
have out-of-pocket payment rates of 50 percent and 80 percent,
respectively.
Conclusions: The reassessment system through RWD accumulation
enabled the evidence-based evaluation for the TAVI. Based on the
transition to CED for essential benefits, a systematic framework such
as RWD collection from treatment commencement should be intro-
duced to broaden RWD use for benefit management of medical
technologies with uncertain levels of evidence. Therefore, this ensures
overall quality of care and effective coverage in health.
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Introduction: Cardiac Implantable Electronic Device (CIED) infec-
tion is a serious complication associated with morbidity, mortality
and high healthcare costs. Internationally, the published rate of CIED
infection ranges from 1.0 percent to 1.6 percent. There is a lack of data
on CIED infection rates in Australia; the reported range is from less
than 1 percent at 30 days to 7 percent over 5 years. Due to the
variability within the limited number of studies there is a need for
further analyses of CIED infection rates in Australia.
Methods: This was a retrospective cohort study using secondary
linked hospital (the NSW Admitted Patient Data Collection) and
mortality data for patients who underwent CIEDprocedures between
July 2017 and June 2020 inNSW.Overall and procedure-and patient-
specific incidence of infection was calculated.
Results: A total of 23,786 CIED procedures were performed among
22,404 patients and 422 CIED infections were identified, giving an
overall infection rate of 1.77 percent.When infections were limited to
those following a CIED procedure in the period July 2017-June 2020
(n=309), the procedure-specific CIED infection rate was 1.30 percent,
ranging from 1.01 percent for permanent pacemaker (PPM) to 2.71
percent for cardiac resynchronization therapy-defibrillator (CRT-D).
The proportion of patients undergoing CIED procedures in this
period who had a subsequent CIED infection was 1.29 percent,
ranging from 0.97 percent for permanent pacemaker (PPM) to 3.05
percent for cardiac resynchronization therapy defibrillator (CRT-D).
Procedure-based infection rate in high-risk patients (generator
replacement; system upgrade; revision; or CRT-D procedure) was
1.47 percent and patient-based infection rate was 1.68 percent.
Infection rate was highest within the first month following the CIED
procedure that dropped significantly over time.

Conclusions: Rates of infection were highest among patients with
cardiac resynchronization therapy (CRT) devices, and those who
underwent revision or upgrade procedures. Ongoing monitoring of
CIED infection rates and preventative measures are necessary, espe-
cially for high-risk patients. This study highlights the important role
linked secondary data has in reducing uncertainty and removing the
reliance on international estimates by providing targeted, local data
for health technology assessment.
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Introduction: In Australia, approximately 200,000 patients have a
cardiac implantable electronic device (CIED), and in an aging popu-
lation that number is rising. CIED-related infections are also increas-
ing, causing considerable morbidity and mortality, and substantial
healthcare costs. Internationally, the rate of CIED infection ranges
from 1.0 percent to 1.6 percent, while in Australia, the reported range
is from less than 1 percent to 7.0 percent. The average hospital cost to
treat an infection in the US ranges between USD48,000–USD83,000.
To date, few publications have estimated the cost of CIED infections
in Australia. Critical appraisal of these studies has highlighted issues
in their methodology, making them unreliable sources for use in
economic evaluations. The purpose of this study was to utilize
Australian routinely collected health data to robustly model costs
of CIED infections to reduce uncertainty for future health technology
assessment (HTA).
Methods: The cost of treating a CIED infection was modeled for the
public and private sector including cost of system removal and
re-implantation procedures, hospital and intensive care unit (ICU)
stay, and outpatient follow-up. Cost inputs were obtained from the
Australian Prostheses List, Medicare Benefits Schedule, Australian
Institute of Health and Welfare, and Private Hospital Data Bureau.
Other inputs were obtained by surveying Australian clinicians, which
were validated with published data. Phone interviews and online
surveys were conducted with clinicians to elicit specific Australian
practice pathways for patients with a CIED infection.
Results: The majority of patients with a CIED have their device
system removed (95-100%) and re-implanted (83%) once the infec-
tion has cleared. In the private sector, cost of infection ranged from
AUD80,869 (USD54,384) for a single chamber pacemaker (PM), to
AUD140,103 (USD94,248) for a dual chamber Implantable
Cardioverter-defibrillator (ICD). Modeled costs of CIED infection
were slightly lower in the public sector (AUD73,643-AUD88,446
(USD49,555 – USD59,516) for the same devices).
Conclusions: The cost of a CIED infections to the healthcare system
is high and differs by device type. Utilizing local real-world data to
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