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General information

* The CoroPrevention Tool Suite caregiver dashboard is an investigational medical
device.

* Manufacturer
Tampere University
Medicine and Healthtech
Arvo Ylponkatu 34
FIN-33520 TAMPERE
FINLAND
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General information

Intended users
Healthcare professionals adequately trained and delegated for the use in the CoroPrevention trial.

Precautions

The CoroPrevention Tool Suite is a digital tool which is designed to be used as part of a healthcare professional-
led personalised prevention program (PPP) in the CoroPrevention trial.

Healthcare professionals using the Tool Suite should always check that recommendations by the Tool Suite are
compatible with the patient’s clinical status.

Intended Clinical Benefits

The intended clinical benefits of the CoroPrevention Tool Suite, including the caregiver dashboard, are:
* Improving the prescription of guideline-based medical therapy and exercise;

* Improving the long-term follow-up of cardiovascular patients.
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Conduct visit 1 (EDC)

When d SUbJECt en I’O”S |n the Study, yOU Stal‘t |n the EDC o‘? = Subjects / Create 4001001 - Helsinki University Hospital
SySte m M Show monitoring status
. S . +2
To create the patient, you have to fill in the date and version —
Of the informed consent in Helsinki University Hospital Informed Consent
©  Informed Gonsent O Date of written informed consent

Version informed consent

For detailed instructions on how to use the EDC, please see the EDC user
manual and eCRF completion guidelines in your investigator site file.

Q> cCoroPrevention
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Conduct visit 1 (EDC)

“EproLink”.

= Eprolink 45801001 - Halair Unbvarsiy Hospal (T. .

Ask the patient to fill in ePRO questionnaires for visit R o e e
o —— R

1. You can open the ePROs by navigating to -

Subject Number Vish  For on T o Code url

coro L - T 2_j4SIC_0aKEK JMunZoL

w2 =4

. L - ;;r;a showgiCode  MRPE K HEVFIRAK JayL

- =

. . . P I P e =

LOOk Up the patlent by ente rlng the SUbJeCt |D omon an SR O g rampGTEVWA ZI4maOR. AD91350VHE JCOVIQZATHT a2 XAXXSRY o

o | | [ram (o | smmom | e :

o = ety
Click the button “Check available questionnaire links” BTt s I R S it
to open the links for the ePROs. Do 7B T MO g b e ‘ .

oo TR Puent  Juril gocacog, s L

= =

= =

oL B - T v i

-

= 80 @ ED | prren =

. = e ==z ==

coro 1 E e s showORCode MU e, iTpAREH

o s e M. S :

-

L R .

-

coro- 1@ Pusem s ShowQRCode PP 30 80Vin_kSejOKTTBGLHVTi LL350Lj2hnA_2FMSH.

= = =

-
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Conduct visit 1 (EDC)

Click on the “Link for subject” link to generate the QR
code for the ePROs for visit 1.

D

Scan the QR code with the tablet and hand the tablet
over to the patient, so the patient can complete the
ePROs.

€]

Q= oo e

Epro Link for Subject - coro-001001-323

F) o nabir devcoroprerenion

.
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(Q = EproLink

4=001001 - Helsinki University Hospital

Available Epro Link for Subject - coro-001001-323

Current Visit: 1

Visit Number Timing
1 Before visit LINK FOR SUBJECT CONSULT MYSELF
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Which information is exchanged between different
systems?

Information is exchanged automatically between these systems (e.g. questionnaire
responses, medication prescription, etc.)

Information exchanged when importing a
patient: informed consent, demographics,

medical history, vital signs, cardiac
assessment, blood sampling, randomisation
NOT medication prescription

Caregiver
=0e s Patient mobile
ePRO application (including application
Information exchanged when you click on the medication DSS and
“Import data from CoroPrevention tool”, EXPERT tool)

available for: vital signs, clinical assessment,
smoking behaviour, 6 minute walking test
NOT: ePRO completion status

PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE
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QD CoroPrevention
X Alphs

How to create a patient ...
record?

001002 ot A

You can navigate to the screen to create a patient
1 |[record by clicking this button. This button is only
available when currently no patient record is opened.

You can only create a patient record for a patient who
has already been registered in the EDC system and

who has been randomized into the PPP intervention
group. You have to fill in the subject ID of the patient
to import the patient information from the EDC system
to the CoroPrevention Tool Suite.

o \‘.‘:::Prmntmn 01002 o A

Create patient record
Gender

vear of birth

When you click this button, the patient information is
3 |retrieved from the EDC system, imported to the
CoroPrevention Tool Suite, and shown below.

Q> cCoroPrevention
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How to open the patient record? B : P
- - eoo o
When you want to see more information about the S . Zf:‘:h.,..m
1 |patient then what is shown in the summary, you can o s

Behavioural goals

open the patient record by clicking this button.

& rascanen szweie o vacte
# swtmoey - racta
W et o vacte
2 Srcaie ey Prp—rp—— e
& o vacta

& rosicgeies Begerr

Here it is important to choose the correct option. This
2 \way, the system keeps track of how far the patient is L . .
in his/her timeline in the study. e e B e B S

e MAed0 & Orange: | Yellow: 8

Choose "Start visit" if the patient is sitting in front of
2 |you and this is a scheduled study visit. The number of
the visit is indicated on the button.

Choose "Follow-up on patient" if you are following up
4 lon the patient in between visits (e.g. because of
alerts or because the patient has called you).

.
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IThis screen gives you a general overview of the most important information about the patient. The
patient record is at this moment not open yet.

You can view the general information about the patient, including the patient's subject ID, gender, year H t H
lof birth and date of enrolment in the CoroPrevention study. OW o VI ew a s u m m a ry
You can scan the QR code with the tablet to open the consultation preparation questionnaire for the

I ?
patient. Alternatively, you can type the URL in the browser of the tablet. You can also print this code to a bo u t a p at I e nt H

lgive it to the patient on paper.

ITo login to the patient mobile application, the patient can also use a QR code, instead of his/her login
credentials. You can print the QR code by clicking this button. When you print a new QR code for the o
patient, the patient's login credentials are reset. Patient

Opan medication decision support  Open patient recerd

In the caregiver dashboard, you can indicate that the patient dropped out of the study by clicking this
button. General o

°mnsu\mmns during the study o
Fomale 6
ParMeters

If the patient lost his/her smartphone (e.g. the smartphone is stolen), you can remotely log out the

patient mobile application on the patient's smartphone. This ensures that the person that finds the .
patient's smartphone cannot view the personal, medical information about the patient. " . c B @
& Frimt QR cod for sPRO spplication LR
hen the visit was already completed, the circle is green. When the visit was skipped/cancelled, the T YT PR o i
circle is red. When the visit is not yet completed, the circle is white. e
Behavioural goals o
You can indicate that a visit was skipped by clicking on the circle of a not yet completed visit. & Mescstion sbarence [r————
£ s .
You can view or edit the data that was entered before the encounter, consult the questionnaire results "
land send the patient a reminder in the mobile app to fill in the questionnaires, by clicking on the circle =

lof an already completed visit.

2 Knowtedge v

Fiter & e 0 Onange: 1 Vellow: 0

You can view the patient's most recently reported parameter values. The color-coding indicates if the
patient's parameters are in the target ranges. Most recent alerts e

For each behavioural goal, you can view how the patient is doing and in which level of guidance the

11

12

13

14

patient is currently. The color-coding indicates how good the patient is doing for the behavioural goal.
Furthermore, you can view the patient's current knowledge level. The color-coding indicates the
patient's performance on his/her most recent knowledge challenge.

You have an overview of all alerts that were triggered for this patient since last visit.

There is a filter for each type of alert. You can click on a filter to enable or disable it.

IYou can mark an alert as handled by clicking on the "cross" icon. The cross will then be updated to a
checkmark.

Q> cCoroPrevention
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How to start a visit
with the patient?

Complete some information about the patient. The
system will guide you through these different steps.

Vital signs: First, you have to measure the patient's
2 |vital signs and record these. You can later import this
information into the EDC system.

6 Minute Walking Test: In visit 2 and 6, the patient has
to perform the Six-Minute Walk Test. You have to
record the results in this screen. You can later import
this information into the EDC system.

E Vital Signs

(’\ g:::P"""hc'" 001002 2, coro-001002-070 (1960)

@100/50mmHg  ©%ky  ¥2901kg/m2  OLOLISmEA 10N SHigh  # Sedentary

A coro-001002-070
< Beginner

Start an encounter
Medication DSS Information

& Minute Walking Test Clinical Assessment

Body weight kg
Blood pressure Systolic mmHg Diastolic mmkg
Pulse Rate bpm

Next &

1 Low

=2 Active smoker (low dependence)

® Emmanuel Rivera v

& High

Q> cCoroPrevention
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2 100/50 mm Hg @ %ky ¥ 29.01 kg/m2 © LDL: 95 mg/dL x10% & High 4 Sedentary
A coro-001002-070
2 Beginner
Start an encounter o
Vital Signs 6 Minute Walking Test Clinical DSs
Was the 6 Minute Walking Test performed? () ves (O Mo
4 Previous Next b

Low

= Active smoker (low dependence)

@ Emmanuel Rivera ~

& High




How to start a visit
with the patient?

Clinical assessment: Next, you have to complete the
clinical assessment. You can later import this information
in the EDC system.

Medication DSS information: In visit 2 and visit 6, the
investigator will use the medication decision support
system to review and if needed update the patient's
medication prescription. For the medication decision
support algorithm to work, you need to enter information
on whether patient has any new clinical diagnosis as well
as background information about patient's cardiac
treatment history.

After completing the questions, you can start the visit by
clicking this button. The patient record will then be
opened for the study visit.

< Ak
X cwO0IOT0  WIGMmMHE SN A TLSTMMI QLIUISMAAL 10N SMEN 4 Sedenay  Wlow o Actie smober lom depesdescel 4 HOh Begleeer
Start an encounter

it signs & Minute walking Test Chnica Medication D55 nformation

001002 core-001002-070 (1960)

New following diagnosis since last visit

Dlabetes melitus type | ()

Blabietes melitus type 2 (D

Chwonic Kidney Disease (D

Vypartansion O

N

Carotid endartesectomy

Peripheral Artery Diseass

Thrombermibslism

How diageosis of HE?

aPraviaus  Mext b o

~

2100/S0mmHg M sdkg ¥ 2901kg/mZ O LDL 95 mgh 108 O High

A coro-001002-070
2 Begianer

Start an encounter

Vital Signs & Minute Walking Test Clinical Assessment Medication DSS Information

Patient sutfered from a myocardial infarction in the last
12 months

Patient had a second vascular event within 2 yoars, while

‘on maximally toberated statin

Patient is already on high dose statin therapy Yes O Wo
Patient has an ACE Inhibhor intalerance

Patient has an intolerance for aspirin

4 Previous Start consultation o

¥ Sedentary ¥l Low

T ictive

Gependence)

© Emmanuel Rivera

4 High
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How to end a visit and close the patient record?

(‘XY\ g::Prevenhon 001002 e e :@ P

@12070mmHg  @93ky ¥ 2B7kg/m2 O LDL:SSmg/dl  :10%  SHigh 4 Sedentary  yilow  x: Active smoker (low dependence)
A coro-001002-070 ® End encounter
& High 5 Beginner

@ Your journey to a healthy lifestyle

1 Click on "End encounter" if you want - S —
to end the patient visit.
G JOURNEY PARAMETERS
Your journey Time 17-10-2002 ————————————————§8
Use slider 1o see how your behaviour change goals evolve over time.
L u}

%)
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Prepare for visit 2 (EDC)

In the EDC, complete the information of visit 1. The following

information has to be completed to be able to import the patient

into the Tool Suite:

* Demographics

* Medical History: at minimum Diabetes mellitus type 1, Diabetes

1| mellitus type 2 information

* Vital Signs:

* Cardiac Assessment:

* Blood sampling: At minimum results for NT-PROBNP, Cystatin C,
high-sensitive troponin, CERT2, eGFR, CKD, LDL, HDL, Total
Cholesterol and HbA1lc

N

Randomize the patient.

PEOPEOOO®®C

Q> cCoroPrevention
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Prepare for visit 2 (EDC)

‘To be able to import the patient into the Tool Suite the patient’s values are to be within these ranges. ‘

Parameter Allowed ranges

Body weight BMI: 12 kg/m”2 — 60 kg/m~"2
Body weight: using the formula and range for BMI and the patient’s height

Blood Systolic: 40 mmHg — 280 mmHg
pressure Diastolic: 30 mmHg — 160 mmHg

Pulse rate Pulse rate: 35— 140 bpm

HBA1CH HbAlc: 2.15% - 20%

CHOLBC Total cholesterol: 50 mg/dl- 500 mg/dI
LDLBC LDL: 10 mg/dl — 450 mg/dlI

HDLS HDL: 10 mg/dl — 200 mg/dl.

(7\ CoroPrevention
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Prepare for visit 2 (caregiver dashboard)

be imported into the Tool Suite. This is done by logging in to the
caregiver dashboard and navigating to the “Create patient record”

1 SubjectlD  coro- 001001-038 & Retrieve data from EDC
screen. 0 e

Note: patients that are not in the PPP group cannot be imported oe«

Create patient record

into the Tool Suite.
2Fill in the subject ID.

Click the button ”Retrieve data from EDC” to fetch the data from st 9
3ithe EDC.

Check if the data shown in the screen is correct for the patient.
If the data is not correct, go to the EDC to correct the data and
repeat the steps above.

If the data is correct, click the “Submit” button to initiate the actual
import of the patient from the EDC.
Note: each patient can only be imported once into the Tool Suite.

Q> cCoroPrevention
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Prepare for visit 2 (caregiver dashboard)

1|Patient record succesfully imported into the Tool Suite.

o c“.‘w“P'" 9% 501001/ 001002/ OU1003 / 001004/ OSBDOY / 098001 . coro-0DIOGT-323 (B X - o m o © Ruten Pavwels «
Patient Opan medicaton decision supgert  Open patient rsard
4 care-oo00r-222 (1965)
General Gonsultations dusing the stusy
P J——— o - . f . )
- -
—— 1965
Parameters.
—— 0102
@ Bhod pressare
@ e
B Piint O code for ePRO spplication * -
Py r—
& Print OR code for mobile spp. B Logost mobds app. "2 Patient dropped sut
= relc- (o)
Load scenario
Behavioural goals
& Medain acheence nacie
# Santmowng nactive
1 Heaithy pusion Inaciive
2 smossmaons mace
e Stress selial Inactive
Pe——
Most recant alerts Fitr M Red0 A Orange:0 pa—
oo Tina Tree e Message .

QO CoroPrevention
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Prepare for visit 2 (caregiver dashboard)

MEDICATION PRESCRIPTION

NOTE: The medication prescription of the patient is not
automatically imported from the EDC to the Tool Suite (caregiver
dashboard). Therefore, you have to manually register the patient’s
medication prescription.

Click the “Open medication decision support” button to open the
medication DSS in which you can add / modify the patient’s
medication prescription.

—ERegister the patient’s medication prescription. This is the same
medication list as the one that was entered in EDC for visit 1.

eeeeeee

SE——
oQ G [rIp—————

,,,,,,,,,,,,,,,

Q> cCoroPrevention
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Prepare for visit 2 (caregiver dashboard)

EXERCISE PRESCRIPTION

a

During the visit, you will discuss the exercise goals with the

s - P
patient. To set a weekly sports goal (exercise prescription).
Click on the button “Open patient record”

=S
Note: alternatively, you can also set the weekly sports goal
during the visit with the patient.

—EOpen the patient record by clicking on the “Follow-up on
patient” button.

QO CoroPrevention
EY

PERSONALISED PREVENTION FOR
CORONARY HEART DISEAS
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Prepare for visit 2 (caregiver dashboard)

EXERCISE PRESCRIPTION
INavigate to the “Start moving” module by clicking the icon of
the running man.
CIick on the “"Goal setting” tab.
In the “Weekly sports goal” tab, click on the “Edit sports goal”
button.

EEnter the patient’s subject ID and click the “Edit sports goal”
button to open the EXPERT tool.

O CorProrenion i, o ora arn ot s

A cws 001001238 Swmmg  OWl  AMNGM SWLWmE  A7TI% 4

Start moving
Progress )

@
@
@
+

B 3Smessions

¢ Praviaus smp

& s minaes

% 2semsiom

o e

® close patient recor ra.
ola] ]

.
(7 Y CoroPrevention
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Prepare for visit 2 (caregiver dashboard)

EXERCISE PRESCRIPTION

the patient’s electronic health record.

0]

and close” button.

Set a weekly sports goal (exercise prescription) for the patient
by selecting the relevant primary indications, key risk factors,
exercise modifiers, anomalies and medication.

Note: filling in this information might require you to look at

When you have created the weekly sports goal for the
patient, you can close the EXPERT tool by clicking the “Save

O CoroPrevention
X Aighs

& esmonoorzss

§ Made, 66 yomrs

EXPERT tool

001001/ 001002 / 01003 / 001004 / 098001 / 099001

AW mHg BBk BT O LDUMMegHL BTSN f lemedele 4 low 3 Beghe

@ sobpm

.................

Key i factor

e 35 (45 [ idweeks % veo 4 +>000Mcalinask of snemy expendti shoutd be acheved

Q> cCoroPrevention
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Conduct visit 2 with the patient (caregiver dashboard)

1|Use the search function to find the patient record.

Take the tablet and scan the QR code (or copy the link) to e o
open the ePRO for the patient. - -
Give the tablet to the patient so he/she can complete the o

questionnaires. - - o

[e——
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Conduct visit 2 with the patient (caregiver d

Click the button “Open patient record” to open the patient

record for a visit.

In the pop-up, click the button "Start visit 2” to start the visit.
Note: only use "Start visit X" when patient is sitting with you.

QO CoroPrevention

R g

uashboard) n_

PRp——

[ERRE

f“; :é

I resaussse prevounan ros
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Conduct visit 2 with the patient (caregiver dashboard)

Fill in the subject ID to make sure you are opening the patient
record of the correct patient.

7|Click the “Start visit 2” button to start the visit.

Q Coropreventlon CoroPrevention Caregivver dasbhoard user guide_V6.0_160ct2024 25
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Conduct visit 2 with the patient (caregiver dashboard)

When you start the visit, you have to measure and fill in the vital signs
information in the caregiver dashboard.

Note: after the visit, you can import this information in the EDC.
During visit 2, and also 6 , the patient has to perform the 6 Minute
Walking Test. You have to record the results in the caregiver
dashboard.

Note: after the visit, you can import this information in the EDC.

(0]

Fill in the information regarding the clinical assessment (based on
information in the medical records or questions asked to the patient).
Indicate only NEW diagnosis since last visit.

Note: after the visit, you can import this information in the EDC.

10

@ CoroPrevention
X Alpha

001001/ 001002 / 001003 / 001004 / 098001 / 099001 2 coro-001001-322 (1968 % - © Ruban Pauwsls ~
A com-001001322  2soMOmmbg  G98ky  ¥3025kym2 O LDLI0OmGEL  RS% 3 Begimer x
Start an encounter
vital Signs 6 Minute Walking Test Clinical Assessment Medication DSS Information
y wight o2 kg
T - | [ -
Pulse Rate 87 bpm

Next b

O CoraPrevention
X Alpha

001001/ 001002 / 001003 / 001004 / 098001 / 099001

& coro-001001-322  BENMOmmHg  CMMkg P IISko/mI S LOLIOmgHL 5%

Start an encounter

Vital Signs & Min

Was the 6 Minute Wal lest performed? ves (O Mo
P— =)
—

Q> cCoroPrevention

‘ PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE

2, coro-001001-322 (1968 X =

ite Walking Test Clinical Assessment Medication DSS Infarmation

© Ruben Pauwels ~



Conduct visit 2 with the patient (caregiver dashboard)

Fill in the information that is required for the algorithm of the oQ f,::fp""“‘i"“ 001001/ 001002/ 001003/ 001004 / 098001 / 099001 . coro-001001-322 (1968 X - © Ruben Pauwels ~
medication DSS to make personalized medication recommendations| | ; .cwmsm cwsmm cnm omsom owmoma a5n < .

for the patient. This information can be filled in based on
information that you can find in the medical records.

Start an encounter

Vital Signs 6 Minute Walking Test Clinical Assessment Medication DSS Information

Myocardial nfarction In the last 12 menths O ves @ o o

Did the patient have a second vascular event within 2

years while on maximally tolerated statin? @ ves O Mo
Is patient on high-dose statin? O ves @ no
ACE:inhibitor ntolerance? O Yor @ Mo
Patient has aspirin intolerance? @ ves O no

4 Previous Start consultation

Q> cCoroPrevention
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Conduct visit 2 with the patient (caregiver dashboard)

% EI:{:’P’“'““"" 001001/ 001002 / 001003 / 001004 / 098001 / 099001 © Ruben Pauwels
The patient record is open for visit. From now on, you
A coro-001001-319 @ 134/56mmHg  ©78kg ¥ 2355kg/m2  OLDL170mg/dL  :19.4%  QLlow 4 Low ¥ Medium  xNon-smoker & Low! I Beginner ® End encounter

12|can have the shared decision making discussion with the
Your journey to a healthy lifestyle @

patient about his/her status and goals. )
(V] Status Goal setting
@ JOURNEY
4
Your journey
o
@

During visit 2, you will also help to install
the CoroPrevention mobile application on
the patient’s smartphone.

m CoroPrevention
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After visit 2 with the patient (EDC)

} cora-001001-292 | View 4= 01001 - Hek

Short after visit 2, all missing information for visit 2 has to e ——
be completed in the EDC. Lot o
@ subjsct summary Q  Body weight
You can also use the “Import data from CoroPrevention Yo =
2tool” to import data that you already registered in the N
caregiver dashboard. e e

Q> cCoroPrevention
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Conduct visit 3 -7

Visit 3: ePRO questionnaires + shared decision making conversation with case
nurse (see slide 24->) At V3-V7 you can open the PPP patient

. L - , o ePRO via eCRF or via Tool Suite.
Visit 4: ePRO questionnaires + shared decision making conversation with case

nurse (see slide 24->)
Note that for high-risk UC patients you

Visit 5: ePRO questionnaires + shared decision making conversation with case can only open the V6 and V7 ePRO via
nurse (see slide 24->) eCRF

Visit 6: ePRO questionnaires + shared decision making conversation with case
nurse (see slide 24->)
+ appointment with investigator

Visit 7: ePRO questionnaires + shared decision making conversation with case
nurse (see slide 24->)
+ uninstall patient mobile app

At the end of each visit, view the patient's disease related
knowledge and the patient's usage of the educational module.
Configure relevant educational content for the patient.

Q> cCoroPrevention
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Remote follow-up on patient between visits

(caregiver dashboard)

Note: use “Follow-up on patient” to view the patient record
when the patient is not with you e.g. to view the patient’s

progress or to prepare for the visit.

record for a follow-up.

5 In the pop-up, click the button ”Follow-up on patient” to
start the follow-up.

QO CoroPrevention

Click the button “Open patient record” to open the patient

PRp——

[ERRE
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Remote follow-up on patient between visits (caregiver

dashboard)

3[The patient record is open for follow-up.

CQ CoroPrevention 0,001/ 001002/ 001003/ 001004 098001 / 099001

X Alpha

A coro-001001-319 % 134/56 mm Hg

@ Your journey to a healthy lifestyle
Q Status Goal setting
@ JOURNEY PARAMETERS
£
Your journey

4Llow P Medium 32 Non-smoker & Llow! 2 Beginner ® End encounter

® Ruben Pauwels ~

Next step >

.
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Handling alerts (caregiver dashboard)

Click the “Bell” icon to view the list of pending alerts.
Alerts get triggered based on the patient’s reported
behaviour (from the mobile app).

Note: alerts are shared between all nurses of a site.

N

The required action is described in the alert.

w

Click the “File lookup” icon to open the patient record.

B

Click the “Cross” icon to mark the alert as handled

CoroPrevention

Alpha

Pending alerts

Q search patient

Show 10

Patient

coro-001001-117

©coro-001001-122

coro-001002:062

coro-001002-064

coro-001001-033

©or0-001002:217

coro-001002:218

coro-001002-220

coro-001001-127

coro-001002-222

Showing page 1 of 11

alerts per page

Date

07-03-2023

07-03-2023

07-03-2023

07-03-2023

07-03-2023

07-03-2023

07-03-2023

07-03-2023

07-03-2023

07-03-2023

001001/ 001002/ 001003 / 001004 / 098001 / 099001

Q, search patient

h medication

The patient's average six-month medication adherence was less
The patient's average six-month medication adherence was less

The patient's average six-manth medication adherence was less

Time Type  Module Message
0330 Onge  Metioaton The patient's averag
adherence less than 70%
a0 meq  Medication
adherence than 70%.
0330 meg  Mesbeation
= adherence than 70%
0330 neg  Medeaton
adherence than 70%
Medicati The patient:
0330 Orange  Medicaten “
adherence less than 70%
0930 meg  Medeston
adherence than 70%
0330 meg  Medicaton
adherence than 70%
a0 meg  Medication
adherence than 70%
Medication
0330 Red
adherence than 70%
Medication
R
0530 Red o merence than 70%

h medicaticn adh

The patient's average six-month medication adherence was less
‘The patient's average six-manth medication adherence was less
The patient’s average six-month medication adherence was less
The patient's average six-month medication adherence was less

The patient's average six-manth medication adherence was less

8% m X

© Ruben Pauwels ~

o Fiter @ Red:82 M Orange: 13

From  1.02.2022 x@ Until  07.03.2023

- @
Atailored message and a video were sent 1o the patient

A telephane call is recommended to assess the patients barriers
1o action.
A telephone callis recommended to assess the patients barriers
1o action
A telephone callis recommended to assess the patients barriers
to action

Atailored message and a video were sent to the patient

Atelephone call is recommended to assess the patient’s barriers
1o action
Atelephone call is recommended to assess the patient's barriers
to action
Atelephone call is recommended to assess the patient’s barriers
1o action
Atelephone call is recommended to assess the patient’s barriers
to action
Atelephone call is recommended to assess the patient's barriers
1o action.

|: 9

0

P P P P P P PP

"

x @

X
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Handling alerts (caregiver dashboard)

o g:’(f‘p'”"‘““ 001001 / O3B0/ 61003/ DO1004 / 09001 { B9H061 Coro-001003-034 (196 X = 0% A X | @ RubPumeis -

In the patient overview, there is a section “Most recent

alerts”. This section shows all alerts (handled and o e————===
unhandled) that were triggered for the patient since last o
4jvisit. o

Note: yellow alerts are handled automatically by the
system (e.g. tailored education sent to the patient).

Red alert: high priority alert, requiring intervention from
the case nurse

Orange alert: medium priority alert, requiring some
action from the case nurse

Yellow alert: low priority alert, requiring no action from
the case nurse since an automatic action was already
performed by the system

Q> cCoroPrevention

‘ PERSONALISED PREVENTION FOR
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Correcting data entry (caregiver dashboard)

Visit 1 data can be edited (corrected) in the EDC.
Visit 1 data cannot be edited in the Tool Suite after import.
1Therefore it is important to check the data thoroughly before importing!

Visit 2-7 data of “Start an encounter” screens can be edited (corrected) in
the caregiver dashboard. If data is corrected, remember to make
corrections also in the EDC.

A visit can also be reopened and links for ePRO questionnaires can be
resent to the patient.

N

QO CoroPrevention
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Patient discontinuation (dashboard)

1 If a patient discontinues the trial click on the “patient dropped

out button”.

2 Check and click confirm to proceed with discontinuation.
General Consultations during the study
Subject 1D c0r0-001001-351 000 O s ] e ]
Gender Female
Year of birth 1980
Parameters
Start date 01102023
@ Blood pressure 156/74 mm Hg
https:/[tablet-dev.coroprevention.e © Weight 66 kg
& Print QR code for ePRO ¥ BMI 7 kg/m?
ey © LDL cholesteral 154 mg/dL
& Print QR code for mobile app 1 HbAlc- (Glucose) 151%

2 Unblock patient account

[+ Logout mobile app

o =2 Patient dropped out

Load scenario

Behavioural goals

& Medication adherence Medium
& Start moving Low
¥4 Healthy nutrition High

Monitored action
Monitored action

Monitored action

Are you sure that patient coro-001001-351 dropped out of the study?

Confirm o Cancel

Patients who complete the trial per protocol will
automatically lose access to the CoroPrevention
mobile app upon completion of the visit 7.

.
(7 Y CoroPrevention
x PERSONALISED PREVENTION FOR
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What can | find in the top navigation bar?

In the search bar, you can type the subject ID of a
patient. The system gives suggestions for patients that
match with your search criteria.

You can view the alerts by clicking this button. There is
an indication of how many pending alerts you have.

You can open the screen to search a patient in your trial
centre by clicking this button.

You can create a patient record by clicking this button.

You can view who is logged in in the caregiver
dashboard.

In the account menu, open the about page, access
settings and log out of the caregiver dashboard.

€

C 8 dmhbord-ustiomvprventon s b

Q@D CoroPrevention
X Alpha

Patient

A, coro-001002-070 (1955)

General

Subject ID coro-001002-070

Start date 13-05-2022

https:/ [tablet-uat.coroprevention.eu/session/start

& Print QR code for ePRO application

& Print QR code for mobile app > Logout mobile app

2 Patient dropped out

| nad scenario

oowo €oro-001002-070 (1955) x -

0900

A&

Open medication decision support

Consultations during the study

°~773 4 s 6

Parameters

Q © % B &

Behavioural aoals

=@ % s0O

® Emmanuel me

Open patient record

Q> cCoroPrevention

‘ PERSONALISED PREVENTION FOR
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10

11

12

13

14

15

16

Below the top navigation bar, you can find therisk profile bar. In therisk profile bar, you have a quick overview of the
patient's risk profile.

You can hover over any of theitemsin the risk profile bar to view the name of the parameter or behavioural goal and the
date on which the value was reported.

You can click on an item in therisk profile bar to navigate to the screen to view more details.

You can view the subject ID of the patient.

You can view the patient's blood pressure. Blood pressure can be reported by the patient (in the mobile app) or by a case
nurse (in the caregiver dashboard).

You can view the patient's weight. Weight can be reported by the patient (in the mobile app) or by a case nurse (in the
caregiver dashboard).

You can view the patient's Body Mass Index (BMI). The patient's BMI is calculated automatically based on the most recently
reported weight. Weight can be reported by the patient (in the mobile app) or by a case nurse (in the caregiver dashboard).

You can view the patient's LDL cholesterol. LDL cholesterol can be reported by the patient (in the mobile app) or by a case
nurse (in the caregiver dashboard). The LDL cholesterol is always shown in mg/dL.

You can view the patient's HbAlc - (Glucose) value displayed in percents. HbAlc - (Glucose) can be reported by the patient
(in the mobile app) or by a case nurse (in the caregiver dashboard).

You can view the patient's medication adherence. The patient's medication adherence is assessed with a single question that
asks the patient if he/sheis taking his/her medication as prescribed.

You can view the patient's physical activity. The patient's physical activity is assessed with the Rapid Assessment of Physical
Activity (RAPA) questionnaire.

You can view how healthy the patient's nutrition is. The patient's nutrition is assessed using the Nutrition-score. The
Nutrition-scoreis based on the MedDietScore, which isa measure to assess the patient's adherence to the Mediterranean
dietary pattern.

You can view the patient's smoking behaviour. The patient's smoking behaviour is assessed using a single question asking if
the patient smokes and the Fagerstrom Test for Nicotine Dependence, which isa standard instrument for assessing the
intensity of physical addiction to nicotine.

You can view how well the patient's coping with mental health and stress management is. The patient's mental health and
stress management is assessed using 3 different measures: the Generalised Anxiety Disorder Assessment (GAD-7), the Patient
Health Questionnaire (PHQ-9), and the perceived stress scale. If the patient has suicidal thoughts, or a high depression or
anxiety score, there is an exclamation mark to draw your attention to this, so you can discuss it with the patient.

You can view how well the patient's disease related knowledge is. The patient's disease related knowledge is assessed with
the knowledge challenge, a short multiple-choice quiz that assesses the patient's knowledge about cardiovascular disease.

You can close the patient record by clicking this button.

Where can | see the patient's risk profile?

Q@ CoroPrevention
K Alpha

o=
A

001002

a Qaitﬁmamhu @m. tasukw‘mz OLE 7 mgrdL QQ% cﬂluh@

coro-| DﬂlﬂDZ 070

®

4 Sedentary ¥ Low ! Active smoker (low dependence) & High 2 Beginner
Your jon@ to a@thy Ilfestyle@ @ e
Status Goal setting

JOURNEY F

Your journey Time 03-10-2022 —————g

Use slider to see how your behaviour change goals evolve

over time.

® Emmanuel Rivera v

(® Close patient record

QO CoroPrevention

‘ PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE



What can | do in the menu on the left?

The navigation menu on the left allows you to switch between
different modules or behavioral goals. The house icon takes you back
to the main page of the patient profile.

In the “heart” menu item, view the patient's progress for parameters|
and his/her journey to a healthy lifestyle. Also, you can select the
outcome and behavioural goals for the patient.

In the “pill” menu item, view the patient's progress and set goals for
"Medication adherence".
In the “running man” menu item, view the patient's progress and set
goals for "Start moving".

In the “cutlery” menu item, view the patient's progress and set goals
for "Healthy nutrition".

In the “smoking” menu item, view the patient's progress and set
goals for "Smoke-free living".

In the “yoga” menu item, view the patient's progress and set goals
for "Stress relief".

In the “book” menu item, view the patient's disease related
knowledge and the patient's usage of the educational module or
configure relevant educational content for the patient.

Q@ CoroPrevention

N Alpha

001002

@ 125/75 mm Hg © 65 kg ¥ 23.88 kg/m2 © LDL: 38.7 mg/dL 210% & High 4 Sedentary

2 coro-001002-070

3

©

0000600060

s Active smoker (low dependence) 4 High S Beginner
Your journey to a healthy lifestyle

Status Goal setting

JOURNEY

Your journey Time 03-10-2022 ®

Use slider to see how your behaviour change goals evolve over time.

¥ Low

Q> cCoroPrevention

‘ PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE



How to know the patient's level of guidance for a
behavioral goal?

(y: EI:"'P""“““ 001002 | © emmanvel Rivers
@ 125/75mm Hg B 6Skg * 23.88 kg/m2 © LDL: 38.7 mg/dL x10% & High 4 Sedentary ¥ Low
2 coro-001002-070 ® Close patient record
1 When you have opened the details about a behavioral s Gaise) Cia) Ghoe
goal, you can view the patient's level of guidance for the @ Medication adherence O )
behavioral goal by looking at the circles. — —— o
The circle of the patient's current level of guidance for
. . . . . . 0
the behavioral goal is highlighted. If there is no circle ‘ -
always take my medication as prescribed
highlighted, the patient is in inactive mode (level of
guidance 0) for the behavioral goal. Medication adherence barriers
No barier 30
[ |
Go 1o | ¥ Next step >

(7\ CoroPrevention
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How to structure the conversation about a behavioral

goal?

For each menu item on the left (i.e.
module or behavioral goal), there are
several discussion steps. The currently

1 . , e
selected discussion step is highlighted.
You can click on a discussion step to view
the related screen.

) You can go to the next discussion step by

clicking this button.

@ 125/75 mm Hg [ 65 kg # 23.88 kg/m2
A coro-001002-070

1 Active smoker (low dependence) & High 2 Beginner

@ oMedicatiun adherence

L) Status Prescription

&
| always take my medication as presctibed
Medication adherence barriers
No barrier
A big barrier
| n]
Worry about unwanted effects  Feels aburden  Lifegetsintheway  Coping with changes

< Go to journey

@ LDL: 38.7 mg/dL >:10%

& High 4 Sedentary ¥ Low
(® Close patient record

(: 1 j‘; °

Reported on 12/10/2021

Reported on 12/10/2021

30

Score

Social worries

a Next step >

Q> cCoroPrevention
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How to structure the conversation about a behavioural
goal?

. . . . . . CoroPrevention
You can go to the previous discussion step by clicking this QR GpuePrevenon oovonz

button. I0BOmMmHG  O6dkg  FSThgm2 O LOLTIEMYML 25N S Hgh  f Sedentary  Mlow < Active smoker (low dependence) & High
coro-

< Begnner
Medication adherence

After going through all discussion steps fora moduleor | ©  seses e
4 |behavioral goal, you can return to the patient's journey by P

=1 . a & Print for general practitioner 3 Open medication decision support
clicking this button. ' ’ ‘
v C
Bisoproldl  20m8  gegplockers ©
Repeat the same steps for each behavioral goal as roRe o e metned
applicable. I, oy | S .0

m CoroPrevention

NNNNNNNNNNNNNNNNNNNNNNNNN
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How to follow up on the patient's progress for the

journey?

In "Progress", you can view the patient's
progress for his/her journey towards a healthy
lifestyle. You can view the patient's progress for
a) the behavioural goals and

b) the parameters.

=

A coro-001002-070

@119/69mmHg O 71kg ¥ 26.08kg/m2

Your oey to a healthy lifestyle

Progress

© LDL: 38.7 mg/dL

Goal setting

JOURNEY  PARAMETER

!ﬁr]oumey E

Time 24-10-2022

x10%

Use slider to see how your behaviour change goals evolve over time.

¥

Q> cCoroPrevention

‘ PERSONALISED PREVENTION FOR
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& High

# Sedentary

Your timeline

1
Y

¥ Low

2 Active smoker (low dependence) 4 High & Beginner

2611050M2)

® End encounter

ftored action

@ Maintained behavior

Next step >



How to follow up on the patient's progress for the
behavioral goals?

N

The "Journey" tab in "Progress", shows an
overview of the patient's progress for the five
behavioural goals.

The closer the behavioural goal is to the "Be
healthy", the better the related risk factor is
under control. In the example, you can see that
"Healthy nutrition" and "Smoke-free living" are
far from the "Be healthy", so these risk factors
need most improvement. "Medication
adherence”, “Start moving” and "Stress relief" are
near to the "Be healthy", so these risk factors are
well under control.

You can explore the patient's progress towards a
healthy lifestyle over time by moving the slider.

A coro-001002-070

@ 119/69 mm Hg A 71kg * 26.08 kg/m2
Your journey to a healthy lifestyle

Progress Goal setting

JOURNEY

© LDL: 38.7 mg/dL.

:10% S High 4 Sedentary

Qur journey Time 24-10-2022

Your timeline

(Gt Evlmen)

£
4|
K
&

# Low

2 Active smoker (low dependence) & High 2 Beginner
[zsnoson]

Q> cCoroPrevention
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How to follow up on the patient's progress for the
behavioural goals?

iy

[e))]

The number on the timeline indicates which
level of guidance the patient was for the
behavioral goal in the specified period. If no
number is indicated, the patient was in
inactive mode for the behavioural goal.

Click an icon of one of the behavioural goals
or a period in the timeline, to see a detailed
overview of the patient's self-reported
behavior for that behavioural goal (reported
in the ePRO application or in the mobile app).
Select the period from the date picker.

The numbers in the chart indicate the level of
guidance that the patient was in at that

moment for the behavioural goal.

& coro-001002-070 Q@ 1EImmbg & Tikg

Your journey to a healthy lifestyle

Your journey

+ 26.08 kgim2

|2

Q> cCoroPrevention
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Your timeline

Your medication adherence aver time

S ———

From
0L05.2022

B 2602022
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How to follow up on the patient's progress for

parameters?

The "Parameters" tab in "Progress", shows an
overview of the patient's progress for his/her
parameters. The available parameters are blood
pressure, weight, lipids, and glucose.

The chart depicts the evolution of the parameter
over time. You can hover over a dot to see the
exact value for a certain date or the average for
a certain period.

The green area is the personalized target zone
that the patient should strive to achieve.

You can choose which parameter you want to
visualise.

You can choose the timeframe that you want to
visualise.

There is an overview of the behavioural goals
that are related to the selected parameter.

For each related behavioral goal, you can view in
which level of guidance the patient was for that

behavioral goal over time.

2 0r0-001002-070 B 118/6BmmHg @ 68ky  F2498kgm2 O IDLSOmgAL  m10% S High & Sedentary

Your journey to a healthy lifestyle

V) Progress

arametes

Lipids

Go q

¥ PARAMETERS

?elamunqaau & Medcationsdherence | & Startmodng  Y{ Heaithy nutrition

00

Cholesterol (mg /L)

3000

2000

100

 .’

P v
o o

 Low

Time

2 Aethv

e smoker (low dependence)

4 Migh

@ Tolal cholesteral
wLoL

® End encounter

Q> cCoroPrevention
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How to set the patient's behavioural and outcome goals

1. In"Goal setting", you can set the
patient’s

a) behavioural goals and

b) outcome goals. The patient should aim

(g(\ CoroPrevention 001002

Alpha

2 core-001002-070

< 100/50 mm Hg © 94 kg

coro-001002-070 (1960)

# 29.01 kg/m2 @ LDL: 61 mg/dL x10%

2 Active smoker (low dependence) 4 High 2 Beginner

® Your journey to a healthy lifestyle

Q Status

Goal setting o

& High

4 Sedentary #1 Low

to achieve the outcome goals by 4 BEHAVIOURAL GOALS ~ OUTCOME GOAL
working on the behavioural goals.
Status Motivation Decision
Inactive Start action Monitc
&
Medication
n
7
c’ Coropreventlon CoroPrevention Caregivver dasbhoard user guide_V6.0_160ct2024 49
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How to change the configuration of the levels of guidance for the patient's
behavioural goals

In the "Behavioural goals" tab in "Goal setting", select together with the patient
for each behavioural goal its level of guidance.

View the current status, i.e., how well the patient is doing in terms of outcomes.
This is the same as the information depicted in the risk profile bar (at the top in
the caregiver dashboard). You can use this information when determining the
patient's level of guidance for a behavioural goal.

View how motivated the patient is to work on the behavioural goal. You can use
3jthis information when determining the patient's level of guidance for a
behavioural goal.

For each behavioural goal, the goal is to discuss and decide together with the
patient in which level of guidance the patient will be.

There are three levels of guidance: "start action", "monitored action", and
"maintained behavior".

Change the level of guidance of a behavioural goal by dragging the behavioural
goal to the desired level of guidance. If the patient doesn't want to work on a
behavioural goal, leave that goal at inactive.

Changes to level of guidance done in the caregiver dashboard, will be
automatically applied in the patient mobile application.

D

Q@ CoroPrevention

~

Alpha

001002

2 100/50mmHg @ 94kg #2901kg/m2  QLDL:6Img/dl  :10% & High 4 Sedentary ¥ Low

A coro-001002-070

s Active smoker (low dependence) & High 2 Beginner

Your journey to a healthy lifestyle

Status Goal setting

BEHAVIOURAL GOALS

Status Motivation Decision

o Inactive Start action Monit
& Medication adherence

@

Medication
i Start moving adherence
o pesty puon - -

Note: For the behavioural goal "Medication adherence", only "inactive", "monitored action" and "maintained behaviour" are available.
Note: "Smoke-free living" and "Stress relief” will be made available mid 2024 hence these are currently set on "inactive".

Q> cCoroPrevention
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How to set the patient's outcome goals?

In the "Outcome goals" tab in "Goal setting",
you can select the outcome goals for the
patient. In contrast to the behavioural goals,
here direct measured outcomes are given.

You can view how well the patient is doing for
each outcome goal. This is directly linked to the
patient's current parameter values.

The outcome goals are automatically updated
by the system based on the patient's reported
parameter values. However, if desired, you can
adjust this.

Note: If a patient reports a not optimal parameter
3value (e.g. high blood pressure) in the mobile app or
the nurse reports a not optimal parameter value in
the “Start an encounter” screen in the dashboard,
the related outcome goal (e.g. “Lowering blood
pressure”) is enabled automatically. The same
applies for other parameters/outcome goals."

2 coro-001002-070

@ 100/50 mm Hg © 94 kg ¥ 29.01 kg/m2 © LDL: 61 mg/dL

s Active smaker (low dependence) & High 2 Beginner

Your journey to a healthy lifestyle

Status Goal setting
BEHAVIOURAL GOALS ~ OUTCOME GOAL
o Status
@  Lowering blood pressure Moderate
® Healthy weight Moderate
©  Lowering cholesterol

Diabetes management -

x10% & High 4 Sedentary ¥{ Low

Qutcome goal

® (@ Add target weight

@ Close patis

Q> cCoroPrevention
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How to set the patient's outcome goals?

You can, together with the patient, set a target weight. QR GoroPrevention  g10p; © Emmanuel River

\When you add a target weight and the patient’s current

BMI is more than 25 kg/ml\z the recommended ta rget £ cor-001002-070 @ 100/50 mm Hg ® %4 kg #* 29.01 kg/m2 © LDL: 61 mg/dL x10% & High % Sedentary ¥ Low Y ———
’ 53 Active smoker (low dependence) & High 2 Beginner

weight is set automatically to a 5 percent weight reduction.
If the patient's BMI is already 25 kg/m”2 or lower, it is
recommended to maintain the same weight ) stotus Gosl setting

Your journey to a healthy lifestyle

OUTCOME GOAL

Status Outcome goal
You can, together with the patient, remove the target
We|ght @ Lowering blood pressure Moderate [ ]
@ Healthy weight Moderate ° Tagetweight: | 66
[ 8
© Lowering cholesterol - [ ]

Q> cCoroPrevention
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How to follow up on the patient's disease-related

knowledge?

In "Progress”, you have an overview of the patient's progress for his/her disease-
related knowledge. The patient's disease-related knowledge is assessed in the
knowledge challenge. This is a small quiz consisting of 14 multiple-choice questions.
The maximal score is 14.

You can view the patient's current knowledge level. There are three knowledge
levels: beginner, advanced knowledge, and health expert. Within these levels, the
patient can attain 1, 2 or 3 stars, depending on the number of correct answers in the
last knowledge challenge.

There is an overview of how well the patient’s knowledge is for different categories.
The categories are respectively: stress relief, medication adherence, healthy
nutrition, smoke-free living, my heart, start moving, and health parameters. The
percentage indicates how well the patient scored on this category in his/her current
knowledge level.

There is a tip that about which categories the patient needs to improve his/her
knowledge. This tip can be used in the shared decision making conversation with the
patient.

There is an overview of how many educational videos the patient watched since the
last visit.

The graph depicts the evolution of the patient’s score on the knowledge challenge
over time. The different colors indicate the patient’s knowledge level at that
moment. The stars in the bar depict the patient’s score on the knowledge challenge.
In the upper right corner, you can adjust the time period shown in the chart.

TU000mmHg  C1E37Thg  F 599Bke/mZ O LDLIBETmgML  269%  @Hgh 4 Ackve  MVeryHigh < Nomsmoker & Medorate

A cors-001001-001

2 Advancad knowledge.

Increase your knowledge

Timeline

LI -

Advanced knowledge

14 100%

EXTEY

5. 50%

7.5 33%

2.8 83%

PR

6§

7%

50%

a Learn more and improve your knowledga by watching the

&

wides for My health pasameters

My knowledge progress

Soginer

@ Closa patient record

®
3

From

01,03.2022

Time

@ Aduanced brvawlocige

Are you watching the videos?

[} 0112.2022 =]
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How to follow up on the personalized educational

material sent to the patient?

In "Timeline", you can follow up on how many of the personalized
educational items (e.g. video, article, image) that you sent to the
patient were viewed by the patient.

You can select the categories (multiple) that you want to include
in the timeline.

Categories that are currently selected are displayed. These can be
removed by clicking on the "cross" icon.

You can change the time period that you want to see in the
timeline.

The timeline shows per month how many educational items were
sent to the patient ("camera" symbol) and how many of these
items were viewed by the patient ("eye" symbol).

You can click on a month to view more detailed information
about the educational items that were sent to the patient.

©100100mmHg O 1837kg ¥ 59.98kgim2 O LOL3LETmg/dl  69%  @Migh 4 Active W VeryMigh 3 Nomsmoker & Moderate

A ¢€oro-001001-001

2 Advanced knowledge

Increase your kno

Progress Timeline Selection

sl Qo September

2022

September
2022

From unil
05.07.2022 B o202

October November December

® Close patient record
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How to select personalized educational material for the
patient?

In "Selection", you can select the educational content that is relevant
for the patient.

Overview of action related educational material that is available in
the CoroPrevention Tool Suite. For each educational item, there is an |, . ... @@@mes swm comem coumamn aes omn same e S s o o e
icon representing the type of education (i.e. text, image or video), the T

category and if the patient already viewed this educational item or

not.

N

@ Increase your knowledge

You can search educational content by using the search function.
You can also apply filters to look for specific educational content
based on the category or who selected the educational content.

w

You can view the filters for the category and choice of that are
currently applied. You can remove any of these filters by clicking on
the "cross" icon.

S

Based on the patient's current outcome and behavioural goals, a set
of recommended educational content is automatically selected for [

J% Je 3 e ds Je

6]

the patient. As a caregiver, you can also update this set of
recommended educational content. Educational content that is
selected by the algorithm or by you, has a "caregiver" symbol.

Educational content that is selected by the patient has a "patient"
symbol.

Q> cCoroPrevention
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How to select personalized educational material for the
patient?
You can remove an educational item from the patient's or

caregiver's choice by clicking on the "patient" or "caregiver"
symbol respectively.

~

2 co-001002:239  DIT0WOmmMg  OG6eky  $23S1kgwme  OLOLTIEMPEL ST SMgh 4 Sedestay  Vlew < Activesmoker(lowdependence) 4 Woh S Begimer

You can click on the educational item to view more

information (i.e. title, content type, number of related
questions of the knowledge challenge that the patient .
answered wrong, how many times the educational item was Compers
sent to the patient, and how many times the educational —
item was viewed by the patient). o o

Increase your knowledge

Progress Timeline

You can add the educational item to the patient's favourites -
by clicking this button.

You can send the educational item to the patient as a A o o
10/notification (i.e. in an application reminder) by clicking this

You can also send the educational item to the patient (i.e. in

11an application reminder) by clicking on the “share" icon.

Q> cCoroPrevention
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How to view the patient's status for medication adherence?

(o)}

In "Status", you have an overview of the patient's status for
medication adherence.

You can see how the patient describes his/her medication
adherence in general.

Note: The "Status" button is available until the end of visit 2.
After that, see "Progress" button on next page of this manual.

You can see an overview of the patient's barriers for
medication adherence (only V2). The barriers are based on
the patient's answers on the Identification of Medication
Adherence Barriers (IMAB) questionnaire that was completed
in the ePRO application at V1. Higher IMAB scores are
indicative of the greater barriers for medication adherence.

The elements indicated in green are no barriers for the
patient.

The elements indicated in orange are small barriers for the
patient.

The elements indicated in red are major barriers for the

patient. These are the elements that the patient has limited
knowledge about, or that go wrong on a regular basis. These

=36% & End encounter

0:

R coro-001001-162  ©123/87mmHg @ 87kg ' 21.53kg/m2 & LDL: 4215 mg/dL @High  =iNomsmoker & Llow 1 Beginner

@ Medication adherence

(] Status o Preseription

Medication adherence barriers o
Gu barrier

A small barrier
. e
A big barrier
Getting hold of medication Confidenc

< Go ta journey

Reported on 01/12/2022
| always take my medication as prescribed

Reported on 01/12/2022

39

einmanaging  Lifegetsintheway  Coping withchanges  Social worries

Next step >

are thé patient’'s main points Tor Improvement and should be

the fom tGerdRredelekioion making discussion.

PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE



How to follow up on the patient's progress for medication
adherence?

In "Progress", you have an overview of the patient's
progress for medication adherence.

You can see how the patient describes his/her

@ Medication adherence

medication adherence in general. 5 | = o

@
The patient's small (orange) and major (red) barriers o = || i o B
for medication adherence are depicted. The barriers s e &

are based on the patient's answers on the
Identification of Medication Adherence Barriers (IMAB) = I ——
questionnaire that was completed in the ePRO B a o

application. The IMAB questionnaire assesses the -
patient's difficulties with taking medication. E
The chart depicts how the patient's medication ‘

adherence evolved over time. The medication
adherence was reported by the patient in the mobile

w

o

A coras01001-162 2 1308 My B0tl e HONME  0lLANSmGEL 23S oMelum oMok alo 3 Begener @ End encounter

application or the ePRO application. With date picker
you can adjust the time period shown in the chart.

The numbers in the chart indicate the level of guidance
for "Medication adherence" that the patient was in at
that moment.

8]
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How to follow up on the patient's progress for medication
adherence?

(o]

10

You can click on a period in a level of guidance to
view more details about this period.

You can view the medication adherence percentage
over this entire period in level of guidance 1 for
"Medication adherence".

You can view the best month of this period in level
of guidance 1 for "Medication adherence".

You can view the medication adherence percentage
of the last 30 days in this period in level of guidance
1 for "Medication adherence".

In the calendar overview, you can view on which
days the patient's medication adherence was good
(green), moderate (orange), or bad (red).

Medication adherence

©65ky ¥ 2388kg/m2 O LDL464mgidl = 95% & High

| always take my medication as prescribed

Until

0112.2022 =]

=3 Hon-smoker

&low 2 Beginner

Level of guidance 1 o

Movember 2022

® Close patient record

.'2’.

Reparted on 01/12/2022

)o Entire period

Best month - October 2022:

)

g Lest30 days

© Tty
Medication adherence = 100%
50% <= Medication adherence < 100%

® hndication adherance < 50%

Mext step »

.
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In "Prescription", you have an overview of the patient's medication
prescription.

The patient's current medication prescription is shown. There is also an
indication of the changes that were made since last encounter. These
changes are especially relevant to discuss with the patient.

N

w

Drugs that were added since last visit are indicated by a "plus" icon.

N

Drugs that were edited since last visit are indicated by a "pencil" icon.

(95

Drugs that were deleted since last visit are scratched through.

Pills are indicated by a "pill" icon, while injections are indicated by a
"syringe" icon.

You can click on a row in the medication prescription to view more
information about the drug.

You can view the parameters that the medication is related to, the
reason why the patient has to take the medication, the date that it was
prescribed and by whom it was prescribed, and which changes were
made to this drug over time. There is also an infographic that you can
use in the discussion with the patient to explain the mechanisms that
the drug works on and the reason why the patient has to take the drug.

To be able to view the additional information about a drug, the
medication class of the drug should be selected.

10[You can record additional notes for the drug.

If you have an investigator role in the study / in dashboard, you can

11 .. .. L .
open the medication decision support system by clicking this button.

You can print the medication prescription for the patient and the
12recommendations for the patient's general practitioner by clicking these
buttons.

How to view the patient’s
medication prescription?

2 com-001001-188  BI1MIGTmmMg  @eSky ¥ 2388kgmz o DLMGdmpdl  ~98%  oMgh  aNewsmoker 4 low 2 Beginner @ Closs patlent racord

Medication adherence o

™) Current prescription o Aspirin

i
When
- < 111202022 tor
e &  Bisoprolol (] o 2 mg Betablockers. @ | Platw iibiars
ol r

HORNG nooN ATEROON  IVENING/NIGHT ey 4
) ;

Q> cCoroPrevention

‘ PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE



[ ]
(7 ) CoroPrevention
x PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE

Case nurse manual
caregiver dashboard
- medication DSS

Www.coroprevention.eu

V6.0, 14.10.2024

- This project has received funding from the European Union’s Horizon 2020 research and innovation programme under grant agreement No 848056



How to open the medication decision support system

1 i ?
m e I a I o n D <’,\ g:{fp"""“"’ 001002 cor0-001002-070 (1960) X - o A& & © Emmanuel Rivers ~
[ ]

Q, coro-001002-070 (1960)

There are three ways to open the medication DSS.

General Consultations during the study
In the patient summary, you can open the medication DSS by clicking this
button. —
1 1.1
@ Blood pressure
Open the patient record, click the “House” menu item to open the R A
medication DSS by clicking the “Open medication decision support” — _— @ Lot cholene
rint QR code for mobile app > Logout mobile app. > HoAl
button.

3 O CoroPrevention  gg1007 © Emmanusl Rivers ~
In the "Medication adherence" module, you can go to "Prescription" and e SRR Om e oume Sws owa fsen e ——
click on this button to open the medication DSS. Jrmmmmm— st

Medication adherence
&
& Print for patient & Print for general practitioner £ Open medication decision support
L J Current prescription

& Bisoprolol

Note: The nurse role can open and add/edit the o e
medication DSS until the visit 2 is closed in the dashboard. ‘ '
Nurse cannot run the medication DSS algorithm. o e e | e - ©

Daily

Z5m5  gatoblockers

MORNING NOON  AFTERNGON  EVENING/NIGHT
1 1

Q> cCoroPrevention
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How to navigate in the medication DSS?

There are four tabs in the medication DSS: a) cardiac
1imedication, b) other medication, c) allergies, and d) titration

schemes.
@ 158/139 mmHg A 79kg * 29.02 kg/m2 © LDL: 54 mg/dL. > 10% & High 4+ Sedentary ¥ Low = Active smoker (low dependence) 4 High e
A coro-001002-070 x
2 Beginner o e
You can save the medication prescription by clicking this ﬁ o
. . . .. ication decision support system [ Save and close & Refresh Algorithm
5 button. After saving the medication prescription, the changes o o o
are automatica”y made to the patient's medication Cardiac medication Other medication Allergies Titration schemes

prescription on his/her smartphone.

< Current prescription

You can print the medication prescription by clicking any of P R—— x n G
these buttons. Morsing Hoon ercon F—

Daily
1 1

If the patient has a low renal function, there is a warning
indicating this.

More info

Change history >

You can close the medication DSS by clicking this button. You

Ul

cannot leave the medication DSS when the medication
prescription is incomplete.

Q> cCoroPrevention
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How to prescribe cardiac medication following the
guidelines using the medication DSS?

Asplrin

12 If the drug was added to the medication prescription by the patient
since last encounter, there is an icon indicating this. e

m CoroPrevention

NNNNNNNNNNNNNNNNNNNNNNNNN
oooooooooooooooooo



How to prescribe cardiac medication following the
guidelines using the medication DSS?

In the "Cardiac medication" tab, you find an overview of all cardiac
medication entered into the prescription. o

70 winImmHE 79K PI0IMMZ S LDLSIMGEL T 10%  SHGh £ Sedentiy  TLoW S Acive sk (W dAIGINCH A Hgh 2 Beginner (=)

If the drug has a green background color, it means that the drug is already

Other medication Allergies Titration schemes Algorithm input

correctly prescribed, as recommended by the ESC guidelines. 9

If the drug has a yellow background color, it means that the drug was Cument rese

added by the algorithm of the medication DSS because it is recommended © g o » o ¢ @
according to the guidelines. 9 il st kit

You have to check if you want to follow this recommendation and if that is
the case, complete the missing information for the drug. After completing
the missing information, the background color for the drug changes from
yellow to green.

If the drug has a white background color, it means that the drug is not mmmo © aai g
recommended according to the guidelines. It is also possible that a drug is a
combination drug of which some components are recommended by the
guidelines and some others are not. This is indicated by a white row with a
recommendation icon for the recommended medication classes. it e corirane o o e
Note: The color-codes and recommendation algorithm are visible for
investigators only.

Merning Noan Jr— Evening,night

View the route of administration (i.e. oral/pill or injection medication), the
name and the dosage (dose and unit) of the drug.

View the medication class(es) of the drug. If it is a combination drug,
multiple medication classes are indicated.

Q> cCoroPrevention
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How to prescribe cardiac medication following the
guidelines using the medication DSS?

~N O

10

View the frequency and at what time(s) the that the patient is
prescribed to take the drug.

View the notes about the drug.

Edit the drug by clicking this button.

You can delete the drug from the medication prescription by clicking
this button. If you delete a drug that is recommended according to
the guidelines, you will be asked to state the reason why you
rejected the recommendation. Immediately after deleting one of the
drugs the action can be undone by clicking the "Undo" button in the
confirmation message. If you delete a recommended drug, it is only
deleted from the prescription but still shown in the
recommendations.

'You can view more information about the drug by clicking this
button. The detailed information includes: the class of
recommendation, the level of evidence, the guideline information,
the guideline source, and the changes that were made to this drug in
the past.

You can add a drug to the patient's medication prescription by
clicking this button. When prescribing the same medication class
twice, a warning will be displayed.

11

You can view the change history for the drug.

This mudication has kean recommanded iy the aigerithm.

Q> cCoroPrevention
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How to make changes to the patient's _
medication prescription? —— P 2

Medication decision support system [ Save and close @ Print for general practitioner & Print for patient

Save the changes to the patient's medication prescription Gardiac medication Other medication Allergies Tiration schemes Algorithm input Low renai funciion (¢GFR 10 mimin/t 73m2)

by clicking this button. e

> Current prescription

& Bisoprolel 25 2 B

After you clicked the "Save and close" button, you have an
2loverview of the patient's medication prescription (cardiac

Changed because of side effects

and other medication) and the titration schemes. o
@ 100/50 mm Hg ®93kg * 28.7 kg/m2 © LDL: 61 mg/dL x10% & High 4 Sedentary 1 Low a2 Active smoker (low dependence) 4 High -
2 coro-001002-070 x
5 Beginner
Return tO the med'catlon DSS tO ed|t the patlentls Medication decision support system # Edit prescription & Print for general practitioner & Print for patient
prescription by clicking this button. Cotins medicaon o o
& Bisoprolol 25
Note: You cannot exit the medication DSS if there - e Mo it

are "open recommendations” (i.e., '
recommendations that are were not accepted or oS
rejected by the caregiver.

@ Totalip 20
Morning Noon Aftemoon Evening/night

[

Q> cCoroPrevention
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How to make changes to the patient's medication
prescription?

2 100/50 mm Hg ®93kg * 28.7 kg/m2 © LDL: 61 mg/dL x10% & High 4 Sedentary T Low =3 Active smoker (low dependence) & High
A coro-001002-070
2 Beginner

Morning noon Amernoon Evening/nignt
Daily
1
o Qzempic 05
Being repeated for Morning Noon Afternoon Evening/night
every | Week(s) on
Tuesday 1

4 You can return to the CoroPrevention caregiver

4 Titration schemes

dashboard by clicking this button.

Titration scheme for beta blocker

Start dosage 25mg
Target dosage 75mg
Description Increase after 3 weeks when there are no contraindications
Go to patient overview b
Q@ coroPrevention i i
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How to view the patient's other (non-cardiac) drugs in the medication DSS?

Note: It is not mandatory to enter other medication to the Tool Suite. No medication decision support system algorithm is applied on

the

w

other medication.

In the "Other medication" tab, view the non-
cardiac medication entered.

You can view the way of administration (i.e.
oral/pill or injection medication) of the drug.

You can view the name of the drug.

You can view the dosage of the drug (dose and
unit).

You can view the frequency that the patient has
to take the drug.

You can view at what time(s) the patient has to
take the drug.

< 100/50 mm Hg
A coro-001002-070
2 Beginner

0 93kg

Medication decision support system

Other medication

Cardiac medication

= Current prescription

2 I

Fultium D3 800 80

Mormning
Daily
1
& Ozempic 0.5
Being repeated for Merning

every 1 Week(s) on
Tuesday

¥ 28.7 kg/m2

Allergies

Noon

Noon

© LDL: 61 mg/dL >10%

Titration schemes

Afternoon

Afternoon

SHigh & Sedentary i low

[ Save and close

Algorithm input

Evening/night

Evening/night

=3 Active smoker (low dependence)

& High

& Print for general practitioner & Print for patient

Low renal function (eGFR 10 ml/min/1.73m2

The patient ag e algorithm can be y

year older than the EDC reported value

Q> cCoroPrevention
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How to view the patient's allergies in the medication DSS?

(?‘: S::?Prlventwn 001002 P

% 100/50 mm Hg B9k * 28.7 kg/m2 © LDL: 61 mg/dL. X10% @ High # Sedentary ¥l Low =« Active smoker (low dependence) & High

A ©oro-001002-070 (%
2 Beginner
. . . . Medication decision support system B Save and close & Print for general practitioner & Print for patient
1 In the "Allergies" tab, the medication allergies
entered for the patient are ShOWn. Th|5 includes notes Cardiac medication Other medication Allergies Titration schemes Algerithm input Low renal function (eGFR 10 mi/min/1.73m2)

The patient age for the algorithm can be up 10
.. . . . o year older than the EDC reported value
about aspirin and ACE inhibitor intolerance.

& Allergies

No aspirin inlolerance

No ACE inhibitor intolerance

QO CoroPrevention
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How to view and edit the patient's titration schemes in the
medication DSS?

N

w

v b

In the tab "Titration schemes", define the titration
schemes for medication that should be up-titrated.
You can create two types of titration schemes:
dosage titration schemes and drug addition
titration schemes.

Create a new dosage titration scheme by clicking
this button. A dosage titration scheme defines for a
certain drug the start and target dosage.

Create a new drug addition titration scheme by
clicking this button. A drug addition titration
scheme defines a start medication class and
medication classes that should be added based on
the patient's parameter values.

Edit the titration scheme by clicking this button.

Delete the titration scheme by clicking this button.

A ©0ro-001002-070 3 100/50mmHg O 93kg ¥ 28.7kg/m2

Cardiac medication Other medication Allergies

A Titration schemes

Titration scheme for beta blocker

OLWL:6Imp/dl 10N & High

Titration schemes

# Sedentary  ¥ilow = Active smoker |

Algorithm input

© Add &

low dependence) & High

osage titration scheme

@® Add drug addition titration scheme

Q> cCoroPrevention
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How to view the patient's current status for physical
activity?

@182/89mmHg B 73kg  F2468kg/m2  OLDL1ImG/A  42%  @low 4 low  Flow 3 Active smoker (high dependence) & Low!
2 ©or0-001001-312 ® End encounter

1 In “Status” / "Progress", you have an 2 Begioner
overview of the patient’s current
physical activity, as reported in the ePRO
application. : T (e

Note: The "Status" button is available ‘ o
until the end of visit 2. After that you " Current physical actvity
will see "Progress” button.

Start moving

Reported on 26/02/2023

You can view how much the patient is o @ s sy
3 moving globally.

You have an overview of the results of a o

the Rapid Assessment of Physical

Activity (RAPA) questionnaire. This

includes how active the patient s, if the

patient performs strength exercises, and

if the patient performs flexibility < Gorto journay

exercises.

Q> cCoroPrevention
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Which types of physical activity goals can be set for
the patient?

1 In "Goal setting", you can set the A coocmonarz e OT Bl Gemmd SaIn Sl e miem Shdwimessh it du
patient's goals for physical activity. Two —
types of physical activity goals can be Start moving
set: a) a weekly sports goal and b) a daily o
activity goal. ) R —
Note: 4 eekly sports go! 0) 7 Edit sports goal
- If no existing goals are yet set for the biw = r .
“monitored action” (level of guidance 2) P S -
for “Start moving”, the goal becomes
applicable from the moment that you B Pt compas Fovmete s et st o ind
save the goal. Oizzess ¢ Oucng 4 Oroeg

- When you edit the physical activity
goals for the patient and the patient
already has a goal for the ongoing week,
the updated goal becomes applicable as

of Monday (i.e., start of the new week).

Q> cCoroPrevention
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How to set and edit the patient’s weekly sports goal?

In the "Weekly sports goal" tab in "Goal setting", view the patient's weekly
sports goal for next week.

An overview of the patient's weekly sports goal is shown, expressed in kcal.
The flags denote the minimal and optimal goal for the weekly sports goal.
The patient should strive to achieve at least the yellow flag but aim for the
finish flag.

There is an overview of the exercise prescription, consisting of: the
recommended exercise intensity, the recommended number of exercise
sessions, the recommended session duration, and the recommended
number of strength training sessions.

The physical complaints that the patient indicated (in the ePRO application)
that he/she suffers from are depicted. This information can be taken into
account when setting the weekly sports goal.

The patient's current favourite activities are depicted. This information can
be taken into account when discussing how to achieve the weekly sports
goal.

The patient's favourite activities from childhood are depicted. These can be

2 182/89 mm Hg.
2 ¢0ro-001001-312
2 Beginner

Start moving

OSI atus

WEEKLY SPORTS GOAL

£
o Weekly sports goal (kcal)

.1\

Goal setting

-

Physical compiaints

riness of breath

o7k

¥2468kgym2  OLDL1Imgdl  :42%  Olow  4low  Yilow s Active smoker (high dependence) & Low!

) 57sessions ® 2060 minutes %, 2sessions

o R

§ Dancing

used to motivate the patient to possibly restart this activity.
You can edit the patient's weekly sports goal (i.e., exercise prescription) in

the EXPERT tool. You can open the EXPERT tool by clicking this button.

Q> cCoroPrevention
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How to set the patient’s daily activity goal?

In the "Daily activity goal" tab in "Goal setting", you can set the patient's
personalized daily activity goal for next week. The daily activity goal is
expressed in steps.

=

You can view the patient's current level for the daily activity goal. There
2|are four levels of step goals: inactive (< 2500 steps), beginner (2500-4999
steps), intermediate (5000-7500 steps) and advanced (> 7500 steps).

You can edit the patient's level for the daily activity goal by clicking this
button.

Based on the patient's achievement of the daily activity goal last week,
there is a proposed daily activity goal no sport* for next week. If the
patient achieved the daily activity goal for that day on at least 5 out of the
7 days and the daily activity goal is not yet at least 7500 steps, the system
proposes to increase the daily activity goal no sport by 10 percent.
Otherwise, the system recommends that you keep the daily activity goal
no sport the same as last week. You can discuss this proposal with the
patient.

5|You can edit the patient's daily activity goal no sport for next week.

The patient's daily activity goal is different depending on whether the
patient performs sports or not. When the patient performs a sports
activity, the patient needs to do fewer steps during the day. Therefore, the
patient's daily activity goal is lowered automatically on days that he/she
reports sports.

(o)}

Note: if patient reports a sports activity (e.g. between 10h and 11h) the steps
taken during that time are not taken into for the daily activity goal. The
patients receives a credit for the registered activity.

R coro-001002-428 212299mmMg O 77kg ¥ 19.84kg'm2 LT myd  X5% 4 Low

Start moving

Progress Goal r...umqo

DAILY ACTIVITY GOAL

Daily activity goal (steps)

*No sport goal is the step goal that the patient should aim to achieve on
days that he/she does not perform structured sports activities.
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How to navigate in the EXPERT tool?

The EAPC EXPERT tool is an interactive training and decision support system for exercise prescription in patients with cardiovascular disease. The

EXPERT tool is implemented in the CoroPrevention Tool Suite.

There are two tabs in the EXPERT tool: a) weekly sports goal and b)
safety precautions.

You can save the weekly sports goal and close the EXPERT tool by
clicking this button. After saving the weekly sports goal, the changes
are automatically made to the patient's weekly sports goal on
his/her smartphone.

Note: You cannot leave the EXPERT tool when the weekly sports
goal is incomplete or when you did not save the exercise
prescription (i.e., accept/reject/change the recommendation).

N

You can print the weekly sports goal or safety precautions by
clicking this button. Depending on the tab where you click this
button, the weekly sports goal (i.e., exercise prescription) or safety
precautions are printed.

3 Note: The Printout is intended for professionals e.g., an exercise
physiologist or physiotherapist if used for creating a detailed
exercise program for the patient. The recommendation contains
medical terms which might not be understood by the patient hence
the printout is not intended to be given to the patients.

A ©oro-001001-312 @ 182789 mm Hg B 7k ¥ 24.68 kg/m2 © LDL: 11 mg/dL n42% & Low # Low ™ Low =2 Active smoker (high dependence) & Low! & Beginner

} Female, d4years @ 87bpm K 723m

EXPERT loolo

Weekly sports goal

[ Save and close

Safety precautions

Primary indication Select primary indication

CAD, PC1, CABG, and minimally invasive CABG

Key risk factor Select risk factors:  Type 1 Diabetes  Hypertension

Exercise modifier Select exercise modifiers:

Select anomalies occurred during exercise testing:

Salect medication that affects exercise prescription:

* IMT after CABG surgery (from 30 up to 60 of Pimax, 20-30 min/session, 3-5 days/week)

th exercise 10 prevent hypoglycemia

D Moderate | Daily () 2060 [ »12weeks % Yes .

2 days/week, 70-85% of 1RM, 8-10 reps/set, at least 21 sets

& Print
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How to define the patient's weekly sports goal (or exercise

prescription)?

In the "Weekly sports goal" tab, view and edit the patient's weekly
sports goal. The patient's weekly sports goal is represented as the
exercise prescription.

View the boxes with all the parameters related to cardiovascular
diseases. There are five boxes, one for each of the categories
2jincluded in the EXPERT tool algorithm: primary indications, key risk
factors, exercise modifier, anomalies, and medication. You can

open each box by clicking on the box.

A ©oro-001001-312

@ 182/89 mm Hg B Tikg + 2468 kg/m2 © LDL: 11 mg/dL ELEAY

§ Female, 44years @ 87bpm £ 723m

EXPERT tool

°wmly sports goal

Primary indication
Key risk factor

Exercise modifier

Recommendation

Safety precautions

Select primary indication:  CAD, PCI, CABG, and minimally invasive CABG

Selact risk factors:  Type | Diabetes  Hypertension

Select exercise modifiers

Select anomalies occurred during exercise testing

Select ion that

@ Moderate | Daily D 2060 [ =12weeks %, Yes

&low  4low  Tilow = Activesmoker (highdependence) & Low! 3 Beginner

[ Save and close

+ IMT after CABG surgery (from 30 up 1o 60 of Pimax, 20-30 min/session, 3-5 days/week)

* end exercise session with hig or gth prevent hypogly
+ Isometric handgrip exercise raining

+ Strength training exercises:

2 days/week, 40-80% of 1RM, 12-15 reps/set

2 days/week, 70-85% of 1RM, B-10 reps/set, at least 21 sels

@ Print

- 00000
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How to define the patient's weekly sports goal (or exercise

prescription)?

Within each category, you should select all the conditions that
are applicable for the patient by clicking on the corresponding
checkmark. The EXPERT tool also automatically selects some
risk factors based on the patient’s information, e.g., when the
patient’s BMI is too high, the system will select obesity.
Anomalies and medication do not have an individual exercise
recommendation, but choices made in these two lists are
considered in the final exercise recommendation. For some
cases in the "Anomalies" category, you have to define the
heart rate at which the patient experienced the anomaly.

A cor0-001001-312

} Female, 44 yoars

EXPERT tool

DIB/BImmHg  ©73kg ¥ 2468kgm2 O LDL 11 mpldL

@ e7bpm f 723m

Weekly sports goal Safety precautions

Primary indication

Key risk factor

Exercise modifier

Obesity

o ©  TypeDiabetes

Type 2 Diabetes
= Hypertension

Dislipidemia

Seloct exercise modifiers

Select anomalies occurred during exercise testing:

Select primary indication:  CAD, PCI, CABG, and minimally invasive CABG

Select risk factors:  Hypertension  Type 1 Diabetes

@ Moderate

@ Moderate

D Moderate

2 Moderate-High

D Moderate

#low  ¥ilow

= Active smoker (high dependence)

60

) »30

30-60

) »45

& Low!

£ >24 weeks

B »12weeks

B »12 weeks

B »6 weeks

3 »12 weeks

2 Beginner

B Save and close

@ Print
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How to define the patient's weekly sports goal (or exercise

prescription)?

When you open the EXPERT tool, it automatically suggests a
recommendation (indicated by a thick border around the box).
4iEvery time you change the disease-related selections, the
recommendation is updated automatically. Make sure you check
that this recommendation is suited for the patient.

If you agree with the automatically generated recommendation,
5lyou can accept the recommendation and save it to the patient
record by clicking this button.

If you wish to modify the generated recommendation, you can
click this button.

A ©oro-001001-312 @ 182/89 mm Hg B Tikg + 2468 kg/m2 © LDL: 11 mg/dL

§ Female, 44years @ 87bpm £ 723m
EXPERT tool

Weekly sports goal Safety precautions

Primary indication Select primary indication:  CAD, PCI, CABG, and minimally invasive CABG

Key risk factor Select risk factors:  Type | Diabetes  Hypertension

Exercise modifier Select exercise modifiers

Select anomalies occurred during exercise testing

Select medication that affects exercise prescription:

o @ Moderate | Daily ) 2060 [ »12weeks %, Yes

=428

Slow 4 Low

Tilow = Active smoker (high dependence) & Low ! & Beginner

[ Save and close

* IMT after CABG surgery (from 30 up to 60 of Pimax, 20-30 min/session, 3-5 days/week)

pravent hypogly

+ end exercise session with hig wse of strength

+ Isometric handgrip exercise raining

+ Strength training exercises:

2 days/week, 40-80% of 1RM, 12-15 reps/set

2 days/week, 70-85% of 1RM, B-10 reps/set, at least 21 sets

@ Print
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How to define the patient's weekly sports goal (or exercise
prescription)?

You may choose to modify either some or all the fields in the |
generated recommendation. We advise you to formulate the reason
why you have changed the recommendation. This extra information
can serve as a future reference when analysing the data of the

& coro-001001-312 S 18289mmHy O 73kg ¥ 2468kymz  OLDL1Imgidl 42% &low  ilow Mlow =2 Activesmoker (highdependence) & Low! < Beginner

§ Female 44years % 87bpm § 723m

Recommendation *IMT afier CABG surgery (from 30 up to 60 of Pimax, 20-30 min/session, 3-5 days/week)

patient or for other members of the team when accessing the s o STEn e o resemt ypochycems m
patient’s record. A s

You can click the undo button if you want to undo your changes in e —"

the recommendation. e I

You can save the modified recommendation by clicking this button. Tomar———) 7 T [Depenencies ml proveems
From the second time onwards, when you save a recommendation T TITS———

for a certain patient, you will have to choose between starting a new S

training program or a follow up recommendation that is considered o v o re———

part of the last (ongoing) training program.

This decision will not have any influence on the exercise training @ Session dursten

recommendation as such. Considering a recommendation as the e - m = pepandencies

beginning of a training program or not has only informative 8 Progmmmedrsien

purposes. me = [ [max | | Dependencies

You can go back to the initial recommendation and collapse the

K R K X %, Strength training
recommendation box by clicking this button.

Yes ~  Dependencies
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How to define the patient's weekly sports goal (or exercise

prescription)?

When starting the trial for the patient, you
only see the "Recommendation" box as
there is no "Saved prescription" yet.
10After you click the "Save" button for the
first time, you get a "Saved prescription"
and a "Recommendation” (i.e., two
boxes).

A coro-001001-312

@182/89mmHg G 73ky  F2468kgm2 OLDL1Img/dl  :42% @Plow Flow  Tilow = Active smoker (high dependence) & Low! I Beginner

§ Female 44years % 87bpm F 723m

Primary indication
Key risk facter

Exercise modifier

Anomalies

Recommendation

Saved prescription

Selectrisk factors: Hypertension  Type 1 Diabetes

Select exercise modifiers:

Select anomalies occurred during exercise testing:

Select medication that affects exercise prescription:

+ IMT after CABG surgery (from 30 up 1o 60 of Pimax, 20-30 min/session, 3-5 days/week)
- end exercise session with high-intense or strength exercise to prevent hypoglycemia
- isometric handgrip exercise training
© Moderate | Daily () 2060 [) »12weeks %, Yes £ . yrength training exercises
2 days/week, 40-80% of 1RM, 12-15 reps/set
2 days/week, 70-85% of 1RM, 8-10 reps/set, atleast 21 sets.

1%

= IMT after CABG surgery (from 30 up 10 60 of Pimax, 20-30 min/session, 3-5 days/week)
- end exercise session with high-intense or strength exercise to prevent hypoglycemia
B ~ isometric handgrip exercise training
© Moderate | 57 O 2060 [ >12weeks "y Yes £ . syength training exercises
2 days/week, 40-80% of 1RM, 12-15 reps/set
2 days/week, 70-85% of 1RM, 810 reps/set, at least 21 sets

.
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How to view the safety precautions for the patient?

In the "Safety precautions" tab, you can consult the list of safety
precautions according to the patient’s most recently saved
exercise recommendation.

You can click on each of the boxes to read more information on
each one of the categories.

Note: The Printout is intended for professionals e.g., an exercise

) physiologist or physiotherapist if used for creating a detailed

exercise program for the patient. The recommendation contains
medical terms which might not be understood by the patient
hence the printout is not intended to be given to the patients.
Inform the patient verbally about the safety precautions as
applicable.

EXPERT tool

2 cor0-001001-312  B1E/EImmHg  ©73ky ¥ 2468kg/m2  OLDLTImgdl  Z:42%  Slow  #low  Vlow 2 Activesmoker (highdependence) & low! 3 Beginner

§ Female, 44years € 87bpm £ 723m

© Save and close & Print

Weekly sports goal

‘CAD, PCI, CABG, and minimally invasive CABG o

Hypertension

+ Stopping exercise suddenly should be avoided as it may result in a precipitous drop in SBP: Alpha blockers and vasodilators may exacerbate this effect. In these cases, extending the cook-down is generally recommended

+ Bblockers and diuretics may adversely affect thermoregulatory function, especially during exercise in warmer temperatures and cause hypoglycaemia in some individuals. Educate patients about the symptoms and give
advice to ensure appropriste hydration in specific circumstances such as hot weather.

« I hyertension is poorly controlled, high-intensity physical exercise as well as maximal exercise lesting should be of postpaned until approps 1 treatment has been instituted and BP is lowered

+ 1f SBP rises > 250 mmHg and/or DBP >115 mmHg during exercise, the training session should be terminated and the person should be advised 10 visit their doctor as this may indicate the need 1o adjust medical therapy

bouts of handgrip contractions lasting 2 min each for a total of 12-15 min per session

+ Additional isometric handgrip exercise training is advised: 40% of one maximal volitional performed as

Type 1 Diabetes o v
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Abbreviations (EXPERT tool)

CAD Coronary artery disease

PCI Percutaneous coronary intervention
CABG | Coronary artery bypass graft

LVEF Left ventricular ejection fraction

CMP Cardiomyopathy

CRT Cardiac resynchronization therapy
ICD implantable cardioverter-defibrillator
TIA Transient ischemic attack

CRT Cardiac resynchronization therapy
ICD implantable cardioverter-defibrillator
COPD | Chronic obstructive pulmonary disease

VO2peak | peak oxygen uptake

VT ventilatory threshold

IMT Maximal inspiratory muscle training with Plmax (maximal inspiratory pressure)
HRR heart rate reserve

1RM 1 repetition maximum (maximal muscle strength)

0"\ CoroPrevention
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What is the Nutrition-score?

*  The MedDietScore assesses how adherent a person is to the Mediterranean dietary pattern. It assesses the person’s
nutrition intake for 11 food groups: non-refined cereals, fruit, vegetables, legumes, potatoes, fish, meat and meat
products, poultry, full fat dairy products, olive oil and alcohol intake.

*  For CoroPrevention, we developed the Nutrition-score (based on the MedDietScore). The Nutrition-score indicates how
heart-healthy a person is eating. The key updates made to the MedDietScore to arrive at the Nutrition-score are the
following:

*  Update of the scoring protocol for alcohol intake. In the MedDietScore, drinking 0 alcohol is regarded as bad, but
in the Nutrition-score this is regarded as good.

* Update of the food groups to also cover alternatives that are more available in Nordic countries (ref. Nordic diet).

*  Addition of salt and sugar as two extra food groups.

*  The Nutrition-score is calculated by looking at how much the person consumes of each of the food groups.

* A Nutrition-score of 100% is the best a person can achieve. Howeuver, it is not feasible for everyone to get to this 100%.
The patient should aim to get as close as possible to 100%.

* Note that at the visits with the case nurse, the patient completes the MedDietScore questionnaire and two extra
questions for sugar and salt in the ePRO application. The scoring protocol from the MedDietScore is used there.
Whereas, in the mobile app, the patient completes the Nutrition-score questionnaire, which is a similar questionnaire in
the ePRO but the phrasing is adapted so it is easier for the patient to fill in the questions and the scoring protocol is
updated.

O"\ CoroPrevention
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How to follow up on the patient's progress for
healthy nutrition?

A coro-001001-351 (® Close patient record
& Medium 4 Low ¥ High ¢ Occasional Smoker % Beginner

1 In"Progress", there is an overview of the

patient’s current nutrition, as reported in the o Healthy nutrition @ o @
ePRO application and in the patient mobile app.

2 The overall rating of the patient’s diet (self- © Progress Goal setting
reported by the patient) is depicted.
¢
3 The Nutrition-score is shown, expressed as a ©  Myoverall dietis fair. ©) Reported on 24/11/2023
percentage. #
You can see W_hICh (?ha”e_nges th_e patl_ent ¥ Nutrition-score: 62% o Reported on 08/12/2023
reported as hindering him/her in eating healthy.
Healthy nutrition challenges Reported on 24/11/2023

« Price o

« Lack of self-restraint

< Go to journey Next step >
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Which types of healthy nutrition goals can be set for the patient?

1 In "Goal setting", you can discuss the patient's
goals for a healthy nutrition. Instruct the patien
to update the goals in the mobile app on a
weekly basis when actively working on healthy
nutrition (in level of guidance 2).

2 The text gives a brief explanation of the
Mediterranean and Nordic diet.

o
~

@ 145/72 mm Hg @ 78kg W 20.1 kg/m? © LDL: 154 mg/dL x151% & Medium % Low

coro-001001-351

1

#1 High

Healthy nutrition

Progress

You have decided to change to more healthy eating habits — great! However, it is not always easy to find
out what is healthy and what is not. The Mediterranean diet is not such a strict or restrictive diet, but it is
a tasty eating pattern which is healthy for everyone and is also recommended by the European Society of
Cardiology for cardiac patients, because it has been proved to reduce the risk of heart disease. Below,
we will guide you through the basics of the Mediterranean diet. The Nutrition-score that is used in the
application is based on the widely used "MedDietScore”.

Eat wholegrain food
items

Eat a healthy
amount of potatoes

Eat more fruit

® Close patient record

¢ Occasional Smoker 2 Beginner

Goal setting

Information

Try to eat whole-grain food items at least twice every day (eg. whole-grain
cereal for breakfast and whole-grain bread at noon).

Try to eat cooked potatoes three to four times a week. Try to vary with whole-
grain cereals (whole grain bread, whole grain pasta, brown rice).

Aim for a minimum of 2-3 servings of fruit per day (1 serving = 1 medium
piece of fruit (e.g. apple, orange), 2 small pieces of fruit (e.g. plums, kiwis)).
Note: fruit contains some sugar, so people with diabetes be careful out not
1o eat too much at once.

QO CoroPrevention
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Which types of healthy nutrition goals can be set
for the patient? 2 ooy D CED R GRS GND CEED €=

1 High ¢ Occasional Smoker Z Beginner

Name Information o
fr

The table on the left provides detailed

information about the goals to adhere Eat wholegrain food  Try to eat whole-grain food items at least twice every day (eg. whole-grain
to the Mediterranean or Nordic diet < items cereal for breakfast and whole-grain bread at noon).
7
Where the fOCUS Inon haVIng a hea rt- Eat a healthy Try to eat cooked potatoes three to four times a week. Try to vary with whole-
hea |thy ||festy|e @ amount of potatoes  grain cereals (whole grain bread, whole grain pasta, brown rice).
% Aim for a minimum of 2-3 servings of fruit per day (1 serving = 1 medium
Eat more fruit piece of frun (e.q. apple, orange), 2 small ple(‘:es (?f fruit (e.g. plums, kiwis)).
Note: fruit contains some sugar, so people with diabetes be careful out not
1 to eat too much at once.
Eat more Aim for a minimum of 4 servings of vegetables per day (1 serving = % cup of
vegetables cooked vegetables, a bowl of salad).
Beans, peas, lentils or tofu can provide complete protein sources without the
Eat more legumes
saturated fat levels.
L] ‘ ! : )
Pick heart-healthy proteins found in fish, shellfish, skinless poultry and lean
Eat more fish and meat products. Beans, peas, lentils or tofu can also provide complete protein
healthy protein sources without the saturated fat levels. Healthy, low-fat dairy can also serve

as a protein source.
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How to follow up on the patient's progress for smoke-free
living?

(Z: g::Prevention 001001 / BE1 m‘
" ” H .
1al?iers]%’astl(‘:lls‘| r'rép]?l;%aliuasnfgr\‘lg:r\{:)elgg (f)r.'feter]e A coro-001001-421 % 120/80 mm Hg © 72kg * 19.53 kg/m* © LDL: 5.74 mmol/l = 109.8 mmol/mol & Medium 4 Intermediate 1 Medium 2 Active smoker (high dependence) & Low! & Beginner ® End encounter
iving, as reported in the ePRO application ka6 WViig
and in the patient mobile app. N
. . Q Status Goal setting
2 In "Smoking behaviour", you havean
overview of how many cigarettes the patient Py o

smokes on a daily or monthly basis. The

Fagerstrbm score |S Shown (|nd|cating P Smoking behaviour Reported on 29/09/2024 Motivation to stop smoking Reported on 29/09/2024
whether the patient is dependent on Number of cigarettes: 18 cigarettes dally I want 10 stop smoking but havertt thought about when
nicotine). Degree of decency is shown with o Fagerstom score: 7 Moderate depend
COlor COdIng' ¢ Most recent quit attempt during the study
Quit attempts before the study Reported on 29/09/2024
3 In "Motivation to stop smoking", you have _ No data
an overviﬁw of the patient’s motivation to ° e o
stop smoking. = Options usedl to quitsmoking: « Cessation medication
4 In "Quit attempts before the study", you
have an overview of the quit attempts that
the patient undertook br—.ﬂ“ore the study. SRR hetne

5 "Most recent quit attempt during the

study" will only contain information after o
the patient performed a first quit attempt
with the mobile app. This section details Most recent quit attempt during the study Reported on 29/09/2024
more information about the patient’s most
recent quit attempt. Quit date: 30 September 2024 0 day(s)
Options used to quit smoking: No data
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How to discuss the patient’s quit plan?

1 In "Goal setting", you have static
information on the recommended steps
of a quit plan.

You can use this screen as a guideline
during the visit, to steer the
conversation and to support the patient.

Note that there is no interaction
between the caregiver dashboard and
the mobile app for this part.

O CoroPrevention

K Alpha

001001 / BE1

R coro-001001-361 % 145/98mmHg (2 93kg  + 2421kg/m* O LDL:10.86mmoll 1634 mmol/mol & Sedentary ! Occasional Smoker & Low 3 Beginner

Smoke-free living

Progress Goal setting o

How to give up smoking

Decide to quit
Recognize and commit o the decision to stop smoking for health and personal reasons

~

Set a quit date
Choose a specific day to start your smoke-free journey, providing a clear target to prepare for

©

Ways to quit smoking
Explore various methods 10 quit, such as nicatine replacement therapy, medications, or behavioral strategies.

IS

Involve others
Seek support from friends, family, or support groups to stay motivated and accountable.

Set the stage
Prepare your environment by removing smoking triggers and creating @ smoke-free space.

-

Challenges
Anticipate and plan for potential difficulties like cravings, withdrawal symptoms, and social pressures.

7. Benefits and rewards
Focus on the health benefits and personal achievements as motivation 10 stay smoke-free.

8 Coping plans
Develop strategies to manage stress and cravings, such as exercise, hobbies, or relaxation techniques

©

Keep a diary
Maintain a record of your quitting journey to track progress, identify triggers, and reflect on successes

< Previous step

QO CoroPrevention
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How to follow up on the patient's progress for stress relief?

1 In “Progress”, you have an overview of )
the patient’s current status for stress R e omonwe § e
relief' as reported in the ePRO app|icati0n R cor-001001-421  B12080mmMg & 72ky ¥ 1950kgm' O LDLST4mmall 3 10S@mmolmol o Medum g ifemediate  w Medium i Active smoker (high dependencel & low! 3 Bepinnar @ Close patient recan
and in the patient mobile app. o stress reliel

You have an overview of: o
Perceived stress

55810 30me extent @ Y oy manage to take good care of my mental health and stress levels.

Cument stressors Reported on 01/10/2024 ‘Your stress relief over time o From:  01.08.2024 2 uesl: 0LID.2024 ]

+ Concems sbout your heart conditior
« Lossof aloved ane

2 The patient’s self-perceived stress level;

3 The patient’s current stressors;

Current stress relief techniques Reparied on 0171072024

techniques;

Stress evel

+ Wssting with friends/family
= Going for a walk

4 The patient’s current stress relief .o

5 The results of the depression —
questionnaire (PHQ-9); T .. : -

Feelng down, deprassed, or hopeless

6 The results of the anxiety questionnaire } oo ) - 7
(GAD-7); -

Reparied on 28/09/2024

Coping measurements

7 The self-administered measurement of
how well the patient copes with stress;

 Feelng aaid as if samething awful might happen

8 Charts that allows you to view the
evolution of the patient’s stress and
coping measurements over time.
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How to discuss the patient’s goals for stress relief?

1 In "Goal setting", you can view the
patient’s motivation to work on the
different stress relief goals.

Take time to discuss these goals and
possible ways to reach the goals with
the patient.

Always consider if professional help is

needed for the patient's mental health.

xR

CoroPrevention
Alpha

R c0r0-001001-361 2 145/98mmHg @ 93kg  * 24.21 kg/m?

143

4|

X%

Stress relief

Progress Goal setting

Stress relief goals

Reduce stress

Improve mental wellbeing

Sleep better

Feel less lonely

< Previous step

001001/ BE1 coro-001001-361 (1958

© LDL: 10.86 mmol/l

: 163.4 mmol/mol

© Ruben Pauwels v

4 Sedentary st Occasional Smoker 4 Low 3 Beginner ® Close patient record

0010

Reported on 01/10/2024

Motivation

Go to journey >

.
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