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EXECUTIVE SUMMARY

The ValueCare project is an ambitious initiative that aims to improve healthcare for acute and chronic
conditions in older people in seven European pilot sites. The purpose of this project is to implement
the ValueCare concept and the supporting ICT solution for the purpose of validation and ensuring its
replicability. The objective of D4.3 is to describe the implementation of the innovative ValueCare
concept forintegrated health and social care for older citizens using ICT in each of the seven European
pilot sites included in the project. Before the implementation phase, each pilot adapted the general
framework to its target group, context, and framework conditions, which are described in the D4.2
ValueCare implementation plan for each pilot site.

This document describes the individual, pilot site-based preparatory activities (ethical approval,
training activities for the healthcare professionals involved, the older people and the trainers who led
the whole intervention phase) and the value-based strategies within the different pilot sites. These
include the roles of the interdisciplinary team, the pathway of the intervention, the criteria for
selecting a particular pathway based on the values and needs of the intervention participants, and the
process of monitoring the progress and achievement of the personalised, value-based goals within
the digital solution. This data was collected continuously throughout the project via internal quarterly
reports in which the seven pilot sites described all relevant intervention segments and their
implementation in different cultural contexts. The methodology is based on D4.2 and the joint
research and development of the interventions with health and social care professionals, stakeholders
and the implementation of pilot activities in different settings (community and hospital).

The ValueCare project demonstrates that integrated, patient-centred care models can effectively
treat both acute and chronic health conditions in accordance with the values of engaged participants.
A salient aspect of the project is shared decision-making, a process that positions patients as active
participants in their care who collaborate with healthcare providers to make decisions that align with
their personal health goals and values. The adaptability of these models in different settings
emphasizes their potential for broad application in the healthcare sector.

The enduring legacy of the ValueCare project lies in its pivotal role in catalysing a transformative shift
towards more holistic, person-centred healthcare paradigms that place the values and preferences of
older people at the forefront. Looking into the future, the invaluable lessons learned, and the notable
successes garnered throughout this initiative stand as a robust foundation upon which to expand and
refine the model. This endeavour aims not just at enhancing the health and wellbeing of older people
within Europe but seeks to extend its reach globally, promising a future where the healthcare system
is inherently attuned to the needs of its aging population, ensuring their dignity, autonomy, and

quality of life are upheld in every facet of care.
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1 Introduction to the ValueCare project

Healthy ageing along with independent living have become fundamental challenges for Europe as all
EU member states (and virtually every country in the world) are experiencing growth in the number
and proportion of older persons in their population. Several international organisations (Council of
Europe, 2014; International Longevity Centre Brazil, 2014; WHO, 2002) have remarked the
importance of the independence, participation and autonomy of older people to remain healthy and,
consequently, to ensure their quality of life.

The WHO defines health as "...a state of complete physical, mental and social well-being and not
merely the absence of disease”. The idea of health as the absence of disease has long been considered
insufficiently broad and not covering all aspects of health. Unfortunately, it is at present likely
unobtainable for many, particularly with the rise in chronic disease and an aging population, with
many people with multi-morbidity and frailty who require a coordinated care plan involving numerous
health providers, social and other care services. The concept of health, as defined by the World Health
Organization, presents measurement challenges, lacks personalized approach at the individual level,
and raises questions about its efficacy in evaluating the value a health system provides to its citizens.
In the context of value-based healthcare, which emphasizes outcomes that matter to patients relative
to the cost of achieving those outcomes, the importance of a personalized approach becomes
evident. Tailoring health interventions to meet individual needs not only enhances patient
satisfaction and outcomes but also aligns with the principles of value-based care, underlining the
necessity for health systems to adapt and prioritize these aspects in their service delivery. Greater
acknowledgment of areas of wellbeing providing wider value to older people and those with chronic
illnesses, such as societal participation and coping capacity, may allow for a more practical and
thorough assessment of value in healthcare, particularly in high-income countries. Shilton et al. (2011)
propose a definition of health focussed on giving people the income, education, and power to control
their lives, highlighting the role of supportive systems, environments, and policies in enabling health.
In this context, ValueCare's vision of healthy ageing is that any older individual in society can live the
best life possible according to what they value, facilitated by access to high quality, person-centred,
evidence-based and affordable health and social care services, supported by strong and integrated
health and social services. ValueCare partners believe that taking an “enhanced value-based
approach” (including not only health but also lifestyle and social care in the concept of value-based
care) supported by secure and robust digital technologies will help to achieve this. In addition, the
project will also consider the job satisfaction and the wellbeing of the health and social service
providers. Not only satisfying the Triple Aim; i.e. (i) improving the experience of care (including quality
and satisfaction); (ii) improving the health of populations; and (iii) containing and potentially reducing,

by means of a better use of the available resources, the per capita cost of care, which mainly focuses
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on the person'’s side, but taking also into account the care providers and integrating their satisfaction

in the job and wellbeing in order to truly optimize ValueCare’s performance.

1.1 Objectives of the project

ValueCare addresses Horizon 2020 Call: SC1-DTH-2018-2020 — Digital transformation in Health and
Care. The project aims to deliver personalised integrated (health and social) care services, better
outcomes for citizens, improved care experience, improved staff satisfaction and greater efficiency in
the use of resources and coordination of care in a setting that ensures trust of users and policy makers
regarding data access, protection and sharing and which can be replicated and deployed at large scale
in other EU countries. In alignment with the above, ValueCare will focus on the following general

objectives:

Obijective 1. To deliver efficient outcome-based integrated (health and social) care to older people
suffering from cognitive impairment, frailty and multiple chronic health conditions to improve
their quality of life (and of their families)

Objective 2. To contribute to the sustainability of health and social care systems in Europe

Objective 3. To provide a secure, scalable and robust digital solution for integrated care
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2 Introduction to the deliverable

2.1 Deliverable objectives and scope

The main objective of Work Package (WP) 4 is to implement the ValueCare concept and supporting
digital solution, to validate them and guarantee their replicability. The purpose of deliverable 4.3
(D4.3) is to provide the report with the results of the ValueCare implementation plan in the seven pilot
sites (Athens, Greece; Coimbra, Portugal; Cork/Kerry, Ireland; Rijeka, Croatia; Rotterdam, The
Netherlands; Treviso, Italy; Valencia, Spain). The general framework related to preparatory activities
and the value-based intervention supported by the ValueCare digital solution, on which the real

implementation plan is based, is described in D4.2 ValueCare implementation plan for each pilot site.

The results of the ValueCare implementation plan in seven different European pilot sites can target a
broad spectrum of stakeholders within and beyond the healthcare sector, reflecting the
interdisciplinary nature and wide-ranging impact of the ValueCare project. These stakeholders
include:
Healthcare and Social Care Professionals: This group forms a primary audience, as the project
directly involves the delivery of integrated care, requiring the active participation and engagement
of healthcare providers, social workers, and care coordinators.
ICT Specialists and Developers: Given the project's emphasis on ICT solutions for enhancing care
delivery, professionals in information and communication technology, including software
developers, data analysts, and digital health innovators, represent a crucial audience.
Policy Makers and Healthcare Administrators: The document is also aimed at decision-makers
within health and social care systems, including policy makers at local, national, and EU levels,
healthcare administrators, and managers of care institutions. Insights from the project can inform
policy development, strategic planning, and the allocation of resources towards integrated care
models.
Academic and Research Community: Researchers and academics in public health, healthcare
innovation, and related fields are a key audience, as the deliverable contributes valuable data,
methodologies, and insights into the implementation of integrated care models supported by
digital technologies.
Patient Advocacy and Older People Care Organizations: Organizations representing older
people, patient advocacy groups, and NGOs focused on aging and chronic care management are
important stakeholders, as the project's outcomes directly impact the well-being and quality of life

of older individuals.
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In D4.3, the following objectives are envisaged:
Report on the preparatory activities in 7 pilot sites that include list of the ethical approvals,
stakeholders and its roles, training activities of the professionals and participants and recruitment
of four target groups (intervention and control group of older people; informal caregivers, health
and social care professionals and organizational experts).
Report on the implementation activities that include value-based integrated care, personalized

approach and ICT supported interventions.

2.2 Relation to other WPs and deliverables

This deliverable is strongly linked with the following WPs and deliverables, please see Table 1.

Deliverable

[N=22]

Relationship

D2.3 Engagement strateqy for the ValueCare concept co-design (Report on
strategies to involve end-users in pilot site co-design activities) — Describes the
strategies to engage end-users in the co-design activities and in piloting the
implementation of the ValueCare project. The aim is to define the strategies
required to involve the main target group (stakeholders, older people, families,
professionals and managers) in the co-design activities and to define the
profiles required to actively participate in the ValueCare concept development
process, which is essential for the implementation process.

D2.4 Engagement strategy for the ValueCare concept co-design mid-term — The
deliverable refers to the feedback from the first round of co-design activities
carried out in each ValueCare Pilot Site in relation to the intended target groups
(older people, informal caregivers, healthcare professionals and public and
private decision-makers responsible for the adoption and usability of the
project results). The aim of this deliverable is to present the main results related
to the tools that proved to be effective and efficient during the engagement
phase of the ValueCare project by each partner of the pilot sites.

D2.5 Engagement strategy for the ValueCare concept co-design end-term — This

D2.3, D2.
WP D> 2’ D> g’ deliverable is the final document of Task 2.3 "Engagement of older citizens and
D2.7l D2.81 professionals" of Work Package 2, which aims to develop a new integrated care

methodology based on the value-based model to be implemented in Europe.
The main purpose of this deliverable is to develop and define the final
ValueCare engagement strategy based on the co-design experiences of the
project, the implementation activities and the study and training on the value-
based model (VBHCQ).

D.2.6 Report on the co-design activities for the ValueCare concept (Protocol to
develop the co-design activities at pilot sites) — Includes the guidelines for the
implementation of co-design activities at each pilot site. It is intended to
provide the pilot sites with the tools to implement the co-design activities for
each of the ValueCare target groups. This report therefore sets out how to
organise the various co-design activities, what issues to discuss with each target
group and provides several supporting documents (checklists and report
sheets).

D2.7 Report on the co-design activities for the ValueCare concept — Refers to the
feedback from the first round of engagement activities carried out in each
ValueCare pilot site in relation to the target groups envisaged by the ValueCare
project, namely: patients/service users and informal caregivers, care
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WP3

WP4

D3.2,D3.3,
D3.5

D4.1, Dg.2

Ds.1, D5.2,
Ds5.3,D5.5

professionals and public and private decision makers responsible for the
adoption and usability of the project results.

D2.8 Report on co-design activities for the ValueCare concept end-term —
Contains the inputs and conclusions gathered during the co-design activities at
the pilot sites for the second and third round of co-design. These inputs and
conclusions feed into the ValueCare concept, the readiness for digital solutions
and the experiences and best practises for a better implementation of the
ValueCare project.

D3.2 Technical requirements and architecture — The aim is to specify the
technical requirements for the key elements of the architecture that must be
developed for the ValueCare Digital solution. The deliverable provides the
blueprint for the implementation of the ValueCare Digital solution and is closely
linked to D3.3 Conceptual Design. Specifically, the document outlines the
technical requirements for connecting the Vida24 digital solution with the
HORUS virtual coach into a fully functional digital solution that reflects the
ValueCare model, pathway and methodology.

D3.3. Conceptual design — The aim of the deliverable is to report the structural
and functional definition of the technical solution, including the mechanisms
for interaction between the various components. The goal of this deliverable is
to provide an overall picture of how the different technical components of the
solution, namely the ValueCare web platform, the mobile app and the Virtual
Coach, interact with each other based on the requirements mentioned in D3.2.
D3.5 Report on digital solution testing, security and privacy mechanisms — This
deliverable aims to deliver proper functioning review of the system and
performance of the integrated ValueCare digital solution. The aim is to test the
systems comprising the ValueCare digital solution, describe the security
mechanisms in place and report on the test results.

D4.1 Guidelines to adapt the ValueCare model to pilot sites — The deliverable
provides the general framework of the ValueCare concept (model) for pilot site
implementation. The ValueCare model includes value-based health and social
care for older persons supported by ICT (i.e. the ValueCare app and the
ValueCare dashboard).

D4.2 ValueCare implementation plan for each pilot site — The purpose of this
deliverable is to provide the ValueCare implementation plan for each pilot site.
The deliverable covers target groups recruitment and recruitment strategies,
preparatory activities and implementation plan. The methodology is based on
the deliverable D4.1. Guidelines to adapt the ValueCare model to pilot sites. In
this deliverable, each pilot site has indicated its own specific inclusion and
exclusion criteria and recruitment strategies for four target groups (older
people, health and social care professionals, formal and informal caregivers,
and organisational and IT experts). Preparatory actions prior to actual
implementation  include obtaining ethical approval from the
institutional/regional or national authority, engagement of stakeholders, initial
training of stakeholders, older people and caregivers. The implementation
phase includes the pilot-specific assessment, the development of a
personalised care plan (based on the user's/patient's clinical condition and
ICHOM questionnaire results) - supported by the ValueCare Mobile App, which
was developed specifically for the needs of the target group of older people at
pilot site level and face-to-face support for the older people, if required.

Ds.1 Agreed-upon pilot sites evaluation framework — The aim of this deliverable
is to describe the framework for the evaluation of ValueCare at all pilot sites.
The evaluation framework combines a formative and a summative evaluation
study, collecting relevant data available from all target groups involved in the
ValueCare approach. This deliverable presents the framework of the study
design, methodology, data collection resources, methods and instruments,
analyses and data management. It also presents the structure that supports
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WP6

WP7

D6.1, D6.2,
D6.3, D6.4

D7.a

D8.1, D8.2,
D8.4

multidisciplinary collaboration in the consortium and the linking of the
evaluation study with other tasks to ensure the success and acceptance of the
ValueCare approach.

Ds.2 Intermediate preliminary analyses report — The deliverable provides a
compilation of the preliminary results of the formative and summative
evaluation in the seven pilot sites based on the information and data obtained
up to M33 of the project.

Ds.3 Intermediate preliminary analyses report end-term — The deliverable
summarises the preliminary results of the formative and summative evaluation
at the seven pilot sites based on the information and data collected up to M44
of the project. In addition, this deliverable has the following sub-objectives: to
present the recruitment numbers of the baseline and follow-up (T1) up to 28
September 2023, to present the results of the preliminary analyses of the
baseline data across all pilots and per pilot, and to describe the results of the
last two visits to the pilot sites.

Ds.5 User feedback and feasibility report - This deliverable (D) 5.5 focuses on
the user feedback and feasibility of the ValueCare approach including the
digital solution. To assess the user feedback and feasibility, the evaluation
study was divided into a formative and a summative evaluation. The summative
evaluation study was about the impact of the ValueCare intervention on the
target groups and collected proper evidence for the ValueCare approach to be
adopted by health systems and the market. The formative evaluation was
related to the implementation process, specifically, how well ValueCare was
adopted.

D6.1 Project website, branding and templates — This deliverable is an
accompanying document for the set-up of the ValueCare project website
(accessible at projectvaluecare.eu) and the project’s style guide, consisting of
its branding elements and guidelines for easing internal communication
between partners and maximising the impact of external communication and
dissemination activities.

D6.2 Dissemination and communication plan — This deliverable describes the
strategy and tools used for the dissemination and communication activities of
the ValueCare project and defines a coherent action plan to be followed by the
consortium partners.

D6.3 Dissemination, communication and engagement activity report start-term —
This deliverable summarises the dissemination and communication activities
related to project activities and results carried out by ValueCare partners during
M1 — Ma8 of the project.

D6.4 Dissemination, communication and engagement activity report mid-term —
The deliverable presents the activities carried out by ValueCare between
November 2021 and May 2022 (inclusive). This report also includes a draft of
Communications Impact Analysis, a new approach designed to go beyond
quantitative reporting to better illustrate how communications activities
support project objectives. The section in this report focuses on how pilot sites
supported by WP6 have used strategic communications activities to target the
right audiences, recruit them to their pilots and engage them.

D7.1 Innovation ideas raised from ValueCare implementation — This deliverable
serves as a comprehensive documentation of the ideas that emerged during the
project. It captures the various participatory methods used to gather input and
feedback from internal and external stakeholders (i.e., project partners, the
target population in pilot sites, project Advisory Board members, partners’
extended member networks and ecosystems, digital health leaders, VBHC
experts, and many others).

D8.1 ValueCare ethical management plan start-term — This deliverable identifies
the ethics and research integrity principles that govern ValueCare project, and
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describes the guidelines and procedures put in place to ensure compliance with
ethical requirements.

D8.2 ValueCare ethical management plan mid-term — This deliverable describes
the monitoring activities carried out to assess project partners' compliance with
ValueCare's ethical values of honesty, clarity, quality, informed consent, data
protection and gender equality, and to identify potential ethical issues. This
report addresses the monitoring of ValueCare's ethical values requirements
prior to conducting pilot sites intervention phase and discusses the means of
mitigating risk in the event of ethical values violations.

D8.4 ValueCare ethical guidelines and templates start-term — This deliverable
aims to report with the ethical guidelines to facilitate the implementation of the
ethical issues in pilot sites and corresponding templates.

Table 1. WP4 relation to other WPs and deliverables
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3 Implementation of the ValueCare concept

In accordance with D4.2. ValueCare implementation plan for each pilot site, the implementation phase
in each pilot site was divided into two main parts: preparatory activities and the intervention phase.
The preparatory activities consisted of several segments such as: obtaining the ethical approval from
their institutional/regional/national authority, engagement of stakeholders that will participate in the
recruitment process as well as in the later stages of the intervention phase and the organisation and
conduction of the Train the Trainers and Train the Professionals. After the successful completion of the
preparatory activities, each pilot site, depending on the recruitment process dynamics, started the
implementation phase.

This data was collected continuously throughout the project via pilot based internal quarterly reports
in which the seven pilot sites described all relevant intervention segments and their implementation

in different cultural contexts.

3.1 Preparatory activities

3.1.1 Ethical Approval

During the preparatory activities, all pilot sites received the ethical approval from the
institutional/regional/national authority as shown in the Table 2. At EU level, the ValueCare project
has been registered in the ISRCTN registry ISRCTN25089186
(https://www.isrctn.com/ISRCTN25089186).

Registration number

Pilot site Date Institution/Agency
(MECQ)
Athens MEC - E.5. 86/ 12-04-22 MEC of Athens Medical Centre
(Greece) 18.04.2022.
oo Processo 13-2022 24.03.2022 Administracdo Regional de Saude do Centro
(Portugal) 3 4:03- ’ s 9

UCD Research Ethics Committee

12.08.2021.  Clinical Research Ethics Committee of the Cork
28.01.2022.  Teaching Hospitals

Cork/Kerry LS-21-69-Darley
(Ireland) ECM 4 (0) 19/10/2021

Ethical Committee for Biomedical research of
the Faculty of Medicine, University of Rijeka,
Croatia - organization and conduction of co-
design activities

class: 003-08/20-01/53;
registry number: 2170-
24-09-8-20-2

ij class:003-08/21-01/48;
?CIJ:(E)I;ia) registryium/ber- 2/:;0_ 25.05.2020.  Community Health Centre of Primorje-Gorski
24-04-3-21-1 31.08.2021.  Kotar County

25.01.2022.  Thalassotherapia Opatija — Special Hospital for
Medical Rehabilitation of Heart, Lung, and
Rheumatic Diseases

01-43/1-2-22
01-000-00-331/2 17.05.2022.
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Rotterdam Medische Ethiche Toetsings Commissie
(The MEC-2021-0727 26.11.2021. Erasmus MC
Netherlands)
Treviso g Eti | . g | .
1159/CE MARCA VB Comitato : tico perla _Spenmentaznone Clinica
(Italy) delle Province di Treviso e Belluno
Vale.nua IN/A 08.05.2020.  University of Valencia
(Spain)

Table 2. List of ethical authorisations and relevant bodies that have authorised the conduct of ValueCare

research

3.1.2 The Role, Actions and Tasks of Local Stakeholders

Each pilot site engaged the local stakeholders’ network in formal and informal way to support the

implementation process of the project. This deal was the main framework that supported the local

communications flow, ValueCare marketing initiatives, and the involvement of the local authorities

such as: the regional policy makers’ level, the County, and the Municipality. Precisely because of the,

each pilot site prepared the ground and went into the local community. The list of stakeholders of

each pilot site and their role in the ValueCare project are shown in Tables 3-9.

Name of the stakeholder Actions and tasks in which stakeholder were involved

Municipality of Athens
Diabetes Association of Piraeus

Primary Care Diabetes Greece

ODIPYY (National Organisation
for Quality Management in
HealthCare)

The Municipality of Athens was very supportive and allowed access to
3 Older People Friendship Clubs (places where older people have
jointly social and recreational activities, health checks and other
support services) where awareness raising activities and recruitment
of participants took place (Kipseli, Neos Kosmos and Grava Older
People Friendship Clubs).

The association supported the project by informing members for the
possibility of recruitment in the project’s activities as participants in
the control or the intervention group.

Primary Care Diabetes Greece is an association of Primary Care
Physicians, active in Diabetes Management in Primary Healthcare
Units (private and public). They have been informed about the project
after meeting of the Clinical Coordinator of the Athens Pilot with the
President of the association. They were active in supporting
recruitment of participants in the intervention and Control Group from
their own General Practices.

ODIPYY is the National Organisation for Quality Management in
HealthCare. Their CEO, participated in the 1 round of co-creation
activities related to WP2. ODIPY is developing a system of Patient
Reported Outcomes for the Quality of HealthCare and participates in
the PARIS OECD project on PROMS and PREMS. ODIPYY is scheduled
to be involved also in the Policy Recommendations Workshop in March
2024.

Table 3. List of stakeholders and their role in the ValueCare project (Athens, Greece)
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Name of the stakeholder Actions and tasks in which stakeholder were involved

Ageing Coimbra

Informal caregivers’ national
association network

Municipality of Coimbra (social
and health sectors)

University of Coimbra

ESEnfC — Coimbra Nursing
School

IPN — Pedro Nunes Institute

Parish Council of SGo Martinho
da Cortica

FFUC - Faculty of Pharmacy,
University of Coimbra

Older people and their carers
(CDC users)

These stakeholders have been pointed out since the beginning of the
project and during the activities planned to the patient journey, we had
the chance to work close to them.

The Parish Council of Sdo Martinho provided a physical venue so that
meetings could be held with its community - initially to recruit
participants and later for in-person follow-up activities.

Cura+ (FFUC student group) ran a workshop on the interference of
teas, infusions, and juices in medication, which took place
simultaneously in three Day Care Centres.

Involvement and participation of older people, informal carers, formal
carers, professionals, and experts in co-design activities.

Regular contact (in person and by telephone) with care teams and
professionals to plan, monitor, and discuss the involvement of older
adult participants in the pilot.

Table 4. List of stakeholders and their role in the ValueCare project (Coimbra, Portugal)

Name of the stakeholder Actions and tasks in which stakeholder were involved

Integrated Care Programme for
Older People (ICPOP)

ValueCare National Steering
Group

St Finbarr's Hospital, Cork
University Hospital Kerry
HSE Digital Transformation

Age Friendly Ireland

Digital Health Living Labs
Network

The team undertook and completed the second round of co-design
activities including older people and family, informal caregivers, health
and social care professionals and managers.

WP3 partners visited Ireland to develop the app functionality and
content. The team met with clinicians to discuss how it would work in
practice and potentially benefit their existing practice.

Clinician App Development was established in January 2022 despite
the pressure on the Irish healthcare system due to the Omicron wave
of Covid. This group was established with the purpose of bringing
together clinicians from both Cork and Kerry to provide input on the
content and how the app should work. Although both sites belong to
ICPOP, they both have varying levels of resources and availability in
terms of monitoring.

Two National ValueCare Steering Group Meetings regarding the
implementation were held in January and March 2022. These
meetings contained representatives of ICPOP, clinicians and Age
Friendly Ireland were held in January and March 2022.

The team are working on reaching the designated target of 20 family
caregivers to take part in the second round of co-design by April 2022.
The team attended and put a call out for participants through the
national Family Carers Ireland.

The team also made efforts to involve a Social Prescriber in the second
round of co-design to review the proposed functionality for social
activity.

Clinicians were invited to create content for the app, i.e., audio/video
content that they would like to use in the app.

Table 5. List of stakeholders and their role in the ValueCare project (Cork/Kerry, Ireland)
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Name of the stakeholder Actions and tasks in which stakeholder were involved

Thalassotherapy Opatija

Community Health Centre of
Primorje-Gorski Kotar County

University of Rijeka, Faculty of
Health Studies

Clinical Hospital Centre Rijeka
City of Rijeka

Primorje-Gorski Kotar County

The Association for Civil
Society Development-SMART
from the City of Rijeka

The representative from Thalassotherapy Opatija, Professor Viktor
Persi¢, signed the consent to participate in the research on February
17, 2021. On February 18, 2021, Professor Persi¢ participated in an
online focus group within the first round of co-design activities and in
a face-to-face interview on July 20, 2021, within the second round of
co-design activities.

Assistant professor Vladimir Mozetic, the director of the Community
Health Centre of Primorje-Gorski Kotar County, signed the ValueCare
letter of support on July 13, 2021. He participated in an online focus
group within the first round of co-design activities and in a face-to-face
meeting with Associate professor Vanja Vasiljev on July 08, 2021, to
define, analyse and discuss the intervention process that will be
conducted in Rijeka pilot site.

Additionally, Rozmari Tusi¢, patronage community nurse assistant
director, signed the consent to participate in the research on January
15, 2021, and participated in an online interview within the first round
of co-design activities.

Marta Hauser, representative of the NGO the Association for Civil
Society Development-SMART from the City of Rijeka, signed the
consent to participate in the research on July 12, 2021, and
participated in a face-to-face interview within the second round of co-
design activities.

Table 6. List of stakeholders and their role in the ValueCare project (Rijeka, Croatia)

Name of the stakeholder Actions and tasks in which stakeholder were involved

Stroke patients and their
informal caregivers

Laurens organisation (stroke
after care nurses) =
intervention group
(neurologist, nurse practitioner,
physician assistant, care
coordinator, secretariat, data
capture team)

Erasmus MC, Franciscus
Gasthuis, Vlietland, Albert
Schweitzer hospital = control
group (neurologist, medical
resident, secretariat)

Rotterdam Stroke Service
(stroke community nurse, care
coordinator/ manager)

Second round co-design activities with patients, informal caregivers,
and professionals (October-November 2021).

Biweekly meetings with the EMC Neurology department.

Regular meetings with the control hospitals about the recruitment of
the control group to review the progress and provide help and support.
Meetings with other relevant stakeholders including data capture
experts, care coordinators, community nurses, etc.

Meetings with the stroke after care nurses to review the progress and
provide help and support.

Table 7. List of stakeholders and their role in the ValueCare project (Rotterdam, The Netherlands)

Name of the stakeholder Actions and tasks in which stakeholder were involved

Municipality social services
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LHA2 prevention department The Treviso research team held a meeting with stakeholders on 6th
May 2022. Participants were chosen within the Prevention and Health
Promotion department, volunteering and sport associations, and
municipality’s social services. The main objective of the Local Alliance
was to have their support in the recruitment, and to get suggestions
about already existing initiatives that might be suitable for
participants’ care plans, especially during the transition phase without

technology. The meeting and the project were highly appreciated.

No-profit associations

Regional Health and Social
Care Authorities

Patients and informal
caregivers’ associations

Table 8. List of stakeholders and their role in the ValueCare project (Treviso, Italy)

Name of the stakeholder Actions and tasks in which stakeholder were involved

Primary care centres: The stakeholder's role was crucial for the success of the implementation
of the Valencia Pilot, from the recruitment phase to the dissemination of

CS Serreria the project results. The following activities were carried out:
CS Benimaclet ' ’
CS Alfahuir Regular meetings with professionals in the primary care centres, as
CS Salvador Pau well as with professionals in daycare centres and popular universities.

CS Republica Argentina
CS Chile
CS Tavernes Blanques

Fundacion INCLIVA Hospital
Clinico Universitario de
Valencia

Ayuntamiento de Valencia
(Valencia city council) -
department of social services,
department of active and
healthy aging

General Director of Planning,
Technological Efficiency and
Patient Care, Conselleria de
Sanitat Universal i Salut PUblica

Municipal providers of telecare
and home care

ICT experts

Social services centre
Benimaclet

Neighbourhood association
Benimaclet

Health advisory board,
Salvador Pau-Republica
Argentina-Chile

Since professionals were involved in the project, regular meetings took
place monthly of bimonthly with professionals to keep them updated
about the progress of the project. Moreover, specific workshops to
explain them the ValueCare platform and app were also carried out
from December 2022 to February 2023.

Co-design activities with patients, informal caregivers, and
professionals during the whole implementation phase of the project.
Presentation of ValueCare project in the event “La fira de la gent gran”
(2022)

Presentation of ValueCare project in the "SOLECO” event (2022)
Presentation of ValueCare project at Open Innovation Congress,
Alicante (2022)

Participation in different activities organised by the healthcare centres
such as Nordic walks or nutrition workshops, among others.
Presentation in the Community Event “Consejo de Salud” (2022)

Table 9. List of stakeholders and their role in the ValueCare project (Valencia, Spain)
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The value-based model, the core of the ValueCare project, required a complete rethink of policies and
practises, reorienting health and social care systems towards value-based models adapted to the
culture and context in seven different countries. In usual care, healthcare users pay for the quantity of
services, not the value of those services. Thanks to extensive stakeholder support, this project was
able to focus on the value the patient receives. Stakeholders played a crucial role in engaging the
target groups, participating in the decisions that are best for each participant and supporting them in
the project activities. All this required a high level of commitment from the stakeholders involved
(clinicians, administrators, technicians, technology partners, social workers, etc.). In addition, the
stakeholders were mobilised to participate in the development and implementation of the
technological solution, which older people, informal caregivers, health and social care professionals
and organizational experts used in the project and, potentially, in the exploitation of the results
according to their different interests. Therefore, the role of stakeholders was crucial for the successful

implementation of the project activities.

3.1.3 The Recruitment Process

The recruitment process in the ValueCare project started in 2021 when the outbreak of COVID-19 was
at its peak. Due to this unpredictable situation, pilot sites had to develop a new recruitment strategy
and modify the original implementation plan. Pilot sites engaged different strategies to involve
vulnerable population to be able to start with the interventions. Every pilot site chose different
recruitment strategies to include the following target groups according to inclusion and exclusion
criteria defined in D4.1 Guidelines to adapt the ValueCare model to pilot sites: older people (65+,
intervention and control group), informal caregivers, health and social care professionals and
organizational experts (managers/care coordinators/advisors). Additionally, recruitment activities
included various engagement campaigns, such as public events, information sessions, and social
media communications, outlined in D2.3 Engagement Strategy for the VALUECARE concept co-design
start-term and supported by WP6. This document, along with 6.1 Project Website, Branding, and
Templates, presents a comprehensive plan for engaging and communicating with the target groups.
Implementing pilot specific recruitment strategies, the total number of recruited older people
(intervention and control group), informal caregivers, healthcare professionals and organizational
experts in all seven pilot sites before the implementation phase is shown in Table 10. Due to various
challenges, such as the COVID-19 pandemic, some pilot sites have recruited participants who are

younger than 65 to reach the set target numbers.
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(target number) Athens ~ Coimbra  Cork/Kerry Rijeka Rotterdam  Treviso  Valencia
Older people 1
(intervention group) 3 128 (213) 123 (118) 118* 173 (119) 121 126 (116)
( (124)
120)
Older people 121 116*
(control group) (120) (116) 121 2 ) 127 U5 (E2) 120 (200)
Informal caregivers 48%*
o* 1 6 o 0 (41
7] (46) 55 (49) 4 5 4 (44) 5 50 (41)
Healthcare o o o 1 o o
professionals (30-40) 3 3 3 5 33 3 3
Organizational
5 5 5 17 5 5 5

experts (5-10)

Table 10. The total number of recruited older people (intervention and control group), informal caregivers,

healthcare professionals and organizational experts in all seven pilot sites

Overall, all pilot sites reached the target numbers related to five target groups. Very small deviations
are marked in the Table 10. with an asterisk, and the explanation follows below.

In Athens pilot site, the number of informal caregivers recruited was marginally lower than what was
planned. This was due to two reasons: (1) The majority of older participants recruited were either
living alone or their caregivers were far away from their premised and could not participate (2)
Diabetes, if well regulated, may not need support by an informal caregiver, so many people manage
it themselves.

The Cork/Kerry pilot site did not meet the numbers for informal caregivers as the plan was to invite
informal caregivers from the intervention participants on the day of training for the digital solution,
but because the digital solution did not work, the research team was forced to cancel any further
trainings and focus on an alternative way of carrying out the interventions.

Although the Rijeka pilot site recruited more than the foreseen number of 120 intervention
participants (125 participants) who should have been included in the ValueCare implementation, in
the period between recruitment and the start of the intervention phase, few participants had major
health problems, so they decided to join the control group.

In the Valencia Pilot, the number of control group participants recruited was finally lower than what
was planned. Firstly, 120 participants were included in the control group. However, since four of them
were really interested in being involved in the pilot research and they met the predefined criteria,
together with the health and social professionals, the Valencia research team decided to include them
in the intervention group. On the other hand, this occurred in a moment in which the Valencia
research team had many dropouts from the intervention group, so this fact supported the final

decision.
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Regarding the target number indicated in Table 10., each pilot site organised and carried out a specific
recruitment process in relation to its own cultural context according to the framework described in
D4.2. ValueCare implementation plan for each pilot site. Accordingly, the following paragraphs
describe how each of the seven pilot sites conducted the recruitment process in relation to its overall

context.

Athens Pilot Site — Recruitment Process

Older people

Due to the COVID —19 pandemics, the restrictions have been affecting the original work plan at early
stages of the project, in the main target group and more specifically from frail older people with
neurological problems, to older people with Type Il Diabetes Mellitus. This change resulted in delay in
target group recruitment. Despite this, recruitment in Athens, started at AMC with internal patients
that were invited either by phone or at the clinic, to join meetings with the pilot’s researchers from
AMC and AfIC and received information about the project, ValueCare approach, the expected
benefits, the responsibilities stemming from participation and the technical solution to support
improvements in health status and more value for health. During the recruitment process the patients
and the other target group participants received the IDF and after a brief consultation with a
researcher, they returned it, in most cases within a few days after receipt. However, it was soon
realized that to recruit the required number of participants in the intervention and the control group,
the database of patient kept at AMC, with the appropriate inclusion criteria, was not enough.
Consequently, AMC and AfIC researchers started searching for alternative sources of patients that
were until then, unknown to the clinical team. The main sources identified, were 3 Friendship Clubs
for the Older People at the City of Athens, the Private Clinics of Physicians involved in the Primary
Care Diabetes Greece and the Diabetes Association of Piraeus, an Advocacy Group for People with
Diabetes. The three different sources were approached at different time points in the recruitment
period, according to the needs for recruitment. Although recruitment took place initially in AMC
premises, it was soon realized, that the process should be spread out in all available recruitment places
starting with the 3 Friendship Clubs and later, in January 2023, a large-scale recruitment event took
place in a central hotel of Athens, and which involved both recruitment, training and baseline
assessment in one day. During this event 78 potential participants were informed and 40 of them,
were included in the study and allocated to the control and intervention groups in a random fashion.
Irrespective of the place of recruitment, the process was identical. After informing the potential
participant patients in both groups about the project, either through telephone or at AMC premises
or in meetings organized at the Friendship Clubs, the potential participants were asked if there were

willing to participate in the study, and the baseline assessment meeting was arranged. At the meeting
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the patient was asked to sign the ICF and immediately the baseline assessment took place, including
an array of clinical measurements, the completion of the ValueCare questionnaire, either in paper
format, or directly with the help of the efficacy in online, as well as the completion of the extra
questionnaires, in Vida24 web platform related to the assessment of the dietary habits of the

participants, physical activity status, depression and self-efficacy in self - management of Diabetes.

Informal caregivers

Informal caregivers were relatives of the people involved in the ValueCare Intervention, recruited at
AMC premises. In many cases, informal caregivers were difficult to recruit, since they were mainly
children of the participants that did not have much time to dedicate to the project. Informal caregivers
were enthusiastic about the project during the recruitment project, and they did have a positive
attitude towards the aim and objectives of the project. As time passed, and the digital solution was
not functional for the people they cared for, they were becoming more indifferent towards the

project.

Healthcare professionals and organisational experts

The recruitment process for professionals was smooth since the vast majority recruited were AMC
personnel of different professional background ranging from nurses and doctors to psychologists and
other health professionals. Managers and IT experts were also relatively easy to recruit since AMC has
an array of 4 hospitals in Athens and this type of professionals were invited to participate early in the

project. Overall, it took 10 months to complete the recruitment process.

Coimbra Pilot Site — Recruitment Process

To reach as many participants as possible, the Coimbra pilot site (deployed at Caritas Coimbra — CDC)
focused on recruitment in centres connected to the target group, based on the defined inclusion and
exclusion criteria. Taking advantage of CDC's social responses, it focused on: Nursing Homes, Day
Care Centres, Home Support Services, and Community Centres.

Before moving on to recruitment, the research team organised a task force at the Innovation
Department to define an action plan. First, it mapped all the target centres that belonged to CDC,
covering the entire central region of Portugal. After this mapping, all the Nursing Homes, Day Care
Centres, Home Support Services and Community Centres were contacted, trying to reach a diverse
and democratic sample (from urban to more isolated areas or social housing estates). The research
team presented the ValueCare project to the centres' technical directors (care professionals from
CDQ), either in person or by telephone. In these contacts, the technical directors identified the

potential participants, so that the research team had an idea of how many potential participants there

Page 25 of 88



ValueCare — D4.3 Report regarding the implementation of VALUECARE in 7 European pilot sites Vallie

were in each centre. During this process, some principles were considered for the large-scale pilot
implementation: i) cover as many CDC social responses as possible; ii) respect bureaucracies and
internal hierarchies to build stronger internal connections; and iii) respect the peculiarities of the
context of vulnerability that people may be inserted in. For the purposes of gender balance, the
Portuguese pilot tried to select participants according to a real-life representation of the gender
proportion of users at CDC, aiming at the inclusion of both women and men in the trial samples and
research team, to improve the quality of the findings and to ensure that both benefit equally from the

ValueCare digital solution and outcomes.

Older people

The first contact with the older people was made by the technical directors and the care team
themselves, and it was explained to them that they would be visited by the project team for further
clarification — if they agreed to it. Following this, and with information on who the potential
participants were, the research team went in person to the target centres to hold a clarification
session where the project scope and objectives were presented, their expected role described, and
eventual benefits and/or risks associated to their participation in the study explained. On site, in
addition to presenting the project, 1-1 digital literacy sessions were organised, familiarising users with
the tablet and creating enthusiasm. At the end of each session, users were asked if they were
interested in taking part in the study and were shown the possibility of being in the control group or
in the intervention group. They received an informed consent form, and the research team made clear
that they did not have to decide now and could give an answer later, so that they could reflect on the
matter and even have the opinion of their relatives or other people of their trust. All those candidates
received a flyer with information about the project and the Innovation Department's contact point to
provide the answer or clarify doubts.

The people who wanted to take part in the study read and signed the Informed Consent in paper
format, in the national language (Portuguese), together with a caregiver when necessary. The
presence of caregivers was encouraged because: (1) older people could feel that all parties were
involved and could increase the trust in the process; (2) caregivers would realise the benefits of the
project and thus encourage the older participants to engage at it, and for themselves to join the
project in the group of formal and informal caregivers; (3) caregivers to be familiar with the

technology and to be able to help the participants if necessary.

Informal caregivers

Since one of the inclusion criteria for Coimbra pilot site were older people with none to mild cognitive

impairment, co-morbidities and a lack of social support, it was difficult to involve their relatives in the
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ValueCare project (on top of that the project developed with the consequences of COVID-19). So, the
research team found a workable solution and recruited the assistants who accompany and provide
daily care services to the older adults at CDC social responses into the group of Formal and Informal
Caregivers (depending on their occupation). All informal caregivers who took part in the presentation
session with older people were contacted to further participation in the project. Other potential
participants who did not attend the session, because they were busy and could not leave the task or
even because they were not working that day, were contacted later, and the same was explained to
them as in the presentation session. Like the older participants, those recruited for this group also

received informed consent (in paper format) in Portuguese, and the project flyer.

Healthcare professionals and organisational experts

Regarding the group of health and social care professionals, CDC staff was also mobilised. In addition
to the technical directors and social animators of the services at the target centres, the research team
contacted nutritionists, physiotherapists and psychologists. A presentation session was provided to
these potential participants in smaller groups and those interested in participating received the
informed consent form (in paper format) in Portuguese, and the project flyer.

To recruit the Organisational and Managers, the research team went back to the contacts from the
codesign activities. Contacts were made in person, by telephone or via email. People who showed

interest signed the informed consent form.

People who wanted to participate in the pilot project returned their signed informed consent. And
once it had been validated by the research team, their data was included in the protected file of
recruited participants. When recruited, all the participants complete the baseline assessment (To) and
received a flyer with the essential information about the project. The intervention group participants
also received a tablet and a tablet basics guide (e.g. how to switch it on, how to charge it, precautions
to take, and pre-installed games).

Overall, it took 3 months (September 2023 —November 2023) to map most participants to be included
in the study. However, the recruitment of a participant was only completed after the signature of
informed consent, the answer to the To questionnaire and its upload in GemsTracker. It ended up
being time-consuming because every participant from the intervention group (N=127) received a 1-1
digital literacy session before the To questionnaire and many of the control group also did, and it was
preferred to deploy the questionnaires in the online version, but the participants were not prepared
for this type of approach. Still, it was an important step in the preparation for the use of the digital
solution in the future. In summary, the whole recruitment phase lasted 7 months (June 2022 — January

2023).
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Cork/Kerry Pilot Site — Recruitment Process

Older people

Participants that met the criteria for the project were approached by clinical team members or by the
researcher on site. The participants were provided with information leaflets and brochures along with
a detailed discussion about the project. Once the participant was informed on the project, they were
asked if they would be willing to take part. Verbal consent was then provided before they would fill
out the questionnaire on site or at home with the option of posting it back to the hub.

Initially the recruitment consisted of patients over the ages of 75 with mild to moderate levels of frailty
and a MoCa score of at least 20. As many of the participants coming through the hubs did not meet
the criteria, ethical approval was sought to reduce the age to over 65. Recruitment remained slow
over the course of several months due to many clients not meeting the criteria for the project.
Cork/Kerry pilot site decided to take a community-based approach targeting active ageing/retirement
groups between Cork and Kerry. This approach proved to be successful as the Irish pilot was able to
recruit the remaining 80% of participants required for the project to proceed into the implementation

phase.

Informal caregivers

Recruitment for informal caregivers began in the clinical setting when patients came into the hub.
Patients who came into the hub that met the criteria for the project were asked if they would like to
nominate a family member/informal caregiver to be involved in the project. Once a person was
nominated, the questionnaire was sent by post or given to the participant to give to the family
member to send back. This approach did not work well. A similar approach was done in the
community setting. Participants were asked if they would like to nominate an informal caregiver and
questionnaires were given to the participant to give to the informal caregiver to send back. Another
option was by adding them through the GemsTracker system and sending it to them by email. This
approach also did not yield a positive response as it proved difficult to get the questionnaires back
from participants.

The research team also invited family/informal caregivers of the intervention participants to
alternative interventions, and this also did not get a response from the majority. One of the research
team members began recruiting nonrelated people of the intervention participants in an attempt to
reach the numbers for people providing informal care. This approach was done through the member’s
business where he coaches over 20 exercise classes a week. This approach helped boost the numbers

for informal caregivers.
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Healthcare professionals and organisational experts

Recruitment efforts for professionals began in July 2023 at both ICPOP hubs where training was
provided to the professionals on the ValueCare project and the recruitment process. Training was
provided at 2 different clinical settings (Cork and Kerry). The research team worked out of the clinical
settings to recruit participants and regular contact was kept with clinical teams as they identified

potential suitable participants.

Rijeka Pilot Site — Recruitment Process

Recruitment efforts at the Rijeka pilot site involved collaboration with local and regional healthcare
providers such as Community Health Centre of Primorje-Gorski Kotar County and Thalassotherapia
Opatija. Throughout the recruitment process, the Rijeka research team was committed to promote
gender equality, ensuring a balanced representation of both men and women in the project's

implementation phase.

Older people

After receiving ethical approvals from the Ethics Committee for Biomedical Research of the Faculty
of Medicine of the University of Rijeka, Croatia, and the Community Health Centre of Primorje-Gorski
Kotar County, the first meeting with the representatives of community patronage nurses was
organized in March 2022 to organise the training activity for professionals. After the successful
implementation of the training, the community patronage nurses began recruiting older people to be
included in the intervention and control group according to the following criteria (D4.1 Guidelines to
adapt the ValueCare model to pilot sites): = 65 years of age, successful rehabilitation after myocardial
infarction and living in their own household in the City of Rijeka and its surroundings. The participants
were introduced with the ValueCare concept by the community patronage nurses and asked if they
would be willing to participate in the study, either in the intervention or control group. Once the
person had agreed to participate, the community patronage nurses arranged another meeting to
receive the signed ICF and complete the baseline questionnaire. The Rijeka pilot site recruitment plan

is shown in Figure 1.
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Informal
caregivers

Organisational
experts
Patronage nurses
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Health Center of
Primorje-Gorski
Kotar County

Interventio
n group
(N=120)

Healthcare
professionals

Figure 1. The Rijeka pilot site recruitment plan

As mentioned above, the recruitment phase was affected by the COVID-19 pandemic. The
recruitment process could not be continued according to the project plan. It was necessary to wait for
the peak of the pandemic to decline, following the instructions of the National centre for disease
control, especially because older people suffering from myocardial infarction represented a
vulnerable population group. After the peak of the pandemic declined, to increase the involvement of
participants, the research team of the Rijeka pilot site included the participants from Thalassotherapia
Opatija — Special Hospital for Medical Rehabilitation of Cardiac, Pulmonary and Rheumatic Diseases
and the Reference Centre for Health Tourism and Medically Programmed Holidays and the Reference
Centre for Cardiac Rehabilitation under the Ministry of Health of the Republic of Croatia. This was the
first step in involving cardiologists and other healthcare professionals actively involved in the
rehabilitation process of patients that suffered from myocardial infarction, but also to present the

ValueCare project to the wider healthcare community.

Informal caregivers

After the older person has given their consent to participate in the study, they were asked whether
they would like to nominate an informal caregiver to participate in the study. After the nomination,
community patronage nurses contacted the informal caregiver and provided them with the details of
the ValueCare project’ study together with the project leaflet and ICF. Potential participants and

informal caregivers were also given a three-day period to consult and ask questions. Once confirmed,
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the community patronage nurses coordinated an additional meeting with the individuals to get the

signed ICF and enrol the participants in the study.

Healthcare professionals and organisational experts

Healthcare professionals were deliberately selected from local and regional healthcare providers in
cooperation with their representatives within the Community Health Centre of Primorje-Gorski Kotar
County, Thalassotherapia Opatija and the Clinical Hospital Centre Rijeka. The recruitment of
healthcare professionals was organised in two phases. The first phase included the recruitment of
community patronage nurses from the Community Health Centre of Primorje-Gorski Kotar County,
whose task was to recruit all the above-mentioned target groups. As the COVID-19 progressed, other
healthcare professionals were brought in during the second phase, e.g. cardiologists from
Thalassotherapia Opatija and the Clinical Hospital Centre Rijeka, to improve the recruitment phase
within the project. All interested healthcare professionals were contacted by the Rijeka pilot site
research team to discuss the study and hand out the project leaflet and ICF. Potential participants
were given up to three days to think about their willingness to participate and could ask questions
during this time. There were no consequences if they did not want to take part in the project. Once
they agreed, the research team arranged a meeting with the individuals to receive the signed ICF and
involve them in the study, as well as organise the training activities to introduce the ValueCare
concept and provide skills to improve the motivation needed to participate in a pilot experience and
use the ICT solutions that will be used during the implementation phase such as smartphones,
smartwatches and the ValueCare and LifeVit mobile application.

Organizational experts (managers/care coordinators/advisors) were recruited in collaboration with
representatives of the Community Health Centre as well as community patronage nurses. Together
with the Rijeka pilot coordinator, the community patronage nurses approached these experts to
involve them in the intervention phase and enquire about their interest in receiving regular updates

via the project's online newsletter.

Rotterdam Pilot Site — Recruitment Process

Several stakeholders in the region were involved to recruit participants for the ValueCare project. Due

to slow recruitment the strategies had to be adapted several times.

Older people

The participants of the control group are recruited by four hospitals in the region. The strategy to
recruit intervention participants was initially through the stroke after-care nurses, who visit every

person in Rotterdam city who had a stroke and was discharged to go home. To avoid the control

Page 31 of 88



ValueCare — D4.3 Report regarding the implementation of VALUECARE in 7 European pilot sites Vallie

hospitals and the stroke after-care nurses to invite the same person, the hospitals had to apply an
extra inclusion criterion; they could only invite the participants who do not live in Rotterdam.
However, this strategy did not work for the stroke after-care nurses, due to high workload on top of
their own work and there were too few participants who were eligible. After 4 months only 20
intervention participants were recruited in this way. Therefore, at the end of 2022 it was decided to
establish a recruitment campaign in the community to reach the target for the intervention group.
This was done through placing advertisements in newspapers, one of those specifically targeted for
people who are 5o years and older. Additionally, the advertisements were spread by relevant
stakeholders as well as on social media. This turned out to be very successful and within 2 months we
had over 100 participants. Due to the high interested to participate in the research, some of the people
who were interested were also asked to join the control group to make the two groups more
comparable. This is because the community recruitment strategy allowed everyone to participate
even if they had a stroke many years ago, while the control group recruited by the four hospitals in

the region only included participants who had a stroke within the last month and could go home.

Informal caregivers

Most of the informal caregivers were recruited through the participants of the community
recruitment. After the consultation with the participant, the researchers asked the participant if they

could invite their partner, children or other relative.

Healthcare professionals and organisational experts

Professionals (health and social care professionals as well as managers) were recruited via the

Rotterdam Stroke Service network. The neurologist involved in the project invited his colleagues.

Treviso Pilot Site — Recruitment Process

The selected target population for the Treviso pilot site comprised individuals with Mild Cognitive
Impairment (MCI), including a subgroup of individuals with type 2 Diabetes and Hypertension, along

with their informal caregivers, health professionals, and local organisational managers.

Older people

Specifically, the inclusion criteria for patients were as follows: a diagnosis of Mild Cognitive
Impairment (MCI) demonstrated through deficits in neuropsychological tests (resulting in a Clinical
Dementia Rating (CDR) score of 0.5), while maintaining complete autonomy in daily living; individuals
aged 65 years or older of both genders. Exclusion criteria for patients included severe depression,

refusal to sign informed consent, and/or refusal to authorize data processing. A deliberate decision
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was made to refrain from implementing any forced assignment to either the Intervention or Control
group. Instead, individuals were given the autonomy to choose based on their interest, availability,
and ability to reqularly attend intervention meetings.

The recruitment process was executed through three primary avenues.

Firstly, leveraging a pre-existing research initiative at the Centre for Cognitive Decline and Dementia
of ULSS2 ("Walking and Reading, | Remember"), we accessed a database of patients previously
diagnosed with Mild Cognitive Impairment (MCI). These individuals were contacted via telephone
calls and invited to the Centre for a project presentation. Secondly, during routine clinical activities, if
a new patient received an MCl diagnosis, they were approached to participate in the project, with a
subsequent meeting arranged. Lastly, a specific recruitment campaign was initiated as a contingency
plan when recruitment progress slowed down.

Although the recruitment campaign for the Treviso pilot site had been progressing well, it became
evident that a "boost" was necessary to meet the target on time. To achieve this, a new and creative
approach was needed to engage more participants. The specific target population, individuals with
Mild Cognitive Impairment, provided an opportunity to launch an additional recruitment campaign.
Inspiration was drawn from past successful activities conducted by both AULSS2 and ISRAA, where a
"memory screening" was offered to the general population. The World Alzheimer's Day was identified
as the ideal occasion to launch this campaign. WP6 colleagues were then enlisted to create an
appealing and clear flyer designed to attract and engage individuals. The leaflet invited people aged
65 and older who wished to assess their memory and cognition to call the provided numbers and
schedule an appointment. The communication strategy also aimed to raise awareness about
dementia and promote healthy lifestyle choices to prevent cognitive decline.

The campaign was officially launched during a specific event organized jointly by AULSS2 and ISRAA
on September 21, 2022. A press release was disseminated on the organizations' websites and local
newspapers. Additionally, the campaign gained significant traction through an interview with the
AULSS2 General Manager, which was broadcasted on a local TV network the following day and
subsequently featured on a news push service accessible via people's smartphones.

The outcome of this campaign exceeded expectations, with the telephone numbers receiving an
overwhelming response for at least 10 days, totalling more than 200 calls. A total of 126 individuals
were scheduled for appointments in the subsequent weeks. Interestingly, it was observed that
individuals were not only seeking screenings for themselves but were also encouraging friends and
relatives to call and make appointments. Frequently, couples attended the screenings together. For
those unable to attend in October, additional memory screenings were arranged in the subsequent
weeks during November and December, although these were not associated with the ValueCare

project.
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As a direct result of this campaign, not only were an additional 8o individuals successfully recruited
for the project, butit also had a broaderimpact. The campaign effectively raised awareness about the
risks of cognitive decline and potential prevention strategies within the Treviso and Province
population. Furthermore, there was a potential reduction in the stigma associated with discussing this

important issue.

gun  Merorseeenns [T i

21/0g/2022

Figure 2. Memory screening communication campaign in Treviso Pilot

The recruitment success can be traced back to several factors. Firstly, our pre-existing and trusted
relationship between patients and AULSS2 and ISRAA played a crucial role. This established trust
made it easier for individuals to accept appointments.

Being directly connected with patients through AULSS2, a healthcare provider, was a significant
advantage. This direct link facilitated smoother communication and engagement with potential
participants.

Another key aspect was the personalized recruitment approach. Having dedicated personnel for
recruitment, where the researcher also served as the clinician conducting the recruitment interviews,
added a personal touch. This dual role likely fostered a sense of trust and connection.

The use of non-threatening terminology was also pivotal. By presenting participation as an
opportunity either for monitoring (for the control group) or to enhance their health (for the
intervention group), we created a more positive and approachable perspective.

The widespread fear of dementia in the community worked in our favour. People's heightened

awareness of the issue likely contributed to their willingness to engage in screening and intervention.
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The strong collaboration between AULSS2 and ISRAA proved to be highly beneficial in boosting the
recruitment campaign. This partnership added an extra layer of support and credibility.
In essence, our success can be attributed to a combination of trust, direct engagement, personalized

recruitment, a non-threatening approach, community awareness, and strategic collaboration.

Informal caregivers

Informal caregivers were generally with the patients during the initial meetings therefore, once the
person had agreed to participate in the intervention group, it was easy to simply invite them to
participate in the project. For informal caregivers, the inclusion criterion was simply being 18 years or
older, and the exclusion criterion was refusal to sign informed consent and/or consent to data

processing.

Healthcare professionals and organisational experts

Professionals were selected within the personnel in AULSS2 and ISRAA and were contacted either in
person or via telephone to propose participation. The same process happened for the organizational
experts. Professionals enlisted for the study were drawn from various socio-health disciplines involved
in the care of MCI patients, including physicians, nurses, psychologists, social workers, etc. The
exclusion criterion for professionals remained refusal to sign the informed consent and/or data

processing consent.

Overall, it took 8 months to complete the recruitment (from March 2023 to November 2022).

Valencia Pilot Site — Recruitment Process

Older people

The recruitment of frail older people in the city of Valencia lasted more than eight months.
Participants were recruited from seven different primary healthcare centres, one activity centre for
older people, and two universities for older people. In the case of the health centres, health
professionals (physicians and social workers) were contacted, and they proposed the participation of
those who could meet the requirements and be suitable for the proposed intervention programme,
since they knew the medical history and personal lives of their patients. In the case of the universities
and activity centre, coordinators were contacted, and the researchers carried out this first selection
process based on an initial meeting with the voluntary older participants.

Thus, people over 65-years of age presenting mild to moderate levels of frailty were included in the
intervention programme, according to the FRAIL scale. Specifically, the inclusion criteria for

participants were: i) = 60 years old; ii) = 1 in FRAIL scale; iii) = go in Barthel index; iv) o-2 in Pfeiffer
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SMPQ scale; and v) informed consent given. People who were not able to speak, read or understand
Spanish language were not included in the intervention programme, as well as those who did not give
the informed consent. These criteria were agreed between researchers, doctors and social workers

involved in the study. A total of 120 older participants started the intervention.

Informal caregivers

For the recruitment of informal caregivers, the Valencia research team had three different strategies:
Health professionals had a close relationship with some of their patients' family members or
informal caregivers, who were often involved in their patients' health. In these cases, it were the
health professionals who provided their contact information and were recruited into the ValueCare
intervention.

In other cases, once older people were recruited for the project, they were asked if any of their
family members or carers would be interested in participating in the intervention as well. In these
cases, the participants provided their contacts and were recruited afterwards.

In very few cases, it was the informal caregivers themselves who contacted the researchers once

they were aware of the involvement of their family members in the project.

Healthcare professionals and organisational experts

For the recruitment of the professionals, the researchers of the Valencia pilot carried out a series of
talks in the different health centres and day centres to explain both the value-based care concept and
the objectives of the ValueCare project and the benefits for older people and the health centres/day
centres. After these discussions, the healthcare professionals interested in the project expressed their
interest in participating in the intervention. The pilot researchers then organised a series of more
specific meetings with these healthcare professionals to explain the intervention process and their

involvement in detail.

The recruitment strategies across the seven European pilot sites within the ValueCare project
demonstrated a diverse approach to engaging older people, informal caregivers, healthcare
professionals, and organizational experts amidst the challenges posed by the COVID-19 pandemic.
Each site's approach was uniquely tailored to its local context, target population, and specific
challenges, yet shared common themes of adaptability, community engagement, and the use of
digital and traditional recruitment methods:

Athens shifted focus to older people with Type Il Diabetes Mellitus due to pandemic restrictions,

using direct invitations and a large-scale event for recruitment, successfully meeting their target

numbers despite initial challenges.

Page 36 of 88



ValueCare — D4.3 Report regarding the implementation of VALUECARE in 7 European pilot sites Vallie

Coimbra leveraged existing social care networks, focusing on a diverse and inclusive approach to
recruit from nursing homes, day care centres, and community centres, emphasizing gender
balance and respecting the context of vulnerability.

Cork/Kerry transitioned from a clinical to a community-based approach, targeting active aging and
retirement groups, which significantly improved their recruitment outcomes.

Rijeka collaborated with healthcare providers to recruit older individuals recovering from
myocardial infarction, focusing on gender equality and balanced representation, successfully
navigating the recruitment despite the pandemic's impact.

Rotterdam adapted its strategy multiple times, ultimately finding success with community
campaigns and social media engagement, demonstrating the importance of flexibility and broad-
based engagement.

Treviso targeted individuals with Mild Cognitive Impairment through existing databases, clinical
engagement, and a creative "memory screening" campaign, highlighting the effectiveness of
innovative community engagement strategies.

Valencia utilized a multi-faceted approach, engaging with primary healthcare centres, universities,
and community centres, showcasing the benefits of a comprehensive and inclusive recruitment

strategy.

Based on the collective experiences of pilot sites, several suggestions and conclusions for future public
health recruitment initiatives can be derived:
Flexibility and Adaptability: Recruitment strategies should remain flexible and adaptable to
unforeseen challenges, such as public health crises (e.g., COVID-19 pandemic), allowing for
adjustments to target populations, methods, and timelines.
Community Engagement: Leveraging community networks, including health care institutions,
local organizations, and community events, can enhance reach and engagement, particularly
when recruiting vulnerable population groups.
Innovative Recruitment Methods: Innovative approaches, such as memory screening campaigns
or digital literacy sessions, can significantly boost interest and participation, demonstrating the
value of creative engagement strategies.
Digital and Traditional Methods: A combination of digital (social media, online campaigns) and
traditional (direct invitations, community meetings) recruitment methods can cater to diverse
preferences and accessibility, increasing overall recruitment success.
Partnerships with Healthcare Providers: Collaborations with healthcare professionals and

institutions can facilitate access to target populations, leveraging existing relationships and trust.
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Inclusivity and Diversity: Ensuring that recruitment efforts are inclusive and reflect the diversity
of the target population can improve the relevance and impact of health interventions.

Continuous Evaluation and Feedback: Implementing mechanisms for continuous evaluation and
feedback throughout the recruitment process can identify bottlenecks and opportunities for

improvement in real-time.

These insights underscore the importance of a well-rounded, adaptable approach to recruitment in
public health initiatives, highlighting the potential for tailored strategies to overcome challenges and

engage diverse populations effectively.

3.1.4 Training Activities (Train the Trainers/Train the Professionals/Train

the Participants)

Before the recruitment and implementation phase began, Rijeka pilot site research team, together
with the research team from ISRAA, Treviso, developed the training modules that formed the core of
the training/train the trainers for internal staff/project members, healthcare professionals and
organisational experts (managers/care coordinators/advisors). The modules were developed during a
two-day face-to-face meeting with the ISRAA research team (July 2021). In addition, EMC agreed to
organise an internal consortium training based on the modules developed by ISRAA and MEDRI. The

developed modules and their content are shown in Table 11.

Introduction to VBHC Model: What matters?
Introduction to integrated care
Different ways of integrated care

- Who are the key actors?
Comparison between standard care, VBHC and integrated care, with
examples in specific target populations.
Clinical outcomes: PROMS, PREMS.
How can we improve and make a better patient experience
héppen? . Health and social
ik Shared decision-making process. care professionals
3 How can we achieve value creation?
Support the VBHC transformation and adoption by health and care
social services
Examples of VBHC in practice
Implementation tips
1.3. Introduction to the ValueCare model and pathway
1.4. Evaluation outcomes
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ValueCare ICT ecosystem: Mobile application (app); Devices;
2. 2.1 Dashboard; Goal setting; Ongoing coaching; Ways of interaction
between users, informal caregivers, and practitioners' team.

Integrated Care Pathway (ICP) structure.
3.1. Relationship between ValueCare mobile app, care management
decision making process and user agreement.

Pilot actions; User journey and research design; Ethical and privacy
structure and related documentation; Consent forms to be acquired.
Pilot sites presentations: Athens, Coimbra, Cork/Kerry, Rijeka,
Rotterdam, Treviso, and Valencia.

3.2.

ValueCare ICT ecosystem.
L. 4.1, Data flow and GDPR related issues. ICT experts
Cybersecurity issues.

Social and health services integration in the perimeter of the
ValueCare project.
Added value of the ValueCare model for health and social care

organisations and other stakeholders .
9 Health and social

care organisations

Impact analysis.
management

Cost-effectiveness and outcomes of VBHC implementation.

5.2. Sustainability for further permanent adoption (presenting the
evidence needed to take informed decisions for adoption of the
ValueCare model)

Added value of the ValueCare app and model for a different group of

stakeholders — key messages

6. Stakeholders
Ways of engaging the stakeholders for the co-creation activities and

pilots based on the mapping of stakeholders (incl. national seminars)

6.1.

Table 11. Train the Trainers modules and their content

Based on the modules developed, the Train the Trainers activity in all seven pilot sites (Athens,
Coimbra, Cork/Kerry, Rijeka, Rotterdam, Valencia and Treviso), i.e. internal staff/project members,
was organised in November and December 2021 and in January 2022. To facilitate the organization
of the training, the six original modules have been summarized in three main modules.

Module 1 of the Train the Trainers consortium training took place online in November 2021 and was
organised by the project coordinator, EMC. The aim of Module 1 was to introduce value-based
healthcare and the concept of integrated care as well as measurement of outcomes (PROMS &
PREMS), implementation of workflows (explanation of the different roles within the pilot sites and
tips for implementation) and evaluation of workflows (study design, questionnaire toolkit,
organisation of interviews and focus groups, etc.).

Module 2 of the Train the Trainers consortium training took place online in December 2021 and was

also organised by the project coordinator, EMC. The aim of Module 2 was to introduce the ValueCare
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ICT ecosystem (mobile application and the VIDA24 web application) and provide a summary of the
ValueCare approach (including the importance of informed consent) and the GemsTracker workflow.
Module 3 of the Train the Trainers consortium training took place online in January 2022 and was also
organised by the project coordinator, EMC. The aim of Module 3 was to provide insight into how
patients can be motivated to participate in the project and how professionals can be trained to change
their perspective on care.

Once the three modules had been delivered within the project consortium, each pilot site had to plan
further on-site activities to organise and deliver the Train the Trainers education among local
healthcare professionals, informal caregivers, older people, etc. The aim of the training for older
people was to enable them to use the ValueCare application on their smartphone or tablet to achieve
their care goals, while at the same time improving their general digital skills. The summarized Train
the Trainers deployment process and its adaptation as well the numbers reached within the Train the

Professionals and Train the Participants activities are show in Figure 3. and Table 12., respectively.

Train the Train the
Trainers participants

Adaptations to Train the
local settings Professionals

Figure 3. The Train the Trainers deployment and its adaptation within the ValueCare project
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Pilot site Intervention Informal Healthcare Organizational
participants caregivers professionals experts
Athens 123 15 7 1
Coimbra 127 11 20 4
Cork/Kerry 24 8 15 o
Rijeka 110 23 30 4
Rotterdam 152 [ [ o
Treviso 121 50 20 5
Valencia 120 48 25 o

Table 12. Number of participants that were engaged in Train the Professionals and Train the Participants

in each pilot site

Athens Pilot Site — Training Activities

After the Train the Trainers workshops were delivered by EMC, AMC and AfIC master trainers (1 from
each organization) organized dedicated online sessions with researchers, starting early March 2022,
on the domains of the Train the Trainers Curriculum. The training covered all modules and put
emphasis on the use of the GemsTracker tool, motivational interviewing using empathy, the
completion of the questionnairesin Vidaz24 and GemsTracker cloud service, the creation of asummary
report for all patients with findings from the Vida24 and GemsTracker questionnaires, the use of the
app and the platform, the use of the smartwatch and its dedicated app.

Following the training of the professionals on the topics above, the researchers developed a manual,
which explained the use of the ValueCare app and the use of the smartwatch and the corresponding
app, and this manual was delivered to patients in the intervention group, upon visit to receive the
smartwatch, download the app and start developing the care plan and using the intervention in the
digital tool.

After the initial training, AMC and AfIC researchers were available to provide support via telephone
to any participant that wanted to receive help in monitoring the progress in his/her care plan and many
cases, appointments were scheduled, to train patients of the intervention group in AMC premises.
Only a few informal caregivers accepted to try using the Vida24 dashboard. The reason for this low
number was that the majority thought that it would bring extra burden in their everyday activities and

because they believed that they could follow progress of the patient through the app.

Coimbra Pilot Site — Training Activities

Training activities in the use of the ValueCare ICT tool are intended for all the main groups involved in

the Coimbra pilot site, namely: older adults (from the intervention group), informal and formal
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caregivers, health and social care professionals, and the research team members and volunteers that
supported the follow-up questionnaires application.

The research team of the Coimbra pilot met one-to-one with several expert consortium members to
receive specific training on ValueCare tools. These sessions began in May 2022 and took place online.
The first training session was with EMC, which provided a training session in the evaluation protocol
application through the GemsTracker software. In terms of applications, the use of the ValueCare
Coach mobile app was focussed on in the training session with Vodafone, while the functionalities of
the Vida24 web platform were trained in the meeting with VIDAVO.

These training activities focussed on ICT tools were then replicated by the Coimbra pilot research
team for the various target groups of pilot participants, according to their specific roles. Older adults
(in the intervention group) went through various training activities on the ValueCare Coach mobile
app, and received a user manual (on paper) especially dedicated to this app. In addition to this physical
support, all the tablets given to the older adults (120 tablets) had the TeamViewer QuickSupport app
installed, so that the participants could have more immediate remote support whenever necessary.
With regard to the other target groups, they were trained in both technologies - in the mobile app so
that they were aware of the technological solution and also to help the older people when they had
any doubts; and in the web platform so that they knew how to work with the tool, understood its
functionality and interconnection with the mobile app, and its usefulness for the ValueCare approach.
To facilitate usability, these groups also received a ValueCare Coach user manual and a Vida24 user
manual (on paper). However, this training demonstrated various difficulties arising from the Vidaz24
platform, for example: the fact that it is not translated into Portuguese; the difficulty in its usability;
the lack of equipment and conditions for use; the low digital literacy of the professionals - who do not
use this type of technology daily. In this context, the training sessions brought relevant input from a
practical point of view but meant that only the research team had direct contact with this solution.
Before implementing the pilot, the Coimbra pilot carried out three internal training activities,
addressed to the pilot facilitators. The first dealt with ethics and preparation for pilots, as it was a
large-scale pilot, to promote ethical awareness in the work of the research team throughout the pilot's
implementation. The following was dedicated to the free, clarified and informed consent protocol for
older people so that everyone involved was fully aware of the importance of this task and the type of
attention it required. Since the pilot would involve contact with older adults, it was also considered
relevant to train the approach to take with this specific population and how to address them in terms
of language and inclusiveness. Finally, the recruitment and the value-based implementation plan as
specific training for the research team before going to the field and starting the intervention.

The Portuguese pilot had the support of a volunteer group to apply the T1 questionnaires. For this

reason, CDC organised a training activity with the volunteers to prepare them to apply the
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questionnaires. This activity also trained them in how to approach older adults, not only in terms of

applying the questionnaires, but also in terms of addressing and engaging.

Cork/Kerry Pilot Site — Training Activities

Once recruitment for participants had been completed within Cork/Kerry pilot site, the research team
organised training for the ICPOP clinical team in Kerry which consisted of all healthcare staff and
management who were involved in the recruitment process. This was conducted in person in March
2023 (Training of Professionals). The training consisted of an overview from the initial in person
meeting with clinical staff on the project and its current position followed by a detailed discussion on
the Value based healthcare concept of integrated care and the ValueCare approach that was being
implemented in Cork/Kerry pilot site within the ICPOP hub. The aim of the session was to provide a
detailed plan of events for the intervention phase and how it would be implemented. A detailed
discussion was held on Vida 24 and the digital solution. Several clinical team members were selected
as part of the intervention phase (clinical nurse practitioner, dietician, occupational therapist, physio
and a rehab assistant). A member of the clinical team selected was appointed lead point of contact to
ensure communication was kept on a regular basis on the progress of the intervention.

A second day of in person activities was organised by the research team where the clinical team (Kerry
ICPOP) and the research team began implementing the value-based healthcare (VBHC), the concept
of integrated care, the ValueCare approach. Each of the intervention participants were discussed and
a care plan was putin place through Vida24. Cork/Kerry pilot site followed four pillars within the digital
solution (physical activity, nutrition, social activity and medication). Based on the information
gathered in the questionnaire and the information gathered by the clinical team, a tailored care plan
was designed by the research team which was discussed with the older person in one-to-one training
sessions that were held in the clinical setting where each participant had the choice of which modules

of the digital solution they would use.

Rijeka Pilot Site — Training Activities

After the conduction of training for internal staff/project members, Rijeka pilot site research team
started to plan the organisation of an initial training towards healthcare professionals that were part
of the local stakeholders' network, and which was based on three main modules. An initial meeting
with the representative of community patronage nurses was organized in March 2022, to organize
the Training of Professionals. The training was organized online with the aim of presenting value-
based healthcare (VBHC), the concept of integrated care, the ValueCare approach which will be
implemented in Rijeka pilot site and the digital solution that will be used (ValueCare mobile

application in general, Virtual Coach and the Vida24 dashboard). Another aim of the training was to
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discuss the techniques that should be used in face-to-face communication with older people and
informal caregivers to improve motivation to participate in the project and use the ICT solutions. In
addition, the development of digital skills was also one of the main 'learning objectives' delivered to
community patronage nurses that they could better present the value-based approach supported by
a digital solution to older people and encourage them to continue using the devices (smartphones,
tablets, and PCs/laptops) over time, and particularly the devices envisaged in the project. This
approach provided a sense of trust and reliability, which is essential for transparent and strong user
engagement during the intervention phase. In addition to the mentioned training, additional Training
of Professionals sessions were organized face-to-face during March 2022 at the Community Health
Centre of Primorje-Gorski Kotar County — Delnice sub-office and at the University of Rijeka, Faculty
of Medicine, Department of Social Medicine and Epidemiology.

Before the implementation phase began, Rijeka pilot research team also organised training for older
people (intervention participants) and their informal caregivers. During the training, instructions were
given for the general use of Android-based smartphones. This included switching the smartphone on
and off, unlocking it, accessing the internet, Viber, the ValueCare mobile application, the LifeVit
mobile application and the TeamViewer app, that served as a support tool during the intervention
phase. The main learning points were the ValueCare and LifeVit mobile application (for those who
used the LifeVit Vital smartwatch). In the ValueCare mobile application, the Virtual Coach was
introduced, its main functions, educational materials related to the Nutrition pathway and general
settings were introduced. Regarding the LifeVit mobile application, the main dashboard of the app
was presented, where participants could monitor their vital signs such as heart rate, distance
travelled, daily steps and sleep quality. As an additional application, Viber was made available to all
participants and the Community feature was activated so that they could receive the latest news and
activities taking place in the city of Rijeka during the implementation phase. The TeamViewer
application was also installed and introduced to the participants. It served as a support tool in case a
technical problem occurred. The Vida24 web dashboard was introduced to informal caregivers so they
could monitor their family members’ progress towards achieving the goals set as part of the value-
based shared decision-making process with healthcare professional. Both trainings included a
theoretical introduction followed by a practical part in which the intervention participants/informal

carers used the smartphone and the dashboard in real time.

Rotterdam Pilot Site — Training Activities
In the control hospitals, the main contact person working on the neurology department were trained
on how to use GemsTracker; how to log-in, how to create a new participant, what information to enter

(including the setup of the participant ID code) how to open the questionnaire to give the tablet to
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the patient to complete the baseline questionnaire on the tablet. For the intervention group by the
stroke after-care nurses, training was provided to the 3 nurses in GemsTracker as well as Vida2s.
Finally for the community recruitment the consultation had to be carried out by the pilot team which
included researchers and research assistants. A protocol was set up and they were trained in
GemsTracker, Vida24 and how to carry out the consultation based on shared decision-making
process.

Older people received explanation right after the consultation on how to use the App and the
smartwatch if applicable. Participants who had the consultation online received an email with
instructions how to install and use the app. The pilot team was available via phone and email for
questions.

A handful of informal caregivers accepted to try using the Vida24 dashboard. Explanation was

provided via email.

Treviso Pilot Site — Training Activities

In February 2022, professionals underwent training on two distinct occasions. The first session,
conducted on February 10th, centred on the Value-based approach and the tailored application of the
ValueCare model for the Treviso pilot. This session aimed to introduce professionals to a novel
approach in the care management of our patients. On such occasion, the whole care management
flowchart was illustrated and explained in detail. It also served as an opportunity to engage in
discussions with the professionals about effective strategies for participant involvement and the
organization of the intervention.

The subsequent session, which took place on February 17th, delved deeper into the GemsTracker
questionnaire and the evaluation of the ValueCare model. Over 20 professionals participated in these
sessions, demonstrating a high level of commitment and keen interest.

The Treviso ValueCare research team received a dedicated online training session on the
GemsTracker tool on March 7th, 2022. This session comprehensively covered all aspects related to
the questionnaires. Additionally, an online training session was conducted to familiarize the team
with the technological aspects of the intervention, including the use of the ValueCare App and the
Vidaz4 platform.

For older people involved in the project, outreach was conducted through phone calls, inviting them
to attend either group or individual meetings where they were provided with the necessary
technology, such as the watch. Subsequently, professionals scheduled appointments a few days later
to assist them in downloading the app and creating personalized care plans. When needed, some form

of training was also provided on the use of the person’s smartwatch during one-to-one meetings.
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Informal caregivers were afforded the flexibility to attend as many meetings as they desired, whether
group or individual. Later, they were contacted to participate in the platform.

Managers and ICT experts were engaged through a dedicated meeting where the project, the model|,
and the technological solution were comprehensively presented to them. This ensured a clear

understanding and alignment among the key stakeholders.

Valencia Pilot Site — Training Activities
The different professional partners of each of the Institutions responsible for the Valencia pilot
(UVEG-Polibienestar, Kveloce [+D+l and Las Naves) carried out several internal training sessions
online and in person to subsequently organise training for the social and health professionals (doctors,
nurses, social workers, managers, etc) involved in the intervention process. The training was
conducted face-to-face during the months of October and November 2022 in each of the 7 primary
healthcare centres and other centres (day centre and university for seniors) included in the Valencia
pilot to facilitate: the professionals' understanding of the value-based care model (VBHC) and the
importance of implementing comprehensive and personalised care as part of the ValueCare model,
the use of the ValueCare digital solution together with the Vida 24 dashboard. During the training
sessions, the focus was on the importance of maintaining the motivation of the participants to ensure
their active participation during the intervention period in terms of ensuring widespread use of the
APP. Therefore, being aware of the difficulties that some older people have with the use of new
technologies, different measures were agreed upon to keep the participants engaged during the
intervention so that the use of digital devices and specifically the ValueCare digital solution would not
be a disadvantage:

The possibility for the participants to contact the researchers by telephone for the immediate

resolution of any doubts that might arise during the use of the application.

It was agreed to hold monthly workshops on different topics to ensure the active participation of

the participants and at the same time to carry out a face-to-face follow-up where the participants

could bring their tablets or smartphones to these workshops to resolve any doubts, they might

have regarding the use of the ValueCare digital solution.

Sending personalised motivational messages via the app.
During the training with the professionals, the researchers responsible for the training, with the aim
of promoting the understanding and internalisation of the information by the social and healthcare
professionals, tested the digital solution with them, using all the available functions: sending
personalised messages to the participants, creating a personalised care plan, viewing the patient's
personalised care plan, viewing social and healthcare content in text format by the participants,

viewing social and healthcare audiovisual content. The possibility to see how the ValueCare digital
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solution works as the patients could do it allowed them to better understand the purpose of the APP
in terms of ensuring comprehensive and personalised care supported by technology.

During the training with the professionals, the researchers responsible for the training, with the aim
of promoting the understanding and internalisation of the information by the social and healthcare
professionals, tested the digital solution with them using all the available functions: sending
personalised messages to the participants, creating a personalised care plan, viewing the patient's
personalised care plan, viewing social and healthcare content in text format by the participants,
viewing social and healthcare audiovisual content. The possibility to see how the ValueCare digital
solution works as the patients could do it gave them a better understanding of the purpose of the APP
in terms of ensuring comprehensive and personalised care supported by technology.

Furthermore, after the initial assessment with the completion of the evaluation questionnaires, face-
to-face training of the elderly and informal caregivers belonging to the intervention group was
initiated. Since the level of knowledge on the use of information and communication technologies
was different for each of the participants, the training sessions were adjusted according to the
capacity of the participants. Thus, if the participants had no previous contact with digital devices such
as smartphones or tablets, the training included the most basic aspects such as turning the device on
and off, changing the settings for font size or screen brightness, locking and unlocking the device and
accessing the internet. After getting to know these aspects, they were shown how to download the
APP and how to access it. Finally, they were shown how the ValueCare digital solution works and then
the participant was checked to see if they had understood how to use it by allowing them to
independently visit and interact with the different functions. Otherwise, if the participant was already
familiar with the use of digital devices, the digital solution was installed and demonstrated. All
sessions included a period of theoretical content and then a period of practice based on collaborative
learning in which the participant was always accompanied by a researcher to whom he/she could ask
any questions that arose at the time. The participating informal carers also received training, in this
case, only on how to use the Vida24 website so that they could monitor the progress of their family

members according to the objectives set as part of the personalised care plan.

Across all seven pilot sites, the training activities were tailored to meet the needs of diverse target
groups, focusing on the adoption of the ValueCare model, effective use of digital health solutions, and
fostering a shift towards value-based and integrated care. Each site adapted the core training
modules to local contexts, ensuring relevance and applicability. The training activities successfully
engaged a wide range of participants, from healthcare professionals to informal caregivers and older
people, highlighting the project's inclusive and comprehensive approach. Key outcomes and insights

extracted from the training activities are the following:
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Collaborative Development: The joint effort in developing the core training modules ensured
consistency while allowing flexibility for local adaptations.

Digital Empowerment: Training emphasized building digital competencies, crucial for the
successful implementation of the ValueCare digital tools.

Stakeholder Engagement: The project actively involved various stakeholders, highlighting the
importance of inclusive training that addresses the needs and roles of each group.

Adaptability: Sites demonstrated adaptability in delivering training, using both online and face-

to-face methods, and customizing content to target group needs.

Based on these outcomes, the executed training activities have the potential to enhance the
organization and delivery of future public health initiatives, particularly those focused on educating
stakeholders in the use of diverse digital solutions via the following conclusions and lessons learned:
Enhance Digital Literacy: Continue to prioritize digital skills training for all stakeholders,
particularly older individuals and informal caregivers, to ensure wide adoption and effective use of
ICT solutions within the public health sector.
Foster Collaborative Development: Maintain a collaborative approach to training program
development, leveraging the expertise of different sites and stakeholders for a more robust
curriculum.
Customize to Local Contexts: Adapt training content to reflect local healthcare practices, cultural
considerations, and specific needs of the target audience for greater relevance and impact.
Support Continuous Learning: Provide ongoing support and resources for stakeholders post-
training to address emerging challenges and refresh knowledge as needed.
Measure Training Impact: Implement mechanisms to evaluate the effectiveness of training
activities in improving competencies, engagement, and ultimately, care outcomes, facilitating

continuous improvement of training strategies.

3.2 Value-Based Intervention Strategies Within Pilot Sites

Overall, it is based on the ValueCare concept which will be explained in the D2.1 The ValueCare
concept.

The intervention phase across all seven pilot sites involved the adoption of the value-based integrated
care model, which was facilitated by the utilization of the ValueCare mobile app by older individuals
and the ValueCare dashboard by informal caregivers and healthcare professionals involved in their
process of care. A comprehensive interdisciplinary team delivered enhanced integrated care to
participants, with ongoing support from the ValueCare mobile app. This innovative approach adheres

to the overarching framework for pilot site implementation, which was customized in terms of the

Page 48 of 88



ValueCare — D4.3 Report regarding the implementation of VALUECARE in 7 European pilot sites Vallie

processes and mechanisms for each individual pilot. Participants received personalized, coordinated
integrated care, backed by the ValueCare mobile app and the integrated Virtual Coach. Once included
in the pilot, informal caregivers and healthcare professionals were given access to patient analytics
depending on the permissions granted. They utilized a web-based application, the ValueCare
dashboard, to monitor users/patients. External care professionals, with proper authorization, could
access specific patient analytics on the web platform.

The comprehensive ValueCare digital solution, which includes the mobile app, the Virtual Coach and
the ValueCare dashboard, was designed through a value-based approach and customized design
during a collaborative co-design process. This iterative process took place in three phases at the local
pilot sites: First, second and third round. The First round involved gathering and defining relevant
insights for the design of the ValueCare concept, care pathways and the corresponding ICT support
solution. In the second round, active collaboration between healthcare professionals and older people
took place, enabling the co-design of a personalized integrated care approach. This phase assessed
whether the ValueCare solution met the requirements identified in the first round and a prototype
was presented prior to implementation. The Third round focused on clarifying issues related to the
comprehensibility, usability, and potential challenges of implementing the ValueCare technical
solution before it was fully implemented. It also served as an opportunity to use the lessons learnt to
implement the holistic, value-based approach more effectively to ultimately improve health
outcomes. The detailed engagement strategy of relevant target groups and their involvement in co-
design activities is described in D2.3 Engagement strategy for the VALUECARE concept co-design start-
term, D2.4 Engagement strategy for the VALUECARE concept co-design mid-term and D2.5 Engagement
strategy for the VALUECARE concept co-design end-term. Additionally, the results of all three rounds
of co-design activities are shown the following deliverables: D2.6 Report on the co-design activities for
the VALUECARE concept start-term, D2.7 Report on the co-design activities for the VALUECARE concept
mid-term and D2.8 Report on the co-design activities for the VALUECARE concept end-term.

General framework outlining the integration of the ValueCare concept at each pilot site includes the
organization and conduction of co-design activities, the formulation of care pathways derived from
these collaborative efforts, and the shared decision-making process involving older participants and

the interdisciplinary team. This process is facilitated by the ValueCare digital solution.

To assess the effectiveness of the value-based personalized approach by the interdisciplinary team
towards a holistic perspective to intervention participants, a general assessment framework was
developed, and it was based on the ICHOM (International Consortium for Health Outcomes
Measurement) Standard Set for Older People. Besides that, each pilot site was able to use additional
instruments, according to their target group specificities. The questionnaire results and participants’

data were captured online using GemsTracker/LimeSurvey software.
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The ICHOM set is an important tool to ensure that care is focused on the outcomes that matter most
to older people. This set has been specifically designed to measure and evaluate quality of care and
patient outcomes in a comprehensive and standardized way. The main aspects of the ICHOM
Standard Set for Older People are:
Older people focus: Tailored specifically for older people, this set addresses the unique health
needs and concerns of this target population, such as chronic conditions, functional abilities, and
quality of life.
Comprehensive measurement areas: The questionnaire covers multiple domains, including
physical and mental health, social well-being, and overall quality of life. It recognizes the
multifaceted nature of health in older people.
Patient-centred results: The focus is on the outcomes that are most important to the patients
themselves, ratherthan just clinical measures. These include aspects such as independence in daily
activities, pain management, mental health status and social interactions.
Standardized indicators: The set contains several standardized indicators that allow for easy
comparison between different healthcare settings and target group populations. This

standardization is crucial for benchmarking and improving healthcare services.

The assessment of participants occurred before the implementation started (To; baseline), six, ten or
twelve months after the intervention ended depending on if the participants started with the
intervention before or after July 1, 2022, or after 1 January 2023 (T1) and four or six months after T1
(T2) for all target groups: older people, informal caregivers, healthcare professionals and
organisational experts. Based on that, the detailed assessment timeline is:

Timeline 1 (participant filled in baseline questionnaire between November 1, 2021, and June 30,

2022) = Ta follow-up questionnaire after 12 months and after 18 months

Timeline 2 (participant filled in baseline questionnaire between July 1, 2022, and December 31,

2022) = T1 follow-up questionnaire after 10 months and after 14 months

Timeline 3 (participant filled in baseline questionnaire from January 1, 2023, onwards) = Tz follow-

up questionnaire after 6 months and after 12 months

The results of the ValueCare baseline questionnaire that was based on the ICHOM set, was provided
to healthcare professionals and the whole interdisciplinary team after completion by the older person.
The results of the questionnaire provided insight to the professionals and interdisciplinary team to
tailor specific care pathways in relation to the specific needs and preferences of older people and to

track changes and impact of the interventions (baseline and follow-up).
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The beginning of the implementation phase differed across the seven pilot sites, and it depended on
the time point when the recruitment process ended. The implementation was based on D4.1. General
framework for the pilots’implementation and D4.2. Implementation plan in each pilot site.

The basis of the intervention phase as well as providing the care that is aligned with the values and
the needs of older people is the process of shared decision-making between them and the
interdisciplinary team. This approach involved healthcare professionals collaborating with patients to
choose care pathways tailored to their individual needs and values. These decisions were justified by
the outcomes of the ICHOM questionnaire - Standard Set for Older People, and in certain pilot sites,
additional assessment tools were used to evaluate the effectiveness of the interventions. All shared

decision-making tools per pilot site are shown in Table 13.

JErIes) Sk Additional assessment tools

Pilot site Set for Older Individual consultations

vestionnaires/measurements
People (q )

Clinical Indicators for Diabetes,

Athens Yes Yes, by clinical team members
GR-DMSES, FFQ, IPAQ and RAPA 2
Coimbra Yes n/a n/a
MoCa test and .
Cork/Kerry Yes Yes, by clinical team members

clinical frailty assessment

. Public Health Lab measurements . .
Rijeka Yes v e ezl v Yes, by cardiologists

Yes, by stroke after-care nurses

Rotterdam Yes n/a and researchers/research
assistants
. MMSE (Mini Mental State Yes, by clinical and/or research
Treviso Yes L
Examination) team members
Valencia Yes n/a Yes, by healthcare professionals

Table 13. Shared decision-making tools per pilot site

Athens Pilot Site — Intervention Strategies

Interdisciplinary team and its role in the ValueCare project

In the Athens pilot site, the team involved in the implementation of the ValueCare approach
composed of 2 physicians, 2 diabetes nurses, 1 general nurse, 1 psychologist and 2 organizational
experts. The roles of the team members were as follows:

Nurses: They were involved in informing potential participants about the projects, aims, benefits and

expected outcomes, in recruitment, in collection of data variables using blood sampling, the
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ValueCare questionnaire and the Vida24 questionnaires, in co-creation of the Care Paths to support
the participants in the intervention group in the use the ValueCare app and the smartwatch and its
app, in receiving feedback of the participants regarding the care plan, goals set and how to improve
their health status. They were also involved in continuous telephone or in person support to
participants in the intervention group when there was an issue related to the use of the app or the use
of the smartwatch and if this could not be solved, they referred the problem to the technical partners
for a solution, if possible.

Physicians: They were involved in recruitment of the patients, in explaining the results of the Vidaz4
and the ValueCare questionnaires to patients in person or in writing by sending a sheet with the results
interpretation, in discussing the Care Plans with the participants in the intervention, in discussing
issues with participants in the intervention group during the follow up period.

Psychologist: Discuss the findings of the PHQ-g9 questionnaire with the participants in the
intervention and the control group.

Organizational Experts: Involved in the support of all implementation activities that took place in
AMC premises and other locations around Athens (Friendship Clubs). Also involved in supporting the
elderly persons in the use of the ValueCare app and the smartwatch and reporting of issues to the

technical partners when level — 1 support was not enough.

The pathway of the intervention

After discussion among members of the interdisciplinary team at preliminary stages of the project, it
was decided that the participants in the intervention group would follow all three of the following
pathways in the digital solution (app):

Nutrition pathway: To improve the nutritional habits of participants based on assessment of the
nutritional status using the Food Frequency Questionnaire. Each patient, based on baseline
nutritional assessment, could set goals on a weekly basis to improve his/her nutritional habits related
to recommendations made for diabetes. The goal was displayed in the app and motivational
dialogues were also displayed every week, which varied according to the goal achieved. Every week,
the elderly person could change the goal in the app according to recommendations displayed.
Physical Activity Pathway: This pathway had the intention to assess patient’s physical activity status
using the IPAQ and RAPA 2 questionnaires. These 2 questionnaires can give an indication of the
duration of physical activity a person is doing on a weekly basis (IPAQ) but also, RAPA — 2 can give a
qualitative dimension of the physical activity in terms of whether a person is performing flexibility,
muscle strength or aerobic exercise during the week. Following the assessment, a goal was set on a
weekly basis, based on recommendations for people with diabetes. The goal was displayed in the app

and motivational dialogues were also displayed every week, which varied according to the goal
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achieved. Each week the elderly person could change the goal in the app according to
recommendations displayed.

Glucose and Blood Pressure Monitoring and Medication Pathway: This pathway did not set goals
for the patients. Its design was fuelled from the fact that older people need to monitor their blood
pressure and blood glucose levels daily and be reminded to take their prescribed medication once a
day, at the end of the day. With respect to blood glucose monitoring, the normal range of values for
elderly people were set in the app and the same hold true for blood pressure monitoring (normal range
of diastolic and systolic blood pressure values). When a person self-reported a value in the blood
glucose path (either value before breakfast, value after lunch, or value before bedtime) the
notification in the app was displayed according to whether the value was over or below the range. The
content of the notification was motivating for the person and suggested an action to restore the value
of the blood glucose within normal range e.g. by eating a glucose rich snack if the value was too low,
or by contacting the attending physician if the value of blood glucose was too high after consecutive
measurements. Therefore, the aim of this pathway was to help the patient gain control of blood
glucose measurement routine and know what to do in case the values were either above or below the
normal range. The same approach was followed for the blood pressure pathway. In case of the
diastolic and/or systolic blood pressure self — reported values were not within the normal value range
for the age group, notifications emerged in the app for the elderly persons to take up some actions in
orderto restore values within normal range or if persistence in abnormal values existed on consecutive
measurements, a suggestion to the elderly person to contact the attending physician was displayed.
The medication pathway was simple, since a notification was displayed every evening asking the
person to confirm that he/she took the prescribed medication (the app does not have a repository of
medications per person), and in case that the person does not confirm, a reminder was sent again.
No alternative pathways were designed for the Athens Pilot in case the digital pathways were not

functional.

Criteria for selecting a certain pathway(s) and additional assessment tools

There were no criteria for selecting a certain pathway in the Athens pilot. The clinical team discussed
according to evidence and experience that all 3 pathways were meaningful for all participants included
in the intervention group.
In addition to the ValueCare questionnaire, the Athens pilot decided to include a baseline, T2 and T2
evaluation, the following variables:

Weight, Height and BMI, inputted in Vidaz2g,

Complications of Diabetes (according to ICHOM Diabetes Reference Set)

Comorbidities of Diabetes (according to ICHOM Diabetes Reference Set)
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FFQ (Food Frequency Questionnaire)

PHQ - g (for Depression)

IPAQ and RAPA - 2 for the physical activity status

GR — DMSES (the Greek version of the Diabetes Mellitus Self Efficacy Scale validated in Greece by

Anastasios Rentoumis and Evi Fappa).

Also, SUS was included in Vida24 only for T2 assessment, to assess the usefulness of the ValueCare

app to patients in the intervention group.

Monitoring of the participants

Participants were monitored based on individual needs, with in person sessions occurring only if
requested. The usual means of support for technical issues with the app and the smartwatch, was
through the telephone. While the Vida24 platform was consulted during meetings, feedback provided
by participants was more informative than online data. During the monitoring period, it was
evidenced that the app was not functioning properly and that many participants were discouraged to
use the app despite acknowledging the fact that if it worked properly, it would help them a lot with

control of their diabetes and hypertension.

Coimbra Pilot Site - Intervention Strategies

Interdisciplinary team and. its role in the ValueCare project

In the Coimbra pilot site, a multidisciplinary team was involved in the project implementation and
participants’ follow-up. The team consisted of social agents, social and cultural animators,
psychologists, nutritionists, physical therapists and researchers. Their engagement was carried out at
different levels of the interventions from the design of the dialogue to the virtual coach, to the

selection and analysis of the deployed tools and personalized follow-up.

The pathway of the intervention

The intervention consisted of three main intervention areas: physical wellbeing, social connection and
emotional balance. Based on the previous co-design process, the mobile app reflected users’ and
carers' needs and preferences regarding content and usability.

The pathway supported by the ICT solution followed: an assessment of the well-being (self-reported
questionnaire); the personalised integrated care plan; pre-established goals; automatic alerts and
reminders; educational materials on wellbeing (videos, images, texts and hyperlinks); motivational
content. Participants were supposed to engage in the intervention separately through intervention

areas and by the end receive all the content together at once.
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Intervention Intervention . -
Content / Functionalities
Area Module
Food and hydration v’ Educational material
PHYSICAL R
v M |
WELLBEING Sleep otivational text 3 months
Physical activity v Reinforcement text
Family and social interaction v Related videos, audios, images
IAL i i
SOC Care appointments v’ Reminders 3 months
CONNECTION Lei ltural. and o )
A e v’ Alerts and notifications to caregivers
community participation
¥ Interaction with main formal carers
Managing negative emotions: (through videocall, chat message)
EMOTIONAL Sadness v’ Care appointments scheduling
. 3 months
BALANCE Anxiety

v’ Self-reported progress [ achievements
Anger
through Virtual coach interaction

Figure 4. Virtual Coach main section to be addressed in the Coimbra pilot site

Criteria for selecting a certain pathway(s) and additional assessment tools

After the internal analysis and receiving feedback from social carers that assist most people recruited
to ValueCare in Céritas Coimbra-CDC combined with the fact that the Portuguese pilot was not meant
to tackle any specific disease or clinical condition, a standard pathway was defined for all intervention
group participants. The defined protocol was that each participant should interact with the
content/activities on emotional well-being, for 2-3 months, then go to the socialization module and
finalize with the physical well-being, both for the same period. Due to some reduction in the
intervention phase, the period when all modules would interact together was suppressed.

Each interaction with the intervention area had some pre-established goals that relate with the
activities carried out at CDC social responses and/or general suggested standards that could improve
one’s well-being and the quality of life.

Due to some mild cognitive impairment of many participants, a paper-based version of the care plan

was provided every time an in-person activity was held.
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First Intervention Area ) ) )
Second Intervention Area Third Intervention Area
Emotional Well-bein
J Socialization Physical Well-being
QTAD =1
~ B & LY 898
2-3 months th
2-3 months
GOAL: perception of high and GOAL |3 < lisat 5-2 months
medium levels of enthusiasm, |. ) at ea§t 3 socialisation 3 . o
good mood and optimism. integration sessions p(.er week, ona| GOAL: at least 3 physical activities a
regular basis. week.

Table 14. Individualized care plans in Coimbra pilot site

Monitoring of the participants

Participants were closely monitored during the intervention phase. Assistance needed to be provided
since they were not familiar with the technology usage and to guarantee some engagement with the
mobile app. Therefore, 1-1 digital literacy sessions were carried out, group activities were performed
at the Day Care Centres and individualised follow-up sessions were recurrent. Beyond that to
stimulate participation and provide alignment with the intervention area goals many in-person
activities were held, and paper-based materials handed out, such as puzzles, word search, collective
drawing, writing letters, painting and mazes.

Overall, 127 digital literacy sessions were held before To and 105 before Tz; follow-up sessions with
care plan overview and project (re)explanation and goals recap was provided for 105 participants
before T1 as well; 46 in-person activities were developed by the research team during the intervention
phase; 7 dedicated group literacy digital sessions were conducted; daycare centres and nursing homes
(around 15 facilities in the centre region of Portugal) also engaged participants in many weekly
activities to support the accomplishment of the goals, around a hundred in total.

All questionnaires (To, T1 and T2), both intervention and control group, were administered in
presential 1-1 sessions, by the research team, preferably using digital media (in total 650

questionnaires for the whole intervention).

Cork/Kerry Pilot Site — Intervention Strategies

Interdisciplinary team and its role in the ValueCare project

In the Cork/Kerry pilot site a team consisting of clinical nurse practitioners, physio, dietician,
occupational therapist, GP and research assistants were engaged to assist with the implementation

of the ValueCare concept. The combined effort of the healthcare professionals played a role in the
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recruitment process within the clinical setting and the designing of the care pathway for each of the
participants. The role of the combined care team was minimal due to the fact only 14 intervention
participants were recruited through the two clinical settings and the rest were recruited from the
community where general health guidelines were followed instead of individual care plans. A shared
decision-making process was followed through multi-disciplinary team meetings that are held each
week. Alternative interventions such as educational seminars were organised in Cork and Kerry which
consisted of a clinical nurse, dietician, physio and a research team member providing information in
accordance with general health guidelines and answering specific questions that the attendees had
regarding their own health. Participants also had the opportunity to attend inclusive exercise classes
which focused on falls prevention, improving strength, balance, mobility and cardiovascular fitness.
These classes were specifically tailored to the individual based on goals and results gathered from the
baseline questionnaire.

In the clinical setting, some intervention participants were supported by informal caregivers who
assisted with the implementation of the digital solution. In the initial phases of the implementation
of the ValueCare digital solution, regular contact was kept with the participant and their informal

caregiver due to ongoing issues with the digital solution.

The pathway of the intervention

In the Irish pilot site, the participant had the option of 4 modules to be included in the digital solution
(physical activity, social activity, nutrition and medication). Once the baselines were finished the
research assistant met with the healthcare team and discussed the results of the questionnaire along
with the results of the assessments on the patient in detail. A specific care pathway was designed for
each client. Training was then organised within the clinical setting where the patient discussed the
results of the questionnaire with the research team before deciding which specific modules of the
digital solution they would like to focus on. Once the participants and informal caregivers were
satisfied with the training, they began to engage with the solution. Regular contact was kept in the
early stages with both the participant and/or informal caregiver when needed.

In the community setting, small group trainings were organised in Cork and Kerry where general
health guidelines were set up on the digital solution and advice was given based on the results from

the questionnaire.

Criteria for selecting a certain pathway(s) and additional assessment tools

In the Irish pilot, participants that had a MoCa score of at least 20 and experienced mild to moderate
levels of frailty were approached about the project. The results of the questionnaire were discussed

by the clinical team members. A research assistant then arranged an in-person meeting with the
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multi-disciplinary team to discuss the results of goals of each of the participants. Once a care pathway
was designed for the patient, in person training with the patient and informal caregiver began where
they had the option to review the care plan and make changes if required. In the community, the

Rockwood scale was used to guide the research team on accessing mild to moderate levels of frailty.

Monitoring of the participants

Participants from the clinical setting were monitored closely in the initial phases of the intervention
by both the research team and clinical team. All participants were being removed from the digital
solution after 24—48-hour period which caused frustration among informal caregivers and patients.
Alot of contact was made through phone and in person activities in the first 2 weeks due to ongoing
technical difficulties. Motivation quickly declined and engagement within the project quickly declined
after several in person meetings and phone calls regarding the digital solution.

Participants from the community were monitored similarly in the early phases of the intervention with
the ValueCare digital solution. After a decision was made to focus on alternative interventions,
participants were monitored according to individual needs. Follow up emails/calls were conducted
every 4 weeks which yielded a low response rate. A lengthy period has passed for many participants
who had signed up from the community to waiting for the digital solution which caused a lot of

interest within the project to decline.

Rijeka Pilot Site — Intervention Strategies

Interdisciplinary team and. its role in the ValueCare project

In Rijeka pilot site, the research team engaged an interdisciplinary team (N=51) consisting of
community patronage nurses (14), general practitioners (GPs) (15), nurses (11), cardiologists (4),
emergency medicine physician (1), environmental health engineers (4), epidemiologist (1) and
immunologist (1). Although all engaged team members are health professionals, the patronage
nurses also served as social support for the participants and as a link to the social care system.

The roles of the dedicated interdisciplinary team are as follows:

1. Community patronage nurses: recruitment of all target groups (older people — intervention
and control group, informal caregivers, healthcare professionals and organizational experts);
care coordination; health education; monitoring and supporting intervention participants by
discussing their adherence to care pathways; measuring participants’ blood pressure
throughout the intervention; ongoing communication with GPs and main researchers.

2. General practitioners (GPs): together with the research team, coordinating the recruitment
process in terms of analysing medical records (older people) and selecting suitable

participants for the intervention, i.e. those who had suffered a myocardial infarction and
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successfully completed rehabilitation; monitoring participants’ progress during the
intervention phase and follow-up examination after the intervention; together with the
cardiologists, adjusting medication according to changes in participants' health status.
Nurses: supporting the community patronage nurses during the intervention phase;
supporting the GPs during the post-intervention follow-up.

Cardiologists: individual counselling of participants (personalised approach), where medical
findings were analysed and, together with ICHOM results, public health lab measurements
and participants' values, a personalized care plan was developed, and the care pathways
activated (at baseline; To); additional support through occasional personalized consultation
with the participants if needed; monitoring of participants’ progress during the intervention
phase.

Emergency medicine physician, environmental health engineers, epidemiologist, and
immunologist: organization and conduction of Public Health Lab measurements; providing
health education to intervention participants; consultations related to immunization and
management of health; continuous monitoring of participants during the intervention;

managing the Viber community to engage participants socially.

Beside the interdisciplinary team, the intervention phase was supported by informal caregivers (N=51)

which were nominated by the intervention participants and organizational experts (N=17).

The corresponding roles are the following:

1.

Informal caregivers: monitoring and supporting the intervention participants throughout the
intervention phase in terms of goals achievements; providing technical support in
collaboration with the research team.

Organisational experts: supporting the implementation phase in whole while providing

administrative and organisational support

The pathway of the intervention

After recruitment was completed, eligible older intervention participants were invited at the

Department of Social Medicine and Epidemiology of the Faculty of Medicine at the University of

Rijeka. After the arrival of older participants, the research team introduced them to the project and

its activities, as well as to the use of smartphones, the ValueCare digital solution and Viber. The

detailed training protocol has already been described (section 3.1.4. Training activities). After the

introduction to the project activities and training, the intervention participants were invited to the

Public Health Lab of the Department of Social Medicine and Epidemiology of the Faculty of Medicine

of the University of Rijeka, which was set up as an added value for the needs of the project, to carry
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out the first measurements before the personalised care plan was defined. The measurements were
taken twice during the intervention, at the beginning and at the end of the intervention. These
measurements included: height [cm], weight [kg], visceral fat [%], total body fat [%], skeletal muscle
[%6], body mass index (BMI) [kg/m?], resting metabolic rate [kcal], blood pressure [mmHg], heart rate,
oxygen saturation [%], subcutaneous adipose tissue [mm], left and right-hand dynamometry [kq],
electrocardiography, spirometry and blood glucose levels [mmol/L]. These analyses have broadened
the approach to personalized care and enabled healthcare professionals to better tailor the necessary
care pathway for each participant. Based on the measurement results from the Public Health Lab,
ICHOM set outcomes, the participants’ values, and their medical findings from the last examinations
within regular healthcare services utilization, the cardiologists set up a personalized care plan. The
care plan(s) of each intervention participant were set up within the Vida24 web dashboard, one of the
ValueCare digital solution segments.

Besides the common ValueCare digital solution for all pilot sites, some of the participants in Rijeka
had the opportunity to use the Viber application as well as the LifeVit Vital smartwatch and mobile
app depending on the care pathways activation. All intervention participants were provided with a
smartphone and the participant that had the physical activity pathway got the LifeVit Vital
smartwatch.

The Virtual Coach consisted of three pathways: Physical Activity, Adherence to Medications, and
Nutrition Awareness. As an additional pathway, the Social Inclusion was also included as part of the
Viber Community feature. Depending on ICHOM set outcomes and/or all other beforementioned
parameters, the cardiologist and GPs set up one or more pathways for the participant in a shared

decision-making process considering the values of the older person.

Criteria for selecting a certain pathway(s) and additional assessment tools

The criteria for selecting a certain pathway are shown in Table 15.

Care

ICHOM Set indicator Measurements
pathway

Tilburg Frailty Indicator 2
5

Barthel Activities Daily
Living score > 20

Physical Barthel Mobility score >
activity 15

Shared decision-making

BMI < 24 or = 29
with cardiologist/GPs

Visceral fat > g
Body fat >35% for females

0,
Fear of Falling analogue and > 24.9% for male

scale score 2 3
Hours sitting during last
week =g h
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ECG
Adh(laren'ce to MRQ-10 score > 4 Spirometry
medications Comorbidities >2 Blood pressure = 130/80

BMI < 24 or = 29

Visceral fat > g

Muscle mass < 32.9% for
males and < 33.3% for
females

Nutrition SNAQ 65+ score >0
awareness Comorbidities > 2
MRQ-10 score 2 4

UCLA Loneliness Scale

score=6

PROMIS-10 (physical

and mental component) n/a
<50

Tilburg Frailty Indicator

25

Social
inclusion

Table 15. Criteria for selecting a certain pathway(s) in Rijeka pilot site

According to Table 15., the criteria for activating the Physical Activity pathway included the Tilburg
Frailty Indicator (TFl = 5) (Gobbens et al, 2020), Barthel Activities Daily Living score (Barthel ADL = 20)
(Hou et al, 2023), Barthel Mobility score (Barthel Mob = 15) (Hou et al, 2023), Fear of Falling analogue
scale score (VAS-FOF = 3) (Scheffer et al, 2010) and equal or more than g hours spent sitting in the last
week (one item from the IPAQ questionnaire) (Chau et al, 2013; Lee et al, 2011) and, on the other
hand, the measurement from the Public Health Lab. Body composition was measured by the OMRON
VIVA digital scale. It is a is a medical device with clinically validated accuracy of key parameters that
allows better understanding cardiovascular health (visceral fat, total body fat, and skeletal muscle
percentage) and is proven to be predictive for cardiovascular events (Després, 2012). All referent
values (visceral fat, body fat and muscle mass) were taken for the age range 60-8o years, according
to the instructions from the manufacturer (OMRON, Kyoto, Japan) except BMI which had to equal or
less than 24 and equal or more than 29 (Estrella-Castillo & Gémez-De-Regil, 2019).

The Adherence to Medications pathway activation depended on the score from the MRQ-10 score that
needed to be equal or more than 4 (Levy, 2003) and the participant had to have 2 or more chronic
noncommunicable diseases (Forman et al, 2018). Additionally, in accordance with the results from
ECG and spirometry, and if the participant had higher blood pressure than 130/80 (Igbal & Jamal,
2023), the cardiologist activated the previously mentioned pathway.

Nutrition Awareness pathway was activated if the participant scored more than o at the SNAQ 65+
questionnaire (ZUgUl et al, 2023), the score of the MRQ-10 questionnaire was equal or more than 4
(Levy, 2003), the participant had to have 2 or more chronic noncommunicable diseases (Forman et al,

2018), BMI was equal or less than 24 and equal or more than 29 (Estrella-Castillo & Gomez-De-Regil,
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2019), the percentage of visceral fat more than 9% and the percentage of muscle mass less than 32.9%
for men and 33.3% for women.

The last pathway that could have been included was the Social Inclusion and connected to the UCLA
Loneliness Scale (UCLA score = 6) (Hughes et al, 2004), PROMIS-10 (physical and mental component)
(for both components < 50) (Terwee & Roorda, 2022) and the Tilburg Frailty Indicator (TFI = &)

(Gobbens et al, 2020).

Monitoring of the participants

The monitoring of the participants was made frequently as shown in Table 16.

Type

Face-to-face

ValueCare web

platform

Communit . Nursing care of the participants;
y According to GPs’ 9 : P pan®s;
patronage . . Once a month Health education; Measuring blood
instructions
nurses pressure.
According to the needs of Revision of the medications; Other
GPs n/a

the participants

medical needs of the patients

Individual consultations;
Achievement and revision of set
goals

Twice (at baseline and at

the end of the intervention) Ories 2 ey

Cardiologists

Measurements; Achievement of the
goals; Support with the technology

According to the need of

= Once a month
the participants

Research team

Informal According to the need of According to the
caregivers the participants need

Achievement of the goals; Medical
and other need of the participants

Table 16. The monitoring of the participants in Rijeka pilot site

During the intervention phase, all engaged members of the interdisciplinary team and informal
caregivers were involved in the continuous monitoring of the participants.

Community patronage nurses were providing nursing care to all intervention participants according
to GPs’ instructions and checked participants' progress on the ValueCare web platform once a month,
conducted health education and occasionally measured blood pressure. The GPs reviewed the
participants' medication and provided all types of care according to their needs. They were not
involved in reviewing participants' progress on the ValueCare web dashboard. The cardiologists were
involved in individual consultations that took place twice (To and T1) and were responsible for revising
the care plan according to the participants’ progress and needs. They also conducted occasional face-
to-face consultations with participants as needed. The research team was involved in organising and
conducting Public Health Lab measurements before the start and at the end of the intervention. They

also reviewed participants' progress towards their goals and provided technical support in the use of
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the ValueCare digital solution (ValueCare and the LifeVit mobile application) and the LifeVit Vital
smartwatch. Informal caregivers were also involved in monitoring participants’ goals and were

providing informal medical or other types of care to their family members or friends.

Rotterdam Pilot Site — Intervention Strategies

Interdisciplinary team and. its role in the ValueCare project

In Rotterdam pilot site, the team involved in the implementation of the ValueCare approach consist
of community stroke after-care nurses, research assistants and researchers. All three were involved
in the consultations with the participants in the intervention group. The consultations with the
participants are based on the results of the baseline questionnaire which encompasses various health-
related topics, such as quality of life, medication use, loneliness and lifestyle. Following the different
topics and the scores that were generated in GemsTracker, the professionals discussed with the
participant the results. However, before discussing, it was always asked how they were feeling in all
aspects of life. After the conversation and sharing the results, the participant was asked for any further
input or comment they would like to share. After the results, the four modules of the ValueCare app
were explained and module for module, the participant could indicate whether they would like to use
it. The professionals would also provide advice based on the results. The researchers and research
assistants were involved in the follow-up with participants regarding the use of the ValueCare app and
the LifeVit smartwatch and they were available whenever a problem was encountered by the

participants.

The pathway of the intervention

In Rotterdam pilot site, there were four modules that could be prescribed to a participant: information
about TIA/stroke, physical activity, lifestyle and medication adherence. During the consultation with
the professional or research team, a summary of the relevant baseline questionnaire outcomes were
discussed, the modules were explained and shared decision-making was applied to decide together
which of the module(s) the participant would like to try. Below table provides part of the protocol and

guidelines the research team used for the consultation. It includes the criteria for selecting a certain

Page 63 of 88



ValueCare — D4.3 Report regarding the implementation of VALUECARE in 7 European pilot sites Valtie

module(s). The first table explains the scoring for certain questionnaires that are linked to the modules (Table 17.). The second table then visualises the shared

decision-making process (Table 18.).

Information about TIA/stroke Physical activity Lifestyle Adherence to medications

Questionnaire

n/a

Questionnaire Score Result

Tilburg Frailty
Indicator

0-2 = not physically fragile
3-8 = physically fragile

Barthel ADL
0-14 = low risk — reasonably to fully
independent

15-49 = higher risk — needs help, but can
also do a lot independently

50-60 = high risk — needs help
Barthel ADL

0-14 = low risk for mobility issues
15-29 = higher risk for mobility issues
30-40 = high risk for mobility issues

Explain the result

The participant can indicate if he/she
wants to try this module and if yes. If the
participant asks, the researchers suggest
the following that the participant can
take into consideration when deciding:
2 or more green scores: this module
does not have a high priority but ask
participant.

Questionnaire Score Result

SNAQ 65+

o = no risk for malnutrition
1-6 = at risk for malnutrition

BMI

Underweight, overweight, obese
Healthy weight

Smoking

Smoker
Ex-smoker
Non-smoker

Explain the result

The participant can indicate if he/she wants
to try this module and if yes. If the
participant asks, the researchers suggest
the following that the participant can take
into consideration when deciding:
If only red scores, explain that from the
questionnaire it appears that the
participant can decide to focus more on

Questionnaire Score Result
MRQ-10

0-3 = low risk for medication related
problems

4-8 = high risk for medication problems

Explain the result

The participant can indicate if he/she wants
to try this module and if yes. If the
participant asks, the researchers suggest the
following that the participant can take into
consideration when deciding:

All participants who for example use
supplements or medication can indicate
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RESULT

Green and Yellow scores: ask what
participant would like.
2 or more red scores: this module

could be helpful.

RESULT

his/her lifestyle through the ValueCare
app = go to part 2.

If only green scores, explain that from
the questionnaire it appears that the
lifestyle seems fine and ask how he/she
thinks about this. Would he/she like to
improve their lifestyle even more?

RESULT

by themselves if they want to use this
module = go to part 2.

When there is red score based on the
questionnaire, it is suggested to look at
the answers to the questions in part 2 >
go to part 2.

RESULT

n/a

Table 17. Part one of the consultation in Rotterdam pilot site

Criteria for selecting a certain pathway(s) and additional assessment tools

The criteria for the selection of a certain pathway(s) in Rotterdam pilot site is shown in Table 18.

Information about TIA/stroke Physical activity Lifestyle Adherence to medications

1. Would you be interested to learn Do you feel the need to
more about TIA’s or strokes? improve your lifestyle?
a) Yes a) Yes
b) No o) e b) No
2. Yes, forquestion 1> doyou have challengestodothe 2. Are there certain lifestyle 2. Yes, for question 1 > Do
exercises consistently? topics you would like to learn you already use an app for

1. Do you have any exercises from your physiotherapist? -
a) Yes

Do you take medication?
a) Yes
b) No

a) Yes more about? example from your
b) No a) Yes pharmacy that reminds you
b) No to take medication?
3. No for question 1 = Would you like to exercise more? a) Yes
a) Yes 3. Yes for question 2> What kind b) No
b) No of topics?
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Explanation of the outcome

If yes = prescribe the module

Result of this module

Explanation of the outcome

If yes for question 1 and 2 > ask if they would like to
receive reminder and motivation messages twice a week.

If yes for question 3 = propose to make a step goal and
offer the smartwatch

Result of this module

Explanation of the outcome

If no for question 1 and 2 >
lifestyle module seems not
applicable

If yes for question 1 = lifestyle
module seems applicable

If the topics on question 3 match
the topics we offer in the app =
lifestyle module seems applicable

Result of this module

Table 18. Part two of the consultation in Rotterdam pilot site

3. o for question 2 > Do you
often forget to take your
medication?

Yes

No

Explanation of the outcome

For green answers > this
module does not seem
applicable. What does the
participant want?

For red answers > ask if the
participant would like to have
an app that reminds him/her
daily to take their medication

Result of this module
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Monitoring of the participants

Participants were monitored through phone calls after 3 months.

Treviso Pilot Site — Intervention Strategies

Interdisciplinary team and. its role in the ValueCare project

The interdisciplinary team at the Treviso pilot site comprised 5 psychologists, 1 neurologist, 2
geriatricians, and 2 nurses. Their roles in the project were clearly defined: neurologists and
geriatricians were responsible for patient diagnosis and recruitment; nurses organized subsequent
appointments for informed consent and questionnaires; psychologists explained the project,
obtained informed consent, filled in the To GemsTracker questionnaire, and acted as care managers

during the intervention implementation.

The pathway of the intervention

After evaluating the best interventions for the Mild Cognitive Impairment (MCI) target group, the
chosen areas of activity for the Treviso pilot site included exercise (physical activity), socialization,
cognitive stimulation, and mindfulness. These activities were presented through the Virtual Coach of
the ValueCare app or paper-based instructions for those who preferred or did not have access to

technology. Furthermore, specific group activities were organized for each pathway.

Criteria for selecting a certain pathway(s) and additional assessment tools

The primary criterion for selecting pathways was the GemsTracker To questionnaire. Embracing a
patient-centred approach, clinicians discussed questionnaire results with patients to identify their
priorities. The selection also considered personal preferences, modality choices (online or offline), and
any resources or constraints impacting participation. Criteria included both objective elements
(questionnaire results) and subjective factors (individual preferences, needs, and will). The Mini
Mental State Examination served as an additional pre-post tool for evaluating model effectiveness at

Toand T2.

Monitoring of the participants

Participants were primarily monitored through regularly scheduled one-to-one meetings initially set
every 2-3 weeks for 4-5 sessions. Subsequently, scheduling adjusted based on individual needs, with
sessions occurring only if requested. While the Vida24 platform was consulted during meetings,
feedback provided by participants was more informative than online data. In cases where in-person

consultations were challenging, monitoring was conducted over the telephone.
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Valencia Pilot Site — Intervention Strategies

Interdisciplinary team and. its role in the ValueCare project

In Valencia pilot site, the research team engaged an interdisciplinary team of stakeholders consisting
of healthcare professionals from seven primary healthcare centres, professionals from activity centres
and universities for older people, a neighbourhood association, social workers and informal
caregivers. Although most of engaged team members are health professionals, the social workers,
the nurses and the ValueCare research team served as social support for the participants and as a link
to the social care system.

The roles of the dedicated interdisciplinary team are as follows:

1. Healthcare professionals from the different healthcare centres, professionals from activity
centres and professionals from universities were involved in the recruitment of older people
for the intervention and control group and informal caregiver. Although the main actors for
the recruitment were the Valencia pilot researchers, these professionals were involved in the
final decision of including or not the participants in the project, since they knew their medical
story. They were also involved, although in a different way than expected, in the design of the
care plans through co-design processes and in the monitoring of the intervention processes
through the digital solution.

2. The neighbourhood association had also a role in the recruitment process. We were involved
in different activities organized by this association which gave us the opportunity to access
older people.

3. Social workers were mainly involved in the performance of the motivational interviews.

4. Researchers of Valencia pilot were involved in the recruitment and preparatory phase, in the
design and development of care plans for the intervention group according to the specific
needs of each participant, in the monitoring of the intervention phase, in the trainings and in
the organization of face-to-face activities such as thematic workshops.

5. Informal caregivers oversaw monitoring and supporting the intervention participants
throughout the intervention phase in terms of goals achievements, providing technical

support in collaboration with the research team.

The pathway of the intervention

In the Valencia Pilot, the target group was older people (>65-year-old) suffering from frailty. Over 8
months, participants were recruited from 7 different primary healthcare centres (all of them pertained
to the same health department of the city of Valencia), 1 activity centre for older people, and 2
universities for older people. In the case of the health centres, health professionals (physicians and

social workers) were contacted, and they proposed the participation of those who could meet the
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requirements and be suitable for the proposed intervention programme since about the medical
history and personal lives of their patients. In the case of the other centres (universities and activity
centre), the researchers carried out this first selection process based on an initial meeting with the
voluntary older participants. Thus, people over 65-years of age presenting mild to moderate levels of
frailty were included in the intervention programme, according to the FRAIL scale. Concretely, the
inclusion criteria for participants were: i) = 60 years old; ii) = 1 in FRAIL scale; iii) = go in Barthel index;
iv) 0-2 in Pfeiffer SMPQ scale; and v) informed consent given. People who were not able to speak,
read or understand Spanish language were not included in the intervention programme, as well as
those who did not give the informed consent. These criteria were agreed between researchers,
doctors and social workers involved in the study. A total of 120 older participants started the
intervention.

Once recruited, the participants completed a baseline assessment based on the standardised
questionnaire, particularly on the older adult version of the ICHOM data set, including questions about
quality of life, health and wellbeing, physical functioning, lifestyle, use of medication, received care,
and sociodemographic information. The results of this questionnaire were used to determine the
specific areas of intervention (nutrition, physical activity, use of medication and/or socialisation) in
which participants needed to receive support and consequently, the modules to include in their
corresponding care plans.

The questionnaire results were explained by the researchers to each participant in a face-to-face
meeting, which was the starting point for co-designing the intervention plans. Through a co-decision
process amongst researchers and participants, with the support of health professionals (and in some
cases, together with informal caregivers), the care plans were designed by establishing personalised
objectives within each area of intervention accordingly to the specific needs of each participant. These
objectives were updated weekly by the researchers as the intervention programme progressed, and
participants could access and track their progress through a digital solution, which apart from
enabling the monitoring of the objectives, also allowed communication between health

professionals/researchers and participants.

Criteria for selecting a certain pathway(s) and additional assessment tools

The criteria for selecting a certain pathway(s) in Valencia pilot site are shown in Table 19.
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SNAQ 65+ o = No risk of malnutrition Needs Intervention

Nutrition 1-6 = risk of malnutrition Doesn’t need intervention

Protein Screener Sufficient or Insufficient Consult with professional

Tilburg Frailty Indicator 0-2 =absence of physical frailty
(part of physical frailty) 3-8 = physical frailty present
0-14 = low risk
Barthel ADL 15-49 = moderate risk Weade mmmer e
Physical activity 50-60 = high risk Doesn't need intervention
0-14 = low risk Consult with professional

Barthel mobilit
FEeR 15-29 = moderate risk

Shared decision-making with

—rE >10= Ic.>w ri.sk cardiologist/GPs
0-9 = high risk
Tilburg Frailty Indicator

(Part of psychological 0-1 = absence of psychological frailty

2-4 = psychological frailty present

frailt
y) Needs Intervention
Social prescription Tilburg Frailty Indicator 6-9 = absence of social frailty Doesn 't need intervention
(part of social frailty) 2-3 = social frailty present Consult with professional
3-5 = absence of sense of loneliness
UCLA-3 .
6-9 = sense of loneliness present
0-3 = low risk of inappropriate use of ,
Adherence to medication Needsllntervehtlon .
L. MRQ-10 . . . . Doesn’t need intervention
medication 4-8 = high risk of inappropriate use of

Consult with professional

medication

Table 19. Criteria for selecting a certain pathway(s) in Valencia pilot site
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According to Table 19., the criteria for activating the Physical Activity pathway included the Tilburg
Frailty Indicator (TFI) (Gobbens et al, 2020). If the participant scores 3 to 8 points in relation to the
physical components part (8 components) of the TFI, the participant will be physically frail. It also
includes the Barthel Activities Daily Living score (Barthel ADL = 20) (Hou et al, 2023), Barthel Mobility
score (Barthel Mob = 15) (Hou et al, 2023) and Short Physical Performance Battery (SPPB <10).

The Adherence to Medications pathway activation depended on the score from the MRQ-10 score
that needed to be equal or more than 4 (Levy, 2003).

Nutrition Awareness pathway was activated if the participant scored more than o at the SNAQ 65+
questionnaire (ZUgUl et al, 2023), and the result of the Protein Screener (Pross+) (Wijnhoven et al.,
2018) was also included to find out whether the intake of protein was sufficient or insufficient.

The last pathway that could have been included was the Social Inclusion and connected to the UCLA
3 Items- Loneliness Scale (UCLA score = 6) and the Tilburg Frailty Indicator. If the participant scores
2 to 4 points in relation to the psychological components part (4 components) of the TFI, the
participant will be psychological frailty and if the participant scores 2 to 3 to the social components

(3 components) of the TFI the participant will be social frailty (Gobbens et al, 2020).

Monitoring of the participants

The monitoring of the participant was carried out both through the digital solution but also by means
of face-to-face activities and motivational interviews. First, as mentioned before, the research team
of the Valencia pilot together with participants in the intervention group and supported by healthcare
professionals designed the care plans. Within these plans, personalised objectives within the different
areas of the intervention plan were established for each participant, according to their specific needs.
These objectives were included in the digital solution, so older people could see them in the app. For
monitoring the intervention process, the researchers of the pilot reviewed weekly the achievement of
these objectives and adapted them according to the different conditions of patients. To support this
process and due to the feeling of loneliness detected among older people, the researchers decided to
implement motivational interviews with the aim of having weekly conversations with patients not
only to monitor the intervention process but also to encourage them to achieve their objectives.
Additionally, in the Valencia pilot, face-to-face workshops were also carried out. These workshops
focused on different themes according to the interests of participants and gave the Valencia pilot site
research team the opportunity to also monitor the intervention process while facing the loneliness

feeling.

This multifaceted approach on seven pilot sites level aimed to enhance the delivery of personalized

and coordinated care to older people, facilitated through the engagement of healthcare professionals
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and informal caregivers using innovative digital tools. All pilot sites adopted the ValueCare concept,
integrating value-based care and digital solutions to improve health outcomes. Key components
included the ValueCare mobile app for older individuals, the dashboard for informal caregivers and
professionals, and a personalized care approach facilitated by an interdisciplinary team in certain pilot
site:
Athens: Focused on nutrition, physical activity, and medication management through digital
pathways, offering extensive support for diabetes management and monitoring via the ValueCare
app.
Coimbra: Emphasized physical well-being, social connection, and emotional balance, with
interventions delivered through both digital and paper-based means, catering to varying levels of
digital literacy among participants.
Cork/Kerry: Utilized a combination of clinical and community-based strategies, integrating
general health guidelines into the digital solution, and providing alternative interventions like
educational seminars and exercise classes.
Rijeka: Engaged a broad interdisciplinary team for comprehensive support, including personalized
consultations and Public Health Lab measurements, focusing on physical activity, medication
adherence, nutrition awareness, and social inclusion.
Rotterdam: Offered modules on TIA/stroke information, physical activity, lifestyle, and
medication adherence, with shared decision-making processes guiding module selection based on
individual needs and questionnaire outcomes.
Treviso: Targeted exercise, socialization, cognitive stimulation, and mindfulness, presenting
interventions through the Virtual Coach or paper-based instructions, tailored to individual
preferences and capabilities.
Valencia: Aimed at older individuals experiencing frailty, recruiting participants from various
centres and utilizing a digital solution alongside motivational interviews and workshops to monitor

and encourage progress.

Based on the value-based approach, the following considerations and lessons learned could be
summarised for the planning of future ICT based public health interventions:
Digital Literacy and Accessibility: Future interventions should consider participants' varying
levels of digital literacy, offering alternative, non-digital means of engagement where necessary
to ensure inclusivity.
Personalization of Care: Tailoring interventions to individual needs, preferences, and health
conditions is crucial for maximizing engagement and effectiveness, requiring a flexible and

adaptable approach.
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Interdisciplinary Collaboration: The success of integrated care models depends on the seamless
collaboration of an interdisciplinary team, underscoring the need for clear roles, regular
communication, and shared decision-making.

Continuous Monitoring and Support: Ongoing monitoring and personalized support, whether
digitally or through direct contact, are key to maintaining participant engagement and adapting
interventions as needed.

Integration of Digital Solutions: The effective incorporation of digital tools into care pathways
can enhance the delivery and monitoring of interventions, provided these tools are user-friendly
and align with participants' needs.

Addressing Technological Challenges: Addressing and swiftly resolving technical issues with

digital solutions is essential to prevent loss of motivation and engagement among participants.

3.3 ValueCare digital solution

The ValueCare digital solution consists of three different tools targeting different needs and specific
population groups: the Vida 24 web dashboard, the ValueCare mobile app and the Virtual Coach
which was part of the mobile app. Based on the co-design activities in each pilot site, during which the
needs of pilot specific target groups were identified, the features of the digital solution were defined
and, in the later stages of the project, integrated in the final version which was tested during the

intervention phase.

3.3.1 The Vida24 web dashboard

The web platform Vidaz4 in which patients are registered, personalised periodic care objectives and
interventions are introduced and in which clinical professionals and informal caregivers authorised to
do so, can follow the everyday progress of intervention participants (for more details, see deliverable

D3.3. Conceptual design).
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Figure 5. The Vida24 web dashboard interface

Vida24 web dashboard statistics

Healthcare professionals and intervention participants numbers

Following the data provided in Figure 6., there is a clear disparity in the distribution, with Rotterdam
having the highest number of patients (157), as Athens has the lowest number of doctors (7). In
contrast, Cork/Kerry has an even distribution with 45 doctors and 44 patients. Overall, there are 120
doctors and 822 patients involved in the project, leading to a grand total of 942 individuals accounted

forin this data set (Figure 7.).
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Figure 6. Number of healthcare professionals and intervention participants registered in Vida24 web

dashboard in each pilot site

pilot |+ | Doctors Patients Grand Total
Athens 7 122 129
Coimbra 13 130 143
Cark/Kerry 45 44 89
Rijeka 13 126 139
Rotterdam 14 157 171
Treviso 10 124 134
Valencia 18 119 137
Grand Total 120 822 942

Figure 7. Total number of healthcare professionals and intervention participants registered in Vida24 web

dashboard in all seven pilot sites

Number of current active and deleted care plans

Figure 8. displays the current and deleted care plans at each pilot site. Athens has a notably high
number of current care plans (96) and a significant number of deleted plans (41), which could indicate
an active revision and update process in patient care plans. Rotterdam stands out with the highest
number of current care plans (152), which is related to the high number of intervention participants.

The total care plans across all sites are 615 current and 230 deleted (Figure 9.).
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Figure 8. Number of current active and deleted care plans in each pilot site

Pilot * | Current Careplans Deleted Careplans Grand Total
Athens 96 41 137
Caimbra 12 34 46
Cork/Kerry 4 B9 73
Rijeka 120 20 140
Rotterdam 153 3z 1B5
Treviso 1149 16 135
Valencia 112 18 130
Grand Total 616 230 846

Figure 9. Total number of current active and deleted care plans in all seven pilot sites

Virtual Coach interventions per pilot site

Figure 10. represents a stacked bar chart addressing different types of interventions for each site. The
interventions include Awareness, Medical Compliance, Cognitive Stimulation, Socialization,
Nutrition, Medical Adherence, and Physical Activity (Note: In Rotterdam’s case, Lifestyle is presented
as Cognitive stimulation and Information as Awareness for comparison reasons). The data shows that
the most common interventions across all sites are Medical Adherence (311 interventions) and
Physical Activity (431 interventions), indicating these are key focus areas in the care provided (Figure
11.). Notably, Rotterdam has a significant emphasis on Cognitive Stimulation (Lifestyle), and Valencia
on Socialization, pointing towards tailored intervention strategies based on the specific needs or

goals of the pilot site.
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Figure 10. Specific interventions implemented in each pilot site
Pilot IEI Awareness Medical Cc Cognitive Stim Socialisation  Nutrition Medical Adherence Physical Activity Grand Total
Athens 92 95 94 281
Coimbra 11 11 12 34
Cork/Kerry 4 4 4 4 16
Rijeka 102 118 48 268
Rotterdam 20 14 22 85 141
Treviso 82 115 56 105 358
Valencia 90 60 72 83 305
Grand Total 31 82 129 161 258 311 431 1403

Figure 11. Total number of interventions implemented in each pilot site

There is variation in the engagement levels across pilot sites, which could be indicative of different
patient demographics, healthcare needs, or resource allocation strategies. The care plan data
indicates a proactive management approach, with both current and deleted plans being monitored.
This can be critical for ensuring that patient care is up-to-date and effective. The intervention data
suggests a robust focus on activities that promote medical adherence and physical well-being, which

are crucial components of chronic disease management and overall health.

3.3.2 ValueCare app

The ValueCare app provided the intervention participants the possibility to conduct a series of
operations related to awareness regarding the progression of their goals, the increase of their health
status and digital literacy through dedicated materials as well as the possibility to be in touch with

their informal caregivers (for more details, see deliverable D3.3. Conceptual design).
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Figure 12. The ValueCare mobile application interface

3.3.3 Virtual Coach

As the main functionality of the ValueCare mobile app, a dedicated Virtual Coach was embedded in
the mobile app in which patients were supported on the achievement of their personalised care plan
by utilising motivational feedback, reminders and dedicated targeted interventions according to their
condition/health status.

The ICT solution was based on existing tools (web platform for formal/informal caregivers and chat
bot for patients) and enhanced with a customized, per pilot and intervention, mobile application
supporting both major platforms (Android and iOS) (for more details, see deliverable D3.3. Conceptual
design).

The mobile app solution was monitored via Google Analytics through the intervention period along

with internally used tools. The following statistics address the period of March 2022 - March 2024.
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Figure 13. The Virtual Coach interface

Virtual Coach Statistics

Creation of interventions

Table 20. shows the creation of interventions trend and it is visible that on average, each pilot site has
the same number of active interventions. The two pilot sites with most interventions are, not
surprisingly, the ones with four possible interventions per user. On the other hand, Cork/Kerry has
significantly fewer active interventions compared to the others since they decide to use another
digital solution later during the intervention phase.

The active/total ratio addresses how the different pilot sites managed to create different
interventions for the users. The pilot sites with high ratios had no significant problems during the early
phases of adoption of the digital solutions; indeed, most of the interventions created were
successfully used by the users. A lower ratio, like the Athens’ one, describes a difficult start of the

interventions causing a lot of start and stop for the users.

Interventions

created w77
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Interventions

active 278 750 45 320 353 424 219
,':c;_;g/e/Total 0.24 0.64 0.08 0.86 0.68 0.75 0.72

Table 20. Creation of interventions trend per pilot site

Message readings by the participants

Table 21. shows how much the users read the messages delivered by the Virtual Coach. This is a good
indicator of how many active users every pilot site had. Apart from three pilot sites (Cork/Kerry,
Coimbra and Valencia), Athens, Rijeka, Rotterdam and Treviso had almost 50 or more percent of users

engagement related to Virtual Coach messages.

Read
messages/ 49.72% 16.06% 20.00% 50.78% 42.42% 65.60% 13.37%
Total

Table 21. The percentage of read Virtual Coach messages per pilot site

Intervention participants compliance

Many interventions (although not all of them) evaluate the users for their compliance with some
goals. In Table 22. reports the average scores at the beginning of the intervention, the average of the
maximum score achieved by the users throughout the intervention and the average score.

It is interesting to notice that not only the maximum is always significantly higher than the starting
value, which means that users got engaged with the digital solution, but in every pilot site, apart the
Athens pilot site, the average is not decremental compared to the starting evaluation.

This clearly shows that the users increased their compliance with the goals during the usage of the

digital solution.

Start 19% 100% 76% 65% 67% 23% 77%
Max 25% 100% 81% 84% 97% 43% 88%
Average 15% 100% 76% 72% 75% 2% 81%

Table 22. Intervention participant’s compliance per pilot site
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4 Final Thoughts

The ValueCare Horizon 2020 project is a ground-breaking initiative for the integration of health and
social care for older people, based on a value-based framework that emphasises personalised,
patient-centred care while advancing healthcare for older individuals suffering from acute and chronic
conditions across seven European pilot sites. The project’s primary goal was to validate and ensure
the replicability of the ValueCare concept and the supporting Information and Communication
Technology (ICT) solution. This deliverable meticulously details the implementation phase,
encompassing the preparatory activities and the value-based strategies adopted across different pilot
sites, underscoring the roles of interdisciplinary teams, intervention pathways, criteria for pathway
selection, and the monitoring process within the digital solution implementation phases.

The ValueCare project across multiple European pilot sites has underscored several key tenets

essential for the success of future integrated care initiatives:

Enhanced Adaptability and Contextualization
The key component of the ValueCare initiative's success is its ability to adapt the central idea to the
highly diverse healthcare, cultural, and demographic contexts unique to each pilot site. This dexterity
in customization ensures not just relevance but also maximizes the effectiveness of interventions. The
underlying principle here is the paramount importance of a ground-up approach, wherein
interventions are not just superficially adapted but fundamentally re-envisioned to resonate with and
respond to the unique challenges and opportunities of each site. It serves as evidence for the idea that
customized strategies and in-depth knowledge are necessary for success in healthcare innovation,

rather than a one-size-fits-all approach.

Deepened Interdisciplinary Collaboration
The project illuminated the profound impact of synergistic collaboration across disciplines, uniting
different profiles of healthcare and public health professionals, organisational experts, and ICT
specialists. This interdisciplinary synthesis is not merely a confluence of diverse skill sets but a melding
of perspectives, creating a holistic understanding of patient needs and a unified front in care delivery.
The lesson here extends beyond the necessity for collaboration; it highlights the potential for such
alliances to transcend traditional boundaries, fostering innovation and delivering care that is both

comprehensive and seamless.

Advanced Engagement and Training
At the heart of ValueCare's implementation phase and widespread stakeholder inclusion was a

strategic emphasis on engagement and training. By crafting initiatives that not only informed but also
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empowered healthcare professionals, patients, and informal caregivers, the project set a benchmark

for how deep engagement and thorough training can serve as catalysts for change.

Strategic Digital Solution Integration
The project's adept integration of the ValueCare ICT solution, notably the Vidaz24 web dashboard, the
mobile app, and the Virtual Coach, heralds a new era in the use of digital tools in healthcare. By
facilitating ongoing interaction, feedback, and the dynamic tailoring of care plans, these digital
platforms underscored the transformative potential of technology in enhancing care delivery. This
strategic integration serves as a clarion call for future initiatives to leverage digital solutions not as

ancillary tools but as foundational elements of integrated care.

Ethical Rigor and Comprehensive Stakeholder Engagement
Finally, the rigorous pursuit of ethical approvals and the strategic engagement of local stakeholders
through Local Alliances were pivotal in cementing the project's credibility and ensuring community
support. This dual focus on ethical integrity and stakeholder engagement highlights a fundamental
principle: successful healthcare interventions are built on a foundation of trust, respect for participant

rights, and alignment with European but also national and institutional norms and regulations.

Based on the collective experiences of the ValueCare pilot sites, several recommendations for future

health and social care initiatives can be drawn:

Strategic Emphasis on Local Adaptation
Future initiatives must go beyond simple adaptation and aim to jointly develop health interventions
with local communities, embedding them into the socio-cultural context. This approach ensures that
interventions are not only relevant but are perceived as indigenous solutions, thus enhancing their

effectiveness and acceptance.

Building Stable Interdisciplinary Teams
The nucleus of innovative care delivery lies in the synergy of interdisciplinary teams. Beyond mere
collaboration, future projects should focus on fostering ecosystems of innovation where health and
social care professionals, alongside ICT experts, engage in continuous knowledge exchange. This
dynamic interplay is crucial for nurturing an environment where integrated care models can flourish

and adapt over time.
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Advanced Stakeholder Engagement
Engagement should evolve into partnership, where patients, caregivers, healthcare providers, and
local authorities are co-designers of the health intervention. This partnership model elevates the role
of each stakeholder, ensuring that interventions are not only accepted but also supported by the
community. Engaging stakeholders as partners fosters a deeper commitment to the project's success

and ensures that interventions are sustainably woven into the community.

Innovative Leveraging of Digital Health Solutions
The integration of digital tools should be visionary, aiming not just to enhance current practices but
to reimagine healthcare delivery. Future projects should explore emerging technologies such as Al,
loT, and blockchain to create a seamless, secure, and patient-centric healthcare ecosystem. This
forward-looking approach ensures that health interventions remain adaptable and scalable in the face

of evolving healthcare challenges.

Comprehensive Ethical Consideration and Capacity Building
Ethical considerations should extend beyond compliance to encompass a culture of ethical standards
that permeates every aspect of the project. Similarly, training programs should not only equip
participants with necessary skills but also empower them to become advocates for change. By
building capacity among stakeholders, future initiatives can ensure a lasting impact, transforming

participants into catalysts for broader societal change in health and social care.

Even though the ValueCare approach pioneered an integrated approach to healthcare for older
people, leveraging ICT solutions to enhance care coordination and delivery, there were some gaps,
limitations and unexpected findings that emerged during the implementation phase. These insights
not only shed light on areas for improvement but also pave the way for future initiatives to build upon

learnings derived from this deliverable:

Gaps and Limitations

Digital Literacy and Accessibility: One notable gap identified during the implementation was the
varying levels of digital literacy among older people and caregivers. While the digital solutions
were central to the ValueCare approach, their effective utilization was sometimes hindered by
participants' unfamiliarity with such technologies.

Stakeholder Engagement: Despite efforts to engage a broad spectrum of stakeholders, the
implementation phase highlighted the complexity of sustaining active participation throughout
the project. Variations in engagement levels across sites underscored the need for more tailored

strategies to address the unique motivations and barriers of different stakeholder groups.
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Resource Constraints: The implementation of the ValueCare model was resource-intensive,
requiring significant time and personnel investment. Some sites faced challenges in allocating
adequate resources for training, recruitment, and ongoing support, impacting the scalability and

sustainability of the approach.

Unexpected Findings

Resilience and Adaptability: The COVID-19 pandemic presented unprecedented challenge, yet it
also unveiled the resilience and adaptability of pilot site research teams and involved participants.
The crisis necessitated rapid adjustments to recruitment strategies and intervention delivery,
revealing the potential for greater flexibility in healthcare models.

Enhanced Collaboration: The project fostered unexpected levels of collaboration, not only within
interdisciplinary teams but also between participants and healthcare providers. This collaborative
spirit was a testament to the shared commitment to improving care for older people, suggesting
that integrated care models can indeed catalyse stronger partnerships in healthcare.

Digital Solutions as Enablers: Contrary to initial apprehensions, digital solutions emerged as
significant enablers of personalized care. The utilization of ICT tools facilitated more tailored
interventions and empowered participants to take an active role in their care, highlighting the

transformative potential of technology in healthcare.

This holistic strategy represents a fundamental shift in healthcare delivery that recognises the
complex needs of an ageing population. At the centre of ValueCare is a commitment to efficient,
outcome-oriented integrated care that considers each patient as a whole and incorporates medical,
emotional, social and practical needs. This comprehensive view is essential to improving quality of life
and ensuring that care is consistent with the individual values, needs and preferences of the older
population.

In addition, ValueCare's integration of digital solutions is an example of a progressive healthcare
model. These innovations support customised care and promote interaction between informal
caregivers, patients and healthcare professionals, resulting in more efficient and effective care. A
salient aspect of the project is shared decision-making, a process that positions patients as active
participants in their care who collaborate with healthcare providers to make decisions that align with
their personal health goals and values.

In essence, the ValueCare Project advocates a holistic and patient-centred approach, setting a
benchmark for future healthcare frameworks that aim to deliver compassionate, value-based care.

With its focus on addressing individual needs through cutting-edge technology and shared decision-
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making, ValueCare is redefining the standards of care for older people and demonstrating the great

potential of personalised and integrated healthcare solutions.
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5 Conclusions

The ValueCare project is a new initiative in the field of healthcare for older people, utilising a value-
based integrated care model supported by information and communication technologies (ICT) with
complex health needs and in various cultural contexts. This innovative approach aims to improve the
quality of life of older people by promoting independence and well-being through personalised care
plans.

Achievements: The success of the project in seven European pilot sites demonstrates the adaptability
and effectiveness of the ValueCare model in different healthcare systems. By engaging stakeholders,
including health and social care professionals, informal caregivers and older people, ValueCare has
implemented tailored interventions that address the comprehensive needs of older people with
different type of complex needs and in a different cultural and healthcare context. The use of digital
solutions, such as the ValueCare app and dashboard, has improved communication and coordination
between care teams and given participants more control over their care processes.

Lessons learnt: One of the key lessons learnt from the project is the importance of stakeholders'
engagement and co-design in developing healthcare solutions that are truly personalised and user
centric. The iterative co-design process has emphasised the need for flexibility and adaptability when
implementing new care models, especially in the face of challenges such as the COVID-19 pandemic.
In addition, the project has highlighted the potential barriers to technology adoption among older
people and the critical role of training and support in overcoming these challenges.

Future directions: Building on the foundations laid by the ValueCare project, future work will explore
the scalability and replicability of the model in different regions and healthcare contexts. Key areas
include improving the technological solutions to make them more intuitive and accessible, further
integrating health and social care services, and extending the model to meet the needs of other
vulnerable populations. In addition, the impact of the project on policy and practise will continue to
be an important area of exploration. The aim is to influence the development of health policies that

prioritise value-based, integrated care.

The legacy of the ValueCare project will be its contribution to a shift towards more holistic, person-
centred models of healthcare that prioritise the values and preferences of older people. Looking to
the future, the lessons learnt, and successes achieved will provide a solid foundation for expanding
and refining the model with the aim of improving the health and wellbeing of older people across

Europe and beyond.

Page 86 of 88



ValueCare — D4.3 Report regarding the implementation of VALUECARE in 7 European pilot sites Vallie

References

Chau, J. Y., Grunseit, A. C., Chey, T., Stamatakis, E., Brown, W. J., Matthews, C. E., Bauman, A. E., &
van der Ploeg, H. P. (2013). Daily sitting time and all-cause mortality: a meta-analysis. PloS one, 8(11),

€80000. https://doi.org/10.1371/journal.pone.0080000

Després J. P. (2012). Body fat distribution and risk of cardiovascular disease: an update. Circulation,

126(10), 1301-1313. https://doi.org/10.1161/CIRCULATIONAHA.111.067264

Estrella-Castillo, D. F., & Gdmez-de-Regil, L. (2019). Comparison of body mass index range criteria
and their association with cognition, functioning and depression: a cross-sectional study in Mexican

older adults. BMC geriatrics, 19(1), 339. https://doi.org/10.1186/512877-019-1363-0

Forman, D. E., Maurer, M. S,, Boyd, C,, Brindis, R., Salive, M. E., Horne, F. M., Bell, S. P., Fulmer, T.,
Reuben, D. B., Zieman, S., & Rich, M. W. (2018). Multimorbidity in Older Adults with Cardiovascular
Disease. Journal of the American College of Cardiology, 71(19), 2149-2161.

https://doi.org/10.1016/j.jacc.2018.03.022

Gobbens, R. J., Boersma, P., Uchmanowicz, |., & Santiago, L. M. (2020). The Tilburg Frailty Indicator
(TFI): New Evidence for Its Validity. Clinical Interventions in Aging, 15 265-274.

https://doi.org/10.2147/CIA.S243233

Hou, X. P, Zhang, Y. Y., Zhang, H. F., Wang, S., Xing, Y. L., Li, H. W., & Sun, Y. (2023). Combination
of the Barthel Index at Discharge with GRACE Leads to Improved One-Year Mortality Prediction in
Older Patients with Acute Myocardial Infarction. Clinical Interventions in Aging, 18, 1-11.

https://doi.org/10.2147/CIA.S383609

Hughes, M. E., Waite, L. J., Hawkley, L. C., & Cacioppo, J. T. (2004). A Short Scale for Measuring
Loneliness in Large Surveys: Results from Two Population-Based Studies. Research on aging, 26(6),

655—672. https://doi.org/10.1177/0164027504268574

Ighal, A. M., & Jamal, S. F. (2023, July 20). Essential hypertension. StatPearls - NCBI Bookshelf.

https://www.ncbi.nlm.nih.gov/books/NBK539859/

Page 87 of 88


https://doi.org/10.1371/journal.pone.0080000
https://doi.org/10.1161/CIRCULATIONAHA.111.067264
https://doi.org/10.1186/s12877-019-1363-0
https://doi.org/10.1016/j.jacc.2018.03.022
https://doi.org/10.2147/CIA.S243233
https://doi.org/10.2147/CIA.S383609
https://doi.org/10.1177/0164027504268574
https://www.ncbi.nlm.nih.gov/books/NBK539859/

ValueCare — D4.3 Report regarding the implementation of VALUECARE in 7 European pilot sites Vallie

Lee, P. H., Macfarlane, D. J., Lam, T. H., & Stewart, S. M. (2011). Validity of the International Physical
Activity Questionnaire Short Form (IPAQ-SF): a systematic review. The International Journal of

Behavioural nutrition and Physical Activity, 8, 115. https://doi.org/10.1186/1479-5868-8-115

Levy, H. B. (2003). Self-Administered Medication-Risk questionnaire in an elderly population. Annals

of Pharmacotherapy, 37(7-8), 982—987. https://doi.org/10.1345/aph.1c305

Scheffer, A. C., Schuurmans, M. J., vanDijk, N., van der Hooft, T., & de Rooij, S. E. (2010). Reliability
and validity of the visual analogue scale for fear of falling in older persons. Journal of the American

Geriatrics Society, 58(11), 2228-2230. https://doi.org/10.1111/j.1532-5415.2010.03105.X

Terwee, C. B., & Roorda, L. D. (2023). Country-specific reference values for PROMIS® pain, physical
function and participation measures compared to US reference values. Annals of Medicine, 55(1), 1—

11. https://doi.org/10.1080/07853890.2022.2149849

Wijnhoven, H. A. H., Elstgeest, L. E. M., de Vet, H. C. W., Nicolaou, M., Snijder, M. B., & Visser, M.
(2018). Development and validation of a short food questionnaire to screen for low protein intake in
community-dwelling older adults: The Protein Screener 55+ (Pross+). PloS one, 13(5), e0196406.

https://doi.org/10.1371/journal.pone.0196406

ZUgul, Y., van Rossum, C., & Visser, M. (2023). Prevalence of Undernutrition in Community-Dwelling
Older Adults in The Netherlands: Application of the SNAQ65+ Screening Tool and GLIM Consensus

Criteria. Nutrients, 15(18), 3917. https://doi.org/10.3390/nu15183917

Page 88 of 88


https://doi.org/10.1186/1479-5868-8-115
https://doi.org/10.1345/aph.1c305
https://doi.org/10.1111/j.1532-5415.2010.03105.x
https://doi.org/10.1080/07853890.2022.2149849
https://doi.org/10.1371/journal.pone.0196406
https://doi.org/10.3390/nu15183917

