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Abstract

Introduction: Family carers provide 80% of care to older people in Europe. Our aim was to explore the needs and accept-

ability among informal carers, of a live video home monitoring system.

Methods: A descriptive qualitative design was implemented with nine interviewees and a focus group of five informal carers

in Ireland in 2014. A thematic analysis of the data was conducted.

Results: Ten hours of data were recorded. Three themes emerged: routine, risk, and acceptance. Although all assisted

persons had a routine, carers not living in the home stated that cameras would assist with less tangible concerns such as

nutrition and loneliness. Carers were interested in monitoring risks in specific situations rather than general monitoring.

The majority of carers, while expressing concerns about privacy, accepted camera technology for monitoring emergencies

and, in-spite of concerns, favoured a real video view. Acceptance in non-emergencies was mixed and concerns about the

privacy of the assisted person were expressed.

Discussion: While video monitoring is contentious, informal carers did express a willingness for real video-footage

monitoring under strict conditions that addressed specific needs.

Conclusion: The challenge for technology is to address these needs while maintaining personal dignity.
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Introduction

Family carers provide 80% of long-term care to
dependent older people in Europe.1 Within England
alone, it has been estimated that 12% of people aged
16 or over in 2009/10 were looking after or giving
special help to a sick, disabled or elderly person.
This represented approximately 5 million adults. Half
of these adults were caring for someone who was living
with them, and half were caring for someone living
elsewhere. The survey found that large proportions of
carers reported activities such as general practical help,
keeping an eye on the person, keeping them company
and taking the person out. Almost a half reported

providing help in dealing with care services and bene-
fits, and more than one-third reported providing per-
sonal care, physical help and giving medicines.2

Additionally, it is widely recognised that informal
caregivers, face a number of challenges from isolation
to stress and financial strain.3 Carers have reported
impacts on health. Overall, just over one-quarter

School of Nursing and Midwifery, Trinity College Dublin, Ireland

Corresponding author:
Professor Catherine M Comiskey, School of Nursing and Midwifery, Trinity

College Dublin, The University of Dublin, 24 D’Olier Street, Dublin 2, Ireland.

Email: Catherine.comiskey@tcd.ie

Twitter: @ComiskeyCath

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons Attribution-Non-

Commercial 4.0 License (http://www.creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, reproduction and

distribution of the work without further permission provided the original work is attributed as specified on the SAGE and Open Access pages (https://

us.sagepub.com/en-us/nam/open-access-at-sage).

Digital Health

Volume 4: 1–8

! The Author(s) 2018

Reprints and permissions:

sagepub.co.uk/journalsPermissions.nav

DOI: 10.1177/2055207618780470

journals.sagepub.com/home/dhj

http://orcid.org/0000-0003-3528-777X
https://uk.sagepub.com/en-gb/journals-permissions
https://doi.org/10.1177/2055207618780470
journals.sagepub.com/home/dhj


(26%) of those aged younger than 70 felt their caring
responsibilities had affected their ability to take up or
stay in employment. Of these more than one-third
(39%) left work altogether (due to caring responsibil-
ities); about one-third (32%) reduced employment
hours; just under one in five (18%) reported that a flex-
ible employment arrangement had been agreed; one in
twelve (8%) changed job because of caring responsibil-
ities; and smaller numbers reduced their level of respon-
sibility at work (7%) or changed to work at home
(6%).2 The invisibility of informal caring has also
been examined and it has been found that of those
informal carers known to state agencies the majority
was providing 100 or more hours of caring per week.4

We can see from these statistics that care provided
within an informal or family setting is big business, and
in England and Wales the government has placed sub-
stantial funding on the development, diffusion and
adoption of telehealth and telecare technologies.5 One
primary aim of these technologies is to monitor an
assisted person’s vital signs, specifically pulse rates,
temperature, respiration rates and blood pressure with
a view to providing information on essential bodily
functions. A second aim is to assess the assisted per-
son’s personal safety and home security. Despite this,
systematic reviews have found that there is little evi-
dence for the effectiveness of such technologies, particu-
larly in terms of personal safety and home security, and
many studies reviewed failed to focus on supports for
the informal carers of assisted persons in terms of iso-
lation and stress outcomes.6�8

The BREATHE Project was an Ambient Assisted
Living (AAL) project cofounded by the AAL Joint
Programme (Call 5, 2012), involving national authori-
ties and local research and development programmes in
Spain, the United Kingdom, Ireland and Italy. The role
of the BREATHE Consortium was to develop a tool
(i.e. web-based application and app running on a
smartphone) to give guidance and continuous support
to the informal carer in the provision of long-term care
to slightly or fully dependent assisted persons.

The main aim of BREATHE was to address carers’
needs via an innovative information communication tech-
nology-based solution that would support and relieve the
burden experienced by informal carers and improve the
quality of life of both the carer and the person who was
being cared for. The platform was composed of two
groups of different modules, namely an AAL home
system and an informal caregiver tool. The home
system was to provide real-time video information on
the assisted person while they were alone at home, and
the caregiver tool was to provide personalised support
and guidance for informal carers via their smart phone.
Details of full project results are available.9�11 The project
was executed in three distinct sequential phases: phase

one on carer and assisted person needs and video accept-
ability; phase two on responding to needs and acceptabil-
ity by developing a video technology solution and testing
acceptability of the solution; and phase three, a live trial
and evaluation of the technology within the assisted per-
son’s home across the European setting.

The aim of the present paper is to explore in more
detail phase one of the BREATHE Project and describe
the needs, requirements, acceptance and concerns of the
informal caregivers towards a video-based home moni-
toring system prior to the BREATHE Project’s detailed
design and evaluation in the European setting. The set-
ting for this phase of the BREATHE Project was the
Republic of Ireland in 2014.

The objective was to determine if, and in what format,
informal carers would be willing to accept home-based
video technology as an aid to caring and specifically to
ask them if they would be willing to have live video-feed
monitoring in the home. To the best of our knowledge
this research combination of informal carer need and
video monitoring had not been researched previously.

To ultimately obtain ethical approval for private,
home-based video monitoring and related research, a
sequential approach was also taken with the ethical
approval process; ethical approval for each separate
phase of the study was obtained from the legally con-
stituted ethics committee of the Faculty of Health
Sciences of the university-based research team. Each
phase of the study built upon the needs and require-
ments expressed by the research participants and, as a
result of this phased process, ethical approval was
granted. The COREQ 32-item checklist was used to
aid the reporting of this study.12 This is a formal report-
ing checklist for in-depth interviews and focus groups,
the most common methods for data collection in quali-
tative health research.

Methods

Research design

A descriptive qualitative research design was adopted
for this study. Qualitative descriptive studies tend to be
more flexible in terms of philosophical and theoretical
underpinnings. Given the research aims and objectives,
an interpretivist paradigm was deemed appropriate.
The goal of interpretivist research is to understand
the world of human experience from the perspective
of the person experiencing it. The aim is to uncover
the meanings people attach to those experiences.13

Data collection

Data collection methods were one-to-one interviews
and focus groups. The one-to-one interviews were
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conducted using an extensive interview schedule, and
included structured and semi-structured questions.
The focus group schedule was semi-structured and
aimed to facilitate a more in-depth discussion of the
topics. The overall interview schedule for informal
carers consisted of four sections: section A, on demo-
graphics and experience of technology; section B,
experience of caring; section C, monitoring and needs
given a potential BREATHE monitoring system; sec-
tion D, guidance and support and the requirements
from a potential BREATHE system; and section E,
obtaining and using a potential BREATHE system.
This paper reports on the findings arising from section
C of the overall interview schedule. Table 1 provides
the outline for section C of the interview guide.

Finally, the guide for the focus group contained
similar topic headings after an initial introduction sec-
tion. During the section on monitoring, participants
were invited to provide feedback on the types of
video views they would prefer from the system. The
choices presented are provided in figures 1a and 1b.

All interviews and the focus group were audio-
recorded using a digital audio recorder and transcribed
verbatim. Sound files were uploaded from the digital
audio recorder to a password-protected computer,
and deleted from the digital audio recorder once
uploaded. Access to the sound files was restricted to

the members of the research team. All information
that could identify participants was removed from the
transcriptions.

Sampling and recruitment

A convenience sample of participants was recruited
through a national voluntary caring organisation work-
ing with carers and people with long-term conditions.
This organisation acted as a gate keeper. Nine carers
took part in the one-to-one interviews, and five carers
participated in the focus group. While every effort was
made to reach data saturation, there were practical con-
straints on the number of participants recruited in
terms of time and resources.14 However, it has been
pointed out that transparency about limitations on

A (a)

(b)

Show real footage  of a 
person in the room 

B  

Show only silhouettes of 
the person in the room 

 or  

C

Show the person as a 
stick figure 

D 

Show cartoon-like people
in place of real people 

E  

Show an empty room  if there is no 
cause for concern, so that the 
person with long term condition has 
complete privacy 

F  

Show the person’s location within 
the room if there is a query about 
the person’s safety or wellbeing 

G 

Show the person’s position and 
posture , or even real footage, if the 
system thinks that the person needs 
help 

Figure 1. (a) Show card on the types of personal video views that

the BREATHE system may provide. (b) Show card on the types of

video view of a room that the BREATHE system may provide.

Table 1. Section C outline interview guide.

Section C � The BREATHE system and monitoring

Now we are going to talk about the new technology that we are

planning to design. You might have mentioned some of these already,

which is fine, but please consider each of these different possibilities:

1. Would it be useful to you to find out about X in any of the following

ways, in order to be reassured about X’s wellbeing?

a. Would you like to know about X’s daily routine?(for example,

sleeping, eating, drinking, going out)

b. What about risky situations?(for example, having a fall, leaving

appliances switched on, going out at night)

c. What about location within the home and how active they are?(for

example, whether they are moving between rooms or staying in one

place)

d. Would you like to know about any social activity?(for example

going out, talking on the telephone, having visitors)

e. Are there any other specific activities you would like to know

about?

2. If there was an emergency relating to X, do you think it would be

useful to be able to look at X at home in a way that is described on

the sheet?

3. Would you also like to be able to see what X is doing in some way, in

some non-emergency situations?

Comiskey et al. 3



reach data saturation does not necessarily invalidate
the findings, arguing that if data saturation is not
reached, ‘this simply means that the phenomenon has
not yet been fully explored rather than that the findings
are invalid’.15,16

Inclusion criteria were caring for a person with a long-
term condition; carers aged between 18 and 90 years; and
being able to communicate clearly in English. Carers who
had a significant cognitive impairment or physical illness
that was likely to impair their ability to give fully
informed consent were excluded from the study.

Data analysis

Thematic analysis of the transcribed interviews and
focus group was employed to analyse the data.
Thematic analysis has been identified as a method for
identifying, analysing and reporting patterns (themes)
within data.17 It is compatible with the interpretivist
paradigm. The analysis was driven by the research ques-
tion and the qualitative descriptive research design, with
the aim of describing the needs, requirements, accept-
ance and concerns of informal caregivers towards a
video-based home monitoring system.

Analysis of both the interviews and the focus group
were completed separately and findings triangulated.
Analysis of the data was completed independently by
two researchers (KD and SG) working on the project.
The coded data were compared and contrasted for
agreement and finally reviewed by an independent
researcher (psychologist) for verification and in order
to ensure homogeneity of procedure. All coded data
were in English. Participant anonymity and confidenti-
ality were maintained at all times. The analysis was
completed manually and Braun and Clarke’s six
phases of data analysis were followed.17

Results

There were nine one-to-one interviews and one focus
group with five participants. Each interview and
focus group was of approximately one hour’s duration,
providing over 10 hours of data. Details of the partici-
pants’ demographics and living arrangements are
provided in Table 2.

Three main themes were identified from both the
interviews and the focus group. These were summarised
as routine, risk (with the sub-theme responding to risk),

Table 2. Demographics, living arrangements and use of existing technology of participants.

Individual Interviews, n¼ 9 Focus Group, n¼ 5

Age range 40�60 years 60�78 years

Gender 6 female, 3 male 4 female, 1 male

Caring for whom Six carers were currently caring for parents, two

cared for a husband or wife, and one was caring

for a neighbour

Two carers were caring for their husbands and one

for his wife, while the remaining two, one cared

for a brother and the other a daughter

Long-term conditions of the

assisted persons

Parkinsons’s disease

Dementia

Arthritis

Diverticulitus

Cancer (skin/arm)

Incontinence

Depression

Diabetes

Permanent urinary tract infection

Hearing loss

Pelvic floor dysfunction

Atrial fibrillation

Stroke

Chronic obstructive pulmonary disease

Downs Syndrome

Epilepsy

Intellectual disability

Mental health

Carer’s health Good (n¼ 3), average (n¼ 3), fair (n¼ 1),

poor (n¼ 2)

Good (n¼ 1), average (n¼ 2), fair (n¼ 1),

unstated (n¼ 1)

Living with the assisted person Yes (n¼ 7), No (n¼ 2) Yes (n¼ 4), No (n¼ 1)

Use the Internet Yes (n¼ 8), No (n¼ 1) Yes (n¼ 3), No (n¼ 2)

Use assistive technology Yes (n¼ 7), No (n¼ 2) Yes (n¼ 4), No (n¼ 1)
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and camera acceptance and privacy (with the sub-
themes of emergencies and non-emergencies).

Theme 1: Routine

The informal carers were asked whether they would like
to know about the assisted person’s daily routine.
The majority of carers who took part in one-to-one
interviews said that this did not apply in their situation
because the assisted person in question was never left
alone, or because the carer already knew the routine of
the assisted person. One carer stated that she would be
more concerned about knowing whether the assisted
person was lonely or upset.

It would be lovely to know when . . . if she needed any-

body to talk to if she was upset. Because . . . there’s

loneliness there and she mentions it and she thinks

nobody wants to come to see her. But anytime I call

there’s somebody there . . . you know (TCD 6).

Within the focus group a difference emerged between
the needs of carers who live-in with the person cared
for, and those living away from the person cared for.
When living-in, carers know the daily routine of the
assisted person:

Well, if you are caring full time with the people in your

own home, you know every minute, every hour of the

day, what’s going on (TCDFG).

On the other hand, two participants who were not
living-in were particularly interested in knowing about
the eating habits of the person for whom they provided
care, as they are concerned he eats a proper diet.

Theme 2: Risk

Six carers who took part in one-to-one interviews were
asked whether they would like to be able to use camera
technology to monitor the assisted persons for risky
situations.

Three carers talked about the monitoring of risks
particular to specific situations. These findings would
suggest that for many carers a focus on very specific
aspects of the assisted person’s daily routine, or daily
life, may well be beneficial for them in their caring role.

One respondent who was concerned about issue-spe-
cific risks also wanted to know about potential longer-
term risks for both the assisted person and the carer:

Yes, I think that would be nice because what was said

to me yesterday was, we have to plan for the future

now. The short term is kinda not going to happen,

we are looking at more long term, with the diseases

that [assisted person] has. It’s obvious they are not

going to improve, so we have to look at something

going forward (TCD 7).

Sub-theme 2a: Responding to risk. In the one-to-one inter-
views, carers were asked whether they felt that camera
technology would be useful in terms of monitoring the
assisted person’s location in the home and how active
they are. Only two carers discussed this in detail, both
of whom provided 24/7 care to assisted persons and
who, interestingly, had originally felt that camera tech-
nology would not be useful in the home.

One of these carers, who cared for an assisted person
24/7, spoke about how camera technology between
rooms in the house would be useful to monitor the
assisted person during the daytime if they were, for
example, resting in bed while the carer was in the kit-
chen. However, she questioned whether she would want
to know the kind of specific detail that such function-
ality would provide about the movements of the person
she cared for when she was out of the house.

I mean the chances are that [the assisted person] is going

to stroll from room to room whether I know it or not so

I am probably as well off not knowing (TCD 3).

Theme 3: Camera acceptance and privacy

Sub-theme 3a: Emergency situations and choice of personal

video view. Carers in the one-to-one interviews and in
the focus group were shown show cards (figures 1a
and 1b) that illustrated how the BREATHE video-
monitoring system would display the assisted person
at home in the case of an emergency. Carers were
asked whether they felt this would be a useful function-
ality. Eight people (three in the focus group and five
in one-to-one interviews) felt this would be useful
for them.

However, one of the carers expressed concerns about
privacy issues and that having a camera in the
house could be intrusive in terms of the assisted
person’s privacy, (TCD 9).

Figure 1a also illustrated four options for the type of
camera view of the assisted person that the BREATHE
system could provide in an emergency situation: 1. ‘real
footage’ of the assisted person in the room; 2. a silhou-
ette of the person in the room; 3. showing the assisted
person as a stick figure; and 4. showing a cartoon figure
instead of the real person in the room. When asked
about the kind of camera view that they would prefer
from the options given to them, eight carers in the one-
to-one interviews identified the real footage or video
footage as the view that they would prefer. The reasons

Comiskey et al. 5



for this were associated with the fact that that the real
footage seemed more normal to carers; that real foot-
age would work better where the technology was being
used for monitoring at night; and that real footage
would allow for more accurate assessment of the
status of the assisted person.

Privacy aside, I really think maybe it’s best to see the

person because you can tell a lot by their face. And

their features (TCD 6).

However, some carers chose other options. One respond-
ent picked the cartoon or stick image stating that this was
being picked due to privacy concerns. This respondent
had concerns about public access to the footage where it
is being viewed out of the house and, on another level,
protection of the privacy from the perspective of the
assisted persons themselves (TCD 5).

The cartoon image was chosen by another respond-
ent who suggested creating different levels of access to a
monitoring system based on the relationship between
the carer and the assisted person. In this person’s case,
the assisted person was a neighbour. Therefore, the
carer spoke about access to a monitoring system
based on pre-agreed levels and settings that were
agreed between the assisted person and the carer,

You could have a menu that could be set access like

Facebook � access to family only, access to the whole

range so that could be on a menu option, settings could

be changed and different people could be let into dif-

ferent levels of access (TCD 9).

When the focus group participants were asked to
choose a camera view, the conversation also centred
on privacy issues. One participant was concerned
about public access to the images on her mobile
phone. She speculated about being in a restaurant or
a pub with her mobile phone.

Most carers when they are out will keep their mobile

phone in view. If the real-life person picture comes up

on that phone, whereas the person that owns the phone

will know what’s going on but if somebody else took

that phone they would have an awful lot of information

about that [assisted] person (TCDFG3).

Having discussed the possibility of this occurring, even
with the recognition of a PIN-protected view, the con-
sensus among the focus group was that for security
purposes they would opt for the stick person view.

Yeah, for security reasons, yeah definitely, yeah. Well,

I would love to be able to see the [real] person. But

when you think of the security side of it (TCDFG2).

Sub-theme 3b: Non-emergency situations and video view of

room. Carers in the one-to-one interviews and the focus
group were asked if they would like to be able to see
what the assisted persons were doing in some way, in
certain non-emergency situations. Three of the five
focus group participants said they would like to be
able to monitor non-emergency situations with the use
of a camera. Six carers discussed this in one-to-one
interviews. One respondent said that he would not like
monitoring of non-emergency situations to occur. The
interviewee thought that this would be too intrusive as
the assisted person was independent. The rest of the
carers said they would like to be able to see the assisted
person in non-emergency situations, but they also
expressed some concerns about this functionality.

Privacy was the concern raised by two respondents.
In the case of one carer, she reported that she would be
happy for non-emergency situations to be monitored
but that the person she was providing care for might
not agree.

Well it would be a bit Big Brother watching, would it? I

would be ok with it but [assisted person] mightn’t be

(TCD 1).

The other respondent raised concerns about use of the
camera in non-emergency situations in the bathroom.
This respondent said that she did not think it would be
appropriate to have a camera in the bathroom for priv-
acy reasons, but that in recognitionof the fact that a lot of
accidents happen in the bathroom she would feel that a
sensor would be a better option, particularly one that
detected if the person had not come out of the bathroom.

I don’t think I’d like the bathroom . . . to be . . . even

though that’s where [assisted person] had her last acci-

dent. But there could be a sensor outside the door . . . if

[assisted person] went in but didn’t come out . . . I really

wouldn’t like to think there was any visual . . . in the

bathroom, and whether [assisted person] goes to the

toilet. [Assisted person] would be very well able to tell

us if she did or she didn’t! (TCD 6).

Discussion

The principal conclusion from this study was the will-
ingness of informal carers to accept live video monitor-
ing via a mobile phone application of the person they
care for in a family home environment, as long as the
privacy and dignity of the assisted person was protected.

The main strength of this study was the direct access-
ing of the needs and requirements of informal care-
givers in family home settings. The weakness refers to
the fact that the assisted person was not involved in the
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research design and methodology. The results presented
here must be interpreted within the limitations of the
study design. Informal carers were recruited with the
help of a carers’ organisation, and participants had dif-
fering caring responsibilities and were caring for a
range of assisted persons with varying life-limiting con-
ditions. Although the caring role differed, 11 of the 14
(79%) knew how to access and use the internet and 11
of the 14 participants already had experience of other
assistive technologies. The main strength in relation to
other studies was the ability of the carers to identify the
circumstances under which informal carers would
accept the use of video-based technology to monitor
the people they care for.

With regards to other relevant evidence in this field,
we have seen that there is ample evidence of an ageing
population in Europe and beyond, and within OECD
nations. These trends are well established and will have
significant effects on the economy, current healthcare
models and their ability to deliver to citizens.18 Given
these statistics there is a growing interest in studying
aging in place. That is, studies that allow individuals
to age and live well in their own homes.19 The current
study proposes and assesses the acceptability among
caregivers of the introduction of video interventions
for the support of carers, assisted people and the process
of ageing in place. Assistive technology for ageing in
place is not a new concept, however its adoption by
older people has been challenging.20,21 Electronic
health service interventions are well documented as
having high attrition levels or drop-out rates. In many
cases users who would benefit most from such interven-
tions resist adoption.8,22,23 We have observed in the lit-
erature poor implementation and a lack of sustained use
with high drop-off and abandonment, signifying per-
haps a possible gap in what technology developers
think is the way technology should fit the process of
ageing in place and the reality of caring for an assisted
person ageing in place.8,22,23 We have seen that there is a
significant group of informal carers supporting the pro-
cess of ageing in place, particularly in Europe where the
number of family carers provides more than 80% of the
care required.24 A recent report also highlighted the
increasing cost of home care and associated this with
the increasing contribution of informal support.
Within the informal care networks there are many chal-
lenges associated with caregiving such as depression,
isolation, and formal skill shortages.25�27 It is remark-
able that more attention has not been paid to the devel-
opment and evaluation of assistive technology that aims
to support informal carers. With significant growth
noted and a trajectory that is unavoidable, future
researchers need to look at supports for both informal
carers and assisted persons, and recognise the burden
and workload that are present for both.

The findings of this study illustrate for technology
developers and policymakers some of the complexities
that lie behind acceptance of video-monitoring technol-
ogy on the part of carers, especially with regard to priv-
acy and security concerns. Carers need to be assured
that the privacy and dignity of the assisted person is
preserved in such technological solutions. However, if
these assurances are put in place, the findings highlight
for technology developers that carers would welcome
and benefit from remote video monitoring of the person
they care for.

Conclusion

The challenge for assistive technology developers and the
health and social care professions is to expand their col-
laborations to ensure appropriate video technology is
developed that not only reduces burden but improves
lives and protects the dignity and privacy of the person
being monitored. Given this need, this research study rec-
ommends that future research recognises the importance
of the carer and the dyadic approach of informal carer/
assisted person in modelling the need for and acceptability
of new assistive, remote video-monitoring technologies.

Acknowledgements: We would like to thank the Carers

Association and Tunstall Emergency Response for assistance and

guidance in working with informal carers and assisted persons.

Contributorship: KC and CC researched literature and conceived

the study. JD, CC, KC, KG, MK and SD were involved in protocol

development, gaining ethical approval, patient recruitment and data

analysis. CC wrote the first draft of the manuscript. All authors

reviewed and edited the manuscript and approved the final version

of the manuscript.

Declaration of Conflicting Interests: All authors report no con-

flict of interests.

Ethical approval: The ethics committee of the Faculty of Health

Sciences, Trinity College Dublin, Ireland approved this study

Funding: The author(s) disclosed receipt of the following financial

support for the research, authorship, and/or publication of this arti-

cle: The research was funded by the AAL Joint Programme (Call 5,

2012) and Enterprise Ireland, project reference AAL-JP-2012-5-045.

Peer review: This manuscript was reviewed by Francesco

Barbabella, National Institute on Health and Science of Aging,

Italy and Hannah Christie, Maastricht University, The Netherlands.

Guarantor: CC.

ORCID iD

Catherine M Comiskey http://orcid.org/0000-0003-3528-777X.

References

1. Marin B, Leichsenring K, Rodrigues R, et al. Who cares?

Care coordination and cooperation to enhance quality in

elderly care in the European Union. Vienna: European

Centre for Social Welfare Policy and Research, 2009.

Comiskey et al. 7

http://orcid.org/0000-0003-3528-777X
http://orcid.org/0000-0003-3528-777X


2. Pickard L, King D and Knapp M. The visibility of
unpaid care in England. J Soc Work 2016; 16: 263�282.

3. Bass D, Judge K, Snow A, et al. Negative caregiving

effects among caregivers of veterans with dementia. Am
J Geriatr Psychiatry 2012; 20: 239�247.

4. Health and Social Care Information Centre. Survey of
carers in households in England 2009�10, http://www.

hscic.gov.uk/pubs/carersurvey0910 (2010, accessed 23
February 2018).

5. Department of Health. Our health, our care, our say: a new

direction for community services. Report, The Stationery
Office, UK, January 2006.

6. Parker SG and Hawley MS. Editorial. Telecare for an

ageing population? Age Ageing 2013; 42: 424�425.
7. Barlow J, Singh D, Bayer S, et al. A systematic review of

the benefits of home telecare for frail elderly people and

those with long-term conditions. J Telemed Telecare
2007; 13: 172�179.

8. Martin S, Kelly G, Kernohan WG, et al. Smart home
technologies for health and social care support.

Cochrane Database Syst Rev 2008; 4: 2.
9. Active and Assisted Living Programme. The roject,

http://www.aal-europe.eu/projects/breathe/ (accessed 6

April 2016).
10. Active and Assisted Living Programme. The BREATHE

Project video, https://www.youtube.com/watch?v¼sZPJ_

1Ms4OQ&feature¼youtu.be (accessed 6 April 2016).
11. Active and Assisted Living Programme. Active and

Assisted Living Programme: ICT for ageing well, http://
www.aal-europe.eu/about/objectives/#sthash.9PRp5jDI.

dpuf (accessed 6 April 2016).
12. Tong A, Sainsbury P and Craig J. Consolidated criteria

for reporting qualitative research (COREQ): a 32-item

checklist for interviews and focus groups. Int J Qual
Health Care 2007; 19: 349�357.

13. Cronin P, Coughlan M and Smith V. Understanding nur-

sing and healthcare research. London: Sage, 2015.
14. Green J and Thorogood N. Qualitative methods for health

research. London: Sage, 2004.

15. O’Reilly M and Parker N. Unsatisfactory saturation: a
critical exploration of the notion of saturated sample sizes
in qualitative research. Qual Res 2012; 13: 190�197.

16. Morse J. The significance of saturation. Qual Health Res

1995; 5: 147�149.
17. Braun V and Clarke V. Using thematic analysis in psych-

ology. Qual Res Psychol 2006; 3: 77�101.
18. Cohen SA. A review of demographic and infrastructural

factors and potential solutions to the physician and nur-

sing shortage predicted to impact the growing US elderly

population. J Public Health Manag Prac 2009; 15:

352�362.
19. Lewin D, Adshead S, Glennon B, et al. Assisted living

technologies for older and disabled people in 2030: A

final report to Ofcom. London: Plum Consulting, p. 2010.
20. Mahoney D. An evidence-based adoption of technology

model for remote monitoring of elders’ daily activities.

Ageing Int 2011; 36: 66�81.
21. Peek ST, Wouters EJ, Van Hoof, et al. Factors influen-

cing acceptance of technology for aging in place: a sys-

tematic review. Int J Med Inform 2014; 83: 235�248.
22. Procter R, Greenhalgh T, Wherton J, et al. The day-to-

day co-production of ageing in place. CSCW 2014; 23:

245�267.
23. Sanders C, Rogers A, Bowen R, et al. Exploring barriers

to participation and adoption of telehealth and telecare

within the whole system demonstrator trial: a qualitative

study. BMC Health Serv Res 2012; 12: 220.
24. Buckner L and Yeandle S. Valuing carers 2015: the rising

value of carers’ support. London: Carers UK, https://

www.sheffield.ac.uk/polopoly_fs/1.546409!/file/Valuing-

Carers-2015.pdf (accessed 28 May 2018).
25. Bass DM, Judge KS, Snow AL, et al. Negative caregiving

effects among caregivers of veterans with dementia. Am J

Geriatr Psychiatry 2012; 20: 239�247.
26. Malhotra C, Malhotra R, Østbye T, et al. Depressive

symptoms among informal caregivers of older adults:

insights from the Singapore Survey on Informal

Caregiving. Int Psychogeriatr 2012; 24: 1335�1346.
27. Marin B, Leichsenring K, Rodrigues R, et al. Who cares?

In: Conference on Healthy and Dignified Ageing,

Stockholm, Sweden, 15�16 September 2009. Vienna:

European Centre for Social Welfare Policy and Research.

8 DIGITAL HEALTH

http://www.hscic.gov.uk/pubs/carersurvey0910
http://www.hscic.gov.uk/pubs/carersurvey0910
http://www.aal-europe.eu/projects/breathe/
https://www.youtube.com/watch?vsZPJ_1Ms4OQ&featureyoutu.be
https://www.youtube.com/watch?vsZPJ_1Ms4OQ&featureyoutu.be
https://www.youtube.com/watch?vsZPJ_1Ms4OQ&featureyoutu.be
https://www.youtube.com/watch?vsZPJ_1Ms4OQ&featureyoutu.be
http://www.aal-europe.eu/about/objectives/#sthash.9PRp5jDI.dpuf
http://www.aal-europe.eu/about/objectives/#sthash.9PRp5jDI.dpuf
http://www.aal-europe.eu/about/objectives/#sthash.9PRp5jDI.dpuf
https://www.sheffield.ac.uk/polopoly_fs/1.546409
https://www.sheffield.ac.uk/polopoly_fs/1.546409

