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Executivesummary

Thisdeliverableconcludes wNJ,  LJI O | 3 B2H®are d\fchitactiire, Services-Oeation &
Personalizatiof | d¢sRribesthe 2" version of the H2HCare system servidesign as well as
refined personas and scenarios from ted-dza Spidikt Of view.

The deliverable also contains an updated and final version of the H2HCare conceptual architecture
together with an overview of how the developed services relate with each other from aitedipoint
of view.

Also,a setof refined enddza SNJ LISNE2Y |4 FNB LINBaSyiSR dzaAy3d LINB.
D1.4) to provide a more idepth view of the enduser wishes, needs and requirements in Norway and
Switzerland. They are followed ®nhanced scenarios which describe the system in use for the
suggested personas.

The services are described using the 4+1 architectural view model which shows the H2HCare system
from its logical view, process view, development view, physical view, ancagseview. Each service

is also complemented with a view of the current version of the dashboards for the user interfaces for
clarity. The technical aspects and internal data flows of the following main services are presented: Pre
discharge Comprehensivedetls Risk Assessment Service (PDCERAS), Older Adidisebatge
Monitoring and Followup Service (OAPDMFS) and Digital assitas¢d Coaching and Intervention
Servicd DABCIS)

D1.5v01.0
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1 Introduction

The goal of this deliverable is to describe #igandfinal version of theH2HCareservicesdesignand
how they support theefined personas, use cases and emsker requirements.

1.1 Intended Audience

The dissemination level of the present document is marked as public. The intended audience of this
report is theH2HCare consortium and the AAL Central Management Unit (CMU) representatives
tasked with reviewing the project and its progress towards meeting the specified milestones and

general interested stakeholders foaisng awareness.

1.2 Relations to other activéas

WP1 main objectives are to @veate and design the envisioned services for assisting the transitional
care process and avoiding rehospitalisation and the definition of a coherent architectural design of
the H2HCare platforrtogether with the associated servicekhis deliverable contains tffi@al version

of the H2HCarservices design and associatdashboardsand closesd ¢ | 8 Berviead calesigrg

I Yy R d.4 Us&riexperience design including intelligeashboards. As illustrated irFigurel Pert
diagram, WPL1 is an important component of the user centred iterative methodology workplan,
directly interacting with WP2 ahWP3.

WP1 H2HCare WP2 Technology
Architecture, Services Co- Innovation & Services
Creation & Personalization , Development

N\

WP5 Project User Centred Iterative . W-P4 .
Management Workplan Methodology Dissemination,
and Exploitation &

Coordination Commercialization
WP3 Recruitment,
demonstration, and longitudinal

evaluation in a real-life context

Figurel: H2HCare project Pert diagram

1.3 Document overview

The remainder of the report is organized as follows:

9 Section 2 presenta quick viewof the H2HCare architectufecusing on the updates

1 Section Presents aefined view over theset of personas and scenarios from Switzerland and
Norwayconsidering the available feedback from controlled environment trials

1 Section 4 presentshe updated design of thePredischarge Comprehensive Elders Risk
Assessment Service

1 Sections showshe updated design of th®Ilder Adult PosDischarge Monitoring and Follew
up Service

1 Section 6 describeshe updated design of theDigital assistanbased Coaching and
Intervention Service

9 Section7 concludes the deliverable.

D1.5v01.0



AAL

PROGRAMME

2 H2HCareefined conceptualarchitecture overview

In H2HCarave havealreadydevelopedthe first version for aset of servicesand componentgsee
D2.1:D2.3)for improving the quality of life and care of elders suffering from heart failure through
personalized postlischarge digital assistant based coaching supypitt the general goalo reduce
rehospitalisation.These services have been integrated into a first version of a coherent prototype as
presented in D2.4. Moreover the'Version of the services has gotieough two stages of Heuristic
Evaluation (HE) and controlled environment trials (FT1) generating valuable feedback that will be used
to improve the 29 version of the services and integrated prototype. This refinements and
improvements start from the dégn of the system architecture and components that are reflected in
this deliverable.

The digital assistant that will be used for coaching and intervention is KIoNWP1 we have assessed

the possibilityof using AVDbr a combinatiorof KOMP and AVilut the feedback received highlighted

that the usage of AV1 as communication point is not justified since this functionality can be supported
by KOMPThis aspect is reflected in the final conceptaadhitecturefrom Figure2.

At the heart of H2HCagatform residethe three servicegi.e., PDCERAS, OAPDMFS and DAIR&YS)
take advantage of interoperable I0T devigastivity tracker, smart scale and blood pressure meter)
and machine learningndinterconnect with KOMBRocial digitahssistanto improve postdischarge
follow-up and adherence to treatment plan and lifestyle changes recommendations and to reduce
communication gaps in the coreation of an optimal transition of care journey for the patients with
heart failure

As in the previous version of the deliverable (D¥@)each servicave use the 4+1 architectural view
modelto highlightthe designupdates

Digital assistant-based Coaching b 7 Pre-discharge Comprehensive Elders Risk
and Intervention Service (DABCIS - . Assessment Service (PDCERAS)
1= =
. 8  ICend-user ECend-user |8 weh  Whole Person
ind _ MR ; @ . =
TETTIIFI ers = E ‘ E ) KccqQ Component
Social contact < ° \= ‘ym » E n
through Virtual E E = n 1]} 4
Meetings [=) il & w ] v
— = E ;‘ m\\/.» il \\\\\ § = ‘J Transitional Care
rson: B 4 S &ﬁ Process
komp MOtIVatlo[’l and . ’\'&”'L.; 3 S » Personalization
Education L - h Intervention
[— personalization Component
- D ‘ TelluCare Web Dashboard m MLBDA Dashboard H
SHE end-users e Older Adult Post-Discharge Monitoring and
T Fitbit tracker Follow-up Service (OAPDMFS)
IC end-user l':" '.2 . Data monitoring )
o '\i 8 Dialogg Component personalization
% B Ape SIS CluCloud
TelluClou
A= 8 SmartScale | _. ML and Big Data
P! \ | b i Eﬂ - = Sensor Data Analytics (MLBDA)
b 2eaS 3 B 2}« = £ Component
m o ﬁ (=]
Blood pressure - 4 Cﬁ&%
|| meter @‘4: | | [ §g|€dfku
Monitored Data “""ﬁz
. 42? Spor
Elder’s Home Setting cassandra

Figure2: H2HCareefined and updatedonceptual architecture

D1.5v01.0



201

AAL

PROGRAMME

3 H2HCareersonas and scenarios

3.1 The Switzerland trials

3.1.1 Personas

D1.5v01.0

Interests

She enjoys taking some time in the morning to get ready and
a light breakfast. At noon she likes tkéaa short walk and the
go food shopping. Once at home, she puts on her favourite
opera on TV while eating. Sometimes she enjoys napping a
and then reading newspapers or novels after dinner. She usg
call her youngest son who has moved alato@vice a week.

Motivations

Her goal is to improve her state of health and be careful with
heart failure treatment since she is back home. She is
interested in learning how to use a new tool that could help he
rememberhealth information or care visits.

Barriers
Sheha tAGGES SELSNASYOS Ay (¥#
message and send it. She has a phone but only uses it for
Sometimes she forgets actions done before and she is very an
about her state of health. She is afraid of not knowing whaddg

in case of emergency. She has very little family relationship
feels lonely which increase her anxiety.

Expectations regarding H2HCare

She wants to have more interaction with the medical staff and
family be coached,and reassured daily by, for example, havin
phone list of available contacts to reach in case of danger. She
wants to be cautiously monitored for the heart failure treatme
including medicine intakelways havingome accessibility to th
best malical practices, as being oriented with diet programs
exercises advices. She expects to have a system helper to pil
on the sociatigital assistanmanagement. She is also looking
a form of seHfulfilment by succeeding in using thdigyital essistant
or learning new things.
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Interests

She likes new technologies and looks at new tools thabemefit

care in general, which is sorely lacking in Europe. She likes tg
people and especially get to know them. To her, developing s
ties are very important and innovative tools should not repres
a brake or a break on them.

Motivations

Her goal is to improve her professional activity and gain timg
take care of seniors in a better and more pleasant way. She W
to make the process more efficient and to see less loneliy
among its patients who find themselves alone at home with ¢
needs.

Barriers

Shedoes not have lot of time to invest in setting up new too
and is very busy with the current pandemic situation. 8bes not
alwayshaveenough information to improve the elderly treatme
because of misunderstood oomission of information relay
Moreover, she feels that seniors and informal caregiversolo
always understand all the information given, but she often Ig
time to explain.

Expectations regarding H2HCare

She needs a fast and efficient system to work with and a sp¢
training on how to use the socialigital assistant The system
should have all the frequently asked questions to gain ti
Reports with information related to their health (physiologi
data as weight, blood pressure) must be available daily and dir
on hercomputerto 3 G KSNJ £t YSRAOI f
information. The aim is to have the possibility of health chegk
and fact checking. The tool should not be too intrusivéh@older
person's life, only manage what is needed like advising me
appointments.

10
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Interests

As an engineer he is convinced of the usefulness of 1
technologies and would be in favour of trying them out. He
constantly looking for applications or devices that can keep
informed. He has a keen sense of family and likes to take ca
his loved ons.

Motivations

He wants to find a remotely efficient and safe solution to keef
SeS 2y KAa Y2UiKSNna aidlasS 2
wants to be able to act at the right time and not wait until it is t
late.

Barriers

He thinks that his mother will not takieer medication properly]
expecting her to have another attack without being able
preventit or ask for help. He tries to get information from |
mother, but she has not been able to remember everything fr
her medical appointments. Being away from her is a worry
situation because he doesot have direct access to medic
information.

Expectations regarding H2HCare

IS ySSRa (2 06S Oz2yadlydte A
health and have access to t#atment information relative to hig
mother, she gave him her consernd a medical history with a
medication that must be taken. He needs to be freed from the ¢
of leaving her alone and make sure shen good hands. For th
reason, he wishes to haws much information as possible ais
motherQdaily life data. Provide company to her mother is also
of his biggest expectations. He would like to add motivatig
feedbacks and have the possibilitydo connected videos with th
tool.

3.1.2 Scenarios

Scenario 1Remote reports
Objective Show how to consult daily information on the health status of the senior

Actor(s) Formal and Informal caregivers

NS0 Caregiversvant to see thed Sy Ac@nNiid@ regularly and be kept informed
any signs of health deterioration (seniors forgetting to take medication, forge
to eat, etc.). They want a simple but effective system.

Short The H2HCarservices shodlallow theinformation collectedo be presented anc
description assessetdy formal andinformal caregivers througtaily reporsand notifications
for "worrying" information or states of emergency

11
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Scenario 2Digital assistancompanionship helper

Objective Show how the interaction between the sodiligiital assistanand the senior, with

eventually carers, take place.

Actor(s) Seniors formalandinformal caregivers

AGslglaielpsis Seniorsand caregiversvant to know howthe H2HCare servicedll address them
or collect relevant informationand how it will be personalised and set up. Th
also want to know how far thdigital assistantan go, can it read, can it give tl

weather forecast, can it make ¢s@

Short H2HCareservicesfunctionalities should contain all relevant information fo
description presentingthe tool as indispensable for creating a bamith the endusers all the
cool and useful features that make the older person want to uswilit be
emphasized.

Scenario 3Daily lifecoaching

Objective Show how thedigital assistanand the senior, with eventually carers, will she
time together.

Actor(s) Seniors formalandinformal caregivers

A glilelgsiy Seniors and caregivemsant to know when and how theligital assistanican
intervene. How it can be useful in case of emergency, how the sdigjihl
assistantcanprovideinformation and how the care treatment can be support
by it. They want to know tat kind of information is recorded, how it will k
translated, who has access to it.

Short H2HCareservicesshould offer information aboutdaily living using thedigital
description assistant showing most of the possibilities, for seniors and gavers

3.2 The Norway trials

3.2.1 Personas

Interests

He likes to be physically active, working in the garden and do
to nearby friends and grandchildren. Together with his wife he
enjoys travelling to southern Europe for more sunshine. 4
wintertime he still goes skiing, although with some phat
difficulties. Beinga food lover,he still sometimes goes with h
wife for dining in nearby restaurants.

Motivations

He is highly motivated to do whatever necessary for not once n
being hit by a heart attack. He wants several more pleasant |
years for himself and his witeshe should not suffer from bein
at home caring for himAnd he wants topreventthe publichealth

system frombeing overloaded and spend lots of resources dug
him.

12
D1.5v01.0
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Barriers

Feeling of uncertainty about thiiture: What kind of life can hg
expect and what to do- and whom to contact- in case of
emergency. A general lack of information makes him feel ung
He does not really know what is important to do and not to
and what kind of services are availablem the health system.

Expectations regarding H2HCare

Being relatively knowledgeable in the use of IT, he looks fory
tobeingY2YAG2NBR o6& daly AydSftft
able to intervene in time when somethireonormaloccurs. He
also appreciates the ability to easily access relevant informg
about his health statuasinga digital assistant. Furthermore, wg
knowing his weaknesses, he sees the value in reminders a
medicine intakediet, and physical exercise. It also gives him a s
feeling knowing that a professional follows his health status
will actwhenever necessary.

Interests

As her husband she also likes to be physically and socially g
and to have a free ahindependent life She of course wants f
support and care for her husband helping lgrand with him alsqg
herself- to return to a normal life as soon as possible. She is n
than average interested in new technology and believes in
usefulness also within the healdector.

Motivations

She is highly motivated to acquire information about |
husband’s heart sickness; what can be expected for the future
what she can do to help him. She also strongly supports him i
efforts to find, and take into usenedicaltechnology.

Barriers

The uncertainty bothers her and gives her a feeling
helplessness. She is passivated. Does not really know what {
From experience shieasdoubtsabout getting useful support fron
health professionals talking a language difficult to underdtand
beingdifficult to get access to.

Expectations regarding H2HCare

She hopes to get easy access to relevant information about
problems in general, and her husband’s heaithtus Also,she
can be more relaxed knowing that professionals followg
development and will act when the situation requires. And
appreciatesthe ability to get in contact with the relevant healt
professional in a simple and fast way. She feels that
introduction of a digital assistant will significantly help |
husband to follow the post hospital treatment plan, also long te

13
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All this, she hopes, will remove her ligtgpressionand give them
as a couple a life more like the one they had before her husbag
heart attack.

3.2.2 Scenarios

Scenario 1Predischarge procedure

Objective Show how the treatment plan and the use of a digital assistant is conveyed.

Actor(s) Patient and informal caregiver

Assllnlelilelisls They want to see a treatment plan and how it is presented to the patient b
on an explanation of the patient’s conditiqg A G K T2 Odza 2y |
what to expect from the futureAnd, to learn about abilities and how to use tf

digital assistat.

Short The H2HCaraterfaces shouldpresentthe treatment plan and the backgroun
description information it is based on. Alsa demo of thevideo-basededucationmaterial for
the digital assistanshouldbe shown to the endisers.

Scenario 2Post discharge normal daily life

Show daily life using the system
Actor(s) Patient and informal caregiver

Asglailegsis They want to see how the system is to be used by the patieityand the possible
functionalities accessible both by the patient and the informal caregiver wh
comes to daily normal use.

Short Manual use of the weight scale and blood gsare device and downloading

description heart rate and physical exercise measuremeriiectedby the fithess tracker
H2HCare systershould offer medication assistance and follow up, as well
physical exercise motivation and video guidance using the digisédtast. Also
showing how various data about patient condition and lifestyle (measu
accumulated,and processed by the ML and Big Data Analytics componel
accessible on the digital assistant and the dashboard. How to access re
information abou heart problems, including do’s and don’ts should also
demonstrated.The systenshouldoffer ways to contact professionals and setti
up virtual meetings when triggered by what they think is not normal.

Scenario 3Changed treatment plan

Objective Show how the system detects changes in the patient’s condition and res
changes in the treatment plan.

Actor(s) Patient and informal caregiver

AGElgailesis They want to know how the system takes care of necessary changes i
treatment plan caused by long term changes in the health condition.

Short The doctorshouldbe able to contact the older adulirough the digital assistan
description giving information about revised medication plan due to unwanted char
detected by the system. Alsdhe H2HCare servicewill show the updatd
treatment plan andthe resulting change medication follow upto the older
adults

14
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Scenario 4Meeting plans and follow up

Show how the system helpsfiollowing the meeting plan

Actor(s) Patient and informal caregiver

Aslgailesis They want to see the user interface helping them to remember routine chpc
meetings, and how to have the system follow up other appointmestsvell

Short TheH2HCare services showffer insightsof the calendar functionalityshowing
description the meeting planreminders ad how to enter appointments in the calendar.

15
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4 Predischarge Comprehensive Elders Risk Assessment Service

4.1 Logical view

Thissection presents theipdatedfunctional and noffunctional requirements as well as the logical
view of the Pre-discharge Comprehensive Elders Risk Assessment Service (PDCERA®)ain
objective of this service is @ssess the readmission risks assodatith each older adult patient and
to configure and personalize the H2HCamenitoring plan andligital assistarbased intervention
accordingly The table below illustrates thefinedset offunctional and norfunctional requirements
to be satisfied byhe PDCERAS relation with deliverable D1.4

Tablel: PDCERAS8quirements

Req | Name Description Type High level
ID req.
(D14)
1 Questionnaire | PDCERAShould (1) display a questionnaire f| Functional | SREQ_1
visualization |[F a&dS&aaAy3a GKS LI GASy
and OF LIWidz2NBa GKS LI GASY
completion recommended lifestyle changes af
medication treatment, and any othg
AYF2NYIEGAZ2Y GKFG O2
higory of re-hospitalization, and (2) alloy
caregiversto help older adultsto fill in the
guestionnaires answers.
2 Whole person | PDCERAShould perform an assessment | Functional | SREQ2
assessment |SI OK LI GASyGQa NBIR
j dzSaGA2yylFANBQA | yag
3 Transitional PDCERAS$hould personalize the KOMP digi] Functional | SREQ3
care process | assistant and sensdrased monitoring plar
personalizatio | based on the assessed readmission risks.
n
4 Historical PDCERAShouldallow to view the assessmer Functional | NEW
overview history for a patient. (REQ_S5,
REQ_22)
5 Usability PDCERAShould be developed to be simp| Non NFREQ_1
and intuitive for the end users and easy | functional
understand.
6 Extensibility | PDCERAShould facilitate the easy integratio Non NFREQ_2
of newfunctionalies and sukcomponents | functional
7 Reliability PDCERAshould be able to inform user abo{ Non NFREQ_3
any malfunctions through specific error functional
messages
8 Security All assessmentata collectedin PDCERA®wust | Non NEW
only be accessible by authorized userAn | functional
authorized persoran give and retract such acce

The logical view of theDCERAS illustrated inFigure3.
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Figure3: Logical view o0PDCERAS

The caregiver will log into the servjceill select an older adult patieaind will fill in the questionnaire

for whole person assessmeritg the Kansas City Cardiomyopathy Questionnaire) with the answers
provided by the older adult patient. Based on the provided answeXZERA®IIl compute a set of

scores that quantify the 2f RSNJ | Rdzf LI ASyidQa LIK@ &AOI f
frequencyseveritychange over time selfcare ability in the context of heart failure symptoms
aggravation, heart failure knowledge, quality of life and social limitation. Based on these scores, the
PDCRASWill generate a care plan that will include: (i) a personalized monitoring plan specifying what
health parameters (i.eweight, pulseblood pressure) and how often they should be monitored as

well as the necessity of monitoring thehysicalactivities (i) a personalized digital assistant plan
ALISOATeAY3d 6KIG NBYAYRSNB akKz2dZ R 60S asSyd G2 GKS
to support the patient in following its treatment plan, performing physical activities,
wearing/removing he compression stockingadopting a healthy diet, learning more about how heart

failure should be managed and what to do when heart failure symptoms aggravate, etc. The
personalized monitoring plan will then be enforced upon the monitoring infrastrucfuee Tellu

monitoring platform) while the personalized digital assistant plan will be enforced upon the digital
assistant(i.e. KOMP)

4.2 Process view

This section presents the dynamic aspects ofRRECERAShe UMLSequencdiagram will be used
to illustrate the main processes of theervice (sed-igured), i.e., Whole Person Assessment and
Transitional Care Process Personalization.

17
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Pre-Discharge Comprehensive Elders Risk
Assessment Service

|
[ |

% Front-End Back-End ‘

Monitoring Infrastructure

‘ Digital Assistant

log in using username

: Caregiver
1 and password

2 » verify usemame and password

SRS
3 acknowledge H

4 [acknowledge == true] : get patients for caregiver

"""""""""""" Epalnvn[sP{—I

[ack display patients data and
6 [acknowledge == true] : buttons for assessing the
readmission nsks

click on the button for assessing a
patient’s nsks of readmission

Assessment
9- insen answers to the
guestionnaire questions

EB display questionnaire ! Whole Person

10 : click on the submit button

11 : compute scores based on the questionnaire answers

12 :compute scores

e eunanteta s s st sas g ae s tea s a s sas s s asaansnsaanan
: 13 scores H create

: 14 :personalized
: care plan
'c ........................................................... .

15 : personalized care plan
16 : enforce monitoring plan are p

17 ring p 18 : enforce monitoring plan e '
enforce monitoring plan > g pl _ | Transitional Care |
B |_J l Process

T 19 acknowledge T LeTaT e TORT TIPS ., izati
i g ; 30" adknowiedge i Personalization i
21 : enforce digital assistant plan : 29 - anforce diaital assistant plan i i :
™ cc Enoree ag ! P - 23 - enforce personalized digral assistant plan H
. il
L kfisanereasnnnnesanrnisssnrsssansanisssnssnssnsnssssansananns L 24 : acknowledge :

25 : acknowledge

Figure4: UML Sequence Diagram illustrating the process view upoREEERAS

The caegiver has access to tiRDCERABrough its frontend where it first must insert a username

and a password. The credentials are passed by the-BoyfitR (1 2 1 K S -eAdSvNgZeAti@iE Qa4 o | C
validation is performed. In case the credentials are valid, tif@rination about the cared patiestis

returned to the frontend and displayed to the caregiver. Additionally, a button will be displégred

each patientand if clicked, the service will display in its framid the questionnaire for whole person

assessmet (e.g. Kansas City Cardiomyopathy Questionnaire). At this stage, the Whole Person
Assessment process starts in which: (1) the caregiver will fill in the questionnaire according to the

2f RSNJ | Rdzf & LI GASYy (G Qa Ay Lzl I it HuttoirtheFiledopestiorn&ire OF NB 3 A
gAftf 0S aSyid &% REKS HaS NIEAO SiNIpokedi|Sefiof stdred and will

generate a personalized care plan. After the personalized care plan is generated, the Transitional Care
Process Rsonalization will start which implies enforcing (i) the personalized monitoring plan on the
monitoring infrastructure, and (ii) personalized digital assistant plan on the H2HCare digital assistant.

4.3 Development view

Figure5illustrates the development view of tieDCERA& a UML component diagramhe service
consistof two main groups of components:

- FrontEnd ¢ includes components related to thed YL SYSy Gl GA2y 2F (GKS

interface
- BackEnd¢A y Of dzZRSa O2YLRySyida NBflFGSR lbAckehdk S A Y LI
functionality.
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! redirect v K KOMP Device
¥ y

TelluCare Wep App A P—
ssessment an
Personalization Database

Figureb: UML component diagram illustrating the conceptual architecture oPIDEERAS

T
'

The FrontEnd componentis developed as a React Application and cosst the following
components:

- Account component;, responsible for user authentication and credentials ney;

- Patients component; responsible for displaying the list of patients belonging to a caregiver
and for updating the patient information;

- Assessment component responsible for displaying (i) the questionnaire used to assess the
readmission risks of amider adult patient, (ii) the scores computed for a filled questionnaire,
and (iii) the assessment history of an older adult patient;

- CarePlan componentc responsible for (i) displaying the generated personalized care plan, (ii)
redirecting the caregiveto the Tellu Care Web App, and (iiggering the enforcement of
the digital assistant care plan upon a KOMP device.

The FrorHENnd interacts with théBackEndto validate logins, recover credentials, manage patients,
send the answers ahe filled as@ssment questionnaire, géhe assessment scores and thenerated
personalized care plaandtrigger the enforcement of the digital assistant plan upon a KOMP device

TheBackEndis developed as a Spring Boot application consisting of the following components:

- Controllers component, components which expose the functionality of RBCERAs®rvice
the functionality can be accessed by ottt2HCareservices through HTTP requests

- Sewices component; includes components that implement the business logic of the Back
End such as whole person assessment and transitional care process personalization.

- Repositories component; includes the components thadirectly communicate with the
PDCERS database (i.e. Assessment and Personalization Database) for persisting or retrieving
data

- Data Transfer Objectg objects used to model the data that is sdsgtween the Bacle y R Q &
components and between the Frofind and the Baeknd

TheBackEndinteracts with theKOMP APin order to send and enforce the generated personalized
digital assistant planpon a KOMP device

4.4 Physical view

Figure6 illustrates the deplognent architecture of thePDCERAS (1 KS & SNBRAVDISHEE CNRYy
developed as a React application and will be deployed on a Node.js &ad/éurther on a Docker

containe & KS a S-Edailhé dedeloped a3 h Spring Boot application and will be deployed

on a Tomcat Servaand further on a Docker containefhe BackeEnd will interact using the HTTP

protocol with the KOMP API deployed on tRES Server.

19
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Docker container

MNode.js Server Tomcat Server NIS Server

: : Front-End UL HTTPb: : Back-End L] HTTP __________ ): : KOMP API

TeIIuCIDuq-"

Dockeli: container

TelluCare Web App W

MySql Server

g Assessment and Personalization Database

Figure6: UML deployment diagram illustrating the deployment architecture oRBEERAS

The deployment of th® DCERAIS driven by a list of software requirements required for the operation
2F (GKS ASNPAOSQa O2YLRYSy(adetahieBelo® NI Ij dzZA NBEYSy G &
Table2: PDCERA&ployment requirements

Component Software Requirement
PDCERASontENd Node.js server version 15.4.0
PDCERABackENd Apache Tomcat server 9.0.41
PDCERAS Assessment and Personalization Databg MySql Server 8.0

45 Usecaseview

The use case diagram associated to¢berent version oPDCERAS illustrated inFigure?:

View assessment scores

) View personalized care plan
Recover credentials

\ % / Update personalized care plan
Caregiver

Update patient information
Fill in the assessment questionnaire

Enforce digital assistant plan on KOMP device

Manually enforce monitoring plan on the TelluCare Web App

Figure7: Usecase diagram of theDCERAS

The main actor of th® DCERAIS the caregiver who cdogin (also recover the credentials in case he
does not remember hem anymore), view its patients, update patient informatidiil in the
assessment questionnaire based on the answers provided by the older adult patient, view the
assessment scores and personalized care,plguilate the personalized care plan and enfoite

20
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manually on the TelluCare Web App, and automatically on the KOMP dewcénallyview the
assessment historyl hetwo mainusecase®f the servicaare detailed in the tables below.

Table3:5 Sa ONR LJG A 2y 28 S &&KYSS ya(C Alit dzS S3AlyA AyKySF A NS¢ dzaS O &S

Storyline The caregiver logs in to tfeDCERASsIing a username and a password. Uy
successful authentication, the caregiver is redirected to the page containin
list of its cared older adult patients. The caregiver clicks on the by
corresponding to one older adult patient for accessing th&seasment
guestionnaire. Once the caregiver clicks the button, it has access tq
guestionnaire which it fills using the answers provided by the older adult pat
After finishing theguestionnaire the caregiver submits it so that tiekDCERA
can compite the assessment scores.

Actors Caregiver
Preconditions | The service is installed and active. Tagegiverhas a login account.
Postconditions | The answers provided by the caregiver to the assessment questionnair

processed by the PDCERAS fmuk and stored in the Assessment &
Personalization Database

Table4:5 SAONR LI AZY 2F GKS oLISANER v & AT &S8Ry D/ INBA Qg NB/E | dyars

Storyline After the caregiver submits the filled in questionnaire, BIeCERASMputes
the assessment scores and generates a personalized care plan consisting
monitoring planand adigital assistant planThe assessméscores and
personalized care plan are also displayed to the caregiver.

Actors Caregiver

Preconditions | The service is installed and active. Tloaregiver submits the filled in
guestionnaire

Postconditions | The service computes thressessment scores and generates a personalized
plan.

4.6 Frontenddashboard

Thedashboardof thet 5/ 9 vgtaghi@Qal user interfacevere created usingReactconsidering the
mockups presented in D1.G&eeFigure8-Figurelb).

274 © About M Change language ~

H2HCare

Pre-discharge Comprehensive Elders Risk Assessment Service

Username
caregiver
Password

Click on the eye icon to show the password @
‘ ) Log in |
Did you forget your username and password?

Figure8: Login Page
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Recover username and password

Please insert in the field below the e-mail you registered within
the PDCERAS. The username and password will be sent at this
address.

E-mail

‘ Recover ‘ Cancel ‘

Figure9: Crecentials Recoverfform

2@ &2 Patients © About M Change language ~ ([ Log out
Patients

THE LIST OF ASSOCIATED PATIENTS

About this page
This page displays the list of your patients. For each patient you can 1) view and update its information, 2) perform a risk assessment or 3) view the
assessment hstory.
View and update patient data
In order to view and update the patient's data (name, dry weight, KOMP name, KOMP ID and Tellu ID) click on the following icon corresponding to a
patient in the table below:
Risk assessment using the KCCQ-23 questionnaire
The PDCERAS service generates personalized care plans for patients based on the clinical summary score computed using the KCCQ-23 questionnaire.
In order to perform an assessment using the KCCQ-23 questionnaire please click on the following icon corresponding to a patient in the table below:
View assessment history

In order to view the history of assessments and personalized care plans click on the following icon corresponding to a patient in the table below:

Search patients ..+ 1o name to search for Insert the date of birth to search for

Birthdate Dry weight (kg) KOMP name Patient information Risk assessment @ Assessment history @

Ann Mann 1942-11-03 90 HUG1
Jack Moore  1940-02-03 85 HUG1
James Morton 1950-11-11 100 HUG1
John Doe 1951-10-03 92 HUG1

FigurelQ: Patients List Page
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