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KEY POINTS

� Video-to-home (VTH) is an effective means of providing telemental health to older adults.

� Older adults are willing to use telemedicine for mental health and in some cases prefer it.

� Barriers to using VTH with older adults include technology acceptance, access, and physical and cognitive limitations.

� Providers have used new and innovative methods to address barriers.
INTRODUCTION/BACKGROUND
Video-to-home (VTH) telemedicine allows providers to
conduct synchronous clinical encounters over secure
video connections (eg, VA Video Connect, thera-LINK,
doxy.me). VTH for mental health care has grown
rapidly over the past decade due in part to advances
in telehealth platforms and digital infrastructure, as
well as the availability of smartphones [1,2]. However,
access to VTH is inconsistent geographically (rural and
frontier communities), demographically (age, race, edu-
cation), and institutionally (under-resourced health
care systems) [3]. The rush to convert face-to-face to
remote clinical encounters during the COVID-19
pandemic has only heightened disparities in VTH use
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[4]. Older adults have become a population of partic-
ular concern—not only do they risk serious complica-
tions of the virus if they are exposed during face-to-
face clinical care; but they are also less likely to use tele-
medicine for remote health care [5].

There is an urgent need to address the wide range of
barriers that prevent older adults from using VTH, from
age-related physical and cognitive decline to attitudes
toward technology. Telehealth provides opportunities
to improve care; VTH has improved access to providers,
such as specialists, and helped patients obtain timelier
diagnoses [6]. It can also cut drive time and provide ac-
cess for patients who live at a distance from facilities,
have physical barriers to attending visits, or behavioral
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issues that make in-person care difficult [7]. Incorpo-
rating VTH into routine care is important to providing
high-quality health care for older adults, who make
up the largest group of health care consumers in the
United States. Because of shifts in demographics, the
population of older adults grows considerably each
year. More than 54 million people over 65 live in the
United States; within the next 2 decades, the number
of older adults is expected to double [8].

Although the barriers to older adults’ use of VTH
pose a challenge to health care systems, the landscape
of current research is filled with innovative ways to
address barriers and, importantly, is beginning to
address negative stereotypes about older adults’ ability
to use VTH technology. In this article, we will discuss
some barriers to using VTH with older adults and ap-
proaches to addressing those barriers. See Table 1 for
a summary of barriers and strategies to address them.
VIDEO-TO-HOME AS A TREATMENT
MODALITY FOR OLDER ADULTS
Although face-to-face visits are most common, a
growing body of evidence shows that VTH is as effective
as face-to-face for treating a variety of conditions in
adults of all ages (Box 1) [9–12]. For example, noninfer-
iority studies comparing VTH to in-person clinic visits
for posttraumatic stress disorder in Veterans have
shown that VTH can successfully function as a substi-
tute for face-to-face care [9,13–16]. When compared
with telephone visits, VTH has been shown to be
more successful, with positive outcomes in treating con-
ditions such as depression [17] and smoking cessation
[18]. VTH is also a feasible treatment of obsessive-
compulsive disorder [19], panic disorder [20], social
anxiety disorder [21,22], and smoking cessation [18].
Reduced lengths of hospitalization, better medication
adherence, symptom reduction, lower attrition, and
more effective therapy have also been reported
[23,24]. Additionally, when used as a treatment modal-
ity, VTH has had positive effects on symptoms [25,26].

Until recently, comparatively less research has
focused on the effectiveness of VTH for treating older
adults. Among the 3 modalities for clinic visits, face-
to-face, telephone, and video conferencing, VTH re-
quires skills that are still novel for some older adults,
such as checking Internet connections and trouble-
shooting audio and video issues. Thus, older patients
tend to prefer in-person interactions, which are most
familiar [27]. Throughout the pandemic, more older
adults received telephone visits than VTH [28]. Because
of the ubiquity of telephones and comfort with that
technology, much of the telemedicine research
involving older adults has focused on telephone-
based interventions, many with positive outcomes
[29]. However, VTH has been shown to be as effective
as telephone interventions in screening for and treating
depression in older adults [17,30]. Additionally, when
used as a treatment modality, VTH has positively
affected the quality of life; social isolation; and symp-
toms of anxiety, social isolation, and depression
[25,26].

Both older patients and providers have generally
responded positively to VTH. Older adults are receptive
to receiving both medical and psychiatric services via
VTH [31,32]. Older adults have positive attitudes to-
ward technology’s benefits that are consistent across
age groups, and older adults have reported high levels
of satisfaction with participating in telemedicine visits
[6,31,33]. Provider attitudes toward providing telemen-
tal health treatment of older adults are positive or
neutral on the whole [34,35]. Providers believe that
improved access to care, flexibility, cost-saving, and ef-
ficiency enabled by VTH are particularly valuable [36].
DISCUSSION
Addressing Barriers to Widespread Use of
Video-to-Home
Acceptance of video-to-home
The successful adoption of VTH relies on the willingness
of patients and providers to use it. Many older adults
experience anxiety when using new technologies and
feel less comfort, self-efficacy, and control when using
communication technology specifically [33,37]. How-
ever, when new technology is introduced in a way
that connects it to familiar experiences, it is more likely
to be accepted by older adults [2,38]. The senior tech-
nology acceptance model (STAM) is the most widely
used framework for understanding older adults’willing-
ness to use new technologies. It includes factors that in-
fluence the adoption of new technologies such as VTH
and takes into account social-cognitive variables (self-
efficacy and computer anxiety), as well as attitudes
(perceived usefulness and perceived ease of use), and
usage behavior [39]. Additionally, the model captures
characteristics unique to older adults, including age-
related health conditions, self-reported health condi-
tions, functional abilities, cognitive abilities, attitude
toward aging, and life satisfaction [40].

Applications of the STAM model have found that
different variables account for older adults’ acceptance
of technology. Many have found that acceptance of
technologies such as telemedicine is explained best by



TABLE 1
Strategies for addressing barriers to VTH use with older adults

Barrier Strategies

Acceptance of VTH Provide effective training to both patients and providers
� Emphasize usefulness and ease of use when introducing VTH.
� Highlight benefits of using VTH regularly.
� Teach troubleshooting and emphasize the usefulness of
learning those strategies for general use of technology.

� Train providers in documentation and reimbursement.

Physical and cognitive limitations Educate patients and providers on a variety of adaptive
strategies

� Keep up to date on innovations in adaptive equipment.
� Adopt adaptive equipment tailored to patient.
� Focus on VTH repetition and practice.
� Use simple analogies and metaphors.
� Provide paper copies of instructions.

Access Understand factors affecting equitable access
� Assess availability of broadband, Internet, and equipment.
� Understand that attitudes toward VTH are influenced by
experience with technology.

� Understand and address cultural barriers to using VTH
� Adapt VTH programs for varying levels of health literacy.

Establishing rapport Use rapport-building strategies during VTH visits
� Encourage more patient participation in VTH visits.
� Slow speech during visits to help with understanding.
� Train providers in interpersonal communication strategies us-
ing VTH.

� Practice technical troubleshooting strategies in advance.

Privacy Train providers in methods of maintaining privacy during VTH
� Provide training on issues such as HIPAA compliance, main-
taining a secure virtual environment, and dealing with multiple
participants during VTH visits.

Safety Train providers in possible safety issues during VTH visits
� Create a safety plan for medical emergencies.
� Provide training in identifying abuse and neglect using VTH.
� Practice methods of separating multiple participants during
VTH visits for private interviews.

Reimbursement Be aware of documentation and reimbursement
� Document VTH visits in compliance with reimbursement rules.
� Advocate for reimbursement parity for VTH visits.
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specific attitudes (perceived usefulness and perceived
ease of use) [41–43]. Others have found stronger rela-
tionships between social-cognitive variables and accep-
tance [44]: older adults may not accept communication
technologies such as VTH that they do not perceive to
be useful or have clear benefits [45–47]. This same
concept applies to technical help—if the assistance pro-
vided (eg, possible troubleshooting methods) does not
appear useful, older adults are less likely to accept it
[48,49]. Studies have shown that repeated behavior,
or habit, fits into the STAM model, and emphasize
that acceptance and adoption are also driven by
repeated use, which explains why acceptance typically
changes once an individual uses a communication tech-
nology multiple times [50,51].

It is also important to consider the role of providers
in VTH acceptance; provider resistance to using technol-
ogy not only affects the use of VTH but also can influ-
ence the perceptions of patients [52]. Providers in
some instances have been more deterred by technical



BOX 1
Video-to-home as a treatment modality

Key Points

� Has been shown more successful than telephone for
treatment.

� Feasible for screening for and treating a range of
conditions.

� Outcomes include

� Reduced hospitalization

� Better medication adherence

� Symptom reduction

� Lower attrition

� Positive change in the quality of life

� Reduced social isolation
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difficulties than patients, and patients are more satisfied
with VTH, despite these difficulties [52,53]. Similar to
older adults, provider acceptance of telemedicine is
highly dependent on usefulness and ease of use. One
difference for physicians is the effect of self-efficacy on
the use of telemedicine—providers who were not able
to successfully use telemedicine tended to be resistant
to using it. The study suggests that training and educa-
tion are essential to provider adoption of these technol-
ogies [52]. Finally, the ability to easily document visits
inpatient records and receive reimbursement positively
influences acceptance and adoption.

Physical and cognitive limitations
Telemedicine visits can be challenging for older adults
because of age-related physical conditions, such as hear-
ing impairment and vision loss, as well as progressive
cognitive decline [53–55]. These challenges are compli-
cated by a patient’s psychological and behavioral issues,
including the severity of symptoms, diagnosis, and lack
social skills [56]. Physical conditions that can create
challenges to the use of VTH include hearing impair-
ment [5], visual impairment [49], touch sensitivity
[57,58], and neurologic symptoms, such as tremors
[58]. Adaptive equipment and techniques can assist
with many of these challenges [59]. When the immedi-
ate challenges to the use of VTH platforms can be over-
come, for patients with physical impairments that
require transportation assistance, VTH can save time,
energy, and money because patients can avoid
commuting to facilities [60].

Older adults also face cognitive decline, which also
impacts their ability to use VTH for psychotherapy. The
limitations caused by cognitive decline affect patients’
ability to participate in telemental health through VTH
[61]. For example, older adults are less able to learn
new information (eg, instructions for using VTH), retain
information (eg, to repeat the same kind of trouble-
shooting in VTH), and pay attention (eg, watching a
video on features of VTH) [26,62]. Research suggests
several methods for addressing these challenges, many
of which include repetition and practice [50,51]. Others
include drawing on semantic memory, where many of
the earliest memories are stored, by making analogies
and using metaphor (eg, explaining the way talking
through VTH is similar to a phone conversation) and
providing paper copies of simple written instructions
[63]. VTH programs can and should be tailored to levels
and types of cognitive decline, including advanced de-
mentia [64]. VTH has been used successfully to treat pa-
tients with dementia and their caregivers. VTH delivery
of psychosocial and cognitive behavioral therapy
(including problem-solving training), has shown
improvement in caregiver outcomes [65]. For example,
caregivers benefitted fromgroup therapy,with a decrease
in anxiety and depression [66].

Access
Discussion of equitable access to telemedicine for older
adults underscores the heterogeneity of the group.
While there are characteristics common to older adults,
research involving equitable access to VTH must also
take into account the intersection of social characteris-
tics and abilities [67]. For example, older adults from
racial or ethnic minority backgrounds or Medicaid ben-
eficiaries were less likely to use VTH [68]. Inequitable
access to telemedicine is often associated with the digital
divide, a term that describes the division between those
who are able to access technology and those who are
not, based on characteristics such as socioeconomic sta-
tus, age, and race [69]. The digital divide refers to several
factors that inhibit the use of telehealth. First is a lack of
the equipment and Internet connectivity to participate
in VTH, which affects many older adults [70]. More
than 25% of Medicare beneficiaries did not have
Internet access at home. People with low socioeco-
nomic status, those 85 years or older, and those in com-
munities of color were also less likely to have digital
access [28].

The digital divide also refers to the skills, interests,
and emotional and psychological conditions associ-
ated with an inability to access technology [71]. The
digital divide affects older adults in unique ways; for
example, although older adults recognize the power
of communication technologies to help ameliorate
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social isolation, the inability to successfully use this
technology makes them feel more isolated [72]. Their
attitudes toward technology such as VTH are also
colored by their lack of experience with technology,
cultural barriers, and lack of health literacy [72]. These
complex issues must be addressed for VTH to be suc-
cessfully implemented.

Using VTH with older adults in rural areas under-
scores the complexities of the digital divide. Rural-
dwelling adults have less access to broadband and
less willingness to participate in VTH than their nonru-
ral counterparts [73]. This population tends to be in
poorer health, more socially isolated, and more
affected by unmet mental health needs [74]. Moreover,
there is a shortage of mental health professionals in
these areas [6]. Successful efforts to implement VTH
in these areas must not only address the lack of digital
infrastructure in these communities but also the atti-
tudes, cultural beliefs, and literacy of rural older adults.
If these barriers can be surmounted, patients who use
VTH have access to a range of mental health services
that may be unavailable in their own community
[73,75].
Establishing patient–provider rapport
Patients and providers have expressed concern about
establishing therapeutic relationships through VTH.
Although they find telehealth effective, both providers
and patients perceive face-to-face interactions more
positively [74]. In most patient–provider relationships,
the provider is the dominant communicator, and that
dominance makes the therapeutic relationship asym-
metric, with the provider having more control in the
relationship. In an analysis of psychotherapy sessions,
one study found that some asymmetries in online rela-
tionships involved characteristics unique to VTH,
including interruptions caused by technology failures,
and privacy [76,77]. Other factors that influence rela-
tionship building during all therapeutic modalities
include cultivating mutual trust [78], equitable partici-
pation in the visit [79], communication skills [80],
and interpersonal competence [81]. Undoubtedly,
developing therapeutic relationships can be challenging
for both older adults and providers during VTH visits.
Recent work has shown that providers have developed
a rapport with older adults during VTH using adaptive
strategies, such as slowing their speech and communi-
cating with patience during technical difficulties [35].
Additionally, rapport can be developed as both pro-
viders and older adults become more comfortable
with telemental health [82].
Privacy, ethics, and policy
Privacy concerns often affect older adults’ willingness to
use VTH. Older adults who are less familiar with tech-
nologies such as VTH can have concerns about the pri-
vacy of psychotherapy visits. A lack of trust in
communication technology can fuel older adults’ resis-
tance to using telemedicine platforms [2,65]. Older
adults from under-resourced populations tend to have
less trust in privacy when using communication tech-
nologies; however, trust tends to improve with greater
use [23]. Mental health providers also face privacy con-
cerns that involve both HIPAA compliance and patient
privacy. Providers can be trained in methods to address
privacy concerns specific to VTH.

A related concern is a patient safety during a remote
visit. Because providers are unable to physically assist a
patient if, for example, the patient has a medical emer-
gency during a visit, a safety plan specifies a procedure
for whom to contact and what to document [83]. Addi-
tionally, a safety plan should specify procedures for pa-
tients who contact their provider while in distress.
Providers must also have training in identifying poten-
tial safety issues, such as signs of self-harm, aswell abuse,
and neglect by conducting virtual physical examinations
and speaking separately with patients and caregivers.

Finally, concern for the growth of VTH visits for
older adults hinges on Medicare reimbursement [6].
Reimbursement schemes that promote the use of tele-
health generally help break down barriers to use, such
as rurality and lack of infrastructure [3]. Before the
pandemic, low reimbursement rates limited the use of
telemedicine [84]. Although reimbursement for VTH
has become common during the pandemic, issues
persist in systematizing coding, billing, and clinic work-
flows. As support for VTH grows, continued parity in
VTH reimbursement rates and clearer guidance on
reporting will help ensure its use.
SUMMARY
Mental health providers have played an important role
in the adoption of VTH since the beginning of the
pandemic; providers have been early adopters of tele-
medicine and videoconferencing in particular [85].
Two studies note that mental health and psychiatry de-
partments in large medical centers were among the first
to shift completely to telehealth once the pandemic
began [85,86]. Research into psychotherapeutic VTH
must continue to discover ways to reach more patients,
implement novel uses of VTH, and improve the quality
of remote mental health care.
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CLINICS CARE POINTS
� Clinicians should consider video-to-home a viable
format for mental health treatment.

� Clinicians must consider factors that influence pa-
tients' use of video-to-home telehealth.

� Successful clinical use of video-to-home telehealth
requires attention to boundaries to use.
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