Health and the
Integrated University Health and Social Services Centre,
West Island (Quebec). The workshop used a modified version
of the 25/10 Crowdsourcing Liberating Structure to generate
and prioritize ideas. Participants were first asked to reflect
individually, then joined breakout groups of 3 to 4 people
for a facilitated discussion. The discussion question was as
follows: If you had unlimited resources, what key outcomes or
impacts would you prioritize evaluating in Hospital at Home
and why? Without influence from presenters or facilitators,
the participants discussed this question among themselves.
After reconvening, participants submitted their responses
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through an online Q&A and were invited to vote on other
responses to create a collective ranking of the top evaluation
priorities.

Workshop 5: Communication in HaH

The final workshop focused on communication strategies
and challenges in HaH programs. The speakers represented
Island Health (a health authority on Vancouver Island, British
Columbia) and Vancouver General Hospital (a teaching
hospital in British Columbia).

The session used the Wise Crowds Liberating Struc-
ture, which allowed participants to collaboratively consult
on a real-world challenge. The discussion scenario presen-
ted was as follows: A patient is receiving care at home,
but there are multiple healthcare providers (e.g., doctors,
nurses, therapists) involved. The communication between the
providers is inconsistent, leading to confusion over medica-
tion schedules, care plans, and treatment adjustments. What
protocols can be put in place to streamline communication
and reduce confusion?

In small breakout groups, participants acted as ‘“consul-
tants” to propose strategies for improving interprofessional
communication in HaH. The ideas were captured using an
online poll and Q&A.

Recruitment

The workshops were open to the public. Workshop partic-
ipants were recruited online via snowball and social sam-
pling through the Canada Health Infoway Canadian Hospital
at Home Community of Practice [20,28,29]. Recruitment
materials were also posted on internal chats and event boards
and distributed through email and LinkedIn to external health
organization partners and networks of the HaH Working
Group, Fraser Health, and The University of British Colum-
bia. Participation was voluntary, and attendees were asked
to indicate their primary role and organization when they
registered and joined 1 or more sessions based on their
interest and availability. Before each discussion, participants
were reminded of the voluntary nature of the activity and their
right to withdraw at any time.

The observers and workshop presenters were recruited
through Healthcare Excellence Canada and Fraser Health
using purposive sampling to ensure we recruited individuals
with diverse knowledge and experience of the HaH model in
Canada [30].

Data Management and Analysis

Three types of qualitative data were included in the analysis:
1. Presentation content: Speaker presentations were audio
recorded and video recorded. The presentations shared
data on existing HaH models and provided contextual
and descriptive information. Presentations were coded
and analyzed as a data source to enrich interpretation;
we explored convergence and divergence across data
sources. Presentation content was not used to validate,
privilege, or discount workshop or observer perspec-
tives, nor to support reflection or interpretation more
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than other data sources but rather to support inter-
pretive depth and reflexive analysis. This approach
allowed the research team to identify areas of alignment
and tension without constraining insights or compro-
mising the Liberating Structures facilitation approach.
Patient experiences were described through a combina-
tion of provider-reported accounts, observer reflections,
patient-reported data presented within the workshops,
and workshop participant responses.

2. Observer reports: Three observers independently
documented written qualitative reflections for each
workshop in the series. Reflections focused on session
content, emergent themes, and implications from the
lens of the observer’s domain expertise.

3. Workshop participant contributions (polling and
Q&A responses): Participants engaged in interactive
discussions using Liberating Structures and submitted
individual or group reflections via the electronic polling
platform Slido.

Analytical Approach

Data were analyzed using reflexive thematic analysis
following Braun and Clarke’s 6-phase framework [31,
32]. This approach emphasizes iterative coding, reflexive
interpretation, and the development of themes grounded in
the data. All data sources (workshop recordings, presentation
transcripts, polling and Q&A responses, and observer reports)
were first reviewed in full by 2 researchers (TM and QH)
to support familiarization. An initial round of open coding
was then conducted independently on a subset of the data
to identify meaningful data excerpts relevant to the research
aim.

Preliminary codes generated during this stage were
compared and discussed to develop a shared coding frame-
work. This framework comprised the following:

* Deductive codes, which were informed by the domains
reflected in workshop topics (eg, safety, communica-
tion, and evaluation). Deductive codes were used as
sensitizing concepts to support early data organization.

* Inductive codes, which were generated directly from
the data to capture concepts that were not represented in
the initial structure.

The coding framework was applied to the full dataset
and iteratively refined through ongoing coding, discussion,
and comparison. Data were not constrained to preexisting
categories, and new codes were added, and existing codes
were revised, as needed, to reflect the breadth and complexity
of the dataset.

Coding was conducted across and within workshop
datasets. Initially, data from each workshop were coded to
capture context-specific patterns. Subsequently, codes were
compared across workshops to identify recurring patterns and
areas of conceptual overlap. Related codes were grouped
into broader categories, which were further developed into
themes that spanned multiple workshops. Themes were
generated through an iterative process of reviewing coded
data, developing candidate themes, and refining themes to
ensure internal coherence and distinction between the themes.
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Throughout the analysis, the research team engaged in
regular discussions to reflect on coding decisions, resolve
differences in interpretation, and refine the developing
thematic structure. This process supported analytic rigor and
reflexivity.

Results

Overview

Ninety-one unique participants (excluding facilitators,
speakers, and observers) attended the workshop series (Table
2). Forty-one (45%) were from British Columbia, 15 (17%)

Magel et al

from Ontario, 9 (10%) from Quebec, 8 (9%) from Alberta,
5 (6%) from Nova Scotia, 2 (2%) from Saskatchewan, and 2
(2%) from New Brunswick. Among all attendees, 52 (57%)
held administrative or management positions at the time of
the workshops (eg, consultant, program coordinator, manager,
and director), 24 (26%) served in clinical roles (eg, physician,
nurse, resident, and clinical leader), 4 (4%) were students, and
1 (1%) was a patient.

We constructed three major themes from the data: (1)
making HaH work for health care systems, (2) making HaH
work for its people, and (3) making HaH better now and in
the future (Figure 1).

Table 2. Hospital at Home workshop 1-5 participants demographic data (N=91)*.

Workshop 3:
Workshop 1: Workshop 2: patient and Workshop 4: Workshop 5:
introduction safety (n=34),n  provider (n=37), evaluation communication
Characteristics Participants, n (%) (n=40), n (%) (%) n (%) (n=25), n (%) (n=17), n (%)
Location
British Columbia 41(45) 22 (55) 17 (50) 17 (46) 12 (48) 7 (41)
Alberta 8(9) b 1(3) 5(14) 1(4) 1(6)
Saskatchewan 2(2) — 1(3) 2(5) 1(4)
Ontario 15(17) 11 (28) 6(13) 4(11) 3(12) 2(12)
Quebec 9 (10) 3(8) 4(12) 5(14) 2(8) —
Nova Scotia 5(6) — — — — 5(29)
New Brunswick 2(2) 2(5) 2 (6) — 1(4) 1(6)
Unknown 9 (10) 2(5) 3(9) 4(11) 5(20) 1(6)
Role
Administrative 52 (57) 26 (65) 22 (65) 24 (65) 11 (44) 11 (65)
Clinical 24 (26) 9(23) 9 (26) 6 (16) 6 (24) 3(12)
Student 4 (4) 3(8) 13) 2(5) 1(4) 1(6)
Patient 1(1) — — — — 1(6)
Unknown 10 (11) 2(5) 2(6) 5(14) 7(28) 1(6)

2The total number of participants does not reflect individuals who attended more than one workshop.

bNot applicable.
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Figure 1. Hospital at Home (HaH) summary for knowledge users (ie, patients, clinicians, and the public) demonstrating themes and subthemes
related to how HaH works; the benefits and challenges for patients, caregivers, and providers; and building for the future.
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Theme 1: Making HaH Work for Health
Care Systems

Collaboration and Communication

The delivery of around-the-clock HaH care required a high
degree of coordination and meaningful collaboration across
care teams and subspecialties. This was noted as a “pretty
important...prerequisite” (workshop 2 participant) of the
program and required care teams to “stay in close touch with
each other” (workshop 5 participant):

[S]takeholder collaboration is really important between
departments. [Workshop 2 participant]

Clear communication was also seen as fundamental
to delivering “safe, smooth, and effective” (workshop 2
participant) care and was instrumental to the success of HaH.
Patients were noted as wanting “clear communication and
easy access to their health care team” (workshop 2 partic-
ipant) for safety and for managing uncertainty. However,
communication was also viewed as complex and an area
for improvement. Some subspecialty providers struggled with
knowing how to reach the “patient or the Hospital at Home
team” (workshop 5 participant), creating barriers to schedul-
ing procedures and providing the best care. HaH required
clear communication to ensure care providers from inter-
disciplinary departments were aware of treatment changes
or developments. Differing understandings of what HaH is

https://www jmir.org/2026/1/e88921

across subspecialties were also seen as barriers to buy-in and
referral to the program:

By focusing [on] collaboration, clear communication,
support, responsiveness, learning from real experience,
we can better ensure hospital at home continues to
improve patient care and healthcare system efficiency.
[Workshop 2 participant]

Efficient workflows were also highlighted as an impor-
tant component of coordinating between different hospital
departments and accommodating hybrid care. This was
important for mitigating provider perceptions that HaH
increased “demand on [provider] resources” (workshop
2 participant) or workload. Some strategies adopted to
manage workflow challenges included monthly meetings with
leadership and regular community-based team huddles and
continuous evaluation of daily resources to ensure workflows
were fit-for-purpose:

Providers spoke about the need for streamlined
workflows, real-time monitoring, and patient-repor-
ted outcomes to ensure quality and accountability.
[Observer 2]

The “hub-and-spoke” (workshop 5 participant) model, in
which physicians provided remote care to patients via virtual
platforms and coordinated with the community-based nursing
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teams (or paramedics) who provided daily in-person patient
visits, was highlighted. The hub-and-spoke model was noted
as helping to remove the barriers of requiring physicians to
make at-home visits.

Concerns About Implementation

Safety concerns were centered around treating at a distance
and ensuring appropriate access to and communication with
care teams. Medication was also a focus of safety, which
included the administration and titration of patient medica-
tions from a distance and patient noncompliance. Accessibil-
ity of care teams in rural and remote settings was raised as
a concern, as were secure environments and “contingency
plans” (observer 2) in the event of a power failure or an
emergency:

[A]dditional measures like medication adherence,
safety incidents, and care coordination effectiveness
should also be examined to link to clinical and care
delivery outcomes. [Observer 1]

Clear communication around accessing support when
needed. What do I do if I cannot get a hold of anyone?
[Workshop 1 participant]

The need to better understand the “longer-term safety
and health outcomes” (observer 1) of HaH was also highligh-
ted. There were questions about the efficacy of HaH and
how “results compare[d] to those of patients admitted to
brick-and-mortar units only” (workshop 4 participant). The
admission process and whether patients would have to wait
to be admitted to HaH again if they required acute care after
discharge were also questioned:

How do HAH outcomes compare to other Remote
Patient Monitoring (RPM) models of care? [Workshop
4 participant]

Concerns were raised about care providers navigating new
technology and ensuring that providers were “sufficiently
competent to provide care, and support patients' navigation”
(observer 1). Further training was noted as being needed to
“improve [the] technical tools and skills of staff” (workshop
3 participant). Integration of differing technologies was seen
as a way to offer diverse types of virtual care and create
“additional capacity and resilience” (workshop 1 participant)
for organizations. Integrating technologies, including artificial
intelligence, was seen as a way to potentially streamline
interactions with patients, making clinical encounters more
efficient.

Theme 2: Making HaH Work for Its
People
Providers and Staff

A high degree of support for and satisfaction with the HaH
program was noted from the provider data. The quality of
care provided by HaH was seen as “excellent” (workshop 3
participant), offering flexibility and an alternative to typical
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shift work and a way to avoid “burnout” (observer 3). The
HaH program minimized hassle and allowed providers to
effectively monitor patients:

[...] from a provider perspective, hassle was minimized.
[...Jthere were efficient coordination systems in place,
allowing [providers] to monitor patients effectively
without excessive administrative burdens. [Workshop 2
participant]

On the other hand, HaH models may also add more
“complexity and uncertainty” (workshop 5 participant),
require more planning and “longer encounter times” (observer
1) than traditional health care models where patients are
admitted to the hospital. HaH could also place a greater
burden on staff, with many “bearing the tech[nology] support
burden” (observer 1). Additionally, increased staff turnover
was flagged as a concern, noting the need for a “longitudinal
understanding” (observer 1) of staffing needs for health care
providers to ensure HaH is successful:

A new healthcare model cannot be sustainable if the
providers delivering the care are overworked and/or
under-equipped. [Observer 3]

Providers were generally seen as having to take on IT
support and troubleshooting responsibilities in the absence of
a 24/7 technology support team. Concerns were raised about
placing the brunt of troubleshooting on staff and increas-
ing provider workloads. High levels of provider on-the-job
learning and the addition of “a lot more complexities in a
virtual unit” (workshop 3 participant) were noted:

Sites with positive experience with patients having
tech[nology] support work out well for them. The
counter to that is it’s our staff. It’s our clinical bodies
that are essentially having to make sure that patients
don't feel the frustrations about the technology, but
they're kind of wearing it themselves. [Workshop 3
participant]

Patients and Caregivers

Across data sources, the care delivered through HaH was
perceived to be of high quality, with some noting that it was
described as “better than or the same as inpatient level care”
(workshop 2 participant). Perceived benefits associated with
receiving care at home, including the potential of being at
home to “reduce recovery time” (workshop 2 participant)
and improved health-related quality of life, as discussed
during workshop presentations and group dialogue, were also
identified. Being at home was described as allowing patients
to “be close to [their] family” (workshop 1 participant) and
receive care in a familiar and comfortable environment. HaH
was also characterized as less disruptive and as supporting
care with “dignity” (observer 2) while reducing exposure to
hospital-based risks such as infection:
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Receiving care in the comfort of my own home. -
Reduced risk of being infected by viruses, etc. in the
hospital environment. [Workshop 1 participant]

Technology was generally discussed positively, with
confidence in its use and in the security of personal health
information reported. At the same time, the need for clear
protocols in the event of an emergency, including concerns
about “struggling to reach someone during critical moments”
(workshop 2 participant), was emphasized. The need for
caregiver supports to be built into future HaH models was
discussed, with potential compensation for caregivers who
were absorbing additional roles. It was noted that the HaH
program could heap additional stress on caregivers and family
members who “take on extra roles in [providing] care”
(workshop 1 participant) and who otherwise would have had
“a break” (workshop 2 participant) while their loved one was
in hospital:

[...] the acknowledgement of how HaH can increase
responsibilities of family members. This feedback is
important to keep in mind with this shift in healthcare;
HaH can empower families, but it requires thorough
preparation and ongoing support to avoid caregiver
burnout. [Observer 3]

Patient-centered care and patients being “involved in their
care decisions” while being “treated with dignity and respect”
(workshop 3 participant) were highlighted as important pillars
of HaH. These included patients feeling heard, “meeting
expectation[s], ... reliability, [and] ensuring [that] what was
promised in hospital at home was delivered” (workshop 2
participant). Providing patient-centered care also extended to
providers and ensuring their well-being when delivering care
within the HaH program:

This gave a deeper appreciation for how patient-cen-
tered the Hospital at Home model truly is. [Observer 3]

Theme 3: Making HaH Better Now and in
the Future

Now

Evaluation and interest holder feedback were considered
critical components in continuously improving the HaH
program and ensuring patients feel safe and heard. The need
for “rapid cycle feedback” (workshop 2 participant) that
included feedback on areas for improvement and safety from
health care providers and input from patients and caregivers
was noted.

Systematic approaches to evaluating HaH and a need
for national standards (eg, charting methods, language, and
evaluation outcomes) to ensure consistency across interdisci-
plinary professions were stressed as important requirements
for HaH. Standards for technological training were also
flagged, highlighting the need for more clarification on “how
clinicians [were] trained” (observer 1) and how training was
received in HaH settings:
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Subspecialties can sometimes have a different idea
of what Hospital at Home is and what it can do...
it’s interesting that different people will have differ-
ent understandings of the same thing. [Workshop 5
participant]

More information about how the HaH model aligned with
“health system priorities” (workshop 4 participant) and the
total cost was important in assessing the return on investment
for the program. In the current health care budget crisis,
budget limitations were flagged as an important consideration
in the long-term “economic sustainability” (observer 1) and
“fiscal cost” (workshop 1 participant) of HaH. How organiza-
tions with limited budgets might implement similar models
and whether resource allocation was being considered for
rural and remote communities were also questioned.

Ensuring that there is consideration of the efficiency
and fiscal cost of the model. What patient populations
can be looked after as efficiently or more efficiently in
HaH compared to the hospital? [Workshop 1 partici-
pant]

In the Future

More information was desired on how HaH could be adapted
to different populations. The need for equitable access (eg,
transportation, medication costs, and digital literacy) for
“rural and resource-limited areas” (observer 3) was also
highlighted. The hybrid nature of the model was noted
as resulting in a “geographic catchment area” that limited
“the distance that [care teams] can be from [their] patients”
(workshop 5 participant):

One concern [...] was equitable access. While HaH
could be transformative, rural and resource-limited
areas may not have the access that is needed for this
model to be successful. [Observer 3]

Health equity, access, and “who is being excluded from
these programs” (observer 1) were raised as important points
for future iterations of the HaH model to consider and
address. Adapting HaH to suit specific populations (eg,
children or older people) and to guarantee equitable access to
“specialists outside the HaH program” (workshop 1 partic-
ipant), as well as culture, language, and privacy in home
environments of different cultures and backgrounds were seen
as important:

I think discussions around equity and access, partic-
ularly addressing the needs of patients from diverse
cultural and linguistic backgrounds, need to be
addressed. [Observer 2]

The importance of spreading awareness about HaH and
sharing findings and publications to support learning or
implementation was underscored. In building their own HaH
model, it was helpful to build “off the work and learning of
others” and “not start from scratch” (workshop 4 participant):

J Med Internet Res 2026 | vol. 28 1 88921 | p. 9
(page number not for citation purposes)


https://www.jmir.org/2026/1/e88921

JOURNAL OF MEDICAL INTERNET RESEARCH

It is essential that we share and publish our experiences
and research so others can learn from it too. [Work-
shop 5 participant]

Future iterations and evaluations of HaH were seen as
benefiting from the representation of patient and caregiver
voices. Engaging patients and caregivers early and often
and considering “different ways of getting people’s feed-
back” (workshop 4 participant), including using accessible
language, was seen as important for ensuring that evalua-
tions of HaH resonated with audiences. The importance of
transparent discussions about the costs of HaH to the health
system when considering future expansion was also noted:

[...] patients, caregivers, and providers each see
different benefits and challenges, and [...] these
perspectives must all be integrated if HaH is to
succeed. [Observer 2]

Discussion

Principal Findings

Our findings highlighted three main themes related to HaH
models: (1) making HaH work for health care systems, (2)
making HaH work for its people, and (3) making HaH better
now and in the future. While HaH was viewed as a safe,
patient-centered alternative to inpatient care, its success and
sustainability depend on coordinated system design, clear
governance, and equity-focused implementation strategies. As
Canada continues to navigate increasing demand and burden
on its health care system, HaH offers a model that might
alleviate some pressures and ensure timely access to care.
We took a community engagement approach to examining
HaH programs across Canada. We conducted the workshops
as a participatory engagement initiative to better understand
the public perception of HaH within the Canadian health
care system, to increase awareness about the program, and
to identify how innovation and collaboration could expand
across health care systems. We explored national HaH models
from different communities and examined interest holder
awareness of, and the perceived barriers to and facilitators
of, implementing HaH. Aligning with previous literature,
our findings highlighted the need for clear communication,
hospital infrastructure, provider training, and digital literacy
considerations [4,7,33]. We extend previous evidence by
highlighting the need to better consider equity, caregiver
and physician burdens, and embedding patient and caregiver
voices when developing HaH models (Figure 1).

Strengthening Governance and
Coordination

Participants were looking for clear governance, national
standards, and consistent definitions of HaH. They desired
standards for HaH health care providers and models to
promote consistency across programs. Developing national
standards could support health care organizations to adopt
HaH, without the added burden of each organization
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separately investing in programs and trialing various
iterations of the HaH model. The existing HaH network via
Canada Health Infoway could be engaged to catalyze national
coordination across Canada. Learning from what others have
done in the Canadian context could expedite the expansion of
HaH models around the world and could enhance consis-
tency across programs by developing Canadian guidelines for
clinical governance, safety, and evaluation. An assessment of
the feasibility and impact of developing a pan-Canadian HaH
network is warranted in the future.

Building Workforce Capacity

Given the emphasis on multidisciplinary collaboration and
technology use, national investment in HaH-specific training,
digital competencies, and interprofessional education will
be essential to advancing HaH in Canada. Current HaH
models could benefit from boosting provider training to
support HaH-specific care and technological competency.
Upfront investment in training can help mitigate downstream
interruptions to workflow and on-the-job learning curves [7].
This includes investment in training support staff, such as
paramedics, to fill personnel gaps and coordinate care [33].
The remote nature of HaH also requires diligent, coordinated
care and clear communication to ensure providers are aligned
when it comes to a patient’s treatment. Regular team check-
ins can help providers coordinate care, boost timeliness, and
reduce workload barriers [34]. Care teams that prioritized
team communication, via team huddles or meetings, were also
able to streamline workflows and reduce burden on HaH staff
[34].

Integrating Digital Infrastructure and
Technology Support

Future HaH models will need to integrate appropriate
training, ensure equitable digital health infrastructure, and
implement user-friendly virtual platforms. Reliable technol-
ogy and 24/7 support were viewed as foundational to
delivering safe HaH. While comfortable with technology,
patients were concerned about an overreliance on technology
and the risk of technological failure during an emergency.
Assessing and supporting the digital literacy of patients could
be integrated into HaH models to help mitigate some of these
concerns.

There is limited information on emergency response in
HaH settings. Some home care programs have implemented
disaster response protocols that include writing emergency
plans tailored to each patient, as the patient is enrolled in
the program [35,36]. As the use of remote monitoring tools
expands with the growth of artificial intelligence, hospi-
tal workflows will need to plan for and provide appropri-
ate training for patients, particularly for older adults and
resource-limited populations [37-39], on how to respond to
a technology failure. Health care providers reported feeling
comfortable with technology but often found themselves
taking on the role of IT support for patients. Regular training
and integrating specialized technology support teams could
help to offset the additional workload of care providers.
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Embedding Patient and Caregiver Voices

Co-designing new HaH models with patients and caregiv-
ers was considered important to ensure safety, equity, and
trust, particularly as care responsibilities shift into the home.
Patients and caregivers want to be involved in and provide
feedback on how care is delivered. Increasing caregiver
burdens have been noted as barriers to HaH uptake by
patients [40]. HaH models can shift a large burden of care
to caregivers, who might find themselves taking on the lion’s
share of responsibility for coordinating care [41]. Partici-
pants emphasized the need for additional caregiver supports,
including considering financial compensation, in mitigating
the additional responsibilities and stress. While Canada offers
employment insurance for family caregivers of adults, this
coverage is only for a maximum of 15 weeks and is only
offered to those who provide support for family members
who are critically ill or in need of end-of-life care [42].

HaH is often not available to people who live alone or
whose family is not in agreement about taking on caregiving
responsibilities [43]. A large component of HaH’s success is
in ensuring buy-in from caregivers and providers who may be
more inclined to refer a patient if both patient and caregiver
concerns have been addressed. Future iterations of HaH need
to factor in caregiver perspectives or explore options for
integrating at-home care supports.

Addressing Equity and Access

To avoid perpetuating inequities, people who are implement-
ing HaH in Canada must account for the country’s geography
and diversity, including rural and Indigenous communities,
varying digital literacy, and addressing cultural considera-
tions. This includes explaining HaH in culturally sensitive
terms and ensuring that it resonates with patients [44].
Distance from the hospital is also a barrier to providing
equitable services [43]. Some researchers suggest that HaH
should not be offered to those who are more than 40 km (25
miles) from an emergency department [45]. However, this
approach is not feasible in rural and remote communities that
may not have a local hospital.

Intermittent internet connection, adverse weather, and
challenging terrain, more often seen in rural and remote
locations, also create barriers to offering HaH. In the
United Kingdom, remote care has been led by nursing in
collaboration with volunteers from diverse communities to
deliver culturally sensitive care and support for patients [46].
However, for those receiving internet support with their care,
limited or no internet access after HaH has demonstrated
increases in readmission and mortality [47]. Given chal-
lenges in access to family medicine and nursing in Canada,
providing safe HaH in remote communities may require new
and creative approaches [48,49]. Providers of HaH must
engage with rural and remote communities to better under-
stand how HaH can be adapted to meet their needs [50].

Strengths and Limitations

A strength of this study was its participatory and multimo-
dal approach to data collection and analysis. We analyzed
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data from complementary sources, engaging in national
workshops, with presentations and reflection sessions, to
gather a comprehensive understanding of HaH. Our study
highlighted the importance of using technology to support
care delivery and safety, ensuring health care providers are
technologically competent, and identifying the hub-and-spoke
model as advantageous for coordinating care. Our approach
meant we could triangulate perspectives from providers,
administrators, patients, and caregivers to explore operational
and experiential dimensions of HaH beyond the academic
literature. Observers systematically documented reflections
without influencing the discussion, contributing an additional
layer of interpretation that enhanced reflexivity and methodo-
logical rigor.

Our study design and analytic approach also strengthened
the credibility and transferability of findings. The workshop
format encouraged open dialogue and co-interpretation of
themes, while the formal presentations and written reflections
provided structured, detailed accounts of program implemen-
tation.

The limitations of our work largely stem from findings
being biased toward provider and health care authority
perspectives and experiences. These perspectives may have
biased the discussions toward system efficiency, expansion,
and cost measures. Some participants had incomplete data
(ie, did not complete the “role” question on our demo-
graphic form). It is possible that these participants had
important perspectives that were not fully reflected in the
captured data. Workshops were delivered online to primar-
ily urban audiences (a high proportion of whom were
in British Columbia) and may not have adequately cap-
tured the barriers experienced by HaH programs offered
in more rural and remote settings. Given the lack of
representation from patients, caregivers, and those from
rural locations, conclusions drawn from this work may be
missing important perspectives and considerations for those
receiving and delivering HaH care. These considerations
are further explored in the Discussion section in relation
to equity, access, and digital infrastructure. Additionally,
while fostering relationship building and mutual understand-
ing across participants was an important engagement goal
of the workshops, these were features of the engagement
approach that were used to support inclusive dialogue and
data generation, rather than outcomes evaluated in this study.

The voices of people with low digital literacy or poor
internet coverage may not be represented, and instead, the
perspectives of the “early adopter” of HaH who has the
income and means to engage with technology may be
overrepresented. The time of day the workshops were held
may also have impacted who could attend. Those with
inflexible work schedules or without the luxury of taking time
out for a workshop may have been unable to attend. However,
given the nascent state of HaH in Canada, our results present
an opportunity to start contributing to the literature on the
HaH model of care.
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Conclusions Our work amplifies community voices and perceptions of the
HaH model in Canada. We offer pragmatic suggestions for
how current HaH programs are received and how they can be
improved for future expansion.

Strengthening interdisciplinary and team coordination,
integrating patient and caregiver voices, addressing equity,
and supporting workforce capacity and technology use were
all identified as key components of successful HaH models.

Acknowledgments

We would like to thank the community-based partners who participated in our Hospital at Home workshops and Canada Health
Infoway for providing the Zoom platform and their promotion of the Hospital at Home workshops. We acknowledge the
contributions of the 3 study observers, the Hospital at Home Working Group, and the following workshop presenters: Ghazwan
Altabbaa, Farah Visram, Megan Williams, and Juhina El-Hajj from Alberta Health Services; Erin Cook, Michelle Kosikowski,
and Kim Gartshore from Integrated University Health and Social Services Centre Ouest de L'ile de Montreal; Radhika Khosla
and Chelsea Stunden from Fraser Health; Shauna Tierney and Sean Spina from Island Health; Helen Novak Lauscher, Kendall
Ho, and Aida Hassani from The University of British Columbia's Digital Emergency Medicine Unit; Iain McCormick from
Vancouver General Hospital; Michelle Grinman from the University of Calgary.

Funding

This work was supported by a Connection Grant from the Social Sciences and Humanities Research Council of Canada (grant
611-2023-1039).

Data Availability
The datasets generated or analyzed during this study are available from the corresponding author on reasonable request.

Authors’ Contributions

All authors met the International Committee of Medical Journal Editors criteria for authorship.

All authors contributed to the conception, design, and interpretation of the work. MM, MMP, and CA contributed to the
methodology. TM and QH performed data collection and analysis. All authors made substantial contributions to drafting and
revising the work.

Conflicts of Interest
None declared.

Multimedia Appendix 1

Observer instructions.
[DOCX File (Microsoft Word File), 22 KB-Multimedia Appendix 1]

References

1. Waiting times for health services: next in line. OECD; 2020. [doi: 10.1787/242e3c8c-en]

2. Sartini M, Carbone A, Demartini A, et al. Overcrowding in emergency department: causes, consequences, and solutions-
a narrative review. Healthcare (Basel). Aug 25, 2022;10(9):1625. [doi: 10.3390/healthcare10091625] [Medline:
36141237]

3. Health workforce: overtime and staffing challenges in hospitals. Canadian Institute for Health Information. 2025. URL.:
https://www .cihi.ca/en/health-workforce-overtime-and-staffing-challenges-in-hospitals [Accessed 2025-11-11]

4.  Pandit JA, Pawelek JB, Leff B, Topol EJ. The hospital at home in the USA: current status and future prospects. NPJ
Digit Med. Feb 27, 2024;7(1):48. [doi: 10.1038/s41746-024-01040-9] [Medline: 38413704]

5. Reimer J. Commentary: canada’s health system has an accountability problem. Canadian Medical Association. Jan 2,
2025. URL: https://www .cma.ca/about-us/what-we-do/press-room/commentary-canadas-health-system-has-
accountability-problem [Accessed 2026-06-25]

6. Levine DM, Ouchi K, Blanchfield B, et al. Hospital-level care at home for acutely ill adults: a pilot randomized
controlled trial. J Gen Intern Med. May 2018;33(5):729-736. [doi: 10.1007/s11606-018-4307-z] [Medline: 29411238]

7.  Patel HY, West DJ. Hospital level care at home: an evolving model for comprehensive healthcare. Glob J Qual Saf
Healthc. Nov 2021;4(4):141-146. [doi: 10.36401/JQSH-21-4] [Medline: 37261225]

8.  Leff B, DeCherrie LV, Montalto M, Levine DM. A research agenda for hospital at home. J Am Geriatr Soc. Apr
2022;70(4):1060-1069. [doi: 10.1111/jgs.17715] [Medline: 35211969]

9.  Truong TT, Siu AL. The evolving practice of hospital at home in the United States. Annu Rev Med. Jan 29,
2024;75(1):391-399. [doi: 10.1146/annurev-med-051022-042210] [Medline: 37729030]

10. Bransgrove NJ, Porter JE, Peck B, Bishop J. Mapping hospital in the home models of care: a systematic review. J] Adv
Nurs. May 2025;81(5):2345-2353. [doi: 10.1111/jan.16639] [Medline: 39568165]

https://www.jmir.org/2026/1/e88921 J Med Internet Res 2026 | vol. 28 1 e88921 | p. 12
(page number not for citation purposes)


https://jmir.org/api/download?alt_name=jmir_v28i1e88921_app1.docx
https://jmir.org/api/download?alt_name=jmir_v28i1e88921_app1.docx
https://doi.org/10.1787/242e3c8c-en
https://doi.org/10.3390/healthcare10091625
http://www.ncbi.nlm.nih.gov/pubmed/36141237
https://www.cihi.ca/en/health-workforce-overtime-and-staffing-challenges-in-hospitals
https://doi.org/10.1038/s41746-024-01040-9
http://www.ncbi.nlm.nih.gov/pubmed/38413704
https://www.cma.ca/about-us/what-we-do/press-room/commentary-canadas-health-system-has-accountability-problem
https://www.cma.ca/about-us/what-we-do/press-room/commentary-canadas-health-system-has-accountability-problem
https://doi.org/10.1007/s11606-018-4307-z
http://www.ncbi.nlm.nih.gov/pubmed/29411238
https://doi.org/10.36401/JQSH-21-4
http://www.ncbi.nlm.nih.gov/pubmed/37261225
https://doi.org/10.1111/jgs.17715
http://www.ncbi.nlm.nih.gov/pubmed/35211969
https://doi.org/10.1146/annurev-med-051022-042210
http://www.ncbi.nlm.nih.gov/pubmed/37729030
https://doi.org/10.1111/jan.16639
http://www.ncbi.nlm.nih.gov/pubmed/39568165
https://www.jmir.org/2026/1/e88921

JOURNAL OF MEDICAL INTERNET RESEARCH Magel et al

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

Hospital in the Home. Queensland Health. 2025. URL: https://www .health.qld.gov.au/system-governance/policies-
standards/guidelines/hospital-in-the-home#scope [Accessed 2025-11-24]

Leff B, Burton L, Guido S, Greenough WB, Steinwachs D, Burton JR. Home hospital program: a pilot study. J Am
Geriatr Soc. Jun 1999;47(6):697-702. [doi: 10.1111/j.1532-5415.1999.tb01592 x] [Medline: 10366169]
Arsenault-Lapierre G, Henein M, Gaid D, Le Berre M, Gore G, Vedel 1. Hospital-at-home interventions vs in-hospital
stay for patients with chronic disease who present to the emergency department: a systematic review and meta-analysis.
JAMA Netw Open. Jun 1, 2021;4(6):e2111568. [doi: 10.1001/jamanetworkopen.2021.11568] [Medline: 34100939]
Shepperd S, Iliffe S. The effectiveness of hospital at home compared with in-patient hospital care: a systematic review. J
Public Health Med. Sep 1998;20(3):344-350. [doi: 10.1093/oxfordjournals.pubmed.a024778] [Medline: 9793901]
Leong MQ, Lim CW, Lai YF. Comparison of Hospital-at-Home models: a systematic review of reviews. BMJ Open. Jan
29,2021;11(1):e043285. [doi: 10.1136/bmjopen-2020-043285] [Medline: 33514582]

Shi C, Dumville J, Rubinstein F, et al. Inpatient-level care at home delivered by virtual wards and hospital at home: a
systematic review and meta-analysis of complex interventions and their components. BMC Med. Apr 2, 2024;22(1):145.
[doi: 10.1186/s12916-024-03312-3] [Medline: 38561754]

Wang X, Stewart C, Lee G. Patients’ and caregivers’ perceptions of the quality of hospital-at-home service: a scoping
review. J Clin Nurs. Mar 2024;33(3):817-838. [doi: 10.1111/jocn.16906] [Medline: 37817557]

Duong D. Could bringing the hospital home expand acute care capacity? CMAIJ. Feb 6, 2023;195(5):E201-E202. [doi:
10.1503/cmaj.1096035] [Medline: 36746482]

Crisci E. Hospital-at-home programs in Canada: challenges and pitfalls. CMAJ. May 8, 2023;195(18):E653. [doi: 10.
1503/cmaj.148441-1] [Medline: 37156554]

Canadian Hospital at Home. Canada Health Infoway. 2024. URL: https://infocentral.infoway-inforoute.ca/en/
collaboration/communities/hospital-at-home [Accessed 2025-11-06]

Lipmanowicz H, McCandless K. The Surprising Power of Liberating Structures: Simple Rules to Unleash a Culture of
Innovation. Liberating Structures Press; 2013. ISBN: 978-0615975306

Lipmanowicz H, McCandless K. Liberating Structures: including and unleashing everyone. 2013. URL: https://www.
liberatingstructures.com/ [Accessed 2025-11-24]

Capdarest-Arest N. Sharing COVID-19 experiences of health information and library professionals: an EAHIL
interactive workshop. J Eur Assoc Health Info Libr. 2022;18(4):8-11. [Accessed 2025-11-24] [doi: 10.32384/
jeahil18542]

Holskey MP, Rivera RR. Optimizing nurse engagement: using Liberating Structures for nursing professional practice
model development. J Nurs Adm. Sep 2020;50(9):468-473. [doi: 10.1097/NNA.0000000000000918] [Medline:
32826516]

Mahoney JS, Lewin L, Beeber L, Willis DG. Using Liberating Structures to increase engagement in identifying priorities
for the APNA Research Council. ] Am Psychiatr Nurses Assoc. Nov 2016;22(6):504-507. [doi: 10.1177/
1078390316663308] [Medline: 27519614]

Russo D, Storey MA. From passive to participatory: how Liberating Structures can revolutionize our conferences.
Commun ACM. Apr 1, 2026;69(4):28-31. [doi: 10.1145/3765705]

Patient partner compensation guidelines. Canadian Institutes of Health Research. 2022. URL: https://cihr-irsc.gc.ca/e/
53261 .html [Accessed 2025-12-11]

Leighton K, Kardong-Edgren S, Schneidereith T, Foisy-Doll C. Using social media and snowball sampling as an
alternative recruitment strategy for research. Clin Simul Nurs. Jun 2021;55:37-42. [doi: 10.1016/j.ecns.2021.03.006]
Klinke D, Jacobsen J, Dierse M, et al. Social media sampling is an effective way to access hard to survey populations
and low prevalence groups. Int J Soc Res Methodol. May 4, 2026;29(3):463-482. [doi: 10.1080/13645579.2025.
2564860]

Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful sampling for qualitative data
collection and analysis in mixed method implementation research. Adm Policy Ment Health. Sep 2015;42(5):533-544.
[doi: 10.1007/s10488-013-0528-y] [Medline: 24193818]

Braun V, Clarke V. Thematic analysis: a practical guide. In: Moradi H, Vaezi A, editors. Lessons Learned from Korea:
COVID-19 Pandemic. SAGE; 2021. URL: https://uk.sagepub.com/en-gb/eur/thematic-analysis/book248481 [Accessed
2024-09-22] ISBN: 9781473953239

Virginia B, Victoria C. Successful Qualitative Research: A Practical Guide for Beginners. SAGE Publications Ltd; 2013.
ISBN: 9781446281024

Zawada SK, Sweat J, Paulson MR, Maniaci MJ. Staff successes and challenges with telecommunications-facilitated
patient care in hybrid Hospital-at-Home during the COVID-19 pandemic. Health Care (Don Mills). 2023;11(9):1223.
[doi: 10.3390/healthcare11091223]

https://www.jmir.org/2026/1/e88921 J Med Internet Res 2026 | vol. 28 | 88921 | p. 13

(page number not for citation purposes)


https://www.health.qld.gov.au/system-governance/policies-standards/guidelines/hospital-in-the-home#scope
https://www.health.qld.gov.au/system-governance/policies-standards/guidelines/hospital-in-the-home#scope
https://doi.org/10.1111/j.1532-5415.1999.tb01592.x
http://www.ncbi.nlm.nih.gov/pubmed/10366169
https://doi.org/10.1001/jamanetworkopen.2021.11568
http://www.ncbi.nlm.nih.gov/pubmed/34100939
https://doi.org/10.1093/oxfordjournals.pubmed.a024778
http://www.ncbi.nlm.nih.gov/pubmed/9793901
https://doi.org/10.1136/bmjopen-2020-043285
http://www.ncbi.nlm.nih.gov/pubmed/33514582
https://doi.org/10.1186/s12916-024-03312-3
http://www.ncbi.nlm.nih.gov/pubmed/38561754
https://doi.org/10.1111/jocn.16906
http://www.ncbi.nlm.nih.gov/pubmed/37817557
https://doi.org/10.1503/cmaj.1096035
http://www.ncbi.nlm.nih.gov/pubmed/36746482
https://doi.org/10.1503/cmaj.148441-l
https://doi.org/10.1503/cmaj.148441-l
http://www.ncbi.nlm.nih.gov/pubmed/37156554
https://infocentral.infoway-inforoute.ca/en/collaboration/communities/hospital-at-home
https://infocentral.infoway-inforoute.ca/en/collaboration/communities/hospital-at-home
https://www.liberatingstructures.com/
https://www.liberatingstructures.com/
https://doi.org/10.32384/jeahil18542
https://doi.org/10.32384/jeahil18542
https://doi.org/10.1097/NNA.0000000000000918
http://www.ncbi.nlm.nih.gov/pubmed/32826516
https://doi.org/10.1177/1078390316663308
https://doi.org/10.1177/1078390316663308
http://www.ncbi.nlm.nih.gov/pubmed/27519614
https://doi.org/10.1145/3765705
https://cihr-irsc.gc.ca/e/53261.html
https://cihr-irsc.gc.ca/e/53261.html
https://doi.org/10.1016/j.ecns.2021.03.006
https://doi.org/10.1080/13645579.2025.2564866
https://doi.org/10.1080/13645579.2025.2564866
https://doi.org/10.1007/s10488-013-0528-y
http://www.ncbi.nlm.nih.gov/pubmed/24193818
https://uk.sagepub.com/en-gb/eur/thematic-analysis/book248481
https://doi.org/10.3390/healthcare11091223
https://www.jmir.org/2026/1/e88921

JOURNAL OF MEDICAL INTERNET RESEARCH Magel et al

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

Brody AA, Arbaje Al, DeCherrie LV, Federman AD, Leff B, Siu AL. Starting up a Hospital at Home program:
facilitators and barriers to implementation. J Am Geriatr Soc. Mar 2019;67(3):588-595. [doi: 10.1111/jgs.15782]
[Medline: 30735244]

Wyte-Lake T, Claver M, Dalton S, Dobalian A. Disaster planning for home health patients and providers. Home Health
Care Manag Pract. Nov 2015;27(4):247-255. [doi: 10.1177/1084822314567536]

Bell SA, Dickey S, Rosemberg MA. “You get three different hats on and try to figure it out:” home based care provision
during a disaster. BMC Nurs. Aug 31, 2021;20(1):155. [doi: 10.1186/s12912-021-00676-2] [Medline: 34461891]
Osonuga A, Osonuga AA, Fidelis SC, Osonuga GC, Juckes J, Olawade DB. Bridging the digital divide: artificial
intelligence as a catalyst for health equity in primary care settings. Int ] Med Inform. Dec 2025;204:106051. [doi: 10.
1016/j.ijmedinf.2025.106051] [Medline: 40706198]

Thomas J, Barraket J, Wilson C, et al. Measuring Australia’s digital divide: the Australian digital inclusion index 2018.
Swinburne. Jan 2018. [doi: 10.25916/SUT.26279578.V1]

Maita KC, Maniaci MJ, Haider CR, et al. The impact of digital health solutions on bridging the health care gap in rural
areas: a scoping review. Perm J. Sep 16, 2024;28(3):130-143. [doi: 10.7812/TPP/23.134] [Medline: 39135461]

Paulson N, Paulson MP, Maniaci MJ, Rutledge RA, Inselman S, Zawada SJ. Why U.S. patients declined hospital-at-
home during the COVID-19 public health emergency: an exploratory mixed methods study. J Patient Exp.
2023;10:23743735231189354. [doi: 10.1177/23743735231189354] [Medline: 37560532]

Chua CMS, Ko SQ, Lai YF, Lim YW, Shorey S. Perceptions of hospital-at-home among stakeholders: a meta-synthesis.
J Gen Intern Med. Feb 2022;37(3):637-650. [doi: 10.1007/s11606-021-07065-0] [Medline: 34363185]

EI caregiving benefits. Government of Canada. 2026. URL.: https://www .canada.ca/en/services/benefits/ei/caregiving.
html [Accessed 2026-03-18]

de Sousa Vale J, Franco Al, Oliveira CV, Araijo I, Sousa D. Hospital at Home: an overview of literature. Home Health
Care Manag Pract. May 2020;32(2):118-123. [doi: 10.1177/1084822319880930]

Kandola M, Wong E, Paquin R, et al. Designing for patient-centered care and equity in virtual Hospital-at-Home models:
quality improvement initiative using experience-based co-design. JMIR Hum Factors. Nov 5, 2025;12(1):€79679. [doi:
10.2196/79679] [Medline: 41191859]

Stevenson R, Angus R, Blanchard M. Intermediate care--Hospital-at-Home in chronic obstructive pulmonary disease:
British Thoracic Society guideline. Thorax. Mar 1, 2007;62(3):200-210. [doi: 10.1136/thx.2006.064931]

Glenister K, McGrath RL, O’Hagan R, Tse KC, Keast J, Aberdeen L. Facilitators and barriers to provision of hospital in
the home: does geographical location matter? A scoping review. BMC Health Serv Res. Jul 1, 2025;25(1):875. [doi: 10.
1186/s12913-025-12935-y] [Medline: 40598099]

Williams C, Paulson N, Sweat J, et al. Individual- and community-level predictors of Hospital-at-Home outcomes. Popul
Health Manag. Jun 2024;27(3):168-173. [doi: 10.1089/pop.2023.0297] [Medline: 38546504]

Access to primary care: many Canadians face challenges. Canadian Institute for Health Information. 2024. URL: https://
www .cihi.ca/en/primary-and-virtual-care-access-emergency-department-visits-for-primary-care-conditions/access-to-
primary-care-many-canadians-face-challenges [Accessed 2025-12-17]

Lavergne MR, Bodner A, Allin S, et al. Disparities in access to primary care are growing wider in Canada. Healthc
Manage Forum. Sep 2023;36(5):272-279. [doi: 10.1177/08404704231183599] [Medline: 37340726]

Atkinson G, Rai A, Wankah P, et al. The intersection of policy and health equity in primary health care: a policy scan of
3 Canadian provinces. J Prim Care Community Health. 2025;16:21501319251383598. [doi: 10.1177/
21501319251383598] [Medline: 41250283]

Abbreviations

HaH: Hospital at Home
Q&A: question and answer
REB: Research Ethics Board

Edited by Marie-Pierre Gagnon; peer-reviewed by Nels Paulson, Paul Holyoke; submitted 18.Dec.2025; final revised
version received 13.May.2026; accepted 01 Jun.2026; published 14.Jul 2026

Please cite as:

Magel T, Ho Q, Montenegro M, MacPherson M, Ardern CL

Guidance for Building Hospital at Home: Qualitative Descriptive Thematic Analysis of a Pan-Canadian Community
Participatory Workshop Series

J Med Internet Res 2026,28:e88921

https://www.jmir.org/2026/1/e88921 J Med Internet Res 2026 | vol. 28 | 88921 | p. 14

(page number not for citation purposes)


https://doi.org/10.1111/jgs.15782
http://www.ncbi.nlm.nih.gov/pubmed/30735244
https://doi.org/10.1177/1084822314567536
https://doi.org/10.1186/s12912-021-00676-2
http://www.ncbi.nlm.nih.gov/pubmed/34461891
https://doi.org/10.1016/j.ijmedinf.2025.106051
https://doi.org/10.1016/j.ijmedinf.2025.106051
http://www.ncbi.nlm.nih.gov/pubmed/40706198
https://doi.org/10.25916/SUT.26279578.V1
https://doi.org/10.7812/TPP/23.134
http://www.ncbi.nlm.nih.gov/pubmed/39135461
https://doi.org/10.1177/23743735231189354
http://www.ncbi.nlm.nih.gov/pubmed/37560532
https://doi.org/10.1007/s11606-021-07065-0
http://www.ncbi.nlm.nih.gov/pubmed/34363185
https://www.canada.ca/en/services/benefits/ei/caregiving.html
https://www.canada.ca/en/services/benefits/ei/caregiving.html
https://doi.org/10.1177/1084822319880930
https://doi.org/10.2196/79679
http://www.ncbi.nlm.nih.gov/pubmed/41191859
https://doi.org/10.1136/thx.2006.064931
https://doi.org/10.1186/s12913-025-12935-y
https://doi.org/10.1186/s12913-025-12935-y
http://www.ncbi.nlm.nih.gov/pubmed/40598099
https://doi.org/10.1089/pop.2023.0297
http://www.ncbi.nlm.nih.gov/pubmed/38546504
https://www.cihi.ca/en/primary-and-virtual-care-access-emergency-department-visits-for-primary-care-conditions/access-to-primary-care-many-canadians-face-challenges
https://www.cihi.ca/en/primary-and-virtual-care-access-emergency-department-visits-for-primary-care-conditions/access-to-primary-care-many-canadians-face-challenges
https://www.cihi.ca/en/primary-and-virtual-care-access-emergency-department-visits-for-primary-care-conditions/access-to-primary-care-many-canadians-face-challenges
https://doi.org/10.1177/08404704231183599
http://www.ncbi.nlm.nih.gov/pubmed/37340726
https://doi.org/10.1177/21501319251383598
https://doi.org/10.1177/21501319251383598
http://www.ncbi.nlm.nih.gov/pubmed/41250283
https://www.jmir.org/2026/1/e88921

JOURNAL OF MEDICAL INTERNET RESEARCH Magel et al

URL: hitps://www .jmir.org/2026/1/e88921
doi: 10.2196/88921

© Tianna Magel, Quynh Ho, Maria Montenegro, Megan MacPherson, Clare Ardern. Originally published in the Journal
of Medical Internet Research (https://www.jmir.org), 14.Jul.2026. This is an open-access article distributed under the terms
of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work, first published in the Journal of Medical Internet
Research (ISSN 1438-8871), is properly cited. The complete bibliographic information, a link to the original publication on
https://www.jmir.org/, as well as this copyright and license information must be included.

https://www.jmir.org/2026/1/e88921 J Med Internet Res 2026 | vol. 28 188921 | p. 15
(page number not for citation purposes)


https://www.jmir.org/2026/1/e88921
https://doi.org/10.2196/88921
https://www.jmir.org
https://creativecommons.org/licenses/by/4.0/
https://www.jmir.org/
https://www.jmir.org/2026/1/e88921

	Guidance for Building Hospital at Home: Qualitative Descriptive Thematic Analysis of a Pan-Canadian Community Participatory Workshop Series
	Introduction
	Background
	Global Evidence on HaH Models
	The Canadian Context

	Methods
	Study Design
	Ethical Considerations
	Workshop Format and Structure
	Recruitment
	Data Management and Analysis
	Analytical Approach

	Results
	Overview
	Theme 1: Making HaH Work for Health Care Systems
	Theme 2: Making HaH Work for Its People
	Theme 3: Making HaH Better Now and in the Future

	Discussion
	Principal Findings
	Strengthening Governance and Coordination
	Building Workforce Capacity
	Integrating Digital Infrastructure and Technology Support
	Embedding Patient and Caregiver Voices
	Addressing Equity and Access
	Strengths and Limitations
	Conclusions



