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Appendix 3: Estimated cost-effective and dominant thresholds of pre-intervention strongyloidiasis prevalence rates and hospitalization rates of strongyloidiasis patients after corticosteroid treatment
We defined two thresholds, cost-effective and dominant thresholds, to evaluate how the changes in pre-intervention strongyloidiasis prevalence rates and hospitalization rates of strongyloidiasis patients after corticosteroid treatment would affect the cost-effectiveness (CE) of preventative strategies. The first threshold at which intervention would be considered cost-effective could be evaluated such that the incremental cost-effectiveness ratio (ICER) is the willingness to pay (WTP) threshold. We chose the central value of the Value per Statistical Life (VSL) from the Department of Health and Human Services (HHS) in 2019 ($10.6 million) as the WTP threshold.1 A preventative strategy was considered cost-effective compared to alternative (comparator) if the ICER was smaller than the VSL. For instance, if the actual hospitalization rate is greater than the hospitalization rate at that WTP threshold value, the intervention(s) would be cost-effective. 
A second threshold would evaluate when the incremental cost of intervention compared to alternative is entirely offset by the expected averted cost of hospitalization. Notes that the intervention always makes better health outcomes (i.e., deaths averted) compared to alternative in the analyses. For instance, if the actual hospitalization rate exceeds this threshold, the intervention will improve health outcomes (lives saved) while reducing the cost of care for strongyloidiasis. While the hospitalization rate for individuals with chronic strongyloidiasis who initiate corticosteroids is currently unknown, if the threshold values are low, it is more likely that intervention will be preferred (i.e., either a cost-effective or dominant strategy). 
The estimated cost-effective threshold hospitalization rates were 0.023% for “Screen and Treat” and 0.022% for “Presumptively Treat” compared to “No Intervention” when all other input parameters except hospitalization rate were baseline values (Appendix Table 2). To achieve cost-effectiveness with either intervention compared to “No Intervention,” only about two persons out of 10,000 individuals with chronic strongyloidiasis would need to develop severe illness requiring hospitalization after initiating corticosteroid treatment. The estimated cost-effective threshold hospitalization rate was 0.015% for “Presumptively Treat” when “Screen and Treat” was an alternative. Thus, “Presumptively Treat” was cost-effective compared to “Screen and Treat” when only about 1.5 persons out of 10,000 with chronic strongyloidiasis developed severe illness requiring hospitalization after initiating corticosteroid treatment.
The estimated dominant threshold hospitalization rates were 0.258% for “Screen and Treat” and 0.252% for “Presumptively Treat” compared to “No Intervention.” For either intervention to dominate “No Intervention,” 25-26 out of 10,000 patients with chronic strongyloidiasis would need to be hospitalized because of severe symptoms after initiating corticosteroid treatment. The estimated dominant threshold hospitalization rate was 0.172% for “Presumptively Treat” when “Screen and Treat” was an alternative. “Presumptively Treat” dominated “Screen and Treat” when more than 17 out of 10,000 patients with chronic strongyloidiasis developed severe disease requiring hospitalization after initiating corticosteroid treatment. When comparing either intervention to “No Intervention,” the dominant threshold hospitalization rate was about 11 times greater than the threshold at which cost-effectiveness would be achieved, assuming the case fatality rate is about 16.7%. 
The estimated cost-effective threshold pre-intervention prevalence rates were 2.1% for "Screen and Treat" and 2.3% for "Presumptively Treat" compared to "No Intervention" when all other input parameters except prevalence were baseline values (Appendix Table 2). To achieve CE with either intervention compared to "No Intervention," about 20 out of 1,000 individuals would need to have chronic strongyloidiasis. The estimated cost-effective threshold prevalence rate was 4.3% for "Presumptively Treat" when "Screen and Treat" was a comparator. Thus, if a patient who will initiate corticosteroids is from strongyloidiasis-endemic areas with a prevalence rate higher than 4.3%, "Presumptively Treat" was preferred to "Screen and Treat."     
The estimated dominant threshold prevalence rates were 29.2% for “Screen and Treat” and 26.2% for “Presumptively Treat” compared to “No Intervention.” For either intervention to dominate “No Intervention,” 26-29 out of 1,000 individuals would need to be infected with chronic strongyloidiasis. The estimated dominant threshold prevalence rate was 17.5% for “Presumptively Treat” when “Screen and Treat” was a comparator. 
As a summary, "Presumptively Treat" would be considered cost-effective at hospitalization rates between 0.022% and 0.172% compared to either “No Intervention” or “Screen and Treat” (Appendix Table 3). “Presumptively Treat” would be considered cost-effective strategy compared to “No Intervention” and a dominant strategy compared to “Screen and Treat” at hospitalization rates between 0.172% and 0.251%. “Presumptively Treat” was the dominant strategy at hospitalization rates greater than 0.251%. In contrast, neither "Screen and Treat" nor "Presumptively Treat" would be cost-effective compared to "No Intervention" for hospitalization rates lower than 0.022%. 
Neither “Screen and Treat” nor “Presumptively Treat” would be considered cost-effective compared to “No Intervention” for populations with pre-intervention prevalence rates below 2.1% (Appendix Table 3). “Screen and Treat” would be considered cost-effective compared to either “No intervention” and “Presumptively Treat” for populations with prevalence rates of between 2.1% and 4.3%. “Presumptively Treat” would be considered cost-effective relative to either “No Intervention” and “Screen and Treat” at prevalence rates between 4.3% and 17.5%. “Presumptively treat” would be considered a dominant strategy relative to “Screen and Treat” at prevalence rates greater than 17.5% and against both alternative strategies at prevalence rates greater than 26.2%.
To identify preferred strategies, each intervention strategy, “Screen and Treat” or “Presumptively Treat,” were compared to “No Intervention” and to each other. If both interventions have ICER estimates of more than $10.6 million per death averted compared to “No Intervention”, then “No Intervention” would be the preferred strategy. Otherwise, the two intervention strategies would be compared against each other, and “Presumptively Treat” would be preferred to “Screen and Treat” as long as the ICER estimate is less than $10.6 million.
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Appendix Table 2: Estimated threshold values for which interventions would be cost-effective or dominant strategies 
Hospitalization rates among chronic strongyloidiasis patients treated who initiate corticosteroid treatment (baseline: 0.166%)
	
	A: Screen and Treat
B: No Intervention
	A: Presumptively Treat
B: No Intervention
	A: Presumptively Treat 
B: Screen and Treat

	Strategy A is not a cost-effective strategy.
(ICER>$10.6 million per death averted)
	<0.023%
	<0.022%
	<0.015%

	Strategy A is a cost-effective strategy, but does not dominate strategy B. 
($0<ICER≤$10.6 million per death averted)
	≥0.023% and <0.258%
	≥0.022% and <0.251%
	≥0.015% and <0.172%

	Strategy A is a dominant strategy. 
(i.e., Strategy A averts deaths and saves cost.)
	≥0.258%
	≥0.251%
	≥0.172%



Prevalence of strongyloidiasis (baseline: 17.3%)
	
	A: Screen and Treat
B: No Intervention
	A: Presumptively Treat
B: No Intervention
	A: Presumptively Treat 
B: Screen and Treat

	Strategy A is not a cost-effective strategy.
(ICER>$10.6 million per death averted)
	<2.1%
	<2.3%
	<4.3%

	Strategy A is a cost-effective strategy, but does not dominate strategy B. 
($0<ICER≤$10.6 million per death averted)
	≥2.1% and <29.2%
	≥2.3% and <26.2%
	≥4.3% and <17.5%

	Strategy A is a dominant strategy. 
(i.e., Strategy A averts deaths and saves cost.)
	≥29.2%
	≥26.2%
	≥17.5%



Abbreviation: ICER, Incremental cost-effectiveness ratio 
Note: Strategy A stands for an intervention and strategy B stands for a defined alternative (comparator). 
[bookmark: _Hlk119996117]Appendix Table 3: Summary results of one-way sensitivity analyses by strongyloidiasis prevalence rate before intervention and hospitalization rate of strongyloidiasis patients after corticosteroid treatment
	Hospitalization rates 
(Baseline: 0.166%)
	Results from cost-effectiveness analyses

	<0.022%
	“Screen and Treat” and “Presumptively Treat” are not cost-effective compared to “No Intervention”

	≥0.022% and <0.172%
	“Presumptively Treat” is a cost-effective strategy compared to “No Intervention” and “Screen and Treat.” 

	≥0.172% and <0.251%
	“Presumptively Treat” is a cost-effective strategy compared to “No Intervention” and a dominant strategy compared to “Screen and Treat.”

	≥0.251%
	“Presumptively treat” is a dominant strategy compared to “No Intervention” and “Screen and Treat.”


Notes: All input values except a hospitalization rate were baseline estimates. 

	Prevalence rates of strongyloidiasis (Baseline: 17.3%)
	Results from cost-effectiveness analyses

	<2.1%
	“Screen and Treat” and “Presumptively Treat” are not cost-effective compared to “No Intervention”

	≥2.1% and <4.3%
	“Screen and Treat” is a cost-effective strategy compared to “No Intervention” and “Presumptively Treat.”

	≥4.3% and <17.5%
	“Presumptively Treat” is a cost-effective strategy compared to “No Intervention” and “Screen and Treat.” 

	≥17.5% and <26.2%
	“Presumptively Treat” is a cost-effective strategy compared to “No Intervention” and a dominant strategy compared to “Screen and Treat.”

	≥26.2%
	“Presumptively treat” is a dominant strategy compared to “No Intervention” and “Screen and Treat.”


Notes: All input values except a prevalence rate are baseline estimates. 

