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Appendix 1: Supplemental Methods and Supplemental Tables 1 and 2 

 

Screening population & study design 

To maximize generalizability of the study, it was designed to use existing site personnel (General 

Practitioners and clinic nurses) rather than bring in external investigators.  Within the busy 

Family Practice clinics, it was not feasible to recruit a true consecutive series of patients.  This 

was mainly because of the time taken for consent and study data entry, rather than the time taken 

for the actual screening tests.  Clinics would generally recruit patients on days where personnel 

were available for study tasks and would approach all consecutive suitable patients on those 

days. 

 

Subjects age 65 and over could be identified by examining clinic patient lists in advance, or at 

the time of check-in.  Potential subjects were approached by clinic nurses for further discussion 

of the study, checking of inclusion and exclusion criteria, and consent. 

 

Subjects were deemed “unavailable for follow-up” if they would be unable to perform a 12-lead 

electrocardiogram on the same day, if they were going to be absent 90 days after the screening or 

if the local study personnel felt that their life expectancy or clinical condition meant that follow-

up would not be possible. 

 

It was important to blind the screeners to any prior diagnosis of atrial fibrillation to minimize the 

chance of bias in the pulse-check.  Thus, patients were not asked their atrial fibrillation status 

prior to screening.  The primary comparison of the screening tests also requires sufficient 

numbers of patients with atrial fibrillation to allow statistical analysis, so it was beneficial to 

include as many patients with atrial fibrillation as possible.   

 

Sample size calculation 

The expected atrial fibrillation prevalence (4.4%), sensitivity (87%) and specificity of pulse-

check (81%) were based on prior literature(1, 2).  A sample size of 2,682 would have 80% power 

to detect a 10% difference in sensitivity, and >99% power to detect 10% difference in specificity, 
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of either single-lead electrocardiogram or blood pressure device compared to pulse-check.  

However, a pre-specified interim analysis after enrolment of 1,000 subjects revealed a 

significantly lower atrial fibrillation prevalence than expected.  Accordingly, there would be 

insufficient power to compare sensitivity between the screening methods during the planned 

recruitment period.  Recruitment was continued until >2,100 subjects were enrolled, at which 

time >99% power was retained to detect a 10% difference in specificity.  
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Supplemental Table 1: Primary comparison of specificity of single-lead 
electrocardiogram & blood pressure device versus pulse-check for detection of 
atrial fibrillation  
 

Comparison test Pulse-check Total 
Test positive Test negative 

Single-lead 
electrocardiogram 

   

  Test positive 5 13 18 
  Test negative 60 * * 
  Total 65 * * 

  Pulse-check vs single-lead electrocardiogram: 
Chi-square, P-value: 

30.2, <0.001 

Blood pressure 
device 

   

  Test positive 9 25 34 
  Test negative 56 * * 

  Total 65 * * 
  Pulse-check vs blood pressure device: 

Chi-square, P-value: 
11.8, <0.001 
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Note that this comparison for specificity is performed using only those subjects who did not have AF 
confirmed by further testing, i.e. any “positive” results here are false positives.  Statistical comparison is 
performed by McNemar’s test using discordant results.  Since those testing negative on all 3 tests did not 
undergo confirmatory testing (12-lead electrocardiogram  Holter monitor), some cells are blank (*). 
 
 
Supplemental Table 2: Baseline characteristics of subjects found to have atrial 
fibrillation, stratified by type of atrial fibrillation 
 

Characteristic 

Actionable 
atrial 

fibrillation 
N=14 

Known 
atrial 

fibrillation 

N=44 

Newly-
diagnosed 

atrial 
fibrillation 

N=12 

P value 

Known vs 
newly-

diagnosed 
atrial 

fibrillation 
Age (years) – mean (SD) 76.4 (7.2) 78.8 (7.0) 75.9 (6.4) 0.20 
Male gender – no. (%) 7 (50) 28 (64) 7 (58) 0.74 
White/Caucasian ethnicity – no. (%) 14 (100) 41 (93) 12 (100) 0.35 
Body mass index (kg/m2) – mean (SD) 28.7 (5.5) 30.4 (6.8) 28.0 (5.1) 0.27 

CHA2DS2-VASc score – mean (SD) 3.43 (1.22) 3.95 (1.24) 3.42 (1.31) 0.19 

Any anticoagulant 0 (0) 42 (96) 0 (0) <0.001 

Warfarin 0 (0) 19 (43) 0 (0) 0.005 

Non-vitamin K antagonist anticoagulant 
agent 

0 (0) 23 (52) 0 (0) 0.002 

% time in therapeutic range for those on 
warfarin – mean (SD) 

N/A 67.5 (22.6) N/A - 

Heart rate (beats/min) – mean (SD) 80.4 (12.6) 75.1 (10.8) 81.1 (13.0) 0.11 
Systolic blood pressure (mmHg) – mean 
(SD) 134.6 (16.7) 132.2 

(17.3) 
136.9 (14.9) 0.41 

Diastolic blood pressure (mmHg) – mean 
(SD) 78.5 (13.2) 77.3 (11.5) 80.1 (13.5) 0.48 

Abbreviations: CHA2DS2-VASc score: points for Congestive heart failure, Hypertension, Age 75 
(doubled), Diabetes mellitus, Stroke (doubled), presence of Vascular disease, Age 65-74, Sex Class of 
female; SD: standard deviation. 
 
 


