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Abstract.  This study formed part of a diagnostic test accuracy study to quantify the 
ability of three index home monitoring (HM) tests (one paper-based and two digital 
tests) to identify reactivation in Neovascular age-related macular degeneration 
(nAMD). The aim of the study was to investigate views about acceptability and 
explore adherence to weekly HM. Semi-structured interviews were held with 98 
patients, family members, and healthcare professionals. A thematic approach was 
used which was informed by theories of technology acceptance. Various factors 
influenced acceptability including a patient’s understanding about the purpose of 
monitoring. Training and ongoing support were regarded as essential for 
overcoming unfamiliarity with digital technology. Findings have implications for 
implementation of digital HM in the care of older people with nAMD and other 
long-term conditions. 

 

1. Introduction 

 

Age-related macular degeneration (AMD) is a chronic, progressive condition and the 

commonest cause of vision loss in older adults[1]. Ongoing surveillance is necessary to 

manage disease activity since nAMD can recur following periods of treatment[2]. Home 

monitoring (HM), as a form on ongoing disease surveillance, could potentially reduce 

the frequency of clinic monitoring visits. Mobile Health (mHealth) refers to use of 

devices including mobile phones, tablet computers or patient monitoring devices to 

detect and monitor changes in patient’s health and illness status[3]. However, views 
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about acceptability of HM are unclear. This study formed part of a multi-centre 

diagnostic test accuracy cohort study (The MONARCH Study)[4] which quantified the 

ability of three, non-invasive index HM tests to detect reactivation of nAMD, in 

comparison to a reference diagnosis of reactivation in a usual care nAMD monitoring 

clinic. The index tests were the paper-based KeepSight Journal (KSJ), and two digital 

tests, the MyVisionTrack® (mVT) and MultiBit test (MBT) Apps. The primary aim was 

to determine participants’ views about the acceptability of using the index tests. In 

addition, we explored adherence to weekly HM, and examined perspectives of family 

members and healthcare professionals providing support to participants as part of HM, 

including training patients for the study. 

 

2. Methods 

 

Qualitative methods were used to explore individual responses, views and experiences 

around HM acceptability, as well as to examine variations in contexts. Semi-structured 

interviews were conducted face-to-face and via telephone. The interview schedule was 

based on theories of technology acceptance[5]. The study followed the consolidated 

criteria for reporting qualitative research (COREQ) criteria[6]. Ethical approval was 

acquired from the National Research Ethics Service (IRAS ref: 232,253 REC ref: 

17/NI/0235). Apps were pre-installed on an iPod touch device given to participants who 

were asked to complete weekly HM for a minimum of 12 months. Maximum variation 

sampling was used to ensure a range of perspectives were captured relating to age, 

gender, laterality of nAMD, and time since first treatment. Usage data was assessed to 

classify participants based on adherence to HM as: ‘Regular’ (completed weekly HM 

without two or more gaps in testing of greater than three weeks), or ‘Irregular’ testers 

(stopped and started testing on more than two occasions, or stopped testing completely). 

Interviews were audio-recorded and transcribed. A directed content analysis approach 

based on deductive and inductive coding was used. NVivo version 12 was used to 

manage data and facilitate the analysis process, which in summary included the 

following stages: i. Independent transcription, ii. Data familiarization, iii. Independent 

coding, iv. Development of an analytical framework, v. Indexing, vi. Charting and vii. 

Interpreting data. 

Table 1. Sociodemographic characteristics  
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3. Results 

26% (78/297 of MONARCH participants) were interviewed. This included participants 

categorized as “regular” (n = 63) or “irregular” testers (n = 14) and “non-testers” who 

declined to take part in HM (n = 1). Characteristics of patient participants (n = 78) were 

comparable to those not taking part in the qualitative study (Table 1). In addition to the 

78 patients, 11 informal ‘carers’, and 9 healthcare professionals were interviewed. A total 

of 98 interviews were completed (patients, carers and health professionals). Views about 

HM acceptability appeared to be represented by five overarching themes (and nine 

associated sub-themes): 1. The role of HM; 2. Suitability of procedures and instruments; 

3. Experience of HM, and 4. Feasibility of HM in usual practice; 5. Impediments to home 

monitoring. Illustrative quotes are provided in Table 2.  

Table 2. Perspectives of patients on acceptability of home monitoring 
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4. Discussion 

This qualitative study investigates views of patients, informal ‘carers’ and healthcare 

professionals about acceptability of home monitoring for nAMD reactivation. Home 

monitoring was acceptable to participants and key factors such as patient’s understanding 

of HM, and how it could be integrated into usual care appeared to influence these views. 

According to relatively younger patients, older peers might find HM to be a challenge– 

a perception also reflected in views of healthcare professionals. However, the factors that 

appeared to have a greater impact on positive views about HM acceptability were 

participants’ perceptions around the usefulness of HM for eye care, how easy it was to 

complete weekly HM, and their experience of undertaking HM. Inexperience with using 

technology did not seem to limit or affect HM, or a participant’s intention to use it, and 

experience relating specifically to other forms of digital monitoring of health symptoms 

(e.g., blood pressure monitoring or medication reminder apps) may have been a 

facilitating factor. Establishing the ‘habit’ of HM and integrating it into a participant’s 

routine seemed to be important in terms of ensuring regular use. Weekly HM was feasible 

though more frequent monitoring (e.g., daily testing) may be too burdensome and, 

therefore, less acceptable. In general, the HM tests were reported to be easy to undertake 

and non-burdensome. The time commitment required to undertake HM was also 

acceptable and, although technical difficulties were relatively infrequent, access to 
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ongoing support was regarded as essential to successful HM, and for overcoming any 

unfamiliarity with use of technology. Support included ‘formal’ training and assistance 

from healthcare professionals with technical aspects of HM, and ‘informal’ support 

primarily from partners and family members in the form of encouragement and 

facilitation of HM, and to help manage in situ any technical issues. It was recognised that 

there was potential for HM to reduce the frequency of clinic visits, particularly during 

non-active treatment phases. The use of test performance feedback was perceived by 

participants as a way to ‘self-monitor’ vision, even though ‘feedback’ was provided by 

only one of the tests (the MBT).  

5. Conclusions 

This qualitative study provides important insights into the perspectives of patients, 

‘informal’ carers and healthcare professionals about the acceptability of HM for 

assessing reactivation in nAMD. Home monitoring was acceptable and non-burdensome 

but initial training and ongoing support are essential to successful implementation. These 

findings have important implications for the design and use of digital HM in the care of 

older people with nAMD as well as in other long-term health conditions. 
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