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Skyrocketing Prevalence Major Resource Utilization

AFib substantially increases resource utilization—
particularly inpatient services, emergency room
visits, and hospitalizations. w2005
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Complications & Death

Atrial fibrillation (AFib) is the most
common heart arrhythmia in the U.S.
Often going undiagnosed, AFib
prevalence estimates vary between...

EACHYEAR AFIB LEADS TO AROUND:  (coyne 2006)
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Prevention of stroke in AFib can also lead to bleeding events.
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The most serious and debilitating
complication of AFib is stroke—the risk of
having a stroke increases 5-fold in individuals with AFib.

Individuals with AFib also have more severe and recurrent MEDICAL SERVICE UTILIZATION IN PERSONS

Stroke is very disabling and individuals recovering B With AF
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Age is a major risk factor and prevalence increases significantly as we
grow older.
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{0k higher risk of remaining
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compared to stroke patients without AFib. (tamassa 2011)
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THE CAUSE OF NEARLY

Most importantly, AFib
doubles the person’s risk
of death and is...

AFib can also lead to heart failure. within
the first year of diagnosis, AFib patients have a
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36.7% chance of experiencing heart failure—compared to
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The per-patient direct annual medical costs for individuals with

AFib are 5-fold higher than for those without the disease. w2005

The estimates of per patient cost of managing AFib range from
$10,000 to $14,200. wolowacz 2011)

Hospitalizations are the major cost drivers in AFib—representing
44% of total annual direct costs; which total to an estimated $2.93

billion a year. (coyne 2006)

Inpatient care and interventional procedures represent the largest
cost component in AFib and account for 50% to 70% of total costs.

(Wolowacz 2011)

The Cost of Stroke

The cost of stroke in AFib individuals is dominated by acute
hospitalization (46%), inpatient rehabilitation (13%),
hospital readmissions (12%), and nursing care (10%).
(Bruggenjurgen 2007)

The annual cost of stroke in Medicare patients with AFib is
estimated at $8 billion. (caro 2004

Stroke in Medicare patients with AFib who were not treated
with anticoagulants, cost Medicare $4.8 billion each year in
direct costs. Those who had strokes despite prophylactic
treatment cost an additional $3.1 billion. (car 2004)

The cost of caring for stroke associated with AFib is around
33% higher than for a non-AFib stroke. (ruggenjurgen 2007)

Direct Per-Patient Costs

The Cost of Bleeding

M The annual all-cause health care costs for patients with an
intracranial hemorrhage and major gastrointestinal bleeds
are 64.4% and 49% higher, respectively, compared with
patients with no bleeding events. (Ghate 2011)

[ Mean annual all-cause health care costs were $41,903 per
patient with an intracranial hemorrhage, $40,586 per
patient with a major gastrointestinal (Gl) bleed, and $24,347
per patient with a minor Gl bleed—compared with $24,129
per patient with no bleeding events. (Ghate 2011)

I Hospital care is the major cost driver with bleeding
complications and the average hospitalization cost per
patient was $15,988. (ranikos 2005)

by 20%. (Hart 2007)

B Anticoagulants can reduce the risk of recurrent stroke by
2.1-fold, and the risk for recurrent severe stroke by 2.4-fold.
(Penado 2003)

H If half of all AFib patients receiving no anticoagulation
instead received optimal anticoagulation, 19,380 strokes
could be prevented each year at a savings of around
$1.1 billion in direct costs. If 50% of those currently
receiving warfarin therapy were optimally anticoagulated,
9,582 additional would be prevented at a savings of
$1.3 billion. (caro 2004)

reduction increases as high as 21%. Major and
intracranical bleeding are also lower with the new oral
anticoagulants—as high as 31% reduction in major
bleeding. (ip2012; Granger, 2011; Patel, 2011; Connolly 2009)

Bl Institution of a practice guideline for the management of
patients presenting in the emergency department with a
primary diagnosis of AFib, was associated with a
decreased hospital admission (from 74% to 38%).
(Zimetbaum 2003)

B The large decrease in resource utilization seen with the
institution of a practice guideline for patients presenting
in the emergency department with a primary diagnosis
of AFib, translated to an average decrease in 30-day total
direct health care costs of ~$1,400 per patient. @imetbaum 2003)
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