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Executive Summary 
 
The present study adopted a qualitative approach to gather a rich, in-depth understanding 

of the experiences of people living with dementia, their family caregiver and staff caregivers 

in technology enriched supported accommodation (TESA). A total of 243 tenants were living 

in nine TESA schemes at the time of data collection, which mapped to 91% of occupancy 

capacity. A total of 72% of the tenants were female with an age range between 51-97 years 

(mean 79). Fifty five point two percent (55.2%) of tenants were living on their own prior to 

moving into TESA.  The tenants next of kin was generally an adult son or daughter for 65% of 

the sample, with siblings, spouse and other relatives/close friends making up the other 

descriptors of next of kin.  Two percent (2%) of tenants did not have a next of kin. Only 2.5% 

of the sample had no other co-morbidities.  Co-morbidities such as mental health, diabetes, 

heart/cardiovascular disease, diseases of the circulatory, respiratory and nervous system 

were identified within the sample.  Interestingly 70% of tenants had not been hospitalised in 

the last twelve months, suggesting that a generally good health profile of each tenant was 

being maintained. 

 

The environmental audit tool (EAT) is an assessment tool used to identify the quality of the 

ŜƴǾƛǊƻƴƳŜƴǘ ŦƻǊ ǇŜƻǇƭŜ ƭƛǾƛƴƎ ǿƛǘƘ ŘŜƳŜƴǘƛŀΦ ¢ƘŜ ƘƛƎƘŜǎǘ ǎŎƻǊƛƴƎ ƛǘŜƳ ǿŀǎ ΨōŜ ŘƻƳŜǎǘƛŎΩ ŀǘ 

an average of 90.34%, ranging from 62.5% -100% which indicated that the TESA schemes 

were as homelike as possible and had the ability to support the tenants to maintain their 

independence, aligned to the ethos of person-centred care. The data suggests that tenants 

had good opportunity for social interaction within the Scheme and local community. On 

average the TESA facilities were designed to support wandering but not to encourage it. The 

Schemes highlighted the importance of stimuli to support independent navigation of the 
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home space for example to get to bathroom.  In some Schemes stimulation in the 

environment and safety were amongst lower scoring items.  It is probable that schemes that 

foster independence, autonomy and control are associated with lower scores on safety 

items. 

 

The technology audit demonstrated a wide range of technologies and devices operational 

within TESA.  It could be suggested that the characteristics of person centred care were 

evident as primarily the provision of technologies was based on the individual tenants 

needs.  It was evident that schemes operated different policies around the free movement 

of tenants, as some environments were locked while in others, tenants held the key to the 

front door.  In all but one site, tenants received an immediate response from staff when 

they requested help from staff through an intercom.  Routine and emergency methods of 

contacting staff were the same.  Mobile phones were commonly used by tenants to keep in 

touch with their family.  Data from the technology was not widely used within the schemes 

as only two facilities reported using this information for individual care planning. 

 

Inclusive methods were adopted within the project to include tenants into the data 

collection phase of the project.  Peer researchers, who were older people with an interest in 

working for a dementia related research project, were recruited trained and conducted 

research interviews with the tenants living in TESA, in collaboration with the project 

research team.  The peer researchers also supported the analysis of the data from the 

interviews.  Collaborative relations between both informal and formal caregivers in 

conjunction with the tenants were viewed as key contributors for a good quality of life.  The 

findings indicated that person-centred practice was at the core of care provision whereby 
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tenants could thrive and flourish and maintain meaningful relationships with people and 

places.  Not all tenants were aware of the technology provision within the housing schemes.  

However, those individuals who were aware of it, felt it gave them reassurance and feelings 

of security.  Mobile phones emerged as a popular device to enable tenants to keep in touch 

with their families.  

 

Art based focus groups were conducted in eight TESA facilities using materials like felt, clay 

and paint to create collage and other outputs that explored the lived experiences of 

tenants. Sixty-four participants at various stages of their dementia journey took part in the 

forty-eight art-based focus groups.  The art could be considered an expression of their 

experiences without the need to formulate it into words.  The findings supported the 

outcome of the one to one interviews.  Autonomy, choice, independence, a sense of 

belonging, privacy, relationships and being content were strong features of this work 

 

A total of twenty-five semi-structured interviews were conducted with informal caregivers 

(IC).  The findings indicated that the transition into TESA had a positive outcome for both 

the formal and informal caregiver, and the tenant. A major theme was the shift of IC from a 

care provider modality to a care manager, one which appeared to be influenced by issues of 

burden and the perception of an inability to keep the person living with dementia (PLWD) 

safe.   Assistive technologies in the facilities did not appear to impact on the decision-

making during transition however, they were valued once the PLWD resided in the TESA 

facilities.  The findings provide an understanding of the caregiving responsibilities and how 

the transition alleviated the pressure of caregiving. 
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Twenty one semi structured interviews were conducted with formal caregivers of TESA.  

Four main themes were identified that were associated with some of the attributes of the 

Person-centred Practice Framework: promoting choice and autonomy, staffing model, using 

asǎƛǎǘƛǾŜ ǘŜŎƘƴƻƭƻƎȅ ŀƴŘ ŦŜŜƭƛƴƎ ǘƘŀǘ ΨȅƻǳΩǊŜ ŘƻƛƴƎ ŀ ƎƻƻŘ ƧƻōΩΦ  The findings indicated that 

person centred practice was embodied in the ethos of the TESA facilities.  TenantsΩ choice, 

autonomy and independence were central to the care provided by formal caregivers.  Job 

satisfaction was high amongst the participants, and it was evident this increased when the 

facility was smaller in size.  The technical provision in TESA was described as essential to the 

caregiving role.  Additionally, the survey data exploring the attitudes of both formal and 

informal caregivers confirmed that technology was viewed as a way of increased quality of 

care, enhanced security and enabled independence.  Both types of caregivers held relatively 

similar views around the benefits of technology, however their views on issues such as 

privacy and consent varied.  Safety was considered more important than right to privacy by 

family caregivers.  It would be interesting to explore if this is because of the training formal 

caregivers received around person-centred practice within the housing schemes. 

 
This aims of TESA is to provide less physically intrusive support by care staff, whilst enabling 

risk management governance and promoting the concept of people retaining a sense of 

their own home.  The findings suggest that TESA do in fact promote independence, dignity 

and support through person centred care delivery.  The environment was found to be 

supportive of the person-ŎŜƴǘǊŜŘ ŎŀǊŜ ƳƻŘŜƭ ŀǎ ΨōŜ ŘƻƳŜǎǘƛŎΩ ǿŀs the highest scoring item.  

Technology supported the formal caregiver to provide high quality, person centred care.  

Although technology was not a core feature for the tenants or informal caregivers, it was 

reported to provide reassurance and feelings of safety for both populations.  In line with 
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previous research, the technologies used within the schemes varied greatly across the nine 

facilities.  These findings are relevant to policy makers, commissioners and providers of 

services to highlight the engagement of all stakeholders in the provision of care for PLWD 

and their families early from diagnosis in order to facilitate person-centred care (PCC) 

practices in community settings.  A range of recommendations in terms of practice, policy 

and research are presented as a result of these findings. 
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Chapter 1 Introduction  
 

Background 

When living at home is no longer a viable option then alternatives should be available.  

Supported Housing is one such alternative, bringing together the best design of housing and 

care, offering a real home living scenario rather than residential or hospital care.  With the 

global increase in the number of older people in society, there is a need for appropriate 

accommodation enabling people to grow older with support and dignity and not always in 

traditional institutional style care facilities.  This is particularly true for people living with 

dementia (PLWD) as the progression of the disease erodes cognitive capacity and function.  

The increase in the number of people living with a diagnosis of dementia suggests that a 

significant need for alternative accommodation to home will emerge.  Supported housing 

offers accommodation to help people live as independently as possible with additional 

physical support where necessary.  Some supported housing schemes integrate technology 

such as digital alarms, sensors in the flats, sometimes with associated remote monitoring 

capability.  This aims to provide less physically intrusive support by care staff, whilst 

enabling risk management governance and promoting the concept of people retaining a 

sense of their own home.  Supported housing for PLWD is generally built with due regard to 

dementia specific environmental design principles (Pierce, Cahill, Grey, & Dyer, 2015).  

 

In the context of Northern Ireland, the wŜƎƛƻƴŀƭ {ǘǊŀǘŜƎȅ ΨLƳǇǊƻǾƛƴƎ 5ŜƳŜƴǘƛŀ {ŜǊǾƛŎŜǎ ƛƴ 

NƻǊǘƘŜǊƴ LǊŜƭŀƴŘΩ (Department of Health Social Services and Public Safety, 2011) and 

ΨSystems, Not structures-Changing Health and Social Care  (Bengoa, Stout, Scott, McAlinden, 
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& Taylor, 2016) are significant drivers in the planning of dementia services and developing 

care pathways.  They place emphasis on the need to support people with dementia to live 

with dignity and independence.  With over 850,000 people in the United Kingdom living 

with dementia adequate service provision is vitally important (Alzheimer's Society, 2014).  

Supported housing care models that provide technology as a core feature of the facility 

bring an added dimension to the care provision with the assumption that this may 

meaningfully enhance the quality of care.  However, there is very little research evidence to 

demonstrate the impact technology can have in this setting. 

 
 

Context of the study 

In Northern Ireland, technology enriched supported housing schemes for PLWD have been 

available for more than fifteen years.  The care model within the housing schemes seeks to 

promote independence, dignity and support.  The model is often a collaborative care 

initiative, made up of different partnerships, often between the healthcare trust, housing 

associations and housing executive.  However, little is known about these models of care to 

inform practice and enhance future development.  Often there is heterogeneity in design, 

technical specifications and environmental features.  This interwoven ecosystem has at its 

core the need to deliver person-centred supported housing that will sustain those ageing 

with dementia and engage informal carers.  This study presents an overview of nine 

technology enriched supported housing schemes in Northern Ireland for PLWD.  As part of 

this each scheme, its environmental design and technology integrated into the facility was 

explored.  The many stakeholders of each scheme were consulted, including the tenants, 

the family caregivers and the staff.  Additionally, this work sought to understand how 
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people transition into and live in a technology enriched supported housing model.  The 

acronym TESA-DRI was developed for every day communication about the project, standing 

for: Technology Enriched Supported Accommodation - Dementia Research Initiative.  TESA 

(short working title) was approved for funding by the HSC R&D Office on behalf of Atlantic 

Philanthropies on 31st July 2014, with grant of  £385,490.00 awarded.  Start date: 13th 

January 2015 and end date 12th January 2018. 

 
 

Aim and Objectives 

Aim: To explore the perspectives of PLWD who live in person-centred supported, 

technology enriched housing schemes, their family and paid employees at the facilities. 

 

Objectives: 

¶ To describe the lived experience and perspectives of tenants  

¶ To explore the use of creative methods as an inclusive approach of engaging 

PLWD in the research 

¶ To understand family and informal carer views on transitioning to and living 

within the supported housing scheme 

¶ To explore and understand the paid ŜƳǇƭƻȅŜŜΩǎ knowledge, skill, and 

understanding towards working in a technology enriched supported housing 

model 

¶ To capture the attitudes of informal and formal caregivers towards 

technology 
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¶ To create a picture of technology enriched supported housing schemes in 

terms of the tenant profile, lived environment and technology provision 

¶ To evaluate the impact of technology on clinical decision making and care 

pathways of tenants 

¶ To evaluate the experiences of older people as peer researchers in the TESA 

project 

¶ To deliver best practice learning on findings from research in useful clinical 

format to transfer knowledge quickly into services for PLWD 

 
 

Research Design 

Technology enriched supported housing is considered a complex ecosystem of housing, 

where technology and care are core to the nature of the provision.  The study adopts a 

qualitative approach to get an in-depth understanding of all the stakeholders engaged in 

each scheme.  A range of methods were incorporated into this study to gather rich 

information from tenants, their family and staff caregivers about their experiences and 

perspectives of technology enriched supported housing.  Descriptive demographic 

information was obtained from each of the nine participating housing schemes, along with 

an environmental and technology audit.  Table one sets out the participant inclusion 

criteria.  One-to-one interviews were undertaken with all stakeholders (informal and 

formal).  Included tenants were invited to participate in art-based focus groups to provide 

an inclusive medium to elicit and share experiences and perspectives.  Finally, all caregivers 

were invited to complete a survey to gather attitudes towards technology.  The data 

collection timeline is set out in Appendix 1.  The triangulation of evidence across methods 
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and researchers enhanced the reliability and validity of the data.  The research was 

underpinned by the Person-centred Practice Framework (McCormack & McCance, 2017a).  

This framework has been adopted in this study to enable the analysis of a range of factors 

that might support person-centredness such as values of respect, self-determination, 

autonomy, understanding and empowerment.  The framework provides a lens through 

which to view the data as it is systematically analysed through thematic analysis.  

Table 1. The Inclusion criteria for participation in TESA-DRI 

 

Tenants at each facility Informal Carers Formal Carers 

Must be permanently 
living in scheme 

Over age 18 Over 18 years 

Living and settled in the 
facility.  Staff will guide on 
this. 

Nominated by the tenant 
and/or staff at the facility 

Working at the facility 
(permanent & contract 
staff will be included) 

Consent obtained 
according to project 
protocol 

Willing to give consent Willing to give consent 

 
 
 

The Project Consortium 

The project consortium brought together academia Ulster University (Ulster) and Queen 

Margaret University Edinburgh (QMU) and the non-government agency Engage with Age 

(EWA), who provide services to advocate for older people in the community.  The research 

team consisted of a chief investigator (Professor Suzanne Martin; Ulster), three co-

investigators (Professor Assumpta Ryan; Ulster, Professor Brendan McCormack; QMU and 

Mr Eamon Quinn; EWA), a full-time researcher based at Ulster (Ms Janeet Rondon-

Sulbarhan and a part time researcher based in EWA (Mrs Jean Daly-Lynn).  A steering group 

was set up and consulted with on three different occasions throughout the project as well 

as ad hoc contact by phone and email.  The group included two individuals living with 
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dementia, a family caregiver, individuals working in the voluntary sector providing support 

for PLWD, a director of a technology company, as well as representatives from the Northern 

Ireland Housing Executive, Supporting People, Housing Associations and the Trust.  An 

overview of the steering committee meetings are set out in Appendix 2.  Additionally, there 

was an international team of three academics who were consulted during the project.  

 
 

The Report 

To support the reader of this report we have set out the description of the following 

acronyms.  

 

IC= informal  caregiver, any informal caregiver such as family and friend 

FC= formal caregiver, paid, formal or employed staff caregiver  

TESA= technology enriched supported accommodation 

The caregivers= both family and staff caregivers 

PCC- person-centred care 

PLWD= person living with dementia.   While the use of abbreviations to describe individuals 

living with dementia runs contrary to the person-centred approach that underpinned this 

study, for pragmatic reasons and purely for the purpose of this report, the abbreviation 

PLWD will be used to refer to person(s) living with dementia. 
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An outline of each chapter is as follows: 

Chapter 1: Background and context for the present study 

Chapter 2: An overview of the literature and a systematic review of technology within 

supported living and residential settings 

Chapter 3: Ethical issues 

Chapter 4: Technology enriched supported housing in Northern Ireland 

Chapter 5: Interviews with tenants 

Chapter 6: Creatively engaging with tenants 

Chapter 7: Family caregiving 

Chapter 8: Formal caregiving 

Chapter 9: Quantitative study on the attitudes of formal and informal caregivers towards 

technology 

Chapter 10: Patient and public involvement 

Chapter 11: Discussion and conclusion 

Chapter 12: Dissemination summary 
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Chapter 2 Overview of the literature and a systematic review of 
technology within supported living and residential settings. 
 

Introduction 

To explore the perspectives of PLWD who live in technology enriched supported living 

environments and their caregivers, it is important to identify and review the relevant 

literature.  The multi-layered approach in this study necessary to explore these complex 

living environments requires understanding of many different topics such as living with 

dementia, caregiving, person-centred practice, housing, supported living and technology.  

This chapter seeks to set out the current research in these domains and investigate its 

relevance to this study. 

 

Living with dementia 

Dementia is an umbrella term for a cluster of symptoms that damage and destroy brain cells 

ƘŀǾƛƴƎ ŀ ǇǊƻŦƻǳƴŘ ŜŦŦŜŎǘ ƻƴ ŀ ǇŜǊǎƻƴΩǎ ŎƻƎƴƛǘƛǾŜ ŀōƛƭƛǘȅΦ  This degenerative condition greatly 

exacerbates the normal aging process and can significantly impact on independence and 

quality of life.  Each presentation of dementia is unique depending on the severity, progress 

of condition, type of dementia, and the subjective experience of the symptomology.  

Currently there is no cure for this chronic condition so long-term dependence on care 

provision is often inevitable.  Cognitive impairment is the most common feature of these 

diseases affecting communication, language, understanding, mood, and impacting on 

everyday tasks. Neuropsychiatric symptoms such as depression, stress, irritability, agitation, 

anxiety and disinhibition can also manifest in a number of ways (Lyketsos et al., 2012).   
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As the demographic is changing and older people are living longer, the prevalence of 

dementia is increasing.  Over 50 million people worldwide are reported to be living with 

dementia, and estimates predict that this figure could be at 150 million by 2050 (World 

Health Organization, 2018).  Currently, in the United Kingdom (UK) there are 850,000 PLWD 

(Alzheimer's Society, 2014) with an estimated cost to the economy of £26 billion a year, a 

figure that is predicted to double in the next 30 years (Department of Health, 2015).  

Research in developed countries has indicated that dementia is associated with huge 

economic implications and this is expected to continue to rise (Wimo, Jönsson, Bond, Prince, 

& Winblad, 2013).  Thus, within high-income countries dementia care has become a 

governmental priority (Prince et al., 2013).   

Recent surveys have shown that 85% of people diagnosed with dementia would prefer to 

stay at home for as long as possible rather than go into a care facility (Department of 

Health, 2015).  Two thirds of PLWD in the UK live in the community and most care is 

provided by approximately 670,000 family and friends, saving the state over £11 billion per 

year ό!ƭȊƘŜƛƳŜǊΩǎ {ƻŎƛŜǘȅΣ нлмрύ.  The current challenge for governments is to develop 

health and social care services to cope with this growing need and in doing so support the 

quality of care for PLWD, their caregivers and their families.  There have been policy 

initiatives promoting optimal care for this population, expanding to all care settings, 

whether home, hospital or care home (Department of Health, 2015).  Many PLWD move 

into a type of care homes when it is no longer possible for them to live at home and often 

when informal caregivers are unable to manage their growing care needs (Livingston et al., 

2017).  However, research has shown that PLWD who live in care homes experience lower 

quality of life than those living at home (Hoe, Katona, Orrell, & Livingston, 2007).   
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Caring for a person living with dementia 

Informal or family caregivers (IC) are usually a family member, often a spouse or friend, 

generally female, who assume the overall caring responsibility for a person experiencing 

daily difficulties due to a debilitating condition, physical, cognitive or emotional, including 

dementia ό!ƭȊƘŜƛƳŜǊΩǎ {ƻŎƛŜǘȅΦΣ нлмрΤ .ŜǊǘƻƎƎ ϧ {ǘǊŀǳǎǎΣ нлмуΤ .ǊƻŘŀǘȅ ϧ 5ƻƴƪƛƴΣ нллфΤ 

Carers Trust Action Help Advice, 2015).  Informal caregiving will generally have a relational 

dimension, and whilst often the elder spouse is the designated main carer, other family 

members often provide significant contributions.  There are many stages to caring and 

indeed the nature and type of care varies depending on the needs of the person in need of 

care (São José, 2018).  Many studies have reported the negative impact of caregiving, 

particularly on those who care for PLWD who may experience clinical depression or anxiety 

or other less severe psychological impacts (Cross, Garip, & Sheffield, 2018; Wang, Liu, 

Robinson, Shawler, & Zhou, 2019; Watson, Tatangelo, & McCabe, 2018).  

Mainly, the caregiving model has been explained using the framework of stress-coping 

ƳƻŘŜƭǎ ǿƘŜǊŜōȅ ΨǘƘŜ ƻƴǎŜǘ ŀƴŘ ǇǊƻƎǊŜǎǎƛƻƴ ƻŦ ŎƘǊƻƴƛŎ ƛƭƭƴŜǎǎ ŀƴŘ ǇƘȅǎƛŎŀƭ Řƛǎŀōƛƭƛǘȅ ŀǊŜ 

ǎǘǊŜǎǎŦǳƭ ŦƻǊ ōƻǘƘ ǘƘŜ ǇŀǘƛŜƴǘ ŀƴŘ ǘƘŜ ŎŀǊŜƎƛǾŜǊΩ (Schulz & Sherwood, 2008: 105).  Other 

factors affecting caregivers are associated with the type of care provided.  Archbold (1983) 

initially conceptualised caregiving into two types: care providers and care managers 

however this falls short of capturing the complexity of informal care/caring as described by 

Sao Jose (2018), who attempts to critique the empirical literature on this topic specifically 

for the fourth age (later life with care, associated with loss of agency and decay) highlighting 

the inherent complexity of caring.  
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Care providers identify the services the individual needs and put measures in place to meet 

these needs, while care managers identify the services and buy them.  Care providers are 

proactive while care managers arrange for others to provide care (Brodaty & Donkin, 2009), 

therefore care providers tend to be an at-risk population (Archbold, 1983).  When a loved 

one moves into a supported living environment the role of the informal caregiver can 

change to that of a care manager, while paid staff become the provider of the daily care 

required.  The way in which a caregiver supports and cares for an individual living with 

dementia significantly impacts their quality of life.  The negative impact of caregiving on the 

informal caregiver has been outlined, and this might also be an issue for paid caregivers.  It 

is reported that paid staff can have low job satisfaction, staff burnout, high staff turnover, 

difficulty recruiting, low pay and inadequate training (Bird, Anderson, Macpherson, & Blair, 

2016).  However, person-centred care approaches are reported to reduce the negative 

impact of caregiving for paid staff (Barbosa, Sousa, Nolan, & Figueiredo, 2015).  Within any 

care setting it is essential to recognize and meet the needs of all the stakeholders, 

particularly the staff, the tenants and families.  The challenge in meeting these needs is that 

each stakeholder group is  diverse and different. 

 

Supported living Environments 

When aging in place is no longer possible, alternative housing solutions are required.  

Housing for older people has evolved over the years, in turn creating a range of care models 

and terminology within this field.  Specialist housing comes in several forms from sheltered 

accommodation, to supported housing to residential care.  The support provided to tenants 

or residents within the different housing setting varies greatly, from support available if 
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necessary to 24-hour care.  The decision around the most appropriate housing for an older 

PLWD depends on their needs, particularly if it is health or social care needs.  Individuals 

with greater healthcare needs might be more suitable for nursing care within a nursing 

home, while supported environments are more focused on maintaining independence as 

well as personal and social care needs.  Identifying suitable housing is essential as it impacts 

physical, mental and emotional health (Rijnaard et al., 2016).  The care home sector has a 

ǊŀƴƎŜ ƻŦ ŎƘŀƭƭŜƴƎŜǎ ƻƴ ǘƘŜ ƘƻǊƛȊƻƴ ǎǳŎƘ ŀ ǇǊƻǾƛŘƛƴƎ ΨƘƻƳŜǎ ŦƻǊ ƭƛŦŜΩΣ ǊŜŘǳŎƛƴƎ ƘƻǎǇƛǘŀƭ 

admissions and being cost effective.  

 

Policy guidance and indeed societal preference promotes home based care for PLWD 

(Department of Health, 2015). However, as dementia advances it may be necessary to move 

into accommodation with additional support (Garvelink et al., 2018; Livingston et al., 2017). 

In recent years, different models of long-term support have been introduced (Livingston et 

al., 2017), and with that emerged a range of different terms (Howe et al. 2013). 

 

In the UK, the recognition of the link between housing and health has gained traction (Wild, 

Clelland, Whitelaw, Fraser, & Clark, 2018) and extra care housing has emerged as an 

alternative to sheltered housing or very sheltered housing, currently, referred to as housing 

with care; a model known in the United States (USA) as assisted living (Brooker et al,. 2011).  

Similarly, there has been a growing interest in the development of small-scale, homelike 

residential care models with facilities specifically designed for PLWD such as the Eden 

Alternative (Livingston et al., 2017).  These models of care provision aspire to preserve the 

rights of the tenants giving choice and control over their housing options with a greater 

focus on independent living (Department of Health, 2015).   
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{ǳǇǇƻǊǘŜŘ ƘƻǳǎƛƴƎ ƛǎ ŘŜŦƛƴŜŘ ŀǎ Ψŀƴȅ ƘƻǳǎƛƴƎ ǎŎƘŜƳŜ ǿƘŜǊŜ ƘƻǳǎƛƴƎ ƛǎ ǇǊƻǾƛŘŜŘ ŀƭƻƴƎǎƛŘŜ 

care, support or supervision to help people live as independently as possible in the 

communityΩ (DCLG and DWP, 2016: 9-10).  Essentially, housing and care services are 

separate entities.  Care services are provided by staff over a 24-hour period, but nursing 

services are not available.  Housing is rented from a housing association and each tenant 

must sign a tenancy agreement upon moving into the housing scheme.  Typically, tenants 

rent a self-contained apartment or flat and a care plan is developed with the support team 

after an individual needs assessment.  Household tasks can be completed by the tenant 

independently or with support from a family caregiver, staff caregiver, or paid for from an 

alternative source.  A range of social activities are available and are often integrated into the 

wider community.  This model can be tailored according to specific need and by this very 

nature, the model is considered a person-centred approach.  It enables tenants to maintain 

life skills, independence and have support where necessary. 

 

Supported lƛǾƛƴƎ ǎǘǊƛǾŜǎ ǘƻ ōŜŎƻƳŜ ŀƴ ŀƭǘŜǊƴŀǘƛǾŜ ǘƻ ŀ ǇŜǊǎƻƴΩǎ ƻǿƴ ƘƻƳŜ ǿƘŜƴ ƛǘ ƛǎ ƴƻ 

longer possible for the individual to live on their own.  Transitioning into a care environment 

is a significant life event (Gillsjö, Schwartz-Barcott, & von Post, 2011). Fostering a sense of 

home, place and belonging within any care environments is very important (van Hoof et al., 

2016).  Research indicates that multiple factors impact on the sense of home such as feeling 

secure, maintaining identity, independence, choice and nurturing memories (Rijnaard et al., 

2016).  Additionally, comfort, a sense of easŜΣ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ ōŜ ƻƴŜΩǎ ǎŜƭŦ ŀƴŘ 

establish relationships is important.  Interrelating factors such as the social, environmental 

and psychological context have also been identified but further research is needed to 



 29 

identify how they could enhance individualsΩ sense of home (Rijnaard et al., 2016). hΩaŀƭƭŜȅ 

and Croucher (2005) report that independence, privacy and security are essential features 

of extra care housing.   

 

Person-centred Practice 

The model of care focuses on the way care is delivered to meet the demands of all the 

stakeholders (Patricia, Rn, & Med, 2006). Person-centred care (PCC) approaches have been 

recognised and accepted as the best way to provide quality care.  In the UK, this approach 

has become an integral part of health, and health and social care policy and strategies 

(Department of Health, 2009, 2015, DHSSPSNI, 2011a, 2011b; Scottish Government, 2010; 

Welsh Government, 2017).  PCC has permeated the long-term care (LTC) sector and has 

ōŜŎƻƳŜ ǘƘŜ ŎŜƴǘǊŀƭ ǘŜƴŜǘ ƻŦ ΨŎǳƭǘǳǊŜ ŎƘŀƴƎŜΩ ǘŀǊƎŜǘŜd at the improvement of outcomes and 

the transformation of the facilities from medically driven institutions to individualised 

seǘǘƛƴƎǎ ǿƘŜǊŜ ŎŀǊŜ ƛǎ ǇǊƻǾƛŘŜŘ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ǇŜǊǎƻƴΩǎ ǳƴƛǉǳŜ ƴŜŜŘǎΣ ŎƘƻƛŎŜǎΣ ŀōƛƭƛǘƛŜǎ 

and life history (Koren, 2010;  McCormack & McCance, 2017a). 

   

The theory of PCC in dementia first described by Kitwood (1997), postulates that the person 

is at the centre of their own care and the concept of personhood is central to PCC (Kitwood, 

1997; Rogers, 2011; Sabat & Harré, 1992).  While this term has become familiar in the field 

of dementia care, it has been challenging to agree on its components and meanings.  For 

example,  Brooker, (2004) used the VIPS framework to describe PCC as a concept comprising 

four elements: V ς valuing all people regardless of age and cognitive ability; I ς recognising 

people as individuals; P ς understanding the world from the perspective of PLWD and their 
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carers; and S ς a positive social environment conducive to acceptable wellbeing.  

Additionally, McCormack and McCance (McCormack et al., 2010; McCormack & McCance, 

2017;  McCormack & McCance, 2006) developed the person-centred practice framework 

(PCPF) as a holistic structure that focuses on the characteristics of a person-centred culture 

within which person-centred care can be provided.  This framework has been adopted in 

this study, as its holistic nature enables the analysis of a range of factors that might support 

person-ŎŜƴǘǊŜŘƴŜǎǎΣ ǿƘƛŎƘ ƛǎ ŘŜŦƛƴŜŘ ŀǎ Ψan approach to practice established through the 

formation and fostering of healthful relationships between all care providers, service users 

and others significant to them in their lives.  It is underpinned by values of respect for 

persons, individual right to self-determination, mutual respect and understanding.  It is 

enabled by cultures of empowerment that foster continuous approaches to practice 

development (McCormack & McCance, 2017b: 20).  From this viewpoint, McCormack and 

McCance (2010, 2017) have operationalised the factors that might enable person-

centredness into a macro-context and four constructs: pre-requisites, care environment, 

person-centred processes and person-centred outcomes.  All constructs and their full set of 

attributes are shown in Table 2.   
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Table 2. Person-centred practice framework constructs (McCormack & McCance, 2017) 

 

 

There is an acknowledgement that the philosophy and principles of PCC should be at the 

heart of any existing and emerging models of dementia care (Koren, 2010; McCormack & 

McCance, 2017a).  While there is evidence of the application of PCC approaches in long-

term care settings, hospital wards and care homes (Fetherstonhaugh, Tarzia, Bauer, Nay, & 

Beattie, 2014; Williams, Hadjistavropoulos, Ghandehari, Yao, & Lix, 2013) such evidence has 

not yet been found in the supported accommodation model enriched with assistive 

technology.  Some research has suggested the positive impact of staff training aimed at 

dealing with challenging behaviour in care homes, as staff reported reduced symptoms in 

residents and changes in their own attitudes by adopting an empathetic approach that 

fostered the development of relationships (Goyder, Orrell, Wenborn, & Spector, 2012).  

Other research suggests the need to redress the relations of power and change 

organisational cultures in dementia care in order to realise the potential of the contribution 

of direct-care staff in person-centred practice who feel disempowered and who receive 
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limited training, recognition or remuneration (Scales, Bailey, Middleton, & Schneider, 2017).  

Similarly, other studies have highlighted the need to provide staff in LTC settings and extra 

care housing facilities with person-centred care training in order to enhance their acquired 

knowledge of the approach through their daily work experience and to support them in 

dealing with challenging behaviours (Evans, Fear, Means, & Vallelly, 2007; Hunter, 

Hadjistavropoulos, & Kaasalainen, 2016).  

 

Technology enriched supported living environments 

Electronic health solutions have been described as essential tools to providing cost 

effective, quality health care services to aging populations (Martínez-Alcalá, Pliego-Pastrana, 

Rosales-Lagarde, Lopez-Noguerola, & Molina-Trinidad, 2016).  Technology and assistive 

devices have the potential to enhance the long-term care needs of PLWD and their 

caregivers.  Additionally, technology can enhance knowledge exchange, education, and 

virtual environments, in turn, increasing the standards of the care environments (Martínez-

Alcalá et al., 2016).  Technology is considered useful in the lives of PLWD to promote 

independence, improve quality of life, manage risk and increase safety, support all users 

(PLWD, family, caregivers) and to personalise support  (Cahill, Begley, Faulkner, & Hagen, 

2007).  ¢ƘŜ ǿƻǊŘ ΨǘŜŎƘƴƻƭƻƎȅΩ ƛǎ ƛƴ ƛǘǎŜƭŦ ŀ ǾŜǊȅ ōǊƻŀŘ ǘŜǊƳΣ ǎǇŀƴƴƛƴƎ ŀ ǿƛŘŜ ǊŀƴƎŜ ƻŦ ŘŜǾƛŎŜǎ 

with different functionalities.  It is a term that describes assistive devices that can support 

PLWD with prompts and reminders, alarm systems, automatic lights, domestic appliances 

that switch themselves off at a certain point, easy-to-use remote controls and phones, 

monitoring, and therapeutic interventions (Buckley, 2006).  Pervasive telecare technologies 

include a range of sensors to detect motion, pressure, inactivity, falls and temperature 
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which automatically send a signal to a carer or monitoring centre to provide assistance 

when it is needed.  Wearable devices such as electronic tracking chips and GPS locators can 

locate a person if they get lost and alarm pendants and bracelets can call for assistance in 

the event of an emergency.  Additionally, assistive technologies such as touch screen 

devices can be used for entertainment and quality of life to support reminiscence through 

pictures, music and Apps, and as memory aids.  Innovative devices are continually emerging 

into the marketplace and as research prototypes which means technology to support PLWD 

is a very fluid environment.  

 

The advantages of using technology to enrich care and support include increasing the 

PLWDΩǎ ŦǊŜŜŘƻƳ ŀƴŘ ƛƴŘŜǇŜƴŘŜƴŎŜ (White & Montgomery, 2014); free up caregivers time 

for meaningful interaction and other duties (Robinson et al., 2007); peace of mind for the 

caregiver (Alwin, Persson, & Krevers, 2013; Mao, Chang, Yao, Chen, & Huang, 2015); and 

reduce unnecessary physical intrusion (Morgan, 2003).  The challenges associated with such 

an environment include technology replacing care as opposed to complementing care 

provision (Landau, 2009), unreliability and failure of devices (Altendorf & Schreiber, 2015), a 

noisy living environment due to alarms (Bressler, Redfern, & Brown, 2011),  and a violation 

of privacy (Niemeijer et al., 2010).  The use of such assistive technologies has generated 

huge debate around safety, risk, privacy and autonomy (Landau, 2009; Niemeijer et al., 

2011).  Additionally, questions arise such as decision making around the use of technology 

(Alwin et al., 2013; White & Montgomery, 2014), establishing consent from the PLWD 

(Martínez-Alcalá et al., 2016), identification of who gets access to the data (Landau, 

Auslander, Werner, Shoval, & Heinik, 2010); and incorporating person-centred care into a 

technology enriched setting (Robinson et al., 2007).   
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According to Gibson et al (2014), there were 1.7 million telecare users, 171 technology 

products and 331 services for PLWD in the United Kingdom (UK).  Despite this, assistive 

technology provision is fragmented, it can be difficult to access, and devices to support well-

being and quality of life often fall outside the scope of provision (Gibson et al., 2014).  Many 

literature reviews have already been undertaken to explore the impact of assistive 

technology within the lives of PLWD.  One review stated that more robust evidence is 

needed to explore the impact assistive technology can have on the care of PLWD (Fleming & 

Sum, 2014).  Forty-one papers met the inclusion criteria in the review which concluded that 

the evidence for the effective use of assistive technology to improve the safety and security 

of PLWD is very weak.  Common issues reported were difficulties using systems, lack of 

acceptance by the user and the reliability of the technology.  Recommendations within the 

review included the need for careful assessment, early introduction of technology, 

personalised technology approaches and more robust evidence.  Topo (2009), reported in 

her literature review, that many of the sixty-six studies included were undertaken in 

residential care or hospital settings primarily concerned with the needs of formal caregivers.  

The findings indicated that more robust research is needed, the cost effectiveness is 

currently unknown and personalisation of technology for users is important.  Additional 

challenges include the wide variability of aims, technology design, outcome measures and 

the limited voice of PLWD in reported studies.  Another significant literature review had a 

specific focus on surveillance technologies both for PLWD and intellectual disability within a 

residential care setting (Niemeijer et al., 2010).  A total of seventy-nine papers met the 

inclusion criteria from international sources.  A wide range of themes emerged from the 

findings, including functional efficacy, duty of care versus autonomy, freedom and consent, 
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safety/ risks, substitution of care, dignity/ stigmas, staff burden, person-centred care and 

privacy.  A major conflict emerged between the interests of the institution and the interests 

of the resident.  Additionally, a lack of in-depth analysis was evident, no agreement on the 

ethical application of technology was reached and the residenǘǎΩ perspectives were not 

often included. 

 

The use of technology within care at present and in the future has not been formulated into 

a clear plan (Sugihara, Fujinami, Phaal, & Ikawa, 2013).  Little evidence indicates the 

changing technology rŜǉǳƛǊŜƳŜƴǘǎ ŀǎ ŀ ǇŜǊǎƻƴΩǎ ŘŜƳŜƴǘƛŀ ǇǊƻƎǊŜǎǎŜǎΦ  !ŘŘƛǘƛƻƴŀƭƭȅΣ ǎƻƳŜ 

technologies would not be as suitable for those at a more advanced stage of dementia or 

for those living within a residential or nursing home (Olsson, Engström, Skovdahl, & Lampic, 

2012).  A key role in the provision of technology enriched care is enabling a PLWD to live in 

their own home environment for longer (Leroi et al., 2013; Zwijsen, Niemeijer, & Hertogh, 

2011).  However, as housing options increase so too should the provision of technology 

enabled services to enhance care and increase quality of life.  Although research suggests 

that telecare and other assistive technologies play a key role in the various housing models 

such as supported housing (Gibson et al., 2007),  there is currently a gap in the literature on 

the impact of technology on the everyday lived experience of those living with established 

dementias in a supported living environment.   
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A Systematic Review of Electronic Assistive Technology within Supported Living 

Environments for People Living with Dementia 

A systematic review of the literature was undertaken to identify the types of technology 

used in supported living and residential care and to explore how individuals with dementia 

are included within the studies exploring technology interventions (Daly Lynn et al., 2017).  

Four major databases (Embase, Medline, PsychInfo and CINAHL) were systematically 

searched up until May 2016.  The search terms were as follows: (Dement$ OR Alzheimer$ 

OR cognitive adj3 impairment$) AND (nursing adj3 home$ OR assisted adj3 living OR 

residential adj3 care OR support$ adj3 living OR care adj3 home$) AND (tech$ OR assistive 

adj3 device$ OR smart adj3 home$ OR telecare OR alarm adj3 system$ OR intercom$ OR 

sensor$ OR actuator$ OR alarm adj3 bracelet$ OR bed adj3 alarm$ OR motion sensitive 

light$ OR fall adj3 detector$ OR activit$ adj3 monitor$ OR tracking adj3 device$ OR 

monitor$ OR wearable adj3 device$ OR surveillance). 

 

A total of N=3229 papers were retrieved in the initial search and N=61 met the inclusion 

criteria.  The data was extracted using the following characteristics: purpose of the study, 

participants, setting, methodological design, data analysis, technology intervention, ethical 

considerations, the voice of the PLWD and the outcome of the study.  The studies were then 

grouped together in terms of the technical intervention.  Six categories of technical 

interventions were defined: Telecare; light therapy; robotic companion; well-being and 

leisure; simulated presence; and orientation.  
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Within telecare interventions, there was significant heterogeneity in the twenty-three 

studies retrieved.  A wide range of screening tools, outcome measures and technologies 

were evident.  The study aims included the ability of technology to support night time 

needs, usability testing, assessing specific telecare devices, and gathering perceptions of 

telecare devices.  A variety of outcomes from the technological intervention studies 

included the potential to enhance privacy, increase safety, providing PLWD a sense of 

security, addition feedback for staff care givers and promote independence.  A range of 

technical issues were reported including false alarms, low batteries, connectivity problems 

and staff reporting alarm fatigue when recurrent false alarms were occurring.  Staff 

reported frustration with false alarms and a sense of fear and reluctance around the 

integration of technology into care (Niemeijer, Depla, Frederiks, Francke, & Hertogh, 2014).  

Technology interventions were highlighted as both enhancing and invading privacy.  Cost 

was also viewed as a barrier.  The need for more robust, user-centred research to develop 

personalised and individual systems and devices was recommended.   

 

The data were extracted from two papers and one Cochrane review focusing on light 

therapy.  Care professionals reported being happy using dynamic lighting systems if there 

were benefits to the individuals they are caring for, even if this is only a belief of the 

benefits.  The Cochrane review findings do not recommend light therapy due to lack of 

evidence.  The methodological weaknesses of light therapy studies were highlighted.  

Robotic companions were an unexpected finding within the literature review.  Twelve 

studies were retrieved.  Five different types of robotic companions were found within the 

twelve studies.  The findings included the potential to reduce agitation, increase interaction, 

reduce depression, and have a therapeutic impact.  Interestingly, not all participants 
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accepted the robotic companion.  This area of research was found to be in its infancy and 

further user centred research is required. 

 

Eight studies focusing on technology intervention for well-being and leisure were retrieved.  

The studies incorporated a huge variety of topics from physical activity to cognitive 

rehabilitation to usability touch screen devices.  The findings indicated that technology 

could be used to improve health and well-being and were enjoyable.  One example 

illustrated a monitoring watch that reduced disturbance during the night, saved staff time 

and health changes could be identified through the technical data.  Simulated presence was 

when a loved one made a personal recording to play to the PLWD to bring comfort when 

they were not there.  Nine studies were included in this review focusing on the ability for a 

stimulated presence intervention to reduce agitation.  The findings indicated that 

stimulated presence work well for some individuals but not for others however more robust 

research is needed to use this intervention in long term care settings.  Finally, five studies 

were retrieved in the orientation and activities of daily living intervention category.  

Primarily, these technology studies looked at the usability of different devices such as taking 

medication, prompts to wash hands and planning activities.  

 

The purpose of this section is to give a brief overview of the findings in the systematic 

review.  The findings indicate that there are numerous systems and devices being used in 

healthcare environments.  Additionally, there are significant differences in the 

methodological approaches used to explore the impact of these technologies.  The findings 

suggest a range of positive outcomes for the use of technology intervention in care settings 

such as complementing staff care (Chan, Campo, Laval, & Estève, 2002), promoting 
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independence (Mihailidis, Boger, Craig, & Hoey, 2008), enhancing social interaction 

ό~ŀōŀƴƻǾƛŎΣ .ŜƴƴŜǘǘΣ /Ƙang, & Huber, 2009) and providing a sense of security (Margot-

Cattin & Nygård, 2006).  A range of challenges were also reported such as acceptance of the 

intervention by tenants (Moyle et al., 2016) and staff (Niemeijer et al., 2014), false alarms 

(Capezuti, Brush, Lane, Rabinowitz, & Secic, 2009), cost (Altus, Mathews, Xaverius, 

Engelman, & Nolan, 2000), reliability and alarm fatigue (Niemeijer et al., 2014) and no 

reduction in falls (Holmes et al., 2007).  Technology interventions were viewed in the 

literature as both an invasion of privacy (Niemeijer, Depla, Frederiks, & Hertogh, 2015) and 

a way to prevent unnecessary intrusion on privacy (Yayama et al., 2013).  One of the main 

challenges for supported living environments found within this review, is the selection of 

suitable technology interventions.  There was a significant lack of compelling evidence to 

indicate the technology intervention that was most effective.  However, it is imperative that 

technology solutions are individual, have customisable features and can complement 

person-centred care.  

 
 

Summary 

This chapter presents two things, firstly an overview of the literature in the topic area of 

living with dementia, supported living, person-centred care and technology enriched 

supported environments.  Following this, a systematic review of literature on technology 

interventions used in residential and supported living environments was undertaken and 

presented.  The findings highlight a lack of synthesise in the approach and technical 

interventions used.  Although research suggests that telecare and other assistive 

technologies play a key role in the various housing models such as supported housing, there 
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is currently a gap in the literature on the impact of technology on the everyday lived 

experience of those living with established dementias in a supported living environment.  

The findings from this literature review informed the development of the technology audit 

tool described in Chapter 4.   

 
 

Dissemination from this stream of work: 

Daly-Lynn, J, Rondon-Sulbaran, J, Quinn, E, Ryan, AA, McCormack, B & Martin, S 2017, 'A 

systematic review of electronic assistive technology within supporting living environments 

for people with dementia' Dementia, vol 0(0), pp. 1-65.  DOI: 10.1177/1471301217733649 

 

 

Chapter 3 Ethical Issues 
 

Introduction 

Adhering to ethical protocols and governance was central to all the work undertaken in the 

project.  The first year of the project focused on establishing best practice and obtaining the 

necessary approvals to work ethically with all the stakeholders within the project.  This 

section first sets out the process used to obtain ethical approval and governance.  It then 

makes the case for the importance of ethically engaging with PLWD in research and focuses 

specifically on technology-based research.  Finally, the ethical approach for obtaining 

consent in this project was outlined. 

  
  

http://dx.doi.org/10.1177/1471301217733649
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Obtaining ethical approval and governance 

  

This project adhered to the ethical governance procedures and protocols within Northern 

Ireland, specifically at Ulster University, Health and Social Care Trusts and the Office for  

Research Ethics Committees Northern Ireland.  Ethical governance activity started at project 

initiation.  The process of obtaining ethical approval and research governance took most of 

the first year of the project.  In advance of submitting the proposal for Ulster University 

Research Governance peer review, significant documentation for the project needed to be 

developed such as information sheets, consent forms, as well as the required templates 

(Ulster University and ORECNI have different forms to complete).  The process of obtaining 

ethical approval and research governance is set out in Figure 1. 

  

 
  
Figure 1. Ethical approval and research governance process 
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It was necessary to obtain research governance approval from the five Health and Social 

Care Trusts.  Recent rationalisation of the system has enabled a single point of submission 

via a research ethics gateway, however this does not map to a single review point or 

process.  Additional documentation such as good clinical practice certificates, Access NI and 

voluntary work placements were required by some of the Trusts.  The first Trust approval 

was granted on the 14thof October and the final was granted on the 15thof December 2015.  

Through the lifetime of the project, three substantial amendments were submitted to 

ORECNI and subsequently sent to the Trusts for governance.  The first substantial 

amendment was for changes to the scheme and paid staff information sheets, the second 

substantial amendment was to make necessary amendments to the information sheet and 

consent forms for participants living with dementia to participate in the creative focus 

groups and the final substantial amendment was to submit the informal and formal 

caregiver survey on attitudes towards technology.  Internal ethical reviews were undertaken 

on a regular basis throughout the project.  The classification, storage and retention of 

project data was aligned to best practice of Ulster University guidelines.  A risk register was 

developed and managed aligned to Department of Health Social Services and Public Safety 

(DHSSPS) guidance, to both monitor and manage risk (DHSSPS, 2002).  This was reviewed 

and updated at monthly local management meetings.  The lead for the risk register was the 

chief investigator who at one point identified the time delays in obtaining ethical approval 

as creating a risk to successful delivery of all activity within the project. 

  
  
  

Engaging People Living with Dementia in the Research 
  

Within the United Kingdom, there are clear guidelines of ethical governance in place to 

support researchers and research participants.  Indeed, Patient and Public Involvement in 

research is generally accepted as essential and a core pre-requisite to most of the major 

research funding agencies (Littlechild et al.,2014).  The process of ethical engagement of 

participants in research may appear more challenging when the participants are perceived 
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by ethical review panels to have decreased cognitive capacity.  People who have a diagnosis 

of dementia, independent of where they are in terms of disease trajectory, will fall into this 

category.  The Mental Capacity Act (2005) states that a person is assumed to have the 

competence to consent unless it is proven that they do not.  This legal framework provides a 

backdrop to ensure a person has the capacity to make his or her own informed decision.  

First, it is vital that the person understands all the information and the decisions they are 

making; next the person must remember the information; the individual should consider all 

aspects of the information received; and finally disclose their decision.  In the study by Perry 

& Beyer, (2012) where they explored the views of participants on telecare services, PLWD 

άǳǊƎŜŘ ƎǊŜŀǘ Ŏŀǳǘƛƻƴ ǿƘŜƴ ƧǳŘƎƛƴƎ ŀǘ ǿƘŀǘ Ǉƻƛƴǘ ŀ ǇŜǊǎƻƴ ƛǎ ŘŜŜƳŜŘ ǘƻ ōŜ ǳƴŀōƭŜ ǘƻ ƎƛǾŜ 

informed ŎƻƴǎŜƴǘέΦ 

  

The best way to understand the experiences of PLWD is to engage directly with them (Cahill 

et al., 2012).  This requires researchers to develop a framework to maximise inclusion and 

participation within the chosen research methods and with a focus on the diverse range of 

skills a person may or may not have at the stage of their dementia.  Numerous research 

studies in recent years have found that engaging in research gives PLWD a voice, an avenue 

to be listened to, to feel valued and to be recognized (Murphy, Jordan, Hunter, Cooney, & 

Casey, 2014). Hellstrøm, Nolan, Nordenfelt, and Lundh, (2007) recommend finding the best 

way to engage PLWD in the research process is to support their inclusion and safeguard 

against adverse risk.  Developing policies and a framework to enhance participation is the 

best way to do this.  Several studies have used methods to maximize the ability of 

participants with dementia to meaningfully engage in research interviews.  For example, 

Nygard (2006) suggests building a relationship with participants to put them at ease, 

flexibility and developing familiarity with the interviewer.  Additionally, research reported 

the interviewer receiving training to enhance skills to help build trust, recognise body 

language, particularly if the participant is experiencing distress or fatigue, and develop 

questioning strategies to ensure the participant is not put under any stress (Hubbard et al,. 

2006).  
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It is therefore important to consider the implications of introducing technologies to be 

ŜǾŀƭǳŀǘŜŘ ǿƛǘƘƛƴ ǘƘŜǎŜ ǊŜǎŜŀǊŎƘ ŦǊŀƳŜǿƻǊƪǎ ǘƻ ƳŀȄƛƳƛǎŜ ŀ ǇŜǊǎƻƴΩǎ ŀōƛƭƛǘȅ ǘƻ ŎƻƴǘǊƛōǳǘŜ 

and to enable meaningful inclusion.  Building relationships with participants before 

interviews is a strategy used in research with PLWD which is known to maximise the 

meaningful involvement of participants (Murphy, 2014).  Peer researchers were working 

alongside the research team in this project, collecting data and supporting the engagement 

of participants to encourage this aspect of building relationships.  Family and informal carers 

could participate, independent of whether a relative tenant was participating.  This ensures 

inclusivity of participation opportunity independent of each other. 

  

Several ethical considerations have emerged within the literature when considering PLWD, 

technology provision and research, and the various stakeholders that can be involved.  A 

ŘŜƎǊŜŜ ƻŦ ŎƻƳǇƭŜȄƛǘȅ ǎǳǊǊƻǳƴŘǎ ŀ ǇŜǊǎƻƴΩǎ ŎŀǇŀŎƛǘȅ ǘƻ ŎƻƴǎŜƴǘ ŀƴŘ ōŀƭŀƴŎƛƴƎ ǘƘis with any 

external forces that might impact the decision making process such as a positive response 

bias, lack of clear understanding of the technology, and caregiversΩ commitment to engage 

in research even though the PLWD may not want to (Kitwood, 1997).  Additional issues 

include the type of technology and the debate around surveillance and GPS tagging to 

reduce caregiver worries and enable the PLWD security and independence can also have a 

profound impact on privacy (Cahill, 2003; Niemeijer et al., 2010).  The ethical concepts of 

beneficence, autonomy, nonmaleficence and justice can undoubtedly collide from the 

perceptive of various stakeholders involved in the research and later in the provision of such 

technology.  It is important to maintain the perspectives, needs and requirements of the 

PLWD at the centre of the debate.  Limited research explores ethical issues and assistive 

technology with PLWD. Godwin's (2012) report specifically explored the views of 

participants with dementia on the ethical considerations and benefits of assistive 

technology.  She found that participants not only commented on ethical issues, but showed 

logic, insight into their condition and empathy towards others.  Perry and Beyer (2012) 

published an exploratory study with PLWD and participants with learning disability.  They 

reported that although their sample size was small, participants had strong views on the 
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ethical issues associated with assistive technology and telecare including the importance of 

privacy, consent, social isolation, assessment and review, motivation for telecare, and risk 

and safety.   

  

It is essential that the methods used within the research design support the meaningful 

inclusion of PLWD.  It is necessary to underpin ways of connecting and creating an 

understanding within the ethical framework.  Appropriate communication is fundamental to 

robust ethical governance to ensure PLWD understand and consent to taking part in the 

research, they continue to consent to their involvement in research, and for the person to 

participate fully in the data collection. Hughes and Baldwin (2006) suggest that when 

considering ethical issues in relation to dementia care, rather than choose between a 

theoretical approach it may be more appropriate to take a principle-based approach.  The 

principles that should inform ethical practice in this subject area stem from the 4 principles 

of medical ethics (Bjorneby, 2004); 

  

* Autonomy: People should be able to decide what they want to happen or be done to 

them. 

  

*Beneficence: We should try to do good to the people we care for. 

  

*Non-maleficence: We should try to avoid doing people harm. 

  

* Justice: People should be treated fairly and equally. 

  

 

Research Consent for Persons Living with Dementia 
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Best practice in terms of research involving PLWD is to directly engage them as much as 

possible in the work.  Our aim in the project was for PLWD dementia to consent to 

participate in the study rather than gaining assent from relatives.  This was aligned to best 

practice in this research area (Higgins, 2013).  After consultation with experts in this field 

(Prof Brendan McCormack and Jan Dewing), two approaches for consent were adopted and 

are set out, both underpinned by  ŀ ΨǇǊƻŎŜǎǎ ŎƻƴǎŜƴǘ ƳŜǘƘƻŘέ as described by Dewing 

(2008) to support engagement.  The process consent method acknowledges that with any 

approach to consent with this population, it must be an on-going, fluid process that 

continues to check-in with the participant as necessary.  It should be noted that process 

ŎƻƴǎŜƴǘ ƛǎ ŀƴ ŀǇǇǊƻŀŎƘ ǿŜǊŜ ΨǇŜǊƳƛǎǎƛƻƴΩ ƛǎ ǎƻǳƎƘǘ ǘƻ ŜƴƎŀƎŜ ǿƛǘƘ PLWD and incorporates 

an understanding of how this person gives permission in their daily life.  Technically, both 

approaches used within this project were process consent.  Approach A was where the 

tenant provides consent for themselves and was only considered in conjunction with the 

scheme manager after consultation with family members.  It was aligned to the approach 

commonly used for the individual to consent.  Consent was viewed as valid at that point in 

time (when consent form was signed) and therefore verbal consent was continually sought 

alongside observing for visual clues of withdrawal from the interview.  Approach B, the 

process consent adopted within the project, created a paper trail of the consent given by 

the scheme manager and the next of kin.  The tenant would not have been required to 

complete a consent form but verbal assent would have been taken in advance of the 

interview and monitored throughout.  

  

Collaboration between the scheme manager and the researcher was core to both 

approaches.  The scheme manager first met with one of the researchers to discuss the 

ǇǊƻƧŜŎǘΣ ǘƘŜ ƭŜǾŜƭ ƻŦ ƛƴǾƻƭǾŜƳŜƴǘ ŦǊƻƳ ǘƘŜ ǎŎƘŜƳŜ ŀƴŘ ǘƘŜ ƳŀƴŀƎŜǊΩǎ ǊƻƭŜ ƛƴ ǘƘŜ 

recruitment of all participants.  During this conversation, the approaches for consenting 

tenantsΩ involvement were outlined.  Following this, the second researcher phoned the 

scheme manager to give further detail on recruitment and answer any questions.  A timeline 

was set for the manager to identify participants and decide what type of consent approach 
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would be the most appropriate.  Managers were asked to inform PLWD about the project 

and to determine  if they were interested in finding out more.  Managers were also asked to 

consult with the family/next of kin as they considered the most appropriate type of consent.  

Up until this point both approaches to consent were the same.  The approaches now 

diverge and are set out separately in the sections below. 

  

  

Approach A Informed Consent 
 

The first approach to consent is called informed consent and is set out in Figure 2.  When 

the managers had identified tenants that were willing to hear about the project, a member 

of staff went through the information pack with the person (Project Leaflet, Information 

Sheet and Consent form Appendix 3, 4, and 5).  The information sheet is explained and  the 

person is told what would be involved if they said yes to the interview or focus group.  At 

that point the PLWD decides whether or not to sign the consent form with the member of 

staff.  The staff member also signs the form to illustrate at that stage the individual was 

happy to be involved. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. Approach A - informed consent 
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The manager then let the researcher know that a tenant had consented and they organised 

a time  suitable for the interview.  In the case of the focus group, the dates were pre-

arranged with the manager.  The manager holds the consent forms until the researcher 

comes to the site.  On the day of the interview, a member of staff goes to the PLWD in 

advance of the interview to remind then and identify if they are still happy to meet with the 

research team.  The member of staff brings the research team to meet with the participant 

and introduces the researchers reminding the person about the project and asks them if 

they are still happy to take part in the interview.  If the answer is yes- the person is told they 

can stop any time they wish and they are asked if agreeable for the interview to be 

recorded.  The researcher monitored the persons consent throughout the interview by 

watching body language and looking for any signs of disengagement or distress.  All 

interview participants consented using this first approach and a total of sixty-one 

participants consented in this way to participate in the focus groups. 

 
 

 

 Approach B Process Consent 
 

Approach B set out in Figure 3 is a formal process consent approach adopted within the 

project.  It created a paper trail, checking first if the participant meets the criteria for the 

approach and then the consent given by the scheme manager and the consultee. A personal 

or nominated consultee was required to be selected by the manager. The tenant would not 

have been required to complete a consent form but verbal assent would have been taken in 

advance of the interview and monitored throughout.   

 

 

 

 

 

 



 49 

 

 

 

 

 

 

 

Figure 3. Approach B process consent 

! ΨǇŜǊǎƻƴŀƭ ŎƻƴǎǳƭǘŜŜΩ ƛǎ ŀǇǇǊƻŀŎƘŜŘ ŦƛǊǎǘ ƛŦ ǘƘŜ PLWD is considered to lack capacity.  They 

ŀŘǾƛǎŜ ŀōƻǳǘ ǘƘŜ ǇŜǊǎƻƴΩǎ ǿƛǎƘŜǎ ŀƴŘ ŦŜŜƭƛƴƎǎ ŀōƻǳǘ ǇŀǊǘƛŎƛǇŀǘƛƻƴ and are in a close 

personal relationship to the potential participant, e.g. spouse, partner, adult (son/daughter) 

other relative, close friend or past carer.  Through the scheme manager, we sent out an 

invitation pack to the prospective personal consultee containing: a letter of invitation, a 

personal consultee information sheet, an invitation to act as a personal consultee and a 

personal consultee declaration form.  The potential personal consultee was asked to 

respond to the invitation directly, returning a signed copy of the Ψinvitation to act as a 

personal consulteeΩ and the declaration form.  Potential personal consultees had the 

opportunity to ask questions about the study on the phone, by e-mail or in person.  If the 

invitation was accepted, the personal consultee remained in the project from the date they 

accepted the invitation until the PLWD ends with their participation in the project.  Personal 

consultees were approached by the researchers at different stages in the research process 

to confirm whether the participant would wish to continue or withdraw their participation 

in the study. 

  

! ΨƴƻƳƛƴŀǘŜŘΩ ŎƻƴǎǳƭǘŜŜ ƛǎ ŀǇǇƻƛƴǘŜŘ ōȅ ǘƘŜ ǊŜǎŜŀǊcher when a personal consultee is not 

able to take up the responsibility.  They can be someone acting in a professional role (e.g. 

GP or a member of the care team).  .ŜŦƻǊŜ ŀǇǇƻƛƴǘƛƴƎ ŀ ΨƴƻƳƛƴŀǘŜŘ ŎƻƴǎǳƭǘŜŜΩΣ ǘƘŜ 

researchers will consult with the scheme manager and ask him/her to recommend 

individuals who would take up this role.  It is likely that the manager would recommend a 
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key worker because they are known to the potential participant and are aware of their 

feelings and wishes.  For good practice, we ensured that when a key worker cannot assume 

ǘƘƛǎ ǊŜǎǇƻƴǎƛōƛƭƛǘȅΣ ǘƘŜ ǇŜǊǎƻƴ ŀŎǘƛƴƎ ŀǎ ŀ ΨƴƻƳƛƴŀǘŜŘ ŎƻƴǎǳƭǘŜŜΩ ŀŘƻǇǘǎ ŀƴ ŀǇǇǊƻŀŎƘ ǎƛƳƛƭŀǊ 

to that of an advocate, in which he/she meets the prospective participant, carers, family 

members and friends in order to gather relevant information on which to base their opinion 

about participation of the PLWD in the study.  A nominated consultee was not required 

within the project. 

  

Once the invitation to act and declaration form were returned to the research team, the 

researcher contacted the manager to collaborate on the process consent form (Appendix 6).  

Similar to approach A, on arrival the member of staff introduces the research team to the 

participant reminding the person about the project and asks them if they are still happy to 

take part in the interview.  If the answer is yes, the person is told they can stop at any time  

and are asked if agreeable to record the interview.  ¢ƘŜ ǊŜǎŜŀǊŎƘŜǊ ƳƻƴƛǘƻǊǎ ǘƘŜ ǇŜǊǎƻƴΩǎ 

consent throughout the interview by watching body language and looking for any signs of 

disengagement of distress.  The researcher carefully documents the indications that consent 

is ongoing in Part 4 of the process consent form.  No scheme manager felt that Approach B 

was required for the tenants that volunteered to take part in the interviews.  The manager 

of one scheme felt three participants did not have capacity to give consent in this way for 

focus group participation.  Process consent was adopted as a method to include these 

tenants.   

  
  
 

Ethical Issues that Emerged During the Project 
  
Within the lifecycle of the project some ethical issues did emerge.  For example, one 

particular housing scheme seemed to have a more paternalistic approach towards their 

ǘŜƴŀƴǘǎΩ ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ ǘƘŜ ǊŜǎŜŀǊŎƘ.  The research team were asked not to use the term 

dementia and it was requested that a formal caregiver was to be present during the 
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interview.  In advance of submitting the documentation to get ethical approval the 

!ƭȊƘŜƛƳŜǊΩǎ {ƻŎƛŜǘȅ ǿŀǎ ŎƻƴǎǳƭǘŜŘ ƻƴ ǘhe use of terminology and we were advised that it is 

good practice to acknowledge the term dementia.  Novek and Wilkinson, (2017), describe 

the need to have situational sensitivity as opposed to universal approach when it comes to 

using terminology.  It is important to note that although the participants with the formal 

caregiver present praised the formal caregivers during the interview this was not out of 

sequence with the other interviews.  In addition, when discussing the project with formal 

and informal carers who were initially keen and relaxed, they showed more concern about 

participation when signing formal consent forms.  Furthermore the process of gaining 

ethical approval for this project within Northern Ireland took significant man-hours in terms 

of paper work preparation and time invested in waiting on related approval to come 

through from all the bodies outlined above. 

 

 

Summary 

Ethical issues often emerge in research and a thoughtful and vigilant approach is required 

when engaging PLWD in research.  Ethical theories are helpful and encourage consideration 

of dilemmas from differing perspectives.  Often there is no right or wrong rather a need for 

discussion and debate and the opportunity to percolate the issues into the arena where 

clinicians, policy makers, industry and academics can engage.  It is essential that the 

methods used within the research design support the meaningful inclusion of PLWD.  It is 

necessary to underpin ways of connecting and creating an understanding within the ethical 

framework.  Appropriate communication is fundamental to robust ethical governance to 

ensure PLWD understand and consent to taking part in the research, they continue to 
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consent to their involvement in research, and in order for the person to participate fully in 

the data collection.  The current process is robust and autonomous, however,  the time 

required to secure ethical approval puts many other aspects of the project at risk. 
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Chapter 4 Technology Enriched Supported Housing in Northern 
Ireland 
 
 

Introduction 

 
The purpose of this chapter is to provide an overview of the nine supported housing 

schemes participating in TESA-DRI.  The main objectives are to illustrate the tenant profile, 

give an overview of the schemes environmental design and finally set out the technological 

provision within these settings.  This aimed to create a picture of TESA within Northern 

Ireland at this current point in time. 

 
 

The Supported Housing Schemes   
 
The study was conducted in all five Health and Social Care Trusts (HSCT) in a region of the 

UK where all facilities identified as providers of TESA for PLWD were invited to take part in 

the study.  Access to the sample was obtained through the Supporting People Programme 1ς 

a government initiative created to provide a range of housing services for vulnerable adults .  

In most cases, the primary funder for the facility was the HSCT with an approximate split of 

funding sixty percent Trust and forty per cent the Supporting People Programme.  Care in 

the facilities is provided by a mix of HSCT staff and/or voluntary sector organisations; 

management is facilitated by housing associations.  The dwellings in this type of 

accommodation consist of a range of housing options including, small units for up to 12 

people with private en-suite bedrooms and communal living and kitchen areas, bigger units 

of the same type for up to 60 people and self-contained bungalows or apartments (25 or 30 

                                                      
1 See website 
https://touch.nihe.gov.uk/index/corporate/supporting_people_programme.htm 
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per facility) within a defined/bounded complex that also offers communal recreational 

spaces and gardens.  PLWD are tenants living within the care facilities and sign a tenancy 

agreement when they move into the scheme.  It is at this point tenants are also asked to 

consent to the use of technology within the scheme.  These facilities are regulated by the 

Regulation and Quality Improvement Authority (RQIA2).  This is an independent body 

established in 2005 to regulate and inspect the quality and availability of health and social 

care services in this province of the UK.  Managers of these facilities are required by the 

RQIA, and in accordance with relevant legislation and DHSSPS standards, to deliver person-

centred care (DHSSPSNI, 2011b).  There are no specific measures for how person-

centredness is operationalised across services. 

 

Inclusion criteria 

A total of 12 housing schemes met the inclusion criteria, offering housing with care and 

technology specifically to meet the needs of PLWD.  These schemes were identified through 

Supporting People who were members of our steering committee.  An invitation to 

participate was sent out to the manager of each housing scheme.  The manager received an 

information sheet and consent form (Appendix 7 and 8). 

¶ One responded to the invitation that they were not supporting PLWD.  

¶ 11 facilities expressed an interest in participating in the project.  

¶ Site J was excluded after a site visit confirmed this was a residential facility with 

single ensuite bedrooms and not supported housing.  No data was included. 

                                                      
2 See website https://www.rqia.org.uk 
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¶ Site K was not able to commit to participation in the project because of the time 

constraints on staff at the time.  

¶ Site H began the project and participated in aspects of the data collection however 

the decision was made by the project team to stop participation after the interview 

data collection.  This facility had two accommodation types onsite.  It was only 

during our interview phase it became clear that the supported housing was no 

longer allocated to PLWD.   

¶ A total of eight sites completed all aspects of project data gathering. 

More detail on this is provided in the Chapter 11, Table 28. 

 
 

Demographic Information 
 
 
Demographic data was extracted from the nine facilities participating in the study from 

December 2015 until February 2017 (including site H).  A form (Appendix 9) was used to 

extract the data.  These facilities provided TESA for people aged 60 and over who had a 

diagnosis of dementia.  Two hundred and forty-three records were collected.  The data was 

entered by one of the researchers into SPSS 24 for analysis.  The descriptive statistics of 

characteristics of the sample follow.   

 

Occupancy of the facilities 
Table 3 shows that at the time of data extraction (2015-16) there were 243 tenants living in 

all the facilities.  Overall, they were operating at 91% of their capacity.  The number of 

places offered in each facility varied according to the size of the dwelling.  Small facilities 

had a capacity of 12 to 15 places, medium-sized facilities of 23 to 35, and one of the two 

largest facilities had a capacity of 61 places.  Some of the medium-sized facilities and the 
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largest facility were operating at between 83% to 89% of their capacity.  Both small facilities 

and two medium-sized facilities were at full capacity. 

 

Table 3. Number of tenants residing in each facility across five HSC Trusts in Northern Ireland 

Health & Social Care Trust Facility Capacity Occupancy at time  

of research (%) Belfast  Site A 35   30   (86) 
 Site B 30   29   (97) 
 Site C 25   25 (100) 
South Eastern Site D 30   25   (83) 
 Site E 23          23 (100) 
Southern Site F 12    12 (100) 
Northern  Site G 61            54   (89) 
Western Site H 15            15 (100) 
 Site I 35    30   (86) 
 Total       266          243   (91) 

 

Age and Gender 

The 243 tenants living in the nine participating facilities belonged to the white ethnic group.  

The age range of these tenants was between 51 and 97 years of age (mean 79) as shown in 

Table 4.  Seventy-two per cent of the tenants were females and 28% males.  The lowest 

proportion of tenants was in the age of 50-59 with 3.5% in total.  The highest proportion of 

the sample was identified in the age ranges between 80-89 (44%) and 70-79 (32%).  In both 

categories the proportion of females was higher than males ς  22% in the 70-79 category 

and 34% in the 80-89 category.  In the older old range, that is, 90-99, females outnumbered 

males by a fivefold ς 1.7% and 8.5% respectively.  The largest number of females reflect 

those of the general population in the 65 and older group in Northern Ireland where 

females are at 57% and males at 43%.3  

                                                      
3 All references to comparisons with the general population in the 65 and over group 
correspond to the same source: Northern Ireland Research and Statistics Agency. Northern 
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Table 4. Age and gender of tenants   

Age Male Female Total (%) 

50-59   2    (0.9)       6   (2.5)       8   (3.4) 

60-69 13    (5.5)     11   (4.7)      24 (10.3) 

70-79 23    (9.8)     51 (21.6)      74 (31.6) 

80-89 24  (10.3)     79 (33.7)      10 (44.0) 

90-99   4    (1.7)     21   (8.5)      25 (10.7) 

Total (%) 66* (28.0)   168 (72.0)       234 (100) 

Data missing N= 2 males/7 females 

 

Marital Status 
Widowhood was the most prevalent marital status of the sample as shown in Table 5.  Fifty-

five per cent of females were widowed, compared to 7.2% of males.  The total of 62% of 

widowed individuals in our sample is higher than that of the 65 or over group in the general 

population with a proportion of 30%.  Only 14.4% of our sample were married or living in 

partnership, compared to 54% of those aged 65 or over in the general population who are 

married or living in a same-sex civil partnership.  The proportion of those who were single 

was similar to that of the 65s or over in the general population ς 10% and 9.2%, 

respectively.  The proportion of those divorced/separated in our sample more than doubled 

that of the general population, 14.4% compared to 6%.  

 

 

                                                                                                                                                                     
Ireland Neighbourhood Information Service, NINIS. (2014). Older people. Retrieved from: 
http://www.ninis2.nisra.gov.uk/public/census2011analysis/olderpeople/index.aspx. 
Accessed on 13th November 2017 

http://www.ninis2.nisra.gov.uk/public/census2011analysis/olderpeople/index.aspx.
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Table 5. Marital status of tenants   

 Marital status 

 Single Divorced Married In 

partnership 

Widow/er Separated Total (%) 

Male     9 

(4.3) 

  12 (5.7) 14 (6.7)         3 (1.4)    15 (7.2)    3 (1.4) 

  56 (27) 

Female   11 

(5.2) 

  15 (7.2) 12 (5.7)         0 (0.0)  114 

(54.8) 

   0 (0.0) 

152 (73) 

Total 

(%)  

  20 

(10) 

  27 (13) 26 (13)    3 (1.4)  129 (62)    3 (1.4)  208 

(100) 

Data missing N=35 

 

Type of Accommodation  
Prior to the transition into TESA, approximately  one third of individuals (32.4%) were living 

in their own homes (Table 6), compared to nearly three-quarters (74%) of those aged 65 or 

over in the general population.  There was a slight difference between individuals living in 

social rented housing (16.4%), compared to those 65 or over in the general population 

(13%).  Nearly twice as many individuals used to live in private rented housing compared to 

the general 65s or over ς 8% and 4.7%, respectively.  Twenty per cent were living in 

communal establishments (11.1% in sheltered housing and 9% in a group home), compared 

to 4.5% of those aged 65 or over in the general population, of which, 76% live in care 

homes.  Seventeen per cent of these were living in a hospital ward, compared to 2% in this 

sample of PLWD.  
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Table 6. Accommodation prior entering the facility   

Accommodation type Frequency (%) 

Hospital ward     4    (1.9) 

Flat   10    (4.1) 

Group home   19    (9.2) 

Private house (rented)   19    (7.8) 

Sheltered housing   23  (11.1) 

Other   31  (15.0) 

Housing association   34  (16.4) 

Private house (owned)   67  (32.4) 

Total 207  (100) 

Data missing N=36 

 

Living Arrangements 
Table 7 that the majority of individuals were living alone (55.2%) and the other half of 

individuals shared their accommodation in nearly equal proportions with a person who was 

not their relative (18%) or with a spouse/partner (17.5%).  There was no data in this 

category to make comparisons with the 74% of those aged 65 or over described as living in 

owner occupied households.   
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Table 7. Living arrangements of tenants prior to entering 

Living with   Frequency (%) 

Other relative     5   (2.7) 

With adult child   12   (6.6) 

Spouse/partner   32 (17.5) 

Sharing with other person   33 (18.0) 

Alone 101 (55.2) 

Total 183  

Data missing N=60 

 

 

Nearest Relative  
A large majority of individuals had a close relative as their next of kin.  An adult child was 

the nearest relative for 66.5% of the sample.  Brothers, sisters and other relatives accounted 

for 22.3% of the other relationships named as next of kin.  Eight per cent of individuals were 

supported by their spouse/partner.  See Table 8 below.     
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Table 8. Kinship of tenant with next of kin   

Kinship  Frequency  

None    2   (0.9) 

Close friend     5   (3.0) 

Brother 10   (4.3) 

Sister 13   (5.6) 

Spouse/partner          19   (8.2) 

Son 29 (12.4) 

Other relative 29 (12.4) 

Daughter 35 (15.0) 

Adult child (not specified) 91 (39.1) 

Total        233 (100) 

Data missing N=10 

 

Dementia Diagnosis 
¢ƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ǊŜŎƻǊŘǎ ƛƴ ǘƘŜ ŦŀŎƛƭƛǘƛŜǎ ǊŜƎƛǎǘŜǊŜŘ ǘƘŜ ŘƛŀƎƴƻǎƛǎ ŀǎ άŘŜƳŜƴǘƛŀέ όнф҈ύ ŀǎ 

shown in Table 9.  In all the eleven categories of diagnosis obtained, the prevalence was 

higher in femalŜǎ ǘƘŀƴ ƳŀƭŜǎΣ ŜȄŎŜǇǘ ŦƻǊ άŀƭŎƻƘƻƭ ǊŜƭŀǘŜŘ ŘŜƳŜƴǘƛŀέ ǿƘŜǊŜ ǘƘǊŜŜ out of the 

four cases were males.  In total 72% of females had a diagnosis, compared to 28.1% of 

males.  This gap between males and females is considerably higher to that of individuals in 

England and Wales where the prevalence of dementia in residential and nursing care homes 
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for females has been reported at 59.2% and at 48.8% for males (Matthews & Dening, 

2002)4.   

 

Table 9. Diagnosis of dementia   

Type of dementia  Male Female Frequency (%) 

Dementia (type 

unspecified) 

  1 (0.5)     1 (0.5)      2 (1.0) 

Early Dementia Onset   1 (0.5)     1 (0.5)      2 (1.0) 

"Dementia" and other 

neurological condition 

  1 (0.5)     3 (1.4)      4 (1.9) 

Alcohol Related 

Dementia 

  3 (1.4)     1 (0.5)      4 (1.9) 

Other Neurological 

Condition 

  1 (0.5)     4  (1.9)      5 (2.4) 

Type Unknown   1 (0.5)     4  (1.9)      5 (2.4) 

Pre-senile/Senile 

Dementia 

  1 (0.5)     6  (2.9)      7 (3.3) 

Probable Alzheimer's 

Disease 

  2 (1.0)     6  (2.9)      8 (3.8) 

Cognitive Impairment   4 (1.9)     6  (2.9)    10 (4.8) 

Korsakoff's Dementia   5 (2.4)     7  (3.3)    12 (5.7) 

                                                      
4 All references related to prevalence comparisons correspond to the same source: 
Matthews, F. E., & Dening, T. (2002). Prevalence of dementia in institutional care. Lancet, 
360(9328), 225-226. 
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Other Dementia 

Including Mixed Type 

Dementia 

  6 (2.9)   11  (5.2)    17 (8.1) 

Vascular Dementia 10 (4.8)   15   (7.1)    25 (11.9) 

Alzheimer's Disease   8 (3.8)   40 (19.0)    48 (22.9) 

"Dementia" as per file 15 (7.1)   46 (21.9)    61 (29.0) 

Total 59 (28.1) 151 

(71.90) 

 210 (100) 

Data missing N=33  

 

The number of co-morbidities reported within the sample was 2.5% having no co-

morbidities and an equal proportion of individuals with the highest number of eight co-

morbidities.  More than 25% of individuals experienced one co-morbidity, with cases of 

between two to four comorbidities accounting for 54% of the sample.  The most common 

type of co-morbidity was mental health behaviour disorders at 11.4%, followed by diabetes 

at 10.4%.  A small proportion of individuals (2.5%) had orthopaedic implants, reflecting the 

low proportion of those with falls (0.5%).  Other serious conditions including, 

heart/cardiovascular disease, diseases of the circulatory, respiratory and nervous systems 

were more common. 

 

Seventy per cent of individuals had not been hospitalised in the last twelve months.  Less 

than a quarter had been in hospital once and the remaining 7% had been hospitalised 

between two to five times.  Attendances to GPs in the last year ranged from zero (37.4%) to 

20 (0.5%).  Nearly 18% of individuals had attended their GP once, 14% had attended twice 
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and nearly 12% had seen their GPs three times.  The most common cognitive symptom 

ǊŜǇƻǊǘŜŘ ǿŀǎ Ψƭƻǎǎ ƻŦ ƳŜƳƻǊȅΩ όууΦп҈ύΦ  ¢ǿƻ ƻǘƘŜǊ ŎƻƳƳƻƴ ǎȅƳǇǘƻƳǎ ǊŜǇƻǊǘŜŘ ŦƻǊ ƳƻǊŜ 

ǘƘŀƴ рл҈ ƻŦ ǘƘŜ ǎŀƳǇƭŜ ǿŜǊŜ ΨŘƛǎƻǊƛŜƴǘŀǘƛƻƴΩ ŀƴŘ ΨǇƻƻǊ ƧǳŘƎŜƳŜƴǘΦΩ  ¢ŀōƭŜ м0 shows that 

out of the seven symptoms listed on the extraction form, the least reported symptom was 

ΨŘƛŦŦƛŎǳƭǘƛŜǎ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǎǇƻƪŜƴ ƭŀƴƎǳŀƎŜΩ ŀǘ му҈Φ   

 

Table 10. Classification of cognitive symptoms   

Symptom   Frequency (%) 

Loss of memory     177 (88.4) 

Disorientation     108 (54.0) 

Poor judgement     107 (53.7) 

Inability to reason       79 (39.3) 

Wandering        71 (35.3) 

Difficulties understanding written language         40 (20.0) 

Difficulties understanding spoken language         36 (18.0) 

Data missing N=42 

Summary of Demographic Data 
This section gives a snap shot of a point in time of the demographics of the population of 

people who have dementia and live in TESA.  The purpose of gathering this data was to 

obtain quantified data on the tenant profile before moving to engage this sample in the 

research.  The housing schemes were operating at 91% of the occupancy at this time, with 

four out of the nine schemes at full capacity.  This accounted for 243 tenants, with a mean 

age of 79 years of age and 28% male.  Over half of this sample were living on their own 

before moving into TESA and adult children were most commonly reported as next of kin.  
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The overall health profile of tenants indicated that co-morbidities were very common but 

70% of tenants had not required a hospital visit in the last year.  Loss of memory was the 

most common symptom reported at 88.4% of the tenants living in TESA. 

 

Environmental Audit 

 

Introduction 
The environment in which a PLWD resides within can have a significant impact on their 

quality of life (Smith et al., 2012).  The Environmental Audit Tool (EAT) (Fleming, 2011) 

provides a person-ŎŜƴǘǊŜŘ ŀǎǎŜǎǎƳŜƴǘ ǘƻƻƭ ŦƻǊ ΨƘƻƳŜ ƭƛƪŜΩ ŎŀǊŜ ŦŀŎƛƭƛǘƛŜǎΦ  It is described as 

an observational tool that required the researcher to explore the environment alongside a 

member of staff (Fleming, 2011).  The researcher within this project was a Professor of 

Occupational Therapy.  An onsite environmental audit was completed at eight sites and 

three of those sites required two audits due to the differing facilities available for example 

bungalows and apartments.  

 

Environmental Audit Tool 
The Environmental Audit Tool (EAT)(Fleming, 2011) was used to evaluate the facilities.  This 

tool comprises 72 items selected to represent-a set of design principles used in the 

development of facilities for older people experiencing difficulties.  The items are grouped 

according to ten principles whereby the environment should: 

1. Be safe and secure   

2. Be small   

3. Be simple with good visual access   

4. Have unnecessary stimulation reduced  

5. Have helpful stimuli highlighted   
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6. Provide for planned wandering  

7. Be familiar   

8. Provide opportunities for a range of social interactions from private to communal   

9. Encourage links with the community   

10. Be domestic in nature providing opportunities for engagement in the ordinary tasks 

of daily living.   

¢ƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ǉǳŜǎǘƛƻƴǎ ŀǊŜ ŀƴǎǿŜǊŜŘ ŜƛǘƘŜǊ ΨȅŜǎΩ or ΨƴƻΩ, some have a Ψƴƻǘ ŀǇǇƭƛŎŀōƭŜΩ 

option and some provide for extra points in certain circumstances, for example, if the safety 

feature is unobtrusive.  Each principle is considered to be a sub-scale with a score expressed 

as a percentage of the available score to ensure that all sub-scales have equal weight.  The 

total score is the mean of the sub-scale scores (Fleming, 2010).  The higher the percentage, 

the more adequate the facility is to accommodate people experiencing dementia.  

 

Results 
Eight facilities completed the audit.  Three of the sites completed two audits, one for each 

of the type of accommodation offered in the facilities (e.g. enclosed bungalows/flatlets and 

group facilities).  The final scores in each of the domains were compared and the results are 

presented herewith.   

Be safe and secure  

The principle of safety and security is measure with 14 statements that cover a wide range 

of safety measures across all living environments, including the garden, kitchen, front 

entrance, bedrooms, etc.  Safety is focused on keeping doors secure, keeping knives and/or 

appliances in the kitchen safe, ensuring the safety of the water temperature and providing 

adequate supervision to all tenants.  
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The majority of the facilities, as shown in Figure 4, had scores of over 50% in this principle, 

with the highest score being 63.64% and average 50.41%.  The lowest score of 27.27% 

corresponds to independent accommodation offered in one of the sites (i.e. bungalows) in 

which every single tenant is responsible for their own safety measures, therefore staff 

ŎƻƳǇƭŜǘƛƴƎ ǘƘŜ ŀǳŘƛǘ ǊŀǘŜŘ Ƴƻǎǘ ƻŦ ǘƘŜ ŀƴǎǿŜǊǎ ŀǎ Ψƴƻǘ ŀǇǇƭƛŎŀōƭŜΩ, hence the low score.    

 

Figure 4.  Safe and secure environment assessed with the EAT 

 
 
Be small  

Data on the size of the facilities are incomplete (40%).  The complete data indicate that 

nearly 30% of the facilities scored 100% in size, that is, they offered accommodation for ten 

or fewer people.  

Be simple with good visual access  

The scores in this domain, as shown in Figure 5, range from 36.84% to 100% which reflect 

the principle of reducing confusion and providing an environment where tenants can see 

everywhere they want to go from wherever they are.  The average score reported was 
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79.9%.  The lowest score of 36.84% (Site B) corresponds to a facility for up to 30 people 

consisting of terraced houses with each house containing six en-suite single bedrooms.  

These houses incorporate a group living situation where a large kitchen with dining rooms 

are at the heart of the home, designed to enable people to participate in cooking, cleaning 

and other meaningful activities.  

 

 
 
Figure 5.  Scores for visual access features assessed with the EAT 

 

Have unnecessary stimulation reduced 

In this domain data are incomplete in two cases, thus, two of the facilities have a score of 

0%.  Again Site B, due to its special characteristics as explained above, has a low score of 

37.5%.  The rest of the scores vary from 50% to 100%, averaging 55.68% indicating that the 
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stimulation as illustrated in Figure 6. 

 

Figure 6. Scores for stimulus reduction features assessed with the EAT 
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Figure 7. Scores for highlighting important stimuli assessed with the EAT 

 

Provide for planned wandering 

Data are complete for this principle.  The results, which range from 33.33% to 100% and 

gave an average score of 78.79%, indicated ǘƘŀǘ ǘƘŜ ŦŀŎƛƭƛǘƛŜǎΩ ŘŜǎƛƎƴ ŀƭƭƻǿǎ for safe 

wandering.  The lowest score of 33.33% corresponds to a site where tenants live 

independently and enter and exit the facilities on volition (Figure 8). 

 
Figure 8. Scores for provision of planned wandering assessed with the EAT 
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Be familiar  

The principle of offering familiarity scored at 67% in all the facilities which is a good 

indicator that tenants are familiar with their surroundings and that most of the furniture 

items and décor are their own.  

Provide opportunities for a range of social interactions from private to communal 

As shown in Figure 9, 4 of the facilities have a score of 100% in this principle and the 

remaining sites had scores ranging from 58.33% to 91.67%.  The site scoring 0% corresponds 

to independent accommodation where tenants live in their own flatlets or bungalows, thus, 

ǘƘŜ ƛǘŜƳǎ ǳǎŜŘ ǘƻ ƳŜŀǎǳǊŜ ǘƘƛǎ ǇǊƛƴŎƛǇƭŜ ŀǊŜ Ψnot applicableΦΩ  ¢ƘŜǎŜ ǊŜǎǳƭǘǎ ƛƴŘƛŎŀǘŜ ǘƘŀǘ ǘƘŜ 

facilities evaluated provide good opportunities for social interaction as well as private 

spaces to meet with friends or family.   

 
Figure 9.  Scores for privacy and social interaction assessed with the EAT 
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Encourage links with the community  

Eighty one point eight two per cent of the sites scored 100% in this principle, which 

demonstrates that the facilities provide tenants with opportunities to link with the 

community and encourage them to maintain and cultivate relationships with family and 

friends.   

Be domestic in nature providing opportunities for engagement in the ordinary tasks of 

daily living 

Five of the facilities had a score of 100%, with the remaining scores ranging from 62.5% to 

93.75%.  These results demonstrate that the facilities are homelike environments that offer 

tenants opportunities to maintain their abilities for as long as possible and to live 

independently for longer in the community (Figure 10).    

 
Figure 10.  Scores for facilities being domestic assessed with the EAT 
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The environments were poor in terms of safety and security which is possibly due to the 

nature of supported living enabling tenants to be as independent as possible (Table 11).  

100.00 100.00 100.00 100.00 

75.00 

93.75 93.75 

81.25 
87.50 

100.00 

62.50 

0.00

10.00

20.00

30.00

40.00

50.00

60.00

70.00

80.00

90.00

100.00

Site A Site B Site C Site D Site D1 Site E Site E1 Site F Site GSite G 1Site I

EAT Domestic (%) 



 73 

The schemes were often larger than recommended which can lead to more confusion for 

the tenants.  However, this item had missing data from four schemes.  The data indicated 

that the TESA schemes were simple and had good visual access to reduce confusion for 

tenants.  A fair job was undertaken to reduce the unnecessary stimulation for tenants.  The 

important stimuli were highlighted within the scheme which included good signage and aids 

to recognise familiar objects in their environments.  The highest scoring item was Ψbe 

domesticΩ at 90.34% on average, ranging between 58.93%-100%, which indicated that the 

schemes within TESA were as homelike as possible.  The total scores reported within the 

EAT ranged from 58.93%-77.68%, with an average of 71.19%.  This descriptive data provides 

a reliable audit tool to assess if facilities are person-centred and assess the quality of the 

physical environment.  The score indicated a moderate result and indicate improvements 

could be made. 

 

Table 11.  Outcome from Environmental Audit Tool 

Principle Score Commentary 

2. Be safe and secure   

 

Range: 27.27%-63.64%  

Average: 50.41% 

Poor in terms of safety and security.  

Lowest score represents independent 

bungalows where each tenant was 

responsible for their own safety 

measures. 

3. Be small   

 

Range: 0%-100% 

Average: 45.45% 

Poor in terms of size. 

Three facilities scored 100% as they 

offered accommodation for ten 

people or less. 

Data on the size of the facilities was 

incomplete (4 schemes). 

 

4. Be simple with good Range: 36.84%-100% Reducing confusion and visual access 
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visual access   

 

Average: 79.90% was a high score in most sites. 

Lowest score reflects group living 

ŀŎŎƻƳƳƻŘŀǘƛƻƴ ŦƻǎǘŜǊƛƴƎ ŀ ΨƘƻƳŜ 

ōŀǎŜŘΩ ŘŜǎƛƎƴΦ 

5. Have unnecessary 

stimulation reduced  

 

Range: 0%-100% 

Average: 55.68% 

Did a fair job of reducing the 

stimulation. 

Majority of sites reducing unwanted 

stimulation. 

Two sites 0% due to incomplete data. 

Lowest score reflects group living 

ŀŎŎƻƳƳƻŘŀǘƛƻƴ ŦƻǎǘŜǊƛƴƎ ŀ ΨƘƻƳŜ 

ōŀǎŜŘΩ ŘŜǎƛƎƴΦ 

6. Have helpful stimuli 

highlighted   

 

Range: 0%-100% 

Average: 79.80% 

The data indicated the schemes did a 

good job highlighting important 

stimuli. 

5 sites achieved 100%. 

Data missing for one site. 

 

7. Provide for planned 

wandering  

 

Range: 33.33%-100% 

Average: 78.79% 

The data indicated schemes were 

designed to facilitate wandering but 

not encourage it. 

Low score indicates where tenants 

live independently. 

8. Be familiar   

 

All scored the same 

Average: 66.67% 

Moderately familiar surroundings and 

personalised tenants environment. 

9. Provide opportunities 

for a range of social 

interactions from private 

to communal   

 

Range: 0%-100% 

Average: 78.03% 

Indicates that tenants have good 

opportunities for social interaction 

and a choice of private spaces. 

10. Encourage links with 

the community   

 

Range: 0%-100% 

Average: 81.82% 

Suggests tenants have great 

opportunities to engage in 

community.  

11. Be domestic in nature Range: 62.5%-100% This high score reflects the home like 
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providing 

opportunities for 

engagement in the 

ordinary tasks of daily 

living.   

Average: 90.34% environments found within TESA. 

 

 

Technology Audit 
 

Whilst significant work has been completed globally on novel technologies to support PLWD 

there is limited research to explore or evaluate the impact of such technologies within 

supported living environments (Daly Lynn et al., 2017).  A first step to enhance our 

understanding of the TESA facilities within Northern Ireland, was to gather data on the type 

and range of technologies used.  The literature review in Chapter 2 identified how wearable 

devices, electronic tracking, companion robots, movement sensors and digital tools, for 

example,  calendars,  could all support PLWD in a care setting  (Daly Lynn et al., 2017).  The 

purpose of the audit is to set out the technologies used in TESA in Northern Ireland.   

 

Methodology 
The Technology Audit Tool was developed as an outcome from the literature review 

undertaken in TESA-DRI (Daly Lynn et al., 2017).  Due to the breadth of data to capture from 

the schemes and the complexity of terms for non-experts used in this field, it was decided 

to divide the audit into two parts.  The first part was a template (Form A, Appendix 10) for 

completion by a designated person (scheme manager or senior member of staff) in each 

scheme to complete in their own time and email it back to the research team.  A follow-up 

phone call was then made to the designated person to discuss the outcome of audit form A 

and complete part B (Appendix 11) over the phone.  Audit form A contained 29 questions 
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ǿƘƛŎƘ ŎƻƴǎƛǎǘŜŘ ƻŦ ƳǳƭǘƛǇƭŜ ŎƘƻƛŎŜ ƛǘŜƳǎΣ ŘƛŎƘƻǘƻƳƻǳǎ ǾŀǊƛŀōƭŜǎ όΨȅŜǎΩ ƻǊ ΨƴƻΩύ ǿƛǘƘ ǘƘŜ 

option to expand on the answer given and three open-ended questions, two of which asked 

participants to describe the technology used within the housing scheme and how a member 

of staff received alerts, and a final question giving participants the opportunity to make any 

other comments they felt were appropriate and were not included in the questions.  The 

second part of the Audit (B) posed open ended questions as well as six multiple choice 

questions around policy, procedures and data management.  The outcome from the 

Technology Audit is outlined for each scheme involved in the project.  A total of eight 

schemes completed audit form A and four completed Audit form B.  All data was included 

even if the second part of the audit was not completed.  Numerous attempts were made to 

complete the audit B with the schemes where data were missing however the busy nature 

of the scheme meant it was not possible to fully complete all the audits.  Only site H did not 

complete, as it was lost to attrition.  

 

Results 
The opening question of the audit asked the scheme to describe the technology they use 

(Figure 11).  Four of the schemes emphasised the advantages of the technology in terms of 

the independence and security it provided.  The intercom system connected to handsets 

featured as a useful tool to provide alerts to staff while being non-intrusive.  Two of the 

facilities emphasised the ethical use of technology prioritising privacy, dignity and human 

rights.  Equally, technology in these facilities was used in non-restrictive ways, according to 

need and choice and with the main purpose of preserving the health, safety and wellbeing 

of the tenants.  One facility pointed out the need to modernise the technology as it 

remained unchanged since its inception more than ten years ago.  Three out of the four 
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schemes that responded to Audit B stated that their technology systems were bespoke for 

their scheme. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 11. Housing schemes description of technology within facilities 

 
The earliest technology enriched scheme was opened in 2002, while the most recent was 

opened in 2014 (Table 12).  This is an interesting observation in itself as the available 

technology would have changed significantly within those twelve years.  CCTV was used at 

the entrance within four schemes, but no scheme used CCTV to monitor the entrance to 

individual tenantΩs flat or bungalow.  Only one scheme (Site C) reported that there was no 

intercom or communication system in the tenants flat or bungalow.  Two sites specified that 

The technology in the scheme is 
good with consideration of the age 

(13 years). However, certain 

systems that would have been 
great, now have since failed and not 

been replaced (intercom system 
from front gate into each individual 

bungalow). The technology in the 

scheme that is useful is the intercom 
system to our handsets, however, 

this is also starting to fail and will 
need replaced.  (Site E) 

 

Assistive technology 
throughout building, all of 

which is individually assessed.  

Aim to maintain health and 
safety, wellbeing of tenant. 

Least restrictive way, 
maintaining dignity/privacy 

and human rights.  (Site F)  

 

Non-intrusive technology; 
alarms don't go off with noise, 

they go through the handset. 

The person must be happy for 
the technology to go on. This 
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nipping in and out (Site B) 
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tenants are able to use the intercom to see who is at their front door.  Interestingly in 

ǊŜƭŀǘƛƻƴ ǘƻ ǘƘŜ ƛƴǘŜǊŎƻƳΣ {ƛǘŜ L ǎǘŀǘŜŘ Ψthere is but iǘΩs not used very often because it is 

confusing for tenantsΩΦ  

 
Table 12. An Overview of Technologies within TESA Schemes 

Name Technology 
audit 

Year 
Opened 

CCTV 
entrance 

CCTV in 
scheme 

CCVT 
entrance to 
tenants flat 

Intercom 
in 

Tenants 
flat 

Staff alerts 

Site A  A 2012 ᾛ ᾛ X ᾛ Mobile phone 

Site B  

A 

2005 X X 

X 

ᾛ 

Mobile phone 
Monitoring 
station 

Site C  

A & B 

2002 X X 

X 

X 

Mobile phone 
Monitoring 
station 

Site D  A 2014 ᾛ X X ᾛ Staff pager 

Site E 
A & B P1:2004 

P2:2009 ᾛ ᾛ 
X 

ᾛ 
Mobile phone 

Site F A   2008 ᾛ ᾛ X ᾛ Staff pager 

Site G  
A & B 

2005 X X 
X 

 ᾛ 
Mobile phone 

Site H   
_______ 

2011 ------   --------- 
 
---------- 

------------
- 

 
--------------- 

Site I   A 2001 X ᾛ X ᾛ Mobile phone 

*P1= phase 1; P2= phase 2 
 
  
 
 

Sensors Used within the Scheme 
Entry in and out of the scheme are outlined in Figure 12 below.  Two sites stated that 

tenants were not allowed to move freely.  At five of the facilities audited, the first three 

modes of access (electronic code into keypad, fingerprint enabled, key card) were used by 

the three groups in diverse ways.  The electronic code into keypad was used by all groups in 

the three facilities.  One of these facilities also provided all users with a key card.  At two 

facilities tenants were not provided with any assistive technology to enter or exit the 
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scheme, instead, at one of them staff and families were fingerprint enabled and at the other 

facility only staff were provided with an electronic code into keypad for direct access.  The 

other method of entry and exit used by one of the schemes was a key fob (Figure 12).  In 

two of the eight facilities evaluated, all three groups of users could ring a door bell or 

intercom to gain access (other category); this alarm goes to a handset which is generally 

held by a staff member.  Tenants in these facilities were also free to go in and out using a 

key or key fob to their own front door.  Family members and staff also had the option of 

ringing the intercom at the front of each property for access.  Additionally, in one scheme 

tenants had their own key (other category) to enter and exit the scheme.  Site F undertook a 

risk assessment with tenants to assess capacity for finger print access or the need for a 

locked environment. 

 

 

     Figure 12 Assistive technology used by staff, tenants and families to enter and exit the 
schemes 
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Additionally, data were collected on the sensors at various doors within the schemes: the 

Ƴŀƛƴ ǊŜŎŜǇǘƛƻƴ ŘƻƻǊΣ ǘƘŜ ŘƻƻǊǎ ǘƻ ǘŜƴŀƴǘΩǎ Ŧƭŀǘǎκ ǊƻƻƳǎ ŀƴŘ ǘƘŜ ǎƛŘŜ ŘƻƻǊ, as illustrated in 

Figure 13.  Seven schemes reported sensors on the door of tenants flats or room to notify 

staff of the tenant entering or exiting the living space.  Two schemes had no sensors on side 

doors and only two facilities had sensors to monitor traffic through the main reception 

door.  One scheme had no main reception as tenants lived in bungalows.  

 

Figure 13. Sensor technology on doors within the scheme 

 

Pervasive Technologies within the Scheme 
Pervasive technologies used somewhere within the scheme whether it was the tenants 

home, common living environments and/ or customised areas were reported by schemes 

and illustrated in Figure 14.  All schemes used smoke alarms and one site reported not using 

a carbon monoxide monitor (Site G).  Devices such as fall detectors, bed sensors and chair 

sensors were widely used but primarily where there was a need as opposed to routinely 

adopted.  No scheme reported using enuresis/continence sensors. 
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Figure 14.  Technology devices used within the scheme 

 

Devices Worn by Tenants 
The findings from the audit indicated that wearable devices were only used with specific 

tenants if they indicated a need.  Therefore, wearable devices were not part of routine 

provision but after a needs assessment.  The sites that reported availability of wearable 

devices are outlined in Table 13 below. 

 
Table 13. Wearable Devices Worn by Specified Tenants 

  Site A Site B Site C Site D Site E Site F Site G Site I 

Electronic Tracking 
Device 

ᾛ 
 

ᾛ 
 

ᾛ 
 

   

ᾛ 
 

 Alarm pendent 
  

ᾛ ᾛ ᾛ ᾛ ᾛ ᾛ 

8 

7 

7 

7 

5 

5 

5 

5 

4 

4 

4 

4 

3 

3 

3 

2 

2 

0 

0 

 'Smoke alarm'

 'Pressure sensor: bed'

 'Door sensor'

 'Carbon monoxide detector'

 'Heat/temperature extreme alarm'

 'Gas detector'

 'Fall alarm/detector'

 'Water temperature'

 'Motion sensor'

 'Close-circuit TV'

 'Cooker monitor (turn-off device)'

 'Pressure sensor: chair'

 'Flood alarm'

 'Inactivity sensor'

 'Automatic/Motion sensitive lights'

 'Water flow control'

 'Pressure sensor: floor'

 'Pressure sensor: other'

 'Enuresis/Continence sensor

Technology devices used within the schemes (n = 8)  
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Alarm bracelet 
ᾛ 

   
ᾛ 

 
ᾛ 

 
ᾛ 

 
ᾛ 

   ᾛ 

 
 

Devices Used within the Scheme 
Figure 15 illustrates the wide ranges of devices available and used by tenants within the 

TESA schemes.  The most frequently reported device used by tenants was a mobile phone.  

A music player, a TV and a computer were the electric devices most frequently made 

available to all tenants.  No tenants had access to robotic companion devices.  Site I had a 

Snoezelen room in situ with a water bed, water that changes colour, aromatherapy and 

fibre optics with colour changes.  These rooms are considered a useful non-pharmacological 

intervention for PLWD (Sánchez et al., 2016). 

 

Figure 15. Electronic devices used by tenants 
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Schemes first outlined the method tenants used to get help in an emergency and then 
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requesting help are illustrated in Figure 16.  Four schemes used a combination of methods 

to get help, one site used wearable devices, wall fixed buttons and pull cords, the other 

three used a combination of two types of alarms, the pull cord and either the wearable 

device or fixed button.  hƴŜ ǎŎƘŜƳŜ ǎǘŀǘŜŘ ΨWall fixed buttons are available but are not 

used very frequently because of the issue of lack of capacity; the tenant will not know how to 

use it or will become confused with it (fall detector or monitor is used insteadύΩ ό{ƛǘŜ LύΦ  All 

but one scheme reported that the tenantsΩ method of requesting help was the same inside 

their flat or bungalow as it was in the rest of the scheme.  However, no further detail of this 

difference was supplied.  Finally, staff primarily received alerts through mobile phones and 

pagers (Table 12).  At two sites, alerts also came through to a monitoring station within the 

scheme.  No alerts or alarms came through via a tablet or web application.  The tenants 

received an immediate response from staff in all but one housing scheme.  ΨStaff were able 

to speak to the tenant from their phone to the tenantsΩ intercom.  For example, they would 

say άMr X are you ok?έ if the tenant was able to respond.  If not staff would go and assist the 

tenant without delayΩ ό{ƛǘŜ CύΦ  The majority of sites used the same method of contacting 

staff requesting non-emergency assistance in addition to approaching the main office or 

speaking with staff or family when they see them.  hƴŜ ǎƛǘŜ ǎǘŀǘŜŘ ΨThere is no difference 

ōŜŎŀǳǎŜ ǘƘŜ ǘŜŎƘƴƻƭƻƎȅ ƛǎ ǳǎŜŘ ŀǎ ŀ ǇǊŜǾŜƴǘŀǘƛǾŜ ƳŜŀǎǳǊŜ ǊŀǘƘŜǊ ǘƘŀƴ ŀ ǊŜŀŎǘƛǾŜ ƻƴŜΩ (Site 

I).  LƴǘŜǊŜǎǘƛƴƎƭȅΣ {ƛǘŜ . ǊŜǇƻǊǘŜŘ ΨThe technology would be used more in the evenings to 

inform staff of tenants movement at night ς and on the stairs ς during the day it is not really 

in use.  Some alarms are set aligned to time for example if the water left on ς this will come 

through to the handsetΩ. 
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Figure 16.  Alarms used by tenants to request help 
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the data to investigate accidents for example, response times of staff.  Three facilities have 

the ability for staff to change and adjust devices according to  the time of day, for example 

Ψdoor sensors time frame can be specific i.e. 8-уΩ ƻǊ ǘƘŜ ŘǳǊŀǘƛƻƴ ƻŦ ǘƛƳŜ Ψwith sensors, there 

will be a five to ten minute-delay to allow the person to go to the toiletΦΩ  

 

Table 14. Data Management 

Technology Site 
A 

Site B Site C Site D Site E Site F Site G Site I 

Collection of 
door sensor data  

X ᾛ ᾛ X X X X ᾛ 

Maintain 
electronic notes 

X ᾛ A 
combination 
of hardcopy 
& electronic 

X ᾛ ᾛ ᾛ ᾛ 

Keep sensor and 
technology data 

X ᾛ ᾛ ᾛ X X X X 

Staff access to 
data 

X ᾛ ᾛ X X X X ᾛ 

Ability to change 
parameters on 
devices 

ᾛ X ᾛ NA NA NA NA ᾛ 

NA= No answer 
 

 
In the second part of the audit further detail is given around the management of data.  One 

site reported that all the data is maintained and confidentially stored electronically by the 

company, Telecare.  A second reported that no identifying details are included in the alarms 

and that all data is protected on the system that cannot be accessed.  Any other confidential 

data is reported to be stored in a locked office.  Two out of the four schemes reported being 

able to access the data in a readable format and to compile a report with the data. 
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Consenting to the use of Technology 
Tenants were introduced to the technology within the scheme during the orientation 

following taking up tenancy.  During this time, the various devices are explained to the 

tenant and their family.  Site E encourage staff to discuss the technology frequently with 

tenants to increase awareness.  All tenants were asked for consent to use technology (Table 

15).  As part of the tenancy agreement in Site C, the tenant consents to the use of 

technology within their living environment.  Site E does not require family to give consent 

but they are informed about the use of technology.  

 

Table 15.  Audit B Outcome Overview 

Technology Site B Site C Site E Site G 
Staff training X ᾛ ᾛ X 

Tenants consent ᾛ ᾛ ᾛ ᾛ 

Family consent ᾛ ᾛ X ᾛ 

Data use Individual 
care plans 

Individual 
care plans 

Not 
accessed 

Not 
accessed 

 

 

Summary 
A wide variety of technologies and devices were identified as being used in TESA, however 

these are primarily pervasive and not interactive.  This is in keeping with the findings of the 

literature review (Daly Lynn et al., 2017).  Drawing comparisons on the impact of technology 

is difficult however, as no two packages are the same.  Bespoke systems were reported in 

three out of four of the schemes completing Audit B.  Devices need to be personalised and 

individualised in order to provide person-centred care and yet the diverse technologies 

illustrate the varied needs and requirements of PLWD.  Additionally, this person-centred 



 87 

approach was evident in the provision of technologies to tenants according to their needs.  

However, a gap in learning is clear due to the heterogeneity of technologies within the 

housing schemes.    

 
 

Overview of TESA in Northern Ireland 
 
The section aims to draw together the quantitative data gathered through the demographic 

information, environmental audit and the technology audit to give a sense of the TESA 

operating in Northern Ireland.  Table 16 provides an overview of the data.  The facilities 

were operating at 91% of capacity.  A total of 72% were female and the age range was 

between 51 and 97 years (mean 79 years).  Sixty-six point five per cent of tenants next of kin 

was an adult child and 55.2% of tenants were living on their own in advance of moving into 

TESA.  

 
Table 16.  An Overview of TESA in Northern Ireland 

 
Name Year 

Opened 
Occupancy EAT Score CCTV use Intercom in 

Tenants flat 
Bed Sensors Electronic 

tracking device 
Wearable 
technology 

Staff alerts Use of 
electronic 
notes 

Site A  2012 30 66.07% ṉ ṉ ṉ X ṉ Mobile phone X 

Site B  2005 39 64.29% X ṉ ṉ ṉ X Mobile phone 
Monitoring 
station 

ṉ 

Site C  2002 25* 71.43% X X ṉ ṉ ṉ Mobile phone 
Monitoring 
station 

Electronic and 
hardcopy 

Site D  2014 25 77.68%/ 
75.89% 

X ṉ ṉ X ṉ Staff pager X 

Site E P1:2004 
P2:2009 

23* 71.43%/7
4.11% 

ṉ ṉ X X ṉ Mobile phone ṉ 

Site F 2008 12* 76.79% ṉ ṉ ṉ X ṉ Staff pager ṉ 

Site G  2005 54 71.43%/ 
58.93% 

X  ṉ ṉ ṉ ṉ Mobile phone ṉ 

Site I   2001 30 75% ṉ ṉ ṉ X ṉ Mobile phone ṉ 

*denotes occupied to full capacity; EAT= Environmental Audit Tool 
 
The EAT indicated that the facilities were homelike environments for PLWD and supported 

independent living.  This is in line with the person-centred principles experienced within the 
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schemes.  Additionally, the items in the tool indicated good opportunities for social 

interaction, the environments support wandering and good visual access was found within 

TESA.  Areas that scored lower were safety provision, unnecessary stimulation in the 

environment and the higher numbers within the schemes.  The technology audit indicated 

varied technologies operating within the facilities, with little integration of interactive 

devices.  The person-centred ethos was indicated through the individual and customised 

approach to technology provision.  Tenants in all but one scheme received an immediate 

response from staff when they contacted them either routinely or in an emergency.  Mobile 

phone use was common amongst the tenants.  Finally, the data sent from the technology 

did not seem to filter into the clinical decision making and care planning of tenants.  

 

Summary  
From this audit it is clear that the opportunity exists to support practice development of 

TESA by developing and promoting clear and standardised protocol for the implementation 

and use of technology in supported housing for PLWD.  The could be made publicly available 

and  should include;  

¶ clarity on process consent for technology use starting prior to tenancy and reviewed 

during the course of the tenancy agreement   

¶ an audit should be completed to ensure all sites are adhering to the General Data 

Protection Regulation (GDPR) outlining what technical and organisational safeguards 

are in place to protect tenantsΩ Řŀǘŀ. 

¶ guidelines on the types of hardware/software and information generated to inform 

future development.  Little transfer of knowledge from one site to another was 

evident unless a provider had developed more than one site. 
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In addition there is a clear opportunity for further research on how the technology is 

integrated into care, informing decision making, risk management and how this information 

sits with notes and records.  Beyond the alarms and alerts with associated services 

responses, opportunity exists to model these services against non-technology enriched 

facilities to map difference in care experience.  Currently this would appear to be ad-hoc 

and location/staff specific.  For example, a longitudinal case study from a tenantΩs care 

pathway informed by technology would be useful.  As demonstrated within this chapter 

Northern Ireland now has a fairly impressive cluster of TESA, and whilst general policies 

exist to support these developments, focused policy and guidelines specifically on these 

builds may prove a useful addition. 
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Chapter 5 Interviews with Tenants 
 

Introduction 

There is evidence to suggest that PLWD are often not consulted on their experiences or 

perspectives of their lives (Novek & Wilkinson, 2017).  The best way to understand the 

experiences of PLWD is to engage directly with them.  A literature review outlined several 

studies that successfully engaged with PLWD in research to give a voice, an avenue to be 

listened to, feel valued and to be recognized (Murphy et al., 2014).  Many studies have used 

inclusive methods to maximise the opportunity for participants with dementia to 

meaningfully engage in research interviews (Hubbard et al., 2003; McKillop & Wilkinson, 

2004; Nygård, 2006).  It is evident from the growing literature that PLWD do have the 

capacity to communicate their opinion and this is important when planning and delivering 

services. With this evidence in mind, this study sought to meaningfully engage PLWD in the 

supported housing schemes by working with peer researchers to authentically engage with 

tenants, who were research participants, in the research interviews. The peer researchers 

were older people with personal experience of dementia who were trained to work in 

ǇŀǊǘƴŜǊǎƘƛǇ ǿƛǘƘ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊǎΦ ¢ƘŜ ǇŜŜǊ ǊŜǎŜŀǊŎƘŜǊǎΩ ǊƻƭŜ ǿŀǎ ǘƻ ŜƴƎŀƎŜ ŘƛǊŜŎǘƭȅ ǿƛǘƘ ǘƘŜ 

tenants during the interviews. Chapter 10 provides a detailed review of the peer researcher 

methodological approach and evaluation.  

 

Aims and Objectives 

Aim 

To describe the lived experience and perspectives of people with dementia living in TESA. 
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Objectives 

¶ To listen to and synthesise the perspectives of people living with dementia 

¶ To explore the personal understandings of technology  

¶ To explore indicators of person-centred care 

 

Methodology 

This qualitative study used interviews to gather data from a sample of tenants living in TESA.  

Interviews are widely used as a successful methodology to explore the experiences of PLWD 

(Hellstrøm et al., 2007; McKillop & Wilkinson, 2004).  Providing participants with a safe, 

familiar environment and building an appropriate relationship are important components of 

the interview process.  The aim was to recruit at least one but not more than three tenants 

for the interviews in each housing scheme.  Table 17 outlines participant recruitment at 

each site.  Peer researchers were trained to conduct the interview and the project 

ǊŜǎŜŀǊŎƘŜǊΩǎ ǊƻƭŜ ǿŀǎ ǘƻ ǎŀŦŜƎǳŀǊŘ ǘƘŜ ǇǊƻŎŜǎǎΦ  Peer researchers were older people 

recruited to engage with the tenants.  The purpose of peer researcher involvement was to 

move away from the academic interview and to capitalise on the peer relationship that can 

be built between individuals of a similar age and generation.  Their role was central to the 

tenantsΩ interview and is explained in more detail within chapter ten.  An interview topic 

guide was prepared (informed by the person-centred framework) as part of the ethical 

governance process (Appendix 12).  The interviews were undertaken at a time and  place 

decided by the tenant, in collaboration with a staff member within the housing scheme.  

The duration and pace of the interview was dictated by the participant.  The research team 

spoke over the phone with the staff member and met this person on the day to be 

introduced to the interviewees.   
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Recruitment 

Participants for the one-to-one interviews were recruited through the housing schemes.  

The scheme manager identified approximately two to three participants that would be 

interested participating in an interview.  All scheme managers were instructed on the 

procedure for consent and were asked to decide on the suitability of obtaining consent 

(Approach A) or process consent (Approach B) from tenants.  This approach to consent is set 

out in detail in chapter three.  A total of twenty-two participants consented using Approach 

A.  At the beginning of each interview, the process of informing the tenant about the 

purpose of the interview was repeated and they were asked to give verbal consent in front 

of the researcher and peer researcher.  One scheme specified that a member of staff had to 

be present during the tenant interviews. 

 

Table 17. Tenant Participant Recruitment 

 

Name Tenants Interviews 

Site A  N=2 

Site B N=3 

Site C  N=3 

Site D  N=3 

Site E  N=2 

Site F  N=3 

Site G   N=2 

Site H   N=2 

Site I   N=2 

Overall N=22 
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Data Collection 

Each interview began in the same manner.  The researcher and peer researcher were 

introduced to the participant by the member of staff in the location for the interview 

(primarily tenants flat, sometimes in a private room, and always within housing scheme).  

The staff member reminded the tenant about the interview and in front of the research 

team confirmed the tenant was still happy to take part in a one-to-one interview.  The 

researcher then introduced the project, herself and the peer researcher.  An opportunity 

was given to the tenant to consent to take part again and consent to the use of a voice 

recorder.  ¢ƘŜ ǊŜǎŜŀǊŎƘŜǊΩǎ ǊƻƭŜ ƻŦ ǎŀŦŜƎǳŀǊŘƛƴg and the peer researcherΩs role of directing 

the interview were established.  Once the voice recorder was switched on, the peer 

researcher took the lead in the interview and asked questions based on the topic guide.  The 

interviews were relaxed and the peer researcher aimed to build a rapport with the tenant.  

The aim was for the peer researcher to move the interview away ŦǊƻƳ ōŜƛƴƎ ŀƴ ΨŀŎŀŘŜƳƛŎ 

ŜǾŜƴǘΩ ǘƻ ŀ ŦǊƛŜƴŘƭȅ ŎƻƴǾŜǊǎŀǘƛƻƴΣ ŦƻŎǳǎƛƴƎ ƻƴ ŦŜŜƭƛƴƎǎ ŀǎ ƻǇǇƻǎŜŘ ǘƻ ŦŀŎǘ ŀƴŘ ƻƴ ƻŎŎŀǎƛƻƴ, 

the peer researcher would reflect on their own experiences.  Each time the interview was 

ending, the peer researcher would focus on positive aspects of the interview to end on a 

high note and give the participant a sense of achievement.  The researcher kept a diary of 

interviews to capture her own experiences and feelings and those of the peer researcher 

following a debrief. 

 

Data Analysis 

All recorded interviews were transcribed verbatim by the researcher and a professional 

transcriber.  All transcripts were inputted into the qualitative data analysis computer 

software package (NVivo 11).  Each interviewee was given a pseudonym.  The transcripts 



 94 

were coded by reading and re-reading the material by one author to identify themes using a 

Braun and Clarke, (2006) thematic approach (Figure 17).  These themes were then explored 

through the person-centred theoretical lens (outlined below), to develop and refine.  The 

themes were then reviewed by the project team to discuss, modify and  develop.  The next 

step was to present the initial analysis to the peer researchers at a workshop.  The peer 

researchers were asked to read the transcript of the interviews they completed and 

highlight the important components.  This was then discussed within the group and key 

findings were developed.  A summary of the analysis and proposed themes developed by 

the research team were then presented to the peer researchers.  The similarities and 

differences were highlighted and the findings were validated.  

 

 

Figure 17.  Data Analysis Framework 
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Peer Researcher Data analysis 

Three peer researchers attended a validation of the data session and a further two one-to-

one meetings were held with additional peer researchers.  First, peer researchers were 

given transcripts of the interviews to read.  Primarily, they were given their own interviews 

but as people had completed a different number of interviews each, some were given 

interviews from other schemes.  At least one interview from each housing scheme was read.  

A group discussion was undertaken around the important themes that emerged from 

reading the transcripts but also what people remembered from the interviews on the day.  

Discussions were based around the transition into the housing scheme; shared caregiving 

between the technology, staff, family and tenant; family providing support; and 

communication.  A major discussion point was around the uniqueness of individuals and the 

importance of appreciating this individuality within a service.  Safety and security, and 

stimulus (activities, communication, engagement and taking part) were also major themes 

that emerged in these discussions.  After these discussions, the peer researchers were 

shown the coding framework used by the researcher during data analysis to identify any 

discrepancies.  The peer researchers confirmed that they would neither add nor remove any 

of the codes.  Finally, peer researchers were asked to generate three themes (Figure 18).      
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Figure 18.  Overarching Thematic Analysis based on Peer Researchers Validation 

 

Figure 18 conceptualised the thinking of the peer researchers and what they heard during 

the interviews.  The first theme was the internal factors that directly impacted on the tenant 

such as contentment, communication, feelings, autonomy and relationships.  The second 

theme was the external factors that impact the tenantsΩ lives such as staff, family, security 

and technology.  The final theme was the context in which the tenantsΩ lives are set such as 

having roots in the community, the environment, and the scheme.  The peer researchers 

were not aware of the person-centred framework that underpinned this work however, the 

themes that emerged reflected this practice.  The findings from this validation stage were 

mapped against the four person-centred constructs and explored by the research team.  

This validation of the data was important and generated discussions to conceptualise the 

thinking of peer researcher. 

 

Context 

External Factors 

Internal Factors 
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Reliability and Rigour 

The reliability of the data and rigour applied to the data analysis was set out within Figure 

18.  This framework enabled a process of peer validation and opportunities to reflect on the 

findings in the team, including the peer researchers.  A data analysis journal was kept to 

document the journey through the data.  

 

Findings  

A total of twenty females and two males participated in this stream of work.  A quantitative 

ƳŜŀǎǳǊŜ ƻŦ ŀ ǇŜǊǎƻƴΩǎ ŎƻƎƴƛǘƛǾŜ ƛƳǇŀƛǊƳŜƴǘ ǿŀǎ ƴƻǘ ŜǎǘŀōƭƛǎƘŜŘΦ  All individuals would have 

an established diagnosed dementia to be living within TESA.  An individual would be living 

within supported housing if they were no longer able to live independently, however, they 

would have a range of residual skills deeming a nursing type home unsuitable 

accommodation.  The interviews did not obtain any factual information, therefore, 

demographic information such as age and duration of stay with TESA was not gathered.  

This was in line with recommendations in the literature (Murphy et al., 2014). 

 

The themes were organised into the four components of the person-centred framework 

(Figure 19).  The prerequisites explored how the tenants should be treated and how they 

felt at the time of interview.  The care environment construct looks at the impact of the 

environment and culture on the tenant.  The person-centred process construct looks for 

evidence of person-centred care on a daily basis through the eyes of the tenant.  Finally, the 

expected outcomes looked for evidence of outcomes in the tenants lives as a result of 

person-centred care within the scheme. 
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Figure 19.  Applying a person-centred lens to the Thematic Analysis 

 

Prerequisites 
The prerequisites construct includes attributes that staff members bring into the role such 

as: beliefs and values, competence, commitment, interpersonal skills and knowledge of self, 

(McCormack & McCance, 2017).  The data were examined for evidence of these 

prerequisites through the eyes of the tenants within the scheme as outlined in Table 18 

below.  The themes that emerged from the data were autonomy, communication, 

personalised environment, roots in community and transition. 

 

Table 18.  Themes and Sub-themes of Prerequisites Construct 

 

Themes Sub-themes 

Prerequisites 

ωAutonomy 

ωCommunication 

ωPersonalised environment 

ωRoots in the community 

ωTransition 

Care Environment 

ωTechnology 

ωStaff caregiving  

ωFamily caregiving 

ωPhysical environment 

Person Centred 
Process 

ωStaff Engagement 

ωPersonal preference 

ωPrivacy 

ωTenants relationships 

   Expected Outcomes 

ωFlourishing persons 

ωIndependence 
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Autonomy - Being self sufficient 

- Freedom and choice to do what you like, when you like 

- Having a voice and being heard 

Communication - Sense of community 

- Communication with all stakeholders 

- Tenants choice to engage or not 

Personalised environment - Importance of own belongings 

- Adjustments to environment 

Roots in community - Feeling connected and sense of belonging to local area 

- Access to community services 

- Empowerment in the community 

 

Transition - The move into the housing scheme 

- Feeling associated with the move 

- Ψ/ƻǊǊŜŎǘ ŦƛǘΩ ƛƴ ǎǳǇǇƻǊǘŜŘ ƭƛǾƛƴƎ 

 

Autonomy 

Some tenants reported a sense of being self-sufficient with an awareness of where to obtain 

help if they needed it.  There was an awareness of help nearby but that tenants were living 

independently.  

Ψ̧ƻǳΩǊŜ ŀƭǎƻ ƎŜǘǘƛƴƎ ƘŜƭǇ ƛŦ ȅƻǳ ƴŜŜŘ ƛǘΦ  You have your buzzer and that type of thing, but 

ȅƻǳΩǊŜ ƻƴ ȅƻǳǊ ƻǿƴΦ  You can come and go when you likeΦΩ  Denise 

Additionally, participants enjoyed doing things at their leisure when it suited them, for 

example, household tasks.  
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ΨWell, just the same as I did when I had, when I lived in my bungalow before.  Just getting up 

and getting myself ready and getting my breakfast and then just pottering about and seeing 

if I needed anything done.Ω  Bridget 

The ability for tenants to be able to help when it suits them emphasises their autonomy but 

also creates a homely environment that they feel a part of.  

ΨLΩŘ ƎŜǘ ǳǇ ŀƴŘ give a hand in the kitchen or things like that.Ω  Emma 

 

Tenants felt they had their own choice about whether to do something or not, for example 

take part in an activity, where to go on outings, where they would like to eat or what they 

would like to eat. 

ΨbƻΣ ƛŦ ȅƻǳ ǿŀƴǘ ǘƻ Ǝƻ ƻǳǘΣ ȅƻǳ Ǝƻ ƻǳǘ ŀƴŘ ƛŦ ȅƻǳ ŘƻƴΩǘΣ ȅƻǳ ŘƻƴΩǘΩ Aoife 

It was really important for individuals to be able to make decision for themselves, 

depending on how they were feeling at that time. 

Ψwhen I wake up in the morning I will decide what I am going to do today.Ω  Stephen 

Most tenants did not cook a main meal for themselves.  Their food came from several 

sources such as families, from the scheme, or ready meals from the supermarket or 

companies, such as Wiltshire foods, that provide directly to tenants within the scheme.  

Choice was a major factor for ǘŜƴŀƴǘǎΩ satisfaction with their food.  

Ψ¢ƘŜȅ ƘŀǾŜ ŀ ŎƘƻƛŎŜΦ  They have a form and they fill it in as to what you want.  You get an 

optionΦΩ  Denise 

Participants had a strong sense of self and a very clear voice.  They spoke with pride about 

exercising control in their daily life.  Equally, if they felt this sense of control was being 

violated they were more than capable of speaking up for themselves. 

ΨL ŘƻƴΩǘ ŎŀǊŜ ǿƘŀǘ ŜǾŜǊȅōƻŘȅ ŜƭǎŜ ƛǎ ŘƻƛƴƎΦ  LŦ L ŘƻƴΩǘ ǿŀƴǘ ǘƻ ƪƴƛǘΣ LΩƳ ƴƻǘ ŘƻƛƴƎ ƛǘΣ ōŜŎŀǳǎŜ L 
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ŘƻƴΩǘ ƭƛƪŜ ƛǘ ŀƴŘ L ƘŀǾŜ ƴƻ ƛƴǘŜǊŜǎǘ ƛƴ ƛǘΦ  ²Ƙȅ ǎƘƻǳƭŘ L ǎƛǘ ŀƴŘ ƪƴƛǘ ƛŦ L ŘƻƴΩǘ ƭƛƪŜ ƛǘΚΩ  Elma 

Ψ¢ƘŜǊŜΩǎ ƻƴŜ ǿƘƻ ŎŀƳŜ ƛƴ ƻƴŜ ƴƛƎƘǘ ŀƴŘ ǎŀƛŘΣ Ψ9ǾŜǊȅƻƴŜ ǘƻ ōŜŘΩ ŀƴŘ ǎƘŜ ǎǿƛǘŎƘŜŘ ƻŦŦ ǘƘŜ ¢±Φ  

²Ŝ ǿŜǊŜ ǿŀǘŎƘƛƴƎ ¢ƘŜ {ŜŎǊŜǘΦ ²Ŝ ǎŀƛŘΣ ΨIŜȅΣ ƘŜȅΗ Wǳǎǘ Ǉǳǘ ǘƘŀǘ ōŀŎƪ ƻƴ ŀƎŀƛƴΗ ¸ƻǳ ŎŀƴΩǘ Řƻ 

ǘƘŀǘΗΩ, I told one of the staffΦΩ  Denise 

Additionally, this clear voice of tenants was very evident in one scheme as tenants gave 

feedback to the Trust on the scheme and comment on plans for a new building. 

ΨI have got to say that the trusts, do you know yourself, I do believe that they take our 

opinion and they have done since the start of this place I mean we were involved in the X 

(name of new scheme) ǊƻŀŘ ƻƴŜ ŀǎ ǿŜƭƭ ǎƻ ǿŜ ǿŜǊŜΩ  Susan 

 

Communication 

There was a strong sense of community within the schemes with communication firmly at 

the heart of this environment. 

Ψa couple of staff and a couple of the tenants who all sit round a table with tea and juice or 

something, a wee snack that the staff would make you.  ²ŜΩŘ ǎƛǘ ŀƴŘ ǘŀƭƪ ŀōƻǳǘ ŘƛŦŦŜǊŜƴǘ 

ǘƘƛƴƎǎ ŀƴŘ ŀǎƪ Ƙƻǿ ǿŜΩǊŜ ǎŜǘǘƭƛƴƎ ƛƴ ƘŜǊŜΦΩ  Denise 

Effective communication between staff and tenants was essential.  Additionally, good 

relationships with doctors, key workers and healthcare professionals were all very 

important. 

ΨLΩǾŜ Ǝƻǘ ǘƻ ƪƴƻǿ aȄΣ ǘƘŀǘΩǎ Ƴȅ ƪŜȅ ǿƻǊƪŜǊ ŀƴŘ LΩǾŜ ōŜŎƻƳŜ ǾŜǊȅ ŦǊƛŜƴŘƭȅ ǿƛǘƘ ƘŜǊ ŀƴŘ ǎƘŜ 

would come in and tell me something.Ω  Jennifer 

It was very important to have the choice to engage with others or not.  For some they have 

friends outside the scheme whom they prefer to communicate with. 
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ΨI have friends and people that I am very friendly with and I could ring them and they would 

come to see meΦΩ  Helen 

For others, they prefer to keep themselves to themselves and maintain a sense of privacy. 

Ψ5ƻ ȅƻǳ ƪƴƻǿ ǘƘƛǎΣ L ǿƻǳƭŘƴΩǘ ǘŜƭƭ ŀƴȅōƻŘȅ ŀƴȅǘƘƛƴƎΦ  L ŘƻƴΩǘΦ  I try to keep things to myselfΦΩ 

Aoife 

Personalised environment 

TenantsΩ environments were filled with perǎƻƴŀƭ ƛǘŜƳǎ ǎǳŎƘ ŀǎ ǇƘƻǘƻǎΣ ōƻƻƪǎΣ ¢±Ωǎ ŀƴŘ ǘƘŜƛǊ 

own furniture.  Families were reported to support the move into the scheme and help 

decorate flats and rooms.  Additionally, support was obtained through paid professionals 

such as painters.  

ΨI love my ŦƭŀǘΣ ǘƘŀǘΩǎ ǳǇ ǘƻ ƳŜΦ  Whenever I came into it, I still liked it but there were things 

that had to be done to it.  Then men came in and did it in no time and would still do itΦΩ 

Celine 

A number of tenants noted the importance of gardens and flowers in their environment.  

ΨƛŦ L ƘŀŘƴΩǘ ŀ ƎŀǊŘŜƴ LΩƭƭ ƘŀǾŜ ŀ Ǉƻǘ Ǉƭŀƴǘ ƻǊΣ ŀƴŘ ƘŀǾŜ ǘƘƻǎŜ ǿŜŜ Ǉƭŀƴǘǎ ƻǳǘ ǘƘŜǊŜΣ ȅƻǳ ƪƴƻǿΣ 

ŀƴŘ Ƨǳǎǘ ƪŜŜǇƛƴƎ ŀƴŘ ŀŘƳƛǊƛƴƎ ǘƘŜƳΣ ƭƻƻƪƛƴƎ ŀǘ ǘƘŜƳ ŀƴŘ ǎŜŜƛƴƎ ǿƘŀǘ ǘƘŜȅΩǊŜ ŘƻƛƴƎΦΩ 

Bridget 

 

A number of adjustments were made to the environments to make it more accessible.  

One participant spoke of items such as a yellow mat to hold plates so they do not slip off, 

warm water instead of hot water in taps, changing tiles to separate the floor from the wall, 

and different coloured walls in different rooms. 

ΨI mean I have the tape around there (orange tape placed around the door frame) basically 

ōŜŎŀǳǎŜ ǘƘŜ ŘƻƻǊ ƪŜŜǇǎ ƳƻǾƛƴƎ όƛƴ ƘŜǊ ŦƛŜƭŘ ƻŦ Ǿƛǎƛƻƴύ ǎƻ L ƪƴƻŎƪ ƳȅǎŜƭŦ ƻǳǘ ǿŀƭƪƛƴƎ ƛƴǘƻ ƛǘΩ 




































































































































































































































































































































































