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Abstract

The COVID-19 pandemic elevated telehealth as a prevalent care delivery modality
for older adults. However, guidelines and best practices for the provision of health-
care via telehealth are lacking. Principles and guidelines are needed to ensure that
telehealth is safe, effective, and equitable for older adults. The Collaborative for
Telehealth and Aging (C4TA) composed of providers, experts in geriatrics, tele-
health, and advocacy, developed principles and guidelines for delivering telehealth
to older adults. Using a modified Delphi process, C4TA members identified three
principles and 18 guidelines. First, care should be person-centered; telehealth pro-
grams should be designed to meet the needs and preferences of older adults by
considering their goals, family and caregivers, linguistic characteristics, and readi-
ness and ability to use technology. Second, care should be equitable and accessible;
telehealth programs should address individual and systemic barriers to care for
older adults by considering issues of equity and access. Third, care should be inte-
grated and coordinated across systems and people; telehealth should limit fragmen-
tation, improve data sharing, increase communication across stakeholders, and
address both workforce and financial sustainability. CATA members have diverse
perspectives and expertise but a shared commitment to improving older adults'
lives. C4TA's recommendations highlight older adults’ needs and create a roadmap
for providers and health systems to take actionable steps to reach them. The next
steps include developing implementation strategies, documenting current tele-
health practices with older adults, and creating a community to support the dis-
semination, implementation, and evaluation of the recommendations.
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Members of the Collaborative for Telehealth and Aging and their Affiliations are provided in Table S1.
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INTRODUCTION

In 2020, COVID-19 taxed the healthcare system exacer-
bating existing disparities in care access' and increasing
older adults’ medical vulnerability. Staffing shortages,
staff exhaustion and trauma, and financial instability
impacted patient care."”* Ambulatory care practices
reported 60% fewer visits early in the COVID-19 pan-
demic; most deferred elective and in-person visits and
increased their use of telehealth.” Older adults were dis-
proportionately threatened given the risks associated
with preventable acute exacerbations of chronic condi-
tions from delayed care,’ and their high-risk association
with COVID-19.* The pandemic presented the
U.S. healthcare system with extraordinary challenges,
however, it also accelerated innovation in, and adoption
of, telehealth.

Telehealth, defined as the use of communications
technology to deliver healthcare at a distance, offers
advantages including faster referral times,” reduced clinic
cancellation rates,” hospitalizations,® and emergency
department use,®” increased satisfaction scores,®” and
financial savings,”” reduced or eliminated travel,” and
increased caregivers' mental health and sense of well-
being.'® However, ongoing challenges include the diffi-
culty of serving people with cognitive challenges such as
dementia,'® or physical challenges such as visual and/or
hearing impairment,'" and the challenges associated with
low technical literacy and access.'

Prior to the pandemic, widespread adoption and utili-
zation of telehealth to care for older adults was limited to
specific use cases (such as telephonic care) and hampered
by reimbursement, licensing, training, and other
challenges."*'> However, in March 2020, the Centers for
Medicare and Medicaid Services relaxed regulatory
restrictions that historically prevented telehealth expan-
sion.'® Quickly, providers began using telehealth to serve
older adults in unprecedented numbers.'” In early 2020,
roughly 13,000 Medicare fee-for-service beneficiaries
received telehealth visits each week; by late April 2020,
this number reached nearly 1.7 million and telehealth
accounted for nearly 50% of all primary care visits for
Medicare beneficiaries.'”

Telehealth visits slowly declined throughout 2021 as
the worst of the pandemic passed, vaccination rates
increased, and providers reopened their offices. However,
telehealth is now part of the healthcare infrastructure
and will continue to be used to care for older adults post
pandemic,'® making it crucial that telehealth is optimized
for older adults. Telehealth must be thoughtfully
designed and delivered to ensure that care is effective,
safe, and efficient. Additionally, telehealth must ensure
that care is equitable as it has the potential to both

6,9

Key points

« Clinicians are increasingly providing telehealth
care to older adults despite a lack of compre-
hensive guidance on age-friendly implementa-
tion and practice.

« The reach of telehealth for older adults
remains limited due to several factors, includ-
ing existing or perceived challenges around
physical and cognitive limitations, and a lack
of comprehensive guidance on older-adult-
focused implementation.

« This is the first comprehensive set of provider-
focused telehealth principles and guidelines,
developed by aging and telehealth experts, to
address the specific needs of an aging
population.

Why does this paper matter?

The emergence of COVID-19 stretched the US
healthcare system and its providers thin. Older
adults were tremendously impacted due to their
medical complexities and increased risks associ-
ated with exposure to COVID-19. Amidst lock-
downs and office closures, providers turned to
telehealth to provide care to older adults. Because
many programs were created rapidly in response
to the pandemic, providers had very few
resources to consult about how to serve older
adults well. Existing resources were often narrow
in scope or did not specifically address the
unique needs of older adults despite the fact that
older adults, especially those in underserved
communities, are uniquely at risk when receiving
services within a healthcare system that is not
designed to meet their needs.

Telehealth should remain a vital tool for car-
ing for older adults as it allows providers to care
for people whom they might otherwise have diffi-
culty accessing - such as those who are home-
bound, those without access to transportation,
those with mobility challenges, and those in rural
areas where specialists may be non-existent or
difficult to access, for example. The Collaborative
for Telehealth and Aging (C4TA) was created to
develop a set of comprehensive recommenda-
tions for providers to help them create telehealth
programs designed with older adults' needs in
mind. C4TA is a unique and robust group of sub-
ject matter experts including geriatricians, experi-
enced telehealth providers, health system
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ameliorate and exacerbate inequities in care.'” The goal
of this report is to introduce a set of provider-focused
principles and guidelines for age-friendly telehealth prac-
tices, which will help providers meet the needs of older
adults. We adopt the World Health Organization's defini-
tion of ‘age-friendly’ which states “age-friendly practices
recognize there is great diversity in the capacity and cir-
cumstances of older adults, anticipate and respond to
older adults’ needs and preferences in an equitable way,
respect older people's decisions and choices, and protect

the most vulnerable”.?°

EXPERT PANEL SELECTION

In September 2021, West Health Institute (WHI) con-
vened the collaborative for Telehealth and Aging (C4TA)
to explore issues involved in using telehealth to serve
older adults. C4TA consists of 40 members who are
experts in telehealth, geriatrics, emergency and family
medicine, healthcare service delivery, staff of leading
foundations focused on the care of older adults, patients,
patient representatives, and representatives of profes-
sional societies (See Table S1). Several months prior,
WHI researchers met with potential collaborative mem-
bers to share the purpose, plan, and intentions behind
the initiative and to invite participation. Selected mem-
bers had expertise in caring for older adults, using tele-
health, administering a telehealth program, and/or the
unique needs of older adults.

DEVELOPMENT PROCESS

CATA members used a modified Delphi process®’ to
develop recommendations called the ‘principles and
guidelines’ for telehealth and aging between September
2021 and January 2022. Here, we define principle as a
general rule meant to guide behavior. We define guideline
as a more specific goal that programs and providers
should aim to achieve.

The traditional Delphi process builds consensus from
a group of experts engaged around a particular topic.
Group members review and respond to materials. Then,
iterative rounds of anonymous feedback collection are
conducted and group opinions are shared to give insight
into all experts' perspectives. This pattern is repeated
until consensus is reached.”!

For its initial set of materials, WHI researchers con-
ducted internet searches for telehealth guidelines, imple-
mentation resources, toolkits, and best practices. No set
of guidelines or principles specifically addressing tele-
health for older adults was found. See Table 1 for

administrators, and older adult and patient advo-
cates. C4TA's recommendations are that tele-
health must be delivered in ways that are person-
centered, equitable and accessible, and integrated
and coordinated across people and systems.
C4TA's 18 guidelines provide specificity around
each principle. Future work will support pro-
viders as they make decisions about how best to
operationalize these recommendations and ana-
lyze their utility.

findings. Given the limitation in pre-existing materials,
the traditional Delphi process was amended so that initial
material included members' responses to WHI-produced
questions (See Table S2).

MEETINGS AND VOTING

CATA held its first three virtual meetings to align on key
themes of care delivery for older adults. Group discussions
were held to collect input on what high-quality and low-
quality care for older adults looks like, brainstorm the goals
and intended audience for principles and guidelines, and
identify overarching themes. Breakout sessions were held
to discuss each theme in greater detail with the following
goals: to reduce duplication of topics; to develop more spec-
ificity; and, to ensure that all members' voices were heard.
All meetings and breakout discussions were recorded.

At the first meeting, CATA members agreed that the
intended audience was providers, staff and health sys-
tems. The agreed-upon goal was to create provider-
focused criteria that describe how telehealth should be
delivered to meet the needs of older adults. Full group
discussion was held to discuss age-friendly values and
principles. Next, four breakout rooms were opened to dis-
cuss the topic areas that were most often repeated in the
pre-work answers (integrated care and access to care).
Members self-selected breakout rooms. Breakouts
allowed for small group discussions (7-10 people) and
included a facilitator and notetaker. Facilitators had a set
of conversation starters but only used them when conver-
sation ebbed. After 30 min, members reconvened, and
facilitators summarized the breakout discussions.

At meetings two and three, breakout groups met to
discuss one potential principle each with the goal of cre-
ating a draft set of guidelines for each principle. Members
self-selected their breakout rooms. Meeting two discus-
sion topics were data-informed care and proactive care.
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TABLE 1

Organization

AARP

Age Friendly
Health Systems

American
Medical
Association

American
Telehealth
Association

Center for
Technology and
Aging

CMS

CMS

Federation of
State Medical
Boards

Resource

Using Telehealth to Improve
Home-Based Care for Older
Adults and Family
Caregivers

Guide to Using the 4 ms in the
care of Older Adults

Telehealth Implementation
Playbook

ATA Practical Guidelines
(website, links to multiple
toolkits/guidelines)

Telehealth in Skilled Nursing
Facilities: Opportunities to
Improve Quality, Health,
and Costs of Care

Telehealth for Providers:
What you need to know

Long-Term Care Nursing
Homes Telehealth and
Telemedicine Tool Kit

Model Policy for the
Appropriate Use of
Telemedicine Technologies
in the Practice of Medicine

Year
published

2018

2020

2020 &
2022

Varied

2012

2021

2020

2014

Landscape review of existing resources and principles/guidelines for telehealth and aging

What is included

Example use cases (heart
failure, palliative care,
chronic disease
management, etc.)
Challenges/Concerns

Opportunities/
Recommendations

Senior-specific
recommendations for
implementing 4 M
framework Specific guidance
for implementing framework
into the clinic and hospital
setting

Implementation processes

Specific goals for telehealth
workflow development and
implementation; staff and
patient education,
evaluation, etc.

Specialities/Clinical focuses:
mental health, behavioral
health, derm, ocular health,
stroke, etc.

Provider training: etiquette,
patient interactions, lighting,
patient satisfaction

Specific guidance for children
and adolescents

Use cases, reimbursement info,
proposed state policy for
CMS

Considerations for various
populations - specific
disabilities, Info re: billing,
policies, and staff check- list
items

Recommendations

High-level overview of
telehealth and important
considerations for specific
policy (consent, ethics, etc)

What is excluded

Care models and settings other
than home-based care
Implementation processes

Focus on telehealth

Text specifically focused on
older adults

Not specific to care delivery
setting

Focus on older adults

Text directed at providers and
health systems
Implementation processes
Comprehensive and directly
connected information,
principles and
recommendations

Text specifically focused on
older adults Comprehensive
and directly connected
information, principles and
recommendations

Not inclusive of all care
delivery settings
Implementation processes

Text specifically focused on
older adults Comprehensive
and directly connected
information, principles and
recommendations
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TABLE 1 (Continued)
Year
Organization Resource published What is included What is excluded
HIMSS Four Best Practices for Data 2021 Information on data privacy Text specifically focused on
Privacy and Telehealth practices older adults
Comprehensive and directly
connected information,
principles and
recommendations for
patient-facing care
National Quality Shared Decision Making in 2018 Although specific to shared- Focus on telehealth
Partners Healthcare Playbook decision making principles
Information on staff training
models/opportunities,
tracking, monitoring, and
reporting, outcome
measures, and accountability
National Quality Creating a Framework to 2017 A conceptual framework for Text specifically focused on
Forum Support Measure quality measurement of older adults
Development for telehealth; includes proposed  Information/recommendations
Telehealth measure concepts, use cases, for patient-facing care
impact, future
considerations, etc.
Rural Health Info ~ Implementation Varied Shares three telehealth models  Only partially focused on older
Considerations for for improving rural care adults
Telehealth Programs delivery: increasing access to ~ Comprehensive and directly
Serving Older Adults and engagement with care connected information,
outside of healthcare principles and
settings; increasing access to recommendations
specialty care; and increasing
access to pharmacy services
They provide info regarding
care transitions/post-acute
care, chronic disease
management, home-based
care, etc.
Advisory Board Tips to Improve your 2020 Provides tips for keeping Text specifically focused on

‘Webside Manner

Meeting three discussion topics were patient-centered
care and efficient and affordable care. A full group dis-
cussion and recap were held at the conclusion of the
breakout discussions.

After an informal yet comprehensive review of the
recordings of these meetings, engaging in additional (indi-
vidual) discussions with C4TA members, and consolidat-
ing recommendations from all communications (emails,
meeting chats, Google Jamboard notes), WHI researchers
created the first draft of the principles and guidelines. This
draft, containing six principles and 24 guidelines, was pro-
vided to C4TA members who were asked to review and

patients at the center of
telehealth visits: Before the
visit, During the visit, and
After the visit

older adults
Comprehensive and directly
connected information,
principles and
recommendations

offer edits. Recommendations were received and incorpo-
rated into a second draft, which was shared with C4TA
members ahead of the fourth meeting. When recommen-
dations were inconsistent or incompatible, multiple
options were provided and voted upon in meeting four.

At meeting four, each potential principle and its asso-
ciated guidelines was displayed to C4TA members, fol-
lowed by a 10-min full group discussion of each principle
and its associated guidelines. Discussion was followed by
voting using Padlet. C4TA members voted yes or no to
each guideline. Voting took place primarily synchro-
nously via video. Members could provide written
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TABLE 2 Principles and guidelines for telehealth and aging

Person-centered telehealth accounts for older adults’ healthcare goals, care preferences, and ‘what

Person-centered telehealth promotes high-value use cases that drive older-adult focused goals,

Person-centered telehealth ensures that older adults and their caregivers are prepared and understand

Person-centered telehealth promotes opportunities to use telehealth to increase access to care while

Person-centered telehealth reduces time to access providers across healthcare settings.

Person-centered telehealth incorporates older adults’ families and caregivers when appropriate and

Equitable and accessible telehealth accounts for older adults’ physical and cognitive differences.

Equitable and accessible telehealth accounts for cultural and linguistic differences of older adults and

Equitable and accessible telehealth accounts for technology literacy and readiness of older adults and

Equitable and accessible telehealth addresses needs across all settings, including the home, as promptly

Equitable and accessible telehealth ensures that staff and providers engage in ongoing education on best

Equitable and accessible telehealth accounts for differences in access to technology and connectivity.

Principle1 Care is person-centered.
Guideline 1
matters’.
Guideline 2
incorporating payer and provider perspectives.
Guideline 3 Person-centered telehealth supports coordination and continuity of care.
Guideline 4
what to expect from a telehealth encounter.
Guideline 5
reducing hardships for older adults.
Guideline 6
Guideline 7
consistent with the older adults’ wishes.
Principle 2  Care is equitable and accessible.
Guideline 1
Guideline 2
their caregivers.
Guideline 3
their caregivers.
Guideline 4
as possible.
Guideline 5
practices for using telehealth with older adults.
Guideline 6
Principle 3 Care is integrated and coordinated.

Guideline 1
Guideline 2
Guideline 3
Guideline 4
Guideline 5

comments in addition to votes, both of which were anon-
ymous but visible to everyone.

The voting threshold was set at 80%: >80% ‘yes’
meant approve; <80% ‘no’ meant reject. During meeting
four, eleven guidelines were approved, one was rejected
and ten did not meet either threshold. The WHI team
used C4TA members' input from the Padlet voting ses-
sion to revise the principles and guidelines that did not
meet the vote threshold. C4TA feedback to WHI
researchers was to simplify the principles and guidelines,
to reduce duplication of concepts, to reduce the opera-
tional guidelines and to remove guidelines that did not
directly address age-friendly practices and/or principles.

In response, principles were reduced from six to three
by combining concepts and edits were made to the ten
guidelines that did not meet the voting threshold. Revisions
were shared with C4TA members prior to a second round

Integrated and coordinated telehealth facilitates access to older adults’ health records.

Integrated and coordinated telehealth facilitates safe, coordinated transitions of care.

Integrated and coordinated telehealth is integrated into the care continuum.

Integrated and coordinated telehealth connects crucial stakeholders throughout the entire process.

Integrated and coordinated telehealth supports staff working at the top of their licenses to drive efficiency.

of voting in meeting five. Voting followed the same process
as round one but addressed the revisions made to the out-
standing principles and guidelines that were neither
approved nor rejected during the first round of voting. All
principles and guidelines met the 80% threshold during
round two. See Table 2 for the approved set.

PRINCIPLES AND GUIDELINES FOR
DELIVERING CARE TO OLDER
ADULTS VIATELEHEALTH

Principle 1: Care is person-centered
The older adult being served is at the center of all decision-

making. Care accounts for older adult's care preferences,
goals, wishes, abilities, support system, and conditions.
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Guidelines

1. Person-centered telehealth accounts for older adults'
healthcare goals, care preferences, and ‘what matters’.

Older adults are not monolithic; they vary in their
health conditions and goals for treatment. The different
factors that individuals identify as meaningful impact the
types of care they prefer to receive and how they prefer to
receive care.”” Delivering care that aligns with goals and
preferences can improve health-related quality of life,
and satisfaction and reduce the costs of care.** Providers
should discuss older adults' goals and preferences during
encounters.

2. Person-centered telehealth promotes high-value use
cases that drive older-adult-focused goals, while also
incorporating payer and provider perspectives.

Telehealth can be used in high-value and low-value
ways. For example, high-value use cases are those where
telehealth replaces or augments in-person care rather
than those where telehealth visits are additive to in-
person care.”* When used to deliver high-value care, tele-
health can help all stakeholders achieve their goals. Pro-
viders and administrators should use data to identify
those use cases that optimize telehealth benefits and min-
imize potential downsides.

3. Person-centered telehealth supports coordination and
continuity of care.

Care coordination and continuity are linked to better
health outcomes, higher satisfaction rates, and more cost-
effective healthcare.” Older adults are specifically at risk of
the negative consequences of fragmented and siloed care
due to their tendency towards higher levels of medical
complexity, greater number of comorbid conditions and
larger number of providers with whom they typically
engage. When telehealth is delivered via a third party or
via a provider who does not have the ability to coordinate
with the older adults' other providers, the risk of errors
increases. For example, a record of each telehealth visit
should be sent to the older adult's primary care physician.

4. Person-centered telehealth ensures that older adults
and their caregivers are prepared and understand
what to expect from a telehealth encounter.

Telehealth is a new experience for many older adults
and their caregivers. Many would benefit from pre-visit
preparation including an explanation of the benefits and

limitations of telehealth, setting expectations, and identi-
fying and addressing concerns and barriers that may
impede the telehealth visit.*®

5. Person-centered telehealth promotes opportunities to
use telehealth to increase access to care while reduc-
ing hardships for older adults.

Top barriers to care include patients’ costs for health-
care services and limited access due to geographic loca-
tion. For example, over 23 million people live in health
professional shortage areas, the majority of which are in
rural areas. Many older adults are mobility challenged
due to physical limitations or lack of safe, affordable
transportation, and others are fully homebound. Tele-
health offers care to people in underserved regions and to
those without the ability to easily get to an appointment
to reduce access barriers and the patients’ financial bur-
den of transportation.*’

6. Person-centered telehealth reduces time to access pro-
viders across healthcare settings.

Delays in care are associated with poor health out-
comes for all populations, particularly older adults.’ Tele-
health can help reduce the time that older adults must
wait to see a provider by increasing the number of pro-
viders who are available to them. This is particularly rele-
vant to older adults living in rural areas where access to
specialists may be limited and where telehealth may
make providers available who are located geographically
far from the older adult. For example, providers in rural
emergency departments can use telehealth to access spe-
cialists (such as neurologists for tele-stroke care) to pro-
vide specialized care to older adults quickly.

7. Person-centered telehealth incorporates older adults'
families and caregivers when appropriate and consis-
tent with the older adults’ wishes.

Approximately 53 million informal caregivers provide
care to loved ones in the United States.”® These caregivers
are often familiar with older adults' preferences and
impacted by the older adults' treatment plans and deci-
sions. Historically, their input has not been solicited or
well incorporated into treatment planning.*® A system
that incorporates the opinions and knowledge of family
and caregivers (when appropriate and desired by the
older adult) builds trust and enables care to be delivered
more efficiently and effectively.”>*° For example, pro-
viders can use video technology to include family mem-
bers who live far from the older adult.
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Principle 2: Care is equitable and accessible

Regardless of age, ability, socio-economic status, health
literacy, technology literacy, access and rural, suburban
or urban location, everyone has equal access to the same
level of high-quality care.

Guidelines

1. Equitable and accessible telehealth accounts for older
adults’ physical and cognitive differences.

Care delivered via telehealth should accommodate
patients’ physical and cognitive challenges, just as in-
person care requires.” An estimated 6.3 million older
adults are unready to use telehealth due to a physical dis-
ability.>’ Methods to accommodate needs include using
devices and platforms with simple user interfaces, large
fonts and selectors, and adjustable audio capabilities with
options for voice-to-text or text-to-voice.

2. Equitable and accessible telehealth accounts for cul-
tural and linguistic differences of older adults and
their caregivers.

In the United States, English proficiency impacts access
to care and health status.”* People with limited English
proficiency are more likely to forgo medical care and are at
an increased risk of having poor emotional health.*® Bar-
riers in access to care caused by linguistic and/or cultural
differences are key problems that must be addressed when
designing telehealth programs. Systems must continually
monitor access to, and utilization of, care across demo-
graphics, cultures, and communities. Systems providing tel-
ehealth should track and review the demographics of
patients served to identify underserved patient groups and
address uncovered inequities. Additionally, patient experi-
ence and satisfaction surveys in the primary languages of
patients, and perhaps designed to address some of the prin-
ciples outlined in the Framework for Digital Health
Equity®* can be incorporated into telehealth programs to
track and address areas of need. New language translation
technologies can help bridge linguistic gaps. Technology
can also connect older adults and their providers with a
certified translator when appropriate.

3. Equitable and accessible telehealth accounts for tech-
nology literacy and readiness of older adults and their
caregivers.

While older adults' comfort, and readiness to use,
technology is on the rise, many still lack the technology

literacy and readiness, and/or confidence to make tele-
health successful.*” Telehealth programs must focus on
digital health equity in access. Providers must advocate
for “overcoming structural deficiencies within the digital
infrastructure of the US” that were highlighted by lower
utilization and worse health outcomes for underserved
communities.'® Additionally, barriers to access cannot be
addressed if they are not identified. Assessments of bar-
riers, the use of telehealth facilitators, simpler technology
including audio-only visits, and training programs can
help increase equity and access.

4. Equitable and accessible telehealth addresses needs
across settings, including the home, as promptly as
possible.

Older adults live in, and access care from, a variety of
settings including the traditional home, congregate hous-
ing, and long-term care facilities. For example, more than
1.3 million older adults live in long-term care facilities,
and another 1 million live in residential care communi-
ties.” For telehealth programs to be truly equitable and
accessible to as many older adults as possible, programs
should be designed to deliver care to older adults wher-
ever they reside. We encourage providers to work with
staff and providers at long-term care facilities, for exam-
ple, to create telehealth programs that reach more older
adults and connect them with care for acute changes in
condition, behavioral health, and other types of consulta-
tive specialized care.

5. Equitable and accessible telehealth ensures that staff
and providers engage in ongoing education on best
practices for using telehealth with older adults.

Providers should have sufficient knowledge to under-
stand the technology's applications, safeguards, and
nuances for best practice. They should also be aware that
incorporating telehealth into their practices can be dis-
ruptive in the early stages of adoption.>* Stakeholders,
such as the C4TA and the American Telehealth Associa-
tion, are investing resources to establish best practices
and accreditation programs to support providers as they
engage, implement, learn, and lead.

6. Equitable and accessible telehealth accounts for differ-
ences in access to technology and connectivity.

An estimated 13 million older adults have trouble
accessing telehealth services which could exacerbate bar-
riers to care, particularly for those older adults living in
rural underserved areas. To ensure that telehealth is
reducing access barriers, programs should collect and
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analyze data regularly to understand who they are serv-
ing and who they may be missing. Telehealth programs
should seek innovative ways to overcome challenges
including using hotspots, caregivers, and telehealth facili-
tators who travel to older adults’ residences and simple
solutions including using the telephone or asking a fam-
ily member to help facilitate a visit.

Principle 3: Care is integrated and
coordinated

Systems are set up to facilitate access to the information
and support necessary to provide quality care to older
adults. This includes cooperation and communication
between and within systems and stakeholders.

Guidelines

1. Integrated and coordinated telehealth facilitates
access to older adults’ health record.

As people age, their care becomes more complex as
they tend to have an increasing number of medical,
socioeconomic, cognitive, functional, and organizational
statuses.>” For example, prescribing recommendations for
older adults are more difficult because older adults have
substantial interindividual variability including differ-
ences in health, disability, co-morbidities, and medica-
tion usage.*® Thus, it is vital that providers serving older
adults have access to their patients’ health records and
medication lists to avoid potentially harmful interactions.

2. Integrated and coordinated telehealth facilitates safe,
coordinated transitions of care.

Older adults face many care transitions across health-
care settings. Much effort has been invested in the field
of geriatrics to optimize transitions for older adults, their
providers and their caregivers. When used well, tele-
health should also ensure that all stakeholders are com-
municating effectively and safely coordinating transitions
of care. Shared records of telehealth visits, e-consults
between providers, and shared electronic medical records
can all help enable safe transitions of care.

3. Integrated and coordinated telehealth is integrated
into the care continuum.

When well-managed, telehealth services can reduce
some costs including facility and provider costs (in that
providers can see a greater number of patients). Yet,

creating and running telehealth programs that are finan-
cially sustainable may require economies of scale and
optimized workflows, use cases, and protocols that
reduce inefficiencies. As such, fully integrating telehealth
within the care continuum and within providers' prac-
tices may be necessary to realize the financial benefits of
telehealth.””

4. Integrated and coordinated telehealth connects crucial
stakeholders throughout the entire process.

Older adults often require a higher level of involve-
ment from their family for care coordination and
decision-making than people under age 65. For example,
in the United States, family members provide 83% of the
help older adults receive®® and more than 11 million fam-
ily members provide care to older adults with dementia
specifically.* Telehealth can allow for connections to be
made directly between geographically close and distant
stakeholders who can be included in visits to foster direct
communication and connection.

5. Integrated and coordinated telehealth supports staff
working at the top of their licenses to drive efficiency.

Currently, the healthcare workforce lacks sufficient
numbers of people who are trained to care for older
adults. With labor shortages, clinical resources must be
carefully appropriated to maximize the services each
individual can provide to patients. With telehealth, this
means organizations can pull from larger pools of pro-
viders to better match the right provider with the level of
care needed for each telehealth appointment.

DISCUSSION

The presented principles and guidelines were developed
by C4TA using a modified-Delphi process. Additional
work is needed (and is underway) to create implementa-
tion strategies, which will provide more specific guidance
on how to operationalize the current recommendations.
Creating and implementing solutions that adhere to the
general principles and guidelines will depend greatly
upon local context and circumstances of health systems
and the patients they serve. A solution for a healthy
95-year-old may be vastly different than a solution for a
homebound 65-year-old, for example. A solution in a
rural area may be quite different from a solution in an
urban area. The guidelines are deliberately not prescrip-
tive to allow for flexibility in operationalization. How-
ever, a constant in all telehealth programs must be a
commitment to developing programs that also address
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healthcare disparities and outcome gaps. Optimal
telehealth programs can work to limit (and improve) the
digital healthcare gap in vulnerable communities. We
note that our guidelines are consistent with prior work
on digital health equity.*°

C4TA members engaged in discussions about the
degree to which the recommendations should describe
an optimal state given that the principles and guidelines
correspond to systemic challenges in healthcare: chal-
lenges and problems that have not yet been fully
addressed within the healthcare system. Members
decided that recommendations should be written to
describe the optimal state, with the understanding that
improvement does not require fully addressing all recom-
mendations. We recognize and appreciate that any step
towards the optimal state represents an improvement of
the care that older adults receive.

Strengths and limitations

A strength of this work is that it incorporated a variety of
perspectives and areas of expertise with a shared goal of
improving care for older adults. Technology vendors' voices
were not included to keep the focus on delivering high-
quality, safe, effective care to older adults rather than on
specific technology hardware or software solutions. Addi-
tionally, recommendations were specifically targeted to
clinical care providers and health systems across care set-
tings and specialties to make tangible changes to existing
practices, regardless of organizational factors and state and
federal policy structure. A limitation is that the proposed
guidelines are not all-encompassing and certain topics
important to care delivery were not directly addressed.
These topics include Health Insurance and Portability
Accountability Act adherence, data privacy, and reimburse-
ment. This is not because such issues are irrelevant or
unimportant, but rather because there are many existing
resources supporting providers in these areas.”’ Instead,
the goal of the current work was to focus on the gaps in
knowledge and resources specific to caring for older adults
via telehealth across healthcare settings. As such, attention
was focused on considerations that are specifically and par-
ticularly relevant to the care of older adults.

Next steps

We are encouraged by our experience creating and work-
ing with the collaborative, which we believe represents a
groundswell of support for this initiative. The next steps
for this initiative include dissemination, implementation,
community engagement, and evaluation. Dissemination

will be achieved through written work and presentations
across a variety of settings and to audiences around the
country and through the Center of Excellence for Tele-
health and Aging (CE4TA). Implementation support will
grow as we develop implementation strategies to help
define and describe the ways that the current guidelines
can be operationalized across care settings and communi-
ties. Community engagement will be developed through
CE4TA where we ask all stakeholders to contribute to
the growth of this initiative. Finally, we recognize that
the science from which these guidelines were developed
is continuing to evolve. C4TA will, along with the stake-
holder community through CE4TA, continue to evaluate
and add to the scientific literature related to best prac-
tices for delivering telehealth to older adults.

In summary, telehealth has remarkable potential to
improve the safety, efficiency, and equitable distribution
of healthcare for older adults, but without sustained
attention to constructing telehealth programs for older
adults in a manner that is person-centered, equitable and
accessible, and integrated and coordinated, the programs
will fail to meet the needs of many older adults.
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