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Introduction
A prospective, multicentre randomised controlled trial was conducted to evaluate and 
compare the impact of introducing an AI-augmented decision support tool (EchoGo) for stress 
echocardiography (SE) into the coronary artery disease (CAD) pathway, alongside standard care 
versus standard care alone in the  UK1. Alongside this RCT, Health Innovation Oxford & Thames 
Valley conducted an economic analysis to generate evidenc
based SE, aiming to determine whether AI integration delivers measurable value in terms of both 
clinical outcomes and healthcare costs, ensuring its sustainability within the NHS.

Aim & Objectives
• To assess the diagnostic accuracy of SE reporting using the EchoGo

platform in the CAD diagnostic pathway.
• T

care compared to standard care alone.
• T

EchoGo for SE reporting on SE in the CAD pathway.

Methodology

Conclusion
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Results
The 
viability of AI-based Stress Echocardiography (EchoGo) compared to standard care within the NHS in relation to 

In the CCA: 

change patterns between the groups (p=0.99, 0.324, 0.181).

were observed over time (p>.05), except for self-care (p=.017 and p=.032 for the control and intervention groups 

• In the def
categories and involves no additional AI cost inputs, the AI-based intervention had a slightly higher cost but remained

£30,000 per QALY (Table 1 and Fig 2).
• When considering AI cost inputs for installation, maintenance, and training, ranging from £25 to £100, the intervention

£26,508.80 per QALY respectively, both within the NICE WTP threshold of £30,000, with breakeven occurring at around
£35 per case.

• Incorporating clinician time savings (estimated at £10.58 per case) further improved economic viability, shifting the

under the NICE WTP threshold.
• P

that AI-based stress echocardiography becomes competitive at higher WTP thresholds but remains within the WTP
threshold at lower cost inputs.

Participants and randomisation 

Decision Appropriateness
Data Collection Timeframes

Cost
Consequences 

Analysis Type
CCA
CEA 

Probabilistic Sensitivity Analysis

Data were collected from 2,213 patients across 20 NHS hospitals, who were randomised to receive either: 
1. Standard care (control), or
2. Standard care with Al-augmented decision-making (intervention)

Baseline, 3 months, and 6 months
Obtained from a similar costing study2

1. Disease-related outcome measures: Seattle Angina Questionnaire (SAQ-7)3

2. General Health-Related Quality of Life (HRQoL) measures: EQ-5D-5L4

EQ-5D-5L used to generate a single utility index, which was converted into ALYs (Quality-Adjusted Life 
Years) Cost-Consequence Analysis (CCA) and Cost-E�ectiveness Analysis (CEA)
Within-Group and Between-Group Statistical Tests
Cost-e�ectiveness analysis of multiple scenarios, including:
- Default case (no Al cost)
- Cost input scenarios incorporating varying Al costs
- Clinician time-saving costs
Monte Carlo simulations were conducted to assess uncertainties in CEA outcomes

Study design

CFN = 4192.40
CFP = 1445.74
CTN = 226.68
СТР = 2311.75
pAlAc = 0.969
pAIFP = 0.441
pAITP = 0.032
pSCAc = 0.972
pSCFP = 0.290
pSCTP = 0.025
Qaly_FN_Al  = 0.382
Qaly_FN_SC = 0.373
Qaly_FP_AI = 0.348
Qaly_FP_SC = 0.393
Oaly_TN_AI = 0.392
Qaly_TN_SC = 0.390
Qaly_TP_AI = 0.402
Qaly_TP_SC = 0.403

Groups  Costs (£)
Incremental 
Cost (IC) (£)

 
(Qalys)

Incremental 

(IE) (Qalys) ICER (IC/IE) NMB (£) C/E

Standard care (control) 366.08 0.390 11333.99 938.67

EchoGo Pro + Standard 
care (Intervention)

376.72 10.637 0.392 0.002 6938.901 11369.34 962.17

Standard Care 
AI based Stress 
Echocardiography 
(Echo GoPro)+ 
Standard Care

Willingness-to-pay

0.36

0.64

0.50
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AI-based stress echocardiography proved to be a more optimal strategy than standard care, 
o�ering slightly higher e�ectiveness but increased costs while remaining within NICE-recommended 
willingness-to-pay thresholds in speci�c scenarios where the implementation costs are kept within a 
manageable range. Overall, whether AI-based stress echocardiography remains within 
NICE-recommended willingness-to-pay thresholds at observed accuracy and e�ectiveness will depend 
on actual implementation costs and potential savings in clinician time, inter alia.
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