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ABSTRACT 

Background Surveillance technology such as tag and tracking systems and video surveillance 

could increase the freedom of movement and consequently autonomy of clients in long-term 

residential care settings, but is also perceived as an intrusion on autonomy including privacy. 

Objective: To explore how clients in residential care experience surveillance technology in 

order to assess how surveillance technology might influence autonomy.  

Setting Two long-term residential care facilities: a nursing home for people with dementia and 

a care facility for people with intellectual disabilities.  

Methods Ethnographic field study.  

Ethical considerations The boards representing clients and relatives/proxies of the clients were 

informed of the study and gave their written consent. The clients’ assent was sought through 

a special information leaflet. At any time clients and/or proxy were given the option to 

withdraw from the study. The research protocol was also reviewed by a medical ethics 

committee.  

Findings Our findings show a pattern of two themes: (1) coping with new spaces which 

entailed clients: wandering around, getting lost, being triggered, and retreating to new spaces 

and (2) resisting the surveillance technology measure because clients feel stigmatized, missed 

the company, and do not like being ‘‘watched”.                                                                                                                     

Conclusion Client experiences of surveillance technology appear to entail a certain 

ambivalence. This is in part due to the variety in surveillance technology devices, with each 

device bringing its own connotations and experiences. But it also lies in the devices’ 

presupposition of an ideal user, which is at odds with the actual user who is inherently 

vulnerable. Surveillance technology can contribute to the autonomy of clients in long-term 

care, but only if it is set in a truly person-centered approach. 

 

 

 

 

 

 

 

 

 

 



INTRODUCTION    

ne of the main perceived benefits of using technology in long-term 

residential care settings for people with dementia or intellectual disabilities 

(ID) is that it could increase the freedom of movement and consequently 

the autonomy of clients. Instead of using certain forms of freedom restriction (such 

as bed straps or locked doors) in order to manage wandering behavior and/or 

safeguard clients from (self-inflicted) harm, specifically designed surveillance 

technologies (STs) can be utilized to increase the client’s range of action and 

movement, albeit in a secure and responsible way (Margot-Cattin and Nygard, 2006; 

Wigg, 2010; Zwijsen et al., 2012; Te Boekhorst et al., 2013). For instance, tagging and 

tracking technology, such as electronic bracelets and Global Positioning System 

(GPS) tags, enables clients to access areas on their own, without any hindrance, but 

within certain secure parameters. Similarly, ST such as video and audio surveillance 

and movement sensors might allow the client to move around more freely and at 

the same time notifying attending staff of any impending danger. 

Ethicists have pointed to an inherent ethical conflict in this premise, as monitoring 

clients using these forms of ST is also perceived as an intrusion on the autonomy 

(and consequently privacy) of the client (Eltis, 2005; Hughes et al., 2008; Perry et al., 

2008). However, the concept of (respecting) autonomy is not very straightforward 

with regard to the actual living situation of (long-term) care-dependent people, such 

as people with dementia or ID. In fact, standard views of autonomy emphasizing 

non-interference and independence have come under more criticism recently and 

are viewed as having only a limited applicability for long-term care (Agich, 2003; 

Hertogh, 2005; Bekkema et al., 2013). 

There have been few empirical studies that investigated whether and how clients 

with dementia or ID in residential care benefit from ST. So far, ST has been reported 

as something which might support well-being (Margot-Cattin and Nygard, 2006) or 

increase the quality of life (Wigg, 2010). On the other hand, Te Boekhorst et al. 

(2013) concluded that the quality of life of highly dependent nursing home residents 

with dementia seems to be unrelated to the use of ST versus physical restraints. In 

addition, Margot-Cattin and Nygard (2006) state that the possible reasons for 

residents not to benefit from an access system were not particularly investigated in 

their study and more research is needed as to why people with dementia might not 

benefit from ST. 

Of the three empirical studies to date, all focused on residential care for people with 

dementia (Margot-Cattin and Nygard, 2006; Wigg, 2010; Te Boekhorst et al., 2013) 

and none on residential care for people with ID. Despite intrinsic differences 

between both client groups, the use and application of ST raises very similar (ethical 
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and legal) issues in people with dementia and ID, specifically within a residential care 

setting (Welsh et al., 2003; Perry et al., 2008; Niemeijer et al., 2010). In the Netherlands 

for instance, one judicial framework exists that pertains to the rights of both 

(institutionalized) groups, specifically with regard to freedom restriction and ST, 

providing an additional reason to include both people with dementia and people 

with ID as the focus of empirical research. 

Whether the client is benefited by ST, it is necessary to research their perspectives 

and experiences with ST. Increasingly, ethnography has been recommended as a 

suitable approach for investigating the experiences of people with dementia or ID 

in residential care, allowing researchers to obtain ecologically valid insights into client 

perspectives, not only through verbal communication but also by observing 

behavior and reactions (Gilbert, 2004; Nygard, 2008). Accordingly, we conducted an 

ethnographic field study in two different residential care settings whereby the main 

aim was to explore how clients in residential care experience ST, in order to assess 

how ST might influence the autonomy of people with dementia or ID. 

 

METHODS 

Design                                                                                                                                                                   

The analysis featured here was drawn from data generated in an ethnographic study 

conducted between 2010 and 2011 in two residential care settings in The 

Netherlands. Ethnography is characterized by a prolonged contact with informants 

and enables the researcher to observe behavior which is best understood in its own 

natural environment. This explorative study involved participant observation 

combined with informal conversations with clients, intended both to gain better 

understanding of clients’ experiences with ST and as a clarification of what had just 

been observed (member check), and formal interviews with relevant others, such as 

family and staff.  These were undertaken not only to triangulate and validate the 

data, but in some cases simply to broaden the view to include the person’s immediate 

context in terms of the social environment (DeWalt and DeWalt, 2010).  

Selection of care settings                     

392 nursing homes and 144 residential care settings for people with ID in the 

Netherlands were approached through a survey; 160 nursing homes and 79 

residential care settings for people with ID returned the survey. Care settings were 

selected on the following criteria: 1) they shared a multiplicity of ST; 2) ST was used 

as an alternative to physical restraints, and 3) the application of ST was integral to 

their care policies (e.g. a specific ST protocol). After having identified more than 30 

potential residential care settings, 7 residential care settings expressed a willingness 



to cooperate in the research and were visited by the researcher. Ultimately two 

residential settings were chosen (table 1) where the research took place:  

1. A dementia special care unit (DCU) of a nursing home in the North of Holland, 

consisting of six new small scale units and one large scale unit (43 clients) 

2. A residential care facility for people with ID (CFID) in the southwest of Holland 

providing care for a heterogeneous group of clients with ID, ranging from mild to 

severe ID. Research was done in six small scale living units: two units for clients 

aged 45 and above with severe ID (including ID and dementia); two units for clients 

aged between 18-40 with moderate to severe ID and two semi residential units with 

clients aged between 25 and 60 with mild ID (42 clients in total).                          

These two different populations had overlapping features; such as older clients in 

either settings with dual diagnoses of dementia and ID, and differences, as the 

average age of clients with ID living in four of the observed six units was lower than 

that of the DCU. This meant that some of these clients were more mobile and agile 

and had a tendency to run away (instead of wander off more slowly). With regard to 

both residential facilities, there were no other obvious differences in activity profile 

and consequently surveillance needs. However the surveillance of clients with mild 

ID in the semi residential care units did differ more significantly from those in 

residential care, as they were deemed capable of doing more themselves (see table 

2). In addition the clients with mild ID were easier to communicate with verbally, 

due to their cognitive abilities.   

Informed consent                                                  

People with dementia or ID may not always express valid informed consent to 

participate in research, as they are not always capable of communicating well verbally 

(Margot-Cattin and Nygard, 2006). In order to protect those individuals taking part 

in the study, the following steps were undertaken. First, the boards representing 

clients and relatives/proxies were informed through a letter and granted their written 

approval. All family or proxies of the clients in the units where the research took 

place were informed of the research study through information leaflets and were 

asked to give their written consent. In order to seek the clients’ assent, a special 

information leaflet informing the client of the research study was designed and 

handed out as well. In addition, every time the researcher participated in a new unit, 

each client would be informed of his presence and asked by the attending staff 

whether anyone refused his presence. 

 

 

 



Table 1:  Characteristics of selected care facilities. 

 

The researcher was specifically instructed by the management of both facilities to 

stop gathering data if a client showed any signs of stress or disapproval of the 

researcher’s presence even if there had been no refusal beforehand. At any time both 

relatives/proxies and client were given the option to withdraw from the study. An 

information meeting was held for staff prior to the study informing staff of the study 

and ask for their consent. Finally, formal approval was granted by the management 

teams of both facilities and the research protocol was reviewed by Medical Ethics 

Committee of the VU University Medical Center. In order to ensure confidentiality 

of all informants, all data was anonymized. 

Use of ST devices                            

Table 2 provides an overview of the ST devices which were used in the facilities 

researched. Most devices were used in both facilities, with the exception of acoustic 

surveillance and GPS technology, which was only used in the CFID.  

Facility characteristics Dementia care unit 

(DCU) 

 

Care facility for people 

with ID (CFID) 

Area Semi-rural 

 

Urban 

Number of units (where the 

research took place) 

7 in total: 6 small scale 

units + 1 large scale unit 

(all in 1 location) 

6 in total: 4 residential 

small scale units, 2 semi 

residential units outside the 

CFID 

Number of clients (who 

participated in the research)  

43 in total (6 clients per 

small scale unit, 13 clients 

in the large scale unit) 

42 in total (7 clients per 

unit in the CFID 

Indication ST by team supervisor and 

elderly care physician in 

consultation with family 

or proxy 

by team manager, ID 

physician and psychologist 

in consultation with client 

or family or proxy 

Physical restraints 

 

nursing blankets, bedrails, 

wheelchair table tops and 

safety belts in the 

wheelchair, locked doors 

nursing blankets, bedrails, 

safety belts in the 

(wheel)chair, seclusion 

area’s, locked doors 



 

Table 2: ST devices and their use in both selected care facilities 

Device Use 

DECT phone Each nurse or support worker was equipped with a 

DECT phone, enabling them communicate with each 

other and to ‘listen in’ on any room of their unit. An 

alarm on the DECT phone could be triggered by sound 

and/or movement detection (sensors) which were present 

in each room. In the DCU the DECT phone was used 24 

hours per day, in the CFID only during the day and 

evening shifts, but not during the night. 

Movement sensor(s) Depending on each individual case, these were switched 

on or off in the client’s bedroom. 

Acoustic sensor(s) In the DCU, depending on each individual case 

these were switched on or off, in the CFID all the 

clients were listened in during the night. 

Acoustic surveillance During the night all clients of the CFID were 

listened in from a central location using the acoustic 

detection in the clients’ room. 

Electronic bracelets 

 

 

 

 

 

 

In the DCU, 8 clients wore electronic bracelets to 

which the automatic doors would respond to. The 

bracelets allowed them to walk within specific areas 

with set parameters, so called ‘living circles’. There 

were 3 living circles: the small scale living unit, the 

hallway that led to the units and an extra walking 

area. Depending on the client, a specific living circle 

was assigned. In the CFID 4 clients within the 

facility wore bracelets which only opened to one 

extra-large corridor, outside the living unit. 

Automatic doors Each door had an access code that only staff and 

regular visitors knew. However the doors would 

open to those clients with electronic bracelets. 

GPS tags  2 clients in the CFID had a GPS tag, which was 

sewn into their coats. The GPS tag allowed clients to 

walk around outside on their own, on the terrain of 

the CFID. The GPS was linked to the computer in 

the office part of the living unit. 



Video surveillance In the DCU a camera was used in the hallway 

connected to a monitor of the night nurses’ office. 

In the CFID a camera was used in a semi residential 

unit, connected to a monitor in the front office. In 

addition, individual cameras could be placed and 

used during the night, monitored from a central 

location (one client with severe epilepsy had camera 

surveillance during the night).  

 

2.5 Data-collection                                                                           

Data was collected by the first author (A.R.N.) during two different periods: from 

April 2010 to July 2010 in the DCU and from November 2010 to February 2011 in 

the CFID. See table 3 for an overview of the characteristics of the data collection. 

Because participant observation is flexible, it allows for many combinations and 

permutations of data collection in the research setting (Hoare et al., 2012). For the 

researcher this meant at times switching from active to moderate participation 

(DeWalt and DeWalt, 2010) when the opportunity arose. Active participation meant 

helping out the nurse (assistant) or support worker during a shift- primarily with 

domestic tasks, such as cleaning, cooking and feeding clients, or accompanying 

clients on their way to their day activities. Moderate participation meant the 

researcher would suspend his tasks if and when possible, in order to follow or 

shadow specific clients who were on the move. All staff was informed beforehand 

that this could occur during the participation of a shift. Field observations were 

documented in field notes which included not only observations of all occurrences 

related to ST, but also reflective comments of the researcher and information from 

the care plans of the clients to which the researcher was also given temporary access 

to (i.e. only to be read on location) in both care settings. Next to this the researcher 

conducted eight formal interviews in the nursing home and five formal interviews 

in the care facility for people with ID (see table 3), whereby all key informants were 

purposively sampled. These interviews would last between 45 minutes and an hour 

and were transcribed ad verbatim. The interview guide used was structured on the 

field notes and was designed using the same format for all the informants in order 

to give meaning to the researcher’s observations, but also to bring out their 

perceptions on (how the client experiences) ST, and to elaborate on the meanings 

they gave to the clients’ actions. 

 

 

 



Table 3: Data collection                

                                                                                                                                                                

 Dementia care unit (DCU) 

 

Care facility for people with ID 

(CFID) 

Period April 2010 to July 2010 November 2010 to February 2011 

Participant 

observation in 

the facilities 

14 weeks 

3 days a week 

200 hours of observation 

Participating in various shifts; 

i.e. day, evening and night shifts 

12 weeks 

2 days a week 

140 hours of observation 

Participating in various shifts; i.e. 

day, evening and night shifts 

Also present 

at 

 

three rounds with the doctors, 

two information  meetings with 

family, two 30 minute ST 

instruction trainings for new 

staff, during the transfer of 

shifts and during day time 

activities with the clients. 

a fire safety instruction training 

for staff, during an exercise 

session with the clients and 

physiotherapists, at an ethical 

committee meeting, during the 

transfer of shifts and during day 

time activities with the clients. 

Formal 

interviews 

1 member of the board 

representing clients 

2 night nurses 

1 nursing assistant 

1 elderly care physician 

2 team leaders 

1 occupational therapist       

(n=8) 

2 two relatives of one of the 

clients.  

1 ID night care manager 

1 ID physician  

1cluster manager   

1 occupational therapist.         

(n=6) 

 

2.6 Analysis                     

A grounded theory approach allows important concepts to emerge out of the data; 

meaning is created through the generation of data (Corbin and Strauss, 2008). 

Analyzing in accordance with a grounded theory approach meant data analysis and 

data collection taking place in the same time frame. This entailed that the data was 

read preliminary to refine the research question and guide the ensuing data collection 

and re-read in order to search and identify patterns, after which they were compared 

and analyzed on differences and similarities (‘constant comparison’, Glaser and 



Strauss, 1967; Corbin and Strauss, 2008). First the field notes and concurrently the 

interview transcripts were initially coded using open codes and writing initial memos. 

After identifying core themes related to the research question(s) a focused coding of 

all the data, together with the second author (M.F.I.D.) was conducted, using 

integrative memos and linking codes and data to each other in order to identify 

categories (see figure 1). In order to examine for variance and consistency on these 

categories, contrasting examples were examined more closely. With the aim of our 

study in mind, a pattern of themes emerged, which were discussed together with the 

third and fourth authors (B.J.M.F. and C.M.P.M.H.). The entire process of analysis 

feedback was given through discussion (‘peer debriefing’) with other members of 

our research group and through interim reports on the research findings with an 

advisory panel of experts from in the field (e.g. physicians, policy advisors and client 

representatives), with whom preliminary results were discussed. If there were 

discrepancies in the analysis, these would be resolved through consultation with the 

panel of experts. During analysis, close attention was paid to the fact that the data 

reflected several different perspectives (e.g. the formal interview data contained 

caregiver perspectives, whereas the observational data focused primarily on the 

clients’ actions and views). As it was the clients’ experience and behavior that was 

the primary object of this study, it should be noted that the examples in the results 

section are all drawn from what was directly observed. As such, the interviews have 

been primarily used to triangulate the data (and to broaden the view of the client). 

In the presentation of our findings we try to use ‘thick description’ (Lincoln and 

Guba, 1985) by describing the phenomenon observed in sufficient detail. 

 

 

 

 

 

 

 

 

 

 

 

 



Figure 1. Process of analysis 

 

 

 

RESULTS                                         

How clients in residential care experience ST was understood to create a pattern of 

the following two themes: 

Theme 1. Coping with new spaces which entailed clients: (1) wandering around, (2) 

getting lost, (3) being triggered, and (4) retreating to new spaces. 

Theme 2. Resisting the ST measure because clients (1) feel stigmatized, (2) missed 

the company, and (3) do not like being ‘watched’. 

 

Theme 1: Coping with new spaces                    

The introduction of ST in both care facilities meant that each client who was still 

mobile was given a new electronic bracelet, and depending on their activity profile 

and surveillance needs were allowed to move around more freely in new space, albeit 

within set parameters. How clients coped with these “new spaces” is illustrated by 

the different experiences below.  

 

Open coding of the 
observational data

Independent coding 
by different members 
of the research group

Discussion of open 
codes amongst 

members: striving 
towards consensus 

Reformulation of 
open codes

Axial coding: 
identifying 

relationships among 
the open codes. 

Making theoretical 
memo's and creating 

categories

Selective coding: 
connecting categories

Generating themes
Testing integrity of 
main two themes 

within research group



Wandering around                                   

As a result of the electronic bracelets, certain clients in both care settings were 

constantly on the move in what was now additional space, whereas before these 

clients had been confined to moving around in their communal living room. Since 

ST had been introduced, several nurses and support workers had noted that a 

number of clients had become “less restless” during the night. One of the more 

“restless clients” (as she was called by staff) in the nursing home, Mrs. V., found it 

indeed difficult to keep still during the day and even during the evening meal, where 

she would frequently wander off before the rest had finished, continuously moving 

around in what was now additional space. Before she would get up she would often 

proclaim: “I have to go now- otherwise I’ll be late” (field notes, 10 May 2010), often 

taking some cutlery or other loose items with her, putting them in her handbag and 

then placing these somewhere else, such as one of the chairs in the hallway, where 

she would pick them up later again and again place them somewhere else. This would 

be done repeatedly during the day. The night nurse had noted that Mrs. V. – who, 

according to her file, had indeed been a frequent night wanderer – got out of bed 

less since she was able to wander more during the day (interview, 05 July 2010).                    

Another client, Mrs. T. was not so restless, but with the help of her bracelet, would 

go for a wander half an hour before lunch every day. The normal routine of all the 

nurses and nurse assistants was to gather every client at the table at least fifteen 

minutes before lunch was served, however the nurses made an exception for Mrs. 

T. and allowed her to go out before lunch because they knew Mrs. T. would return 

in time.  

 

Getting lost                                

An increase in freedom of movement with ST could also result in clients being 

inconvenienced by its use. One such client was Mrs. van D. in the nursing home, 

who had a tendency to end up in the canteen of the nursing home, sometimes as 

much as three times a week, where she would often be seen searching for something 

frantically under and around one of the tables. Frequently she would ask anyone 

nearby whether they had “seen my two sons?” and whether one could “help me look 

for them?” On one occasion this ended up in her crying out “I’m lost, I’m lost” 

(field notes, 24 May 2010), which continued for fifteen minutes after which a nurse, 

who had been alerted by the kitchen help, came to fetch her.  

There were several occasions where clients would end up in the reception area of 

the nursing home, the neighboring units or the utility room of the residential care 

facility for people with ID, which in the latter case ended up being locked during the 

day as a result. The most hazardous situations were those were the client would slip 



through doors opened by (often visiting) others and walk out of the bounds of the 

facility and get lost in the woods or the nearby shopping center, which led the care 

facility for people with ID to use an additional GPS chip for one of the younger 

clients named J., so he could be “tracked down” when this happened.  

 

Being triggered                        

As certain clients are allowed to go beyond a certain set of parameters and see doors 

opening up (thanks to their bracelets) to new spaces, this often triggered a reaction 

in other clients who were not allowed to go beyond certain doors, to slip through- 

ultimately resulting in clients fumbling with a closed door, trying to open it. One of 

those clients, Mrs. van G. who did not have a bracelet, also tries to slip through the 

door when she sees another client walking through. After having fumbled with the 

door audibly for several minutes, without getting it to open, a nurse assistant arrived 

and sits Mrs. van G. back down on the bench. Mrs. van G. appeared to be agitated, 

as the following short conversation occurs (field notes, 7 July 2010): “Now I’m 

sitting here, but that wasn’t the idea! What do you mean by this, Mrs. van G.? I ask. 

“I didn’t want to sit here...” Because? “Well yes, well. I wanted to go where he went 

to..! (Mrs. van G. points to the next hallway). At least, that was the idea, but now I 

am here again” “Again” Mrs. van G.? “Yes ‘again’! They always take things from you 

that you want to do.” 

 

Retreating to new spaces                             

One way in which clients negotiated the extra space in both care facilities was to 

retreat to a separate area other than their own bedroom, thereby carving out a small 

“extra private space” for themselves. This would often be a particular spot 

somewhere in the facility to which a client would frequently return to, as was for 

instance the case with Mr. J. in the nursing home, who would retreat every day to 

the corner of the hallway which had a large windowsill and a view looking out on 

the fields. He often used the window sill as his canvas on which he would draw or 

scribble. The nurses let him do this as long it was with a pencil, and sometimes a 

nurse would give him a piece of paper. One day, the following short conversation 

occurs with Mr J., indicating what he appreciated about this corner spot (field notes, 

15 June 2010):  This is a nice spot Mr. J- and what a view! I say. ‘Yes definitely!’ Mr. 

J. replies. “It’s nice and quiet here as well.” Quiet? I ask. “Yes you know- the others 

aren’t here.”  One of the nurse assistants stated that she was happy for Mr. J. as 

before he would retreat to his bedroom and “sit there all day” whereas now he was 

“out and about more”. Sometimes clients would retreat from their own unit not to 

be alone, but to visit other, neighboring units. For example, one of the older clients 



with ID named R. would visit the living room of his neighboring unit every day and 

make a particular puzzle at the table there, which he only wanted to do there. After 

finishing, he would go back to his own unit. One of the support workers explained 

that they had tried making the puzzle in his own unit, but that he had refused this: 

he was only content to make it there. The electronic bracelet allowed R. to retreat 

from his own surroundings and visit another living room. 

 

Theme 2: Resisting the ST measure.                     

Sometimes clients would resist an ST measure, which according to staff members, 

was because presumably for them, possible negative consequences of ST outweighed 

any benefit of increased freedom of movement, as is illustrated by the examples 

below. 

 

Feeling stigmatized                                

When the electronic bracelets had been handed out to certain clients in the nursing 

home, one of the clients, Mr. L, a client with dementia who was very agile and in 

good physical condition, had been very explicit with regard to wearing an electronic 

bracelet- having refused it when it was proposed to him by the nursing staff. As Mr. 

L. did not have a tendency to wander, the staff in alliance with his daughter, decided 

not to pursue this further for the time being, even though this meant that Mr. L. was 

primarily confined to the living room. But Mr. L. did not seem to mind and several 

weeks later, he was still very clear on the topic, conveying one of the reasons why 

he did not want to wear a bracelet (field notes, 18 May 2010): Having taking Mr. L. 

outside in the small adjacent garden of his living unit, I ask him once we’re seated: 

What do you make of these electronic bracelets? ‘Well it is your freedom of course. 

The others are constantly stopped’…And wearing a bracelet yourself? ‘I just do not 

like it all.. They’d better not do that with me- then everybody will know you belong 

to something.. like a patient..’ 

 

Missing the company                                                       

In the case of H, another client with ID who was given a GPS device to enable him 

more freedom of movement, there was not an explicit (or verbal) refusal to the 

device itself. H. rather resisted the fact that the ‘joint’ activity of walking which 

required human supervision was changed into an individual ‘solo’ activity 

accompanied by electronic supervision. Prior to the GPS device, H., who had 

difficulty communicating verbally, would go outside every day for a walk together 

with his support worker. According to his client file H. was raised on a farm and 



“enjoys being outside when he can.” However once he was left to walk on his own, 

H stopped going outside altogether. On the sunniest of days, with the door fully 

open, H. would be seen sitting inside the living room of his unit showing no 

intention of moving. When the cluster manager is interviewed 4 weeks later she says 

the following (interview, 11 January 2011):  

‘Yes- we had to reverse this measure eventually, even though we initially reasoned 

the same with H -as with our other client who has GPS- that it would be better for 

him…more freedom... We tried practicing, getting him used to walking on his own, 

but each time he would go back in the house immediately, rain or shine…’ 

However after the reversal of this measure, H. was seen out and about again during 

the afternoon with his support worker. 

 

Not wanting to be ‘watched’                                             

The last example shows a resistance by clients against the use of a camera in a semi-

residential location. The camera that was placed, was there in order to fend off drug 

dealers that had come by the residence. One particular client, M, who used drugs, 

had bought drugs from them in the past, so as a first measure, the door was locked 

from the inside, curtailing all the clients in their movement. This front door played 

an important role for those clients who liked to smoke a cigarette, as they would 

normally do this outside the front door. Because the door was locked the clients had 

nowhere to smoke, unless a support worker would open the door for them when 

they wanted to smoke outside. Therefore the location manager thought of the idea 

of a camera. Prior to installment, all the clients were informed by the two support 

workers, who told them that it was primarily a safety measure and not to “keep an 

eye on them” (field notes, 2 December 2010). According to one of the support 

workers the camera was a temporary measure, until ‘things die down a bit with M 

and the whole drug thing’ (field notes, 2/12/10). But now every time clients wanted 

to smoke a cigarette the camera would be hanging there, leading clients to state the 

following (field notes, 9 December 2010): “that thing has to go away now- I don’t 

care about the reasons, I want to be able to smoke my cigarette in peace” or:  “I 

can’t be myself around that thing”  and (field notes, 10 December 2010):   “I don’t 

like it when there are cameras everywhere, if they hang up anymore then I would 

‘sabotage’ them... otherwise you might as well live in prison…!’     

The clients indicated that ultimately they would rather have the door closed and have 

less smoking moments than have the camera present. Eventually it was decided that 

the camera would be turned off (as indicated by a small red light) by the support 

worker whenever the clients would smoke outside.  



 

DISCUSSION                                

Often new care technologies such as ST are welcomed by care providers as they are 

perceived to be an improvement compared to the previous situation (Welsh et al., 

2003), even though there is little empirical evidence on whether and how clients 

might benefit from this technology.                                                                

The aim of this study was to explore how clients in residential care experience ST 

and how this might influence their autonomy. As the ST used in both settings 

consisted of such a broad range of devices (see Table 2), a certain distinction can be 

made with regard to the specific function that ST devices have in conjunction with 

how the client might experience it. The electronic bracelets allowed clients to wander 

around in new spaces, thereby providing an opportunity for clients to retreat from 

the company of others or to search for new company, but this increase in freedom 

of movement could also lead to clients getting lost and distressed. In addition, by 

seeing automatic doors opening up to certain clients, this triggers a reaction with 

other clients who, when halted by a door might get agitated. Clients are also resistant 

to wearing an electronic bracelet or a GPS tag, as possible negative consequences of 

ST such as the stigma of wearing a bracelet or the loss of companionship might 

outweigh any benefit of increased freedom, as was also the case with the use of a 

camera, which contributed to a feeling of being watched.  

 

How does ST influence the autonomy of the client?                     

In this study we found that ST might increase the autonomy of the client as it opens 

up new spaces for clients in which they can choose to wander around in and retreat 

from others, thereby creating a private space for themselves. However, although 

there is a vast amount of literature which points to wandering as being necessary and 

vital to the health of the client (Robinson et al., 2007, Wigg, 2010), it could be argued 

that for wandering to be beneficial, it should be meaningful to the client. As Smith 

et al. (2009) point out,   

‘in too many instances [in nursing homes], people with dementia are left alone, often 

with nothing to do. The losses that are a part of dementia—such as using language 

to explain needs or to plan their day—interfere with their engagement in preferred 

and meaningful activities. Too often, they wander aimlessly out of boredom, cry out 

for company or comfort, or sit alone, disengaged from human and environmental 

interaction’ (Smith et al., 2009).                             

Even if there are clearer motives with regard to wandering behavior, such as an 

explicit need to withdraw from the company of others, clients can be limited in 



fulfilling these needs successfully, due to their cognitive or intellectual disabilities 

(including spatial disorientation), as was evidenced in our study by those clients 

getting lost and/or upset.                  

The “ideal user” which certain ST devices such electronic bracelets presuppose, 

namely an independence seeking agent who knows where to go and make meaning 

of this, seems to be at odds with the needs of the actual user of ST, a vulnerable 

person with dementia or ID, who might benefit from increased freedom but also 

needs tailored support to actually be able enjoy this freedom. What seems to 

underpin this presupposition is a deficient yet pervasive view of autonomy, which 

according to George Agich is deficient in its abstract view of “persons as 

independent, self-sufficient centers of decision making” instead of being sensitive to 

“the complex conditions that actually support the unique identity of those 

individuals needing long-term care.” (Agich, 2003).   

Several health care professionals, ethicists and (patient) organizations have 

advocated refocusing the aim of ST towards a more person centered approach 

(Welsh et al., 2003; Perry et al., 2008; Alzheimer Europe, 2010), which in part finds 

its origins in the work of Tom Kitwood and is concerned with the maintenance and 

enhancement of personhood, by focusing on interpersonal relations instead of 

disease processes or impairment (Kitwood, 1997; Gilmour and Brannely, 2010). 

Staff intervention therefore need not come at the cost of autonomy, even though 

these are viewed as strictly dichotomous categories in long term care (Agich, 2003; 

Niemeijer et al., 2011). For instance, in their study on access technology, Margot-

Cattin and Nygard (2006) found that staff intervention was intertwined with 

autonomy, instead of being in opposition, stressing the importance of staff support 

of residents with dementia for all activities including wandering.  

 

The autonomy of privacy       

Differences in devices also mean differences in the experience of privacy: electronic 

bracelets enabled privacy by offering refuge from life in the unit, but cameras were 

experienced as privacy intrusive. In the literature on ST, a distinction is hardly ever 

made between enabling and intruding privacy- ST is generally viewed to be 

inherently intrusive (Robinson et al., 2007; Hughes et al., 2008; Niemeijer et al., 2010), 

instead of as something which might also enable privacy, and consequently 

(personal) autonomy. This is underlined by legislation and several laws in European 

countries such as in Scotland and Austria, which designate(s) all ST as a form of 

restraint (Patrick, 2008; Heimafenthaltgesetz, 2011), by pointing to its inherent 

restrictive quality, namely monitoring.  



Clients in long term residential care already have limited privacy, as one of the 

structural features of long term residential care is living together with other people 

(who you did not choose to live with).  Hence, clients do not have many options 

with regard to creating ‘zones of intimacy’ for themselves other than their own 

private bedrooms (Hauge and Heggen, 2008). The ability to create more privacy 

could thus be perceived as one of the assets of ST, but the need for (and right to) 

privacy and consequently autonomy should continually be (re-) assessed per 

individual, so it becomes clear how the client experiences his freedom, rather than 

simply respecting his “right to be left alone”(Agich, 2003).  

 

Consent and visibility          

Certain ST devices, such as electronic bracelets which are visible on the body, can 

lead to (feelings of) stigmatization and result in refusals to wear them. By being able 

to explicitly say ‘no’ to (new) ST measures, it could be deduced that clients in our 

study were exercising their autonomy. However these were clients who were aware 

of the device and able to communicate (well), due to their mild(er) cognitive 

disabilities.  At the same time, there were several clients who were not always aware 

that they were wearing an electronic bracelet, or that it was the bracelet which 

opened up doors for them. Although a client does not need to be aware of ST in 

order to make use of it, it does pose problems with regard to being able to consent 

to ST, which requires some form of volition, i.e. intentional choice. The fact that 

several ST applications are barely visible as they are designed to be unobtrusive (such 

as the motion sensors and audio surveillance which were embedded in the walls, but 

also the GPS tags sewn into the coats of clients) means that the less obtrusive devices 

are, the less aware clients are of their presence. This might ultimately result in higher 

(involuntary) compliance, as it difficult to grasp (the effects) of an ST measure which 

cannot be observed. Informed consent, “assent” (Black et al., 2010) or (other) 

inclusionary approaches of supported decision-making (Peisah et al., 2013) might not 

provide sufficient safeguards to invisible or unobtrusive technology.  

 

Limitations                         

Accessing experiences of people with cognitive disabilities such as dementia or ID 

is complex and can be considered challenging (Nygard, 2006), thereby raising 

questions with regard to reliability of the data. We chose the method of participant 

observation where behavioral observation was central and used the additional 

interviews with staff and relevant others and information from the clients’ files to 

create a better understanding of these experiences. Although there is a risk in 

including other perspectives as it could lead to conflicting perspectives and 



contradicting information (Margot-Cattin and Nygard, 2006), observation alone 

would probably not have elicited as much variety and richness of information, 

including comparisons with the situation before the implementation of ST.                                                                                             

Also, the limited size of the study population could raise questions with regard to 

the possible restricted (external) validity of its results. Data collection was limited to 

2 residential care settings in the Netherlands and involved the observation of a 

relatively small number of examples of particular experiences. However due to the 

explorative nature of our study we focused on the extent of variation in which the 

observed situations occurred, and how exemplary these situations were, rather than 

statistical frequency (Glaser and Straus, 1967; Corbin and Strauss, 2008). 

Nevertheless, we are of the opinion that the experiences we describe are tenable in 

other care nursing homes and residential care facilities for people with ID, including 

those in other countries. This, however, is an issue that warrants further study.  

 

CONCLUSION        

Although coping involves managing a (stressful) situation, it does not necessarily 

mean mastery (Lyon, 2012). As clients cope with new spaces due to ST, they may 

manage or not manage at all, but any ‘managing’ can be (too) taxing and can also 

lead to resistance or refusal. It is this ambivalence which is characteristic for how 

clients might experience ST. This is in part owing to the variety in ST devices, with 

each device bringing its own connotations and experiences, but also lies in the 

devices’ presupposition of an ideal user, which is at odds with the actual user, who 

is inherently vulnerable.  What is more, unforeseen spin-off effects of ST measures 

sometimes take on more significance than the main purpose it was intended for, 

making it difficult to predict how clients will experience ST.  

Thus ST in residential care should not be approached in a black and white manner, 

as being either positive or negative, but rather as something which can only 

contribute to the autonomy of clients, if it is set in a truly person- centered approach, 

tailored to the individual with his strengths and needs. For this reason continual and 

critical evaluation of and reflection on how each individual ST measure is 

experienced by clients is recommended, whereby clients are not simply left alone, 

but staff aim to support and give meaning to all ST related activities of people with 

dementia and ID. 
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