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T elehealth has been defined as the use of electronic infor-

mation and telecommunication technologies to support 

long-distance health care.1 A common form of telehealth 

involves a patient and a health care professional interacting in real 

time using telephones, smartphones, or other telecommunication 

devices with or without video (a “telehealth visit”). Telehealth 

was initially employed mainly as a means to increase access to 

care, particularly for patients in rural areas, but in recent years 

patients have used telehealth for the management of episodic 

and chronic conditions as a matter of convenience.2 With 

widespread transmission of SARS-CoV-2, the virus that causes 

COVID-19, telehealth has the additional advantage of allowing 

access to health care while preserving social distancing.3,4 Indeed, 

a substantial proportion of ambulatory health care visits in the 

United States were done as telehealth visits during the early part 

of the pandemic.5 This shift has been facilitated by temporary 

expansion of insurance coverage for telehealth among many 

payers, including Medicare.6

It is likely that the COVID-19 public health emergency will perma-

nently elevate the role of telehealth in the US health care system. In 

December 2020, CMS finalized rules to permanently expand coverage 

of many telehealth services for Medicare beneficiaries, particularly 

for residents of rural areas.7 As the former administrator of CMS 

acknowledged in July 2020, “Telehealth is here to stay.”8 However, 

relatively little is known about preferences for and barriers to 

successful adoption by patients. These questions are particularly 

relevant to older adults because they generally have greater health 

care needs and are less likely to have broadband internet or to even 

use the internet.9,10 Anticipating preferences and concerns about 

telehealth will be essential for successful adoption across the age 

spectrum.11 Therefore, the objective of this study was to evaluate 

self-reported interest in and concerns about video telehealth visits 

and how they are associated with sociodemographic and health 

factors, as well as with prior experience with internet video chat, 

in adults aged 50 to 80 years.
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ABSTRACT

OBJECTIVES: To describe associations between patient 
factors and interest in and concerns about telehealth video 
visits among adults in midlife and older.

STUDY DESIGN: A cross-sectional, nationally 
representative panel survey of US adults aged 50 to 80 years 
(N = 2256) in May 2019.

METHODS: Multivariable logistic regression was used to 
estimate the adjusted prevalence of interest in different 
types of video telehealth visits and concerns about 
telehealth for individuals with different characteristics.

RESULTS: Individuals aged 65 to 80 (vs 50-64) years 
were more likely to be interested in a first-time telehealth 
visit (37.3% vs 31.5%; P < .05) and to be concerned about 
not feeling personally connected to their provider (52.8% 
vs 46.5%; P < .05). Women (vs men) were less likely to be 
interested in a first-time visit (29.3% vs 38.2%; P < .001) 
and more likely to be concerned about technical difficulties 
(52.3% vs 42.1%; P < .001). Black, non-Hispanic individuals 
(vs White, non-Hispanic individuals) were more likely to be 
interested in first-time (45.2% vs 29.8%; P < .001) and return 
(67.7% vs 56.2%; P < .01) visits. Individuals comfortable using 
video chat (vs never users) were more likely to be interested 
in a telehealth visit for any reason (all P < .001) and less likely 
to have concerns about privacy, difficulty seeing/hearing, 
technical difficulties, not feeling personally connected, and 
lower quality of care (all P < .01).

CONCLUSIONS: Interest in and concerns about telehealth 
vary along the lines of sociodemographic factors and 
experience using the internet for video communication. 
These findings have implications for the design of 
interventions and policies to promote equitable access to 
health care as it increasingly moves online.
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METHODS
Sample

The University of Michigan National Poll on Healthy Aging (NPHA) 

is a recurring, nationally representative online survey of adults 

aged 50 to 80 years, sponsored by AARP and Michigan Medicine. 

The NPHA uses KnowledgePanel (Ipsos Public Affairs, LLC), a 

nationally representative probability-based panel of the civilian, 

noninstitutionalized US population created using address-based 

sampling. Design weights are generated and adjusted to reflect the US 

Census population using basic demographic information (eg, gender, 

age, ethnicity, education, income) from active panel members. The 

panel’s sampling methods have previously been described, and the 

NPHA has served as the data source for numerous peer-reviewed 

publications in health services research.12-14 Participants without 

internet access were supplied with web-enabled devices. This poll 

on telehealth was fielded in May 2019 to a sample of 2256 individuals. 

The American Association for Public Opinion Research Cooperation 

Rate 1 was used to calculate the survey completion rate.15

Survey Questions

Respondents were asked about their interest in a video telehealth 

visit “for a new patient visit to discuss a new health problem that 

has come up” (referred to hereafter as a “a first-time visit”), “for a 

visit with a health care professional you have already seen in the 

past” (referred to hereafter as a “return visit”), “for a mental health 

concern,” or “for an unexpected illness while traveling.” These visit 

types were chosen because they are settings in which telehealth has 

been employed and because they were hypothesized to have distinct 

characteristics affecting preferences for telehealth. Response options 

were “definitely yes,” “probably yes,” “probably no,” and “definitely 

no.” The survey also asked about 6 concerns hypothesized to affect 

telehealth visits: “privacy,” “difficulty seeing or hearing the health 

care professional,” “technical difficulties using the technology,” 

“not feeling personally connected to the health care professional,” 

“health care professional not being able to do a physical exam,” and 

“quality of care not being as good as a face-to-face visit.” Response 

options were “yes” and “no.”

Respondents were also asked about whether they had had a 

telehealth visit in the preceding year, how important the ability to 

have a video visit is when selecting a doctor, self-reported mental 

and physical health, and difficulty getting 

to/from health care appointments. In addi-

tion, they were asked the following question: 

“How comfortable are you with using video 

technology such as FaceTime, Skype, Google 

Hangouts, or other video chat apps or websites?” 

with response options of “very comfortable,” 

“somewhat comfortable,” “not comfortable,” and 

“have never done this.” For each participant, 

survey responses were supplemented with 

existing data from Ipsos on basic demographic 

characteristics (eg, age, gender, race and ethnicity, education level, 

annual income), metropolitan statistical area according to the 

county’s National Center for Health Statistics 2013 urban-rural 

classification, health insurance status, availability of internet in 

the household, and, if so, the presence of a dial-up connection. The 

full survey can be found in eAppendix A (eAppendices available 

at ajmc.com).

Statistical Analysis

Responses about interest in telehealth visits were dichotomized 

as “definitely yes” and “probably yes” vs “probably no” and “defi-

nitely no.” Experience with video chat was categorized as (1) “very 

comfortable” or “somewhat comfortable,” (2) “not comfortable,” or 

(3) “have never done this.” The categorization of all other variables 

is described in eAppendix B.

For all variables, weighted proportions were calculated. Next, 

bivariate associations between patient factors and interest in a 

telehealth visit for each of the 4 visit types were investigated using 

contingency tables and χ2 statistics. The patient factors examined 

were age, gender, race/ethnicity, metropolitan statistical area, 

education, annual household income, primary health insurance, 

physical health, mental health, ease of getting to/from medical 

visits, prior telehealth use, and household internet access. The 

same patient factors were then included in 4 separate multivariable 

logistic regressions to examine their adjusted associations with 

interest in each telehealth visit type.

To gain additional insight into how the same patient factors 

were associated with concerns about telehealth visits, 6 additional 

multivariable logistic regressions were performed with each of the 

concerns as a dependent variable. For all the regression models, 

the estimated regression coefficients were used to report marginal 

estimates of the adjusted prevalence of the dependent variable 

for the different categories of each patient factor. To check for 

multicollinearity in these regressions, variance inflation factors 

were calculated for each predictor; none exceeded 2.5, indicating 

the absence of multicollinearity.

All data analysis was done using Stata version 15.1 (StataCorp). 

For all the regressions performed, individuals with missing data 

for either the independent or dependent variables were excluded. 

All analyses used survey weights based on US Census Bureau data 

to generate nationally representative estimates and were adjusted 

TAKEAWAY POINTS

Sociodemographic factors, as well as experience using video chat, were independently associated 
with interest in and concerns about telehealth video visits among adults aged 50 to 80 years.

 › Black, non-Hispanic individuals and Hispanic individuals had higher levels of interest in 
telehealth, suggesting that it could play a role with other strategies to increase access to 
health care for these groups.

 › Individuals who were not comfortable using video chat applications were less likely to be 
interested in telehealth visits and more likely to have concerns, underscoring the need for 
attention to a digital divide in access to telehealth.
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to account for any differential nonresponse. Associations were 

considered statistically significant when P < .05. The University 

of Michigan Institutional Review Board deemed this study exempt 

from human subjects review because it used only deidentified data.

RESULTS
Descriptive Statistics

Based on 2256 respondents (76% completion rate), 61.6% were aged 

50 to 64 years and 38.4% were aged 65 to 80 years (Table 1). In the 

previous year, 3.9% of adults aged 50 to 80 years had a telehealth visit, 

most often for primary care (2.8%) and less often for specialty care 

(1.1%), for mental health care (0.8%), or with other types of health 

care professionals (0.3%). For 82.5% of individuals, the ability to 

have a video visit was not important in selecting a physician. Most 

individuals were somewhat or very comfortable using video chat (52.5%), 

whereas 19.6% were not comfortable and 28.0% had never used it.

There was the greatest interest in a telehealth visit for an 

unexpected illness while traveling (64.1%) or for a return visit 

(57.8%) (Figure 1). Nearly two-thirds of adults aged 50 to 80 years 

were interested in a telehealth visit for at least 1 visit type (68.2%). 

The most common concerns about telehealth visits were inability 

to have a physical exam (71.1%) and lower quality of care compared 

with face-to-face visits (68.1%) (Figure 2). Of 6 possible concerns, 

the mean was 3.2 (95% CI, 3.1-3.3).

Bivariate Associations Between Patient Factors 
and Interest in Telehealth Visits 

In unadjusted analyses, adults aged 65 to 80 years were less likely 

than those aged 50 to 64 years to be interested in a telehealth visit 

for all visit types except a first-time visit (Table 1). Women were 

less likely than men to be interested in a telehealth visit for a 

first-time visit (29.7% vs 38.6%). For all visit types, except a visit 

for an unexpected illness while traveling, there were differences in 

interest by race, and for visit types where such differences existed, 

White, non-Hispanic individuals had the lowest levels of interest. 

Individuals who were somewhat or very comfortable using video chat 

were most likely to be interested in a telehealth visit for all 4 visit 

types, with significant differences in all cases. Specific prevalence 

estimates and additional associations can be found in Table 1.

Adjusted Associations Between Patient Factors and 
Interest in Telehealth Visits 

In multivariable logistic regression, individuals aged 65 to 80 

years were more likely to be interested in a first-time telehealth 

visit (37.3% vs 31.5% for age 50-64 years), whereas women were 

less likely to be interested in a first-time visit (29.3% vs 38.2% for 

men) (Table 2). Black, non-Hispanic individuals were more likely 

to be interested in 3 types of visits: a first-time visit (45.2% vs 29.8% 

for White, non-Hispanic), a return visit (67.7% vs 56.2% for White, 

non-Hispanic), and a visit for a mental health concern (34.5% vs 

26.7% for White, non-Hispanic). Hispanic individuals were more 

interested in a first-time visit (42.3% vs 29.8% for White, non-

Hispanic). Individuals with good or excellent mental health were 

less likely to be interested in a visit for a mental health concern 

(26.3% vs 45.0% for fair or poor mental health). Individuals who 

were somewhat or very comfortable using video chat were more 

likely to be interested in a telehealth visit for any of the 4 visit 

types compared with those who had never used it. The full model 

is shown in eAppendix Table 1.

Adjusted Associations Between Patient Factors and 
Concerns About Telehealth Visits

Individuals aged 65 to 80 years were more likely to be concerned 

about not feeling personally connected to the provider in a telehealth 

visit (52.8% vs 46.5% for age 50-64 years) (Table 3). Women were 

more likely to be concerned about technical difficulties (52.3% 

vs 42.1% for men). Individuals in the highest household income 

tertile were more likely to be concerned about no physical exam 

(76.5% for ≥ $100,000 per year vs 67.1% for < $50,000) and about 

lower quality of care (71.8% for ≥ $100,000 per year vs 63.8% for 

< $50,000). Individuals who found it somewhat or very difficult to 

get to/from medical visits were more likely to be concerned about 

privacy (60.4% vs 47.5% for somewhat or very easy), difficulty 

seeing or hearing (55.6% vs 37.7% for somewhat or very easy), and 

technical difficulties (60.1% vs 46.5% for somewhat or very easy). 

Individuals who were somewhat or very comfortable using video 

chat were less likely than those who had never used it to have 

concerns about privacy (42.5% vs 53.2%), difficulty seeing or hearing 

(32.7% vs 45.6%), technical difficulties (38.7% vs 55.4%), not feeling 

personally connected (38.9% vs 56.6%), and lower quality of care 

(64.1% vs 72.8%). The full model is shown in eAppendix Table 2.

DISCUSSION
In this poll of US adults aged 50 to 80 years, we identified multiple 

patient factors associated with interest in and concerns about 

video telehealth visits. In adjusted analyses, those aged 65 to 80 

years were more likely than younger individuals to be interested 

in a first-time telehealth visit but were more likely to be concerned 

about not feeling personally connected. Women were less likely than 

men to be interested in a first-time visit but were more likely to be 

concerned about technical difficulties. Black, non-Hispanic adults 

were more likely than White, non-Hispanic adults to be interested in 

a first-time visit, a return visit, or a mental health visit, and Hispanic 

adults were also more likely than White, non-Hispanic adults to be 

interested in a first-time visit. Our results also provide evidence of a 

digital divide affecting interest in telehealth. Novices to video chat 

applications, such as FaceTime, were significantly less likely to be 

interested in a telehealth visit for any reason and more likely to 

have multiple concerns. These findings contribute to an emerging 

literature on how patient characteristics are associated with potential 

and actual telehealth use, and they have implications for designing 

interventions and policies to promote equitable access to telehealth.
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TABLE 1. Characteristics of Community-Dwelling Adults Aged 50-80 Years and Their Association With Interest in 4 Types of Telehealth Visits  
(shown as the weighted prevalence of interest) (N = 2256)a

Characteristic

Overall First-time visit Return visit Mental health concern Unexpected illness while traveling

% % P % P % P % P

Age in years

50-64 61.6 34.4
.569

61.8
<.001

32.2
<.001

66.0
.024

65-80 38.4 33.2 51.4 21.4 61.0

Gender

Male 47.5 38.6
<.001

57.7
.956

29.4
.227

63.8
.827

Female 52.5 29.7 57.8 26.9 64.3

Race/ethnicity

White, non-Hispanic 71.4 29.2

<.001

55.2

<.001

26.0

.018

63.6

.636
Black, non-Hispanic 10.7 48.5 70.2 36.7 67.5

Other non-Hispanic and ≥2 races 6.6 41.8 65.1 31.2 67.0

Hispanic 11.3 45.1 58.4 30.9 62.2

Metropolitan statistical areab

Nonmetropolitan 15.5 25.7
.002

51.0
.013

23.6
.073

55.8
.002

Metropolitan 84.5 35.4 59.0 28.9 65.6

Education

High school or less 41.2 34.8

.135

52.1

<.001

25.4

.026

57.5

<.001Some college 26.6 36.2 60.6 32.3 65.1

At least bachelor’s degree 32.2 30.9 62.7 28.0 71.4

Annual household income

< $50,000 36.4 36.3

.145

51.6

<.001

26.1

.262

56.3

<.001$50,000-$99,999 29.3 31.0 56.9 28.0 62.5

≥ $100,000 34.3 33.9 65.1 30.2 73.6

Primary health insurance

Private 56.8 32.6

.182

60.5

.033

30.0

.065

66.4

.011Government 38.9 35.0 53.9 24.8 62.6

None 4.3 42.5 56.8 26.4 50.0

Physical health

Fair/poor 19.0 39.3
.022

57.9
.952

30.8
.206

61.4
.253

Good/very good/excellent 81.0 32.7 57.8 27.4 64.7

Mental health

Fair/poor 8.2 46.5
.001

68.3
.007

45.9
<.001

68.4
.258

Good/very good/excellent 91.8 32.8 56.8 26.4 63.6

Comfort with video chatc

Never used 28.0 24.6

<.001

39.2

<.001

16.7

<.001

48.0

<.001Not comfortable 19.6 26.7 44.0 21.4 52.7

Somewhat/very comfortable 52.5 41.5 72.8 36.7 76.7

Ease of getting to medical visits

Somewhat/very easy 93.2 32.7
<.001

57.0
.009

27.4
.046

63.9
.586

Somewhat/very difficult 6.8 49.8 69.6 36.1 66.4

Prior telehealth use

No 96.1 33.4
.020

56.9
<.001

27.3
<.001

63.6
.033

Yes 3.9 46.9 80.5 46.4 75.7

Household internet

Yes, without dial-up 94.9 33.8

.183

58.3

.121

28.4

.472

64.9

.001Yes, with home dial-up 3.2 25.7 44.7 20.7 44.2

No household internet 2.0 46.7 50.1 24.8 44.3

aChi-square tests were used to examine differences in interest across the values for each patient factor. Analyses incorporated survey design weights to generate 
nationally representative estimates for adults in the United States aged 50 to 80 years. Respondents with missing values are not shown. 
bUrban-rural classification performed according to 2013 National Center for Health Statistics classification scheme. 
cQuestion asked about “FaceTime, Skype, Google Hangouts, or other video chat app or website.”
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A health care consumer survey from 2013-2016 found that prior 

telehealth use was more likely among Black and Hispanic popula-

tions, consistent with our findings.16 The same survey also found a 

negative association between telehealth use and increasing age. A 

2019 survey of US adults 18 years and older found that willingness 

to participate in video telehealth visits was negatively associated 

with age more than 65 years (odds ratio [OR], 0.51; 95% CI, 0.40-0.66) 

and Black race (OR, 0.58; 95% CI, 0.38-0.91).17 Variations in survey 

wording or the age range of the study samples could in part explain 

the different findings on race/ethnicity. Future research should 

investigate the possibility that age moderates the association of 

race/ethnicity with preferences for telehealth. Prior studies have 

shown varying associations between gender and telehealth use. 

Two studies of hypothetical18 and actual telehealth users17 found 

no differences by gender, whereas another study of actual users 

found that women liked telehealth more often than men.19 Because 

gender is known to strongly affect communication during health 

care encounters, it should not be surprising that women might 

view telehealth visits differently than men, especially when seeing 

a health care professional for the first time.20

The reasons that Black, non-Hispanic individuals and Hispanic 

individuals have greater interest in telehealth visits are likely 

multifactorial and require further investigation. One possibility is 

that these groups have more difficulty accessing face-to-face visits as 

a result of previously identified social determinants of health, such 

as job flexibility, availability of transportation, and social support, 

creating relative advantages to telehealth visits.21,22 Other possibilities 

are that these groups have greater family or social support to help 

overcome technical barriers; that they have different expectations of 

what constitutes efficient, appropriate, and thorough medical care; 

or that they have experienced biased care during in-person visits and 

hope for better care using telehealth. If indeed telehealth visits allow 

historically disadvantaged groups to overcome barriers to accessing 

health care, telehealth could be part of health care organizations’ 

comprehensive strategy to make health care more equitable.

Our results also shed light on the extent of the digital divide, 

which separates regular users of the internet from nonusers, and its 

implications for telehealth use in the future.23 Among individuals 

aged 50 to 80 years, approximately 3 of 10 had not used video chat 

applications, and another 2 of 10 were not comfortable using them. 

Moreover, individuals who were naïve to these applications were 

less likely to be interested in telehealth for any reason, even after 

controlling for sociodemographic factors, internet access, and 

urban-rural location. Similarly, a 2018 survey of Medicare-aged 

patients found that the most common barrier to telehealth readi-

ness was inexperience with technology.24 To improve telehealth 

adoption, it will be essential to better understand the technological 

barriers that patients face, and their sociodemographic correlates, 

alongside efforts to increase broadband internet access and improve 

reimbursement policies.25-27 Such research will have implications for 

the design of broadly accessible health communications technology, 

the development of effective interventions to educate patients 

about and to facilitate use of telehealth, and policies that provide 

financial incentives for the time that health systems invest in these 

efforts.28 Without these measures, disparities in health care access 

are likely to be perpetuated, or even exacerbated, by telehealth.

Health care organizations seeking to promote patient adoption of 

telehealth should be aware of the prevalence of concerns about this 

technology in this age group. More than two-thirds of individuals had 

concerns about the lack of physical exam and about worse quality of 

care, and nearly half had concerns about privacy, technical difficulties, 

and not feeling personally connected to the health care professional. 

One might expect these concerns to attenuate as increasing numbers 

of people are exposed to telehealth. The arrival of mobile medical 

FIGURE 1. Prevalence of Interest in Telehealth Visit by Visit Type 
Among US Adults Aged 50-80 Yearsa

FIGURE 2. Prevalence of Concerns About Telehealth Visits Among 
US Adults Aged 50-80 Yearsa

aSurvey weights were used to generate nationally representative estimates.

aSurvey weights were used to generate nationally representative estimates.
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devices linked to smartphones, which will enable remote pulse 

oximetry, electrocardiography, and even ultrasonography, may also 

help allay concerns about lack of a physical exam.29

Limitations

This study has several limitations. All survey respondents were 

aged 50 to 80 years, limiting generalizability to other age groups. 

However, it should be noted that associations between age and 

preferences for computer use become more pronounced begin-

ning at age 45 years, supporting the sampling of adults aged 50 to 

80 years in this study.30 Our survey did not contain questions about 

how trust in the health care professional might be associated with 

interest in telehealth, which might in part explain relatively lower 

levels of interest in a first-time visit. This should be an area of 

focus in the future. Given the cross-sectional design of the survey, 

these analyses cannot establish causality. Finally, the study does 

TABLE 2. Marginal Estimates of Interest in Telehealth Visits for Each of 4 Visit Typesa

First-time visit
(n = 2037)

Return visit
(n = 2036)

Mental health 
concern (n = 2030)

Unexpected illness while 
traveling (n = 2038)

% (95% CI) % (95% CI) % (95% CI) % (95% CI)

Age in years

50-64 (ref) 31.5 (28.4-34.5) 58.6 (55.3-61.8) 29.6 (26.6-32.6) 64.3 (61.0-67.6)

65-80 37.3 (33.5-41.1)* 56.5 (52.8-60.2) 24.6 (21.0-28.2) 63.4 (59.9-67.0)

Gender

Male (ref) 38.2 (35.1-41.4) 57.3 (54.1-60.4) 29.2 (26.1-32.2) 63.0 (59.8-66.1)

Female 29.3 (26.4-32.1)*** 58.2 (55.2-61.2) 26.5 (23.7-29.2) 64.9 (62.0-67.8)

Race/ethnicity

White, non-Hispanic (ref) 29.8 (27.4-32.2) 56.2 (53.6-58.7) 26.7 (24.4-29.1) 64.2 (61.7-66.6)

Black, non-Hispanic 45.2 (37.6-52.8)*** 67.7 (60.4-75.1)** 34.5 (27.4-41.7)* 65.9 (58.3-73.4)

Other non-Hispanic and ≥ 2 races 40.0 (30.8-49.3)* 58.8 (49.4-68.3) 26.8 (18.4-35.2) 61.1 (52.2-70.0)

Hispanic 42.3 (35.0-49.6)** 58.1 (51.3-64.8) 28.3 (21.8-34.7) 62.5 (55.8-69.2)

Education

High school or less (ref) 36.7 (32.8-40.6) 56.3 (52.5-60.1) 26.5 (22.8-30.2) 62.4 (58.8-66.0)

Some college 35.5 (31.7-39.3) 58.3 (54.4-62.1) 31.6 (27.9-35.3) 63.2 (59.4-67.1)

At least bachelor’s degree 28.6 (24.8-32.3)** 59.1 (55.0-63.2) 26.2 (22.5-30.0) 66.8 (62.7-70.9)

Annual household income

< $50,000 (ref) 36.1 (31.8-40.4) 56.5 (52.2-60.8) 28.1 (23.9-32.3) 60.1 (55.8-64.4)

$50,000-$99,999 29.8 (26.1-33.6)* 56.9 (53.0-60.8) 27.7 (24.0-31.4) 63.1 (59.2-67.1)

≥ $100,000 34.2 (30.3-38.1) 59.7 (55.8-63.6) 27.6 (24.0-31.2) 69.2 (65.4-73.0)**

Mental health

Fair/poor (ref) 41.8 (32.9-50.7) 67.6 (59.6-75.6) 45.0 (35.8-54.1) 71.4 (63.8-79.0)

Good/very good/excellent 32.9 (30.6-35.1) 56.8 (54.5-59.1)* 26.3 (24.2-28.4)*** 63.2 (61.0-65.5)

Comfort with video chatb

Never used (ref) 22.7 (19.0-26.4) 40.3 (35.8-44.7) 16.4 (13.1-19.8) 49.7 (45.1-54.4)

Not comfortable 26.8 (22.3-31.3) 46.0 (40.8-51.1) 22.1 (17.8-26.5)* 53.9 (48.9-59.0)

Somewhat/very comfortable 42.0 (38.8-45.2)*** 71.4 (68.3-74.4)*** 35.4 (32.2-38.5)*** 75.4 (72.5-78.3)***

Ease of getting to medical visits

Somewhat/very easy (ref) 32.8 (30.6-35.0) 57.0 (54.8-59.3) 27.5 (25.4-29.6) 63.8 (61.6-66.0)

Somewhat/very difficult 45.6 (35.8-55.4)* 68.0 (59.1-76.9)* 32.3 (23.2-41.4) 66.6 (58.0-75.2)

Prior telehealth use

No (ref) 33.4 (31.2-35.5) 57.0 (54.8-59.2) 27.2 (25.1-29.3) 63.6 (61.4-65.8)

Yes 39.6 (27.7-51.6) 77.8 (65.8-89.7)** 41.4 (29.2-53.6)* 73.8 (63.1-84.4)

Ref, reference.

*P < .05; **P < .01; ***P < .001.
aThe table shows the weighted prevalence of interest in a telehealth visit for each visit type adjusted for all variables listed in the table in addition to metropolitan 
statistical area, primary health insurance, physical health, and household internet, using a logistic regression model. The full model can be found in eAppendix 
Table 1. Analyses incorporated survey design weights to generate nationally representative estimates for adults in the United States aged 50 to 80 years. 
bQuestion asked about “FaceTime, Skype, Google Hangouts, or other video chat app or website.”
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not reflect changing perceptions of and use of telehealth during 

the COVID-19 pandemic.

CONCLUSIONS
Multiple sociodemographic factors are independently associated 

with interest in and concerns about telehealth in US adults aged 50 to 

80 years. Black, non-Hispanic individuals and Hispanic individuals 

tended to be more interested in telehealth visits, suggesting that 

telehealth could play a role in improving access for these groups. 

In addition, novices to video chat were consistently less interested 

in and more concerned about telehealth visits, which suggests that 

a digital divide is likely to affect access to virtual care, especially 

for older adults. Future interventions and policies should focus on 

ensuring equitable access to telehealth. n

Author Affiliations: Division of Gastroenterology (JEK, MAA, SDS), Division 
of General Medicine (JTK), Department of Health Management and Policy (JTK), 
Division of Infectious Diseases (PNM), and The Susan B. Meister Child Health 

TABLE 3. Marginal Estimates of the Adjusted Prevalence of 6 Possible Concerns About Telehealth Visitsa

Privacy 
(n = 2031)

Difficulty 
seeing/hearing 

(n = 2027)

Technical 
difficulties 
(n = 2029)

Not feeling 
personally 
connected 
(n = 2032)

No physical 
exam  

(n = 2033)

Lower quality 
of care 

(n = 2028)

% (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI)

Age in years

50-64 (ref) 47.8 (44.3-51.2) 40.9 (37.4-44.3) 46.7 (43.2-50.1) 46.5 (43.0-49.9) 70.6 (67.4-73.8) 65.9 (62.6-69.1)

65-80 49.1 (45.2-53.0) 35.9 (32.2-39.5) 48.3 (44.4-52.2) 52.8 (49.0-56.7)* 73.3 (69.8-76.9) 72.9 (69.2-76.5)*

Gender

Male (ref) 47.8 (44.5-51.2) 38.3 (35.0-41.5) 42.1 (38.8-45.4) 48.0 (44.8-51.3) 70.2 (67.1-73.3) 67.2 (64.1-70.3)

Female 48.7 (45.6-51.9) 39.4 (36.3-42.6)
52.3 

(49.1-55.5)***
49.8 (46.7-53.0) 73.0 (70.1-75.9) 69.7 (66.7-72.7)

Race/ethnicity

White, non-Hispanic (ref) 48.0 (45.3-50.7) 37.8 (35.2-40.4) 46.1 (43.4-48.7) 49.1 (46.5-51.8) 72.3 (69.8-74.7) 69.0 (66.5-71.6)

Black, non-Hispanic 51.4 (43.6-59.1) 37.8 (30.2-45.4) 50.0 (42.5-57.6) 47.2 (39.6-54.8) 68.0 (61.0-75.0) 65.3 (58.2-72.4)

Other non-Hispanic and ≥ 2 races 47.2 (37.4-56.9) 43.4 (33.8-52.9) 53.3 (43.5-63.2) 51.6 (42.3-60.8) 72.2 (63.4-81.0) 67.6 (58.9-76.4)

Hispanic 48.0 (40.5-55.6) 44.0 (36.3-51.6) 49.2 (41.7-56.8) 48.0 (40.8-55.1) 71.4 (64.6-78.1) 68.8 (62.0-75.6)

Education

High school or less (ref) 48.1 (44.1-52.1) 38.4 (34.6-42.2) 48.0 (44.1-51.9) 48.2 (44.3-52.0) 68.7 (64.9-72.4) 67.6 (63.8-71.5)

Some college 50.6 (46.5-54.6) 38.9 (34.9-42.9) 45.0 (41.1-48.9) 50.7 (46.7-54.7) 70.7 (66.9-74.4) 66.3 (62.5-70.1)

At least bachelor’s degree 46.7 (42.3-51.1) 39.4 (35.0-43.8) 48.3 (43.9-52.8) 48.6 (44.2-52.9)
76.5 

(72.6-80.4)**
71.3 (67.2-75.4)

Annual household income

< $50,000 (ref) 50.4 (45.7-55.0) 38.1 (33.7-42.4) 47.7 (43.2-52.2) 48.3 (43.8-52.7) 67.1 (62.6-71.6) 63.8 (59.2-68.5)

$50,000-$99,999 48.2 (44.1-52.3) 41.3 (37.2-45.4) 48.4 (44.4-52.5) 49.5 (45.5-53.5) 71.8 (68.1-75.5) 69.8 (66.0-73.6)

≥ $100,000 46.2 (42.1-50.4) 37.6 (33.5-41.7) 46.0 (41.8-50.2) 49.3 (45.1-53.4)
76.5 

(72.8-80.1)**
71.8 (68.1-75.5)*

Comfort with video chatb

Never used (ref) 53.2 (48.6-57.8) 45.6 (40.9-50.2) 55.4 (50.8-60.0) 56.6 (52.0-61.2) 73.5 (69.4-77.5) 72.8 (68.6-77.0)

Not comfortable 57.2 (52.1-62.4) 46.4 (41.2-51.5) 59.4 (54.2-64.6) 65.6 (60.6-70.6) 76.5 (72.0-81.0) 74.7 (70.1-79.4)

Somewhat/very comfortable 
42.5 

(39.2-45.8)***
32.7 

(29.6-35.8)**
38.7 

(35.5-42.0)**
38.9 

(35.7-42.1)**
68.8 (65.7-72.0)

64.1 
(60.9-67.3)**

Ease of getting to medical visit

Somewhat/very easy (ref) 47.5 (45.1-49.9) 37.7 (35.4-40.1) 46.5 (44.1-48.9) 48.7 (46.3-51.0) 71.9 (69.8-74.1) 68.8 (66.5-71.0)

Somewhat/very difficult 60.4 (51.1-69.6)*
55.6 

(45.9-65.3)**
60.1 

(50.6-69.7)**
53.4 (43.9-63.0) 67.9 (58.8-77.0) 64.3 (55.0-73.5)

Ref, reference.

*P < .05; **P < .01; ***P < .001.
aThe table shows the weighted prevalence for each concern adjusted for all variables listed in the table in addition to metropolitan statistical area, primary health 
insurance, physical health, mental health, prior telehealth use, and household internet, using a logistic regression model. Analyses incorporated survey design 
weights to generate nationally representative estimates for adults in the United States aged 50 to 80 years. The full model can be found in eAppendix Table 2.
bQuestion asked about “FaceTime, Skype, Google Hangouts, or other video chat app or website.”
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Poll Questions

HEALTHYAGINGPOLL.ORG

Virtual Visits: Telehealth and Older AdultsOctober 2019
Questions were answered by respondents age 50–80.

Q1. Do your health care professionals offer telehealth visits?

Don’t Don’t see this
Yes No know type of provider

a. Doctor, physician assistant, or nurse practitioner who
provides your primary care

b. Specialist (such as cardiologist, dermatologist,
ophthalmologist, etc.)

c. Mental health professional (such as therapist,
psychologist, social worker, psychiatrist, etc.)

d. Other type of health care professional (such as foot
doctor, optometrist, chiropractor, etc.)

Telehealth is when patients and health care professionals have health care visits by video 
using smartphones or computers.

Sponsored by Directed by

eAppendix A. Survey Instrument Fielded
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If Q1 = Yes for either a, b, c or d then populate Q2 statements in rows

Q2. In the past year, have you had a telehealth visit with any of the following health care professionals? 

  Yes  No

 a. Doctor, physician assistant, or nurse practitioner who provides your primary care

 b. Specialist (such as cardiologist, dermatologist, ophthalmologist, etc.) 

 c. Mental health professional (such as therapist, psychologist, social worker,  
 psychiatrist, etc.)

 d. Other type of health care professional (such as foot doctor, optometrist,  
 chiropractor, etc.) 

If Q2 = YES for either a, b, c or d

Q3. Why did you have a telehealth visit instead 
of an in-person visit? Select all that apply

1. Convenience 
2. Transportation issues (unable to travel, no  
 vehicle, don’t drive etc.)
3. More private
4. Needed care when health care professional’s  
 office wasn’t open
5. Health care professional requested it
6. Cost was less 
7. Wanted to see what it was like
8. Other 

If Q2 = YES for either a, b, c or d

Q4. For your most recent telehealth visit,  
where were you? 

1. At home (yours or someone else’s)
2.  At a health care professional’s office/health  
 care facility
3.  Work/office
4.  Somewhere else 
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HEALTHYAGINGPOLL.ORG

If Q2 = YES for either a, b, c or d

Q5. How does a telehealth visit compare to an office visit, in terms of: 

   Telehealth Doctor Telehealth/office
  visit better visit better visit about the same

 a. Communicating with your health care professional

 b. Feeling cared for by your health care professional 

 c. Feeling connected to your health care professional

 d. Amount of time the entire visit takes

 e. Comfort discussing sensitive topics 

 f. Amount of time spent with the health care  
 professional

 g. Your out-of-pocket cost 

 h. Overall convenience

 i. Overall quality of care

   Very Somewhat Not
  interested interested interested

 a. Primary care doctor, nurse practitioner or physician assistant

 b. Specialist (such as cardiologist, dermatologist,  
 ophthalmologist, etc.)

 c. Mental health professional (such as therapist, psychologist,  
 social worker, psychiatrist, etc.)

If Q1_a = No or don’t know (2 or 3), show row a; 
If Q1_b = No or don’t know (2 or 3), show row b; 
If Q1_c= No or don’t know (2 or 3), show row c

Q6. How interested would you be in having a telehealth visit with:
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Q7. If offered, would you want a telehealth visit in any of the following circumstances?

  Definitely Probably Probably Definitely
  Yes Yes No No

 a. For a one-time follow-up after a medical  
 procedure or surgery

 b. For a new patient visit to discuss a new health  
 problem that has come up

 c. For a visit with a health care professional you  
 have already seen in the past

 d. For a mental health concern

 e. For a sensitive health concern

 f. For an unexpected illness while traveling

Q8. Do you have any of the following concerns about telehealth visits? 

  Yes  No

 a. Privacy

 b. Difficulty seeing or hearing the health care professional

 c. Technical difficulties using the technology

 d. Not feeling personally connected to the health care professional 

 e. Health care professional not being able to do a physical exam

 f. Quality of care not being as good as a face-to-face visit



eAppendix B. Categorization of Variables for Statistical Analysis 

 

Importance of telehealth in selecting a provider was dichotomized as “very important” or 

“somewhat important” versus “not important.” Age was dichotomized at the midpoint (50-64 vs. 

65-80 years). For analysis of race/ethnicity, the categories of other race/non-Hispanic and 2 or 

more races/non-Hispanic were merged into one. Annual household income was categorized by 

tertiles (<$50,000, $50,000-99,999, and >100,000). For metropolitan status, large, medium, and 

small metro counties were classified as “metropolitan,” and micropolitan and noncore counties 

were classified as “non-metropolitan” based on NCHS guidance 31. For classifying primary 

health insurance, three categories were created: “Private” if the participant reported insurance 

through one’s own or another’s employer, a retiree health plan or private insurance purchased 

through a marketplace; “government” if the respondent reported having Medicare, a Medicare 

supplemental plan, Medicaid, VA/CHAMPVA, or TRICARE; or “none.” For respondents with 

both private and government insurance, private insurance was given precedence. For insurance 

status, responses of “other” or if the respondent declined to answer the question were analyzed as 

missing. Internet access was categorized as either no household Internet access, Internet access 

with dial-up at home, or Internet access without dial-up at home.  

 



eAppendix Table 1. Marginal estimates of interest in telehealth visits for each of 4 different visit types, showing all covariates. The 

table shows the weighted prevalence of interest in a telehealth visit for each visit type adjusted for all variables listed in the table. 

Analyses incorporated survey design weights to generate nationally representative estimates for adults in the United States aged 

50−80. *p<0.05; **p<0.01; ***p<0.001. 

 

 New visit for new 
concern 
(N= 2,037); % (95% 
confidence interval) 

Return visit 
(N= 2,036); % (95% 
confidence interval) 

Mental health 
concern (N= 2,030); 
% (95% confidence 
interval) 

Unexpected illness 
while travelling (N= 
2,038); % (95% 
confidence interval) 

Age (years) 
  50-64 (ref) 
  65-80  

 
31.5 (28.4, 34.5) 
37.3 (33.5, 41.1)* 

 
58.6 (55.3, 61.8) 
56.5 (52.8, 60.2) 

 
29.6 (26.6, 32.6) 
24.6 (21.0, 28.2) 

 
64.3 (61.0, 67.6) 
63.4 (59.9, 67.0) 

Gender 
  Male (ref) 
  Female 

 
38.2 (35.1, 41.4) 
29.3 (26.4, 32.1)*** 

 
57.3 (54.1, 60.4) 
58.2 (55.2, 61.2) 

 
29.2 (26.1, 32.2) 
26.5 (23.7, 29.2) 

 
63.0 (59.8, 66.1) 
64.9 (62.0, 67.8) 

Race/Ethnicity 
  White, non-Hispanic (ref) 
  Black, non-Hispanic 
  Other non-Hispanic and 2+ races 
  Hispanic 

 
29.8 (27.4, 32.2) 
45.2 (37.6, 52.8)*** 
40.0 (30.8, 49.3)* 
42.3 (35.0, 49.6)** 

 
56.2 (53.6, 58.7) 
67.7 (60.4, 75.1)** 
58.8 (49.4, 68.3) 
58.1 (51.3, 64.8) 

 
26.7 (24.4, 29.1) 
34.5 (27.4, 41.7)* 
26.8 (18.4, 35.2) 
28.3 (21.8, 34.7) 

 
64.2 (61.7, 66.6) 
65.9 (58.3, 73.4) 
61.1 (52.2, 70.0) 
62.5 (55.8, 69.2) 

Metropolitan statistical area 
  Non-metropolitan (ref) 
  Metropolitan 

 
28.3 (22.7, 33.9) 
34.5 (32.2, 36.8) 

 
55.4 (49.6, 61.2) 
58.2 (55.8, 60.5) 

 
25.0 (19.4, 30.6) 
28.2 (26.0, 30.4) 

 
60.6 (54.8, 66.3) 
64.6 (62.3, 66.9) 

Education 
  High school or less (ref) 
  Some college 
  At least Bachelor’s degree 

 
36.7 (32.8, 40.6) 
35.5 (31.7, 39.3) 
28.6 (24.8, 32.3)** 

 
56.3 (52.5, 60.1) 
58.3 (54.4, 62.1) 
59.1 (55.0, 63.2) 

 
26.5 (22.8, 30.2) 
31.6 (27.9, 35.3) 
26.2 (22.5, 30.0) 

 
62.4 (58.8, 66.0) 
63.2 (59.4, 67.1) 
66.8 (62.7, 70.9) 

Annual household income 
  <$50,000 (ref) 
  $50,000-$99,999 
  >100,000 

 
36.1 (31.8, 40.4) 
29.8 (26.1, 33.6)* 
34.2 (30.3, 38.1) 

 
56.5 (52.2, 60.8) 
56.9 (53.0, 60.8) 
59.7 (55.8, 63.6) 

 
28.1 (23.9, 32.3) 
27.7 (24.0, 31.4) 
27.6 (24.0, 31.2) 

 
60.1 (55.8, 64.4) 
63.1 (59.2, 67.1) 
69.2 (65.4, 73.0)** 



Primary health insurance 
  Private (ref) 
  Government 
  None 

 
33.9 (30.8, 37.1) 
32.5 (28.5, 36.6) 
39.2 (27.6, 50.9) 

 
57.5 (54.3, 60.7) 
58.0 (53.9, 62.1) 
58.5 (47.0, 70.0) 

 
28.1 (25.2, 31.0) 
27.6 (23.6, 31.6) 
25.4 (15.5, 35.3) 

 
62.5 (59.2, 65.8) 
67.0 (63.2, 70.8) 
52.9 (40.8, 64.9) 

Physical health 
  Fair/poor (ref) 
  Good/very good/excellent 

 
35.7 (30.2, 41.2) 
33.1 (30.7, 35.5) 

 
57.6 (52.0, 63.2) 
57.8 (55.3, 60.2) 

 
26.6 (21.6, 31.6) 
28.1 (25.7, 30.4) 

 
63.4 (57.9, 68.8) 
64.1 (61.7, 66.5) 

Mental health 
  Fair/poor (ref) 
  Good/very good/excellent 

 
41.8 (32.9, 50.7) 
32.9 (30.6, 35.1) 

 
67.6 (59.6, 75.6) 
56.8 (54.5, 59.1)* 

 
45.0 (35.8, 54.1) 
26.3 (24.2, 28.4)*** 

 
71.4 (63.8, 79.0) 
63.2 (61.0, 65.5) 

Comfort with video chat 
  Somewhat/very comfortable (ref) 
  Not comfortable  
  Never used 

 
42.0 (38.8, 45.2) 
26.8 (22.3, 31.3)*** 
22.7 (19.0, 26.4)*** 

 
71.4 (68.3, 74.4) 
46.0 (40.8, 51.1)*** 
40.3 (35.8, 44.7)*** 

 
35.4 (32.2, 38.5) 
22.1 (17.8, 26.5)*** 
16.4 (13.1, 19.8)*** 

 
75.4 (72.5, 78.3) 
53.9 (48.9, 59.0)*** 
49.7 (45.1, 54.4)*** 

Ease of getting to medical visits 
  Somewhat/very easy (ref) 
  Somewhat/very difficult 

 
32.8 (30.6, 35.0) 
45.6 (35.8, 55.4)* 

 
57.0 (54.8, 59.3) 
68.0 (59.1, 76.9)* 

 
27.5 (25.4, 29.6) 
32.3 (23.2, 41.4) 

 
63.8 (61.6, 66.0) 
66.6 (58.0, 75.2) 

Prior telehealth use 
  No (ref) 
  Yes 

 
33.4 (31.2, 35.5) 
39.6 (27.7, 51.6) 

 
57.0 (54.8, 59.2) 
77.8 (65.8, 89.7)** 

 
27.2 (25.1, 29.3) 
41.4 (29.2, 53.6)* 

 
63.6 (61.4, 65.8) 
73.8 (63.1, 84.4) 

Household Internet 
  Yes, without dial-up (ref) 
  Yes, with home dial-up 
  No household Internet 

 
33.7 (31.5, 35.9) 
24.0 (12.5, 35.6) 
45.3 (26.0, 64.6) 

 
58.2 (56.0, 60.4) 
48.4 (36.4, 60.4) 
48.3 (29.3, 67.4) 

 
28.1 (26.0, 30.2) 
19.3 (8.4, 30.2) 
25.9 (7.1, 44.7) 

 
64.8 (62.6, 67.0) 
48.7 (36.5, 60.9)* 
46.4 (27.0, 65.8) 

  



eAppendix Table 2. Marginal estimates of the adjusted prevalence of six possible concerns about telehealth visits, showing all 

covariates. The table shows the weighted prevalence for each concern adjusted for all variables listed in the table, using a logistic 

regression model. Analyses incorporated survey design weights to generate nationally representative estimates for adults in the United 

States aged 50−80. *p<0.05; **p<0.01; ***p<0.001 

 Privacy (N= 2,031); 
% (95% confidence 
interval) 

Difficulty 
seeing/hearing (N= 
2,027) 

Technical difficulties 
(N= 2,029) 

Not feeling 
personally connected 
(N= 2,032) 

No physical exam 
(N= 2,033) 

Lower quality of 
care (N= 2,028) 

Age (years) 
  50-64 (ref) 
  65-80  

 
47.8 (44.3, 51.2) 
49.1 (45.2, 53.0) 

 
40.9 (37.4, 44.3) 
35.9 (32.2, 39.5) 

 
46.7 (43.2, 50.1) 
48.3 (44.4, 52.2) 

 
46.5 (43.0, 49.9) 
52.8 (49.0, 56.7)* 

 
70.6 (67.4, 73.8) 
73.3 (69.8, 76.9) 

 
65.9 (62.6, 69.1) 
72.9 (69.2, 76.5)* 

Gender 
  Male (ref) 
  Female 

 
47.8 (44.5, 51.2) 
48.7 (45.6, 51.9) 

 
38.3 (35.0, 41.5) 
39.4 (36.3, 42.6) 

 
42.1 (38.8, 45.4) 
52.3 (49.1, 55.5)*** 

 
48.0 (44.8, 51.3) 
49.8 (46.7, 53.0) 

 
70.2 (67.1, 73.3) 
73.0 (70.1, 75.9) 

 
67.2 (64.1, 70.3) 
69.7 (66.7, 72.7) 

Race/Ethnicity 
  White, non-Hispanic (ref) 
  Black, non-Hispanic 
  Other non-Hispanic and 
2+ races 
  Hispanic 

 
48.0 (45.3, 50.7) 
51.4 (43.6, 59.1) 
47.2 (37.4, 56.9) 
 
48.0 (40.5, 55.6) 

 
37.8 (35.2, 40.4) 
37.8 (30.2, 45.4) 
43.4 (33.8, 52.9) 
 
44.0 (36.3, 51.6) 

 
46.1 (43.4, 48.7) 
50.0 (42.5, 57.6) 
53.3 (43.5, 63.2) 
 
49.2 (41.7, 56.8) 

 
49.1 (46.5, 51.8) 
47.2 (39.6, 54.8) 
51.6 (42.3, 60.8) 
 
48.0 (40.8, 55.1) 

 
72.3 (69.8, 74.7) 
68.0 (61.0, 75.0) 
72.2 (63.4, 81.0) 
 
71.4 (64.6, 78.1) 

 
69.0 (66.5, 71.6) 
65.3 (58.2, 72.4) 
67.6 (58.9, 76.4) 
 
68.8 (62.0, 75.6) 

Metropolitan statistical area 
  Non-metropolitan (ref) 
  Metropolitan 

 
50.2 (44.0, 56.4) 
48.0 (45.5, 50.4) 

 
40.8 (34.7, 46.8) 
38.5 (36.0, 41.0) 

 
51.0 (44.7, 57.0) 
46.7 (44.2, 49.1) 

 
55.4 (49.4, 61.4) 
47.8 (45.3, 50.3)* 

 
71.8 (66.3, 77.4) 
71.6 (69.4, 73.9) 

 
72.1 (66.4, 77.8) 
67.8 (65.5, 70.2) 

Education 
  High school or less (ref) 
  Some college 
  At least Bachelor’s degree 

 
48.1 (44.1, 52.1) 
50.6 (46.5, 54.6) 
46.7 (42.3, 51.1) 

 
38.4 (34.6, 42.2) 
38.9 (34.9, 42.9) 
39.4 (35.0, 43.8) 

 
48.0 (44.1, 51.9) 
45.0 (41.1, 48.9) 
48.3 (43.9, 52.8) 

 
48.2 (44.3, 52.0) 
50.7 (46.7, 54.7) 
48.6 (44.2, 52.9) 

 
68.7 (64.9, 72.4) 
70.7 (66.9, 74.4) 
76.5 (72.6, 80.4)** 

 
67.6 (63.8, 71.5) 
66.3 (62.5, 70.1) 
71.3 (67.2, 75.4) 

Annual household income 
  <$50,000 (ref) 
  $50,000-$99,999 
  >100,000 

 
50.4 (45.7, 55.0) 
48.2 (44.1, 52.3) 
46.2 (42.1, 50.4) 

 
38.1 (33.7, 42.4) 
41.3 (37.2, 45.4) 
37.6 (33.5, 41.7) 

 
47.7 (43.2, 52.2) 
48.4 (44.4, 52.5) 
46.0 (41.8, 50.2) 

 
48.3 (43.8, 52.7) 
49.5 (45.5, 53.5) 
49.3 (45.1, 53.4) 

 
67.1 (62.6, 71.6) 
71.8 (68.1, 75.5) 
76.5 (72.8, 80.1)** 

 
63.8 (59.2, 68.5) 
69.8 (66.0, 73.6)* 
71.8 (68.1, 75.5)* 

Primary health insurance 
  Private 
  Government 
  None 

 
46.5 (43.0, 49.9) 
51.1 (46.7, 55.4) 
47.3 (34.9, 59.7) 

 
36.7 (33.4, 40.0) 
42.4 (38.1, 46.7) 
35.6 (23.2, 47.9) 

 
45.9 (42.6, 49.3) 
49.7 (45.4, 54.1) 
44.0 (31.4, 56.6) 

 
49.0 (45.7, 52.3) 
50.3 (46.0, 54.6) 
36.5 (24.4, 48.6) 

 
71.8 (68.6, 75.0) 
72.4 (68.4, 76.4) 
63.9 (52.0, 75.8) 

 
67.7 (64.6, 70.9) 
71.4 (67.2, 75.6) 
54.5 (42.1, 67.0)* 



Physical health 
  Fair/poor (ref) 
  Good/very good/excellent 

 
48.2 (42.4, 54.0) 
48.3 (45.7, 50.9) 

 
37.1 (31.4, 42.8) 
39.3 (36.7, 41.8) 

 
49.7 (43.8, 55.7) 
46.8 (44.2, 49.3) 

 
48.9 (43.0, 54.8) 
49.0 (46.4, 51.5) 

 
73.5 (68.2, 78.7) 
71.2 (68.8, 73.6) 

 
74.8 (69.7, 80.0) 
67.0 (64.5, 69.4)* 

Mental health 
  Fair/poor (ref) 
  Good/very good/excellent 

 
43.3 (34.1, 52.5) 
48.7 (46.3, 51.2) 

 
39.5 (30.2, 48.7) 
38.8 (36.4, 41.2) 

 
49.0 (39.7, 58.3) 
47.2 (44.8, 49.6) 

 
52.0 (43.0, 61.0) 
48.7 (46.3, 51.1) 

 
74.8 (67.2, 82.5) 
71.4 (69.1, 73.6) 

 
68.5 (60.0, 77.0) 
68.5 (66.2, 70.8) 

Comfort with video chat 
  Somewhat/very 
comfortable (ref) 
  Not comfortable  
  Never used 

 
42.5 (39.2, 45.8) 
 
57.2 (52.1, 62.4)*** 
53.2 (48.6, 57.8)*** 

 
32.7 (29.6, 35.8) 
 
46.4 (41.2, 51.5)*** 
45.6 (40.9, 50.2)*** 

 
38.7 (35.5, 42.0) 
 
59.4 (54.2, 64.6)*** 
55.4 (50.8, 60.0)*** 

 
38.9 (35.7, 42.1) 
 
65.6 (60.6, 70.6)*** 
56.6 (52.0, 61.2)*** 

 
68.8 (65.7, 72.0) 
 
76.5 (72.0, 81.0)** 
73.5 (69.4, 77.5) 

 
64.1 (60.9, 67.3) 
 
74.7 (70.1, 79.4)** 
72.8 (68.6, 77.0)** 

Ease of getting to medical 
visit 
  Somewhat/very easy (ref) 
  Somewhat/very difficult 

 
 
47.5 (45.1, 49.9) 
60.4 (51.1, 69.6)* 

 
 
37.7 (35.4, 40.1) 
55.6 (45.9, 65.3)** 

 
 
46.5 (44.1, 48.9) 
60.1 (50.6, 69.7)** 

 
 
48.7 (46.3, 51.0) 
53.4 (43.9, 63.0) 

 
 
71.9 (69.8, 74.1) 
67.9 (58.8, 77.0) 

 
 
68.8 (66.5, 71.0) 
64.3 (55.0, 73.5) 

Prior telehealth use 
  No (ref) 
  Yes 

 
48.8 (46.4, 51.2) 
35.6 (24.2, 47.0)* 

 
39.1 (36.8, 41.4) 
32.7 (21.4, 44.0) 

 
47.8 (45.4, 50.1) 
36.2 (24.7, 47.7) 

 
49.4 (47.0, 51.7) 
38.8 (27.6, 49.9) 

 
72.1 (69.9, 74.2) 
62.6 (50.9, 74.3) 

 
69.0 (66.8, 71.2) 
55.6 (43.9, 67.3)* 

Household Internet 
  Yes, without dial-up (ref) 
  Yes, with home dial-up 
  No household Internet 

 
48.5 (46.1, 50.8) 
48.6 (35.0, 62.3) 
37.8 (18.4, 57.2) 

 
38.9 (36.6, 41.2) 
34.9 (22.1, 47.7) 
41.9 (21.5, 62.3) 

 
47.1 (44.8, 49.4) 
49.7 (36.7, 62.8) 
56.1 (32.6, 79.6) 

 
49.0 (46.7, 51.3) 
42.3 (30.1, 54.4) 
57.4 (37.4, 77.5) 

 
71.9 (69.7, 74.0) 
67.3 (54.3, 80.2) 
69.6 (50.7, 88.6) 

 
68.6 (66.4, 70.8) 
62.3 (48.4, 76.2) 
71.1 (51.6, 90.5) 
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