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Abstract

Objectives: Emergency medicine physicians have played a pivotal role throughout

the coronavirus disease 19 (COVID-19) pandemic through in-person and remote

management and treatment. Our primary objectives were to understand emergency

medicine physicians’ experiences using telehealth throughout the pandemic, any facil-

itators/barriers to successful usage, lessons learned during implementation, and suc-

cessful/abandoned strategies used to engage with older adults.

Methods: Using a semi-structured interview guide, we conducted 30-min interviews.

Weusedpurposeful sampling to recruit emergencymedicinephysicians fromallUnited

States regions, rural–urban settings, and academic and community practices, who

reported caring for patients 65 years or older in-person or virtually during the pan-

demic. Interviews were audio-recorded, transcribed, double-coded, and analyzed for

emergent themes using framework analysis.

Results:A total of 15 in-depth interviews were completed from September to Novem-

ber 2020. Physicians had a median age of 37 years, 7 were women, and 9 had expe-

rience with telehealth before the pandemic. We identified several themes: (1) there

were various motivations for telehealth use; (2) telehealth was used primarily to sup-

plement, not replace in-person care; (3) most platforms were easy to use; (4) patients

and caregivers had high acceptability of telemedicine; and (5) older adults with sen-

sory and cognitive impairments often relied on caregivers. Emergencymedicine physi-

cians played a critical role during primary care office closures during the first wave—

dispellingmisinformation about COVID-19, triaging patients to testing and treatment,

and providing care that would otherwise have been deferred.

Conclusions: Our data show that telemedicine gained acceptability among emer-

gency medicine physicians and provided options to patients who may have otherwise

deferred care. These findings can inform future healthcare delivery for acute care

needs or pandemic responses.
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1 INTRODUCTION

1.1 Background

In March 2020, emergency department (ED) volumes decreased sig-

nificantly because of coronavirus disease 19 (COVID-19) in the United

States (US)1 (eg, EDvisits decreasedby41.5% inColorado and63.5% in

New York). Telehealth provided an option for patients to receive infor-

mation and medical treatment safely and conveniently.1 Furthermore,

emergency medicine physicians may have been motivated to employ

telehealth because of personal protective equipment (PPE) shortages.

Get Us PPE, the largest national organization for PPE distribution

to frontline workers, reported that each emergency medicine physi-

cian should ideally have access to 70 N95 masks per day, but some

were using 1 per week or 1 per month during the peak periods of the

pandemic.2 Individuals’ hesitation to go to the ED led to deferred or

completely forgonemedical care.3,4

1.2 Importance

Telehealth, defined as “the delivery of healthcare, health education,

and health information services via remote technologies,”5 includes

real-time videoconferencing, asynchronous messaging via patient por-

tals, remote patient monitoring technologies, and phone calls.6 Exist-

ing literature on telemedicine in the ED has focused on telehealth

as a solution to staffing shortages in rural EDs,7,8 coordination of

ED transfers,9,10 and triaging patients to the right care setting.11–13

Additionally, telehealth has been studied in the ED for stroke

management14 and to increase access to psychiatric services.15–17 Lit-

tle is known about using telehealth during a pandemic and which ED-

specific telehealth strategies best addressedphysician andpatient con-

cerns. The COVID-19 pandemic enhanced EDs’ opportunities to use

telehealth,18 mostly because of the federal government minimizing

restrictions on state licensure policies, types of services and which

hospitals could offer them, reimbursement policies, Health Insur-

ance Portability and Accountability Act regulations, and allowable

devices and platforms, all of which previously constrained telehealth

implementation.19–21 This easing of regulatory restrictions and new

motivations to use telehealth, including for infection control, provided

an opportunity to explore emergency medicine physician perspectives

on telehealth.

1.3 Goals of this investigation

Because emergency medicine physicians were often the first physi-

cians to care for patients, including older adults and other high-risk

patients with COVID-19 and non-COVID-19medical concerns, under-

standing their perspectives of using telehealth throughout the pan-

demic is critical. Our objectives were to (1) examine practical consid-

erations of using telehealth during the pandemic with older adults, (2)

identifymotivations of use among emergencymedicine physicians, and

(3) enumerate solutions to caring for older adults with sensory or cog-

The Bottom Line

Telehealth was an important tool for care delivery in the

COVID-19 pandemic and unique challenges may exist for

older adults. This qualitative study examined the practices,

facilitators, and barriers during telehealth implementation

and strategies used to engagewith older adults.

nitive impairments. Older adults make up a disproportionate share of

ED visits and are 35 times more likely to be hospitalized with COVID-

19 than children,22,23 are more vulnerable to COVID-19 infection, and

may have had greater rates of unmet needs during the pandemic.3,24,25

Understanding the unique experiences of emergency medicine physi-

cians using telehealth throughout the COVID-19 pandemic with older

adults can inform future healthcare delivery for acute care needs or

pandemic responses.

2 METHODS

2.1 Study design

In this qualitative study,weused thematic analysis to exploreUS-based

emergency medicine physicians’ perspectives on telemedicine during

the COVID-19 pandemic. This analysis stems from a larger study in

which we interviewed emergency physicians (n = 15), primary care

physicians (n = 15), and geriatricians (n = 18) to explore their experi-

enceswith providing care through telehealth to older patients.26 How-

ever, we focus solely on themes among emergencymedicine physicians

in this analysis. The principal investigator’s (PI’s) institutional review

board approved the study (1598592). Study methods and results are

presented according to the consolidated criteria for reporting qualita-

tive research (COREQ).27

2.2 Study setting and population

Weused purposeful sampling to recruitUS-based emergencymedicine

physicians. Eligible physicians were licensed to practice emergency

medicine in the US and reported caring for patients 65 years and older

(with or without COVID-19) in-person or virtually during the COVID-

19 pandemic. To assess contextual factors for not adopting telehealth

in the ED, eligibility was not restricted to physicians who used tele-

health during the COVID-19 pandemic.

2.3 Study protocol

We developed a semi-structured interview guide with a priori ques-

tions andprompts basedon content knowledge and clinical experience.
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The research staff piloted the interview guide. Questions included (1)

telehealth modality (eg, phone call, web portals, etc), (2) usability (abil-

ity to navigate a device for its intended purpose),28 (3) workflow adap-

tations, (4)motivations/barriers tousing telehealth, (5) acceptability by

physicians and patients, and (6) adaptations for older adults (see inter-

view guide in the Supporting Information). This semi-structured inter-

view guide was used with all participants in the larger study.26 Semi-

structured questions allow for answers that can be compared between

participants while allowing leeway for interviewees to go into areas

that are important to them,29 such as details specific to their field of

practice. Additionally, we used probes to obtain clarification in areas

specific to their field, which is not reflected in the interview guide.

2.4 Recruitment

We posted study flyers on Twitter, Facebook, and on the Academic

Geriatric Emergency Medicine specialty listserv (158 members). We

offered a $50 gift card as an incentive. We planned to recruit 12–

18 physicians per specialty stratified by rural–urban region and aca-

demic/community setting or until saturation was reached (eg, no new

concepts identified)30; Among a homogeneous group, 12 interviews

are considered enough to achieve thematic saturation.31

2.5 Procedures

Participants provided verbal consent to the interview and its’ audio-

recording. In the verbal consent, participants were made aware of

the study intent, methods, and funding source (the National Institute

on Aging). Interviewers included the last author, a female emergency

medicine physician with formal qualitative research training (EG), and

the fifth author, a female graduate student (FJ) with 3 years of pro-

fessional experience with qualitative research techniques. The PI was

known to some participating emergency medicine physicians. Inter-

views were audio-recorded, de-identified, and transcribed verbatim.

Transcripts were reviewed by the authors and corrected against the

audio recording for accuracy. Recordings were discarded after tran-

scription for confidentiality. A debrief form recording demographic

information and emerging themes was created after each interview.

No repeat interviews were conducted, participant feedback was not

sought, and no one refused or dropped out of interviews.

2.6 Data analysis

Weused principles of applied thematic analysis to guide the analysis.29

A research team of 11 individuals, including the 2 interviewers, par-

ticipated in the analysis. First, we noted initial observations about the

transcripts. We developed a priori codes, or coding schema, based on

our interview questions. Each transcriptwas independently coded by 2

teammembers and coding inconsistencieswere resolvedbydiscussion.

Double-coding occurred in rotating pairs to ensure consistency across

coders, and an inductive approach was used to add codes or adjust

definitions. Transcripts and the finalized coding schema were entered

into NVivo (version 12).32 We iteratively reduced the data, searching

for common themes across interviews. We used framework analysis, a

qualitative analytic technique, to summarize our transcripts, themes,

and representative quotes.33,34 Coding definitions and decisions, as

well as ideas about emerging themes, were recorded in an audit trail

to ensure analytic rigor.35

3 RESULTS

3.1 Characteristics of study subjects

We recruited 15 emergency medicine physicians (Table 1) between

September and November 2020 with a median age of 37, 7 were

women, 9 resided in the Northeast region of the United States, 7 prac-

ticed in a metro setting, and 10 worked in an academic practice. Inter-

views lasted ameanof 30min. Physicians used various platforms inside

the ED and in the outpatient setting (Figure 1; Table S1]. Five major

themes emerged (Tables 2 and 3).

3.2 Theme 1: Emergency medicine physicians
used telehealth to improve physician and patient
safety, access to care, and to enhance convenience
and efficiency of care

3.2.1 Safety

Emergencymedicine physicians used telehealth to preserve PPE, espe-

cially N95 masks, and minimize exposure to COVID-19. Physicians

appreciated that telehealth conserved PPE and prevented transmis-

sion of SARS-CoV-2 between healthcare workers and patients.

“If it can be completed over telehealth, then why not?

It [telehealth] also makes the doctor’s time much more

efficient. You can see a lot of people without having to

bounce around room to room or gear up with PPE. It’s

definitely awin-win.” (Participant 5, Community,Metro)

3.2.2 Increased convenience and efficiency
extended reach

Emergency medicine physicians noted that telehealth was convenient

and increased their efficiency.

“It can sometimes add someefficiency to theemergency

department, even if I don’t do the whole video connec-

tion, if I’m just going to go in and tell a patient about

their results or their CT scan, and they’re sort of in the

remote area of our emergency department, I’ll just have
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F IGURE 1 Telehealth modalities and platforms used by emergencymedicine physicians in the emergency department and outpatient settings

the nurse sort of hand the patient the phone [. . . ] so I’ll

just go over things with them then, and it saves me five,

ten minutes of walking back and forth from that area.”

(Participant 12, Community, Suburban)

3.2.3 Improved patient access to care

Some participants noted that telehealth was useful for involving the

caregivers of older adults with dementia, while preventing long com-

mutes and long ED wait times. Similarly, physicians reported that tele-

health use in the ED could provide greater availability of psychiatric

services to patients whose symptoms might worsen during extended

wait times. Other participants highlighted that ED telehealth services

provided needed services for rural populations.

3.2.4 Addressing deferred and forgone primary
care

Physicians found themselves providing primary care services and con-

tinuity of care during the pandemic, both in the ED and outpatient

setting. Some EDs discharged patients with probable COVID-19 with

pulse oximeters and used telehealth to contact patients after dis-

charge.

“We’ve definitely seen an uptick in its [telehealth] use.

A lot of people have said that they’re scared to go to

their primary care doctor to get refills or to get what-

ever ailment checked up on. I see a lot more people now

who say, “I’m too scared to go into my doctor. I don’t

feel comfortable. Or they’re so backed up that I can’t

see them for months and months because they’ve lim-

ited their appointments.” That has definitely increased.”

(Participant 5, Community, Metro)

3.2.5 Decline in telehealth use over time

Emergency medicine physicians reported that telehealth use

decreased in their EDs once COVID-19 case counts declined and

PPEwas in greater supply. Physicians noted that in the case of another

emergency, including a PPE shortage or pandemic, their ED would be

ready to re-implement telehealth protocols.

3.3 Theme 2: Emergency medicine physicians
shared that telehealth should continue to have a
place in emergency care as a supplement, rather than
a replacement, for in-person care

3.3.1 Acuity determined appropriateness of
telehealth

Some emergencymedicine physicians struggledwith decidingwhether

a patient should be seen via telehealth in the outpatient setting

when the diagnosis was uncertain. Physicians commonly felt that

neurological problems, as well as abdominal and chest pain, were
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TABLE 1 Interviewee demographic characteristics and telehealth
use before and during the COVID-19 pandemic (n= 15)

Characteristic No. %

Age

25–44 years 12 80.0%

45–64 years 3 20.0%

65 years and over 0 0.0%

Median (IQR) 37 (34-43)

Sex

Male 8 53.3%

Female 7 46.7%

Years in practice

0–10 11 73.3%

11–21 4 26.7%

Median (IQR) 7 (3–11)

Region

Northeast 9 60.0%

Midwest 4 26.7%

South 1 6.7%

West 1 6.7%

Practice setting

Metro 7 46.7%

Suburban 6 40.0%

Rural 2 13.3%

Practice type

Academic 10 66.7%

Community 5 33.3%

Prior telehealth use

Video-visit only 3 16.7%

Non-video visit only 3 16.7%

Video and non-video visits 3 16.7%

No telehealth 6 40%

Telehealth visits performed during the pandemica

Median (IQR) 100 (35–400)

Abbreviation: IQR, interquartile range.

Some emergencymedicine physicians reported a secondary specialty: clini-

cal informatics (n= 1); internal medicine (n= 1).
aEstimated pandemic periodwas 32weeks betweenMarch 13 andOctober

16, 2020.

inappropriate for telehealth. Emergency medicine physicians reported

that itwas challenging to treat high-acuity patients via telehealth in the

outpatient setting. Low-acuity concerns, however, such as ear infec-

tions or medication refills, were ideal for telehealth.

“At least in our telemedicine program, [. . . ] you can

only do simple diagnoses [like rashes], but you’re not

supposed to do abdominal pain and you’re not sup-

posed to do things that obviously are not amenable

to telemedicine and are higher acuity, because . . . it’s

just a waste of time for both the patient and me, if

they’re going to come in with, whatever, something

more complicated that obviously . . . needs to be evalu-

ated on an emergent basis.” (Participant 14, Academic,

Metro)

3.3.2 Lack of physical exam and tests

Emergency medicine physicians reported that their remote care skills

improved throughout the pandemic, but they remained concerned that

lacking diagnostic tools could impact patient outcomes. However, no

participants could identify an instance of a misdiagnosis or adverse

event.

“Part of why I do it [telehealth] less, I feel a little bit ner-

vous trying to take care of patients without vital signs

or, asmuch as the physical exam is archaic in someways,

like an abdominal exam I find useful. So sometimes I per-

sonally, as an ED trained person, get nervous about my

utility in a telemedicine context.” (Participant 7, Aca-

demic, Metro)

3.3.3 Limited adaptability of telehealth for
patients requiring translation

Many physicians noted that they had challenges using telehealth with

non-English speaking patients, even when resorting to phone calls.

Some physicians noted that their telehealth platforms lacked ways

to integrate interpreters, so they preferred in-person visits for non-

English speakers.

3.3.4 Limited interoperability with electronic
health record

Physicians described that their telehealth platform was different from

their predominant electronic health record (EHR).

“I think that my personal preference would be [to inte-

grate the telehealth and EHR platform] because I would

argue that it’s challenging. Even in the ED sometimes,

patients have had these encounters and I have no easy

way to look it up. Then whatever work I do on the

telemedicine side is not clearly communicated.” (Partic-

ipant 7, Academic, Metro)

3.3.5 Medicolegal concerns

Because of the lack of legal protections for physicians performing tele-

health, many physicians felt that retaining in-person care was critical

for protecting themselves from liability.
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TABLE 2 Summary of themes and illustrative quotes: physician-level use factors

Themes/subthemes Quotes

Theme 1—Emergencymedicine physicians used telehealth to improve physician and patient safety, access to care, and to enhance convenience and efficiency of care

1A. Safety “I think the idea of minimizing contact. . . is a great one. As you noted about procedures, not every patient needs a ton of

hands-on care. I think with transmissible diseases, it’s a lovely idea to try tominimize that. ” (Participant 7, Academic,

Metro)

1B. Convenience and

efficiency

“I was worried it was going to be a big hassle to get this thing set up each time for a consult or like a barrier to consultation

because people didn’t want to deal with the telehealth thing. But it really didn’t work out that way. I think the general

thought, and again, most of what we used it for was these psych consults. And theywere like, “Wow, this is much easier.”

(Participant 10, Academic, Suburban)

“I think it’s very helpful. It does save some time, but also helps you to check on your patients more often, because

something that I think we lost with COVIDwas this ability to get into the room and say, “Hey, how are you doing?” You

know, kind of check on them quickly” (Participant 4, Academic, Rural)

1C. Extended their

reach

“The physician extended part, or extending physicians reach by using virtual visit only for stable patients in home hospital,

definitely that’s going to continue. And I think that more andmore consults could be done on the phone like this, or on iPad

in ED, I think. Especially for rural areas where they don’t have . . . I don’t see why theywouldn’t be able to do this. And I think

that will happenmore” (Participant 2, Academic, Metro)

“I think that the physicians and APPs that I’ve talked to, or that is communicated this way, have been happy.We can see a

large number of patients in a shorter time. There aren’t a lot of wait times, and potentially then just volume. I really think

that is the biggest positive, as well as, patient satisfaction.” (Participant 13, Academic, Suburban)

1D. Access “I think it’d be very interesting as we see older adults using telehealthmore andmore andmore, how do you get a caregiver

involved? [. . . ]? But thinking about little things that could be addressed via telehealth, that would avoid a patient with

dementia being put in a car, driven 10miles andwaiting for three hours in a waiting room, what an amazing impact that is

on that patient’s wellbeing and the caregiver’s wellbeing, so where it can be leveraged appropriately.” (Participant 6,

Academic, Metro)

“So, so far I’ve had, I would saymostly positive experiences. I think that you can, especially for thosemore rural community

centers that we cover, it’s an opportunity for them to have the voice of somebody else, like a second opinion right away, and

you can see the patient. So, I feel for us, it’s helped, again in the bigger telehealth experience in the community, rural areas

that we cover.We cover some critical access hospitals and [pause]most are non-academic.” (Participant 4, Academic, Rural)

“But, I think there is definitely a place for telemedicine because I think, particularly, for mental health issues. A lot, maybe a

lot of these people could, who really want to get referred to say detox, or they really need some access to like psychiatry

care. They don’t need to come to the ED if they really want to get plugged in to seeing some kind of therapist or mental

health specialists. So I think there is a place for that. . .And I think it’s something, to be honest, I think some people get worse

by staying two days in the EDwith their mental health complaints in the back room”. (Participant 14, Academic, Metro)

1E. Addressing deferred

and forgone primary

care

“It wasn’t like the patients were sicker. I think they would still, a lot of people still have the same issues that they did before

COVID, which is, “I can’t seemy specialist, I can’t seemy PCP. And I just want to know if I need to. . . ” A lot of it is like, “I just

want to know if this needs to wait, if I could wait tomake, to see someone or is it okay? Can there’s something you can

prescribe tome now?” (Participant 14, Academic, Metro)

“I definitely got more comfortablemanaging a higher caseload. I think one of the other components of this too was I had to

get more comfortable withmanaging patients’ homemedications because a lot of their outpatient offices actually closed

down. I was refilling their blood pressuremedications, diabetes medications. There were some people trying to request

refills for somemedications that I’ve never even heard of. I think that was kind of a challenging aspect to get me up to speed

withmore primary care work because a lot of these offices just straight up closed.” (Participant 8, Academic, Suburban)

1F. Decline in telehealth

use

“Really, this wasmore about protecting healthcare workers andminimizing transmission of disease, that it was. It doesn’t

actually increase our ability to see patients. I think at this stage in the pandemic, people feel a lot safer seeing COVID-19

patients because we’ve been using the PPE and it’s beenworking. So as long as there’s enough of it, I wouldn’t see it coming

back to widespread use.” (Participant 10, Academic, Suburban)

“We did, I think, transiently implement phones and have the patient have a phone in the room, andwewould call in if there

was like a question that we had forgotten to ask. But again, when the numbers went down a little bit in the place I was

practicing, that dropped off as well.” (Participant 3, Community, Suburban)

Theme 2—Emergency medicine physicians shared that telehealth should continue to have a place in emergency care as a supplement, rather than a replacement, for
in-person care

2A. Acuity determined

appropriateness of

telehealth

“People, they’re just really reluctant to seek care. I hear that over and over and over again. That’s why they’re so excited to

have this access to us, but unfortunately, it’s pretty limited onwhatwe can really assess.” (Participant 5, Community,Metro)

“I think that like in the chat-based platform, the things that I really struggle with is I don’t really feel comfortable with

managing anything neurological, dizziness or abdominal pain and then there’s certain chest pain presentations definitely as

well, so there’s specific areas and I guess it’s almost more think of it as things I am comfortable with and then things

outside. So it’s certainly a subset I’m like, I can do ear infections, and sinusitis, and UTI’s and simple asthma, simple COPD,

med refills. That’s what I feel is comfortable and then there’s a lot of times people haveminor questions or complaints too.

For the face-to-face post-discharge platform, I’m dealing with higher risk people andmore complex people, but also people

that have beenworked up a lot.” (Participant 11, Community, Rural)

(Continues)
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TABLE 2 (Continued)

2B. Lack of physical

exam and tests

“There’s definitely an initial learning curve and it wasn’t super challenging, but themain area is getting comfortable with what

you feel you need to do and not do to be safe, to provide a good standard of care and also to not feel you’re posing some

medical legal risk by how you practice. Themajor anxiety of starting this off is how did I talk to people?What

recommendations did I make?What things did I say? I can’t deal with this you need to come in, what things I say, “Oh, that’s

fine. I can definitely take care of that.” And getting that comfort level was themajor learning curve. And now I feel certain

things, I’m totally comfortable with that. Other things I’m like, “Nope, you coming in.” [LAUGHTER] I think you have to

adjust to a different frame of mindwhere you’re like, you don’t have all the physical exam and you know that you don’t have

any diagnostics, so if you feel like you need those things, you have to just calibrate your risk and think about whether they

should come in. (Participant 11, Community, Rural)

“That we couldmiss something that the patient didn’t realize was a problem. If I’m just seeing them from the shoulders up

and they have like an obvious cellulitis or something in the leg that I would have seen if I went to the emergency

department. The fact that we don’t have vital signs for the patients that are at home.” (Participant 12, Community,

Suburban)

2C. Limited adaptability

of telehealth for

patients requiring

translation

“We had a couple people message that didn’t speak English. I think that was difficult too because I really didn’t have the

means to have any translation over chat. Because I was not affiliatedwithmy hospital, I really didn’t have like a language

services line I could use too to call them for translation. There were a couple of barriers from that perspective.” (Participant

8, Academic, Suburban)

“We did have someonewho, was English is a second language and had some difficulty and typically used her familymember

as a translator, and I deferred to an inpatient visit, canceled andwe rescheduled.” (Participant 13, Academic, Suburban)

2D. Limited

interoperability with

electronic health

record

“And I think another one is that the push for interoperability for electronic health records while it’s getting better, there

needs to be pushed for that, also for telehealth care there’s a piece at least for emergencymedicinewhere providing virtual

care is very hard on the systems that are built for emergencymedicine at telehealth just the way they sit between inpatient

and ambulatory. . .And so I think there needs to be a recognition that if we truly are going to be doingmore healthcare at

home using telehealth, that we need to havemore robust applications in our electronic health records and requirements

for that.” (Participant 15, Academic, Metro)

2E.Medicolegal

concerns

“Then I thinkmedical legal risk reform is also an important topic tome because in this setting you deal with low-acuity issues

and you deal with incomplete information sometimes and you have to not be set to the same exacting standards or there

has to be some protection because patient is accepting some risk by not having physical exam and vitals and full evaluation.

I think providers are uncomfortable that theymight be solely responsible for missing something that is not potentially a

part of the platform and that’s why people skewed to very conservativemanagement and low-acuity issues. Thinking about

howmedical legal risk is handled in the telemedicine space, I think is also important.” (Participant 11, Community, Rural)

“And then these liability issues, like, what’s my level of liability for missing something on an e-visit that maybe I would have

caught if I put my hands on the patient.” (Participant 10, Academic, Suburban)

Theme 3—Most emergency medicine physicians did not report that telehealth platforms were difficult to use despite varying degrees of training received,
technological literacy, and prior experience

3A. Physician training “I think the big advice I would have is that the technical barriers weren’t as hard as we thought they would be. Our IS

department was very competent.” (Participant 10, Academic, Suburban)

“We had some video sessions that helped us think through howwe can do different types of physical examswith

telehealth. And I think they were helpful in rethinking how you can examine someone’s abdomenwhile they’re pushing on

it and you’re watching it. I think one of the challenges is not just the creativity, but then the patient being able to both do

your instructions, your being able to communicate it, them being able to replicate and you being able to see what they’re

doing, so trying to have someone do a gait exam not only involves your clearly explaining what youwant and their being

able to accomplish it, but their ability to have the camera facing while you’re trying to do that exam. I think those are

challenges. . . I more so got tips on how to do certain exams via training as opposed to getting tips on how to communicate

to the patient, how to participate in this, and then the technology piece, how also to utilize the technology so I could see

what’s going on.” (Participant 6, Academic, Metro)

3B. Platforms proved

easy to use

“I would say I’m average tech savvy, and this platform that we use is really easy. It’s really hard tomess it up. There’s only a

few things that you can do and it just helps you do it, which I love about it. It is not hard to do.” (Participant 5, Community,

Metro)

3C. Physicians preferred

phone calls to other

modes

“I think frommy perspective, a simpler version, so forget the robot. The things that have the fewer opportunities for

technological breakdown, I think could absolutely have a role. There is, at our community site, registration is not going into

rooms. They’re only talking on the phone. That seems to beworking pretty well. I am a fan of potential using a telephone or

something that seems reliable. Patients seem to have cell phones. Phones seem towork.” (Participant 7, Academic, Metro)

“I’d rather use the phone. Sowe have patient rooms phones now. Andwe try not to have patients in the hallway now, but it’s

COVID time and it’s kind of hard. And I call the room, andwewill get the [pause]. . . To talk to patients on the phone. So I

don’t really like using the iPad. I think no one uses it.” (Participant 2, Academic, Metro)

APPs, advanced practice providers; COPD, chronic obstructive pulmonary disease; ED, emergency department; IS, information systems; PCP, primary care

physician; PPE, personal protective equipment; UTI, urinary tract infection.
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TABLE 3 Summary of themes and illustrative quotes: patient-level use factors

Themes/subthemes Quotes

Theme 4—Emergency medicine physicians underestimated patient acceptance of telehealth and believed that including caregivers remotely was a crucial facilitator
of that acceptance

4A. Patient acceptance

of technology

“I thinkmost of them accept this as the new sort of normal, especially at the height of the pandemic [. . . ] So I don’t think

it’s caused toomuch, you know not damage, but I don’t think it’s impaired the relationship toomuch because I think

patients understand the reasons why there’s been a change to this, to protect the physician, to protect the staff, to

conserve PPE. That’s my general sense." (Participant 9, Academic, Metro)“I think the whole system transitionedwithin

days into some telehealth.Whether it was phone, Zoom, and I think it was pretty seamless. Actually, the patients really

liked it, given the environment that they were in. They didn’t want to come to any appointments. And, I think providers

liked it as well because they were able to see a larger amount of patients and stay safe.” (Participant 13, Academic,

Suburban)

4B. Including caregivers

allowed for more

nuanced discussions

on care

“I think thementality used to bemore that someone needed to be physically in the ED and that was themost important

family member or caregiver. There’s less of an assumption in COVID that themost important person is going to be

there with them. So I think we aremore proactive, or I’m at least more proactive, to make sure that we reach out to at

least one person for someonewhowe probably need to talk to a family member. So often, an older adult, or someone

who for whatever reason, we feel like we need to get a family member or caregiver involved, we probably do that. . .

We should have been doing it constantly for everybody, but I feel like I do it probably for, I can’t say for everyone, but

for most of our patients when no one’s allowed in the department. (Participant 7, Academic, Metro)

“And you can have the family there and the patient can see their family member and also see the doctor at the same

time andwe can have a conversation as a group. And I think, especially in a country as big as this one, where family

could live. . . somebody could live [pause] really far from the other one, that’s a really way to bring families together. So,

I do think there is a utility beyond [pause] just COVID.” (Participant 4, Academic, Rural)

Theme 5—Physicians identified unique challenges for connecting with older adults

5A. Recommended

modalities

“Basically we just have the nurse take them in there, it’s an iPhone or it’s like FaceTime-based software. So, they were on

a closed network and you just call over to the iPad and they pick up and it works pretty good. Generally works really

good. Everyone knows how to use FaceTime, so it seemed like it was pretty easy.” (Participant 1, Community,

Suburban)

“It was certainly a little bit more challenging I think with the chat platform, mainly with slow to respond.Where

probably you and I could type out a full question and answer in response in less than aminute, I think it was a little bit

. . . There was a technology gapwith the older patients. Especially asking them specific or pointed questions, I think at

times it was a little bit frustrating if they didn’t know the answer. I really didn’t have any great strategies to help

manage them. I would offer to call them a couple of times, which I think talking on the phonewould be easier, but yeah,

I’m not sure of toomany things that were successful." (Participant 8, Academic, Suburban)

5B. Hospital-level

workflow changes

“Well, the laptop should already be in the room, it should already be opened. Usually registration has already informed

the patient that the laptopmight just suddenly turn on becausewe’re using it. I open this app that’s onmy smartphone,

I enter the patient’s room number, and then I just basically start talking to the patient like I normally would. I

introduced them. I say that I’m doing this initially to get the history, but that I will be coming in eventually to evaluate

them. And from that point on, it’s the same as if I was in the room.” (Participant 9, Academic, Metro)

“And so, other people that may be practicing telehealth, outpatient, they have to guide patients through the entire

setup. But the way it was set up in your emergency department, the nurses were able to initiate the visit. All the

devices were already approved, worked on prior visits. And so, in manyways you reduce the barriers that patients

would have at home if they had to initiate this on their own. . .While they’re sitting in the ED, youwould just hand them

a device that they could already have the camera up and running and everything is pretty easy.” (Participant 10,

Academic, Suburban)

5C. Hearing impairment “But the different piece with the iPads, but we have the iPads in the department, we did find the iPads were put in rooms

that were not great with the echoes, with the sound. And sowe found that, especially for older patients that were like,

oh, this is going to be hard doing the iPad because the sound quality in the room and from the actual iPad itself, without

any other speakers there, that they were having a lot of trouble trying to hear and understand on there.” (Participant

15, Academic, Metro)

“In the emergency department, we’ve kind of had some patients where we tried to use telemedicine and realized that

because of the hearing impairment it just wasn’t going to work. So thenwewent in and just saw them in person, which

is the advantage of if they’re physically present in the ER. I think if they had signed on to our urgent care and the

connection just wasn’t working I would refer them to an in-person visit.” (Participant 12, Community, Suburban)

5D. Adapting to sensory

needs of older adults

“Younger people, because they’re texting I think on their phonesmost of the time, use shorthand and slang and it’s not

really a complete sentence. Sometimes youmirror that when you’re going back and forth quickly, especially because

it’s usually very quick with a younger person. It’s just a yes, no answer, whereas an older personwill go intomore of an

explanation, they’ve got amore formal engagement with you. I always try tomirror that, especially if that’s how

they’re approachingme, [pause] make sure that I’m really explaining what I mean, making it really clear and using

complete sentences and that kind of thing." (Participant 5, Community, Metro)

(Continues)
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TABLE 3 (Continued)

5E. Camera positioning “I do remember actually a couple of occasionswhere somebodywould go into the room ahead ofme, like the nurse or the

tech or a portable chest x-ray, and the stand that the laptopwas onwould get moved and so the screen no longer faced

in the direction of the patient, so it faced like a wall. [LAUGHS] So in that case, I would activate it, look at a wall, start

talking and say, “Can you hear me?” And they say, “Yes, but I can’t see you.” At that point, I would switch and then just

call them on their phone.” (Participant 9, Academic, Metro)

“I would’ve just asked if they put them on a cart. Sometimes I would just have the nurse hold it for them. That was one

thing that we did.” (Participant 1, Community, Suburban)

5F. Patient preferences “I still think an older generation just wants that physical contact and it’s hard.” (Participant 14, Academic, Metro)

Abbreviations: ED, emergency department; ER, emergency room; ICU, intensive care unit; PPE, personal protective equipment.

“This is not what we were trained to do. There’s a lot of

legal liability." (Participant 14, Academic, Metro)

3.4 Theme 3: Most emergency medicine
physicians did not report that telehealth platforms
were difficult to use despite varying degrees of
training received, technological literacy, and prior
experience

3.4.1 Physician training in telehealth

The physicians in our sample received varying degrees of tele-

health training, with some hospitals providing none at all, some

tailoring sessions based on prior experience, and others provid-

ing everyone with in-depth training, including how to perform

exams virtually. One physician describing their lack of training,

stated:

“Actually, no. We just realized the iPads were there one

day and we started using them but nobody had told us

about them at all.” (Participant 1, Community, Subur-

ban)

3.4.2 Platforms proved easy to use

Study participants reported varying levels of technological literacy.

Even those with poor technological literacy, who lacked prior tele-

health experience, shared that they did not find the platforms difficult

to use.

“I amoneof themostnon-techiepeopleout there. I can’t

do anything. [SARCASTICALLY] Seriously. [. . . ] So hav-

ing said that, I thought that the InTouch Health thing,

once somebody showed me how to use it, was pretty

straightforward. [. . . ] So, it was idiot-proof even for me.

So, I liked the simplicity of it.” (Participant 9, Academic,

Metro)

3.4.3 Physicians preferred phone calls to other
modes

Traditional phone calls, either to a patient’s personal cell phone or

to installed phones in hospital rooms, emerged as the preferred

method for reaching hospitalized patients. Phone calls were simple

and regarded as the most inclusive way to reach ED patients in their

rooms, and they often supplemented malfunctioning video calls or

other devices.

3.5 Theme 4: Emergency medicine physicians
underestimated patient acceptance of telehealth and
believed that including caregivers remotely was a
crucial facilitator of that acceptance

3.5.1 Patient acceptance of technology

Many emergencymedicine physicianswere surprised at howaccepting

and trusting patients were of telehealth, both in the ED and outpatient

setting. Physicians believed that this was likely because of the under-

standing that remote care could increase protection fromCOVID-19.

“People, surrogates and family, were really trusting of

us. Even though they couldn’t see us. And therewas a lot

more trust than we had imagined. And they gave us so

much control, which was really helpful . . . And actually,

all these conversations went pretty . . . Not smoothly,

but as well as it could." (Participant 2, Academic,Metro)

3.5.2 Building rapport with patients and caregivers

Physicians described that their experience with building patient rap-

port was not as difficult as they anticipated, both in the ED and out-

patient setting.

“I mostly think telehealth is beneficial. [Pause] I think

you cannot touch your patients, and I like to kind of hold
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their hands when they’re sad, those types of things. Do

I feel it’s changing? No. Because I think you still could

have a meaningful conversation like what we’re having

right now. You still could, I don’t know, hangwith friends

and talk to your family, and in the same way, I think we

can talk to patients this way.” (Participant 4, Academic,

Rural)

3.6 Theme 5: Physicians identified unique
challenges for connecting with older adults

3.6.1 Recommended modalities

Many emergency medicine physicians recommended that simpler

devices, such as iPads or cellphones, should beusedwith older patients.

One physician (academic, suburban) who used an app-based outpa-

tient telehealth platform mentioned that chat platforms were espe-

cially challenging for older adults and that it often took a long time to

receive a response. Some EDs required patients to start the televisit

from their hospital room by pushing a button, but physician-initiated

platforms that limited need for patient involvement were preferable

for older patients.

3.6.2 Hospital-level workflow changes

Many physicians described that their ED had laptops or iPads in each

room that would turn on when the physician was ready for the visit.

Other times, patients were handed a device that already had the physi-

cian on the screen. Physicians noted telehealth success often relied on

nurses, who brought devices directly to patients, helped troubleshoot

any issues, held devices at the proper height, or set up the entire visit

for their patients.

“Within the emergency department it tends to work

pretty well as long as the nurse sets up the other side.”

(Participant 12, Community, Suburban)

3.6.3 Hearing impairment

Physicians shared that patients experienced hearing challenges with

telehealth, even when devices were set at the highest volume, because

of echoes in hospital rooms. Participants recommended supplying

microphones for staff or hearing amplifiers for patients to improve

sound for hearing-impaired patients.

“You know, I think the biggest challenge is that they’re

usually hard of hearing. And I will say that even some-

times despite that you put the highest volume you can,

sometimes it’s hard for them to hear well. . . So then,

our ED will try to give them hearing amplifiers if they

don’t have their hearing aids.” (Participant 4, Academic,

Rural)

3.6.4 Adapting to sensory needs of older adults

To address sensory needs of older adults emergency medicine physi-

cians spoke more slowly, spent more time giving instructions, and left

more room for questions. Physicians also tried to mirror the tone and

formality used by older patients to increase patient comfort during vir-

tual care.

“Making sure they canhear you,making sure that you’re

talking at a cadence [pause] that works for them, that

gives them the time to hear you, listen, process and

respond. I think I would probably spend more time pro-

viding instructions if I needed them to do something for

me and trying to make it as clear as possible.” (Partici-

pant 6, Academic, Metro)

3.6.5 Camera positioning

Older patients often had difficulty holding the device at the proper

height, or making camera adjustments. Recommendations included

mounting devices to fixed positions in hospital rooms or having the

device wheeled to an exact location before the visit.

3.6.6 Patient preferences

Despite these adaptations made by emergency medicine physicians

and hospitals, some older patients preferred in-person care and were

uncomfortable with telehealth visits in the ED.

“And so, I think [telemedicine] was very uncomfortable

for them and also just uncomfortable to have someone

beaming into a room rather than having someone there

in person with them. And I think for me, it seemed like

therewasmuchmore discomfort from the patientswho

wereolder, than fromyoungerpatients on that aspect . . .

Like, hey, I’m here right now.Why aren’t you in the room

withme?" (Participant 15, Academic, Metro)

3.7 Limitations

Although our study included only 15 physicians, we achieved sat-

uration. Furthermore, this study was not intended to generalize all

emergency physicians who worked throughout the pandemic, but was

meant to be exploratory to gather formative insights during a period

of great change in healthcare delivery and emergency medicine prac-

tice patterns. Second, our study only includes physicians, but other
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stakeholders in emergency care including nurses, patients, and care-

givers, have important and potentially different perspectives. How-

ever, emergency medicine physicians are leaders in care delivery and

have been at the forefront of telehealth implementation, so under-

standing their experiences is critical. Additionally, the interviewed

physicians were likelymore tech-savvy and generally younger than the

median-aged emergency medicine physician because of recruitment

through social media platforms.36 However, we purposely included

older physicians and those with greater practice experience in the

sample.

4 DISCUSSION

Our data highlight the diversity of telehealth approaches employed

by emergency medicine physicians to connect with older patients dur-

ing the pandemic. Emergency medicine physicians played a vital public

health role during the pandemic, providing care when it would other-

wise be deferred and ensuring access to high quality care for patients

with probable COVID-19. Participating physicians shared that tele-

health should continue as a supplement to in-person care within the

ED beyond the pandemic. Many addressed still existing challenges;

medicolegal concerns surroundingmisdiagnosis, a need for integrating

EHRs and telehealth platforms, and ensuring cross-state licensure and

competitive reimbursement with in-person visits.

To our knowledge, this is the only qualitative assessment of emer-

gency medicine physician’s perspectives on telehealth use during

COVID-19 from all regions of the United States. Similar to other stud-

ies, physicians in our sample were essential in providing COVID-19

triage,18,37–39 information andmanagement via virtual outpatient clin-

ics, and post-discharge care.40 Much like the experiences of physi-

cians at a rural acute care hospital, many of our physicians reported

that thephysician-patient relationshipwasnotharmedby telehealth,41

although physicians in other studies described experiencing discom-

fort with the lack of hands-on assessments.42,43 Participants’ desires

to see telehealth as a supplement to care within the ED beyond the

pandemic alignwith other research findings.44 In contrast to the emer-

gency medicine physician recommendations for using telehealth with

older patients referenced here, primary care physicians (PCPs) and

geriatricians in our larger study shared that they often called older

patients ahead of time to prepare for visits, involved caregivers in

remote assessments, and resorted to phone calls when patients were

unable to use audiovisual platforms.26 Additionally, PCPs and geri-

atricians were in agreement with emergency medicine physicians in

regards to using telehealth for chronic diseasemanagement and lower-

acuity concerns, and shared that they were concerned about missing

diagnoses via telehealth, although they were unaware of any adverse

events related to telehealth.26

Telehealth technology has been available for decades in the US,

yet its adoption and uptake in EDs was limited before the COVID-

19 pandemic.45 Our findings highlight the utility of telehealth in

emergency care and suggest that telehealth should remain avail-

able to emergency medicine physicians as a means to communicate

with patients beyond the pandemic, particularly for low-acuity con-

cerns. One study of older adults residing in senior living communi-

ties found that 27% of all in-person ED visits were potentially suit-

able for telemedicine.46 Physicians in our study recommended using

telehealth with older adults needing medication refills, chronic dis-

ease management, and other concerns that do not require a physical

examination. Potential uses of telehealth also include: virtual urgent

care systems to address ED overflow, advising paramedics and sur-

rounding medical centers, such as in rural areas, following up with

discharged patients, and providing more frequent check-ins to admit-

ted patients. Not mentioned, but likely, telehealth may have been

an important source of income replacement for emergency medicine

physicians when ED volumes were low among those within fee-for-

service health systems. During the peak of the pandemic in the US,

ED visits declined by 42% compared to the previous year47; con-

currently, telehealth usage increased 4-fold and gradually offset the

decrease in outpatient visits.48 If the regulatory and payment poli-

cies adopted during the pandemic become permanent, telehealth

healthcare delivery systems could be implemented long-term into ED

workflows.

Physicians in our sample described personal and patient satisfac-

tion with telehealth use during the pandemic. Although technology

adoption among older adults is lower compared to younger Ameri-

cans and is seen as indicating lack of interest in technology among

older adults,49 satisfactionwith telehealth serviceswere similar among

older adult and young adult patients at one hospital,50 suggest-

ing that older adults can effectively receive digital care. To ensure

widespread adoption of telehealth among older adults, the technol-

ogy must address older patient needs and limitations. Barriers to

older patient access to telemedicine described here are consistent

with other studies—auditory impairments, low levels of digital liter-

acy technological experience, and difficulty navigating multiple screen

transitions—although past studies were not specific to the emergency

medicine physicians.51,52

To make telehealth more accessible for older patients, our find-

ings indicate that emergency medicine physicians can provide hearing

devices such as Bluetooth headphones or pocket talkers, enlist assis-

tance from nurses, and involve family members and caregivers in tele-

visits, particularly for patients with dementia or those with cognitive

impairment. Additionally, telehealth systems should use 1-click mech-

anisms or provider-initiated visits to reduce confusion when initiat-

ing a visit. Krishnaswami and colleagues53 also identify smartphone

features and solutions to digital health use barriers that should be

considered when caring for older adults. To reduce the potential for

telehealth solutions to inadvertently worsen health disparities among

older adults, EDs can design telehealth systems with older adults in

mind by incorporating older adults in the design and evaluation of tele-

health systems, building in high-quality interpreter services for deaf

or hard of hearing patients, and addressing low health and technology

literacy through patient education.54,55 Although efforts to evaluate

telehealth specific to older adults in the ED are limited, models exist

for EDs seeking to implement or adapt telehealth systems to be suit-

able for older adults, including geriatrician consultations in the ED,56
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provider-to-provider nursing home visits, rural and critical access hos-

pital settings, and forward triage in the ED.57

Although many solutions have been developed to meet patient

needs during the pandemic, telehealth integration into EDs is still a

novel concept, and more research should evaluate patient-centered

outcomes such as quality of care, cost, and convenience. Further

researchutilizing user-centereddesign principles is needed to evaluate

the acceptability and usability of telehealth programs for older adult

ED patients. Additional studies of telehealth usability could be per-

formed using surveys, such as the telehealth usability questionnaire,58

to refine and improve platforms. Finally, studies should assess the role

of regulatory and payment considerations in ED telehealth adoption to

inform future health policies.

In summary, our data highlight that telehealth can improvephysician

and patient experiences with emergency care, and expand access to

careduringpandemics.Older adults facedunique challengeswithusing

telehealth, but these could often be overcomewith adaptations to how

carewasprovided. Ensuring still existing challenges are addressed such

as medicolegal concerns with misdiagnosis, interoperability between

telehealth platforms and the EHR, and enhancing platforms to make

them more user friendly for non-English speakers and patients with

sensory impairments, will be critical to long term sustainability of

telemedicine in emergency care.

CONFLICTS OF INTEREST

The authors declare no conflicts of interest.

AUTHOR CONTRIBUTIONS

ND, KC, MZ, and ML assisted with analysis and interpretation of the

data, drafting of the manuscript, and critical revision of themanuscript

for important intellectual content. FJ assisted with acquisition of the

data, analysis and interpretation of the data, and critical revision of the

manuscript for important intellectual content. TWassistedwith critical

revision of the manuscript for important intellectual content and sta-

tistical expertise. EG developed the study concept and design, assisted

with acquisition of the data, analysis and interpretation of the data,

critical revision of the manuscript for important intellectual content,

and acquisition of funding.

ORCID

NatalieM.DavoodiMPH https://orcid.org/0000-0002-6532-8088

REFERENCES

1. Jeffery MM, D’Onofrio G, Paek H, et al. Trends in emergency depart-

ment visits and hospital admissions in health care systems in 5 states

in the first months of the COVID-19 pandemic in the US. JAMA Intern
Med. 2020;180(10):1328-1333.

2. PPE shortage index indicates the PPE crisis continues. GET Us PPE

website. Updated January 2021. Accessed March 17, 2021. https://

getusppe.org/data/

3. American College of Emergency Physicians COVID-19 April

poll analysis. American College of Emergency Physicians web-

site. Updated April 2020. Accessed March 17, 2021 https:

//www.emergencyphysicians.org/globalassets/emphysicians/all-pdfs/

acep-mc-covid19-april-poll-analysis.pdf

4. Anderson KE, McGinty EE, Presskreischer R, Barry CL. Reports of for-

gone medical care among US adults during the initial phase of the

COVID-19 pandemic. JAMANetwOpen. 2021;4(1):e2034882.
5. What is telehealth? NEJM Catalyst website. Updated February 1,

2018. Accessed March 17, 2021 https://catalyst.nejm.org/doi/full/10.

1056/CAT.18.0268

6. Using telehealth to expand access to essential health services dur-

ing the COVID-19 pandemic. Centers for Disease Control and Pre-

vention website. Updated June 10, 2020. Accessed March 17, 2021

https://www.cdc.gov/coronavirus/2019-ncov/hcp/telehealth.html

7. Mueller KJ, Potter AJ, MacKinney AC, Ward MM. Lessons from tele-

emergency: improving care quality and health outcomes by expanding

support for rural care systems.Health Aff. 2014;33(2):228-234.
8. Mohr NM, Harland KK, Chrischilles EA, et al. Emergency department

telemedicine is used for more severely injured rural trauma patients,

but does not decrease transfer: a cohort study. Acad Emerg Med.
2017;24(2):177-185.

9. Hicks LL, Boles KE, Hudson ST, et al. Using telemedicine to avoid

transfer of rural emergency department patients. J Rural Health.
2001;17(3):220-228.

10. Ward MM, Jaana M, Natafgi N. Systematic review of telemedicine

applications in emergency rooms. Int J Med Inform. 2015;84(9):601-
616.

11. RademacherNJ, Cole G, Psoter KJ, et al. Use of telemedicine to screen

patients in the emergency department: matched cohort study evalu-

ating efficiency and patient safety of telemedicine. JMIR Med Inform.
2019;7(2):e11233.

12. Joshi AU, Randolph FT, Chang AM, et al. Impact of emergency depart-

ment tele-intake on left without being seen and throughput metrics.

Acad EmergMed. 2020;27(2):139-147.
13. Tolia V, Castillo E, Guss DEDTITRATE. Emergency department

telemedicine initiative to rapidly accommodate in times of emergency.

J Telemed Telecare. 2017;23(4):484-488.
14. Demaerschalk BM, Berg J, Chong BW, et al. American Telemedicine

Association: telestroke guidelines. Telemed J E Health. 2017;23(5):376-
389.

15. Freeman RE, Boggs KM, Zachrison KS, et al. National study of

telepsychiatry use in U.S. emergency departments. Psychiatr Serv.
2020;71(6):540-546.

16. Narasimhan M, Druss BG, Hockenberry JM, et al. Impact of a telepsy-

chiatry program at emergency departments statewide on the qual-

ity, utilization, and costs of mental health services. Psychiatr Serv.
2015;66(11):1167-1172.

17. Zachrison KS, Boggs KM, M Hayden E, Espinola JA, Camargo CA. A

national survey of telemedicine use by US emergency departments. J
Telemed Telecare. 2020;26(5):278-284.

18. Russi CS, Heaton HA, Demaerschalk BM. Emergency medicine

telehealth for COVID-19: minimize front-line provider exposure

and conserve personal protective equipment. Mayo Clin Proc.
2020;95(10):2065-2068.

19. Lee NT, Karsten J, Roberts J, Removing regulatory barriers to

telehealth before and after COVID-19. The Brookings Insti-

tution website. Updated May 2020. Accessed March 17, 2021

https://www.brookings.edu/wp-content/uploads/2020/05/Removing

-barriers-to-telehealth-before-and-after-COVID-19_PDF.pdf

20. Medicare telehealth coverage expansion during COVID-19 pub-

lic health emergency. American College of Emergency Physicians

website. Updated March 26, 2020. Accessed March 17, 2021

https://www.acep.org/globalassets/new-pdfs/advocacy/summary-of

-covid-19-telehealth-waivers-3-26.pdf

https://orcid.org/0000-0002-6532-8088
https://orcid.org/0000-0002-6532-8088
https://getusppe.org/data/
https://getusppe.org/data/
https://www.emergencyphysicians.org/globalassets/emphysicians/all-pdfs/acep-mc-covid19-april-poll-analysis.pdf
https://www.emergencyphysicians.org/globalassets/emphysicians/all-pdfs/acep-mc-covid19-april-poll-analysis.pdf
https://www.emergencyphysicians.org/globalassets/emphysicians/all-pdfs/acep-mc-covid19-april-poll-analysis.pdf
https://catalyst.nejm.org/doi/full/10.1056/CAT.18.0268
https://catalyst.nejm.org/doi/full/10.1056/CAT.18.0268
https://www.cdc.gov/coronavirus/2019-ncov/hcp/telehealth.html
https://www.brookings.edu/wp-content/uploads/2020/05/Removing-barriers-to-telehealth-before-and-after-COVID-19_PDF.pdf
https://www.brookings.edu/wp-content/uploads/2020/05/Removing-barriers-to-telehealth-before-and-after-COVID-19_PDF.pdf
https://www.acep.org/globalassets/new-pdfs/advocacy/summary-of-covid-19-telehealth-waivers-3-26.pdf
https://www.acep.org/globalassets/new-pdfs/advocacy/summary-of-covid-19-telehealth-waivers-3-26.pdf


DAVOODI ET AL. 13 of 14

21. Notification of enforcement discretion for telehealth remote com-

munications during the COVID-19 nationwide public health emer-

gency. American College of Surgeons website. Updated March 17,

2020. Accessed March 17, 2021 https://www.facs.org/-/media/files/

covid19/ocr_update_031720_hipaa_communications.ashx

22. Ahn S, Hussein M, Mahmood A, Smith ML. Emergency department

and inpatient utilization among U.S. older adults with multiple chronic

conditions: a post-reform update. BMCHealth Serv Res. 2020;20(1):77.
Published 2020 Feb 3.

23. COVID-19 and your health. Centers for Disease Control

and Prevention website. Updated April 16, 2021. Accessed

March 17, 2021 https://www.cdc.gov/coronavirus/2019-ncov/

need-extra-precautions/older-adults.html

24. Serra-TorresM, Barreda R,Weaver D, Torres-Reveron A. Delayed pre-

sentation of patientswith hip fractures during theCOVID-19 “Stay-at-

Home” order in the southmost region of theUnited States.AdvOrthop.
2021;2021:8822004. Published 2021 Feb 16.

25. JAHF/TSF poll: new NORC survey of older adults reveals impact of

COVID-19. The John A. Hartford Foundation website. Updated April

28, 2020. Accessed March 17, 2021. https://www.johnahartford.org/

dissemination-center/view/norc-survey-findings-new-survey-of-older

-adults-during-the-first-month-of-covid-19-social-distancing

26. Goldberg EM, Jiménez FN,ChenK, et al. Telehealthwas beneficial dur-

ingCOVID-19 for olderAmericans: a qualitative studywith physicians.

J AmGeriatr Soc. 2021. published online ahead of print, 2021 Jul 10.
27. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting quali-

tative research (COREQ): a 32-item checklist for interviews and focus

groups. Int J Qual Health Care. 2007;19(6):349-357.
28. Usability. NIST Information Technology Laboratory website. Accessed

March 17, 2021 https://csrc.nist.gov/glossary/term/Usability#:∼:text=

Definition(s)%3A,a%20specified%20context%20of%20use

29. Curry LSR, Shield RR, Wetle T. Improving aging and public health
research: qualitative and mixed methods. Washington, DC: American

Public Health Association and the Gerontological Society of America;

2006.

30. KuzelAJ. Sampling in qualitative inquiry. In: CrabtreeBF,&MillerWL,

eds.Doing qualitative research. ThousandOaks, CA: Sage; 1992:33-45.

31. Guest G, Bunce A, Johnson L. How many interviews are enough?:

an experiment with data saturation and variability. Field Methods.
2006;18(1):59-82.

32. NVivo. QSR International Pty Ltd website. Accessed: March 17, 2021

https://www.qsrinternational.com/nvivo-qualitative-data-analysis

-software/home

33. Smith J, Firth J. Qualitative data analysis: the framework approach.

Nurse Res. 2011;18(2):52-62.
34. Ward DJ, Furber C, Tierney S, Swallow V. Using Framework Analysis

in nursing research: a worked example. J Adv Nurs. 2013;69(11):2423-
2431.

35. Ritchie J, Lewis J.Qualitative research practices: a guide for social science
students and researchers. ThousandOaks, CA: Sage; 2012.

36. Bennett CL, Sullivan AF, Ginde AA, et al. National study of the emer-

gency physician workforce, 2020. Ann Emerg Med. 2020;76(6):695-
708.

37. Hamm JM, Greene C, Sweeney M, et al. Telemedicine in the emer-

gencydepartment in the era ofCOVID-19: front-line experiences from

2 institutions. J Am Coll Emerg Physicians Open. 2020;1(6):1630-1636.
38. Lee MO, Ribeira R, Fang A, et al. Protecting the emergency physician

workforce during the coronavirus disease 2019 pandemic through

precision scheduling at an academic tertiary care trauma center. J Am
Coll Emerg Physicians Open. 2021;2(1):e12221.

39. Lowe J, Shen S. Off the shelf: rapid deployment of an emergency

department telemedicine platform using readily available consumer

products. J EmergMed. 2020;59(5):726-729.
40. Garg A, Goyal S, Thati R, Thati N. Implementation of telemedicine in

a tertiary hospital-based ambulatory practice in Detroit during the

COVID-19 pandemic: observational Study. JMIR Public Health Surveill.
2021;7(1):e21327.

41. Saiyed S,NguyenA, SinghR. Physician perspective and key satisfaction

indicators with rapid telehealth adoption during the coronavirus dis-

ease 2019 Pandemic. Telemed J E Health. 2021. published online ahead
of print, 2021 Jan 29. 10.1089/tmj.2020.0492.

42. Reeves JJ, Ayers JW, Longhurst CA. Telehealth in the COVID-19 era:

a balancing act to avoid harm. J Med Internet Res. 2021;23(2):e24785.
Published 2021 Feb 1.

43. Malliaras P, Merolli M, Williams CM, et al. It’s not hands-on ther-

apy, so it’s very limited’: telehealth use and views among allied health

clinicians during the coronavirus pandemic. Musculoskelet Sci Pract.
2021;52:102340.

44. Schinasi DA, Atabaki SM, Lo MD, et al. Telehealth in pediatric

emergency medicine. Curr Probl Pediatr Adolesc Health Care.
2021;51(1):100953.

45. Nesbitt TS. The evolution of telehealth: where have we been and where are
we going? In: TheRole of Telehealth in anEvolvingHealthCare Environment:
Workshop Summary. Washington (DC): National Academies Press (US);

2012.

46. Shah MN, McDermott R, Gillespie SM, Philbrick EB, Nelson D. Poten-

tial of telemedicine to provide acute medical care for adults in senior

living communities. Acad EmergMed. 2013;20(2):162-168.
47. Adjemian J, Hartnett KP, Kite-Powell A, et al. Update: cOVID-19

pandemic–associated changes in emergency department visits —

United States, december 2020–January 2021. MMWR Morb Mortal
Wkly Rep. 2021;70:552-556.

48. Xu S, Glenn S, Sy L, et al. Impact of the COVID-19 pandemic on health

care utilization in a large integrated health care system: retrospective

cohort study. J Med Internet Res. 2021;23(4):e26558.
49. Vogels EA, Millennials stand out for their technology use, but older

generations also embrace digital life. The Pew Research Center

website. Updated September 9, 2019. Accessed August 1, 2021.

https://www.pewresearch.org/fact-tank/2019/09/09/us-generations

-technology-use/

50. Greenwald P, Stern ME, Clark S, Sharma R. Older adults and technol-

ogy: in telehealth, they may not be who you think they are. Int J Emerg
Med. 2018;11(1):2.

51. Foster MV, Sethares KA. Facilitators and barriers to the adoption of

telehealth in older adults: an integrative review. Comput Inform Nurs.
2014;32(11):523-535.

52. Kruse C, Fohn J, Wilson N, et al. Utilization barriers and medical out-

comes commensurate with the use of telehealth among older adults:

systematic review. JMIRMed Inform. 2020;8(8):e20359.
53. Krishnaswami A, Beavers C, Dorsch MP, et al. Gerotechnology

for older adults with cardiovascular diseases: jACC state-of-the-art

review. J Am Coll Cardiol. 2020;76(22):2650-2670.
54. Bicket MC, Iyengar V, States L. Addressing inequities in older

adults’ health: a role for emerging technologies. JAMA Health Forum.
2021;2(4):e210680.

55. Samuels-Kalow M, Jaffe T, Zachrison K. Digital disparities: design-

ing telemedicine systems with a health equity aim. Emerg Med J.
2021;38(6):474-476.

56. Matz O, Villa L, Lecce C, et al. Implementation of a telemedicine geri-

atric co-evaluation in the emergency department: a prospective pilot

study. Swiss MedWkly. 2021;151:w20500.
57. Ko KJ, Kurliand MM, Curtis KM, et al. Launching an emergency

department telehealth program during COVID-19. The Geriatric

Emergency Department Collaborative website. Updated May 11,

2020. Accessed August 1, 2021. https://gedcollaborative.com/jgem/

vol1-is7-launching-an-ed-telehealth-program-during-covid-19-real

-world-implementations-for-older-adults/

58. Parmanto B, Lewis Jr AN, Graham KM, et al. Development of the

telehealth usability questionnaire (TUQ). Int J Telerehabil. 2016;8(1):
3-10.

https://www.facs.org/-/media/files/covid19/ocr_update_031720_hipaa_communications.ashx
https://www.facs.org/-/media/files/covid19/ocr_update_031720_hipaa_communications.ashx
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/older-adults.html
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/older-adults.html
https://www.johnahartford.org/dissemination-center/view/norc-survey-findings-new-survey-of-older-adults-during-the-first-month-of-covid-19-social-distancing
https://www.johnahartford.org/dissemination-center/view/norc-survey-findings-new-survey-of-older-adults-during-the-first-month-of-covid-19-social-distancing
https://www.johnahartford.org/dissemination-center/view/norc-survey-findings-new-survey-of-older-adults-during-the-first-month-of-covid-19-social-distancing
https://csrc.nist.gov/glossary/term/Usability#:%7E:text=Definition(s)%3A,a%20specified%20context%20of%20use
https://csrc.nist.gov/glossary/term/Usability#:%7E:text=Definition(s)%3A,a%20specified%20context%20of%20use
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.pewresearch.org/fact-tank/2019/09/09/us-generations-technology-use/
https://www.pewresearch.org/fact-tank/2019/09/09/us-generations-technology-use/
https://gedcollaborative.com/jgem/vol1-is7-launching-an-ed-telehealth-program-during-covid-19-real-world-implementations-for-older-adults/
https://gedcollaborative.com/jgem/vol1-is7-launching-an-ed-telehealth-program-during-covid-19-real-world-implementations-for-older-adults/
https://gedcollaborative.com/jgem/vol1-is7-launching-an-ed-telehealth-program-during-covid-19-real-world-implementations-for-older-adults/


14 of 14 DAVOODI ET AL.

AUTHOR BIOGRAPHY

Natalie Davoodi, MPH, works in the

School of Public Health at Brown Univer-

sity in Providence, Rhode Island.

SUPPORTING INFORMATION

Additional supporting information may be found in the online version

of the article at the publisher’s website.

How to cite this article: Davoodi NM, Chen K, ZouM, et al.

Emergency physician perspectives on using telehealth with

older adults during COVID-19: A qualitative study. JACEP

Open. 2021;2:e12577. https://doi.org/10.1002/emp2.12577

https://doi.org/10.1002/emp2.12577

	Emergency physician perspectives on using telehealth with older adults during COVID-19: A qualitative study
	Abstract
	1 | INTRODUCTION
	1.1 | Background
	1.2 | Importance
	1.3 | Goals of this investigation

	2 | METHODS
	2.1 | Study design
	2.2 | Study setting and population
	2.3 | Study protocol
	2.4 | Recruitment
	2.5 | Procedures
	2.6 | Data analysis

	3 | RESULTS
	3.1 | Characteristics of study subjects
	3.2 | Theme 1: Emergency medicine physicians used telehealth to improve physician and patient safety, access to care, and to enhance convenience and efficiency of care
	3.2.1 | Safety
	3.2.2 | Increased convenience and efficiency extended reach
	3.2.3 | Improved patient access to care
	3.2.4 | Addressing deferred and forgone primary care
	3.2.5 | Decline in telehealth use over time

	3.3 | Theme 2: Emergency medicine physicians shared that telehealth should continue to have a place in emergency care as a supplement, rather than a replacement, for in-person care
	3.3.1 | Acuity determined appropriateness of telehealth
	3.3.2 | Lack of physical exam and tests
	3.3.3 | Limited adaptability of telehealth for patients requiring translation
	3.3.4 | Limited interoperability with electronic health record
	3.3.5 | Medicolegal concerns

	3.4 | Theme 3: Most emergency medicine physicians did not report that telehealth platforms were difficult to use despite varying degrees of training received, technological literacy, and prior experience
	3.4.1 | Physician training in telehealth
	3.4.2 | Platforms proved easy to use
	3.4.3 | Physicians preferred phone calls to other modes

	3.5 | Theme 4: Emergency medicine physicians underestimated patient acceptance of telehealth and believed that including caregivers remotely was a crucial facilitator of that acceptance
	3.5.1 | Patient acceptance of technology
	3.5.2 | Building rapport with patients and caregivers

	3.6 | Theme 5: Physicians identified unique challenges for connecting with older adults
	3.6.1 | Recommended modalities
	3.6.2 | Hospital-level workflow changes
	3.6.3 | Hearing impairment
	3.6.4 | Adapting to sensory needs of older adults
	3.6.5 | Camera positioning
	3.6.6 | Patient preferences

	3.7 | Limitations

	4 | DISCUSSION
	CONFLICTS OF INTEREST
	AUTHOR CONTRIBUTIONS
	ORCID
	REFERENCES
	AUTHOR BIOGRAPHY
	SUPPORTING INFORMATION


