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ABOUT THE STUDY

Despite a current estimated rate between 2%-4%, Atrial
Fibrillation (AF) is the most common heart disease in adult
patients worldwide. According to the 2020 European Society of
Cardiology (ESC) Guidelines for the Diagnosis and Management
of Atrial Fibrillation, a 2.3-fold increase over the next decade is
expected due to increased lifespan in the general population and a
more aggressive search for neglected AF. One in every three
Europeans over the age of 55 will develop AF in their lifetime,
applying immense pressure on our health-care systems. AF-
related consequences include a 1.5-3.5-fold increase in death,
stroke (20%-30% of all ischemic strokes), and heart failure (20%-
30% of AF patients), cognitive deterioration, and dementia
(hazard ratio 1.4-1.6, regardless of stroke) [1-2].

More than 60% of AF patients have a reduced quality of life,
necessitating medication or ablation treatment, and the annual
hospitalization rate ranges from 10% to 40%, resulting in
significant costs in our health-care budgets. In 2020, a study on
actual health care expenditure after Pleth Variability Index (PV1)
was published, revealing considerable cost-savings on post-
interventional inpatient and outpatient expenditures, as well as a
reduction in days of sick leave in a PVI-population [3-5]. The
new long-term study of an extended Upper Austrian cohort
attempted to broaden the scope by comparing healthcare
spending, results, and mortality of non-PVI medication therapy
versus a PVI-based treatment plan. In recent years, growing
evidence has developed that first-line PVI operations employing
various ablation techniques can dramatically improve results [6].

In previous years, the research cohort of PVI patients was
primarily second-line PV1, according to prior AF Guidelines, and
may have only included first-line patients in recent years [7]. As a
result, the study's treatment procedures may not represent the
most recent standards where early rhythm control has been found
to be beneficial. PV patients in our cohort were primarily treated
with Radio Frequency CA (RFCA), as cryoballoon technology.
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only became available after 2010. Later years, the number of
patients treated with cryoballoons grew as this became the primary
technology at one of the three upper. Austrian ablation centers. In
our patient group, the ratio of RFCA to cryoballoon is roughly two-
thirds to one-third [8-9].

More sophisticated RFCA catheters with force-management
reached the market in 2011 and were the leading technology as of
2012, with further technological advancements over the years. To
the best of our knowledge, this is the empirical study comparing a
PVI-based strategy vs. medication therapy (non-PV1) in AF patients
based on actual hospital and outpatient health care expenses [10-
11]. It observes a short-run rise in health-care spending of
approximately €4100 per year, which levels off at €2200 per year
after fhfAF. Because most PVI operations are conducted within two
years of the initial AF hospitalization, the short-term rise in
expenses primarily reflects ablation procedure costs, which are
computed in Austria with €9873 (MEL-coding DE060) [12-13].

The higher cardio version rate in both time periods, as well as a
higher rate of pacemaker implantation in the long run, is a second
driver of expenditures in the PVI group. The third component of
greater PVI expenses is an increase in outpatient health care. The
greater short-term drug costs in PVI patients balance out in the long
run. In terms of important cardio-vascular disease medication, the
PVI-group had significantly greater prescription likelihood for
anticoagulants, antiarrhythmic, and lipid-lowering medications.
Higher outpatient expenses, as well as increased use of these
relevant drugs, may explain some of the PVI group's reduced death
rate. Of fact, all-cause mortality is the most difficult and crucial
outcome in medical interventions [14].

A PVl-based treatment plan results in increased healthcare
expenditures compared to pharmacological therapy alone (non-PV1)
during short and long-term periods, according to an analysis of 2026
PSM patients out of 21,791 individuals identified by their fhfAF
from 2005 to 2018. The majority of this cost excess is due to the
PVI procedures. Thus, more effective and efficient ways are.
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required to not only reduce intervention costs, but also to avoid
repeat procedures. Render AAD use after PVI unnecessary [15].

It can demonstrate a considerable reduction in all-cause mortality in
patients treated with a PVI-based strategy, which we ascribe in part
to the PVI process itself, stricter risk factor assessment and
treatment, a thorough medical work-up, and more stringent medical
care in PVI patients.
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