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What do We Know?
The U.S. Department of Veterans Affairs (VA) offers telehealth services through its VA 
Video Connect (VVC) application. This modality has presented opportunities but also 
challenges for Veterans participating in a VA Homeless Programs Office (HPO) 
program.1,2  VA-loaned iPad tablets or iPhones with VVC and data plans offer Veterans 
access to their VA healthcare teams via live video sessions, overcoming many health or 
travel access barriers.3,4 

Our 2021 NCHAV-funded study found that fewer than half (46%) of Veterans in a HPO 
program who received a VA tablet from VA Office of Connected Care (OCC) completed 
a video visit within six months of tablet receipt.5 Having a substance use disorder (SUD) 
was associated with an additional 41% reduced likelihood of telehealth use. Our 2022 
NCHAV study identified barriers to telehealth tablet use by Veterans with SUD in a HPO 
program and developed a “stepped" digital training and support intervention to improve 
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Veterans’ tablet use and telehealth experience.6 Our final 2023 study sought to refine 
and pilot a peer specialist-led intervention prototype. Tablets in the 2022 and 2023 
studies were provided to Veterans by multiple VA sources (e.g., HPO, OCC, U.S. 
Department of Housing and Urban-Veterans Affairs Supportive Housing [HUD-VASH]).

New Information Provided by this Study
This study leverages the design and use feedback from both the VA peer specialist who 
conducted the digital training sessions and the Veteran participants to test the prototype. 
Guided by the Unified Theory of Acceptance and Use of Technology (UTAUT)7 and 
Motivational Interviewing approach,8 the training intervention (developed through the 
fiscal year [FY] 2021 NCHAV Intramural Grant) taught Veterans necessary digital skills, 
positive attitude and self-efficacy in their use of video telehealth. 

In Aim 1, we elicited Veterans’ positive and negative feedback on scenes and dialogue 
of a peer specialist-led group training session conveyed in six storyboards (Figure 1).

Figure 1. Peer Specialist-led ‘Group Training’ on VA Video Connect iPad 
(3 of the 6 Storyboards)

“The peer specialist instructor 
greets me. I tell him what I would 
like to get from learning the iPad 

and the VA Video Connect 
telehealth app.”

“The class is set up in a circle. 
How comfortable do I feel? 

Why?”  
“Will I ask questions in class?”

“What I LIKE about learning Video 
Connect on the iPad is ___.” 
“What I DON’T like about learning 
Video Connect on the iPad is ____.”

Veteran comments from Aim 1 and Aim 2 interviews and mock training sessions (see 
Table 1) yielded structural improvements to the FY21 intervention.

Table 1. Advances made to intervention model based on Veterans’ comments in 
storyboarding, interviews and mock training sessions.

Advances made Veterans’ comments
Add pre-screening and 
post-session tracking / 
follow-up

“The Peer should call ahead to tell the Veteran to charge up the iPad before the visit.” 
“Give me a follow-up session once I get home to make sure I can connect.” 
“You only get the training certificate if you can do the exercise afterwards at home.”

Add introductory and 
intermediate level 
sessions:

“The instructor needs to address different skill sets. For example, a person with PTSD might 
be nervous in a group, especially if he’s just learning and others are ahead of him.” 
“Beginners will take more time. You don’t want them to feel ‘less than.’”

Limit Group Size: ”Keep your beginner classes smaller [3-5 Veterans].”
Provide training 
materials for use in 
Veteran sessions and 
later at home:

Provide each Veteran with a binder with instructions, individualized instruction sheet, contact 
info to take home and access to a video tape of the training. 
“I write down everything. Give me a binder with all the training and how to contact VA if I have 
questions after he leaves [i.e. after peer specialist leaves an in-home session].”

Provide Women 
Veterans’ session

“It wouldn’t matter to me, but for some women Veterans who have sexual trauma, it might be 
good to offer separate all-women classes.” [Consider as option]

Offer follow-up session 
to encourage Veterans 
in sustained  use

The current model encourages only Veterans who are unable to set-up their device and log-in 
to a VVC visit by the end of one session to have a follow-on session. Several Veterans 
suggested: “Offer a follow-on class to give me incentive to keep using it.” [Consider as option]
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Figure 2 displays the intervention’s final Aim 3 piloted version: (1) The peer specialist 
first conducts a Prep/Pre-Screen call with the Veteran to determine level of digital skills 
and physical mobility; (2) The peer specialist then conducts either group training at a VA 
facility or, if a Veteran is immobile, a one-on-one training at the Veteran's residence; (3) 
A second optional training session may follow if needed; (4) The peer specialist 
provides follow-up support, which can include answering Veteran trainees’ phone 
questions to ‘stay on course’ with VVC tablet use. At an increased level of support, the 
peer specialist tracks Veterans’ adherence to their scheduled VVC visits with their 
provider(s) in CPRS, with the Veterans’ permission, for up to three months and 
calls/texts those Veterans who still need help with VVC tablet set-up/use. 

Figure 2. Peer Specialist-led digital training and support intervention to 
increase video telehealth use by Veterans in a VA HPO program

1. Prep/Pre-
Screen 
-Digital skill level
-Mobility level

2. Low or Moderate Intensity
-Group or Individual Training Session
-Introductory or Intermediate Lesson
-Optional Women Veterans Class

3. High Intensity
-Optional Individual 
Re-Training at VA or 
Veteran residence

4. Track/Follow-up 
-Track 1-month use
- Make/respond to 
calls/messages 

We observed that Veterans in a VA HPO program were more likely to keep their digital 
training appointment if it was contiguous with an existing clinical appointment. We 
therefore recommend that when possible providers "refer" Veterans for peer specialist-
led training and support through a standard Digital Divide consult in their health record 
(CPRS or Cerner), just as they "refer" tablet distribution. 

We also held a meeting with the Office of Connected Care (OCC’s) Dr. Christine 
Armstrong to better understand the expanding digital support services offered to all 
Veterans through OCC’s 1-800 Help Desk and new Virtual Healthcare Resource Centers 
at select VA Medical Centers. Through this discussion, we determined that our tailored 
intervention complements, rather than duplicates, any services they offer.

Summary / Implications
The result of FY22 NCHAV testing is that this intervention offers six unique advantages 
that complement existing HPO and OCC support efforts: 
· Advantage #1: This peer specialist-led model offers the trust and comfort that 

Veterans, particularly Veterans at risk of experiencing homelessness, feel 
toward peer specialists who have “walked in their shoes” in both military service 
and experience with homelessness. 

· Advantage #2: This intervention is proactive and in-person, as recommended 
by recent peer specialist-led studies.9 Unlike “call-in” services that require 
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Veterans to seek out services, the peer specialists proactively contact Veterans 
(who are referred by their VA clinicians) for preparation, training and support.

· Advantage #3:  The stepped peer specialist-led intervention offers training 
flexibility, i.e. Veterans who receive initial training but still have difficulty using VVC 
can receive a follow-on high intensity training with the peer specialist as 
recommended by prior studies.10 

· Advantage #4: Intervention elements are customized to individual Veterans’ 
needs: pre-screen, instruction setting, peer specialist trainers and option of two 
rounds of training.

· Advantage #5: Peer specialist follow-up and tracking provide accountability 
and potential for sustained use.

· Advantage #6: Beyond digital training, this intervention could offer Veterans in a 
HPO program a volunteer role or potential for a peer specialist job as a digital 
instructor, preventing a return to homelessness.
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