Supplement: A first step towards clinical guidance
We propose a first step towards clinical guidance that could be considered in practice in patients at home or staying in a health care facility to guide medical advice for antithrombotics (Figure 1); complementing a process of shared decision-making (Figure 2) in patients with a life expectancy of less than three months. Firstly, in patients with a life expectancy of less than three months any antithrombotic should be discontinued or not started in case of an active or recent troublesome bleeding, thus mentioned as a first consideration (Figure 1). Secondly, if the patient is in such a poor condition that the prognosis is very limited to days, medication should be reduced to the minimum to relieve suffering. Subsequently, in antithrombotic prescribing the balance between risks of thromboembolism and bleeding should be made. We intended to represent this as simple as possible, per group of antithrombotic, for PAIs, anticoagulants or the combination of both. We found guidelines regarding perioperative thrombotic risk stratification (1, 2) as a basic scheme for stratification as these take into account all cardiovascular disease. Thereafter this scheme was supplemented with recommendations from the CHA2DS2-VASc score (3), recent guidelines for the management of AF (4), VTE (5) and CAT (6); the Beers criteria (7), START/STOPP (8), the Khorana score (9) and the algorithm for VTE prevention in frail elderly patients with AF (10). Only in the case of a recent coronary stent, acute coronary syndrome (ACS) or high-grade symptomatic carotid stenosis a combination therapy could be appropriate. PAIs for primary prevention or low risk secondary prevention could be discontinued without significant risk. PAIs for high risk secondary prevention could be continued taking into account the patients preferences (see Figure 2). For anticoagulants in patients with a low to moderate thromboembolic risk, like isolated AF with CHA2DS2-VASc score of 0 to 7, the anticoagulant could be stopped. In patients with a high thromboembolic risk (>10%) further decision-making should be based on the bleeding risk. Therefore, the HAS-BLED (11) is suggested to determine the bleeding risk. In case of a high bleeding risk the anticoagulant should be discontinued, and with a low risk it could be continued taking into account the patients preferences (see Figure 2). The guidance for shared decision-making about antithrombotics at the end of life (Figure 2) is based on several studies into medication management in patients with a life-limiting illness in general and specifically concerning antithrombotics (12-15). The patient should be informed about the medical advice regarding the antithrombotic use (see Figure 1) and subsequently the patients preferences should be explored. Studies confirm that patients with a life-limiting disease wish to be involved in the decision-making process regarding antithrombotics (16, 17). Physicians should discuss the medication-related burden and what is important to the patient in terms of quality of life. Hypothetical scenarios could be helpful to discuss the fear of thromboembolic or bleeding complications and patients’ end-of-life care preferences (18). We would like to emphasize that management of antithrombotics is part of optimal palliative care aimed at quality of life and dying, and the importance of reassurance by discussing the options to relieve symptoms in case of certain disease or death scenarios. Both medical advice and shared decision-making should be reassessed periodically, for example, in the event of changes in the patient's clinical condition or transfer between settings.
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Figure legends
Fig. 1. Preliminary clinical guidance for antithrombotic management at the end of life
[bookmark: _GoBack]ACS: acute coronary syndrome, AF: atrial fibrillation, BMS: bare metal stent, CVA: cerebrovascular accident, DES: drug-eluting stent, DVT: deep venous thrombosis, LVEF: left ventricular ejection fraction, PCI: percutaneous coronary intervention, TE: thromboembolic, TIA: transient ischemic attack. 

Fig. 2. Shared decision-making about antithrombotics at the end of life
Guidance for discussion with the patient and/or relative(s). CVA: cerebrovascular accident, DVT: deep venous thrombosis, INR: international normalized ratio, LMWH: low-molecular-weight heparin.


