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Study Highlights

The WHO recommends widespread HCV screening to achieve elimination by 2030.

Universal HCV self-testing is highly cost-effective, with an ICER of US$8,078 per DALY averted.

Universal HCV self-testing can reduce severe liver disease and deaths by up to 71% and 69%, respectively, signifi-
cantly lowering the disease burden.

Although universal HCV self-testing incurs higher costs, it is more effective than screening only high-risk popula-
tions and substantially expands access to testing.

Background/Aims: The World Health Organization (WHO) aims to eliminate hepatitis C virus (HCV) by 2030;
therefore, widespread HCV screening is required. The WHO recommends HCV self-testing (HCVST) as a new
approach. We aimed to evaluate disease burden reduction using the HCVST screening strategy and identify the
most cost-effective approach.
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Abstract

Background/aims: The World Health Organization (WHQ) aims to eliminate hepatitis C Virus (HCV) by 2030,
therefore, widespread HCV screening is required. The WHO recommends HCV self-testing (HCVST) as a
new approach. We aimed to evaluate disease burden reduction using the HCVST screening strategy and
identify the most cost-effective approach.

Methods: We developed a dynamic open-cohort Markov model to assess the long-term effects and cost-
effectiveness of HCVST in the Republic of Korea from 2024 to 2030. Strategies for comparison included
universal, birth cohort, high-risk group screening, and no screening, focusing on the following: (1)
incremental cost-effectiveness ratio (ICER) per disability-adjusted life-year (DALY) saved; (2) severe liver
disease cases; and (3) liver-related death reduction.

Results: Universal HCVST screening is the most effective strategy for achieving the WHO goal by 2030,
substantially lowering the incidence of severe liver disease by 71% and preventing liver-related deaths by
69 %, thereby averting 267,942 DALYs. Moreover, with an ICER of $8,078 per DALY and high cost-
effectiveness, the sensitivity results prove that cost-effectiveness is robust. Although high-risk group
screening offers the lowest cost compared with other strategies, its effectiveness in preventing severe liver
disease is minimal, falling short of the current WHO goal.

Conclusions: Our study confirms that universal HCVST screening is a cost-effective strategy aligned with
the WHO goal to eliminate HCV by 2030. Despite its higher costs compared to risk-based screening, the
disease burden can be significantly reduced by providing effective HCVST access to individuals who might
otherwise not be tested.
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Global health burden

HCV infection imposes a substantial global health and economic burden,
leading to liver cirrhosis, HCC, and liver-related mortality.

50 10 242 000
million million people

died from
hepatitis C
in 2022.

iInfected new cases
worldwide. each per yeatr.

ref: WHO Hepatitis C



Treatment paradigm shift

Taking DAA for 8-12 weeks achieves a SVR rate of over 95%,
which is considered a ACUREO.

Treatment ---;---> CU R E

rEpdusa' Epclusa®
ity pad)  (sofosbuvir y velpatasvir)
“M’m! 400 mg/100 mg

tabletas recubiertas

94-99% of patients
achieved SVR12



WHO's goal: elimination of hepatitis by 2030

The WHO has set a goal to eliminate HCV by 2030. To achieve these goals, it is essential that more
than 90% of HCV infections be diagnosed, and more than 80% of diagnosed patients be treated.
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HCYV self-testing

Recently, the WHO issued a strong new recommendation
to use HCV self-testing.

Advantages

offers privacy and convenience
rapid
reduce the stigma

comparable to the performance of blood tests
(sensitivity 0.99, specificity 1.00)

< <<

Disadvantages
V cost




Study questions

=H=




Study questions

To eli minate HCV according to the WHOOGOs goal

1. Assess the disease burden reduction
7 by the HCVST screening strategy

.- 2. Suggest the optimal screening strategy

3. Analyze cost-effectiveness







Screening, follow-up

Screening will be provided until 2030, and follow-up will be conducted over the lifetime.
Dynamic cohort is used to define the study population.

Death ééééééééWOé!éééééééé.. Death é

. éé. . Death

SC eening, Follow-up
\ 4
Popul m Annual Enrollment of
d New 18-Year-Olds (until 2030)
v Time

As of 2024 2030

Lifetime

As of 2024, population aged 18-79 are the target for Hepatitis C Virus (HCV) screening, and it follows a dynamic cohort model where
individuals turning 18 each year are newly included in the screening population until the year 2030.
b. The population targeted for screening will be followed up throughout their lifetime.

During the screening and follow-up periods, individuals who have died from either general causes or liver-related causes are not continued to be
tracked in the cohort.




Model structure - strategies in decision tree

The structure of the model is composed of two elements: a decision tree and Markov transition model.

a RNA test positive
HCV Ab positive ®
RNA test negative

HCVST screening
True negative

Comparing 4 strategies

Universal screening ® All 18-79 False negative

(Undiagnosed HCV

Undiagnosed HCV®

(1) universal screening (all individuals
aged 18-79)

(2) birth cohort screening (born
between 1945-1984)

(3) high-risk groups aged 18-79

Decline screenin

Born in 1945-1984 *
a

Birth cohort screening

Undiagnosed HCV

The others ® [l Decision node g
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Screening strategy < @ Chance node (4) no SCI‘eenIng
@ Markov node
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High-risk group a { Terminal node
screening
General Undiagnosed HCV®
ulation
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4
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No screening ®
.< No HCV
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Model structure - Markov transition model

Transition probabilities

A Literature review and public data bases
A Treated with DAAS (glecaprevir 0.1g/pibrentasvir 40mg

or sofosbuvir 0.4g/velpatasvir 0.19)

Key evaluation  m etrics

A DALY

A ICER

A Reduction in severe liver diseases
Gapial (cirrhos_is, I_ive_r cancer, etc.) |
fom any sate A Reduction in liver-related mortality

related
Death

Cost and utilities

A Healthcare system
A Discounted annually at 4.5%






Achieving the WHO goal

Upon completion of screening by 2030, the universal screening strategy is projected to result in 90%
of all HCV-infected individuals being screened, and 81% receiving treatment.
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Disease burden reduction

Universal screening has been identified as the most effective method for reducing case of
sever liver disease and liver-related deaths.
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Cost-effectiveness results

Strategy Cost Incremental cost DALY DALY averted II;:ISFY(:\?:LZE;

Lifetime
Universal screening 3,850,366,380 2,164,313,631 139,097 267,942 8,078
Birth cohort screening 3,109,966,165 1,423,912,416 251,207 155,833 9,137
High-risk group screening 1,590,552,557 -95,500,192 323,111 83,929 Cost-saving
No screening 1,686,052,749 Ref. 407,039 Ref. Ref.

30 years
Universal screening 3,809,081,909 2,216,028,926 133,210 259,713 8,533
Birth cohort screening 3,051,814,783 1,458,761,799 240,729 152,194 9,585
High-risk group screening 1,511,580,072 -81,472,912 312,066 80,857 Cost-saving
No screening 1,593,052,984 Ref. 392,923 Ref. Ref.

15 years
Universal screening 3,659,779,256 2,616,082,796 102,252 167,722 15,414
Birth cohort screening 2,809,669,254 1,765,972,793 170,613 101,361 17,423
High-risk group screening 1,047,165,537 3,469,076 219,614 52,360 66
No screening 1,043,696,461 Ref. 271,974 Ref. Ref.

DALY, disability-adjusted life-year; ICER, incremental cost-effectiveness ratio; Ref., reference.



One-way sensitivity analysis

All parameters within the observed range indicated the robustness of the model regarding
the cost-effectiveness of the universal screening strategy (US$649i 17,074 per DALY).

Liver related mortality (£20%)

Prevalence* I e —
Discount rate (0-0.07) ]
Time horizon (15y-life time) e
Awreness of HCV infection without screening (0.02-0.05) T
Referal rate (0.6-0.8) e
Screeing kit cost ($7.7-23.1) s
Treatment initiation rate (0.5-0.8) [P
Treatment cost (+20%) [+ ] = Upper
Test rate per year (0.15-0.33) ! | m Lower
Sensitivity (0.97-0.99) 1]
DAA cost (£20%) 1
t

SVR rate (0.98-1.00)
Specificity (0.90-1.00) . EV=8078 (USS/DALY averted)

2,000 4,000 6,000 8,000 10000 12000 14,000 16,000 18,000 20,000

ICER (cost per DALY averted)



Probabilistic sensitivity analysis

The probabilistic sensitivity analysis was conducted with 10,000 iterations.
The probability of a strategy being cost-effective at the WTP threshold was nearly 100% for all strategies.
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Study significance and key findings

This study is the first long-term analysis demonstrating that universal HCV self-testing is highly cost-
effective and significantly reduces disease burden,

Originality Effectiveness Impact
V  First study assessing long - V  Universal HCVST strategy V  Significant reduction in
term cost -effectiveness of shows higher cost - severe liver diseases and \
HCYV self -testing (HCVST). effectiveness compared to related mortality.
targeted screening. _ _
V  Addresses gaps from V L3==-3m3 2° ajuvn,vege usa@ °
previous studies focused V  Highlights advantages of 2030 HCV elimination /
mainly on blood -based screening the entire adult targets.

tests. population.




Advantages of HCV self-testing

HCV self-testing offers long-term cost savings, broader accessibility, and high diagnostic accuracy,
surpassing traditional targeted methods

Cost -saving Accessibility Accuracy .

V  Reduces long -term V  Reaches populations V  High diagnostic reliability

medical costs through hesitant to use healthcare (sensitivity 98%, specificity =

early diagnosis and facilities. 100%).

treatment. _ _ _ _ - —

V  Provides convenience and V  Ensures effective detection —

V  Prevents costly privacy, increasing and timely treatment. -

complications from participation.

advanced liver disease.




Strengths of study methodology

Current targeted screening strategies have limited effectiveness,
highlighting the advantages of our comprehensive long-term

modeling approach

Limited Impact of

Targeted Strategies

Targeted screening approaches miss
younger populations and are
insufficient for broad disease burden
reduction

P
Comprehensive
Modeling Approach

Our study uses a dynamic, open-cohort model
reflecting realistic population changes and
long-term health outcomes.

It effectively captures benefits of early HCV
detection and treatment, ensuring reliable,
robust results.




Study Limitations

Model assumptions and data limitations require careful interpretation.

Screening Rate Population Reinfection
Assumption Overlap Assumption
V  Annual screening rate fixed V  Included previously V  Reinfection was not

at 28%, which might differ
from actual rates (actual
participation rates in Korea
are higher)

diagnosed and treated
patients in the target
population; further refined
analyses are needed.

modeled; however, high
screening and treatment
coverage may substantially
reduce reinfection risk as
elimination progresses.




Recommendations and future directions

Universal HCVST strategy effectively meets WHO goals; requires national-level policy support and
strategic action.

1
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Necessitates affordable self - Slightly higher initial costs Applicable to countries with
testing kits, public justified by substantial varying healthcare
awareness campaigns, and disease burden reduction. accessibility and HCV
strong policy support. prevalence.










Supplementary Table 1. Initial cohort population at the start of the study (in 2024)

Total population

High-risk group

High-risk group

Age Ll L L) with HCV Ab (n) population (n) with HCV Ab (n)
18-29 7,104,632 14,930 81,416 13,567
30-39 6,575,548 22,772 66,837 10,576
40-49 7,922 134 39,532 63,136 7,029
50-59 8,695,699 64,974 60,214 5,537
60-69 7,630,708 83,320 50,355 5,272
70-79 3,966,203 58,638 24,671 2,908

Ab, Antibody: HCV, hepatitis C virus.

Supplementary Table 1. Initial cohort population at the start of the study (in 2024)

Total population

High-risk group

High-risk group

Age LU L L) with HCV Ab (n) population (n) with HCV Ab (n)
18-29 7,104,632 14,930 81,416 13,567
30-39 6,575,548 22,772 66,837 10,576
40-49 7,922,134 39,532 63,136 7,029
50-59 8,695,699 64,974 60,214 5,537
60-69 7,630,708 83,320 50,355 5,272
70-79 3,966,203 58,638 24,671 2,908

Ab, Antibody; HCV, hepatitis C virus.
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Supplementary Table 3. Model input parameters

Supplementary Table 3. Continued

Supplementary Table 3. Continued

Parameter Base case (95% CI) PSA distribution (o, B) Reference Parameter Base case (95% Cl) PSA distribution (a, B) Reference Parameter Base case (95% Cl) PSA distribution («, B) Reference
Prevalence and analysis conditions Stage F1 0.206 F4 478.0 Gamma (25.3, 18.9)
HCV Ab prevalence in general population 1 Stage F2 0.265 DcC 7746.2 Gamma (20.8, 373.1)
Age 18-29 years 0.0021 (0.0006-0.0036) Beta (8, 3,798) Stage F3 0.235 HCC 10014.0 Gamma (34.7, 288.6)
Age 30-39 years 0.0035 (0.0011-0.0059) Beta (8, 2,301) Stage F4 0.074 LT 71516.9 Gamma (204.6, 349.6)
Age 40-49 years 0.0050 (0.0025-0.0075) Beta (15, 2,990) Transition probabilities Post-LT 2325.0 Gamma (540.6, 4.3)
Age 50-59 years 0.0075 (0.0045-0.0105) Beta (24, 3,187) Annual probabilities of disease progression SVR from FO—-F3 0
Age 60-69 years 0.0108 (0.0074-0.0145) Beta (36, 3,260) Foto Fi 0.107 (0.097-0.118) Beta (24.0, 200.5) 13 SVR from F4 161.4 Gamma (28.9, 5.6)
Age 70-79 years 0.0148 (0.0100-0.0196) Beta (36, 2,398) FitoF2 0.082 (0.074-0.091) Beta (22.2, 248.1) 13 Non-direct medical cost 27
Proportion of PWID 23 F2to F3 0.117 (0.107-0.129) Beta (25.9, 195.4) 13 Transportation per visit 37
Age 18-29 years 0.0051 (0.0029-0.0073) F3to F4 0.116 (0.104-0.131) Beta (16.9, 128.6) 13 Caregiver cost' 303
Age 30-39 years 0.0044 (0.0025-0.0063) F3 to HCC 0.0073 (0.0000-0.0087) Beta (103.8, 14,109.9) 1415 Indirect cost of absenteeism per day 731 28,29
Age 40-49 years 0.0022 (0.0013-0.0032) F41t0 DCC 0.048 (0.030-0.067) Beta (25.9, 513.1) 15417 Disability weights
Age 50-59 years 0.0015 (0.0009-0.0021) F4 to HCC 0.053 (0.024-0.077) Beta (121, 216.0) 15,1718 DCcC 0.220 (0.156—-0.252) Beta (62.7, 222.4) 30
Age 60-69 years 0.0016 (0.0009-0.0022) DCC to HCC 0.075 (0.014-0.082) Beta (5.3, 65.4) 121618 HCC 0.370 (0.250—0.500) Beta (20.8, 35.5) 30
Age 70-79 years 0.0016 (0.0009-0.0022) DCCoLT 0.023 (0.010-0.062) Beta (1.3, 561) 19 LT 0.540 (0.377-0.687) Beta (20.9, 17.8) 30
HCV Ab prevalence in PWID 0.350 (0.141-0.559) Beta (6.7, 12.4) 4 DGC to Death 0.118 (0.103-0.216) Beta (212.5, 1,588.3) 141618 Post LT 0.024 (0.014-0.039) Beta (13.8, 561.1) 30*
Proportion of MSM .01 5 HCC to LT 0.04 (0.00-0.14) Beta (24.0, 575.0) 19 Utility weights
p;::;;r:;;:;ﬁ;:‘cv in MSM compared with the 3.04 (2.55-3.53) 6 HCC to death 0.3 (0.19-0.43) Beta (16.5, 35.1) 14,20,21 :I) g;: (g::—g;::) :e:a (j:gg :zg;l) 3:
HCV RNA positivity in people with HGV Ab 0.335 (0.2386-0.5500) Beta (11.5, 22.8) 7 FARC (025 (U= [T (B, GG 2 F2 0:751 20:715_0:785; B:t: :430:0: 159:1; 3
. Post-LT to death 0.014 (0.011-0.034) Beta (193.2, 13609.6) 22
HCVST end screening Annual probabilities of disease progression after SVR Fs 0751 (0.718-0.785) Beta (480.0, 159.1) st
Sensitivity 0.98 (0.97-0.99) Beta (736.9, 15.0) 8 F4 0.671 (0.630-0.713) Beta (329.7, 161.7) 31
Specificity 1.00 (0.90-1.00) Beta (35.0, 1.0) 3 SVR(F3) to HCC 0.00475 (0.00-0.00577) Beta (0.7, 146.7) 19 FO_F2 SVA 0.89¢4 (0.830-0.920) Beta (78.6, 9.9) .
Acceptability of screening per year 0.28 (0.15-0.33) Assumption* SVR(F4) o DEC DTS = F3-SVR 0.801 33
Annual awareness of HCV infection (FO-F4) without 0.024 14 SVR(E)IOHCC 0:0034 2 F4-SVR 0.721 33
scresning Costs (USD) Dce 0.602 (0.551-0.653) Beta (212.4, 140.4) 31
Awareness of DCC, HCC without screening 1.00 Assumption Screenlng and diagnostic cost . Hee 0.662 (0.605-0.708) Beta (124.2, 63.4) a1
Treatment Oral—fluid HCVST kit 15.4 (77-231) Assumption - 0600 (0.500-0.750) Beta (24.0, 16.0) 2
Referral rate 0.70 (0.60-0.80) Beta (55.8, 23.9) Assumption HCV RNA screening test 81.3 24 Post LT 0.750 (0.700-0.950) Beta (12.8, 4.3) a0
Treatment initiation rate 0.728 9 Genotyping test 104.4 24 Health 0.948 (0.946-0.950) Beta (3.4, 0.2) 1
Treatment efficacy (SVR rate) 0.9913 101 CBC test 47 24 Ab, Antibody; AFP, o-fetoprotein; CBC, complete blood cell count; Cl, confidence interval; DAA, direct acting antiviral; DCC,
Distribution of disease severity by age 12 AFP(a-Fetoprotein) test 3.0 24 decompensated cirrhosis; HCC, hepatocellular carcinoma; HCV, hepatitis C virus; HCVST, hepatitis C virus self-testing; LFT, liver
Age 18-40 years LFT 8.4 24 function test; LT, liver transplantation; MSM, men who have sex with men; PSA, probabilistic sensitivity analysis; PWID, person who inject
Stage FO 0.030 Abdominal ultrasonography 93.0 24 f:lrugs; RNA, ribonucleic acid; SVR, sustained virological response; USD, United States dollar.
Stage F1 0.091 Consult fee (new patient) 14.2 24 'The minimum avergge annual §creenir}g rate required to achieve a cumulative screening ralfe of 90% between 2024 and 2030. :
The cost for confirmatory diagnostic test was calculated as follows: Confirmatory diagnostic test cost=HCV RNA screening
Stage F2 0.242 Consult fee (established patient) 107 24 test+Genotyping test+Consultation Fee (new patient).
Stage F3 0.485 Confirmatory diagnostic test 1187 Calculation! “The monitoring cost for HCV stages FO to F2 was calculated as follows: Monitoring (FO-F2) Cost=LFTx4+CBCx4+HCV-RNA
Stage F4 0.152 Monitoring (FO-F2) 3395 Calculation*  testx3+Consultation Fee (for established patient)x4.
Age 41-60 years Monitoring (F3 and above) 5354 Calculation® “The monitoring cost for HCV staggs F3 and above stage was calculated as follows: Monitering (F3) Cost=LFTx4+CBCx4+HCV-RNA
Stage FO 0.095 Monitoring (SVR from FO—F2) 0 Assumption te_ar;tx3+C9nsu\tal\0n Fee (for established patient)x4+AFPx2+Abdominal ultrasonographyx=2. ) )
e monitering cost for patients who reached SVR after DAA treatment in stages F3 or F4 was calculated using the formula: Monitoring
Stage F1 0175 Monitoring (SVR from F3/F4) 2398 Calculation’  (SVR from F3/F4) Cost=(AFP-+Abdominal ultrasonography+CBC+LFT)x2
Stage F2 0.349 Drug cost "Standard treatment costs were based on average dosing for glecaprevir/pibrentasvir (0.1 g/40 mg, 3 tablets daily for 8 weeks) and
Stage s o902 DAA™ 7o61.9 2 'S%k;: u.t:rff;;a;\gf; ?\/SJ eic}u:?eelt [lj(? 'KS'"‘;‘:Q‘::?) atients, calculated based on the average caregiving expenses adjusted
Stage F4 0.079 Prescriplio.n cost 284 24 for thegpmparlion of paidpczregiver usageY ° ’ ‘ ’ e I
Age B1+ Annual medical cost 26 #Although the Global Burden of Disease Study 2019 did not provide values for liver transplants attributable to hepatitis C, values for
Stage FO 0.221 FO-F3 4115 Gamma (24.6, 16.7) kidney transplants were used based on the clinical judgment of physicians.
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Supplementary Table 4. Cost-effectiveness results from different hepatitis C virus screening strategies (detailed)

Healthcare system Societal
Cost ($) . ,
. . perspectives perspectives
DALY QALY in QALY in the QALY
Strategy DALY | teq thestudy HCV-RNA U ('CE':' ('CE'; ('CEF:! ('CEF;
i -medi i opulation population cos co8 cos cos
Screening  Treatment Non-medical Indirect pop pop DALY QALY DALY QALY
averted) gained) averted) gained)
Lifetime
Universal screening 2,782,402,458 1,067,963,921 356,059,152 19,730 139,097 267,942 734,602,679 1,117,366 290,803 8,078 7,443 5,940 5,473
Birth cohort 1,826,460,756 1,283,504,408 659,152,330 30,514 251,207 155,833 734,542,145 1,065,705 230,269 9,137 6,184 7408 5,013
screening
High-risk group 23,019,308 1,567,533,248 712,012,543 54,312 323,111 83,929 734,369,734 964,207 57,858 Cost- Cost- Cost- Cost-
screening saving  saving saving  saving
No screening 0 1,686,052,749 928,657,313 63,951 407,039 Ref. 734,311,876 918,878 Ref. Ref Ref. Ref. Ref.
30 years
Universal screening 2,782,402,458 1,026,679,451 345,577,687 18,423 133,210 259,713 643,592,053 1,039,255 176,558 8,533 12,551 6,368 9,367
Birth cohort 1,826,460,756 1,225,354,027 638,260,102 28,462 240,729 152,194 643,558,157 1,005,650 142,662 9,585 10,225 7,814 8,336
screening
High-risk group 23,019,308 1,488,560,763 697,328,493 51,358 312,066 80,857 643,449,028 908,430 33,533 Cost- Cost- Cost- Cost-
screening saving  saving saving  saving
No screening 0 1,593,052,984 907,774,964 60,382 392,923 Ref. 643,415495 875,977 Ref. Ref. Ref. Ref. Ref.
15 years
Universal screening 2,782,402,458 877,376,798 278,592,853 13,107 102,252 169,722 448,247964 768,560 84,709 15,414 30,883 13,100 26,246
Birth cohort 1,826,460,756 983,208,497 452,133,948 18,731 170,613 101,361 448,234,022 754,623 70,766 17423 24955 15260 21,857
screening
High-risk group 23,019,308 1,024,146,228 538,210,602 31,765 219,614 52,360 448,178,070 697,857 14,814 66 234 Cost- Cost-
screening saving  saving
No screening 0 1,043,696,461 671,368,346 36,824 271,974 Ref. 448,163,256 682,988 Ref. Ref. Ref. Ref. Ref.

DALY, disability-adjusted life-year; HCV, hepatitis C virus; ICER, incremental cost-effectiveness ratio; QALY, quality-adjusted life years; Ref., reference.



Appendix 1. Consolidated Health Economic Evaluation Reporting Standards (CHEERS) 2022 Checklist. The CHEERS 2022 statement
replaces the 2013 CHEERS statement, which should no longer be used. The CHEERS 2022 checklist contains 28 items with accompa-
nying descriptions. Checklist users should indicate the section of the manuscript where relevant information can be found. The authors
recommend using a section heading with a paragraph number. If an item does not apply to a particular economic evaluation, checklist
users are encouraged to report “Not Applicable.” If information is otherwise not reported, checklist users are encouraged to write, “Not
Reported.” Users should avoid the term “Not Conducted” as CHEERS is intended to guide and capture reporting. Additional information

on CHEERS 2022 can be found webpage: https:/www.ispor.org/heor-resources/good-practices/cheers

Topic Guidance for Reporting Reported in Page
TITLE
Titlet 1 Identify the study as an economic evaluation and specify the 1
interventions being compared.
ABSTRACT
Abstract 2 Provide a structured summary that highlights context, key methods, 2
results and alternative analyses.
INTRODUCTION
Background and objectives 3 Give the context for the study, the study question and its practical 2,3
relevance for decision making in policy or practice.
METHODS
Health economic analysis plan 4 Indicate whether a health economic analysis plan was developed and 3
where available.
Study population 5 Describe characteristics of the study population (such as age range, 3,5
demographics, socioeconomic, or clinical characteristics).
Setting and location 6 Provide relevant contextual information that may influence findings. 3
Comparators 7 Describe the interventions or strategies being compared and why chosen. 5,6
Perspective 8 State the perspective(s) adopted by the study and why chosen. 6
Time horizon 9 State the time horizon for the study and why appropriate. 6
Discount rate 10 Report the discount rate(s) and reason chosen. 6
Selection of outcomes 11 Describe what outcomes were used as the measure(s) of benefit(s) and 6
harm(s).
Measurement of outcomes 12 Describe how outcomes used to capture benefit(s) and harm(s) were 6
measured.
Valuation of outcomes 13 Describe the population and methods used to measure and value outcomes. 6
Measurement and valuation of 14 Describe how costs were valued. 6
resources and costs
Currency, price date, and 15 Report the dates of the estimated resource quantities and unit costs, 6
conversion plus the currency and year of conversion.
Rationale and description of 16 If modelling is used, describe in detail and why used. Report if the 3
model model is publicly available and where it can be accessed.
Analytics and assumptions 17 Describe any methods for analysing or statistically transforming data, 6
any extrapolation metheds, and approaches for validating any model
used.
Characterizing heterogeneity 18 Describe any methods used for estimating how the results of the study 5
vary for sub-groups.
Characterizing distributional 19 Describe how impacts are distributed across different individuals or 5
effects adjustments made to reflect priority populations.
Characterizing uncertainty 20 Describe methods to characterize any sources of uncertainty in the 6
analysis.
Approach to engagement with 21 Describe any approaches to engage patients or service recipients, Not Applicable

patients and others affected by
the study

the general public, communities, or stakeholders (e.g., clinicians or
payers) in the design of the study.

Appendix 1. Continued

Topic Guidance for Reporting Reported in Page
RESULTS
Study parameters 22 Report all analytic inputs (e.g., values, ranges, references) including Supplementary
uncertainty or distributional assumptions. Table 3
Summary of main results 23 Report the mean values for the main categories of costs and outcomes 5
of interest and summarise them in the most appropriate overall
measure.
Effect of uncertainty 24 Describe how uncertainty about analytic judgments, inputs, or 8
projections affect findings. Report the effect of choice of discount rate
and time horizon, if applicable.
Effect of engagement with 25 Report on any difference patient/service recipient, general public, Not Applicable

patients and others affected by
the study

DISCUSSION

Study findings, limitations, 26
generalizability, and current
knowledge

OTHER RELEVANT INFORMATION

Source of funding 27

Conflicts of interest 28

community, or stakeholder involvement made to the approach or
findings of the study

Report key findings, limitations, ethical or equity considerations not
captured, and how these could impact patients, policy, or practice.

Describe how the study was funded and any role of the funder in the
identification, design, conduct, and reporting of the analysis

Report authors conflicts of interest according to journal or
International Committee of Medical Journal Editors requirements.
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