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6

Abstract7

Due to an aging population and the impact of chronic disease, health insurance costs in8

Taiwan have increased year by year. In order to allow people access to great medical care from9

home or within their community, the Taiwanese government has promoted a number of10

telehealthcare policies. Most related research emphasizes the technology involved in such11

policies, but this study considers instead the combination of a technology acceptance model, a12

health belief model, and measures of trust within the community to probe the Taiwanese13

telehealthcare system.This study was developed to examine factors that affect the usage,14

attitudes, and intentions of healthcare consumers within a telehealthcare system. 28415

responses were collected via an online survey and analyzed using SPSS 23 and smart16

PLS2.0.The results showed that perceived ease of use and usefulness were affected by social17

trust, perceived usefulness was affected by perceived ease of use, users’ attitudes were affected18

by perceived ease of use and perceived usefulness, and user intention was affected by perceived19

usefulness, perceived seriousness, perceived benefits, and cues to action.20

21

Index terms— telehealthcare, technology acceptance model, health belief model.22

1 Introduction23

o address healthcare needs of an aging population with a low birth rate and the impacts of chronic disease,24
the Taiwanese government has been working to improve its existing healthcare environment within the scope of25
its national budget. Maintaining the existing quality of care while upgrading to a more cost-effective model is26
important to society. According to the World Health Organization (WHO), a country in which those 65 years27
old or older comprise at least 7% of the total population can be called aging. Taiwan’s Elders’ Welfare Law also28
expressly states that only those over the age of 65 may be called elderly.29

According to statistics from the Interior Ministry of Social Affairs, at the end of September 1993 Taiwan’s30
elderly population over 65 years was about 148.5 million people, accounting for 7.09 percent of the population31
and surpassing the aging society index set by WHO the based on population structure, average life expectancy,32
and other factors. With the advancement of healthcare services have shifted the main focus of attention from33
acute care to a prevention-based health perspective.34

Information and communications technology allow for the broad application of health, medical, and care-35
related services and are important aspect of strategies to address healthcare needs moving forward. In line with36
industry trends in global health technology and services, government policy is promoting telehealthcare (THC),37
information and communications technology, and the use of electronic medical equipment to allow people to38
receive healthcare and preventive health services within their community or home.39
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5 C) THEORY OF REASONED ACTION

2 II.40

3 Literature Review a) Telehealthcare41

Telemedicine or telehealthcare uses electronic communication and information technology to provide medical42
care when patients and caregivers cannot be simultaneously at one location. In addition to its use in care,43
the scope of application may also include health promotion, disease and accident prevention, reeducation of44
personnel, patient and family health education, counseling, management, and administrative business. The US45
Department of Health and Human Services (DHHS), notes that personal and at-home healthcare services are a46
part of comprehensive healthcare that aims to enhance, maintain, and restore health, or otherwise minimize the47
effects of disability and disease.48

i. Telemedicine’s definition Telemedicine is defined as ”by electronic communications technology, the exchange49
of medical information from one place to another to transport and to improve the health of patients by American50
Telemedicine Association (ATA, 2011). Chau and Hu (2002) consider telemedicine as the use of information,51
communication, biomedical technology, and geographical separation between the groups in order to support,52
promote, or improve healthcare services, events or cooperation through the electronic transmission of information53
and expertise. Distant nursing care and care service areas located in the telehealth community or at-home care54
are all considered telehealth home care (THC) (Burtt, 1997).55

4 b) Evolution of Telemedicine56

In the early 1900s Willem Einthoven invented a method of telehealth that involved broadcasting graphics files.57
Beginning in 1910 at New York Presbyterian Hospital, the method was widely used for the transmission of58
ECGs. After World War II, urban hospitals began using telehealth for diagnostics. In 1960, as computers and59
telematic technology matured, telemedicine services began to not only break down geographic barriers, but also60
improve healthcare delivery models. In 1959, the United States began using TV image communication facilities61
for medicine. In the same year, the first famous telemedicine program started at the University of Nebraska by62
a clinician using two-way action tests and other information with neurological medical students across campus.63
With the establishment of a telemedicine link with Norfolk State Hospital in 1964, speech therapy, neurological64
examination, psychiatric diagnosis difficult cases, case notes, case studies and educational training led to a foreign65
telemedicine evolution. In addition to reducing the cost of upgrading technology, telemedicine in the late 1980s66
began to accelerate development. Telemedicine programs can now be divided into clinically relevant and non-67
clinically relevant categories. A review of foreign experience in the implementation of telemedicine and related68
documents show that modern telemedicine faces many difficulties and challenges, including whether telehealth69
technology can sufficiently meet patient needs, resistance of medical staff, patient resistance, medical regulatory70
issues, and the protection of patient data and payment methods, among others (Kovner & Hardy, 1996; Kuo &71
Delvecchio, 2001).72

Several studies have demonstrated that individuals with dementia and their caregivers find technology based73
monitoring (Farina et al., 2019;Kikhia et al., 2018) and care management (Dang et al., 2018;Gately et al., 2020)74
acceptable. Furthermore, several studies have found that these interventions are feasible and can aid in providing75
patient-centered care that results in improved quality of life (QoL) and reduced caregiver burden (Holthe et al.,76
2018).77

In order to understand the effectiveness of the government in the promotion of long-distance healthcare services,78
this study investigates levels of user demand, acceptance within scientific and technological theory, the effect of79
a telehealthcare system users on the system’s acceptance, and expectations for the government to develop long-80
distance in the future. Ultimately, the aim of this study is to inform the development of healthcare policies to81
develop a better telehealthcare system in Taiwan. Davis (1989) adapted the Theory of Reasoned Action (TRA)82
as the basis for the development of the Technology Acceptance Model (TAM) in which subjective perception of83
the usefulness (Usefulness) and usability (Ease of Use) are independent variables to investigate user attitudes84
and faith in science and technology using the relationship between intention and actual use.85

5 c) Theory of Reasoned Action86

Fishbein and Ajzen (1975) proposed the TRA theoretical framework grounded in the psychology, prediction, and87
interpretation of actual human behavior. The theory attributes much of human behavior to acts of faith -when88
faith changes, behavior changes. Development of this theory in 1980 defined ”attitude”, ”behavioral intentions”,89
and ”behavior” as the three facets of the ”subjective norms” used to construct a complete theory chart that90
”behavioral intentions ”I will be” attitude ”and” subjective norms ”impact and indirect impact on the actual”91
behavior ” (Ajzen & Fishbein, 1980). Figure 1 illustrates the TRA theoretical framework.92

Source: Fishbein and Ajzen (1975) Davis (1989) contributed to the theory of reasoned action (TRA) with93
expected theoretical models, self-efficacy theory, and a Technology Acceptance Model (TAM). He believes TAM’s94
”behavioral intentions” is a determining factor affecting the use of information technology, adding that behavioral95
intentions are directly affected by ”perceived usefulness” and ”behavior and attitude”. In addition, ”behavioral96
intention” and ”subjective norms” are not included in the TAM because Davis considers subjective norms and97
subjective perception of external social pressure to give itself, and thus produce individual behavior, but because98

2 10.34257/GJHSSGVOL21IS11PG11



people’s subjective perceptions often change along with information systems in an organized environment, users99
may be reluctant but will inevitably comply with directive executives and experts.100

Source: Davis (1989). Perceived Usefulness, Perceived Ease of Use, and User Acceptance of Information101
Technology. MIS Quarterly, ??3(3), 319-340. Davis, Bagozzi, and Warshaw (1989) applied TRA and TAM102
of 107 corporate MBA (Master of Business Administration, MBA) in an empirical study on the relationship103
between users and the intended use of information systems. The results are as follows: (a) behavioral intentions104
can effectively predict the actual behavior of a computer user; (b) perceived usefulness is the main determinant105
of behavioral intention; (c) cognitive behavioral intentions for ease of use is second only to the cognitive effects106
of usefulness, which means cognitive behavior associated with the system’s ease of use is lower than its perceived107
usefulness. Studies have shown the explanatory power of TAM to be better than TRA. In addition, TRA predicts108
”intent to use” at the social and psychological levels, but with respect to the use of information technology TAM109
has more appropriate explanatory power.110

After many academic studies, current applications of the Technology Acceptance Model have been extended to111
the medical and healthcare industry (Chau & Hu, 2002; ??ai & Huang, 2010;Kowitlawakul, 2011), e-government112
websites (Teo, Srivastava, & Jiang, 2008), online banking (Bhattacherjee, 2001; Yousafzai, Foxall, Pallister, &113
John, 2010), and electronic and mobile commerce. Legris and Collerette (2003) summarized past research on114
TAM the model explains only about 40% of information systems. TAM alone does not clearly explain how115
information systems are integrated into the course of human and social change, important variables and facets116
of innovation adoption. Such factors must be considered in order to further increase the explanatory power of117
TAM.118

6 e) The Health Belief Model Theory119

The Health Belief Model (HBM) was developed in the early 1950’s by Hochbaum, Kegeles, Leventhal, Rosenstock120
and other social psychologists, as an application of concepts from Lewin’s Field Theory to interpret theoretical121
models of preventive health behaviors. Lewin’s Field Theory states that everyone is present in a field as a negative122
value composed of two living spaces, plus or minus the value in this field, with health as a positive value and I’ll123
be negative in value. When a person feels an impending sickness (conscious and unconscious suffering of varying124
severity), he or she may consider taking action in order to avoid illness brought about by the negative threats.125
Health Belief Model Theory is based on the Theory of Expected Value (Value Expectancy Theory) as the basis126
for motivation (motivation) and cognition (perception) to predict and explain health-related behaviors, namely127
when an individual wants to avoid illness or wants to become healthy, and the use of special health actions to128
prevent or ameliorate expected diseases (Rosenstock et al, 1988). The Health Belief Model was originally intended129
to explain why the average person will accept preventive care and screening activities, but because of its wide130
applicability it was proposed to explain the health behavior of people overall and is often used in research on131
disease behavior, doctor-patient relationships, and health education.132

The Health Belief Model has been extended from its original focus on preventive health behavior to personal133
daily health behaviors. The Social Cognitive Theory (SCT) proposed by Bandura includes the selfefficacy concept134
of identity (self-efficacy) as a factor of long-term change. Only when one has confidence will it be possible to135
enact change, with the degree of confidence measured in terms of self-efficacy. Rosenstock, Strecher and Becker136
(1988) suggest that self-efficacy be added to the Health Belief Model such that the self-efficacy that individuals137
have for their ability to perform an act of faith can model the likelihood of the individual to take action (Janz,138
Champion, & Strecher, 2002).139

7 f) Trust Theory140

The ability of telehealth home healthcare services to gain user trust with respect to the security of user data,141
the maintenance of user privacy, sustainability of the service, and so on, is bound to affect the adoption of the142
telehealthcare system and its use. Therefore, this study includes facets of trust to explore whether the user trust143
affect the impact of behavioral intentions on health systems.144

8 g) Trust of the Doctor-Patient Relationship145

With increased medical knowledge among the general public, the relationship between patient care and medical146
attention is also increasingly relevant to the development of the doctor-patient relationship. Trust is an important147
factor, as a trust relationship between the patient and medical staff may reduce patient anxiety (Thorne &148
Robinson, 1988). In telehealthcare, the patient and medical staff conduct the majority of healthcare behaviors149
through information technology and network communications. Therefore, in a new doctor-patient relationship,150
the patient’s trust in telehealthcare workers is also very important.151

Mohseni and Lindstrom’s (2007) medical research on social and institutional trust shows that patients do not152
need to have any medical expertise at the scope of the clinical or technical level. Social trust is said to be increased153
by actions such as listening, respect, care, and assistance in managing the disease. Su, Tsai, and Hsu’s (2013)154
work studied the institution of trust and social trust as endogenous variables outside the Technology Acceptance155
Model. Their results show trust as an important facet of intent. However, within the scope of this study, only156
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15 ATTITUDE

a single set of medical institutions, and therefore patients, are considered to investigate the mechanism of trust157
and social trust among community and home-based healthcare systems and telehealth users.158

9 III.159

10 Research Methodology a) Research Framework160

This empirical study on users of the current telehealthcare system in Taiwan uses a structured internet-based161
questionnaire survey. The questionnaire was developed and translated based on the literature with a five-point162
Likert (Likert) scale with five options for each question, namely ”strongly disagree”, ”disagree”, ”ordinary”,163
”agree”, and ”strongly agree”, to accurately reflect the feelings of the respondents.164

This study was aimed to explore the factors affecting the behavioral intentions of people in a telehealthcare165
system. The architecture of the study is based mainly on Davis’s (1989) model of technology acceptance and166
Wixom and Todd’s (2005) claim that technology receiving mode extends three major development on the basis167
of the model. The exogenous variables of ”institutional trust” and ”social trust” in the Health Belief Model are168
included in this study. Variables include the ”conscious suffering sex”, ”conscious threatening”, ”conscious action169
of interest”, ”conscious action disorder”, and ”action cues” as endogenous variables, in addition to ”perceived170
usefulness”, ”perceived ease of use”, and ”attitude”. The following is the operational definitions of the independent171
variables used in this study.172

11 Table1: Operational Definitions173

12 Variable174

Operational Definition Reference Institutional Trust Telehealthcare system users trust in healthcare providers175
Mohseni and Lindsorm (2007) Social Trust176

Telehealthcare system users trust in the social environment Mohseni and Lindsorm (2007) Perceived Ease of177
Use Telehealthcare system users believe that the system is easy to use Davis(1989)178

13 Perceived Usefulness179

Telehealthcare system users think that the degree of use of the system can improve the effectiveness of care.180

14 Davis(1989)181

15 Attitude182

Telehealthcare system users have positive or negative feelings towards the system b) Hypotheses i. Trust When183
a person is at risk, trust creates positive thoughts and feelings of reliability ??Boon & Homelmes, 1985). Dirks184
(1999) states that trust is an expectation or belief that another person or institution has good will and is reliable.185
Mohseni and Lindsorm’s (2007) study on the doctor-patient relationship in terms of trust and confidence in186
institutions of social trust, i.e., institutional trust, shows that patients do not need to have any medical expertise187
at the clinical or technical level. Social trust refers to trust someone else encourages in patients via listening,188
respect, care, and assistance in managing the disease. Su, Tsai and Hsu’s (2013) study indicates that trust189
is an important facet in behavioral intentions in the use of telehealthcare. Therefore, the following fourpoint190
hypothesis is proposed: H1: Telehealthcare system users’ institutional trust has a positive effect on perceived191
ease of use. H2: Telehealthcare system users’ institutional trust has a positive impact on perceived usefulness.192
H3: Telehealthcare system users’ social trust has a positive effect on perceived ease of use. H4: Telehealthcare193
system users’ social trust has a positive effect on perceived usefulness.194

ii. Perceived usefulness and perceived ease of use195
The results of ??avis (1993), Igbaria et al. (1997), and Sørebø and Eikebrokk (2008) indicate that perceived196

ease of use will positively affect perceived usefulness. This means that when telehealth users do not need to spend197
a lot of time to learn how to operate a telehealthcare service system, they will feel that this system is useful and198
can help them effectively improve their own health status. This study is based on the following hypotheses: H5:199
For telehealth users, perceived ease of use has a positive effect on perceived usefulness. ??avis (1993), Mathieson,200
Peaccock and Chin (2001), and Vijayasarathy (2004) all found that when information technology can effectively201
improve work efficiency and does not take much effort to learn, users will have more positive feelings towards202
the technology. For the healthcare system to effectively improve personal health and reduce pain, users should203
not have to spend too much effort learning it. This leads to the following hypotheses: H6: Telehealth users’204
perceived usefulness has a positive impact on their attitude and behavior. H7: Telehealth users’ perceived ease205
of use of the healthcare system has a positive impact on their attitude and behavior. ??avis (1993), Igbaria206
et al. (1997), and Mathieson et al. (2001) found that if users believe a system can effectively improve their207
performance they will have higher behavioral intentions. Therefore, if people believe that a telehealthcare service208
system can improve their health, there will be a high willingness to use the telehealthcare service system. This209
study therefore proposes the following hypothesis: H8: Telehealth users’ perceived usefulness of the telehealthcare210
service system has a positive effect on behavioral intentions.211
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iii. Behavior and Attitude Ajzen’s (1985) study found that the higher an individual’s positive attitude, the212
higher their desire to take action. Davis et al. (1989), Legris et al. (2003), Vijayasarathy (2004) and Chakraborty,213
and Hu and Chi (2008) all found that when an individual has a positive attitude towards the use of new technology,214
behavioral intentions with respect to the system will be higher. Therefore, if telehealth user attitudes are positive215
they will have a higher willingness to use the system. Based on this, this study proposes the following hypothesis:216
H9: Telehealthcare users’ attitude and behavior has a positive impact on their intention of use of a longdistance217
healthcare service system.218

16 iv. Perceived Susceptibility and Perceived Severity219

When a person feels sick (conscious and unconscious suffering of severity), they will consider taking action in order220
to avoid futher illness brought about by the negative threats, for example by consciously adopting healthy sexual221
behavior. A positive effect is possible when individuals are already aware that they have a disease and may engage222
in healthy behaviors to prevent its getting worse (Fung, 1998;Friedman et al, 1998). When patients feel there are223
possible health threats, this may affect their use of a telehealthcare system when seeking health-related assistance.224
Therefore, according to this view, the present study proposes the following hypothesis: H10: Telehealth users’225
conscious suffering will positively affect their behavioral intentions in their use of a telehealthcare system. Becker226
(1974) and Anderson (1968) consider personal perceptions of one’s own health status as an important factor227
affecting health behavior. When one encounters what they believe to be potential risk factors, one will tend to228
engage in health checks. So, regardless of the severity of the disease, patients are affected by their subjective229
perceptions. This study therefore proposes the following hypothesis: H11: Telehealth users’ conscious seriousness230
of the care system users positively affect their behavioral intentions and use of the telehealthcare system. v.231
Perceived Benefits and Perceived Barriers ??andura et al. (1997a) proposed that when any act of self is seen232
as beneficial, one will try to engage in this behavior. This belief may be affected by norms and pressure on233
individuals, and different social groups may act differently. In the health belief model, the stronger the conscious234
action of interest, the easier it is to perform some action. So the benefits of a telehealthcare system should be235
presented people to use, for example: deterioration of the disease, mitigation symptoms, increased quality of236
life. This study proposes the following hypothesi: H12: Conscious interest action in a telehealthcare system will237
positively affect behavioral intentions and use of the system. ??osenstock (1966) claims that hindering health238
behaviors and the cost it takes to produce a desired effect will reduce personal health-seeking behavior change239
intentions. So, when promoting a telehealthcare service, there may be to make use of this system to produce240
spending behavior, and thus reduce their willingness to use this system of. In the health belief model, the241
stronger barriers are to conscious action, the more impossible it is to take action. Therefore, this study presents242
the following hypothesis: H13: The conscious mobility impairments of a telehealthcare system will negatively243
affect the behvioral intentions and use of the system.244

17 vi. Cues to Action245

Rosenstock (1966) pointed out that if no relevant health information is disseminated, action cues may trigger one246
of the key factors in health behavior. The action trail is divided into internal and external cues; internal refers247
to personal effects, such as physical discomfort and symptoms, and external refers to social factors, including248
physician recommendations, relatives’ encouragement, or media education. Falomir (1999) also pointed out that249
social impact can help change health behavior. Therefore, this study presents the following hypothesis:250

H14: Users’ action cues have a positive impact on the behavioral intentions and use of a telehealthcare system.251

18 c) Research Design252

The purpose of the present study is to investigate the factors affecting the use of a telehealthcare system. This253
study focuses on at-home and community-based long-distance healthcare system users. A questionnaire was254
distributed among the online community using relevant social networks.255

IV.256

19 Data Analysis and Results257

The study was designed according to methods to use the healthcare system through the Telehealth user258
for the study, because the home or communitybased healthcare system is difficult for the user Telehealth259
unified Surveying, therefore payment on the Internet questionnaire, in order to ensure that users actually used260
Telehealthcare system, the Internet questionnaire of this study is limited to a specific Telehealthcare community261
discussion. Questionnaire in the beginning of 2020 administrated questionnaire, after four months of surveyperiod262
296 questionnaires were invalid questionnaires and the remaining 284 valid questionnaires. Data analysis and263
processing is conducted using SPSS 23.0 statistical analysis and SmartPLS 2.0 software for statistical analysis of264
the questionnaire.265

10.34257/GJHSSGVOL21IS11PG11 5



25 III. CONVERGENT VALIDITY

20 a) Structural analysis of samples266

The study questionnaire was a structured questionnaire and the basic information of respondents to those who267
are nominal scale of measurement types, the research carried out using SPSS 23.0 descriptive statistics and results268
of basic data analysis are described below.269

21 b) Demographic information of Telehealthcare system users270

According to statistical analysis of sample data research, a total of four people were aged 20 years old or younger,271
accounting for 1.4% of all samples; a total of 76 were 21-40 years old, accounting for 26.8% of the total sample;272
a total of 160 people were aged 41-64 years, representing 56.3% of all samples; a total of 44 people were over the273
age of 65, accounting for 15.5% of the total sample. The majority respondents were 41-64 years old. A total of274
165 respondents were men, accounting for 58.1% of all samples, and a total of 119 were women, accounting for275
41.9 per cent of the total sample. The majority of respondents were therefore male. As for education, education276
following a total of 46 countries, accounting for 16.2% of all samples; a total of 110 respondents completed up277
to senior high school, accounting for 38.7% of all samples; a total of 45 respondents had a college education,278
accounting for 15.8% of all samples; higher levels of education were attained by more than a total of six people,279
accounting for 2.1% of all samples. The majority of respondents to the questionnaire were therefore educated up280
to high school vocational education.281

A total of 59 respondents reported an occupation in the healthcare system, accounting for 20.8% of the total282
sample. 12.0 percent, or 34 of the total sample, work in the the information technology industry. There are a283
total of 32 service sector employees accounting for 11.3% of all samples, and a total of 30 free industry accounting284
for 10.6% of all samples. Manufacturing and students of all 29 people accounted 10.2% of the total sample,285
housewives were 24 people, 8.5% of the total sample. Those in the financial sector accounted for 8.1% or 23286
people of all samples, and a total of six military and government officials accounted for 2.1% of all samples.287
The majority of respondents to this survey were employed in healthcare. Telehealth user experience with the288
system ranged from 1-2-years total, 69 respondents accounting for 24.3% of the total sample, followed by less289
than 58 months accounting for 20.4% of the total sample. 49 respondents had more than two years’ experience,290
accounting for 17.3% of the total sample, and a total of 58 people, accounting for 16.2% of the total sample,291
reported 1-3 months’ experience. Experience of 4-6 months was reported by a total of 35 people accounting for292
12.3% of the total sample. 6-1 years a total of 27 people representing 9.5% of the total sample. Respondents293
used long-distance healthcare system for a maximum of 1-2 years. Reported frequency of use of a telehealthcare294
system include occasional (once a week) for a total of 139 respondents, 48.9% of all samples, followed by regular295
(1 2-3 times a week) use reported by a total of 74 respondents, 26.1% of all samples, and infrequently (once296
a month) use reported by a total of 36 people accounting for 12.7% of all samples. A total of 35 people use297
telehealthcare every day, 12.3% of the total sample. Most respondents indicated their frequency of use of a298
telehealthcare system as occasional (once a week).299

22 c) Reliability and Validity300

Reliability refers to the measure of credibility of questionnaire item, mainly in Cronbach’s alpha values to measure301
the results of the questionnaire in terms of paragraph consistency or stability. Reliability analysis is mainly302
judged by compliance and standard error of measurement size. If items were asked two or more times the same303
measurement, the result of its higher degree of similarity is measured again, representing a higher reliability.304
Therefore, an ? of 0.7 represents305

23 i. Content Validity306

This refers to the measurement of content relevance. After the draft is completed, through the guidance of307
academic experts, medical practitioners and other medical fields have a considerable degree of understanding of308
experts to examine the question in the questionnaire items, the questionnaire will be amended semantic confusion309
and discomfort of the Department to ensure that the questionnaire Identify and improve content validity.310

24 ii. Construct Validity311

This refers to the measurement of reasoning abilities or abstract or traits and can be divided into convergent312
validity and discriminant validity.313

25 iii. Convergent Validity314

Measured via factor loadings (Factor Loading) and the average variance extracted amount (Average Variance315
Extracted, AVE) with a threshold value of 0.5 to test and ensure trustworthiness. Factor loadings are usually316
factors (Factor Analysis) Analysis ??Kaiser, 1974).317

Prior to factor analysis, one must first coduct a KMO (Kasier-Meyer-Olkin sampling quantity relevance318
number) and Bartlett spherical test. If the KMO value is less than 0.5, indicating that two variables cannot319
be used to explain other variables, they should not factor into analysis; on the contrary, larger KMO are more320
suitable for applications and factor analysis ??Kaiser, 1974). The KMO value is 0.785 in this study. The results321
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of this study indicate scale projects of common factors, suitable for factor analysis, and a spherical test shows322
a chi-square value of 3715.809, up significantly, referring to the correlation matrix between parent groups with323
a common factor presence and representation suitable for factor analysis. This is shown in Table 3. The factor324
analysis of this study uses principal component analysis (Principal Component Analysis) and the factors taken325
at right angles to the shaft axis method (Orthogonal Rotaion) for maximum number (Varimax) variation data326
analysis. In addition, Hair et al. (2006) pointed out that if the sample size is between 150~200, factor loadings327
(Factor Loading) need to be fully accepted in more than 0.45, but in general, one may begin with 0.5 as the328
standard value analysis. The sample size of this study is 284. As seen inTable 4-11, the results show the factor329
loadings are in compliance with standards.330

In addition, use of a composite reliability (CR) confirmatory factor in the average variance extracted (AVE)331
was conducted for validity testing. This is a combination of reliability if the composite reliability value potential332
variables are greater than 0.6. The average variance extracted is generally 0. (Champney, 1995). In this study,333
Cronbach’s alpha values for each variable are between 0.70 to 0.87, indicating that each has high reliability,334
and the whole questionnaire’s Cronbach’s Alpha coefficient is 0.820. Overall, there is a high reliability and high335
consistency and stability of this questionnaire, as seen in Table 2 below. greater than 0.5, this item asked to336
correctly measure the extent of a potential error is a measure variables and will be greater than that caused by337
mutation. This represents convergent validity ??Fornell & Larcker, 1981).338

The results are shown in Table 4. In a combination of reliability measures, each dimension is greater than339
0.6, indicating that each variable measures latent variables with internal consistency and good reliability. The340
AVE value in part found in 11 configurations surface in 10 standard. The average variance extracted obstacle341
facets conscious action alone is less than 0.5. According to Fornell and Larcker (1981), when the AVE value is342
less than 0.5, if the combination is higher than the letter of the facets 0.6 or more, and still has a convergent343
validity. Therefore, all factors in this study show good convergent validity. Discriminant validity is used to test344
the degree of correlation between variables and different factors with respect to the average variance extracted345
(AVE) amount of each factor of the square root of the correlation matrix. If the value is greater than the other346
factors of the correlation coefficient, it indicates that the factor is unlike other variables (Chin & Newsted, 1999).347

The results are shown in Table 5. The data shows facets of variable of this study are related to other facets348
of variable differ from each other.349

26 v. Structural Equation Modeling Analysis350

According to data analysis in SmartPLS 2.0, a structural model test estimated and predicted the path coefficients.351
A path coefficient test uses the software’s pre-test method SmartPLS BootStrap. Predictive power of the model352
is estimated using R 2 . The correlation analysis results are shown below.353

27 vi. Path Coefficient Test354

After the path analysis coefficient is tested using BootStrap, the number of samples within the sample is repeated355
200 times to calculate the path coefficient (?) and t value. The path coefficient can show the strength and direction356
of the relationship between the study variables. A positive coefficient indicates positive correlation. Otherwise357
there is an inverse correlation. The results from the study show that in the path between the two significant358
relationship between the two facets of the relationship are all positive relationship. In addition, the t value can359
be found through a statistical p-value conversion in order to determine whether the hypotheses of this study are360
significant. However, usually a t value p value is the normal correlation. If the sample size is greater than 120, t361
distribution will be close to a normal distribution. In general, close to the norm or an insignificant t value uses362
the following judgment criteria: t> 1.645 *, t> 1.96 **, t> 2.58 ***, t> 3.29 ****.363

The results are shown in Table 6. Perceived ease of use and perceived usefulness are not significant, and364
consciously suffering of conscious action is not an obstacle to significant behavioral intentions. The rest show a365
significant relationship.366

28 vii. Predictive Power of the Model Estimation367

The predictive power of the model is estimated using SmartPLS 2.0 Algorithm method of analysis, but only368
to test the prediction degree PLS whole pattern of permeability coefficient R 2 , which unlike the SEM can be369
adapted to understand the extent of the cut through the entire pattern detection. The R 2 value refers to the370
exogenous variables and can explain the endogenous variable percentage of variance, representing the predictive371
power of the model. The standard value is between 0 and 1. Higher values indicate a better model. The R 2372
values of this study are greater than 0.5, indicating that this model has good explanatory power. R 2 values373
for perceived ease of use, perceived usefulness, behavior and attitude, and behavioral intention, respectively, are374
57%, 55%, 64%, 59% as shown in Table 7. The results of path analysis for the overall study architecture are375
shown in Figure 3 Statistical analysis of the data via t value, pvalue and other structural equation modeling in376
Table ?? show that based on the results of this study, hypothesis 1, hypothesis 2, hypothesis hypothesis test 13377
of 10 do not hold. The other hypotheses are all set up test results. The results are described below in detail.378
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38 F) PERCEIVED USEFULNESS, PERCEIVED EASE OF USE, AND
BEHAVIOR AND ATTITUDE

29 Table 8: Hypothesis Testing Results379

30 Number380

Hypothesis Result381

31 H1382

Telehealthcare system users’ institutional trust has a positive effect on perceived ease of use Not valid383

32 H2384

Telehealthcare system users’ institutional trust has a positive impact on perceived usefulness Not valid385

33 H3386

Telehealthcare system users’ social trust has a positive effect on perceived ease of use Valid387

34 H4388

Telehealthcare system users’ social trust has a positive effect on perceived usefulness Valid H5389
For telehealth users, perceived ease of use has a positive effect on perceived usefulness Valid H6 Telehealth users’390

perceived usefulness has a positive impact on their attitude and behavior Valid H7 Telehealth users’ perceived391
ease of use of the healthcare system has a positive impact on their attitude and behavior Perceived Ease of use392
Mohseni and Lindstrom’s (2007) research on the relationship between trust and confidence for the sub-institution393
of social trust, known as institutional trust, suggests that patients do not need to have any medical expertise394
at the clinical or technical level. Healthcare providers give medical care, and social trust is gained by listening,395
respect, care, and assistance with the disease. b) Institutional Trust, Perceived Usefulness, and Ease of use This396
study hypothesized that institutional trust will positively affect the perceived usefulness and ease of use. When397
user trust in a telehealth system increases, this will improve the system’s perceived usefulness and ease of use.398
The results of this study are not the same as those in Su, Tsai, and Hsu (2013). The following provides a closer399
discussion on this result. Su, Tsai and Hsu (2013) examine respondents from a single medical institution using400
the same telehealthcare system. So, in that study a long-term trust pipeline with the medical institution had401
already been established. However, the present study found that up to 2 percent of users of a telehealthcare402
system engaged with it for less than a month, and more than 50% of users for less than a year. In such a short403
time, telehealth users cannot adequately understand the healthcare system. This therefore may not produce a404
link of trust, resulting in no significant institutional situation of Telehealthcare system trust perceived usefulness405
and perceived ease of presentation.406

In this study, telehealthcare system users who use the system for more than one year experience. The results407
show that for respondents using a system for 1-2 years and users of more than two years, institutional trust and408
perceived ease of usefulness are significant. Thus, long-term use of a telehealthcare system, is an important factor409
for institutional trust.410

35 c) Social Trust and Perceived Usefulness and Ease of use411

The study hypothesizes that that social trust will positively affect perceived usefulness and ease of use. relative412
usefulness will be to raise awareness and ease of use. This result is the same. Su, Tsai and Hsu (2013) studied413
institutional trust and social trust in the technology acceptance model. The current results show these to be414
important factors.415

36 d) Perceived Ease of use and Perceived Usefulness416

The hypothesis is that perceived ease of use will positively affect the perceived usefulness. If the user’s perceived417
ease of use increases, perceived usefulness will also increase. The results of this study are the same as those in418
??avis (1993), Igbaria et al. (1997) and Sørebø and Eikebrokk (2008). This means id users do not need to spend419
a lot of time to learn how to operate a telehealthcare service system, they will feel that the system is useful.420

37 e) Attitude and Behavior, Perceived Usefulness421

The hypothesis is that perceived usefulness will positively affect behavior and attitude. When the user’s knowledge422
and usefulness improves, behavior and attitude will also improve. The results of this study are the same as those423
in ??avis (1993), Igbaria et al. (1997), and Mathieson et al. (2001). This means that if people believe the424
telehealthcare system can enhance their health, they will have a higher willingness to use the system.425

38 f) Perceived Usefulness, Perceived Ease of use, and Behavior426

and Attitude427

The hypothesis is that perceived ease of use will positively affect behavior and attitude. When user ease if428
cognitive improvement relative behavior and attitude will improve. The results of this study are the same429
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as those in ??avis (1993), Igbaria et al. (1997), and Mathieson et al. (2001). Information technology that can430
effectively improve work efficiency and does not take much effort to learn will result in a more positive experience.431
If we can effectively improve the care system for personal health to reduce pain without too much effort, users432
of the telehealthcare system will have more positive attitudes.433

39 g) Perceived Susceptibility and Behavioral Intention434

The hypothesis is that consciously suffering from sex will positively affect the behavioral intentions. If the user’s435
conscious suffering of the increase, will increase relative behavioral intentions. The results of this study and those436
of Rosenstock et al. (1988) are not the same. The following provides further discussion of this result.437

The health belief model of conscious suffering description of the individual to perform an action or the438
possibility of taking an act, by the possibility of a disease in itself for the possibility of suffering from cognitive439
could directly lead to individual actions, but through this study descriptive statistics Information found most440
of the user frequency of once a week to account for up to 48.9%, showing the majority of users themselves may441
chronic diseases, not because of fear of their own because of the potential danger of suffering from a particular442
disease and the use of habit Telehealthcare system.443

40 h) Perceived Severity and Behavioral Intention444

The hypothesis is that perceived severity will positively affect behavioral intentions. If the user’s conscious445
seriousness improves, behavioral intentions will increase. The results of this study are the same as those in446
Becker (1974) and ??nderson (1968). This means when one feels there are some underlying risk factors, one will447
tend to seek a physical exam or other healthy behaviors.448

41 i) Perceived Benefits and Behavioral Intention449

The study hypothesis is that conscious action will positively affect the interests of behavioral intentions. Conscious450
action represents the interests of a longdistance healthcare system if the user increased relative will improve451
behavioral intentions. The results of this study and other academic and Bandura (1997a). Faith will be affected452
by norms and pressure on individuals, and different social groups act differently. In the health belief model, the453
stronger one’s conscious interest in an action, the easier it is to perform the action. So, benefits of a telehealthcare454
system are brought people’s attention, for example its use in mitigating a disease or its symptoms or increased455
quality of life, then users will be more likely to continue to engage with the system.456

42 j) Perceived Barriers and Behavioral Intention457

The hypothesis is that conscious intent will negatively affect behavior. This represents a conscious action of the458
barriers to a telehealth user if the increase will be reduced relative to their behavioral intentions. Results of this459
study and ??osenstock (1966) are not the same. The following provides a closer discussion of this result.460

Obstacles conscious action means hinder the implementation of health and costs arising out of acts required461
to spend will reduce personal health-seeking behavior change intentions. So Telehealthcare service in promoting,462
there may be to make use of this system to produce spending behavior, and thus reduce their willingness to463
use this system of. A comparison of the results of this study with those of previous scholars are summarized as464
follows:465

Most respondents to the questionnaire who will use the computer network, and therefore presumably lower466
disturb system operations.467

Most medical institutions send a medical car into the community to provide services for residents so people468
do not incur a high cost.469

Most of the home-based healthcare services involved in long-distance service have a lower initial their first year470
of experiencing telehealthcare systems and services.471

43 k) Cues to Action and Behavioral Intention472

The hypothesis is that action cues will positively affect behavioral intentions. If cues to action are improved,473
behavioral intention will increase. The results of this study are the same as those in ??osenstock (1966) and474
Falomir (1999). This means personal effects, such as physical discomfort, symptoms, and the outer clue refers to475
the social impact, including physician recommendations, relatives or encouragement from the media or education.476
Action cues can effectively help change health behaviors.477

44 l) The Summary of the Overall Structure of the Model478

First, perceived usefulness, perceived ease of use, and the high ratio of social trust and institutional trust all479
influence perceived usefulness. Trust has relatively no influence on behavior and attitude. The influence of480
perceived ease of use on perceived usefulness is high. With respect to behavioral intentions, behavior and481
attitude than perceived usefulness, perceived severity, perceived benefits of action and action cues influence to482
high.483
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44 L) THE SUMMARY OF THE OVERALL STRUCTURE OF THE MODEL

Overall, current long-distance healthcare is promoted fro mainly those ”aging in place”, so that the elderly484
or chronically ill can get the best medical care at home or in their community. Meanwhile, with the progress485
of Information Section Infotek, the Internet or smart phone APP product innovation, but also to traditional486
telemedicine towards personal health management autonomy. Governmental agencies and system vendors should487
strengthen future relationships of trust between each user and the system’s interface to ensure it is easy to operate488
as part of its main design. In the future, we believe that telehealthcare system users will increasingly be able to489
manage their own health. How to advocate and allow users to accept these systems as the future of healthcare490
is an important issue faced by today’s medical institutions.491

The age of respondents in this study falls mostly between 41 to 64 years, 56.3% of the sample, followed by492
those 21 to 40 years, 26.8% of the sample. Questionnaire respondents were therefore mainly young and middle493
aged, but with an increasingly aging population, medical groups will probably be 65 years old or older. Further494
research may be directed to explore the experiences of more elderly users.495

In addition, different users may have different concerns including high blood pressure, diabetes, heart disease.496
This will result in different behavioral intentions for the use of telehealthcare system and can be a research497
direction for subsequent studies.498

The study variables included 11 factors and questionnaires were collected. In order to ensure quality and499
taking into account the survey respondents as older users, the questionnaire was designed with only 39 questions500
making it more difficult to understand the influencing factors. It is recommended that future studies increase501
the number of items in order to truly understand and analyze the responses. In addition, qualitative interviews502
can be used to understand system users. 1

1

Figure 1: Figure 1 :
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Figure 2:

2

Variable Cronbach’s Alpha Cronbach’s
Al-
pha

Institutional Trust 0.747
Social Trust 0.719
Perceived Ease of Use 0.744
Perceived Usefulness 0.740
Attitude 0.790
Perceived Susceptibility 0.708 0.820
Perceived Severity 0.737
Perceived Benefits 0.743
Perceived Barriers 0.866
Cues to Action 0.827
Behavior Intention 0.724
d) Validity Analysis

Figure 3: Table 2 :

3

Kaiser-Meyer-Olkin .785
Bartlett chi square distribution 3715.809

df 406
significant .000

Figure 4: Table 3 :
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Figure 5:
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44 L) THE SUMMARY OF THE OVERALL STRUCTURE OF THE MODEL

4

Variable Terms AVE Composite Reliability Factor Loading
Institutional Trust IT1 0.5645 0.7723 0.8225

IT2 0.9530
IT3 0.7530

Social Trust ST1 0.6353 0.8381 0.8935
ST2 0.7042
ST2 0.7821

Perceived Ease of Use PEU1 0.6638 0.8552 0.8646
PEU2 0.8181
PUE3 0.7581

Perceived Usefulness PU1 0.6665 0.8557 0.9071
PU2 0.8270
PU3 0.7019

Attitude ATT1 0.7129 0.8806 0.9171
ATT2 0.8818
ATT3 0.7213

Perceived Susceptibility PSU1 0.6311 0.8355 0.8067
PSU2 0.6826
PSU3 0.8812

Perceived Severity PSE1 0.6601 0.8531 0.8326
PSE2 0.8533
PSE3 0.7476

Perceived Benefits PBE1 0.5502 0.7726 0.6193
PBE2 0.9946
PBE3 0.5272

Perceived PBA1 0.4220 0.6469 0.5955
Barriers PBA2 0.5520

PBA3 0.9349
Cues to Action CTA1 0.7345 0.8920 0.7933

CTA2 0.8301
CTA3 0.9408

Behavior Intention INT1 0.6247 0.8316 0.6852
INT2 0.7846
INT3 0.8881

iv. Discriminant Validity (Discriminant Validity)
Discriminant validity and convergent validity are
opposite to one another.

Figure 6: Table 4 :
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5

IT STPEUPUATTPSUPSEPBEPBACTAINT
IT 0.7513
ST 0.0081 0.7970
PEU 0.0871 0.2834 0.8147
PU 0.0927 0.2924 0.4924 0.8163
ATT 0.0993 0.2440 0.6991 0.4474 0.8443
PSU 0.0721 0.2488 0.6533 0.3675 0.4906 0.7944
PSE 0.0917 0.2739 0.7641 0.5707 0.5930 0.5674 0.8124
PBE 0.0731 0.0420 0.2188 0.0220 0.1923 0.1180 0.1294 0.7417
PBA 0.0237 0.0429 0.0362 0.0193 0.0054 0.0202 0.0292 0.0369 0.6496
CTA 0.0043 0.1128 0.0232 0.0246 0.0345 0.0292 0.0397 0.0372 0.0320 0.8570
INT 0.0588 0.0500 0.0793 0.0854 0.1432 0.0787 0.0975 0.1163 0.1784 0.2204 0.7903

Figure 7: Table 5 :

6

Relationship (?) t-value p-value
Institutions trust? 0.030 0.504 p>0.1
Perceived ease of use
Institutions trust? 0.038 0.636 p>0.1
Perceived usefulness
Social trust? 0.265 6.606 p<0.001****
Perceived ease of use
Social trust? 0.269 4.700 p<0.001****
Perceived usefulness
Perceived ease of use? 0.473 9.016 p<0.001****
Perceived usefulness
Perceived usefulness? 0.433 8.056 p<0.001****
Attitude
Perceived ease of use? 0.681 15.635 p<0.001****
Attitude
Perceived usefulness? 0.645 1.6731 p<0.1*
Behavior Intention
Attitude?Behavior Intention 0.510 2.679 p<0.01***
Susceptibility Perceived? 0.072 1.209 p>0.1
Behavior Intention
Perceived Severity? 0.295 2.657 p<0.01***
Behavior Intention
Perceived Benefits? 0.202 2.185 p<0.05**
Behavior Intention
Perceived Barriers? 0.036 0.598 p>0.1
Behavior Intention
Cues to Action? 0.131 2.219 p<0.05**
Behavior Intention

[Note: t>1.645*, t>1.96**, t>2.58***, t>3.29**** p<0.1*, p<0.05**, p<0.01***, p<0.001****]

Figure 8: Table 6 :
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44 L) THE SUMMARY OF THE OVERALL STRUCTURE OF THE MODEL

7

Contruct R 2
Perceived ease of use 0.572313
Perceived usefulness 0.546341
Attitude 0.635278
Behaveior Intention 0.594426

Figure 9: Table 7 :

1© 2021 Global Journals
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