
   

 

Mental    

 Technology: 
Serving the "Silver Tsunami" On A Silver Platter 

Karen L. Fortuna, PhD, LICSW 
Adults aged 65 years and older interact with technology—from social media, to smartphones, to video games. Older adults 
use technology to maintain connection with family and friends, participate in hobbies, play games, learn, entertain 
themselves, and manage aspects of their lives to maintain community tenure such as ÿnances and shopping[1]. Increasingly 
more older adults are engaging with technology. For example, 55% of older adults use social media, with Facebook being 
their social media platform of choice. Further, 84% of older adults own smartphones and 90% report using their smartphone 
every day. While 84% of older adults own smartphones, a recent study found that older adults prefer tablets to 
smartphones[1]. As technology has become an important aspect of the daily lives of older adults, this report presents the 
beneÿts of digital technologies for older adults, how to access technologies for low-income older adults, how to teach older 
adults how to use technologies, factors to o°set challenges associated with normal aging, and sustaining engagement in 
technology. 

˛  https://www.pewresearch.org/internet/fact-sheet/mobile/ 

https://www.pewresearch.org/internet/fact-sheet/mobile
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The Beneÿts of Digital Technologies for Older Adults 
Technologies have the potential to help older adults with daily function, facilitating social supports, and assist with a variety 
of tasks that promote community tenure. For example,  sensors placed inside smart homes may help track physiologic and 
safety of older adults and improve response to emergencies, such as falls and o°set premature nursing home placement. 
Sensors are just one of many emerging technologies for older adults. Below, includes a discussion of emerging technologies 
and their application to older adults. 

Sensors Sensors are devices that have the capacity to measure movement such as walking speeds and gait 
asymmetry from a physical environment. Sensors can be used older adults' living environments 
such as nursing homes, independent living facilitates, residential facilitates to collect data on 
movement to detect declines in mental health (e.g., depression, cognition), physical health (e.g., 
falls), and social health (e.g., loneliness) to facilitate early intervention. Of course, older adults must 
consent to having these technologies in their living environments. Sensors can facilitate 
independent living in the aging population[1] and promote community tenure through prevention 
and early interventions. 

Wearables 
Wearables (e.g., ÿtbits or smartwatches) are devices that can be worn on an older adults' body. 
Wearables track the activity of an older adult, including step count, heart rate, and among many 
other data collection points, oxygen level. Wearables are considered less disruptive than home 
sensors, and allow older adults more control over data collection---as they can simply remove the 
wearable from their body[1]. Wearables allow for sharing of data with providers to monitor time in 
between clinical encounters with providers. Wearables can empower older adults to self-manage 
conditions through self-monitoring.  For example, an Apple smartwatch can track and record vital 
signs 24/7. Older adults can self-monitor these vital signs and be on the look out for abnormalities 
that may require an intervention.  Wearables may help reduce emergency room hospital visits and 
enhance older adults' self-management skills. 

Robots There are four types of robots that are speciÿcally designed for older adults, including assistive 
robots, social robots, socially assistive robots, and telepresence robots. Robots can complete tasks 
and support older adults and people with physical disabilities[1]. Robots help support community 
tenure through services delivery that o°ers companionship to address loneliness and social 
isolation, and provide support to complete activities of daily living. For example, PARO is a social 
robot that has shown promising evidence of improving physiological and psychological health in 
older adults. 

Smartphone 
Applications 

Apps that work on a tablet or a smartphone, such as PeerTECH, can facilitate peer support, which 
has been traditionally provided in-person within individual, or group environments. PeerTECH 
works with older adults with a diagnosis of a serious mental illness to co-manage mental health, 
physical health, and social health.  This platform fa ciliates access to peer support while older 
adults are in the community---not a clinic setting.  Promising evidence indicates PeerTECH impacts 
quality of life, hope, self-e˝cacy to manage chronic diseases, and empowerment. These apps may 
also allow for text messaging. Text messaging has been found to be feasible and acceptable 
among older adults and has been by Certÿied Older Adult Peer Support Specialists for 
appointment reminders, goal setting, promoting and encouraging self-care and mental health and 
physical health self-e˝cacy, and peer support. 
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Accessing Technology for Low-Income Older Adults 
If an older adult does not have access to technology or has di˝culty a°ording technologies, the following are resources in 
the United States that o°er free or low cost assistance: 

Safelink Wireless® 
SafeLink Wireless® is a United States government beneÿt program that 
o°ers free cell phones or smartphones and a data plan. Only eligible 
individuals who quality for Medicaid services are permitted to apply 
and enroll in SafeLink Wireless®. More information can be found at: 
https://www.safelinkwireless.com/ 

State Assistive Technology Act Program of 1998: 
The mission of the State Assistive Technology Act Program is to serve 
people with all types of disabilities, across all ages and environments 
and provide an array of services to meet assistive technology needs. 
State-level activities of the State Assistive Technology Act Program 
include demonstrations on how to use devices, loaning and re-utilizing 
devices, and state ÿnancing. State leadership activities under this 
program include providing information and assistance, training and 
technical assistance, and creating public awareness. More information 
can be found at: www.at3center.net/stateprogram  

How to Teach Older Adults How to Use Technology 
To e°ectively design opportunities for older adults to learn how to use technology, it is necessary to understand how adults 
learn, and especially how their needs di°er from individuals of other age groups. There are many factors that a°ect the 
learning experience for older adults, including: (1) prior experiences (e.g., life, work, previous learning); and (2) factors 
associated with aging such as memory and vision. Below includes a description of the andragogical learning theory that 
values the prior experiences of older adults in the learning process, next human factors that impact ability to use 
technologies and how to o°set challenges related to normal aging and technology use. 

Andragogical learning theory. Most current theories of adult learning are based on the pioneering work of
Malcolm Knowles and his development of the paradigm of andragogy, as deÿned as “the art and science of helping adults 
learn”[1]. There are four andragogical principles that can facilitate learning how to use technology among older adults, 
including the following: (1) learner as self-directed; (2) learner as resource; (3) learning as developmental; and (4) learning as 
application to real world; these principles are not mutually exclusive. 

1 
Learner as Self-Directed 
Adults are able to learn more e°ectively if they are 
self-directed[2]. To do so, the instructor must serve as 
a facilitator that will guide adults to develop their 
own knowledge rather than direct them by strictly 
providing them facts[1]. 

2
Learner as Resource 
Adults’  life experiences should be viewed as a resource 

 for their own learning[2,3]. Adults have many 
experiences and have developed subsequent 
knowledge that they can use to connect theories and 
concepts to their knowledge and experiences[4]. 

3 
Learning as Developmental 
Instructors must employ strategies designed to 
assist adults to achieve their individualized 
learning goals[1]. 

4
Learning as Application to Real World 
Learning strategies should be less involved with 
theory, and more focused on emphasizing 
practical applications of knowledge relevant to 
the real world[1,2]. 

1 Knowles, 1977 
2 Patterson & Pegg, 1999 
3 Uehling, 1996 
4 Merriam & Ca°arella, 1999 

https://www.safelinkwireless.com/
www.at3center.et/stateprogram
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Two interventions that employ principles of andragogy in teaching older adults how to use 
technology, including Older Adult Peer Tutors and the “I-We-You” method. 

Older Peer Tutors 
The peer-tutor model can be used amongst older adults to 
teach each other about digital technologies. A study that 
utilized the peer-tutor model to teach older adults about 
information and communications technologies reported 
results of signiÿcant and consistent increases in conÿdence 
in engaging in computer-related tasks, using technology 
tools such as email and the internet, and engaging in online 
chats[3]. This peer-tutor model can be used as an e°ective 
tool in presenting new knowledge of digital technologies to 
older adults and empowering them to engage with the 
technologies. An example of this could include younger 
peer support specialists teaching older adult service users 
how to engage with smartphone applications and 
conversations about privacy and conÿdentality in using 
technologies. 

“I-We-You” Method 
The “I-We-You” method is another e°ective way to teach 
older adults how to engage with technology. In this 
method, the instructor ÿrst demonstrates how to use the 
technology, then both the instructor and the older adults 
use the technology together. Lastly, the older adult 
demonstrates the new skills that they have learned on 
their own. During this learning method, you can tell the 
older adult “First I am going to show you how, then we 
will do it together, then I will ask you to try this on your 
own.” 

Factors to O°set Challenges with Normal Aging and Promote Engagement in Technology. 
Older adults experience of normal aging is associated with changes to eyesight, hearing, memory, and mobility. This experi-
ence of normal aging may impact how older adults engage with technology. 
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Eyesight While vision loss is not considered a normal part of aging, changes in eyesight are. In addition to 
normal changes in eyesight as adults age, older adults are at higher risk for macular degeneration 
and glaucoma which are age-related eye conditions. Older adults may experience di˝culties in 
focusing one’s vision on objects that are close-up, experience di˝culty in distinguishing similar 
colors such as blue vs. black, and experience di˝culty distinguishing between objects and their 
backgrounds. These di˝culties highlight the need for more light or well-lit surroundings to see 
well and allowing for time to adjust to di°erent levels of light. Additionally, older adults may be 
more sensitive to glare, such as the glare from digital devices. This may lead to an increased need 
for breaks during meetings. Solutions to o°set these challenges include (1) communicate using 
large fonts in emails, texts, and other virtual communications; (2) position yourself in a well-lit 
room for video meetings and do not sit too close to the screen. This will allow others to view your 
face clearly and promote connection through non-verbal cues; and (3) respect and support 
individual preferences for communication (e.g. video vs. phone calls). 

Hearing Loss Decreased hearing is also a normal part of the aging process. Age-related hearing loss occurs 
gradually, and typically presents itself in both ears. It is normal for older adults to have di˝culty 
hearing high-pitched sounds or consonant-heavy words. Additionally, older adults may have 
di˝culty keeping up with conversations when there is excess background noise both in-person or 
virtually. Solutions to o°set these challenges include (1) incorporate the use of hearing impaired 
earphones or ampliÿed headsets; (2) keep background noise to a minimum during phone calls 
and video meetings; (3) include closed-captioning in large text on videoconferences, and (4) 
incorporate assistive resources for individuals who use sign language such as apps that translate 
text to sign language and vice a versus, and/or American Sign Language services. 

Memory As people age, changes in memory occur naturally. Some adults experience these changes sooner 
than others or notice a decline in memory faster than their younger counterparts. These changes 
may be found as disturbing to the older adult or those around them, but it is important to 
highlight and normalize that changes in memory are a natural part of the aging process. As we 
age, subtle changes in memory occur naturally as part of the aging process. For older adults, there 
are multiple factors that can lead to memory problems, or exacerbate normal age-related 
memory challenges. One reason for this is medication side e°ects. Additionally, changes in 
memory could be related to a new health problem that the older adult is experiencing. Solutions 
to o°set these challenges include (1) when teaching older adults how to use technology, the 
instructor should talk slowly, repeat themselves; (2) write down the steps towards using the 
technology to support recall; (3) encourage hands-on practice and focus on learning one skill or 
platform at a time; and (4) summarize each meeting and follow-up via email at the conclusion of 
each meeting. Include the caregiver in this if service users have provided their informed consent 
to do so. 

Mobility Older adults may experience changes in mobility that are also a normal part of aging. These 
changes may be due to reduced bone size and density, putting them at a higher risk for fractures, 
muscle loss, and the curving and ˙attening of spinal columns. All of which a°ect strength, 
endurance, and ˙exibility. Solutions to o°set these challenges include (1) take breaks during 
learning sessions; (2) again, respect and support individual preferences for communication (e.g. 
video vs. phone calls). 

Cognition Older adults may experience a slowing of cognition that is also a normal part of aging. Older 
adults may also take medications for existing mental or physical health problems that also slows 
their cognition. Solutions to o°set these challenges include (1) keep teaching of technology 
relevant and simple through using single-structure sentences and discussing one topic at a time. 
For example, if teaching an older adult how to use Facebook, focus on signing up for Facebook in 
one session, and in a another session, focus on another task (i.e., adding friends); (2) present 
information at a 4th or 6th grade level to promote comprehension; (3) allow for processing time 
by pausing between questions; and (4) speak slowly when reviewing information or questions. 
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Engagement with Technology May Require Human Touchpoints 
To date, scientiÿc understanding of patient engagement in technologies indicates one of the most promising ways to promote 
engagement in telehealth and other mobile technologies is through human touchpoints. Reciprocal accountability[1] and 
supportive accountability[2] are two models that suggest the integration of human touchpoints in digital health technologies is 
necessary to promote initial and sustained engagement. Consistent with these models, a recent systematic review examined 
features of apps and their impact on engagement and found that live (not automated or artiÿcial) peer support had the 
highest engagement (17%) compared to other features (i.e., trackers = 6.3%; mindfulness/ mediation= 4.1%; breathing 
exercises = 1.6%; and psychoeducation = 3%). Human touchpoints can come in the form of text messaging between sessions, 
using technology within an in-person session, or possibly informal peer support groups within technologies. 

About the Author: 
Dr. Karen Fortuna is an Assistant Professor of Psychiatry at Dartmouth College. Dr. Fortuna has a PhD in Social Welfare and 
is a Licensed Independent Clinical Social Worker. Dr. Fortuna works in partnership with vulnerable populations, including 
older adults with a diagnosis of a serious mental illness, in the United States, Canada, Europe, Australia, Africa, and New 
Zealand in co-producing and empirically testing digital peer support technologies and trainings. Dr. Fortuna publishes 
extensively (80+ articles) and average 1–2 invited presentations per month (and over 100 presentations in total) at both 
national and international scientiÿc meetings. Dr. Fortuna served as an international expert on the International Standards 
Advisory Committee to develop the ÿrst-ever accreditation standards for behavioral health care for older adults with CARF 
International. She currently serves as Co-Chair of the Patient Engagement Advisory Panel on smartphone app 
development and Patient Centered Outcomes Research Institution Advisory Panel on Patient Engagement.  She is on the 
editorial board of several scientiÿc journals (i.e., British Journal of Social Work, Journal of Participatory Medicine, and the 
American Journal of Geriatric Psychiatry). 

Disclaimer 
This publication was prepared for the Central East Mental Health Technology Transfer Center under a cooperative 
agreement from the Substance Abuse and Mental Health Services Administration (SAMHSA). All material appearing in this 
publication except that taken directly from copyrighted sources, is in the public domain and may be reproduced or copied 
without permission from SAMHSA or the authors. Citation of the source is appreciated. Do not reproduce or distribute this 
presentation for a fee without speciÿc, written authorization from the Central East Mental Health Technology Transfer 
Center. This publication is posted on the Central East Mental Health Technology Transfer Center website. 

At the time this document was produced Dr. Miriam E. Delphin-Rittmon served as the 
Assistant Secretary for Mental Health and Substance Use in the U.S. Department of 
Health and Human Services and the Substance Abuse and Mental Health Services 
Administration. The views, opinions, and content contained in this document are those 
of the author and do not necessarily re˙ect the views, opinions, or policies of SAMHSA. 
Nothing in this document constitutes a direct or indirect endorsement by SAMHSA.   
1 Fortuna et al. 
2 Mohr et al. 
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