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Circulation: Arrhythmia and Electrophysiology

ORIGINAL ARTICLE 3]

Economic and Health Value of Delaying Atrial
Fibrillation Progression Using Radiofrequency

Catheter Ablation

Adam E. Berman, MD, MSc, MPH; Mina Kabiri®2, MSc, PhD; Tom Wei, MBDC; Thibaut Galvain®, PharmD, MSc;
Qun Sha'®, MD, MBA; Karl-Heinz Kuck®, MD

BACKGROUND: Radiofrequency catheter ablation (RFCA) is an established treatment for atrial fibrillation (AF) refractory to
antiarrhythmic drugs. The economic value of RFCA in delaying disease progression has not been quantified.

METHODS: An individual-level, state-transition health economic model estimated the impact of delayed AF progression using
RFCA versus antiarrhythmic drug treatment for a hypothetical sample of patients with paroxysmal AR The model incorporated
the lifetime risk of progression from paroxysmal AF to persistent AF, informed by data from the ATTEST (Atrial Fibrillation
Progression Trial). The incremental effect of RFCA on disease progression was modeled over a b-year duration. Annual
crossover rates were also included for patients in the antiarrhythmic drug group to mirror clinical practice. Estimates of
discounted costs and quality-adjusted life years asssociated with health care utilization, clinical outcomes, and complications
were projected over patients’ lifetimes.

RESULTS: From the payer's perspective, RFCA was superior to antiarrhythmic drug treatment with an estimated mean net
monetary benefit per patient of $8516 ($148-$16681), driven by reduced health care utilization, cost, and improved
quality-adjusted life years. RFCA reduced mean (95% CI) per-patient costs by $73 (—=$2700 to $2200), increased mean
quality-adjusted life years by 0.084 (0.0-0.17) and decreased the mean number of cardiovascular-related health care
encounters by 24%.

CONCLUSIONS: RFCA is a dominant (less costly and more effective) treatment strategy for patients with AF, especially those
with early AF for whom RFCA could delay progression to advanced AF. Increased utilization of RFCA—particularly among
patients earlier in their disease progression—may provide clinical and economic benefits.

GRAPHIC ABSTRACT: A graphic abstract is available for this article.

Key Words: atrial fibrillation ® catheter ablation ® disease progression ® humans ® quality of life

arrhythmia and is associated with an increased risk
of heart failure, stroke, and cardiovascular mortal-
ity.! Patients with AF also experience significantly lower
quality of life compared with the general population.? AF
currently affects b to 9 million individuals in the United
States, and its prevalence is expected to increase to as

Atrial fibrillation (AF) is the most common cardiac

high as 12.1 million by 2030.% Direct and indirect costs
associated with AF in the United States are estimated
to be $30.5 billion (2015 USD) and are predicted to
increase to $65.7 billion by the year 2035.4
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WHAT IS KNOWN?

* Atrial fibrillation (AF) is a progressive disease; more
progressive forms of AF increase patient morbidity
and health resource utilization.

* Radiofrequency catheter ablation is more effective
than antiarrhythmic drug treatment in preventing AF
progression.

WHAT THE STUDY ADDS

* This study is the first to quantify the health economic
impact of reducing AF progression from early AF to
advanced AF from the perspective of a US health
care payer.

* Radiofrequency catheter ablation is associated
with several clinical and economic advantages as
compared with antiarrhythmic drug-only treatment
and is the dominant cost-effective treatment for AF
from a US health care payer perspective.

Nonstandard Abbreviations and Acronyms

AAD antiarrhythmic drugs

AF atrial fibrillation

AT atrial tachycardia

ATTEST  Atrial Fibrillation Progression Trial

ICER incremental cost-effectiveness ratio
PAF paroxysmal atrial fibrillation

PsAF persistent atrial fibrillation
QALY quality adjusted life year
RFCA radiofrequency catheter ablation

Randomized clinical trials have shown that radiofre-
quency catheter ablation (RFCA) is safe and effective at
reducing long-term AF recurrence in patients with par-
oxysmal AF (PAF) compared with treatment with anti-
arrhythmic drugs (AADs) alone.®® Moreover, RFCA has
been associated with greater improvements in patient-
reported QoL and with similarly low complication rates
relative to AAD treatment5”

AF is a progressive disease and can be clinically cat-
egorized as early AF (paroxysmal AF) or advanced AF
(persistent or long-standing persistent AF).8° Progres-
sion from early AF to advanced AF is associated with
increased morbidity and worse clinical outcomes.'® Prior
observational evidence has suggested that patients with
AF treated with medical therapy have more rapid rates
of AF progression versus those treated with RFCA,"
and the recent ATTEST (Atrial Fibrillation Progression
Trial, https://www.clinicaltrials.gov; Unique identifier:
NCT01570361) was the first randomized clinical study
to demonstrate that patients with PAF treated with RFCA
were significantly less likely to progress to persistent
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Value of Delaying AF Progression With RFCA

atrial fibrillation (PsAF) than those with AAD treatment
over a 3-year period.”? The ATTEST trial reported that
at 3 years, the Kaplan-Meier estimate of progression to
persistent AF/AT was ~10x lower in the radiofrequency
cohort (hazard ratio, 0.107 [95% CI, 0.024-0.47]). Rate
of recurrent AF/AT at 3 years was also significantly lower
in the radiofrequency ablation group compared with the
AAD group (49.2% versus 84.8%, P<0.0001).

Previous economic analyses have demonstrated
RFCA to be cost effective compared with the use of
AADs alone''*; however, these studies have primarily
focused on cohorts of PAF-only patients or a hetero-
geneous mix of patients with symptomatic AF and do
not explicitly consider the health and economic impact
of delaying AF progression. To our knowledge, this anal-
ysis is the first to assess the estimated lifetime health
and economic impact of delaying progression from early
AF to advanced AF for patients receiving RFCA or AAD
treatment from a US payer perspective.

METHODS

Authors declare that all publicly available data excluding data
of sensitive nature are available within the article (and its
Supplemental Material).

A time-heterogeneous, individual-level state-transition health
economic model was developed to estimate the impact of
delayed AF progression in a simulated cohort of patients with
PAF, managed with either RFCA or AAD treatment. Differential
rates of AF recurrence and progression for each treatment arm
resulted in differential cost and utility estimates, given differences
in medical resource utilization and health-related quality of life as
a function of disease severity. The time-heterogenous nature of
the model allowed for state-transition probabilities to vary over
time to more closely approximate real-world changes in health
status. The base-case model structure, that is, a model structure
with the most standard, realistic, or likely set of parameters or
inputs, included RFCA crossover for patients in the AAD treat-
ment group, and a b-year effect on AF progression for RFCA.

To isolate the effect of progression, the model characterized
AF disease using 2 severity levels: Early AF wherein patients
were in normal sinus rhythm with or without PAF recurrences,
and advanced AF, wherein patients could experience persis-
tent/long-standing persistent AR, Advanced AF was intended to
characterize generally sicker patients due to having experienced
PsAF with potentially higher steady-state health care resource
utilization rates but was not intended to represent a patient's
exact rhythm status over the simulation period. The model incor-
porated the risk of progression from early AF to advanced AF
and generated lifetime discounted costs and quality-adjusted life
year (QALYs) based on AF severity-dependent rates of resource
consumption, health outcomes, and complications.

The model commenced with the entry of patients with
PAF refractory to at least one AAD or rate control drug, aver-
age age of 67 years and a HATCH score (Hypertension, Age,
Stroke or transient ischemic attack, Chronic obstrictive pulmo-
nary diease, and Heart failure) of 1 to 4, to simulate patients
similar to those included in ATTEST. Figure 1 summarizes each
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Early AF

Advanced AF

L Persistent/
Long-standing persistent

From all states
Death

i
E ( Paroxysmal H Sinus Rhythm J

Disabling Stroke

Figure 1. Atrial fibrillation (AF) state-transition model.

At any given time, a patient’s health state was represented by one of the states shown by rectangles. Solid arrows between states represented
possible transitions based on model cycle (3 months) probabilities. Patients received either radiofrequency catheter ablation (RFCA)

or antiarrhythmic drugs (AADs) in the first cycle and transitioned from paroxysmal AF (PAF) to a sinus rhythm state for the next cycle. In
subsequent cycles, patients could experience PAF recurrence, progression to advanced AF (with persistent AF [PsAF] occurrence), experience
disabling stroke, or maintain sinus rhythm. Advanced AF did not represent a patient’s exact rhythm status over the simulation period but was
intended to characterize patients with more severe AF disease. Transition to death was included from all states.

possible health-state transition (excluding death) from one
cycle to another. Patients received either RFCA or AADs in
the first cycle (3 months) and transitioned from PAF to a sinus
rhythm state for the next cycle. In subsequent cycles, patients
could experience PAF recurrence, progression to advanced
AF (with first occurrence of PsAF) or remain in normal sinus
rhythm. After a PAF recurrence, patients returned to a normal
sinus rhythm state. After first occurrence of PsAF patients
remained in the advanced AF until they experienced a disabling
stroke or died. Patients could experience stroke while in early
or advanced AF, though only disabling stroke was included as a
separate absorbing state due to its long-term impact on quality
of life.

Transition probabilities for PAF recurrence and AF progres-
sion (triggered by PsAF occurrence) were estimated based on
ATTEST patient-level data.'? ATTEST was the first randomized
controlled trial to specifically investigate the impact of AF pro-
gression between RFCA and AADs. It minimized heterogene-
ity in the patient population and ensured a similar, structured
management protocol for all patients. Parametric survival
curves were fit to the empirical survival data from ATTEST to
extrapolate beyond the trial follow-up time (Analytic Methods
in the Supplemental Material). Patient's treatment (RFCA ver-
sus AADs) and time since treatment were predictors within the
parametric survival models and affected transition probabilities.
In the base-case analysis, the incremental effect of RFCA ver-
sus AADs on AF progression was conservatively assumed to
persist for b years from procedure time, after which RFCA was
assumed to have no incremental effect on disease progression
relative to AADs. We used deidentified patient-level data for
our modeling, and therefore, the study did not constitute human
subjects research and was exempt from IRB approval.

Treatment Scenarios

Treatment scenarios were designed to isolate the economic
impact of delayed AF progression due to RFCA. In addition to pri-
mary treatment assignment (RFCA versus AADs [with or without
crossover]), treatment scenarios differed as a result of the speed
at which patients experienced PAF recurrence or advanced AF.

Circ Arrhythm Electrophysiol. 2023;16:e011237. DOI: 10.1161/CIRCER122.011237

Patients within the same model health state—regardless of initial
treatment assignment—were assumed to have the same medical
resource utilization, utilities, and risk of stroke.

In the AAD scenario, all patients entering the model
received an AAD. In case of PAF recurrence, patients could
switch to another AAD, or cross over to receive RFCA at an
annual rate of 12%, as seen in ATTEST,'? for 5 years from
model initiation, the same duration considered for RFCA effect
on reduced AF progression. The 12% annual rate reflects a
cumulative 47% crossover rate for patients in the AAD by the
end of year 5. Reduced RFCA-specific AF recurrence and pro-
gression rates were applied for a limited duration of b years,
to patients who crossed over. A proportion of patients started/
remained on AADs after RFCA procedure while in normal sinus
rhythm (Table 1).

In the RFCA scenario, all patients entering the model
received RFCA and continued in sinus rhythm unless they
transitioned to another health state. However, a proportion of
patients started/remained on AADs after RFCA while in normal
sinus rhythm (Table 1). In the event of PAF recurrence, patients
started/switched AAD and returned to sinus rhythm.

Patients could transition to advanced AF based on the
estimated parametric survival curves for PsAF occurrence
(Analytic Methods in the Supplemental Material). Regardless
of the treatment scenario in early AF, all patients were treated
the same in advanced AF. Patients who transitioned to advance
AF underwent an RFCA procedure and a proportion of patients
remained on AADs (Table 1). The details of resource utilization
rates for each health state are presented below.

Model Inputs

Clinical parameters included patient demographics, cardio-
vascular-related inpatient admissions, office visits, emergency
department visits, outpatient cardioversions, AAD nonfatal tox-
icity, ischemic stroke (with or without disability), oral anticoagu-
lant medication use (Health Care Resource Utilization Rates
in the Supplemental Material), and mortality (Table 1). Rates
of health care resource utilization were calculated based on
a posthoc analysis of data used in a study by Friedman et al'”
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Table 1. Clinical Parameters Table 1. Continued
Parameter Value Reference Parameter Value Reference
Population characteristics Mortality among CV- 1.42 20
1 related hospitalizations
Age, mean (SD) 67 (4.7) Kuck et al and emergency
Maximum age 100 department visits, %
Male, % 43 AAD indicates antiarrhythmic drug; AF, atrial fibrillation; CV, cardiovascular;
OAC, oral anticoagulant; and RFCA, radiofrequency catheter ablation.
Treatment effect (delayed AF | ATTEST data Kuck et al'? . J quency ) .
A The CV-related health care resource utilization rates were inclusive of
recurrence and progression) . . . ) . e .
complications such as pericardial effusion, tamponade, pericarditis, intracardiac
Treatment effect duration 5y Expert opinion thrombus, congestive heart failure, cerebrovascular accidents/stroke, and
; tachycardia. We assumed that emergency department visits and inpatient
Crossover rate in early AF 12% Kuck et al'? and

(annually for 5 y)

expert opinion

Ischemic stroke (quarterly probability)

Early AF 0.00432 Steinberg et al'®
Advanced AF 0.00546 Steinberg et al'®
Proportion of disabling 37.8% Han et al'®

ischemic stroke

Health care resource utilization AF state/severity* (qu

arterly probability)

Early AF: sinus rhythm Once/quarter Expert opinion
AF-related office visits Once/quarter Expert opinion
for patients on AADs

Early AF: paroxysmal AFt
CV-related inpatient 0.132 Friedman et al'”
admissions
CV-related office visits 0.930
CV-related emergency 0.206
department visits
Outpatient 0.094

cardioversions

Advanced AF: persistent/long-

standing persistent AFt

CV-related inpatient 0.051
admissions

CV-related office visits 0.814
CV-related emergency 0.065
department visits

Outpatient 0.070

cardioversions

Friedman et al'”

Other resource utilization

Patients remaining on AADs

after RFCA

Early AF 54% Friedman et al'’
Advanced AF 62% Friedman et al'”
AAD nonfatal toxicity 9.5% Reynolds et al'®

OAC medication use in early AF, %

RFCA
First 3 mo#¥ 100 Arbelo et al'®
4-12 mo 67.8
13+ mo 59.3
AAD 83.7 Arbelo et al'®
OAC medication use in 100 Expert opinion
advanced AF, %
Mortality
Background mortality US life tables Arias and Xu'®

Circ Arrhythm Electrophysiol. 2023;16:e011237. DOI: 10.1161/CIRCER122.011237

(Continued)

admissions for disabling stroke state were captured through CV-related health
care resource utilization rates in paroxysmal and persistent states.

tResource utilization probabilities for paroxysmal AF (in early AF) were higher
than those for advanced AF since probabilities for paroxysmal AF represented
utilization while patients experienced arrhythmia, whereas probabilities for
Advanced AF represented utilization for patients with more severe AF disease
averaged across time spent in arrhythmia and normal sinus rhythm (steady-state
long-term utilization).

#lt was assumed that all patients who received RFCA were on oral
anticoagulants for the 3-mo postablation period, as this is the current best
practice.

(Supplemental Methods Il). These rates were applied accord-
ing to AF severity and were not dependent on treatment
scenario, except for resource utilization specific to the use
of oral anticoagulants (Table 1). Thus, treatment assignment
affected patients' probabilities of PAF recurrence and transi-
tion to advanced AF while in normal sinus rhythm but were not
assumed to have differential impact on cardiovascular-related
resource within the same health states.

Unit costs (Table 2) for health resource utilization included
those incurred by third-party payers according to insurance
claims data within the Optum De-ldentified Clinformatics
Data Mart Database.?’ Additional cost information, such as
that for anticoagulation care was sourced from published lit-
erature.?272* Where applicable, 2020 Medicare fee schedules
were used to supplement cost information.?® Costs directly
related to the ablation procedure were derived from the
Premier Healthcare Database.?®

The QALY was the primary measure of health-related qual-
ity of life and effectiveness within the model. Utility/disutility
values, which quantify the QoL consequences of clinical condi-
tions or events (eg, adverse events), were obtained from previ-
ously published analyses (Table 3). Durations for time spent in
a health state (eg, PAF recurrence), with a specific health out-
come (eg, hospitalization), or adverse event (eg, stroke) were
obtained from the literature. All patients who achieved sinus
rhythm with either RFCA or AAD treatment were assigned
baseline, age-adjusted utilities. Disutilities associated with
adverse events were applied over the expected duration of
impairment within the cycle in which they occurred, after which
patients returned to their baseline QoL. The disutility of major
disabling ischemic stroke, however, endured over a patient’s
lifetime. The disutility due to AF was applied over the dura-
tion that patients remained symptomatic. Major adverse events
associated with RFCA were captured in the cardiovascular-
related hospitalization and emergency room visit rates, which
have been applied in previous models and health technology
appraisals.2©-%2 Although treatment-associated adverse events
affected QoL, no QoL decrements were applied for the RFCA
procedure itself or solely due to the use of AADs.
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Table 2. Cost Parameters

Value of Delaying AF Progression With RFCA

Table 3. Annual Utility and Disutility Values Associated With
Health States and Complications

Costs parameter ‘ Cost, $ ‘ Reference
Ablation-specific costs Utility/disutility | Reference
Preoperative lab costs 119.46 US Department of Health & Normal sinus rhythm, y
Human Services for Medicare 65-74y 0.738 Sharma et al®®
& Medicaid Services®
275y 0.688 Sharma et al*®
Preoperative workup 409.00 US Department of Health & .
. . AF disutility —0.05 Blackhouse et al®*
Human Services for Medicare
& Medicaid Services? Major AAD-related toxicity disutility | —0.5 Chan et al*®
Long-term follow-up cost 114.34 US Department of Health & Major hospitalization disutility* —0.205 Lacey et al*®
(annual) Human Services for Medicare . . L .
& Medicaid Services® Outpatient cardioversion disutility | —0.016 Chan et al
o - R - -
Cost of ablation 00446.95 | % D|sa_b||.ng ischemic stroke disutility | 0.482 Simpson et al
multipliert
AAD-specific costs (quarterly)
. Utility weights estimated by EQ-5D instrument were prioritized. When
Pretreatment workup 163.24 us Departm'ent of Health & unavailable, utility values measured by other instruments were converted to utility
Human Services for Medicare weights ranging from O to 1, per data availability.3® AAD indicates antiarrhythmic
H H 1 25
& Medicaid Services drug; AF, atrial fibrillation; and mRS, modified Rankin Scale.
Drug cost 233.91 27 *“The disutility associated with a major hospitalization was an average of the
— disutility for transient ischemic stroke and acute embolism, acute ischemic stroke,
Follow-up monitoringt 268.55 US Department of Health & acute myocardial infarction, acute intracranial hemorrhage, and other clinically
Human Services for Medicare relevant bleeds 363940
& Medicaid Services*® +Utility multipliers for patients with mRS score 3-5 for ischemic stroke.
Nonfatal drug toxicity, per 6594.00 Reynolds et al'®

incident

Resource utilization cost (per incident)

CV-related inpatient 2170742 | Friedman et al'’
admission
CV-related emergency 1784.99
department visit
Outpatient cardioversion 2660.00
CV-related office visitt 152.90
Disabling ischemic stroke 20424.00 | Godwin et al*
(annual)*
Annual weighted average 2185.73 Deitelzweig et al*® and

cost of oral anticoagulants, Canestaro et al*®

$8

AAD indicates antiarrhythmic drug; and CV, cardiovascular.

"Applied once, only when patient initiated AADs.

tFollow-up monitoring cost for AADs only applied to patients one year after
treatment initiation and then replaced by the cost of office visits to avoid double
counting.

$Applied for 1y only.

§Weighted average cost of oral anticoagulants, given their prices and
respective market shares available in Health Care Resource Utilization Rates in
the Supplemental Material.

Model Outcomes

All outcomes were reported as incremental results for RFCA
relative to AADs (with or without crossover). Measures
included per-patient total discounted costs, total discounted
QALYs, discounted monetized QALYs (QALY valued at
$100000), net monetary benefit (total discounted mon-
etized QALY gains net total discounted costs), and changes
in the average number of cardiovascular-related health care
visits (hospitalizations, emergency department visits, office
visits, and outpatient cardioversions). All analyses were from
a US payer perspective. All outcomes were discounted at
3.0% annually and presented in 2020 USD. Average time
to AF progression across all patients under each treatment
scenario was also calculated. Detailed analytic methods are
available in the Supplemental Material.

Circ Arrhythm Electrophysiol. 2023;16:e011237. DOI: 10.1161/CIRCER122.011237

Uncertainty and Scenario Analyses

Probabilistic sensitivity analysis was incorporated by conduct-
ing 5000 stochastic model iterations to generate base-case
results reflective of parameter uncertainty. A scenario analysis
was designed to investigate the impact of variable RFCA effect
duration on the reduction of disease progression relative to
AADs (3,7, and 10 years instead of 5 years in the base case). A
second scenario analysis was designed to investigate the impact
of alternate crossover rates in the AAD treatment scenario on
model results. Compared with the base case, which assumed
47% cumulative crossover to RFCA over b years, this scenario
analysis evaluated results with a lower bound of 28% cross-
over as seen in the CABANA clinical trial (Catheter Ablation
vs Antiarrhythmic Drug Therapy for Atrial Fibrillation),® and an
upper bound of 77% crossover as seen in a cost-effectiveness
model developed by the National Institute for Health and Care
Excellence as part of the AF guideline review.*' A counterfactual
scenario with no crossover in the AAD-only scenario was also
analyzed to isolate the impact of RFCA from AADs.

RESULTS

Under the base-case analysis with a limited b-year treat-
ment effect of RFCA for the reduction of AF progression
and a 12% annual RFCA crossover rate for b years in the
AAD scenario, RFCA reduced costs to payers by a mean
(95% ClI) of $73 (=$2700 to $2200) and increased mean
QALYs by 0.084 (0.00-0.17) per patient over lifetime
(Table 4). With each QALY valued at $100000, the mean
net monetary benefit per patient was estimated to be
$8516 ($148-$16681). Over a patient’s lifetime, mean
(percent reduction) per-patient utilization for cardiovas-
cular-related hospitalization, emergency department vis-
its, office visits, and outpatient cardioversions decreased
by 0.25 (—29%), 0.36 (—309%), 2.63 (—7%), and 0.27
(—28%), respectively, under the RFCA scenario compared
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Table 4. Model Results: Incremental Outcome Values Under the RFCA Scenario, Relative to the AAD Scenario

Outcome (per patient)

Base case mean (95% Cl)

Scenario analyses of treatment effect duration mean (95% CI)

5-y treatment effect

3-y treatment effect

7-y treatment effect

10-year treatment effect

Total discounted costs, $

—73 (—2700 to 2200)

1900 (—1400 to 4300)

—1500 (—3900 to —600)

—3100 (—5800 to —900)

Total discounted QALYs

0.084 (0.0 t0 0.17)

0.063 (—0.02 to 0.14)

0.099 (—0.02 to 0.19)

0.111 (0.02 t0 0.19)

Total discounted monetized QALYs}* $

8443 (153 to 16 640)

6100 (—2100 to 14100)

9600 (1500 to 18000)

10700 (2100 to 18800)

Net monetary benefit (discounted total
gains net discounted total costs), $

8516 (14810 16681)

4100 (—3300 to 12100)

11100 (2700 to 19300)

13800 (5800 to 22000)

ICER ($/QALY)

Dominant (—5298)

43200

Dominant (—21200)

Dominant (—34900)

Change in mean number of CV-related health care resource utilization encounters

Hospitalizations

—0.25 (—0.34 to —0.18)

—0.20 (—0.27 to —0.13

—0.28 (—0.37 to —0.21)

—0.32 (—0.43 to —0.23

Emergency department visits

—0.36 (—0.48 to —0.26

—0.28 (—0.38 to —0.20

—0.39 (—0.52 to —0.28)

—0.44 (—0.58 to —0.32

Office visits

(
—2.76 (—3.51 to —2.03

Outpatient cardioversions

)
—2.63 (—3.42 to —1.80)
—0.27 (~0.36 to —0.19)

)
( )
—2.11 (—2.88 to —1.22)
—0.19 (~0.26 to —0.13)

)
—0.31 (~0.42 to —0.22)

)

( )
—2.94 (—3.71 to —2.16)
—0.38 (—0.52 to —0.26)

AAD indicates antiarrhythmic drug; CV, cardiovascular; ICER, incremental cost-effectiveness ratio; QALY, quality-adjusted life year; and RFCA, radiofrequency catheter

ablation.
*Each QALY was valued at $100000.

with the AAD scenario. Patients assigned to RFCA treat-
ment also had total mean reduction in cardiovascular-
related health care encounters of 24% (21%-26%).

Figure 2A illustrates the proportion of patients in each
health state over time under each treatment scenario,
demonstrating the impact of RFCA on delayed progres-
sion to advanced AF over the 5-year period of its effect.
The mean time to AF progression under the AAD sce-
nario was estimated to be 6.5 years, 2.5 years earlier
than that for the RFCA scenario (9 years).

From the payer perspective, the RFCA scenario was
the dominant strategy versus AADs, generating cost-
savings and improved QoL for the cohort of patients with
PAF. The incremental cost-effectiveness ratio (ICER)
was estimated at —$5298/QALY. The incremental cost-
effectiveness scatterplot (Figure 3) illustrates the incre-
mental cost versus incremental effectiveness (difference
in QALY gains) of the RFCA scenario compared with the
AAD scenario for all 5000 simulation iterations. RFCA
was cost saving and increased QALYs in 50% and 98%
of the iterations, respectively, compared with AADs. The
proportion of model iterations where RFCA was cost-
effective varied by willingness-to-pay thresholds as shown
in the cost-effectiveness acceptability curve (Figure 4).
Willingness-to-pay threshold is an estimate of the eco-
nomic value of one QALY for a health care consumer and
is often based on a country’s per capita gross domestic
product. At a willingness-to-pay threshold of $100000
per QALY, RFCA was cost effective in 98.5% of model
iterations. This percentage was modestly reduced to
97.4% and 93.1%, at willingness-to-pay thresholds of
$50000 and $25000 per QALY, respectively.

Scenario Analysis

Extending the duration for the incremental effect of
RFCA versus AADs on AF progression to 7 and 10

Circ Arrhythm Electrophysiol. 2023;16:e011237. DOI: 10.1161/CIRCER122.011237

years, compared with b years in the base case, respec-
tively, reduced incremental discounted costs by $1500
($600-$3900) and $3100 ($900-$5800) and
increased incremental QALY gains to 0.099 (—0.02
to 0.19) and 0.111 (0.02-0.19) per-patient lifetime
(Table 4). Per-patient net monetary benefit was esti-
mated to be $11 100 ($2700-$19300) for 7-year treat-
ment effect duration and $13 800 ($5800-$22 000) for
10-year treatment effect duration, ~$2600 and $5300
more than in the base-case analysis. RFCA remained the
dominant strategy.

Reducing the duration of incremental RFCA effect
versus AADs on reducing AF progression to 3 years, that
is, without extrapolation of treatment effect based on
ATTEST data, increased per-patient discounted cost by
$1900 (—$1400 to $4300) compared with base case
(Table 4). Patients in the RFCA scenario maintained
increased QALYs compared with the AAD scenario, by
0.063 (—0.02 to 0.14). Per-patient net monetary benefit
was estimated at $4100 (—=$3300 to $12 100). ICER was
estimated at $43200/QALY, indicating that RFCA was a
cost-effective strategy compared with AADs at willing-
ness-to-pay threshold of $100000/QALY.

With alower crossover rate than assumed for the base-
case analysis (27% versus 47% cumulative at 5 years),
mean per-patient costs for the RFCA were $2000 (95%
Cl, —=$700 to $4600) higher than for AADs. The mean
incremental per-patient QALY gain was 0.10 (0.02-
0.18), net monetary benefit was estimated to be $7700
($100-$15900), and the ICER was $23800/0ALY. A
higher crossover rate than in the base-case analysis (77%
versus 47% cumulative at b years), increased mean cost
savings to $2600 ($700-$4800). However, incremental
QALY gains decreased to 0.06 (—0.03 to 0.14), yield-
ing a net monetary benefit of $8400 ($500-$16000)
per patient. RFCA remained the dominant strategy. No
crossover in the AAD-only scenario compared with the
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Figure 2. Proportion of patients in each health state over time for radiofrequency catheter ablation (RFCA) and antiarrhythmic

drug (AAD) treatment scenarios.

A, Base case analysis: 5-year incremental treatment effect of RFCA compared with AADs. B, Scenario analysis: 10-year incremental treatment
effect of RFCA compared with AADs. Gray zones indicate treatment effect duration/period in each scenario.

base-case analysis increased mean per-patient cost
($4500 [—1200 to 7500]; Supplemental Table S2). Net
monetary benefit per patient and ICER were estimated
at $6600 and $38500/QALY, indicating RFCA was a
cost-effective strategy.

DISCUSSION

Our model demonstrated that RFCA was the dominant
treatment (less costly and more effective) for patients
with AF compared with AADs, especially for patients with
early AF for whom RFCA could considerably delay AF
progression. Model results indicated that RFCA reduced
total per-patient costs from a payer perspective, and
increased QALYs over a lifetime horizon. As a result of
delaying disease progression relative to AAD treatment,
RFCA reduced hospitalizations, emergency department
visits, and cardioversions.

To our knowledge, this economic model is the first
to explicitly incorporate the impact of delayed progres-
sion from early to advanced AF for RFCA versus AAD
treatment and to assess differential health care utiliza-
tion among patients based on the AF severity. Previous
studies have demonstrated that patients with advanced
AF exhibit increased comorbidity burden, higher rates
of adverse events, and greater health care resource

Circ Arrhythm Electrophysiol. 2023;16:e011237. DOI: 10.1161/CIRCER122.011237

utilization than patients with early stage AF**® These
factors underscore the importance of incorporating the
impact of AF progression and AF subtype in economic
analyses examining AF treatment.

In this study, the per-patient lifetime net monetary
benefit for RFCA relative to AADs was $8516 under the
base case. The comparison of treatment costs for RFCA
versus AADs is challenging, as RFCA incurs a large
one-time procedural cost, whereas the costs of AADs
are lower but accrue continuously. This comparison is
made more complex when considering the possibility of
repeat ablations, medication switching during episodes
of arrythmia recurrence and differences in quality of life.
Despite these uncertainties and the upfront costs of
ablation, our model shows RFCA to be the cost-saving
AF treatment strategy versus AADs for payers, resulting
from long-term maintenance of sinus rhythm, significant
reductions in patient lifetime health care utilization and
modest gains in patient quality-adjusted life years.

Currently, there is limited data on the durability of
RFCA's treatment effect on reducing arrhythmia recur-
rence and progression over a patient's lifetime. To date,
the CABANA study provides the longest trial-based fol-
low-up data, showing that ablation sustained superiority
in reducing arrhythmia recurrence compared with AAD
therapy at a follow-up of 5 years. However, observational
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Cost-Effectiveness Scatterplot, RFCA versus AADs
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Figure 3. Incremental cost-effectiveness scatterplot.

The incremental cost-effectiveness scatterplot illustrates the incremental cost versus incremental effectiveness of the radiofrequency catheter
ablation (RFCA) scenario compared with antiarrhythmic drug (AAD) scenario for all simulation iterations. Orange line indicates willingness-to-
pay threshold of $100000 per quality-adjusted life year. QALY indicates quality-adjusted life year.

data from Takigawa et al** suggests that ablation’s pro-
tective effect against AF progression may persist up to
ten years postprocedure. For the sake of conservatism,
in our base-case model we assumed that RFCA's treat-
ment effect versus AADs tapered off completely after 5
years. In a scenario analysis, we also assumed a treat-
ment effect of 3 years as shown in ATTEST, under which
RFCA was cost-effective. However, we contemplate that
the assumption of RFCA treatment effect tapering off
after b years may underestimate the duration of abla-
tion’s effect, in which case the true net monetary benefit
of ablation may be closer to more favorable results dem-
onstrated in the 7- and 10-year scenario analysis (net
monetary benefit of $11 100 and $13800, respectively).

Few studies have compared the cost-effectiveness of
RFCA to medical therapy in the United States. Previous
health economic analyses on RFCA versus AAD therapy
have consolidated all patients with AF into a general AF
cohort343%45 A" cost-effectiveness analysis by Reynolds
et al'® examined drug-refractory patients with PAF who
received either RFCA or drug therapy and found RFCA to
be more cost-effective from the US payer perspective. Their
study found the ICER for catheter ablation versus AAD
treatment to be ~$51000/QALY over a b-year time hori-
zon. However, Reynolds et al only examined patients with
early AF (PAF), who typically consume fewer health care
resources than patients with more advanced AF. Recently,
Chew et al*® used prospectively collected billing data for

Circ Arrhythm Electrophysiol. 2023;16:e011237. DOI: 10.1161/CIRCER122.011237

US patients from the multicenter CABANA randomized
controlled trial to examine cost-effectiveness of catheter
ablation compared with antiarrhythmic drug therapy. Chew
et al determined a favorable of ICER of $57893/QALY
for ablation over a patient lifetime perspective but did not
consider the effect of AF disease progression.

Our study is unique as it both included patients with
both early and progressive forms of AF and assessed
the economic impact of the treatment strategies over a
lifetime. Previous studies did not simulate AF progres-
sion using empirical data, and as a result may overlook
the consequences of disease progression and its atten-
dant morbidity. The current model, therefore, elucidates
differences in health care resource utilization based on
disease severity, enabling a more accurate representa-
tion of clinical and economic outcomes for AF treatment.

To better mirror current clinical practice, our model was
designed to allow for RFCA crossover, and leveraged
real-world data for treatment costs and clinical param-
eters. Real-world data from insurance claims?' allowed this
model to take into account and simulate real-world costs
throughout the course of AF treatment, which may be of
practical interest for health care payers and economic
decision makers. When drug-to-ablation crossover rates
were varied in the scenario analyses, a lower crossover
rate was associated with lower net monetary benefit and
a less favorable cost-effectiveness ratio, whereas a higher
crossover rate corresponded with greater net monetary
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Figure 4. Cost-effectiveness acceptability curve.

AAD indicates antiarrhythmic drug; and RFCA, radiofrequency catheter ablation.

benefit. A counterfactual no-crossover scenario analyses
also showed positive net monetary benefit with an ICER
well below the accepted $100K/QALY in the Unites States.
From a patient and payer perspective, these findings sup-
port earlier referral for RFCA, owing to long-term reduc-
tion in total cost of care for the chronic disease. Payers
with patients enrolled for the long-term, such as Medicare,
may experience significant economic benefit by capturing
the advantages of slowing AF progression in early disease
stages through increased use of early RFCA intervention.
Commercial payers, particularly those in closed health
care or capitation systems, may also see economic benefit
through reductions in avoidable health care encounters.
Due to conservative assumptions, our analysis may
underestimate the economic benefits of RFCA. Our
model assumed identical rates of health resource utili-
zation among patients with AF in sinus rhythm regard-
less of treatment assignment (RFCA or AADs). However,
data from the MANTRA-PAF trial showed that ablation
patients in normal sinus rhythm experience less AF bur-
den than patients with AAD in normal sinus rhythm, sug-
gesting that ablation patients may require fewer health
care resources in sinus rhythm than their AAD patient
counterparts.*” Additionally, the payer perspective of
our model does not consider broader societal benefits
that may accrue due to RFCA, including those related
to productivity, reduced health care system burden, and
reduced downstream out-of-pocket costs for patients
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(eg, cost-sharing, caregiver time, and nursing home
residence). Finally, we acknowledge that our simulations
models suggest that earlier implementation of RFCA in
the disease course of AF my provide not only clinical, but
economic benefits. Future studies designed to verify our
model's findings appear warranted.

Limitations

This study is limited by a lack of generalizability to all age
groups, as simulated rates of progression were specific
to younger patients with PAF, though published evidence
showing a meaning relationship between age and AF pro-
gression rate is also lacking. Rates of disease progression
were also obtained from clinical trial data, which may not
be completely generalizable to a real-world populations
and practice. However, the clinical profiles of patients
enrolled in the ATTEST trial and the trial treatment pro-
tocols were both generally similar to those of real-world
patients with AF. Second, limited published data were
available to inform AF subtype-specific input parameters.
Until widespread adoption of the International Classification
of Diseases, Tenth Revision, Clinical Modification, which
was implemented in October 2015, researchers could not
distinguish between PAF and PsAF in large administra-
tive data sets. However, the recent real-world analysis of
health claims data that was used to inform this model used
a previously validated set of Intemational Classification of
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Diseases, Tenth Revision based claims, thus capturing the
majority of relevant health care encounters for each AF
subtype. Additionally, data availability on AF progression
was limited to only the ATTEST trial Although multiple data
sources to inform this parameter would be ideal, because
the ATTEST trial is a randomized clinical trial, the progres-
sion data is of robust caliber. Third, not all input parameters
obtained from the literature, particularly for health outcome
rates, were estimated from samples matched to subjects
within the ATTEST trial. Finally, there were limited data on
long-term rates of health outcomes and resource utiliza-
tion associated with RFCA and AAD treatment. Although
the last 2 limitations could introduce bias in study results,
model structure was aimed to minimize bias by incorporat-
ing health outcome and resource utilization rates for each
health state independent from the treatment received.
The impact of RFCA compared with AADs was estimated
according to the speed at which patients experienced AF
recurrence and progression and not a direct of RFCA and
AADs on resource utilization rates.

Conclusions

This health economic analysis demonstrates that in
patients with early AF who have previously failed drug
therapy, RFCA is associated with greater clinical and
economic value than AAD treatment. Earlier intervention
with RFCA may provide considerable benefits for both
patients and payers due to the long-term reduction in
total cost of AF care and other chronic diseases associ-
ated with it.

ARTICLE INFORMATION
Received May 21, 2022; accepted February 16, 2023.

Affiliations

Divisions of Cardiology and Health Economics and Modeling, Departments of
Medicine and Population Health Sciences, Medical College of Georgia, Augusta,
GA (AEB). Global Provider and Payer Value Demonstration, Global Health Eco-
nomics, Johnson and Johnson Medical Devices, New Brunswick, NJ (M.K, T.G.).
Biosense Webster, Inc, Franchise Health Economics (T.W.) and Biosense Webster,
Inc, Medical Affairs (Q.S.), Johnson and Johnson Medical Devices, Irvine, CA. Uni-
versitatsklinikum Schleswig-Holstein, Libeck, Germany (K.-H.K.). LANS Cardio,
Hamburg, Germany (K-H.K).

Acknowledgments

The authors would like to acknowledge Michael Schliter, PhD, for critical review
of the article, RuthAnne Kavelaars, MSc, for general support on the publication
and Superior Medical Experts for their support in medical writing.

Sources of Funding
Funding for this study was sponsored by Biosense Webster, Inc.

Disclosures

Dr Berman has acted as a consultant for Biosense Webster, Inc. Dr Kuck has acted
as a consultant for Medtronic, Boston Scientific, Biosense Webster, Inc, Abbott, and
Edwards Lifesciences. Dr Kabiri, T. Wei, T. Galvain, and Dr Sha are employees of
Johnson & Johnson, which is parent to Biosense Webster, Inc. Drs Berman, Kabiri,
Sha, and T. Wei provided substantial contributions to study concept and design. Dr
Kabiri and T. Galvain provided significant contributions towards data analysis. Drs
Berman, Kabiri, Kuck, and T. Wei provided significant contribution into critical inter-
pretation of the work. All authors contributed towards article drafting.

Circ Arrhythm Electrophysiol. 2023;16:e011237. DOI: 10.1161/CIRCER122.011237

Value of Delaying AF Progression With RFCA

Supplemental Material
Supplemental Methods | and Il
Tables S1 and S2

Figures S1 and S2
References #6-%°

REFERENCES

1. Odutayo A, Wong CX, Hsiao AJ, Hopewell S, Altman DG, Emdin CA.
Atrial fibrillation and risks of cardiovascular disease, renal disease, and
death: systematic review and meta-analysis. BMJ. 2016;354:i4482. doi:
10.1136/bm;.i4482

2. Thrall G, Lane D, Carroll D, Lip GY. Quality of life in patients with atrial
fibrillation: a systematic review. Am J Med. 2006;119:448 —448 419. doi:
10.1016/j.amjmed.2005.10.057

3. Colilla S, Crow A, Petkun W, Singer DE, Simon T, Liu X. Estimates
of current and future incidence and prevalence of atrial fibrillation in
the U.S. adult population. Am J Cardiol 2013;112:1142-1147. doi:
10.1016/j.amjcard.2013.06.063

4. Khavjou O, Phelps D, Leib A. Projections of cardiovascular disease preva-
lence and costs: 2015-2035. RT/ Int. 2016;38:1-54.

5. Wilber DJ, Pappone C, Neuzil P, De Paola A, Marchlinski F, Natale A, Macle L,
Daoud EG, Calkins H, Hall B, et al; ThermoCool AF Trial Investigators. Com-
parison of antiarrhythmic drug therapy and radiofrequency catheter abla-
tion in patients with paroxysmal atrial fibrillation: a randomized controlled
trial3. JAMA. 2010;303:333-340. doi: 10.1001/jama.2009.2029

6. Packer DL, Mark DB, Robb RA, Monahan KH, Bahnson TD, Poole JE,
Noseworthy PA, Rosenberg YD, Jeffries N, Mitchell LB, et al. Effect of
catheter ablation vs antiarrhythmic drug therapy on mortality, stroke, bleed-
ing, and cardiac arrest among patients with atrial fibrillation: the CABANA
randomized clinical trial. JAMA 2019;321:1261-1274.

7. Blomstrom-Lundgqyist C, Gizurarson S, Schwieler J, Jensen SM, Bergfeldt L,
Kenneback G, Rubulis A, Malmborg H, Raatikainen P, Lonnerholm S, et al.
Effect of catheter ablation vs antiarrhythmic medication on quality of life in
patients with atrial fibrillation: the CAPTAF randomized clinical trial. JAMA.
2019;321:10569-1068. doi: 10.1001/jama.2019.0335

8. Calkins H, Hindricks G, Cappato R, Kim YH, Saad EB, Aguinaga L,
Akar JG, Badhwar V, Brugada J, Camm J, et al. 2017 HRS/EHRA/
ECAS/APHRS/SOLAECE expert consensus statement on catheter and
surgical ablation of atrial fibrillation: executive summary. Heart Rhythm.
2017;33:369-409. doi: 10.1016/j0a.2017.08.001

9. Kirchhof P, Benussi S, Kotecha D, Ahlsson A, Atar D, Casadei B, Castella
M, Diener HC, Heidbuchel H, Hendriks J, et al. 2016 ESC Guidelines for
the management of atrial fibrillation developed in collaboration with EACTS.
Eur J Cardiothorac Surg. 2017;70:50. doi: 10.1016/.rec.2016.11.033

10. Blum S, Meyre P, Aeschbacher S, Berger S, Auberson C, Briel M, Osswald S,
Conen D. Incidence and predictors of atrial fibrillation progression: a sys-
tematic review and meta-analysis. Heart Rhythm. 2019;16:502-510. doi:
10.1016/j.hrthm.2018.10.022

11. Proietti R, Hadjis A, AlTurki A, Thanassoulis G, Roux JF, Verma A, Healey
JS, Bernier ML, Birnie D, Nattel S, et al. A systematic review on the pro-
gression of paroxysmal to persistent atrial fibrillation: shedding new light
on the effects of catheter ablation. JACC Clin Electrophysiol. 2015;1:105—
115. doi: 10.1016/jjacep.2015.04.010

12. Kuck K-H, Lebedev DS, Mikhaylov EN, Romanov A, Gellér L, Kalgjs O,
Neumann T, Davtyan K, On YK, Popov S. Catheter ablation or medical
therapy to delay progression of atrial fibrillation: the randomized controlled
atrial fibrillation progression trial (ATTEST). Europace. 2021;23:362-369a.
doi: 10.1093/europace/euaa?298

13. Reynolds MR, Zimetbaum P, Josephson ME, Ellis E, Danilov T, Cohen DJ.
Cost-effectiveness of radiofrequency catheter ablation compared with
antiarrhythmic drug therapy for paroxysmal atrial fibrillation. Circ Arrhythm
Electrophysiol. 2009;2:362—-369. doi: 10.1161/CIRCER.108.837294

14. Khaykin Y, Morillo CA, Skanes AC, McCracken A, Humphries K,
Kerr CR. Cost comparison of catheter ablation and medical therapy in
atrial fibrillation. J Cardiovasc Electrophysiol. 2007;18:907-913. doi:
10.1111/}.1540-8167.2007.00902.x

15. Steinberg BA, Hellkamp AS, Lokhnygina Y, Patel MR, Breithardt G,
Hankey GJ, Becker RC, Singer DE, Halperin JL, Hacke W, et al; ROCKET-
AF Steering Committee and Investigators. Higher risk of death and
stroke in patients with persistent vs. paroxysmal atrial fibrillation: results
from the ROCKET-AF Trial. Eur Heart J. 2015;36:288-296. doi:
10.1093/eurheartj/ehu359

April 2023 186



€202 ‘6T A2\ uo Aq Blo'sfeuinofeye;/:dny woly papeojumod

Berman et al

16.

20.
21
22.

23.

24,

26.

26.
27.
28.

29.

30.

31.

32.

33.

Circ Arrhythm Electrophysiol. 2023;16:e011237. DOI: 10.1161/CIRCER122.011237

Han TS, Fry CH, Fluck D, Affley B, Gulli G, Barrett C, Kakar P, Patel T,
Sharma S, Sharma P. Evaluation of anticoagulation status for atrial fibrillation
on early ischaemic stroke outcomes: a registry-based, prospective cohort
study of acute stroke care in Surrey, UK. BMJ Open. 2017;7:¢019122. doi:
10.1136/bmjopen-2017-019122

Friedman DJ, Field ME, Rahman M, Goldstein L, Sha Q, Sidharth M,
Khanna R, Piccini JP. Catheter ablation and healthcare utilization and cost
among patients with paroxysmal versus persistent atrial fibrillation. Heart
rhythm O2. 2021;2:28-36. doi: 10.1016/j.hr00.2020.12.017

. Arbelo E, Brugada J, Blomstrom-Lundqvist C, Laroche C, Kautzner J,

Pokushalov E, Raatikainen P, Efremidis M, Hindricks G, Barrera A, et al;
on the behalf of the ESC-EHRA Atrial Fibrillation Ablation Long-term
Registry Investigators. Contemporary management of patients undergo-
ing atrial fibrillation ablation: in-hospital and 1-year follow-up findings from
the ESC-EHRA atrial fibrillation ablation long-term registry. Eur Heart J.
2017;38:1303-1316. doi: 10.1093/eurheartj/ehwb64

. Arias E, Xu J. United States life tables, 2017. Natl Vital Stat Rep.

2019,68:1-66.
Encounter data standard analytic file 2019.

. Optuminsight EEPMN. Optum Clinformatics® data mart database.

Godwin KM, Wasserman J, Ostwald SK. Cost associated with stroke:
outpatient rehabilitative services and medication. Top Stroke Rehabil
2011;18:676—684. doi: 10.1310/tsr18s01-676

Rozjabek HM, Coleman ClI, Ashton V, Laliberte F, Oyefesobi P,
Lejeune D, Germain G, Schein JR, Yuan Z, Lefebvre P, et al. Health-
care costs of stroke and major bleeding in patients with atrial fibrillation
treated with non-vitamin K antagonist oral anticoagulants. J Med Econ.
2019;22:761-759. doi: 10.1080/13696998.2019.1603156

Chan PS, Nallamothu BK, Krumholz HM, Curtis LH, Li Y, Hammill BG,
Spertus JA; American Heart Association’s Get With The Guidelines-Resus-
citation Investigators. Readmission rates and long-term hospital costs
among survivors of an in-hospital cardiac arrest. Circ Cardiovasc Qual Out-
comes. 2014;7:889-895. doi: 10.1161/CIRCOUTCOMES.114.000925
U.S. Department of Health & Human Services for Medicare & Medicaid
Services. Physician Fee Schedule. 2020.

Premier Healthcare Database. 2019.

Truven MarketScan. IBM Watson Health. 2018.

Deitelzweig S, Dhamane AD, Di Fusco M, Russ C, Rosenblatt L,
Lingohr-Smith M, Lin J. Utilization of anticoagulants and predictors of treat-
ment among hospitalized patients with atrial fibrillation in the USA. J Med
Econ. 2020,;23:1389-1400. doi: 10.1080/13696998.2020.1832099
Canestaro WJ, Patrick AR, Avorn J, lto K, Matlin OS, Brennan TA,
Shrank WH, Choudhry NK. Cost-effectiveness of oral anticoagulants for
treatment of atrial fibrillation. Circulation: Cardiovascular Quality and Out-
comes. 2013;6:724-731. doi: 10.1161/CIRCOUTCOMES.113.000661
Hobbs FD, Fitzmaurice DA, Mant J, Murray E, Jowett S, Bryan S, Raftery J,
Davies M, Lip G. A randomised controlled trial and cost-effectiveness
study of systematic screening (targeted and total population screening)
versus routine practice for the detection of atrial fibrillation in people aged
65 and over. The SAFE study. Health Technol Assess. 2005;9:1=74. doi:
10.3310/hta9400

Sterne JA, Bodalia PN, Bryden PA, Davies PA, Lopez-Lopez JA, Okoli GN,
Thom HH, Caldwell DM, Dias S, Eaton D, et al. Oral anticoagulants for
primary prevention, treatment and secondary prevention of venous throm-
boembolic disease, and for prevention of stroke in atrial fibrillation: system-
atic review, network meta-analysis and cost-effectiveness analysis. Health
Technol Assess. 2017;21:1-386. doi: 10.3310/hta21090

Welton NJ, McAleenan A, Thom HH, Davies P, Hollingworth W, Higgins JP,
Okoli G, Sterne JA, Feder G, Eaton D, et al. Screening strategies for atrial
fibrillation: a systematic review and cost-effectiveness analysis. Health
Technol Assess. 2017;21:1-236. doi: 10.3310/hta21290

Sharma P, Scotland G, Cruickshank M, Tassie E, Fraser C, Burton C, Croal B,
Ramsay CR, Brazzelli M. The clinical effectiveness and cost-effectiveness
of point-of-care tests (CoaguChek system, INRatio2 PT/INR monitor and
ProTime Microcoagulation system) for the self-monitoring of the coagula-
tion status of people receiving long-term vitamin K antagonist therapy, com-
pared with standard UK practice: systematic review and economic evaluation.
Health Technol Assess. 2015;19:1-172. doi: 10.3310/hta19480

34.

35.

36.

37.

38.

39

40.

41,

42.

43.

44,

45,

46.

47.

48.

49,

50.

Value of Delaying AF Progression With RFCA

Blackhouse G, Assasi N, Xie F, Gaebel K, Campbell K, Healey JS,
O'Reilly D, Goeree R. Cost-effectiveness of catheter ablation for rhythm
control of atrial fibrillation. Int J Vasc Med. 2013;2013:262809. doi:
10.1165/2013/262809

Chan PS, Vijan S, Morady F, Oral H. Cost-effectiveness of radiofrequency
catheter ablation for atrial fibrillation. J Am Coll Cardiol. 2006;47:2513—
2520. doi: 10.1016/}jacc.2006.01.070

Lacey EA, Walters SJ. Continuing inequality: gender and social class influ-
ences on self perceived health after a heart attack. J Epidemiol Community
Health. 2003;567:622-627. doi: 10.1136/jech.57.8.622

Simpson E, Stevenson M, Scope A, Poku E, Minton J, Evans P. Echocar-
diography in newly diagnosed atrial fibrillation patients: a systematic review
and economic evaluation. Health Technol Assess. 2013;17:1-263. doi:
10.3310/hta17360

Herdman M, Gudex C, Lloyd A, Janssen M, Kind P, Parkin D, Bonsel G,
Badia X. Development and preliminary testing of the new five-level ver-
sion of EQ-6D (EQ-56D-5L). Qual Life Res. 2011;20:1727-1736. doi:
10.1007/s11136-011-9903-x

Robinson A, Thomson R, Parkin D, Sudlow M, Eccles M. How patients with
atrial fibrillation value different health outcomes: a standard gamble study. J
Health Serv Res Policy. 2001;6:92-98. doi: 10.1258/1355819011927288
Lenert LA, Soetikno RM. Automated computer interviews to elicit utilities:
potential applications in the treatment of deep venous thrombosis. J Am
Med Inform Assoc. 1997,4:49-56. doi: 10.1136/jamia.1997.0040049
National Institute for Health and Care Excellence. Atrial Fibrillation:
diagnosis and management. Cost-effectiveness analysis J3: Ablation.
NICE guideline NG196 Economic analysis report. 2021. https://www.
nice.org.uk/guidance/ng196/evidence/j3-ablation-costeffectiveness-
analysis-pdf-326949243734

Boriani G, Laroche C, Diemberger | Fantecchi E, Popescu M,
Rasmussen LH, Dan GA, Kalarus Z, Tavazzi L, Maggioni AP, et al. “Real-
world” management and outcomes of patients with paroxysmal vs. non-
paroxysmal atrial fibrillation in Europe: the EURObservational Research
Programme-Atrial Fibrillation (EORP-AF) General Pilot Registry. Europace.
2016;18:648-657. doi: 10.1093/europace/euv390

Chiang CE, Naditch-Bralé L, Murin J, Goethals M, Inoue H, O'Neill J,
Silva-Cardoso J, Zharinov O, Gamra H, Alam S, et al. Distribution and risk
profile of paroxysmal, persistent, and permanent atrial fibrillation in routine
clinical practice: insight from the real-life global survey evaluating patients
with atrial fibrillation international registry. Circ Arrhythm Electrophysiol.
2012;6:632-639. doi: 10.1161/CIRCER.112.970749

Takigawa M, Takahashi A, Kuwahara T, Okubo K, Takahashi Y, Watari Y,
Takagi K, Fujino T, Kimura S, Hikita H. Long-term follow-up after catheter
ablation of paroxysmal atrial fibrillation: the incidence of recurrence and
progression of atrial fibrillation. Circulation: Arrhythmia and Electrophysiol-
ogy. 2014;7:267-273. doi: 10.1161/CIRCEP.113.000471

Ollendorf DA, Silverstein MD, Bobo T, Pearson and SD. Management
Options for Atrial Fibrillation. 2010.

Chew DS, Li Y, Cowper PA, Anstrom KJ, Piccini JP, Poole JE, Daniels MR,
Monahan KH, Davidson-Ray L, Bahnson TD, et al; CABANA Investigators.
Cost-Effectiveness of catheter ablation versus antiarrhythmic drug ther-
apy in atrial fibrillation: the CABANA randomized clinical trial. Circulation.
2022;146:535-547. doi: 10.1161/CIRCULATIONAHA.122.058575
Nielsen JC, Johannessen A, Raatikainen P, Hindricks G, Walfridsson H,
Pehrson SM, Englund A, Hartikainen J, Mortensen LS, Hansen PS;
MANTRA-PAF Investigators. Long-term efficacy of catheter abla-
tion as first-line therapy for paroxysmal atrial fibrillation: 5-year out-
come in a randomised clinical trial. Heart. 2017;103:368-376. doi:
10.1136/heartjnl-2016-309781

Harrison R. Introduction to Monte Carlo simulation. AIP Conf Proc.
2010;17:21. doi: 10.1063/1.3295638

Gompertz B. A sketch on the analysis and the notation applicable to the
value of life contingencies. Philosophical Transactions of the Royal Society.
1820;214:294. https://doi.org/10.1098/rstl.1820.0018

Latimer NR. Survival analysis for economic evaluations alongside clini-
cal trials--extrapolation with patient-level data: inconsistencies, limita-
tions, and a practical guide. Med Decis Making. 2013;33:743-754. doi:
10.1177/0272989X12472398

April 2023 187


https://www.nice.org.uk/guidance/ng196/evidence/j3-ablation-costeffectiveness-analysis-pdf-326949243734@line 3@
https://www.nice.org.uk/guidance/ng196/evidence/j3-ablation-costeffectiveness-analysis-pdf-326949243734@line 3@
https://www.nice.org.uk/guidance/ng196/evidence/j3-ablation-costeffectiveness-analysis-pdf-326949243734@line 3@
https://doi.org/10.1098/rstl.1820.0018

