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ABSTRACT

Background: Although coronary artery bypass surgery (CABG) remains the treatment of
choice for some types of coronary artery disease (CAD), percutaneous coronary intervention
(PCI) specifically with drug-eluting stent (DES) has become the most popular nonmedical
treatment method to CAD. The objective of the study was to compare cost-effectiveness of
CABG versus PCI with DES among patients treated in the period from 2004 to 2005 years at
Nork Marash Medical Center (NMMC) in Armenia.

Methods: We did cost-effectiveness analysis from the perspective of patients treated in the
single cardiac surgery center - NMMC. Contact, background and procedural information of
patients was collected retrospectively from the medical records. Telephone survey was
conducted for the evaluation of major adverse cardiac events (MACEs) and resource
utilization. Patients who were more than 70 years old, who had prior revascularization
(CABG or PCI), cardiogenic shock, end-stage renal disease (serum creatinine level>2 mg/dl),
severe left ventricular dysfunction, or cancer at the time of admission were excluded from the
sample. We also excluded patients whose procedures were covered by the Ministry of Health
of Armenia and third party payers (TPP). NMMC price lists were used to calculate costs of
utilized services.

Results: The total number of patients was124 or 62 in each group. The adjusted difference in
number of MACEs between CABG and PCI was -0.29 (95% CI: -0.49 -0.10). The adjusted
difference in costs of CABG and PCI was $USD -1896.61 (95% CI: -2956.57 -836.63). The
CABG was the dominant strategy.

Conclusion: Based on the study results, the CABG is more cost-effective than the PCI
having lower number of MACEs in terms of repeat revascularization (RR), myocardial
infarction (MI) and death and offering lower costs.



INTRODUCTION

Coronary artery bypass surgery and percutaneous coronary interventions present
important and established modalities of myocardial revascularization in patients with CAD
(15). Although CABG remains the treatment of choice for certain types of CAD, PCI with
DES has become the most popular treatment method to CAD (6). Research studies found
that the main reasons for a physician to favor CABG over stent were patient factors like left
main artery stenosis, total coronary occlusion, ejection fraction less than 25%, small coronary
arteries, angioplasty failure, and the need for a combined surgical procedure (18). Diabetes
mellitus is another important factor favoring CABG over PCI with stent (18). A more rapid
progression of the disease in diabetics may have an unfavorable impact on the outcomes in
patients treated with percutaneous techniques compared with CABG (19).

The major concern for PCI with stents is the risk of restenosis that may require repeat
revascularizations (RR). The problem was more obvious with bare-metallic stents (BMS).
The introduction of DESs promises to further reduce the incidence of restenosis, likely
narrowing the gap in late outcomes between PCI and CABG (6). It is estimated that in about
90% of all procedures, PCI now involves stent placement with intense antiplatelet strategies,
including dual oral antiplatelet drugs and intravenous glycoprotein IIb/I1la receptor inhibitors
(8). A meta-analysis of 11 randomized clinical trials found that when compared with BMSs,
DESs did not have any advantage in terms of MI or mortality but demonstrated decreased
rates of angiographic restenosis and MACEs (6). Restenosis still is the major determinant of
event-free survival after the DES placement (26).

Several large randomized clinical trials that compared PCI with CABG in multivessel
coronary artery disease (MVCD) found that mortality was not significantly different between
these strategies after one and five years of follow-up (4,14,17, 24,25,27,28). Mortality

ranged from 3.0% in the CABRI trial at 1-year follow-up (PCI versus CABG) and 3.4% in



the RITA trial at 2.5 years (PCI versus CABG) to 13.0% in the BARI trial at 5 years (PCI
versus CABQG) (18). A slightly higher incidence of MI was noted in some of these trials (PCI
versus CABQG) (18). The Arterial Revascularization Therapy Study (ARTS) was designed to
compare the CABG and the PCI with stenting for the treatment of patients with MVCD (19).
One year after the procedure, coronary stenting demonstrated a substantial reduction in costs
due to 14.4% lower rate of major adverse cardiac and cerebrovascular events (MACCE:)
(19). However, the authors concluded that beyond the first year, the initial favorable cost-
effectiveness of the percutaneous approach could decrease with time because the need for late
repeat revascularization may be substantially higher after percutaneous procedures in patients
with MVCD (19).

The burden of CAD in Armenia is significant as in the most of the world. The National
Institute of Health in Armenia reported that 14.1% of all deaths and discharges were
attributed to coronary vascular disease CVD (29). According to the European Cardiovascular
Disease Statistics 2008, the total proportion of deaths in 2002 in Armenia from CVD was
32.78 % among men and 33.65% among women (1). Coronary Heart Disease (CHD) by
itself is the main cause of deaths in Europe: accounting for over 1.92 million deaths each year
(1). Over one in five women (22.0%) and men (21.0%) die from the disease (1). According
to the same source, in 2006 the cost of CVD to the health care system of the European Union
(EU) was just under € 110 billion with productivity losses costing almost €41billion (1). The
burden of disease is increasing with the aging population and the increase of prevalence of
diabetes mellitus, obesity, and physical inactivity.

The health care system of Armenia is still experiencing several difficulties after the
deterioration of the Soviet Union in early 1990s shifting from a centralized state-owned state
to the more decentralized, semi-private system. Currently, there are both private and non-

private hospitals in Armenia. The majority of centers have their own price lists for the



procedures. In the majority of hospitals services included in the Basic Benefits Package
(BBP) for patients with low socio-economic status is covered by the Ministry of Health (29).
The expenditures of patients who are working in mining industry covered by the third party
payers: at the expense of mining company. The majority of patients, though, pay for their
services including direct costs to the hospital, under-the-table payments, medication costs,
and travel. The 2006 household survey shows that out of pocket health expenditures remain
substantial (22). Armenia spends about 2% of GDP in public funding of health services, has
no social health insurance system, and has a miniscule voluntary health insurance industry
(22). By comparison, other countries with similarly developed health systems and aging
populations spend a minimum of 4 % to 6% of GDP on health from taxes or risk pooling
mechanisms (22). The planned increase in public health funding over the next three years
does not appear to target the biggest sources of out of pocket expense- hospitals and drugs
(22). For the next few years, the Government of Armenia is not planning to increase hospital
funding dramatically, so it will likely be difficult to reduce the burden of out of pocket health
expenses (22).

Taking into account current poor economic situation in Armenia, relatively expensive
treatment options for CAD, and increasing disease prevalence we aimed to perform an
economic evaluation of coronary artery revascularization methods. More specifically, the
study evaluated whether the PCI with DES is more cost-effective than the CABG in
preventing MACEs (composite outcome of MI, RR, and death) after on average four years of
procedure among patients with ischemic heart disease treated at NMMC from 2004 to 2005
years. The analysis was done from the patients’ perspective treated in a single cardiac
surgery center in Armenia. We hoped that the study will improve the decision making of

patients, health care providers, and TPP.



MATERIALS AND METHODS

The study enrolled patients who underwent PCI with DES or CABG at the NMMC in
Armenia from January 1, 2004 to December 31, 2005. This center was established in 1993
and is currently one of the biggest cardiac surgery centers in Transcaucasian Region (21).
Approximately 90% of patients in Armenia receive cardiac surgery in this center, and there
are other two centers that perform interventions with lower volumes.

Contact, background and procedural information of patients was collected
retrospectively from NMMC medical records. This was followed by a telephone survey of
patients from April to June 2009 to identify the MACEs and resource utilization. Study
eligibility criteria included only patients residing in Armenia at the time of the survey and
speaking Armenian. Patients who were more than 70 years old, who had prior
revascularization (CABG or PCI), cardiogenic shock, end-stage renal disease (serum
creatinine level>2 mg/dl), severe left ventricular dysfunction (left ventricular ejection fraction
<30%), or cancer at the time of admission for the primary intervention were excluded from

the sample. We also excluded patients whose procedures were covered by the BBP or TPP.

Standard of care

At the NMMC usually a three-member expert panel including an interventional
cardiologist, an invasive cardiologist and a cardiologist evaluates the clinical appropriateness
of the bypass surgery or the PCI based on the results of the patient’s physical examination,
medical history, and patient preferences. Time for recovery, postoperative care, and
postoperative pain affect significantly patents’ preferences. However, because there is no
health care insurance in Armenia and the majority of patients pay for their procedures,
current income status and affordability of services are one of the major factors that affect

patients’ decisions. After the discharge, doctors are prescribing medications to a patient



based on the American Heart Association/American College of Cardiology special guidelines

and are encouraged to visit NMMC according to a developed follow-up scheme.

Effectiveness (outcomes) measures

The primary effectiveness measure was the number of MACEs measured as a
composite of MI, RR, and death at the end of follow-up. We also evaluated the event-free
survival time from any MACE. In addition we reported the number of cerebrovascular

accidents.

Resource utilization and costs

For the study purposes, we assumed that all patients who were treated for the major
events after the procedure, received care for RR at the NMMC (CABG, PCI, coronary
angiography). This was justified by the fact that the majority of patients, once they are
treated at the center, prefer to seek their care at the same center after. Since the center is not
focused on MI and stroke treatment we used costs for MI and stroke determined by Public
Sector Reform Program. The center has a short follow-up insurance policy - the fixed cost of
the CABG or PCI paid by the patient also includes a six month of follow-up care after the
procedure. Hospital price lists for the corresponding years were used to extract the costs of
services. The fixed, aggregate costs paid by the patients to the hospital included the cost of
the procedures (PCI or CABQ), repeat angiography costs, and medication costs. The study
did not consider direct non-medical costs such as transportation, as well as indirect costs in
terms of opportunity loss. Because of the relatively short follow-up, we ignored discounting
for future benefits and costs. The Armenian national currency (Dram) was transferred into
US dollars based on the average exchange rate of the given year obtained from the Armenian

Central Bank.



Patient surveys

Using telephone interviews, patients were asked about their general and heart related
health, income, smoking status and physical activity, readmission details if any (treatment
center, duration, and costs of treatment (both ‘formal’ and ‘non-formal’)) of major adverse
cardiac events. We also compared the prescription patterns between two groups comparing
prescriptions from medical records and patient reports from interviews.

The research proposal was submitted and reviewed by the Institutional Review Board
Number One of the American University of Armenia. Oral consent was obtained from
patients prior their participation in the telephone interview (Appendix 5). When the patient to
be contacted was identified as deceased by the relative, other than the date and the reason of
death no further questioning was attempted and the call was ended after a condolence was

expressed.

Statistical considerations

Since the number of patients who had PCI with DES was approximately three times
smaller than the CABG patients in the specified period, first we included all PCI patients who
met the inclusion criteria and then matched each with three patients from CABG population.
From the latter, only the first CABG patients who answered the survey, was included in the
analysis. To adjust for major patient baseline factors that play role in selection of the
procedures and their effectiveness, PCI and CABG patients were matched on date of birth
(£3 years), gender, and diabetes mellitus status. Baseline data from NMMC medical records
and interviews was entered into SPSS 17 software package. Single data entry was performed.
Logical and range checks were used to assess the accuracy of data entry. The data analysis

was done using StatalO software package.



Patient baseline characteristics were described using means with standard deviations and
frequencies. Baseline characteristics between groups were compared using McNemar’s test
for dichotomous variables and Wilcoxon Signed Rank test for variables with more than two
categories. Variables significant at p<0.05 were included in linear regression models to
obtain adjusted mean differences in costs of interventions and outcomes (number of
MACESs). Uncertainty of finding was explored by displaying 90% CI around the incremental
net benefit (INB) for various levels of willingness-to-pay (WTP). The unadjusted event-free
survival rates were calculated using the Kaplan-Meier method and were compared by a log-

rank test.

RESULTS
Administrative information

There were 142 patients who were residents of Armenia and underwent the PCI/DES in
2004-2005 years in NMMC. However, 14/142 records were not found in the hospital
archives. From remaining, 97 people only met the inclusion criteria. Overall, 61 patients
were interviewed from 97 yielding a response rate of 62.9%. One patient died after the
intervention. The remaining interviews (n=35) failed due to the following reasons: were in
the hospital (n=1), patient refused (n=3), paid by BBP (n=3), the phone numbers were wrong
or impossible to contact (n=14), patient was out of country (n=4), and nobody answered the
phone (n=10). Data collection was conducted from March 26 to June 4 in 2009. After PCI
patients’ interviews and collection of baseline characteristics, the CABG group was sampled

following the predefined matching criteria. The total number of patients was 124 or 62 pairs.

Baseline Clinical and Angiographic Characteristics

Patients’ baseline characteristics are described in Table 1. The majority of patients in
both groups were males (n= 52, 83.9%). The youngest patient was 35 and the oldest 68 years

old. In both groups, the majority was in age category from 55 to 63 years old (34.7%). Four
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persons (6.5%) in each group had DM. Angina was the most prevalent condition (71.8%),
followed by MI in the past (29.8%), then AMI (15.3%). Patients who had CABG were more
frequently diagnosed with unstable angina than patients who underwent stent replacement
(p=0.0373).

As it was expected, the angiographic catheterization detected the difference between
two groups in the number of diseased vessels, type of vessels, and diffusion. Majority of
patients in the PCI group had only two diseased vessels (37.7%), whereas the majority of
CABG patents had more than three diseased vessels (51.7%) (p=0.000). CABG patients had
more diffused vessels (20%, p=0.0034). There was a significant difference in the type of
diseased vessels between the groups (p<0.003). Hypercholesterolemia was diagnosed in
16.1% of patients in CABG group and in 3.2% patients in PCI group (p<.0386).

Overall, there were significant differences in the variables describing angina,
hypercholesterolemia, number of diseased vessels, type of diseased vessels, and diffused
vessels. These variables were used in multiple linear regression analysis to produce adjusted

differences in costs and effectiveness.

Follow-up and major adverse cardiac events

The mean duration of the total follow-up period was 1471.726+212.3482 days (median
=1403.5, Q75 -1593.75, Q25-1279.5) in PCI group and1672.194+ 216.5514days (median-
1688.00, Q75-1879.5, Q,5-1469) in CABG group. The total number of MACEs during the
follow-up time was 21 (Table 2). During the total follow-up period there were three cases of
nonfatal MI, one in the CABG group and two in the PCI group. There were 15 cases of RR:
seven patients had stent replacement in the group initially treated by PCI and two in the
group initially treated by CABG; six patients from PCI group underwent CABG while no
patient had RR with CABG among patients initially treated by CABG. Two patients from

CABG and one from PCI died. Overall, 22.6% (n=14) of patients in PCI group and 8.1%
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(n=5) in CABG group had MACEs — an unadjusted difference of 14.5% with fewer MACEs
in CABG group. The unadjusted difference between the number of MACEs was 9. During
the telephone interview one patient (1.61%) initially treated with PCI and six patients (9.7%)
initially treated with CABG reported a stroke with one of CABG patients reporting two
events of stroke.

Figure 1 presents the Kaplan-Meier survival curves for two groups. The log-rank test
for equality of survival distribution showed that patients in the CABG group had significantly
longer event-free survival times than patients in the PCI group (p<0.037, unadjusted

difference).

Cost-effectiveness analysis

The mean cost for the initial PCI treatment ($4444.+ 108.36) was much higher than that
of for initial CABG ($3368.186+ 10.62) in the period from 2004 to 2005 year (Table 3). The
total cost of treating MACEs was $347,331 in PCI group and $219,693 in CABG group. The
unadjusted mean per patient difference in costs was $2059 with CABG being less costly.
After controlling for angina, hypercholesterolemia, number of diseased vessels, type of
diseased vessels, and diffused vessels, the adjusted difference in costs of CABG and PCI was
$1896.61 (95% CI: -2956.57 -836.63) with CABG being less costly (Appendix 8). Based
on the regression model, adjusted difference in number of MACEs between CABG and PCI
was -0.29 (95%CI: -0.49 -0.10). These results indicated the dominance of CABG over PCI
with DES: CABG was less costly by $6540 with preventing one more MACE compared to
PCIL

We varied the WTP (L) from $0 to $5,000 to receive the INB for different values and
the 90% Cls around the results. INB analyses showed that even if a patient does not want to
pay for the prevention of any MACE, CABG is still more effective and less costly by

$1,896.6. In case if a patient is willing to pay $1,000 to prevent one MACE, INB is equal to
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$2,186.6. The INB is positive for any value of WTP including zero (Figure2). Similarly, the
cost-effectiveness acceptability curve showed that the probability that CABG is more cost-

effective than PCI was 100% for all WTP values.

Other results from the telephone survey

In general, most of the participants were satisfied with their general health in both
groups (54.1% in PCI group, 63.3% in CABG group). Those patients that were admitted to
the hospital due to AMI had difficulty when asked to compare the health status before and
after the intervention. However, many of them indicated that they feel much better after the
intervention than before (36.1% in PCI group, 42.4% in CABG group). Smoking
characteristics were also similar between the groups. Overall, groups were homogenous in
current general health, physical activity level, adherence to medication, employment status,

and income (Appendix 6).

Generally, patients who had PCI were prescribed Acetylsalicylic Acid (Cardioaspirin or
Cardiomagnil) combined with Ticlid (Ticlopidine) or Plavix (Clopidogrel) for a definite
period of time. Patients who had high cholesterol level were recommended to use cholesterol-
lowering drugs. After a CABG procedure, patients are prescribed antibiotics for very short
period (mostly Ciprofloxacin) then Cardioaspirin/Cardiomagnil, Digoxin and cholesterol-

lowering drugs were prescribed by intended use (Table 5).

DISCUSSION

Health technology assessment improves allocation of resources to achieve better
results. Cost-effectiveness analysis helps identify neglected opportunities by highlighting
interventions that are relatively inexpensive, yet have the potential to reduce the disease

burden substantially (9).
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To our knowledge, no studies have examined the cost-effectiveness of percutaneous
management with DES versus CABG for patients with CAD in Armenia. As ischemic heart
disease has high incidence in Armenia and financial burden is not going to be reduced
substantially, the study findings provide important information for decision makers such as
patients, physicians and TPPs. The importance of our study was also justified by the fact that
most of the patients during the telephone interview were interested in our final findings. In
this economic study, we found that CABG strategy was dominant over PCI with DES at
approximately 4.2 years follow-up period by saving the costs and increasing effectiveness in
terms of avoiding MACEs. To prevent one MACE a patient who underwent CABG spent
$6540 less money than patient who underwent PCI. INB analyses strengthen our findings
since INB was positive even for the $0 of WTP for avoiding one MACE.

Recently, the one year results from the ARTS II registry demonstrated that PCI with
DES can produce clinical results comparable (or even superior) to those seen with CABG in
patients with multivessel coronary artery disease (3, 19). Reynolds and colleagues conducted
the study approximately similar to ours, but in contrast, they found that multivessel stenting
and CABG result in comparable risks of death and MI (23). Despite a higher rate of RR,
multivessel stenting was significantly less costly than CABG through the first 2 years of
follow-up (23). Another study conducted by Griffin and colleagues found that in the group
rated eligible to either CABG or PCI, bypass surgery had the highest mean quality adjusted
life years. The Incremental Cost-Effectiveness Ratio (ICER) of the bypass surgery was
£22,000 per quality adjusted life year compared with percutaneous management. The
probability that bypass surgery, percutaneous management and medical management are the
most cost-effective forms of management was estimated at 63.0% and 22.0% and 15.0%

respectively (12).
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In countries like Armenia, that does not have centralized system for provision of health
care services and patient and physician reimbursement, where the costs of treatment can vary
annually and the informal payments are dominated in most of the health care facilities, it is
hard to perform any type of economic evaluation. Though NMMC has all information about
the follow-up visits after the intervention, some patients prefer to continue their follow-up
treatment in other clinics because of waiting-time at NMMC and other reasons.

The PCI with DES in Armenia was introduced in 2003. Based on the Figure 4
illustrated in Appendix 7 we can see that before 2006 prices for DES was higher than prices
for CABG and after 2006 CABG was more expensive than treatment with DES. The higher
prices for DES in 2004 and 2005 could be attributed to the novelty of the devise. This could
overestimate the cost for PCI with DES in our results.

Primary Health Care Reform Project in Armenia that conducted survey in 2007 found
that financial barriers were the biggest reason that Armenians did not seek medical care (22).
Forty seven percent of households not seeking medical care reported that they refrained due
to financial reasons (22). During the telephone survey, it was stated by the most of the
patients that they feel they need to visit their doctor, to have an examination and maybe have
a revascularization, but the high prices and absence of money are constraining them. That is
why we decided to exclude repeat coronary angiography and laboratory analysis costs from
our study. Based on this we can also imply that low income and high prices are barriers for
the repeat revascularizations and may underestimate total costs of each intervention. To
report, the distribution of income level was similar between the groups.

The study had several limitations. First, this was a retrospective study and patients
were not randomized to ensure comparable patient populations — an important factor
considering the extraordinary anatomic and physiologic complexity of CAD (18). Next, it is

possible that there were inaccuracies in medical records, which were noted in many other
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previous studies. Some screening outcomes were not consistent with diagnosis; for example,
a patient who had high level of cholesterol during few screenings was not indicated as having
hypercholesterolemia at admission. For blood pressure and left ventricular ejection fraction,
we used results from objective examination of a patient after the intervention. Family history
of ischemic heart disease and body mass index were excluded from data analyses because of
missing data in more than 10% of records. We did not evaluate the quality of life and
quality adjusted life years that would give us stronger information about the effectiveness of
these treatment methods. We were not able also to control for duration of stenosis and how
tight it was before the intervention, an important predictor for restenosis found in many other
studies (8, 15). Also all type of diseased vessels was entered into the data, but for analyses,
we collapsed them into five categories taking into account more risky vessels. Based on self-
reported stroke, experienced by six patients in CABG and one patient in PCI group, we
considered the necessity to measure the effectiveness also as major adverse cardiac and
cerebrovascular events (MACCE). Countries with similar economic indicators and aging
population as in Armenia can use our study results for comparison.

In conclusion, our study found that CABG is a more cost-effective strategy than PCI
with DES in terms of preventing RR, MI and death and saving costs. Even if the cost for PCI
has decreased after 2006, the effectiveness of bypass surgery was obvious. Prospective
evaluation with longer time horizon would add more information to the results of our study.
The results of our cost-effectiveness study would be a valuable source for future
considerations and policy statements at NMMC. Moreover, since the number of patients
referred to the PCI replacement is increasing, the pricing is frequently changing, and there are
new technologies in development, the economic evaluations should be considered as a part of

quality assessment strategies.
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Finally, there is a great need to do economic evaluation of strategies intended to
decrease the burden of CAD in Armenia; not only from the perspective of the patients who
suffer from the disease and pay for healthy future, but also from the perspective of policy
makers who are responsible for effective allocation of resources and substantial gain in public

health.
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Tables and Figures

Table 1. Baseline characteristics

Characteristics PCI (n=62) CABG (n=62) P-value
n (%) n (%)

Age categories

35-45 14 (22.58) 16(25.81) 0.7630

46-54 20 (32.26) 18(27.42)

55-63 22 (35.48) 22(33.87)

64-68 6  (9.68) 8 (12.90)
Number of Diseased Vessels

Single 20(32.8) 5 (8.3) 0.000

Two 23(37.7) 5 (8.3)

Three 12(19.7) 19(31.7)

More than three 6 (9.9 31(51.7)
Angina

No 24(38.71) 11(17.74)

Stable 2 (323) 7 (11.29) 0.0373

Unstable 36(58.06) 44 (70.97)
Ejection Fraction, %

<35 14(24.1) 7 (11.7)

35-50 33(56.9) 46(76.7) 0.9437

>50 11(19.0) 7 (11.7)
MI

Yes 20(32.26) 17(27.42) 0.7111
AMI

Yes 9(14.52) 10(16.13) 1.000
Diseased Vessels

LCA 18(29.0) 10(16.7)

RCA 7 (11.3) 1 (1.7) 0.004

LAD+RCA 25(40.3) 23 (38.3) '

LM 2 (3.2 3 (5.0

Left CX 10(16.1) 23(38.3)
Diffused Vessels 1(1.61) 12(20.0) 0.003
Peripheral Vascular Disease 2(3.23) 1(1.61) 1.000
Hypertension 30(48.39) 37(59.68) 0.2649
Arrhythmia 2(3.23) - 0.5000
Heart Failure 1(1.61) - 1.0000
Hypercholesterolemia 2(3.23) 10(16.13) 0.0386
Cerebral Vascular Disease - 1(1.61) 1.000
Chronic Lung Disease 5(8.06) 4(6.45) 1.000
Renal Dysfunction (Kidney Disease) 4(6.45) 1(1.61) 0.375
Endocarditis - - 1.000
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Table 2. Major Adverse Cardiac Events

Events PCI (n=62) CABG (n=62)
# events n (%) # events n (%)
MI 2 2 (3.2 1 1(1.6)
RR
CABG 6 13 (20.97) 2 (3.23)
Stent 7 2
Death 1 1 (1.6) 2 2(3.2)
Total number of 16 14 (22.58) 5 5 (8.06)
MACE
Table 3. Costs
Unit costs, $ PCI(n=62) CABG (n=62)
(2004)
PCI $4,200.00 $275,565.63
CABG $3,300.00 $208,827.50
RR
Stent $4,200.00 $71,238.31 $10,488.36447
CABG $3,300.00
MI $527.68 $376.925
Death $0
Total cost - $347,331.6 $219,693.1
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Table 4. Adjusted cost and effectiveness estimates of interventions

Unadjusted difference Adjusted 95% CI of Adjusted

MD* MD
Costs -2058.686 -1896.605 -2956.57 -836.635
Number of MACE 9 -0.29 -0.49 -0.0965

* Adjusted mean difference; adjusted for diffused vessels, number of diseased vessels, and

type of diseased vessels, angina, and hypercholesterolemia.

Table 5. Medication prescription after the intervention

P
Medications PCI(n=62) CABG(n=62)
value
Aspirin 38(79.17) 56(91.80)  0.0923

Cardiomagnil  15(31.25) 13(21.31)  0.5235

Ticlid 21(43.75) 1 (1.64) 0.0000
Plavix 4 (8.3) 2 (3.28)
0.3750

Cholesterol
Lowering

13(52) 17(27.87)  0.0225
Drugs
(Statins)
Digoxin 3(4.84) 19(31.15)  0.0001
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Figure 1. Major Adverse Cardiac Event Free Survival in two treatment groups
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Figure 2. Incremental net benefit for various willingness-to-pay values
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Appendices

Appendix 1. The main functions of Cost-Effectiveness Analyses

1. Definition of Cost Effectiveness Analyses

CEA compares the costs and outcomes of two or more strategies, when outcomes are

different but measured in a single dimension.

3. Components of CEA

- Compared alternative strategies

- Costs (C)

- Outcomes/Effects (E)

- Perspective of the evaluation

4. Costs

Direct costs - the costs of recourses used by the health care sector to provide treatments

(visits, drugs, overhead) and costs used to access care (out-of-pocket expenses such as for

travel & accommodation)

Indirect costs - lost work time of the patient or supporting family member (productivity loss)
- wage rates (human capital method, friction cost method)

Intangible costs- costs of anxiety, uncertainly or pain caused by the treatment

Total Cost= Unit costxQuantity

5. Incremental Cost Effectiveness Ratio=ACosts/AOutcomes

Cost per unit of health benefit obtained from switching from one intervention to another
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6. Incremental net monetary benefit (INMB):

b(L)= Ae* L — Ac

- where Ae* A = Increase in number of units of effectiveness times what we are willing to
pay (WTP) for a unit of effectiveness (1)

- the benefit of the increase in effectiveness is expressed in monetary terms

Incremental net health benefit (INHB):
INHB =Ae—Ac/ A

7. Discounting-

PV=F/ (1+r)

PV-present Value, F- future cost, r- time for discounting
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Appendix 2. Journal form for telephone survey

ID Name Telephone

#

Place of
living

Date of stent
placement/CABG

Date of
contact

Result

Other

Options for “Result™:

a.
. Incomplete!

@ e o o

Complete []

Absent at time of interview![]
Refused to participate! |
Absent from the country!]
Impossible to contact!

Deadl’]
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Appendix 3. Medical Record sheet used in NMMC

Demographic Characteristics

Patient’s first, last name

1. ID#

2. Date of birth

3. Date of intervention

4. Intervention type

[ _ 0.1 CABG 1.[] PCI
Cardiac Status
5. Stable angina 0.[1No 1.[IYes
6. Unstable angina 0.01No 1.[JYes

7. Myocardial infarction

0.[1No 1.[1Yes IfYes >

0. [] non ST elevated MI 1. [] ST elevated M1

7a. MI onset time 1. [] At the time of admission

2. [l <3 months before intervention

3. L] 3-6 months

4. [] > 6 months
8. Heart failure 0. [INo 1. [1Yes IfYes >

NYHAclass 0.0/1 1.0 3.001001  4.L1V

9. Arrhythmia 0. [INo 1. [IYes
Risk Factors and Comorbidities
10. Weight (kg) 17. Diabetes Mellitus 0.[1No 1.[1Yes
11. Height (sm) 18. Hypercholesterolemia (.[|/No 1.[]Yes
12. Smoking status 0.[1No 1.[1Yes 19. Renal dysfunction 0.[1No 1.[]Yes
13. Family history-CVD 0.00No 1.[Yes 20. Hypertension 0.00No 1.[0Yes
14. Ejection Fraction % 21. Chronic lung disease  0.[]JNo 1.[1Yes
15. Infectious endocarditis 0.[/No 1.[]Yes 22. Peripheral vascular 0.0No 1.[Yes

disease
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16. Cerebral Vascular 0.00No 1.[Yes 17a. Ejection fraction
Disease CVA/ TIA 0. Good (>50)

1. Fair (49-30)

2. Poor (<30)

Prior Interventions

23. Angiography at the time of intervention [INo 1. [lYes #

24. Previous PCI [INo 1. [1Yes

0.

0.
25. Previous CABG 0. [INo 1. [JYes
26. Previous Valve Surgery 0. [INo 1. [JYes

Diseased Coronary Vessels (> 50 % Stenosis)

27. Type of the diseased vessels (mark all that apply) 28. Number of diseased vessels

a. [] Left anterior descending 1.00Single  2.[1Two  3.[JThree vessel
b. [J Left circumflex

c. [1Right coronary

29. Number of stents placed (stent patients) 30. Number of grafts (CABG patients)
1. [1 One 2. [1 Two 3. [] Three 1.1 One 2. [] Two 3. [] Three

31. Hospital length of stay (days)
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Appendix 4. Coronary Intervention Outcome Questionnaire

A) English version

Questionnaire # ID#
Day of the interview (day/month/ycar) Start time of the interview (hours/minutes)
End time of the interview hours/minutes)

General health and healthy behavior

Dear , first I am going to ask you few questions about your general health.
Q#1.In general would you say your health is...?

Excellent[ !

Good[]
Satisfactory [’
Fair[J
Poorl]

A S e

Q#2.0verall, how would you describe your heart condition now compared to before you had your heart operation/stent?
1. Much worse [

2. A little worse [
3. About the same [
4. A little better [
5. Much better[
Q#3. Does your health now limit you?
1. Alotl]
2. Alittle[]

3. Not limit at all[]
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Q#4. Are the results from your heart operation/stenting:
1. Worse than you expected!
2. About what you expected!
3. Better than you expected!

Q#S5. Are you currently smoking?
NO [ YES [ ifyesplease indicate number of cigarettes you consume in one day and the duration for whole life.
1. less than 10 cigarettes a day [
2. from 10 to 20 cigarettes a day !
3. from 20 cigarettes to 30 cigarettes a day![
4. more than 30 cigarettes a day![
years
Q#6. How often do you exercising or walking in a street?

1. Atleast once a day [

2. At least three times a week [
3. Atleast once a week![|

4. Occasionally!]

5. Neverl

Compliance with medications

Q#7. After your heart operation/stenting have you been prescribed any medication by your doctor?
0. NO

1. YES, if yes

Q#7a. Have you followed all instructions that your doctor gave you related to medication use after the intervention?

1. Yes [
2. Somewhat[]
3. NolJ
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Q#8. Please recall the most expensive medication(s) you were prescribed after the intervention and how long did you take it.
1.
2.

Readmissions and costs
Q#9. We want to know if after your intervention at the NMMC till now you have ANY hospital admission for MI or repeat
revascularization or coronary arteriography.

. No
1. Yes> If Yes, can you please tell us about the event(s)? We understand that you may not remember the exact details
about the event but we hope that you will be able to recall it as accurate as possible.

Event Date Hospital Duration of Costs Formal

1. MI hospital stay for | ‘Formal’ Costs($ or
2. Repeat the event ‘Informal’ AMD)
rev_stent(RRS) (days) ‘Other’

3. Repeat Rev- ‘Total’
CABG(RRC) ‘Don’t

4. Coronary Remember’
arteriography(CA)

F:

ot F:
Other:
Total:
D/R

F:

ot F:
Other:
Total:
D/R

F:

ot F:
Other:
Total:
D/R
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Total number of events (MI + RR + Death):

‘Formal cost’ - the money paid for the admission.

‘Informal cost’- the cost paid to doctors

‘Total cost’ if the respondent cannot recall separate costs.
‘Other’- costs for transportation, medication, laboratory analysis.

Working status and income
Q#10. Are you currently working?
0. NO[ 1. YES [ if yes probe Q#11a, if No probe Q#11b.

Q#10a. During the past 4 weeks, have you had difficulty performing work as a result of your heart condition? 0. NO[
1. YES[I

Q#10b. Is it due to your heart condition? 0. NO'J 1. YES [

Q#11. From the following categories which one best describes your household total monthly income in 2008?
1. <25,000 AMD
2. 25,000 - 50,000 AMD
3. 51,000 - 100,000 AMD
4. 101,000 -250,000 AMD
5. >250,000 AMD
6. Don’t know
7. My Relatives help

Q#13. Please, specify if there is anything else you would like to tell us about your heart operation/stenting or costs that are not
covered in this questionnaire?

THANK YOU FOR YOUR PARTICIPATION!
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B) Armenian Version

P3A6U3Y SUESACTA (GR/SUCE T3AC) D3AGUSY ETCHUA
(A=3U/R&dé&»)
P3foU3Y ST3ATA
(A3U/naédw)

LOnhwnip wennowlywa ypdwy L wennp Juwppwghé
Jwnqbyh , wrwohl hbpphl Gu hwnglbd 26n plnhwlmn wennowlwl Yhowlhh dwuhl:

Q#1. hlswb"u Yplnipwapbip 26p wennowlwb yhdwyh pGnhwbpwwbu:

1.9b6pwqulg
2.Lwy
3.Pwywpuwp
4. dwwn
5.Cwwn Juwn

Q#2. Canhwlnip wndwdp hGswb'u Yqlhwhwinbp 26p upinp htin Juwywé wrnnpwlwb yhdwyp hhiw hwdkdwwnwé dhas dhowdwnnipnilp:
1. Cwuw Jwun

2. Uh thnpp Jwn
3. Fwdwpjw Gnyylp
4. Uh thnpp wytih jwy
5. Gwuwn wykih twy
Q#3. Upnyn°p 2b6p wennowlwh yhdwyp Gennud £ Qbq:

1. Cuwuwn 2.Up thnpp 3. LOnhwOpwwbu sh GEnncd
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Q#4 Qtip yhpwhwwnnuihg/uwnbGunwynpniihg hbnn unwgywd wpnynLlpltipp
1. Qbtip uywudwdhs wybih Juw Eha
2. Jwdwpjw GnyG EpG hGs Mnep uwwuntd thp
6. Uh thnpp wdtith jwy
7. Gwuwn wybh (wy
Q#3. Upmyn°p 26p wennowlwh Jhdwyp Gennud £ 26q:
2. Gwuwn 2.Uh thnpp 3. COnhwGpwwtu sh Genncd
Q#4 Qtip yhpwhwwnnuihg/unbGunwynpniihg hbnn unwgywd wpnynLlpltipp
3. Qbtp uywudwdéhd wybih Jwuwn thG
4. Swdwpjw Gny)G thG hGs Mep uwwuntd thp
5. Qtp uywudwdéhs wykih (wy tha
Q#5. ip Geplwynudu Stunc”™d bp :

0.Nny
2. pwyg Gufuyhbnud 6fub G wnwnh, opwlwb __ qwbwy:

1.Un , tipk wyn fulinpnid Gd Gotip opwlwh pwih qrubwy Gp oquwgnpénid L nppwb dwiwbwy:

[N

10-hg phy
10-20 qqualialy

A

3. 20-30 gwbuwy

B

30-hg wyb| glwbwy
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Q#6 P0°s hwiwuwlwinpywdp tip dwpgyncd Jwd gpnuwbnud nnipup (thnnngnd, pulynid):
1. UdtGwphsp opwlwb oGy whqui
2. UdGOwphsp wpwpwlwlb Gpbip whqud
3. UdtlOwphsp wpwpwlwb dG6Y whqui
4. Unhphg wnhp
5. bGppbp
b, npwyph pinnLGdw hbnbnnwywnipynilywh dwuhh:

Q#7. Qtip yhpwhwuinnipynLGhg/untiGunwynpniihg hbivin Qtg nbinnpwjph GwGwynwaGbp wpdb® GG Qb6p pd2yh Ynnihg:
0. N

L. Ujn, Gpb wyn

Q#7a nip hbwnlb 5°p 2tip pd24h Ynndhg wnipdwé nbinnpuwpht Ytpwptipynn pnpnp gnignudGbphG JhpwhwnnegyniGhg/untiGuwynpnuihg
htGun:

1. Wn PpGg-np swihny
0. N

Q#8. hulnpnid GO dnwpbpbp dhowdwnnipynilhg hbwnn 26q Gwlwyywé wiklwpwlqundtp nknp L oquwgnpéddwh wnknnnipynilp:

1.
2.
3.

dtipwhnuwhunwiwgned L 0hpwdwnnipjnilhg htivnn Yuunwpjwwé dwluubip :

Q#9. UtiGp gwllywlnod Glp hdwlwy wpnynp Qtp yhpwhwwnnepynibGhg/ unbGuwynpniihg htwnn nubtgh| Gp nplhghb htnwnwné w)g
hnuuqhmlilungnLdnq hGdwpywnh, dbpwunbtinwynpiwb Yuwd dhpwhwundwb L Uanpwjhl gninwynpiwl ywwndwnny:
0 Ny
1UnLJ, tpb wyn wpnn 6°p wwwnidb wyn nhwpbiph dwuhG: UkGp hwuljwGnid GGp ,np Mnwp hGwpwynp t shhobp wibkGhGs dwGpwyplhu,
pujg
hniuny GGp, np Yowlwp hhztp 2Gp ndtph
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1. MI

2. Repeat
revascularisation-
stent(RRS)

3. Repeat
Revascularisation-
CABG(RRC)

4. Coronary
arteriography(RCAG)

Date

Hospital

Duration of
hospital stay for
the event

(days)

Costs
‘Formal’
‘Informal’
‘Other’
‘Total’
‘Don’t
Remember’

Formal
Costs($ or
AMD)

F:

ot F:
Other:
Total:
D/R

F:

ot F:
Other:
Total:
D/R

F:

ot F:
Other:
Total:
DR

F:

ot F:
Other:
Total:
D/R

Total number of events (MI + RR + Death):

‘Formal cost’ - the money paid for the admission.
‘Informal cost’- the cost paid to doctors
‘Total cost’ if the respondent cannot recall separate costs.

‘Other’- costs for transportation, medication, laboratory analysis.
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Upfuwwnwbpwjhb Yuwpgwyhdwy L Gywdntn:
Q#10. Wnip ObpYuwynLiu wfuwnnud B°p:
0. Ng 1. Wn Gpb wyn, wyw thnpdhp Q#10a, Lpb ny wwyw thnpdhpQ#10b

Q#10a UGgwé snpu 2wpwpyw plpwgpnid nlbgh™ Gp nddwpnepinil gnpd Yuwnwntipnt dwiwwy Qtp upuuwht yhdwyh wwwndweny:
0.ny 1. .Un

Q#10b N 26n hhywlinnipjwl wyntweny £

0. Ng1. Un

Q#11. 2008 pywlwGhG 2tp plGwwbhph pninp wlnwdlbph Ynnohg nulGtigwd dhphl wwnpbiwa GHwdnwnp Yuqdbg £

ns wytih, pwb 25,000 npwd
25,000-50,000 npwd
51,000-100,000 npwy
101,000-250,000npwd
wyth pw 250,000 npwd

sqhwintd
pwpbywiltp GG oqlnLl

Nookwdh =

Q#12. 6pti nplhgy pwG mGhp wtqug G Yuwdwd wyu hwupgwywnh , Jtp Jhpuwhwmnipju6/untGuudnpiwb Jud wdntpltnh htn fuGnptd upnn
tp wuly:

canphwluwynipinb 26n Uwulbwlgnipiwl Fwdwpn:
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Appendix 5. Consent Forms

American University Of Armenia
Institutional Review Board # 1/Committee On Human Research
College Of Health Sciences Subcommittee For Student Theses

CONSENT FORM (PCI patients)

Title of Research Project: Coronary Artery Bypass Grafting versus Percutaneous Coronary
Intervention with Drug Eluting Stent in Armenia: Cost-Effectiveness study

Hello dear (patient’s name), my name is Anush Perikhanyan. I am a second year
student of the Public Health faculty at the American University of Armenia

Explanation of Research Project: We are asking you to take part in a research study that
compares the costs and effectiveness of available treatment options for patients with ischemic
disease in Armenia: namely, drug-eluting stent and coronary artery bypass surgery. You have
been contacted because based on Nork Marash Medical Center records you underwent
stenting in period from 2004 to 2005. Your participation in this study will help future patients
in their decision making and may have impact on the hospital policies.

I will ask you questions about your current, health, compliance with drugs and physical
activity, readmissions in hospitals after the intervention and your health care expenditures. It
will take approximately 15 minutes to answer the interview questions.

There is no any risk for you to enter in this study. Your participation in this research study is
entirely voluntary and does not assume any benefit for you. You can refuse to participate or
discontinue at any time of the survey. There is no any penalty for refusing to participate.
Whether or not you are in the study will not affect your future encounters with the NMMC.
You can avoid answering the questions you consider sensitive for you. The information I
collect today will be kept confidentially and only aggregated data without any patient name
will be published. All data will be stored in a locked cabinet. If you have any questions about
the study, including the final results, I will leave our contact numbers ((374 1) 51 25 68) ask
Varduhi Petrosyan). The person in charge of the study will be happy to answer your
questions.

Subject's agreement
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Fwlwynp Swdwdwjlwqhp (UntGunwynpdwd hhjwbnbtph hwdwn)

Muwywél qupytipwybtiph onGnwynpip  h nwppbpnipinil ninnpuwjpwwwwn
uwntiliinh dhongny GhpwiwlwihG quputipwlyGtph dhowdwndwlp Iwjwunwlbh
Swlpwwtinnipinianid. Updtip L UpnyniGwytinnnipyniG:

Pwnl. 2tq hwpqgbiLh (hpqwlnh wbnibp): Pd wlnibGp UGne £ Gu unynpnid
G0 Swywunwbh Udtphywb Swidwpuwpwbh Swbpwiht  Urnnowwwhnipjwlb
dwynrintiinh Gpypnpn YnLpuncd:

Utip wyblywind GOp 2b6p dwubwygnipjntbp dtp hGunwgnuninipjwlbp , npp
hwitdwwnid £ hpGophy hphdwlnbGph hwdwp Iwjwunwbnid welw  pneddwb
dhowdwnipjntbGbph wndtipp L wpyniGwybnnipyntbp . npnGp GO0 « wyuwlwdél
qunytpwybbph 2ntbinwydnpnudpy b «nbnnpujpwwwwn untlwnny dhpwdwnnidpy:
Nnp plwnpdbp Gp, npndhGnb Lnpp Uwpw) Pdwywb YGGupnOh qpubgywé
nuwbbpn Mnp unblbunwynpytip Gp 2004-hg 2005 wnwphGtph pbpwgpnid: 26p
Qwulbwygnipjntbp wyu  hGunwgnunnipjwlb dte Yoqlbh wwwquwynd Gdwlwunhw
hhwlnOGpht Ywuwwptp Shpuin pGunpnepynil, hGswbu Owl Ywpnn £ wqnb]
hhwlnwGngltph pwnwpwywbnipjwb Yypwi:

Gu Yuwd 2Qtg hwpgtp 2tp Gipyw  wennowlwlb yhdwyh, nbnnpwjph L
dhahywlywb Jwpdnipnibbtiph  hGnbnnwywbnipjwb, dhowdwnnipinibhg hbwn
yopwnwpd wygbiph L 26p wennonpjwl Jpw Yuwwwpy wé Sdwiuubiph  dwuh(:
Swnpgwagpntyghlt wwunwufuwbbtp nwine hwdwnp 2bGqubhg Yuywhwbeyh pnwdtbp
15 pnyt:

Guwagnunipjwlb  dGe QLp dwulwygnipnilpn gqtipé £ nplut rhuybphg: 2b6p
Gwulwygnipyntlp wju ntuncdGwuhpnep)niGGtiph 8G9 pninpnyhG Ywdwynp £, wyh sh
Gopwnpnid  npbt wwpgl:nip  Ywpnn bGp  hpwdwpdtp Ywd plnbhwuntg
hGwwagnwinip; nlp gwblywgwdé wwhhb: Uuwnbin syw ns oh ywwnhd sdwubwlygtipne
nbwpnid: UGYwiu Gpwbhg pb Mnep Yowulwlygbp wju hGwnwagnnnipjwlp pb ng,
nshbs sh waqnh 26Gp LUPYU wwwqw wygbinipjwlb Jpw: Tnp Ywpnn bp
swywnwufuwOb| wylt hwpgbphh, npnGp Yhwidwpbp fuhun wGdbwlywb Yud qquyncl:
Wjuopjw utnwgywé hGdnpdwghw( Ywwhyh qwnwbh L Ohw)G
hwwpwywl/hwdwnnun  ngjwbtpp Yhpwwywpwydtlb wnwbg npbt hhdqulnh
wahncGh: Nne wprynibplGtpp YuywhyGa ynnuwsé YuphObunned:

Gpt nip npbhgt hwpg nibGOGwp wyn pynid Gwb hGwnwgnuinipywb Ytippbwywb
nuwbbph dwupl, fulnpnud Glp Qbg wnwlg dnwdwpunipjwl qubqwhwnbg
htunlw| hGnwfunuwhwdwpny (374 1) 51 25 68 dwpnnthh TMbGupnuywGhG:
FGunwagnunnipjwl hwiwp wwunwufuwbwwnne wbédp nipwfu Yihah wywnwufuwbb
pninp 2tq hnignn hwpgtipnhG:

Canphwwinipjnilt dwiwlwly wnpwdiwnpbipne hwdwp:
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CONSENT FORM (CABG patients)

Title of Research Project: Coronary Artery Bypass Grafting versus Percutaneous Coronary
Intervention with Drug Eluting Stent in Armenia: Cost-Effectiveness study

Hello dear (patient’s name), my name is Anush Perikhanyan. I am a second year
student of the Public Health faculty at the American University of Armenia

Explanation of Research Project: We are asking you to take part in a research study that
compares the costs and effectiveness of available treatment options for patients with ischemic
disease in Armenia: namely, drug-eluting stent and coronary artery bypass surgery. You have
been contacted because based on Nork Marash Medical Center records you were operated in
period from 2004 to 2005. Your participation in this study will help future patients in their
decision making and may have impact on the hospital policies.

I will ask you questions about your current, health, compliance with drugs and physical
activity, readmissions in hospitals after the intervention and your health care expenditures. It
will take approximately 15 minutes to answer the interview questions.

There is no any risk for you to enter in this study. Your participation in this research study is
entirely voluntary and does not assume any benefit for you. You can refuse to participate or
discontinue at any time of the survey. There is no any penalty for refusing to participate.
Whether or not you are in the study will not affect your future encounters with the NMMC.
You can avoid answering the questions you consider sensitive for you. The information I
collect today will be kept confidentially and only aggregated data without any patient name
will be published. All data will be stored in a locked cabinet. If you have any questions about
the study, including the final results, I will leave our contact numbers ((374 1) 51 25 68) ask
Varduhi Petrosyan). The person in charge of the study will be happy to answer your
questions.

Subject's agreement
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FwOwynp Iwdwdéw)lwaghp (CnLinwynpwé hhywlnbtiph hwdwnp)

Muwywél qupytipwybtiph 2nGnwdnpip  h nwppbpnipinil ninnpuwjpwwwwn
uwntiliinh dhongny GhpwiwlwihG quputipwlyGtph dhowdwndwlp Iwjwunwlbh
Swlpwwtinnipinianid. Updtip L UpnyniGwytinnnipyniG:

Pwpl Qtig hwpqtilh (hpdwlnh wGnibp): P8 wlniGp UGnep £ Bu unynpnid
G0 SwjwuwnwbGh UdtphYwbt Swdwpuwpwbh SwbpwhlG  Urnnowwwhnipjwb
dwyniintinnh Gpypnpn YnLpunid:

Utlhp wyblywind GOp QGp dwubwygnipjntp dtp hGunwagnunnipywlbp , npp
hwitdwuwnnid £ pptdhy hhdwlnGbph hwdwp Swjwunwlnd welw  pniddwl
dhowdwnnipjntG0Gph wpdtpp L wpryniGwybunnepinibp . npnGp G0 « wuwlwdél
qunpytpwybbpph 2nibunwynpnidpy L «nbinnpujpwwwun unblunnyg dhpwdwnniipy:
Nnip plbwnpdbp Gp, npnghGnl Unpp Uwpw) Pdyuywb UGGwnpnGh gpwbgywé
nyjwibtpnd Mnp Jhpwhwwndtp tp 2004-hg 2005 wnwphGtph pbpwgpnid: 2bnp
Quwulbwygnip)ntip wyu  hGunwgnunnipjwlb d6e Yoqlbh wwwquwynd Gdwlwunhw
hhqwlnOtpht Ywuwwptp Shpunn pGunpnepynil, hGswbu Owl Ywpnn £ waqnby
hhJwlnwGngltph pwnwpwywbnipjwb Yypw:

Gu Yuwd QLq hwpgbp 26p GGpLw wennowlwb  Jhdwyh, nbnnpwjph L
dhahywlywb Jwpdnipgnibbbph  hGnbnnuywbnipjwb, dhowdwnnipjnibhg hbGwn
yGpwnwnpd wjigbiph L 26p wennonipjwl Jpw Ywuwnwpjwé oSwfuutiph dwuhG:
Swpgwapnight ywunwufuwbGtp twine hwdwp qubhg ywwhwbeyh plnwitGp
15 pnwti:

FGunwagnunnipjwlb  dGp Q6p dwulwygnipynibp gqtipé £ nplut rhuybphg: 26p
Qwulbwygnipyntbp wyu nruntdbwuhpnepyniGbtiph dte pninpngdhb Ywdwdnnp t, wyb sh
GOopwnpnid  nplt wwpgl:nip  Ywpnn  Gp  hpwdwpdtp YJwd  plnbwunbg
hGinwagnunip; nlbp gwlywgwé wwhhG: uwnbn shw ns dh ywnhd sdwulwlygbipnt
nGwpnid: UGYwpu Gpwbhg pt Mnp Yowulbwlygbip wju hGunwgnunipjwbp pb ng,
nshGs sh wqnh Q6p  LUPLU wwwqw wygbintpjwlb Jpw: Tnp YJuwpnn bp
swwwnwufuwGtb] wyb hwpgtphG, npnGp Yhwiwpbp fupun wGdGwlywb Ywd gquynil:
Ujuopjw uinwgywé hGdnpdwghw ywwhyh qwnwbh L UhwjG
hwjwpwywl/hwiwnnin  nuwilbbpp  Yhpwwywpwyyblt werwlg npbt hhdwlnp
wbnibh: NN wprnynibpltpp Yuwhytb ynnuywsé YuphbGGunncd:

Gpb Tnip nplhgt hwpg nlbGhwp wyn pynid Gwl hGunwgnunnipjwb Gpotwywh
nyjw bbpph dwuhl, fublnpnud Glp Q6q wnwlg dnwdwfunipjwl qubqwhwntip
hGnlyw| hGrwfunuwhwiwpny (374 1) 51 25 68 dwpnnithh MGunpnuywGhG:
FGunwagnuninipjwl hwiwp ywunwufuwlwwnne wGdp nipwfu Y hbh wwwnwufuwbbg
pninp Qtq hnignn hwpgbph:

Canphwywypnipjnilt dwiwlwly tnpwdwnpbnt hwdwn:
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Appendix 6. Results of the interview

Question  Categories PCI CABG P-
n=62(%) n=62(%) value
Excellent 4 (6.56) 1(1.67)
ﬁei:ter:al Good 14(22.95) 10(16.67) 02144
Satisfactory 33(54.10) 38(63.33)
Fair 8(13.11) 9 (15.00)
Poor 2 (3.28) 2 (3.33)
Before the Much worse 2 (3.28) 1 (1.69) 0.2105
interventi A little worse 6 (9.84) 1 (1.69)
on and About the same 10(16.39) 10(16.95)
now A little better 19(31.15) 22(37.29)
Much better 22(36.07) 25(42.37)
Cannot say 2 (3.28) -
Does your A lot 14(22.95) 8(13.58) 0.9632
health
now limit A little 22(36.07) 32(54.24)
you? Not limit at all 25(40.98) 19(32.20)
Smoking  No 22 (36.1) 19 (31.1)
status 0.8371
Yes 13(21.3) 16(26.2)
In the past 26(42.6) 26(42.6)
Number of <10 3 (6.3) 5 (11.4) 0.8138
cigarettes  10-20 10(20.8) 8 (18.2)
per day 21-30 19(39.6) 16(36.4)
>30 15(31.9) 15(34.1)
Smoking <10 years 2(4.3) - 0.9586
duration 10-20 years 9(19.1) 8(18.2)
21-30 years 17(36.2) 22(50.0)
>3() years 19(40.4) 14(31.8)
Physical  Every day 32(52.46) 34(56.67)
Activity
At least three times a week 4 (6.56) 3 (5.00) 0.6123
At least once per week 1 (1.64) 1 (1.67)
Occasionally 10(16.39) 12(20.00)
Never 14(22.95) 10(16.67)




Adherenc  Yes 56(91.80) 52(86.67)
eto Somewhat 4(6.56) 8(13.33)
medicatio  No 1(1.64) 0 (0) 0.9795
ns
Working  Yes 34(55.74) 32 (51.61) 0.752
status
Ilostmy  Yes 11 (39.29) 13 (46.43) 0.4142
work due
to heart
condition
1.<25.000AMD 2 (3.28) 1(1.67)
2.25.000-50.000AMD
3.51.000- 11(18.03) 7 (11.67)
100.000AMD 0.5498
Income 4.101.000- 14 (22.95 19 (31.67)
status 250.000AMD
5.>250.000AMD 11(18.03) 10 (16.67)
6.Do not know 8 (13.11) 4 (6.67)
7.My relatives Help 9 (14.52) 11 (18.33)
4 (6.56) 4 (6.67)
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Appendix 7. Unit Costs for PCI and CABG

Years Unit Costs PCI Unit Costs CABG
2004- - $4,200.00 - $3,300.00
2005- 1,900,000.00 AMD / $4,151.28 1,900,000.00 AMD /$3,469.1
2006- 1,900,000.00 AMD/ $4,566.869 1,900,000.00 AMD /$4,566.869
2007- 1,900,000.00 AMD / $5,554.256  2,050,000.00 AMD/ $5,992.75
2008- 2,180,000.00AMD/ $7,145.198 2,450,000.00AMD/ $8,030.154
2009- 2,100,000.00AMD/ $6,079.9 2,250,000.00AMD/ $6,514.186

Figure 4. Cost trends of PCI/DES vs CABG in NMMC from 2004 to 2009 years
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Appendix 8. Multiple linear regression

Multiple linear regression analysis of number of MACE

. xi: regress numMACE interv i.vesselType i.numves diffused i.angina cholest
ivesselType  IvesselTyp 1-5 (naturally coded; IvesselTyp 1 omitted)

inumves _Inumves _1-4 (naturally coded; Inumves_1 omitted)
i.angina _langina 0-2 (naturally coded; Iangina O omitted)
Source | SS df MS Number of obs = 121
+ F(12, 108)= 2.17
Model | 4.14123768 12 .34510314 Prob>F = 0.0183
Residual | 17.2141342 108 .159390132 R-squared = 0.1939
+ Adj R-squared = 0.1044
Total | 21.3553719 120 .177961433 Root MSE = .39924

numMACE | Coef. Std.Err. t P>t [95% Conf. Interval]
+

interv | -.2921688 .0987218 -2.96 0.004 -.4878524 -.0964851
_IvesselTy~2 | -.1077457 .1688193 -0.64 0.525 -4423749 .2268834
_IvesselTy~3| .000637 .1389372 0.00 0.996 -2747606 .2760346
_IvesselTy~4| .3360557 .1988965 1.69 0.094 -.0581917 .730303
_IvesselTy~5| .1858233 .1484841 1.25 0.213 -.1084979 .4801445
_Inumves_2| .174586 .1380453 1.26 0.209 -.0990438 .4482159
_Inumves_3| .041515 .1715648 0.24 0.809 -2985561 .3815861
_Inumves_4| .2020063 .1834578 1.10 0.273 -.1616388 .5656515
diffused | .0410371 .1274726 0.32 0.748 -2116357 29371
_langina 1| -.1399794 .1569006 -0.89 0.374 -.4509836 .1710248
_langina 2| -.0548056 .0898938 -0.61 0.543 -.2329907 .1233795

cholest| -.0269219 .1397271 -0.19 0.848 -.3038852 .2500414

_cons| .1912611 .1121426 1.71 0.091 -.031025 .4135473

Multiple linear regression analysis of costs
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. xi: regress totalC interv i.vesselType i.numves diffused i.angina cholest
i.vesselType  IvesselTyp 1-5 (naturally coded; IvesselTyp 1 omitted)

i.numves _Inumves_1-4 (naturally coded; Inumves 1 omitted)
i.angina _langina_0-2 (naturally coded; Iangina 0 omitted)
Source | SS df MS Number of obs = 121
+ F(12, 108)= 4.24
Model | 237702314 12 19808526.1 Prob>F = 0.0000
Residual | 505083275 108 4676696.99 R-squared = 0.3200
+ Adj R-squared = 0.2445
Total | 742785588 120 6189879.9 Root MSE = 2162.6

totalC| Coef. Std. Err. t P>|t| [95% Conf. Interval]
+

interv | -1896.605 534.7513 -3.55 0.001 -2956.574 -836.6348
_IvesselTy~2 | -470.9878 914.4523 -0.52 0.608 -2283.591 1341.615
_IvesselTy~3 | 853.5068 752.5882 1.13 0.259 -638.2535 2345.267
_IvesselTy~4 | 1793.563 1077.373 1.66 0.099 -341.9773 3929.102
_IvesselTy~5| 2182.192 804.3013 2.71 0.008 587.9273 3776.457
_Inumves 2| 1188.452 747.7573 1.59 0.115 -293.7325 2670.637
_Inumves 3| -429.5854 929.3236 -0.46 0.645 -2271.666 1412.495
_Inumves 4] -556.2369 993.7453 -0.56 0.577 -2526.012 1413.539
diffused | -253.3786 690.4875 -0.37 0.714 -1622.045 1115.287
_Tangina 1] -583.5698 849.8915 -0.69 0.494 -2268.202 1101.062
_langina 2| -133.9154 486.9324 -0.28 0.784  -1099.1 831.269

cholest| 390.405 756.8669 0.52 0.607 -1109.836 1890.646

_cons | 4751.788 607.4487 7.82 0.000 3547.719 5955.857
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