SUPPLEMENTARY MATERIALS
Eligibility criteria
To enroll in the study, a diagnosis of PSVT by a medical professional and history of at least one previous episode of PSVT were required. Documentation of a patient’s PSVT was to be representative of what would occur in a real-world setting. Enrollment did not require confirmation of AV nodal involvement in the SVT mechanism by electrophysiology study; suspected AV-nodal dependent SVT, e.g., by ECG information or other, was sufficient for inclusion. Suspected AV-nodal dependency of an SVT, based on an ECG recording was based on criteria including regular rhythm, heart rate (HR) above 100 bpm, narrow QRS complex, and possibly retrograde P waves. Appropriate documentation to support enrollment of a patient in NODE-303 included:
Electrocardiographic documentation such as:
12-lead ECG
Holter ECG study
Ambulatory monitor, including mobile or wearable devices
Electrophysiology study
Confirmation of arrhythmia conversion after adenosine or CCB administration
Documentation (report, hospital or emergency department discharge summary, or physicians’ notes) confirming a history of PSVT from an electrophysiologist, cardiologist, or emergency physician who had obtained electrocardiographic evidence of PSVT in the past
Documentation from other medical personnel was to be discussed with the medical monitor
Patients who had an ablation were to have evidence (electrocardiographic and repeated clear symptoms) of PSVT occurring after the ablation.
Patients who planned to have an ablation could be enrolled if they were expected to have at least one PSVT episode prior to the planned ablation. Patients were not required to agree to participate in the study for the maximum four episodes to be enrolled, only one episode was required. Patients were withdrawn once an ablation was performed.
Patients to be enrolled in the study should generally have experienced symptomatic PSVT episodes which lasted more than 5 min. Patients with asymptomatic PSVT, or with short duration of episodes were considered unlikely to benefit from etripamil and were not to be enrolled. Note that an actual tracing showing PSVT for longer than 5 min was not required for inclusion in the study. Patients with co-morbid atrial fibrillation were allowed to enroll in the study if they met the criteria for PSVT.
Inclusion criteria
Patients who met all the following criteria were eligible to participate in the study:
1. Diagnosed with PSVT by a medical professional and reported having at least one previous episode of PSVT. For clarity, PSVT referred to episodic SVT that included the AV node as a critical part of reentrant circuit.
1. At least 18 years of age. 
1. Signed NODE-303 written informed consent.
1. Women of childbearing potential were required to agree to use at least one form of contraception during the trial and to discontinue from the study if they became or planned to become pregnant. Postmenopausal females were defined as having amenorrhea for at least 12 months prior to Screening without an alternative medical cause.
1. Willing and able to comply with study procedures.
Exclusion criteria
Patients who met any of the following criteria were excluded from participation in the study:
1. A history of atrial arrhythmia that did not involve the AV node as part of the tachycardia circuit (e.g., atrial fibrillation, atrial flutter, intra-atrial tachycardia). Patients with a history of these tachycardias who were also diagnosed with PSVT were eligible.
1. History of allergic reaction to verapamil. 
1. Current therapy with digoxin, or any Class I or III antiarrhythmic drug. Patients were eligible if these drugs were stopped at least five half-lives before the administration of etripamil NS. The only exception was oral amiodarone which was to be stopped 30 days before enrollment. 
1. History or evidence of ventricular pre-excitation, e.g., delta waves, Wolff-Parkinson-White syndrome. 
1. History or evidence of a second- or third-degree AV block. 
1. History or evidence of severe ventricular arrhythmia (e.g., torsades de pointes, ventricular fibrillation, or sustained ventricular tachycardia).
1. Symptoms of congestive heart failure New York Heart Association Class II to IV.
1. Systolic blood pressure (SBP) < 90 mmHg at Screening, Baseline or any Follow-up Visit.
1. Severe symptoms of hypotension experienced during PSVT episodes; Severe symptoms of hypotension (SBP is <90 mmHg) are usually defined as light-headedness, nausea or vomiting.
1. Significant physical or psychiatric condition including alcoholism or drug abuse, which, in the opinion of the Investigator, could have jeopardized the safety of the patient, or impeded the patient’s capacity to follow the study procedures.
1. History of syncope due to arrhythmic etiology at any time, or history in last 5 years of unexplained syncope.
1. Pregnant or breastfeeding.
1. Previously enrolled in a clinical trial for etripamil and received study drug or participation in any clinical trial for other investigational products or medical devices within 30 days of Screening.
1. History of acute coronary syndrome or stroke within 6 months of Screening.
1. Evidence of renal dysfunction as determined by an estimated glomerular filtration rate assessed at the Screening Visit as follows: 
a. <60 mL/min/1.73m2 for patients <60 years of age
b. <40 mL/min/1.73m2 for patients ≥60 and <70 years of age
c. <35 mL/min/1.73m2 for patients ≥70 years of age.
Severity of Adverse Events
Clinical severity of an AE was classified as: 
· Mild - Usually transient and may require only minimal treatment or therapeutic intervention. The event does not generally interfere with usual activities of daily living. 
· Moderate - Usually alleviated with additional specific therapeutic intervention. The event interferes with usual activities of daily living, causing discomfort but poses no significant or permanent risk of harm to the patient. 
· Severe - Interrupts usual activities of daily living, or significantly affects clinical status, or may require intensive therapeutic intervention. 
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	Ayham Shneker, MD
	San Antonio Premier Int. Med, San Antonio, TX, USA
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Supplementary Table 1. Summary of perceived PSVT episodes treated in the safety population
	Safety Population

	N
	Single Dose 
(70 mg)
n (%)
	Optional Repeat Dose 
(2 x 70 mg)
n (%)

	Overall
	1054
	955 (90.6)
	99 (9.4)

	Episode 1
	503
	463 (92.0)
	40 (8.0)

	Episode 2
	283
	256 (90.5)
	27 (9.5)

	Episode 3
	165
	147 (89.1)
	18 (10.9)

	Episode 4
	103
	89 (86.4)
	14 (13.6)


Safety population includes patients who took study drug for at least 1 perceived PSVT episode.







Supplementary Table 2. Summary of TEAEs leading to study drug discontinuation
	
	TEAEs 
Overall
N=503

	System Organ Class
Preferred Term
	No. of Events
	n (%)

	Any TEAE
	40
	26 (5.2)

	Cardiac disorders
	7
	7 (1.4)

	Atrial fibrillation
	3
	3 (0.6)

	Acute coronary syndrome
	1
	1 (0.2)

	Acute myocardial infarction
	1
	1 (0.2)

	Aortic valve stenosis
	1
	1 (0.2)

	Stress cardiomyopathy
	1
	1 (0.2)

	Gastrointestinal disorders
	1
	1 (0.2)

	Oral discomfort
	1
	1 (0.2)

	General disorders and administration site conditions
	1
	1 (0.2)

	Facial pain
	1
	1 (0.2)

	Infections and infestations
	1
	1 (0.2)

	Septic shock
	1
	1 (0.2)

	Injury, poisoning and procedural complications
	1
	1 (0.2)

	Pneumothorax traumatic
	1
	1 (0.2)

	Nervous system disorders
	6
	6 (1.2)

	Syncope
	5
	5 (1.0)

	Hypoaesthesia
	1
	1 (0.2)

	Pregnancy, puerperium and perinatal conditions
	1
	1 (0.2)

	Pregnancy
	1
	1 (0.2)

	Respiratory, thoracic and mediastinal disorders
	21
	11 (2.2)

	Nasal discomfort
	7
	7 (1.4)

	Epistaxis
	4
	4 (0.8)

	Nasal congestion
	3
	3 (0.6)

	Rhinalgia
	2
	2 (0.4)

	Cough
	1
	1 (0.2)

	Pulmonary hypertension
	1
	1 (0.2)

	Rhinorrhoea
	1
	1 (0.2)

	Sneezing
	1
	1 (0.2)

	Throat irritation
	1
	1 (0.2)

	Vascular disorders
	1
	1 (0.2)

	Hypotension
	1
	1 (0.2)


TEAEs defined as AEs with a start date occurring after administration of study drug. No epistaxis was severe or led to medical intervention.
AEs, adverse events; TEAEs, treatment emergent adverse events

Supplementary Table 3. Summary of treatment-emergent serious adverse events (TESAEs); none related to study drug.
	TESAE
	Single dose (70 mg)
N = 428
	Optional repeat dose (2 x 70 mg)
N = 75
	Total safety population
N = 503

	System organ class
Preferred term
	Events, n
	Patients, n (%)
	Events, n
	Patients, n (%)
	Events, n
	Patients, n (%)

	Any TESAEs
	28
	22 (5.1)
	5
	4 (5.3)
	33
	26 (5.2)

	Blood and lymphatic system disorders
	1
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Anaemia
	1
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Cardiac disorders
	8
	8 (1.9)
	0
	0
	8
	8 (1.6)

	Acute myocardial infarction
	3
	3 (0.7)
	0
	0
	3
	3 (0.6)

	Acute coronary syndrome
	1
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Aortic valve stenosis
	1
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Atrial fibrillation
	1
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Cardio-respiratory arrest
	1
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Stress cardiomyopathy
	1
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Gastrointestinal disorders
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Crohn’s disease
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	General disorders and administration site conditions
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Non-cardiac chest pain
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Hepatobiliary disorders
	1 
	1 (0.2)
	1
	1 (1.3)
	2
	2 (0.4)

	Cholecystitis
	1 
	1 (0.2)
	1
	1 (1.3)
	2
	2 (0.4)

	Infections and infestations
	7
	5 (1.2)
	1
	1 (1.3)
	8
	6 (1.2)

	Corona virus infection
	2
	2 (0.6)
	0
	0
	2
	2 (0.4)

	Osteomyelitis
	0
	0
	1
	1 (1.3)
	1
	1 (0.2)

	Appendicitis
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Escherichia bacteraemia
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Sepsis
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Septic shock
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Urosepsis
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Injury, poisoning and procedural complications
	2
	2 (0.6)
	0
	0
	2
	2 (0.4)

	Joint dislocation
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Pneumothorax traumatic
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Musculoskeletal and connective tissue disorders
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Osteoarthritis
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Neoplasms benign, malignant, and unspecified (incl cysts and polyps)
	4 
	4 (0.9)
	3
	3 (4.0)
	7
	7 (1.4)

	Breast cancer
	0
	0
	1
	1 (1.3)
	1
	1 (0.2)

	Colon Cancer
	0
	0
	1
	1 (1.3)
	1
	1 (0.2)

	Squamous cell carcinoma of skin
	0
	0
	1
	1 (1.3)
	1
	1 (0.2)

	Endometrial adenocarcinoma
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	High-grade B-cell lymphoma
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Neuroendocrine tumor
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Papillary serous endometrial carcinoma
	1 
	1 (0.2)
	0
	0
	1
	1 (0.2)

	Nervous system disorders
	2
	2 (0.6)
	0
	0
	2
	2 (0.4)

	Syncope
	2
	2 (0.6)
	0
	0
	2
	2 (0.4)


Patients are grouped by their maximum exposure to etripamil in any perceived PSVT episode. Data are presented for TESAEs by preferred term in the total safety population. Within each system organ class and within each preferred term, patients with more than one event are counted once only


Supplementary Table 4. Most common (≥5%) treatment-emergent adverse events in the safety population
	TEAE category

	Single dose (70 mg)
N = 428
	Repeat dose (2 x 70 mg)
N = 75
	Total safety population
N = 503

	System Organ Class
Preferred term
	Events, n
	Patients, n (%)
	Events, n
	Patients, n (%)
	Events, n
	Patients, n (%)

	Gastrointestinal disorders
	37
	31 (7.2)
	6
	6 (8.0)
	43
	37 (7.4)

	Nausea
	6
	6 (1.4)
	5
	5 (6.7)
	11
	11 (2.2)

	Nervous system disorders
	80
	50 (11.7)
	10
	8 (10.7)
	90
	58 (11.5)

	Headache
	35
	24 (5.6)
	4
	3 (4.0)
	39
	27 (5.4)

	Respiratory, thoracic and mediastinal disorders
	510
	202 (47.2)
	100
	39 (52.0)
	610
	241 (47.9)

	Nasal discomfort
	192
	127 (29.7)
	43
	26 (34.7)
	235
	153 (30.4)

	Nasal congestion
	83
	61 (14.3)
	13
	11 (14.7)
	96
	72 (14.3)

	Rhinorrhea
	78
	55 (12.9)
	19
	12 (16.0)
	97
	67 (13.3)

	Epistaxis
	43
	37 (8.6)
	6
	4 (5.3)
	49
	41 (8.2)



Patients are grouped by their maximum exposure to etripamil in any perceived PSVT episode. Data are presented for TEAEs that occurred in ≥5% of patients (by preferred term) in the total safety population. Within each system organ class and within each preferred term, patients with more than one event are counted once only. No epistaxis was severe or led to medical intervention.
PSVT, paroxysmal supraventricular tachycardia; TEAE, treatment-emergent adverse event.


Supplementary Table 5. Most common (≥5%) treatment-emergent adverse events 24h (TEAE24h) in the safety population
	TEAE24h
	Single dose (70 mg)
N = 428
	Optional repeat dose (2 x 70 mg)
N = 75
	Total safety population
N = 503

	System organ class
Preferred term
	Events, n
	Patients, n (%)
	Events, n
	Patients, n (%)
	Events, n
	Patients, n (%)

	Any TEAE24h
	652
	228 (53.3) 
	124
	41 (54.7) 
	776
	269 (53.5) 

	Gastrointestinal disorders
	24 
	21 (4.9) 
	5 
	5 (6.7) 
	29 
	26 (5.2)

	Nausea
	5 
	5 (1.2) 
	4 
	4 (5.3) 
	9 
	9 (1.8)

	Nervous system disorders
	65 
	42 (9.8) 
	5 
	4 (5.3) 
	70 
	46 (9.1)

	Headache
	32 
	23 (5.4) 
	4 
	3 (4.0) 
	36 
	26 (5.2)

	Respiratory, thoracic and mediastinal disorders
	485 
	198 (46.3) 
	97 
	39 (52.0) 
	582 
	237 (47.1)

	Nasal discomfort
	189 
	126 (29.4) 
	43 
	26 (34.7) 
	232 
	152 (30.2)

	Nasal congestion
	80 
	59 (13.8) 
	13 
	11 (14.7) 
	93 
	70 (13.9)

	Rhinorrhea
	76 
	54 (12.6) 
	18 
	12 (16.0) 
	94 
	66 (13.1)

	Epistaxis
	39 
	33 (7.7) 
	6 
	4 (5.3) 
	45 
	37 (7.4)



Patients are grouped by their maximum exposure to etripamil in any perceived PSVT episode. Data are presented for TEAEs 24h that occurred in ≥5% of patients (by preferred term) in the overall safety population. Within each system organ class and within each preferred term, patients with more than one event are counted once only. A TEAE24h was defined as an AE starting or worsening within 24 hours after study drug administration, or an AE that started within 12 hours prior to study drug administration. No epistaxis was severe or led to medical intervention.
AE, adverse event; TEAE, treatment-emergent adverse event


Supplementary Table 6. Treatment-emergent adverse events commencing etripamil administration in patients taking cardiovascular medications by age
	System Organ Class
Preferred term
	Patients taking any concomitant medication for any cardiovascular indication
	Total safety population
N = 503

	
	≥70 years old
N = 64
	≥60 and <70 years old
N = 116
	<60 years old
N = 239
	

	
	n (%)
	n (%)
	n (%)
	n (%)

	Any TEAE24h
	31 (48.4)
	65 (56.0)
	129 (54.0)
	269 (53.5)

	Cardiac disorders
	5 (7.8)
	3 (2.6)
	14 (5.9)
	23 (4.6)

	Atrial fibrillation
	1 (1.6)
	0
	6 (2.5)
	8 (1.6)

	Supraventricular tachycardia
	1 (1.6)
	0
	4 (1.7)
	5 (1.0)

	Eye disorders
	0
	5 (4.3)
	11 (4.6)
	20 (4.0)

	Lacrimation increased
	0
	4 (3.4)
	8 (3.3)
	15 (3.0)

	Gastrointestinal disorders
	2 (3.1)
	6 (5.2)
	16 (6.7)
	26 (5.2)

	Nausea
	1 (1.6)
	3 (2.6)
	5 (2.1)
	9 (1.8)

	Odynophagia
	0
	1 (0.9)
	3 (1.3)
	5 (1.0)

	Nervous system disorders
	4 (6.3)
	14 (12.1)
	23 (9.6)
	46 (9.1)

	Headache
	3 (4.7)
	7 (6.0)
	11 (4.6)
	26 (5.2)

	Dizziness
	0
	3 (2.6)
	8 (3.3)
	12 (2.4)

	Dysgeusia
	0
	3 (2.6)
	4 (1.7)
	7 (1.4)

	Respiratory, thoracic and mediastinal disorders
	26 (40.6)
	53 (45.7)
	116 (48.5)
	237 (47.1)

	Nasal discomfort
	17 (26.6)
	30 (25.9)
	75 (31.4)
	152 (30.2)

	Nasal congestion
	5 (7.8)
	13 (11.2)
	40 (16.7)
	70 (13.9)

	Rhinorrhea
	10 (15.6)
	17 (14.7)
	21 (8.8)
	66 (13.1)

	Epistaxis
	4 (6.3)
	8 (6.9)
	19 (7.9)
	37 (7.4)

	Sneezing
	0
	2 (1.7)
	7 (2.9)
	15 (3.0)

	Throat irritation
	1 (1.6)
	4 (3.4)
	6 (2.5)
	14 (2.8)

	Nasal dryness
	1 (1.6)
	2 (1.7)
	5 (2.1)
	10 (2.0)

	Oropharyngeal pain
	1 (1.6)
	3 (2.6)
	4 (1.7)
	9 (1.8)

	Rhinalgia
	2 (3.1)
	2 (1.7)
	1 (0.4)
	7 (1.4)

	Sinus congestion
	0
	4 (3.4)
	2 (0.8)
	6 (1.2)

	Cough
	0
	0
	4 (1.7)
	5 (1.0)



Data are presented for TEAEs 24h that occurred in ≥1% of patients (by preferred term) in the total safety population. Within each system organ class and within each preferred term, patients with more than one event are counted once only. No epistaxis was severe or led to medical intervention.
TEAE, treatment-emergent adverse event; TEAE24h, a TEAE starting or worsening within 24 hours after study drug administration, or AEs that started within 12 hours prior to study drug administration. 


Supplementary Table 7. Kaplan-Meier analyses of confirmed PSVT to SR conversion at 60 min by episode in the efficacy population 
	
	All Episodes
	Episode 1
(n=312)
	Episode 2
(n=151)
	Episode 3
(n=71)
	Episode 4
(n=18)

	Kaplan-Meier estimate of patients converted to SR within 30 min (%)
	60.0
	59.9
	61.6
	54.9
	66.7

	Kaplan-Meier estimate of patients converted to SR within 60 min (%)a
	69.9
	70.5
	73.5
	57.7
	77.8

	Time to conversion, min
	
	
	
	
	

	Q1 (95% CI)
	6.0 (5.0, 6.8)
	6.6 (5.1, 7.5)
	4.9 (4.2, 6.6)
	6.0 (3.3, 9.1)
	6.0 (0.3, 13.9)

	Median (95% CI)
	17.0 (13.9, 22.3)
	18.3 (14.2, 25.6)
	14.0 (9.7, 24.2)
	19.1 (9.8, -)
	15.6 (6.0, 33.7)

	Q3 (95% CI)
	- (-, -)b 
	- (58.1, -)b 
	- (36.4, -)b 
	- (-, -)b 
	34.7 (16.3, -)b 



aPatients who converted during signal loss were considered to have converted at the time a signal with SR was captured again if this occurred within 60 min of the first event marker if present, or the start of the ECG CMS signal. Patients were censored as non-converted if the signal was lost or became uninterpretable while the patient was in PSVT and interpretable signal was not recovered within 60 min. bDid not occur within the observation window.
CI, confidence interval; ECG, electrocardiogram; CMS, cardiac monitoring system; PSVT, paroxysmal supraventricular tachycardia; Q1 25th percentile; Q3, 75th percentile; SR, sinus rhythm.


Supplementary Table 8. Conversion of PSVT episodes to SR by 60 min after administration of etripamil, by prespecified subgroups of interest (all visits)
	
	Kaplan-Meier estimates over all visits

	Subgroup (number of patients) 
	Episodes converted within 60 min, n/n (%)
	Time to conversion, median (95% CI) min

	North America (n = 219)
	281/399 (70.4)
	17.6 (14.0, 23.2)

	South America (n = 93)
	105/153 (68.6)
	15.7 (8.7, 27.0)

	Male (n = 102)
	134/182 (73.6)
	15.9 (13.6, 23.2)

	Female (n = 210)
	252/370 (68.1)
	19.1 (13.6, 25.2)

	Age ≥70 y (n = 33)
	49/65 (75.4)
	11.3 (8.7, 28.4)

	Age ≥65 y (n = 76)
	110/149 (73.8)
	13.6 (9.3, 25.6)

	Patients aged ≥70 y and with any concomitant medication for any cardiovascular indication (n = 29)
	45/58 (77.6)
	10.9 (8.7, 28.0)

	Patients aged ≥70 y and without any concomitant medication for any cardiovascular indication (n = 4)
	4/7 (57.1)

	34.7 (0.2, -)


	Patients aged ≥60 and <70 y and with any concomitant medication for any cardiovascular indication (n = 83)
	115/160 (71.9)
	16.0 (12.9, 26.0)

	Patients aged ≥60 and <70 y and without any concomitant medication for any cardiovascular indication (n = 11)
	14/21 (66.7)

	13.0 (6.0, -)


	Patients aged <60 y and with any concomitant medication for any cardiovascular indication (n = 142)
	154/243 (63.4)

	25.2 (17.2, 33.7)


	Patients aged <60 y and without any concomitant medication for any cardiovascular indication (n = 43)
	54/63 (85.7)

	12.3 (7.5, 14.8)


	Patients aged ≥70 y and with a concomitant medication active on the AV node (n = 24)
	40/49 (81.6)
	9.8 (7.2, 14.2)

	Patients aged ≥70 y and without a concomitant medication active on the AV node (n = 9)
	9/16 (56.3)

	47.3 (2.6, -)


	Patients with any concomitant medication for an indication of hypertension (n = 98)
	126/177 (71.2)

	17.1 (12.2, 28.0)


	Patients without any concomitant medication for an indication of hypertension (n = 214)
	260/375 (69.3)

	16.9 (13.8, 23.2)


	Patients aged ≥60 and <70 y and with a concomitant medication active on the AV node (n = 66)
	93/132 (70.5)
	14.1 (10.6, 27.0)

	Patients aged ≥60 and <70 y and without a concomitant medication active on the AV node (n = 28)
	36/49 (73.5)

	20.4 (8.1, 27.4)


	Patients aged <60 y and with a concomitant medication active on the AV node (n = 118)
	133/204 (65.2)

	24.6 (16.8, 33.4)


	Patients aged <60 y and without a concomitant medication active on the AV node (n = 67)
	75/102 (73.5)
	14.5 (10.2, 20.3)

	Patients aged ≥70 y and with evidence of prior AV block (n = 7)
	11/15 (73.3)

	28.4 (0.7, 60.0)


	Patients aged ≥60 and <70 y and with evidence of prior AV block (n = 7)
	8/9 (88.9)

	6.8 (4.9, 45.6)


	Patients aged <60 y and with evidence of prior AV block (n = 5)
	4/8 (50.0)

	- (3.2, -)


	Patients without evidence of prior AV block (n = 293)
	363/520 (69.8)
	16.8 (13.9, 21.7)

	≤median duration (n = 114)
	110/151 (72.8)
	12.6 (9.2, 21.5)

	>median duration (n = 84)
	69/115 (60.0)
	28.5 (18.2, 58.1)



Patients who converted during signal loss were considered to have converted at the time signal with SR was captured again if this occurred within 1 hour of first event marker if present or start of ECG CMS signal.
AV, atrioventricular; CMS, cardiac monitoring system; CI, confidence interval; ECG, electrocardiogram; PSVT, paroxysmal supraventricular; SR, sinus rhythm.
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