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Abstract

Background: Individuals aged 65 and older face unique barriers to adoption

of telehealth, and the coronavirus disease 2019 pandemic has provided a “nat-
ural experiment” in how to meet the health needs of older patients remotely.

Physician perspectives on practical considerations surrounding telehealth

adoption, motivations of use, and reasons for nonuse are necessary to inform

the future of healthcare delivery. The objective is to understand the experi-

ences of physicians using telemedicine for older patients.

Methods: From September to November 2020, we conducted 30-min semi-

structured interviews using purposeful sampling to identify and enroll partici-

pants from diverse settings. We included 48 U.S.-based physicians (geriatrician,

n = 18, primary care, n = 15, emergency, n = 15) from all geographic regions,

rural–urban and academic/community settings. Audio-recorded interviews were

professionally transcribed and analyzed using framework analysis. Major themes

and subthemes were identified.

Results: Participants had a median (interquartile range) age of 37.5 (34–44.5),
27 (56%) were women. Five major themes emerged: (1) telehealth uptake was

rapid and iterative, (2) telehealth improved the safety of medical care, (3) use

cases were specialty-specific (for geriatricians and primary care physicians

telehealth substituted for in-person visits; for emergency physicians it primar-

ily supplemented in-person visits), (4) physicians altered clinical care to over-

come older patient barriers to telehealth use, and (5) telehealth use among

physicians declined in mid-April 2020, due primarily to patient needs and

administrator preferences, not physician factors.

Conclusion: In this qualitative analysis, physicians reported a rapid, iterative

uptake of telehealth and attenuation of use as coronavirus disease 2019 preva-

lence declined. Physician experiences during the pandemic can inform inter-

ventions and policies to help buoy telehealth for ongoing healthcare delivery

and ensure its accessibility for older Americans.
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INTRODUCTION

In March 2020, many U.S. physician offices were closed,
hospitals reduced nonessential healthcare services,1 and
emergency department (ED) patient volumes plummeted.2

The abrupt reduction in in-person healthcare services dur-
ing the coronavirus disease 2019 (COVID-19) pandemic
resulted in an unplanned and unexpected boon for
telehealth,3–5 whereby the growth of telemedicine offset
two-thirds of the decline in in-person visit volume.5 Older
adults are disproportionally affected by COVID-196 and
may face the greatest challenges with telehealth, yet little
is known about how physicians commonly caring for these
patients—geriatricians, primary care physicians (PCPs),
and emergency medicine (EM) physicians—met their
health needs when in-person visits declined.

Older adults face unique barriers to adoption of
telehealth including access, design challenges, privacy
and trust concerns, and cost.7 In 2018, 38% of older
Americans were not ready for video visits, and only 80%
could handle a telephone visit due to inexperience with
technology, physical disability, dementia, or difficulty
hearing or communicating.8 However, older adult tech-
nology use has increased in recent years9; older adults
who own smartphones doubled between 2011 and 2016
from 35% to 77%, and 67% reported using the internet in
2016.10 Younger, wealthier, and healthier older persons
are more likely to use technology.10,11 Computer and
internet adoption by older adults is also influenced by
perceived usefulness, ease of use, and self-efficacy.12,13

Technology training programs can increase adoption
among older adults by addressing self-perceived capacity
and motivations to use technology.14 With growing tech-
nology use among geriatric patients, researchers and cli-
nicians have called for a digital transformation of the
healthcare delivery system.

Previous studies on telehealth adoption among older
adults have focused on the effectiveness of home
telehealth programs in chronic disease management.15–17

The widespread adoption of telehealth during the
COVID-19 pandemic by clinicians and patients provides
an opportunity to understand use patterns and barriers
and facilitators to using telehealth among older
patients.18 Physicians caring for geriatric patients had
valuable experiences relating to the adoption of
telehealth during the pandemic and their perspectives
could elucidate how to achieve a digital transformation
without exacerbating existing inequities.19

The purpose of our study was to interview a diverse
sample of U.S. physicians representing multiple frontline
specialties, geographic regions, and practice settings, as
previously published work on telehealth primarily
reports on outcomes at large medical centers in younger
patients.20–24 Interviews focused on the (1) practical con-
siderations surrounding the adoption of telehealth during
the pandemic, (2) factors influencing their decision to
adopt telehealth, and (3) specialty-specific and individual
experiences with telehealth use and its evolution
over time.

METHODS

Study design

We conducted semi-structured interviews with U.S. geriatri-
cians, primary care, and EM physicians between September
and November 2020. We explored physicians' views on the
practical considerations, motivations of use, and experi-
ences providing care remotely through telehealth to older

Key Points

• Physicians expressed that telemedicine was
essential to provide medical care to older
adults during the COVID-19 pandemic.

• Physicians reported assessing older patients'
telehealth capacity, altering care delivery, and
engaging in team-based care to overcome older
patients' barriers to telehealth use.

• Physicians suggested telemedicine would
remain an important means of care delivery
due to enhanced convenience, staffing flexibil-
ity, efficiency, and reduced travel burden.

Why Does this Paper Matter?

Specialty-dependent and physician-level factors
associated with telehealth adoption and use iden-
tified in this study should be considered in the
development of interventions and policies aimed
at supporting telemedicine for healthcare
delivery.
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patients during COVID-19. We performed a qualitative
study because hypothesis-forming research is a useful first
step to understand physician experiences and perspectives
on telehealth for older adults, which is still an emerging
research area. Our findings can guide future larger-scale
and quantitative work in this area. Consistent with the
American Telemedicine Association's definition, we defined
telehealth as remote communication with patients, includ-
ing via telephone calls, video visits, home monitoring with
wearables, app-based management, or web portals to
ensure all telehealth modalities were included in the study.
We followed the consolidated criteria for reporting qualita-
tive research25 in drafting this manuscript. The principal
investigator's institutional review board approved the study.

Conceptual framework

We apply a socio-technical approach, which has been
successfully used to address other safety and quality chal-
lenges, to evaluate the design, implementation, and
impact of telehealth (Figure 1). This approach addresses
barriers, additional areas for research, and regulatory

changes to ensure applications are evidence-based, safe,
and effective. We explored how physicians reacted to
new restrictions and disincentives to in-person visits and
also explored system-level and contextual factors thought
to impact the quality, safety, and value of telehealth on
individuals and communities using Sittig's sociotechnical
model for studying health information technology in
complex adaptive healthcare systems.26 This eight-
dimensional model addresses the socio-technical chal-
lenges involved in development, implementation, and
use of technology within healthcare.

Study population

Study eligible physicians were licensed to practice in the
United States in geriatrics, primary care (internal medi-
cine or family practice), or EM. Because we sought to
understand physician experiences caring for older adult
patients during the COVID-19 pandemic, eligible physi-
cians must have cared for patients 65 years of age and
older (with or without COVID-19) in-person and/or via
telehealth during the pandemic. In order to assess
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motivators and contextual factors for not adopting
telehealth, study eligibility was not restricted to physi-
cians who used telehealth during the pandemic.

Participant recruitment

We solicited participants through two social media plat-
forms (Twitter, Facebook), which 75%–90% of U.S. physi-
cians use,27,28 and two specialty society listservs (Academy
for Geriatric Emergency Medicine, 158 members, and the
American Geriatric Society Member Forum, 7600 mem-
bers). We posted study information once per site or listserv.
Because specialty, practice location (metropolitan, subur-
ban, or rural), and type of practice (academic or commu-
nity) might influence perspectives about telehealth, we
aimed to recruit 12–18 physicians in each specialty stratified
by practice location and type. For qualitative research, sam-
ple sizes as small as 6–12 interviews in a homogenous
group have been shown to be adequate to achieve thematic
saturation.29 We used U.S. Department of Agriculture
Rural–Urban Continuum Codes30 to group practice settings
into metropolitan, suburban, or rural categories.

Interview content

The study authors composed the interview guide, which
contained semi-structured questions with follow-up ques-
tions and probes to further explore participants' responses
(Text S1). The interview guide was pilot tested within the
research group. Although the precise content of the inter-
views varied according to specialty, we asked participants
questions in the following domains:

Delivery considerations: (1) ability to carry out patient
communication, disease monitoring, and treatment via
telehealth during COVID-19; (2) actions taken to adapt
clinical practice to remote setting; (3) timing of telehealth
adoption or plans for adoption;

Motivations of use: (1) receptivity to and concerns
about telehealth adoption; (2) perceived adverse effects
and challenges with initiating or continuing healthcare
provision using telehealth;

Experiences: (1) specialty-specific or other contextual
factors influencing use/nonuse; (2) trajectories of use
(evolution), including reasons for adopting, not adopting,
continuing, or stopping telehealth usage.

Interview procedures

After obtaining informed consent, we conducted 30-min
remote interviews with participants. Participants first

answered questions about their demographic and
practice characteristics (years in practice, practice
location, volume, patient demographics). Two individ-
uals facilitated the interviews; the principal investiga-
tor (EG) has postdoctoral training in qualitative
methods and the trained research coordinator (FJ) has
three years of work experience with qualitative
research. Interviews were audio-recorded, tran-
scribed, and de-identified. Transcripts were corrected
against the audio recording for accuracy. Interviewers
completed a written debriefing after each interview to
collect observations related to the tenor of the inter-
view and emerging themes.

Analysis

We used the principles of applied thematic analysis to
guide the analysis,31 including the following steps car-
ried out by a team of 11 individuals inclusive of two
interviewers. (1) We familiarized ourselves with the
data through reading and rereading the transcripts and
noting initial observations. (2) We developed a set of
codes based on interview questions: deductive codes
(a priori from the research agenda) and inductive codes
(new or emergent information learned from partici-
pants) were used. Major topics and subtopics were
coded independently by two study personnel in rotat-
ing pairs, then reconciled through team discussion. We
used NVivo (Version 12)32 to organize the coded data.
(3) We used framework analysis—a qualitative analysis
technique, in which investigators summarize content
within categories into charts after transcription32–34 to
iteratively search for common themes and subthemes
across participants and interviews. (4) We reviewed
themes in relation to the coded extracts and entire
dataset and selected representative quotes to illustrate
the themes. (5) We recorded coding definitions and
decisions as well as ideas about emerging themes in
an ongoing audit trail.31 (6) We prepared the analytic
narrative and contextualized it using the existing
literature.

RESULTS

We recruited 48 geriatricians (n = 18), PCPs (n = 15),
and EM physicians (n = 15) to participate in interviews
(Table 1). Interviews lasted a mean of 30 min. Only one-
third (29%) of physicians reported using video visits
before March 2020; however, most (58%) had previously
used some form of telehealth. Two EM physicians
reported not using telehealth during the pandemic.
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Median telehealth visits during the pandemic varied
widely by specialty, with PCPs reporting the most
(500 visits). Five major themes emerged relating to

delivery considerations (Table S1), motivations for
telehealth use (Table S2), and telehealth experiences
(Table S3).

TABLE 1 Characteristics and telehealth use for total sample and by physician specialty

No, (%) or mean (SD)

Total (N = 48) Geriatricsa (N = 18) Primary careb (N = 15)

Emergency
medicinec

(N = 15)

Age

25–44 36 (75) 11 (61) 13 (87) 12 (80)

45–64 7 (15) 3 (17) 1 (7) 3 (20)

65 and over 5 (10) 4 (22) 1 (7) 0 (0)

Age, Median (IQR) 37.5 (34–44.5) 40 (35–63) 35 (34–43) 37 (34–43)

Sex

Male 21 (44) 10 (56) 3 (20) 8 (53)

Female 27 (56) 8 (44) 12 (80) 7 (47)

Years in practice

0–10 33 (69) 10 (56) 11(73) 11 (73)

11–21 9 (19) 2 (11) 3 (20) 4 (27)

22–32 2 (4) 2 (11) 1 (7) 0 (0)

33 years or more 4 (8) 4 (22) 0 (0) 0 (0)

Years in practice, median (IQR) 7 (3.8–13) 9 (4–27) 6 (3.5–11) 7 (3–11)

Region

Northeast 19 (40) 6 (33) 4 (27) 9 (60)

Midwest 10 (21) 3 (17) 3 (20) 4 (27)

South 9 (19) 5 (28) 3 (20) 1 (7)

West 10 (21) 4 (22) 5 (33) 1 (7)

Practice setting

Metro 26 (54) 12 (67) 7 (47) 7 (47)

Suburban 18 (38) 4 (22) 8 (53) 6 (40)

Rural 4 (8) 2 (11) 0 (0) 2 (13)

Practice type

Academic 24 (50) 9 (50) 5 (33) 10 (67)

Community 24 (50) 9 (50) 10 (67) 5 (33)

Before telehealth use

Video-visit only 8 (17) 2 (11) 3 (17) 3 (17)

Non-video visit only 14 (29) 5 (28) 6 (40) 3 (17)

Video and non-video visits 6 (13) 2 (11) 1 (7) 3 (17)

No telehealth 20 (42) 9 (50) 5 (33) 6 (40)

Telehealth patients seend, median (IQR) 224 (64–640) 250 (64–640) 500 (200–960) 100 (35–400)

Note: Not all percentages add to 100% due to rounding. Missing data for Telehealth Patients Seen for three geriatricians and two PCPs.

Abbreviation: IQR, Interquartile range.
aSome geriatricians reported a secondary specialty: Hospice and Palliative Medicine (n = 1); Sleep Medicine (n = 1).
bPCPs were boarded in Internal Medicine (n = 12) or Family Medicine (n = 3). Some PCPs reported a secondary specialty: Clinical Information (n = 1);
Geriatrics (n = 2); Pediatrics (n = 1); Sports Medicine (n = 1).
cSome emergency medicine physicians reported a secondary specialty: Clinical Informatics (n = 1); Internal Medicine (n = 1).
dEstimated pandemic period was 32 weeks between March 13 and October 16, 2020.
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Theme 1: Telehealth uptake was rapid,
disorganized, and iterative

Although most physicians had made phone calls or used
other Web-based modes to communicate with patients
before the pandemic, few reported any use of video visits
before COVID-19. Although some physician practices
and hospital systems had already initiated audiovisual
visits, most described a rapid, unanticipated, and chaotic
adoption of audiovisual telehealth platforms as a reaction
to COVID-19 and subsequent relaxation of telehealth reg-
ulations and telehealth payment parity. Many physicians'
organizations underwent extensive iterative improve-
ments to platforms, equipment, and scheduling schema
after telehealth initiation.

Most physicians reported being comfortable using
telehealth after an initial learning curve. Younger physi-
cians were more likely to describe themselves as tech-
savvy, whereas some older physicians described being
hesitant to use telehealth technology at first. However, all
physicians, regardless of their age or perceived technol-
ogy savviness, noted that they were able to use the tech-
nology after receiving training. Many physicians reported
little or no dedicated training on telehealth. Training
likely facilitates adoption, as one participant noted, “we
certainly have plenty of patients and a couple of doctors,
frankly, who just did not take to it at first, but we've been
able to bring it along with some coaching and hand hold-
ing” (Participant 9, Geriatrician, South, Community).

Theme 2: Physicians embraced telehealth
use as a safe work-around during
COVID-19

Physicians saw telehealth as a tool to protect themselves
from COVID-19 exposure as well as reducing risk of con-
tracting the disease for older adult patients. This concern
was especially true among physicians working in facili-
ties because “people who work between facilities are the
people who bring the disease into the nursing home”
(Participant 19, Geriatrician, Northeast, Community).
Physicians noted other motivators included reduced
travel burdens with telehealth and improved access to
care for older patients with mobility or transportation
issues.

Geriatricians and PCPs reported that due to office
closures in Spring 2020 they quickly restructured their
practices to meet virtually with patients via telephone or
video visits. Although some practices offered respiratory
clinics or outdoor COVID-19 evaluations, most PCPs
and geriatricians chose to evaluate patients with
COVID-19 symptoms via telehealth or send them to

EDs for in-person evaluation. EM physicians reported
using telehealth in two main settings. Thirteen EM
interviewees used telephone calls or audiovisual com-
munication via iPads or laptops with patients in the ED,
while 11 described using telephone calls, video visits,
and chat-based visits via apps for non-ED patients in
outpatient settings.

Theme 3: Use cases and the mix of
telehealth and in-person visits were
physician- and specialty-specific

Physicians described needing to make decisions on the
mix of telehealth and in-person visits to offer by April
2020. Most geriatricians described a preference for
telehealth for Medicare Annual Wellness Visits,
for patients in facilities, for those with chronic care con-
ditions, for medication reconciliation, and completing
follow-up appointments. They expressed that in-person
visits were preferable during the pandemic for older
adults with cognitive impairment, little family support, or
those lacking equipment or broadband due to the diffi-
culties these patient populations experienced with
accessing video visits independently.

“I think some of the older folks are actually
going to want to continue to use virtual. […]
if we're only doing the Medicare [Annual]
Wellness Visit, then we should do it virtu-
ally. It is easier on them; it is a better use of
all of our resources and time.” (Participant
32, PCP, South, Community)

PCPs preferred telehealth to avoid “contaminating”
the office, for mental health and medication refill needs,
certifying home health and durable medical equipment,
and to avoid office closures if staff had an exposure.
Although they worried about missing diagnoses and fall-
ing behind on health maintenance, physicians in our
sample were unaware of any adverse events related to
telehealth. Many geriatricians and PCPs noted that they
were initially surprised with how much could be accom-
plished remotely with history taking, and exams adapted
for virtual modalities. Physicians reported guiding older
patients through self-exams, enlisting caregivers to assist,
and having patients provide vitals through remote moni-
toring devices.

EM physicians treating patients in the ED often
described themselves as nonusers of telehealth but noted
using phone calls to connect with patients' families dur-
ing hospital visitor restrictions. They used a variety of
video-enabled devices, apps, and phone calls to reduce
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exposure time. Most acknowledged that critical
patients often still needed hands-on care. EM physicians
who engaged with older adults via text-based visits
reported filling a gap in primary care services during the
pandemic.

“I think especially once you use [the chat
platform] a couple of times […] it becomes
very easy for [older patients] and very conve-
nient for them, especially with older adults
that have transportation issues. […] There's a
lot of benefit for older adults using telemedi-
cine for [medication refills].” (Participant
34, EM, Midwest, Academic)

Some participants with personal vulnerabilities to
COVID-19 (e.g., being peripartum, older, or having a
chronic condition) stated that telehealth enabled them to
continue to practice medicine through low-contact clini-
cal roles, including moonlighting with telehealth ven-
dors, temporarily switching to occupational medicine for
the health system, doing virtual Medicare Annual Well-
ness Visits, or serving as medical directors for home
health and facilities. For instance, one geriatrician said
she had retired, but decided to return to conduct Medi-
care Annual Wellness Visit exams entirely virtually to
assist with the pandemic response. Another EM physi-
cian temporarily practiced occupational health via
telehealth after hospital policy for redeployment of preg-
nant employees.

Theme 4: Physician reported challenges to
using telehealth with older adult patients
and strategies to overcome barriers

Most physicians reported challenges to using video visits
with older patients; however, some physicians noted that
patient barriers were not strictly due to age but rather
limited technology comfort or knowledge due to cogni-
tive or sensory impairments, low socioeconomic status,
or lacking internet access. As one physician stated, “the
digital divide, it's far less age and far more technical liter-
acy for one reason or another” (Participant 22, PCP,
West, Community).

To engage older adults in telehealth visits, physicians
reported a variety of strategies. These included calling
patients before visits to assess telehealth capability, using
phone calls when patients were unable to use audiovisual
platforms, delivering tablets to patients who lacked a
computer or smartphone device, and employing the help
of caregivers to facilitate video visits with older patients
who lacked the devices or technology literacy. To

enhance understandability and rapport with older
patients, physicians said they slowed their speaking
speed, connected hearing impaired patients with
Bluetooth-enabled headphone devices, and used chat fea-
tures to circumvent audio communication issues. Some
physicians also addressed patient concerns surrounding
the quality of telemedicine and privacy and security
considerations. A few physicians used a team-based
approach involving social workers and/or caregivers to
improve remote cognitive assessments.

Theme 5: Telehealth use declined due to
decreasing prevalence of COVID-19, patient
needs, administrator requests, and
physician preferences

Physicians relayed that their use of telehealth with
older patients decreased as perceived COVID-19 risk
declined and protective equipment availability and safety
protocols improved. Additional motivators to increase
in-person visits included missing in-person interactions
with patients, medicolegal concerns with telehealth, and
for some, that telehealth technology was cumbersome and
inefficient. Many reduced the number of telehealth visits
offered due to patient preferences for in-person visits,
patients' inability to access telehealth visits, or a medical
concern requiring in-person visits. Support from organiza-
tional leadership determined the extent of continued
telehealth use. Although many physicians described
administrators, who encouraged telehealth adoption to
protect employees, seven physicians stated their adminis-
trators discouraged telehealth use due to insufficient
funding or reimbursement for telehealth or fears of patient
dissatisfaction. Many physicians reported they hoped to
continue telemedicine even after cases declined. One phy-
sician reported that she “still tr[ies] to encourage everyone
to do virtual if they can, because there's still risk”
(Participant 44, Geriatrician, West, Community).

DISCUSSION

In this study of U.S. geriatricians, PCPs, and EM physi-
cians, we identified five themes relating to telehealth ini-
tiation and use in response to COVID-19. Interviews
revealed several unique considerations related to motiva-
tors of telehealth adoption. Notably, physicians described
how patients and administrators often influenced the mix
of telehealth and in-person visits provided. Pay parity
with in-person visits, improved reimbursement for phone
calls, and patient requests for telemedicine could address
physician-identified administrator concerns.35
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The medical staff shortages during the COVID-19
pandemic and the impact of the pandemic on office clo-
sures and revenue36 reveal the need for ongoing support
of telehealth-related infrastructure to enable flexible
employment options for clinicians. Physicians noted
telehealth could address physician shortages related to
health conditions or early retirement. Interviewees
reported transitioning to telehealth work due to preg-
nancy, medical conditions, or older age, and identified
several advantages of telehealth related to their own
safety, in some cases allowing them to remain in the
healthcare workforce. Investment in telehealth would
prepare the workforce for future pandemics4 and could
be a tool to reduce physician shortages unrelated to the
pandemic,37 particularly in long-term care and rural set-
tings, provided patients' needs are met and reimburse-
ment is competitive with in-person visits. Parity laws
have been passed in the majority of U.S. states, which
means private payors need to reimburse telehealth like
in-person visits, and this could improve sustainability of
telehealth.35 Additionally, many governors' plan to use
coronavirus relief funds to expand broadband access,
which could enhance access.

Recent studies have found that enhanced reimburse-
ment for telehealth38 and safety restrictions since the
start of COVID-19 increased uptake of telehealth,37,39

and that telehealth benefits include convenience for
patients and clinicians,40 expanded opportunities for
medical care for those with transportation barriers,41 and
potential for decreased healthcare costs.42 Further,
although telehealth use declined after peaking the week
of April 15, 2020,5 physicians identified promising exam-
ples of how telehealth can fill existing gaps in medical
care beyond the scope of the COVID-19 pandemic. Simi-
lar to other studies, physicians in our study reported that
video and telephone visits were suitable for Medicare
Annual Wellness Visits, those living in congregate care
settings,43,44 mental health appointments,45 medication
refills,46 and involving caregivers in medical care discus-
sions.47 Additionally, our data also support prior findings
that many face-to-face clinical visits are unnecessary and
telehealth improves medical staff efficiency and safety.48

Although our interviewees interacted with older patients
daily who have lower digital literacy,8 they still identified
telehealth as a beneficial tool to facilitate patient care.
Our study supports the existing literature on physician
experiences and satisfaction with telehealth49 and adds
the physician perspective of the impact of COVID-19 on
telehealth use, especially for reaching older adults.

Telehealth is an important part of healthcare delivery,
and older adults have unique needs and limitations that
should be addressed in medical training. We suggest core
competencies for providing medical care to older patients

via telehealth informed by this research in Table S4. Addi-
tional research is also needed to identify suitable assess-
ments for cognition and other geriatric syndromes via
telehealth. Although our physicians did not report adverse
events related to televisits, it is likely that they are under-
reported, and further study of favorable and unfavorable
patient outcomes related to telehealth is important.

Our study has several limitations. Our data reflect
perspectives of physicians only, which may differ from
experiences of other stakeholders, such as patients,
nurses, and administrators. As physicians are often
leaders in care transformation as practice owners and
hospital administrators, they are an important stake-
holder group in telehealth. Recruitment methods may
have introduced bias as our sample skewed toward youn-
ger physicians, and results may not be generalizable to
older physicians or those who are less comfortable with
technology. Because most of the older physicians
included in our sample were geriatricians, the results
may not reflect views of older EM physicians or PCPs.
However, we found themes were similar among younger
and older interviewees. The use of the AGEM listserv
may also have resulted in inclusion of academic over
community-based EM physicians. The results reflect an
early period of the COVID-19 pandemic; as physicians
gained more experience with the disease, facilitators, bar-
riers, and motivations of use may change. Regulatory and
payment considerations play a major role in telehealth
adoption, but were not the focus of this work.

As frontline clinicians, geriatricians, PCPs, and EM
physicians described varied adoption of telehealth in
response to the COVID-19 pandemic and all reported
increased telehealth use. Sustained telehealth use was
influenced by contextual factors including patient and
administrator preferences and perspectives. Our results
highlight promising areas where telehealth can facilitate
care delivery; however, investments in infrastructure,
payment policies, and training are needed to ensure
telehealth viability, after COVID-19.
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