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Diabetes Australia response
Our objective is to answer the Federal Inquiry and build national capability by delivering two 
complementary economic workstreams.

1) Economic impact of diabetes 2) Policy evaluation model

Description Quantifies the current direct and indirect economic costs of 
diabetes in Australia in FY 2024-25 (societal & payer 
perspectives).

Estimates the life-time incidence, costs and health outcomes 
of Australians due to diabetes (Type 1, 2 and GDM) under 
alternative diabetes policies and models of care. We will aim 
to adapt a existing model to the Australian context.

Key research 
questions 
answered

• How much did diabetes cost Australia in FY 2024-25, and 
who paid (e.g. government, private insurance, out-of-pocket 
etc.)? 

• What is the cost breakdown by direct cost component (e.g. 
hospital, primary care, private specialist care, medicines, 
devices, patient travel costs et.c) and by indirect cost 
component (e.g. productivity loss, informal carer)? 

• How do costs vary by diabetes type and sub-populations? 

• What impact do current models of care have on costs, 
incidence, prevalence and morbidity? 

• How would alternative policies change future costs, 
incidence, prevalence  and health outcomes? 

• Which policy mix delivers the greatest health gain per 
dollar spent?

Project 
outputs

• An economic impact / cost data set that should be publicly 
available.

• Peer-reviewed articles, presentations & PhD thesis.

• Public-facing, Diabetes Australia branded reports.

• Internal simulation model + user guide.

• Open-source code.

• Peer-reviewed articles, presentations & PhD thesis

• Public-facing, Diabetes Australia branded reports.
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Project activities & indicative timeline
We aim to deliver this project over the next 18 months.

1. Project planning
2. Design & 
discovery

4. Analysis3. Data collection

Define the project scope, 
objectives, and approach in 
consultation with key 
stakeholders.

Source, request, and 
gather relevant data and 
insights needed for 
analysis.

Develop and validate 
models to quantify the 
economic cost and policy 
impacts of diabetes.

5. Reporting & 
delivery

Produce, validate, and 
communicate findings to 
stakeholders through 
reports and targeted 
engagement.

Establish the project’s 
foundations through  
stakeholder consultation, 
literature review and data 
mapping - culminating in an 
analytical framework that 
will guide project analysis 
and data collection. 

Mar – Jun 2025 Jul – Sep 2025 Oct – Mar 2026 Apr – Sep 2026 Oct – Dec 2026
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Our team structure
Diabetes Australia will deliver this project in collaboration with a broad range of stakeholders across the 
government and research sectors. 

Project steering committee
Project scope, resourcing and risks. 

Lived-experience 
reference group

Clinical expert reference 
groupPolicy evaluation model

PhD candidate  

Economic impact study

Technical quality 
assurance

LEGEND

Diabetes Australia

External stakeholders

Project management – Diabetes Australia

PhD candidate 

Diabetes Australia
Universities & research 

institutes

Analytical partnership

Aboriginal and Torres 
Strait Islander reference 

group

Government policy 
reference group

Technical advisory group 
Methodology guidance.
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Government technical 
reference group

Role of government reference groups
Government reference groups will help ensure the project’s outputs 
align with government priorities and technical standards. They will also 
serve as a forum to test and refine key assumptions, such as 
approaches to addressing data linkage limitations, setting discount 
rates, and applying alternative weighting methods such as equity 
weights.
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Indicative impact framework
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1) Direct health care / social support

d) Allied health (visits & virtual)

a) GP (visits & virtual)

a) Admitted hospital care

f) Pathology

g) Diagnostic & imaging

b) Private specialist care (visits & virtual)

c) Dental

b) Emergency Department

a) Pharmaceuticals

b) Medical consumables / wearables

a) Aged care

c) Outpatient care

e) Other community health care

i. Out of hospital care

ii. Hospital care

iii. Pharmaceuticals & consumables

iv. Aged care & disability care

b) Disability care

h) Ambulance

2) Other direct costs 3) Indirect workforce impacts 4) Wellbeing

b) Presenteeism 

c) Underemployment

a) Absenteeism

a) Disability-adjusted life years lost due to 
diabetes

a) Patient travel

a) Diabetes support / education programs

b) Lifestyle consumables to manage condition d) Unemployment

c) Informal care e) Early retirement 

f) Reduced earnings due to lower education 
attainment

i. People with diabetes

ii. Carers

b) Presenteeism

c) Underemployment

a) Absenteeism

d) Unemployment

e) Early retirement

f) Reduced earnings due to lower education 
attainment

i. Diabetes support & education

ii. Medical-related costs

Economic impacts of diabetes
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Indicative policy Evaluation Model Structure
The model will be based on a microsimulation structure, which will simulate how a population’s characteristics and 
health history result in different levels of health service use, economic participation and quality of life over time. 

Personal 
characteristics

Health history / 
behaviours

Health event / incidence

• Lifestyle behaviours / 
risk factors.

• Current and previous 
health conditions.

• Gender

• Ethnicity

• Age

• Location.

• Occurrence of diabetes and its related complications.

• Death.

Health service use

Economic participation

Quality of life

1. Health outcomes
Each year, health outcomes are determined by a combination of 
personal characteristics and health history / behaviours:

2. Impacts
Annual impacts are caused by a combination oh health 
events, personal characteristics and a person’s health history 
and behaviours:
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Examples of policy evaluation model outputs
An example of how a prevention policy can be evaluated through the proposed policy evaluation model.
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National prevention program 
improves healthy behaviours

Reduction in annual risk 
factors for a proportion of the 

population (weight, physical 
activity, healthy food choices etc.)

Reduction in diabetes 
incidence

Reduction in incidence of 
diabetes complications (e.g. 
Hypos, Chronic kidney disease, 

premature mortality.)

Government program delivery 
cost

Private costs associated with 
lifestyle changes

Reduced health care 
utilisation. Savings to:

• MBS
• PBS

• Hospital funding
• Out of pocket costs.

Improved workforce 
productivity:

• Reduced absenteeism / 
presenteeism

• Avoided labour force exits.

Improved workforce 
productivity:

• Reduced absenteeism / 
presenteeism

• Avoided labour force exits.

Short term impacts Medium / longer term impacts

Model outputs

Inputs required:
• Program cost – fixed and 

variable costs.
• Demographics of population 

impacted.
• Program participation / uptake 

rate.

Inputs required:
• Evidence of program impact on 

diabetes risk factors.

Reduced health care 
utilisation. Savings to:

• MBS
• PBS

• Hospital funding
• Out of pocket costs.

Improved quality of life
Measured by quality adjusted life 

years.

Improved quality of life & 
reduced premature loss of life
Measured by quality adjusted life 

years.


