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Executive summary 

Purpose 

An evaluation of processes related to the implementation of SmartCare interventions is 
planned alongside the outcome evaluation described in deliverable D8.1. The aim of the 
process evaluation is to collect data to enable understanding of the barriers and 
facilitators for implementing ICT-supported integrated care. 

This deliverable D8.3 includes both the second interim process evaluation, and also an 
update on D8.2 First interim evaluation report, along with a brief overview of the common 
indicators across deployment sites in SmartCare. Finally, some methodological 
considerations about the individual analysis at a site-level basis and the overall combined 
analyses are provided. 

Methods 

The process evaluation primarily focuses on the users, i.e. the end-users and professionals 
using ICT and delivering any services in integrated care. It is also intended to give insights 
into the background, context and implementation process in each deployment site. 
Consequently, the process evaluation is divided into three main areas: 

 Context and implementation - identification of barriers and facilitators: the team 
at each deployment site provides notes on their experiences. 

 Process evaluation of end-users perspectives: The care and rehabilitation process of 
end-users is studied by means of semi-structured interviews and records of care. 

 Process evaluation of professional users’ perspectives: The experiences of and 
cooperation between health professionals implementing the ICT-supported 
integrated care is studied by means of short structured online interviews. 

For the process evaluation, the case study approach is used with inspiration from mixed 
methods research. The case study approach is exploratory, and facilitates new 
understandings of the complex implementation processes in SmartCare. 

Results 

There have been some technical problems with either availability of equipment or internet 
access. One commonly reported barrier has been reluctance to participate from the 
perspective of professionals, organisations, or end-users. 

In terms of facilitators, most sites report that the equipment or web-sites are user-
friendly. Financial and/or structural barriers to get started with the implementation are 
commonly reported. 

The technologies are used by both end-users and professionals. The overall attitudes 
towards the systems are positive, after an initial phase of scepticism among most users. 

Overall, the health and social care professionals express satisfaction with the SmartCare 
services. An initial learning curve had to be overcome, but then the technologies seem to 
assist the professionals in their daily work with integrated care. In addition, the perceived 
risk of missing important information is decreased through the access to data. Most sites 
report a more speedy access and communication between stakeholders. 

A few sites report that either end-users or professionals do not wish to use the services or 
do not find the services to be helpful. None report negative findings in terms of safety. 
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1 Introduction 

1.1 Purpose of this document 

An evaluation of processes related to the implementation of SmartCare interventions is 
planned alongside the outcome evaluation described in deliverable D8.1. The aim of the 
process evaluation is to collect data to enable understanding of the barriers and 
facilitators for implementing ICT-supported integrated care. 

This deliverable D8.3 includes both the second interim process evaluation, and also an 
update on D8.2 First interim evaluation report, along with a brief overview of the common 
indicators across deployment sites in SmartCare. Finally, some methodological 
considerations about the individual analysis on a site-level basis and the overall combined 
analyses are provided.  

The second round of interviews to be conducted in November 2015 as part of the third 
process evaluation report will concentrate more on social care issues and coordination 
aspects associated with implementing ICT-supported integrated care. 

1.2 Structure of document 

This second interim evaluation report is structured into four parts: 

 First (Chapter 2), the deliverable summarises the guideline that was sent to sites 
ahead of the qualitative data collection that constitutes the basis of conclusions on 
D8.3. Next (Chapter 3), the contributions of each site are presented, and together 
with the analysed and combined results across sites. 

 The second part of this report (Chapter 4) is an update of D8.2. 

 The third part of the report (Chapter 5) presents the common indicators that are 
shared across sites and the initiatives from WP8 to secure constant alignment of 
sites, measurements and outcomes of SmartCare. 

 The final part of this deliverable (Chapter 6 and 7) outlines how the results of each 
site will be analysed on a site-level basis and combined into the overall evaluation 
of SmartCare. 

1.3 Glossary 
 

BP Blood Pressure 

CR Care Recipient 

ICSMER Integrated Care Socio Medical Electronic Record (in Greece) 

T2DM Type 2 Diabetes mellitus 
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2 Intermediate process evaluation approach 

2.1 Approach 

The process evaluation is conducted on two levels, the local site level and the overall 
SmartCare level. Initially, the data collection is conducted at each site; local analyses will 
provide insights into the unique experiences of each site. Thereafter, an overall analysis 
will be conducted by the WP8 team including data from all sites. This analysis will provide 
knowledge as to the common barriers and facilitators for implementing ICT-supported 
integrated care which is seen across sites. 

The process evaluation aims its primary focus on the users, i.e. end-users and professionals 
using the ICT and delivering any service in integrated care. These aspects are also included 
in the MAST model that serves as the overall evaluation framework for SmartCare. Hence 
the process evaluation is an integrated and important part of the evaluation, and will be 
included in the overall evaluation report. 

In addition to the specified focus areas, the process evaluation is also intended to give 
insights into the background, context and implementation process in each deployment 
site. Consequently, the process evaluation is divided into three main areas:  

 context and implementation; 

 process evaluation of end-users’ perspectives; and  

 process evaluation of professional users’ perspectives, the organisational 
perspective. 

2.2 Methods 

For the process evaluation, the case study approach (Yin 2013) is used with inspiration 
from mixed methods research (Creswell 200/). According to Yin, a case study is an 
empirical inquiry that: "investigates a contemporary phenomenon within its real-life 
context, especially when the boundaries between phenomenon and context are not clearly 
evident". The case study approach is exploratory, and facilitates new understandings of 
the complex implementation processes in SmartCare. 

As a theoretical framework, network theory is applied. Network theory implies a common 
view upon coordination of work rather than traditional organisational theory based upon a 
hierarchical perspective. The network perspective opens up the exploration of the 
dynamics of collaboration across sectors. When having health and social care services 
deliver integrated care, the particular points of integration often happen in an 
organisational no-man's land without supervision and unclear responsibilities. Therefore, 
success is perceived to be highly dependent on personal and professional networks, which 
are based upon relationships based on trust. The network theory framework facilitates a 
wider understanding of these relationships, and the interactions within the network. (Alter 
& Hage, 1993; Abbot 1988; Axelsson & Axelsson 2006). 

Each deployment site is requested to follow the methodology described in this section. It 
comprises three different data collections and one summary of findings. First, the context 
and implementation process is described. Secondly, end-users’ perspectives are assessed, 
thirdly, professionals’ perspectives are included; finally, a summary of the findings will be 
the input into WP8 deliverables. Templates are provided in the appendices for each data 
collection and for the summary. 
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2.3 Context and implementation 

To be able to identify the organisational changes caused by the ICT-supported integrated 
care, it is necessary to describe the context and starting point of the implementation 
process at each site, as well as report the progress of the implementation at specified 
points in time. 

2.3.1 Description of context and care-as-usual 

All SmartCare sites are asked to provide a description of the setting and care-as-usual prior 
to the implementation of ICT-supported integrated care. This description is to include the 
typical treatment and rehabilitation process of the selected patient group, the 
organisation and integration of care, including relevant actors, and any prior uses of ICT-
solutions. This description should require no specific data collection, as this information 
has already been part of earlier deliverables and tasks required of the sites. A template for 
the description of context and care-as-usual will be provided by the WP8 team.  

2.3.2 Evaluation of the implementation process 

Twice during the implementation process (in December 2014 and June 2015) the person(s) 
responsible for project management and implementation at each site will be asked to 
provide information on the implementation progress as well as any experienced facilitators 
and barriers. A template / questionnaire for this is provided in Appendix A: Identification 
of barriers and facilitators. The template is a simple list with empty fields in which the 
management team are asked to provide notes on their experiences. 

2.4 End-users’ perspectives 

The care and rehabilitation process of end-users is studied by means of semi-structured 
interviews and records of care. For the case study of the end-users’ perspectives, a 
minimum of three end-users should be identified as subjects for the data collection. The 
WP8 team does however recommend sites to continue inclusion until the point of data 
saturation; that is, to continue until additional interviews no longer contribute any new 
information. We expect that this will result in no more than 6-8 informants. 

2.4.1 Criteria for selecting end-users 

From the end-users included in the evaluation of SmartCare, a sub-sample for the process-
evaluation should be selected. Strategically, it is recommended to select end-users 
representing differences in terms of gender, age, co-morbidity and the like. 

2.4.2 Records of care 

If possible, deployment sites are asked to collect data from their local ICT systems on the 
activities and communications within each end-user’s rehabilitation. These data are useful 
as background knowledge when conducting and analysing interviews. The feasibility of 
retrieving this information is decided locally. 

2.4.3 Interviews 

The end-users are to be interviewed three months after entering the project. Interviews 
should be conducted by local SmartCare staff, and follow a semi-structured interview-
guide. A generic template for the interview guide is provided in Appendix B: Interview 
guide for patients. Local adjustments in terms of adding themes or questions are allowed: 
the guide should be perceived as a minimum template for data collection. 
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The term “semi-structured” implies a certain structure in terms of which themes must be 
addressed during the interview. There are no further restrictions than the mentioned 
themes, and interviewers are encouraged to ask interviewees for elaborations when they 
find the information to be valuable for the evaluation. The aim with the interviews is to 
explore how ICT can support care, treatment and rehabilitation of patients in collaboration 
with healthcare professionals and/or social worker. In addition, interviews might identify 
challenges with using the new technology seen from the end-users’ point of view. 

The interviews have to be conducted in a manner that encourages discussions and 
elaborations rather than yes-or-no answers. The interviews should last 45 – 60 minutes. 
End-users must be informed that they will remain anonymous in the communication of the 
findings. 

Finally, during the interview and/or through the use of records of care, a number of health 
and social care professionals who have been actively involved in the care of the specific 
end-user who is interviewed must be identified for interviews. These professionals are to 
be included in the process evaluation on the professional users’ perspective (see 2.5). 
Reporting of the patient interviews to the WP8 will be an English summary of each 
interview. 

2.5 Professional users’ perspectives 

The purpose of the process evaluation of the professional users’ perspectives is to study 
the experiences and cooperation of those persons who are implementing the ICT-supported 
integrated care into their daily work routines. 

2.5.1 Criteria for selecting professional users 

The informants for the data collection on the professional users’ perspectives will be 
identified during the patient interviews to ensure that included professionals are actively 
involved in the ICT supported integrated care. If possible, the professionals should 
represent different occupations and sectors (e.g. nurses, hospital doctors, home nurses, 
social workers and GPs), hence ensuring the possibility of studying rehabilitation from the 
perspective of the different actors. 

2.5.2 Online interview survey 

Short structured online interviews have to be conducted with the health professionals 
identified through patient interviews. Each site has to conduct interviews with two 
professionals per patient, thus resulting in six interviews per site. The interviews can be 
conducted online (e.g. using Skype), and each interview should last about 30 minutes. 
During and after the interview, the interviewer will take notes and make a short summary 
in a predefined template. Each interview is thus intended to require no more than one 
hour, including interviewing and reporting. A list of topics to be included in the interview 
guide and a summary template are provided as Appendix C: Online interview guide for 
professionals. 

2.5.3 Additional notes 

If deployment sites wish to do so, it is possible, in addition to the mentioned data 
collections, to add informants or set up focus group interviews. If any additional data 
collection is planned, the WP8 team is able to provide assistance in the planning phase. 
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2.6 Analyses 

Local deployment sites will write summaries of “best cases” as described below. A 
template for reporting is provided in  Case description D. The descriptions are based on 
short summaries of the information gathered through the qualitative data collection 
processes. 

Further analyses are not required by the individual deployment sites. The case descriptions 
will, however, be used in overall analyses at project level. 

Should any site wish to extend the qualitative data collection and/or analyses, they are 
welcome to do so, but this falls beyond what is expected regarding WP8. 

2.6.1 Description of cases 

Based upon your findings (notes) from the interviews with the patients and healthcare 
professionals, sites will summarise the results in three separate descriptions on how ICT 
can support integrated care at the site. The description will follow these headings:  

 Describe how the technical solution supports integrated care. 

 Describe how the care, treatment or rehabilitation is carried out in the specific 
case of the three patients (make three descriptions). 

 Describe the individual perspective of the patient: How does the patient experience 
the care, treatment or rehabilitation when ICT is being used? 

 Describe the perspective of the healthcare professionals on using the ICT for 
integrated care. 

Each description should not exceed two pages in total. 
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3 Intermediate process evaluation results 

The results of the process evaluation provide a profile of best practices. They will enable 
knowledge on a European level of similarities and discrepancies characterising success or 
failure to implement ICT supported integrated care. In addition, the results will provide 
insights into the perspectives of all the agents using and implementing the systems. As 
such, new knowledge will be provided on what is important for the people at the centre of 
integrated care. 

3.1 Aragon 

3.1.1 Barriers and facilitators 

Date: 3rd July 2015 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical Websites integrated 
with already 
existing information 
Systems. 

Not all SCP own an 
information 
system. 

Websites 
integrated with 
already existing 
information 
Systems. 

Not all SCP own an 
information 
system. 

 No need to learn 
new information 
systems. 

 No need to learn 
new information 
systems. 

 

Organisational Social and Health 
Units from the 
Aragon Government 
unified under the 
same department. 

Many social care 
stakeholders of 
different nature 
(public + private). 

Satisfaction of SCP 
permits the 
collaboration 
agreement 
signature with new 

Social Care 
Providers. 

 

 Primary care & 
specialised care in 
the same 
organisation. 

Duplication of 
social services. 

  

 Unique EHR 
available for all 
HCP (primary & 
specialised). 

   

 Easy enrolment of 
HCP. 

   

Administrative Integration of IT 
systems is key so as 
not to duplicate the 
activity reporting 
and recording of 
data. 

SPCP may not have 
IT systems; 
therefore 
administrative 
tasks are either 
not reported by 

their original 
stakeholders, or 
difficult to 
measure.  

SmartCare 
provides a webtool 
to record patient 
information and 
activity for SCPs 
that do not own 

their own 
information 
systems. 

Some SCPs, due to 
their nature, may 
not have 
implemented 
communication for 
integration 

interfaces. 
Therefore manual 
reporting is still 
required.  

Economic Collaboration 
agreements for 
commitment. 
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 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

 Win-win solutions 
(enhancement of 
services, data 
sharing, IT solutions 
etc.) are an added 
value for SCP 
participation. 

   

 The economic 
return is not an 
added-value for 
SCP to participate 
in SmartCare due to 
their nature (either 
public, either with 
other financing or 
with other type of 
return). 

   

3.1.2 Case description and summary 

Summary of the new integrated care processes and the supporting technical solution. 

The ICT solutions developed permits to:  

 Share information among care agents. This permits to enhance the services that 
each provider supplies. 

 Define a common care plan, avoiding the silos of attention. 

 Create a schedule for the provision of care. 

 Manage the health alerts that may occur, and respond with the maximum urgency 
to events. 

 Permits a communication channel among social carers and professionals that did 
not exist before. 

 Integrates data into the already existing care databases that each provider may 
have (if they do). Interoperability of data in the information systems. 

The care, treatment or rehabilitation is carried out as follows: 

 Users receive telemonitoring services, either by having technology themselves at 
home, or receiving visits from social care professionals that help them in its use. 

 They also receive health services, and reminders of medication. One of those 
interviewed receives diary / schedule reminders.  All users interviewed have social 
tele-assistance and home care. Some of the users also attend the Alzheimer Centre, 
where they receive different care, therapies and training programmes. They also 
receive care support, and training programmes on their diseases and their 
management; also on best practices to manage their health status. 

Summary of the individual perspectives of the patient. How does the patient 
experience the care, treatment or rehabilitation when ICT is being used? 

 They are mainly feeling more secure, as they are aware that there is a common 
plan between healthcare and social professionals, and closer collaboration and 
communication between agents. This makes them feel more secure than before. 
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 They understand that the use of technology enhances this communication, although 
they prefer others to use the technology (carers, relatives, etc.) as they do not feel 
confident or are not willing to understand / learn its use. They are not interested in 
consulting or checking their health data, nor using ICTs for that, as they feel there 
are enough people around to take care of them. 

Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care. 

 Healthcare professionals understand the use of ICT for the provision of integrated 
care. They are already used to using ICTs. They are happy that the integration of 
information systems has been performed, so as to avoid duplication of work, and 
that the provision of services procedures has not changed due to the use of 
technology to collaborate with other agents (social agents). 
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3.2 Attica 

Date: 10th August 2015 

3.2.1 Barriers and facilitators 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical Both the ICSMER platform (for professionals) 
and the app Vidame (for patients with 
T2DM) are user friendly and easy to use. 

   

 Technical support is readily available both 
at Level 1 and at Level 2 from Care 
Coordinators and IT technicians 

respectively. 

   

 Telemedicine equipment works well (smart 
glucose meter and smart BP measurement 
device). 

   

 Updates of the Vidame app are easy to 
upload from google play. 

   

  The tablets are not accompanied by free 3G or 4G 
connection. People are not willing to pay their own 
internet access fees, therefore, access to Vidame app is 

possible only when there is connection to wifi. 

  

Organisational Support from the political leadership of the 
three Municipalities constituting the ATTICA 
pilot. 
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 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

 The team of professionals working together 
in each municipality (nurse, care 
coordinator, dietician, physician, 
diabetologist, social worker) are well 
trained and cooperate very well through the 
platform. So far, this model of care 
provision allows for effective coordination 
of the care for each patient. 

   

  There is a lack in absolute numbers of professionals 
(health and social care) in all municipalities to support 
scientifically the pilot to its full extent, but also to 
sustain it when the pilot stops. 

  

  Permanent personnel, especially those in administration / 
finance departments, are not very willing to support the 
implementation of the pilot since they have no incentives 
mainly of financial nature. 

  

Administrative Very clear roles and responsibilities for 
professionals, the pilot coordinator, the 
local project managers, the administrators 
and the communication manager. 

   

  Very long time periods from creation of tender documents 
until contractual agreement with contractors, e.g. for 
software or telemedicine equipment. This is due to 
national procurement rules and other time costly 
administrative procedures within local governments. 

  

  Very long time periods from validation of a cost until 
actual payment to contractor or subcontractor, thus 
fuelling dissatisfaction and unwillingness to cooperate.  
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 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Economic  Finance departments of the three municipalities do not 
have personnel accustomed to financial management of 
complex EU funded project (i.e. requiring working in 
various finance systems, e.g. the Level 2 report, the 
public administration system and the accrual accounting 
system). Also, during the last two years, personnel moved 
positions, thus disrupting the continuum in financially 
managing the project. 

  

  Because of the financial crisis in Greece, there were great 
difficulties to secure the 50% contribution from the ATTIKI 
regional authority; in the end, the municipalities had to 
undertake this cost themselves, i.e. to incorporate it into 
their budget. This has not been concluded yet, since the 
budget restructuring process has been concluded only for 
Palaio Faliro, but not for Agios Dimitrios or Alimos. 

  

  Because of the inability to buy tablets from the market (it 

is not an eligible cost for municipalities, especially during 
austerity times), Municipalities focused on attracting 
donations from domestic IT and other companies. So far, 
57 tablets have been donated and are in use, and a 
further 80 are to be donated to the municipalities in the 
first week of September, provided problems with 
importing goods from other countries are solved. Still, 
even if these 80 tablets are functional early September, 
about 70 tablets will be missing to reach the number of 
required end users, i.e. 210. 
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3.2.2 Case description and summary 

Summary of the new integrated care processes and the supporting technical solution. 

 The technical solution for empowering the patient and helping the self – 
management of Type II Diabetes Mellitus has been developed based on the needs 
analysis performed in the early stages of the SmartCare project (focus groups with 
patients and caregivers). It has also taken into consideration the views of the 
professionals that usually support the patients suffering from Type II Diabetes 
Mellitus. 

 In summary, the technical solution consists of an online platform, the Integrated 
Care Socio Medical Electronic Record (ICSMER) that is accessible to the 
multidisciplinary team of professionals (physicians, diabetologists, dieticians, 
nurses, care coordinators, social workers and health visitors). Each team member 
has different access rights to the platform, according to the role, responsibilities 
and job description of each professional, but all members can view all the 
information regarding the care plan of each patient, and can communicate through 
a message screen within ICSMER in order to better coordinate the specific 
management of a patient. 

 In parallel, the patient has access, through an online app on a tablet called 
Vidame, to the health/social care record, to the vital parameter measurements 
(glucose levels and BP on a daily basis), and to the dietary targets set by the 
dietician jointly with the patients. Customised reminders and alerts are generated 
and sent to the app when targets are not met (e.g. glucose measurements are not 
frequent or when there are abnormal trends in BP levels, or when dietary targets 
are not met). In addition, the physician can send messages to the patient through 
the platform to the app in order to point him/her in the right direction, or to 
encourage the patient to continue with the self management; professionals can also 
communicate through the ICSMER about a specific case. 

 By having access to all facets of the platform, the team of professionals gains a 
holistic view about the care plan, gains confidence that the care plan is followed an 
integrated manner, shares information more effectively, and decreases time spent 
on physical visits, since now all information is accessible online, and the patient 
takes some responsibility for following the targets set in the care plan. 

Summary of the individual perspectives of the patient. How does the patient 
experience the care, treatment or rehabilitation when ICT is being used? 

 They feel relieved that a whole team of professionals from different disciplines 
follow up their care plan in a continuum, and they are confident that if there is any 
problem related to the management of their condition, there is going to be an 
immediate action, either automatic alert or reminder in the form of an 
individualised message from the physician. They feel more responsible for self 
managing their type 2 diabetes, and seem to be motivated to make the changes 
necessary in order to meet their targets in the care plan, and hence to have a more 
healthy and active life. 

 They believe that the ICT solution enhances the communication between them and 
their care team. They consider it as something missing so far relative to the 
management of care, and they are willing to pay for some of the services or 
equipment in the future in order to keep on receiving the SmartCare service. Since 
they received the tablet with the Vidame app, they are willing to check on their 
health data and on their progress towards achieving targets jointly set with the 
professionals. This is a huge incentive for them. 
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Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care. 

All healthcare (and social care) professionals in SmartCare are already accustomed to ICT 
tools, but only very few had previous experience with integrated care, care management, 
and e-health facilitated integrated care. They favour the new model of care provision, 
since it allows a holistic approach to user’s care, and it is based on each person’s needs. 
This model does not allow gaps in the care process, and offers a continuous follow up 
process possibly improving health outcomes; hence they support it.  In addition, 
integration of previous systems and the new philosophy in care provision allows for better 
management of workload; it decreases the time needed for physical contact with the user, 
and decreases transaction costs since everything is paperless. 

3.3 Eksote 

Date: 29.6.2015 

3.3.1 Barriers and facilitators 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical The system is easy 
to use for the 
elderly, and it has 
easy access for 
relatives and social 
and health care 
professionals. 

Network 
connection 
problems have 
caused difficulties 
to use the system. 

  

 Use is possible for 
patients with 
impaired vision. 

Even if the service 
is very easy to use, 
there are some 
difficulties with 
patients who have 
memory problems. 

  

 If there are other 
technical solutions 
at patient´s home, 
new solutions are 
easy to promote. 

   

Organisational Smart Care service 
supports the 
strategy of Eksote: 
Independent coping 
at home. 

So far the focus of 
the pilot has been 
to develop 
technical 
solutions. Also the 
action models 
should be 
developed in co-
operation with 
social and health 
care workers. 

  

 The management of 
the organisation is 
committed to the 
introduction of new 

technology. 

  

 It is possible to 
develop new types 
of social and health 
care eServices via 
SC service. 

Some workers are 
not so committed 
to use the SC 
service. 
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 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

 In some cases it has 
been possible to 
replace the 
traditional home 
visit with video 
call. 

   

 Remote doctor 

service has also 
been piloted via 
video calls. 

   

Administrative In South Karelia, 
social care and 
healthcare have 
already been 
integrated (2010). 
It helps the co-

operation between 
healthcare and 
social care workers, 
and allows the use 
of SC service for 
both purposes. 

Who will 
administer the 
service after the 
project? ICT unit, 
elderly service or 
both? 

  

 The use of SC 
service will 

continue after 
SmartCare project 
by Eksote's own 
activity. 

   

Economic With new 
technology based 
action model, it is 
possible to take 
care of recipients 

of home care at 
their homes for 
longer, safer and 
less cost to society. 

How will the costs 
be shared between 
the clients, their 
families and the 
district after the 

project? 

  

 The patients also 
get benefits. For 
example, they can 
be socialised with 
their relatives and 

friends for free via 
video calls during 
SmartCare project. 

   

3.3.2 Case description and summary 

Summary of the new integrated care processes and the supporting technical solution 

One of the main goals of the SmartCare project has been to offer innovative ICT services 
to improve the quality of life of discharged and long time care patients, and give them a 
safe environment where they can get better. Depending on the individual care needs, 
SmartCare care models have been implemented as part of the social and health care 
processes. 
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New care processes supported by the SmartCare service give online information from the 
home, is everything okay there. Now home care professionals can call via videophone to 
make sure everything is well at home. Professionals from home care have also used 
videophones to replace some home visits. Citizens can use their video connections to 
keeping in touch with their relatives, if they are included in the SmartCare service. The 
SmartCare pilot has also offered team connections when some professionals or third sector 
partners are part of the programme to the clients. 

In the initial plans, the videophone connection was also designed for use in rehabilitation. 
In practice, this was too complex because the rehabilitation process is very short, so 
rehabilitation was finished before clients got the equipment at their home. 

Summary of the individual perspectives of the patient. How does the patient 
experience the care, treatment or rehabilitation when ICT is being used? 

Patients (and their relatives) are very satisfied with the service. Comments include:  

 “Safety has increased and it is very nice that I have possibility to video conference 
call with my daughter. It's as if she would be here with me when we are seeing each 
other and doing things together." 

 “It is nice to socialise with other elderly and to hear the news of daughters”.  

The video conference call increases safety for patients, and gives the information to 
relatives that everything is ok.  

Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care 

These have not been gathered at this stage because there was little experience after the 
slow start of the pilot. 

3.4 FVG-ASS1 

Date: 31st August 2015 

3.4.1 Barriers and facilitators 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical System is easy to 
use 

Log-in troubles System is easy to 
use 

Oxymeter can give 
wrong values if 
patient’s hand had 
no good perfusion 

  System failures System is flexible 
and adjustable 

Blood pressure 
cuffs gave wrong 
measurements 

because it was too 
loose and had to 
be modified with a 
smaller size cuff 

   Help-desk with 
800-number 
provides technical 
and social support 
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 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

   Implementation of 
a weekly pill box 

 

   Implementation 
platform interface 
with devices 
present in the area 

 

Organisational Support from some 
district managers 

Some stakeholders 
unwilling to 
participate 

Some stakeholders 
very much 
empowered 
through the 
project 

Stakeholders’ 
scarce computer 
literacy may be a 
hindrance to 
active 
participation 

  Slow enrolment of 
GPs 

Increase 
participation of 
GPs in some 
districts 

GPs' involvement 
still unsatisfactory 
mainly due to 
economic reasons  

Administrative N/A  N/A  

Economic A budget for 
implementation 
was provided and a 
tender was 
launched 

Higher costs due 
to more frequent 
home access by 
nurses to monitor 
impact on patients 

Better planning of 
HC/SC home 
access cut costs 

Some devices were 
broken by patients 
(mainly by letting 
them fall) and had 
to be replaced  

3.4.2 Case description and summary 

Summary of the new integrated care processes and the supporting technical solution 

HEALTH PLATFORM: H&S Qualità nel Software Health Platform is a Class IIa Medical Device 
software platform providing an interface between the CRs’ home devices and the central 
database. Its software program sends all data to the central database through standard 
web-services based on secure HTTPS protocols, and has a configuration that allows setting 
the different medical devices according to CR’s specific needs. It can identify and connect 
with the end user’s physicians and healthcare institutions. 

HUB-HERMES: computerised data concentrator granting bidirectional interaction with CR 
through visual and acoustic signals, messages, memos, reminders and personalised 
questionnaires; collection and recording of the end user’s clinical and environmental data 
from various measurement instruments; automatic transmission of data to the central 
healthcare system. In particular, the HUB transmits data to the central database received 
from the following medical or environmental devices: 

o A&D blood pressure monitor. 

o Nonin Onyx II 9560 Pulse Oximeter. 

o 1-lead ECG. 

o Tablet. 

o Fora weight scale. 

o Fora DM20 blood glucose monitor. 

o Smart Walker detecting the patient’s movements and sending an emergency 
signal if a fall occurs. 

o Help ME button for the patient’s requests of assistance. 

o Various Z-Wave protocol environment sensors. 



D8.3 Second interim process evaluation report 

 
 

Public Page 23 of 106 v1.1, 11th September 2015 

Summary of the individual perspectives of the patient. How does the patient 
experience the care, treatment or rehabilitation when ICT is being used? 

Case 1: Care recipient was not computer-literate and initially unsure about enrolling. As 
she lived alone, she was also concerned about further social isolation. However, good 
training by IT staff and nurse helped her understand use of devices and enabled close 
relationship with Help Desk / Call Centre staff whom she asked to contact her on a weekly 
basis for monitoring of adherence and social support. She feels empowered and caregivers 
feel less anxious too.   

Case 2: Since the care recipient was computer-literate, training was simple and fast. Being 
more actively involved in his own treatment has allowed CR to recover some of his self-
esteem. Anxiety for continuous monitoring has been overcome by trusted relationship with 
Help Desk / Call Centre staff. Knowing about his progress, or lack of it, makes it more 
empowering for him to discuss his health conditions with GP, specialist and nurse in a more 
symmetric way.  

Case 3: Care recipient is more hopeful for his future and more actively engaged in self-
care activities; for example, he is more aware of the importance of a good diet (he was 
provided a nutrition plan) to control his diabetes. The CR’s family is also happy to see that 
close monitoring is being provided, thus relieving some of the burden associated with 
caring for their loved one.  

Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care 

Case 1: Domiciliary nurse feels more empowered by the use of the platform as well as less 
isolated from the rest of the team. Social care interventions have been streamlined and 
made more effective because of integrated, real-time platform. 

Case 2: Close daily monitoring and the possibility to set personalised alarm thresholds has 
allowed GP, cardiologist, nurses and social care providers to keep a close eye on this 
delicate CR and to tend to his multiple clinical and social needs. Shared knowledge has 
made it easier for multidisciplinary team to monitor CR’s unstable condition and to get 
important updates on his HC/SC conditions. 

Case 3: Because of telemonitoring, CR’s domiciliary nurse can now plan daily visits 
according to actual, relevant needs. Communication with colleagues and physicians (GP 
and specialists) has become easier and less stressful due to integrated platform. 

3.5 Kraljevo 

Date:  30th June 2015 

3.5.1 Barriers and facilitators 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical System is easy to 
use. 

Double entries 
for end users. 

  

 Communication is 
fast. 

Log in problems.   



D8.3 Second interim process evaluation report 

 
 

Public Page 24 of 106 v1.1, 11th September 2015 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

 No major problem 
with internet 
access. 

Portal chat did 
not worked. 

  

 Integration with 
existing health 
software worked. 

   

Organisational Support from the 
heads of 
institutions. 

Some end users 
unwilling to 
participate. 

  

 Some decisions 
regarding care 
can be made 
directly between 
care providers.  

Social and health 
professionals 
have a 
significant 
number of cases 
– unable to focus 
on end user. 

  

  Reluctant to new 
technology. 

  

Administrative     

Economic Both ministries 
and local self 
government 
informed about 
the Project. 

No firm 
commitment 
regarding future 
finance of the 
service from the 
government. 

  

3.5.2 Case description and summary 

30th June 2015 

Summary of the new integrated care processes and the supporting technical solution. 

In Kraljevo deployment site, ICT solution includes following elements: 

 SmartCare portal, system which is used by health and social professionals as a tool 
which provides them with the possibility to create a joint integrated care plan. 
Besides the care plan, both health and social workers are using this platform to 
create concrete tasks and monitoring activities. 

 SmartCare Smartphone application, which is used by care recipients and their 
family members and informal care providers. They use this to enter vital 
parameters, and to address the tasks set by their care providers. 

 SmartCare website, that is used to obtain overall information about the SmartCare 
programme, downloading user manuals, etc. 

Summary of the individual perspectives of the patient. How does the patient 
experience the care, treatment or rehabilitation when ICT is being used? 

Three end users have been interviewed. Their perspective on the use of SmartCare is as 
follows. 



D8.3 Second interim process evaluation report 

 
 

Public Page 25 of 106 v1.1, 11th September 2015 

All three end users rely a lot to their selected doctor in managing their rehabilitation 
programme. Two of them also receive much support from their informal carers who are 
younger members of the family. They all have same goal and that is to feel better, and 
have a high motivation to receive any form of help and assistance. All three are long term 
patients; one is not able to walk and completely relies on help from her family members. 

They do not expect new services and would be happy to have an upgrade of current 
services that they receive. Their main goal is to stay at home with their family members, 
and have slight fear in leaving their home for care institutions. 

Their main perception of ICT solution is to be able to access to their health information 
and to enter measurements into mobile application. One keeps a record of blood pressure 
and glucose levels on his computer even before entering into SmartCare service. 

For now their perception of the new ICT service is positive. Two end users are happy that 
they are now able to remotely communicate with their doctor, family members and social 
care providers. The third left all communication to her daughter-in-law, and prefers live 
contact with her home care doctor. Two end users would like to see the possibility to 
order prescription medicines using ICT. 

Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care. 

Six care professionals have been interviewed, three social care professionals and three 
healthcare professionals. Their perspective on the use of SmartCare is as follows. 

In the description of the ICT solution and how it supports care, all six professionals 
stressed better communication as the first benefit of the solution. Social care professionals 
mentioned better insight into users' health condition as a main achievement, with the 
possibility to react timely to a new situation, and better connection with health 
professionals. Health professionals like the possibility to see social care activities as well. 

All six professionals answered positively that the SmartCare solution supports collaboration 
with the end user. Furthermore, health professionals stressed that they are now available 
to their patients even when they are not working. 

As the main impact of the SmartCare service in their daily work, social care providers 
mentioned faster communication and obtaining information, and health professionals 
stressed information on eventual hospitalisation, better safety for the patient due to 
frequent communication. As a drawback, one social worker mentioned that the large 
number of cases prevents them from getting more deeply into the system, and two had 
difficulties to adjust to the use of tablet computer. Health professionals said that some of 
the difficulties observed are: some of the users were not interested to this kind of 
communication; and less free time for doctors. 

Professionals addressed their perception on the use of SmartCare system with other 
healthcare professionals. All six professionals liked the new feature in receiving 
information when their care recipient is admitted or discharged from hospital. Health 
professionals now see when the social care providers visited their patient, and as one 
doctor stressed: "Having insight into the social condition of the patient is an important 
prerequisite for improving the health condition". Doctors are also grateful for the input 
they already receive from social workers regarding the health condition of their patient. 

All professionals are positive regarding collaboration using ICT solution, and they feel they 
achieved good communication. They hope to improve it further over time, and some of 
them expressed the belief that as time passes, much better results can be obtained 
because they will be able to see other new solutions that they are yet to discover. 
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They have positive feeling of the service so far. A social worker feels more secure since 
now she feels she is not alone in resolving some problematic situations. Doctors said that 
the system significantly increases patients' self-responsibility for wellbeing; patients now 
have a more active role in controlling their illness and improving their condition. 

3.6 RSD 

Date: 23rd June 2015 

3.6.1 Barriers and facilitators 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical High IT-literacy in 
the Region. 

Lack of 
integration. 

High IT-literacy 
in the Region. 

Lack of 
integration. 

 Designed to 
support the 
workflow at the 
hospital. 

Not so user 
friendly for the 
patients. 

Designed to 
support workflow 
for hospital and 
municipality. 

Not so user 
friendly for the 
patients. 

 Experienced IT 
provider. 

Not developed 
for social care 
needs. 

Experienced IT 
provider. 

Contract 
disputes with IT 
provider. 

  Problems with 
browser. 

Users have been 
involved with 
development. 

 

Organisational Support from 
staff in the 
hospital and 
municipality. 

GPs unwilling to 
participate. 

Other disease 
areas involving 
GPs. 

Many layers of 
decision makers. 

 Positive input 
from patients. 

Lack of 
management 
support from the 
Region. 

More support 
from 
management in 
Region. 

Many IT projects 
involving the 
same 
departments. 

 Project written 
into Health 
Agreements. 

Change in 
management and 
team resources. 

Management and 
team resources 
in place. 

Staff pressured 
by busy 
schedule. 

Administrative  Legal issues to 
be described. 

Legal issues in 
place. 

Coordination 
between 
projects and 
resources. 

  Project team 
located far from 
deploying staff. 

Extra resources 
in place. 

 

   More visits to the 
deploying staff. 

 

   Coordination 
meetings in 
place. 

 

Economic Finance from the 
Region insecure. 

 Budget from the 
Region secured. 
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3.6.2 Case description and summary 

Summary of the new integrated care processes and the supporting technical solution. 

The Shared Care Platform is a communication platform that makes is possible to share data 
between hospital, GPs, district nurses, rehabilitation teams in the municipalities and the 
patients and relatives. The patient has access to his/her own personal health record where 
he/she can see their own data on diagnosis, rehabilitation plan, medicine, vital signs and 
appointments e.g. in an outpatient clinic. The patient is able to communicate with the 
rehabilitation team or healthcare professional on issues related to his/her care or 
rehabilitation process. 

Summary of the individual perspectives of the patient. How does the patient 
experience the care, treatment or rehabilitation when ICT is being used? 

Unfortunately only one of the three interviewed patients has had actual experience with 
using the ICT. The patient tells us that: 

 “I have used the shared care on my computer. I enter the front page and a bit 
further in. But I have not used it to monitor communication. I do not know whether 
I have installed it properly. It creates a sense of control and understanding to have 
access to shared care. It is exciting to keep track of what is being written, and 
misunderstandings can be corrected. I think that it’s a natural thing to use a home 
page.” 

Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care 

After careful consideration, we decided not to interview any professionals before 
September as they were all very busy with the implementation and getting used to the 
system just before summer vacations. Therefore we have not conducted interviews with 
the professionals and cannot summarise the information at this point. 

3.7 Scotland 

Date:  10th June 2015 

3.7.1 Barriers and facilitators 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical Good visual 
design. 

Various 
difficulties with 
login. 

Good visual 
design. 

Log in more 
reliable. 

Log in 
complexities and 
session timeout 
settings. 

 High awareness of 
new product. 

 High awareness 
of new product. 

Limited feature 
set on the PHF. 

 Reliability of 
cloud 
infrastructure. 

 Reliability of 
cloud 
infrastructure. 

 

 Cross-platform 
support for 
typical consumer 
devices. 

Old browsers and 
operating 
systems on staff 
devices. 

Cross-platform 
support for 
typical consumer 
devices. 

Old browsers and 
operating 
systems on staff 
devices 
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 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

  Absence of a 
routine approach 
to transfer data 
to an internet-
facing 
application. 

 Absence of a 
routine approach 
to transfer data 
to an internet-
facing 
application. 

Organisational Strategic support 
in general. 

Resistance from 
IT leads in some 
partnership 
areas.  

National 
objective of 
patient held 
record directing 
interest to 
SmartCare. 

Sustaining 
momentum. 
Other new 
national 
initiatives 
distracting focus 
from SmartCare. 

 Aligned 
motivations and 
good engineering 
skills of the 
industry partners. 

Limited 
awareness of 
industry around 
relevant 
international 
open API 
standards. 

Aligned 
motivations and 
good engineering 
skills of the 
industry 
partners. 

Limited 
awareness of 
industry around 
relevant 
international 
open API 
standards. 

 LPAs are 
motivated to use 
technology to 
improve falls 
pathway. 

Capacity at local 
level to progress 
implementation 
at pace 
required. 

  

Administrative  Slow progress on 
data sharing 
agreements. 

 Slow progress on 
data sharing 
agreements. 

EU reporting Good structure 
for majority of 
WPs. 

High level of 
recording 
required. 
Distracts from 
implementation. 

  

Economically Funding available 
for SmartCare. 

Difficulty with 
transfer of EC 
funding across 
all stakeholders 
involved, in 
particular social 
care. 

National 
technology-
enabled care 
funding 
presented 
opportunity for 
further 
development. 

Slow progress on 
finding cash flow 
for further tool 
development. 

3.7.2 Case description and summary 

Summary of the new integrated care processes and the supporting technical solution. 

SmartCare is an online service which aims to support people who are either at risk of a 
fall, or recovering from a fall. The service also benefits people managing a long term 
health condition who want to remain in their own home. The existing ICT platform LiU 
adapted for SmartCare is accessible by all key stakeholders, CRs and care givers, health 
care staff and social care staff. It is also accessible to third sector providers and private 
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care providers. The CR will decide who has access to their data on a shared basis. The CR 
accesses SmartCare from their own smart device which they have purchased. 

 PHF (Personal Health File): An online file which supports CRs to store their health 
and social care information. The CR will decide which key professionals or support 
agencies their information will be shared with. The PHF will integrate with the 
Local partnerships' client information system. 

 Diary: An online personal diary which will help the CR to coordinate the different 
agencies which support them to be independent in their own home and meet their 
health and social care needs. Informal carers will also be benefit from electronic 
communication with key agencies. 

 Falls assistant tool: An online tool which supports self management. The CR can 
review their general health and well being. Based on the CR's responses, an 
individual action plan is produced. The action plan provides recommendations to 
prevent falls. 

 Community connections: Provides local information on activities in the CR's 
community. It promotes physical activity and contacts to prevent social isolation. 

Summary of the individual perspectives of the patient. How does the patient 
experience the care, treatment or rehabilitation when ICT is being used? 

The CRs using SmartCare are very enthusiastic about having access to this online service. 
Each of the CRs is using the SmartCare digital tools in different ways to meet their health 
and social care needs. Two of the CRs interviewed have only recently begun to use smart 
technology in their own home, so are they apprehensive about using the tools correctly, 
but are keen to use technology to support their engagement with health and social care 
services. The other service user is competent using technology and is providing good 
feedback on the functionality of the tools, and what could work better for him. 

A summary of the key benefits perceived by CR's at this stage includes: 

 Developing an action plan of things to do and ask when discussing falls at the 
Invigor8 classes. 

 Recording aspects of progress, or lack of progress, that CR wishes to discuss with 
GP, physio and home carer. CR records this in the PHF, and shares it with the key 
people CR identifies as supporting recovery. 

 Finding out more about falls prevention and sharing this with care workers. 

 Recording progress and challenges be shared with health and social care workers. 

 Prevents duplication of telling their story to multiple professionals as they can read 
this in the PHF. 

 Feeling more in control of the different events and professional people now in their 
life.  

 One CR finds the exercise videos and the falls assistant tool useful to refer to and 
go back to. This reminds her how to do the exercises properly. She feels reassured 
that the information she uses cannot get lost, as she has lost leaflets and 
information sheets in the past. 

Overall the CRs' reaction to SmartCare and the benefits is very positive. 
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Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care. 

Physiotherapists in particular are very positive about the use of the SmartCare ICT, as it 
motivates CRs to continue with their rehabilitation and complete the programme 
prescribed. It reinforces the treatment plan without the physiotherapist actually having to 
be there. 

GPs' views have been less positive, although they could see the benefits of the ICT; they 
felt it might make their job more time consuming, especially as CRs were being 
encouraged via the tools to record ongoing concerns and keet a note in the PHF. 

All health and social care professionals see value in the falls assistant tool, and confirmed 
this was beneficial for the CR to be motivated to stay active and to be able to get 
instruction on the physio's treatment plan whenever needed.  

Housing providers also recognise the benefit of the SmartCare tools to reduce the risk of 
isolation and help CRs improve their mobility. The leisure team who offer the Invigor8 
classes are also all positive that the use of a multi disciplinary approach to falls 
rehabilitation will have positive outcomes. 

The day services staff were initially sceptical of online tools being used with the older 
population who attend the day services. However, after discussing the benefits and 
demonstrating the tools to them, they were very positive about the potential. The staff 
are positive about being involved in the coproduction process, and linking with acute 
services. 

The home carers are keen that they can comment into the PHF as well as family, and feel 
this will really improve communication. 

3.8 Tallinn 

Date:  5th June 2015 

3.8.1 Barriers and facilitators 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical System is easy to 
use. 

Some cases of 
Internet 
connection 
problems. 

  

 No problems that 
have not been 
solved. 

Servers were not 
prepared for 
time changes 
(winter time to 
summer time). 

  

Organisational Support from 
head of section. 

Some 
stakeholders not 
so keen to 
participate. 
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 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

  Stakeholders 
tend to forget 
changes made to 
the work-flow. 

  

Administrative In-house 
employee who 
helps with 
administrative 
tasks. 

   

Economic A budget for 
implementation 
was given. 

   

3.8.2 Case description and summary 

Summary of the new integrated care processes and the supporting technical solution. 

In Tallinn, the SmartCare service addresses older people suffering from chronic heart 
failure, diabetes or COPD aged 65 years and above. The elderly will access the SmartCare 
integration infrastructure by using the SmartCare equipment. The equipment involves the 
central unit (CU), social alarm button and medical sensors. The medical sensors may 
involve blood pressure meter, glycometer, weight scale and pulse oximeter. An example of 
usable equipment is shown in Figure 1.  

 

Figure 1: SmartCare equipment involving central unit and medical sensors. 

The CU is an android tablet with SmartCare application that receives information from 
sensors and transmits data. CRs needs to access the infrastructure to perform health 
measurements according to the integrated care plan. The general functions of the CU are: 

 receive and transmit sensors data; 

 display sensors data; 

 display reminders (measurements, medications, doctor visits); 

 display CR’s diary; 

 enter and display diary posts; 

 register on-site interventions. 
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The CU transmits the data over the web to the web-based SmartCare portal where it is 
stored. The SmartCare portal is a tool used by medical, social and informal (relatives) care 
providers. For all stakeholders there are two access points to the SC infrastructure. One is 
logging in to the portal over the web using personal ID-card and the second is registering 
oneself with the smartcard to the CU at CR’s home. Smartcard connects to the CU using 
the near field communication (NFC) technology; it is very common amongst the Tallinn 
residents because the same card is used to validate journeys on public transport. 

The general functions of the SC portal are: 

 Administrating users. 

 Displaying sensors data. 

 Displaying general information about CRs. 

 Notification in case of alarms 

 Management of: 

o Diary posts. 

o Reminders. 

o Medications. 

o Reports. 

o Documents. 

o Alarm thresholds. 

A social alarm service (SAS) is also provided, but currently only for 200 elderly. With the 
SmartCare services, the alarm-button is installed together with 24 hour social alarm 
service. If an alarm is activated, SAS contacts the elderly person or their relatives; if there 
is a need, an SAS team involving two social workers will make a home visit. Every time an 
elderly pushes the social alarm button, a diary entry will automatically appear in the 
SmartCare system.  

Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care 

Following the CR helps to have better overview of the CR’s condition and gain information 
fast when there is an emergency. Entering their own on-site activities to the portal allows 
other actors to get more complex overview of CR. That way for example the relatives can 
make further arrangements and the GP can plan to invite a person for a visit. 

3.9 The Netherlands 

This site is not yet live, so information cannot be provided. 

3.10 Combined analyses – interim results 

Please note that overall, the presented data collections have been performed during early 
stages of the implementation of SmartCare services. Thus, the results presented have to 
be viewed in the light of on-going implementation and simultaneous trouble shooting with 
services and service delivery. 
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3.10.1 Barriers and facilitators 

There have been some technical problems with either availability of equipment or internet 
access. One commonly reported barrier has been reluctance to participate from the 
perspective of professionals, organisations, or end-users. 

In terms of facilitators, most sites report that the equipment or web-sites are user-
friendly. Financial and/or structural barriers to get started with the implementation are 
commonly reported. 

3.10.2 Case descriptions 

The SmartCare services comprise a number of different services across the sites. Services 
include web-pages, devices for home monitoring of vital or environmental parameters, 
video-conferencing systems, real time message systems, alarms, planning tools, reminders, 
and wide access among care providers to the data of individuals. 

The technologies are used by both end-users and professionals, and the overall attitudes 
towards the systems are positive, after an initial phase of scepticism among most users. 
For instance, some end-users start with a negative attitude towards being monitored by 
devices as opposed to people, and feel that the constant monitoring implies an over-focus 
on disease and risks. Overall, though, the attitude changes over time and makes end-users 
seem more engaged in following their progress through their own data, while the constant 
monitoring shifts from a feeling of being scrutinised to a feeling of security that if 
something fails, the correct professionals will notice and handle any emergency. 

Overall, the health and social care professionals express satisfaction with the SmartCare 
services. An initial learning curve had to be overcome, but then the technologies seem to 
relieve the professionals of the tiring tasks of searching for older documents or 
measurements. This frees time to focus on the individual care recipient. In addition, the 
perceived risk of missing important information is decreased through the access to data. A 
few professionals express concerns that they spend more time on the communication with 
end-users with the new systems. Most sites report a more speedy access and 
communication between stakeholders. 

A few sites report that either end-users or professionals do not wish to use the services or 
do not find the services to be helpful. None report negative findings in terms of safety. 
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4 D8.2 update 

In the deliverable D8.2, two sites had missed the deadline for input. One was Attica, the 
other was Noord Brabant. 

Since then, Attica has provided the input presented below, and the site is thus up to date 
on WP8 deliverables. Noord Brabant, on the other hand, is still unable to provide input due 
to local delays. They expect to be operational on 1st October; their contribution will be 
part of the next deliverable. 

 

Figure 2: Attica Flow chart 

Assessed for eligibility (n=362) 

Enrollment 

Excluded (n=73) 

 Not meeting inclusion criteria 
(n=30) 

 Declined to participate (n=40) 

Included (n=289) 

Allocated to intervention (n=197) 

Received allocated intervention 
(n=54) 

Did not receive allocated intervention 
(n=143) 

 The process of inclusion and 
intervention has not been completed 
so far 

Allocated to control (n=92) 

Received allocated control (n=0) 

Did not receive allocated intervention 
(n=92) 

 The process of inclusion to this 
group has not commenced yet 

Allocation 

Follow up 

Lost-to-follow-up intervention group 
(n=0) 

Discontinued intervention (n=1)  

patient unwilling to continue 

Lost-to-follow-up control group (n=0) 

Discontinued control (n=0)  

Analysis 

Analysed intervention group (n=XX) 

Excluded from analysis (n=XXX)  

Analysed control group (n=XX) 

Excluded from analysis (n=XXX)  
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Table 1: Table of baseline characteristics Attica 

 

Attica Pilot - Status at 10th September 2015 

Variable Measurement Intervention Control 

1 Sample size(n(%)) 53 (25%) 16 (8%) 

2 Age 63,5 (7,7) 69,2 (13,5) 

3 Men (gender) 30(57%) 10 (63%) 
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5 Common indicators 

In SmartCare, data on a number of common indicators are collected on a mandatory basis 
in all sites to ensure the possibility of comparisons at an overall project level. While 
providing an indication of effectiveness, the variables also cover the adherence to 
treatment in the measures of "planned contacts". 

The common indicators were chosen across the MAST domains and across stakeholders in 
the integrated care delivery so as to include all relevant aspects for local and European 
decision makers. Thus, all MAST domains are covered in data collections, throughout 
sectors of health and social care provision, while respecting differences across sites in 
terms of end-users, technologies, and service delivery systems. 

Table 2: Common, mandatory measures 

Demographics 

 Age (year of birth)  

 Gender  

 Educational level  

 Marital status  

 Primary disease  

Safety 

 Fatalities  

 Technical safety  

Service effectiveness – hospital 

 Total contacts Physical 

 Planned contacts Telephone 

 Unplanned contacts Email 

 Admissions  

Service effectiveness - GP / other healthcare providers 

 Total contacts Physical  

 Planned contacts Telephone 

 Unplanned contacts Email 

Service effectiveness - social care & voluntary sector 

 Total contacts Physical 

 Planned contacts Telephone 

 Unplanned contacts Email 

User perspectives 

 Empowerment (patient activation measure)  

 Quality of Life (QoL) WHO BREF, KvL-H, SF-12 etc. 
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Economic aspects 

 Efforts related to service development & 
implementation 

 

 Efforts related to service operation or use  

 Equipment costs  

 Service effectiveness benefits  

 Service efficiency benefits  

 Revenue streams  

Organisational aspects 

 Impacts on staff  

 Impacts on organisations  

 Service integration aspects  

 Mainstreaming potential and sustainability  

NOTE: This table provides an overview of common, mandatory variables across deployment sites in SmartCare. 
It does not provide information on when or how often to measure, nor what response categories are available. 
Please consult the accompanying codebook for information on this (Annex 1). 

In order to accommodate the wish for synergies throughout SmartCare, CareWell and 
Beyond Silos, sites are encouraged to provide further variables. Since it has not been 
mandatory at the time of completing local operational protocols, the addition of variables 
could not be labelled “mandatory”. Thus, the SmartCare project now includes three types 
of variables: 

 Mandatory (cf. Table 1 above). 

 Voluntary. 

 Strongly recommended. 

Introducing common clinical outcomes was not possible, as the relevant indicators differ 
across pathologies. For example, while HbA1c (blood glucose) is obvious for people living 
with diabetes, it does not make sense as an indicator for patients with heart failure. Thus, 
clinical measures have been labelled “strongly recommended”. 

The variables labelled “strongly recommended” include the clinical measurements of 
HbA1c, blood pressure, height, weight, and use of the technologies provided, in a more 
elaborate manner than is mandatory (namely accurate information on log-ins and 
messaging).  

Access to imputation of all types of variables is provided in the common database 
throughout SmartCare, CareWell and Beyond Silos. 
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6 Methods of individual analysis on a site-level basis 

In addition to the overall analysis of SmartCare, each site will produce a number of 
identical tables, figures and calculations. All reporting will follow the guidelines provided 
in the STROBE statement1, and include all aspects of MAST considering all sectors of health 
and social care provision. Thus, this chapter provides a brief outline with examples of what 
could be expected on a site-level basis of reporting. The final reports for sites will be 
presented in D8.4. 

6.1 Health problem and characteristics of the intervention 

This section is dedicated to a narrative description of the interventions and the health and 
social problems that are targeted through introduction of the specific technology. Thus, 
the content of this section serves as a description of the background of and context in 
which the study is carried out, and helps to understand the perspective from which the 
assessment of the technology is performed.  

In addition, this section includes a quantification of the burden of the specific health and 
social problems for society and for the health and social care systems (incidence and 
prevalence). 

6.2 Description of the study population 

Within this section, a narrative description of the study population (those participating in 
the data collection) will be provided on a site-level basis. 

The study population will also be defined in relation to the wider implementation 
population (those having received the intervention, and the overall local target 
population, i.e. those that will receive the intervention on a longer-term basis) that would 
be relevant for a sustained solution. 

The study population will be described in a table similar to the one below (reproduced 
from Table 1 in D8.2) with the full data available. The table shows the absolute numbers 
of people participating in the study population, along with the distribution of the 
population along a number of variables, e.g. age, gender, educational status etc. Please 
note that not all variables presented in the table below are mandatory. 

Table 3: Table of baseline characteristics 

Variable Measurement Intervention Control Difference (p) 

1 Sample size (n (%)) Number (%) Number (%)  

2 Age Mean (SD) Mean (SD)  

3 Men (gender) Number (%) Number (%)  

4 Education    

4.1 No formal schooling Number (%) Number (%)  

4.2 Less than primary school Number (%) Number (%)  

4.3 Primary school Number (%) Number (%)  

4.4 Secondary school Number (%) Number (%)  

4.5 High school Number (%) Number (%)  

                                                 
1  Guideline for reporting of observational studies, http://www.equator-network.org/reporting-

guidelines/strobe/ 
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Variable Measurement Intervention Control Difference (p) 

4.6 College/University Number (%) Number (%)  

4.7 Post graduate degree Number (%) Number (%)  

5 Marital status    

5.1 Never married Number (%) Number (%)  

5.2 Currently married Number (%) Number (%)  

5.3 Separated Number (%) Number (%)  

5.4 Divorces Number (%) Number (%)  

5.5 Widowed Number (%) Number (%)  

5.6 Cohabitating Number (%) Number (%)  

6 Work status    

6.1 Government employee Number (%) Number (%)  

6.2 Non-government employee Number (%) Number (%)  

6.3 Self-employed Number (%) Number (%)  

6.4 Non-paid Number (%) Number (%)  

6.5 Student Number (%) Number (%)  

6.6 Homemaker Number (%) Number (%)  

6.7 Retired Number (%) Number (%)  

6.8 Unemployed (but able to work) Number (%) Number (%)  

6.9 Unemployed (unable to work) Number (%) Number (%)  

7 Habits    

7.1 Smoker - yes/total (%) Yes/total (%) Yes/total (%)  

8 Alcohol    

8.1 Daily Number (%) Number (%)  

8.2 5-6 days/week Number (%) Number (%)  

8.3 1-4 days/week Number (%) Number (%)  

8.4 1-3 days/month Number (%) Number (%)  

8.5 Less than once/month Number (%) Number (%)  

9 Height in cm Mean (SD) Mean (SD)  

10 Weight in kg Mean (SD) Mean (SD)  

11 Comorbidity    

11.1 Score (xx-xx)    

11.2 Score (xx-xx)    

11.3 None    

12 PC use Number (%) Number (%)  

13 Mobile phone use Number (%) Number (%)  

14 LOCAL DISEASE SPECIFIC DATA    

… -    

6.3 Clinical effectiveness and safety 

Information about clinical effectiveness and safety will be the most comprehensive parts 
of the evaluation, and must be based on the quantitative data collected across sites and 
stored in the overall database. 

As mentioned above, introducing common clinical outcomes is not possible as the relevant 
indicators of clinical effectiveness diverge across pathologies and sites. Thus, clinical 
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measures were primarily included as voluntary outcomes; however “number of contacts” 
was a mandatory indicator across deployment sites. Table 4 below provides an example of 
data to be reported on the clinical effectiveness of the technology.  

Table 4: Number and type of contacts in health and social sector 

CONTACTS Intervention Control Difference (p) 

HOSPITAL 

Total mean (SD) mean (SD)  

Planned mean (SD)) mean (SD)  

Unplanned mean (SD) mean (SD)  

Admissions mean (SD) mean (SD))  

Outpatient visits mean (SD) mean (SD)  

Telephone mean (SD) mean (SD)  

E-mail mean (SD) mean (SD)  

SOCIAL CARE SERVICES 

Total mean (SD) mean (SD)  

Planned mean (SD) mean (SD)  

Unplanned mean (SD) mean (SD)  

… mean (SD) mean (SD)  

The effect of the ICT-supported integrated care technology on the “number of contacts” 
will furthermore be assessed using multiple linear regression analysis adjusting for age and 
gender. 

Safety is defined as the identification and assessment of harms, and the topics included in 
the description of safety can be divided into clinical safety (of the patients and staff) and 
technical safety of the technology (technical reliability). The primary indicator for clinical 
safety of the ICT-supported technology is the incidence of death in the intervention group 
compared to the control group (mandatory variable). Correlation analyses will be based on 
registries and adjusted for age and gender. 

6.4 Organisational aspects 

Reporting of the organisational aspects will be similar to D8.3, i.e. a presentation of the 6-
month follow-up on barriers and facilitators for implementing ICT-supported integrated 
care. 

The process evaluation is conducted on two levels, the local site level and the overall 
SmartCare level. Initially, data collection is conducted at each site; local analyses will 
provide insights into the experiences of each site. Thereafter, an overall analysis will be 
conducted by the WP8 team including data from all sites. This analysis will provide 
knowledge as to the common barriers and facilitators for implementing ICT-supported 
integrated care which is seen across sites (cf. section 2.1 above). 

6.5 Economics 

The economic analyses will be presented as part of WP9. 
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6.6 Patients’ perspectives 

The patients’ perspectives will be reported in two different ways depending on the data 
collection methodology. 

Qualitative data collection 

Reporting of the patients’ perspectives based on a qualitative data collection methodology 
will be similar to D8.3, i.e. a presentation of the 6-month follow-up of best-case 
descriptions. 

Reporting of results on the perspectives of patients is conducted at the local site level, 
and will provide insights into the experiences of patients at each site.  

Quantitative data collection 

Reporting of the patients’ perspectives based on a quantitative data collection 
methodology will be presented in terms of PAM: Patient Activation Measure. PAM is a 
collection of 13 statements that people sometimes make when they talk about their 
health. Patients are asked to indicate how strongly they agree or disagree with these 
statements. The scale includes the following possible answers: strongly disagree, disagree, 
agree, agree strongly. If a statement does not apply to the patients they are allowed to 
indicate “N/A”. 

It will be presented in terms of the individual empowerment scales, according to the 
distribution across intervention versus control group (cf. Table 5 below). 

Table 5: Patient Activation Measure (PAM) and expected analysis 

PAM Intervention Control Difference (p) 

Scale 1 Mean∆ (SD) Mean∆ (SD)  

Scale 2 Mean∆ (SD) Mean∆ (SD)  

… Mean∆ (SD) Mean∆ (SD)  

The effect of the ICT-supported integrated care technology will be assessed using multiple 
linear regression analysis adjusting for age and gender. 
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7 Methods of overall analyses across sites 

In projects characterised by diverging or so-called complex interventions aimed at one 
goal, meta-analyses are commonly used for combined analyses. In SmartCare, 
interventions differ across sites, but the common goal is to reduce the burden for health 
and social care service providers.  Thus, meta-analysis is chosen as the method in 
SmartCare to analyse the overall results. The meta-analysis will show with increased 
certainty compared to the individual studies if ICT-supported integrated care is effective 
or not. 

In addition to the overall meta-analysis, analyses on subgroups that share characteristics 
other than the primary outcome, i.e. clinical aspects, will be performed. Such subgroup-
analyses can be used to further indicate the correlation between interventions and 
outcomes.  

As explained in the above sections, data from multiple sites including a set of interventions 
can be used to determine the overall effectiveness of complex interventions on reducing 
the burden for health and social care providers. Furthermore, subgroup analyses can be 
used to investigate the relationship between interventions and outcomes. This requires a 
set of common variables, which have been planned and collected throughout the 
SmartCare project, and will increase the certainty of conclusions. 
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APPENDIX A:Identification of barriers and facilitators 

Please fill in factors that have facilitated or been a barrier in the implementation process 
of ICT according to provide integrated care at your site  3 months after implementation 
and 6 months after implementation. This template can be filled out by the local project 
manager or a person close to the implementation process. The template has to be e- 
mailed to akd@rsyd.dk  

Site: ________________________________________________ 

Date: _______________________________________________ 

Signature: ___________________________________________ 

Examples of texts have been inserted within each possible domain (in cursive text). There 
are no requirements to number of facilitators or barriers. Please write as many or few as 
you have experienced personally. 
 

 3 months after implementation 6 months after implementation 

 Facilitators Barriers Facilitators Barriers 

Technical System is easy to 
use 

Log-in troubles   

  System failures   

     

     

     

Organisational Support from  
head of section 

Some 
stakeholders 
unwilling to 
participate 

  

     

Administrative     

     

Economic A budget for 
implementation 
was given 

   

     

 

mailto:akd@rsyd.dk
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APPENDIX B: Interview guide for patients 

We recruit end users who need integrated care and rehabilitation in collaboration between 
social- & healthcare professionals. Preferably the users have to represent different patient 
types (e.g. regarding, gender, age etc.). 

Please conduct interviews with 3 end users. It is suggested that you start by explaining the 
end user the aims with the interview (to explore how technology can support patient care 
processes in care, treatment and rehabilitation across sectors), and that they will be 
anonymous in the communication of findings from the Smart care project. The interview is 
planned to be between 45-60 minutes. Please take notes during the interview. You will 
need your notes for a description of the “best practice case” (please see template in 
Appendix D: Case description).  

Presentation  

1. Will you give a presentation of yourself? (job, education, etc.) ? 

2. How did your illness occur?  

Everyday life  

3. Can you describe your everyday life (activities, what are you able to do your-self, etc)? 

 Today's rhythm  

 Work  

 Leisure  

 Activities  

Use of technology  

4. Do you use a computer? Mobile phone? Tablet? Other technologies?   

5. What do you use the technology for? Do you use the technology to get access to your 
health data?  

Management of your disease /rehabilitation programme by the use of ICT 

6. How is your management of disease/rehabilitation program planned? Are there clear 
goals for your progress? 

7. What activities have been planned? Hospital, Health care center, Fitness Centre, etc. ? 

8. How is the technology being used for supporting your disease/ rehabilitation?  

 Are the healthcare professionals using the ICT in collaboration with you?   

 Do you have access to your health data? Can you see your own record? What do you 
use the in formations for? 

 What are the benefits and pitfalls in your case that ICT is being used to coordinate, 
plan and communicate care/ rehabilitation for your?   

9. Who have you had contact / cooperation with during your illness? 
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APPENDIX C: Online interview guide for professionals 

Based upon interviews with three patients at each site you will have identified six or more 
healthcare professionals / social workers with whom you will have to perform interviews. 
We suggest that you perform an online or telephone interview in order to save time. We 
recommend that the interview lasts around 30 minutes, and that afterward you use 30 
minutes to write a summary of the interview. You will have to use your notes for a 
description and summary of how you have worked with ICT to integrate care (See Appendix 
D.  

Questions 

1. Will you present yourself? (job & occupation )  

2. Can you describe the ICT solution and how it has supported integrated care? 

3. How has the ICT supported you in your collaboration with the patient? 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from 
your perspective? 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

o Within the hospital 

o Between hospital and community care 

o Between hospital and GPs? 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan 
and communicate about the patient? 

7. How do you characterise the changes in the collaboration after the ICT has been 
implemented?  
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APPENDIX D: Case description & summary 

Description of three cases on how ICT can support integrated care in SmartCare. 

Based upon your findings (notes) from the interviews with the patients and healthcare 
professionals, please elaborate a description of how ICT can support integrated care at 
your site. 

Please summarise the three cases based upon the following headings:  

 Summary of the new integrated care processes and the supporting technical 
solution.  
The objective is to provide a context for the next two headings & text. 

 Summary of the individual perspectives of the patient. How does the patient 
experience the care, treatment or rehabilitation when ICT is being used? 

 Summary of the perspective of the healthcare professionals on using the ICT for 
integrated care. 

Each description has to be limited to two pages in total. 

The description has to be called “Description_case 1_site_date” and sent to akd@rsyd.dk. 

mailto:akd@rsyd.dk
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APPENDIX E: Deployment site interviews 

E.1 Aragon 

E.1.1 End-users perspectives 
 

END USER 1 

Presentation 

Will you give a presentation of 
yourself?  

How did your illness occur? 

Woman of 85, suffering from chronic conditions 
with hypertension, arthritis, cardiac arrhythmia 
and articular fibrillation. She has primary 
education and worked as a dressmaker. 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

She is independent for normal daily activities. She 
takes care of the house. Her normal activities are 
watching TV, going out for a walk, or sewing. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

She uses a mobile telephone to communicate with 
the family or doctor.  

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

She owns a computer, but it is mainly used by her 
son. She doesn’t know how to use technology or 
computers.  

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

Her care plan is base of self-monitoring of vital 
signs and teleassistance provided by the social 
providers. She takes her own vital signs by using 
biomedical devices and support by ICT to 
communicate and send data. 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

She has regular visits with primary care attention 
in the healthcare centre to regulate her medical 
treatment. 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your health 
data? Can you see your own record? 

What do you use the information 
for? 

 What are the benefits and pitfalls in 
your case that ICT is being used to 
coordinate, plan and communicate 
care/ rehabilitation for you? 

She uses biomedical devices and ICT to take her 
vital signs. She was taught by a nurse on how to 
use the technology. Although she is aware that she 
can access her health record, she doesn’t know 
how to, as she has never been interested in 
accessing it. 

As a benefit, the carers identified a new disease, 
and are therefore able to follow it-up before any 
decompensation occurred. 

Who have you had contact / 
cooperation with during your illness? 

She has been having contact with the call centre 
staff, mainly with the contact centre nurse, with 
the GP and specialist doctors, and the Red Cross 
staff. 

 



D8.3 Second interim process evaluation report 

 
 

Public Page 48 of 106 v1.1, 11th September 2015 

END USER 2 

Presentation 

Will you give a presentation of 
yourself?  

I went to school until I was 13. I worked as a 
butcher in Barcelona, where I went when I was 14, 
and stayed there for 4-5 years. I came back to 
Monzon, taking care of three kids and working in a 
patisserie. Then, I met my husband, and took care 
of my house and kids. I had to move several times 
as my husband had to work out. I’ve lived in 
several cities.  

How did your illness occur? I suffer from Alzheimer and arthritis. I’ve had 
surgery in both knees.  

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

Twice a week I attend the Alzheimer Association to 
make memories exercises. In the afternoon I like 
to go out with my friends or out for dinner. I live 
alone and take care to have my house in order. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

I have a mobile phone, although it is currently out 
of order. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

I use the mobile phone when getting out of my 
home; I don’t use the computer to check my 
health data.  

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

I take my medication for sugar and tension. 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

Healthcare professionals and carers help me use 
the technology kits. I don’t check my own health 
data. 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 

collaboration with you? 

 Do you have access to your health 
data? Can you see your own record? 
What do you use the information 
for? 

 What are the benefits and pitfalls in 

your case that ICT is being used to 
coordinate, plan and communicate 
care/ rehabilitation for you? 

The Alzheimer Association and the GP and nurse 
take care of me.  I’m very satisfied with my way 
my health status is controlled with the care I 
receive. 

Who have you had contact / 
cooperation with during your illness? 

I usually have contact and receive support from 
the social workers working at the Alzheimer 
Association. 
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END USER 3 

Presentation 

Will you give a presentation of 
yourself?  

I’m a housewife, I went to school until 12. 

How did your illness occur? I’ve had a couple operations. In May 2014 I 
suffered a CVA.  

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

After breakfast I take care of my house. I also go 
to the hort to collect the season fruits. During the 
year I attend the Elders Centres twice a week for 
yoga and the Alzheimer Association for training my 
memory. Every day I take care of a neighbour who 
is very old and cannot get out of her house, so I 
help her in what I can.  

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

I just a mobile telephone. I only use it when I 
travel. Usually I use the fixed phone. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

I don’t use technology to check my health data.  

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

I have my pressure and temperature taken on a 
weekly basis. 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

Although I know that health data is available, I 
don’t check it or use that information. 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your health 

data? Can you see your own record? 
What do you use the information 
for? 

 What are the benefits and pitfalls in 
your case that ICT is being used to 
coordinate, plan and communicate 
care/ rehabilitation for you? 

I feel safer as I am monitored. 

Who have you had contact / 
cooperation with during your illness? 

I have regular contact with the carers that take my 
vital signs weekly.  

E.1.2 Interviews with professionals 
 

CARE PROFESSIONAL 1 

1. Will you give a presentation of yourself? 

 I’m an emergency doctor working at the Emergency Unit at Barbastro Hospital and at 
the SmartCare Healthcare call centre. 
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CARE PROFESSIONAL 1 

2. Can you describe the ICT solution and how it has supported integrated care? 

 The IT solutions help the provision of integrated care. 

3. How has the ICT supported you in your collaboration with the patient? 

 Technology integrates the social and medical attentions and health staff can easily 
know the real status of the patient from the healthcare centre, no matter the results 
of the vital signs, as they have feedback from the social care providers that see the 
patients in situ at their houses. Therefore, there is a new and closer collaboration 
between medical staff and social staff that did not exist before. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 There has been a big impact on the daily work as bringing technology to the home 
helps in the follow up of chronic patients at their homes, avoiding visits to the 
healthcare centre, preventing acute decompensations, and detecting new diseases 
associated to their chronic pathologies. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 Yes. Mainly with social care professionals, and primary care attention. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 
and communicate about the patient? 

 Collaboration in my opinion is very important, and it is the first time is has been 
achieved. Patients are waiting for the social care providers for their attention and 
follow-up. At the same time, the telemonitoring and SCP feedback guide the 
healthcare professionals on the social and medical status of the patients. It is the 
first time that we have available an online webpage that connects and permits to 
share information among all agents. 

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 There are many changes and benefits for all. The use of ICT helps to achieve the 
stabilisation of patients, introduce non-health staff to the use of biomedical devices 
and best practices, and the healthcare professionals to a new manner of performing 
medical attention. 

 

CARE PROFESSIONAL 2 

1. Will you give a presentation of yourself? 

 I’m an emergency nurse working at the Healthcare Contact Centre at Barbastro 
Hospital. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 It permits an integrated care of the patient, unifying the medical attention with 
their social needs in an easier manner for them, feeling more secure and protected 
in their health. 

3. How has the ICT supported you in your collaboration with the patient? 

 It has permitted a more exhaustive control of their health and a closer and personal 
contact. 
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CARE PROFESSIONAL 2 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Yes. It has enhanced the tracking of the evolution of the diseases of the monitored 
patients, avoiding decompensations, and the detection of new diseases before 
symptoms occurred. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 There has been a good collaboration with the emergency professionals (hospital and 
primary care) and with primary care staff to solve health problems of the monitored 
patients. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 
and communicate about the patient? 

  

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 Very weak accepted, either by health professionals, by social staff and by the 
patient. I’m been away of the benefits in the health field and also on the social for 
the user. 

 

CARE PROFESSIONAL 3 

1. Will you give a presentation of yourself? 

 I’m an occupational therapist. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I use tablets, computers, and biomedical devices to take vital signs. 

3. How has the ICT supported you in your collaboration with the patient? 

 These ICT permit us to have a more exhaustive control of the users, and a relief to 
know that there is a healthcare centre with a nurse and doctor that evaluate the 
health status of our users, and that react immediately if necessary, getting in touch 
with the families. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 In some cases the ICT fails, and we have to repeat their use. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 Now, I have collaboration with the hospital and with primary care healthcare 
professionals. The tool permits to know the schedule of activities to perform for the 
user and the care plan. 



D8.3 Second interim process evaluation report 

 
 

Public Page 52 of 106 v1.1, 11th September 2015 

CARE PROFESSIONAL 3 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 
and communicate about the patient? 

  

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 Satisfaction of the users is key as we see them quiet, confident and satisfied with 
this program so I consider the use of technology very positive. 

 

CARE PROFESSIONAL 4 

1. Will you give a presentation of yourself? 

 I’m an occupational therapist. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I use computers, tablets, and biomedical devices to take vital signs. 

3. How has the ICT supported you in your collaboration with the patient? 

 These technologies give me security by knowing that there is a nurse and doctor that 
supervise the medical status of my patients. This is the main benefit, avoiding visits 
to the healthcare centre, and permitting to perform better my social attention as I 
now have available information of the user (as we share medical data). 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

  

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

  

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 
and communicate about the patient? 

  

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 The satisfaction of the users is very high, and therefore I think that the new 
collaboration between social and healthcare professional is very enriching and 
rewarding. 

E.2 Attika 

E.2.1 End-users perspectives 
 

PATIENT 1: SX, female 

Presentation 

Will you give a presentation of 
yourself?  

Resident of the Municipality of Alimos 
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PATIENT 1: SX, female 

How did your illness occur? Genetic predisposition from father. Also, because 
of stress factors in family, I neglected my weight 
management; diabetes was a natural outcome 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

Pensioner. Now I am self employed and active in 
sales of healthy living products. Not active in 
terms of exercise. I perform all activities of daily 
life such as shopping, cleaning the house, cooking 
by myself. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

I have a laptop at home and have used internet for 
a long time, but not a Smartphone; now I have a 
tablet because of the programme. I use social 
media. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

In general, to access general information about the 
products I sell. As far as SmartCare is concerned, I 
use the tablet and the Vidame app in order to keep 
track of blood pressure and glucose measurements, 
and to keep track of my progress towards dietary 
targets set. From September 2015 I will access the 
new www.atticasmartcare.gr website to read 
scientific articles, newsletters and tips about self 
management of type 2 diabetes.  

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

I had an initial session with the care coordinator 
where the data of the health record were inserted 
in the ICSMER, and a number of questionnaires 
were filled in electronically. The Informed Consent 
Form was signed by me and the care coordinator. 
Following this session, the care coordinator handed 
me a tablet and glucose strips sufficient for 1½ 
month’s measurements, and then referred me to 
the physician who the same day performed a 
clinical exam, reviewed medication and results of 
tests, discussed the targets to be reached in the 
care plan regarding glucose and BP levels, and 
subsequently referred me to the social worker. 
The social worker assessed my situation relative to 
depression and anxiety. A negative result was 
evident, and no further action was necessary. 
Extra information on peer-to-peer support was 
requested, and I was referred to POSSASDIA, the 
Hellenic Federation of Associations of Diabetics for 
further steps. The care coordinator arranged a 
meeting with the dietician to jointly set the 
dietary targets to be followed in the Integrated 
Care Plan. The meeting took place three days after 
the initial meeting with the care coordinator. 
Weekly and bi-weekly targets were jointly set. 
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PATIENT 1: SX, female 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

Dietary targets were set during the first meeting 
with the dietician; these are reassessed on a 
weekly or bi-weekly basis. If the targets are 
achieved, new targets are set on the ICSMER. 
There is also regular vital parameter monitoring 
related to blood pressure and glucose levels. 
Joining support groups for diabetes has also been 
offered, but it is not compulsory. 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 

collaboration with you? 

 Do you have access to your health 
data? Can you see your own record? 
What do you use the information 
for? 

 What are the benefits and pitfalls in 

your case that ICT is being used to 
coordinate, plan and communicate 
care/ rehabilitation for you? 

I perform regular glucose and BP measurements 
through telemedicine equipment, and self manage 
dietary targets on a weekly basis, contacting 
through the Vidame app the dietician or the care 
coordinator when necessary or receiving automatic 
reminders, alerts and individualised messages from 
the physician, hence feeling safe that a team of 
professionals follows up care all the time through 
the platform. I always hoped for such a programme 
to take place in the municipality.  Now, I believe 
that the whole group of professionals that is 
behind ICSMER and Vidame cares for all aspects of 
my diabetes. I feel safe and happy; I can use 
technology to see my health record, and my 
measurements and targets, and I do not feel 
scared that I will not receive attention if there is a 
problem, or even wait for a professional to contact 
me. Before, I could not afford the whole array of 
services that otherwise would require attending a 
costly, specialised diabetes centre. Now, because 
there is a team behind the platform, I feel obliged 
to send my BP and glucose measurements to the 
platform through the app according to the care 
plan, and to follow the dietary targets set together 
with the dietician. Now I am able to self manage 
many aspects of my diabetes. 

Who have you had contact / 
cooperation with during your illness? 

All the professionals of the multidisciplinary team. 

 

PATIENT 2: DX, female 

Presentation 

Will you give a presentation of 
yourself?  

Resident of Agios Dimitriosm I am a pensioner, 61 
years old. 

How did your illness occur? Genetic predisposition. Many relatives suffered 
serious complications such as mutilation of lower 
extremities. I took the glucose tolerance test and 
hence found out about the disease. 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

A very independent and active person. I exercise 
every day, 1–3 hours a day. Also I socialise a lot 
with people and follow dancing classes every 
week. 
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PATIENT 2: DX, female 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

I use a tablet, a smartphone and a PC, and 
regularly access the internet for the last 5 years. 
Very keen on using social media. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

I used to access sites related to alternative 
medicine. Now I access the Vidame app in order to 
keep track of BP and glucose measurements, and 
progress towards dietary targets. From September 
I will access on the www.atticasmartcare.gr 
website to read scientific articles and tips about 
self management of type 2 diabetes. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

I am a participant in the LCT pathway of ATTICA. 
(The patient follows the same steps in the care 
process as Patient 1). Participation in support 
groups by psychologists is not necessary according 
to the outcomes of the HADS test. Expressed a 
willingness to participate in peer-to-peer support 
groups and to contact POSSASDIA to learn more 
about the self management of the disease. Showed 
interest to participate in social events organised 
by the municipalities. 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

Dietary targets were set during the first meeting 
with the dietician; these are reassessed on a 
weekly or a bi-weekly basis. If the targets are 
achieved, new targets are set on the ICSMER. 
There is regular monitoring of blood pressure and 
glucose levels measurements. Joining support 
groups for diabetes has also been offered, but it is 
not compulsory. 

http://www.atticasmartcare.gr/
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PATIENT 2: DX, female 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your health 

data? Can you see your own record? 
What do you use the information 
for? 

 What are the benefits and pitfalls in 
your case that ICT is being used to 
coordinate, plan and communicate 
care/ rehabilitation for you? 

Before the project, I believed that the whole care 
process was medical centred. Now there is a team 
approach with the cooperation of different 
professionals. I feel that there is care plan that is 
customised to my needs. The ICT tools are acting 
as a catalyst to self manage my condition; they are 
an incentive to follow the targets set, since I feel 
safe that there is a whole team caring for me. Now 
I can look at my health status and targets in the 
Vidame app at any place and at anytime. I feel 
more responsible for my health, and I try hard to 
follow the targets to get better results. The ICT 
tools allow me to schedule my life better with 
diabetes. I am very happy that the physician can 
communicate with me via personalised messages 
through the ICSMER and Vidame if there is a 
problem, or just to give me credit because I 
manage well. The ICT tools are easy to use, and I 
believe that my needs are covered. I would like to 
receive more scientific information through the 
portal of the SmartCare platform, as this would 
help me to better understand the disease and the 
management of all its aspect. I would also like to 
participate in online peer-to-peer support groups 
as part of ICSMER if there is a continuation of the 
project. I would like to stress to politicians the 
necessity of continuing with such a project that 
can improve the quality of life of the citizens with 
chronic diseases, and I will notify the municipal 
authorities accordingly. This is an innovative 
project that offers customised services; it needs to 
be continued in the municipality of Agios Dimitrios 
and other municipalities. I am also willing to pay 
out of pocket in order to receive such services, 
e.g. buying a tablet, paying for the internet 
connection, or paying a fee to the municipality. 

Who have you had contact / 
cooperation with during your illness? 

All members of the multidisciplinary team. 

 

PATIENT 3: BM, female 

Presentation 

Will you give a presentation of 
yourself?  

Resident of Palaio Faliro. I am a pensioner, 67 
years old. 

How did your illness occur? During a health check up. There was a genetic 
predisposition in the family. 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

I exercise and do ADL’s independently. In the 
summer I swim and in the winter I take long walks. 
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PATIENT 3: BM, female 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

I have a tablet and PC at home. I have had access 
to the internet for the last 10 years. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

To access sites about travelling, cooking, to read 
blogs. No facebook. I do not access the internet 
about health issues and in particular information 
about my disease. Now, I access the Vidame app in 
order to check the daily glucose and BP 
measurements, progress related to dietary targets 
in the online care plan, and messages sent by the 
physician and to check on any reminders or alerts. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

I am a participant in the LCT pathway of ATTICA. 
(The patient follows the same steps in the care 
process as Patient 1). Participation in support 
groups by psychologists is not necessary according 
to the outcomes of the HADS test. Showed interest 
to participate in social events organised by the 
municipalities. 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

Dietary targets were set during the first meeting 
with the dietician; these are reassessed on a 
weekly or a bi-weekly basis. If the targets are 
achieved, new targets are set on the ICSMER. 
There is regular monitoring of blood pressure and 
glucose levels measurements. Joining support 
groups for diabetes has also been offered, but it is 
not mandatory. 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 

collaboration with you? 

 Do you have access to your health 
data? Can you see your own record? 
What do you use the information 
for? 

 What are the benefits and pitfalls in 

your case that ICT is being used to 
coordinate, plan and communicate 
care/ rehabilitation for you? 

I believe the ATTICA pilot offers a customised way 
to manage the care of diabetes. Now I feel safe 
that a team of professionals constantly takes care 
of my health. I am a ‘docile’ patient, and when I 
know that the professionals are supporting me 
through the ICSMER, I comply with the orders and 
targets set. The programme is an incentive to self 
manages my disease. I can schedule my care 
routine much better now, as I have a specific tool 
to monitor continuously the progress towards 
achieving the targets set by the professionals. I 
like it a lot that the programme sends reminders to 
reach targets, or when a message is sent that gives 
credit when targets are satisfied.  I am impressed 
that by following the dietary targets on the 
platform I managed to lose 2 kilos in a very short 
period, something that I was trying to do for a long 
time before the programme was initiated. I am 
willing to pay some amount in order to continue 
receiving the SmartCare services after the project 
pilot ends. Finally I would like to see the insurance 
funds financing the implementation of such a 
programme. 

Who have you had contact / 
cooperation with during your illness? 

All members of the multidisciplinary team. 
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E.2.2 Interviews with professionals 
 

PROFESSIONAL 1 

1. Will you give a presentation of yourself? 

 Care Coordinator Nurse, Municipality of Alimos 

2. Can you describe the ICT solution and how it has supported integrated care? 

 The ICT tools allow for a holistic, customised and scientific provision of care for each 
patient. As a care coordinator, he has to constantly view the health and social care 
data on ICSMER in order to better coordinate care provision by the team and to 
better navigate the patient in the programme. 

3. How has the ICT supported you in your collaboration with the patient? 

 The team can exchange information within the ICSMER platform about the progress 
of each patient relative to the targets set in the care plan. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 I have more confidence in acting as a care coordinator, as all data are located in a 
safe virtual place; I do not need to look up information stored in different files and 
locations and waste my time. The IT solution has decreased the physical contact 
frequency with a patient a lot. Now, I only need to navigate the patients in the 
system when needed and to perform telcos or telephone contacts with them, but I do 
not need to see them all the time to perform BP or blood glucose measurements. 
There is a shift of workload from me to the patient who now self –manages to a great 
degree his/her condition. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 At primary health care level (Municipal Health Centre), traditional follow up 
procedures have changed, since the patient him/herself follows up his/her care plan 
progress online. Intervention by the team is only when there is a need, e.g. when 
targets are not followed. ICSMER is a tool for standardising care for each patient that 
before was not possible. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 
and communicate about the patient? 

 Please see point 7 below. 

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 It is a new way of collaboration between professionals. Before, there was no 
multidisciplinary team to care for a type 2 diabetes patient, and collaboration was 
difficult even between two professionals, as physical meetings were difficult to 
organise. Now all professionals can send messages to each other through the ICSMER 
platform, or can use the skype app to hold regular telcos and coordinate more 
efficiently the provision of care to individual patients. It also creates confidence in 
our work, since we can reach other professionals at any time to ask about his/her 
views and ideas on the management of each individual patient. 
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PROFESSIONAL 2 

1. Will you give a presentation of yourself? 

 Social Worker, Municipality of Alimos. I am involved in the assessment of the anxiety 
and depression of each patient; I refer to the psychologists should support group be 
needed, and provide contacts to POSSASDIA for peer-to-peer support 

2. Can you describe the ICT solution and how it has supported integrated care? 

 The platform allows for a holistic approach to a patient’s care, but this is further 
enhanced by the fact that the services are also physically co-located.  

3. How has the ICT supported you in your collaboration with the patient? 

 Since I now have a holistic view of each patient’s overall status, I exchange 
information and views regarding the management of care of each patient with other 
professionals; it is much easier to support the patient based on solid findings and 
information directly from the platform. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Not really. Until now a social worker was not involved in the care management for 
diabetics, it is a new experience for me, and it remains to be seen what are the 
benefits and pitfalls from this approach. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 At primary health care level (Municipal Health Centre) traditional follow up 
procedures have changed, since the patient him/herself follows up his/her care plan 
progress online. Intervention by the team is only when there is a need, e.g. when 
targets are not followed. ICSMER is a tool for standardising care for each patient that 
before was not possible. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 
and communicate about the patient? 

 Please see point 7 below. 

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 This way of cooperation is completely new, but it is very useful because the patient 
understands that management of diabetes is not simple, it needs a multidisciplinary 
team of professionals in order to cover all aspects of care. It appears that care will 
not be fragmented for people with diabetes if this model of care is followed in the 
future. 

 

PROFESSIONAL 3 

1. Will you give a presentation of yourself? 

 Dietician, Municipality of Agios Dimitrios. 
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PROFESSIONAL 3 

2. Can you describe the ICT solution and how it has supported integrated care? 

 The ICSMER allows for a holistic overview of the condition of the patient, hence it 
supports immediate joint decision making regarding following up progress related to 
the care plan. The Vidame app allows for customised behavioural changes by the 
patient, and for empowerment related to the self–management of dietary and 
exercise targets set in the care plan. All procedures are automated, and each patient 
can be guided through the ICSMER, thus minimising physical contact with the 
professionals. In such a way, the patient using Vidame and the tablet can change 
only those behaviours that need to change.  

3. How has the ICT supported you in your collaboration with the patient? 

 The platform allows for a new approach to cooperation between professionals and 
patients. Now, there is a shift from medical centred care, to multidisciplinary 
centred care. Patients crave for new services that cover not only the medical aspects 
but also the social aspects and issues related to their mental health, their diet and 
active living.  

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 The ICSMER directs the patient to change behaviours when they need to, and not in 
an impersonal manner, for example when they follow a dietary plan. Because 
patients appreciate this approach, they are disciplined and follow the targets and 
guidelines set by the multidisciplinary team. ICSMER decreases workload for the 
professionals: work done by the patient is work avoided by the professionals. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 In the Municipal Health Centre, traditional follow up procedures have changed, since 
the patient him/herself follows up his/her care plan progress online. Intervention by 
the team is only when there is a need, e.g. when targets are not followed. ICSMER is 
a tool for standardising care for each patient that before was not possible. 

6. How will you describe the collaboration by using the ICT as a tool to coordinate, 
plan and communicate about the patient? 

 Please see point 7 below. 

7. How will you characterise the changes in the collaboration after the ICT has 
been implemented? 

 The situation now is metaphorically as follows: The patient is like a child trying to 
use a bicycle. The professionals are the parents that do not hold the bicycle. They 
direct the child to try and cycle without help and in the right way, but with 
supervision until the child knows how to manage by him/herself. 

 

PROFESSIONAL 4 

1. Will you give a presentation of yourself? 

 Social Worker, Municipality of Agios Dimitrios: I have 17 years of experience as a 
social worker working with people with disabilities and vulnerable groups. 
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PROFESSIONAL 4 

2. Can you describe the ICT solution and how it has supported integrated care? 

 Although the part of ICSMER dedicated to the social workers is limited, I strongly 
believe that ICSMER supports integrated care. Use of ICSMER is easy, and I feel very 
confident about the use of this tool to support the care plan progress of the patient, 
since I know that a multidisciplinary team of professionals is always online to offer 
support when necessary, and that there are reminders and alerts in order to help 
self–management. 

3. How has the ICT supported you in your collaboration with the patient? 

 I now have a view of each patient’s overall status. I can exchange information and 
views regarding the management of care for each patient with other professionals. 
Now it is much easier to support the patient based on solid findings and information 
that I can see directly in the platform. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 The use of the tool by the patient decreases use of social services. I now have the 
ability to dedicate more time to other patient groups that do not have the 
opportunity to use such an online empowerment tool. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 In the Municipal Health Centre, I believe that all data needed per patient for follow 
up are stored safely online in a centralised way. I do not need to physically contact 
other professionals to ask for data or organise group meetings to discuss case 
management. 

6. How will you describe the collaboration by using the ICT as a tool to coordinate, 
plan and communicate about the patient? 

 Please see point 7 below. 

7. How will you characterise the changes in the collaboration after the ICT has 
been implemented? 

 I believe that the social record should be enriched with information regarding the 
support environment of the person, and that online peer-to-peer and professional-to-
professional chat rooms should be part of ICSMER so that collaboration is enhanced 
even further. 

 

PROFESSIONAL 5 

1. Will you give a presentation of yourself? 

 Physician - Diabetologist, Municipality of Agios Dimitrios: 

2. Can you describe the ICT solution and how it has supported integrated care? 

 ICSMER is very functional. Apart from storing all data per patient so that a global 
view of the condition of the patient is to hand at all times, ICSMER helps the patient 
to comply with the targets set in the care plan. It offers an incentive to self manage 
the disease, since the patient now knows that all professionals are available to 
supervise the individual care plan and advise on target setting should it be necessary. 
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3. How has the ICT supported you in your collaboration with the patient? 

 Patients now are more disciplined in following their targets, and they get used to a 
new model of care where self management plays the most important role. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Use of ICSMER changes the work routine for the physician. Using the ICSMER allows 
the physician to have a complete and continuous view of the integrated care plan of 
all patients without need for physical contact; he has more time to review the care 
plan, and see any progress made and advice for improvements. By contrast, in usual 
care follow up is fragmented, i.e. the physician needs to see the patient at least 3 - 
4 times a year, and each time evaluation of the disease status starts from scratch. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 In the Municipal Health Centre, all data are now stored digitally in one location, and 
all work is paperless. Cooperation and coordination of professionals through the 
ICSMER has been improved, it has become more immediate. 

6. How will you describe the collaboration by using the ICT as a tool to coordinate, 
plan and communicate about the patient? 

 Please see point 7 below. 

7. How will you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Tablets and telemedicine equipment are easy to use by the patients. They believe it 
is fun and they like the ‘gadgets’, hence they are more positive in using them and 
complying with the project. 

 

PROFESSIONAL 6 

1. Will you give a presentation of yourself? 

 Care Coordinator – Nurse, Municipality of Palaio Faliro: I am a care coordinator with 
previous experience in care management. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I think that ICSMER and the Vidame app are innovative in the self management of 
chronic conditions. 

3. How has the ICT supported you in your collaboration with the patient? 

 The platform and app offer an excellent way to increase the quality of life and 
satisfaction of the patient, since now the patient does not need to be anxious all the 
time about their disease. Patients do not use the teleconferencing (skype like app) 
option so much, they prefer to contact the care coordinator by telephone. It is 
imperative that they are trained in using this option more.  
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4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 All data are available online, and the patient can self manage the condition through 
the app without physical contact. I consider the option to send personalised 
messages through the ICSMER to the patients as a very useful tool, since the patient 
feels safe that the team is always there to support at any stage of the care process. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 In the Municipal Health Centre, this pilot is a chance to see if all the professionals 
can cooperate effectively through ICSMER. In general, cooperation and coordination 
of professionals has improved, it is more immediate. 

6. How will you describe the collaboration by using the ICT as a tool to coordinate, 
plan and communicate about the patient? 

 Please see point 7 below.  

7. How will you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Coordination of the multidisciplinary team is much easier now since all data are 
available to all professionals online real time. Each professional has a holistic view of 
the care plan of each patient at any time, irrespective of physical location. There is 
no need for regular physical contact between patients and professionals, and hence 
time can be dedicated to other activities performed by the professionals. I would like 
to see online peer-to-peer support groups and chat rooms between professionals in 
order to help decision making even more. I would also like to see Team Viewer as 
part of the ICSMER and the app, since this is an easy way to solve Level 1 technical 
problems remotely, and not having to meet the patient at home, e.g. to synchronise 
Bluetooth in the smart glucose or BP measurement device with ICSMER in order to 
transfer measurements to the ICSMER 

E.3 Eksote 

Date: 11th June2015 

E.3.1 End-users perspectives 
 

PATIENT 1 

Presentation 

Will you give a presentation of 
yourself?  

The patient is a 90 year old female who lives by 
herself in a detached house. The lady has two 
children, her husband died two years ago. 

How did your illness occur? Previously the lady has been healthy, and been in 
good condition. Nowadays, her vision has 
weakened, and locomotion is very difficult 
because of rheumatoid arthritis.  
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PATIENT 1 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

She also has some memory problems, but is able to 
manage at home by herself with daily help of 
children. In this patient case, there are no formal 
caregivers (home care, doctors and social workers) 
involved. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

Because of weakening vision, she cannot use a 
computer or tablet device. She is using a mobile 
phone daily, and uses Menumat foodservice (meal 
dispenser) (www.menumat.fi). Safety alarm is also 
in use. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

The patient has used the SmartCare video 
conference service from January 2015 (five 
months) with her daughter who lives 100 km away. 
The daughter wants to support her mother's daily 
living; the SmartCare solution has gave her the 
possibility to do so. They connect via video 
conference daily, and use it to socialise with each 
another. The video conference call is in the 
evening; the daughter is able to join in the daily 
living of her mother via virtual connection. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your health 

data? Can you see your own record? 
What do you use the information 
for? 

 What are the benefits and pitfalls in 
your case that ICT is being used to 
coordinate, plan and communicate 
care/ rehabilitation for you? 

 

 Both the patient and daughter are very satisfied 
with the service; for example, they are able to eat 
dinner together via video conference call and do 
some exercise at the same time. The patient said: 
“Safety has increased, and it is very nice that we 
have the possibility to video conference call 
together. Like she (daughter) would be here with 
me when we are seeing each other and doing 
things together." 

http://www.menumat.fi/
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PATIENT 2 

Presentation 

Will you give a presentation of 
yourself?  

The patient is an 85 year old male who acts as a 
carer (informal caregiver) to his wife (age 86). The 
married couple live in an apartment in the centre 
of Lappeenranta. They have two children who live 
a long distance away. 

How did your illness occur? The nurse visits when necessary. Home care 
workers take care of his wife twice a day. 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

The carer uses mobile phone daily and computer 
sometimes. Also this couple have Menumat 
foodservice. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

Earlier parents and children used to communicate 
via mobile phones, but now they are 
communicating via video conference calls several 
times a week. Both have difficulties moving around 
in the apartment. So the video conference call 
increases safety for the couple, and gives 
information to relatives that everything is OK. 
Video calls are also used for discussion and 
informal support with another carer who has also 
the same service. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your health 

data? Can you see your own record? 
What do you use the information 
for? 

 What are the benefits and pitfalls in 
your case that ICT is being used to 
coordinate, plan and communicate 
care/ rehabilitation for you? 

In this case, video calls are also used to 
communicate with social and health care 
professionals. The video call makes it easier to 
communicate with the Carer Support team of 
Eksote. In future, there is a plan to pilot a video 
connection between patient and doctor. This is 
possible when the nurse has a tablet device with 
her and the doctor has also video conference 
software in his computer. Video consultation could 
be used in acute cases or for monitoring long-term 
illnesses. 
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PATIENT 2 

 Users and relatives are very satisfied with the 
service. The carer said about SC video conference 
calls: “It is very important to develop new ways to 
provide care at home. Technology based social and 
health care is a great step forward for the persons 
who are not able to move from their homes”. 

 

PATIENT 3 

Presentation 

Will you give a presentation of 
yourself?  

The patient is female, 84 years old, who lives a 
long distance away from the nearest conurbation 
in a detached house.  

How did your illness occur?  

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

Home care visits once a month to distribute 
medicine. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

The patient uses her mobile phone daily, but had 
not used a computer or tablet device before the 
project. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

Video conference calls are used mainly to 
communicate with her children who live a long 
distance away. But home care could also make 
checking calls if needed.  

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of disease / 
rehabilitation program planned? Are 
there clear goals for your progress? 

The lady keeps a very important weekly video 
program; these are sent on Tuesdays by SmartCare 
project team. In the program there are specialists 
who explain for example social- and health care 
services and affairs, or physical exercises for 
elderly. Every patient who has SC video conference 
services is able to join these programs. 

What activities have been planned? 
Hospital, health care centre, fitness 
centre, etc.? 

 

How is the technology being used for 
supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your health 
data? Can you see your own record? 
What do you use the information 
for? 

 What are the benefits and pitfalls in 
your case that ICT is being used to 

coordinate, plan and communicate 
care/ rehabilitation for you? 
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PATIENT 3 

 This patient is satisfied with the service. During 
the interview she said: “It is nice to socialise with 
other elderly, and to hear the news of daughters”. 
New ways to have social contacts support living at 
home and reduce need of public social and health 
services. 

E.3.2 Interviews with professionals 

No interviews have been carried out yet. 

E.4 FVG-ASS1 

E.4.1 End-users perspectives 
 

END USER 1, Mrs S. 

Presentation 

Will you give a presentation of 
yourself?  

I am 90 years old and a pensioner. I have an elementary 
school degree, I have never been married, and I’ve been 
living alone in this same apartment for several years, in 
the outskirts of Trieste, in an area (called Microarea). I 
know everybody in the building. I have a son and a 
nephew who work but are present in my life, and a next 
door neighbour who keeps an eye on me and helps out 
on small tasks such as, for example, running errands. I 
am a heavy smoker. 

How did your illness occur? I used to be very active in my life, working and running 
around all the time. Also been smoking for the past 60 
years. As a matter of fact I haven’t given that up, yet 
(chuckles). Then I got diabetes, and after a few years I 
started having troubles with my heart and with my 
breathing. I suffer from post-infarction ischemic and 
hypertensive cardiopathy, COPD, diabetes, chronic renal 
failure. 

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

I have to do everything at a slow pace; I’m not in a 
hurry, after all. I get up, take my measurements 
(weight, BP, glucose, oximetry, etc.), take my meds, 
have breakfast, then do some very lightweight 
housework. There’s a wonderful volunteer who comes 
and see me almost every day (she’s a neighbour) and 
runs some errands, if needed. I prepare my own lunch 
and after lunch watch television and make a couple of 
phone calls. Dinner and bed. Not much of a life, but 
that’s the price of getting so old.  

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? 

I don’t have a computer, and don’t know how to use it. I 
have a cell phone, though. 
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END USER 1, Mrs S. 

What do you use the 
technology for? Do you use the 
technology to get access to 
your health data? 

I use all the system’s devices by myself (scale for 
weight, BP, glucometer, oxymeter) and am very proud 
of it, I feel young again! I plan on learning how to use 
the computer in the future before I get too old. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

A care plan was devised by all the people who take such 
a good care of me - doctors, nurses. Everybody wants to 
keep me at home and as healthy as possible. I don’t 
want to be rushed to the hospital. I live alone, so I need 
to be self-sufficient. Social services people come to 
clean my house once a week, and they also help me with 
my daily cleaning routine. I don’t do much else. If I 
wanted to, volunteers would come and take me out for 
lunch or go to the theatre twice a month, but lately I 
haven’t felt very energetic. I’d rather chat on the phone 
with my son or that wonderful call centre's young man! 

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

Well, my community nurse comes to see me on a regular 
basis, I have hospital follow-ups, and if I cannot move a 
doctor comes to see me at home. I monitor my health 
every day; the numbers go to the people who care for 
my health, and if something’s wrong, they know and 
they’ll provide help. I feel safe. 

How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your 

health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 
pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

Devices were installed in her household to monitor heart 
rate, blood pressure, glucose, weight and oximetry 
(oxygen levels) so as to allow her to live independently 
for as long as possible. She was also provided with a fall-
monitoring waistband and environmental devices for 
detection of temperature, smoke and water leaks. 
We’re like a big family. I know everybody and everybody 
knows me. At first, when my nurse asked me whether I 
wanted to join the project, I was scared: I thought that I 
might not be able to do the measurements by myself, 
and I also feared being left alone, but now I like the fact 
that even when I am by myself someone else can always 
read my data and share information. I think it’s cool. I 
also feel that my health depends on me, too. If I don’t 
do the readings, then no one can help me. It’s a sort of 
team work. I don’t need to have access to my data, I 
chose not to, because I wouldn’t know what to do with 
them. I’m not a doctor! But they asked me if I wanted 
to, or if I wanted to write notes or a diary on the 
platform. Some patients may like it, but I’m satisfied 
with my present set up. I am very happy with my nurse 
and my call centre young man. I asked them to call me 
once a week just to check on me, and they do it. I feel 
less lonely. They also remind me to take my meds. The 
system beeps, and I always feel that there’s always 
someone, somewhere, who is thinking of me. 
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END USER 1, Mrs S. 

Who have you had contact / 
cooperation with during your 
illness? 

I can contact the district and my nurse, if I need to. 
However, I have weekly calls with the young man from 
the call centre. He always calls me if a reading is not 
right. He asks me to repeat it and makes sure I am fine 
and using my devices correctly. As I said, it feels like 
family to me. 

 

END USER 2, Mr E. 

Presentation 

Will you give a presentation of 
yourself?  

Yes, well, I am 63 years old and a pensioner, and live 
with my wife and two young children. I have a Master’s 
Degree in Engineering and used to work as an engineer, 
but had to quit my job as a civil engineer and apply for 
disability pension because of my illness.  

How did your illness occur? I was very active and healthy. I travelled a lot both in 
Italy and around the world, I played sports. Then I had a 
heart attack, followed by a coma due to allergic 
reactions to medications. The following years were a 
downward spiral. I was growingly sicker and sicker, 
could not breathe. Now I have post-infarction 
cardiopathy, NYHA IV heart failure, severe COPD 
requiring oxygen therapy, diabetes, and multiple 
allergies. 

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

My life is filled with limitations. I need my oxygen tank, I 
can hardly walk. I try and help around the house, but 
there’s not much I can do. I feel sort of useless, 
hopeless and depressed. I take my measurements every 
day and that makes me feel somehow better, even if at 
times it may exacerbate my anxiety. Yes, I’m very 
anxious and scared of what the future may hold for me. I 
usually spend time on my PC surfing the net, or else I lie 
in bed. Not much of a life. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? 

Yes, I have been using computers and mobiles for many 
years now, I am familiar with the technology. Being an 
engineer, I have always been fascinated with technology 
and its potential. 

What do you use the 
technology for? Do you use the 
technology to get access to 
your health data? 

I monitor my parameters every day. I check my weight, 
BP, heart frequency, glucose levels, oxymetry and yes, I 
like to see what’s going on. I think technology is very 
important. It can make things a lot easier for us 
patients. We don’t have to repeat the same things over 
and over again to our providers, so misunderstandings 
don’t happen anymore. Everybody knows what’s going 
on. I think this allows for better care. Of course, if you 
are very anxious, at times it may make you feel even 
more so. But I always feel monitored and cared for and 
this is a great relief. 
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END USER 2, Mr E. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

A joint care plan has been drafted by the district and I 
am part of it, of course! I want to be able to stay home 
for as long as I can, even if I know this may not be 
possible. My SmartCare treatment plan focuses on 
symptoms control and close monitoring of weight, heart 
rate, blood pressure, oximetry, and glucose levels so as 
to prevent worsening of conditions and hospitalisation. 
Devices were installed in my home for clinical and 
environmental monitoring. 

I have several comorbidities, it’s not easy to handle 
everything, it’s like a roller-coaster. But being 
hospitalised is not the solution; I want to stay home for 
as long as I can. 

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

Well, my community nurse comes to see me on a regular 
basis, I have hospital follow-ups and if I cannot move a 
doctor comes to see me at home. I monitor my health 
every day and the numbers go to the people who care 
for my health. If something is wrong, they know and 
they’ll provide help. I also see a psychologist to help me 
with my depression and promote self-motivation. 

How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 

collaboration with you? 

 Do you have access to your 
health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 

pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

Well, the platform is very flexible, from what I’ve seen. 
It’s also secure and that is important. I want my clinical 
and social data to be viewed by the right people, not by 
the whole world. Training has been excellent. It was 
carried out by the IT staff, who also handle the help 
desk / call centre activities, and my nurse was present 
too. My wife also asked to be trained. She may not be 
very active right now, because she needs to take care of 
our children, elderly parents and in-laws, but she 
wanted to know how the platform works, in case she 
needed to help. I may access the platform, if I want to, 
and my wife can do the same. I feel more in control, less 
helpless than I used to. But I have to say that district 
services have always been excellent, even before 
SmartCare came. I’m lucky to be living in a region which 
has been implementing integrated care for such a long 
time. Technology has only acted as an added value. 
People also spoke with each other even before 
SmartCare came along. Let’s say that having an 
integrated platform is excellent, but it would not work if 
integration was not in people’s minds already. 

Who have you had contact / 
cooperation with during your 
illness? 

I often contact the cardiovascular centre head nurse, 
who has known me and my family for years now. There’s 
trust and knowledge. However, I have also talked to the 
call centre staff to make sure that everything was 
working fine. They sounded professional. They call me if 
a reading is not right. This seems like a good mix 
between technology and human relations. My children 
like it too. Children are more technology-oriented than 
adults. I hope it can teach them to have better care of 
their health. Health is priceless. 
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END USER 3, Mr M. 

Presentation 

Will you give a presentation of 
yourself?  

I am 75 years old and a pensioner. I went to school till 
junior high (8 years). I worked for many years as a 
plumber. I am married and have two adult children and 
three grandchildren.  

How did your illness occur? I had a heart attack several years ago. It was 
frightening. I had multiple bypasses and all started to go 
downhill (post-infarction cardiopathy, bypass surgery for 
a peripheral vascularisation problem, NYHA IV heart 
failure). I started having severe trouble breathing, in 
fact I need my oxygen tank all the time (severe COPD on 
oxygen therapy). I also have diabetes type 2and have to 
watch what I eat.  

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

I don’t do much. Luckily, I have a wonderful life, good 
children and great grandchildren. I have breakfast and, 
if I can, I make a very small walk. Then I basically sit in 
front of the television all day and I take my 
measurements. My wife helps me in this, too. I don’t 
know what I would do without her. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? 

I don’t know how to use computers, but I’ve seen that 
this technology is not difficult to use. However, since 
I’m always concerned about making mistakes, I let my 
wife take care of it! 

What do you use the 
technology for? Do you use the 
technology to get access to 
your health data? 

No, I refused to have access to my health data because I 
don’t want to know, I’d rather let professionals take 
care of me. On the contrary, my children like to keep 
informed. I trust my good doctors and my nurse who 
comes and visits me when I need it. I check my weight 
every day, as well as blood pressure, heart rate, 
oximetry, and glucose levels.  

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

I want to stay at home for as long as I can. This is the 
main goal. Before SmartCare I was admitted to the 
hospital seven times! My integrated plan aimed at 
keeping me at home while providing me with a good 
quality of life. Since I started the programme I feel I’m 
better monitored, I also feel less scared and so does my 
wife, who can finally sleep at night. I hope to be able to 
stay at home till the end. I told my doctor and my nurse.  

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

With the help of my wife, I check my weight every day, 
as well as blood pressure, heart rate, oximetry, and 
glucose levels. I also perform my own ECG which 
automatically transmits information to the platform in 
real time. I have regular checks and follow-ups. If I can I 
go to the district, otherwise someone comes to my 
home. But the system is very good. I can even take my 
ECG at home, it’s great! 
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END USER 3, Mr M. 

How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your 

health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 
pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

We all work together. I don’t do much; as I said, my wife 
and children are more involved, but I weigh myself each 
day, and take all the measurements the doctor decided 
were good for me. The call centre checks on me 
regularly, and if I forget to take a measurement they’ll 
call and remind me. They also remind me about taking 
my medications if I ask them to do it. I feel I’m special. 

Who have you had contact / 
cooperation with during your 
illness? 

My reference point is my domiciliary nurse. He’s 
wonderful, very calm and knowledgeable. He’s the link 
with everyone else. I know that he’s happy about the 
system, too. I guess that being able to communicate 
with everyone else at the same time makes everybody 
work easier and my life better. 

E.4.2 Interviews with professionals 
 

PROFESSIONAL 1  

1. Will you give a presentation of yourself? 

 I am a domiciliary nurse. I have been working in FVG healthcare system for the past 
25 years. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 In our region (FVG) we’ve been working with a view to integration of services and 
roles for many years. We regularly have district meetings where we discuss care 
recipients’ needs, status, improvements or changing needs. Healthcare and social 
care organisations have always collaborated with each other. The idea behind the 
SmartCare project was to create a platform to bring efficiency to a system that 
already existed. We also wanted to have everybody involved, including patients and 
caregivers. We believe that technology can promote self-care, and from our 
experience, it has. Now the information flow is much smoother, now everybody feels 
in touch with everybody else, including the patients. After the first assessment, we 
decide what monitoring is essential for our patient, be it blood pressure, heart rate, 
oximetry, glucose, and, of course, weight. When a patient lives alone, we often 
provide environmental sensors and a waistband to monitor falls. 

3. How has the ICT supported you in your collaboration with the patient? 

 It has been and it is great! I know what’s going on with my patients, so I can 
schedule my home visits in a much more efficient way. I go when it’s 
necessary, knowing that everyone is being well taken care of. Nurses are 
overwhelmed, so anything that can speed up the process without being a 
burden for the patient is welcome. 
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PROFESSIONAL 1  

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 It’s difficult to quantify. I know that my patients are happy to receive such close 
monitoring, and they like having to pitch in by carrying out their own measurements, 
for example, weighing themselves in the morning or taking their own blood pressure. 
Of course, people need the time to learn and become familiar with the technology, 
even if I must confess that I find this technology very user-friendly. Also, the 
relationship with the call centre has proven to be important for patients and 
professionals alike. We really feel there’s a team behind us. It’s very empowering. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 GPs, specialists, nurses, social care workers, patients, families and volunteers may 
access the platform, if they want to and if the patient consents. At present, there’s 
no direct connection with hospital records, but the communication between district 
professionals and municipalities has improved a lot. GPs' involvement is still scarce, 
but those who participate actively are fully involved and a pleasure to work with. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 At first it was somehow difficult to adjust, it was like learning a new language; then 
it got better and better. Being able to exchange information on users in such an 
easy way and keep it updated has made all the difference.  We, as nurses, play an 
important role in outpatient care, but often feel overwhelmed.  Now we can plan 
our home visits more efficiently, and we can also help social workers plan their own 
interventions better. An integrated platform ‘talking’ to all devices and sharing 
information with and among team members is a very important tool to have. Also, 
there is no need to repeat the same information over and over again. GPs, nurses, 
specialists and social workers all have the same information to hand. I think 
patients like it better, too. It helps everybody decrease their stress levels. 

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 As I said, same team work with a booster. 

 

PROFESSIONAL 2 

1. Will you give a presentation of yourself? 

 I am a physician, working as a cardiologist in outpatient care. 
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PROFESSIONAL 2 

2. Can you describe the ICT solution and how it has supported integrated care? 

 First of all, let me say that the SmartCare platform was designed according to 
stakeholders’ needs and specifications arising during focus groups and district 
meetings. The health platform is designed for home monitoring and environmental 
monitoring of patients with different pathologies and different social needs so as to 
improve their quality of life both in terms of healthcare and management. It has the 
double goal of enhancing the end user’s adherence while monitoring their vital 
parameters. By predicting the emergence of critical situations, it allows healthcare 
operators to intervene as soon as the end user’s clinical status changes and modify 
their medical protocols accordingly. The platform has a multi-faceted configuration, 
and is operated by healthcare / social care providers, who have access to the system 
depending on their specific roles; it can also be accessed by end users. It goes 
without saying that this kind of tailor-made monitoring and transversal health and 
social care communication allows us to never lose sight of our patients, so to say. 
Better work organisation thus ensues. 

3. How has the ICT supported you in your collaboration with the patient? 

 I find it very interesting. We, as physicians, spend a lot of time trying to get relevant 
information on our patients, especially the more frail. In fact, most of them have 
several comorbidities which we, as cardiologists, need to take into account to better 
adjust therapy. Traditional communication was good, but very scattered. SmartCare 
has provided a common ground where the patients’ healthcare and social care needs 
are highlighted and integrated. This must spell for better care. Moreover, for us 
cardiologists, the ability to set alarm thresholds and to modify them if and when 
needed, definitely leads to better monitoring and, ultimately, for better care. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 This is a better question for nurses, who spend more time with patients than we 
physicians do. However, I noticed what I feel could be defined patients' 
empowerment. When I go to see patients at home, they like to show me how good 
they are at, for example, measuring their own blood pressure. I hope that in the 
future, hospital systems and data registries will be added to the platform because 
there is no doubt in my mind that this kind of integrated approach may bring long 
term benefits in terms of quality of care and self-care. GPs will also hopefully get on 
board in larger numbers, because this kind of integrated approach would greatly 
benefit from a large scale involvement of GPs. The ICT solution is important 
especially for high risk, high intensity-of-care patients who need close monitoring 
and continuous exchange of updated information. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 GPs, specialists, nurses, social care workers, patients, families and volunteers may 
access the platform, if they want to, and if the patient consents. At present, there is 
no direct connection with hospital records, but the quality of the communication 
between district professionals and municipalities has improved a lot. 
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PROFESSIONAL 2 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 Well, it definitely makes life a lot easier. As I said, we’ve always been working as a 
multidisciplinary team, but working with paperwork means that exchange of 
communication is slow and often one-on-one. Also, as social services are part of the 
municipality, the drift was even larger. Now everybody knows what his/her 
colleagues are doing and we don’t need to repeat information or to ask patients over 
and over again. It may be the tool of the future if we want to improve self-care and 
sustainability.  

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 We’ve always collaborated well between districts and municipalities. So I don’t think 
there have been major changes in degree of collaboration, rather in quality of 
communication. Being able to access one platform and get the whole picture without 
having to make many phone calls or having to repeat same questions endlessly is the 
key to an efficient healthcare system.  

 

PROFESSIONAL 3 

1. Will you give a presentation of yourself? 

 I am a nurse, heading our nurse outpatient clinic, after having worked for over 20 
years in our hospital cardiology department.  

2. Can you describe the ICT solution and how it has supported integrated care? 

 The idea was to build something very flexible, scalable and easy to use. Focus groups 
showed that there were many concerns with stakeholders (formal and informal) 
about complexity hindering work rather than simplifying it. Older professionals as 
well as elderly patients and patients’ caregivers still lack computer skills. So I am 
glad to say that the platform which was offered to us was simple and very intuitive. 
The devices that come with the platform and which are being used by our patients 
are also very easy to use; recordings get downloaded through Bluetooth technology 
without requiring any specific action. This has boosted enthusiasm and truly 
supported integrated care. 

3. How has the ICT supported you in your collaboration with the patient? 

 It has made it even closer. Trust is built through several positive interactions. 
Patients seem more involved in caring for their own health. Also, having a help desk 
/ call centre always ready to answer their questions is a plus. Now, taking their 
weight measurement every day is not something boring to do, but, quite the reverse, 
something quite exciting. They feel they have a purpose. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 My patients feel less anxious about their conditions, maybe because the kind of 
monitoring provided makes them feel less isolated. Of course, in the beginning it has 
taken time to train and educate them. They were not used to using devices 
themselves, they were often concerned that they had done it wrong. Luckily, the 
help desk / call centre staff have proven invaluable. They are very knowledgeable 
and caring.  It is a matter of good technology, good training and goodwill. 
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5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 Unfortunately, it was not possible, at this time, to create a platform to communicate 
with hospitals. It would have taken too long for the project to start. But it will 
happen eventually, I am sure. In FVG, communication takes place within and 
between districts (community care) and municipalities providing social care.  I am 
using the platform every day and it’s great! 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 As I said, I think it’s a great tool. As with every tool, however, it needs to be used by 
motivated, knowledgeable and proactive users.  

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Same collaboration, but better structured and more efficient. 

 

PROFESSIONAL 4 

1. Will you give a presentation of yourself? 

 I am a physician specialised in internal medicine and working as a district specialist. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 Our integrated platform provides various access modalities and different levels of 
visibility. Every user is given a username and a password to access a whole range of 
integrated healthcare and social care information. Besides measurements (clinical 
and environmental), we can also set up a calendar of medical appointments and 
contacts, and set a series of alerts according to the measurements received from the 
platform. This has definitely improved the pace of our integrated care. Leaner, 
quicker, more efficient communication and quick overview of patient’s clinical 
conditions. 

3. How has the ICT supported you in your collaboration with the patient? 

 I noticed an improvement especially in my communication with my patient’s 
caregiver. Having to support a loved one with a chronic, debilitating condition lays a 
heavy toll on family members. They often become very anxious and feel helpless. 
This kind of close monitoring is definitely beneficial for everybody. It strengthens 
therapeutic alliance and trust. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 I guess the main issue pertains to responsibilities within the chain of command. 
Alerts need to be handled as efficiently and effectively as possible. This is where 
interdisciplinary communication and collaboration comes into play. The role of 
nurses and call centre is vital. I think we’re learning how to better communicate and 
deliver services. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 
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 GPs, specialists, nurses, social care workers, patients, families and volunteers have 
access to the platform, if they want to and if the patient provides consent (different 
access rights may be granted according to role). At present, there is no direct 
connection with hospital records, but the communication between district 
professionals and municipalities has definitely improved. GPs still play a secondary 
role, but hopefully they will be more involved in the future. Integration is a process, 
it takes time. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 ICT is a powerful communication and organisational tool. It serves the team, makes 
for symmetrical communication, involves the patient and his/her caregivers, and 
allows for the social sector to be fully involved. However, you cannot use tools 
without people. We need a change management process to take place in order for 
new technologies to be a 100% effective. It takes time, vision, leadership.  

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Very exciting new communication modalities. Collaboration has always been pretty 
good and close, even before SmartCare. Now, maybe there is the awareness that 
technology is not always a burden and a work overload, but it can substantially 
improve quality of life and allow professionals to better spend their time taking care 
of real emergencies. 

 

PROFESSIONAL 5 

1. Will you give a presentation of yourself? 

 I am a nurse, working as a domiciliary care district nurse. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 In our FVG region, the platform allows for integration of communication 
(questionnaires, evaluations, assessments, diagnoses, notes, etc.) and a series of 
home devices for clinical and environmental measurements. This means that the 
patient is being monitored 24/7, not just as a ‘patient’, but as a whole person as 
well.  Moreover, there is no more the risk of missing information. Everything is 
recorded on the platform, and the whole health and social care team receives 
relevant information simultaneously. 

3. How has the ICT supported you in your collaboration with the patient? 

 I have to say that the level of support the ICT platform has given me was 
unexpected. Given the level of monitoring and integration of communication, I can 
plan my workdays by taking care of real emergencies and frailer patients, rather 
than fragmenting my time in checking on everyone. This translates into better care 
for patients and more satisfaction for me as a professional. The system also allows 
for each patient to be unique and to have a tailor-made integrated care plan, 
flexible and efficient. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 I would say that my patients’ quality of life seems to have improved. They feel 
better about themselves, more active members of the team. This applies to 
caregivers as well. It’s a good feeling. 
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5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 For the time being, it’s not possible to directly download hospital records, but the 
communication within district professionals and municipalities has substantially 
improved. Some GPs are very happy and involved, some are probably waiting to see 
the project’s outcomes. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 ICT is making and will continue to make a difference. I am a young nurse, so I didn’t 
have lots of problems in learning and adjusting to new work modalities. I think this 
kind of approach will definitely strengthen nurses’ roles and ensure a true 
multidisciplinary, integrated approach.  

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Better collaboration with patients and caregivers. More efficient collaboration with 
co-workers. Greater satisfaction in one’s work. Lower levels of stress. 

 

PROFESSIONAL 6 

1. Will you give a presentation of yourself? 

 I am a social worker from the Municipality with long-standing experience in FVG 
social services work. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I work for the Municipality, and this has always posed some problems as far as real 
time communication about care recipients. Even if communication with Districts is 
good, our being physically removed from daily district work has always meant a lot of 
phone calls, paperwork, and at times miscommunication. ICT solution is the best way 
to reconcile two worlds, the healthcare and the social care, to better integrate and 
tailor interventions. Plus, having environmental devices set up at care recipients’ 
homes together with clinical monitoring is providing us with a lot of useful updated 
information, also concerning the monitoring of falls. Also, according to changing 
needs, we can more easily introduce additional services such as house cleaning and 
daily personal hygiene care. 

3. How has the ICT supported you in your collaboration with the patient? 

 I have a distinct feeling that care recipients enjoy the attention and feel directly 
involved in their own health management. By being able to closely monitor changes 
in their health, I can also provide faster modification of home care plans, e.g. 
activating personal hygiene, home cleaning and grocery shopping services for those 
citizens whose health and autonomy may be declining. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 As I said, I can better tailor my interventions and make them more effective. No 
waste of time. Users are happier and I am much more satisfied with my work because 
I feel less frustrated about not being able to get real-time information sharing. It’s 
empowering and gives more meaning to my daily work. 
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5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 Not with the hospital and usually not with physicians. As a social worker I usually 
communicate with nurses, who are the ones who maintain communication with 
physicians, specialists, etc. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 It is excellent to provide an overview of each care recipient so as to know where 
he/she stands at this precise moment in time. Our interventions need to be timely, 
since we deal with the frailest part of our population; the ICT system allows for 
timeliness and effectiveness. It is also fun to use. 

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Everyone feels acknowledged because he/she knows they have a role in the group. 
Time is better used, care is better targeted and delivered. I am very hopeful for the 
future. 

E.5 Kraljevo 

E.5.1 End-users perspectives 
 

END USER 1: Mr. X 

Presentation 

Will you give a presentation of 
yourself?  

Born 1934, retired, occupation was mechanical 
engineer. 

How did your illness occur? With years, my health condition started to 
deteriorate, so I have gout, enlarged prostate, high 
blood pressure which is regulated by drugs, increased 
eye pressure which I also regulate with drugs, as well 
as sand in the kidneys. 

Everyday life 

Can you describe your everyday 
life (activities, what are you able 
to do your-self, etc)? 

I am still quite active, but I get tired quickly. I live 
alone and take care of myself, and gerontology nurse 
visits me once a week for two hours. Mostly she helps 
with cleaning apartment. I do a bit of gardening too. I 
hang out with friends and relatives, and almost every 
day I visit my daughter and grandson. Occasionally I go 
to the Day Centre for the elderly for celebrations, and 
I especially like going on the day trips. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? 

I use a cell phone, and mostly my grandson helped me 
master the technology that did not exist in my time. 

What do you use the technology 
for? Do you use the technology to 
get access to your health data? 

I use technology solution within SmartCare project to 
be able to access my health information, and I am 
quite regular in entering blood pressure results. 
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END USER 1: Mr. X 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation program 
planned? Are there clear goals for 
your progress? 

Jointly, my programme is planned by my doctor, 
gerontology nurse and social work professional, as well 
as my daughter, which provides me with care. The 
main goal is to maintain my health. 

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

For now, I hope to stay at home unless I get 
completely tied to the bed. Then, I will think what 
next. 

How is the technology being used 
for supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 

collaboration with you? 

 Do you have access to your 
health data? Can you see your 
own record? What do you use the 
information for? 

 What are the benefits and 

pitfalls in your case that ICT is 
being used to coordinate, plan 
and communicate care/ 
rehabilitation for you? 

Doctor uses technology to communicate with me at 
times, and I personally think that is enough for now. I 
have access to my care plan, and it means a lot that I 
can remind myself of scheduled appointments, which 
results to obtain, etc. I think this is a good thing, I 
measure blood pressure regularly, enter 
measurements, and I improved my responsibility in 
taking medicine regularly. I would like to be able to 
order my medications this way, but it does not always 
work. It meant a lot that I had support from my 
daughter and grandson while I learned to use the 
smartphone, because it was new and unknown 
technology for me. Now I can do it all myself. 

Who have you had contact / 
cooperation with during your 
illness? 

With my selected doctor. 

 

END USER 2: Mrs. Y 

Presentation 

Will you give a presentation of 
yourself?  

I inherited late husband’s pension, previous 
occupation was housewife, education primary school. 

How did your illness occur? Ten years ago, I got sick with arthritis, and have high 
blood pressure which I control with medicines. Since 
two years ago, I am tied to bed and receive care and 
aid. 

Everyday life 

Can you describe your everyday 
life (activities, what are you able 
to do your-self, etc)? 

I am bed-bound, and there is almost nothing I can do 
without help from others. I eat by myself when I get 
served food. I can comb my hair, and all the rest is 
provided by others. My daughter-in-law hired a 
woman, and two of them are taking care of me. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? 

I do not use any of it, my daughter-in-law takes care 
of it. 

What do you use the technology 
for? Do you use the technology to 
get access to your health data? 

My daughter-in-law regularly measures my blood 
pressure, and informs me that it is always good when I 
took medicines regularly. She takes care of 
everything. 
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END USER 2: Mrs. Y 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation program 
planned? Are there clear goals for 
your progress? 

For me it is most important to feel well, my daughter-
in-law does all the work. 

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

For now, I hope to stay at home unless my daughter-
in-law stops taking care of me; then I will see what I 
can do. Nursing home will be the only solution. 

How is the technology being used 
for supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 

collaboration with you? 

 Do you have access to your 
health data? Can you see your 
own record? What do you use the 
information for? 

 What are the benefits and 

pitfalls in your case that ICT is 
being used to coordinate, plan 
and communicate care/ 
rehabilitation for you? 

My daughter-in-law says that she is in contact with the 
home care doctor. She is fine woman. I think this is a 
good thing, my daughter-in-law measures my blood 
pressure all the time and I see that she is entering 
results. I have enough medicines. 

Who have you had contact / 
cooperation with during your 
illness? 

I prefer to see my doctor in person, to talk with her, 
and my daughter-in-law is in contact with her by 
telephone. 

 

END USER 3: Mr. Z 

Presentation 

Will you give a presentation of 
yourself?  

Retired, high school education. 

How did your illness occur? Ten years ago, I got sick with diabetes. Due to 
weakness and loss of body weight, I went to see my 
doctor. 

Everyday life 

Can you describe your everyday 
life (activities, what are you able 
to do your-self, etc)? 

Most of the everyday activities I do myself. I help my 
household members around with lighter tasks, I take 
my medication regularly and control vital parameters. 
I use my leisure time to walk almost every day. I have 
problem with my vision, so reading is getting harder. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? 

I use computer and mobile telephone. 

What do you use the technology 
for? Do you use the technology to 
get access to your health data? 

I am committed to keep records of my blood pressure 
and glucose levels on my computer. I am not able to 
access the health information that is kept in my 
health record which is located at my doctor. 
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END USER 3: Mr. Z 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation program 
planned? Are there clear goals for 
your progress? 

Yes, together with my doctor, there is clear plan. 

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

Just Health Centre appointments. 

How is the technology being used 
for supporting your disease/ 
rehabilitation?  

 Are the HCPs using the ICT in 

collaboration with you? 

 Do you have access to your 
health data? Can you see your 
own record? What do you use the 
information for? 

 What are the benefits and 

pitfalls in your case that ICT is 
being used to coordinate, plan 
and communicate care/ 
rehabilitation for you? 

Yes, healthcare professionals are using ICT together 
with me. I can access my health data when I go for 
doctor's appointment, otherwise I do not have access 
to them. Any information exchanged I use to improve 
my health parameters. I think that I am very much 
informed and involved in my illness, so I do not 
require much assistance, but any communication 
raises level of self-responsibility for health problems. 

Who have you had contact / 
cooperation with during your 
illness? 

I had contact with my selected doctor and 
endocrinologist. Regarding instructions on the use of 
smartphone for the purpose of this project, I got from 
a computer technician in Health Centre. 

E.5.2 Interviews with professionals 
 

PROFESSIONAL 1: Social care 

1. Will you give a presentation of yourself? 

 Case manager at the Centre for Social Work, my occupation is social care 
professional currently working in the Department for the protection of adults and the 
elderly. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I am case manager for three users who are involved in the SmartCare project, and I 
regularly use the new technology. Users are much more accessible than before, and 
communication with them is faster and easier, therefore it saves my time. 

3. How has the ICT supported you in your collaboration with the patient? 

 It seems to me that the users are more accessible, we communicate faster, 
especially if there is an informal service of care. I have full insight into the 
integrated care record which makes planning easier. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 This solution certainly has many advantages, especially in communication and 
obtaining information faster. The large number of users that I work with in the 
course of my job who are not included in this project prevents me from giving my 
maximum attention to this IT solution. 
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PROFESSIONAL 1: Social care 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 Communication with the doctor in charge of my care recipient is now possible in a 
fast and convenient way; we can exchange needed information, agree on the next 
steps, and I get very significant information concerning eventual hospital admission 
and discharge from the hospital. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 My opinion is that it is good and that we will improve it further over time. 

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Changes that occurred are certainly positive, and my opinion is that during future 
collaboration we will yet discover further possibilities to improve. 

 

PROFESSIONAL 2: Social Care  

1. Will you give a presentation of yourself? 

 Case manager at the Centre for Social Work, supervisor in the Department for the 
protection of adults and the elderly, my occupation is graduated social worker. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I am case manager for three users that are involved in SmartCare, and I am everyday 
user of new technologies. There is no adequate protection for users without tight 
cooperation between health and social care; this system enables us to determine 
care recipients needs in a timely manner, and respond in accordance with them. 

3. How has the ICT supported you in your collaboration with the patient? 

 We communicate faster and more efficiently; informal care providers are helping us 
very much. The integrated care record eases our planning, and gives us the necessary 
information from the health perspective. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 SmartCare portal has a significant positive impact on our daily work with users. 
Initially it was not easy for me to get used to working on a tablet computer, but with 
time I managed to overcome it. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 SmartCare facilitated my communication with the user's chosen doctor; we are now 
also able to see whether our user is hospitalised or discharged from hospital. It 
means a lot to my everyday work that my user is taken care of in a medical 
institution. 
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PROFESSIONAL 2: Social Care  

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 I feel that we achieved very good collaboration. 

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 These changes are indeed positive. I think that we have joint insight in most things 
that are useful to our care recipients. 

 

PROFESSIONAL 3: Social Care  

1. Will you give a presentation of yourself? 

 Case manager at the Centre for Social Work, Department for the protection of adults 
and the elderly, my occupation is social worker. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I manage three users that are enrolled in SmartCare project. These users are now 
more reachable than before, and it saves us a lot of time. Our joint collaboration 
with health professionals is now easier, and our plans and tasks are now much better 
defined and allocated. 

3. How has the ICT supported you in your collaboration with the patient? 

 Firstly, improved communication with the users. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Our communication is much faster and easier, we obtain information faster. At first, 
there was a bit of resistance from my side, how will I adjust to the new technology 
at the end of my working career. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 We have now constant communication with the chosen doctor, exchange 
information, and we appreciate a lot the information regarding hospital admissions 
and discharges. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 I think we have good collaboration now, and that we will after some time provide 
much better results because we will be able to see some other new solutions that we 
are yet to discover. 

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Changes are positive because now I have a complete view of users’ needs, and I can 
react much faster in crisis situations; I am no long left to myself in resolving some 
problematic situations. 
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PROFESSIONAL 4: Health care  

1. Will you give a presentation of yourself? 

 General practitioner in the Health Centre Kraljevo 

2. Can you describe the ICT solution and how it has supported integrated care? 

 It is very easy to use. It improves communication and its frequency. I get some 
important information regarding the social care that my patient receives. 

3. How has the ICT supported you in your collaboration with the patient? 

 Availability and speed of information are much improved. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 All of above would be benefits. The main pitfall that I observed is temporary lack of 
motivation of patients for this kind of communication. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 Healthcare professionals in Health Centre exchange experiences and adjust their 
opinions, and make sure we do the correct job. Insight into the visits of the social 
workers provides information about the social condition of the patient, which is an 
important prerequisite for the maintenance of health.  Between hospital and GP, 
very valuable information, maybe most important, because before SmartCare this 
was not available, so I was unaware if my patient was hospitalised if it was 
unplanned. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 Yet another channel of communication is welcomed. Possibility to reduce number of 
patient’s visits to Health Centre if he has no need. 

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Significant innovation which is a bit strange for us, since we are used to see our 
patients more frequently. System significantly increases patient self-responsibility 
for health condition. 

 

PROFESSIONAL 5: Health care  

1. Will you give a presentation of yourself? 

 General practitioner in the Health Centre Kraljevo Ribnica ambulance. Chosen doctor 
for health service to adult population. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 The introduction of new IT solution has given doctors a better insight into the health 
condition of their patients, monitoring of vital parameters, risk factors in order to 
improve patient care and provide better disease control. 
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PROFESSIONAL 5: Health care  

3. How has the ICT supported you in your collaboration with the patient? 

 It enables better communication between doctor and patient. Doctor is available to 
the patient at any time of day or after working hours; it reduces the number of visits 
to the doctor. Doctor gives advice and tasks, and monitors activities of the patients, 
and gets a good insight into their health condition. The patient feels more secure 
because of improved communication with his doctor. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 As mentioned, easier communication between doctor and patient, better insight into 
health condition, monitoring of vital parameters, and eventual hospitalisation. Main 
benefit is establishing faster contact with the doctor, new activities for doctor by 
giving advice and tasks to the patient. Main pitfall is less free time for the doctor. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 Within Health Centre, in an emergency situation we have access to the patient’s 
integrated care record even if we are not their selected doctor.  There has been 
good cooperation between the Health Centre and social centre, where the social 
worker may contact the selected physician, and note that the patient is not feeling 
well. We have a good insight into the hospitalisation of patients and specialists' 
appointments. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 Coordination, planning and communication with patient are faster and easier. 

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 Using IT solution enables better insight in the data and monitoring of vital 
parameters. It ensures provision of better health services by selected doctor. The 
patient himself has a role in controlling his illness, and improving his condition. 

 

PROFESSIONAL 6: Health care  

1. Will you give a presentation of yourself? 

 General practitioner in the Health Center Kraljevo Ribnica ambulance. Chosen doctor 
for health service to adult population. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 Using ICT communication between the doctor and patient is facilitated. It is possible 
now to provide advice to patients and tasks in order to monitor their health and 
better control their disease. 

3. How has the ICT supported you in your collaboration with the patient? 

 It generates contact between doctors and patients at any time of the day (after 
hours). In addition to advice and tasks sent to patients by physicians, patients can 
now send data to the doctor about their vital signs (blood pressure, pulse, blood 
sugar levels). 
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PROFESSIONAL 6: Health care  

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Information technologies have enabled a better insight into the health of patients 
and increased patient safety due to the possibility of daily communication with the 
selected doctor. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital. 

 Between hospital and community care. 

 Between hospital and GPs. 

 When situation demands (emergencies, weekends, selected doctor on holiday) thanks 
to ICT solution we have insight into the health of patients that are treated by our 
colleagues. We can obtain information concerning the hospitalisation of patients. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 Coordination, planning and communication with patient are faster and easier. 

7. How do you characterise the changes in the collaboration after the ICT has 
been implemented? 

 After period in which patients adjusted to the use of IT solutions, we have 
continuous access to the data needed for a good and effective medical service. 

E.6 RSD 

E.6.1 End-users perspectives 
 

END-USER 1: Inge 

Presentation 

Will you give a presentation of 
yourself?  

I am 62 years old and have ten years of school. Been a 
trainee in a bookstore, worked in an office. I have 
earned a commercial studies certificate and classroom 
office training. Phone operator for a taxi service. 
Worked as a home care worker and been a seamstress. 

How did your illness occur? Diagnosed with a heart condition 12 years ago after 
coming home from the night shift as a home care 
worker, had chest pains, gasping for breath. I could 
taste water from my lungs, then passed out. Was 
hospitalised for 10 days and diagnosed with diabetes, 
and received a stent. 

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

I have heart fibrillation in everyday life. I live a sedate, 
quiet daily life. I had a job with reduced working hours, 
but now cannot manage to go to work at all. More 
limited at home, cannot knit anymore. Cannot walk very 
far, things go better with biking. I have fallen a few 
times. Daily exercise has been limited. 
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END-USER 1: Inge 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? What do you use 
the technology for? Do you use 
the technology to get access to 
your health data? 

I have a cell phone for contact, nothing else, but do not 
use it for Internet. I think it is exasperating to look at 
the phones during family celebrations and think they 
should be put away. 

I have a desktop computer and a laptop, and use it for 
genealogical research. My husband has a tablet, but I do 
not use it very much. I use Facebook and search for 
general information on the Internet. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

I go to rehab at the municipal clinic, have been to 
Svendborg. Rehabilitation has helped somewhat, as has 
attending the fitness centre. It has helped, it helped a 
lot. But it is hard to wash floors and do the heavy lifting.  

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

The goal of my daily life has been to bike longer; the 
goals have been documented from the beginning at the 
hospital. Six weeks in hospital (Svendborg) and 6 weeks 
in municipal treatment (Assens). I do exercise and have 
also been offered equipment, as in a fitness centre. The 
services offered by the hospital are roughly the same as 
the municipality, such as rowing machines, exercise 
bikes, treadmill, etc.  

After the 6 weeks of rehabilitation in Assens, I do not 
know what the plan is. Could think of starting a fitness 
centre myself. 

How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your 

health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 
pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

I have used the shared care on my computer. I enter the 
front page and a bit further in. But I have not used it to 
monitor communication. I do not know whether I have 
installed it properly. It creates a sense of control and 
understanding to have access to shared care. It is 
exciting to keep track of what is being written, and 
misunderstandings can be corrected. I think that it’s a 
natural thing to use a home page. I agreed to 
participate, as I was curious and thought that it might 
help, but not been able to get it to work. 

Who have you had contact / 
cooperation with during your 
illness? 

I have been in contact with cardiac nurse, 
physiotherapists and other heart patients, but have not 
had talked with the cardiac nurse very much concerning 
the use of shared care. It might be nice to have contact 
with health professionals through the shared care 
platform. Cooperation between the involved parties has 
been excellent. 
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END-USER 2: Marianne 

Presentation 

Will you give a presentation of 
yourself?  

I am 66 years old, married, and have been independent 
for 30 years, my son has taken over the company. I have 
a set of twins, daughter is a trained nurse. I have always 
taken much exercise. 

How did your illness occur? Illness occurred during a walk, felt tightness in my chest 
and contacted the emergency doctor after daughter's 
instructions on a Friday afternoon. Was hospitalised the 
week after on Wednesday, the diagnosis was a blood clot 
in the heart.  Received bypass operation and stent, this 
happened back in February 2015. It was 
incomprehensible as to why I was stricken. 

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

It does not affect my daily life, I had been afraid of 
what I would be allowed to do, but my daily routines are 
otherwise not affected. There is nothing that I cannot do 
today, but I listens to my body, I did not do so before. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? What do you use 
the technology for? Do you use 
the technology to get access to 
your health data? 

I use a computer on a daily basis for bookkeeping, I have 
an iPad. Has a cell phone. I use technology as needed 
but am not so skilled with it as young people. I search 
for information on the web. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

I have been to the cardiac nurse. Have been to 
Svendborg hospital 12 times for rehab, and it has worked 
well. Refused municipal rehab, it did not fit into my 
daily routine. I exercise on my own in my daily life.  

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

There was no plan for my training. I use treadmill, 
bicycle, play hockey, run up and down the stairs. It 
helped that I knew that there were no limitations on 
what I could do. The rehabilitation process is important, 
I feel you can teach your body again not to be afraid. 

How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 

collaboration with you? 

 Do you have access to your 
health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 

pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

Have not used shared care, have read the materials 
provided, that’s all. I do not want to peruse the 
information, as I thinks I will just become more ill. I go 
to the scheduled consultations with my own doctor, 
specialist, cardiac nurse and have no need for more. It is 
not certain that I will use the platform to seek out 
information. I telephone if I want information, so I 
cannot immediately see what I would use it for. 
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END-USER 2: Marianne 

Who have you had contact / 
cooperation with during your 
illness? 

I have been in contact with cardiac nurse, doctor and 
physiotherapists. I do not know whether the health 
professionals have used the platform. I have been 
pleased with my treatment. Otherwise, I do not know 
what has become of the cooperation. 

 

END-USER 3: Per 

Presentation 

Will you give a presentation of 
yourself?  

I am 74 years old, originally trained as sausage maker, 
was sausage master in several places. Worked as 
manager in several places and have lived in Rudkobing 
since '73. I have children and grandchildren.  

How did your illness occur? I had trouble walking in the garden and cycling. Last 
autumn, in November. I went to the doctor. Had an ECG 
taken, the same in Svendborg, and had a quadruple 
bypass at Odense University Hospital. 

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

Now I can do things again. I have no limitations in 
everyday life, and do not think about it, and feel 
thoroughly well. I have significantly more energy in 
everyday life, and work a lot in the garden. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other 
technologies? 

I use a computer very seldom, the wife can help out. I 
use cell phone, not a smart phone. We have a computer, 
but not a tablet. Not interested in it.  

What do you use the 
technology for? Do you use the 
technology to get access to 
your health data? 

I have no need to use social media, it’s so ridiculous. 
Well-educated and intelligent people use it, you can’t 
understand it. But I use electronic banking, digital 
citizen services and digital public mail box (eBoks). 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

Started rehab at Svendborg hospital in January for six 
weeks. Subsequently received an offer of municipal 
rehab in Rudkøbing. There was no plan, but they tested 
to see if there was any progress. Tested on an exercise 
bike. Did various exercises, stair climbing, treadmill and 
other activities. In the exercise room there were 
exercises with a ball and other implements. The 
municipal rehab was very similar to the one in 
Svendborg. 

I had no fixed objectives. Received nearly six weeks 
extra municipal rehab. It was good to train with other 
heart patients. 

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 
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How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your 
health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 

pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

It means very little, have not used it. It is not something 
I will use. I have received a few checks. It's a good thing. 
Have looked in once and seen the results, but when it is 
not in everyday language, it cannot be understood. So it 
is not something to waste time on, in my view. 

Who have you had contact / 
cooperation with during your 
illness? 

I have had contact with cardiac nurse, physiotherapists 
and physician. Could talk about the process with cardiac 
nurse, who has had contact with someone in Svendborg. 

Cooperation has been good, have received the 
information I needed. It has been very well coordinated. 
The communication between the hospital and family 
doctor has probably been good. 

E.6.2 Interviews with professionals 

No interviews have been carried out yet. 

E.7 Scotland 

E.7.1 End-users perspectives 
 

Service User 1:  

Presentation 

Will you give a presentation of 
yourself?  

85 year old woman, widowed for 18 years and have lived 
alone for since then. Worked until I was 54 and had 
three children. Until recently have experienced good 
health. 

How did your illness occur? I have now had two falls outdoors over the past year. 
The first was in icy weather and the second, I lost my 
balance. My eyesight has become very poor over recent 
years; I have macular degeneration. My cholesterol level 
was high and I am now on medication for this. 

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

I can do most things for myself. I shower independently. 
I get out to the shops or take a taxi into town. I no 
longer use public transport. 
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Service User 1:  

Use of technology 

 Do you use a computer?  

 Mobile phone? Tablet? Other 
technologies?  

 What do you use the 
technology for? 

 

 

 

 Do you use the technology 
to get access to your health 
data? 

Yes 

Yes 

 

I use my daughter's tablet. I have a smart TV which I 
watch but do not use for anything else. I find it too 
complicated. 

I use my mobile phone for calls and text. I store 
information in my lap top - telephone numbers, 
addresses. 

Not at present, I have used the SmartCare tools to self 
assess for risk of falling. I am thinking of using the Diary. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

I was introduced to SmartCare after a fall by my 
daughter. On this occasion I received treatment at 
accident and emergency. I was not admitted overnight. 
Investigations indicated there was no permanent 
damage. Oral pain relief was prescribed and then I was 
referred to the local falls team for assessment.  

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

I was provided with equipment to make sure I was safe 
in the bathroom. The physiotherapist from the falls 
team was also involved to assess and recommend a 
treatment plan. 

How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your 

health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 
pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

The SmartCare tools were explained to me; my daughter 
was present. I accessed the tools via my daughter's iPad 
on this occasion. 

 PHF (Personal Health Folder): I decided to use this 
to keep notes on my progress in the notes field to 
share with her GP and physio. 

 Diary: I felt I wanted to continue using my existing 
calendar that I keep in my kitchen; I will consider 
using this in the future when I am more familiar with 
the iPad. 

 Falls assistant tool: I will use this to self assess 
periodically with the help of my daughter; I will use 
the exercise videos to help me recover. 

 Community connections: I will use this to find out 
more about what is happening locally, and will use 
this with my home carer to explore what is going on 
nearby that I may be interested in visiting. My home 
carer would drive me there or if close enough we 
might walk. 

Who have you had contact / 
cooperation with during your 
illness? 

A physiotherapist, an occupational therapist my GP, my 
podiatrist and my home carer. Also A&E staff 
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Service User Scotland 2:  

Presentation 

Will you give a presentation of 
yourself?  

I am an 86 year old gentleman, widowed for some years. 
I live in sheltered accommodation. My daughter and my 
other family live in an adjacent county so no family 
support to hand. I have home care support. 

How did your illness occur? I have had several stumbles and one fall, which it is now 
discovered was due to mini strokes which affect my 
balance. 

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

I live in my own flat in sheltered accommodation with a 
warden some of the time. I join in communal activities 
within the accommodation, and also go out but cannot 
drive. I rely on taxis or mini buses. I generally look after 
myself with some help for meals and washing. 

Use of technology 

 Do you use a computer?  

 Mobile phone? Tablet? Other 
technologies?  

 What do you use the 
technology for? 

 

 

 Do you use the technology 
to get access to your health 
data? 

Yes 

No 

 

I have a new TV which can probably do more than I 
understand. 

I use my computer for shopping and accessing the 
internet. 

Not at present, I am using the SmartCare tools to look at 
better control over all my health and care visits. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

I am under the care of the consultant and attend a falls 
rehabilitation class. Using SmartCare is good to remind 
me of the exercises and also to keep track of my 
progress. 

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

It is planned that I will attend a falls rehab programme 
run by the local authority fitness team. I have regular 
reviews with the stroke consultant and aim to improve 
my strength and stability. 

How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your 

health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 
pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

I am using the diary to manage my various 
appointments. 

I show the diary to my home care workers. 

My health data has not been input as yet but I think this 
will be very valuable. 

I am very excited about being able to self-assess my falls 
and keep a record of them to share with my consultant. 

I like the thought that health professionals can input to 
one place and they can all see it so it means better 
communication. 
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Service User Scotland 2:  

Who have you had contact / 
cooperation with during your 
illness? 

Home care workers, nurses, warden, consultant. 

 

Service User Scotland 3:  

Presentation 

Will you give a presentation of 
yourself?  

I am an 89 year old lady living at home in a ground floor 
flat with my husband. I have two daughters and several 
grandchildren who all live close by. I use a wheelchair to 
get about, but can transfer in and out of a car. 

How did your illness occur? I have very poor mobility and I can slip or fall a lot when 
transferring between seating as I am not very strong on 
my legs. I recently had a fall but did not hurt myself too 
badly. 

Everyday life 

Can you describe your everyday 
life (activities, what are you 
able to do your-self, etc)? 

I can feed myself when in the chair and wash myself 
when sitting on a shower stool. I cannot stand so cannot 
do any cooking or household chores. I enjoy going to the 
day centre and seeing the carers and befrienders when 
they come in. 

Use of technology 

 Do you use a computer?  

 Mobile phone? Tablet? Other 
technologies?  

 What do you use the 
technology for? 

 Do you use the technology 
to get access to your health 
data? 

Yes with help from my husband 

No 

 

I use my computer for shopping and for contacting my 
family when they lived abroad. 

Yes, my health and care assessment has been input to 
my person held file. 

Management of your disease / rehabilitation programme by the use of ICT 

How is your management of 
disease / rehabilitation 
program planned? Are there 
clear goals for your progress? 

I don't really have a rehabilitation programme but I 
attend the day centre 2-3 times a week. I try to stay as 
active as possible, and like going out in the care with my 
befriender. 

What activities have been 
planned? Hospital, health care 
centre, fitness centre, etc.? 

There are no planned activities except keep an eye on 
my falls risk and try and prevent any more of these. 
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Service User Scotland 3:  

How is the technology being 
used for supporting your 
disease/ rehabilitation?  

 Are the HCPs using the ICT in 
collaboration with you? 

 Do you have access to your 

health data? Can you see your 
own record? What do you use 
the information for? 

 What are the benefits and 
pitfalls in your case that ICT 
is being used to coordinate, 
plan and communicate care/ 
rehabilitation for you? 

I am using the person held file to view my health and 
care record. 

My husband uses the on line diary to coordinate all the 
people we have coming in to help. 

My hubby and I did the falls assessment which was very 
informative, and will help keep up-to-date with any falls 
I have. 

It would be quite useful to be able to share some of this 
with our family if we need their help.  

Who have you had contact / 
cooperation with during your 
illness? 

Day centre staff, home care workers, befrienders, GP, 
family. 

E.7.2 Interviews with professionals 
 

PROFESSIONAL Scotland 1a 

1. Will you give a presentation of yourself? 

 Home carer 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I have seen the four different aspects of SmartCare. I think it is a great idea. I am 
not that comfortable with using technology. I can use a smart phone and receive and 
send emails on that. I was particularly interested in the shared Dairy. I think that 
would help to give Mrs H more flexibility regarding when I visit. 

3. How has the ICT supported you in your collaboration with the patient? 

 I think the diary will be the key benefit providing more flexibility to provide regular 
care and adjust days and time more easily. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Not yet; we have not had enough time to use it yet. The pitfalls might be both me 
and Mrs H's lack of familiarity with technology. We will need some help with this, at 
least at first. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

  Within the hospital: n/a. 

 Between hospital and community care: I receive emails directly regarding 
hospital discharges. 

 Between hospital and GPs: Not at present. We don't really get included in any 
hospital correspondence. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 I think it has potential to improve the delivery of care and give the CR more choice. 
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PROFESSIONAL Scotland 1a 

7. How do you characterise the changes in the collaboration after the ICT has been 
implemented? 

 Quicker – real time. Clearer information regarding CR 

 

PROFESSIONAL Scotland 1b 

1. Will you give a presentation of yourself? 

 General practitioner. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I think the four different areas are definitely important when managing falls. I 
understand that sharing information could improve communication across health and 
social care. 

3. How has the ICT supported you in your collaboration with the patient? 

 So far we have not really used it. Mrs H has indicated she wishes to use it as a 
memory aid for the various things she would like to talk to me about when she visits. 
She said she sometimes forgets important things, then remembers them when she 
has left the surgery. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 SmartCare has not had an impact on my daily work yet. It is too soon to measure. 
The pitfalls may be I do not have time to increase the time I have to spend with the 
patient to cover all of the issues Mrs H wishes to discuss. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

  Within the hospital: n/a. 

 Between hospital and community care: n/a. 

 Between hospital and GPs: n/a. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 Overall I think this is a good approach but it will not suit all older people. 

7. How do you characterise the changes in the collaboration after the ICT has been 
implemented? 

 I expect I will have a broader picture of my patients and their day-to-day activities. 
It could help identify the cause of regular falls. 

 

PROFESSIONAL Scotland 2a 

1. Will you give a presentation of yourself? 

 I am the warden in the sheltered accommodation where this gentleman lives. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I think this will be very beneficial for this gentleman as he has no relatives nearby. It 
will allow everyone who visits him to be better co-ordinated, and will allow him to 
have good sight of everyone coming in case he forgets. 

3. How has the ICT supported you in your collaboration with the patient? 

 I encourage him to record any falls and his exercises to support the invigor8 classes 
we have here. 
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PROFESSIONAL Scotland 2a 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Not for me but I can see the potential for him and other residents. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 We don't really get included in any hospital correspondence. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 This tool has great potential to allow residents to understand what is happening in 
their care, and allow them to be more in control of it. It may reduce the amount of 
queries we get too. 

7. How do you characterise the changes in the collaboration after the ICT has been 
implemented? 

 Better communication, less duplication and complication. 

 

PROFESSIONAL Scotland 2b 

1. Will you give a presentation of yourself? 

 I am the lead for the invigor8 class attended by this gentleman. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I like the falls assistant tool, as this can support him to self assess his risk of falls; it 
also provides him with safe information reinforcing what we say in the classes. It 
enables him to practice working on his exercises at home. If it shared with us, the 
diary would help us support his rehabilitation journey. 

3. How has the ICT supported you in your collaboration with the patient? 

 Yes it has helped us reinforce the falls work with him at home and support him to 
keep a diary of his progress which he can share with us. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Yes, we recommend SmartCare to every patient we sign up to the Invigor8 classes. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 Not yet, but we see great potential. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 This tool has great potential to allow us to communicate with everyone involved in 
this gentleman's care, and therefore it will be better integrated and prevent 
duplication. 
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PROFESSIONAL Scotland 2b 

7. How do you characterise the changes in the collaboration after the ICT has been 
implemented? 

 Better communication. 

 

PROFESSIONAL Scotland 3a 

1. Will you give a presentation of yourself? 

 I am the manager of the local day centre. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I think the tools are very useful for helping support people to co-ordinate all the 
various places they go and who comes in to see them. If we had access to the tools, 
it could help us get to know somebody much quicker, if they had populated the 
person held file. 

3. How has the ICT supported you in your collaboration with the patient? 

 Not yet, but we can see the potential for this lady and a lot of our other clients, as 
well as being able to view information and contribute to it as well as other health 
professionals. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 N/a, but we plan to introduce it with more of our clients. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 N/a. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 The communication should be better as we can use the tools as a way of sharing 
updates. 

7. How do you characterise the changes in the collaboration after the ICT has been 
implemented? 

 People have better communication which can only help the person. 

 

PROFESSIONAL Scotland 3b 

1. Will you give a presentation of yourself? 

 I am a home carer who comes to visit this lady. 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I think it is great that this lady and her hubby want to engage with on-line tools. It is 
nice to be asked what I think, as often we get forgotten. Hopefully if the lady shares 
the calendar I can understand more what all her needs are.   

3. How has the ICT supported you in your collaboration with the patient? 

 Not really, but we have talked about it, and it seems like a good idea. Lots of other 
people I visit would benefit from this I am sure. It's nice to be asked my thoughts 
when the lady was completing the About Me section.  
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PROFESSIONAL Scotland 3b 

4. Has the ICT solution had any impact on the daily work with the patients? If yes, will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Not yet, but if I can see a shared file or diary and can comment I am sure that would 
help give updates. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 N/a. 

6. How do you describe the collaboration by using ICT as a tool to coordinate, plan and 
communicate about the patient? 

 I think it is a great idea, as you often see so many people and get asked the same 
questions, it would be good if there was one file to share and everyone had the same 
information. 

7. How do you characterise the changes in the collaboration after the ICT has been 
implemented? 

 I think you better understand what people's roles are. 

E.8 Tallinn 

E.8.1 End-users perspectives 
 

CARE RECIPIENT 1 

Presentation 

Will you give a presentation of 
yourself?  

I am an elderly lady living alone in Tallinn. 

How did your illness occur? I have diabetes and heart problems. 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

I do not go out much and spends my time reading, 
watching TV and taking care of my cat. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

I do not use many ICT devices. I use a mobile 
phone to call my neighbour, carer and sometimes 
doctor.  

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

I have not used technology to look at my health 
data before. With SmartCare I now have access to 
my health measurement results.  

Management of your disease / rehabilitation programme by the use of ICT 

 I have a SmartCare tablet, a blood pressure monitor and a glucose meter. I measure 
my blood sugar and pressure twice a week. Regular monitoring is good because it 
reminds me to take my medication and make measurements, but I do not feel more 
secure regarding my health situation. 
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CARE RECIPIENT 2 

Presentation 

Will you give a presentation of 
yourself?  

I am an elderly gentleman. I live with my wife in 
Tallinn. 

How did your illness occur? We both have heart problems and are both 
participating in the SmartCare service. I already 
knew about my health condition for 65 years. 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

I do volunteer work and am part of an over 65 year 
old men's club. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

I do not use many ICT-devices, only mobile phone 
for calling. 

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

I can see my health measurement results and 
communicate with the SmartCare contact centre 
by using ICT. 

Management of your disease / rehabilitation programme by the use of ICT 

 With SmartCare I now have a SmartCare tablet and blood pressure monitor. My wife 
and I are measuring blood pressure every day and the results are automatically 
available for our GP and contact centre social care worker and contact centre nurse. 

 

CARE RECIPIENT 3 

Presentation 

Will you give a presentation of 
yourself?  

I am an 81 year old man living alone in Tallinn. 
Before retiring, I was a teacher. I loved working 
with children, and have two children of my own.  

How did your illness occur? I am diagnosed with heart failure and have a 
pacemaker. 

Everyday life 

Can you describe your everyday life 
(activities, what are you able to do 
your-self, etc)? 

I am an active elderly; I buy and cook my meals 
myself. 

Use of technology 

Do you use a computer? Mobile 
phone? Tablet? Other technologies? 

I often use technology such as mobile phone and 
computer. I usually use the computer to store my 
photos and send e-mails to my daughter who lives 
in Australia.  

What do you use the technology for? 
Do you use the technology to get 
access to your health data? 

I have used google to find my symptoms, but I keep 
my medical data in paper form at home. I prefer 
talking with the healthcare professionals face-to-
face, because in my experience e-mails are not 
that efficient. 

Management of your disease / rehabilitation programme by the use of ICT 

 With SmartCare, I have a tablet, blood pressure monitor and a social alarm button. I 
am taking blood pressure measurements every day, and can see the results on the 
tablet. I have also used the social alarm button when I have had troubles. 
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E.8.2 Interviews with professionals 
 

PROFESSIONAL 1 

1. Will you give a presentation of yourself? 

 Contact centre social worker  

2. Can you describe the ICT solution and how it has supported integrated care? 

 I use the SmartCare portal, tablet and telephone to provide integrated care. When it 
comes to contacting the patient for social consultation or problem solving, I prefer 
calling the patient.  To communicate with healthcare professionals, I send an e-mail 
or talks to them directly. 

3. How has the ICT supported you in your collaboration with the patient? 

 I can help the patient using a mobile phone and provide guidance. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 With integrated home care, I now communicate with the patients more often. Before 
the SmartCare services, the connection got lost when the patient returned home. I 
think that it is very beneficial to keep monitoring the patients to prevent serious 
problems and to provide security for the elderly.  On the down side, in my opinion 
the work load increases, especially when working with elderly patients who live 
alone. There is a security risk when it comes to data management. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 I have been active in the SmartCare portal and if I discover something that a nurse 
should pay attention to I let them know. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 

and communicate about the patient? 

 In my opinion, the best way to provide integrated care is to use a common electronic 
platform where different stakeholders can make suggestions and communicate with 
each other to provide better care to the care recipients. 

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 After using the ICT devices, communication between healthcare professionals and 
the patients and the feeling of teamwork has increased. 

 

PROFESSIONAL 2 

1. Will you give a presentation of yourself? 

 GP 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I use the SmartCare portal to communicate with patients.  

3. How has the ICT supported you in your collaboration with the patient? 

 I feel positive about the possibility to have an overview of health measurements. This 
gives me better understanding of the patient’s health situation.  
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PROFESSIONAL 2 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 I can now have access to the home-measurement data, which is often different from 
measurements done at the office. It is difficult to find pitfalls to the service, as 
there seems to be many benefits: better communication, fast data exchange etc. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 I have communicated with the hospital nurse; the alert system helps in situations 
where fast response is necessary. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 

and communicate about the patient? 

 I like the SmartCare solution; it gives more possibilities to collaborate with other 
stakeholders. 

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 I am very fond of the SmartCare service and hope that even more patients could 
receive it. 

 

PROFESSIONAL 3 

1. Will you give a presentation of yourself? 

 GP 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I use telephone and computer to provide the SmartCare services.  

3. How has the ICT supported you in your collaboration with the patient? 

 With SmartCare, I can monitor the patient every day. Based on the new information, 
I can change the treatment plan or invite the patient to the doctors’ office. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 I think that this kind of monitoring is very useful and convenient. I believe that the 
service also increases patient empowerment, because they can see that while taking 
their medication their measurement results are under control. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 I have given consultations in some cases. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 

and communicate about the patient? 

 With SmartCare, the collaboration between the patient and hospital increases; hence 
the patient gets better care. 
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PROFESSIONAL 3 

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 There is more communication. 

 

PROFESSIONAL 4 

1. Will you give a presentation of yourself? 

 Contact centre nurse 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I use telephone and computer (e-mails, SmartCare portal) to communicate with 
patients. 

3. How has the ICT supported you in your collaboration with the patient? 

 At the moment I am using only ICT devices to communicate with patients. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 I think that the pitfall is that maybe the service is too nurse-based. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 I have had consultations with the other healthcare professionals. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 

and communicate about the patient? 

  

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 I don’t have a comparison. 

 

PROFESSIONAL 5 

1. Will you give a presentation of yourself? 

 GP nurse 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I mainly use computer and telephone to provide SmartCare services. 

3. How has the ICT supported you in your collaboration with the patient? 

 She finds it very beneficial to have the measurement results always available online. 
In that way, it is much easier and convenient to get a very wide overview of patients. 
It is especially important to have an up-to-date overview about the patients who are 
experiencing some problems.  
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PROFESSIONAL 5 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 For the GP nurse, it is difficult to see pitfalls in the system when the patient is also 
being cooperative.  

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 I have mainly used telephone and computer. 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 

and communicate about the patient? 

 I would be glad if there could be some telecare devices in the general practices so 
the GPs could provide some to the patients who need them. 

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 I have noticed that the collaboration between patients, nurses and GPs has 
increased. 

 

PROFESSIONAL 6 

1. Will you give a presentation of yourself? 

 Contact centre nurse 

2. Can you describe the ICT solution and how it has supported integrated care? 

 I use telephone and computer to communicate with patients. 

3. How has the ICT supported you in your collaboration with the patient? 

 I am happy that the health measurement results are available in real time in the 
SmartCare portal.  When the measurements have exceeded thresholds, I can call the 
patient and find out what caused the excess. 

4. Has the ICT solution had any impact on the daily work with the patients? If yes – will 
you please describe how? What have been the benefits and the pitfalls seen from your 
perspective? 

 Using the SC portal has made the information exchange faster, and has increased the 
security of elderly patients. Also the patients feel more secure to have a personal 
nurse to whom they can turn.  The personal nurse can contact a doctor to find 
solutions to the problems. 

5. How have you used the ICT solution in your collaboration with healthcare 
professionals: 

 Within the hospital 

 Between hospital and community care 

 Between hospital and GPs? 

 If there has been a problem I have contacted the patient's GP. We can then have a 
consultation and I can advise the patient better. 
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PROFESSIONAL 6 

6. How would you describe the collaboration by using ICT as a tool to coordinate, plan 

and communicate about the patient? 

 When taking care of a patient it is very important to have team work. It is most 
important with elderly patients who live alone. The elderly have very many different 
problems, but solutions to the problems should be found in collaboration with people 
taking care of the patients. This can ensure even better welfare. 

7. How would you characterise the changes in the collaboration after the ICT 
has been implemented? 

 We now have a better relationship with the patients. 
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