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ABSTRACT

ARTICLE HISTORY

Background: Following cardiovascular events, individuals often make choices about their working life
that pose fiscal costs for the government in relation to lost tax revenue, increasing disability or early
retirement. We evaluate the fiscal consequences for the Australian Government in atherosclerotic cardiovascular disease (ASCVD) patients with low-density lipoprotein >3.3 mmol/L after the maximum tolerated doses of a statin or when contraindicated or intolerant to statins, compared to evolocumab
added to the standard of care.
Methods: The natural history of patients with ASCVD was evaluated using a multi-state Markov
cohort model comparing evolocumab with current treatment practices. Published rates for the likelihood of being disabled and retiring prematurely in patients experiencing stroke or myocardial infarction were modeled. Reported government costs for annual disability payments and lost tax revenues
from the nationally representative STINMOD þ data set were used to estimate the fiscal consequences
associated with attributable ASCVD events.
Results: The incremental tax gain associated with evolocumab in someone aged 40, 50 or 60 results
in additional tax revenues of Aus$15,716, Aus$9,810 and Aus$4,217, respectively. Cost-savings attributed to disability payments of Aus$3,483, Aus$2,495 and Aus$4,619 were observed in those aged 40,
50 and 60, respectively. The ratio of evolocumab to fiscal benefits indicates that up to 52% of evolocumab costs are offset by future lifetime taxes paid and reduced social benefits payments in those
treated aged 40. The ratio of fiscal benefits to costs in treating those aged 50 and 60 were 37% and
31%, respectively.
Conclusions: Applying a cross-sectorial government perspective budget impact assessment improves
our understanding of fiscal changes attributed to ASCVD based on changes in premature mortality
and work activity and how this influences lifetime tax contributions and public benefits. The main cost
driver observed was associated with reduced ASCVD events that enabled people to remain productive
and paying taxes.
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Introduction
The consequences of severe health events such as heart
attacks and strokes, often referred to as health shocks, can
have far-reaching consequences as people establish different
priorities and make important life choices following these
events1. The most significant choice that workers might
make following a health shock is whether or not to continue
working. Numerous studies have reported the likelihood of
permanently discontinuing work following health shocks and
chronic health conditions which include a range of conditions such as diabetes, heart disease, stroke, arthritis, skin
diseases, and chronic pain2–5. It has been shown that individuals experiencing an acute hospitalization of more than three
days, irrespective of the underlying health condition, have a
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7% reduced likelihood of employment within 2 years following the event and the effect remained sustained up to 6
years post-hospitalization6. Furthermore, acute hospitalizations have also been shown to increase the probability of
receiving disability payments and reduced earnings even in
those that remained working, which suggests that some
adjustments are made to their working conditions6. Prior
studies indicate that the probability to continue working is
dependent on the age and severity of the condition7.
Additionally, it has been shown that an acute health event
can influence the employment decisions of a spouse2.
Previous studies have shown PCSK9 inhibitors to be a costeffective option for those patients not responding to standard
cholesterol-reducing therapy8,9. Whilst cost-effectiveness is
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useful for establishing value for money to health services, it fails
to capture the broader economic consequences associated with
preventing events that could lead to early retirement. In this
analysis, we applied a public economic framework to evaluate
consequences for the Australian Government following the
introduction of a novel cardiovascular medicine proprotein convertase subtilisin/kexin type 9 (PCSK9) inhibitor antibody therapy, evolocumab, for the prevention of myocardial infarction
and stroke in adults with atherosclerotic cardiovascular disease
(ASCVD). In Australia, evolocumab is indicated for the prevention of cardiovascular events, including primary hypercholesterolaemia and familial hypercholesterolaemia, in combination
with optimally dosed statins or other lipid-lowering therapies.
We constructed a disease state model that reflects different atrisk groups in Australia and estimated the likelihood of ASCVD
events for those treated with evolocumab compared to the current standard of care. Factoring in the relationship between
ASCVD events and future labour market choices made by these
individuals, we estimated changes in fiscal outcomes for government using a public economic or “government perspective”
comparative analytic framework10.
The work described here builds on prior cost-effectiveness
studies in high-risk atherosclerotic patients applying a public
economic modeling framework to inform policy and funding
decisions in Australia11,12. The modeling framework described
here differs from a cost-effectiveness analysis as it considers
a broader range of public economic costs and monetized
benefits for the government13. In this context, the present
model evaluates how changes in morbidity and mortality
attributed to ASCVD events following the introduction of
evolocumab influence government tax revenue based on
changes in work activity and social benefits, that is, disability
payments in the cohort of treated subjects. By simultaneously looking at all government costs, we can better understand the impact that additional expenditure will have on
government and potential cost offsets from disability payments, and the potential gains in tax revenue as people
remain in the labour market.

Methodology
Model design
The natural history of patients with ASCVD, which includes
coronary heart or cerebrovascular disease was evaluated
using a multi-state Markov cohort model that compared evolocumab with the current standard of care (SoC) in Australia.
The population considered are ASCVD patients reflecting the
at-risk population in Australia with low-density lipoprotein
(LDL) >3.3 mmol/L after maximum tolerated doses of a statin
or contraindicated or intolerant to statins.
The model consisted of three alive states (ASCVD, MI and
stroke) and two death states for those that die from ASCVD
death or non-ASCVD death (Supplementary Materials). The
transition between states was defined by treatment with evolocumab or the comparator resulting in a change in LDL
where a mean percentage reduction in LDL of 59% (95% confidence interval, 58–60; p < .001) was observed in a randomized, double-blind multinational clinical trial at 48-weeks14.

Patients that discontinue treatment are assumed to achieve
baseline level, with a 0% reduction in LDL attributable to evolocumab, and achieve the same level of LDL reduction as the
SoC. The relationship between reductions in LDL and reductions in the proportional risks of ASCVD events rates have
been described by the Cholesterol Treatment Trialists’
Collaborators (CTTC) whereby each 1 mmol/L reduction in LDL
corresponds to a relative event rate of 0.78 for major vascular
events15. This relationship has been implemented by calculating the relative event rate corresponding to a reduction of x
mmol/L as 0.78x. The ASCVD event rate was modelled as
increasing in every year of the cycle which is consistent with
the increased risk for events by age16. As previously reported
the constant annual increases in cardiovascular events has a
hazard ratio of 1.03 (95% CI 1.03–1.04) for a difference in age
of 1 year16. Lipid-lowering therapy can translate into reductions in non-fatal ASCVD events, however, the effect can take
up to 2 years for the effects to be observed15. Non-fatal
events are either MI or ischaemic stroke were split 59:41 in
the base case17. Death rates from non-ASCVD causes have
been estimated for Australian patients from all causes and
cause-specific death rates using Australian life tables. Death
rates for all causes and for diseases of the circulatory system
(ICD10 I00-I99), by sex and 5-year age group, have been
sourced from the General Record of Incidence of Death18. For
each sex and 5-year age group, the proportion of all-cause
deaths that were from diseases of the circulatory system was
calculated as the death rate from diseases of the circulatory
system divided by the all-cause death rate. Non-CV death
rates have been calculated from the all-cause death rate and
the proportion of deaths that are from diseases of the circulatory system. The sex and age-specific rates are used to infer
the rates for each year in the model, given the baseline characteristics of the patient cohort.

Healthcare resource use
The model derived costs for each health state for treatment
management and event costs. Acute costs for managing a
fatal CHD event (Aus$3,423), of a non-fatal MI (Aus$9,969),
and of a non-fatal stroke (Aus$24,476) have been derived
from the Australian Statins Review19. Cost for non-fatal
events included the acute cost plus the estimated extra cost
in the first 12 months after the event. Ongoing costs per
month following an MI or stroke of Aus$160 and Aus$366,
respectively were also included19. Patients who experienced
multiple events accrued the acute cost for each event. The
monthly treatment cost for evolocumab was derived from
the approved PBS list price in Australia of Aus$488.9520. As
evolocumab was added to current therapy, no drug cost was
applied for the current standard of care comparator.

Fiscal framework
Within each health state, patients can also be distributed to
fiscal states. Fiscal states are determined by individuals’
labour market status and the subsequent fiscal relationship
with the government based on their health status. Hence, for
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people with ASCVD who experience a CV event, labour market outcomes are likely to deteriorate while the probability
of receiving disability and other Federal benefits increases13.
As individuals experience CV events, they become increasingly likely to be permanently disabled or to die prematurely
and thus, they incur more costs to the government21.
In the current analysis, to quantify the public economic
consequences of stroke and MI prevention that can be attributed to evolocumab compared to current treatment, patients
in each health state were further distributed to fiscal states.
There are three fiscal states that individuals from each CEA
health state can be distributed: (1) Active (e.g. working, not
working, not disabled); (2) Disabled as per the Australian
social insurer Centrelink definition; and (3) death (an absorbing fiscal state). In contrast with CEA models, premature
death in fiscal models reflects a loss of future tax revenue for
the government, but simultaneously represents savings to
the government as fewer people will receive public benefits
in the future. The magnitude of the effect depends on the
age at which death occurs in relation to lifetime taxes paid.
The distribution of people in the fiscal states changes following an ASCVD event as more people are likely to be disabled following the event10. Survivors of CV events have a
higher likelihood of becoming disabled and thus, a higher
probability of transitioning from the fiscal state “active” to
the fiscal state “disabled”. During this transition between fiscal states, the model derives the public economic costs for
the government. The likelihood of being out of work and
disabled following a stroke or MI was based on Australian
findings reported by Pit et al.10 where significant differences
in the odds of retiring were shown for females and males. As
our fiscal model was not gender-specific, we applied a
weighted odds ratio for the retirement of 2.7 and 1.6 following stroke or MI, respectively.

Public economic costs
The Australian Government provides a range of different
transfer payments to citizens over the course of life depending on needs that are means-tested. Payment to individuals
can include disability allowances, family allowances, pensions
and a wide range of different payments depending on individual circumstances. We use a microsimulation model
STINMOD þ to estimate the average federal taxation and welfare payment for each combination of age cohort and disability status in 2018 in Australia22. Specifically,
STINMOD þ uses nationally representative samples by age
categories, therefore reflecting the age-specific employment
income, tax payments and public benefits received over
time. The model covers all major federal taxation and welfare
schemes in Australia and it is often used for distributional
analyses of income and welfare policies23,24. In fiscal terms,
citizens in Australia are classified as being active or disabled
based on specified criteria. Within the STINMOD þ data set,
people meeting the criteria set by Centrelink as being disabled are included in the disability cohort25. Within the fiscal
analysis, we assume all subjects start in the active state. If
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they experience an ASCVD event, we apply the probability of
transitioning from active to disabled.
Within the “active” fiscal state there is a heterogeneous
range of profiles for those that are working and those not
working and not disabled (e.g. early retirement, out of work,
etc). Because the model is focused on public economic costs
linked to CV events, it is not necessary to distinguish fiscally
between those that are working or not working within the
“active” fiscal state as those individuals retiring early and not
disabled generally do not receive any public benefits. In contrast, transitioning to the “disabled” fiscal state attracts significant public benefits (Table 1). The STINMOD þ output we
use is in 5-year age bands, therefore the proportion of people retired increases over time and most dramatically at age
65 (a general retirement threshold in Australia, although not
a mandatory retirement age). Pension costs per person were
modified to reflect government policy objectives of transitioning people from state age pensions to self-funded pensions. We applied a value of 50% of people receiving state
pension based on recent data for the proportion of
recent retirees26.

Direct and indirect taxes
The evolocumab fiscal model estimates age-specific direct
and indirect tax payments for both treatment cohorts for
active and disabled fiscal states. The direct taxes for each fiscal state were obtained from the STINMOD þ tax-benefit
microsimulation model containing 2018 tax reforms data
(Table 2). STINMOD þ was used to estimate annual direct tax
contributions for the active and disabled fiscal states linked
to the disease modeling for each treatment. The average
reported Medicare levy paid by different cohorts is also
reported as part of the STINMODþ. As the contribution
varies by working status, this is an important component to
include in the model estimations.
Annual indirect taxes paid to goods and service taxes
(GST) were estimated based on applying household expenditure data for Australia27 and applied to the proportion of
annual salary that is spent on GST-liable items and estimated
to be 67.9%. The rate for GST-liable items is comparable to
previously published figures by the Australian Productivity
Commission28. The percentage of GST-liable disposable
income was then applied to the disposable income data generated in the STINMOD þ to which the Australian GST rate
was applied (Supplementary Materials).

Public economic costs calculations
The fiscal model generates average tax payments, average
transfer payments received, and medical costs attributed to
cardiovascular disease for both treatment options. For a
cohort of patients treated with evolocumab and a cohort of
patients receiving standard of care (SoC), the fiscal model
estimates the sum of all taxes (direct and indirect) paid to
the government and the present value of transfers received
by the government of individuals throughout their lives and
finally the total lifetime healthcare costs. The model counts
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Table 1. Annual public benefit transfers for fiscal states Active and Disabled.
Fiscal state
Active
Age (years)

Disabled

Average taxable welfare benefit

Average non-taxable welfare benefit

Average taxable welfare benefit

Average non-taxable welfare benefit

$1,112
$719
$596
$773
$973
$7,103
$7,103a
$7,103a
$7,103a

$596
$714
$552
$1,198
$1,248
$1,481
$1,481a
$1,481a
$1,481a

$$$$$253
$7,385
$8,578
$8,901
$6,594

$21,497
$21,984
$21,955
$21,863
$21,047
$19,398
$22,485
$20,332
$20,822

40–44
45–49
50–54
55–59
60–64
65–69
70–74
75–79
80 and above
a

Aligned with government initiatives to reduce state pensions for retirees, we applied the average welfare benefit reported for those age 65–69 provided to
48% of the population applied to other ages as this reflects future projections for cohorts considered in the model.

Table 2. Average annual net income taxes paid (direct taxes) and Medicare levy for active and disabled persons.
Fiscal state
Active
Age (years)

Disabled

Average annual net income tax

Average annual Medicare levy

Average annual net income tax

Average annual Medicare levy

$15,923
$15,096
$14,302
$11,594
$7,894
$4,124
$1,623
$1,084
$1,108

$1,375
$1,292
$1,245
$1,045
$743
$375
$144
$85
$90

$10
$20
$96
$2
$14
$$$424
$-

$$1
$1
$$3
$$$44
$-

40–44
45–49
50–54
55–59
60–64
65–69
70–74
75–79
80 and above

costs over the remainder of life from the defined starting
age. All costs in the model are for males and females combined and discounted at 5% as per Australia guidelines29. To
estimate the benefit for the government, we assessed the
incremental fiscal benefit–cost ratio (fBCR) using the following equation based on incremental public investment. The
incremental fBCR estimates the ratio between changes in
medical expenses (Dm), transfer payments from government
(Dtr) and change in taxes (DTax) linked to the outcome and
cost differences between SoC and evolocumab (Ddrug):
½Dm þ Dtr þ DTax
Ddrug
m: medical expensestr: transfer paymentsTax: taxes collecteddrug: drug therapy, evolocumab compared to standard
of care

Sensitivity analysis
A univariate sensitivity analysis (SA) based on plausible variation in key model parameters was applied to explore the
robustness of the findings. Model parameters inputs were
explored individually in the SA applying a base case of age
50, baseline LDL 3.3 mmol/L and 5% discount rate. The variance applied for each parameter is described in Figure 1.

Results
Changes in fiscal parameters for those treated with
evolocumab þ SoC compared to current treatment practices
with treatment initiation at three different ages are described

in Table 3. Government spending reported as a negative
value indicates that reduced spending is observed on the
program based on adopting the evolocumab strategy, that
is, decreased expenditure. Increased government spending is
shown as positive values based on adopting the evolocumab
treatment program. In all instances, government costs
increase for evolocumab, but reduce spending on other programs (e.g. medical costs and transfer payments).
Incremental changes in government tax revenue are also
reflected, based on adopting evolocumab where a positive
value indicates increased taxes paid compared to current
treatment practices.
Treating a 40-year-old individual generates an additional
Aus$15,716 in taxes with evolocumab compared to current
treatment practices. The incremental tax associated with
treating an individual aged 50 or 60 with evolocumab þ SoC
compared to SoC results in additional tax revenue for the
Australian Government of Aus$9,810 and Aus$4,217, respectively. The absolute fiscal values for evolocumab and current
treatments are provided in the Supplementary Materials.
For the age groups assessed, a reduction in medical
spending of approximately Aus$4,300 per person treated
was observed. There was little variation in savings based on
age as costs were mostly attributed to acute events. Cost
savings in government transfers were also observed for the
three age cohorts assessed with reductions of Aus$3,483,
Aus$2,495 and Aus$4,619 based on the age of treatment of
40, 50 and 60, respectively.
As observed from the fBCR analysis, the returns for the
government are much greater when preventing events in
younger individuals. For those treated with evolocumab, a
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Table 3. Incremental change in fiscal parameters based on treatment starting age (evolocumab – current treatment practice).
Category
Fiscal parameter
Incremental change – age 40
Incremental change – age 50
Government spending

Societal earnings
Government revenue
Life years gained
fBCR (1 þ 3 þ 4)/(2)

Total medical
Medical (1)
Evolocumab (2)
Transfers (3)
Indirect costs
Tax (4)

$41,352
$4,341
$45,694
$3,483
$23,256
$15,716
0.7
0.52

Incremental change – age 60

$40,488
$4,344
$44,832
$2,495
$11,601
$9,810
0.7
0.37

Baseline LDL (Low 2.6; High 4.3 mmol/L)

$38,384
$4,325
$42,709
$4,619
$2,354
$4,217
0.6
0.31

0.30

Eﬀect of Δ LDL on ASCVD events (Low 0.73; high
0.81)

0.47

0.46

0.32

%Δ LDL evolocumab (Low -55%; High -70%)

0.35

Discount rate (Low 3.5%; High 5.0%)

0.43

0.35

Model me horizon (Low 25; High 35 years)

0.36

Aus$ per month aer stroke (Low Aus$183; High
Aus$732)

0.36

Non-CHD death rate (Low 1x; 2x)

0.37

Aus$ per month aer MI (Low Aus$80; High
Aus$320)
20%

25%

30%
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0.37

0.41

0.39

0.38

0.37

0.38

35%

40%

45%

50%

Figure 1. Univariate sensitivity analysis of key parameters on fiscal benefit cost ratio for persons aged 50-years-old in Australia.

fBCR of 0.52 is achieved in those aged 40. In contrast, the
fBCR for evolocumab-treated subjects aged 50 and 60 a fBCR
of 0.37 and 0.31 are observed.

Sensitivity analysis
The model was most sensitive to the baseline LDL score
varying from fBCR of 0.30 to 0.47 when baseline LDL was
2.6 mmol/L and 4.3 mmol/L, respectively (Figure 1). The
effects of LDL on ASCVD events and the effect of evolocumab had the second and third greatest impact on the fBCR.
The influence of monthly costs of stroke and MI management and non-CHD death had limited influence on the fBCR
of evolocumab.

Discussion
Cardiovascular-related diseases are the leading cause of mortality worldwide with an estimated 17.9 million deaths annually30. Australia is no exception to this trend, where
approximately 4.8% of the population report one or more
heart or vascular conditions including stroke, with an
expenditure of more than Aus$7.8 billion annually accounting for approximately 12% of all healthcare expenditure in
Australia31,32. In addition to direct health costs, previous
studies in Australia report the impact of cardiovascular disease on the government in terms of reduced income and
taxes paid compared to those fully employed without a
chronic health condition21.

Following many health events, that is, health shocks and
intensifying chronic health conditions, individuals will make
life choices that influence their labour market condition.
These choices are informed by many factors including the
severity of their condition, age, time to retirement, social
conditions and public support programs available that support people with disabilities1,7. These choices are important
as they can influence an individual’s future earning capacity
and their ability to save money for retirement33,34. For governments, these decisions are important as they can influence the size of the available workforce, social support
payments and the amount of taxes collected over the lifetime of individuals35. Furthermore, the number of people
that become dependent on public programs when disabled
creates deadweight losses in the economy as fewer numbers
of people are working to support those dependent on public benefits.
Previous studies have reported on the cost-effectiveness
of evolocumab based on changes in healthcare expenditure8,9. In this analysis we build on prior work describing the
broader consequences of cardiovascular diseases and demonstrate how preventing attributable events can improve fiscal outcomes for government. In terms of improved tax
revenue, we demonstrate that preventing an ASCVD event
with evolocumab added to SoC for lipid-lowering in someone aged 40 in Australia can increase tax revenue by
approximately Aus$15,716 over their remaining lifetime.
Because fiscal events are influenced by the time at which
they occur, preventing ASCVD events with evolocumab
added to SoC in those aged 50 and 60 leads to future
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projected lifetime taxes paid of Aus$9,810 and Aus$4,217,
respectively. The variation in incremental taxes paid illustrates the benefits of early identification and treatment that
can lead to preventing or delaying the timing of events. A
reduction in transfer payments was also observed for the
three different age cohorts treated. The cost savings were
likely attributed to changes in disability and other support
payments, despite the countervailing fiscal costs of improved
survival with evolocumab which leads to small increases in
pension payments. The fiscal cost offsets described here are
not captured in conventional cost-effectiveness analysis and
help to offset the costs of introducing evolocumab.
Fiscal models in health offer a unique perspective compared to cost-effectiveness analysis. In CEA, healthcare
resources are considered a cost and these costs discontinue
when the person recovers or dies, in which circumstances
there are no further costs. By comparison, in fiscal models,
there can be associated losses even in death in those individuals that die prematurely and do not achieve their projected lifetime taxes paid. Similarly, premature mortality can
give rise to some fiscal savings from reduced pension payments and future unrelated healthcare costs. The fiscal
framework described here can be viewed as a cross-sectoral
government perspective budget impact model. In this
regard, we can explore how policy changes that influence
health, or investments in healthcare that change morbidity
and mortality, have future costs and tax revenue implications. This makes the fiscal modeling approach an enhanced
budget impact model which takes a broader view regarding
healthcare and expenditure for evaluating technologies.
Cardiovascular disease poses significant economic consequences for the Australian Government, largely attributed to
changes in workforce participation in working-aged adults
which influences government welfare payments and lifetime
tax revenue21. The cost consequences are profound beyond
the health service and can also influence personal wealth
accumulation which influences an individual’s ability to
remain financially independent36. Previous studies have illustrated that people experiencing strokes and myocardial
infarctions in Australia have an increased likelihood of retiring early, increasing reliance on government social support
programs, paying lower lifetime taxes and experiencing
reduced wealth throughout their lifetime10,21,34. Furthermore,
a study in Australia has reported that some individuals from
non-impoverished families have an increased risk of falling
into poverty after developing heart disease37. The relationship between developing heart disease and poverty was
age-dependent with increased risk in younger people compared to those aged 60, where the risks were much lower
when older individuals have higher accumulated wealth
compared to younger persons.
The analysis presented here describes fiscal benefits
achieved from lowering cholesterol and the prevention of
future cardiovascular events attributed to evolocumab that
can have fiscal consequences for governments. The analytic
approach described here is not unique to evolocumab and
can be applied to evaluate current or future PCSK9 inhibitors
or any other healthcare investment13,38,39. The magnitude of

fiscal effects can be influenced by several factors including
patient characteristics, the nature of events prevented and
how events are likely to influence future lifetime trajectories
and employment activity. Primary prevention of events will
likely have greater fiscal benefit as they prevent people from
initially withdrawing from work and in younger individuals,
whereas preventing secondary events will only apply to
those that remained working after the first event. In familial
hypercholesterolemia which impacts people of younger ages,
preventing cardiovascular events in early life should enable
them to work longer which can offer considerable fiscal benefits.
To underscore the important relationship between investments in healthcare and their impact on government public
accounts, we compare the impact of treating individuals
with evolocumab þ SoC between the ages of 40 and 60 and
the remaining lifetime fiscal consequences. Due to improved
survival in working-aged adults, we estimate improved productivity that generates future direct tax revenues for the
Australian Government. Furthermore, increased survival leads
to improved indirect tax revenue for the government attributed to consumption taxes. Moreover, several fiscal savings
can be achieved for the government due to reduced disability and reduced healthcare cost savings.
The analysis described here monetizes changes in healthrelated productivity into future fiscal impact for the government. Because the analysis focuses solely on future financial
transactions between citizens and state based on changes in
lifetime work activity and taxes paid, this approach undervalues the health-related benefits for society that can be captured using preference-based utility approaches and the
benefits that people experience from being healthy.
Moreover, as the analysis captures only transactions between
government and individuals, we fail to capture reduced lifetime earnings in those individuals experiencing non-fatal
ASCVD events that can influence living conditions and
exacerbate domestic social and economic factors.
Furthermore, the approach described here undervalues the
economic relationships that exist within society and economic multiplier effects that can be achieved from spending
on health and improving outcomes40. In this regard, we see
this approach to supplement traditional CEA approaches for
informing a broader range of interested parties involved in
the allocation of resources.
A discount rate of 5% was applied in the base case analysis as recommended by the Australian PBAC guidelines for
conducting cost-effectiveness analysis. The analysis described
here is not a CEA, however, we applied the recommended
discount rate for consistency with local practices and
cost-effectiveness guidelines, although this approach is
inconsistent with public economic analysis normally adopted
by governments. By convention, the discount rate is meant
to reflect the future value of money which varies and is influenced by prevailing economic conditions. The framework
described here is based on the generational accounting
framework where it is suggested to use the long-term bond
rate for discounting as this more accurately reflects the
future value of money in Australia41.
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Conclusions
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Cardiovascular is one of the largest health and economic
burdens for developed and developing countries in terms of
morbidity, premature mortality and healthcare expenditure.
We demonstrate that taking a broader public economic perspective can provide insights regarding a more comprehensive assessment of the public burden for governments,
based on reduced lifetime taxes paid and public benefit support needs. In tandem, we apply this framework to evaluate
new technologies providing governments the opportunity to
take a broader public sector budget impact perspective to
understand how investments within the health sector can
have future fiscal consequences.
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