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ORIGINAL ARTICLE

Cost-effectiveness of screening for atrial fibrillation in a single primary care
center at a 3-year follow-up

Faris Ghazala , Mattias Aronssonb,c, Faris Al-Khalilia, Mårten Rosenqvista and Lars-Åke Levinb

aDepartment of Clinical Science, Danderyd Hospital, Karolinska Institutet, Stockholm, Sweden; bDepartment of Health Care Analysis and
Department of Medical and Health Sciences, Linkopings Universitet, Linkoping, Sweden; cAstraZeneca, Sodertalje, Sweden

ABSTRACT
Objectives. The aim of this study was to estimate the cost-effectiveness of intermittent electrocardio-
gram (ECG) screening for atrial fibrillation (AF) among 70–74-year old individuals in primary care. We
also aimed to assess adherence to anticoagulants, severe bleeding, stroke and mortality among
screening-detected AF cases at three-year follow-up.
Methods. A post hoc analysis based on a cross-sectional screening study for AF among 70–74-year old
patients, who were registered at a single primary care center, was followed for three years for mortal-
ity. Data about adherence to anticoagulants, incidence of stroke and severe bleeding among screen-
ing-detected AF cases, were collected from patient’s records. Markov model and Monte Carlo
simulation were used to assess the cost-effectiveness of the screening program.
Results. The mortality rate among screening-detected AF cases (n¼ 16) did not differ compared to the
274 individuals with no AF (hazard ratio 0.86, CI 0.12–6.44). Adherence to anticoagulants was 92%.
There was no stroke or severe bleeding. The incremental cost-effectiveness ratio of screening versus
no screening was EUR 2389/quality-adjusted life year (QALY) gained. The screening showed a 99%
probability of being cost-effective compared to no screening at a willingness-to-pay threshold of EUR
20,000 per QALY.
Conclusion. Screening for AF among 70–74-year olds in primary care using intermittent ECG appears to
be cost-effective at 3-year follow-up with high anticoagulants adherence and no increased mortality.

ARTICLE HISTORY
Received 5 November 2020
Revised 3 November 2021
Accepted 25 March 2022

KEYWORDS
Atrial fibrillation; screening;
cost-effectiveness; quality-
adjusted life year (QALY);
anticoagulants

Introduction

Atrial fibrillation (AF) is a common cardiac arrhythmia [1]
and AF increases with increasing age [2]. Without treat-
ment, atrial fibrillation carries an increased risk of ischemic
stroke [3]. Stroke associated with AF is more fatal [4] than
non-AF stroke and linked to reduced quality of life [5] and
high cost [6].

Oral anticoagulant (OAC) is an effective treatment for
preventing stroke associated with AF [7]. Unfortunately, AF
is often asymptomatic [8] and ischemic stroke may be the
first presentation of AF [9]. Thus, it has been suggested that
high-risk populations should be screened for AF.

Numerous studies have been conducted on screening for
atrial fibrillation but only a few of these studies have eval-
uated the cost-effectiveness [10–13]. Hence, there is still not
concluded how and where such screening should be per-
formed. Moreover, there is a controversy surrounding the
efficacy and safety of using anticoagulant treatment for
screening-detected atrial fibrillation [14].

The aim of this study was to evaluate the cost-effective-
ness of AF screening based on data from a previous study
[15] using intermittent electrocardiogram (ECG) among

70–74-year old patients in primary care. A secondary aim
was to evaluate mortality, incidental stroke and severe bleed-
ing as well as OAC adherence during a 3-year follow-up.

Methods

Design and study population

This is a retrospective cohort study as a post hoc analysis
the results of a previously published cross-sectional AF-
screening study [15] in which the target group comprised
415 patients aged 70–74 years registered at a single primary
care center in 2015. Details of the demographic and essen-
tial background of the original study population are
described in Supplemental Table 1. This population com-
prised a total of 34 (8.2%) cases with known AF and screen-
ing using intermittent ECG detected 16 (5.5%) new AF
cases, whereas 274 individuals had no detected AF.
Participants in this study received written and oral informa-
tion about the study and provided informed consent to par-
ticipate. All participants in this screening study were
followed for up to three years for mortality as an outcome.
In addition, screening-detected AF cases were followed for
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OAC adherence, incidence of stroke, and life-threaten-
ing bleeding.

Data collection on participants during the follow-up

Data on date of death (Supplemental Table 2), cause of
death, adherence to OAC, incidence of stroke, and life-
threatening bleeding were collected from the patients’
records. There were no missing data or loss to follow-up.
OAC adherence was defined as a proportion of days covered
by claims during observations period. The adherence was
calculated by percentage of covered days with OAC treat-
ment of all observations days. The adherence was assessed
by the amount of prescribed OAC taken under the observa-
tion period.

Cost-effectiveness analysis

A previously published [10] Markov model was used to
assess the cost-effectiveness of screening for AF in primary
care. A life-long decision-analytic model was deemed neces-
sary as events such as AF, stroke, and major bleeding will
affect individuals for the rest of their lives and such events
can rarely be captured in clinical trials. Before this study
was conducted, there was limited access to data on the
long-term effects of screening in a primary care population.
Thus, in order to provide a reliable cost-effectiveness esti-
mate, we used the results obtained at the three-year follow-
up. Figure 1 describes the core model structure. This study
is reported in accordance with the Consolidated Health
Economic Evaluation Reporting Standards (CHEERS) check-
list (Supplemental Table 3). The protocol is described on
protocols.io (https://www.protocols.io/view/safety-and-cost-
effectiveness-of-screening-for-atr-mtrc6m6).

Other assumptions and input for the economic model

The economic model used for this analysis, which had a
health care payer perspective, has been described in detail
elsewhere [10]. Briefly, we analyzed 1000 hypothetical indi-
viduals who matched the primary care population included
in the cohort study in terms of baseline characteristics and
adherence. Simulation of the natural disease progression
and the effect of screening require additional data, including
prevalence, incidence, risk of events, morbidity and

mortality. These data were obtained primarily from the pub-
lished literature [4,7,16] and a Swedish nationwide cohort
study [17]:

� Mortality rates and risk of cardiovascular events (such as
ischemic and bleeding strokes) in the population were
obtained from ARISTOTELE [16], a Swedish nationwide
cohort study [17] and the published literature [4,7].

� Cost data were mainly obtained from the healthcare
regions of Sweden. The mean cost of a stroke was
obtained from a calculation of stroke costs in Sweden
[6]. Monthly medication costs were obtained from
Pharmaceutical Specialties in Sweden (https://www.fass.
se). Other unit costs were obtained from the published
literature [18]. These are all listed in Table 1. A discount
rate of 3% was used for both costs and effects in the
base-case scenario. All unit costs were adjusted to 2019
and converted into euros using the exchange rate as of
18 February, 2019 (EUR 1.00 ¼ SEK 10.5).

� The quality-adjusted life year (QALY) weights used in
the model were derived from the participants’ age based
on the utility in the overall population of Sweden [19].
Ischemic and hemorrhagic stroke were expected to
reduce the quality of life of the individuals [20].
Important parameters used in the model are presented
in Table 1.

Statistical methods

The mortality rate as outcome was treated as a time-
dependent variable and calculated as the incidence rates for
the three cohorts. Follow-up time was defined as years from
inclusion in the AF screening to the date of death or cen-
sored at the end of our observation (28 February 2019). The
cumulative incidence of the three cohorts was plotted using
the Kaplan–Meier method and a log-rank test was used to
compare the differences between cohorts with no AF as the
reference group and the other two groups. Cox proportional
hazards regression models were used to assess the mortality
risk and hazard ratios (HRs) and 95% confidence intervals
(CIs) were calculated. These analyses were performed using
STATA statistical software version 10 and the two-sided sig-
nificance level was set at p< 0.05.

Figure 1. Depicts the core model. AF: atrial fibrillation; CHA2DS2-VASc: congestive heart failure, hypertension, age �75 years, diabetes mellitus, prior stroke or tran-
sient ischemic attack or thromboembolism, vascular disease, age 65–74 years, female sex.
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Ethics approval

This study was performed in accordance with the Declaration
of Helsinki and was approved by the Ethics Committee of
Stockholm (DNR 2014/2061-31 and 2017/129- 32).

Results

Cost-effectiveness results

Table 2 presents total costs, life-year gained, QALYs and
incremental costs per QALY for screening in primary care

compared to no screening. The introduction of one-off
screening in primary care generated 14 incremental QALYs
and 15 incremental life years gained per 1,000 screened
individuals. The incremental cost-effectiveness ratio (ICER)
was EUR 2389 per QALY gained.

A second-order Monte Carlo simulation was run for
1000 iterations. Figure 2 presents the cost-effectiveness
acceptability curve. The cost-effectiveness acceptability curve
shows that screening in primary care has a 99% probability
of being cost-effective compared with no screening at a will-
ingness-to-pay threshold of EUR 20,000 per QALY.

Table 1. Important parameters in the AF screening model.

Parameter Mean Reference Distribution

Baseline characteristics
Age 72 [15] Not varied
Female gender 52% [15] Not varied
CHA2DS2-VASc score 3.45 [15] Normal
Prevalence unknown AF 5.8% [15] Beta

Probabilities
Mortality stroke (CHADS2¼ 2) 0.269 [4] Beta
AF detected after stroke 88.2% [9] Beta
Intracranial bleeding 0.6 [17] Beta
Major bleeding warfarin 5.2 [17] Beta
Major bleeding no OAC 2.3 [17] Beta

Yearly stroke risk in AF patients with apixaban
CHA2DS2-VASc ¼ 2 0.008 [7,16,17] Beta
CHA2DS2-VASc ¼ 3 0.012 [7,16,17] Beta
CHA2DS2-VASc ¼ 4 0.018 [7,16,17] Beta
CHA2DS2-VASc ¼ 5 0.027 [7,16,17] Beta
CHA2DS2-VASc ¼ 6 0.037 [7,16,17] Beta

Yearly stroke risk in AF patients without anticoagulants
CHA2DS2-VASc ¼ 2 0.024 [17] Beta
CHA2DS2-VASc ¼ 3 0.036 [17] Beta
CHA2DS2-VASc ¼ 4 0.054 [17] Beta
CHA2DS2-VASc ¼ 5 0.083 [17] Beta
CHA2DS2-VASc ¼ 6 0.113 [17] Beta

Proportion treated with (AF-patients)
Warfarin 12.5% [15] Beta
Apixaban 81.3% [15] Beta
Aspirin 0% [15] Beta

Costs (EUR)
Total cost per screened patient 119 Not varied
Rental of hand-held ECG 47.61a [15] Not varied
One-hour physician time 156.3a 0.33 a Not varied
Holter for confirmation 121.9a 0.15 a Not varied
Administration of results 1 Assumption Not varied
Apixaban (yearly) 724 [21] Not varied
Stroke �1 year 19,390 [22] Gamma
Stroke> 1 year 4627 [22] Gamma
Severe bleeding 3123 [23] Gamma
Minor bleeding 43 Assumption Not varied

Quality of life
Age 50–59 years 0.839 [19] Normal
Age 60–69 years 0.808 [19] Normal
Age 70–79 years 0.794 [19] Normal
Age 80–88 years 0.733 [19] Normal
QALY-loss ischemic stroke (yearly) 0.15 [20] Normal
QALY-loss bleeding stroke (yearly) 0.30 [20] Normal

Yearly spontaneous detection of asymptomatic AF 5% Assumption Beta
OAC therapy at 3 years 92% Cohort

results
Beta

Discontinuation rate >3 years after initiation 8% [24] Beta
aCost at Department of Cardiology, Linkoping University Hospital.

Table 2. Base-case cost-effectiveness results of screening for AF in primary care (per 1000 screened individuals).

Treatment arms
Total costs

(EUR)
Total life
years Total QALYs

Incremental
costs (EUR)

Incremental
life years

Incremental
QALYs

ICER
incremental (EUR/ QALY)

No screening 2,346,586 11,229 7744
Screening 2,380,911 11,244 7759 59,254 15.0 14 2389
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Table 3 summarizes the deterministic sensitivity analyses.
It is evident from the table that, across the scenarios tested,
the ICER for screening does not change significantly. The
largest impact on the ICER is driven by changes in the
underlying risk of cardiovascular events, particularly ische-
mic stroke.

External validation of the model

Compared with the results from the cohort, the model pro-
vided similar output as both the model and the cohort study
showed that approximately 94% of patients were alive
after 36months.

Mortality rates and cause of death

While the mortality rate of patients with known AF was
higher than those patients with no AF (hazard ratio 3.6, CI
1.5–8.7), there was no difference in mortality rate between
cases of new AF compared to cases of no AF (hazard ratio
0.86, CI 0.12–6.44) (Table 4 and Supplemental Figure 1).
The cause of death is shown in Supplemental Table 4.

OAC adherence and stroke-bleeding outcomes

Regarding AF detection in the previous screening study
[25], 14 out of 16 new AF cases received OAC. Of the two
cases that did not receive OAC, one had a contraindication
for OAC due to concomitantly diagnosed bowel cancer,

which was operated on 6 months later and following the
operation he has been taking OAC regularly. The other
patient refused OAC treatment. At the 3-year follow-up,
one patient died, one had taken OAC 50% of the time, and
13 patients had taken OAC regularly. Among all new AF
cases, overall OAC treatment has been taken in 92% of fol-
low-up period. Two patients were treated with vitamin K
antagonists and the other patients were treated with non-
vitamin K antagonists. No stroke or severe bleeding
was detected.

Discussion

This is one of the few cost-effectiveness studies for AF
screening and the first study of intermittent screening in a
primary prevention population in which follow-up data are
included. Thus, the cost-effectiveness results for this age
group in primary care were interesting as it is debated at
what age and where the screening for AF should be per-
formed. Moreover, followed up the cohort showed that
adherence to anticoagulant treatment was high.

Cost-effectiveness of AF screening

With the available resources, the goal of most publicly
funded healthcare systems is to provide as much health care
as possible. Thus, any screening program should be cost-
effective even if other parameters such as ethical perspec-
tives must be considered. AF screening has been shown to

Figure 2. The cost-effectiveness acceptability curve of screening for AF in primary care. WTP: willingness-to-pay; QALY: quality-adjusted life year.

Table 3. Deterministic sensitivity analysis.

Parameter Base-case value Analysis Values for analysis Incremental cost EUR per QALY

Base-case analysis 2389
Per patient cost of screening 119 Lower 59.5 Cost-saving

Higher 178.5 5482
Risk of asymptomatic AF compared to symptomatic 100% Lower 50% 30,971

Higher 150% Cost-saving
Discount rate 3% Lower 0% Cost-saving

Higher 5% 5478
Spontaneous detection 5% Lower 2.5% 318

Higher 7.5% 3976
Stroke costs Stroke �1 year: 19,390,

Stroke >1 year: 4627
Lower 20% lower 6618
Higher 20% higher Cost-saving
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be cost-effective in a number of settings and when using
different types of screening technologies [10–13].

However, the cost and outcome of AF screening varies
according to the screening method and the target popula-
tion. Screening using single time-point ECG measurement
or pulse palpation is easy and inexpensive. However, it is
difficult to detect paroxysmal AF using such a screening
method. While continuous ECG monitoring [26] or inter-
mittent ECG recording [27] over a long duration are sensi-
tive methods for detecting all types of AF, such screening
methods are more costly and time consuming. One study
showed that it is more cost-effective to screen using inter-
mittent ECG than with single time-point ECG screening
[28]. Another screening study [12] indicate that pulse palpa-
tion is the most cost-effective approach depending on the
screening setting.

Our study is, therefore, an important addition in this
debate as it demonstrated that screening in primary care
with a handheld-ECG is a possible solution that should be
considered when implementing AF screening programs.
Further studies, with larger randomized study populations,
in other settings and with other screening technologies are
necessary before fully informed decisions can be made.
Several such initiatives have recently been initiated but
before the results from those studies are published, decisions
should be made based on the available evidence.

In order to identify an optimal screening program design
from a cost-effectiveness perspective, it is important to con-
sider a number of parameters, for instance, whom to be
screened and where to identify them. Screening individuals
at a high risk of AF detected a relatively high proportion of
AF cases [29]. A systematic review [30] of systematic single
time-point screening studies showed that the total AF preva-
lence was 14% among patients 75 years and older versus
5.1% among 65–74-year olds, in which around one third of
AF cases were undiagnosed. Thus, screening of elderly per-
sons over 75 years of age yields more AF cases than screen-
ing a younger age group such as 65–74-year olds [31].
However, detecting AF cases in a younger age group may be
more beneficial in preventing a high number of strokes in
a relatively young age group compared to screening
elderly persons over 75 years of age. Our study showed
that screening target population aged 70–74 year is highly
cost-effective.

Patients with high morbidity generally visit primary
healthcare centers frequently and have a good relationship
to their doctors in these centers. This close relationship
could result in a high participation rate in AF screening
programs when driven in these centers. Increased participa-
tion in AF screening could result in higher participation

rates also by patients with higher morbidity and higher AF
risk. Moreover, good patient–doctor relationship, may also
result in high initiation rate of anticoagulant therapy among
detected AF cases and improved adherence to this therapy.
In our study, the participation rate and AF detection rate
was high. Initiation rate and adherence of anticoagulant
therapy was also high. This supporting that AF screening in
the primary care could be a cost-effective intervention.

OAC adherence, mortality, and stroke-
bleeding outcomes

The adherence to OAC was high (92%) and this is compar-
able with the results of a previous screening study [32] in
which the 5-year follow-up after AF screening showed 85%
adherence to OAC. This pilot screening study was not
designed to evaluate stroke prevention. However, the 3-year
follow-up showed no stroke or severe bleeding. The higher
mortality rate among patients with known AF is probably
related to the higher cardiovascular morbidity in this group.
In contrast, there was no difference in the mortality rate
between new AF cases and those cases with no AF. This
may be related to relatively similar cardiovascular morbidity
among these groups.

Limitations

The sample size of this study was small. The screening for
this study was conducted at a single primary care center. It
is likely that this will affect the generalization of the results
to the Swedish general population. As with all simulation
model analyses, our results are indicative and need to be
validated with empirical, clinical, and cost evidence.
Currently missing data comprise the spontaneous detection
rate of AF when no screening has been conducted.
However, our assumptions were tested in scenario analyses
and have previously been used in cost-effectiveness studies.
There is considerable uncertainty surrounding the preva-
lence of undiagnosed AF. There is also uncertainty sur-
rounding the risk of cerebrovascular events in patients with
asymptomatic AF compared to those with symptomatic AF.

Conclusions

This study demonstrates that screening for AF among
70–74-year olds in primary care using intermittent ECG is
cost-effective (EUR 2389/QALY) at the 3-year follow-up
with high OAC adherence (92%) and no increased mortality
among screening-detected AF cases. These results should be
validated by a randomized control study.

Table 4. Mortality rates and hazard ratios for AF-groups.

Total persons
Total observation

period (persons. year) No. of deaths
Mortality rate (death/100

persons. year) Hazard ratio (CI) �p-value
No AF 274 923 20 2.17 Reference
New AF 16 53 1 1.89 0.86 (0.12–6.44) .887
Known AF 34 89 7 7.84 3.6 (1.5–8.7) .004
�Cox-regression.

SCANDINAVIAN CARDIOVASCULAR JOURNAL 39



Author contributions

FG, MA, LL, MR and FA contributed to the study conception and
design. FG and MA contributed to the data collection, analysis, inter-
pretation and drafted the manuscript. FG, MA, LL, MR and FA critic-
ally revised the manuscript, gave final approval and agree to be
accountable for all aspects of the work ensuring integrity and accuracy.

Disclosure statement

M. R. has received research grants, lecture and consulting honoraria
from the following sources. Abbott, Carl Bennett AB, Bristol Myers
Squibb, Medtronic, MSD, Pfizer, Roche, Sanofi, and Zenicor. L. L. has
received economic support for lecturing, advisory boards and research
from AstraZeneca, Bayer, Boehringer Ingelheim and Pfizer. F. A. has
received lecture fees from Bristol-Myers-Squibb, Pfizer, Boehringer-
Ingelheim, and Bayer. M. A. employed by AstraZeneca. All other
authors declared no conflict of interest.

Funding

The author(s) reported there is no funding associated with the work
featured in this article.

ORCID

Faris Ghazal http://orcid.org/0000-0001-5529-4243

References

[1] Hindricks G, Potpara T, Dagres N, et al. ESC guidelines for the
diagnosis and management of atrial fibrillation developed in
collaboration with the European Association of Cardio-
Thoracic Surgery (EACTS). Eur Heart J. 2020;42:373–498.

[2] Heeringa J, van der Kuip DA, Hofman A, et al. Prevalence,
incidence and lifetime risk of atrial fibrillation: the Rotterdam
study. Eur Heart J. 2006;27(8):949–953.

[3] Martinez C, Katholing A, Freedman SB. Adverse prognosis of
incidentally detected ambulatory atrial fibrillation. A cohort
study [observational study]. Thromb Haemost. 2014;112(08):
276–286.

[4] Henriksson KM, Farahmand B, Johansson S, et al. Survival after
stroke – the impact of CHADS2 score and atrial fibrillation. Int
J Cardiol. 2010;141(1):18–23.

[5] Thrall G, Lane D, Carroll D, et al. Quality of life in patients
with atrial fibrillation: a systematic review [review]. Am J Med.
2006;119(5):448 e1–19.

[6] Ghatnekar O, Persson U, Glader EL, et al. Cost of stroke in
Sweden: an incidence estimate. Int J Technol Assess Health
Care. 2004;20(3):375–380.

[7] Hart RG, Pearce LA, Aguilar MI. Meta-analysis: antithrombotic
therapy to prevent stroke in patients who have nonvalvular
atrial fibrillation. Ann Intern Med. 2007;146(12):857–867.

[8] Roche F, Gaspoz JM, Da Costa A, et al. Frequent and pro-
longed asymptomatic episodes of paroxysmal atrial fibrillation
revealed by automatic long-term event recorders in patients
with a negative 24-hour Holter. Pacing Clin Electrophysiol.
2002;25(11):1587–1593.

[9] Doliwa Sobocinski P, Anggardh Rooth E, Frykman Kull V,
et al. Improved screening for silent atrial fibrillation after
ischaemic stroke. Europace. 2012;14(8):1112–1116.

[10] Aronsson M, Svennberg E, Rosenqvist M, et al. Cost-effective-
ness of mass screening for untreated atrial fibrillation using
intermittent ECG recording [research support, Non-U.S. Gov’t].
Europace. 2015;17(7):1023–1029.

[11] Moran PS, Teljeur C, Harrington P, et al. Cost-effectiveness of
a national opportunistic screening program for atrial fibrillation
in Ireland. Value Health. 2016;19(8):985–995.

[12] Tarride JE, Quinn FR, Blackhouse G, et al. Is screening for
atrial fibrillation in Canadian family practices cost-effective in
patients 65 years and older? Can J Cardiol. 2018;34(11):
1522–1525.

[13] Lorenzoni G, Folino F, Soriani N, et al. Cost-effectiveness of
early detection of atrial fibrillation via remote control of
implanted devices. J Eval Clin Pract. 2014;20(5):570–577.

[14] Jonas DE, Kahwati LC, Yun JDY, et al. Screening for atrial fib-
rillation with electrocardiography: evidence report and system-
atic review for the US preventive services task force. Jama.
2018;320(5):485–498.

[15] Ghazal F, Theobald H, Rosenqvist M, et al. Feasibility and out-
comes of atrial fibrillation screening using intermittent electro-
cardiography in a primary healthcare setting: a cross-sectional
study. PLoS One. 2018;13(5):e0198069.

[16] Granger CB, Alexander JH, McMurray JJ, et al. Apixaban ver-
sus warfarin in patients with atrial fibrillation. N Engl J Med.
2011;365(11):981–992.

[17] Friberg L, Rosenqvist M, Lip GY. Evaluation of risk stratifica-
tion schemes for ischaemic stroke and bleeding in 182 678
patients with atrial fibrillation: the Swedish Atrial Fibrillation
Cohort Study [research support, Non-U.S. Gov’t]. Eur Heart J.
2012;33(12):1500–1510.

[18] Levin LA, Husberg M, Sobocinski PD, et al. A cost-effectiveness
analysis of screening for silent atrial fibrillation after ischaemic
stroke [research support, Non-U.S. Gov’t]. Europace. 2015;
17(2):207–214.

[19] Burstrom K, Johannesson M, Diderichsen F. A comparison of
individual and social time trade-off values for health states in
the general population. Health Policy. 2006;76(3):359–370.

[20] Lee HY, Hwang JS, Jeng JS, et al. Quality-adjusted life expect-
ancy (QALE) and loss of QALE for patients with ischemic
stroke and intracerebral hemorrhage: a 13-year follow-up
[research support, Non-U.S. Gov’t]. Stroke. 2010;41(4):739–744.

[21] FASS (Pharmaceutical Specialties in Sweden). Pharmaceutical
prices in Sweden Available from: http://wwwfassse. 2016 July 1.

[22] Ghatnekar O. The burden of stroke in Sweden: studies on costs
and quality of life based on Riks-Stroke, the Swedish stroke
register [doctoral thesis]. Umea: Umea University, Department
of Public Health and Clinical Medicine; 2013.

[23] O’Brien CL, Gage BF. Costs and effectiveness of ximelagatran
for stroke prophylaxis in chronic atrial fibrillation. JAMA.
2005;293(6):699–706.

[24] Skeppholm M, Friberg L. Adherence to warfarin treatment
among patients with atrial fibrillation [multicenter study]. Clin
Res Cardiol. 2014;103(12):998–1005.

[25] Svennberg E, Engdahl J, Al-Khalili F, et al. Mass screening for
untreated atrial fibrillation: the STROKESTOP study.
Circulation. 2015;131(25):2176–2184.

[26] Hannon N, Sheehan O, Kelly L, et al. Stroke associated with
atrial fibrillation–incidence and early outcomes in the North
Dublin population stroke study. Cerebrovasc Dis. 2010;29(1):
43–49.

[27] Ghazal F, Theobald H, Rosenqvist M, et al. Validity of daily
self-pulse palpation for atrial fibrillation screening in patients
65 years and older: a cross-sectional study. PLoS Med. 2020;
17(3):e1003063.

[28] Oguz M, Lanitis T, Li X, et al. Cost-effectiveness of extended
and one-time screening versus no screening for non-valvular
atrial fibrillation in the USA [comparative study research sup-
port, Non-U.S. Gov’t]. Appl Health Econ Health Policy. 2020;
18(4):533–545.

[29] Sposato LA, Cipriano LE, Saposnik G, et al. Diagnosis of atrial
fibrillation after stroke and transient ischaemic attack: a system-
atic review and meta-analysis. Lancet Neurol. 2015;14(4):
377–387.

40 F. GHAZAL ET AL.

http://wwwfassse


[30] Welton NJ, McAleenan A, Thom HH, et al. Screening strategies
for atrial fibrillation: a systematic review and cost-effectiveness
analysis. Health Technol Assess. 2017;21(29):1–236.

[31] Wachter R, Weber-Kruger M, Seegers J, et al. Age-dependent
yield of screening for undetected atrial fibrillation in stroke

patients: the Find-AF study [research support, Non-U.S. Gov’t].
J Neurol. 2013;260(8):2042–2045.

[32] Engdahl J, Holmen A, Rosenqvist M, et al. A prospective
5-year follow-up after population-based systematic screening
for atrial fibrillation. Europace. 2018;20�(FI_3):f306–f311.

SCANDINAVIAN CARDIOVASCULAR JOURNAL 41


	Abstract
	Introduction
	Methods
	Design and study population
	Data collection on participants during the follow-up
	Cost-effectiveness analysis
	Other assumptions and input for the economic model
	Statistical methods
	Ethics approval

	Results
	Cost-effectiveness results
	External validation of the model
	Mortality rates and cause of death
	OAC adherence and stroke-bleeding outcomes

	Discussion
	Cost-effectiveness of AF screening
	OAC adherence, mortality, and stroke-bleeding outcomes
	Limitations

	Conclusions
	Author contributions
	Disclosure statement
	Funding
	Orcid
	References


