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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)

= subjects/ Create 4001001 - Hebsii University Hospital

0 cormproenton

When a subject enrolls in the study, you start in the EDC
system.

To create the patient, you have to fill in the date and version
of the informed consent.

Shaw monitoring status

4+

ospral Informed Consent

@) G () Date of written informed consent

Version informed consent o

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

PERSONALISED PREVENTION FOR
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Conduct visit 1 (EDC)

Ask the patient to fill in ePRO questionnaires for visit
1. You can open the ePROs by navigating to

“EproLink”.

Look up the patient by entering the subject ID.

Click the button “Check available questionnaire links”

to open the links for the ePROs.

Subjects

Documents

Training

Export

Adjudication

EproLink

= EproLink

c0r0-001001-482

4= 001001 - Helsinki University Hospital

€oro-001001-482 ¥ fiers @
visit After  Created  Created
Subject Number  Visit  For QR Code ud
o 1ER Patent  May2, ShowQRCode  Ptps:dtablet q 0ek5P3_IHNpaDePaLE7IDZSVgr-5.Xg) aKAvY i
001001 2028 C:
81 1248 100fLDGhCUES opW_tq 20ORyuhIEK
coro- 1R Patemt  May2, - hitps:/tablet-qa sess S1mMQVEDOR PTovd1586c.
001001 2025 WY6SOy1BUN2gaATNGGISV|9UwXIZ1IFGRINWKF-J2BSFrOL npU LICOWV_NZL0G
) 1213
coro- 1 g3 Patent October hitps./ 5if A10CmViga_xv.
o01001- 2,202 2TBRaUL BZIL B e
a7 1637
coro- 1 B3 Patent  Octover hitps:/tablet-qa o . SUALCKMuz6E
o01001- 18,2024 1563 TbEmRtom. J
as 0612
coro- 1 @B Patent  October ShowQRCode  MPsi/tablet-ga. . AOEPIL 7q
001001 18,2024 Wi E2xs
2 0602
coro 1 @) Patient  September hitps:/tablet e Kn96BYTY
001001 29,2024 o OelbLa
il 1238
coro- 1 [ Patent  September o htips://tabl 3.
001001- 22,204 99871730, L .
a8 or1s
caro- 1 B} Patent  September hitps:/tablet-qa FTRmE T
o01001- 22,204 _Woyme i LQ9F: JWTUAQ- e
a7 0712
caro- 1 B3 Patient  September u hitps:/tablet-qa qony
001001- 20,2024 762 g EV7XUCS
416 1207
coro TG Patent  September oL cncoge | MPs/tableta oURg 1G3QhRPcuc_JBI gy WoWBSL
001001 20,2024 c il |JONKEY-PAL2ITHA9LRI)uHy6YmBZITSY_vQacKOEPK-_xaYAWNTL2KbH1 GI-pIWQbGADP SroDx-bSCNNOjxXgSBs
415 1206
coro- 1 @) Patent  April25, ” https://tablet-qa. UuCsQ: »
001001 2024 M.OTYL 5GIQy
a4 0637
coro- 1B patent  Apri2 hitps /tablet-qa 1gSeMIE

QO CoroPrevention
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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.

S

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

€]

O coroprovention

[ —— T

(7 Y CoroPrevention
WK o e enion on

Available Epra Link for Subject - coro-001001-482

e vis: 1
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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.

PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE
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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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How to create a subject (caregiver dashboard)?

If the patient is randomised into the PPP group, the patient has to
be imported into the Tool Suite. This is done by logging in to the
1caregiver dashboard and navigating to the “Create patient record”
screen.

Note: patients that are not in the PPP group cannot be imported
into the Tool Suite.

N

Fill in the subject ID.

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

" CoroPrevention

X dphe 001001/ BET

Create patient record

Q> cCoroPrevention
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How to create a subject (caregiver dashboard)?

1|Patient record succesfully imported into the Tool Suite.

@ CoroPrevention

X Apha 001001/BE1 O coro-00100I-482 (1965 X -

Patient

@ coro-001001-492 (1965)

General

Subject 1D core-0a1001-482
Gender Female

Year of bith 1965

Start date 01012025

URL and code to view the ePro for visit 2

Consultations during the study

Qo :—:

Parameters

‘@ Blood pressure

4

©Opan madication decision support o edit 1

R ® Ruben Pauwels ~

prescription  View patientrocord  Start visit 2

@ weht 0k
hitps:/| Y. F BMI kgém?
& Print QR cade for ePRO applicaticn © Lok cholesteral

0 Hoate- (Gucoss)

& Printanew for B app
Behavioural goals

X Pationt dropped out
& Medication adherence Inactive
4 Start moving Inactive
1. Hesitn ramion mactve
3 Smoke fea iving " nactive
& Stress ot nactive
& Koowiecge evel eginner

A Red: 0 A Orange: 0 Yallow: 0
Most recent alerts Fibar
© Open: 0 Handled: 0
ote Time - Module [r— Action
Q@ coroPrevention i i i
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This screen gives you a general overview of the most important H OW to View a su m m a ry

information about the patient. The patient record is at this moment not

open yet. about a patient?

You can view the general information about the patient, including the
patient's subject ID, gender, year of birth and date of enrolment in the

CoroPrevention study. o o e T ST ——— o o =
You can scan the QR code with the tablet to open the consultation patent

preparation questionnaire for the patient. Alternatively, you can type the

URL in the browser of the tablet. You can also print this code to give it to
the patient on paper.

To 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 patient, the
patient's login credentials are reset.

coro 201001482 0o

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

If the patient lost his/her smartphone (e.g. the smartphone is stolen),
lyou 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.

When the visit was already completed, the circle is green. When the visit
was skipped/cancelled, the circle is red. When the visit is not yet
completed, the circle is white.

Q> cCoroPrevention
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You can indicate that a visit was skipped by clicking on the circle of a not
yet completed visit.

You can view or edit the data that was entered before the encounter,
consult the questionnaire results and send the patient a reminder in the
mobile app to fill in the questionnaires, by clicking on the circle of an
already completed visit.

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.

For each behavioural goal, you can view how the patient is doing and in
which level of guidance the 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 and for each status (open/handled).
You can click on a filter to enable or disable it.

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

How to view a summary
about a patient?

O CoroPrevention
X digha

Patient

2 core-001001- 482 (1985)

001001/ BET

corn 001001452

‘‘‘‘‘‘‘‘‘‘‘‘‘‘
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Prepare for visit 2 (caregiver dashboard

MEDICATION PRESCRIPTION

1NOTE: 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.

AAAAA

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

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

Q> cCoroPrevention
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Prepare for visit 2 (caregiver dashboard)

EXERCISE PRESCRIPTION

1 During the visit, you will discuss the exercise goals with the
patient. To set a weekly sports goal (exercise prescription).
Click on the button “View patient record”

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

op 5:;:"’"“""” 001001/ BET

Patient

 coro-001001-482 (1865)

General

Subject 1D core- 001001 482
Gender Female

Vear of bith 1965

Start date o1012ms

URL and cade to view the ePro for visit 2

nitps: / ¥

Q coro-001001-482 (1965 X -

& Print R code for ePRO application

& Print s new QR password code for the mobile app

& Patient dropped out

Most recent alerts

[+ Logout mobile spp

Consultations during the study

0 :—:

Parameters

@ Blood pressure
O ieght

# oM

© (DL cholesterol

Z Mokl (Bhicose)

Behavioural goals

@ M

adherence
£ Start moving

1 Healthy natrtion

53 Smoke-free ving

& Stress rallel

2 Knotege level

Opan madication decision Suppart 10 sdit the pres:

oM om & { © Ruben Pauwels

cription

& Red: 0

View patiant racord

Inactive
Inactive
Inactive
Inactive

Inactive

Orange: 0

© open:0

Start wisit 2

Yellaw; 0

Handled: 0

Q> cCoroPrevention
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Prepare for visit 2 (caregiver dashboard)

EXERCISE PRESCRIPTION 00 ConProenion

R Lo 01001/ 861 cors-0a1001-482 (1965 © Ruben Puwels v
Navigate to the “Start moving” module by clicking the icon of ol P o pe
the running man. B | ———

4(Click on the ”Goal setting” tab. © g || T “ @

In the “Weekly sports goal” tab, click on the “Edit sports goal” 3 || (@ @ o e 5 e

5|button. - o o T
Enter the patient’s subject ID and click the “Edit sports goal” o o
button to open the EXPERT tool.

e enter the patients sobiect 13 st sparts gzal

pusen o

Edsportegoal  Cancel

QO CoroPrevention
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Prepare for visit 2 (caregiver dashboard)

EXERCISE PRESCRIPTION O CorsPrevention 0100, 51
Set a weekly sports goal (exercise prescription) for the patient| | ieeem coe
by selecting the relevant primary indications, key risk factors, EXPERT ol

exercise modifiers, anomalies and medication.
Note: filling in this information might require you to look at
the patient’s electronic health record.

When you have created the weekly sports goal for the

0]

patient, you can close the EXPERT tool by clicking the “Save — e —

and close” button.

wwwwww

Q> cCoroPrevention
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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 L it 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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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
open the ePRO for the patient.

Give the tablet to the patient so he/she can complete the

questionnaires.

3

AAAAA

||||||

uuuuuuuuuuuuuuuuuuuuuu

uuuuuu

uuuuuuuuuuuuuuuuuuuuuuuuuuu

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

‘‘‘‘‘‘‘
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Conduct visit 2 with the patient (caregiver dashboard)

o 5:;_“9""""“ 01001/BET  © cora-001001-482 (1985 x - om o om ox l © Ruben Pauwels < |

Click the button “Start visit” to open the patient record T —— —— g———

for a visit. AT . o
Consultations during the study

General
You can also start the visit by clicking the applicable visit o :
number in the timeline. . ©

Patient

Year of bt 1985

Start date 01012025

Note: If you accidentally mark the visit as skipped, you STE———— S
can undo it by clicking the visit number and re-opening
the visit.

% o

LEL cholestersl
& Print QR code for ePRO application © LB choles

2 HbAte- (Bhuesse)

& Print a new QR password code for the moblle app [+ Logout mobile app

Behavioural goals
"L Patient dropped out

@ Medicaten adherence

Inaciive
4 Start moving Inactive
# Hesithy nutmmion Inacve
8 Smoke-rea luing Inactive
& Sress relief Inactive
2 Knowladge tevel
Most recent alerts . ARed:0 A Orangs:0 Yellow: 0
© Open: 0 Mandied: 0

[ Time Type Modube Mossage Actien

Q> cCoroPrevention
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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_V7.0_21Aug2025 21
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Conduct visit 2 with the patient (caregiver dashboard)

Measure the vital signs and enter the data.
Note: after the visit, you can import this information in the EDC.
QG oo
During visit 2, and also 6, the patient has to perform the 6 Minute o
9|Walking Test. Record the results in the caregiver dashboard.

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

Indicate only NEW diagnosis since last visit.
10 . . . L

Note: after the visit, you can import this information in the EDC. 0Q CorPermion o jue o - .
R GePrerees ::::: :

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

Fill in the information that is required for the algorithm of the

Medication Decision Support System (Medication DSS) to make . N
11jpersonalized medication recommendations for the patient. This I

information can be filled in based on information that you can find Ee | ETE——— EETE—— . Ere—

in the medical records.

m CoroPrevention
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Conduct visit 2 with the patient (caregiver dashboard)

Starting with this view, you can have the shared
12/decision-making discussion with the patient about ‘ @
his/her status and goals. < AT e

uuuuuuuuuuuuuuuu

NNNNNNNNN

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

m CoroPrevention
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How to end a visit and close the patient record?

0" CoroPrevention
X Ak 001001/ BE1

A coro-001001-482

@ Your journey to a healthy lifestyle

1 Click on "End encounter" when you J
have completed the visit and wish to g o e
close it in the Dashboard. ! —

L

m CoroPrevention
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After visit 2 with the patient (EDC)

be completed in the EDC.

caregiver dashboard.

Short after visit 2, all missing information for visit 2 has to

You can also use the “Import data from CoroPrevention
2tool” to import data that you already registered in the

Note: After completing the visit in the Dashboard, ensure
timely eCRF data entry. This applies to all study visits.

@ @ O @ @

Subjects / coro-001001-482 / View

Shaw monitaring status
Vital Signs

Subject Summary QO  Bodyweight

Informed Cansent

Informed Cansen; Bload
Sampling Sub-tudy for Futurs.
Research

(O  Blood pressure
Enrolment V1 -

Systolic mmHg  Diastolic mmHg
wisit2 ~

Pulse Rate
Visit Date
bpm
Counselling and Gosl-
Setting
Vina signs
imical Assessment
Cancormitant Medications

Guestionnaires

‘Smoking Behaviour

Subject Reported Clinical
Endpoints.

& Minuste Walking Test

Adverse Events

o 0 0O 0 0 0 0O 0 0 ©

Device Deficiencies

4= 007001 - Helsinki Unsversity Hospitsl

9 ot data from CoroPreversion tal

Audit wsil

.
(7 Y CoroPrevention
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Conduct visit 3 -7

Visit 3: ePRO questionnaires + shared decision making conversation with case
nurse

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

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

eCRF.

Visit 6: ePRO questionnaires + shared decision making conversation with case
nurse + appointment with investigator

Visit 7: ePRO questionnaires + shared decision making conversation with case
nurse + 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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How to open the patient record?

When you want to see more information about the
patient then what is shown in the summary, you can
open the patient record.

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

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

Choose “View patient record" if you are following up
2 |on the patient in between visits (e.g., because of
alerts or because the patient has called you).

Q@7 CoroPrevention
X Aiph 001001/ BE1

Patient

Q cora-001001-482 (1965)

General

Subject 1D coro-001001-482
Gender Female

Year of birth 1965

Start date 01-01-2025

URL and code 1o view the ePra for visit 2

https/,

4 coro-001001-482 (1965 X -

& Print QR code for ePRO application

& Print a new QR password code for the mobile app

L Patient dropped out

G+ Logout mobile spp

Consultations during the study

o — -

Parameters

<@ Blood pressure
@ Wesght

T+ BM

& LDL cholesterl

n HbAte-(Ghicose)

Behavioural goals

@ Medica

Open medication

gm

decision suppart to adit the pras<ription

A & | © Ruben Paumets ~

Viaw patiant racord

Inactive

Start visit 2

# Star Inactive
4 Hesithy natrtion Inactive
x4 Smokefree lving Inactive
& Sessrelied inactive
£ Knowleige level
& Red:0 Orange: 0 Yellow; 0
Most recent alerts ke
© Open: 0 Handled: D
ot Tim: Twe Modul Message et
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How to start a visit with the patient?
All visits

OQ CorsPrevention  opigm g1 ccon © fuen Pasmes

A cora-001001-482

Complete some information about the patient. The

1 Start an encounter

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.
Q2 SopoPrevention  wgon per  c coo-omont-sea 0905

6 Minute Walking Test: In visit 2 and 6, the patient has
to perform the Six-Minute Walk Test. You have to

Start an encounter

3 X X i Vital Signs 6 Minute Walking Test Clinical Assessment Medication DSS Information
record the results in this screen. You can later import
this information into the EDC system. rm———— e

Q> cCoroPrevention
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How to start a visit R — . e
with the patient? ’

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

Medication DSS information: In visit 2 and visit 6, the e —
investigator will use the medication decision support

system to review and if needed update the patient's RGP o oo
medication prescription. For the medication decision P
support algorithm to work, you need to enter information I

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 et s
clicking this button. The patient record will then be e e
opened for the study visit.

Q> cCoroPrevention
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Remote follow-up on patient between visits

(Dashboard)

Click the button “View patient record” to open the patient
record for a follow-up.

\ 1
Note: use “View patient record” 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.

nnnnnn

wwwwwww

m CoroPrevention

NNNNNNNNNNNNNNNNNNNNNNNNN
ssssssssssssssssss




Remote follow-up on patient between visits (caregiver
dashboard)

‘ erhe patient record is open for follow-up. ‘

(g‘\ AC r.oPu\renticn 001001/ BE1
<o
@ Your journey to a healthy lifestyle

JOURNEY  PARAMETERS

nnnnnnnnn

QO CoroPrevention
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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). Pending alerts o 2 Red: 138

-0
INote:alertsare shared-betweenal-nurses-of a-site: et

* * @ Open Handled
The rEqwred actionis descrlbed n the alert' Q_ search alerts for patient o - From 24012023 x [ Until 25.00 x @

N

Click the “File lookup” icon to open the patient record. e o e ”‘"‘“'*9 e o et o

w

coro-001001-353 2025-05-19 08:15 QOrange Healthy nutrition The patient’s Nutrition-score dropped below 31. E X
Cllck the Cross button to mark alert as handled coro-001001-183 2024-04-02 14:57 Red Healthy weight The weight of the patient has increased by 8% since the previous encounter. E X
core-001001-371 2024-04-15 14:09 Red Healthy weight The weight of the patient has increased by 8% since the previous encounter E v
. . . . “« ” coro-001001-408 2024-05-22 19:49 Red Lowering cholesterol LDL-Cholesterol was >70 mg/dL or > 1.8 mmol/L. E X
If you dismiss an alert by mistake, click on the “Undo
coro-001001-409 2024-05-22 19:55 Red Healthy weight The weight of the patient has increased by 8% since the previous encounter. [ Y X
5 bUtton Wlthln 30 Seconds' cero-001001-337 2024-05-28 10:31 Red Healthy weight The weight of the patient has increased by 8% since the previous encounter. B X
cora-001001-418 2024-11-05  09:34 Red Smaoke-free living The patient has relapsed in smoking and is not motivated for a new quit attempt. B X
i i " " i coro-001001-421 2024-11-05 15:42 Red Smoke-free living The patient has relapsed in smoking and is not motivated for a new quit attempt. X
’

6lhave been marked as completed/handled coro-001001-423 20241118 11:11 Orange  Healthy weight The weight of the patient has increased by 6% since the previcus encounter. B x
coro001001-419 20241118 13:41 Red Lowering chL or > 1.8 mmal/L B X
.re . Rowsperpage: 10 ¥ 1100f 22 >

You can search for alerts for a specific patient by 9

~

entering their subject ID in the search field.

Tip: Click the Date column to sort alarms and view the most recent
alerts at the top.

This column indicates the module associated with the
alert.

Q> cCoroPrevention
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Handling alerts (caregiver dashboard)

In the patient overview, there is a section “Most recent
alerts”. This section shows all alerts (handled and
unhandled) that were triggered for the patient since last
4pvisit.

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

@ CoroPrevention
K Alphs

% 001001/ BET

Patient

, eora-001001-452 (1965)

General

Subject 1D 0001001482
Gene Femate

Year af birth 1965

Start date 01012025

URL and code to view the ePro for visit 2

0 coro-001001-483 (1965 X -

https:/{tablot-qa

& Print QR cade far sPRO application

new OR password code for the mobile app

s& Pationt dropped out

o Most recent alerts

(S

Lagaut mabile app

Cansultations during the study

0—:—: .

Parameters

% siood pressure
@ weaht
L

© LDL chalesterat

2 HbALC- (Ghucoss)

Behavioural goals

@ Medication adharence

# strtmavng

§4 esry ruton

g

Open medication decision support 1o edit the prescription  View patient record  Start visit2
. 7
& Red: 0 Orange: 0 Yellow: 0
Filter
© Open: 0 Handlod: 0
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Correcting data entry (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.

N

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

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.
Patient
Q core-001001-482 (1965)
General
‘Subject ID coro-001001-482
Gender Female
Year of birth 1965
Start date 01-01-2025
URL and code to view the ePro for visit 3
https://tabl ObgBOEALXLCNPY
(o RESRED eI Patients who complete the trial per protocol will
automatically lose access to the CoroPrevention
& Printa new QR password code for the mobile app [> Logout mobile app mobile app upon Completion of the ViSit 7'
o *& Patient dropped out

QO CoroPrevention
x PERSONALISED PREVENTION FOR

CORONARY HEART DISEASE
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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.

©Q SoroPrevention  p0i001/ge1 coro-cotan-aa2 s x c

Patient
| caro-001001-482 (1965)
Genaral
Subject D core 001001482
Gender Femaie
Year of bath 965
Start date o202

URL and code to-view the ePro for visit 2

& Print QR code for ePRO application

& Printa new QR password code for the mobile app

"2 Patient dropped out

Most recent alerts

Date Time

G+ Logout mabile 3pp

Consultations during the study

0—:—

Parameters

@ Blood pressure
@ veam

* o
P

2 Hbatc- (Blucoss)

Behavioural goals

& Medication sdnerence
4 sunn

¥4 Hesitny ratron

3 Smokefree iving
& Sess rolief

2 Knowledge evel

ision support to edi the prescription

View pationt record  Start wisit 2
7
Inactive
Inacive
Inactive
Inactive
Inactive
& Red0 Orange: 0 Yellow: 0
© Open: 0 Mandled:
Act
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Search all subjects

@ CoroPrevention

X Alpha 001001/ 001002 / 001003 / 005001 Q, search patient - Qe F3 & & Mia Makinen ~
All patients
Click on the “group” icon to view a list of all subjects e
at your Site- Subject 1D+ Gender Year of birth Start date
coro-005001-023 Male 1973 01-07-2023 e ﬁ
cero-001003-015 Male 197 04-09-2024 E
You can navigate to the next page by clicking Next or e e w o 8
. coro-001002-510 Male 1952 19-04-2025 |
by changing the number of rows per page at the "
bottom of the screen core-001002-508 Male 1973 16-04-2025 [
cor-001002-507 Female 1971 15042025 E
0ro-001002-506 Female 1947 14042025 [
Select the subject by clicking on “Preview icon”. ol [
coro-001002-504 Male 1960 06-07-2025 | 3
20
30
Showing page 1 of 14 n H = 12 13 14 »
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Completeness of ePRO questionnaires

* By clicking a visit in the timeline (visit
number) and clicking the “Check Do you went o edtthe data that was enered for vist 2
Completeness” button, you can view the vz
overall status of the questionnaires for

the visit)

th at Visit . Do you want to edit the questionnaire data for visit 27 Then click on cne of the
buttons below:
® Com pleteness Of the ePROS iS im po rta nt, Consultation Preparation Questionnaires (Completed Before The Visit)

Send Reminder To Patient

as they provide essential information for consult Myeel

several sections of the caregiver

dashboard and the data analysis.

Post C Itation Questi ires (Completed After The Visit)

I Send Reminder To Patient Consult Myself ]

* Note: ePROs will lock for editing 48h after
the visit. o

0000 00O0CO0DODODO0CDOCDODODODODODODODDO
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11

12

13

14

15

16

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

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

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

You can view the subject 1D of the patient.

You can view the patient's blood pressure. Blood pressure can be reported by the patient (in themobile app)or by acase
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 cholestercl can be reported by the patient (in the mobileapp) 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. HbAle - (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 asingle 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-score is based on the Med DietScore, which is ameasure 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 Fagerstrdm Test for Nicotine Dependence, which is astandard 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 stressscale. If the patient has suicidal thoughts, or a high depression or
anxiety score, thereisan 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 closethe patient record by clicking this butten.

Where can | see the patient's risk profile?

Q@ CoroPrevention
X i 001001 / BE1

& coro-D01001-482 Zamammbg 0% 516 kg F Aetve smoksr (g depandence) & Lo % Begnnar

*You can change the units for LDL and HbA1lc in Settings.

QO CoroPrevention
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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.

) D G G € O O ™

Q@D CoroPrevention
Alpha

8

2 coro-001001-482 % 124/98 mm Hg

]

001001 / BE1

) 90 kg ¥ 35.16 kg/m? © LDL: 2.64 mmol/l

Your journey to a healthy lifestyle

Status Goal setting

JOURNEY PARAMETERS

Your journey

Time 26-05-2025

(28

% 31.2 mmol/mol
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How to know the patient's level of guidance for a
behavioral goal?

O CoraPrevention 51001, ey

1 When you have opened the details about a behavioral
goal, you can view the patient's level of guidance for the

Medication adherence

behavioral goal by looking at the circles. .

The circle of the patient's current level of guidance for ; mestly taks my medication as prescrbed

the behavioral goal is highlighted. If there is no circle 5 R
highlighted, the patient is in inactive mode (level of q || 24

guidance 0) for the behavioral goal.

L s]

(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
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.

o 5:{:""“‘““"“ 001001/ BE1

coro-001001-482

Medication adherence

% ® 4 ©
)
3

Medication adherence barriers

Nobarrier

I mostly take my medication as

pre:

scribed

AAAAAAAAA

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

goal?

You can go to the previous discussion step by clicking this
button.

After going through all discussion steps for a module or
4 |behavioral goal, you can return to the patient's journey by
clicking this button.

Repeat the same steps for each behavioral goal as
applicable.

poich

~~~~~~~

Active smoker (bigh dependence) 4 Low 2 Beginner

m CoroPrevention
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How to follow up on the patient's progress for the
journey?

0" CoroPrevention

A coro-001001-001 % 120/80 mm Hy k ¥ 26.12 kg/m OLDL:3mmell  :858mmolimol & Low  # Sedentary ¥ High Nonsmoker & Low & Beginner @ Close patient record
@ Vnurjnurni to a healthy lifestyle
In "Progress", you can view the patient's 2 e e

progress for his/her journey towards a healthy 2 [ [ groreme—
lifestyle. You can view the patient's progress for | «

=

Your journey Time 19-05-2025 Your timeline

a) the beha\“oural goals and u Use slidar ta soe how your behaviour change goals evolve over time ([T B e
b) the parameters. . ¢ [
£} e
& L] OF T Tesrm S—
Montored actom
= -
e ™ 8 o “,ﬁ;;,«ro,fi\;,w#w'iw;ﬁ BT T e
| @ £}
Next step >
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How to follow up on the patient's progress for the

behavioral goals?

The "Journey" tab in "Progress", shows an
lloverview 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
"”Medication adherence" and ”Start moving" are
far from the "Be healthy", so these risk factors
need most improvement. "Healthy nutrition” and
“Smoke-free living” are near to the "Be healthy",
so these risk factors are well under control.
“Stress relief” is in the middle, so still quite some
room for improvement.

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

@ CoroPrevention
X Alpha

001001 / BE1

2 coro-001001-001 120/80 men Hg + & LDL: 3 mmelrt

@

Your journey to a healthy lifestyle

Progress Goal setting

7 85.8 mmol/mal

Use siider 10 see haw your behaviour change goals evolve aver time.

Your timeline

Vi Enveimant|

® Ruben Pauwels v

@® Close patient record

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.

Q;‘\ g:hr:)Puunlmn 001001/ BE1

& coro-001001-001 % 12000 mm g

Your journey to a healthy lifestyle
Progress Goal setting

JOURNEY  PARAMETER

Your journey Tirwe 18-05-2025

U3 sldar 10 568 ho youx Dehavicas Changs Gosls Svolve cver e,

Your medication adherence over time

o Tt ™ T T 8 T
From e
172023 @ 300420

.
(7 Y CoroPrevention
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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.

O CoroPrevention
K Alpha

2 core-001001-001

001001 / BE1

@ Your journey to a healthy lifestyle

o Progress

®

Goal setting

algoals  § Sunmoviea P Hestt

Period

| © Ruben Pauwels +

© Close patient record

le e
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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
to achieve the outcome goals by
working on the behavioural goals.

CoroPrevention
(Q Alpha

£ coro-001001-482

212498 mmHg  © 90

001001 / BE1

# 35,16 ky/m®

Your journey to a healthy IU
Status Goal setting
BEHAVIOURAL GOALS  OUTCOME GOALS

#

< Previous step

Medication adherence

Start moving

Healthy nutrition

Smoke free living

Stress relsel

ODL264mmoll  312mmelimol & Medium

Status Maotivation

m % Active smuker (high dependence) 4 Low & Beginner

Decision
Inactive Start action Monitored action
Medication adherence
Start maving
bl

Healthy rutrtion

Smoke-free iving

Stress refiel

Maintained behavior

QO CoroPrevention
X
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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. QQ CoroPreventi

X Aiphs 001001 7 BE1

A coro-001001-482

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.

& Yourjourneyto ahealthy lifestyle
< status Goalsatting

For each behavioural goal, the goal is to discuss and decide together with the LR [ o
patient in which level of guidance the patient will be. 2 s e
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 U .
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

Note: For the behavioural goal "Medication adherence", only "inactive", "monitored action" and "maintained behaviour" are available.

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."

@ CoroPrevention
K Alpha

001001 / BE1

£ coro-001001-482 28 mmbg G 90kg ¥ 3516 kg/m

o)

o

@

kil

Your journey to a healthy lifestyle

Status Goal setting

BEHAVIOURAL GOALS  OUTCOME GOALS o

@  Lowering blood pressure
@ Healthy weight

©  Lowering cholesterol

< Previous step

Active smoker (high dependence)

™ @ Add target waight

“low 5 Beginner

© Ruben Pauwels ~

@ End encounter
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How to set the patient's outcome goals?

You can, together with the patient, set a target weight.
\When you add a target weight and the patient’s current
BMI is more than 25 kg/m”2, the recommended target

If the patient's BMI is already 25 kg/m”2 or lower, it is
recommended to maintain the same weight

You can, together with the patient, remove the target
weight.

weight is set automatically to a 5 percent weight reduction.

@ CoroPrevention
X Alpha

3 coro-001001-482

@

Your journey to a healthy lifestyle

Status

001001/ BET

Goal setting

OUTCOME GUALS

Status

Outcame goal
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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.

ou 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: healthy nutrition, stress relief, medication
adherence, my heart, smoke-free living, 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.

X soru-001001-302

001001/ BEY

Increase your knowledge

en

s

o A
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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.

O CoroPrevention

XK Alphs

2 com-001001-001

Increase your knowledge

001001 / BET

2024

From unil
02.08.2024 5 26052008

100612024
1970202

2570602020
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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
icon representing the type of education (i.e. text, image or video), the
category and if the patient already viewed this educational item or
not.

N

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 @ o :
of recommended educational content is automatically selected for e

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.

~

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
sent to the patient, and how many times the educational
item was viewed by the patient).

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
10/notification (i.e. in an application reminder) by clicking this
button.

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

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

Prevention

o Co

ro
X Aiphs 001001/ BE1
2 coro-001001-482

Increase your knowledge

.........

.............
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How to view the patient's status for medication adherence?

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

You can see how the patient describes his/her medication

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

& coro-001001-482 2 12498 i sokg R IST6kpm O LDL2.64 o 1.2 movol/mol 2 Active smokar (Ngh dependence) & Low 2 Beginner ® End encounter

Medication adherence [ 1O

You can see an overview of the patient's barriers for medication = 0°

adherence (only V2). The barriers are based on the patient's . . o
mostly take my medication as prescribed

answers on the ldentification of specific questionnaires i.e., IMAB 2

(medication barriers), GAD-7 (symptoms of anxiety) and PHQ-9 W | et sitersmcn s e B

-

(signs of depression) that were completed in the ePRO application o rir 24
at V1. : 6 '

small arrier
3]

I

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

g bsrries

5[The elements indicated in orange are small barriers for the patient. o N

The elements indicated in red are major barriers for the patient.
These are the elements that the patient has limited knowledge
6labout, or that go wrong on a regular basis. These are the patient's
main points for improvement and should be the focus of the shared
decision making discussion.

Q> cCoroPrevention
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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 in general.

The patient's small (orange) and major (red) barriers
for medication adherence are depicted. The barriers
are based on the patient's answers on specific
questionnaires i.e. IMAB, GAD-7 and PHQ-9 that were
completed in the ePRO application at V1.

w

The chart depicts how the patient's medication
adherence evolved over time. The medication
adherence was reported by the patient in the mobile
application or the ePRO application. With date picker
you can adjust the time period shown in the chart.

o

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

8]

@0 CoroPrevention
X Alpha

& coro-001001-001

001001 / BE1

@ Medication adherence

L0 P
Low

I never take my medication as prescribed

Medication adherence

From

01.04.2025

=]

unsil

26.05.2025

N TesEmmolmol  @Llow % Sedentary

pored on

Medication adherence barriers

Asmall barrier

AB A big barrier
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How to follow up on the patient's progress for medication

adherence?

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
7lover 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

(o]

10

@ CoroPrevention
Alpha

X 001001/ BE1
2 coro-001001-001 120,50 mm Hg #2939k 1L 3 mml
@ Medication adherence

@ Pragress Prescription

| never take my medication as prescribed

Medication adherence

+ Sedentary

Reported on
07/05/2025

Hon amok tow 2 Beg
Medication adherence barriers
A small barries

,,EE A big bosrier

dat

Level of guidance 1

® Ruben Pauwels

® End encounter

-
[ O]

Raparted on
260812025

of the last 30 days in this period in level of guidance e 6 Es ‘ e [ 7 i

. . Best month - January 2025:
1 for "Medication adherence". e

Last 30 days 16.13%
In the calendar overview, you can view on which - | pe——
days the patient's medication adherence was good } -
(green), moderate (orange), or bad (red). —
(«’ Coropreventlon CoroPrevention Caregivver dasbhoard user guide_V7.0_21Aug2025 63




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

How to view the patient’s

The patient's current medication prescription is shown. There is also an

indication of the changes that were made since last encounter. These m ed icatio n p resc ri pti o n ?

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.

O CoraPrevention
X diphs 001001/ BEY

(95

Drugs that were deleted since last visit are scratched through.

2 com-001001-482 124/98 mm b S0kg #3616 kyym LDL2 bhmmold % 1.2 mmol/mol Active smoker (gh dependence) & Low 3 Begmer ® clo

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

Medication adherence [ 10

£ Open medication decision suppart to edit the prescription o

Totalip

= .
o T G G
— osn
Al To reduce chalestersl and siabilising plaques in the coronary arteries.

@ Changs history

You can click on a row in the medication prescription to view more P @
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 o Coidogr
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.

hen Who What

2600872025

264082025

264082025 investigatar Aviced the drug to the prescrigtion

& Aspirin (+]
To be able to view the additional information about a drug, the o ..
medication class of the drug should be selected. .

10[You can record additional notes for the drug. Q‘
If you have an investigator role in the study / in dashboard, you can

[

11

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

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

Q> cCoroPrevention
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How to open the medication deC|S|on support system

(medication DSS)?

There are three ways to open the medication DSS.

In the patient summary, you can open the medication DSS by clicking this
button.

Open the patient record, click the “House” menu item to open the
medication DSS by clicking the “Open medication decision support”

button.

3 — I
In the "Medication adherence" module, you can go to "Prescription" and
click on this button to open the medication DSS.

Note: The nurse role can open and add/edit the
medication DSS until visit 2 is closed in the dashboard. The
nurse cannot run the medication DSS algorithm.

(7\ CoroPrevention
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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.

You can close the medication DSS by clicking this button. The
changes are automatically made to the patient's medication
prescription on his/her smartphone.

N

You can print the medication prescription by clicking any of
these buttons.

All warnings from the medication DSS for this patient are
grouped in this section.

You can close the medication DSS by clicking this button. You
cannot leave the medication DSS when the medication
prescription is incomplete.

Ul

OO CoroPrevention
W Alpha

A cor0-001001-882

Cardiac modicatian

© Current preseription

Change history

001001 / BE1

oMedicalioﬂ decision support system

Other medication

Allergies Titration s

chomos

Evoning ight

@ Add drug j

e a8
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How to prescribe cardiac medication following the
guidelines using the medication DSS?

In the "Cardiac medication" tab, you find an overview of all cardiac

2 cors-001001-482 nmin &0k v 3Siekgm G LOU2Skmmell o 312 mmolim At s (g dopenionen) & Low 3 Boginnar ®

medication entered into the prescription.

Gardiaz medication Other medication Allergies Titratien schemes Algorithm input

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

correctly prescribed, as recommended by the ESC guidelines.

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

by the algorithm of the medication DSS because it is recommended

according to the guidelines.

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

2the missing information, the background color for the drug changes from > Cunen rociption 9
yellow to green. o PR ; o e o

If the drug has a white background color, it means that the drug is not oy C e T 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. -

Note: The color-codes and recommendation algorithm are visible for pemm—" 9

investigators only.

@ Clepidagre

"~
[

Mening Hoon Aterncce, [—
Oty

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

11

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,
and the guideline source.

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.

You can view the change history for the drug.

A cors-001001-482

© Current prescription

Allergies Titratien schemes Algorithm input

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

Aspirin

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

m CoroPrevention
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OQ GoroPrevention  gp1001 nen

How to make changes to the patient's .~

medication prescription?
1/Close the medication prescription by clicking this button.
After you clicked the "Close" button, you have an overview | | . ....... T‘
2/of the patient's medication prescription (cardiac and other Sm— = , -
medication) and the titration schemes. = - I —
I . . e e
Return to the medication DSS to edit the patient's
prescription by clicking this button. o — P r—

Medication decision support system o # Edmprascription {8 Printfor genaral practnionss & Print for patiant

© Cardla medication

Note: You cannot exit the medication DSS if there - = - = =
are "open recommendations” (i.e., Tm———
recommendations that are were not accepted or o Jeoo .

rejected by the caregiver). - T T

A S ——

= Othar medication
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‘ PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE



How to make changes to the patient's medication

prescription?

A coro-001001-48: ® nmol 1 ral/mol jependen:
Morning ernoon Eveninginig
oaily
edication et been recomended by e algorthin.
@  Clopidogrel pa
Maorning Aftermacn Eveminginight
.....
This medication has been recommended by the aigorithin.
4 You can return to the CoroPrevention caregiver e
dashboard by clicking this button.
The medication prescription s f—
& Titration schemes
Titration scheme for beta blocker
osage
1111111111 e
(’ Coropreventlon CoroPrevention Caregivver dasbhoard user guide_V7.0_21Aug2025 ‘ 72
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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 other medication.

In the "Other medication" tab, view the non-

@D CoroPrevention oo o ;
H H H Alghs 1 BE1 3, coro- 001001-482 (1865 X ~ & Ruben Pauwels ~
cardiac medication entered. % ke
A comONOOIASZ G iMsImmbg B0k ¥ 3iGkym 6 LDC2edmmell > 312mrmemel Actve sk Qigh iopemionon) & Low 3 Buglver o)
Medication decision support system [ Close & Print for general practitioner & Print for patient

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

Cardiac medication Other medicatian Allergies. Titration schemes The patient age for the algorithm can be up to 1 year

w

ally significant, moderate to severe fraitty at any age *
and/or limited predicted lifespan (<3 years)

You can view the name of the drug.

You can view the dosage of the drug (doseand |  ~*"™"™" 9 o

unlt). o @ Fultium D3 8¢ 80

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

Baing repeated for Morning Maen Atemaon Evening/might
every | Week(s) on

You can view at what time(s) the patient has to posiAl .
take the drug.
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How to view the patient's allergies in the medication DSS?

o S:,‘::'P'"'"""" 001001/BE1 O coro-001001-482 (1965 X - © Ruben Pauwels ~
A, coro-001001-482 124/98 mm Hg. @ 90 kg * 35.16 kg/mv & LDL: 2.64 mameol/| > 31.2 mmol/mel

 Active smoker (hgh dependence) o Low 2 Beginner )

Medication decision support system

@ Close @ Print for general practitioner & Print for patient
1 In the "Allergies" tab, the medication allergies
entered for the patient are shown. This includes notes

EDC reported value.
Warning: Systolic B targets (e.g. <140 mmHg) should be
ting th

. . Lt . :lt;‘mt:\ ::mmwmic.ormes-unchwuv-nw and/ ot
about aspirin and ACE inhibitor intolerance. e St e e

& Allergies

No aspiin intalerance
ACE inhibitor intalerance
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How to view and edit the patient's titration schemes in the
medication DSS?

w

H

N

In the tab "Titration schemes", define the titration
schemes for medication that should be up-titrated.

1\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.

9]

Delete the titration scheme by clicking this button.

@ CoroPrevention
% Alpha

& coro-001001-482

001001/ BE1 9, coro-001001-482 (1965 X -

5 oaky  F 3516 kyim LDL: 2.64 memalil 1.2 memlimal

Medication decision support system

Cardiac medication Other medication Allergies

A& Titration schemes

Titration scheme for beta blocker

Stan dosage
Target dosage

Deseription

Titration scheme for angina pectoris
Start medication
‘Add medication

Description

Titration schemes

25mg
75my

Increase after 3 weeks when there are no contra-indications

Bota blockers.
Calcium channel blackers

if the nagor is not cantrolled with the beta blocker, consider ndding the CCB

0 Close & Print for general practitioner & Print for patient

The patient age for the algarithm can be up to 1 year cider than the

@ Add dosage ttratian scheme

® Ruben Pauwels ‘

\x. /

EDC reported value
ystolic BP targets (e.9. <140
‘among patients meeting the follos
#omatic, orthostatic hypotes
ly significant, moderate to severe frailty at any age *

andor limited predicted ifespan (<3 years)

0.®

© Add drug addition titration scheme
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How to view the patient's current status for physical
activity?

@D CoroPrevention —

1 In“Status” / "Progress", you have an s e [ e - |
0VerV|eW Of the patlentls curre nt & eoro-001001-482 12498 mm Hg 90ky ¥ 3516 kgim LDL: 2,64 mmal 31.2 mmolimal Active smoker (Wigh dependence) & Low & Beginner ® End encounter
physical activity, as reported in the ePRO | «  startmoving
application.

] Status Goal setting

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

You can view how much the patient is . S o e
moving globally.
You have an overview of the results of
the Rapid Assessment of Physical 9
3 Activity (RAPA) questionnaire. This
includes how active the patient s, if the
patient performs strength exercises, and

if the patient performs flexibility
exercises.

Q> cCoroPrevention

PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE



I

How to view the patient’s progress for physical
activity?

CoroPrevention

% 4 Alpha 001001/ BE1
. . . S i
Navigate to the progress tab in the Start moving | © **™"™
mOdu'e. v rogress Goal setting
& STATUS  PROGRESS o e
The subject’s daily step count is displayed as a 4 < as/uznes. ousons >
bar chart under “Daily Activity”. o
= Daily activity (steps) Weekly sports (keal)
Any reported sports activities are shown in the - - o e e
“Weekly sports” section. ot ——
o : o & 50 min. Basketball (455 keal
You can browse different weeks by clicking the - . .
week indicator (forward and back arrows). - - - e I
The subject’s level of guidance is displayed in the

nnnnnnnnnnnn

U

top corner.

m CoroPrevention
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Which types of physical activity goals can be set for
the patient?

1 In"Goal setting", you can set the RSPt o e
patient's goals for physical activity. Two 2 conanneor-4rz
types of physical activity goals can be » | Startmoving
set: a) a weekly sports goal and b) a daily ) e o
activity goal. o — -
Note: If no weekly sports is yet set for % w..u,s.,ma., o e
the “monitored action” (level of " @ i
guidance 2) for “Start moving”, the goal § (| -
becomes applicable from the moment . @) Mol Qs o i
that you save the goal. o B — -
- When you edit the weekly sports goal horess of st s
for the patient and the patient already
has a goal for the ongoing week, the R

updated goal becomes applicable as of
Monday (i.e., start of the new week).
The daily activity goal is always updated
immediately as this is a daily goal.
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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
used to motivate the patient to possibly restart this activity.

You can edit the patient's weekly sports goal (i.e., exercise prescription) )

by clicking the “Edit sports goal” button.

@ CoroPrevention
X Aghs

2 c0r0-001001-482

Start moving

001001/ BE1

Favounte actmtien
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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
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.

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

patient's daily activity goal is lowered automatically on days that he/she
reports sports.

activity, the patient needs to do fewer steps during the day. Therefore, the

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.

@) CoroPrevention
X Alphs

001001/ BE1

2 cor0-001001-482

Start moving

Daily activity goal (mlms
Level inactive (<2500 steps)
Proposed 2500

*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.

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).

You can download the weekly sports goal or safety precautions by
clicking this button.

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 and safety precautions contain medical terms
which might not be understood by the patient hence the printout is
not intended to be given to the patients. The date of creation /

revision of the exercise prescription is indicated in the printout.

0": g::fp"'"“"“" 001001/ BET

& cor-001001-482

§ Fomale,60yews g 78bpm  f S23m

EXPERT tool o @ Save and close.
Weekly sparts goal Safety precautions. E

Primary indicaty Indication ol

Seloct risk faclors;  Diskpidomia  Gbesity

Exercise modifier Select exercise modifiers:
Select snomalies oceurred during exercise testing.

Select medication that affects exercise prescription:  Statin

30 up 10 60% of Pimax,

week). and eléctro muscle stmulation can be added in case of very decondiioned patients
9. jogging. stepping, etc)

f 1RM, 815 raps/set

© Moderate 25 (03060 [ 2dweeks " Yes

red LVEF) and CMP] > above VT2 for 4 min/eyele

hlowered LVEF) and CMF] > u 10 6 cycles of 4+ 4 min, procesdes

i lowered LVEF) and CMP] - 210 3

n, 35 days/week)
ging, stepping, etc)
2 Moderate 35 (52060 [ 24wecks % Yes

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

001001/ BE1 © Ruben Pauwels ~

OO CoroPrevention

N Alphs
A CRUNNAE  Gimads S0k #MMgw O LDCZetmrell 32l 1 et o pighdopndence) & Lo 3, g ®
§ Female,60years @ 7abpm  F 523m
EXPERT tool @ Save and close x Close & Print
Weekly sports goal Safety precautions
In the "Weekly sports goal" tab, view and edit the patient's weekly Qmm o
sports goal. The patient's weekly sports goal is represented as the
. . . Key risk factor Seloct risk factors:  Diskpidenia  Obasity
exercise prescription.
Exercise modifier Select exercise modifiers:
\View the boxes with all the parameters related to cardiovascular S
diseases. There are five boxes, one for each of the categories Skt achstion ot s srro prciptor: (6588
2jincluded in the EXPERT tool algorithm: primary indications, key risk| | s T 0o 0. 230 o 3, oo o e B e
factors, exercise modifier, anomalies, and medication. You can : o ot b sciend
open each box by clicking on the box. P T e,

loweredt LVEF) an GMP] = up to 6 cyeles of 4 *  min, proceeded by 10 min warm-up

lowered LVEF) and CMF)->210 3

+IMT after CABG surgery (from 30 p 10 60 of Pimax. 20-30 min/session, 3-5 days week)
- advice exarcise modalities with arge caloric expendliture (walking, iogaing. stepping. etc)
al/week of energy expendiure shauld be achieved

- Strength training exercises:

2 daysiweek, 40-00% of 1AM, 12-15 repa/set

@ Modeate < 35 () 2060 [ 24weeks %, Yes 4
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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.

O CoroPrevention
N Alpha

& coro-001001-482

001001 / BE1

oy

§ Femsle,cOyears @ 79bpm  f s23m

EXPERT tool

Weekly sports goal

Primary indication I Select

Key risk factor

Salety precautions

Select risk factors: Diskphdemia  Obesity

H Obesity

1 Type 1 Diabetes
1 TypezDisbetes
1 Hypertension

©  Distipidemis

Salect exercise modifiors:

o DL26dmmaln %3 cker (high dependence) & Low 2, Beginner
© Save and close
@ Moderate 35 & »60 £ »24weeks
@ Moderate 3 @ =30 £ »12weeks
© Moderate s & sa 5 »12weeks
©) Moderate-High ¢ Daiy @ 3060 B 6 weeks
& Maderate k38 & =45 B =12 weeks

Salect snomalies occurred during exarciss testing:

Salect medication that affects exercise prescription: | Statin

D Moderate |« 25 G

* IMT (from 30 up 10 60% of Pima, 20-30 min/day, 35 days/week), and electro muscle stimulation can be added in case of very deconditioned patients
« athvice exercise modalities with large coloric espenditure {walking, ogging, stepping, etc)

of energy exp
* SEngth raining exercises;
2 days/week, 4D-60% af 1RM, B15 reps/set

3040 [ s2ewesks %, vas 4 " HITIntensity

Ietanrt e Caith i CAMPY = abovee VT2 fr 4 mindeurie

© Ruben Pauwels ~

)

x 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).
Every 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,
you 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.

Note: The recommendation by EXPERT tool updates only when

changes are made to the guidelines, patient profile, or selections.

@ CoroPrevention 0 oo

X Alphs
A ComONONAE  GiMmeNs S0l +Ikgm O LOLZStmrell 32l At ok igh dopamdnce) & Lom & Bagore ®
§ Fomalo.60years @ 78bpm  f Sz3m
EXPERT tool [ Save and close X Closs @ Print
Weekly sports goal Safety precautions
Primary indication Select pr Heart ailure
Key risk factor Seloct risk factors:  Disbpidemia  Obasity
Exercise modifier Select exercise modifiers:
Select anomalies becurred during exercise testing:
Select medication that affects exercise prescription:  Statin
Recommendation *IMT (from 50 up 10 60% of Pimas, 20-30 min/day. 3.5 days/week), and electro musele stimulation con be added in case of very decandiioned patients D e

e (walking. jogging. stepping, stc)
ed

# 1AM, 815 raps/sat
@ Moderate e 25 (D 3060 [ 24 weeks % Yes
1 lowered LVEF] and CMF] - sbove VT2 for 4 min/cycle
- Hil
[Hes red LVEF] and CMP] -= up to 6 cycles of 4 * 4 min, proceeded by 10 min warm-up
- HIT Freque
[Meart fadure (with lowered LVEF) and CWF] > 210 3
Savod prescriptior +IMT after CABG surgery (from 30 p 10 60 of Pimax. 20-30 min/session, 3-5 days week)
alking, iogaing. stepping. etc)
@ Moderste % 35 () 2060 [ S24weeks % Yes

Q> cCoroPrevention
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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
patient or for other members of the team when accessing the
patient’s record.

You can click the undo button if you want to undo your changes in
the recommendation.

You can save the modified recommendation by clicking this button.
From the second time onwards, when you save a recommendation
for a certain patient, you will have to choose between creating a
new training program or a continuation of the existing one that is
considered part of the last (ongoing) training program.

This decision will not have any influence on the exercise training
recommendation as such. Considering a recommendation as the
beginning of a training program or not has only informative
purposes.

You can go back to the initial recommendation and collapse the

recommendation box by clicking this button.

A core-001001-482

§ Female, 60 years

rendatior

@ Tabpm  f S23m

2 Intensity

[ Programme duration

Range - 24 Max Dopandoncies
#,  Swangth training

Yes

4 Addtionsl training stratagies

MY (from 30 up to 0% of Pirmax y. 3-8 day and

h lowered LVEF) and CM] -> sbove VT2 for 4 min/cycle

ol CMP] -» up 16 eyies of 4 * 4 min,proceedes by 10 min warm

+ athvice exercise modalities with large catoric expenditure (walking jogging. stepping, etc)
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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.

After you click the "Save" button for the first
time, you get a "Saved prescription” and a
"Recommendation" (i.e., two boxes).

Close the EXPERT tool by clicking on the
“Close” button.

Note: This closes the EXPERT tool without
saving changes.

Salect medication that affects exarcise prescription:  Statia

@ Moderste 2 25 (D 3060 [ x2dweeks "y Yes f

e 435 O 2060 [ >2dweeks S Yes &

min, proceeded by 10 min warm-up

2 jogging. stepping, etc

ppppp
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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.

O CoroPrevention
X Aighs 001001/ BE1

2 coro-001001-482 amsmmbg B 90kg ¥ 3516kg/mt

LDL: 2.64 mmel 1.2 mmalimel = Active smaker

§ Female GOyears % 78bpm  F S23m
EXPERT tool

Weekly sparts geal Safety precautions

CAD, PCI, CABG, and minimally invasive CABG

+ Training a5 1 be belaw the
I patients ater acute coronary syndrome or CABG p an o i order toimplament a
and mativ imnlofl!e.ﬂy\ecl\anaes mmecaton s efcarrl andm ety cognize snd prevent potentisl complications (e.g. recurrent ischemia, ahythmis, heart falure,

individually adjusted training program, 1o o3t

© Rubon Pouwels

x)

© Save and close x Close & print

imize all cther aspects of secondary prevantion (nformation

infections, wound

. strictly avoided during the first 6-8 weeks after thor :u-., this can be caused
+ In patients after elective PC, exercise fraining may be started immediately after healing af the punctur e vessl lnsm.rvb(-ns? wrly a5 one day after the interventin.

+ In case of CABG surgery, strength training for the arm musscles are only allawed when the sternum is stabilized

of the upp

Dislipidemia

Obesity

5.
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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?

1 In”Status/ Progress", there is an overview of the | o\ ¢, scnier o
patient’s current nutrition, as reported in the v
ePRO application and in the patient mobile app. R e

12 Active smoker (high dapandencs) & Low 2 Beglner @ End encounter
Healthy nutrition

2 The overall rating of the patient’s diet (self- v
reported by the patient) is depicted.

ALY

3 The Nutrition-score is shown, expressed as a
percentage.

"

You can see which challenges the patient
reported as hindering him/her in eating healthy.

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

In the "Progress" - "Weekly goals" tab, you

. : o OQ CoroPrevention [ mbmperas +
can review the patient’s reported nutrition < A o Lo memrems: - |
intake for the past week. PSS p— g ——— T PR

® Healthy nutrition . G 3 ‘;\i\

For each food group, the following is shown: S

o Amount reported by the patient (in s N o
servings per week), i o
1) Recommended amount based on the S Gaal Reparted amount Recommended amount Selected as goal

Nutrition-score guidelines ) ‘ Ew!.:hm:hymmnunlolpmalvrs Fp— qm, J I Nm.w.nr:unmz
o  Whether the patient selected as an ] — - R R
active goal (in Level of Guidance 2). + oo N S R
This overview shows where the patient R I P I
meets, exceeds, or falls below dietary S —— em——

# Eattasty food withaut added salt <5{g 9 1 bevel of guidance 2

recommendations, helping you provide PO — B DOyS—— o
tailored feedback. Use the date arrows to
navigate between weeks.

< Goto journey Next step 3

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

healthy nutrition?

This visual timeline helps to monitor
trends, spot recurring difficulties, and
provide meaningful feedback or
motivation based on progress.

In the "Progress over time" tab, you
can track how the patient's nutrition
behaviour evolves week by week for
each selected goal.

Switch between goals by clicking on
the drop-down list

The graph displays:

o Reported servings per week
(blue)

o Selected goal (green shaded
area)

o Recommended intake
(horizontal line)

@ CoroPrevention
X Alpha

2 coro-001001-001

001001 / BET

Healthy nutrition

Progress

Goal setting

ALS  PROGRESS OVER TIME

Healthy nutrition goal: | & Eatmore fruit

»
servings per week

From:  09.05.2024 3 Untik  01.06.2025 ]
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Which types of healthy nutrition goals can be set for the patient?

Q@ CoroPrevention

XN Aigha 001001/ BE1 © Ruben Pauwels
1 In "Goal setting", discuss the patient's goals for a P,
ey . G Healthy nutrition )
healthy nutrition. Instruct the patientto update = " o
the goals in the mobile app on a weekly basis |
when actively working on healthy nutrition (in ot e oyt g 1t i o S, e 3 e sy e sty b,

level of guidance 2). b

1] Name
2 The text gives a brief explanation of the P i
Mediterranean and Nordic diet. o ||

Eat mora vegetables

Eat more lequmes.

Eat more fish and healthy protein

protein

Eat 2 healthy amount of poultry

Eat healthy dairy

Use healthy fats.

Create a healthy alcahokdrinking habit

Eat tasty foad withaut added salt

Eat boss meat and change 1a heart-healthy

o
Try to eat whole grain fead items o least twice every day (eg. whele-grain cereal for breakfast and whole-grain bread at noan).

Try to eat cooked potatoes three to four times a week. Try 1o vary with whole-grain cereals (whale grain bread, whole grain pasta, brown rice).

Aim for a minimum of 2:3 servings of fruit per day (1 serving = 1 medium plece of frut (e, apple. orange). 2 small pieces of frst (eq. phums, kiwis)). Note: frult contain some sugas, sa peogile with diabetes be careful out not o est
100 much at once.

Aim for a minimum of 4 servings of vegetables per day (1 serving = 12 cup of cooked vegetables, & bowl of salad).

Beans, peas, lentils o tofu can sources fat levels.

Pick heart healthy proteins found in fish, shelfish, skinless poultry and lean meat products. Beans, peas, lentis or tofu can lso provide complete protein sources without the saturated fat levels Healthy, low fat daiy can also serve
a5 4 protein source,

Try to eat red meat as ittie as passible, ideally this is once every week al a maximu,
Poultry is |ower in fat (when prepared correctly) and can be consumad two ta thiee times per week.

Try 1o limit your full-fat dairy consumplion 1a maximum 2 serving per day.

Healthy fats are found in olive oil, in fatty fish and also muts and seeds. Canola oil, bie and nut ol {except lso be used. Try
or other healthy fats for cooking is recommended.

of butter as a first step! Daily usage of olive ol

Try to limit your alcohal intake 10, al a masirmum, 2 glasses per day for men and 1 glass per day for women, In aloohol Gonsumption, ke is always better. Aim for at least two alcohol-free days in the wek.

Try to replace salt with heslihier sitemnatives such as fresh and dried herbs, spices, black pepper, chill and leman. Remave the salt cellar from the table. Choase fresh food items instead of processed and canned foad items

Eat tasty foad while

Ty 9 your sugar 200,

.
(7 Y CoroPrevention
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Which types of healthy nutrition goals can be set

for the patient?

The table provides detailed
information about the goals to adhere
to the Mediterranean or Nordic diet,
where the focus in on having a heart-
healthy lifestyle.

o ﬁ:{:’pmve" " 001001/ BEV

£ Cov001001-482 T 1GEmmMg  B90ky ¥ ISISkm O LD Ztmmoll  32mmelmel & Modum e w5 hltvn smoker (igh dopemance) & Low & Baginer © End encounter
~ T
& Healthy nutrition [0]0]0©)
< Status Goal setting
&
You 10 change 1o mora - 16 it akrays w26 10 i out What 6 sty and whal i ot Tha Mecdtaranean dit i ot cuch  sic o reswiti e, bt & tasy eaing patlom which s hasthy fo evaeyond and i ale
 recommende by the Ewopean Society of Cadiolog for cadis patients, because it s e Beion, we will quide of et The o acore het s used i the sppliction i bosed on the widely
* used "MedDietScore”.
L Name Information
Eat wholegrain food ilems Try to eat whole-grain foad items af least twice every day (eg whole-grain cereal for breakfast and whale-grain bread at noan)
Eat a healthy amount of potatoes 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),
"
P i for a minimum of 2:3 servings of fruit per day (1 serving = 1 medium plece of fruft {e.g. apple. orange), 2 small pieces of frut (e.qg. plums, kiis)). Note: fruit contains some sugar, so people with diabetes be careful aut not 1o eat
ore fr too much st once.
| &}

Eat mora vegetables

Eat more lequmes.

Eatmore fish and healthy protein

Eat boss meat and change 1a heart-healthy
protein

Eat 2 healthy amount of poultry

Eat healthy dairy

Use healthy fats.

Create a healthy alcahokdrinking habit

Eat tasty foad withaut added salt

Aim for a minimum of 4 servings of vegetables per day (1 serving = 12 cup of cooked vegetables, & bowl of salad).

Baans, peas, lantils or tofu sources fat levels.

Pick heart healthy proteins found in fish, shellish, skinless poullry and lean meat products. Beans, peas, lentils or tofu can also provide complete protein sources without the saturated fat levels. Heakhy, low-fat dairy can also serve
a5 4 protein source.

Try to eat red meat as ittie as passible, ideally this is once every week al a maximu,

Poultry is |ower in fat (when prepared correctly) and can be consumad two ta thiee times per week.

Try 1o limit your full-fat dairy consumplion 1a maximum 2 serving per day.

Healthy fats are found in olive oil, in atty fish and also uts and seeds. Canola oil, ble and nut ail {except lso be used. Try of butter as a first step! Daily usage of olive ol
ar ather healthy fats for cooking is recommended.

Try to limit your alcohal intake 10, al a masirmum, 2 glasses per day for men and 1 glass per day for women, In aloohol Gonsumption, ke is always better. Aim for at least two alcohol-free days in the wek.

Try to replace sat with healthier alteratives such as fresh and dried herbs, spices, black pepper, chilll and leman. Remave the salt cellar from the table. Choase fresh food items instead of processed and canned foad items

Eat tasty foad while

Ty 9 your sugar 200,

.
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How to follow up on the patient's progress for smoke-free

living?

1 In “Status”, there is an overview of the patient’s
current status for smoke-free living, as reported in the
ePRO application and in the patient mobile app.

2 In "Smoking behaviour", shows an overview of how
many cigarettes the patient smokes on a daily or
monthly basis. The Fagerstrém score is shown
(indicating whether the patient is dependent on
nicotine). Degree of nicotine dependence is shown
with color coding.

3 In "Motivation to stop smoking", gives an overview of
the patient’s motivation to stop smoking.

4 "Quit attempts before the study", gives an overview
of the quit attempts that the patient undertook before
the study.

5 "Most recent quit attempt during the study" will only
contain information after the patient performed a first
quit attempt with the mobile app. This section details
more information about the patient’s most recent quit
attempt.

@ CoroPrevention
X Alpha

001001 / BE1

A coro-001001-482 4/98 mm Mg kg ¥ 3516 kg/m LDL: 2,64 menol

Smoke-free living

Status oonl setting

Smoking behaviour

Quit attempts before the study

Number of qui

Reported on 26/05/2025

Reported on 26/08/2025

Motivation to stop smoking

| REALLY want to stop smoking but | don't know when | wil e
Most recent quit attempt during the study

Nodata

© Ruben Pauwels v

® End encounter

eMost recent quit attempt during the study

Quit date: 30 September 2024 0 day(s)
Options used to quit smoking: No data

Q> cCoroPrevention

‘ PERSONALISED PREVENTION FOR
CORONARY HEART DISEASE

Reported on 29/09/2024




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.

Q@ CoroPrevention
X Alpha

2 coro-001001-482 3 124/98mmHg O 90 kg ¥ 3516 kg/m* © LDL: 264 mmol| 31.2 mmol/mol
@ Smoke-free living
@ Status Goal setting o
@
How to give up smoking
&
1. Decide to quit
Recognize and commit to the decision to stop smoking for health and persenal reasans.
1
2. Seta quit date
Choose a specific day to start your smoke-free joumey, providing a clear target to prepare for.
4
~ 3. Ways to quit smoking
Explare various methods to quit, such as nicotine replacement therapy, medications, or behavioral strategies
i 4. Involve others
Seek support from friends, family, or support groups to stay motivated and accountable
L8] 5. Setthe stage
Prepare your by triggers and creating a ke-free space.
6. Challenges

001001 / BE1

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

~

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

=

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

]

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

< Previous step

Active smoker (high dependence)

i Low

© Ruben Pauwels

® End encounter

Go to journey >

Q> cCoroPrevention
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How to follow up on the patient's progress for stress relief?

1 In “Status / Progress”, you have an R SeroPrevention 0011y (& suvr s~ |
overview of the patient’s current status
for Stress relief, as reported in the ePRO 2 coro-001001-482 24/98 mm Hg = 90 kg ¥ 35.16 kg/m* ) LDL: 2.64 mmal/l 31.2 mmol/mel = Active smoker (high dependence) @ Low & Beginner ® End encounter
application and in the patient mobile app. o Stress relief OO
You have an overview of: v SO
@

L . )
2 The patient’s self-perceived stress level; i perceived stress P I gu— [S—
3 The patient's current StreSSOI’S; o @ | feel stressed very much. a @ I always manage to take good care of my mental health and stress levels. o

. . Current stressors Reported on 26/05/2025 Your stress relief over time rom: 0102 - il 1 -
4 The patient’s current stress relief = o o (R e) e Emaa e

H . « Concems about your heart condition ——
techniques; - * Loss af aloved one e

5 The results of the depression © cumentstrss oot tochiques w3
questionnaire (PHQ-9); A o :
6 The results of the anxiety questionnaire pepression —
(GAD-7); I (5 ] -
+ Little interest or pleasure in doing things X
7 The self-administered measurement of o o s et e s o et o
how well the patient copes with stress; E
Andety Reporied on 26/05/2025 e—
8 Charts that allows-you to view the Seorws winimolon e |
evolution of the patient’s stress and " |
coping measurements over time.

Q> cCoroPrevention
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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.

@ CoroPrevention

% Alpha 001001/ BE1
2 coro-001001-482 @ 124%EmmHg  © 90kg
@ Stress relief
< Status Goal setting n
@
Stress relief goals
£
il
Reduce stress
3¢
- Improve mental wellbeing
[}
Sleep better
Sleep better

Feel less lonely

< Previous step

* 35.16 kg/im?

6 LDL: 2,64 mmal/l

3 31.2 mmol/mal

termediate dedium 50 Active smoker (high dopendence) & Low 3 Beginner

Motivation

® End encounter

0]0]0)]

Reported on 26/05/2025

Go ta journey >

.
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