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Cost-effectiveness of rehabilitation after an acute coronary
event: a randomised controlled trial

Tom G Briffa, Simon D Eckermann, Alison D Griffiths, Phillip J Harris, M Rose Heath, Saul B Freedman,
Lana T Donaldson, N Kathryn Briffa and Anthony C Keech

oronary artery disease is a major
health and economic burden in
developed countries. Some survivors
of an acute coronary event are offered rehab-
ilitation to accelerate recovery and reduce
the high risk of recurrence.! Exercise-based
rehabilitation programs may improve qual-
ity of life in selected patients,2 reduce health
care costs of associated treatment,>~ modify
coronary risk factors,® and reduce mortal-
ity." However, evidence for the cost-effec-
tiveness of cardiac rehabilitation is based on
a few studies with limited cost analyses.®
The only published randomised trial was
limited to patients with psychological
impairment after myocardial infarction and
reported modest improvements in quality of
life and fewer visits to community rehabili-
tation programs.4
We report the outcomes of a randomised
controlled trial examining the cost-effective-
ness of exercise-based rehabilitation of
patients after hospital admission for an acute
coronary syndrome event.

METHODS

Participants

Consecutive patients from two tertiary teach-
ing hospitals of the Central Sydney Area
Health Service, New South Wales, were
recruited over a 2-year period after uncom-
plicated acute myocardial infarction (AMI) or
recovery from unstable angina, and followed
up for 12 months. Patients were eligible for
inclusion if they were aged under 75 years,
self-caring, adequately literate in the English

ABSTRACT

Objective: To estimate the incremental effects on cost and quality of life of cardiac
rehabilitation after an acute coronary syndrome.

Design: Open randomised controlled trial with 1 year's follow-up. Analysis was on an

intention-to-treat basis.
Setting: Two tertiary hospitals in Sydney.

Intervention: 18 sessions of comprehensive exercise-based outpatient cardiac
rehabilitation or conventional care as provided by the treating doctor.

Participants: 113 patients aged 41-75 years who were self-caring and literate in
English. Patients with uncompensated heart failure, uncontrolled arrhythmias, severe
and symptomatic aortic stenosis or physical impairment were excluded.

Main outcome measures: Costs (hospitalisations, medication use, outpatient visits,

investigations, and personal expenses); and measures of quality of life. Incremental cost
per quality-adjusted life year (QALY) saved at 1 year (this estimate combines within-study
utility effects with reported 1-year risk of survival and treatment effects of rehabilitation

on mortality). Sensitivity analyses around a base case estimate included alternative
assumptions of no treatment effect on survival, 3 years of treatment effect on survival

and variations in utility.

Results: The estimated incremental cost per QALY saved for rehabilitation relative to
standard care was $42 535 when modelling included the reported treatment effect on
survival. This increased to $70580 per QALY saved if treatment effect on survival was not
included. The results were sensitive to variations in utility and ranged from $19 685 per
QALY saved to rehabilitation not being cost-effective.

Conclusions: The effects on quality of life tend to reinforce treatment advantages

on survival for patients having postdischarge rehabilitation after an acute coronary
syndrome. The estimated base case incremental cost per QALY saved is consistent with
those historically accepted by decision making authorities such as the Pharmaceutical

Benefits Advisory Committee.

MJA 2005; 183: 450-455

language, residing in the geographical area of
the health service, and their specialists gave
consent. Patients were excluded if they pre-
sented with uncompensated heart failure,
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uncontrolled arrhythmias, severe and symp-
tomatic aortic stenosis, or other conditions
precluding physical activity. Patients under-
going coronary revascularisation were eligible
for the study All participants gave written
informed consent for the study.

Randomisation

Participants were allocated at random to
hospital-based cardiac rehabilitation or con-
ventional care and followed up for 12
months. Central randomisation of partici-
pants was performed at the National Health
and Medical Research Council Clinical Trials
Centre using dynamic balancing,® hierarch-
ically stratified according to the recruiting
hospital, age < 65 or > 65 years, sex, trans-
mural anterior myocardial infarction or not,
and percutaneous transluminal coronary
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Characteristics

1 Baseline characteristics of the patients in the conventional care and
rehabilitation groups. Data are number of patients or mean (SD)

Conventional (n=56) Rehabilitation (n=57)

Physical characteristics

Sex (M:F)

Age (years)

Body mass index (kg'm?)

Clinical details on index admission
Index diagnosis — AMI : unstable angina
Thrombolytic therapy

PTCA/CAGS

Prior AMI, PTCA, CAGS

Prior cardiac rehabilitation

Coronary risk factors*

Family history of coronary artery disease
Hypercholesterolaemia

Hypertension

Current smoker

Diabetes

Obesity

Medication at randomisation

Aspirin

Antiarrhythmic agent

B-blocker

Angiotensin-converting enzyme inhibitor
Calcium antagonist

Long acting nitrate

Diuretic

Insulin

Hypolipidaemic agent

Oral hypoglycaemic agent

42:14 41:16
60.8(8.7) 6199.4)
26.7 (5) 26.1(4)
27:29 21: 36
14 8
26 34
28 21
3 3
13 13
26 25
29 25
20 17
9 6
12 4
50 53
5 3
36 35
17 15
22 15
34 32
6 6
4 2
12 16
3 3

unpaired t test, 2 or Mann-Whitney U test.

artery graft surgery.

All characteristics were well-balanced between allocated groups, except for obesity (P=0.03, unadjusted for
multiple comparisons). P values are for differences between conventional and rehabilitation groups using

AMI = acute myocardial infarction. PTCA = percutaneous transluminal coronary angioplasty. CAGS = coronary
*Family history of coronary artery disease: first degree relative aged < 60 years with an acute coronary event;

hypercholesterolaemia: total cholesterol level, = 4.5 mmol/L; hypertension: blood pressure, = 140/90 mmHg;
diabetes: fasting plasma glucose level, = 7.8 mmol/L; obesity: body mass index, > 30kg-m™2). *

angioplasty (PTCA) during index admission
or not.

Postdischarge rehabilitation

Patients allocated to rehabilitation were to start
within 2 weeks of leaving hospital, and were
offered a 6-week package of thrice-weekly
sessions, each comprising 60-90 minutes of
supervised exercise, combined with 45 min-
utes of education (12 occasions) and 45 min-
utes of psychosocial counselling (6 occasions).
Sessions were conducted in groups (maximum
of 15 people) and, if necessary, additional one-
on-one counselling was provided.
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Aerobic circuit training interspaced with
resistance training was the focus of the rehab-
ilitation programs at both participating insti-
tutions. Non-exercise sessions addressed
symptom management, pharmacological
treatment, healthy eating, psychosocial coun-
selling and stress management delivered by a
clinical nurse consultant, physiotherapist,
clinical psychologist, dietitian, social worker
or pharmacist. Exercise testing before and
after the program was not routinely per-
formed, nor was electrocardiographic moni-
toring during supervised exercise. The
rehabilitation programs at both institutions

were conducted in accordance with pub-
lished recommendations for postdischarge
cardiac rehabilitation. '°

Conventional and rehabilitation groups

Patients from both groups received individu-
alised medical treatment including non-inva-
sive and invasive cardiological procedures,
surgical revascularisation, pharmacotherapy,
and lifestyle counselling as determined by
their usual doctors. Access to community
cardiac rehabilitation programs was limited
for the conventional management group.

Outcome measures

Resource use

All cardiovascular hospitalisations during the
follow-up period were included and assigned
a cost, based on the diagnosis-related group
(DRG) category reference and length of stay.**
Cardiovascular medications, visits to health
professionals and investigations were valued
according to the Schedule of Pharmaceutical
Benelits,'? the Australian Medicare Benelits
Schedule and the Australian Pharmaceutical
Benefits Scheme’s manual of resource items
and their associated costs," respectively.
Patients and their general practitioners pro-
vided health resource utilisation data by com-
pleting comprehensive questionnaires at 6
and 12 months. Hand searching of medical
records was used to determine and verify all
outpatient medical investigations, treatments
and risk factor measurement after hospital
admissions. Where discrepancies arose
between medical records and patient reports,
the former was taken as the more complete
document. Information not available from
the patient was taken from the treating doc-
tors medical records.

Costs are calculated in 1998 Australian
dollars.'*!> Costs of providing cardiac rehab-
ilitation were taken from a health system
perspective and calculated over 1 year; they
included staffing, consumables, overheads
and capital expenses.

Quality of life

Quality-of-life measures were estimated at
baseline, and at 6 and 12 months, using the
standard Medical Outcomes Study Short
Form-36 (SF-36) questionnaire’® and the
disease-specific Utility-Based Quality of life—
Heart questionnaire (UBQ-H).'” The UBQ-H
was developed specifically for use in coron-
ary artery disease and has been validated in
this clinical situation.!”*® Components of
the UBQ-H include physical ability, psycho-
logical distress, and social/usual activities,
plus three summary measures of quality of
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2 Progress of participants in the trial of rehabilitation v conventional care after

an acute coronary syndrome event

Assessed for eligibility (n = 2712)

Excluded (n = 2599)
« Did not meet inclusion criteria (n = 2337)

« Refused to participate (n = 237)
« Transport difficulties (n = 25)

Randomly allocated (n= 113)

Allocated to rehabilitation (n = 57)
 Received rehabilitation (n = 47)

¢ Changed mind (n=7)

« Never contacted (n = 3)

Lost to follow-up (n=0)
« Discontinued rehabilitation after
one session (n = 16)

Analysed resource usage (n = 57);
health utility (n = 55)
« Excluded 2 patient surveys not returned

Allocated to conventional care (n = 56)
» Received conventional care (n = 56)

Lost to follow-up (n = 3)

« Died (n = 2); non-contactable (n= 1)

« Attended at least one rehabilitation
session (n=5)

Analysed resource usage (n = 54);
health utility (n = 52)
 Excluded 2 deaths,

2 patient surveys not returned

life, including a time trade-off item, a rating
scale and an ordinal health assessment item.
The UBQ-H was used to assign the patient’s
utility (preference) for their current health
state and to calculate QALYs by treatment
arm, integrating UBQ-H utility scores (0-1
scale) and survival by treatment arm using
the Quality Adjusted Survival Analysis
(QASA) method." Utility is defined by the
Department of Health and Ageing®”® as a
numerical value assigned by an individual to
a preference for, or a desirability of, a spe-
cific level of health status or a specific health

outcome (on a scale of 1 =full health and 0=
death).

Incremental cost per QALY saved

Incremental cost per QALY saved was calcu-
lated as an incremental (rehabilitation v con-
ventional care) cost per patient divided by the
incremental QALYs per patient. Base-case
analysis estimated life years accrued to 1 year
from the treatment effect on mortality in a
published meta-analysis of randomised trials
of rehabilitation with exercise.” Alternative
cases of no treatment effect on survival and 3

years of treatment effect’ were modelled in
sensitivity analyses.

Statistical analysis

The SF-36 guides suggest that a difference of
10 points between groups per health domain
indicates a clinically worthwhile difference 2!
Sample size calculations revealed that about
50 patients per treatment arm would allow
80% power for detecting such a difference
(assuming an 18-point standard deviation) in
each of the SF-36 health domains with P=
0.05. A total of 100 patients would also offer
greater than 80% power to detect a clinically
worthwhile 0.1+0.2SD difference in utility
scores on the UBQ-H questionnaire.'”'® Sha-
piro—Wilk tests were used to test for normally
distributed data. Unpaired t tests, > tests and
Mann—Whitney U tests for non-normal data
were used for comparisons between groups at
baseline. For differences between groups over
time, longitudinal multiple regression analy-
sis and repeated-measures ordinal regression
analysis were undertaken using Statview 5
(SAS Institute Inc, Cary, NC, USA) and
Accord (Boffin Software, NSW), respectively.
Statistical significance was inferred if 2-tailed
tests estimated P<0.05. All results are pre-
sented unadjusted for multiple comparisons
and all analyses were done on an intention-
to-treat basis. Ninety-five per cent Cls for the
difference in QALYs saved between treatment
arms were calculated with bootstrapping.*

Ethical approval

Ethical approval for the study was given by
the Central Sydney Area Health Service
Royal Prince Alfred Hospital and Concord
Repatriation General Hospital Ethics Review
Committees.

3 Mean (95% Cls) baseline SF-36 scores* and change in SF-36 scores at 6 and 12 months for conventional and

rehabilitation groups

Quality of life Baseline SF-36

Change at 6 months

Change at 12 months

measure (SF-36) score (n=113)

Conventional (n=53)

Rehabilitation (n=56)

Conventional (n=51)

Rehabilitation (n=55)

Physical function 61.9 (56 to 66)

(

Role physical 0(0to75)

Bodily pain 48.9 (44 to 54)
General health 59.6 (55 to 63)
Vitality 50.9 (46 to 55)
Social function 59.2 (55 to 66)
Role emotional® 66.7 (0 to 100)
Mental health 70.8 (67 to 75)

1(1to13) 15.9 (|8 to 23)
75.0 (0 to 100) 75.0 (0 to 100)
92(‘]‘] to 27) 266(18to 35)
6 (5to4) 1(-6to6)
7(2t9) 1(1t013)
14.1 (7 to 21) 19.6 (10 to 29)
333(33 to 100) 333(0 to 100)
4 (3to5) 5(4to5)

8 (-1 to 14) 17.6% (10 to 25)
75.0 (25 to 100) 100.0 (0 to 100)
20.9 (12 to 30) 30.2 (23 to 37)

2(2to07) 7(-3t09)

9(1to 12) 11.9 (6 to 18)
16.4 (9 to 23) 23.6 (14 to 33)
33.3(33 to 100) 33.3 (33 to 100)

9 (0to 8) 6(-1t09)

*Domains measured out of 100. T Median (interquartile range) presented for ordered categorical data. $ P=0.04

SF-36 = Medical Outcomes Study Short Form-36 questionnaire.
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(1998 nearest Australian dollars)

Health resource

4 Cost of health resource use during the 12-month follow-up

Mean cost per
patient conventional patient rehabilitation

Incremental cost
(rehabilitation minus
conventional)

Mean cost per

DRG costs* $2257
Pharmaceutical costs’ $783
Test costs? $526
Consultation costs® $472
Rehabilitation costs' $63
Patient expenses** $109
Ambulance costs $332
Mean total cost per $4541

patient!

$2276 $19
$666 $117
$577 $51
$406 $66
$694 $631
$129 $20
$189 -$143
$4937 $395

hypoglycaemic agents.

9 Includes the cost of rehabilitation sessions.

11 Cost estimates to the nearest Australian dollar.
DRG = diagnosis-related group.

*Excludes defibrillator costs for a patient in the conventional treatment arm.
T Includes angiotensin converting enzyme (ACE) inhibitors, B-blockers, diuretics, calcium antagonists,
lipid-lowering drugs, nitrates, amiodarone, aspirin, digoxin, disopyramide, prazosin, warfarin, insulin and

fIncludes echo Doppler test, exercise test, nuclear scan, electrocardiogram, chest x-ray, and blood test.
§ Includes visits to the emergency department, local doctor, heart specialist, or dietitian.

**|ncludes direct expenses borne by patient (see text).

RESULTS

A total of 375 patients met the eligibility
criteria for the study and 113 (30%) of these
were randomised between rehabilitation (n=
57) and conventional care (n=56). The ran-
domised groups were well balanced for base-
line characteristics (Box 1). For various
reasons, the remainder elected not to partici-
pate: no interest (105), a perception that
rehabilitation was unnecessary or inconven-
ient (90), immediate return to work (42), and
transport difficulties (25). Another 2337
(86%) screened subjects were considered
ineligible: 1347 resided outside the area
health service, 397 were aged > 75 years, 285
had a comorbidity, 255 had insufficient Eng-
lish literacy, 25 had a definite indication for
rehabilitation (and were subsequently
referred), 23 were not interviewed, and five
were in deteriorating health (Box 2).

Compliance with allocated treatment
and completeness of follow-up

Most patients randomised to rehabilitation
attended for the initial assessment visit, but
10 patients (18%) failed to attend rehabilita-
tion at all. Further, only 23 (40%) completed
75% or more of all sessions offered, partly
because of the perceived inapplicability of the
non-exercise sessions to some patients. Five
patients (9%) randomised to conventional
care were referred to and given rehabilitation.
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During follow-up, two patients in the con-
ventional group died, one from cardiogenic
shock and the other with respiratory failure.
All patients from the rehabilitation group
survived to 12 months. Direct patient follow-
up data were available in the population at
risk for 109/113 patients (96%) at 6 months
and 105/111 (95%) patients at 12 months.
Only one patient was lost entirely to follow-
up. The rate of patient survey response was
high (>93%), as was item completion
(>89%). There were no differences in
response rates between the conventional and
rehabilitation groups at 6 or 12 months.

Quality of life and quality-adjusted
life years

Baseline estimates (conventional v rehabilita-
tion group) of health-related utility elicited
using the UBQ-H were not significantly dif-
ferent (0.9599 and 0.9593, respectively; P=
0.47 for difference between trial arms). Util-
ity scores increased progressively relative to
this base level in both treatment arms over 12
months. At 6 months, the mean incremental
improvements in health utility were 0.012
(95% CI, 0.002 to 0.023) for conventional
care and 0.016 (95% CI, 0.006 to 0.026) for
rehabilitation care, respectively (P=0.78 for
difference between trial arms). At 12 months,
there was a non-significant improvement
from baseline of 0.010 (95% CI, -0.001 to

0.022) in conventional care and a significant
improvement of 0.026 (95% CI, 0.013 to
0.039) in rehabilitation care. While the estim-
ated improvement in utility was higher in
rehabilitation patients at 12 months, the dif-
ference between improvements in conven-
tional and rehabilitation care was not
significant (P=0.38).

Similar results were seen for SF-36 domain
scores: domain scores improved from base-
line at 6 and 12 months, with non-significant
advantages for rehabilitation across domains
except for “physical function” where a signifi-
cant advantage was seen at 12 months (P=
0.04, Box 3).

Using utility estimates at 6 and 12 months,
and published survival effects at 1 year of
21.2%" applied to the base risk mortality of
5.7% in an Australian population after
AML?® the estimated gain in QALYs was
9.289 per 1000 up to 12 months.

Resource use and costs

Resource use costs for both groups are shown
in Box 4. The incremental costs per patient of
rehabilitation services relative to conven-
tional care were estimated at $631 for reha-
bilitation services, $51 for test and
investigation costs, $20 for patient expenses
and $19 for hospital costs. These additional
costs of rehabilitation were partially offset by
lower costs for medication ($117), ambu-
lance ($143), and other consultations ($66).
Overall, resource utilisation at 12 months
was non-significantly higher for the rehabili-
tation group by an amount of $395 per
patient (P=0.74).

During follow-up, 19 patients from each
group required readmission on a total of 65
occasions for cardiovascular indications. This
included 19 versus 10 admissions for angina
for the conventional and rehabilitation
groups, respectively; five versus two admis-
sions for other chest pain; four versus three
admissions for PTCA; zero versus four admis-
sions for coronary graft surgery; one admis-
sion each for AMI; three versus two
admissions for arrhythmia, one versus zero
admissions for automated implantable car-
diac defibrillator; and four versus six admis-
sions for “other cardiovascular causes”. The
total number of readmissions was non-signif-
icantly higher for the conventional group (36
v 29; P=0.56). Base-case analyses excluded
the cost of an admission for defibrillator
implantation in the conventional group
($47305). Inclusion of the cost of this defi-
brillator would have resulted in an overall
incremental cost saving of $450 per patient
for the rehabilitation group.
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5 One-way sensitivity analyses of base

case incremental cost effectiveness

($ per quality-adjusted life year [QALY] saved)

Incremental utility over 1 year
(lower 95% Cl, upper 95% Cl) ‘

->|

Relative risk reduction, mortality 1 year
21.2% (-2.8% 10 39.5%)

Conventional care, 1 year mortality rate
5.7% (2.35% to 11.4%)

Including treatment effects on expected
survival from 12 to 36 months

L

Treatment
o . dominant
Excluding (including) the cost of a
defibrillator in the conventional arm | <

($47305)

Treatment
dominated

]

T T
$0  $20000 $400

T T T T T T 1
00 $60000 $80000 $100000 $120000 $140000 $160000 $180000

Dollars per QALY saved

The base-case estimate is $42 535 per QALY saved at 1 year (includes expected life years to
1 year from evidence-based survival effect). The sensitivity range is shown in parentheses. &

Estimated cost-effectiveness ratio

The base-case incremental cost effective-
ness ratio for rehabilitation relative to con-
ventional care was estimated at $42 535
per QALY saved ($395.09/0.0092886 to
nearest Australian dollar = $42 535) in the
study population. This base-case estimate
models life years accrued to 1 year, includ-
ing within-study utility effects and the
reported treatment effect of rehabilitation
on mortality.

Sensitivity analysis

Box 5 summarises the results from the one-
way sensitivity analyses performed to deter-
mine resilience to variations around base-
case estimates. The incremental cost per
QALY saved was most sensitive to variations
in the utility scores. Ninety-five percent Cls
for incremental utility were estimated by
bootstrapping the sampled distribution of
incremental utility with 10000 replicates
re-sampled with replacement from treat-
ment and control populations. The 95% CI
for incremental QALYs saved ranged from
0.020 down to —0.001. At the upper 95%
confidence limit for QALYs saved, the
expected cost per QALY saved was $19 690,
but rehabilitation treatment was dominated
at the upper boundary and was therefore not
cost-effective. Varying the relative risk
reduction across the range of its 95% CI

454

(2.8% to 39% relative risk reduction in
mortality)” resulted in an estimated cost-
effectiveness ratio from $77250 down to
$31630 per QALY saved. Adjusting the
base-rate mortality to half and twice its
published rate resulted in an estimated cost
per QALY saved of $30970 and $52 300,
respectively.

An alternative assumption of no treatment
effect on baseline survival increased the cost
per QALY saved to $70 580 (attributable to
effects on quality of life alone), while estim-
ating QALYs saved up to 3 years, by apply-
ing the 36-month relative risk reduction to
the baseline mortality risk for a 3-year anal-
ysis, reduced the cost per QALY saved to
$27030.

DISCUSSION

This Australian trial is one of the first ran-
domised evaluations worldwide of the cost-
effectiveness of cardiac rehabilitation in a
broad cross-section of typical patients with
acute coronary syndromes. Estimates of qual-
ity of life derived from our study show a non-
significant greater gain from rehabilitation up
to 1 year. Rehabilitation costs of $631 per
patient were offset by a reduction in follow-
up costs of $236, resulting in a net incremen-
tal cost per patient of $395.

The instruments we used for assessing
quality of life were sensitive to patient

change, as evidenced by the statistical sig-
nificance of improvement over time in the
cohort as a whole. Additional to the
improvements seen in the conventional
care group, early exercise-based rehabilita-
tion was associated with small but consist-
ently favourable changes in utility and
health states of SF-36 domains, similar to
previous studies using other quality-of-life
instruments.**%7 Improvement in self-
reported physical function suggested
higher levels of daily physical activity in
response to rehabilitation during follow-up.
The size of the difference equates to 2 of 10
tasks of daily living performed with little or
no limitation, compared with substantial
previous limitation, and would therefore be
clinically important. Similar subjective
improvements in physical function after
rehabilitation have been found**#*#¥3* and
confirmed by objective improvements in
functional capacity.®>?® These results sup-
port the notion that early exercise-based
rehabilitation counters functional cardiac
impairment.

The major limitations of our study
included the relatively small sample size, the
incomplete compliance with rehabilitation,
and the use of pre-thrombolysis estimates
for the mortality benefits of exercise-based
rehabilitation.

e The small sample size is likely to have
limited the ability to detect reliably smaller,
yet possibly still clinically important,
changes that may exist in quality of life. Our
study, while excluding 10-point advantages
from rehabilitation in SF-36 health
domains*! at 6 and 12 months with 5% type
I and 20% type II error, does suggest the
potential for smaller advantages which
could be investigated with larger trials.

e Both the level of non-compliance with
allocation to rehabilitation and some cross-
over from the conventional arm could be
expected to have diluted the measured
effects of rehabilitation.

e Treatment effects on survival observed
before the routine use of thrombolysis may
no longer accurately reflect the potential
survival advantage following on from rehab-
ilitation, as the case-fatality rate of myocar-
dial infarction has fallen with the use of
thrombolytics®” and, more recently, primary
angioplasty.®® However, treatment effects of
rehabilitation on mortality have been con-
servatively modelled. Recent Australian
cohort data for the post-thrombolytic era by
Sundararajan and colleagues suggest a 35%
improvement in 5-year survival was associ-
ated with rehabilitation attendance.*’
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e DRG costs were used for re-admission to
hospital during follow-up and represent
average costs of treatment for those patients,
which may not fully reflect the actual inpa-
tient care costs.

The findings of our study strengthen the
case for rehabilitation services to be made
available and routinely offered to all survivors
of acute coronary syndromes. The advantages
in QOL were mostly non-significant, but the
cost of delivering rehabilitation was low. The
estimated incremental cost per QALY saved of
$42 535, derived under conservative assump-
tions, is therefore consistent with those
accepted by decision-making authorities such
as the Pharmaceutical Benefits Advisory
Committee.*

These findings are particularly important
given recent estimates suggesting that less
than 30% of Australian patients have access
to rehabilitation programs after an acute cor-
onary syndrome.*® Alternative strategies for
the delivery of cardiac rehabilitation, with
more explicit cooperation and agreed pro-
cesses between the rehabilitation team and
doctors providing conventional care, may
achieve better health outcomes and further
enhance its cost-effectiveness.
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