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VERSION 1 - REVIEW 

REVIEWER Alex Zhavoronkov 
The Biogerontology Research Foundation, UK 

REVIEW RETURNED 16-Feb-2016 

 

GENERAL COMMENTS I enjoyed the manuscript and did not find any substantial errors in 
models in analysis nor assumptions. Some of the assumptions may 
be specific to Australia, but considering authors' background, I 
believe these to be accurate. Without access to simulation data it is 
difficult to verify the sensitivity of the model. Sensitivity to multiple 
scenarios taking into account biomedical breakthroughs that may 
significantly extend productive longevity (e.g. cancer 
immunotherapy) and evaluating the broader effects of PLY loss on 
macroeconomic parameters at least in discussion format could 
improve the paper 
(http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863879/ ).  
 
I recommend accepting this paper without further revisions. 

 

REVIEWER Małgorzata Pikala, PhD 
The Department of Epidemiology and Biostatics, Medical University 
of Łódź, Poland 

REVIEW RETURNED 09-Mar-2016 

 

GENERAL COMMENTS According WHO, chronic diseases are one of the major health and 
development challenges of the 21st century, in terms of both the 
human suffering they cause and the harm they inflict on the 
socioeconomic fabric of countries. In the absence of evidence-based 
actions, the human, social and economic costs of chronic diseases 
will continue to grow and overwhelm the capacity of countries to 
address them.  
Authors of the American Heart Association Report, "Forecasting the 
Future of Cardiovascular Disease in the United States," published in 
"Circulation", predict that until 2030 a significant increase in the 
number of cardiovascular diseases in the US and a huge increase in 
the cost of their treatment from 273 billion to $ 818 billion USD will 
be observed. The report's authors emphasize that the heart and 
vascular diseases can be effectively prevented, and the main 
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strategy to fight the epidemic of cardiovascular disease in the US 
should be a reorientation of the health care system in the direction of 
effective health promotion and prevention. Similar conclusions can 
be drawn from the European document European Healthy Heart 
Charter, developed jointly by EU experts, WHO and a many 
cooperating European scientific societies.  
That is why, all the global and local research estimating the future 
economic costs associated with chronic diseases, drawing attention 
to the need for better organization, adequate funding and improve 
the availability of diagnosis and treatment of chronic diseases, but 
also health promotion and effective and undertaken early prevention 
are very important.  
Manuscript "The economic costs of chronic disease through lost 
Productive Life Years (PLYs) among Australians aged 45-64 years 
from 2015 to 2030: results from a microsimulation model, Health & 
WealthMOD2030" belongs to such works and in my opinion 
undoubtedly deserves publication.  
I would like to draw attention only to rather brief discussion. It would 
be worthwhile to refer in this section to other studies conducted in 
the world (even as quoted above study conducted in the USA). With 
incomprehensible to me reasons also the authors of the manuscript 
define their study as "international", although developed model is 
based on data on the population of Australia only and as a 
consequence predictions based on this model may relate only to this 
population. 

 

REVIEWER Patricia Cubi-Molla 
Office of Health Economics, London, UK 

REVIEW RETURNED 16-Mar-2016 

 

GENERAL COMMENTS Several paragraphs in the paper are very similar to some parts of 

the paper published by the same authors in 2015 (reference number 

11). Much of the content is shared too. Not sure which are the limits 

of the journal for interpreting this as plagiarism, so I leave the 

decision entirely to the editor.  

 

 

REVIEWER Rachel Nugent 
RTI International  
USA 

REVIEW RETURNED 14-May-2016 

 

GENERAL COMMENTS General  
Overall, I find the paper interesting, but very partial in its discussion 
of productivity due to chronic disease. It essentially ignores multiple 
types of effects that might reduce or increase productivity outside of 
the narrowly aged population of interest and those who exit the labor 
force.  
For instance, it is worth mentioning how many older workers are 
staying longer in the workforce due to effective management of 
disease. Suggest that you distinguish the changes in numbers of 
people with chronic disease by age group. You say the increase in 
people with sickness or disability from CD is increasing due to 
ageing, which is quite natural. But it’s also interesting to know how 
age-standardized working behavior is changing, including beyond 
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age 64. I suggest you show the trends in workforce exit by age so 
readers see the net effects. If you can’t do that, need to say that what 
you are measuring is only a partial effect of changes in chronic 
disease.  
The paper doesn’t include any measure of presenteeism or 
absenteeism of those still in the labor force, the first of which often 
exceeds the second and possibly has greater effect on productivity 
than exits from the labor force. These losses (presenteeism and 
absenteeism) would not likely have a budget effect, but should 
perhaps be mentioned as significant in terms of productivity.  
Also not mentioned are improvements in medical technology and 
other changes that might extend worklife, even for those with existing 
chronic disease.  
Statement on line 28 about other studies being limited to 1 year is 
not correct. Below are several citations in the literature on economic 
costs of NCD, although they do not measure budget impacts.  
You don’t mention expected effects of income growth on chronic 
disease prevalence. Should there be term that captures those 
effects, or at least a discussion of how they might interact?  
Quantile regression model to estimate difference in weekly income 
between employed and non-employed – does it match on other 
characteristics, such as line of work?  
 
Specific  
Please don’t report % changes with 4 digits. It is impossible to be 
that precise. In your reporting of % results, need to say it is an 
increase in absolute numbers, not in % terms. This would be useful 
to clarify.  
Line 37: is change in stroke stable? Again, all these changes should 
be age-standardized.  
Line 48: I cannot tell how many PLYs are assumed to be lost by each 
person reporting being out of the labor force due to illness. Do you 
measure according to age at the time of chronic disease onset or 
diagnosis?  
http://www3.weforum.org/docs/WEF_Harvard_HE_GlobalEconomicB
urdenNonCommunicableDiseases_2011.pdf  
http://www.oecd.org/publications/obesity-and-the-economics-of-
prevention-9789264084865-en.htm  
http://www.copenhagenconsensus.com/publication/chronic-disease 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Alex Zhavoronkov  

Institution and Country: The Biogerontology Research Foundation, UK Competing Interests: No 

competing interests stated. I enjoyed the manuscript and did not find any substantial errors in models 

in analysis nor assumptions. Some of the assumptions may be specific to Australia, but considering 

authors' background, I believe these to be accurate. Without access to simulation data it is difficult to 

verify the sensitivity of the model. Sensitivity to multiple scenarios taking into account biomedical 

breakthroughs that may significantly extend productive longevity (e.g. cancer immunotherapy) and 

evaluating the broader effects of PLY loss on macroeconomic parameters at least in discussion 

format could improve the paper (http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863879/ ).  

I recommend accepting this paper without further revisions.  

 

Reviewer: 2  

Reviewer Name: Małgorzata Pikala, PhD  

Institution and Country: The Department of Epidemiology and Biostatics, Medical University of Łódź, 
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Poland  

Competing Interests: None declared.  

According WHO, chronic diseases are one of the major health and development challenges of the 

21st century, in terms of both the human suffering they cause and the harm they inflict on the 

socioeconomic fabric of countries. In the absence of evidence‐based actions, the human, social and 

economic costs of chronic diseases will continue to grow and overwhelm the capacity of countries to 

address them.  

Authors of the American Heart Association Report, "Forecasting the Future of Cardiovascular Disease 

in the United States," published in "Circulation", predict that until 2030 a significant increase in the 

number of cardiovascular diseases in the US and a huge increase in the cost of their treatment from 

273 billion to $ 818 billion USD will be observed. The report's authors emphasize that the heart and 

vascular diseases can be effectively prevented, and the main strategy to fight the epidemic of 

cardiovascular disease in the US should be a reorientation of the health care system in the direction 

of effective health promotion and prevention.  

Similar conclusions can be drawn from the European document European Healthy Heart Charter, 

developed jointly by EU experts, WHO and a many cooperating European scientific societies.  

That is why, all the global and local research estimating the future economic costs associated with 

chronic diseases, drawing attention to the need for better organization, adequate funding and improve 

the availability of diagnosis and treatment of chronic diseases, but also health promotion and effective 

and undertaken early prevention are very important.  

Manuscript "The economic costs of chronic disease through lost Productive Life Years (PLYs) among 

Australians aged 45‐64 years from 2015 to 2030: results from a microsimulation model, Health & 

WealthMOD2030" belongs to such works and in my opinion undoubtedly deserves publication.  

I would like to draw attention only to rather brief discussion. It would be worthwhile to refer in this 

section to other studies conducted in the world (even as quoted above study conducted in the USA). 

With incomprehensible to me reasons also the authors of the manuscript define their study as 

"international", although developed model is based on data on the population of Australia only and as 

a consequence predictions based on this model may relate only to this population.  

Author’s reply:  

We have addressed the reviewer’s concerns as follows:  

• The opening sentence of the Discussion (p. 14) has been amended by removing the emphasis on 

the study results being the “…first of its kind internationally” and replaced with “first of its kind for 

Australia.” And continue, in the following pages (p. 15-16), with a review of the literature indicating 

that there is no similar model elsewhere in the world.  

• We have made a similar adjustment to the “Strengths of the Study” section.  

• We added a paragraph that highlights the importance of research projecting the economic costs of 

specific chronic diseases and common conclusions they draw (p. 14-15). This then sets the scene for 

us explaining how and where our study fits in the international literature (see amendment to second 

paragraph on p. 15) which emphasises that there are few studies projecting the economic costs (in 

monetary terms) of chronic disease specifically for older workers.  

 

Reviewer: 3  

Reviewer Name: Patricia Cubi‐Molla  

Institution and Country: Office of Health Economics, London, UK Competing Interests: None declared  

See attached file.  

Attached comments:  

This is an interesting study that quantifies the economic impact of chronic diseases, from the 

perspective of the lost productivity life years. The study is also novel because it projects the results to 

estimate similar figures in the future (up to 2030). However, I think some sections in the paper would 

benefit from a clearer explanation. I have also some concerns about the methodology employed, as 

well as some suggestions.  

My main concern relates to the methodology. The study runs a microsimulation model 
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(Health&WealthMOD2030) to get the main results. However, the model is populated with several 

different sources, corresponding to dissimilar datasets, populations and year. It is also unclear how 

the data are combined to enter the model. A graph or scheme illustrating how the data is related 

would help understanding the model.  

Another consequence of the use of different sources is the potential biases that the authors may be 

introducing in the model. I am not familiar with the microsimulation models APPSIM or STINMOD; 

however I understand that the outcomes generated by them are subject to probability distributions (or 

confidence intervals, if you prefer). I cannot see in the paper how this variability has been controlled, 

or any sort of sensitivity analysis to check how the results are robust to changes in the input figures. 

The authors start to control for the variability in a later stage (bootstrap for the projections, p. 11:44-

49), but it seems to me that the variability should have been controlled from the start. In line with this, 

several assumptions made for the model (e.g. fixed growth rated at 1% per annum or no real growth 

for welfare payments) seem too restrictive. I have no doubt that the authors used the most reliable 

estimate, but yet I am missing a sensitivity analysis on how these assumptions affect the model 

outcomes (e.g. under best/worst scenario).  

Author’s Reply:  

• We have published a detailed methods paper which describes the data sources, how the model was 

assembled and underlying assumptions, which is referred to in the Methods section of the current 

paper (reference 15).  

• The datasets we used from microsimulation models APPSIM and STINMOD are the output datasets 

from those models, which consists of unit record data, not summary estimates (which are subject to 

probability distributions.  

• We have included a flow diagram showing how the data from the various sources was used (Figure 

1) in the Methods section of the revised paper.  

• Welfare payments are indexed by inflation and hence remain constant in real terms. At the same 

time GDP has historically excessed inflation by 1-2% and grown in real terms 

(http://www.rba.gov.au/chart-pack/au-gdp-growth.html). Despite the widening gap, increases in 

welfare payments above inflation are most unlikely due to fiscal pressure on the government. In 

addition, the government in Australia has been cutting welfare expenditure, in particular the Disability 

Support Pension (DSP), as one of the ways to address the Australian Government deficit 

(Parliamentary Library, 2014, Budget Review 2014–15, Research Paper Series 2013-14; see 

http://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/

BudgetReview201415)  

Another concern related to the computation of lost Productive Life Years (PLY). It is not clear in the 

paper which population is targeted. Intuitively, the reader can understand that lost PLY can be derived 

from (i) being out of the labour market because of a chronic disease, (ii) being in the labour market 

but working part time because of a chronic condition, or even (iii) being in the labour market working 

full time but receiving a lower salary –with respect to a comparable group by e.g. age, gender, 

education, postcode. Tables 1 and 2 seem to be computing exactly that. However, in p.11:22-29 it 

seems that PLY are only computed for scenario (i). Same in p. 12 lines 14-17.  

Author’s Reply:  

• The target population are older workers – defined as people aged 45-64 years by the OECD – in 

Australia, who were out of the labour force because of their chronic conditions.  

• Lost productive life years (PLYs) due to chronic disease at particular time points are defined as the 

loss of productivity because of individuals not being able to participate in the labour force due to their 

chronic conditions. These are the individuals who would be in the labour force if they did not have a 

chronic condition.  

• We have published a paper in the Medical Journal of Australia (MJA) which describes this measure 

in more detail, including a decomposition of lost PLYs in 2010, 2015, 2020, 2025 and 2030 by 

population growth, population ageing, chronic disease trends, and labour force growth. Using our 

microsimulation model, we estimated a loss of 347 000 PLYs in 2010; this was projected to increase 

to 459 000 in 2030 (32.28% increase over 20 years). The leading chronic conditions associated with 
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premature exits from the labour force were back problems, arthritis and mental and behavioural 

problems. The percentage increase in the number of PLYs lost by those aged 45–64 years was 

greater than that of population growth for this age group (32.28% v 27.80%). The strongest driver of 

the increase in lost PLYs was population growth (accounting for 89.18% of the increase), followed by 

chronic condition trends (8.28%).  

• This paper has now been referenced in the Introduction (reference 2) along with the above definition 

of lost PLYs on page 6.  

The fact that the authors only account for 45-65 year old population looks to me as a weakness of the 

paper. First, they are not entering the losses attributable to the age cohort 18-45. Also, it is neglecting 

the economic implications of chronic diseases at the retirement period. Crudely speaking, it may be 

that the government saves money by paying lower pensions to those who were out of the labour 

market because of the chronic condition. So it is not clear whether the final figures have to be 

interpreted as an upper- or lower- bound of the true parameter.  

Author’s reply:  

• This paper focuses on the impact of chronic disease on the labour force participation as it relates to 

premature retirement (i.e. older workers aged 45-64 years), and the costs of this impact (lost income, 

taxes, increased welfare payments), projected from 2015 to 2030.  

• On p. 6 we highlight the extent of this problem with 25% of men and 21% of women aged 45 years 

and over reporting that they ceased full time employment because of ‘their own sickness, injury or 

disability’ in Australia in 2012-13 (reference 5). This has been observed in many other OECD 

countries.  

• We have emphasised in the Introduction (p. 6) that being not in the labour force due to ill-health is 

only 8.5% for people aged 19-44 years, but 22.2% for people aged 45-64 years. Thus supporting the 

focus of this paper on examining the impact of chronic disease on premature retirement.  

• The losses in ages 18-65 years are smaller than in the older age group, because the prevalence of 

chronic disease is lower. Pension payments (or any payment or benefit past age 65) fall outside the 

scope of our paper. In other work we do examine the amount of superannuation people accrue over 

their working life (e.g. Kelly et al 2012). The inclusion of pensions and other payments up to old age 

can have ethical implications, given the fact that from a purely financial perspective, people outside 

the formal workforce are only costing money (and hence the cheapest person is a dead one). The 

inclusion of such effects could be mis-read to suggest that preventing ill-health in older workers is not 

worthwhile because it prolongs their lives. By limiting the scope of our study, we avoid this ethical 

minefield.  

Reference: Kelly S, Percival R, Schofield D, Shrestha R, Callander E, Passey M. The Impact of Illness 

on Retirement Finances, The Economic Record, 2012. 88(283):576-584.  

• With regard to the comment about pensions for people with chronic disease, the following 

description has been added to the Methods (p. 11): “Australian pensions are means tested payments 

not related to income earned prior to retirement. Thus people with greater savings receive a smaller 

pension with, for example, couples with assets (excluding their home) receive a reduced pension of 

$440,500, and those with assets exceeding $1.17 million receive no pension 

(https://www.humanservices.gov.au/).”  

Minor comments:  

• Page 8, lines 53-57: Not sure what the authors mean by “synthetic matching” and “aged to 2030”. 

Also, are these lines related to the explanation in page 9, lines 53-58?  

Author’s reply:  

• We have extended the description of both “synthetic matching” and what we mean by “aged to 2030” 

in the Methods section of the revised paper (see p. 9).  

• We have also referred to our methods paper (reference 15) which defines the model and methods 

used to build the model in more detail.  

• Results (p12, 6-18): I am not sure why the descriptive statistics of the pooled sample are interesting. 

As I understood, only changes from 2003 to 2009 are relevant in this study.  

Author’s reply:  
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• This section provides a description of relevant survey records (from the combined SDACs) in the 

base year (2015) from which, through weighting the data, we estimated the weighted populations in 

this year and up to 2030. The changes in the labour force participation and chronic disease profile of 

this population (people aged 45-64 years) from 2003 to 2009 were taken into account when 

generating the output data for 2015 (base year).  

• P. 12, 17-31: authors could remind the reader that the remaining 19% correspond to unemployed or 

not in labour force because of other reasons.  

Author’s reply:  

• We have included the following sentence to address this concern on p. 12:  

“The remaining 19% correspond to people aged 45-64 years who are unemployed or not in the labour 

force due to reasons other than ill-health.”  

• P. 13, 34-54: missing here a comment on the cells with 0 values corresponding to weekly welfare 

income in table 2.  

Author’s reply:  

• We have included the following sentence to address this concern on p. 14:  

“…(with employed people receiving a median weekly welfare income of $0).”  

• The fact that SDACs are cross-sectional data could be reported at the beginning of the paper (I just 

learnt about it in page 15 line 26).  

Author’s reply:  

• We have now made this comment earlier in the paper – see Methods, Data, p. 8.  

• (Tables) It is not clear why “employed FT with no condition” is taken as the reference group for all 

the other categories. It may happen that in the absence of a chronic condition, those “employed PT 

with chronic condition” would still be part-time employed, not necessarily full-time. In that respect the 

authors may be overestimating the PYL. I would suggest to run a similar analysis using “employed PT 

with no chronic condition” as the comparator for “employed PT with chronic condition”, what could be 

used as a lower threshold for lost PYL.  

Author’s reply:  

• “Employed FT with no chronic condition” was used as the reference category for the comparison of 

individuals’ weekly total income, welfare payment received by individuals and tax paid by individuals 

between those in other categories and the reference category (Table 2). This is only to illustrate that 

how individuals in other categories are worse off economically compared to those “employed FT with 

no chronic condition”. This is not to attribute the difference to having chronic conditions.  

• We agree with the reviewer that those “employed PT with chronic conditions” may still be part-time 

employed, even if they did not have chronic condition as some of those “employed PT with chronic 

conditions” may be working part-time due to various reasons other than their chronic conditions. Thus, 

the PLYs lost are only calculated based on persons not in the labour force due to their ill health. So 

our estimates are rather conservative as some of those working part-time could be working part-time 

due to their ill-health and may likely to work full-time if they did not have chronic condition. However, 

we could not estimate lost PLYs for people working part time as there is no data item in the SDACs to 

indicate whether part time hours are due to ill-health or other reasons.  

• Table 3: not clear how these figures were computed.  

Author’s reply:  

• These are estimates of the monetary value (cost in $) of the aggregate of lost income, extra welfare 

payments, lost taxation revenue due to lost PLYs in each year as explained in the Methods on p. 12.  

• They are calculated based on the assumption that if those not in the labour force did not have the 

disease, all would be in the labour force, while some would work full time and some would work part 

time. The probabilities of working full time and part time are based on the estimated probabilities of 

working full time and part time among those who did not have disease and were in the labour force. 

We have now explained this in the Methods on p. 12.  

I would like to invite the authors to compute the PYL at the individual level (in a dynamic way, e.g. in 

terms of years of productivity lost by the average individual, and then an individual monetary 

evaluation of the losses).  
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I think the estimate could be quite accurate, from the datasets they use. The results would be adding 

good value to the “cost-benefit analysis” and “value of a QALY” literature.  

Author’s reply:  

• The results the reviewer has suggested are interesting but are not within the scope of our 

microsimulation model Health&WealthMOD2030. Our model is based on cross-sectional data and 

produce cross-sectional output every five years from 2015 to 2030. Because of the cross-sectional 

nature of data, the model could not project the trajectory of an individual record and thus could not 

estimate the PYL at the individual level and an individual monetary evaluation of the losses in a 

dynamic way.  

• The potential application of PLYs lost in cost benefit models and Disability Adjusted Life Years 

(DALYs) estimates in intervention studies is now mentioned in the Discussion (p. 16-17).  

 

Reviewer: 4  

4 Reviewer Name: Rachel Nugent  

Institution and Country: RTI International, USA Competing Interests: None declared  

General. Overall, I find the paper interesting, but very partial in its discussion of productivity due to 

chronic disease. It essentially ignores multiple types of effects that might reduce or increase 

productivity outside of the narrowly aged population of interest and those who exit the labor force.  

For instance, it is worth mentioning how many older workers are staying longer in the workforce due 

to effective management of disease. Suggest that you distinguish the changes in numbers of people 

with chronic disease by age group. You say the increase in people with sickness or disability from CD 

is increasing due to ageing, which is quite natural. But it’s also interesting to know how age‐

standardized working behavior is changing, including beyond age64. I suggest you show the trends in 

workforce exit by age so readers see the net effects. If you can’t do that, need to say that what you 

are measuring is only a partial effect of changes in chronic disease.  

Author’s reply:  

•  

• We have constructed a table (Table 2) showing trends in the labour market behaviour (using the 

same categories as in Table 1) of people aged 45-64 years from 2015 to 2030 by age group.  

The paper doesn’t include any measure of presenteeism or absenteeism of those still in the labor 

force, the first of which often exceeds the second and possibly has greater effect on productivity than 

exits from the labor force. These losses (presenteeism and absenteeism) would not likely have a 

budget effect, but should perhaps be mentioned as significant in terms of productivity.  

Also not mentioned are improvements in medical technology and other changes that might extend 

worklife, even for those with existing chronic disease.  

Author’s reply:  

• We have now defined what we mean by lost productive life years (PLYs) in the Introduction.  

• With regard to our measure of productivity loss (i.e. lost PLYs), we chose this measure because (a) 

it can be measured for different countries, and (b) it has a budget effect.  

• The potential for improvements in health (using pain – the chronic condition in the top 3 ranked 

conditions taking older workers out of the labour force) that increase productive life years is now 

discussed in the Discussion p. 17-18.  

Statement on line 28 about other studies being limited to 1 year is not correct. Below are several 

citations in the literature on economic costs of NCD, although they do not measure budget impacts.  

Author’s reply:  

• The paragraph where this statement is made in the Introduction refers to previous studies on the 

economic costs of chronic disease conducted by the research team i.e. Schofield et al. We have 

made this clearer in that paragraph on p. 7.  

• We have also noted that there are some studies on the economic costs of chronic disease but these 

do not are not as extensive as measuring the impacts on the government’s budget (see last sentence 

in Introduction on p. 7).  

“This places the study amongst research projecting the economic costs of chronic disease a decade 
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or more from now, but also makes an original contribution by measuring these costs from different 

perspectives (including budget impacts).”  

You don’t mention expected effects of income growth on chronic disease prevalence. Should there be 

term that captures those effects, or at least a discussion of how they might interact?  

Author’s reply:  

• To address this last issue, we first state in the Discussion that “We projected lost personal income 

due to lost PLYs to increase from AU$12.6 billion in 2015 to AU$20.5 billion in 2030 (a 62.70% 

absolute increase).” (p. 15). Then, on p. 17 we highlight the current debate around the income and 

health relationship; and how we have considered it in specifying our models.  

• The Discussion (p. 17-18) also highlights that there are conflicting views about the impact of income 

growth and chronic disease prevalence versus views that the reverse is what’s happening in Australia 

(based on empirical data). For example, the Productivity Commission has reported that increased 

longevity does not imply better health, with implications for our workforce and government revenue 

needed to fund aged care and other vital services in the future.  

• A good discussion of the literature on GDP growth and health is Weil’s (2014) book chapter in the 

Handbook of Economic Growth Volume 2A and we have incorporated this into the Discussion (p. 17).  

Quantile regression model to estimate difference in weekly income between employed and non‐

employed – does it match on other characteristics, such as line of work?  

Author’s reply:  

• While estimating the difference in weekly income, welfare payments received and income tax paid 

using quantile regression models, records were matched on age group, sex and highest level of 

education, which is likely to be a close proxy for socio-economic status and line of work.  

Specific  

Please don’t report % changes with 4 digits. It is impossible to be that precise. In your reporting of % 

results, need to say it is an increase in absolute numbers, not in % terms. This would be useful to 

clarify.  

Line 37: is change in stroke stable? Again, all these changes should be age‐standardized.  

Line 48: I cannot tell how many PLYs are assumed to be lost by each person reporting being out of 

the labor force due to illness. Do you measure according to age at the time of chronic disease onset 

or diagnosis?  

Author’s reply  

• % changes have been reported to 1 decimal place only. And we have made the point that the % 

changes we report are for increases in absolute numbers (people) or total dollars (e.g. Results section 

of Abstract).  

• We estimated the change in disease prevalence by sex and age group and age-sex specific 

changes in prevalence were applied in the our model. Since age-sex specific changes were used in 

the model, they did not require to be age-standardised.  

• Query regarding PLYs: PLYs lost is defined on p. 6 and in the Method section of our paper. The 

current study reports the PLYs lost as a snapshot in each of the 5 year periods and presents the 

overall PLYs lost at the population level in a given year, not one accumulated loss over the period to 

2030 by an individual person. This assumption is dynamic (longitudinal) rather than static (cross 

sectional).  

References provided by Reviewer 4:  

http://www3.weforum.org/docs/WEF_Harvard_HE_GlobalEconomicBurdenNonCommunicableDiseas

es_2011.pdf  

http://www.oecd.org/publications/obesity‐and‐the‐economics‐of‐prevention‐9789264084865‐en.htm  

http://www.copenhagenconsensus.com/publication/chronic‐disease  
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GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 

 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2016-011151 on 22 S

eptem
ber 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/

