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Abstract
Background As the world population is aging, considerable efforts need to be put towards developing and 
maintaining evidenced-based care for older adults. Respite services are part of the selection of homecare offered 
to informal caregivers. Although current best practices around respite are rooted in person centeredness, there 
is no integrated synthesis of its flexible components. Such a synthesis could offer a better understanding of key 
characteristics of flexible respite and, as such, support its implementation and use.

Methods To map the literature around the characteristics of flexible at-home respite for informal caregivers of older 
adults, a scoping study was conducted. Qualitative data from the review was analyzed using content analysis. The 
characterization of flexible at-home respite was built on three dimensions: WHO, WHEN and HOW. To triangulate 
the scoping results, an online questionnaire was distributed to homecare providers and informal caregivers of older 
adults.

Results A total of 42 documents were included in the review. The questionnaire was completed by 105 participants. 
The results summarize the characteristics of flexible at-home respite found in the literature. Flexibility in respite 
can be understood through three dimensions: (1) WHO is tendering it, (2) WHEN it is tendered and (3) HOW it is 
tendered. Firstly, human resources (WHO) must be compatible with the homecare sector as well as being trained 
and qualified to offer respite to informal caregivers of older adults. Secondly, flexible respite includes considerations 
of time, duration, frequency, and predictability (WHEN). Lastly, flexible at-home respite exhibits approachability, 
appropriateness, affordability, availability, and acceptability (HOW). Overall, flexible at-home respite adjusts to the 
needs of the informal caregiver and care recipient in terms of WHO, WHEN, and HOW.

Conclusion This review is a step towards a more precise definition of flexible at-home respite. Flexibility of homecare, 
in particular respite, must be considered when designing, implementing and evaluating services.
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Background
It is an undeniable fact that the world population is 
aging [1]. The World Health Organization [1] estimates 
that from 2015 to 2050, the percentage of people over 
60 years of age will nearly double (from 12 to 22%). Gov-
ernments must therefore put in place policies, laws and 
funding infrastructures to provide evidence-based social 
services and healthcare that are in line with best practices 
to allow people to age in place [2]. Aging in place refers 
to “the ability to live in one’s own home and community 
safely, independently, and comfortably, regardless of age, 
income, or ability level” [3]. Relevant literature indicates 
that people do not want to age or end their lives in insti-
tutionalized care; most wish to receive care in their home 
and remain in their community with their informal care-
givers [4].

There is then a need to adequately support informal 
caregivers (caregiver) in the crucial role that they have in 
allowing older adults to age in their own home. A care-
giver is “a person who provides some type of unpaid, 
ongoing assistance with activities of daily living or instru-
mental activities of daily living” [5]. In their duties, care-
givers of older adults are responsible for a considerable 
amount of homecare [6]: Transportation, management 
of appointments and bills, domestic chores, etc. Private 
and public organizations offer a plethora of services to 
support caregivers of older adults (e.g., support groups, 
housekeeping, etc.), including respite. Respite is a service 
for caregivers consisting in “the temporary provision of 
care for a person, at home or in an institution, by people 
other than the primary caregiver” [7]. Maayan and col-
laborators [7] characterize all respite services according 
to three dimensions: (1) WHERE: The place; in a pri-
vate home, a daycare centre or a residential setting, (2) 
WHEN: The duration and planning; ranging from a cou-
ple of hours to a number of weeks, planned or unplanned, 
and finally, (3) WHO: The person providing the service; 
this may be trained or untrained individuals, paid staff 
or volunteers. Respite is widely recognized as neces-
sary to support caregivers of older adults [8, 9]. Indeed, 
a large number of studies identify the need and use for 
respite [9–12]. For example, Dal Santo and colleagues 
(2007) found that caregivers of older adults (n = 1643) 
used respite to manage stressful caregiving situations, but 
also to have a “time away”, without having to worry about 
their caregiving role [13]. At-home respite seems to be 
favoured over other forms of respite, even with the per-
ceived drawbacks, such as the privacy breach of having a 
care worker in one’s home [14, 15].

Studies suggest that caregivers of older adults seek 
flexibility as a main component of respite [16–18]. Flex-
ibility, in line with person-centered care, allows respite 
that addresses their needs, rather than being services 
that are prescribed according to other criteria [16, 17]. 

Thus, flexibility, both in accessing and in the respite itself, 
is essential [19–23]. Although there seems to be a con-
sensus around the broader definition of respite, there 
is no literature reviewing the characteristics of flexible 
at-home respite. Some studies and reports from orga-
nizations and governments document the flexible char-
acteristics of their models, but there are few literature 
reviews that address them, specifically [18, 22, 24]. Both 
reviews by Shaw et al. [18] and Neville et al. [19] con-
cede that an operational definition of respite (WHEN, 
WHERE, WHO) is not clear. Neville et al. [19] conclude 
that “respite has the potential to be delivered in flexible 
and positive ways”, without addressing these ways. The 
absence of a unified definition for flexible at-home respite 
contributes to the challenges of implementing and evalu-
ating services, as well as measuring their effect. Although 
respite services are deemed necessary, they are seldom 
used [19, 25–27]; as little as 6% of all caregivers receiving 
any kind support services in Canada actually use them. In 
scientific literature, the under-usage of respite services is 
a shared reality around the world [28]. One of the main 
reasons for this under-usage is the overall lack of flexibil-
ity in both obtaining and using respite [29, 30]. Synthesiz-
ing the characteristics of flexible at-home respite services 
is the first steppingstone to a common operational defi-
nition. This could contribute to increasing respite use 
through the implementation or enrichment of programs 
in ways that answer the dyad’s (caregiver and older adult) 
needs.

Consequently, to support the implementation and eval-
uation of homecare programs, the objective of this study 
was to synthesize the knowledge on the characteristics of 
flexible at-home respite services offered to caregivers of 
older adults.

Method
A scoping review [32–34] was conducted, as part of a 
larger multi-method participatory research known as the 
AMORA project [31] to characterize flexible at-home 
respite. Scoping reviews allow to map the extent of litera-
ture on a specific topic [32, 34]. The six steps proposed 
by Levac et al. [32] were followed: [1] Identifying the 
research question; [2] searching and [3] selecting per-
tinent documents; [4] extracting (or charting) relevant 
data; [5] collating, summarizing and reporting find-
ings; [6] consultation with stakeholders. The sixth step is 
optional.

Identifying the research question
The research question was: “What are the characteristics 
of flexible at-home respite services offered to caregiv-
ers of older adults?” As the research was conducted, this 
question was divided into three sub-questions:
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1) WHO is tendering flexible respite?
2) WHEN is flexible respite tendered?
3) HOW is flexible respite tendered?

Identifying relevant documents
The search strategy consisted of two methods. First, the 
key words (1) respite (2) informal caregivers (3) older 
adults in the title or abstract allowed to identify rel-
evant documents (Table  1). Initially included, the term 
“flexib*” was removed from the search, given the low 
number generated (60 versus 1,179 documents without). 
The first author and a librarian specialized in health sci-
ences research documentation conducted the literature 
research in July of 2021 and updated it in December of 
2022 in 6 databases (Ageline, Cochrane, CINAHL, Med-
line, PsychInfo, and Abstracts in Social Gerontology). 
The expanded research strategy then consisted of the 
identification of relevant documents from the selected 

bibliography and one article that was found by searching 
for unavailable references (alternative article).

Study selection
To review the most recent literature on flexible at-home 
respite service characteristics, the research team focused 
on writings within a 20-year span, as have other reviews 
(e.g., [35, 36]); documents thus had to be published 
between 2001 and 2022. The research team selected 
documents written in French or English, only. Included 
documents had to come from either (1) scientific litera-
ture (i.e., articles in an academic journal presenting an 
empirical study or reviews) or (2) reports and briefs from 
government, homecare organizations or research cen-
tres. All study designs were included. The research team 
convened that at-home respite is an (1) individual (i.e., 
not in a group) service (although, theoretically, two per-
sons living in the same household could receive it) from 
(2) a professional or a volunteer that occurs (3) in the 
home and that (4) it requires no transport for the dyad. 
To select documents related to flexible at-home respite, 
the research team identified those in which the respite 
displayed an ability to adapt to the dyad’s needs on at 
least one characteristic of the service, as presented by 
Maayan and collaborators (WHERE[Not relevant to this 
review, as it focuses on at-home respite], WHO, WHEN). 
The team concluded that these three dimensions lacked 
the precision to globally characterize the service. Indeed, 
they did not describe access to or activities occurring 
during respite, or, as the team called it, the HOW (Fig. 1). 
Excluded documents were those covering several ser-
vices at once, preventing the differentiation of elements 
that were specific to at-home respite services. As this is a 
scoping review, the research team did not include a criti-
cal appraisal of individual sources of evidence [32, 34].

Following the step-by-step Preferred Reporting Items 
for Systematic reviews and Meta-Analyses extension 
for Scoping Reviews (PRISMAScR) guidelines [37], 
the research team met to define the selection strategy. 
First, they screened the documents by their titles and 

Table 1 Database searches and keywords used
Respite for caregivers of OLDER ADULTS

Databases 
(n = 6)

Ageline, Cochrane, CINAHL, Medline, PsychInfo, ASG

Keywords 
(n = 11)

1. Respite
TI (respite) OR AB (respite) OR SU (respite)
2. Informal caregiver
TI (caregiver* OR carer* OR “natural helper*” OR “care 
giver*” OR spouse* OR husband*) OR AB (caregiver* OR 
carer* OR “natural helper*” OR “care giver*” OR spouse* 
OR husband*) OR SU (caregiver* OR carer* OR “natural 
helper*” OR “care giver*” OR spouse* OR husband*)
3. Senior
TI (aged OR elder* OR senior* OR “older people” OR “older 
adult*” OR “older person*” OR geriatr* OR “fragile adult*” 
OR ageing OR aging OR dementia* OR alzheimer*) OR AB 
(aged OR elder* OR senior* OR “older people” OR “older 
adult*” OR “older person*” OR geriatr* OR “fragile adult*” 
OR ageing OR aging OR dementia* OR alzheimer*) OR SU 
(aged OR elder* OR senior* OR “older people” OR “older 
adult*” OR “older person*” OR geriatr* OR “fragile adult*” 
OR ageing OR aging OR dementia* OR alzheimer*)

Fig. 1 Conceptual mapping of results: HOW, WHEN, WHO
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abstracts, before determining their eligibility, based on 
their full text. Considering the limited human and finan-
cial resources, at each step of the PRISMAScR, a second 
team member assessed 10% of the documents indepen-
dently to co-validate the selection; the goal was to reach 
80% of agreement between both team members regard-
ing document inclusion or exclusion. If an agreement was 
not reached, they would meet to obtain a consensus. The 
research team used Zotero reference management soft-
ware to store documents as well as a cloud-based website 
to collaborate on the selection.

Charting the data
The first author charted (or extracted) both quantitative 
and qualitative data. To quantitatively characterize docu-
ments, contextual data (country of origin, year of publica-
tion, type of documents, etc.) was extracted in a Microsoft 
Excel table. For the qualitative data, the research team 
created an extraction table in Microsoft Word that 
included the three dimensions of respite (WHO, WHEN 
and HOW) and one “other” dimension, as to not force any 
excerpts under the three dimensions. To co-validate the 
data charting, the second and third authors replicated 
10% of the process. Expressly, the first author extracted 
elements related to a flexible characteristic of the at-
home respite (WHO, WHEN, HOWorother). Consider-
ing limited resources, the third and second authors both 
co-validated the extraction of 10% of the documents. 
Authors met to reach a consensus where a disagreement 
arose.

Collating, summarizing, and reporting the results
The research team used content analysis to “attain a con-
densed and broad description of the phenomenon” [38]. 
To do so, data was prepared (familiarization with the 
data and extraction of pertinent excerpts) and organized 
(classification of excerpts) to build a characterization of 
flexible at-home respite. In this scoping review, a deduc-
tive content analysis began with three main categories 
(WHO, WHEN, HOW), with the addition of the tempo-
rary “other” category. Content analysis aimed to divide 
these categories into several generic categories, which 
subdivided into sub-categories (Fig.  2), inductively. This 

allowed to define the three main categories. While the 
WHO and the WHEN categories describe the service 
itself (time, duration, qualified staff, etc.), the HOW cate-
gory is specific to the interface between the organization 
offering respite and the dyad (assessing the needs of the 
dyad, coordinating care, etc.). An interface is a situation 
where two “subjects” interact and affect each other [39]. 
In the context of homecare services, Levesque, Harris and 
Russell (2013) have defined that interface as access [40]. 
Therefore, to define the generic categories of the HOW, 
the team used the five dimensions of their access to care 
framework: Approachability, appropriateness, affordabil-
ity, availability and acceptability [40]. Approachability 
relates to users recognizing the existence and accessibil-
ity of a service [40]. Appropriateness encompasses the 
alignment between services and users’ needs, consider-
ing timeliness and assessment of needs [40]. Affordability 
pertains to users’ economic capacity to allocate resources 
for accessing suitable services [40]. Availability signi-
fies that services can be reached, both physically and in 
a timely manner [40]. Acceptability involves cultural and 
social factors influencing users’ willingness to accept ser-
vices [40]. In other words, the HOW category focuses on 
the organizational or professional aspects of the service 
and how they can be adapted to the dyad.

To co-validate the classification, the research team met 
until they were all satisfied with the categorization. The 
first author then completed the classification. After clas-
sifying 20% of the documents, the second author would 
comment the classification. When the authors reached an 
agreement, the first author would move on to the clas-
sification of another 20%. First and second authors would 
meet when disagreements about classification and cat-
egories arose, to confer and adjust. Finally, all categories 
were discussed with the third author, until a consen-
sus was reached. Once categorization was achieved, the 
team prepared a synthesis report. In this report, the team 
defined the main categories (WHO, WHEN, HOW, other) 
and their generic and sub-categories (Fig. 2) with perti-
nent excerpts from the reviewed literature. In summary, 
the results of the scoping review characterize flexible at-
home respite under three attributes: WHO, WHEN and 
HOW.

Fig. 2 Content analysis: Types of categories according to Elo and Kyngäs (2007) (with examples from results)

 



Page 5 of 15Viens et al. BMC Health Services Research          (2024) 24:767 

Consultation
Rather than conducting a focus group as suggested by 
Levac and collaborators [32], the team chose to triangu-
late the results with those from a survey as a consultation 
strategy. Specifically, the research team took advantage 
of a survey being conducted with relevant stakehold-
ers in the larger study (AMORA project), as it allowed 
to respect the scoping review’s allocated resources. The 
survey aimed to define flexible at-home respite and the 
factors affecting its implementation and delivery. A com-
mittee including a researcher, a doctoral student and a 
representative of an organization funding homecare ser-
vices in Québec (Canada), developed the survey follow-
ing the three stages proposed by Corbière and Fraccaroli 
[41]. It originally included a total of 21 items: Thirteen 
[13] close-ended and 8 open-ended questions. Of these 
8, 2 addressed the characteristics of an ideal at-home 
service and suggestions regarding respite and were used 
here for triangulation purposes. The questionnaire was 
published online, in French, on the Microsoft Forms® 
platform in the summer of 2020. Recruitment of partici-
pants (caregivers and people from the homecare sector) 
was done via email, by contacting regional organizations 
(Eastern Townships, Québec, Canada). In addition, the 
18 senior consultation tables spread throughout the ter-
ritory of the province of Québec were solicited; working 
in collaboration with governmental instances in charge of 
services to older adults and caregivers, these tables bring 
together representatives for associations, groups or orga-
nizations concerned with their living conditions.

The goal was to triangulate the scoping review’s results, 
i.e., to identify what was common between the literature 
and real-world experiences, and, as such, to bring contex-
tual value to the results. Accordingly, the team analyzed 
data using mixed categorization [42]. The categories from 
the scoping review served as a starting point (closed cat-
egorization), leaving room to create new categories, as 
the analysis progressed (open categorization). Once all 
the data (scoping and survey) was categorized, the team 
identified the characteristics according to sources. To do 
so, the team tabulated the reoccurrence of each category 
in the survey, in the scoping review, or in both. They then 
integrated the results to provide one unified categoriza-
tion of flexible at-home respite. The AMORA project 
was approved by the research ethics committee of the 
Integrated University Health and Social Services Cen-
tre (CIUSSS) of the Eastern Townships (project number: 
2021–3703).

Results
Of the 1,301 papers retrieved through the database 
searches, 1,146 were not eligible based on title and 
abstract, while 116 were excluded after reading their 
full texts, resulting in 39 included documents (Fig.  3). 

Documents were mainly excluded because they did not 
provide details about the respite service and its flexibil-
ity. The expanded search yielded three additional docu-
ments, resulting in a total of 42 documents, included in 
this scoping review. This section details (1) the character-
istics of the selected documents and (2) the characteriza-
tion of flexible at-home respite.

Characteristics of selected documents
The majority (86%) of the documents in the review 
(Table 2) are from after 2005, with only 14% of the docu-
ments published before 2005, and are from 9 countries; 
United States (n = 18; 42%), United Kingdom (n = 11; 
26%), Australia (n = 4; 10%), Canada (n = 2; 5%), Ireland 
(n = 2; 5%), France (n = 2; 5%), Belgium (n = 2; 5%), Ger-
many (n = 1; 2%), New Zealand (n = 1). The types of docu-
ments were diverse: 68% (n = 28) were empirical studies, 
31% (n = 13) theoretical papers and 1% (n = 2) govern-
ment briefs. Most (n = 23; 56%) of the documents did 
not specify their research approach, while 10 and 9 took, 
respectively, a qualitative (23%) or quantitative approach 
(21%). Most documents address respite in the context of 
caregiving for someone living with Alzheimer’s disease or 
other neurocognitive disorders (n = 25; 60%), while some 
targeted older adults in general (n = 14; 34%), people in 
palliative care (n = 4; 9%) or other older adult popula-
tions (for example, veterans) (n = 3; 1%). Respite was 
usually tendered by community organizations special-
ized in homecare (n = 32; 78%). Although the majority of 
the documents (n = 31; 75%) did not address the type of 
region (rural, urban, or mixed) surrounding the caregiv-
ers, those who did (n = 11; 26%) mainly reported being in 
a mixed environment (n = 9; 21%).

Characteristics of survey participants
Although all 100 participants completed the question-
naire, 71 participants answered at least 1 of the 2 open-
ended questions: Each question had 66 and 41 answers. 
Of those 71 participants, most of them were women 
(n = 60; 85%). All participants were aged on average 55 
years old (SD = 15). They were mostly from the Eastern 
Townships area (n = 56; 79%). Most participants were 
either caregivers (n = 24; 34%) or homecare workers 
(n = 28; 39%), while some were service administrators 
(n = 11; 15%), and some reported being both caregivers 
as well as working in the formal caregiving sector (n = 7; 
10%). Only one person reported themselves as an older 
adult having a caregiver.

Characterization of flexible at-home respite
The characterization of flexible at-home respite will 
be presented below in three main categories which 
are WHO, WHEN, and HOW. Of note, 10 (24%) of the 
included documents had three categories of flexible 
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Fig. 3 Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews (PRISMAScR) flow chart of the scoping review 
process [37]
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components, 16 (38%) had 2 categories and 1 category. 
Almost all documents discussed the HOW of flexible 
at-home respite (n = 40, 95%). Out of the 33 categories 
constructed with the scoping review, only 6 (18%) were 
not reported in the questionnaire: (1) planned respite 
(WHEN), (2) screening of dyads (HOW), (3) deter-
mining frequency of respite (HOW), (4) coordination 
of care (HOW), (5) voucher approach (HOW) and (6) 

acceptability to low-income households (HOW). More-
over, the questionnaire added three characteristics 
that were not present in the scoping review: (1) respite 
needs to be approachable, (2) the organization must 
be prompt** and adhocratic** and (3) able to deliver 
respite regardless of the season** (availability). Generic 
or sub-categories present only in the scoping review are 

Table 2 Description of selected studies; authors, country, year, type of documents & characteristics of flexible respite in text
Characteristics

Authors Country Year Type of document WHEN WHO HOW
Administration for Community Living [43] U.S. n.a. Government brief  X
Arksey et al. [44] U.K. 2004 Empirical study (mixed)  X  X  X
Barrett et al. [45] Aus. 2009 Empirical study (mixed)  X  X
Bayly et al. [46] Canada 2020 Empirical study (quali.)  X  X
Bun & Baker [47] U.K. 2006 Theoretical article  X  X
Caulfield, Seddon, Williams, & Hedd Jones [48] U.K. 2021 Empirical study (quali.)  X
Derence [49] U.S. 2005 Theoretical article  X
Evans & Lee [50] Aus. 2013 Empirical study (quanti.)  X  X  X
Feinberg [51] U.S. 2006 Government brief  X
Feinberg & Newman [24] U.S. 2006 Empirical study (mixt.)  X
Fox [52] U.K. 2011 Theoretical article  X  X
Gendron & Adam [53] Canada 2005 Empirical study (quali.)  X  X  X
Hesse [54] Germany 2005 Empirical study (quanti.)  X  X
Hopkinson et al. [55] U.K. 2021 Empirical study (mixed)  X  X
Ingleton, Payne, Nolan & Carey [56] U.K. 2003 Empirical study (quali.)  X
Kelly & Williams [57] U.S. 2007 Empirical study (quali.)  X
King & Parsons [58] New Zea. 2005 Empirical study (mixed)  X
Kristjanson et al. [59] Aus. 2004 Empirical study (mixed)  X  X
LaVela, Johnson, Miskevics, & Weaver [60] U.S. 2012 Empirical study (quanti.)  X  X
Link [61] U.S. 2016 Theoretical article  X
Lucet [62] France 2015 Theoretical article  X  X  X
Marquant [63] France 2010 Theoretical article  X  X
Mason et al. [64] U.K. 2007 Empirical study (quanti.)  X  X
McKay, Taylor & Armstrong [65] Ireland 2013 Empirical study (mixed)  X  X
Moriarty [66] U.K. 2002 Theoretical article  X  X
Noelker & Browdie [67] U.S. 2012 Theoretical article  X
Parahoo, Campbell & Scoltock [68] Ireland 2002 Empirical study (quali.)  X  X  X
Perks et al. [69] U.K. 2001 Theoretical article  X  X  X
Rosenthal Gelman et al. [70] U.S. 2014 Empirical study (mixed)  X  X
Ryan, Noble, Thorpe & Nolan [14] U.K. 2008 Theoretical article  X  X  X
Shanley [17] Aus. 2006 Empirical study (quali.)  X  X  X
Shaw et al. [18] U.K. 2009 Empirical study (mixed)  X  X  X
Smith [71] U.S. 2007 Empirical study (quanti.)  X
Sorrell [72] U.S. 2006 Theoretical article  X
Staicovici [73] U.S. 2003 Theoretical article  X  X
Starns, Karner & Montgomery [74] U.S. 2002 Empirical study (quali.)  X
Swartzell, Fulton & Crowder [75] U.S. 2022 Empirical study (quanti.)  X
Tompkins & Bell [76] U.S. 2009 Empirical study (quanti.)  X
Vandepitte et al. [77] Belgium 2019 Empirical study (quanti.)  X  X
Vandepitte et al. [21] Belgium 2016 Empirical study (quanti.)  X  X  X
Washington & Tachman [78] U.S. 2017 Empirical study (quali.)  X  X  X
Whitlatch & Feinberg [79] U.S. 2006 Empirical study (quanti.)  X
Total per main categories 23 16 40
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identified with 1 asterisk (*), while those present only in 
the questionnaire have 2 (**).

WHO
In the selected documents, the WHO dimension of flex-
ible at-home respite services can be broken down into 
three qualifiers: (1) Compatible, (2) qualified and (3) 
trained (Table  3). This dimension includes all human 
resources contributing to homecare (administrative staff, 
governing bodies, paid and volunteer care workers). 
First, the workforce behind flexible respite is compatible, 
meaning it has personal characteristics and profiles rel-
evant to homecare for caregivers of older adults [17, 53, 
62, 63, 68]. Gendron and Adam explain this by describing 
how the role of the care worker in Baluchon Alzheimer™ 
goes beyond training: “The nature of their work with 
[Baluchon Alzheimer™] requires particular human and 
professional qualities that are quite as important as aca-
demic credentials” [53]. Personal characteristics such 
as flexibility [53, 62, 63, 68], empathy and patience [17, 
53, 62] are deemed essential attributes. Secondly, the 
workforce is qualified: It has the necessary skills, abili-
ties and knowledge from past professional [14, 45, 62, 70] 
and personal experience [62] to work, or volunteer, with 
caregivers of older adults. For a program like Baluchon 
Alzheimer™, “the backgrounds of the baluchonneuses 

vary […]; all have experience in gerontology” [53]. Other 
areas of qualification in the included documents are a 
nursing background [18, 45] or knowledge related to 
dementia [69]. Finally, flexible at-home respite requires 
a trained workforce engaged in the process of acquiring 
knowledge and learning the skills to provide respite ser-
vices to caregivers of older adults. For example, homec-
are organizations can offer specific training on various 
topics, depending on their target clientele: Dementia 
[44], palliative care [59], or homecare in general [44].

WHEN
The WHEN dimension of flexible at-home respite con-
tains 4 temporal features: (1) Time, (2) duration, (3) fre-
quency and (4) predictability (Table  4). First, flexible 
respite is available on a wide range of possible time slots. 
For example, the service is “available 24 hours, but typi-
cally from 9 am to 10 pm” [64]. Secondly, flexible respite 
is accessible on a wide range of possible durations. The 
Community Dementia Support Service (CDSS) is an 
example of flexibility in duration by “[being] totally flex-
ible, being available from 2 to 15 hours per week” [69]. 
Thirdly, the service is offered in different frequencies: It 
can be either recurrent or occasional, or a combination 
of both [18, 64, 66]. The last feature of the WHEN dimen-
sion is flexibility in predictability; the respite service can 
be planned* or not. A study on respite services in South 
Australia found that most providers (93%) planned the 
respite care with the dyad, but that emergency or crisis 
services were still offered by 35% of them [50].

HOW
At-home respite is flexible when it demonstrates 
approachability: Caregivers can identify that some 
form of respite exists and can be reached (Table 5). For 
the respite service to be approachable, the organization 
needs to be reaching out to dyads; it proactively makes 

Table 3 Summary – Characterization of flexible at-home respite: 
WHO [14, 17, 18, 21, 44, 45, 50, 53, 54, 59, 62, 63, 68–70, 78]
Characteristics Definition
Compatible [17, 53, 62, 63, 68] Personal characteristics and 

profile relevant to respite: For 
example, flexibility and empathy

Qualified [14, 18, 45, 50, 53, 62, 69, 70] Skills, abilities, and knowledge 
relevant to respite from profes-
sional and personal experiences

Trained [14, 17, 21, 44, 53, 54, 59, 62, 
63, 78]

Knowledge and skills relevant 
to respite acquired from their 
homecare organization

Table 4 Summary – Characterization of flexible at-home respite: 
WHEN [14, 17, 18, 21, 44, 46, 50, 52–56, 59, 60, 62, 64–66, 68, 69, 
72, 73, 77, 78]
Characteristics Definition
Time [14, 18, 44, 46, 52, 56, 60, 64–66, 68, 69, 
72]

Wide range of time 
slots

Duration [14, 21, 44, 53, 60, 62, 64, 65, 68, 69, 
72, 73, 77]

Wide range of service 
duration

Frequency [17, 18, 55, 64, 66, 72] Recurrent or occasion-
al/punctual service

Predictability [17, 18, 44, 50, 54, 55, 59, 64–66, 
78]

Planned or not, or 
both

• Planned* [17, 50, 54, 59] Can be planned
• Not planned [18, 44, 50, 55, 64–66, 78] Can be an “emergency” 

or “crisis” intervention
Legend: *: Generic or sub-category present only in the scoping review

Table 5 Summary – Characterization of flexible at-home respite: 
Approachability [17, 21, 24, 48, 53, 57, 61, 65, 66, 69, 70, 73, 77]
Characteristics Definition

The organization …
Reaching out [48, 65, 66, 
69, 70, 73]

…proactively ensures that dyads have 
information on services.

Screening* [17, 57] …assesses whether a dyad is eligible for the 
respite services, but also for other services.

Setting requirements [24, 
57, 61, 66, 75]

…has set attainable and inclusive require-
ments for eligibility.

Communicating [17, 21, 
53, 77]

…communicates consistently with the 
dyad.

Prompt** …respects a reasonable delay between the 
request and the beginning of the service.

Adhocratic** …does not depend on a complex system 
of rules and procedures.

Legend: *: Generic or sub-category present only in the scoping review. **: 
Generic or sub-category present only in the questionnaire
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sure that caregivers of older adults have information on 
services, know of their existence and that they can be 
used. For example, the El Portal program put in place 
“advisory groups that included the local clergy, represen-
tatives from businesses, caregivers, and service providers 
who were used for outreach work” [66]. The organization 
also screens* dyads to assess their eligibility for respite, 
as well as for other services from the same program or 
organization. For example, the North Carolina (U.S.A.) 
Project C.A.R.E. has an initial assessment that consid-
ers the range of homecare services available, rather than 
just assessing for eligibility for a program [57]. In addi-
tion, flexible respite requires the organization to set 
attainable and inclusive requirements for eligibility, as to 

not discourage use [24, 57, 61, 66]. Finally, the organiza-
tion communicates consistently with the dyad. As Shan-
ley explains in their literature review, “there are clear 
and open ways for carers to express concerns about the 
service, and an open mechanism is available for dealing 
with these concerns constructively” [17]. In addition, the 
survey participants discussed two other characteristics. 
First, for respite to be approachable, the organization 
is prompt**, respecting a reasonable delay between the 
request and the beginning of the service (wait list). Sec-
ond, it is adhocratic**, meaning the organization does not 
depend on complex systems of rules and procedures to 
operate i.e., bureaucracy.

The second access dimension of flexible at-home 
respite is appropriateness (Table  6): The fit between 
respite services and the dyad’s needs, its timeliness, the 
amount of care spent in assessing their needs and deter-
mining the correct respite service. For the respite service 
to be appropriate, the organization assesses needs by col-
lecting details about the dyad’s needs; this can include, 
but is not limited to, clinical, psychological, or social 
evaluation. The organization then proposes respite ser-
vices from a wide range of options or packages: A multi-
respite package, as presented by Arksey et al., can simply 
be the combination of at least two different respite ser-
vices [44]. For the service to be appropriate, the orga-
nization also paces the respite. Apprehension towards 
service appropriateness can be mitigated by a gradual 
introduction to homecare, for example when the respite 
is presented as a trial [68]. The organization determines 
the service with the dyad and defines its different char-
acteristics (WHEN*, WHO) so interventions correspond 
to their needs. The organization then determines the 
appropriate activities to do with the dyad during the 
respite. For example, the caregiver of older adults can be 
encouraged to use respite time for leisure (sleep, physi-
cal activity, etc.) [45], while the care worker supports the 
beneficiary in engaging in an activity such as a walk or 
a board game [14]. Furthermore, the organization coor-
dinates* the services for the dyad and acts as a “respite 
broker” to arrange all aspects of care; this is especially 
relevant for programs that include a “care budget” that 
can be used at the caregivers’ discretion [58]. Finally, for 
the respite to be appropriate, the organization assures 
that it is in continuity with other health services, by con-
necting the dyads to pertinent resources. As described 
by Shaw, respite should be “embedded in a context that 
includes assessment, carer education, case management 
and counselling” [18].

The third access dimension of flexible at-home respite 
is affordability, referring to the economic capacity of the 
dyad to spend resources to use appropriate respite ser-
vices (Table  7). The included documents only explored 
the direct cost of respite: The amount of money a dyad 

Table 6 Summary – Characterization of flexible at-home respite: 
Appropriateness [14, 17, 18, 21, 43–55, 57–60, 62–71, 73, 77, 78]
Characteristics Definition

The organization…
Assessing needs
 [17, 44, 49, 51, 53–55, 59, 62, 67, 69, 
70, 78]

…collects details about their 
clients’ needs (care recipient, 
caregiver and/or dyad).

Proposing respite [17, 18, 44, 46, 50, 
51, 57, 58, 64, 66, 67, 71, 73, 75]

…offers respite services from a 
wide range of respite options or 
multi-respite packages.

Pacing respite [17, 21, 53, 55, 57, 60, 
65, 68, 78]

…introduces respite services to 
the dyad progressively.

Determining respite [14, 17, 18, 21, 
44, 45, 47, 50, 52–55, 57, 59, 62, 63, 
65, 68, 69, 77, 78]

… determines the character-
istics of the services with the 
dyad: WHEN & WHO

 • WHEN [17, 18, 44, 45, 50, 54, 65, 
68, 78]

… determines the temporal 
aspects of the respite with the 
dyad:

  o Time [17, 44, 45, 50] The time the services take place 
according to their needs.

  o Duration [44, 45, 50] The duration of the services 
according to their needs.

  o Frequency* [18, 44, 50, 68] The frequency of services ac-
cording to their needs.

  o Predictability [17, 50, 54, 65, 
78]

The level of predictability of ser-
vices according to their needs.

 • WHO [14, 17, 18, 21, 44, 47, 50, 
52, 53, 55, 57, 59, 62, 63, 65, 68, 69, 
77, 78]

… determines the human re-
source dimension with the dyad.
The workforce is…

  o Stability [14, 18, 44, 47, 52, 53, 
62, 68, 69, 78]

… constant.

  o Responsiveness [14, 17, 18, 
21, 44, 50, 53, 55, 57, 59, 62, 63, 65, 
68, 69, 77]

… able to adapt to users’ expec-
tations, values, and rights.

Determining activities [14, 17, 18, 44, 
45, 47, 50, 52–55, 65, 68, 69, 78]

… determines with the dyad 
the activities to do during the 
respite.

Coordinating care* [18, 43, 44, 49, 51, 
54, 55, 57, 58, 64, 70, 78]

… manages the respite services 
for the dyad.

Continuing care [17, 18, 44, 48, 49, 
53, 55, 57, 58, 64, 65, 67, 69, 77]

… assures that the respite 
services are in continuity with 
other services.

Legend: *: Generic or sub-category present only in the scoping review
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must pay to receive services. For the respite to be afford-
able, its direct cost is either (1) adapted, where the cost is 
modulated according to the dyad’s financial resources, for 
example on a sliding scale, based on income or (2) nonex-
istent [44].

Next, flexible at-home respite must demonstrate avail-
ability (Table 8): Services can be reached both physically 
and in a timely manner. Firstly, the organization offers 
respite in the dyads’ geographic area. Shanley described 
an at-home mobile respite program designed to reach 
rural and remote areas, where two care workers visit dif-
ferent locations for set periods of time [17]. Moreover, 
one sub-characteristic identified exclusively by the survey 
participants was seasonality. Indeed, the dyad has access 
to respite, regardless of the season**. Thus, the geography 
category is broken down between the access to service (1) 
in rural or remote areas and (2) notwithstanding the sea-
son. Flexibility in availability also requires that the dyads 
have access to unlimited respite time; the organization 
does not assign a finite bank of hours. Finally, the orga-
nization proposes diverse payment methods to the dyads. 
The consumer-directed approach is a way that homecare 
organizations offer flexibility. A care budget is allocated 
to the caregiver to purchase hours from homecare agen-
cies or to hire their own respite workers. This includes 
payments to family members or friends to provide respite 

care [79]. An example of a type of consumer-directed 
approach is the use of vouchers*: Credit notes or coupons 
to purchase service hours from homecare agencies [44].

Finally, access to flexible at-home respite also relates 
to acceptability (Table 9): The cultural and social factors 
determining the possibility for the dyad to accept respite 
and the perception of the appropriateness of seeking ser-
vices. For the respite to be acceptable, the organization 
targets and caters to the cultural diversity represented 
in their local population. The organization is also able to 
identify and to accommodate underserved groups. In the 
included documents, underserved groups lacked access 
to respite for two reasons: (1) Geographic isolation or (2) 
the requirements to be eligible to “traditional homecare” 
does not apply to them, for example, for younger peo-
ple with dementia and people with HIV/AIDS [17]. The 
organization can target and cater to low-income house-
holds*. Rosenthal Gelman and his collaborators detail a 
program where, after realizing that low-income care-
givers have greater unmet needs, special funds were set 
aside for respite care vouchers to be distributed [70].

Discussion
This scoping review conducted with Levac and col-
leagues’ method [32] synthesized the knowledge on the 
characteristics of flexible at-home respite services offered 
to caregivers of older adults, from 42 documents. The 
results provide a synthesis of the characteristics of flex-
ible at-home respite discussed in the literature. The three 
dimensions of flexibility in respite relate to (1) WHO is 
tendering it, (2) WHEN it is tendered and (3) HOW it is 
tendered. First, human resources (WHO) must be com-
patible with the homecare sector as well as being trained 
and qualified to offer respite to caregivers of older adults. 
The second feature of flexible respite is temporality 
(WHEN): The time, duration, frequency, and predict-
ability of the service. The last dimension, access (HOW), 
refers to the interface between the respite and the users. 
Flexible at-home respite exhibits approachability, appro-
priateness, affordability, availability, and acceptability. 

Table 7 Summary - Characterization of flexible at-home respite: 
Affordability [44, 52–54, 64, 78]
Characteristics Definition
Direct cost [44, 52–54, 64, 78] The amount of money a dyad must 

pay to receive respite services:
  • Adapted [44, 52–54, 64] Modulated according to the dyad’s 

financial resources
  • Inexistent [44, 78] No direct cost

Table 8 Summary - Characterization of flexible at-home respite: 
Availability [17, 18, 24, 44, 46, 49, 51, 57, 64, 71, 76, 79]
Characteristics Definition

The organization offers…
Geography [17, 75] … services in the dyad’s geo-

graphic area.
  • Rurality [17, 75] … services in rural and remote 

areas.
  • Seasonality** … services regardless of the 

season.
Time [18, 44] … unlimited respite time.
Payment methods [18, 24, 44, 46, 49, 
51, 57, 64, 71, 76, 79]

… different methods of 
payment.

  • Consumer-directed [18, 24, 44, 
46, 49, 51, 57, 64, 71, 72, 76, 79]

A care budget to purchase hours 
from homecare agencies or to 
hire respite workers

   o Voucher* [18, 24, 44, 46, 51, 
71, 76, 79]

A credit note to purchase service 
hours from homecare agencies

Legend: *: Generic or sub-category present only in the scoping review. **: 
Generic or sub-category present only in the questionnaire

Table 9 Summary - Characterization of flexible at-home respite: 
Acceptability [17, 18, 44, 49, 57, 60, 66, 68, 70, 74]
Characteristics Definition

The organization…
Cultural diversity [17, 66, 70, 74] … can target and cater to the 

different cultures represented 
in their local population.

Underserved groups [17, 18, 49, 57, 60, 
68]

… can target and cater to 
underserved groups in their 
local population.

Low income households* [44, 57, 70] … can target and cater to 
low-income households.

Legend: *: Generic or sub-category present only in the scoping review. **: 
Generic or sub-category present only in the questionnaire
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In the light of what we learned, flexible at-home respite 
could be characterized as a service that has the ability to 
adjust to the needs of the dyad on all three dimensions 
(WHO, WHEN, HOW). However, this seems to be more 
of an ideal than a reflection of reality.

The survey provided complementary results to the 
review; the concordance between the two is strong 
(27/33 = 82%). Six [6] characteristics were missing from 
the survey results, including planned respite and the 
voucher approach (HOW). Moreover, the survey added 
three elements to the review results: The organization’s 
adhocracy (HOW) and promptness (HOW) as well as its 
ability to offer services, regardless of the season (HOW). 
These mismatches might reflect the Québec (and possibly 
Canadian) landscape of homecare. For example, in the 
Québec homecare system, respite is mostly planned, it 
is therefore not surprising that people only mention that 
unplanned respite is lacking. The “voucher system” was 
not mentioned in the survey, probably in part because it 
does not exist in the province of Québec. Additionally, 
navigating the healthcare system to have free or afford-
able homecare can be treacherous [80]. In short, older 
adults have to go through (1) evaluation(s) by a social 
worker from a hospital or another public healthcare 
organization and (2) various administrative tasks (adho-
cratic) [2], before possibly being put on a waiting list 
(prompt) [81]. In addition, Canada can experience harsh 
winters (seasonality) that can make transport, which 
is an integral part of homecare, particularly laborious. 
Although those categories could reflect the particular-
ity of homecare in Canada, a promising follow up on this 
review would be to compare the characteristics of flexible 
respite from one territory to another. It would contribute 
to providing a more operational definition of flexible at-
home respite.

The remainder of this discussion will focus on two main 
points before touching on the limitations and strengths 
of this review. First, flexibility in at-home respite seems 
exceptional. Second, respite care workers are as skilled as 
they are underappreciated.

This review, in coherence with the literature, highlights 
the fact that respite services generally lack flexibility: This 
is the conclusion of several studies on respite [7, 64, 82]. 
A pattern seems to emerge in the countries represented 
in the review: Community organizations specialized in 
homecare (public and/or privately funded) offer respite 
on predetermined time slots, usually prescribed between 
traditional office hours (9 AM to 6 PM) [50]. This lack of 
flexibility could be explained in part by the rigidity of the 
structure of homecare services and the fact that its fund-
ing does not allow for customizable and punctual services 
[17, 62, 73]. Nevertheless, there were some examples of 
flexible respite models, such as Baluchon Alzheimer™ and 
consumer-directed approaches. Baluchon Alzheimer™ 

offers long-term at-home respite (4 to 14 days) by quali-
fied and trained baluchonneuses. Prior to the relay of the 
caregivers, the baluchonneuse takes the time to learn 
about the dyad, including their environment and rou-
tine [53, 62]. Caregivers report feeling refreshed upon 
their return and appreciate the diaries (or logbooks) that 
the baluchonneuse meticulously fills out [53]. Another 
example would be consumer-directed approaches, where 
caregivers are attributed a budget to hire their own care 
worker. Allowing caregivers to choose their care worker 
(either from a self-employed carer or family and friends) 
can increase the quality of care and satisfaction, while 
providing relatively affordable care, especially in a situ-
ation of labour shortage [51, 79]. Even though these 
two models are a demonstration of how respite can be 
adapted to the caregiver-senior dyad, for the most part, 
flexibility is lacking on all three dimensions of respite 
(WHO, WHEN, HOW).

Secondly, the results from the scoping review high-
light how homecare as a profession is often overlooked. 
Indeed, the reviewed documents state the necessary set 
of skills to offer respite; the level described is one of highly 
specialized care professionals with important liability. 
These skills must also transcend advanced knowledge and 
qualifications, to include interpersonal capabilities [17, 
53, 62, 63, 68]. Furthermore, care workers must also be 
flexible to offer a wide range of service time and duration, 
in addition to being ready to provide “on-the-go” respite 
[53, 68]. Yet, the occupation of homecare worker is an 
underappreciated and underpaid position [83]. Commu-
nity care, like respite, is generally not a priority for social 
and healthcare funding [24]. This can be explained in part 
by the neoliberal approach to care in which the target is 
to minimize spending and maximize (measurable) out-
comes [84]. Homecare outcomes are often overlooked in 
favour of service delivery evaluation, in part because they 
are difficult to measure [44]. This approach can also lead 
to prioritizing third party contracting instead of includ-
ing respite in the range of public services, as to save on 
expenses related to employment (insurance and other 
benefits) [85]. Another contributor is that funding is used 
for service administration and not to adequately provide 
services or remunerate care workers [86]. Finally, care 
workers are mostly women, known for doing the invis-
ible work that is at the heart of respite care (emotional 
support, etc.) [87]. A telling example from the reviewed 
documents is that Baluchon Alzheimer™ refers to their 
care workers as baluchonneuses (feminine form) and not 
baluchoneurs (masculine form) [53]. Consequently, the 
homecare sector is faced with recruitment and reten-
tion challenges [44, 64, 88]. Authors of the documents 
included in the review addressed the fact that flexibility in 
service meant that service providers had to function with 
excess capacity; for example, by building an “employee 
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bank” to cover all the hours of the day and emergency 
calls [44]. Ultimately, staff turnover and shortage caused 
in part by the work being underappreciated could create 
a vicious cycle, leading to inflexibility in respite. In short, 
overlooking and underestimating the crucial and special-
ized work of homecare workers can contribute to staff 
turnover, which in turn could result in a lack of flexibility 
of at-home respite.

Limitations and strengths
The review’s methodological approach has some limita-
tions and strengths. First, according to Levac, Colquhoun 
and O’Brien [32], research teams could conduct a sixth 
step in their scoping study, consisting in consulting 
experts through a focus group or workshop. This last 
phase aims at providing further insight into the review’s 
results and to begin the knowledge translation process. 
The team did not conduct a traditional consultation 
phase. Instead, they triangulated the review’s results 
through a questionnaire. This method was of interest, 
because of the natural concordance between the results 
and the considerable number of participants (n = 100). 
The survey still allowed to refine the characterization 
of respite, but further knowledge transfer to homecare 
actors and caregivers is necessary. Although innovative, 
there is a need to further investigate the validity of this 
approach as a consultation phase. Secondly, the theme of 
flexible at-home respite may have narrowed the search 
and identification of relevant documentation, and there-
fore caused the team to overlook some of the literature. 
Empirical studies and reviews on respite seldom include 
a detailed description of services [89–91]. This made it 
challenging to understand what services are like, opera-
tionally, for the dyad and to judge their flexibility. In addi-
tion, it complexified the extraction of relevant data, as 
descriptions were sparse and scattered throughout the 
documents. The team worked to mitigate these limita-
tions in the documentation research and data charting 
phase. To begin, they sorted through all the literature on 
at-home respite for caregivers of older adults. In other 
words, the team not only searched for, but also included 
any explicit mention of flexibility. After selection, the 
extraction tables allowed enough versatility to include all 
the flexible characteristics of service, regardless of their 
placement in the text (introduction, methodology or 
discussion) or length. Another limitation is that, due to 
resource constraints, only 10% of the document selection 
and extraction was assessed by two reviewers, although 
a minimum of 80% of agreement was met and discus-
sions were used to reach consensus where a disagree-
ment arose. To conclude, strengths of this review include 
the extensiveness and diversity of the documents and 
its rigorous methodology, co-validated by a peer and an 

experienced researcher, with assistance from a special-
ized librarian.

Conclusion
This review has both scientific and practical implications. 
From a scientific point of view, the results contribute to 
the body of knowledge on flexible respite service models 
for caregivers of seniors, an under-documented topic. To 
our knowledge, this is the first review that aims to char-
acterize flexible at-home respite. Our results suggest the 
relevance of further documenting the factors influenc-
ing the implementation and delivery of flexible respite 
services, as well as the consequences of the lack of flex-
ibility in respite services, which may lead to service unde-
ruse. Moreover, researchers could focus on documenting 
respite programs in countries that are not represented in 
this review. There were notably no documents from the 
continents of Asia and Africa. Unfortunately, good prac-
tices can go unreported in peer-reviewed publications; 
therefore, a review focusing on government reports and 
publications aimed at professionals could shed some light 
on promising respite models. From a practical point of 
view, this review serves as a starting point for the imple-
mentation of flexible home respite that is tailored to the 
caregivers’ and older adults’ needs. Our characteriza-
tion of flexible at-home respite can be used to guide the 
improvement of existing respite services and to design 
new resources that reflect best practices in homecare, 
ultimately contributing to successful aging in place for 
older adults.

Abbreviations
PRISMAScR  Preferred Reporting Items for Systematic reviews and Meta-

Analyses extension for Scoping Reviews

Acknowledgements
The team thanks the Université de Sherbrooke’s library and archives service 
for their support. The team also want to thank everyone who participated in 
the survey.

Author contributions
MV conducted the review and co-wrote the article with AE. AE co-validated 
the study selection and co-wrote the article. AC co-validated the study 
selection, data charting and reviewed the article. VP reviewed the article. All 
authors read and approved the final manuscript.

Funding
This article describes a part of a larger study on flexible respite funded by 
the Fonds de la recherche du Québec (#309508) – Santé and the Conseil de 
recherches en sciences humaines du Canada (#892-2019-3075). Annie Carrier 
and Véronique Provencher are Fonds de recherche du Québec – Santé Junior 1 
and Junior 2 researchers (#296437 and #297008, respectively). Alexandra Éthier 
is a Canadian Institutes of Health Research - Research Graduate Scholarships – 
Doctoral Program recipient (#476590 − 71729).

Data availability
The data supporting this study’s findings are available from the corresponding 
author, upon reasonable request.



Page 13 of 15Viens et al. BMC Health Services Research          (2024) 24:767 

Declarations

Ethics approval and consent to participate
The AMORA project was approved by the research ethics committee of the 
Integrated University Health and Social Services Centre (CIUSSS) of the Eastern 
Townships (project number: 2021–3703).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 5 June 2023 / Accepted: 29 April 2024

References
1. World Health Organization. Ageing and health. In Newsroom. 2022. https://

www.who.int/news-room/fact-sheets/detail/ageing-and-health. Accessed 3 
Feb 2023.

2. Ministère de la Santé et des Services sociaux. Chez soi: le premier choix, 
politique de soutien à domicile. 2003. https://publications.msss.gouv.qc.ca/
msss/document-001351/. Accessed 20 Mar 2022.

3. Centers for Disease Control and Prevention. Healthy places terminology. In 
Healthy places. 2017. https://www.cdc.gov/healthyplaces/terminology.htm. 
Accessed 10 Mar 2022.

4. Low LF, Yap M, Brodaty H. A systematic review of different models of home 
and community care services for older persons. BMC Health Serv Res. 
2011;11:1–15.

5. Roth DL, Fredman L, Haley WE. Informal caregiving and its impact on health: a 
reappraisal from population-based studies. Gerontologist. 2015;55(2):309–19.

6. Vandepitte S, Putman K, Van Den Noortgate N, Verhaeghe N, Annemans L. 
Cost-effectiveness of an in-home respite care program to support informal 
caregivers of persons with dementia: a model-based analysis. Int J Geriatr 
Psychiatry. 2020;35(6):601–9.

7. Maayan N, Soares-Weiser K, Lee H. Respite care for people with dementia and 
their carers. Cochrane Database Syst Rev. 2014;(1):CD004396.

8. Yun-Hee Jeon, Brodaty H, Chesterson J. Respite care for caregivers and 
people with severe mental illness: literature review. J Adv Nurs Wiley-Black-
well. 2005;49(3):297–306.

9. O’connell B, Hawkins M, Ostaszkiewicz J, Millar L. Carers’ perspectives of 
respite care in Australia: an evaluative study. Contemp Nurse J Aust Nurs Prof. 
2012;41(1):111–9.

10. Chan J. What do people with acquired brain injury think about respite care 
and other support services? Int J Rehabil Res Int Z Rehabil Rev Int Rech 
Readaptation. 2008;31(1):3–11.

11. Chappell NL, Reid RC, Dow E. Respite reconsidered: a typology of meanings 
based on the caregiver’s point of view. J Aging Stud. 2001;15(2):201–16.

12. Strang VR, Haughey M, Gerdner LA, Teel CS, Strang VR. Respite - a coping 
strategy for family caregivers. West J Nurs Res. 1999;21(4):450–71.

13. Dal Santo TS, Scharlach AE, Nielsen J, Fox PJ. Stress process model of family 
caregiver service utilization: factors associated with respite and counseling 
service use. J Gerontol Soc Work. 2007;49(4):29–49.

14. Ryan T, Noble R, Thorpe P, Nolan M. Out and about: a valued community 
respite service. J Dement Care. 2008;16(2):34–5.

15. Grant I, McKibbin CL, Taylor MJ, Mills P, Dimsdale J, Ziegler M, et al. In-home 
respite intervention reduces plasma epinephrine in stressed Alzheimer 
caregivers. Am J Geriatr Psychiatry. 2003;11(1):62–72.

16. O’Shea E, Timmons S, O’Shea E, Irving K. Multiple stakeholders’ perspectives 
on respite service access for people with dementia and their carers. Geron-
tologist. 2019;59(5):e490–500.

17. Shanley C. Developing more flexible approaches to respite for people 
living with dementia and their carers. Am J Alzheimers Dis Other Demen. 
2006;21(4):234–41.

18. Shaw C, McNamara R, Abrams K, Cannings-John R, Hood K, Longo M, et al. 
Systematic review of respite care in the frail elderly. Health Technol Assess. 
2009;13(37):1–246.

19. Neville C, Beattie E, Fielding E, MacAndrew M. Literature review: use of 
respite by carers of people with dementia. Health Soc Care Community. 
2015(1):51–3.

20. Ashworth M, Baker AH. Time and space: carers’ views about respite care. 
Health Soc Care Community. 2000;8(1):50–6.

21. Vandepitte S, Van Den Noortgate N, Putman K, Verhaeghe S, Annemans L. 
Effectiveness and cost-effectiveness of an in-home respite care program in 
supporting informal caregivers of people with dementia: design of a com-
parative study. BMC Geriatr. 2016;16:207–207.

22. Dubé V, Ducharme F, Lachance L, Perreault O. Résultats de l’enquête sur la 
satisfaction des proches aidants concernant les services obtenus par des 
organismes communautaires financés par les Appuis régionaux du Québec: 
Rapport présenté à l’Appui national. 2018. https://www.lappui.org/Organisa-
tions/Medias/Fichiers/National-Fichiers/Publications/Resultats-de-l-enquete-
sur-la-satisfaction-des-proches-aidants. Accessed 13 Jul 2022.

23. Funk LM. Relieving the burden of navigating health and social services for 
older adults and caregivers. IRPP Study. 2019;(73):1.

24. Feinberg LF, Newman SL. Preliminary experiences of the States in implement-
ing the National Family Caregiver Support Program: a 50-state study. J Aging 
Soc Policy. 2006;18(3/4):95–113.

25. Albouy FX, Lorenzi JH, Villemeur A, Khan S. Propositions pour une Société du 
Vieillissement harmonieuse: Pour un accompagnement renforcé, optimal et 
solidaire des aidants ! 2020. http://www.tdte.fr/article/show/les-positions-de-
la-chaire-tdte-pour-un-accompagnement-renforce-optimal-et-solidaire-des-
aidants-263. Accessed 20 Mar 2020.

26. L’Appui pour les proches aidants d’aînés. Portrait démographique des 
proches aidants d’aînés au Québec. 2016. https://www.lappui.org/Organisa-
tions/Boite-a-outils/Portrait-demographique-des-proches-aidants-d-aines-
au-Quebec. Accessed 20 Mar 2020.

27. Brandão D, Ribeiro O, Martín I. Underuse and unawareness of residential 
respite care services in dementia caregiving: constraining the need for relief. 
Health Soc Work. 2016;41(4):254–62.

28. O’Shea E, Timmons S, O’Shea E, Fox S, Irving K, Shea EO, et al. Key stakehold-
ers’ experiences of respite services for people with dementia and their 
perspectives on respite service development: a qualitative systematic review. 
BMC Geriatr. 2017;17:1–14.

29. Huang HL, Shyu YIL, Chang MY, Weng LC, Lee I. Willingness to use respite care 
among family caregivers in Northern Taiwan. J Clin Nurs. 2008;18(2):191–8.

30. Leocadie MC, Roy MH, Rothan-Tondeur M. Barriers and enablers in the use of 
respite interventions by caregivers of people with dementia: an integrative 
review. Arch Public Health Arch Belg Sante Publique. 2018;76:72–72.

31. Laboratoire d’innovation par et pour les aînés. Projet AMORA. 2022. https://
lippa.recherche.usherbrooke.ca/projet-amora/. Accessed 10 Ap 2023.

32. Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the methodol-
ogy. Implement Sci. 2010;5(1):69.

33. Anderson S, Allen P, Peckham S, Goodwin N. Asking the right questions: 
scoping studies in the commissioning of research on the organisation and 
delivery of health services. Health Res Policy Syst. 2008;6(1):1–12.

34. Arksey H, O’Malley L. Scoping studies: towards a methodological framework. 
Int J Soc Res Methodol. 2005;8(1):19–32.

35. Wittenberg Y, Kwekkeboom R, Staaks J, Verhoeff A, de Boer A. Informal 
caregivers’ views on the division of responsibilities between them-
selves and professionals: a scoping review. Health Soc Care Community. 
2018;26(4):e460–73.

36. Nissen RM, Serwe KM. Occupational therapy Telehealth Applications for 
the dementia-caregiver Dyad: a scoping review. Phys Occup Ther Geriatr. 
2018;36(4):366–79.

37. Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. PRISMA 
Extension for scoping reviews (PRISMAScR): Checklist and Explanation. Ann 
Intern Med. 2018;169:467–73. https://doi.org/10.7326/M18-0850.

38. Elo S, Kyngäs H. The qualitative content analysis process. J Adv Nurs. 
2008;62(1):107–15.

39. Collins English Dictionary [Internet]. Glasgow (Scotland): HarperCollins; 
c2024. Interface. [cited 2024 feb 29]; [about 15 of screens]. https://www.col-
linsdictionary.com/dictionary/english/interface.

40. Levesque JF, Harris MF, Russell G. Patient-centred access to health care: Con-
ceptualising access at the interface of health systems and populations. Int J 
Equity Health. 2013;12(1):1–9.

41. Corbière M, Fraccaroli F. La conception, la validation, la traduction et 
l’adaptation transculturelle d’outils de mesure. Méthodes qualitatives, quan-
titatives et mixtes : Dans La recherche en sciences humaines, sociales et de la 
santé. Québec (QC): Presses de l’Université du Québec; 2014. pp. 577–623.

42. Miles H, Huberman AM, Saldana J. Qualitative data analysis: a methods 
sourcebook. 4 éd. Thousand Oaks, CA: Sage; 2019.

https://www.who.int/news-room/fact-sheets/detail/ageing-and-health
https://www.who.int/news-room/fact-sheets/detail/ageing-and-health
https://publications.msss.gouv.qc.ca/msss/document-001351/
https://publications.msss.gouv.qc.ca/msss/document-001351/
https://www.cdc.gov/healthyplaces/terminology.htm
https://www.lappui.org/Organisations/Medias/Fichiers/National-Fichiers/Publications/Resultats-de-l-enquete-sur-la-satisfaction-des-proches-aidants
https://www.lappui.org/Organisations/Medias/Fichiers/National-Fichiers/Publications/Resultats-de-l-enquete-sur-la-satisfaction-des-proches-aidants
https://www.lappui.org/Organisations/Medias/Fichiers/National-Fichiers/Publications/Resultats-de-l-enquete-sur-la-satisfaction-des-proches-aidants
http://www.tdte.fr/article/show/les-positions-de-la-chaire-tdte-pour-un-accompagnement-renforce-optimal-et-solidaire-des-aidants-263
http://www.tdte.fr/article/show/les-positions-de-la-chaire-tdte-pour-un-accompagnement-renforce-optimal-et-solidaire-des-aidants-263
http://www.tdte.fr/article/show/les-positions-de-la-chaire-tdte-pour-un-accompagnement-renforce-optimal-et-solidaire-des-aidants-263
https://www.lappui.org/Organisations/Boite-a-outils/Portrait-demographique-des-proches-aidants-d-aines-au-Quebec
https://www.lappui.org/Organisations/Boite-a-outils/Portrait-demographique-des-proches-aidants-d-aines-au-Quebec
https://www.lappui.org/Organisations/Boite-a-outils/Portrait-demographique-des-proches-aidants-d-aines-au-Quebec
https://lippa.recherche.usherbrooke.ca/projet-amora/
https://lippa.recherche.usherbrooke.ca/projet-amora/
https://doi.org/10.7326/M18-0850
https://www.collinsdictionary.com/dictionary/english/interface
https://www.collinsdictionary.com/dictionary/english/interface


Page 14 of 15Viens et al. BMC Health Services Research          (2024) 24:767 

43. Administration for Community Living. The Lifespan Respite Care Program. 
2020. https://acl.gov/sites/default/files/programs/2018-05/Fact%20Sheet_
Lifespan_Respite_Care_2018.pdf. Accessed 20 Mar 2020.

44. Arksey H, Jackson K, Croucher K, Weatherly H, Golder S, Hare P et al. Review 
of respite services and short-term breaks for carers of people with dementia. 
2004. http://eprints.whiterose.ac.uk/73255/. Accessed 20 Mar 2020.

45. Barrett M, Wheatland B, Haselby P, Larson A, Kristjanson L, Whyatt D. Palliative 
respite services using nursing staff reduces hospitalization of patients and 
improves acceptance among carers. Int J Palliat Nurs. 2009;15(8):389–95.

46. Bayly M, Morgan D, Froehlich Chow A, Kosteniuk J, Elliot V. Dementia-related 
education and support service availability, accessibility, and use in rural areas: 
barriers and solutions. Can J Aging. 2020;39(4):545–85.

47. Bunn B, Baker C. Network. What a difference three hours can make. J Dement 
Care. 2006;14(4):10–1.

48. Caulfield M, Seddon D, Williams S, Hedd Jones C. Planning, commissioning 
and delivering bespoke short breaks for carers and their partner living with 
dementia: Challenges and opportunities. Health Soc Care Community. 2021. 
https://search.ebscohost.com/login.aspx?direct=true&db=mnh&AN=343632
62&site=ehost-live. Accessed 20 Mar 2020.

49. Derence K. Dementia-specific respite: the key to effective caregiver support. 
N C Med J. 2005;66(1):48–51.

50. Evans D, Lee E. Respite services for older people. Int J Nurs Pract. 
2013;19(4):431–6.

51. Feinberg LF. Ahead of the curve: emerging trends and practices in family 
caregiver support. 2006. https://search.ebscohost.com/login.aspx?direct=tru
e&db=gnh&AN=110981&site=ehost-live. Accessed 20 Mar 2020.

52. Fox A. A new model for care and support: sharing lives and taking charge. 
Work Older People Community Care Policy Pract. 2011;15(2):58–63.

53. Gendron M, Adam E. Caregiving challenges. Baluchon Alzheimer©: an 
innovative respite and support service in the home of the family caregiver of 
a person with Alzheimer’s. Alzheimers Care Q. 2005;6(3):249–61.

54. Hesse E. PRO DEM: a community-based approach to care for dementia. 
Health Care Financ Rev. 2005;27(1):89–94.

55. Hopkinson J, King A, Young L, McEwan K, Elliott F, Hydon K, et al. Crisis 
management for people with dementia at home: mixed-methods case study 
research to identify critical factors for successful home treatment. Health Soc 
Care Community. 2021;29(4):1072–82.

56. Ingleton C, Payne S, Nolan M, Carey I. Respite in palliative care: a review and 
discussion of the literature. Palliat Med. 2003;17(7):567–75.

57. Kelly CM, Williams IC. Providing dementia-specific services to family 
caregivers: North Carolina’s Project C.A.R.E. program. J Appl Gerontol. 
2007;26(4):399–412.

58. King A, Parsons M. An evaluation of two respite models for older people and 
their informal caregivers. N Z Med J. 2005;118(1214):U1440–1440.

59. Kristjanson LJ, Cousins K, White K, Andrews L, Lewin G, Tinnelly C, et al. Evalu-
ation of a night respite community palliative care service. Int J Palliat Nurs. 
2004;10(2):84–90.

60. LaVela SL, Johnson BW, Miskevics S, Weaver FM. Impact of a multicomponent 
support services program on informal caregivers of adults aging with dis-
abilities. J Gerontol Soc Work. 2012;55(2):160–74.

61. Link G. The administration for community living: programs and initiatives 
providing family caregiver support. Generations. 2015;39(4):57–63.

62. Lucet F. [In-home respite for the families of Alzheimer’s patients]. Soins 
Gerontol. 2015;(115):24–9.

63. Marquant M. [A volunteer helper for carers of patients suffering from 
Alzheimer’s disease]. Soins Gerontol. 2010;(85):36–7.

64. Mason A, Weatherly H, Spilsbury K, Arksey H, Golder S, Adamson J, et al. A 
systematic review of the effectiveness and cost-effectiveness of different 
models of community-based respite care for frail older people and their car-
ers. Health Technol Assess. 2007;11(40):iii–88.

65. McKay EA, Taylor AE, Armstrong C. What she told us made the world of 
difference: Carers’ perspectives on a hospice at home service. J Palliat Care. 
2013;29(3):170–7.

66. Moriarty J. Welcome and introduction to the innovative practice section. 
Dement. 2002;1(1):113–20.

67. Noelker L, Bowdie R. Caring for the caregivers: developing models that work. 
Generations. 2012;1(1):103–6.

68. Parahoo K, Campbell A, Scoltock C. An evaluation of a domiciliary respite 
service for younger people with dementia. J Eval Clin Pract. 2002;8(4):377–85.

69. Perks A, Nolan M, Ryan T, Enderby P, Hemmings I, Robinson K. Breaking the 
mould: developing a new service for people with dementia and their carers. 
Qual Ageing. 2001;2(1):3–11.

70. Rosenthal Gelman C, Sokoloff T, Graziani N, Arias E, Peralta A. Individually-tai-
lored support for ethnically-diverse caregivers: enhancing our understanding 
of what is needed and what works. J Gerontol Soc Work. 2014;57(6/7):662–80.

71. Smith SA. Longitudinal examination of a psychoeducational intervention 
and a respite grant for family caregivers of persons with Alzheimer’s or other 
dementias. 2006. https://search.ebscohost.com/login.aspx?direct=true&db=
gnh&AN=938302&site=ehost-live. Accessed 20 Mar 2020.

72. Sorrell JM. Developing programs for older adults in a faith community. J 
Psychosoc Nurs Ment Health Serv. 2006;44(11):15–8.

73. Staicovici S. Respite care for all family caregivers: the LifeSpan Respite Care 
Act. J Contemp Health Law Policy. 2003;20(1):243–72.

74. Starns MK, Karner TX, Montgomery RJV. Exemplars of successful Alzheimer’s 
demonstration projects. Home Health Care Serv Q. 2002;21(3–4):141–75.

75. Swartzell KL, Fulton JS, Crowder SJ. State-level Medicaid 1915(c) home and 
community-based services waiver support for caregivers. Nurs Outlook. 
2022;70(5):749–57.

76. Tompkins SA, Bell PA. Examination of a psychoeducational intervention and 
a respite grant in relieving psychosocial stressors associated with being an 
Alzheimer’s caregiver. J Gerontol Soc Work. 2009;52(2):89–104.

77. Vandepitte S, Putman K, Van Den Noortgate N, Verhaeghe S, Annemans 
L. Effectiveness of an in-home respite care program to support infor-
mal dementia caregivers: a comparative study. Int J Geriatr Psychiatry. 
2019;34(10):1534–44.

78. Washington TR, Tachman JA. Gerontological social work student-delivered 
respite: a community-university partnership pilot program. J Gerontol Soc 
Work. 2017;60(1):48–67.

79. Whitlatch CJ, Feinberg LF. Family and friends as respite providers. J Aging Soc 
Policy. 2006;18(3/4):127–39.

80. Martin D, Miller AP, Quesnel-Vallée A, Caron NR, Vissandjée B, Marchildon GP. 
Canada’s universal health-care system: achieving its potential. Lancet Lond 
Engl. 2018;391(10131):1718–35.

81. Canadian Institute for Health Information. Wait times for home care 
services. In: Your health systems. 2023. https://yourhealthsystem.cihi.
ca/hsp/inbrief?lang=en&_gl=1*2ysioj*_ga*MTYzNTk0MjAxMS4xNjc
1NDQwNzQ3*_ga_44X3CK377B*MTY4MTkyMDYzMi4yLjEuMTY4MT
kyMDY5MC4wLjAuMA.&_ga=2.134837618.2075493098.1681920633-
1635942011.1675440747#!/indicators/089/wait-times-for-home-care-service
s/;mapC1;mapLevel2;/. Accessed 28 Ap 2020.

82. Carretero S, Garcés J, Ródenas F. Evaluation of the home help service and its 
impact on the informal caregiver’s burden of dependent elders. Int J Geriatr 
Psychiatry. 2007;22(8):738–49.

83. Bonnet T, Primerano J. The masks of recognition: the work of home care aides 
during the COVID-19 health crisis. Lien Soc Polit. 2022;88:89–110.

84. Rostgaard T. Quality reforms in Danish home care–balancing between 
standardisation and individualisation. Health Soc Care Community. 
2012;20(3):247–54.

85. Plourde A. Les agences de placement comme vecteurs centraux de la 
privatisation des services de soutien à domicile. 2022. https://iris-recherche.
qc.ca/wp-content/uploads/2022/01/IRIS_Agence_PlacementSSS_web-VF.
pdf. Accessed 20 Mar 2020.

86. Scholey C, Schobel K. Mesure de la performance des organismes sans but 
lucratif: Le tableau de bord équilibré comme outil. 2016. https://www.cpa-
canada.ca/fr/ressources-en-comptabilite-et-en-affaires/strategie-risque-et-
gouvernance/gouvernance-dosbl/publications/mesure-de-la-performance-
des-osbl. Accessed 20 Mar 2020.

87. Khanam F, Langevin M, Savage K, Sharanjit U. Women working in paid 
care occupations. 2022. https://www150.statcan.gc.ca/n1/pub/75-
006-x/2022001/article/00001-eng.htm. Accessed 20 Mar 2022.

88. Moore H, Dishman L, Fick J. The challenge of employee retention in medical 
practices across the United States: An exploratory investigation into the rela-
tionship between operational succession planning and employee turnover. 
In: Hefner JL, Nembhard IM, editors. Advances in health care management. 
2021. pp. 45–75.

89. Clarkson P, Challis D, Hughes J, Roe B, Davies L, Russell I et al. Components, 
impacts and costs of dementia home support: a research programme includ-
ing the DESCANT RCT. 2021. https://search.ebscohost.com/login.aspx?direct
=true&db=mnh&AN=34181370&site=ehost-live. Accessed 20 Mar 2022.

90. Cobley CS, Fisher RJ, Chouliara N, Kerr M, Walker MF. A qualitative study 
exploring patients’ and carers’ experiences of early supported discharge 
services after stroke. Clin Rehabil. 2013;27(8):750–7.

https://acl.gov/sites/default/files/programs/2018-05/Fact%20Sheet_Lifespan_Respite_Care_2018.pdf
https://acl.gov/sites/default/files/programs/2018-05/Fact%20Sheet_Lifespan_Respite_Care_2018.pdf
http://eprints.whiterose.ac.uk/73255/
https://search.ebscohost.com/login.aspx?direct=true&db=mnh&AN=34363262&site=ehost-live
https://search.ebscohost.com/login.aspx?direct=true&db=mnh&AN=34363262&site=ehost-live
https://search.ebscohost.com/login.aspx?direct=true&db=gnh&AN=110981&site=ehost-live
https://search.ebscohost.com/login.aspx?direct=true&db=gnh&AN=110981&site=ehost-live
https://search.ebscohost.com/login.aspx?direct=true&db=gnh&AN=938302&site=ehost-live
https://search.ebscohost.com/login.aspx?direct=true&db=gnh&AN=938302&site=ehost-live
https://yourhealthsystem.cihi.ca/hsp/inbrief?lang=en&_gl=1*2ysioj*_ga*MTYzNTk0MjAxMS4xNjc1NDQwNzQ3*_ga_44X3CK377B*MTY4MTkyMDYzMi4yLjEuMTY4MTkyMDY5MC4wLjAuMA.&_ga=2.134837618.2075493098.1681920633-1635942011.1675440747#!/indicators/089/wait-times-for-home-care-services/;mapC1;mapLevel2
https://yourhealthsystem.cihi.ca/hsp/inbrief?lang=en&_gl=1*2ysioj*_ga*MTYzNTk0MjAxMS4xNjc1NDQwNzQ3*_ga_44X3CK377B*MTY4MTkyMDYzMi4yLjEuMTY4MTkyMDY5MC4wLjAuMA.&_ga=2.134837618.2075493098.1681920633-1635942011.1675440747#!/indicators/089/wait-times-for-home-care-services/;mapC1;mapLevel2
https://yourhealthsystem.cihi.ca/hsp/inbrief?lang=en&_gl=1*2ysioj*_ga*MTYzNTk0MjAxMS4xNjc1NDQwNzQ3*_ga_44X3CK377B*MTY4MTkyMDYzMi4yLjEuMTY4MTkyMDY5MC4wLjAuMA.&_ga=2.134837618.2075493098.1681920633-1635942011.1675440747#!/indicators/089/wait-times-for-home-care-services/;mapC1;mapLevel2
https://yourhealthsystem.cihi.ca/hsp/inbrief?lang=en&_gl=1*2ysioj*_ga*MTYzNTk0MjAxMS4xNjc1NDQwNzQ3*_ga_44X3CK377B*MTY4MTkyMDYzMi4yLjEuMTY4MTkyMDY5MC4wLjAuMA.&_ga=2.134837618.2075493098.1681920633-1635942011.1675440747#!/indicators/089/wait-times-for-home-care-services/;mapC1;mapLevel2
https://yourhealthsystem.cihi.ca/hsp/inbrief?lang=en&_gl=1*2ysioj*_ga*MTYzNTk0MjAxMS4xNjc1NDQwNzQ3*_ga_44X3CK377B*MTY4MTkyMDYzMi4yLjEuMTY4MTkyMDY5MC4wLjAuMA.&_ga=2.134837618.2075493098.1681920633-1635942011.1675440747#!/indicators/089/wait-times-for-home-care-services/;mapC1;mapLevel2
https://yourhealthsystem.cihi.ca/hsp/inbrief?lang=en&_gl=1*2ysioj*_ga*MTYzNTk0MjAxMS4xNjc1NDQwNzQ3*_ga_44X3CK377B*MTY4MTkyMDYzMi4yLjEuMTY4MTkyMDY5MC4wLjAuMA.&_ga=2.134837618.2075493098.1681920633-1635942011.1675440747#!/indicators/089/wait-times-for-home-care-services/;mapC1;mapLevel2
https://iris-recherche.qc.ca/wp-content/uploads/2022/01/IRIS_Agence_PlacementSSS_web-VF.pdf
https://iris-recherche.qc.ca/wp-content/uploads/2022/01/IRIS_Agence_PlacementSSS_web-VF.pdf
https://iris-recherche.qc.ca/wp-content/uploads/2022/01/IRIS_Agence_PlacementSSS_web-VF.pdf
https://www.cpacanada.ca/fr/ressources-en-comptabilite-et-en-affaires/strategie-risque-et-gouvernance/gouvernance-dosbl/publications/mesure-de-la-performance-des-osbl
https://www.cpacanada.ca/fr/ressources-en-comptabilite-et-en-affaires/strategie-risque-et-gouvernance/gouvernance-dosbl/publications/mesure-de-la-performance-des-osbl
https://www.cpacanada.ca/fr/ressources-en-comptabilite-et-en-affaires/strategie-risque-et-gouvernance/gouvernance-dosbl/publications/mesure-de-la-performance-des-osbl
https://www.cpacanada.ca/fr/ressources-en-comptabilite-et-en-affaires/strategie-risque-et-gouvernance/gouvernance-dosbl/publications/mesure-de-la-performance-des-osbl
https://www150.statcan.gc.ca/n1/pub/75-006-x/2022001/article/00001-eng.htm
https://www150.statcan.gc.ca/n1/pub/75-006-x/2022001/article/00001-eng.htm
https://search.ebscohost.com/login.aspx?direct=true&db=mnh&AN=34181370&site=ehost-live
https://search.ebscohost.com/login.aspx?direct=true&db=mnh&AN=34181370&site=ehost-live


Page 15 of 15Viens et al. BMC Health Services Research          (2024) 24:767 

91. Jegermalm M. Direct and indirect support for carers: patterns of support 
for informal caregivers to elderly people in Sweden. J Gerontol Soc Work. 
2002;38(4):67–84.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	WHO, WHEN, HOW: a scoping review on flexible at-home respite for informal caregivers of older adults
	Abstract
	Background
	Method
	Identifying the research question
	Identifying relevant documents
	Study selection
	Charting the data
	Collating, summarizing, and reporting the results
	Consultation

	Results
	Characteristics of selected documents
	Characteristics of survey participants
	Characterization of flexible at-home respite
	WHO
	WHEN
	HOW

	Discussion
	Limitations and strengths

	Conclusion
	References


