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Abstract
Objective: to evaluate the expression of coercion, confidence and satisfaction with the use 
of telecare. Method: a cross-sectional study was carried out of prevalent cases with elderly 
residents in the city of Porto Alegre, Rio Grande do Sul, Brazil, who had already used 
telecare services. The sociodemographic variables used were: gender, age, schooling and 
marital status. In order to evaluate the perception of coercion, the Perceived Coercion 
Scale was applied in relation to the use of telecare and those responsible for deciding 
to use the technology. Confidence in the use of telecare technology and the satisfaction 
associated with its use were evaluated. Quantitative data analysis was performed using 
descriptive and inferential statistical measures. Means and standard deviations were 
used. Differences were assessed by analysis of variance, with a significance level of 5% 
( p<0.05). Results: the sample consisted of 25 elderly people who used telecare. When 
evaluating the distribution of the answers obtained, it was found that 11 (44%) of those 
interviewed did not perceive any coercion associated with their decision. The others had 
varying perceptions, with an average of 23%. Respondents expressed high confidence 
and satisfaction with telecare. Conclusion: the decision-making process associated with 
the use of telecare had a low perception of coercion, combined with high confidence 
and satisfaction with the use of the technology.
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INTRODUC TION

According to demographic data the worldwide 
elderly population is growing. This fact has led to 
considerable reflection and discussion, as old age 
results in physical, biological, psychological and 
social changes in the profile of the individual and 
the population itself¹. Because of these changes, 
health systems in most countries are facing significant 
challenges. An example of this is the need for greater 
efficiency, quality and equity in health services, as well 
as the increased demand for health care in the patient's 
own home. Telecare has been developed, at least in 
part, due to the difficulty and cost associated with 
hiring staff to provide health and home care services².

Telecare is a functional and accessible form of 
technology, developed to meet the demand for the 
long-term care of the elderly³. This remote care 
technology consists of the use of home-installed 
equipment such as telephones and fall detectors that 
allow direct communication with a service center in 
the event of an emergency. This center assesses the 
type and severity of the situation to take appropriate 
measures to provide the necessary help to the user4.

The use of this technology should not be 
considered a form of restriction on the autonomy 
of the elderly. On the contrary, it may allow them to 
feel safe to remain in their own home. Autonomy is 
a key factor for a good quality of life and a necessary 
skill of an appropriate decision-making process. 
Autonomy allows a more satisfactory life, as it allows 
the individual to maintain control of their own life 
and their independence5. 

However, old age is full of prejudices and 
stereotypes, which influence the care aimed at the 
elderly. Autonomy is poorly evaluated and it seems 
natural that care is the responsibility of family 
members, who may feel empowered to decide, 
guide, provide and manage the life of the elderly6. An 
overprotective family environment, where caregivers 
assume all the activities of the elderly for themselves, 
can lead to learned dependence, discouraging the 
elderly from exercising their autonomy 7. 

In many situations of daily living, it can be seen 
that even health professionals underestimate the 
decision-making capacity of the elderly, providing 
superficial information about their treatment 

and diagnosis, which may impair the freedom of 
individuals to decide what they consider best for 
their care8. They are therefore able to coerce the 
elderly into making decisions that do not agree with 
their life and health. 

The coercion is defined by Piaget as: "Any relation 
between two or more individuals in which an element 
of authority or prestige intervenes." Yet, according 
to the same author, coercion "exists to the extent 
that it is suffered, (...) regardless of the actual degree 
of reciprocity”9.

In this context, the increasing use of new 
technologies in the care and monitoring of the elderly 
has raised questions about the effective participation 
and respect for the self-determination of the 
individuals involved. The evaluation of the degree 
of coercion perceived in the decision-making process 
and the degree of confidence and satisfaction about 
the use or non-use of these new assistive technologies 
can generate the possibility of assessing to what 
extent self-determination is preserved.

Thus, the objective of the present article was 
to evaluate the expression of coercion, confidence 
and satisfaction with the use of telecare of a group 
of elderly people who used this technology in Porto 
Alegre, Rio Grande do Sul, Brazil. 

METHOD

A cross-sectional study of the prevalent case type 
was performed. The population studied was composed 
of elderly residents of the city of Porto Alegre (Rio 
Grande do Sul) who used telecare technology as clients 
of the company TecnoSenior, through its partner 
company IrisSenior. Contact was made with these two 
companies, and permission was asked to register their 
clients that already used the technology and that met 
the eligibility criteria of the research. The inclusion 
criteria were to be elderly, that is, a person aged 60 
or over, and be already using telecare technology. 
The exclusion criterion of finding it impossible 
to understand participation in the research or the 
completion of the instrument as also applied. 

The telecare companies provided the contact 
information of 73 elderly people and contact with 
potential participants was carried out by telephone. 
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Eighteen elderly people were not located. Thus, 
contact was made with the remaining 55 elderly, 
and 25 (45.45%) agreed to participate in the study 

(Figure 1). The research was carried out at the home 
of the elderly person by the researcher herself and 
a single evaluator.

Figure 1. Flowchart of selection process of sample.

The sociodemographic variables used were: 
gender, age, schooling and marital status. To evaluate 
the perception of coercion, the Coercion Perception 
Scale was used in relation to the use of telecare with 
the question: "Who was responsible for making the 
decision to use this technology?". Confidence in 
the use of assistive technology and the satisfaction 
associated with its use were evaluated. These variables 
were obtained through visual analogue scales varying 
between 0% and 100%. The participant marked 
their perception in a range between these values, 
without any intermediate delimiter in a line 10 cm 
long, starting at 5% and ending at 100%. 

The Coercion Perception Scale is derived 
from a scale for assessing coercion in psychiatric 
hospital izat ion, the MacArthur Admission 
Experience Survey, which is composed of 16 
questions10. This instrument was developed by the 
MacArthur Coercion Study and validated for the 
Portuguese language spoken in Brazil by Taborda11. 

The Coercion Perception Scale, already translated 
and validated for Portuguese spoken in Brazil, was 
adapted for the use of telecare in the present study. 
This scale is composed of four sentences in which 
the participant must indicate whether they agree or 
disagree. The first two affirmations indicate a lack 

of associated coercion, that is, those who disagree 
demonstrate that there was a perception of coercion 
associated with the reported situation. In the last two 
questions, the reverse occurs as affirmative responses 
show a perception of coercion. The first question 
refers to the fact that the interviewee had sufficient 
opportunity to say if they wanted to use assistive 
technology. The second question concerns the 
opportunity to say what they wanted about the use 
of assistive technology. The third question concerns 
the fact that no one seemed interested in whether the 
participant wanted to use assistive technology. The 
last question concerns the fact that the participant's 
opinion on the use of assistive technology was not 
asked. An open question about who was in charge 
of the decision to use the technology was also added 
to the scale.

The instrument is self-applicable and in each 
response the participant chooses to indicate whether 
they agree or disagree. The responses can vary 
from 0 to 4 points, 0 representing the absence of 
coercion and 4 a perception of maximum coercion. 
In order to facilitate the understanding of the results 
of the sample as a whole, the four point scale was 
transferred into a percentage value. Thus, 0 point 
corresponds to 0% and 4 points correspond to a 
100% perception of coercion.
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Coercion can also be accompanied by individual 
responses to each of the issues, which assess the 
various perspectives of the decision-making process.

Data collection took place between December 
2016 and March 2017. Data analysis was quantitative 
using descriptive and inferential statistical measures. 
Means and standard deviations were used. The 
differences were evaluated by analysis of variance, 
with a significance level of 5% (p<0.05).

The study was approved by the Scientific 
Commission of the Institute of Geriatrics and 
Gerontology (IGG) and by the Research Ethics 
Committee of the Pontifícia Universidade Católica do 
Rio Grande do Sul (PUCRS) under nº 105166/2016. 
All the participants signed a Free and Informed 
Consent Form (FICF).

RESULTS

The sample consisted of 25 elderly individuals 
who had used telecare before the data collection. 
The mean age of the group was 82.24 years, ranging 
from 60 to 94 years. In the sample, 23 (92%) were 
female and only two (8%) were male. The majority 

of the participants, 15 (60%), were widowed. The 
average schooling was 13.58 years of study and the 
mode and median were 12 years (Table 1).

Of the elderly, the majority reported living alone 
(n=21; 84%) while only four (16%) described living 
with someone, which included a husband or wife, 
children and/or grandchildren.

The mean of the Coercion Perception Scale was 
23% (+24), ranging from 0% to 75%. No participant 
exhibited a 100% perception of coercion in relation 
to telecare. 

Most of the participants, 23 of the 25 elderly 
persons, reported having had the opportunity to say 
if they wanted to use telecare. Likewise, 21 of the 25 
participants reported having had the opportunity to 
say what they wanted regarding the use of technology. 
The interest in knowing if the participant wanted 
to use this device provided more balanced answers, 
with 11 participants affirming that such interest 
existed and 14 not having this perception. Most 
of the participants, 19 of the 25 elderly persons, 
believed that their opinion was considered in the 
decision-making process about whether to use the 
technology (Figure 2). 

Table 1. Sociodemographic data of users of telecare.

Sociodemographic data n (%) Mean and standard-deviation
Gender
Female 23 (92)
Male 2 (8)
Age (in years) 82.24 (+6.71)
60|---70 1(4)

70|--- 80 6 (24)
80|--- 90 16 (64)
90|---100 2 (8)
Schooling (in years) 13.58 (+6.98)
1|--- 8 3 (12)
9|---12 10 (40)
<12 12 (48)
Marital status
Married 3 (12)
Single/Separated 7 (28)
Widowed 15 (60)
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When questioned about who was responsible 
for decision making, 12 (48%) elderly persons said 
they themselves were, 11 (44%) answered that their 
children were, one (4%) reported that a friend was 
and another (4%) said that their doctor had decided. 

It is important to point out that the values of the 
perception of coercion obtained varied according 
to who made the decision, with difference results 
if it was a family member, a friend, a doctor or the 

elderly person themselves who made the decision to 
use the technology. The highest mean coercion value 
was observed when someone outside the family – 
a doctor or a friend – made the decision [M=1.50 
(+0.71)]. When the decision was taken by relatives 
the average value was 1.18 (+1.08). Finally, the lowest 
mean coercion value was observed when the person 
interviewed took the decision [M=0.58 (+0.79)] (Table 
2). There was no significant difference between the 
means for all the decision-making situations (p>0.05).

Table 2. Results regarding the decision maker in using telecare in relation to perceived coercion, confidence and 
satisfaction.

Responsible for decision to use telecare Perception of coercion Confidence in technology Satisfaction with use
Mean (sd) Mean (sd) Mean (sd)

User themselves 0.58 (+0.79) 83.92 (+19.88) 84.58 (+28.41)
Family members 1.18 (+1.08) 84.04 (+19.39) 84.82 (+15.29)
Someone outside family (doctor or friend) 1.50 (+0.71) 54.00 (+65.05) 32.00 (+31.11)

sd= standard-deviation.

Questions of Coercion Perception Scale:
1- did you have sufficient opportunity to say that you wished to use the technology; 
2- did you have the opportunity to say what you wanted to say regarding its use; 
3- was there interest in knowing if the participant wanted to use the technology; 
4- was the opinion of the participant considered in the decision making process.

Figure 2. Individual responses to the four questions of the MacArthur Scale for Coercion Perception Assessment 
associated with the use of telecare technology (N=25).
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A comparison of trust and satisfaction with 
use was made, and who played the biggest role 
in making the decision to use technology. The 
comparisons between the averages obtained with 
the users themselves or with relatives were not 
significant (p>0.05). It was not possible to make 
this comparison with the group outside the family 
as it only had two people.

DISCUSSION

The sample of the present study consisted of 25 
elderly individuals, with a mean age of 82.24 years, 
ranging from 60 to 94 years. This sample is in line 
with other demographic data, which shows a global 
increase in the elderly population. These data also 
show an increase in the percentage of elderly people 
aged over 80 years old1.  

The majority of study participants were women, 
with a frequency of 92%. This proportion is higher 
than that observed in the general population, where 
women make up 50.4%. This increase in female 
participation in the sample using telecare may 
be due to the fact that women are more likely to 
seek health services and health care options and 
safety measures, with higher rates of adherence to 
prevention programs and the use of technologies9. 

The proportion of widows (60%) in this study 
agrees with the values described in other studies, 
which show data ranging from 60% to 70%1,10. 

Regarding the schooling of the participants, the 
average was 13.58 years of study. This value is higher 
than that observed in the wider Brazilian population, 
which is 7.8 years 11.

The proportion of individuals living alone in the 
present study was 84%, a result also found in another 
study, which may reflect the fact that the option to 
live alone can be through personal choice and also be 
a temporary stage in the life cycle of the individual. 
In addition, the proportion of people living alone is 
greater among older Brazilian elderly persons than 
younger elderly individuals, and this difference has 
grown over time10. In addition, people living alone 
are more likely to adopt telecare. 

It is possible that living alone and using telecare 
are due to a relatively strong need for some kind of 
support compared to people who live with a partner 
or relative3. Since autonomy is the ability to control, 
handle and make personal decisions about how to 
live according to one’s own rules, it can be altered 
by biological changes, functional incapacity, the loss 
of physical competence and economic factors, or 
other negative stereotypes associated with old age 
and social relations or social networks12.

Thus, we understand the importance of studying 
decision-making regarding well-being in the aging 
process, as it is affected by significant events, such 
as retirement, health problems and the loss of 
loved ones13. Making a decision involves several 
skills such as being able to engage with the subject, 
understanding or evaluating the type of alternative 
between the various options and communicating 
one’s preference while knowing the risks involved. 
These abilities are linked directly to the ability to 
exercise autonomy and to determine and execute 
one’s own desires14,15. All these characteristics were 
present in the participants of this study. 

The elderly persons were primarily responsible 
for making the decision to use telecare, with a 
frequency of 48%. Old age involves the necessity of 
making difficult choices, often related to the elderly's 
own health and the processes that may occur. The 
participation of the elderly in this process should not 
simply be the granting of assent or the delegation 
of the decision16.

In another group within the sample (44%), 
relatives were responsible for making the decision 
to use telecare. Other studies have shown that the 
social network, represented by relatives, people close 
to the elderly person or caregivers, are those the 
elderly can rely on when deciding something or to 
whom they can delegate decision-making17.

Autonomy can be one of the fundamental factors 
for a good quality of life and is a basic need in 
decision making, allowing a more satisfactory life, 
accompanied by the preservation of the capacity to 
maintain the making of choices during one’s life 
trajectory and independence18.
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The understanding that the elderly should 
participate in the decision-making process based 
on their self-determination allows us to identify that 
elderly persons present themselves as the main actor 
in the process. It is therefore important that health 
actions are discussed not only for such individuals but 
with them, so that autonomy is preserved and allowed 
to grow. The quest for the right to act independently, 
which can be demonstrated by the confidence and 
satisfaction associated with the use of telecare, can 
enable a healthy and pleasant longevity for the aging 
population19.

The limitations of the present study included the 
size of the sample and its geographical scope. We 
suggest that other studies with a larger sample size 
and greater diversity may be useful in the creation of 
new knowledge to allow a more detailed evaluation 
of the use of telecare among the elderly. 

CONCLUSION

The elderly using telecare had a sociodemographic 
profile similar to that of the elderly population, with 
a higher percentage of women; a mean age of 82.24 
years, ranging from 60 to 94 years, evidencing their 
longevity. The majority were widowed and lived 
alone.

The decision-making process associated with the 
use of assistive technology involved a low perception 
of coercion in almost all the participants of the 
research, demonstrating that the elderly remain 
autonomous in deciding about the management 
of their choices. The elderly had high confidence 
and satisfaction regarding the use of telecare. These 
results allow us to state that in the studied sample 
the use of this technology brings benefits, since in 
all variables evaluated the results were favorable. 
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