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A Cohort Markov model with:

* two different states (Alive at home and Dead )
- a monthly cycle length Hospitalisation Unit Costs

- a monthly probability of death based on the time since HF-related hospitalisations £2,514.49
discharge and the type of treatment.

e patients have a risk of re-hospitalisations i.e. readmissions Other-cause hospitalisations £1,529.79
to a hospital for HF-related complications

(2) However, there is substantial uncertainty in relation to
clear descriptions of the interventions and robust
estimation of costs.

(3) Scenario excluding one particular trial (the Home HF trial®
which had particular high intensity usual care) showed TM
as slightly more cost-effective, with a reduced uncertainty.

(4) Scenario analysis using 12 month treatment duration

* and a risk of hospitalisation for other non-HF causes. Quiality of Life produced similar results as in the six month treatment
*a 30 year time h0”2_0n Utility for the first 12 months after HF discharge 0.58 duration scenarios.
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