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Appendix 1: Audit registration form
	Variable
	Operationalisation
	Categories

	Patient identification data (collected from sources other than general practice patient records)

	Pseudonymised patient ID 
	Generated upon inclusion
	Number

	General practice provider ID
	Provided from the Central Denmark Region
	Years

	Patient sex
	Sex registered in the Danish Civil Registration System1; data provided by the Danish Atrial Fibrillation Registry2
	0=Male
1=Female

	Patient age
	Age on 1 January 2023, calculated based on birth date; data provided by the Danish Atrial Fibrillation Registry2
	0=<65 years
1=65-74 years
2=>74 years

	Data for calculating CHA₂DS₂-VASc score

	Hypertension
	Resting blood pressure >140 mmHg systolic and/or >90 mmHg diastolic on at least 2 occasions and/or current antihypertensive pharmacologic treatment. 
	0=No
1=Yes

	Congestive heart failure
	Diagnosis of congestive heart failure or documentation of reduced left ventricular function on echocardiography that does not normalise with rhythm or rate control. Diagnostic data should be accompanied by symptoms of decompensation or decongestive therapy to confirm the clinical condition.
	0=No
1=Yes

	Vascular disease
	History of any of the following: prior myocardial infarction, intermittent claudication, angina pectoris supported by objective findings on ECG and/or heart imaging, arterial or venous thrombosis, previous percutaneous intervention or surgery in ischaemic indication.
	0=No
1=Yes

	Diabetes
	HbA1c >48 mmol/mol in at least two independent measurements and/or ongoing treatment with oral hypoglycaemic agent and/or insulin. For oral hypoglycaemic agents, prescriptions for weight loss or other non-diabetic conditions were not included.
	0=No
1=Yes

	Stroke, TIA or thromboembolism
	History of any of the following: ischaemic stroke, transient ischaemic attack, pulmonary embolism or peripheral embolism.
	0=No
1=Yes

	Arrhythmia presentation

	Classification of arrhythmia
	AF classification on 1 January 2023
	1=Single-episode AF
2=Paroxysmal AF
3=Persistent AF
4=Permanent AF
5=Atrial flutter, no AF
6=Not classifiable
7=No AF or atrial flutter

	Current and previous treatment 

	Current prescription for OAC
	Does the patient record indicate an active prescription for OAC treatment (that is not being dispensed)?
	0=No
1=Yes	

	Previous prescription for OAC
	Has the patient previously received OAC treatment?
	0=No
1=Yes

	Current prescription for antiplatelet agents
	Is there a current prescription for acetylsalicylic acid, clopidogrel or other antiplatelet agent?
	0=No
1=Yes

	Radiofrequency ablation (RFA)
	Has the patient undergone radiofrequency ablation?
	0=No
1=PVI
2=Isthmus block
3=PVI+ Isthmus block
4=RFA – type unknown

	Left atrial appendage occlusion (LAAC)
	Has the patient undergone a left atrial appendage occlusion procedure?
	0=No
1=Yes

	Comorbidities that may influence OAC treatment decisions

	Kidney function
	Has the patient impaired renal function?
	0=No
1=Yes

	eGFR
	If the patient has impaired renal function:
What is the most recent eGFR value? 
	Value

	Liver function
	Has the patient impaired liver function?
	0=No
1=Yes

	Haemostatic disorders
	Has the patient thrombocytopenia or any coagulation disorders?
	0=No
1=Yes

	Bleeding
	Has the patient a history of major bleeding or bleeding complications related to OAC treatment?
	0=No
1=Yes

	Alcohol
	Has the patient a history of excessive alcohol use?
	0=No
1=Yes

	Terminal illness
	Has the patient end-stage disease and receive only palliative care?
	0=No
1=Yes

	Follow-up and decisions on OAC treatment

	OAC treatment decision – ever
	Has a decision regarding OAC treatment been documented in the patient record at any time?
	0=No
1=Yes

	OAC treatment decision – past year
	Has the decision regarding OAC treatment been reviewed and documented in the patient record within the past year?
	0=No
1=Yes

	Follow-up –
past year
	Has the patient had a consultation regarding AF within the past year?
	0=No
1=Yes

	Setting of latest AF contact
	What was the healthcare setting of the most recent contact regarding AF?
	1=General practice 
2=Hospital outpatient clinic 
3=Hospital admission 
4=Specialist practitioner
5=No information on contacts concerning AF

	Setting of AF follow-up
	Which healthcare setting is responsible for the planned AF follow-up?
	1=General practice 
2=Hospital outpatient clinic 
3=Specialist practitioner
4=No planned follow-up

	Accessibility of AF diagnosis
	Is the information on the AF diagnosis readily accessible in the patient record (e.g. under chronic conditions or in a highlighted summary note)?
	0=No
1=Yes


	Care trajectory and clinical decisions

	Care trajectory
	Description of the patient's care trajectory from diagnosis to 1 January 2023, including an assessment of the primary reason for the lack of treatment.
	Open-ended text

	Clinical decisions

	Comprehensive documentation of the clinical context, including circumstances related to the diagnosis, procedures (e.g. RFA and LAAC), comorbidities, key clinical decisions and other relevant factors.
	Open-ended text


Abbreviations: AF: Atrial fibrillation; LAAC: left atrial appendage occlusion; OAC: oral anticoagulant; PVI: pulmonary vein isolation; RFA: radiofrequency ablation; TIA: transient ischaemic attack
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Appendix 2: Criteria for assessing atrial fibrillation diagnoses as invalid

For an atrial fibrillation (AF) diagnosis to be assessed as invalid, the following criteria had to be met:
· The registration of the diagnosis could be confirmed in the general practice medical record.
· Sufficient additional information about the circumstances under which the diagnosis was registered was available to refute the presence of atrial fibrillation.

A lack of information available in the general practice patient record was not considered a reason to reject the diagnosis. In such cases, the diagnosis was regarded as valid, and the patient was included in the audit.

Atrial flutter diagnoses were defined as valid, as they were part of the inclusion criteria.

Patients assigned an invalid AF diagnosis could be categorised as follows:

	Category
	Definition
	Observed cases (n)

	Atrial arrythmia other than AF
	AF diagnosis was registered in relation to a healthcare contact concerning AVNRT, FAT or non-sustained ventricular tachycardia.
	n=10

	AF suspected but not confirmed during diagnostic workup
	Symptoms of AF leading to investigations. AF was never confirmed, but the diagnosis was registered during the diagnostic workup.
	N=14

	Misclassification
	Diagnosis registered in relation to healthcare contact concerning another healthcare issue and obviously not relevant.
	N=2


Abbreviations: AF: Atrial fibrillation; AVNRT: atrioventricular nodal reentrant tachycardia; FAT: focal atrial tachycardia
