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General notes

Each spreadsheet should contain a text box outlining the models main strengths and weaknesses.

Injury inflation factors

Using BEACH data to derive inflation factors leads to nonsensical results. Instead we will base them on Victorian emergency department data.

•
Stephen will derive suitable inflation factors from the emergency department data and send them to Chris for use in the national BOD project injury estimates.

HIV/AIDS

The HIV to AIDS progression looks OK. AIDS incidence and duration could be modelled using DISMOD by matching 1992 incidence (assumed to be the new cases on the register) with 1997 deaths (which would be all deaths with a non-zero AIDS flag).

•
Chris will follow up with the National HIV Centre any known effect of the new combination antiretroviral therapy on the duration of AIDS.

Haemophilia

Haemophilia is essentially a disease affecting men, so the number of deaths recorded for women is too high. 

This category should be refined to focus on ICD codes 2860, 2861 and 2862. This should eliminate cases among females.

The incidence rates derived from the McNeil reports is for Haemophilia type A. they should be increased by 10 per cent to include type B.

The YLD calculations should combine the child and adult phases because the disability weights are very similar.

•
Chris will check disability weight derivation and incidence figures in the McNeil reports and the emails from Martha Sinclair, copy the relevant sections and return the originals to Theo.

Rheumatic heart disease

The GBD EME study durations appear too long. Also, the modelling has not taken into account remission due to treatment. One source of incidence data would be hospital separations with ICD codes 394 to 398 with valve operations (procedure codes 35.0-35.2). However, this conditions occurs mainly remote area Aboriginal communities who have less access to such treatment and hence may not appear in hospital data.

•
Chris will 

· check with Edouard d’Espaignet about treatment of rheumatic heart disease among Aboriginal communities; 

· ask Paul Magnus for a cardiologist to contact about rheumatic heart disease  (and heart disease in general) and

· tabulate hospital separations with ICD codes 394 to 398 with and without procedure codes 35.0 to 35.2.

•
Theo will extract similar tabulations from Victorian data.

Ischaemic heart disease

Around 10% of angina cases have continuing symptoms after angioplasty. Also the numbers of people taking medication for angina (from the risk factor survey) could be a better proxy for prevalence.

A CHD event cannot be treated as ‘remission’ from angina.

We could apply DISMOD to AMI cases using Mui’s modelled rate of death following AMI.

•
Chris will investigate the distribution of severity in angina.

•
Theo will get the draft chapter on IHD from the GBD study and send it to Chris.

Stroke

Anne Magnus has revised the stroke spreadsheet. She will shortly have access to the NEMISIS database which has details of stroke incidence, severity and early mortality which can be used to verify the model.

The Perth study gives age specific results, so the adjustment factors could be modified to reflect this age structure.

•
Anne will email a copy of the revised spreadsheet to Chris and Colin.

Inflammatory heart disease

The incidence rate could be taken directly from the GBD EME study, adjusted by the ratio of Australian mortality to EME mortality.

The deaths in the spreadsheet have been mistakenly transposed with deaths from L5—Hypertensive heart disease.

We should use the Dutch weight for mild/moderate/severe heart failure.

•
Chris will investigate the distribution of mild, moderate and severe disease.

Hypertensive heart disease

The deaths in the spreadsheet have been mistakenly transposed with deaths from L4— Inflammatory heart disease.

The modelling should be revised to use the hazard rate and manipulate the incidence to reproduce deaths.

Look at the disease as a progression from mild to moderate to severe, and assume hospitalised cases represent the moderate and severe cases.

Assume recorded death represent about 50% of all deaths of people with the disease.

Subtract background mortality hazard from the hazard derived from the five year survival rate.

Compare prevalent cases derived from DISMOD with the hospitalised cases.

Non-rheumatic valvular disease

This is treated by valve replacement (proc no 35.0 to 35.2). The duration in the spreadsheet is too long.

Assume people operated on for this disease have on average 1 to 2 years disability before the operation.

Assume deaths out of hospital are not treated. Deaths in hospital can be derived from the hospital morbidity database.

Assume people 75 and over are not operated on.

Assume untreated cases have the same duration as heart failure.

Aortic aneurysm

This has a high disability for about a month then those who survive treatment has negligible disability.

Assume weight 0.43 (early colorectal cancer) with disability of one month.

Peripheral vascular disease

We have difficulty in getting incidence figures. Some possible sources are:

1. 1993 Disability survey—people reporting peripheral vascular disease (to get an estimate of non-hospitalised cases).

-
this could give estimates of severity and proportion of time in active exacerbation.

2. Number of people with PVD operated on with implants or bypasses

3. Number of people with PVD with non-diabetic amputations

4. Number of people with PVD admitted to hospital with ulcers, grafts, etc.

5. BEACH data

Weight derived from EQ5D+ regression.

Peptic ulcer disease

There is now a new treatment for peptic ulcer disease with antibiotics resulting in cure after a duration of about one month.

Model this by 

1. Derive the proportion of cases receiving the new treatment from the BEACH data

2. Assume about 10% cases receiving the new treatment are not cured 

3. Assume those cured have a duration of one month while the rest (not cured and not receiving the new treatment) have the GBD EME duration.

We need expert opinion on the proportion of cases in active exacerbation.

•
Colin to recalculate the disability weight from the regression model. 

Cirrhosis of the liver

About half of cases are due to hepatitis, and should be modelled under hepatitis.

Theo and Bernadette have started modelling the remaining cases.

•
Theo and Bernadette to develop a model for non-hepatitis cirrhosis of the liver.

Appendicitis

Spreadsheet is OK.

Intestinal obstruction

Need to model those with a stoma (see notes under vascular insufficiency below)

Diverticulitis

Need to model those with a stoma (see notes under vascular insufficiency below)

Gallbladder and bile duct disease

Spreadsheet is OK.

Pancreatitis

Disability weight taken as the same as appendicitis

Inflammatory bowel disease

The spreadsheet needs notes outlining the derivation of the parameters (as for Victorian analysis)

Need to model those with a stoma (see notes under vascular insufficiency below)

Vascular insufficiency of the intestine

This is a very serious disease with many people not surviving treatment. Those that do lose a large proportion of their gut.

Need to model those with a stoma.

1. Find all separations in a year with procedure codes 46.0 to 46.3 (construction of stoma).

2. Subtract all separations with procedure 46.5 (closure of a stoma)

3. Give the remainder a lifetime with a weight of 0.245 (EQ5+ state 112221).

Colin’s notes

Diabetes

Theo to talk to Paul Zimmet about Type 1 prevalence/incidence.

Use Theo’s relative risks.

Theo to talk to Paul Zimmett about arbitrary duration with no weight for undiagnosed cases.

Dutch weights—50% of diabetes patients will not know it, but they will have significant disability

6% stroke

14% retinopathy

…

47% no complications.

(a) discount sequelae?—No but do a paper

(b) net out 0.07 from sequelae or value uncomplicated cases

(c) adjust weights for comorbidity?

(d) Different weights for insulin-dependence.

Present discounted and non-discounted estimate

Hearing loss

Send results of hearing survey?

Check self-reported hearing loss

Do the calculations on incidence and prevalence basis.

Risk factors

Unsafe sex

Included:

· Sexually transmitted STDs

· HIV—per cent sexually transmitted (60% in EME)

· Other STDs—10% plus neonatal complications (see proportion in table 5 p 517)

· HPV (cervix and penis cancer) 90% of cervix cases due to HPV and hence unsafe sex. (?exclude penile cancer)

· Hepatitis B  Us study shows 50% of burden due to unsafe sex. Assume 60% for low ???? countries.

· Hepatitis C

Excluded

· Other STDs such as herpes simplex etc.

Unintended pregnancies

Exclude normal contraceptive failure, intentional non-use and lack of knowledge. NPSU figures suggest 80% of teenage pregnancies are unintentional.

The total unmet need for EME is 15% in ages 15-44. The complications of pregnancy will be greater in low SES groups but this is not addressed in ?EME.

Abortions

Elective only; exclude spontaneous.

Assume 100% due to unsafe sex (we can’t estimate the proportion due to contraceptive failure).

Psychiatric manifestations eg PTSD.

Sexual violence (rape injury and other assault)

-
Worksafe will have these data for sex workers.




