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impairments, mobility challenges, and for those receiving end−of−life care.
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phase 2, we used these qualitative findings to generate a web−based cross−sectional survey and administered

it to physicians across these same three specialties. In phase 3, we reintegrated qualitative data to enrich
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telehealth as a good or fair substitute for providing care; and (3) 98% indicated that telehealth was a good
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Preferences and comfort using telehealth with older adults vary between emergency, geriatric, and primary

care physicians. Telehealth may be more appropriate for certain populations, such as older adults with

mobility challenges, but less suited for clinical contexts such as end−of−life conversations in the acute

setting. Specific clinical contexts and patient populations will require tailored telehealth adaptations to

ensure physicians can provide high quality care.
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