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Table 1a. model input parameters concerning patient pathways used in the model, showing the parameter, the value used in the model, the 95% confidence interval, the distribution used, and the data source. ACS = acute coronary syndrome, AMI = acute myocardial infarction, CI = confidence interval, ECG = electrocardiogram, ED = emergency department, GP = general practitioner, HF = heart failure, NSTEMI = non-ST elevation myocardial infarction, POCT = point-of-care test, STEMI = ST elevation myocardial infarction, UAP = unstable angina pectoris.
*Calculated probabilities based on the total occurrence of ACS, and the age and gender specific probabilities of patients presenting to the GP with chest pain.
	Parameter
	Category
	Probability
	95% CI
	Distribution
	Reference

	Population age distribution of chest pain patients at the GP (male)
	35 – 44 years
	21.2%
	17.9% to 24.9%
	Dirichlet
	(1)

	
	45 – 54 years
	21.3%
	17.7% to 24.5%
	Dirichlet
	(1)

	
	55 – 64 years
	20.8%
	17.6% to 24.5%
	Dirichlet
	(1)

	
	65 – 74 years
	23.4%
	19.9% to 27.0%
	Dirichlet
	(1)

	
	≥ 75 years
	13.3%
	10.6% to 16.3%
	Dirichlet
	(1)

	Population age distribution of chest pain patients at the GP (female)
	35 – 44 years
	17.0%
	14.3% to 19.9%
	Dirichlet
	(1)

	
	45 – 54 years
	20.5%
	17.4% to 23.5%
	Dirichlet
	(1)

	
	55 – 64 years
	18.3%
	15.4% to 21.3%
	Dirichlet
	(1)

	
	65 – 74 years
	25.4%
	22.4% to 29.0%
	Dirichlet
	(1)

	
	≥ 75 years
	18.9%
	16.0% to 21.8%
	Dirichlet
	(1)

	Probability of ACS for age (male)
	35 – 44 years
	1.7%
	0.2% to 4.6%
	Beta
	(2)*

	
	45 – 54 years
	1.5%
	0.1% to 4.5%
	Beta
	(2)*

	
	55 – 64 years
	3.8%
	1.1% to 8.1%
	Beta
	(2)*

	
	65 – 74 years
	7.1%
	3.3% to 12.1%
	Beta
	(2)*

	
	≥ 75 years
	10.3%
	4.4% to 18.4%
	Beta
	(2)*

	Probability of ACS for age (female)
	35 – 44 years
	1.0%
	0.0% to 3.4%
	Beta
	(2)*

	
	45 – 54 years
	0.9%
	0.0% to 2.9%
	Beta
	(2)*

	
	55 – 64 years
	2.2%
	0.4% to 5.4%
	Beta
	(2)*

	
	65 – 74 years
	4.2%
	1.8% to 7.6%
	Beta
	(2)*

	
	≥ 75 years
	6.0%
	2.6% to 10.7%
	Beta
	(2)*

	Suspected ACS gender distribution
	Male
	43.9%
	41.3% to 46.8%
	Beta
	(1)

	Time from symptom onset to presentation (male)
	< 4 hours
	47.5% 
	38.9% to 55.4%
	Dirichlet
	(3, 4)

	
	4 – 5.5 hours
	9.0% 
	5.2% to 14.5%
	Dirichlet
	(3, 4)

	
	5.5 – 7 hours
	7.3% 
	3.4% to 11.8%
	Dirichlet
	(3, 4)

	
	7 – 10 hours
	9.4% 
	5.2% to 14.9%
	Dirichlet
	(3, 4)

	
	> 10 hours
	26.8% 
	20.0% to 34.6%
	Dirichlet
	(3, 4)

	Time from symptom onset to presentation (female)
	< 4 hours
	54.8% 
	47.1% to 62.7%
	Dirichlet
	(3, 4)

	
	4 – 5.5 hours
	9.4% 
	5.1% to 13.9%
	Dirichlet
	(3, 4)

	
	5.5 – 7 hours
	6.5% 
	3.1% to 10.7%
	Dirichlet
	(3, 4)

	
	7 – 10 hours
	8.0% 
	4.6% to 13.1%
	Dirichlet
	(3, 4)

	
	> 10 hours
	21.2% 
	15.2% to 27.8%
	Dirichlet
	(3, 4)

	ECG
	Performed at GP’s office
	57.4% 
	56.0% to 58.7%
	Beta
	(5)

	
	Sensitivity for STEMI
	50.0% 
	37.6% to 62.6%
	Beta
	(6)

	Perceived probability  of ACS by GP
	High probability
	14.7%
	8.2% to 22.5%
	Beta
	(submitted, 7)

	Revise referral decision after discordant POCT troponin
	Negative troponin
	80.6%
	73.3% to 87.1%
	Beta
	(submitted, 7)

	
	Positive troponin
	83.3%
	76.3% to 89.3%
	Beta
	(submitted, 7)

	Diagnostic performance of GP, without POCT troponin
	Sensitivity
	88.3%
	79.2% to 95.2%
	Beta
	(8)

	
	Specificity
	72.2%
	67.9% to 76.3%
	Beta
	(8)

	Sensitivity of POC troponin at different duration of symptoms
	4 – 5.5 hours
	66.7%
	55.5% to 77.0%
	Beta
	(9)

	
	5.5 – 7 hours
	79.2%
	69.3% to 87.5%
	Beta
	(9)

	
	7 – 10 hours
	84.7%
	75.3% to 91.9%
	Beta
	(9)

	
	> 10 hours
	87.5%
	78.8% to 94.2%
	Beta
	(9)

	Specificity of POC troponin at different duration of symptoms
	4 – 5.5 hours
	95.9%
	94.2% to 97.3%
	Beta
	(9)

	
	5.5 – 7 hours
	94.4%
	92.5% to 96.1%
	Beta
	(9)

	
	7 – 10 hours
	93.4%
	91.3% to 95.3%
	Beta
	(9)

	
	> 10 hours
	92.6%
	90.4% to 94.5%
	Beta
	(9)

	Mortality modifiers
	Per 10 years increase in age
	1.7
	1.6 to 1.9
	LogNormal
	(10)

	
	Missed UAP 
	1.7
	0.2 to 15.2
	LogNormal
	(11)

	
	Missed NSTEMI
	1.9
	0.7 to 5.2
	LogNormal
	(11)

	
	Missed STEMI
	1.9
	0.7 to 5.2
	LogNormal
	(11)

	
	Per 10 minutes delay due to POCT troponin – NSTEMI
	0.2%
	0.1% to 0.4%
	Beta
	(12)

	
	Per 10 minutes delay due to POCT troponin – STEMI
	0.2%
	0.1% to 0.4%
	Beta
	(12)

	Occurrence of each type of ACS (among ACS)
	UAP or NSTEMI
	72.7%
	61.5% to 82.5%
	Beta
	(13)

	
	UAP (among UAP or NSTEMI)
	29.2%
	17.3% to 42.5%
	Beta
	(13)

	Death at ED 
	Diagnosed UAP 
	2.7%
	2.4% to 3.1%
	Beta
	(14)

	
	Diagnosed NSTEMI
	5.9%
	5.4% to 6.4%
	Beta
	(14)

	
	Diagnosed STEMI
	7.8%
	7.2% to 8.4%
	Beta
	(14)

	Heart failure
	Diagnosed UAP
	9.2%
	8.5% to 10.0%
	Beta
	(14)

	
	Missed UAP
	44.4%
	23.0% to 67.0%
	Beta
	(15)

	
	Diagnosed NSTEMI
	17.9%
	16.9% to 18.9%
	Beta
	(14)

	
	Missed NSTEMI
	44.4%
	23.0% to 66.4%
	Beta
	(15)

	
	Diagnosed STEMI
	18.4%
	17.4% to 19.4%
	Beta
	(14)

	
	Missed STEMI
	44.4%
	22.7% to 66.7%
	Beta
	(15)

	Production hours lost due to UAP, NSTEMI, STEMI, HF or death
	UAP
	91.4
	51.6 to 142.1
	Gamma
	(16)

	
	NSTEMI 
	71.7
	41.0 to 111.3
	Gamma
	(16)

	
	STEMI 
	71.7
	41.0 to 111.3
	Gamma
	(16)

	
	UAP/NSTEMI/STEMI + HF
	408.9
	233.6 to 638.1
	Gamma
	(17)

	
	Death
	675.1
	389.1 to 1045.9
	Gamma
	(18)

	Working hours lost due to GP and possibly ED visit (non ACS patients)
	GP, referral 
	8.0
	4.6 to 12.5
	Gamma
	Assumption, (18)

	
	GP, no referral, no POCT 
	0.8
	0.5 to 1.3
	Gamma
	Assumption, (18)

	
	GP, no referral, POCT 
	0.7
	0.4 to 1.0
	Gamma
	Assumption, (18)



Table 1b. Quality of life estimates used in the model, showing the parameter, the value used in the model, the 95% confidence interval, the distribution used, and the data source. ACS = acute coronary syndrome, AMI = acute myocardial infarction, CI = confidence interval, HF = heart failure, NSTEMI = non-ST elevation myocardial infarction, STEMI = ST elevation myocardial infarction, UAP = unstable angina pectoris, QALY = quality-adjusted life year. 
* 95% CI is based on an assumed standard error of 25%.

	Parameter
	Category
	QALYs
	95% CI *
	Distribution
	Reference

	Lifetime QALYs AMI (NSTEMI or STEMI)
	35 – 44 years
	12.2
	6.2 to 18.2
	Gamma
	(19)

	
	45 – 54 years
	9.5
	4.8  to 14.1
	Gamma
	(19)

	
	55 – 64 years
	6.7
	3.4 to 10.0
	Gamma
	(19)

	
	65 – 74 years
	4.7
	2.4 to 6.9
	Gamma
	(19)

	
	≥ 75 years
	2.4
	1.2 to 3.6
	Gamma
	(19)

	Lifetime QALYs UAP
	35 – 44 years
	13.0
	6.6 to 19.4
	Gamma
	(19-21)

	
	45 – 54 years
	10.2
	5.2 to 15.2
	Gamma
	(19-21)

	
	55 – 64 years
	7.3
	3.7 to 10.9
	Gamma
	(19-21)

	
	65 – 74 years
	5.4
	2.7 to 8.0
	Gamma
	(19-21)

	
	≥ 75 years
	3.1
	1.6 to 4.6
	Gamma
	(19-21)

	Lifetime QALYs without ACS (males)
	35 – 44 years
	19.5
	9.9 to 29.0
	Gamma
	(19)

	
	45 – 54 years
	15.8
	8.1 to 23.6
	Gamma
	(19)

	
	55 – 64 years
	11.5
	5.9 to 17.1
	Gamma
	(19)

	
	65 – 74 years
	7.6
	3.9 to 11.3
	Gamma
	(19)

	
	≥ 75 years
	3.3
	1.7 to 4.9
	Gamma
	(19)

	Lifetime QALYs without ACS (females)
	35 – 44 years
	19.0
	9.7 to 28.3
	Gamma
	(19)

	
	45 – 54 years
	15.4
	7.9 to 23.0
	Gamma
	(19)

	
	55 – 64 years
	11.2
	5.7 to 16.7
	Gamma
	(19)

	
	65 – 74 years
	7.4
	3.8 to 11.0
	Gamma
	(19)

	
	≥ 75 years
	3.2
	1.6 to 4.7
	Gamma
	(19)

	Lifetime QALYs HF (males)
	35 – 44 years
	9.9
	5.1 to 14.8
	Gamma
	(22, 23)

	
	45 – 54 years
	7.5
	3.8 to 11.2
	Gamma
	(22, 23)

	
	55 – 64 years
	5.0
	2.6 to 7.5
	Gamma
	(22, 23)

	
	65 – 74 years
	3.4
	1.8 to 5.1
	Gamma
	(22, 23)

	
	≥ 75 years
	2.5
	1.3 to 3.8
	Gamma
	(22, 23)

	Lifetime QALYs HF (females)
	35 – 44 years
	9.8
	5.0 to 14.6
	Gamma
	(22, 23)

	
	45 – 54 years
	7.5
	3.8 to 11.1
	Gamma
	(22, 23)

	
	55 – 64 years
	5.1
	2.6 to 7.5
	Gamma
	(22, 23)

	
	65 – 74 years
	3.4
	1.8 to 5.1
	Gamma
	(22, 23)

	
	≥ 75 years
	2.5
	1.3 to 3.7
	Gamma
	(22, 23)







Table 1c. Cost parameters used in the model, showing the parameter, the value used in the model, the 95% confidence interval, the distribution used, and the data source. ACS = acute coronary syndrome, AMI = acute myocardial infarction, CI = confidence interval, ECG = electrocardiogram, ED = emergency department, GP = general practitioner, HF = heart failure, NSTEMI = non-ST elevation myocardial infarction, POCT = point-of-care test, STEMI = ST elevation myocardial infarction, UAP = unstable angina pectoris. All costs >€1,000 are rounded to zero decimals.
* 95% CI is based on an assumed standard error of 25%.

	Parameter
	Category
	Costs
	95% CI*
	Distribution
	Reference

	Costs at GP office and ambulance transport
	GP consultation (10 minutes)
	€33.21
	€18.84 to €51.36
	Gamma
	(18)

	
	ECG at GP office
	€9.59
	€5.52 to €14.91
	Gamma
	(24)

	
	POCT troponin at GP
	€15.00
	€8.66 to €23.38
	Gamma
	Assumption

	
	Ambulance to ED
	€518.33
	€295.93 to €802.29
	Gamma
	(18)

	Diagnostic and treatment costs
	UAP treatment
	€3,042
	€1,782 to €4,687
	Gamma
	(25)

	
	NSTEMI treatment
	€4,878
	€2,812 to €7,479
	Gamma
	(25)

	
	STEMI treatment
	€5,771
	€3,355 to €8,893
	Gamma
	(25)

	
	Diagnostics ED (no ACS)
	€717.57
	€414.89 to €1,103
	Gamma
	(25)

	Discounted lifetime costs AMI patients
	30 – 44 years
	€5,185
	€2,943 to €7,992
	Gamma
	(19)

	
	45 – 54 years
	€4,025
	€2,276 to €6,248
	Gamma
	(19)

	
	55 – 64 years
	€2,862
	€1,650 to €4,416
	Gamma
	(19)

	
	65 – 74 years
	€1,977
	€1,145 to €3,061
	Gamma
	(19)

	
	≥ 75 years
	€1,034
	€597.70 to €1,603
	Gamma
	(19)

	Discounted lifetime costs UAP patients
	30 – 44 years
	€5,453
	€3,115 to €8,391
	Gamma
	(19-21)

	
	45 – 54 years
	€4,271
	€2,420 to €6,606
	Gamma
	(19-21)

	
	55 – 64 years
	€3,059
	€1,776 to €4,709
	Gamma
	(19-21)

	
	65 – 74 years
	€2,261
	€1,296 to €3,482
	Gamma
	(19-21)

	
	≥ 75 years
	€1,295
	€736.99 to €2,018
	Gamma
	(19-21)

	Discounted lifetime costs HF patients (male)
	30 – 44 years
	€113,073
	€63,447 to €176,649
	Gamma
	(23, 26, 27)

	
	45 – 54 years
	€89,827
	€51,944 to €139,300
	Gamma
	(23, 26, 27)

	
	55 – 64 years
	€63,619
	€35,998 to €98,820
	Gamma
	(23, 26, 27)

	
	65 – 74 years
	€44,757
	€25,580 to €68,797
	Gamma
	(23, 26, 27)

	
	≥ 75 years
	€33,481
	€18,957 to €51,527
	Gamma
	(23, 26, 27)

	Discounted lifetime costs HF patients (female)
	30 – 44 years
	€112,354
	€64,477 to €171,333
	Gamma
	(23, 26, 27)

	
	45 – 54 years
	€89,624
	€50,804 to €138,934
	Gamma
	(23, 26, 27)

	
	55 – 64 years
	€63,735
	€36,442 to €99,045
	Gamma
	(23, 26, 27)

	
	65 – 74 years
	€44,686
	€25,219 to €69,384
	Gamma
	(23, 26, 27)

	
	≥ 75 years
	€33,083
	€18,879 to €51,394
	Gamma
	(23, 26, 27)

	Costs of production loss per hour (male)
	35 – 45 years
	€33.41
	€19.18 to €51.13
	Gamma
	(18)

	
	45 – 55 years
	€36.56
	€20.89 to €56.94
	Gamma
	(18)

	
	55 – 65 years
	€37.10
	€20.81 to €57.74
	Gamma
	(18)

	Costs of production loss per hour (female)
	35 – 45 years
	€27.55
	€15.71 to €42.47
	Gamma
	(18)

	
	45 – 55 years
	€27.48
	€15.97 to €42.56
	Gamma
	(18)

	
	55 – 65 years
	€27.48
	€15.68 to €42.12
	Gamma
	(18)
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