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Summary
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Fast diagnostics have the potential to significantly shorten
time to appropriate therapy in time critical infections, but
significant barriers to adoption persist.

This multi-country economic evaluation shows that fast
diagnostics for bloodstream infections consistently deliver
substantial cost savings and health gains compared to
standard diagnostic pathways, even under conservative
assumptions.

To realise these benefits, hospitals must address structural
and workflow barriers so fast results translate into faster
therapy, alongside broader system reforms to correct the
persistent undervaluation of diagnostics.

Overcoming the underutilisation and undervaluation of
diagnostics will require coordinated system-level action, with
the G7 countries included in this analysis well-positioned to

lead.
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Executive summary

Advancing earlier intervention in time-critical infections

Sepsis continues to impose a substantial global burden, with millions of cases and high
mortality each year. Patients with bloodstream infections face a considerable risk of rapid
deterioration, yet current diagnostic pathways return actionable information only after
multiple days. These delays limit clinicians’ ability to deliver timely, targeted antimicrobial
therapy, which increases mortality risk. Fast diagnostic technologies offer a way to close
this gap, but their broader contributions remain undervalued and inconsistently recognised
across health systems.

This report addresses this gap through a multi-country economic evaluation examining
how fast identification and antimicrobial susceptibility testing can improve outcomes and
reduce health system costs for adults hospitalised with bloodstream infections at high risk
of progressing to sepsis. The analysis covers seven major health systems (Canada, France,
Germany, ltaly, Japan, the United Kingdom, and the United States) and incorporates
expert-validated clinical inputs, country-specific cost data, and conservative assumptions.
The findings show meaningful health gains, substantial cost savings, and consistent
economic dominance of fast diagnostics relative to current standard diagnostic pathways.

Why earlier diagnostic information matters

Conventional diagnostic methods rely on culture-dependent workflows that require two to
three days to return definitive results, prolonging time to appropriate therapy and
increasing the likelihood of clinical deterioration. Evidence indicates that fast identification
and susceptibility testing can significantly shorten this interval, reducing progression from
bloodstream infection to sepsis and lowering mortality among patients who do develop
sepsis or septic shock.

The clinical consequences of delayed targeted therapy extend into the long term.
Survivors face high rates of post-sepsis complications such as cardiovascular, renal,
coghnitive, and psychological sequelae, each associated with additional care needs and
reduced quality of life.

What this study evaluates

This health economic analysis compares standard diagnostic pathways with fast
identification and susceptibility testing across Canada, France, Germany, Italy, Japan, the
United Kingdom, and the United States. A decision tree model captures the effects of
faster actionable results on clinical progression, mortality, post-sepsis consequences,
quality-adjusted life expectancy, and health system costs. The time horizon spans the
index hospitalisation period, and a 12-month follow-up.

Country-specific evidence was drawn from published studies, administrative data, and
clinical expert review. In cases where local evidence was unavailable, validated proxy data
were used to maintain conservative assumptions. Sensitivity, probabilistic, and scenario
analyses were performed to test robustness.

Key findings and their significance

Across all countries, fast diagnostics improve patient outcomes and reduce healthcare
costs.

o Faster actionable results reduce sepsis cases, prevent avoidable deaths, and lower
the incidence of post-sepsis complications.

e Per patient savings range from several hundred to several thousand euros (or
equivalent), reflecting avoided deterioration and reduced long-term care needs.

e At a population level, savings range from tens of millions to several billions
annually depending on country size and disease burden.

ohe.org ‘
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¢ Most savings occur during the initial hospitalisation phase, where preventing
progression to severe states such as septic shock avoids resource intensive care.

Robustness testing confirms that fast diagnostics remain cost saving across a wide range
of assumptions and scenarios, with a high probability of generating both improved health
outcomes and cost reductions even under conservative scenarios.

Implications for policy and practice

National strategies addressing infectious diseases and antimicrobial resistance
increasingly highlight the role of fast diagnostics. This analysis provides economic
evidence to support that emphasis, showing that adopting fast diagnostics can enable
earlier intervention, prevent avoidable clinical deterioration, and reduce long-term health
system costs. Realising this value will require coordinated action to:

¢ strengthen evidence on diagnostic impact.

e expand evaluation frameworks to capture full system-wide benefits.

e overhaul current approaches to reimbursement for diagnostics.

e embed fast diagnostics into clinical pathways with clear operational protocols.
e support clinician adoption through education and implementation support.

e  bring the patient experience into public and regulatory consciousness.

Conclusions

Fast identification and susceptibility testing offer a timely and effective response to a
major gap in sepsis care. By shortening the interval to appropriate therapy, they improve
the chance of survival, reduce long term health loss, and generate substantial cost
savings. Scaling their use will require updated policy, evaluation approaches, and system
level support. As health systems continue to confront the escalating burden of sepsis and
antimicrobial resistance, expanding access to fast diagnostics represents a practical and
impactful opportunity to improve care and strengthen health system resilience.
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Introduction

Sepsis: A worldwide public health priority

Sepsis is a life-threatening condition that arises from a dysregulated immune response to
infection (Singer et al., 2016). Without timely and appropriate management, this response
can further progress to septic shock, characterised by extremely low blood pressure,
multi-organ failure, and elevated mortality risk (Singer et al., 2016).

The World Health Organisation (WHO) recognises sepsis as a major global health threat
(WHO, 2024). Beyond in-hospital mortality, it is associated with debilitating long-term
health consequences. Sepsis survivors frequently suffer from chronic physical,
psychological, and cognitive impacts that diminish quality of life and increase the need for
ongoing care (Van Der Slikke et al., 2023). These consequences can lead to a substantial
economic burden for patients, the healthcare system and society through time off work
and productivity losses, recurrent hospitalisations and long-term rehabilitative care
(Sepsis Alliance, 2024).

The global health burden associated with sepsis is substantial, with an estimated 166
million incident cases and 21 million sepsis-related deaths worldwide in 2021 (Gray et al,,
2025). Driven by an ageing population, increasing comorbidities, and the rapid spread of
antimicrobial resistance (AMR), sepsis remains a major cause of health loss across high-,
middle-, and low-income countries (Rudd et al., 2020; Van Der Slikke et al., 2023).

Although fast diagnostics are increasingly recommended in clinical guidelines, their
system-level economic value in sepsis management has not been comprehensively
assessed across different healthcare settings (Rojas-Garcia et al,, 2021). As a result,
decision-makers lack robust, comparative evidence to inform access, reimbursement, and
implementation strategies. This report was undertaken to address this evidence gap and to
support informed adoption of diagnostic innovations within sepsis care pathways.

Unmet needs in sepsis management

Accurate, timely diagnostics are central in supporting infection management (Gildea et al,
2024) and the prevention of sepsis. To guide selection of appropriate, effective antibiotics
for optimal therapy, clinicians require information on the causative organism and its
antimicrobial susceptibility. The time-critical nature of sepsis highlights a key limitation of
conventional diagnostic methods, which often cannot return results quickly enough to
support optimal decision-making when early intervention is needed.

The time interval from sepsis detection to administration of appropriate antibiotics is
strongly associated with better patient outcomes. Longer delays markedly increase
mortality risk (Van Heuverswyn et al,, 2023). Despite remaining the gold standard testing
approach, conventional methods require two to three days to deliver definite results
(Bauer et al., 2014), delaying time to appropriate therapy.

In response to diagnostic uncertainty, empiric use of broad-spectrum g-lactams active
against resistant organisms has increased over time (from 88% to 92% between 2017 and
2021) (Rhee et al., 2024). Yet, nearly 20% of patients with bloodstream infections (BSI)
still receive discordant empiric therapy (Kadri et al., 2021a). This highlights the persistent
challenge of both discordant empiric therapy and unnecessary broad-spectrum antibiotic
use in early sepsis management, reinforcing the need for more timely diagnostic
information.
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Accurate diagnosis of causative pathogen and susceptibility to treatment is critical.
Unsurprisingly, the use of empirical antibiotic therapies that are not supported by
subsequent laboratory susceptibility results is associated with significantly higher
mortality (Kadri et al., 2021b).

Without fast and accurate diagnosis information, clinicians face the daily dilemma of
balancing competing risks: the potentially irreparable consequences of delayed treatment;
the heightened morbidity and mortality associated with unnecessary empirical use of
broad-spectrum antibiotics and increasing AMR; the possibility that initial empiric therapy
may lack activity against the causative pathogen due to resistance; and potentially
avoidable antibiotic-associated complications and harms (Prescott and lwashyna, 2019;
Shappell et al., 2025).

The role of fast diagnostics in time-critical infections

Fast diagnostics have emerged as key enablers for improving sepsis care by reducing time
to appropriate treatment. These technologies provide faster, reliable results with the
capacity to differentiate a wide range of pathogens (Vasala, Hytdnen and Laitinen, 2020).
By preventing clinical deterioration during the acute phase and reducing long-term
complications, fast diagnostics have the potential to generate substantial health and
economic value. Indeed, the European Society of Clinical Microbiology and Infectious
Diseases (ESCMID) Study Group for Bloodstream Infections, Endocarditis and Sepsis
(ESGBIES) recognises fast identification (ID) and antimicrobial susceptibility testing
(AST) as essential tools for targeted management of BSIs (Idelevich et al.,, 2019), and
recent sepsis management guidance from the Surviving Sepsis Campaign suggests that
fast diagnostics may help to guide and optimise empirical antimicrobial therapy (Prescott
et al,, 2026).

BSI and sepsis are closely linked, with up to 69% of septic patients having positive blood
cultures (Coburn et al., 2012), and BSls accounting for approximately 30% of sepsis cases
(Timsit et al., 2020). Implementing fast ID/AST in patients with BSls, particularly those at
higher risk of deteriorating to sepsis, can meaningfully shorten time to appropriate
treatment and accelerate treatment optimisation. For example, a meta-analysis including
nearly 26,000 patients with BSIs across a range of different microorganisms found that
fast diagnostics implemented alongside antimicrobial stewardship significantly reduced
the odds of mortality by 36% and hospital length of stay by 2.5 days compared with
conventional testing methods (Peri et al., 2024). Additional large multicentre analyses
reinforce the clinical importance of accelerating susceptibility results to enable earlier
appropriate treatment (Cooper et al,, 2024; Moon et al, 2024).

Beyond improving patient outcomes and reducing medical resource use, fast diagnostics
can enhance workflow efficiency and laboratory operations (Eubank, Long and Perez,
2020). Many diagnostic platforms enable syndromic testing and reduce reliance on
traditional culture-dependent workflows, including solid plate-based subculturing
processes, thereby lowering manual workload, minimising opportunities for error, and
increasing throughput. These features position them as important tools for transforming
the management of time-critical infections across emergency, intensive care, and
hospital-wide settings. Nevertheless, the extent to which these benefits are fully realised
will depend on how effectively existing workflows and organisational structures adapt to
support their integration within healthcare systems.

Report overview

This research evaluates the potential health and economic impacts of adopting fast
diagnostic testing for patients with BSI at high risk of developing sepsis. The analysis
compares the use of a combined fast ID/AST strategy with standard of care diagnostic
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testing. Economic evaluation and modelling were undertaken from a healthcare system

perspective across seven countries: Canada, France, Germany, Italy, Japan, the UK, and the
US.

Methods are detailed in Chapter 2, followed by the presentation and interpretation of the
results in Chapters 3 and 4. Chapter 5 explores the broader value of fast diagnostics,

barriers to adoption, and the actions required to realise their full benefits. Conclusions are
presented in Chapter 6.



OHE

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

21

Methods

This study undertook a multi-country health economic evaluation to assess the clinical
and economic impact of implementing fast pathogen identification (ID) and antimicrobial
susceptibility testing (AST) for BSI patients at high risk of progressing to sepsis. A
decision-analytic modelling framework was developed to compare fast diagnostic
strategies with standard of care across seven healthcare systems. The decision problem
was structured using the PICO (Population, Intervention, Comparator, Outcome)
framework as described below.

PICO

Population

The analysis focused on adults (=18 years) hospitalised with confirmed BSls who were at
high risk of developing sepsis', with potential progression to septic shock.

Seven different country populations were modelled: Canada, France, Germany, Italy, Japan,
the UK, and the US. G7 countries were chosen for being well-positioned to take a
leadership role in adopting diagnostics for time-critical infections.

Intervention and Comparator

The intervention comprised a combination of fast diagnostic systems: a fast ID test and a
fast AST system. The intervention was technology agnostic, designed to estimate the
potential benefits of fast diagnostics generally within the chosen population. Specific
diagnostics (or combinations of diagnostics) were not modelled.

The comparator was the standard of care (SOC) diagnostic technology. In Canada,
France, Italy, Japan, and the UK, SOC consisted of conventional ID and AST. In Germany
and the US, the comparator was a fast ID test combined with conventional AST, in line with
prevailing practice.

Both conventional and fast diagnostics rely on microbial culture and were assessed across
the full diagnostic pathway: blood culture, Gram staining, ID testing, and AST testing. No
additional delays between sequential diagnostic steps were assumed. As such, total time
to appropriate treatment was modelled as the sum of turnaround times across all tests.

Outcomes
The model captured four outcome domains:

1. Sepsis-related outcomes: cases of sepsis, septic shock, and post-sepsis clinical
events.

2. Mortality outcomes: in-hospital mortality and post-discharge deaths.

3. General health outcomes: quality-adjusted life years (QALYs).

T Patients at “high risk” of developing sepsis include those who are critically ill, have undergone major surgery, live with chronic conditions
(e.g., chronic renal failure), have a weakened immune system (e.g., haemato-oncological conditions), those who are frail, or have a history of
sepsis or prolonged hospitalisation.

ohe.org
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4. Economic outcomes: total healthcare costs from initial hospitalisation to one-
year post-discharge.

Modelling approach, structure and assumptions

A decision tree model was developed to compare costs and health outcomes associated
with fast diagnostics versus SOC from a healthcare system perspective. The analysis
focused on the consequences of diagnostic-led changes in disease progression and
mortality, most notably the reduced time to appropriate therapy.

The model was first developed for France by Houssem Boughazi et al. (2023) and then
further refined and adapted for the other countries of interest.

Model structure

The model reflects the clinical journey of a patient hospitalised with a BSI, capturing both
the acute phase and the subsequent year following survival.

Initial hospitalisation: Patients were categorised into three mutually exclusive groups: BSI
without sepsis, sepsis without septic shock, and sepsis with septic shock.

One-year post-sepsis: Survivors of sepsis and septic shock were followed for one year
and assigned post-sepsis health states, including: no post-sepsis syndrome consequence,
recurrent sepsis, amputation, renal failure requiring kidney replacement therapy (KRT),
cardiovascular consequences (acute myocardial infarction, stroke), psychological
consequences (anxiety, depression, and post-traumatic stress disorder (PTSD)), and
cognitive impairment.

The model structure is shown in Figure 1.
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Figure1 Decision-tree structure
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consequences; Cardio: Cardiovascular consequences; Amp: Amputation; KRT: Kidney replacement therapy

Intervention effect
Time to appropriate treatment

Compared to SOC, fast systems reduce reliance on sequential test processing and
bypass conventional solid plate-based subculturing workflows, thereby substantially
shortening time to-results (Zhang et al., 2019). However, patient care improves only when
diagnostic results are translated into appropriate therapy. Time to appropriate treatment is
defined here as the interval between diagnostic testing and initiation of appropriate
antibiotic treatment. Time to appropriate treatment is not exclusively determined by time-
to-results, as other hospital structural and workflow barriers are a crucial determinant of
timely clinical actionability of results. Nevertheless, emerging evidence suggests that
faster diagnostic information can meaningfully influence treatment decisions in clinical
practice.

For example, a recent retrospective intensive care unit (ICU) study of patients with Gram-
negative BSls found that those managed with fast phenotypic AST were more likely to
receive active antimicrobial therapy within 24 hours compared with conventional
susceptibility testing (86.5% vs 45.8%) (Rotundo et al,, 2026). These findings support the
behaviour mechanism assumed in the model whereby faster diagnostic information
facilitates earlier treatment optimisation.

ohe.org e
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Consistent with this mechanism, a key assumption of the model is that hospital structural
and workflow barriers can be effectively addressed (e.g. without sampling and
transportation delay), such that fast diagnostic results directly translate into reduced time
to appropriate treatment. We acknowledge that the extent to which these benefits can be
realised will vary depending on the individual hospital context. Barriers to adoption and
steps needed for the full potential of fast diagnostics to be realised are discussed further
in Chapter 5.

Figure 2 presents the turnaround times of diagnostic steps and time to appropriate
treatment across diagnostic pathways.

Comparison of time to appropriate treatment across
diagnostic pathways (Peri et al., 2022; Schifman, Meier and
Souers, 2015; Yuceel-Timur et al., 2024; Caspar et al.,, 2024)

Fast ID plus conventional
AST (Germany, US) _
Conventional ID plus

conventional AST (Canada, _

France, Japan, Italy, UK)

Fast ID plus fast AST _

0 20 40 60 80
Hours

B Blood culture (collection to positivity) Gram staining ID plus AST

AST: antimicrobial susceptibility testing; ID: identification

Two intervention effects associated with reduction in time to appropriate treatment were
incorporated in the model, based on a pragmatic review of published literature (Peri et al,
2022; Van Heuverswyn et al., 2023). Studies were prioritised for inclusion based on
relevance to the decision problem (as specified in the PICO) and model structure.

Reduced progression from BSI to sepsis: Evidence from a meta-analysis of observational
studies including more than 25,000 patients found that fast diagnostics, when combined
with antimicrobial stewardship programme, are associated with significantly lower
likelihood of progression from BSI to sepsis compared with conventional diagnostic
methods, corresponding to a 22% relative reduction (Peri et al., 2024),

Reduced mortality: In-hospital mortality among patients with sepsis and septic shock
varies according to time to appropriate treatment. Estimates for relative mortality
reductions associated with fast diagnostics were derived from a study examining the
relationship between time to appropriate treatment and 30-day mortality across time
points from 12 to 72 hours (Van Heuverswyn et al, 2023). The relationship identified in the
analysis is presented in Figure 3, demonstrating a clear positive association between time
to appropriate treatment and mortality that appears roughly linear. Although the form of
this association is debated in the literature with some studies suggesting an exponential
relationship (Ericson et al, 2022; Seymour et al., 2017), a linear model was adopted here
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due to the particular relevance of the Van Heuverswyn study to this analysis and because
it represents a more conservative model assumption. Average time to appropriate
treatment in fast and conventional methods were used to interpolate associated relative
reductions in in-hospital mortality based on the relationship in Figure 3. These were then
applied to baseline in-hospital mortality estimates from Fleischmann-Struzek et al., (2021)
(39.3% for sepsis and 61.7% for septic shock) to derive the relative reductions in baseline
mortality achieved with fast diagnostics compared with conventional diagnostic approach.
The estimated relative mortality reductions were 15.8% for sepsis and 8.5% for septic
shock.

Relationship between time to appropriate treatment
and in-hospital mortality (Van Heuverswyn et al., 2023)

1.8

17 All Other

Comparator °
1.6

15 US & Germany
Comparator

14 e
1.3
Intervention

12
11

Relative In-Hospital Mortality (OR)

0 20 40 60 80
Time to Appropriate Treatment (Hrs)

Green: Observed data (Van Heuverswyn et al., 2023); Purple: Modelled estimates (linear
interpolation)

Diagnostic accuracy

Diagnostic accuracy was assumed to be equivalent across strategies. This assumption is
supported by evidence demonstrating high sensitivity and specificity (both >99%) for fast
ID tests compared with conventional ID methods, as well as low rates of very major errors
(VME) and major errors (ME) for fast AST systems relative to conventional disc diffusion
techniques (Penven et al., 2025; Peri et al., 2022; Tibbetts et al,, 2022).

Post-sepsis consequences

Patients who enter a post-sepsis health state acquire the state at the beginning of the 12-
month follow-up and remain in that state for the duration of the year. This is a simplifying
assumption to reflect the availability of data. Post-sepsis consequences can occur alone
or concurrently. Estimates for the co-occurrence of post-sepsis health states were derived

from the 1-12 month post-sepsis data reported in a German cohort study (Fleischmann-
Struzek et al., 2021).
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Data collection and validation

The initial French model was informed by published literature and hospital data extracted
from the Programme de Medicalisation des Systémes d’Information (PMSI) database?.
Targeted searches were conducted to identify country-specific input parameters for the
six additional countries.

Where country-specific parameters were unavailable, data-driven assumptions were made
by adapting evidence from other settings to local contexts. To ensure accuracy and
relevance, clinical experts in each country reviewed and validated all input parameters and
key assumptions. Analysis of additional hospital datasets for the additional countries was
out of scope of this research.

A summary of key parameters is given in Table 1 with full inputs provided in Table Al in
Appendix A.

Clinical inputs

Clinical inputs were sourced from published literature and were country specific as far as
available data allowed. Inputs were primarily derived from observational studies and/or
analyses of medical claims databases (Fleischmann-Struzek et al., 2021; Oami et al,,
2022; Paoli et al., 2018).

The annual population of hospitalised adults with BSI at high risk of developing sepsis was
estimated using a structured stepwise approach. Total annual sepsis cases were first
obtained from national hospital data. The proportion of sepsis attributable to BSI was
applied to estimate the number of sepsis cases caused by BSI. Using published estimates
of the probability of progression from BSI to sepsis, the total annual BSI population was
then calculated. Finally, a clinically validated proportion of BSI cases considered at high
risk of progression was applied to derive the high-risk BSI population. This approach was
applied consistently across countries to ensure comparability, using literature-based
estimates and expert validation where country-specific data were unavailable.

Where country-specific data could not be identified, such as for the probability of post-
sepsis long term consequences (LTCs), French data were applied to the other countries
following consultation with clinical experts. Accordingly, where similar or duplicate
parameter values are presented across countries in Table 1, these reflect the application of
the French model input. This cross-country application was reviewed and validated by
country-specific clinical experts. Experts in all countries apart from Italy considered the
application of French clinical data to be appropriate. For Italy, concerns were raised
regarding transferability; therefore, an additional scenario analysis using Sicilian data was
conducted. The French estimates were retained for the base-case analysis due to
substantial regional variation within Italy, which limited the representativeness of region-
specific data.

2 Programme de Medicalisation des Systémes d'Information (PMSI) is the French national hospital discharge database, providing
comprehensive data on hospital stays across both public and private care facilities. It contains detailed information on healthcare costs and

resource use.

ohe.org
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Key model parameters

CANADA

FRANCE

GERMANY

ITALY
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JAPAN

UK

USA

POPULATION &

BASELINE
BURDEN

Country
Population

40m

66m

85m

59m

124m

69m

344m

Adult patients
hospitalized
with BSI (per
year) at high
risk of sepsis

42k

69k

77k

110k

252k

104k

884k

INITIAL

HOSPITALISATI
ON — CLINICAL

OUTCOMES

Probability of
sepsis

Probability of
septic shock

In-hospital
mortality (BSI)

In-hospital
mortality
(sepsis)

In-hospital
mortality
(septic shock)

26%

44%

43%

44%

66%

44%

43%

29%

29%

29%

29%

15%

29%

52%

1%

12%

12%

12%

12%

12%

28%

29%

39%

36%

39%

20%

32%

28%

49%

62%

46%

INITIAL

HOSPITALISATI

ON - COSTS

Cost of BSI

Cost of Sepsis
per stay

Cost of Septic
Shock per stay

$14k
€86k

€4k

€3k

€4k

¥im
(€6.0k)

£8k
(€9.2k)

$40k
(€33.5k)

$23k
€141k

€12k

€15k

€12k

¥37m
(€20.2k)

£29k
(€33.4k)

$61k
(€511k)

$38k
(€23.3k)

©20k

€19k

€20k

¥37m
(€20.2k)

£48k
(€55.3k)

$69k
(€57.8k)

POST-SEPSIS —

CLINICAL
OUTCOMES

ohe.org

Probability of
recurrent sepsis

Probability of
cardiovascular
consequences

Probability of
renal failure
requiring kidney
replacement
therapy

Probability of
amputation

Probability of
cognitive
consequences

13.3%

0.8%

9.3%

0.8%

18.5%
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Probability of 17.9%
psychological
consequences

Notes: Detailed data sources and references underpinning the estimates presented in this table are reported in Appendix Al: Costs are reported
in local currency for each country and additionally presented in euros (€) for cross-country comparison.

ohe.org

Resource use and costs

The analysis included direct medical costs associated with the management of modelled
clinical events, such as hospitalisation and treatment of LTCs. All costs were converted to
a reference year of 2023. The analysis was agnostic to the specific diagnostic
technologies used; therefore, the acquisition costs of diagnostics (including SOC testing)
and proactive sepsis management programmes were not modelled.

Diagnosis-related group (DRG) tariffs (or equivalent reimbursement mechanisms) were
used for informing reimbursement estimates where possible. Where relevant tariffs could
not be identified, country-specific resource use data (including hospital length of stay)
and associated costs were obtained from published sources and used to estimate
reimbursement costs.

Where country-specific costs could not be identified (typically costs related to initial
hospitalisation for BSI or septic shock, or rehospitalisation for specific post-sepsis LTCs),
cost ratios derived from the French data were applied. These ratios reflected the relative
cost of each event compared with sepsis-related hospitalisation costs and were applied to
each country’s sepsis hospitalisation cost. This approach was validated by the clinical
experts on the grounds that the ratios of resource use between sepsis hospitalisation and
sepsis-related events are likely to be similar across countries.

LTC costs reflected aggregated costs of hospital readmission, rehabilitation, and
ambulatory care where data were available, accrued over the 12-month follow-up period.

To account for the co-occurrence of multiple post-sepsis LTCs, a conservative costing
approach was applied. When patients experienced more than one LTC, the costs were
assumed not to be fully additive. Instead, the cost of the most resource-intensive LTC was
applied in full, with 20% of the costs of each additional concurrent LTC added to reflect
the incremental resource use beyond the dominant driving condition.

Formally, for a patient with concurrent LTCs with costs ¢y, ¢y, ..., ¢, ordered such that ¢y =
C2) =+ = ¢y, combined post-sepsis costs were calculated as:

Crrecombo = iy t 0.2 Z c(@)

This approach was taken because during expert elicitation it was noted that applying
condition-specific cost overlap assumptions was not feasible, as empirical evidence
quantifying cost interactions between post-sepsis LTCs is lacking. Consequently, this
general assumption was adopted to avoid double counting while providing a pragmatic
representation of incremental costs. The approach and assumptions were reviewed and
validated by clinical experts.

Note that post-sepsis health state definitions and coding practices vary between
countries. As a result, cost-saving estimates are not directly comparable across settings.

Utilities

Health state utility values and utility decrements were sourced from the literature. Utilities
associated with sepsis and septic shock were derived from studies reporting quality of life



OHE

24

ohe.org

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

during ICU stay, at discharge, and among sepsis survivors with and without post-sepsis
consequences up to one year post-discharge (Broulikova et al., 2025; Gardner et al,, 2019;
Liu et al., 2025). Utility decrement associated with the individual post-sepsis LTCs were
obtained from a systematic review of EQ-5D values across chronic diseases (Van Wilder
et al., 2019a).

Given the limited availability of comprehensive, country-specific utility values for all health
states of interest, a hierarchical approach was applied. Country-specific utility values were
used wherever available. For the initial hospitalisation phase, utility values for BSI, sepsis,
and septic shock were derived from studies conducted in the Netherlands, Japan and USA,
which provided the most relevant and robust estimates for these acute health states.
These values were applied consistently across countries in the absence of locally derived
alternatives.

For the post-sepsis phase, utility decrement data were only comprehensively available for
the UK and the USA. To address this gap, we assumed that utility values would be broadly
comparable across countries with similar geographic and healthcare system
characteristics. Accordingly, UK utility decrements were applied to France, Germany, and
[taly, while US utility decrements were applied to Canada and Japan. These assumptions
and the resulting country groupings were reviewed and validated by clinical experts in each
setting.

QALYs were calculated by assigning utilities over the relevant periods. The initial
hospitalisation phase was assumed to last one month, during which utilities were assigned
according to the mutually exclusive health states of BSI, sepsis, or septic shock. The
subsequent post-sepsis phase was modelled over 12 months, with baseline utility adjusted
for the presence of LTCs through the application of relevant utility decrements.

To account for the co-occurrence of multiple post-sepsis LTCs, a conservative utility
approach was applied. When patients experienced more than one LTGC, utility decrements
were not assumed to be additive. Instead, the largest (most detrimental) utility decrement
among the concurrent LTCs was applied to represent the overall post-sepsis health state.
This approach was chosen to avoid overstating quality-of-life losses in the absence of
evidence quantifying combined utility effects across multiple LTCs. The assumption was
reviewed and validated with the experts and reflects a conservative representation of
health-related quality-of-life impacts.

Establishing a maximum price

Because the acquisition and implementation costs of fast diagnostics were not included in
the base case, we calculate the maximum fast diagnostic intervention cost per patient at
which proactive sepsis management would remain cost-saving and, where applicable,
cost-effective. For all countries, a cost-neutral threshold (cost-savings = 0) was applied to
identify the maximum intervention cost at which fast ID/AST would remain cost-saving. In
addition, explicit or implicit cost-effectiveness thresholds were applied in settings where
such are recognised in the literature (UK, Canada, Japan, and the US). All thresholds used
are summarised in Table 2.
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Table 2 Established cost-effectiveness thresholds

CANADA FRANCE GERMANY ITALY JAPAN UK USA
Cost neutral Cost-neutral (cost-savings = 0)
Cost- $50k N/A N/A N/A ¥5-6m £25-35k  $50k, $100k, $150k,
effectiveness $200k
threshold
Source (Binder et (Kitano and (NICE, (ICER, 2019)

al, 2022) Tsuzuki, 2025)

2025)

Notes: Cost-effectiveness thresholds are presented in local currencies; US thresholds are based on benchmark ranges cited by the Institute for
Clinical and Economic Review (ICER) ($50,000—$200,000 per QALY), where lower values reflect more conservative willingness-to-pay and higher
values allow greater flexibility in decision-making; $100k—-S$200k represents the commonly referenced base-case range.

2.5
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Sensitivity analysis

Both one-way sensitivity analyses and probabilistic sensitivity analyses were conducted, in
addition to the scenario analysis using Sicilian data.

One-way analyses

In the one-way sensitivity analysis, key parameters tested were selected to reflect the
main structural drivers of the results. They included:

e probabilities governing disease progression during hospitalisation and in-hospital
mortality for sepsis and septic shock.

e assumptions related to the effect of the intervention on reducing progression to
severe disease and sepsis-related mortality.

The variable ranges were defined using the best available evidence from each source.
Where studies reported 95% confidence intervals, these values were used directly as the
minimum and maximum inputs. Where confidence intervals were not provided, but
standard errors (SE) or sample sizes were available, the SE was calculated (if needed). The
corresponding lower and upper bounds were derived using a normal approximation to
obtain a 95% uncertainty range. In cases where no measures of statistical uncertainty
were available, a standard + 25% variation around the base-case value was applied. For
each country, tornado plots were generated based on changes in cost savings per patient.

Probabilistic analyses

The probabilistic sensitivity analysis varied all model parameters simultaneously, according
to published confidence intervals. 10,000 simulations were conducted for each country.
Transition probabilities, event relative risks, and utility parameters bounded between O and
1were modelled using beta distributions. Cost parameters, including hospitalisations, ICU
care, readmissions, and ambulatory care costs, were modelled using gamma distributions,
consistent with their right-skewed, non-negative distribution. Mortality risk ratios and
intervention effects on disease progression were modelled using normal distributions,
parameterised on the log scale where appropriate to preserve the plausibility of effects. All
parameters were sampled simultaneously in repeated Monte Carlo simulations to
generate joint uncertainty around the total costs and health outcome.
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A full table of all model inputs and the corresponding calculated standard errors is
provided in Appendix A (Table A2). Where published confidence intervals, standard errors,
or sample sizes were not reported, a conservative assumption of n = 25 was applied to
derive uncertainty distributions, reflecting greater parameter uncertainty due to limited
evidence.

Scenario analysis (Sicily)

Based on feedback from the Italian clinical expert, a scenario analysis was conducted for
ltaly using region-specific data from Sicily (Pipito et al., 2024). This analysis applied
clinical and cost inputs from the Sicilian study and subsequent cost studies to explore the
potential impact of using sub-national evidence. While the clinical expert indicated that
Sicilian data are not fully representative of the national Italian context, the scenario
analysis was included to provide initial indication of potential variation in results in the
absence of national-level evidence.
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3 Results: The value of fast diagnostics in
bloodstream infections and sepsis

31 Clinical outcomes

Across all health systems modelled, fast ID/AST was associated with meaningful
improvements in clinical and health outcomes relative to the SOC. As shown in Figure 4,
the intervention reduced the number of sepsis cases, deaths, and LTCs, with these clinical
gains translating into additional QALYs over the 12-month follow-up period.

Table 3 presents the corresponding absolute outcomes under SOC and fast ID/AST.

Figure 4 Cases averted & QALYs gained with fast ID/AST
Population Level
Cases Averted QALYs Gained Cases Averted QALYs Gained
3.8k
00k 5.2k - %I:; 33.4k
X | . <
335k [N a8
3.0k 36.2k L
5.8k — 84.4k -
10.6k mEEEEE—— 0K ‘ '
2.4k
3.8k . [ 11.3k
7.4k | 20.0k -
1.9k 12.6k L
36k — () 36.5 [N
el 52k
6.6k
1.2k
870
= 570 (+) QALYs Gained u Averted LTCs
2.4k Averted Deaths m Averted Sepsis
Patient Level
Cases Averted QALYs Gained Cases Averted QALYs Gained
0.03 0.04
0.05 _— ' ) L2 0.04
0.10 <
0.04 - ﬁ
0.02 0.04 ——
0.04 =
005 - () ofo [
0.0
0.03 0.05
0.05 - Y 0.05
0.10 | 0.08 _
0.02 0.04 0.05 ]
0.05 | ‘ ' 015 [N
0.10 |
0.02
0.02
0.02 | ‘*' QALYs Gained m Averted LTCs
0.06 Averted Deaths m Averted Sepsis

Note: Results are centred on the standard of care (SOC) base case. Values represent incremental changes with fast ID, fast AST relative to SOC. Bars
to the left indicate cases averted; bars to the right indicate QALYs gained. Countries are grouped by baseline BSI population for comparability: <110k
(left panel) and >250k (right panel). Minor differences compared to Table 3 are due to rounding.

Abbreviations: QALY: Quality-adjusted life year; LTC: Long-term consequences.

ohe.org G



OHE

OFFICE OF HEALTH ECONOMICS

CONTRACT RESEARCH

Table 3 Clinical outcomes of fast ID/AST and SOC (patient and
population level)
CANADA FRANCE GERMANY ITALY JAPAN USA
CLINICAL Sepsis cases 0.26 044 0.44 0.44 0.66 0.44 043
OUTCOMES
UNDER SOC (PER  pgaths 0.20 0.36 032 036 037 034 0.31
PATIENT)
Patients with LTCs 045 019 020 049 0.42 022 022
QALYs gained 0.61 0.50 051 050 048 052 052
CLINICAL Sepsis cases 0.20 0.34 034 034 0.51 0.34 0.34
OUTCOMES
UNDER FAST Deaths 018 031 027 03 032 029 027
ID/AST (PER
PATIENT) ] ]
Patients with LTCs 043 047 017 0417 034 049 048
QALYs gained 063 054 056 054 053 056 056
CLINICAL Sepsis cases 1.4k 301k 335k 482k 166.0k 456k 3837k
OUTCOMES
UNDER SOC Deaths 8.5k 247k 247k 395k 921k 351k 2764k
(POPULATION)
Patients with LTCs 6.5k 13.3k 157k 212k 104.9k 233k 1953k
QALYs gained 26.0k 34.2k 394k 547k 121.8k 539k 4603k
CLINICAL Sepsis cases 87k 235k 262k 376k 1295k 356k 2993k
OUTCOMES
UNDER FAST Deaths 77k 211k 209k 337k 79.5k 209k 2399k
ID/AST
(POPULATION) _ _
Patients with LTCs 5.3k 1.4k 133k 182k 84.9k 195k 1618k
QALYs gained 26.9k 37.4k 427k 598k 1331k 583k 494.0k
32 Cost savings
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Over the 13-month time horizon (index hospitalisation plus 12-month post-discharge

follow-up), implementation of fast ID/AST was associated with consistent cost reductions
across all health systems modelled.

Table 4 presents the total costs under the SOC and under fast ID/AST, at both the per-
patient and population levels. Across all countries, total costs were lower under fast

ID/AST.
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Table 4 Costs of fast ID/AST and SOC in local currency (euros)
CANADA FRANCE GERMANY ITALY JAPAN UK USA
COSTS $19.1k €125k €13.2k €12.5k ¥4.5m £23.0k $56.4k
UNDER SOC .
Per-patient cost
©1.8k) €245k (€©26.5k) €©47.4k)
$809m €857m €1.0bn €1.4bn ¥11tn £2.4bn $49.9bn
Population cost
(€502m) (€6bn) (€2.8bn) (€41.9bn)
COSTS $18.1k €10.8k 1.2k €10.8k ¥3.8m £20.0k $53.0k
UNDER FAST .
ID/AST Per-patient cost
©n.3k) (€20.7k) ©23.1k) (€44.5k)
$767m €745m €860m €1.2bn ¥950bn £2.1bn $46.9bn
Population cost
(€476m) (€5.2bn) (€24bn)  (€39.4bn)

Costs reported in local currencies were converted to EUR using European Central Bank (ECB) euro foreign exchange reference rates (30 January
2026): 1EUR =1.1919 USD; 1 EUR = 1.6120 CAD; 1 EUR = 0.86620 GBP; 1 EUR = 183.59 JPY®.

Figure 5 illustrates the corresponding incremental costs, showing reductions on both a
per-patient basis and at the population level. These savings reflect lower costs during the
index hospitalisation as well as reduced downstream healthcare utilisation over the
subsequent year.

3 European Central Bank. Euro foreign exchange reference rates.
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Figure 5 Incremental and population level cost savings with fast
ID/AST
€4.0k €3.0bn ©4.0k
Q
€350.0m €364.4m
€35k ©3.5 €3.9k ©3.5
€2.5bn
€300.0m
€3.0k €3.0k
€250.0m €2.0bn 25k
€20k €2.5k .
€16k
€200.0m €2.0k €1.5bn €2.0k
€1.6k
€150.0 °179.3m
.um
€1.5k €1.5k
€1532m €1.0bn
€100.0m €627 S0k €972.9m 10k
€0.5bn
€50.0m €0.5k €0.5k
€26.6m
€0.0m €0.0k €0.0bn €0.0k
K13 &
“ O & () F ° <
mmmm Population Level Cost-Savings (€) mmmm Population Level Cost-Savings (€)
==O==Per-Patient Cost-Savings (€) === Per-Patient Cost-Savings (€)

Note: Results are centred on the standard of care (SOC) base case. Values represent incremental cost differences with fast ID/AST relative to SOC.
Bars reflect population-level cost savings, and the line indicates per-patient cost savings. Countries are grouped by baseline BSI population for
comparability: <110k (left panel) and >250k (right panel). Minor differences compared to Table 4 are due to rounding.
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Population level cost savings

Total cost savings ranged from €26.6 million in Canada to approximately €2.6 billion in
the USA. Across all countries, fast ID/AST was associated with substantial total cost
savings varying according to country-specific cost structures and the size of the adult BSI
population at high risk of progression to sepsis.

Decomposition of total savings by phase of care showed that reduction during the initial
hospitalisation phase accounted for most savings across most settings (Figure 6). The
share attributable to the initial hospitalisation ranged from 53% in Japan to 83% in the UK,
with a similarly high proportion observed in Canada (74%) and the USA (70%). In France,
Germany, and Italy, approximately 65-66% of total savings accrued during the initial
hospitalisation phase. The remaining share of savings arose from avoided post-sepsis
consequences, accounting for 17-47% of total savings across countries and contributing
most prominently in Japan.

This indicates that the economic benefits of fast ID/AST are realised immediately during
the index hospitalisation, as avoiding progression from BSI to sepsis and septic shock-
clinical states which are associated with substantially higher admission costs-generates
more immediate cost savings for health systems. At the same time, savings from avoided
post-sepsis consequences demonstrate that fast ID/AST has the potential to deliver
longer-term cost savings for health systems through reduced downstream morbidity and
care needs.
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While the magnitude of savings varies across countries, reflecting differences in
population size, baseline sepsis burden, and healthcare cost structures, the direction of
effect is consistent: fast diagnostics are associated with net cost savings in all countries
presented.

Proportion of total cost savings between initial
hospitalisation and post-sepsis phases.

100%
90%

80%
70%
60%
50%
40% 74% 83%
30% 65% 66% 65%
53%
20%
10%
0%

m Initial Hospitalisation Savings Post-Sepsis Savings

Per patient cost savings

Per-patient cost savings (Figure 5) ranged from €627 in Canada to€3.9k per patient in
Japan. Intermediate savings were observed in France (€1.6k), Italy (€1.6k), Germany
(€©2.0k), the USA (€2.9k, and the UK (€3.4k). Despite this heterogeneity in magnitude,
fast ID/AST consistently generated net cost savings across all settings, underscoring the
robustness of its economic value under country-specific cost and care pathways.

Cost-effectiveness

Across all countries, fast ID/AST diagnostics were associated with improved health
outcomes (Table 3) and net cost savings compared with standard of care (Figure 5). This
indicates that fast diagnostics dominate SOC in cost-effectiveness terms (that is, they
are cost-saving while improving outcomes), and meaningful incremental cost-
effectiveness ratios (ICERs) cannot be calculated.

Table 5 reports the implied maximum intervention cost per patient at which fast ID/AST
would remain either cost-neutral or cost-effective under typical cost-specific decision
thresholds. These values correspond directly to the estimated per-patient cost savings in
each setting and therefore represent the break-even price at which fast ID/AST would
generate no net budget impact.

70%
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Table 5 Maximum intervention cost per patient
THRESHOLD CANADA FRANCE GERMANY ITALY  JAPAN UK USA
MAXIMUM Cost-Neutral $1.0k e16k €20k €16k ¥708k £30k $3.5k
INTERVENTION o

COST (PER (Cost savings = 0) ©620) €©3.9k) ©3.4k) €©2.9K

PATIENT) Cost-Effective $2.0k N/A N/A N/A ¥930k £41k $5.4k,

$7.3k,

(€125 €51  (e47K) Sook

$11.1k

(€4.6k

€6.2k,

€7.8k,

€9.4k)

Note: ICER thresholds: Canada $50k, Japan ¥5-6m; UK £25-35k, USA $50k, $100k, $150k, and $200k. See Table 2.
ICER: incremental cost-effectiveness ratio
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Sensitivity analysis
One-way analyses

Results from the country-level sensitivity analyses show that while uncertainty in key
inputs can lead to substantial variation in the magnitude of estimated cost savings, the
overall conclusions remain stable across a wide variation of assumptions.

Across all countries, model outcomes were most sensitive to:

e Acute in-hospital cost parameters, in particular in-hospital BSI| and sepsis costs. For

example, changes to sepsis admission costs in France within plausible ranges
produced deviations of approximately €1,800 per patient relative to the base case;
however, both low- and high-cost scenarios remained cost saving. In Japan, where

acute care costs are higher compared to France, sensitivity to these parameters was

more pronounced; variations in sepsis costs within the specified ranges resulted in
swings of nearly €8,400 per patient, with both low-and high-cost scenarios still
demonstrating cost savings for the patient.

e The intervention effect, representing the impact of fast ID/AST on accelerating time

to appropriate therapy (i.e., reducing progression from BSI to sepsis). When this

parameter was varied across its published confidence interval (4% to 37%, compared

with a 22% base-case value), all countries except France and Italy remained cost-
saving. In France and Italy, applying the lower bound of the Cl removed the cost-
saving advantage, resulting in a small net cost of €28 and €42 per patient
respectively. Under the upper-bound scenario (37%), savings increased to

approximately €3,000 per patient for both countries. By contrast, uncertainty in post-
sepsis consequences and longer-term outcomes had only a limited effect on results

across countries.

While changes in parameter inputs influenced the size of the estimated savings, except for

the one example noted above, they did not change the overall finding that fast ID/AST
reduces costs by preventing patients from progressing to more severe and expensive

infection states. Even under conservative assumptions, the economic benefits are clear.

Overall, these findings show that the cost-saving nature of fast ID/AST is maintained
across a wide range of plausible assumptions, supporting confidence in the robustness
the economic conclusions despite uncertainty in individual inputs.

Full results for each country are given in Figure B1 in the Appendix.

of
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Probabilistic analyses

The probabilistic sensitivity analysis results are summarised in Figure 7, which shows the
proportion of simulations that were cost-saving, cost-effective, or neither across alll
countries.

Across the settings, the intervention was cost saving in the majority of simulations, ranging
from 63% in Germany to 96% in Japan.

The share of simulations that were neither cost saving nor cost effective was consistently
small, ranging from 2% to 37%, indicating a relatively low probability that fast ID/AST would
fail to demonstrate economic value under uncertainty across all settings.

Cost-effectiveness planes illustrating the joint distribution of incremental costs and
QALYs for each country are shown in Figure B2 in the appendix.

Probability of fast ID/AST being cost saving or cost
effective under simulation.

2
100% —— 2 | S7% |
90% L 19% 20%
37%

96% 93%
81% 84%
63% 65%
USA

Canada  France Germany ltaly Japan UK

[taly
(Sicily)

m Cost Saving Cost-Effective (non-dominant)  m Not Cost-Effective or Saving

Sicily scenario analysis

The direction of results and economic conclusions were consistent between the Italy base
case analysis and the Sicily scenario analysis (see Table 6). Patients in the Sicily scenario
experience a higher baseline burden of sepsis cases (0.568 vs 0.44 per patient), and
introduction of fast ID/AST resulted in greater number of sepsis cases averted per patient
compared with the base case (0.13 vs. 0.10). Per-patient cost savings were of a similar
order of magnitude in both settings (€1.6k in base case vs.€1.1k in Sicily). With savings in
each case driven primarily by reductions in the index hospitalisation phase. Overall, these
findings demonstrate that the economic value of fast ID/AST remains robust when applied
at a sub-national level, even in settings with varying baseline disease burden and cost
inputs.
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Table 6 Scenario analysis: Italy base case vs Sicily-specific
inputs

ITALY (BASE CASE)  ITALY (SICILY)

CLINICAL Sepsis cases 044 0.58
OUTCOMES UNDER
SOC (PER PATIENT)  peaths 0.36 0.37
Post-sepsis 0.19 0.30
consequence
QALYs gained 0.50 047
INCREMENTAL Avoided sepsis cases 0.10 013
CLINICAL
OUTCOMES WITH  Ayoided deaths 0.05 005
FAST ID/AST
Patients avoiding post- 0.02 0.05
sepsis consequence
QALYs gained 0.04 0.05
COST (PER Initial hospitalisation €8.3k €6.4k
PERSON) UNDER phase
SOC
One-year post- €41k €2.2k
discharge
Total €12.5k €8.6k
SAVINGS (PER Initial hospitalisation €10k €710
PERSON) WITH FAST phase
ID/AST
One-year post- €580 €400
discharge
Total €1.6k €11k

ohe.org 9
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Reflections on analyses and results

Interpretation of key findings

The analysis presented here suggests that fast ID/AST generate meaningful reductions in
costs and substantial improvements in health outcomes compared to SOC, demonstrated
across all seven countries. Fast ID/AST are therefore dominant in cost-effectiveness
terms, subject to the price of the intervention itself not exceeding the cost-savings.

The improvements are achieved through shortening time to appropriate treatment and
reducing the number of BSI patients progressing to sepsis and septic shock. In the longer
term, fewer patients are projected to experience long-term complications related to
sepsis, resulting in further savings in readmission and long-term management of these
conditions.

Cross-country variations in results

Although the overall direction of results is consistent, the magnitude of cost savings varies
substantially across the countries included in this analysis. These differences reflect
variation in population characteristics and health system structures, indicating that the
value of rapid diagnostics is not uniform across settings.

At the individual level, drivers of differences in magnitude of benefit include differences in
sepsis progression rates Chigher in Japan due to an older population) and the costs of
acute care avoided (greater in the United States). At the country-level, variation is
magnified by the size of the high-risk BSI population.

Other sources of variation may stem from differences in how sepsis and BSI cases are
identified and recorded, with levels of under-recognition or under-coding likely to vary
between countries (Liu et al., 2022).

These differences mean cross-country comparisons should be interpreted with caution.

Limitations of the analysis

The analysis suffers from various limitations, most of which suggest the impact of fast
ID/AST has been underestimated in this analysis:

e The analysis focuses on a 13-month time horizon, capturing acute outcomes
and short-term post-discharge consequences. While this reflects the period
during which most of the sepsis-related cost and health losses occur, earlier
intervention will also reduce the longer-term burden of post-sepsis syndrome
and recurrent complications. These additional benefits fall outside of the
current time horizon and therefore are not fully reflected in the results. The
analysis therefore likely underestimates the long-term savings attributable to
fast ID/AST.

e The evaluation adopts a healthcare systems perspective, aligning with decision-
making contexts across the countries. Broader societal effects-such as
productivity impacts, caregiver burden, and the wider value of fast ID/AST for
population health in the context of antimicrobial resistance (AMR) were not
quantified. On the latter, fast tests may have important implications for AMR as



OHE

ohe.org

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

set out in OHE's STRIDES diagnostic value framework (Fong et al., 2025).
Once again, as these pathways favour fast diagnostics, the results presented
here represent a conservative estimate of their full value.

Generally clinical evidence is limited, and key clinical parameters are often
estimated using a limited range of studies. Furthermore, country specific
evidence for several inputs was limited. As a result, some parameters required
the use of proxy values and/or data extrapolated from similar settings, with
these alternative inputs validated by local clinical experts. This introduced
meaningful uncertainty in country-level estimates, particularly where
differences in epidemiology, care pathways, and resource use may not be fully
reflected in available data. The sensitivity analyses were undertaken to capture
this uncertainty and demonstrate that the overall directional conclusions
remain consistent across plausible ranges.

The relationship between time to appropriate treatment and mortality was
modelled using a linear interpolation based on four published data points (Van
Heuverswyn et al., 2023). Due to limited empirical evidence describing the
form of this relationship, the model estimates the odds ratio for in-hospital
mortality at the assumed time to appropriate treatment values for fast ID/AST
(27.8 hours) and standard of care (70 hours in all countries, but 43.2 hours in
the US and Germany). This simplification introduces uncertainty, as the true
effect of delayed appropriate therapy may not be linear across the full range.
The linear approach likely represents a conservative estimate, and the actual
mortality impact — particularly among patients with sepsis or septic shock, may
be understated in the model as a result, once again suggesting the cost savings
and health gains may be underestimated.

Finally, the model uses a static structure and does not incorporate dynamic
interactions such as behavioural responses, operational constraints, or long-
term changes in AMR patterns resulting from altered antibiotic use (e.g,,
reduced selection pressure or stewardship-related prescribing changes). These
elements were outside the scope of this analysis but may be relevant
considerations for future work.
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Realising the full value of fast diagnostics

This analysis demonstrates that fast ID combined with fast AST testing can generate
substantial clinical and economic value across diverse healthcare systems. For the first
time, to our knowledge, a multi-country health economic model explicitly quantifies key
value drivers of fast AST in the context of sepsis care, linking reductions in time to
appropriate treatment to downstream impacts on mortality, long-term consequences and
healthcare costs. The results consistently show meaningful reductions in death, sepsis
progression, and post-sepsis morbidity, alongside cost savings and favourable cost-
effectiveness across settings. These findings support the case for broader adoption of fast
ID combined with fast AST as a mechanism to improve care pathways for patients with
BSls at high risk of developing sepsis.

Broader value drivers beyond turnaround time

Within the model, the primary driver of value of fast diagnostics is the reduction in time to
appropriate treatment, which translates into value in the form of improved clinical
outcomes and reduced costs. While faster turnaround time represents a major value
driver, fast diagnostics offer benefits that extend beyond speed. These additional value
drivers were beyond the scope of the model but remain important when considering real-
world implementation, broader health system impact, and mitigation of AMR. Wider drivers
of value include:

¢ Broad pathogen and antibiotic coverage: Modern fast diagnostic platforms can
identify multiple pathogens and detect resistance mechanisms within a single
assay, enabling syndromic testing approaches (Vasala, Hyténen and Laitinen,
2020). In addition, fast phenotypic AST systems provide timely, actionable data
across a broad range of antibiotics, allowing clinicians to optimise, escalate, or
de-escalate therapy in diverse BSI contexts. This combined breadth of organism
ID and antibiotic coverage enhances robustness in the face of evolving pathogen
profiles and resistance patterns.

e Operational efficiency: Certain diagnostic panels can identify polymicrobial
infections, reducing the need for repeated testing and lowering dependence on
culture-dependent workflows (Zhang et al., 2019). Novel molecular assays are
compatible with a variety of specimen types and, in some cases, capable of
identifying pathogens directly from samples without preliminary culture (Idelevich
and Becker, 2019). These features have the potential to streamline laboratory
operations by reducing manual workload, minimising opportunities for error, and
increasing throughput.

¢ Clinical integration and usability: Operational usability is central to the real-
world value of fast diagnostics. Simplified procedures, reduced hands-on time,
automated processing, and structured reporting formats support integration into
clinical workflows, reduce operator dependency, and enhance the clinical
interpretation and actionability of results (Kaprou et al, 2021; Zhang et al,, 2019).

Together, these value drivers demonstrate that fast diagnostics provide multi-dimensional
benefits that complement their speed. Notably, these benefits may be more pronounced
in settings with high AMR prevalence, where empirical therapy may be less effective
(Peralta et al, 2007). While interlinked, each value driver contributes to the broader value
of diagnostics in AMR mitigation, also reflected in the STRIDES AMR diagnostic value
framework (Fong et al. 2025).
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Barriers to value recognition and adoption

Key barriers to recognising the value of diagnostic technologies, including fast diagnostics,
include the following:

e Health technology assessment (HTA) and evaluation challenges: Diagnostics
are often not subject to any formal HTA process. Where diagnostic-specific
frameworks are utilised, they tend to focus narrowly on functionality attributes
such as analytical accuracy and short-term clinical utility, particularly in relation to
disease prognosis. Moreover, these processes typically focus on individual tests
rather than combinations used within a defined care pathway. Consequently,
these frameworks fail to capture the full value of diagnostics, including
operational efficiencies, system-level benefits, and long-term population impacts
such as AMR mitigation. The omission of these broader and often “hidden” value
elements, combined with difficulties in attributing downstream clinical benefits,
results in health gains frequently being credited to subsequent antibiotic
treatments alone, while diagnostics are primarily viewed as a cost rather than an
investment (Wellcome Trust, 2016). These challenges may be particularly
pronounced in countries without dedicated diagnostic assessment programmes.

e Reimbursement and funding limitations: Under existing reimbursement models
diagnostics are often perceived as add-on costs rather than value-generating
investments. Cases of BSls and sepsis predominantly occur in inpatient settings
and are reimbursed through bundled payment mechanisms such as DRGs (Sand
and Kugi, 2023). Within these structures, funding for diagnostics is typically
based on acquisition costs or absorbed into fixed tariffs, which do not reflect the
broader health system value of fast diagnostics (Wellcome Trust, 2016). As a
result, innovative diagnostics may appear as a financial burden within
reimbursement models despite their potential to avert immediate and
downstream costs (as shown in Figure 6).

¢ Misaligned incentives on adoption: Clinical adoption is further constrained by
misaligned incentives across the healthcare system. Diagnostic costs are
typically borne by hospital laboratories, while many of the resulting benefits such
as reduced post-discharge care costs accrue to other parts of the system. Such
financial silos mean that procurement decisions often rely on laboratory budgets
rather than system-level value assessments, resulting in underinvestment despite
clinical and economic benefits.

e Integration within healthcare systems: Infrastructure is often insufficient to
support integration into clinical and antimicrobial stewardship workflows, and
there is substantial variability in hospital readiness to adopt new diagnostic
pathways. Structural and workflow barriers, such as microbiology-clinical
interfaces, delayed communication of susceptibility results, and misalignment
between diagnostic turnaround times and antibiotic decision points, can further
restrict effective implementation. In some healthcare settings, laboratory services
do not operate continuously, limiting access diagnostic support outside standard
operating hours. Where services are not consistently available, fast ID/AST results
may not translate into immediate clinical decision-making, constraining real-
world utilisation and influencing perceptions of value (CSIMC, 2025).

Clearly, demonstrating the broader system-level value of fast diagnostics and working to
address the interrelated structural, operational, and behavioural challenges will be
essential to realising the full value of fast diagnostics in routine clinical practice. This
research provides a starting point by demonstrating the value of fast diagnostics to
patients and the healthcare system via cost-effectiveness analysis, demonstrating how
this could be completed within HTA. Elsewhere, we are continuing research into the wider
population health benefits of diagnostics in the context of AMR. Taken together, these
pieces of research will demonstrate the true value of diagnostics in the context of AMR.
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5.3 Steps to realising full value

Despite these systemic challenges, national policy initiatives increasingly recognise the
importance of fast diagnostics, particularly in the context of strengthening antimicrobial
stewardship and addressing AMR:

¢ The UK and the US AMR action plans highlight fast testing in supporting timely,
targeted antibiotic use (CARB, 2022; gov.uk, 2024).

e Germany’s Antimicrobial Resistance Strategy (DART 2030) sets an ambition to
reduce sepsis-related mortality by 30% and calls for earlier detection supported

by clinical guidelines that incorporate fast diagnostic tools (Federal Government
of Germany, 2024).

e France's 2024-2034 AMR roadmap emphasising fast testing as essential for
ensuring appropriate antibiotic prescribing and encourages continued research
and development in diagnostic innovation (gouv.fr, 2024). Recent guidance on
sepsis management also recommends the use of fast testing in cases of high-
risk, multidrug-resistant infections (HAS, 2025).

e Japan's National Action Plan on AMR (2023-2027) promotes the development of
fast and simplified diagnostics, including point-of-care testing, to support

pathogen ID, resistance detection, stewardship, and containment measures
(MHLW, 2023).

These policy commitments signal a growing consensus that diagnostics will play a
foundational role in reshaping infection management.

Realising the full value of fast diagnostics will require several enabling conditions alongside
coordinated action across the healthcare system. Actions must include:

e Strengthening evidence generation, including outcomes that capture faster
turnaround times, improved treatment optimisation, and population-level AMR
impacts, where relevant

e Expanding full value assessment to diagnostics, including long-term system-
wide health and economic value. This will equip decision makers with the
evidence required to prioritise appropriate reimbursement and utilisation of
diagnostics.

¢ Overhauling current approaches to reimbursement for diagnostics to
overcome misaligned incentives which risk discouraging the use of diagnostics.

e Integrating fast diagnostics within clinical pathways and protocols, supported
by operational readiness. In some contexts, this may require care pathways
supported by continuous access to diagnostic services. Without this, fast
diagnostic results may not consistently translate into immediate treatment
decisions, limiting real-world value realisation (CSIMC, 2025).

e Supporting clinician adoption through education, implementation support and
behaviour change initiatives.

e Engaging patient advocates and patient advocacy organisations to bring the
patient experience into public and regulatory consciousness.

Collectively, these actions provide a pathway for health systems to unlock the full value of
fast diagnostics, translating technological innovation into improved outcomes for patients,
strengthened population health, and more efficient and sustainable healthcare delivery.

ohe.org a
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Conclusions

This research provides an example of how fast diagnostics address a critical unmet need
by enabling earlier intervention in time-critical infections. In this analysis, fast ID and AST
generate meaningful improvements in sepsis outcomes and reductions in healthcare
costs across seven countries, even when assessed over a short one-year time horizon and
excluding benefits relating to AMR. In addition to these clinical and economic impacts,
fast diagnostics also have the potential to enhance hospital workflow efficiency and
laboratory operations by reducing manual workload, minimising opportunities for error, and
increasing throughput. These operational benefits represent an important source of value
that is rarely captured explicitly in HTA and reimbursement decision-making.

Beyond this specific case study, BSI, sepsis, and AMR continue to present major global
health challenges, for which fast diagnostics may deliver substantial value across a broad
spectrum of infectious disease settings. A growing evidence base indicates that these
technologies can be cost-effective, and in some cases cost saving, across a range of
healthcare settings (Mponponsuo et al,, 2022; Pliakos et al., 2018; Salvador et al., 2022),
However, routine adoption remains constrained by structural and financial barriers, limiting
the extent to which health systems can realise the clinical, economic, and operational
benefits associated with timely and optimised treatment decisions (Eubank, Long and
Perez, 2020).



OHE

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

ohe.org

References

Anon 2028. Service-Public.fr. [online] Available at: https:/www.service-
public.gouv.fr/particuliers/actualites/A17461. [Accessed 5 Mar. 2026].

Anon 2028. Sicily Population 2026. [online] World Population Review. Available at:
https://worldpopulationreview.com/regions/sicily. [Accessed 4 Mar. 20261,

Anon n.d. DRG_National Average Payment Table_Update.fm. Available at:
https://www.optumcoding.com/upload/docs/2021%20DRG_National%20Average%20Pay
ment%20Table_Update.pdf?srsitid=AfmBOoozz4aYubwv8SMmQtHpkHNx2wFwm_LTdv/
RVsccl)lwBHfFc4xIR. [Accessed 2 Mar. 2026].

Bai, A.D,, Daneman, N., Brown, KA, Boyd, J.G. and Gill, S.S., 2024. Long-term morbidity and
mortality of patients who survived past 30 days from bloodstream infection: A population-
based retrospective cohort study. Journal of Infection, 89(5), p.106283. DOI:
10.1016/j,jinf.2024.106283.

Bauer, KA, Perez, KK, Forrest, G.N. and Goff, D.A, 2014. Review of rapid diagnostic tests
used by antimicrobial stewardship programs. Clinical Infectious Diseases: An Official
Publication of the Infectious Diseases Society of America, 59 Suppl 3, pp.S134-145. DOI:
10.1093/cid/ciub47.

Binder, L., Ghadban, M, Sit, C. and Barnard, K., 2022. Health Technology Assessment
Process for Oncology Drugs: Impact of CADTH Changes on Public Payer Reimbursement
Recommendations. Current Oncology, 29(3), pp.15614—1526. DOI:
10.3390/curroncol29030127.

Broulikova, H-M., Wallage, )., Roggeveen, L, Fleuren, L., Guo, T, Elbers, PW.G. and Bosmans,
J.E., 2025. Cost-effectiveness of data driven personalised antibiotic dosing in critically il
patients with sepsis or septic shock. Journal of Clinical Monitoring and Computing, 39(5),
pp.937—946. DOI: 101007 /510877-024-01257-9.

Calsavara, A)., Costa, PA., Nobre, V. and Teixeira, A.L., 2021. Prevalence and risk factors for
post-traumatic stress, anxiety, and depression in sepsis survivors after ICU discharge.
Brazilian Journal of Psychiatry, 43(3), pp.269—276. DOI: 10.1590/1516-4446-2020-
0986.

Caspar, Y, Deves, A, Richarme, C., Le Marechal, M., Ponderand, L., Mounayar, A-L,, Lejeune,
S., Arata-Bardet, )., Gallouche, M., Recule, C., Maubon, D., Garnaud, C., Cornet, M., Veloso,
M., Chabani, B., Maurin, M., David-Tchouda, S. and Pavese, P, 2024. Clinical impact and
cost-consequence analysis of ePlex® blood culture identification panels for the rapid
diagnosis of bloodstream infections: a single-center randomized controlled trial. European
Journal of Clinical Microbiology & Infectious Diseases, 43(6), pp.1193—1203. DOI:
10.1007/510096-024-04820-z.

Chang, DW,, Tseng, C-H. and Shapiro, M.F, 2015. Rehospitalizations Following Sepsis:
Common and Costly*. Critical Care Medicine, 43(10), pp.2085—2093. DOI:
10.1097/CCM.0000000000001159.

Coburn, B, Morris, AM., Tomlinson, G. and Detsky, AS., 2012. Does this adult patient with
suspected bacteremia require blood cultures? JAMA, 308(5), pp.502—511. DOI:
10.1001/jama.2012.8262.

Cooper, L, Yu, K, Van Benten, K, Patkar, A, Ye, G, Gregory, S, Ai, C. and Gupta, V,, 2024.
Hospital mortality and length of stay associated with Enterobacterales positive blood
cultures: a multicenter analysis. Microbiology Spectrum, 12(8), pp.e00402-24. DOI:
10.1128/spectrum.00402-24.



OHE

ohe.org

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

CSIMGC, 2025. General Assembly Document. [online] Japan: Central Social Insurance
Medical Council, pp.44—580. Available at:
https://www.mhlw.go.jp/content/10808000/001600993.pdf.

Eddine Boughazi, H., 2023. Explorative cost-effectiveness analysis of a rapid ID/AST
bioMérieux solution for patients with bloodstream infections. [online] Available at:
https:/www.ispor.org/docs/default-
source/euro2023/isporeurope23boughaziee639poster132015-
pdfpdf?sfvrsn=26e72c92_0. [Accessed 6 Feb. 2026].

Ericson, O, Hjelmgren, ], Sjévall, F. and Séderberg, J., 2022. The Potential Cost and Cost-
Effectiveness Impact of Using a Machine Learning Algorithm for Early Detection of Sepsis
in Intensive Care Units in Sweden. Journal of Health Economics and Outcomes Research,
9(1), pp.101—10. DOI: 10.36469/jheor.2022.33951.

Ernstsson, O, Hagberg, K, Janssen, M.F, Bonsel, G.),, Korkmaz, S., Zethraeus, N. and Heintz,
E, 2022. Health-related quality of life in patients with lower limb amputation — an
assessment of the measurement properties of EQ-5D-3L and EQ-5D-5L using data from
the Swedish Amputation and Prosthetics Registry. Disability and Rehabilitation, 44(26),
pp.8471—8479. DOI: 10.1080/09638288.2021.2015628.

Eubank, TA, Long, SW. and Perez, KK, 2020. Role of Rapid Diagnostics in Diagnosis and
Management of Patients With Sepsis. The Journal of Infectious Diseases,
222(Supplement_2), pp.S103—S109. DOI: 10.1093/infdis/jiaa263.

Federal Government of Germany, 2024. st DART 2030 Action Plan 2024-2026. [online]
Available at:
https:/www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/A/Antibi
otika-Resistenz-Strategie/1st_DART_2030_Action_Plan_en.pdf? [Accessed 8 Dec.
2024].

Fleischmann-Struzek, C., Rose, N., Freytag, A, Spoden, M., Prescott, H.C.,, Schettler, A,
Wedekind, L., Ditscheid, B., Storch, J., Born, S., Schlattmann, P, Glnster, C., Reinhart, K. and
Hartog, C.S., 2021. Epidemiology and Costs of Postsepsis Morbidity, Nursing Care
Dependency, and Mortality in Germany, 2013 to 2017. JAMA Network Open, 4(11),
p.2134290. DOI: 10.1001/jamanetworkopen.2021.34290.

Fong, H., Bray, G., Hampson, G. and Steuten, L., 2025. Taking STRIDES: The Value of
Diagnostics Against AMR. [online] Available at: https:/www.ohe.org/publications/taking-
strides-the-value-of-diagnostics-against-amr/. [Accessed 9 Feb. 20261.

Gardner, AK, Ghita, G.L., Wang, Z, Ozrazgat-Baslanti, T, Raymond, S.L,, Mankowski, RT,
Brumback, B.A,, Efron, PA, Bihorac, A,, Moore, FA., Anton, S.D. and Brakenridge, S.C., 2019.
The Development of Chronic Critical lliness Determines Physical Function, Quality of Life,
and Long-Term Survival Among Early Survivors of Sepsis in Surgical ICUs*. Critical Care
Medicine, 47(4), pp.5666—573. DOI: 10.1097/CCM.0000000000003655.

Gautier, L., Azzi, ., Saba, G., Bonnelye, G. and de Pouvourville, G., 2023. Population norms
in France with EQ-5D-5L: health states, value indexes, and VAS. The European journal of
health economics: HEPAC: health economics in prevention and care, 24(9), pp.15617—1530.
DOI: 10.1007/s10198-022-01559-2.

Geessink, N.H., Schoon, Y, Olde Rikkert, M.G.M. and Melis, RJ., 2017. Criterion Validity of a
Frailty Index Derived from the Easycare Instrument. Journal of the American Geriatrics
Society, 65(1), pp.222—224. DOI: 10.1111/jgs14546.

Gilmour, H. and Ramage-Morin, P, 2021. Association of frailty and pre-frailty with increased
risk of mortality among older Canadians. [online] Available at:
https://www150.statcan.gc.ca/n1/pub/82-003-x/2021004 /article/00002-eng.htm.
[Accessed 4 Nov. 2025].



OHE

ohe.org

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

gouvfr, 2024. Interministerial roadmap 2024 - 2034 Prevention and reduction of antibiotic
resistance and the fight against antimicrobial resistance. [online] Available at:
https://sante.gouv.fr/IMG/pdf/interministerial_roadmap_2024_2034_amr.pdf.
[Accessed 8 Dec. 2025].

gov.uk, 2024. Confronting antimicrobial resistance 2024 to 2029. [online] Available at:
https://assets.publishing.service.gov.uk/media/664394d9993111924d9d3465/confronti
ng-antimicrobial-resistance-2024-to-
2029.pdf#:~text=This%20national%20action%20plan%20%28NAP%29%2C%20%E2%8
0%98Confronting%20antimicrobial%20resistance,for%s2 0AMR%20t0%20be?%20containe
d%2C%20controlled%20and%20mitigated.

Gray, A.P, Chung, E., Hsu, R.L, Araki, DT, Hayoon, AG., Weaver, N.D, Swetschinski, L.R,
Wool, E.E., Han, C., Mestrovic, T, lkuta, KS., Abbas, N., Abbasi, M., ElHafeez, S.A., Abdisa,
W.M., Abdoun, M., Abdullahi, A, Abebe, M., Abejew, AA, et al,, 2025. Global, regional, and
national sepsis incidence and mortality, 19990—2021: a systematic analysis. The Lancet
Global Health, 13(12), pp.e2013—e2026. DOI: 10.1016/52214-109X(25)00356-0.

Haute Autorité de Santé (HAS), 2025. [Management of sepsis in newborns, children, and
adults: recommendations for an integrated care pathway]. [online] Available at:
https:/www.has-sante.fr/upload/docs/application/pdf/2025-02 /reco_sepsis.pdf.
[Accessed 30 Mar, 2026].

ICER, 2019. Perspectives on Cost-Effectiveness Threshold Ranges. Boston, MA: Institute for
Clinical and Economic Review, pp.1—8.

Idelevich, E.A. and Becker, K, 2019. How to accelerate antimicrobial susceptibility testing.
Clinical Microbiology and Infection, 25(11), pp.1347—1355. DOI:
10.1016/j.cmi.2019.04.025.

Idelevich, E.A, Seifert, H., Sundqvist, M., Scudeller, L., Amit, S, Balode, A, Bilozor, A,
Drevinek, P, Kocak Tufan, Z,, Koraqi, A, Lamy, B.,, Marekovié, |., Miciuleviciene, J., Muller
Premru, M., Pascual, A., Pournaras, S., Saegeman, V., Schgnheyder, HC., Schrenzel, )., et al.,
2019. Microbiological diagnostics of bloodstream infections in Europe—an ESGBIES
survey. Clinical Microbiology and Infection, 25(11), pp.1399—1407. DOI:
10.1016/j.cmi.2019.03.024.

Kadri, S.S, Lai, Y.L., Warner, S,, Strich, J.R., Babiker, A, Ricotta, E.E., Demirkale, CY., Dekker, J.P,
Palmore, T.N., Rhee, C., Klompas, M., Hooper, D.C,, Powers, J.H., Srinivasan, A, Danner, R.L.
and Adjemian, J., 2021a. Inappropriate Empiric Antibiotic Therapy in Bloodstream Infections
at US. Hospitals based on Discordant In vitro Susceptibilities: A Retrospective Cohort
Analysis of Prevalence, Predictors and Mortality Risk. The Lancet. Infectious diseases, 21(2),
pp.241—251. DOI: 10.1016/31473-3099(20)30477-1.

Kadri, S.S, Lai, Y.L., Warner, S,, Strich, J.R., Babiker, A, Ricotta, E.E., Demirkale, CY., Dekker, J.P,
Palmore, T.N., Rhee, C., Klompas, M., Hooper, D.C,, Powers, J.H., Srinivasan, A, Danner, R.L.
and Adjemian, J., 2021b. Inappropriate empirical antibiotic therapy for bloodstream
infections based on discordant in-vitro susceptibilities: a retrospective cohort analysis of

prevalence, predictors, and mortality risk in US hospitals. The Lancet Infectious Diseases,
21(2), pp.241—251. DOI: 10.1016/S1473-3099(20)30477-1.

Kaprou, G.D., Bergspica, |, Alexa, E.A., Alvarez-Ordéfiez, A. and Prieto, M., 2021. Rapid
Methods for Antimicrobial Resistance Diagnostics. Antibiotics, 10(2), p.209. DOI:
10.3390/antibiotics10020209.

Kitano, T. and Tsuzuki, S., 2025. Assessment of cost-effectiveness threshold using a
double-bounded dichotomous choice model. Public Health in Practice, 11, p.100705. DOI:
10.1016/j.puhip.2025.100705.



OHE

ohe.org

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

Koster-Brouwer, M.E,, van de Groep, K, Pasma, W, Smeets, H.M,, Slooter, AJ.C, de Lange,
DW, van Dijk, D,, van der Poll, T,, Bonten, M.J.M., Cremer, O.L, and On behalf of the MARS
Consortium, 2016. Chronic healthcare expenditure in survivors of sepsis in the intensive
care unit. Intensive Care Medicine, 42(10), pp.1641—1642. DOI: 10.1007/s00134-016-
4442-0.

Kumar, A, Hammond, N., Grattan, S, Finfer, S. and Delaney, A., 2024. Accuracy of
International Classification of Disease Coding Methods to Estimate Sepsis Epidemiology:
A Scoping Review. Journal of Intensive Care Medicine, 39(1), pp.3—11. DOI:
10.1177/08850666231192371.

Leibson, C.L, Long, KH., Ransom, J.E, Roberts, RO,, Hass, S.L,, Duhig, A M., Smith, CY.,
Emerson, J.A,, Pankratz, V.S. and Petersen, RC., 2015. Direct medical costs and source of
cost differences across the spectrum of cognitive decline: A population-based study.
Alzheimer’s & dementia : the journal of the Alzheimer’s Association, 11(8), pp.917—932. DOI:
10.1016/j.jalz.2015.01.007.

Liu, B, Hadzi-Tosev, M,, Liu, Y., Lucier, K., Garg, A, Li, S,, Heddle, N.M., Rochwerg, B. and
Ning, S., 2022. Accuracy of International Classification of Diseases, 10th Revision Codes
for Identifying Sepsis: A Systematic Review and Meta-Analysis. Critical Care Explorations,
4(11), p.e0788. DOI: 10.1097/CCE.0000000000000788.

Liu, K, Watanabe, S., Nakamura, K., Nakano, H., Motoki, M., Kamijo, H., Ayaka, M., Ishii, K.,
Morita, Y., Hongo, T, Shimojo, N., Tanaka, Y., Hanazawa, M., Hamagami, T, Oike, K, Kasugai,
D, Sakuda, Y, Irie, Y., Nitta, M., et al,, 2025. One-year outcomes in sepsis: a prospective
multicenter cohort study in Japan. Journal of Intensive Care, 13(1), p.23. DOI:
10.1186/s40560-025-00792-0.

Liu, VX, Fielding-Singh, V., Greene, J.D,, Baker, ] M., lwashyna, TJ., Bhattacharya, ). and
Escobar, GJ., 2017. The Timing of Early Antibiotics and Hospital Mortality in Sepsis.
American Journal of Respiratory and Critical Care Medicine, 196(7), pp.856—863. DOI:
10.1164 /rccm.201609-18480C.

MHLW, 2023. National Action Plan on Antimicrobial Resistance (AMR) 2023—2027.
[online] Tokyo: Ministry of Health, Labour and Welfare, p.70. Available at:
https://www.mhlw.go.jp/content/10900000/001096228.pdf.

Ministero della Salute, 2025. Ministry of Health - Main characteristics of Diagnosis Related
Groups (DRG). [online] Available at: https://www.salute.gov.it/new/it/tema/assistenza-
ospedaliera/principali-caratteristiche-diagnosis-related-groups-drg/. [Accessed 10 Nov.
2025].

Moon, RC.,, MacVane, S.H., David, J., Morton, ).B, Rosenthal, N. and Claeys, KC., 2024.
Clinical Outcomes of Early Phenotype-Desirable Antimicrobial Therapy for
Enterobacterales Bacteremia. JAMA Network Open, 7(12), p.e2451633. DOI:
10.1001/jamanetworkopen.2024.51633.

Mponponsuo, K, Leal, )., Spackman, E., Somayaiji, R, Gregson, D. and Rennert-May, E., 2022.
Mathematical model of the cost-effectiveness of the BioFire FilmArray Blood Culture
Identification (BCID) Panel molecular rapid diagnostic test compared with conventional
methods for identification of Escherichia coli bloodstream infections. Journal of
Antimicrobial Chemotherapy, 77(2), pp.507—516. DOI: 10.1093/jac/dkab398.

NHS England (NHSE), 2025. National Cost Collection for the NHS. [online] Available at:
https:/www.england.nhs.uk/costing-in-the-nhs/national-cost-collection/. [Accessed 5
Nov. 2025].

NICE, 2025. Changes to NICE’s cost-effectiveness thresholds confirmed. [online] NICE
website: The National Institute for Health and Care Excellence. Available at:



OHE

ohe.org

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

https://www.nice.org.uk/news/articles/changes-to-nice-s-cost-effectiveness-thresholds-
confirmed. [Accessed 26 Jan. 2026].

Oami, T, Imaeda, T, Nakada, T, Abe, T, Takahashi, N., Yamao, Y., Nakagawa, S., Ogura, H,,
Shime, N., Umemura, Y., Matsushima, A. and Fushimi, K., 2022. Temporal trends of medical
cost and cost-effectiveness in sepsis patients: a Japanese nationwide medical claims
database. Journal of Intensive Care, 10(1), p.33. DOI: 10.1186/s40560-022-00624-5.

Pandolfi, F., Guillemot, D., Watier, L. and Brun-Buisson, C., 2022. Trends in bacterial sepsis
incidence and mortality in France between 2015 and 2019 based on National Health Data

System (Systéme National des données de Santé (SNDS)): a retrospective observational
study. BMJ Open, 12(5), p.e058205. DOI: 10.1136/bmjopen-2021-058205.

Pani, A. and Capasso, G., 2022. Global Dialysis Perspective: Italy. Kidney360, 3(11), p.1948.
DOI: 10.34067/KID.0007462021.

Paoli, CJ., Reynolds, M.A, Sinha, M., Gitlin, M. and Crouser, E., 2018. Epidemiology and
Costs of Sepsis in the United States—An Analysis Based on Timing of Diagnosis and
Severity Level*. Critical Care Medicine, 46(12), pp.1889—1897. DOI:
10.1097/CCM.0000000000003342.

Penven, M,, Louazon, M., Freret, C,, Sauron, A, Pilard, M., Creignou, E., Gardan, O., Haumont,
M., Zouari, A, Lorre, S. and Cattoir, V., 2025. Comparative performances of the Qvella FAST
system and conventional methods for rapid identification and antibiotic susceptibility
testing on monomicrobial positive blood cultures. fournal of Clinical Microbiology, 63(2),
pp.e01332-24. DOI: 10.1128/jcm.01332-24.

Peralta, G., Sanchez, M.B., Garrido, ).C., De Benito, |, Cano, M.E., Martinez-Martinez, L. and
Roiz, M.P, 2007. Impact of antibiotic resistance and of adequate empirical antibiotic
treatment in the prognosis of patients with Escherichia coli bacteraemia. The Journal of
Antimicrobial Chemotherapy, 60(4), pp.855—863. DOI: 10.1093/jac/dkm279.

Peri, AM., Chatfield, M.D, Ling, W, Furuya-Kanamori, L., Harris, PN.A. and Paterson, D.L,
2024. Rapid Diagnostic Tests and Antimicrobial Stewardship Programs for the
Management of Bloodstream Infection: What Is Their Relative Contribution to Improving

Clinical Outcomes? A Systematic Review and Network Meta-analysis. Clinical Infectious
Diseases, 79(2), pp.502—515. DOI: 10.1093/cid/ciae234.

Peri, AM., Ling, W.,, Furuya-Kanamori, L., Harris, PN.A. and Paterson, D.L,, 2022.
Performance of BioFire Blood Culture Identification 2 Panel (BCID2) for the detection of
bloodstream pathogens and their associated resistance markers: a systematic review and
meta-analysis of diagnostic test accuracy studies. BMC Infectious Diseases, 22(1), p.794.
DOI: 10.1186/s12879-022-07772-x.

Pipito, L., Puccio, R., Marrali, D., Mancuso, A,, Gagliano, M.C., Gaudiano, R,, Piccione, M.,
laria, C. and Cascio, A.,, 2024. Sepsis in Patients Hospitalized in Sicily, Italy, over the Period
of 2016—2020: A Retrospective Study. Journal of Clinical Medicine, 13(8), p.2239. DOI:
10.3390/jem13082239.

Pliakos, E.E., Andreatos, N., Shehadeh, F, Ziakas, P.D. and Mylonakis, E., 2018. The Cost-
Effectiveness of Rapid Diagnostic Testing for the Diagnosis of Bloodstream Infections
with or without Antimicrobial Stewardship. Clinical Microbiology Reviews, 31(3),
pp.e00095-17. DOI: 10.1128/CMR.00095-17.

Prescott, H.C,, Antonelli, M., Alhazzani, W., Mgller, M.H., Alshamsi, F,, Azevedo, LC.P, Belley-
Cote, E, De Waele, J,, Derde, L., Dionne, J.C,, Evans, L., Gershengorn, H.B., Hodgson, C.L,,
Honarmand, K., Kesecioglu, J., Mcintyre, L, Mer, M., Nunnally, M.E., Oczkowski, SJW, et al,,
2026. Surviving Sepsis Campaign: International Guidelines for Management of Sepsis and
Septic Shock 2028, Critical Care Medicine. [online] DOI:
10.1097/CCM.0000000000007075.



OHE

ohe.org

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

Prescott, H.C. and Iwashyna, T.J., 2019. Improving Sepsis Treatment by Embracing
Diagnostic Uncertainty. Annals of the American Thoracic Society, 16(4), pp.426—429.
DOI: 10.1513/AnnalsATS.201809-646PS.

Rhee, C., Chen, T,, Kadri, S.S,, Lawandi, A., Yek, C., Walker, M., Warner, S., Fram, D., Chen, H.-
C., Shappell, C.N,, DelloStritto, L., Klompas, M., and CDC Prevention Epicenters Program,
2024. Trends in Empiric Broad-Spectrum Antibiotic Use for Suspected Community-Onset
Sepsis in US Hospitals. JAMA Network Open, 7(8), p.e2418923. DOI:
10.1001/jamanetworkopen.2024.18923.

Rojas-Garcia, P, Pol, S. van der, Asselt, AD.l. van, Postma, M.}, Rodriguez-lbeas, R, Juarez-
Castell, C.A, Gonzalez, M. and Antofianzas, F, 2021. Diagnostic Testing for Sepsis: A
Systematic Review of Economic Evaluations. Antibiotics, [online] 11(1). DOI:
10.3390/antibiotics11010027.

Rostoker, G., 2022. Cost of Home Dialysis in France. Bulletin de la Dialyse a Domicile, 5(3),
pp.213—222. DOI: 10.25796/bdd v5i3.67593.

Rotundo, S., Russo, A, Morena, R., Garofalo, E., Morrone, H.L., Mazza, G., Neri, G., Marascio,
N., Bruni, A, Matera, G., Quirino, A. and Serapide, F, 2026. Early targeted therapy guided by
rapid phenotypic antimicrobial susceptibility testing in critically ill patients with Gram-
negative bacterial bloodstream infections: a retrospective cohort study. Journal of
Antimicrobial Chemotherapy, 81(3), p.dkag056. DOI: 10.1093/jac/dkag056.

Rudd, K.E,, Johnson, SC., Agesa, KM, Shackelford, KA, Tsoi, D, Kievlan, DR, Colombara,
DV, lkuta, KS, Kissoon, N., Finfer, S., Fleischmann-Struzek, C., Machado, F.R, Reinhart, KK,
Rowan, K., Seymour, CW, Watson, RS., West, T.E., Marinho, F, Hay, S.I, et al., 2020. Global,
regional, and national sepsis incidence and mortality, 1990—2017: analysis for the Global
Burden of Disease Study. The Lancet, 395(10219), pp.200—211. DOI: 10.1016/S0140-
6736(19)32989-7.

Salvador, B.C,, Lucchetta, RC, Sarti, FM, Ferreira, F.F, Tuesta, E.F, Riveros, BS, Nogueira,

KS., Almeida, B.M.M., Borba, H.H.L. and Wiens, A, 2022. Cost-Effectiveness of Molecular
Method Diagnostic for Rapid Detection of Antibiotic-Resistant Bacteria. Value in Health
Regional Issues, 27, pp.12—20. DOI: 10.1016/j.vhri.2021.07.009.

Sand, J. and Kuqi, A, 2023. Current Challenges in Sepsis Documentation and Coding: A
Review of the Literature. Perspectives in Health Information Management, 20(3), p.1g.

Schifman, R.B.,, Meier, FA. and Souers, RJ.,, 2015. Timeliness and Accuracy of Reporting
Preliminary Blood Culture Results: A College of American Pathologists Q-Probes Study of
65 Institutions. Archives of Pathology & Laboratory Medicine, 139(5), pp.621—626. DOI:
10.5858/arpa.2014-0258-CP.

Schmidt, K, Huelle, K, Reinhold, T, Prescott, H., Gehringer, R, Hartmann, M., Lehmann, T,
Mueller, F., Reinhart, K., Schneider, N., Schroevers, M., Kosilek, R., Vollmar, H., Heintze, C,
Gensichen, J., and the SMOOTH Study Group, 2022. Healthcare Utilization and Costs in
Sepsis Survivors in Germany—Secondary Analysis of a Prospective Cohort Study. Journal
of Clinical Medicine, 11(4), p.1142. DOI: 10.3390/jcm11041142.

Sepsis Alliance, 2024. 2023 Sepsis Alliance Survivor Survey. [online] Available at:
Sepsis.org.

Seymour, CW, Gesten, F, Prescott, HC, Friedrich, M.E,, Iwashyna, TJ., Phillips, G.S,,
Lemeshow, S., Osborn, T, Terry, KM. and Levy, M.M,, 2017. Time to Treatment and Mortality
during Mandated Emergency Care for Sepsis. New England Journal of Medicine, 376(23),
pp.2235—2244. DOI: 10.1056/NEJMoa1703058.

Shappell, CN,, Yu, T, Klompas, M., Agan, A.A, DelloStritto, L., Faine, B.A,, Filbin, M.R,, Mohr,
N.M.,, Park, ST., Plechot, K,, Porter, E., Roach, D., Train, S.E., Zepeski, A. and Rhee, C., 2025.



OHE

ohe.org

OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

Frequency of Antibiotic Overtreatment and Associated Harms in Patients Presenting With
Suspected Sepsis to the Emergency Department: A Retrospective Cohort Study. Clinical
Infectious Diseases, 80(6), pp.1197—1207. DOI: 10.1093/cid/ciaf118.

Shirneshan, E.,, Bailey, J., Relyea, G., Franklin, B.E,, Solomon, D.K. and Brown, LM, 2013.
Incremental direct medical expenditures associated with anxiety disorders for the US.

adult population: Evidence from the Medical Expenditure Panel Survey. Journal of Anxiety
Disorders, 27(7), pp.720—727. DOI: 10.1016/}.janxdis.2013.09.009.

Singer, M., Deutschman, C.S., Seymour, CW,, Shankar-Hari, M., Annane, D., Bauer, M.,
Bellomo, R, Bernard, G.R,, Chiche, J.-D., Coopersmith, C.M., Hotchkiss, RS., Levy, M.M,,
Marshall, J.C.,, Martin, G.S,, Opal, S.M., Rubenfeld, G.D., Van Der Poll, T, Vincent, J-L. and
Angus, D.C., 2016. The Third International Consensus Definitions for Sepsis and Septic
Shock (Sepsis-3). JAMA, 315(8), p.801. DOI: 10.1001/jama.2016.0287.

Spieler, J.-F. and de Pouvourville, G., 2007. Evaluation du co(t de la prise en charge
médicale ambulatoire des patients atteints d’'un accident vasculaire cérébral: Enquéte
postale aupres des patients du registre de Dijon. La Presse Médicale, 36(3, Part 1),
pp.399—403. DOI: 10.1016/}.lpom.2006.08.002.

Statistics Canada, 2025. Deaths involving sepsis in Canada. [online] Available at:
https:/www150.statcan.gc.ca/n1/pub/82-624-x/2016001/article/14308-
eng.htm?utm_source=chatgpt.com. [Accessed 6 Nov. 2025].

Stouka, X, Stergiannis, P, Konstantinou, E., Katsoulas, T, Intas, G., Skopa, R. and Fildissis, G.,
2021. Health-Related Quality of Life and Rehabilitation Costs of Patients with Amputated
Limb. Advances in Experimental Medicine and Biology, 1337, pp.237—243. DOI:
10.1007/978-3-030-78771-4_27.

Task Force for Combating Antibiotic-Resistant Bacteria (CARB), 2022. National Action
Plan for Combating Antibiotic, Resistant Bacteria. [online] Available at:
https://aspe.hhs.gov/sites/default/files/documents/d5d01eb69710588247eb2aef3a46¢1
18/HHS_ASPE_CARB_Report_Year5.pdf? [Accessed 10 Dec. 2025].

Tibbetts, R, George, S, Burwell, R, Rajeev, L., Rhodes, PA, Singh, P. and Samuel, L., 2022.
Performance of the Reveal Rapid Antibiotic Susceptibility Testing System on Gram-
Negative Blood Cultures at a Large Urban Hospital. Journal of Clinical Microbiology, 60(6),
pp.e00098-22. DOI: 10.1128/jcm.00098-22.

Timsit, J-F, Ruppé, E., Barbier, F, Tabah, A. and Bassetti, M., 2020. Bloodstream infections in
critically ill patients: an expert statement. Intensive Care Medicine, 46(2), pp.266—284.
DOI: 10.1007/s00134-020-05950-6.

Van Der Slikke, E.C., Beumeler, L.F, Holmqvist, M., Linder, A, Mankowski, RT. and Bouma,
H.R, 2023. Understanding Post-Sepsis Syndrome: How Can Clinicians Help? Infection and
Drug Resistance, Volume 16, pp.6493—6511. DOI: 10.2147/IDR.S390947.

Van Heuverswyn, J,, Valik, ] K, Desirée Van Der Werff, S., Hedberg, P, Giske, C. and Nauclér,
P, 2023. Association Between Time to Appropriate Antimicrobial Treatment and 30-day
Mortality in Patients With Bloodstream Infections: A Retrospective Cohort Study. Clinical
Infectious Diseases, 76(3), pp.469—478. DOI: 10.1093/cid/ciac727.

Van Wilder, L., Rammant, E,, Clays, E., Devleesschauwer, B., Pauwels, N. and De Smedt, D,
2019a. A comprehensive catalogue of EQ-5D scores in chronic disease: results of a
systematic review. Quality of Life Research, 28(12), pp.31563—3161. DOI: 10.1007 /s11136-
019-02300-y.

Van Wilder, L, Rammant, E, Clays, E., Devleesschauwer, B, Pauwels, N. and De Smedt, D,
2019b. A comprehensive catalogue of EQ-5D scores in chronic disease: results of a



OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

systematic review. Quality of Life Research, 28(12), pp.31563—3161. DOI: 10.1007 /s11136-
019-02300-y.

Vasala, A, Hyténen, V.P. and Laitinen, O.H., 2020. Modern Tools for Rapid Diagnostics of
Antimicrobial Resistance. Frontiers in Cellular and Infection Microbiology, 10, p.308. DOI:
10.3389/fcimb.2020.00308.

Wellcome Trust, 2016. Four diagnostic strategies for better-targeted antibiotic use. [online]
Available at: https://iiifwellcomecollection.org/file/b29272087_diagnostic-strategies-for-
better-targeted-antibiotic-use-wellcome-jul15.pdf. [Accessed 11 Dec. 2025].

World Health Organisation (WHO), 2024. Sepsis. [online] Available at:
https:/wwwwho.int/news-room/fact-sheets/detail/sepsis. [Accessed 14 Oct. 2025].

Wu, J., Hall, M., Dondo, T.B., Wilkinson, C., Ludman, P, DeBelder, M., Fox, KA.A., Timmis, A.
and Gale, C.P, 2019. Association between time of hospitalization with acute myocardial
infarction and in-hospital mortality. European Heart Journal, 40(15), pp.1214—1221. DOI:
10.1093/eurheartj/ehy835.

Yuceel-Timur, I, Thierry, E,, Chainier, D, Ndao, |., Labrousse, M., Grélaud, C., Bala, Y. and
Barraud, O., 2024. Retrospective evaluation of rapid genotypic 1D and phenotypic AST
systems on positive blood culture turnaround time and simulated potential impacts on

bloodstream infection management. Journal of Antimicrobial Chemotherapy,
79(Supplement_1), pp.i26—i31. DOI: 10.1093/jac/dkae280.

Zhang, Y., Hu, A, Andini, N. and Yang, S., 2019. A ‘culture’ shift: Application of molecular
techniques for diagnosing polymicrobial infections. Biotechnology Advances, 37(3),
pp.476—490. DOI: 10.1016/].biotechadv.2019.02.013.

ohe.org @



OHE

OFFICE OF HEALTH ECONOMICS

CONTRACT RESEARCH
A di
. .
A. Extended inputs with references Table
. .
Table A1  Full table of inputs with references
Canada France Germany Italy Italy (Sicily) Japan UK USA
Inputs
Value Source Value Source Value Source Value Source Value Source Value Source Value Source Value Source
Country population 40m | (UNDESA2025) | 66m | CUNDESA2025) | 8Sm | (UNDESA2025) | Som | (UNDESA2025) | 4gm | CRondPopustion | gpam | (UNDESA2025) | 69m | (UNDESA2025) | 344m | (UNDESA 2025)
Adults hospitalised BSI Calculation, (S:I:élli":i:n"r‘i- Calculation, Calculation, Calculation, (E al!?zlat;(;?t.h Calculation, (Paoli
42k (Verway et al., 69k (PMSI, 2023) 76k ! 110k (Bordino et al,, 3.4k (Bordino et al, 250k (Imaeda et al, 104k Ut 880k wation, !
20229 Struzek et al., 2021 2021 2021 England (PHE), et al, 2018)
2021) 2019)
BSI to Sepsis (Fleischmann- (Fleischmann- (Fleischmann- (Pipito et al (Imaeda et al,, (Fleischmann-
26% (Bai et al,, 2024) 44% Struzek et al,, 44% Struzek et al,, 44% Struzek et al,, 58% 'F2"02 4) ” 67% 2021) 44% Struzek et al,, 43% (Paoli et al., 2018)
2021) 2021) 2021) 2021)
BSI to No Sepsis 74% Calculated 56% Calculated 56% Calculated 56% Calculated 42% Calculated 33% Calculated 56% Calculated 57% Calculated
BSI to Death CLAUPLAND et al. (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann-
1% 2016) " 12% Struzek et al,, 12% Struzek et al,, 12% Struzek et al,, 12% Struzek et al, 15% Struzek et al,, 12% Struzek et al,, 14% (Paoli et al,, 2018)
2021) 2021) 2021) 2021) 2021) 2021)
BSI to Alive 89% Calculated 88% Calculated 88% Calculated 88% Calculated 88% Calculated 85% Calculated 88% Calculated 86% Calculated
Sepsis to Septic Shock (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Pipito et al (Imaeda et al (Fleischmann-
29% Struzek et al., 29% Struzek et al., 29% Struzek et al, 29% Struzek et al., 42% 'F2"024) ” 15% 2021) ” 29% Struzek et al., 52% (Paoli et al., 2018)
2021) 2021) 2021) 2021) 2021)
Sepsis - No Shock 71% Calculated 71% Calculated 71% Calculated 71% Calculated 58% Calculated 85% Caloulated 7% Caloulated 48% Calculated
Sepsis No Shock to Death (Fleischmann- (Fleischmann- (Fleischmann (Imaeda et al
(Garland et all, Struzek et al,, Struzek et al,, i (Pipito et al., v (Shankar-Hari et .
19% 2024) 39% 2021) 36% 2021) 39% Struzzgl;f)t al, 14% 2024) 20% 2021) 32% al, 2020) 28% (Paoli et al,, 2018)
Septic Shock to Death (Fleischmann- (Fleischmann- (Fleischmann- N .
45% oy 62% Struzek et al, 59% Struzek et al, 62% Struzek et al, 67% s 7% (masde gre sop | (Shamkerrsict | as% | (Paolietal,2018)
2021) 2021) 2021) ”
Sepsis No Shock to Alive 81% Calculated 61% Calculated 64% Calculated 61% Calculated 86% Calculated 80% Calculated 68% Calculated 72% Calculated
Septic Shock to Alive 55% Calculated 38% Calculated 41% Caloulated 38% Caloulated 33% Calculated 64% Calculated 50% Calculated 54% Calculated

ohe.org



OFFICE OF HEALTH ECONOMICS

O H E CONTRACT RESEARCH
Recurrent Sepsis o (Pandolfi et al., o (Pandolfi et al., o, (Pandolfi et al., o (Pandolfi et al., o, (Pandolfi et al,, o, (Pandolfi et al., o (Pandolfi et al,, o (Pandolfi et al,,
i 13% 2022) 13% 2022) 13% 2022) 13% 2022) 13% 2022) 13% 2022) 13% 2022) 18% 2022)
Cog (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann-
19% Struzek et al,, 19% Struzek et al,, 19% Struzek et al,, 19% Struzek et al,, 19% Struzek et al,, 19% Struzek et al,, 19% Struzek et al,, 19% Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Psych (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann- (Fleischmann-
18% Struzek et al,, 18% Struzek et al,, 18% Struzek et al,, 18% Struzek et al,, 18% Struzek et al,, 18% Struzek et al,, 18% Struzek et al,, 18% Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Cardio 1% (Shao et al, 2019) 1% (Shao et al, 2019) 1% (Shao et al, 2019) 1% (Shao et al, 2019) 1% (Shao et al, 2019) 1% (Shao et al,, 2019) 1% (Shao et al,, 2019) 1% (Shao et al,, 2019)
Amp 1% (Oh and Song, 1% (Oh and Song, 1% (Oh and Song, 1% (Oh and Song, 1% (Oh and Song, 1% (Oh and Song, 1% (Oh and Song, 1% (Oh and Song,
° 2021) ° 2021) ° 2021) ° 2021) ° 2021) ° 2021) ° 2021) ° 2021)
KRT o (Peters et al,, o (Peters et al,, o (Peters et al,, o (Peters et al,, o (Peters et al,, o (Peters et al,, o (Peters et al,, o, (Peters et al,
9% 2018) 9% 2018) 9% 2018) 9% 2018) 9% 2018) 9% 2018) 9% 2018) 9% 2018)
Cog + Psych Calculated - Calculated - Calculated - Calculated - Calculated - Calculated - Calculated - Calculated -
o, (Fleischmann- o (Fleischmann- o (Fleischmann- o (Fleischmann- o (Fleischmann- o (Fleischmann- o (Fleischmann- o (Fleischmann-
02% Struzek et al,, 02% Struzek et al,, 02% Struzek et al,, 02% Struzek et al,, 02% Struzek et al,, 02% Struzek et al,, 02% Struzek et al,, 02% Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Cardio + Psych Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao
etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) +
1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann-
Struzek et al., Struzek et al., Struzek et al., Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al., Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Cardio + Cog Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao
etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) +
1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann-
Struzek et al., Struzek et al., Struzek et al., Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al., Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Cardio + Cog + Psych Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao Calculated - (Shao
etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) + etal, 2019) +
0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann-
Struzek et al., Struzek et al., Struzek et al., Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al., Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Amp + Psych Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh
and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) +
1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann-
Struzek et al., Struzek et al., Struzek et al., Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al., Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Amp + Cog Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh
and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) +
1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann- 1% (Fleischmann-
Struzek et al., Struzek et al., Struzek et al., Struzek et al., Struzek et al., Struzek et al., Struzek et al., Struzek et al.,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Amp + Cog + Psych Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh Calculated - (Oh
and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) + and Song, 2021) +
0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann- 0.03% (Fleischmann-
Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
KRT + Psych Calculated - Calculated - Calculated - Calculated - Calculated - Calculated - Calculated - Calculated -
(Peters et al., (Peters et al., (Peters et al., (Peters et al., (Peters et al., (Peters et al., (Peters et al., (Peters et al.,
S, 2018) + S, 2018) + o, 2018) + S, 2018) + o, 2018) + o, 2018) + S, 2018) + o, 2018) +
10% (Fleischmann- 10% (Fleischmann- 10% (Fleischmann- 10% (Fleischmann- 10% (Fleischmann- 10% (Fleischmann- 10% (Fleischmann- 10% (Fleischmann-
Struzek et al,, Struzek et al., Struzek et al., Struzek et al,, Struzek et al., Struzek et al,, Struzek et al,, Struzek et al.,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
KRT + Cog Calculated - Calculated - Calculated - Calculated - Calculated - Calculated - Calculated - Calculated -
(Peters et al., (Peters et al., (Peters et al., (Peters et al., (Peters et al., (Peters et al., (Peters et al., (Peters et al.,
o, 2018) + o, 2018) + o, 2018) + o, 2018) + o, 2018) + o, 2018) + o, 2018) + o, 2018) +
7% (Fleischmann- 7% (Fleischmann- 7% (Fleischmann- 7% (Fleischmann- 7% (Fleischmann- 7% (Fleischmann- 7% (Fleischmann- 7% (Fleischmann-
Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
KRT + Psych + Cog Calculated - Calculated - Calculated - Calculated - Calculated - Calculated - Calculated - Calculated -
(Peters et al., (Peters et al,, (Peters et al,, (Peters et al., (Peters et al,, (Peters et al,, (Peters et al,, (Peters et al,,
o, 2018) + o 2018) + o, 2018) + o, 2018) + o 2018) + o 2018) + o, 2018) + o 2018) +
0.3% (Fleischmann- 0.3% (Fleischmann- 03% (Fleischmann- 03% (Fleischmann- 03% (Fleischmann- 03% (Fleischmann- 03% (Fleischmann- 0.3% (Fleischmann-
Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,, Struzek et al,,
2021) 2021) 2021) 2021) 2021) 2021) 2021) 2021)
Recurrent sepsis 100% EVA 100% EVA 80% EVA 100% EVA 100% EVA 30% EVA 39% EVA 80% EVA
Cog 39% (PMSI, 2023) 39% (PMSI, 2023) 39% (PMSI, 2023) 39% (PMSI, 2023) 39% (PMSI, 2023) 39% (PMSI, 2023) 39% (PMSI, 2023) 39% (PMSI, 2023)
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Psych 30% (PMSI, 2023) 30% (PMSI, 2023) 30% (PMSI, 2023) 30% (PMSI, 2023) 30% (PMSI, 2023) 30% (PMSI, 2023) 30% (PMSI, 2023) 30% (PMSI, 2023)
Cardio 100% EVA 100% EVA 80% EVA 100% EVA 100% EVA 920% EVA 50% EVA 80% EVA
Amp 100% EVA 100% EVA 80% EVA 100% EVA 100% EVA 80% EVA 50% EVA 80% EVA
KRT 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 5% EVA 39% EVA 0% EVA
Cog + Psych 30% (PMfE \/2/;)23) 30% (PM?E. \/2/?23) 39% (F’Mf::j \/2223) 30% (PM?E \/2223) 39% (PM?E \/2523) 39% (PM?E @?23) 30% (PMflE, 3;)23) 39% (PMfé \/2/?23)
Cardio + Psych 100% EVA 100% EVA 80% EVA 100% EVA 100% EVA 90% EVA 50% EVA 80% EVA
Cardio + Cog 100% EVA 100% EVA 80% EVA 100% EVA 100% EVA 920% EVA 50% EVA 80% EVA
Cardio + Cog + Psych 20% (PME:E, \/2:)23) 20% (PMflE, \/2/?23) a0% (prE \/2/;)23) a0% (PM?:E, \/2323) a0% (PM?:E, \/21823) a0% (PM?:E, \/2223) a0% (PM?E, \/2/?23) 20% (PMiIE, \/2:)23)
Amp + Psych 100% EVA 100% EVA 80% EVA 100% EVA 100% EVA 80% EVA 50% EVA 80% EVA
Amp + Cog 100% EVA 100% EVA 80% EVA 100% EVA 100% EVA 80% EVA 50% EVA 80% EVA
Amp + Cog + Psych 100% EVA 100% EVA 80% EVA 100% EVA 100% EVA 80% EVA 50% EVA 80% EVA
KRT + Psych 20% (PM?:E, \/21323) 20% (PM?E, \/2;(\)23) 20% (PM?:E, V2/?23) 20% (PMEE \/2223) 20% (PM?:E, \/2/823) 20% (PM?E 5223) 20% (PMflE, 5223) 20% (PMiIE, \/2/?23)
KRT + Cog a0% (PMf:E, \/2223) 30% (PMflE. \/2;(\)23) 30% (PMf:E, \/2;(\)23) 39% (PMfE \/2223) 39% (PM?:E, \/2/523) 39% (PMfE 3;\)23) 30% (PM§|E, \i?za) 39% (PMiIE, \/2223)
KRT + Psych + Cog a0% (PM?L, \/2:)23) 30% (PM?E, Vz/?za) 39% (PM?E VQEQ?,) 30% (PM?L, \/2:)23) 39% (PM?E \/2:)23) 39% (PM?:E, \/2223) 39% (PM?E, \/2:)23) 39% (PMfE \/2;)23)
Recurrent sepsis ambulant 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Cog ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Psychl ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Cardio ambulant 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Amp ambulant 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
KRT ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Cog + Psych ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Cardio + Psych ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Cardio + Cog ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
S:[:j; : tC°g +Psych 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Amp + Psych ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Amp + Cog ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Amp + Cog + Psych ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
KRT + Psych ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
KRT + Cog ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
KRT + Psych + Cog ambulant 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA 50% EVA
Recurrent sepsis rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Cognitive rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Psych rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Cardio rehab 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA
Amp rehab 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA
KRT rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Cog + Psych rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Cardio + Psych rehab 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA
Cardio + Cog rehab 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA
Cardio + Cog + Psych rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Amp + Psych rehab 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA
Amp + Cog 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA
Amp + Cog + Psych rehab 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA 100% EVA
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KRT + Psych rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
KRT + Cog rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
KRT + Psych + Cog rehab 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA 0% EVA
Recurrent sepsis 40% Calculated based 40% Calculated based 40% Calculated based 40% Calculated based 40% Calculated based 40% Calculated based 40% Calculated based 40% Calculated based
° on HR ° on HR ° on HR ° on HR ° on HR ° on HR ° on HR ° on HR
Other long-term Calculated based Calculated based Calculated based Calculated based Calculated based Calculated based Calculated based o, Calculated based
consequences 196% on HR 19.6% on HR 196% on HR 19.6% on HR 19.6% on HR 7% on HR 37% on HR 19.6% on HR
General population® . 5 5
o (Statistics Canada, o, 4 o, . o EVA o, EVA o o o
26% 2025) 21% INED, France 12% (Destatis, 2021) 21% (NED, France) 21% (INED, France) 119% SBJ, 2021 12% ONS, (2022) 1.3% CDC, (2023)
High-risk BSI 0.9% Calculated based 72% Calculated based 3.6% Calculated based 72% Calculated based 72% Calculated based 72% Calculated based 7.0% Calculated based 7.2% Calculated based
e on HR “n on HR o on HR “r on HR “ on HR “ on HR “n on HR ’ on HR
General population utility (Gautier et al,, (Gautier et al,, (Gautier et al,, (Gautier et al,, (Gautier et al,, (Gautier et al,, (Gautier et al,, (Gautier et al,,
0904 2023) 0.904 2023) 0.904 2023) 0.904 2023) 0.904 2023) 0.904 2023) 0.904 2023) 0.904 2023)
Disutility treated population (Geessink et al,, (Geessink et al,, (Geessink et al,, (Geessink et al., (Geessink et al,, (Geessink et al., (Geessink et al., (Geessink et al,,
0120 2017 0420 2017 0420 2017 0420 2017 0420 2017) 0420 2017 0420 2017) 0420 2017
;’:‘gﬁ{;ﬁe"“ treated 0784 Caloulated 0784 Caloulated 0784 Calculated 0784 Caloulated 0784 Calculated 0784 Caloulated 0784 Caloulated 0784 Calculated
Disutility sepsis survivors 0.000 EVA 0.000 EVA 0.000 EVA 0.000 EVA 0.000 EVA 0.000 EVA 0.000 EVA 0.000 EVA
Disutility recurrent sepsis (Koster-Brouwer et (Koster-Brouwer et (Koster-Brouwer et (Koster-Brouwer et (Koster-Brouwer et (Koster-Brouwer et (Koster-Brouwer et (Koster-Brouwer et
0150 al, 2016) 0150 al, 2016) 0150 al, 2016) 0150 al, 2016) 0150 al, 2016) 0150 al, 2016) 0150 al, 2016) 0150 al, 2016)
Disutility Cog (Van Wilder et al, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al, (Van Wilder et al,, (Van Wilder et al, (Van Wilder et al, (Van Wilder et al,,
0020 2019b) 0020 2019b) 0020 2019b) 0.020 2019b) 0020 2019b) 0020 2019b) 0020 2019b) 0020 2019b)
Disutility Psych (Calsavara et al., (Calsavara et al,, (Calsavara et al., (Calsavara et al., (Calsavara et al,, (Calsavara et al., (Calsavara et al,, (Calsavara et al,,
0244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021)
Disutility Cardio 0.121 (Wu et al, 2019) 0121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0121 (Wu et al, 2019)
Disutility Amp (Ernstsson et al,, (Ernstsson et al,, (Ernstsson et al,, (Emstsson et al,, (Ernstsson et al, (Emstsson et al,, (Ernstsson et al,, (Ernstsson et al,
0284 2022) 0234 2022) 0234 2022) 0234 2022) 0234 2022) 0234 2022) 0234 2022) 0284 2022)
Disutility KRT (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,,
0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019h)
Disutility Cog + Psych (Calsavara et al,, (Calsavara et al,, (Calsavara et al,, (Calsavara et al,, (Calsavara et al., (Calsavara et al,, (Calsavara et al,, (Calsavara et al.,,
0244 2021) 0244 2021) 0.244 2021) 0.244 2021) 0.244 2021) 0.244 2021) 0.244 2021) 0244 2021)
Disutility Cardio + Psych (Calsavara et al., (Calsavara et al.,, (Calsavara et al.,, (Calsavara et al., (Calsavara et al., (Calsavara et al., (Calsavara et al.,, (Calsavara et al,,
0244 2021) 0244 2021) 0244 2021) 0.244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021)
Disutility Cardio + Cog 0.121 (Wu et al, 2019) 0121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019) 0.121 (Wu et al, 2019)
Disutility Cardio + Psych + Cog (Calsavara et al., (Calsavara et al.,, (Calsavara et al.,, (Calsavara et al., (Calsavara et al., (Calsavara et al., (Calsavara et al., (Calsavara et al,,
0244 2021) 0244 2021) 0244 2021) 0.244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021)
Disutility Amp + Cog (Ernstsson et al,, (Ernstsson et al, (Ernstsson et al, (Emstsson et al,, (Ernstsson et al., (Emstsson et al,, (Emstsson et al., (Ernstsson et al.,
0.234 2022) 0.234 2022) 0.234 2022) 0.234 2022) 0.234 2022) 0.234 2022) 0.234 2022) 0.234 2022)
Disutility Amp + Psych (Calsavara et al., (Calsavara et al,, (Calsavara et al,, (Calsavara et al., (Calsavara et al., (Calsavara et al., (Calsavara et al., (Calsavara et al.,
0244 2021) 0244 2021) 0.244 2021) 0.244 2021) 0.244 2021) 0.244 2021) 0.244 2021) 0244 2021)
Disutility Amp + Cog + Psych (Calsavara et al., (Calsavara et al.,, (Calsavara et al.,, (Calsavara et al., (Calsavara et al., (Calsavara et al., (Calsavara et al., (Calsavara et al,,
0244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021) 0244 2021)
Disutility KRT + Cog (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,,
0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019h) 0420 2019b) 0420 2019b)
Disutility KRT + Psych (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al, (Van Wilder et al,,
0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b)
Disutility KRT + Cog + Psych (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,, (Van Wilder et al,,
0420 2019b) 0:420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b) 0420 2019b)
Hazard ratio BSI (Gilmour and (Gilmour and (Gilmour and (Gilmour and (Gilmour and (Gilmour and (Gilmour and
110 (Bai et al, 2024) 334 Ramage-Morin, 334 Ramage-Morin, 334 Ramage-Morin, 334 Ramage-Morin, 334 Ramage-Morin, 334 Ramage-Morin, 334 Ramage-Morin,
2021 2021) 2021) 2021) 2021) 2021) 2021)

4 Age-adjusted mortality was calculated using population life-table mortality data from national statistical agencies, including the Institut national d'études démographiques (INED) in France, Statistics
Canada, the Federal Statistical Office of Germany (Destatis), the Office for National Statistics (ONS) in the United Kingdom, the Statistics Bureau of Japan, and the National Center for Health Statistics
(NCHS) at the U.S. Centers for Disease Control and Prevention. Age-specific mortality rates were weighted according to the age distribution of the modelled population to derive an overall age-adjusted

estimate used in the analysis
5 Used the age-adjusted mortality estimate derived using data from INED, France. This value was applied following expert validation confirming its appropriateness.
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Hazard ratio of recurrent (Pandolfi et al (Pandolfi et al Pandolfi
! ) ., tal,
sepsis 5.6 2022) 56 2022) 5.6 ¢ an2822§ a 5.6 (Panzdglzﬁzit al, 56 (Panzdglzﬁzet al, 56 (Pandolfi et al,, 56 (Pandolfi et al,, 56 (Pandolfi et al,
Hazard ratio of LTCs 27 (Pandolfi et al,, 27 (Pandolfi et al,, 27 (Pandolfi et al. (Pandolfi et al (Pandolfi Zt al (P %;{Oiﬁz)t | (P. i()?ﬁ?) - 2022)
) 2022) - 202 2 ’ 27 o 27 g 27 andolfi et al, andolfi et al., (Pandolfi et al,,
2) 2022) 2022) 2022) 2022) 27 2022) 27 2022)
BSI (Patient Cost
jasop | EstmatorlGiHL | O (PMS1, 2023) 2762 (DRG, 2025) 6 p (Ministero della | ¥1093 (Camiet al £ ;
» X , ; mi et al.,
Sopos 2025) 3,557 (PMSI, 2023) 3,176 Salute, 2025) ,085 2022b) 8,459 (Hex et al,, 2017) 39é33 (Paoli et al,, 2018)
$ (Patient Cost
: € e ——
22,86 Estimator | CIHI, (PMS, 2023) € € (Pipito et al., ¥3704 (Oamietal, P $
3 2025) 12,057 14,728 (DRG, 2025) 12,057 (PMSI, 2023) 7,629 2024) 867 2022b) 28,671 (Hexet al,, 2017) 60,67 (Paoli et al, 2018)
Septic shock $ (Patient Cost e e e (Oami et al £ -
3795 Estimator | CIHI (PMSI, 2023) ' € (Pipito et al. ¥3704 ami et al.,
’ 20,327 ’ 19,377 DRG, 2025 2 (PMSI, 2023) ’ o 2022b) 48,33 H 1,2 $
3 2025 I ) 0327 10279 2024) 867 . (Hexetal, 2007) | g671 | (Paolietal, 2018)
Recurrent sepsis s (Patient Cost o Calculated from _Converted
Estimator | CIHI, PMSI, 202 € (Schmidt et al., € € (Pipito et al,, ¥5,49 Applied ratios from $
17,395 2025) 7804 | PMSL2023) 1 05570 | 2022)according | 17804 | (PMSL2023) 7,629 2024 curtoncy Prance v French values 4408 | (Chang Tsengand
e oo , ) 8,478 values (PMSI, 42,551 Shapiro, 2015)
Gog o french ratios 2023) (PMSI, 2023) 7
Patient Cost Calculated from C .
$ o € € Schmid . onverted IS i ; (DRG_National
Estimator | CIHI, (PMSI, 2023) (Schmidt et al., € PMSI (Ministero della ¥3,08 currency France Applied ratios from
13,601 095y 10,032 14336 | 2022)according | 10,032 |  (PMS12028) o261 Salute, 2025) 2525 values (S, 2385 French values b | Aermee Payment
to french ratios 2023) 5 (PMSI, 2023) g 72051; efm,
Psych
Patient Cost Calculated from Converted i
$ e € € Schmi . onverte s i . (DRG_National
Estimator | CIHI, (PMSI, 2023) 18,856 (Schmidt et al, € PMS c (Ministerodella | ¥3,991 | currency France Applied ratios from
11262 AN 12,990 5 2002)according | 12000 | PMSL2028) ] 83M6 | o 5006y 654 values (PMS, e French values 8437 | Tome opduteim
to french ratios 2023) o (PMSI, 2023) g o™
Cardio
Patient Cost Calculated from G d X
$ ¢ : € € Schmi . onverte s i i (DRG_National
Estimator | CIHI, (PMSI, 2023) (Schmidt et al,, € €222 (Ministero della ¥3,43 currency Fran Applied ratios from
10,942 1,165 g 15,954 | 2022) accordi . y France 26 $ Average Payment
2025) d : according 1,165 0 Salute, 2025) 0,666 54 French values
to fronch ratios (PMSI, 2023) u values (PMSI, 9 (PMSI, 2023) 10,854 Table_Update.fm,
2023) 2021)
Amp
$ (Patient Cost e Caleulated from Converted i
. d " . DRG_National
3936 Estimator | CHI, | §55 (PMSI, 2023) 2479 2(03202*‘)”"% et;l., . g:ss s 2025 oissa | (Ministero della ¥533 | currency France £ Applied ratios from $ A(verage Payment
2025) ’ according f , ’ Salute, 2025) 2719 I rench vaues
9 to french ratios us val u2eg2(;;\/|8|. 41,268 (PMSI, 2023) 19,027 Tablea%gc:;ate.fm,
KRT
Patient Cost Calculated from C )
$ @ € € Schmi - onverted I i ; (DRG_National
Estimator | CIHI, (PMSI, 2023) (Schmidt et al € (Ministero della ¥3,87 currency France Applied ratios from
11,396 AN 12,616 18027 | 2022)according | 12616 (PMSI, 2023) 1381 Salute, 2025) 6,516 values (PMS, 29,99 French values 5 9$89 oy e
to french ratios 2023) 9 (PMSI, 2023) ' 5021) o
Cardio + Psych
$ € €
C € £
13,450 alculated 15,223 Calculated 21754 Calculated 15,223 Calculated €3590 Calculated ¥§g777 Calculated 36,20 Calculated $ Calculated
Amp + Psych $ ) S ’ 0 12,541
Calculated Calculated Calculated € ¥6,131, £
RRT < Poyeh 41,516 19‘253 o8 512 ulate 19‘253 Calculated €3457 Calculated 049 Calculated 47446 Calculated 20? 14 Calculated
Calculated Calculated Calculated ¥4,49 £
Sardio T o 13,248 14.240 20,521 alculate 14,240 Calculated €3422 Caloulated 8734 Calculated 24814 Calculated 5 g’ﬂ Caloulated
Calculated Calculated Calculated ¥3,93 £ -
15,789 12,805 alculate Calculated €2949 Calculated , C $
Amp + Cog 5 . 18,300 12,805 4,973 alculated 30451 Calculated 17,087 Calculated
42,08 Calculated Calculated € Calculated © ¥5,94 £
i g 19,361 27,667 alculate 19,361 Calculated €2816 Calculated 0,223 Calculated 46039 Calculated 22’%10 Calculated
+Cog € )
Caloulated Caloulated Caloulated € ¥4,201 S
Sardio TPayn T 008 15'280 13,274 19,240 oulate 13,674 Caloulated €2781 Caloulated 780 Caloulated 29516 Calculated - §93 Caloulated
Calculated Calculated Calculated € ¥5,29 £ -
18,042 17,230 24,621 alculate Calculated 4112 Calculated ) Calculated $
Amp + Psych + Cog S o ] 17,230 4,292 ulate 40971 Calculated 18775 Calculated
44,33 Calculated Calculated € Calculated € ¥6,747 £
7 21,059 31379 alculate 21959 Calculated €3979 Calculated 555 Calculated 52217 Calculated 23298 Calculated
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KRT + Psych + Cog 18,?33 Calculated 17;;20 Calculated 25335 Calculated 17;;20 Calculated 3; 4 Calculated ?;5423 Calculated 41,%361 Calculated 17’302 Calculated
Cog $ € € € € ¥ £ $
Psych $ c e ° € ¥ ) (NHS England S
¥ _ - 884 (NHSE), 2025) -
Cardio
Applied ratio from Converted Applied ratio from
France values € (Spieler and de € (Spieler and de € . o . ¥350, currency France £ NHS England France values
3,153 (Spieler and de 1,901 Pouvourville, 2007) 1,901 Pouvourville, 2007) 1,901 P (S”'e'e,'"a”gggn €1900 P (Sv”'e'fflf’"gggn 433 values 639 (NHSE), 2025) 2,597 (Spieler and de
Pouvourville, 2007) otivourvile, ouvourvile, (Spieler and de Pouvourville, 2007)
Pouvourville, 2007)
Amp Applied ratio from Conve?.ed Applied ratio from
$ France values € (Stouka et al,, [53 (Stouka et al.,, € (Stouka et al,, ©8297 (Stouka et al.,, ¥1,529 curre‘;laclﬁesrance £ NHS England $ France values
13,696 (Stouka et al,, 8,297 2021 8,297 2021) 8297 2021) 2021) 757 (Stouka et al 520 (NHSE), 2025) 11,336 (Stouka et al,,
2021) 2021 N 2021)
KRT $ € € € € ¥ £ NHS England $
M _ - - - - 95 (NHSE), 2025) -
Cardio + Psych 3 1$53 Calculated 1 501 Calculated 1 9601 Calculated 1 501 Calculated €1901 Calculated ¥f§§ Calculated 1 §12 Calculated 2 5$97 Calculated
Amp + Psych et Caloulated - Calculated 6507 Calculated - Calculated €8297 Calculated 929 Calculated o Calculated 535 Calculated
KRT + Psych $ € € € € ¥ £ $
- - - - - - 1135 -
Cardio + Cog 3 1$53 Calculated 1 501 Calculated 1 9601 Calculated 1 9601 Calculated €1,900 Calculated ¥33530 Calculated 6§8 Calculated 2 5$97 Calculated
Amp + Cog et Caloulated - Calculated 6507 Calculated - Calculated €8297 Calculated 929 Calculated o0 Calculated 535 Calculated
KRT + Cog $ € € € € ¥ £ $
- - - - - - 95 -
Cardio + Psych + Cog 3 ‘?53 Calculated 1 §01 Calculated 1 §01 Calculated 1 ;)01 Calculated €1,900 Calculated ¥f§g Calculated 1 §12 Calculated 5 5$97 Calculated
Amp + Psych + Cog 13 296 Calculated 8 2697 Calculated 8 2697 Calculated 8 2697 Calculated €8297 Calculated ¥1}55§9 Calculated 928 Calculated M 3$36 Calculated
KRT + Psych + Cog € € € € ¥ £ NHS England $
- - - - - - 903 (NHSE), 2025) -
Cog € € € € ¥ £ $ (Leibson et al,,
- - - - - - - 1,067 2015)
Psych $ " . . . . . . . . . Converted .
Applied ratio from € (Service-Publicfr, € (Service-Publicfr, € (Service-Publicfr, (Service-Publicfr, ¥110,6 £ $ (Shimeshan et al,,
2,373 France values 600 2026) 600 2026) 600 2026) €600 2026) 23 currenoy France | 5g7g | (Hexetal,20) | ;g4 2013)
Cardio $ € ¥ $
Amp ? (i) ? (? ? % 1 5915 (Hex et al,, 2017) ?
KRT Converted $ Used France
$ Applied ratio from € € € € (Pani and Capasso, ¥15,27 currency France £ :
1269 France values 82,861 (Rostoker, 2022) 82,861 (Rostoker, 2022) 82,861 (Rostoker, 2022) 30,021 2022) 7322 values 1269 (Hex et al,, 2017) 106;,07 eﬁ_tgn'jéi. u(;én@ié)}d
(Rostoker, 2022) }
Psych + Cog o3 Calculated oo Calculated oo Calculated oo Calculated €600 Calculated s Calculated o Calculated o s Calculated
Cardio + Psych 2 3$73 Calculated 6(30 Calculated 6?)0 Calculated 6(30 Calculated €600 Calculated ¥gg’6 Calculated 2 §73 Calculated 2 3$84 Calculated
Amp + Psych 2 §73 Calculated 6%0 Calculated 6%0 Calculated 620 Calculated €600 Calculated ¥gg’6 Calculated 2 §16 Calculated 2 3$84 Calculated
KRT + Psych - 7 , $
$ Calculated € Calculated © Calculated € Calculated € Calculated ¥15,29 Calculated 5 Calculated 103,54 Calculated
2,627 82,981 82,981 82,981 30,142 9,447 2,627
g . ) , , ; , 9
Cardio + Cog ? €_5 ? é_: %) % ’? 1 0$67 Calculated
Amp + Cog $ € € € €0 ¥ £ $
- - - - - 1,215 1,067
KRT + Cog $
1 2%9 Calculated 82%8 1 Calculated 82%8 1 Calculated 82%8 1 Calculated 30602 1 Calculated 2134?79 Calculated 1 2’%9 Calculated 103,28 Calculated
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Cardio + Psych + Cog $ € € € ¥110,6 £ $
2373 Calculated 600 Calculated 600 Calculated 600 Calculated €600 Calculated 23 Calculated 2373 Calculated 2508 Calculated
Amp + Psych + Cog $ (53 [53 € ¥110,6 £ $
2373 Calculated 600 Calculated 600 Calculated 600 Calculated €600 Calculated 23 Calculated 2616 Calculated 2508 Calculated
KRT + Psych + Cog - - $
2,6$27 Calculated 82,698 1 Calculated 82,%8 1 Calculated 82,%8 1 Calculated 302 42 Calculated ¥913.4?79 Calculated 2, ?27 Calculated 10?576 Calculated

Abbreviations: BSI = bloodstream infection; SOC = standard of care; COG = cognitive impairment; PSYCH = psychological impairment; CARDIO = cardiovascular disease; AMP = amputation; KRT = kidney
replacement therapy; TAT = time to appropriate therapy; EVA: Expert Validated Assumption; LTC: Long-term Consequence.

Notes: 1. Methodology for calculating combination LTC costs outlined in section 2.3; 2. The inputs presented in this table are applied to both the standard of care (SOC) and the fast ID/AST diagnostic
pathways. The exception is for parameters directly affected by the intervention, specifically progression from BSI to sepsis and mortality associated with sepsis and septic shock. These parameters are

calculated separately according to the methodology described in Section 2.2 Intervention Effect. 3. Where “Calculated” is listed under the source, this refers to parameters relating to long-term

consequence (LTC) health states. In these cases, the underlying inputs are drawn from the individual sources listed for the relevant parameters, and the methodology used to derive the combined
estimates is described in Section 2.3.

Table A2

Full list of model inputs with standard deviation used in sensitivity analysis.

Ital
USA Canada France Japan Italy Sicilzr Germany UK
Dist. Mean Dist. Mean Dist. Mean Dist. Mean Dist. Mean Dist. Mean Dist. Mean Dist. Mean
[SE] [SE] [SE] [SE] [SE] [SE] [SE] [SE]
BSI
> DEATH (FAST ID/AST) B 0138 B 0.106 B 0123 B 0123 B 0123 B 0123 B 0123 B 0123
[SE:0.0006] [SE:0.01] [SE:0.009] [SE:0.009] [SE:0.009] [SE:0.009] [SE:0.009] [SE:0.009]
> DEATH (SOC) 0138 0.106 0123 0123 0123 0123 0123 0123
B [SE:0.0006] p [SE:0.01] B [SE:0.0009] B [SE:0.0009] B [SE:0.0009] B [SE:0.0009] B [SE:0.0009 B [SE:0.0009]
1
> SEPSIS (SOC) 0.434 0.262 B 0.438 0.658 0.438 B 0.580 B 0.438 B 0.438
[SE:0.004] [SE:0.001] [SE:0.001] [SE:0.09] [SE:0.00] [SE:0.004] [SE:0.001] [SE:0.001]
SEPSIS
> SEPTIC SHOCK (SOC) B 0.523 B 0.294 B 0.294 B 0147 B 0.294 B 0.420 B 0.294 B 0.294
[SE:0.002] [SE:0.002] [SE:0.002] [SE:0.07] [SE:0.00] [SE:0.004] [SE:0.002] [SE:0.002]
0133 0133 0133 0133 0133 0133 0133 0133
>RS B [SE:0.004] B [SE:0.004] B [SE:0.004] B [SE:0.004] B [SE:0.00] B [SE:0.004] B [SE:0.004] B [SE:0.004]
0185 0185 0.185 0185 0.185 0.185 0185 0185
> COG B [SE:0.001] B [SE:0.001] B [SE:0.001] B [SE:0.001] B [SE:0.00] B [SE:0.001] B [SE:0.001] B [SE:0.001]
0179 0179 0179 0179 0.179 0179 0179 0179
> PSYCH B [SE:0.001] B [SE:0.001] B [SE:0.001] B [SE:0.001] B [SE:0.001] B [SE:0.001] B [SE:0.001] B [SE:0.001]
0.00763 0.00763 0.00763 0.00763 0.00763 0.00763 0.00763 0.00763
B [SE:0.0003] B [SE:0.0003 B [SE:0.0003] B [SE:0.0003] B [SE:0.0003] B [SE:0.0003] B [SE:0.0003 B [SE:0.0003]
> CARDIO 1 1
B 0.00800 B 0.00800 B 0.00800 B 0.00800 B 0.00800 B 0.00800 B 0.00800 B 0.00800
[SE:0.0007] [SE:0.0007 [SE:0.0007] [SE:0.0007] [SE:0.0007] [SE:0.0007] [SE:0.0007 [SE:0.0007]
> AMP 1 1
B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925
> KRT [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003]
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B 0133 B 0.133 B 0.133 B 0133 B 0133 B 0133 B 0.133 B 0.133
> RS (SOC) [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004]
B 0.185 B 0.185 B 0.185 B 0.185 B 0.185 B 0.185 B 0.185 B 0.185
> COG (SOC) [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001]
B 0.179 B 0179 B 0179 B 0179 B 0.179 B 0.179 B 0179 B 0179
> PSYCH (SOC) [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001]
B 0.00763 B 0.00763 B 0.00763 B 0.00763 B 0.00763 B 0.00763 B 0.00763 B 0.00763
[SE:0.0003] [SE:0.0003 [SE:0.0003] [SE:0.0003] [SE:0.0003] [SE:0.0003] gs&o.ooos [SE:0.0003]
> CARDIO (SOC) ]
0.00800 0.00800 0.00800 0.00800 0.00800 0.00800 0.00800 0.00800
B [SE:0.0007] p [SE:0.0007 B [SE:0.0007] p [SE:0.0007] p [SE:0.0007] B [SE:0.0007] B [SE:0.0007 B [SE:0.0007]
- AMP (SOC) 1 1
B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925
> KRT (SOC) [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003]
B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200
> COG + PSYCH [SE:0.006] [SE:0.006] [SE:0.006] [SE:0.006] [SE:0.006] [SE:0.006] [SE:0.006] [SE:0.006]
B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820
[SE:0.0006] [SE:0.0006 [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.00006] gs&o.oooe gs&o.ooooe
> CARDIO + PSYCH ]
0.00610 0.00610 0.00610 0.00610 0.00610 0.00610 0.00610 0.00610
p [SE:0.0006] p [SE:0.0006 B [SE:0.00006] p [SE:0.00006] p [SE:0.00006] p [SE:0.00006] B gs&o.oooe B gs&o.ooooe
> CARDIO + COG ]
0.000300 0.000300 0.000300 0.000300 0.000300 0.000300 0.000300 0.000300
> CARDIO + PSYCH + B [SE:0.0000] B [SE:0.0000 B [SE:0.00001] B [SE:0.00001] B [SE:0.00001] B [SE:0.00001] B gs&o.oooo B [SE:0.00001]
COG 1
B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860
[SE:0.0007] [SE:0.0007 [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.0007 53&0.00007
> AMP + PSYCH ] ]
B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640
[SE:0.0006] [SE:0.0006 [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.00006] §SE:0.0006 gs&o.ooooe
> AMP + COG ]
0.000300 0.000300 0.000300 0.000300 0.000300 0.000300 0.000300 0.000300
B [SE:0.0001] B [SE:0.0001] B [SE:0.00001] B [SE:0.00001] B [SE:0.00001] B [SE:0.00001] B ESE:0.0000 B [SE:0.00001]
> AMP + COG + PSYCH
0.0993 0.0993 0.0993 0.0993 0.0993 0.0993 0.0993 0.0993
p [SE:0.0008] p [SE:0.0008 B [SE:0.0008] p [SE:0.0008] p [SE:0.0008] p [SE:0.0008] B §SE:0.0008 B [SE:0.0008]
> KRT + PSYCH ]
0.0745 0.0745 0.0745 0.0745 0.0745 0.0745 0.0745 0.0745
B [SE:0.0007] B [SE:0.0007 B [SE:0.0007] B [SE:0.0007] B [SE:0.0007] B [SE:0.0007] B 535;0.0007 B [SE:0.0007]
> KRT + COG ]
0.00330 0.00330 0.00330 0.00330 0.00330 0.00330 0.00330 0.00330
p [SE:0.0002] p [SE:0.0002 B [SE:0.0002] p [SE:0.0002] p [SE:0.0002] p [SE:0.0002] p [SE:0.0002 B [SE:0.0002]
> KRT + PSYCH + COG ] 1
B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200
> COG + PSYCH (SOC) [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001]
B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820
- CARDIO + PSYCH [SE:0.0007] [SE:0.0007 [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.00007] 535:0.0007 §SE:0.00007
(SOC) 1
B 0.00610 B 0.00610 B 0.00610 B 0.00610 B 0.00610 B 0.00610 B 0.00610 B 0.00610
[SE:0.0006] [SE:0.0006 [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.0006 §SE:0,00006
> CARDIO + COG (SOC) ] 1
B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300
> CARDIO + PSYCH + [SE:0.0001] [SE:0.0001] [SE:0.00001] [SE:0.00001] [SE:0.00001] [SE:0.00001] §SE:0.0000 [SE:0.00001]
COG (SOC)
B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860
[SE:0.0007] [SE:0.0007 [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.0007 [SE:0.00007
> AMP + PSYCH (SOC) 1 1 1
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B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640
[SE:0.0006] [SE:0.0006 [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.0006 [SE:0.00006
> AMP + COG (SOC) 1 ] ]

B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300
> AMP + COG + PSYCH [SE:0.0000] [SE:0.0000 [SE:0.00001] [SE:0.00001] [SE:0.00001] [SE:0.00001] [SE:0.0000 [SE:0.00001]
(SOC) 1 ]

B 0.0993 B 0.0993 B 0.0993 B 0.0993 B 0.0993 B 0.0993 B 0.0993 B 0.0993

[SE:0.0008] [SE:0.0008 [SE:0.0008] [SE:0.0008] [SE:0.0008] [SE:0.0008] [SE:0.0008 [SE:0.0008]
> KRT + PSYCH (SOC) 1 1

B 0.0745 B 0.0745 B 0.0745 B 0.0745 B 0.0745 B 0.0745 B 0.0745 B 0.0745

[SE:0.0007] [SE:0.0007 [SE:0.0007] [SE:0.0007] [SE:0.0007] [SE:0.0007] [SE:0.0007 [SE:0.0007]
> KRT + COG (SOC) 1 1

0.00330 0.00330 0.00330 0.00330 0.00330 0.00330 0.00330 0.00330
> KRT + PSYCH + COG B [SE:0.0002] B [SE:0.0002 B [SE:0.0002] B [SE:0.0002] B [SE:0.0002] B [SE:0.0002] B [SE:0.0002 B [SE:0.0002]
(SOC) 1 1

B 0.307 B 0187 B 0.394 B 0.200 B 0.394 B 0.143 B 0.393 B 0.321
> DEATH [SE:0.09] [SE:0.006] [SE:0.002] [SE:0.007] [SE:0.002] [SE:0.004] [SE:0.003] [SE:0.09]
SEPTIC SHOCK

B 0133 B 0.133 B 0.133 B 0133 B 0133 B 0133 B 0.133 B 0.133
>RS [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004]

0.185 0.185 0.185 0.185 0.185 0.185 0.185 0.185

p p p p p p p p
> COG [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001]

B 0179 B 0179 B 0179 B 0.179 B 0179 B 0179 B 0.179 B 0.479
> PSYCH [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001]

B 0.00763 B 0.00763 B 0.00763 B 0.00763 B 0.00763 B 0.00763 B 0.00763 B 0.00763

[SE:0.0003] [SE:0.0003 [SE:0.0003] [SE:0.0003] [SE:0.0003] [SE:0.0003] [SE:0.0003 [SE:0.0003]
> CARDIO 1 1
0.00800 0.00800 0.00800 0.00800 0.00800 0.00800 0.00800 0.00800

B [SE:0.0007] B [SE:0.0007 B [SE:0.0007] B [SE:0.0007] B [SE:0.0007] B [SE:0.0007] B [SE:0.0007 B [SE:0.0007]
> AMP 1 1

B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925
> KRT [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003]

B 0133 B 0.133 B 0133 B 0.133 B 0133 B 0133 B 0.133 B 0.133
> RS (SOC) [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004] [SE:0.004]

B 0.185 B 0.185 B 0.185 B 0.185 B 0.185 B 0.185 B 0.185 B 0.185
> COG (SOC) [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001]

B 0.179 B 0179 B 0179 B 0179 B 0179 B 0179 B 04179 B 0179
> PSYCH (SOC) [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001] [SE:0.001]

0.00763 0.00763 0.00763 0.00763 0.00763 0.00763 0.00763 0.00763

B [SE:0.0003] B [SE:0.0003 B [SE:0.0003] B [SE:0.0003] B [SE:0.0003] B [SE:0.0003] B [SE:0.0003 B [SE:0.0003]

> CARDIO (SOC) 1 1
0.008 0.008 0.008 0.008 0.008 0.008 0.008 0.008

B [SE:0.0007] B [SE:0.0007 B [SE:0.0007] B [SE:0.0007] B [SE:0.0007] B [SE:0.0007] B [SE:0.0007 B [SE:0.0007]
> AMP (SOC) 1 1

B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925 B 0.0925
> KRT (SOC) [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003] [SE:0.003]

B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200
> COG + PSYCH [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001]

0.00820 0.00820 0.00820 0.00820 0.00820 0.00820 0.00820 0.00820

B [SE:0.00007] B [SE:0.0007 B [SE:0.00007] B [SE:0.00007] B [SE:0.00007] B [SE:0.00007] B [SE:0.0007 B [SE:0.00007

> CARDIO + PSYCH 1 1 1
0.00610 0.00610 0.00610 0.00610 0.00610 0.00610 0.00610 0.00610

B [SE:0.00006] p [SE:0.0006 B [SE:0.00006] p [SE:0.00006] p [SE:0.00006] B [SE:0.00006] B [SE:0.0006 B [SE:0.00006
> CARDIO + COG 1 1 1
> CARDIO + COG + B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300
PSYCH [SE:0.00001] [SE:0.0001] [SE:0.00001] [SE:0.00001] [SE:0.00001] [SE:0.00001] [SE:0.0001] [SE:0.00001]

ohe.org




OFFICE OF HEALTH ECONOMICS
CONTRACT RESEARCH

B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860
[SE:0.00007] [SE:0.0007 [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.0000 [SE:0.00007
> AMP + PSYCH ] 7] ]
B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640 B 0.00640
[SE:0.00006] [SE:0.0000 [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.0000 [SE:0.00006
> AMP + COG 6] 6] ]
0.000300 0.000300 0.000300 0.000300 0.000300 0.000300 0.000300 0.000300
B [SE:0.00001] B [SE:0.0000 B [SE:0.00001] B [SE:0.00001] B [SE:0.00001] B [SE:0.00001] B [SE:0.0000 B [SE:0.00001]
> AMP + COG + PSYCH 1] 1]
0.0993 0.0993 0.0993 0.0993 0.0993 0.0993 0.0993 0.0993
p [SE:0.0008] p [SE:0.0008 B [SE:0.0008] p [SE:0.0008] p [SE:0.0008] p [SE:0.0008] p [SE:0.0008 B [SE:0.0008]
> KRT + PSYCH ] ]
0.0745 0.0745 0.0745 0.0745 0.0745 0.0745 0.0745 0.0745
p [SE:0.0007] p [SE:0.0007 B [SE:0.0007] p [SE:0.0007] p [SE:0.0007] p [SE:0.0007] B [SE:0.0007 B [SE:0.0007]
> KRT + COG ] ]
0.00330 0.00330 0.00330 0.00330 0.00330 0.00330 0.00330 0.00330
p [SE:0.0002] p [SE:0.0002 B [SE:0.0002] p [SE:0.0002] p [SE:0.0002] p [SE:0.0002] p [SE:0.0002 B [SE:0.0002]
> KRT + PSYCH + COG ] )
B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200 B 0.00200
> COG + PSYCH (SOC) [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001] [SE:0.0001]
B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820 B 0.00820
> CARDIO + PSYCH [SE:0.00007] [SE:0.0000 [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.0000 [SE:0.00007
(SOC) 7] 71 ]
B 0.00610 B 0.00610 B 0.00610 B 0.00610 B 0.00610 B 0.00610 B 0.00610 B 0.00610
[SE:0.00006] [SE:0.0000 [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.00006] [SE:0.0000 [SE:0.00006
> CARDIO + COG (SOC) 6] 6] ]
B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300 B 0.000300
> CARDIO + COG + [SE:0.00001] [SE:0.0000 [SE:0.00001] [SE:0.00001] [SE:0.00001] [SE:0.00001] [SE:0.0000 [SE:0.00001]
PSYCH (SOC) 1] 1]
B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860 B 0.00860
[SE:0.00007] [SE:0.0000 [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.00007] [SE:0.0000 [SE:0.00007
> AMP + PSYCH (SOC) 71 71 ]
0.00640 0.00640 0.00640 0.00640 0.00640 0.00640 0.00640 0.00640
p [SE:0.00006] p [SE:0.0000 B [SE:0.00006] p [SE:0.00006] p [SE:0.00006] p [SE:0.00006] p [SE:0.0000 B [SE:0.00006
> AMP + COG (SOC) 6] 6] ]
0.000300 0.000300 0.000300 0.000300 0.000300 0.000300 0.000300 0.000300
> AMP + COG + PSYCH B [SE:0.00001] B [SE:0.0000 B [SE:0.00001] B [SE:0.00001] B [SE:0.00001] B [SE:0.00001] B [SE:0.0000 B [SE:0.00001]
(SOC) 1] 1]
B 0.0993 B 0.0993 B 0.0993 B 0.0993 B 0.0993 B 0.0993 B 0.0993 B 0.0993
[SE:0.0008] [SE:0.0008 [SE:0.0008] [SE:0.0008] [SE:0.0008] [SE:0.0008] [SE:0.0008 [SE:0.0008]
> KRT + PSYCH (SOC) 1 1
B 0.0745 B 0.0745 B 0.0745 B 0.0745 B 0.0745 B 0.0745 B 0.0745 B 0.0745
[SE:0.0007] [SE:0.0007 [SE:0.0007] [SE:0.0007] [SE:0.0007] [SE:0.0007] [SE:0.0007 [SE:0.0007]
> KRT + COG (SOC) 1 1
0.00330 0.00330 0.00330 0.00330 0.00330 0.00330 0.00330 0.00330
> KRT + PSYCH + COG B [SE:0.0002] B [SE:0.0002 B [SE:0.0002] B [SE:0.0002] B [SE:0.0002] B [SE:0.0002] B [SE:0.0002 B [SE:0.0002]
(SOC) 1 1
> DEATH B 0.485 B 0.490 B 0.617 B 0.365 B 0.617 B 0.667 B 0.617 B 0.500
[SE:0.1] [SE:0.008] [SE:0.004] [SE:0.008] [SE:0.004] [SE:0.006] [SE:0.004] [SE:01]
B 0.398 B 0.398 B 0.398 B 0.398 B 0.398 B 0.398 B 0.398 B 0.398
RS [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.08]
B 0.196 B 0.196 B 0.196 B 0.370 B 0.196 B 0.196 B 0.196 B 0.370
COG [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.09] [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.09]
B 0.196 B 0.196 B 0.196 B 0.370 B 0.196 B 0.196 B 0.196 B 0.370
PSYCH [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.09] [SE:0.08] [SE:0.08] [SE:0.08] [SE:0.09]
0.196 0.196 0196 0.370 0.196 0.196 0.196 0.370
CARDIO B [SE:0.08] B [SE:0.08] B [SE:0.08] B [SE:0.09] B [SE:0.08] B [SE:0.08] B [SE:0.08] B [SE:0.09]
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g 06 g 016 06 B 0370 B 0196 oM p_ 0m6 g 0370
AMP [SE:0.08] [SE:0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE:0.08] [SE:0.09]
B 0i% B 016 0 B 0370 B 0196 0 oM g 0370
KRT [SE:0.08] [SE:0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE:0.08] [SE:0.09]
B 0i% B 016 0 B 0370 B 0196 0 oM g 0370
COG + PSYCH [SE:0.08] [SE:0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE:0.08] [SE:0.09]
B 0i% B 016 0 B 0370 B 0196 0 p_ 0f6 g 0370
CARDIO + PSYCH [SE:0.08] [SE:0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE:0.08] [SE:0.09]
B 0i% B 016 0 B 0370 B 0196 0 p_ 0f6 g 0370
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B 0% B 0i%6 0 B 0370 B 0196 0 oM g 0370
CARDIO + COG + PSYCH [SE0.08] [SE.0.08] [SE0.08] [SE0.09] [SE0.08] [SE0.08] [SE0.08] [SE0.09]
B 0196 g 06 B 0% B 0370 p 016 B 0i% B 0196 B 0370
AMP + PSYCH [SE0.08] [SE.0.08] [SE0.08] [SE0.09] [SE0.08] [SE0.08] [SE0.08] [SE0.09]
g 01% g 016 g 0w B 0370 B 0196 g 0w g 0m6 g 0370
AMP + COG [SE0.08] [SE.0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE0.08] [SE0.09]
g 01% g 016 0w B 030 B 0196 g 0w §_0m6 g 0370
AMP + COG + PSYCH [SE0.08] [SE.0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE0.08] [SE0.09]
g 01% g 016 0w B 030 B 0196 g 0w §_0m6 g 0370
KRT + PSYCH [SE0.08] [SE.0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE0.08] [SE0.09]
g 01% g 016 0w B 030 B 0196 g 0w §_0m6 g 0370
KRT + COG [SE0.08] [SE.0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE0.08] [SE0.09]
g 01% g 016 0w B 030 B 0196 g 0w §_0m6 g 0370
KRT + PSYCH + COG [SE0.08] [SE.0.08] [SE0.08] [SE:0.09] [SE0.08] [SE0.08] [SE0.08] [SE0.09]
g 0800 NA 1 NA p_ 0300 NA T NA 0800 g 03%
RS READMISSION [SE0.1] [SE0.05] [SE01] [SE:0.06]
g odoi g oo g oo B 039 p 039 g oo IR g 0391
COG READMISSION [SE:0.06] [SE:0.06] [SE:0.06] [SE:0.06] [SE:0.06] [SE:0.06] [SE:0.06] [SE:0.06]
B 0300 B 030 B 0300 B 0300 B 0300 B 0300 B 0300 B 0300
PSYCH READMISSION [SE:0.05] [SE0.05] [SE0.05] [SE:0.05] [SE0.05] [SE0.05] [SE:0.05] [SE:0.05]
B 0800 NA 1 NA 1 B 0900 NA 1 NA A B 0800 B 0500
CARDIO READMISSION [SE0.1] [SE0] [SE0A] [SE:0.08]
B 0800 NA 1 NA 1 B 0900 NA T NA B 0800 B 0500
AMP READMISSION [SE0.1] [SE0.1] [SE0A] [SE0.08]
N/A 0 N/A 0 N/A 0 N/A 0 N/A O N/A 0 N/A 0 B 0.390
KRT READMISSION [SE:0.06]
RS AMBULATORY NA 0 NA 0 N/A_ 0 NA 0 N/A O NA 0 N/A 0 N/A 0
B 0500 g 0500 g 0500 B 0500 B 0500 B 0500 g 0500 g 0500
COG AMBULATORY [SE0.08] [SE:0.08] [SE0.08] [SE:0.08] [SE0.08] [SE0.08] [SE:0.08] [SE:0.08]
B 0500 B 0500 B 0500 B 0500 B 0500 B 0500 B 0500 B 0500
PSYCH AMBULATORY [SE:0.08] [SE:0.08] [SE0.08] [SE:0.08] [SE0.08] [SE0.08] [SE:0.08] [SE:0.08]
CARDIO AMBULATORY NA 0 NA 0 N/A_ 0 NA 0 N/A O N/A 0 N/A 0 N/A 0
AMP AMBULATORY NA 0 NA O NA O NA 0 NA O NA 0 NA O NA O
B 0500 g 0500 g 0500 B 0500 B 0500 B 0500 g 0500 g 0500
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UTILITY — GENERAL g ooo g oo g 0904 p 0904 p 0903 g 0904 g ooot § oot
POPULATION [SE:0.04] [SE0.04] [SE0.04] [SE:0.04] [SE:0.04] [SE:0.04] [SE0.04] [SE0.04]
DISUTILITY — y 00 y 0120 y 020 y 020 y 0120 y 0120 y 0120 y 0120
POPULATION [SE0.06] [SE.0.06] [SE0.06] [SE0.06] [SE0.06] [SE.0.06] [SE:0.06] [SE:0.06]
0784 0784 0784 0784 0784 0784 0784 0784
UTILITY — BASELINE T Iseo4 T Ise04] T sE04] T [sE04] T Ise04] T Ise04) T [sE04] T seoa4
0.150 0.150 0.150 0.150 0.150 0.150 0.150 0.150
DISUTILITY — RS Y [SE008] T Ise0o08] T Iseoo08] T [seo0os] ¥ [se008] T [seoo08] T seoos1 Y [sEo0s]
00200 00200 00200 0.0200 00200 0.0200 00200 00200
DISUTILITY — COG Y seoon T seo0on T Iseo0on T seoon T seo0on T Iseo0on T seoon ¥ [seoof
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y 024 y o2 y 02 y 02 y 0244 y 024 y 024 y 024
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y  o®i y o y o y o y o y o y o y o
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DISUTILITY — KRT T se02 T Ise02] T IsE02] T sE02] T [sE02] T [sE02] T Ise02] T seo2
FAST ID/AST
39340 14300 3557 1093000 3557 3176 2762 8459
BSI HOSPITALISATION T [Ses9340] T [sE1430] T [sEssos] T [SE103600] T [sEss9s] T [sEsr6] T se2srel Y [sEs4s9]
60670 22860 12060 3705000 12060 7629 14730 28670
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103100 1269 82860 15280000 82860 30021 82860 1269
KRT AMBULATORY Y [SE-103100] Y sezeol ¥ [se20720] T ses2s0000 Y [se20720] Y [se3002] Y (sesosel Y [SE1269]
SoC
y 39840 y 14300 y 3% y 1093000 y 357 y 3 y e y 8450
BSI HOSPITALISATION [SE:39340] [SE:1430] [SE889.3] [SE03600] [SE889.3] [SE794.0] [SE-2376] [SE8459]
y 60670 y 22860 y 12060 y 3705000 y 12060 y 7620 y 14730 y 28670
SEPSIS HOSPITALISATION [SE:60670] [SE2286] [SE:3014] [SE:351200] [SE:3014] [SEA907] [SE:2410] [SE:2867]
SEPTIC SHOCK y 68670 y 37950 y 20330 Yy 8705000 Y 20330 y 10280 y 19380 y 48340
HOSPITALISATION [SE:68670] [SE:3795] [SE:5082] [SE:351200] [SE:5082] [SE2570] [SEA600] [SE:4834]
RECURRENT y 44000 y 17400 y 17890 y 5498000 y 17890 y 762 y 25570 y 42550
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y 84 y 11260 y 12990 y 3992000 y 12090 y o6 y 18563 y 30890
PSYCH HOSPITALISATION [SE:8437] [SEA126] [SE:3248] [SE:399200] [SE:3248] [SE786.5] [SE1856] [SE:3089]
CARDIO y 10850 y 10040 y 160 y 3431000 y {60 y 22 y 15954 y 26550
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11340 13700 8297 1530000 8297 8297 8297 520.3
AMP REHABILITATION i [SE:11340] i [SE:1370] i [SE:2074] i [SE:153000] i [SE:2074] i [SE:2074] i [SE:829] i [SE:52.03]

2384 2373 600.0 110600 600.0 600.0 600.0 2373
PSYCH AMBULATORY i [SE:2384] i [SE:237.3] i [SE:150.0] i [SE:11060] i [SE:150.0] i [SE:150.0] i [SE:60.0] [SE:237.3]

103100 1269 82860 15280000 82860 30021 82860 1269
KRT AMBULATORY i [SE:103100] i [SE:126.9] i [SE:20720] i [SE:1528000] i [SE:20720] i [SE:3002] i [SE:8286] [SE:126.9]
INTERVENTION EFFECT normal -0.248 normal -0.248 normal -0.248 normal -0.248 normal -0.248 normal -0.248 normal -0.248 normal -0.248

[SE:0.107] [SE:0.107] [SE:0.107] [SE:0.107] [SE:0.107] [SE:0.107] [SE:0.107] [SE:0.107]
TAT — FAST ID/AST LN(u,6%) 27.80 LN(u, %) 27.80 LN(u, 6%) 27.80 LN(u, 62) 27.80 LN (u, 6%27.80 LN(u, 6%) 27.80 LN (u, 6%)27.80 LN (u, 6227.80

[SE:0.088] [SE:0.088] [SE:0.088] [SE:0.088] [SE:0.088] [SE:0.088] [SE:0.088] [SE:0.088]
TAT — SOC — DE/USA uniform  43.20 uniform 43.20

[32.40, 54.00] [32.40,

54.00]

Abbreviations: BSI = bloodstream infection; SOC = standard of care; RS = recurrent sepsis; COG = cognitive impairment; PSYCH = psychological impairment; CARDIO = cardiovascular disease; AMP =
amputation; KRT = kidney replacement therapy; TAT = time-to appropriate therapy; SE = standard error; Cl = confidence interval; LN (u,0?) = log-normal distribution parameterised by mean p and variance o2

Notes: N/A indicates the mean value did not fall between 0 and 1, therefore, no valid probability distribution could be applied. Standard errors (SEs) were calculated from published confidence intervals
(Cls) and sample sizes where available. Where a Cl and/or sample size was not reported, a conservative approach was used by assuming a small sample size (n = 25) and deriving an SE accordingly to
reflect high uncertainty.

Distributions (PSA): Beta () distributions were used for probabilities/proportions bounded between 0 and 1 (e.g., progression rates, 1-year mortality rates, utilisation shares). Gamma () distributions
were used for positive, right-skewed continuous parameters (e.g., costs, disutilities). Normal distributions were used for intervention effects modelled on an unbounded scale (can take negative values).
Log-normal distributions were used for strictly positive time-based parameters (e.g., turnaround time, TAT). Uniform distributions were used where only plausible minimum/maximum bounds were
available (e.g., TAT for SOC in DE/USA)
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B. Results of sensitivity analyses

Figure Bl One-way sensitivity analysis showing the impact of key parameters on cost
. .
savings per patient.
‘ * ' €15k €05k €05k €1.5k . €30k €10k €10k €3.0k ‘ ' -€2.5k -€1.5k -€0.5k €0.5k €1.5k ©2.5k ® -£10.0k-€5.0k €0.0k €5.0k €10.0k
CostBS | Cost BSI — Cost Sepsis Stay (SOC) BN Gost Sepsis Stay (SOC) I
Cost BSI (SOC) ] Cost BSI (SOC) I Intervention Effect L Cost Sepsis Stay
Intervention Effect [ Intervention Effect [ Cost Sepsis Stay [ ] Intervention Effect el
Cost Sepsis Stay (SOC) . Cost Sepsis Stay (SOC) . Cost Shock Stay (SOC) L] Cost BSI [
Cost Sepsis Stay ] Cost Sepsis Stay . Cost BSI || Cost BSI (SOC) ]
Cost Shock Stay (SOC) . Cost Shock Stay (SOC) | ] Cost Shock Stay [ ] Cost Shock Stay (SOC) | ]
Cost Shock Stay [} Cost Shock Stay ] Cost BSI (SOC) L] Cost Shock Stay ]
BSI > Sepsis (SOC) H Cost Amb KRT (SOG) ] Cost Amb KRT (SOG) | BSI > Sepsis (SOC) ]
Cost Recurrent Sepsis (SOC) ] Cost Recurrent Sepsis (SOC) ] Cost Recurrent Sepsis (SOC) ] Cost Amb KRT (SOC) ]
Cost Recurrent Sepsis [ ] Cost Recurrent Sepsis [ | Cost Amb KRT | ] Cost Amb KRT | |
O & () = #
-€2.5k -61.5k -€0.5k €0.5k €1.5k €2.5k i -€4.0k -€2.0k €00k €20k €4.0k -€1.0k-€0.5k€0.0k €0.5k €1.0k = 00k €50k €00k €50k €100k
Cost Sepsis Stay (SOC) | ] Intervention Effect [ ] Intervention Effect [N CostBS| [
Intervention Effect [ ] Cost Sepsis Stay (SOC) | ] Cost Sepsis Stay (SOC) ] Cost BSI (SOC) ]
Cost Sepsis Stay [ ] Cost Sepsis Stay [ ] Cost Shock Stay (SOC) ] Cost Shock Stay (SOC) ]
Cost Shack Stay (SOC) | ] Cost Shock Stay (SOC) | ] Cost Sepsis Stay | ] Cost Sepsis Stay (SOC) | ]
Cost BSI [ ] Cost BSI [ Cost Shock Stay . Cost Shock Stay [ ]
Cost Shack Stay ] Cost Shock Stay [ ] Cost BSI || Cost Sepsis Stay | ]
Cost BSI (SOC) . Cost BSI (SOC) - Cost BSI (SOC) . Intervention Effect [
Cost Amb KRT (SOC) | ] BSI > Sepsis (SOC) ] BSI -» Sepsis (SOC) | ] Cost Amb KRT (SOC) 1
Cost Recurrent Sepsis (SOC) | ] Cost Recurrent Sepsis (SOC) | ] Cost Amb KRT (SOC) | | Cost Recurrent Sepsis (SOC) 1 m Low Deviation
Cost Amb KRT [} Cost Recurrent Sepsis ] Cost Recurrent Sepsis (SOC) | ] Cost Recurrent Sepsis 1 High Deviation

ohe.org e



OHE

Figure B2
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Probabilistic cost-effectiveness results by country
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Note: x-axis represents incremental QALYs and y-axis represents incremental costs in local currency for each country. Each point represents one probabilistic simulation. The dashed line represents the
cost-effectiveness threshold, which was applied only for countries with published cost-effectiveness thresholds. +Dom = fast ID/AST positively dominates SOC; -Dom = fast ID/AST is dominated by
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