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Introduction Methods (continued) Results (continued) Results (continued)

Figure 1. One-way sensitivity analysis results for UNAFIED 7 versus usual care. Figure 2. Cost-effectiveness acceptability curve.

Structural uncertainty was evaluated by conducting various scenario ;
analyses including treatment with an alternative oral anticoagulant owerValues - HUpperValues

(warfarin, dabigatran, rivaroxaban and edoxaban), assuming different CPT
codes for routine care (99215), increasing routine care frequency to four
times a year, varying prevalence of NVAF by +/-10%, and varying
background NVAF detection by 3% and 5%

Results

o There is limited evidence on the clinical and cost benefits of screening for o
non-valvular atrial fibrillation (NVAF)
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Stroke hazard ratio - No Treatment L: 2.703 B: 3.846 H: 5.556
Stroke rate - average over all CHADS2-VASc categories L: 0.3486 B: 0.637 H:..

o Predictive algorithms that identify individuals at high risk of NVAF may
lead to earlier diagnosis and treatment in eligible patients
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MI hazard ratio - No Treatment L: 0.971B:2273H: 5
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o Arecently published predictive algorithm, UNAFIED-7, was effective in
identifying incident atrial fibrillation (AF) using Optum’s electronic
healthcare record data?

Objective

Stroke hazard ratio AF type: Perm. Paroxysmal L: 1- 067 B: 1.03-082H:..
AF BaselineDeath HRL: 12 B: 134 H: 153
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StrokeDeathHR Mild, Mod, Sev. -L:142-408-1399B: 318-584 -1575..
Mild stroke proportion - No Treatment L: 0.2704 B: 0.36 H: 04517
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Probability of Being the Cost-Effective Option
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Stroke utility Mild, Mod., Sev. -L:067-052-027B:0.73-058-0.33H:0.79..

Base case 01
. ) . ] Baseline ufility for AF L: 0.7551 B: 0.774 H: 0.7923
» The incremental cost-effectiveness ratio (ICER) of screening based on st CHAD ICH Apiaban average over all CHADS2-VASG caeqories - 02465, o — - o . — — il
UNAFIED-7 was $54,723/QALY (Table 1) Major bleeds hazard ratio - No treatment L: 0.442 B: 0.806 H: 1.429 Usual care ——UNAFIED.7 filineness toFay

o To assess the cost-effectiveness of one-time screening for NVAF utilising
the UNAFIED-7 algorithm versus usual care (no screening with
background detection only) in individuals aged 65 from a US payer
perspective

o Based on a hypothetical cohort of 10,000 individuals, UNAFIED-7
detected 208 more patients with NVAF compared to usual care resulting in
a reduction of ischemic stroke (IS), systemic embolism (SE) and

Severe stroke proportion - No Treatment L: 0.0897 B: 0.15 H: 0.2247
Moderate Stroke Maint Cost L: 905.7613 B: 1253 4167 H: 1656.6633

Limitations

Mild Stroke Maint.Cost L: 905.7613 B: 1253.4167 H: 1656.6633

myocardial infarction (MI) by 31, 3 and 5 events, respectively (Table 2) Fatal stroke proportion - No Treatment L: 0.0605 B: 0.11 H: 0.1797

The reduction of clinical events (IS, SE and MI) and mortality associated S
with UNAFIED-7 resulted in a QALY and life-year gain of 97 and 113,
respectively (Table 1)

Methods ‘

Comparison of screening methods was not possible as there are no
ICER published comparative studies or NMAs

» However, increased detection and anticoagulant use resulted in 6 and 76 o
additional haemorrhagic strokes and bleed-related events (major bleed Table 2. Results for screening, clinical, survival and cost outcomes (per 10,000 individuals
[MB] and clinically relevant non-major bleed [CRNMB]), respectively over lifetime)
(Table 2)

There was an incremental cost related to screening and anticoagulant use
of $6,234,593 however 23% of these costs ($1,449,986) were offset by
reduced event-related medical costs (Table 2)
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Comparisons of different screening methods can be explored in future
research

Noscreening' | UNAFEDT Conclusions

NVAF patients detected T4t e » Results suggests that screening for NVAF utilising

o A previously published Excel-based Markov model (3-month cycle length)?
was adapted to assess the cost-effectiveness of NVAF screening utilising
UNAFIED-7 versus usual care over a lifetime horizon

o Upon detection, individuals were required to undergo a confirmatory o
nurse-led 12-lead ECG screening and interpretation via a cardiologist

Screening related outcomes

o Diagnosed patients were treated with apixaban based on published

: : . L Time to first stroke ischemic stroke (years 12.93 12.96 . S -
evidence of cost-effectiveness versus other oral anticoagulants3+4 Sensitivity analyses lyears) the UNAFIED-7 algorithm in individuals aged 65
s : .. _ Number of clinical events . .
» DOAC eligibility was determined to be 98.4%"5 » The model was most sensitive to the stroke hazard ratio, stroke rate and _ years for NVAF Is a cost-effective Strategy from a
: : : ' ' Ischemic stroke 1,129 1,008 . -
»  Screening effectiveness data for the UNAFIED-7 algorithm were sourced MI hazard ratio (Figure 1) T US payer perspective at a willingness-to-pay
from a retrospective algorithm validation study* o The cost-effectiveness acceptability curve suggests that the UNAFIED-7 Hemorrhagic stroke 52 58 threshold of $100,000/QALY
. . . . . . 0 . . _ . - _ _ : : : y
Epidemiology inputs were based on published literature, databases and algors\r/\_lr_nphar? a ?}7 I/c(l) p][%bl%%”g%gf belngijbigst;ﬁectlvze at a willingness-to Myocardial infarction 323 318
datasets pay ( ) threshold o ' per Q (Figure 2) Systemic embolism 64 61
Cost inputs were sourced from published sources and reported in 2021 °* The PSAICER (352,961/QALY) was consistent with the base-case ICER Bleeding (MB and CRNMB) 1,608 1,684 References
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