Additional File 2.  Quotes with General Practitioners demographic identifiers
	[bookmark: _Hlk207205643]Vague notions of primary and secondary prevention

	· In fact, in certain situations, I confuse primary and secondary prevention (GP5, female, rural practice).
· For high-risk diabetic patients... I think of it as secondary prevention, given that the risk is greater in diabetic patients (GP7, male, semirural practice).
· When there are already visible atheromatous lesions, there is indeed a high risk, so I feel that primary my patient is beyond primary prevention (GP1, female, urban practice).
· If they have had further tests that show blocked carotid arteries, it makes me wonder (GP8, female, semirural practice).


	Cardiovascular risk assessment

	· I sometimes have to prescribe antiaggregants for people who have not yet had a problem but who have risk factors (GP9, male, urban practice).
· In primary prevention, it is obviously diabetes first, then the other risk factors such as obesity and smoking. If these are present we may consider prescribing. Once again, I will adapt to the patient's condition (GP7, male, semirural practice).
· Thus, I use the SCORE 2 risk calculator. I try to calculate it and then I adapt the treatment according to it (GP10, male, rural practice).

	Ambivalence towards the elderly

	· I admit that for people aged 70-80, I do not truly ask myself the question (...) If a person who is still active or plays a sport starts treatment at 75, then it’s fine (...) For people aged 85, I start to wonder whether there are too many risks of side effects (GP 2, female, urban practice).
· The patient's life expectancy is also of interest; is there any point in treating them with primary prevention if they have several serious pathologies that reduce their life expectancy? (GP7 male, semirural practice)
· Of course, if there are cognitive problems, I'm not going to bother him with that, I'm going to be a little less aggressive than with a 75-year-old who's still in good shape and, above all, still in his right mind. (GP4, female, rural practice)
· Is it truly in the patient's best interest to increase their life expectancy by potentially preventing a heart attack or reducing the risk of cerebral haemorrhage? (GP7, male, semirural practice)
· I think that the indication is there, but the real particularity is that the population is much more at risk, and as such, we need to move away from a simple standardized recommendation to a case-by-case analysis depending on the patient's frailty and calculate the benefit‒risk balance according to the benefit of using this treatment (GP7, male, semirural practice).

	To prescribe or not to prescribe?

	· It is not something that worries me in terms of bleeding risk, especially for people aged 75 in fact. (GP4, female, rural practice)
· Yes, there is perhaps a tendency to trivialise things a little, especially as these are small doses of antiaggregants (GP3, male, urban practice).
· I often rely on the cardiologist. Often, the cardiologist adds it even though I have not prescribed it yet. (GP2, female, urban practice)
· Because of diabetes and cholesterol, I'm going to take an active approach by sending you straight to the cardiologist, who will tell you that you need to start taking anti-aggregants (GP4, female, rural practice).
· If the cardiologist has recommended it, then there are two people insisting on it, and that makes it simpler (GP6, male, semirural practice).
· It is true that we do not have any established recommendations, and it would be interesting to have clear guidelines specifying what needs to be done (GP1, female, urban practice).
· In fact, it seemed quite clear to me, but now I'm a bit confused by the study I have read, which shows that there is a greater risk of haemorrhage, whereas up until then it seemed quite consistent [...] so I'm wondering about prevention, what do we do? [...] I think we are opting for less treatment (GP8, female, semirural practice).
· If the person is already being treated with an anticoagulant, such as Xarelto or Eliquis, I do not recommend combining the two, as it increases the risk of bleeding (GP10, male, rural practice).
· We also learned that he was not taking it. He was happy to take one less medication (GP8, female, semirural practice).
· I have two or three patients who saw a cardiologist several years ago who told them to take a little to thin their blood [...] but for no obvious reason. I have tried to stop them from taking it, but they do not want to. (GP3, male, urban practice)
· It was the specialist who prescribed it. Did the patient meet any other criteria that I'm not necessarily aware of, particularly studies? And then the patient also sees it that way, he asked a specialist for advice and the specialist told him to take it... so as a GP I find it hard to recommend that they stop. Maybe I do not have all the information I need to recommend that they stop (GP6, male, semirural practice).
· In a person in good general condition, you always think: if in 6 months they have a stroke, have I made a mistake by stopping them? (GP2, female, urban practice)




