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ABSTRACT
Objective: Atrial fibrillation (AF) is a major cause for recurrent stroke, has severe impact on a patient’s
health and imposes a high economic burden for society. Current guidelines recommend 24h ECG
monitoring (standard-of-care, SoC) to detect AF after stroke to reduce the risk of future events.
However, paroxysmal AF (PAF) is difficult to detect within this period as it occurs infrequently and
unpredictably. In a randomized controlled trial (Find-AFRANDOMISED), prolonged and enhanced Holter
ECG monitoring (EPM) revealed a significantly higher detection rate of AF compared to SoC, although
its cost-effectiveness has not yet been investigated.
Methods: Based on the data of FIND-AFRANDOMISED, an economic evaluation was conducted. One
group received EPM for 10 days after the event, and at 3 and 6months; the other group received SoC.
Healthcare resource use and quality of life (QoL) data were measured at baseline, and after 6 and
12months. Incremental costs and quality-adjusted life years (QALYs) between both groups were com-
pared. Non-parametric bootstrapping and one-way-sensitivity analyses were performed.
Results: A total of 281 patients with healthcare resource use and QoL data for all measurement points
were considered in the economic evaluation (complete case analysis, CCA). The CCA yielded nonsigni-
ficant 315e lower mean costs and 0.0013 less QALYs for patients receiving EPM with no statistically
significant differences in any cost categories. Sensitivity analyses revealed robust results. Bootstrapping
the results indicated moderate probability of cost-effectiveness.
Conclusions: EPM yielded reduced not significantly different costs without affecting QoL and may be
a useful strategy to detect PAF in acute ischemic stroke patients in time.
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Introduction

Stroke represents a high economic burden for society.
Annually, EU countries spend on average 27e billion on
stroke related costs1, meaning that around 3–4% of health
expenditures (on average for eight European countries) are
spent on costs caused by the acute event and later due to
rehabilitation and care2. Discounted life time costs of stroke
were 43,129e per case in Germany and are expected to rise
in the future considering the ageing population3.

Atrial fibrillation (AF) is one major cause of stroke, often
leading to more severe symptoms and worse outcomes than
stroke of other etiologies4,5. Moreover, the risk of AF patients
suffering from recurrent stroke is five times that of patients

not suffering from AF6. Prognoses expect the number of
people affected by AF to double by 20504.

Detection of AF differs depending on the form of AF.
German and international guidelines recommend a minimum
of 24 hours of continuous electrocardiogram (ECG) monitor-
ing (stroke unit monitoring and/or Holter ECG) to detect AF
in stroke patients7,8. Permanent or persistent AF is uncompli-
cated to detect within this period9, whereas it is difficult to
detect paroxysmal AF (PAF) due to its unpredictable and
infrequent occurrence10. Hence, the updated guideline of the
European Society of Cardiology from 2016 recommends
short-term ECG followed by ECG for at least 72 hours for
ischemic stroke patients11.
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After detection of AF, current guidelines recommend initi-
ation of oral anticoagulant (OAC)12,13. Timely initiated, OAC
therapy in AF patients reduces the risk of ischemic stroke by
60–70% compared to placebo14, leads to a similar survival
rate compared to patients without AF history15, decreases
mortality rate by 25%11,14 and, consequently, may positively
affect follow-up costs associated with stroke.

In terms of cost-effectiveness, 30 day handheld intermit-
tent ECG screening for the detection of silent AF, an asymp-
tomatic form of AF, proved to be dominant compared to
24 h ECG screening in 75/76 year old patients with a recent
ischemic stroke16. Mass screening with two weeks of inter-
mittent ECG for asymptomatic AF (75/76 year old) resulted in
4313e per quality adjusted life year (QALY)17. In the German
setting, 7 day Holter monitoring for the detection of PAF in
patients with acute cerebral ischemia was cost-effective com-
pared to 24 h ECG when considering lifetime costs
and QALYs18.

Find-AFRANDOMISED (Clinical Trial Registration – URL: http://
www.clinicaltrials.gov; unique identifier: NCT01855035) is an
open-label randomized and controlled prospective multicen-
ter trial comparing repeated enhanced and prolonged Holter
ECG monitoring (EPM) to continuous 24 h ECG monitoring
(standard of care, SoC) for detection of PAF in acute ischemic
stroke patients in the German setting5. The primary endpoint
“newly detected atrial fibrillation (�30 seconds) after
6months or before recurrence of cerebral or systemic
thromboembolism” resulted in significantly higher AF detec-
tion rates in the intervention group (EPM: 13.5%; SoC:
4.5%)19. However, the detection of AF might lead to expen-
sive OAC therapy. Economic evaluations play an increasing
role in healthcare decision making alongside clinical out-
comes. To our knowledge, the cost-effectiveness of EPM
compared to SoC for the detection of PAF has not yet been
evaluated. Based on data from Find-AFRANDOMISED, a trial-
based economic evaluation will be performed. More specific-
ally, costs of the initial stroke will be compared to the
health-related quality of life (HRQoL) for one year of fol-
low-up5.

Methods

Study design

A cost–utility analysis was conducted based on the data
from the trial Find-AFRANDOMISED using healthcare resource
use and the secondary endpoint HRQoL. The economic
evaluation was performed according to national and inter-
national guidelines to reduce methodological and reporting
uncertainties20–22. The latest issues of the Declaration of
Helsinki, the International Conference on Harmonisation of
Technical Requirements for Registration of Pharmaceuticals
for Human Use (ICH) guidelines for good Clinical Practice
and Committee for Proprietary Medicinal Products (CPMP)/
ICH/135/95 (as far as applicable) and national laws apply to
the persons involved in this study.

Setting, intervention and comparator

Patients were included prospectively in four stroke units
(SUs) which were different in size and catchment areas
across Germany. The following inclusion criteria applied:
recent cerebral ischemia defined as stroke (sudden focal
neurologic deficit lasting >24 h consistent with the territory
of a major cerebral artery and categorized as ischemic) and/
or a corresponding lesion on brain imaging, stroke symp-
toms starting �7 d ago, 60 years or older and modified
Rankin Scale �2 (prior to index event)5. EPM was performed
on patients in the intervention group for 10 days after the
initial stroke, and after 3 and 6months5. Patients in the con-
trol group received continuous ECG monitoring once, directly
after the initial stroke for a minimum of 24 hours (SoC). The
randomization was conducted by a 1:1 ratio to either EPM
or SoC5.

Data collection

Healthcare resource use and quality of life (QoL) data for the
economic evaluation were gathered at baseline, and after
180 and 360days for the past 6months from the measure-
ment point5.

Patients with available data for all three measurement
points were considered in the complete case analysis (CCA).
In a second analysis, all patients with complete data for at
least two measurement points were included for analysis to
avoid sampling bias. Missing data were imputed by mean
costs and mean utilities for the respective time period
and group.

Both samples were compared to each other and to the
initial sample regarding age, sex and the baseline score of
the National Institutes of Health Stroke Scale (NIHSS), which
quantifies the severity of stroke.

Valuation of utilities and costs

HRQoL and healthcare resource use were measured at base-
line, 180 and 360 days respectively for the past 6months
from the measurement point. QoL of the patients was
measured with the generic, standardized and valid EQ-5D-3L
measurement tool23,24. The EQ-5D-3L reflects the
self-reported health and is organized into five dimensions
(mobility, self-care, daily activities, pain/discomfort, anxiety/
depression) which can be rated with “no”, “some” or “major”
problems resulting in an individual health state25. Its use in
stroke patients is already established26. Utility values were
attached to each health state based on a utility index deter-
mined with the time-trade-off method in a German
population27.

The evaluation of the stroke-related healthcare resource
use throughout the trial was performed from the societal
perspective with a self-designed 9-item resource use meas-
urement instrument.

Unit costs, unit of measures and sources of valuation of
costs are described in Table 1. Medical devices were calcu-
lated per prescription28 and costs for medication were
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considered with the daily defined dosage (DDD)29. Costs of
formal care were based on information of the Federal
Ministry of Health30. The friction cost approach (FCA) was
used to calculate productivity losses (temporary and perman-
ent disability)20,31. The FCA supposes that costs for society
arise during the friction period (until the replacement of the
worker or the return to work) – assumed with 90 days32 and
only 80% of the losses are considered. In contrast, the
human capital approach (HCA) calculates the productivity
losses until death33,34.

Since the follow-up period was one year, discounting was
not necessary. Missing frequencies or periods were replaced
by the modus and respective mean per group for each
measurement point. To account for potential differences in
baseline utilities or healthcare resource use between the
intervention and control groups, adjustment by regression
analysis was performed24,35. In general, uncertainty was
addressed with conservative estimates.

Data analysis

Non-parametric Mann–Whitney tests (continuous variables)
or chi-squared tests (categorical variables) were performed
on non-normally distributed variables. Statistical tests were
two-sided and p values <.05 were considered as statistically
significant.

Mean values, standard deviations (SDs), 95% confidence
intervals (CIs) or percentages were used to describe the data.
Non-parametric bootstrapping (5000 resamples) was applied
to estimate sampling uncertainties in mean values22,33. The
cost-effectiveness acceptability curve (CEAC) is based on vari-
ous incremental cost effectiveness ratios (ICERs). An ICER is
the difference in costs between EPM and SoC divided by
their differences in QALYs and represents the additional cost
per QALY gained of EPM compared to SoC36.

In Germany, no thresholds for the willingness-to-pay
(WTP) exist; cost-effectiveness acceptability curves (CEAC)
were used as probability measures to provide information
about the likelihood of the intervention being a cost-effect-
ive alternative for a certain threshold22.

Robustness and reliability of results were assessed by sen-
sitivity analyses: first, productivity losses were calculated by
using the HCA20; second, only healthcare related costs were
considered (e.g. as third-party payers need this information

to consider reimbursement); and third, regression analysis
was performed to adjust for differences in baseline utilities24.

For all statistical analyses SPSS (version 22) was used and,
if applicable, Excel 2007.

Results

Descriptive analysis – complete case analysis

A total of 398 eligible patients were randomized; 200
patients were randomized to EPM and 198 to SoC; 281 (71%)
patients had data for all three measurement points and were
included in the CCA. A total of 117 patients (29%) had data
for less than three measurement points due to death, not
being personally reachable or being unwilling to participate
in the cost-effectiveness analysis. The mean age of patients
included in the CCA was 72 years (range 60–91) and 64% of
the patients were male; 50% of the patients showed minor
stroke symptoms according to the NIHSS scale at baseline.
The demographic characteristics were not distinctly different
between the EPM and SoC groups, or between the initial
and CCA samples.

Mean age, gender and the percentage with an NIHSS
score higher than two can be found for the initial and CCA
samples in Table 2. In the second analysis, 317 of 398
patients (80%) had data for at least two measurements and
were included for analysis. Their demographic characteristics
were close to those of the initial sample (n¼ 398) (for details,
see Online Resource 1).

Resource use and costs

At baseline, mean costs per patients in the SoC group were
494e compared to 164e per patient in the EPM group. After
adjusting for differences in baseline costs, total adjusted
mean societal costs were 4377e per patient (median ¼
2438e) for the EPM group and 4692e (median ¼ 3122e) for
the SoC group (nonsignificant); 73% of costs occurred
between baseline and 180 days. For this period, mean costs
were 3160e in the EPM group and 3423e in the SoC group.

Table 3 presents mean costs, mean utilities and QALYs for
one year of the CCA and the second analysis for all measure-
ments (baseline, 180 days, 360 days). The second analysis
showed similar results with no statistically significant differ-
ences in mean costs.

Mean utilities of patients in the EPM group revealed no
statistically significant differences compared to those of the
SoC groups for all measurements, either in the CCA or in the
second analysis (see Table 3). In the CCA, the QALYs differed
by 0.0013 between groups (second analysis: 0.0113) and
were statistically not significantly different.

Overall, the EPM group indicated lower mean costs
(-315e, p value ¼ .424) and slightly lower mean QALYs.

Table 4 displays all cost categories and presents boot-
strapped mean costs with standard deviations, the percent-
age of patients who used the specific health services or
caused non-healthcare costs and the difference in costs
between the groups (with 95% CI). In the one-year follow-up

Table 1. Valuation of costs per cost category.

Unit cost (e) Unit of
measure

Source

General practitioner 20.94 Visits 28

Neurologist 46.69 28

Cardiologist/gastroenterologist/internist 68.32 28

Visceral surgeon 45.30 28

Physical therapy 17.14 28

Occupational therapy 39.16 28

Speech therapy 40.29 28

Intervention costsa 44.63 28

Hospital visits 619.18 Days 28

Rehabilitation (inpatient) 48.74 28

Rehabilitation (outpatient) 127.22 28

Productivity loss 84.84 31

aMean costs: general practitioner and cardiologist contact.
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period, 90% of total costs were related to healthcare costs;
only 10% were associated with productivity losses. Inpatient
rehabilitation costs accounted for about 40% of total costs of
the healthcare resource use (EPM: 38%; SoC: 39%). In the
CCA, 44% of 200 patients in the EPM group and 50% of 198
patients in the SoC group received inpatient rehabilitation,
which was performed in 97% and 95% of cases within the
first 180 days after stroke for patients in the EPM and SoC
groups, respectively. In this period, rehabilitation, hospitaliza-
tion and cure were the most expensive cost categories.

Cost-effectiveness and sensitivity analyses

Figure 1 shows the cost-effectiveness (CE) of EPM compared
to SoC over a range of theoretical CE thresholds for the CCA,
the second analysis and two of the three sensitivity analyses
(please see Online Resource 2 for the CEAC of the third sen-
sitivity analysis). Considering a WTP of at least 25,000e per
QALY gained, in the CCA the proportion of bootstrapped
iterations at or below this threshold is 60%, indicating a
probability of the EPM being cost-effective compared to SoC
of around 60%; 41% of the bootstrapped iterations indicate

Table 2. Patient characteristics of the initial sample and the CCA sample.

Initial sample (n¼ 398) EPM (n¼ 200) SoC (n¼ 198) p value CCA (n¼ 281) EPM (n¼ 142) SoC (n¼ 139) p value

Demographic characteristics
Male 238 (60%) 115 (57.5%) 123 (62%) .347a 180 (64%) 86 (61%) 94 (67%) .217a

Female 160 (40%) 85 (42.5%) 75 (37.9%) 101 (36%) 56 (39%) 45 (33%)
Mean age in years (range) 72.7 (60–96) 72.1 73.2 .167b 71.7 (60–91) 70.9 72.6 .093b

Score on NIHSS (baseline)c

NIHSS >2 206 (51.9%) 110 (55%) 96 (48.7%) .111b 139 (49.6%) 74 (52.1%) 65 (47.1%) .186b

Abbreviations. CCA, Complete case analysis; EPM, Prolonged and enhanced Holter ECG monitoring; NIHSS, National Institutes of Health Stroke Scale; SoC,
Standard-of-care.
aChi-square test.
bMann–Whitney U test.
cOne patient in the SoC group did not have NIHSS baseline score.

Table 3. Mean values: cost and utility data for the CCA and the second analysis.

CCA Second analysis

EPM SoC D p valuea EPM SoC D p valuea

Costs
Baseline 164e 494e �330e .532 164e 455e �291e .764
180 days 3160e 3423e �263e .744 3381e 3851e �470e .570
360 days 1196e 1291e �95e .328 1256e 1337e �81e .305
Total 1 year (unadjusted) 4355e 4714e �359e .388 4638e 5188e �550e .291
Total 1 year (adjusted)b 4377e 4692e �315e .424 4656e 5170e �514e .321

Utilities
Baseline 0.7363 0.7566 �0.0203 .745 0.7101 0.7458 �0.0357 .524
180 days 0.8592 0.8387 0.0205 .290 0.8372 0.8337 0.0035 .445
360 days 0.8271 0.8592 �0.0321 .425 0.8312 0.8476 �0.0164 .595
QALY 1 year 0.8204 0.8217 �0.0013 .707 0.8039 0.8152 �0.0113 .815

Abbreviations. CCA, Complete case analysis; EPM, Prolonged and enhanced Holter ECG monitoring; QALY, Quality adjusted life year; SoC, Standard-of-care.
aMann–Whitney U test.
bAdjusted by regression analysis.

Table 4. Resource use and bootstrapped mean costs for one year of follow-up, CCA (unadjusted).

EPM (n¼ 142) SoC (n¼ 139) p valuea D costs (e) (95% CI)

Use (%) Mean (e) ± SD Use (%) Mean (e) ± SD

Formal care 13.4 425 ± 95 10.1 389 ± 130 .391 36 (�290 to 311)
General practitioner 84.5 98 ± 9 87.1 110 ± 10 .188 �12 (�38 to 13)
Specialists 42.3 59 ± 9 47.5 60 ± 7 .356 �1 (�22 to 21)
Hospital visits 4.2 194 ± 127 9.4 586 ± 219 .082 �393 (�329 to 57)
Rehabilitation (overall) 48.6 1682 ± 181 57.6 1905 ± 185 .400 �223 (�743 to 280)
Inpatient rehabilitation 44.4 1625 ± 176 51.8 1823 ± 193 .525 �198 (�697 to 304)
Outpatient rehabilitation 5.6 62 ± 30 7.2 94 ± 30 .549 �32 (�110 to 57)
Cure overall 43.7 670 ± 122 48.2 780 ± 124 .278 �110 (�449 to 231)
Physical therapy 34.5 220 ± 37 37.4 261 ± 42 .506 �40 (�146 to 65)
Occupational therapy 21.1 301 ± 69 20.9 315 ± 68 .981 �14 (�197 to 182)
Speech therapy 9.2 143 ± 46 12.9 193 ± 51 .313 �50 (�190 to 82)
Medical devices 25.4 257 ± 55 21.6 170 ± 37 .387 87 (�39 to 226)
Medication 99.3 474 ± 38 99.3 383 ± 28 .394 91 (0 to 186)
Intervention costs 100.0 133.89 ± 0 � 0 <.0001 134 (134 to 134)
R healthcare costs 4020 ± 395 4384 ± 414 .315 �365 (�1452 to 772)
Permanent disability 3.5 190 ± 89 3.6 244 ± 110 .960 �54 (�348 to 212)
Temporary disability 5.6 155 ± 66 2.2 85 ± 47 .141 70 (�88 to 239)
R non-healthcare costs 350 ± 117 330 ± 123 .288 20 (�297 to 347)

Abbreviations. CI, Confidence interval; EPM, Enhanced and prolonged Holter ECG monitoring; SD, Standard deviation; SoC, Standard-of-care.
aMann–Whitney U test.
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that EPM may be dominant (cost-saving and more effective)
compared to SoC. The results of the second analysis and of
two sensitivity analyses lead to similar outcomes (see Figure
1). Adjusting baseline utilities increases the probability to
around 82% for a WTP of at least 25,000e per QALY gained
and to 56% of being dominant.

Discussion

Main findings

The healthcare resource use and HRQoL of ischemic stroke
patients >60 years of age in Germany were evaluated for
one year of follow-up. The main cost drivers were rehabilita-
tion, cure, medication and formal care. Most of the costs
occurred within the first 6months after stroke.

In the CCA and the second analysis, no statistical differen-
ces between costs or in HRQoL occur within the follow-up
period of one year. Mean costs and mean medication costs
of the intervention group were not significantly higher, even
though additional conservatively estimated intervention costs
of 134e applied and more patients in the EPM group
received OAC therapy (EPM: 18%; SoC: 13%).

The CEACs reveal uncertainty with regard to the cost-
effectiveness results but show a tendency towards a moder-
ate probability of the EPM being more cost-effective within a
one-year period compared to SoC. The robustness of results
is supported by the bootstrapped incremental outcomes and
conducted sensitivity analyses. Overall, changes in the appli-
cation of methods were largely robust in results. Neither
costs nor utilities revealed significant differences between
the compared groups in any analysis.

FIND-AFRANDOMISED was powered to the primary endpoint
“newly detected AF within 6months” and proved that the
detection rate of PAF in patients was significantly higher in
the EPM group compared to the SoC group19. Hence, the
underlying economic evaluation used the secondary end-
points of FIND-AFRANDOMISED. The nonsignificant outcome of
the CE analysis may be interrelated with the lack of power in
the economic evaluation part of FIND-AFRANDOMISED.

Comparison with other studies

Comparing the results with previous conducted studies is dif-
ficult due to different inclusion criteria, sample sizes, time
horizons or models used. Based on a Markov model, 7 day
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Figure 1. Depiction of cost effectiveness acceptability curves (CEACs) for the CCA, the second analysis and two sensitivity analyses (HCA and adjusted baseline util-
ities) (read from top left to bottom right). The CEACs describe the likelihood of EPM compared to SoC being cost-effective (blue line), dominant (green line) or
inferior (red line). Abbreviation. ICER, Incremental cost-effectiveness ratio.
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Holter monitoring in patients with cerebral ischemia is cost-
effective compared to 24 h ECG when considering a lifetime
horizon18. In contrast, the present economic evaluation only
considers the first year after the initial event, in which most
costs related to the follow-up stroke care occur. It does not
consider later events which might affect the cost-effective-
ness positively. The economic evaluation (Markov model)
performed in Sweden in patients >75 years of age with a
recent ischemic stroke supports the sensitivity of the time
horizon on the outcome: after 7 years, handheld ECG screen-
ing was cost saving compared to no screening alternative
whereas decreasing the analyzed time horizon to 5 years
yielded 7900e per QALY gained16. However, the mean age of
the patient population in the Sweden trial was higher than
in the underlying trial FIND-AFRANDOMISED, which interrelates
with the prevalence of AF4 and additionally hampers the
comparability of results.

Strengths and limitations

This economic evaluation is the first analysis of healthcare
resource use and HRQoL in patients with unspecific stroke in
Germany, comparing 10 day Holter monitoring with 24 h ECG
monitoring for detection of PAF in the population at risk.

Because of the bottom-up method, the collected cost
data display a good estimate for the real healthcare utiliza-
tion related to stroke in Germany within the first year after
the event.

Find-AFRANDOMISED generates generalizable results due to
the chosen comparator (SoC) and by applying pre-specified
inclusion and unrestricted exclusion criteria in urban and
rural SUs to include only a relevant patient population. The
frequent intervals of measurements reduce the risk of recall
bias and ensure reasonable estimates.

The societal perspective provides the possibility to use
the analysis by various stakeholders. In addition, using QALYs
as outcome enables decision-making bodies to compare
results for different health technologies or interventions.

However, there are some limitations. First, the valuation
of costs and utilities is based on the German healthcare sys-
tem and is rather specific to the German setting and its
healthcare landscape.

Second, 21.7% of the patients in the SoC group had a
previous ischemic stroke compared to 17% of the EPM
group, which is the reason for the higher healthcare resource
use at baseline in the SoC group. Although the difference in
mean baseline costs was not statistically significant between
the EPM and SoC groups, a regression-based correction
method was applied to avoid potential bias. As the differ-
ence in baseline utilities was 0.02, adjustment of utilities was
only performed in a sensitivity analysis.

Third, costs might be underestimated. Non-healthcare
costs like informal care or travel expenses were not consid-
ered, despite the chosen societal perspective. Literature has
shown that informal care might account for 6–7% of health
expenditures related to stroke37,38. Furthermore, initial hospi-
talization costs were not considered as the focus was on
stroke-related follow-up costs. Moreover, the friction period

of 90 days is a conservative estimate but in accordance with
national considerations20. However, the mean age in this
population is above retirement age, thus productivity losses
account for only a low percentage of costs compared to
healthcare utilization costs. Nevertheless, to reassure robust-
ness of results the HCA was applied in one of the three sen-
sitivity analyses whereas another sensitivity analysis
considered only direct healthcare costs.

Fourth, 30% of patients had to be excluded in the CCA.
This approach was deemed necessary to get reliable data. To
account for differences in the demographic characteristics, a
second analysis was conducted including patients with one
missing measurement point. The second analysis covered
80% of the initial sample and resulted in representative
results with similar demographic characteristics between the
analyzed and excluded patients.

Fifth, in this study, the follow-up period after randomiza-
tion was 12months. Possible implications for arrhythmias in
stroke occurrence and related costs that occur beyond this
period are not covered. Thus, further studies are required
that investigate the cost-effectiveness of prolonged and
enhanced Holter ECG monitoring in the long term. In this
context, the role of care managers may be considered. Care
managers for cardiovascular diseases have proven to achieve
better compliances with care recommendations (e.g. adher-
ence to medical therapy) and thus may decrease the risk of
hospitalization or the worsening of clinical parameters39.
Care managers may improve secondary stroke prevention by
monitoring health status and ensuring compliance with med-
ical therapy, which may positively affect outcomes and
related costs.

Finally, we were not able to analyze whether strokes in
certain cerebral vascular territories benefit more or less from
monitoring. This is explained by the medium sample size
and the fact that most patients only had one initial cerebral
imaging (usually computer tomography) but did not receive
follow-up imaging to exactly identify the ischemic brain area.

However, all assumptions and approximations necessary
were made following a conservative approach.

Conclusion

The economic evaluation of prolonged and enhanced Holter
ECG monitoring compared to SoC yielded nonsignificant
results but indicated a moderate probability for being cost-
effective. Find-AFRANDOMISED revealed significant clinical out-
comes with regard to the detection rate of AF in ischemic
stroke patients and led to fewer strokes, transient ischemic
attacks and cases of death19. Hence, EPM might be recom-
mended in patients at risk of recurrent stroke as an efficient
method to detect PAF in time, enhance secondary preven-
tion and decrease the burden of disease without increasing
the costs for society or reducing HRQoL. However, this eco-
nomic evaluation was performed across a period of only one
year; therefore, an evaluation of an extended period should
be considered in the future.
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