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Appendix 1: The estimations of economic parameters
Additional costs of an initial outpatient visit with intervention 
We used the Merative® MarketScan® Commercial Database (Merative®, Ann Arbor, MI) 10 million subsample Set B from January 1, 2019, to December 31, 2019, with an online tool MarketScan® Treatment Pathways to estimate the additional costs of an initial outpatient visit for “Screen and Treat” and “Presumptively Treat.” We used 2019 data because the COVID-19 pandemic may have impacted general payments between 2020 and 2022. We did not limit the sample to strongyloidiasis patients because we estimated more generalized costs, which were not limited to strongyloidiasis patients. We excluded patients who:
(1) have a non-capitated health plan,
(2) were younger than 18 years old or older than 64 years old, and
(3) reported zero total payments associated with the selected Current Procedural Terminology (CPT®) codes.
Then, we used the 1.5 × Inter-Quartile range (IQR) rule to define outliers. The IQR is the difference between the third and first quartile. The 1.5 × IQR rule defines an outlier as any values below the first quartile - 1.5 IQR and above the third quartile + 1.5 IQR. We excluded those outliers and calculated the mean total payments associated with each CPT® code.
We constructed a hypothetical cohort of 1000 patients from Strongyloides stercoralis endemic countries who will initiate corticosteroid therapy. We assumed that all patients in the hypothetical cohort would be prescribed corticosteroid treatment during an outpatient and that the complexity of the visit may increase commensurate with the time required for an intervention strategy.  We estimated the marginal cost increase of an initial outpatient visit associated with the additional complexity associated with describing either intervention to patients. For “No Intervention”, we assumed the initial outpatient visit took 20–29 minutes for the entire cohort. For either “Screen and Treat” or “Presumptively Treat,” we assumed that explanations of the intervention during this original outpatient visit would take additional time and incur additional costs for some of the cohort. Specifically, we assumed that the additional time spent by some patients would not increase the total visit time beyond the 20–29 minutes interval. For the remainder of the cohort, we assumed the additional time spent during the initial outpatient visit increased from the 20–29 minutes interval to the 30–39 minutes interval resulting in a higher-level visit. Note that the initial question to screen out patients who had not lived in a S. stercoralis-endemic country was not assumed to incur any additional costs for excluded patients who are not included in the hypothetical cohort. The estimated cost per patient who spent between 20 and 29 minutes during the initial outpatient visit was based on mean payments for visit with CPT® code 99213, and the estimated cost per patient for those who spent between 30 and 39 minutes was base based on mean payments for visits with CPT® code 99214. 
For the baseline cost estimate, we assumed that 50% of patients still spent between 20 and 29 minutes (corresponding to CPT® code 99213) during the initial outpatient visit (i.e., no change in cost) and the remaining 50% spent between 30 and 39 minutes (corresponding to CPT® code 99214). Thus, the baseline estimate of the marginal increase of the initial outpatient visits for “Screen and Treat” or “Presumptively Treat” was estimated from the difference between the mean of total payments associated with CPT® code 99214 ($123.80) and the mean of total payments related to CPT® code 99213 ($83.55) multiplied by 50%. The lower-bound estimate was $0 assuming neither intervention would not increase the complexity of this initial visit. The upper-bound estimate was the difference ($40.25) between the mean of total payments associated with CPT® code 99214 and the mean of total payments related to CPT® code 99213 assuming all patients (instead of 50%) would incur costs for the higher-level visit.     
Costs for strongyloidiasis serologic tests
 The “Screen and Treat” strategy also included costs for serologic tests for the entire cohort and the costs associated with an additional outpatient visit to follow up positive test results for a subset of the cohort. We assumed that no patients in the “No Intervention,” and “Presumptively Treat” strategies required a second outpatient visit before initiating corticosteroid treatments. We used Merative® MarketScan® Commercial Database Set B from January 1, 2019, to December 31, 2019, with an online tool MarketScan® Treatment Pathways, using the same process outlined above for the cost of the initial outpatient visits. 
Patients who had strongyloidiasis serologic tests were identified using CPT® code 86682. The baseline estimate of costs for serologic tests per patient was the mean of total payments associated with CPT® code 86682 ($25.79) after excluding outliers defined by the 1.5× IQR rule. The lower and upper bound estimates were the first ($10.89) and the third ($35.00) quartile values of payments. 
We assumed that patients with negative serologic test results did not require additional outpatient visits to follow up test results. In contrast, we assumed that 20% of patients [range: 15%-25%] with positive serologic test results would need an additional short outpatient visit to follow up with a healthcare provider. The baseline estimate per patient for the follow-up outpatient visit was the mean of total payments for patients with CPT® code 99211 ($32.97) after excluding outliers defined by the 1.5 × IQR rule. The lower-bound estimate was the first quartile value of total payments associated with CPT® code 99211 ($19.98), and the upper-bound estimate was the third quartile value ($39.00). 
Costs of ivermectin treatment
We used the Merative® MarketScan® Commercial Database including patients from January 1, 2014, to December 31, 2020, with an online tool MarketScan® Treatment Pathways to estimate costs of ivermectin treatment for strongyloidiasis. Patients with strongyloidiasis were identified by using International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) codes 127.2 and ICD-10-CM codes B78.0, B78.1, B78.7, and B78.9. Patients with a first diagnosis of strongyloidiasis were included if they were continuously enrolled in private insurance between 30 days before and 90 days after the first diagnoses. We excluded patients who had diagnosis codes for other parasitic diseases including schistosomiasis (ICD-9-CM codes 120.0, 120.1, 120.2, 120.8, and 120.9; ICD-10-CM codes B65, B650, B651, B652, B658, and B659), hookworm (ICD-9-CM codes 126.0, 126.1, 126.2, 126.3, 126.8, and126.9; ICD-10-CM codes B76, B760, B761, B768, and B769), ascariasis (ICD-9-CM code 127.0 and ICD-10-CM codes B77, B770, B7781, B7789, B778, and B779), and trichuriasis (ICD-9-CM code 127.3; ICD-10-CM code B79). 
We excluded patients who 1) had inpatient visits, 2) had capitated insurance plans, or 3) were treated with drugs other than ivermectin (i.e., those who were treated with albendazole alone or with a combination of albendazole and ivermectin were excluded). We also excluded outlier observations defined by the 1.5 × IQR rule. Costs were converted into 2019 US dollars using the Bureau of Labor Statistics' Consumer Price Index (CPI) for prescription drugs.1 
The baseline cost estimate was the mean of outpatient ivermectin payments incurred between 30 days before and 90 days after the first diagnosis of strongyloidiasis infection ($40.66). The lower-bound estimate was the first quartile value ($24.69), and the upper-bound estimate was the third quartile value ($52.67). 
Costs of hospitalization associated with disseminated strongyloidiasis
Because very few hospitalized patients in the MarketScan® Commercial Database 2014-2020 had diagnosis codes for disseminated strongyloidiasis, we used the mean payments for all inpatients with strongyloidiasis diagnoses (primary and non-primary) to estimate a mean hospitalization cost per patient. After we selected all strongyloidiasis patients using the same strongyloidiasis ICD-9-CM and ICD-10-CM codes in the estimation of the ivermectin costs, we excluded patients who 1) were not continuously enrolled in private insurance between 30 days before and 90 days after the first diagnosis, 2) had parasitic co-infection of schistosomiasis, ascariasis, hookworm, or trichuriasis, 3) did not have inpatient visits associated with a diagnosis of strongyloidiasis and 4) had capitated insurance plans. All inpatient costs associated with strongyloidiasis up to 90 days after the first diagnoses of strongyloidiasis were included. We excluded outliers defined by the 1.5 × IQR rule. Costs from each year were converted into 2019 US dollars using the Consumer Price indices for medical care (CPI–M).1 The baseline estimate was the mean inpatient visit payment ($172,084). The lower-bound estimate was the first quartile value ($20,569), and the upper-bound estimate was the third quartile value ($288,383). 
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