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Aim: Vaginitis and other vaginal discharge syndromes lead to high healthcare utilization. Molecular tests
like syndromic multiplex real-time (RT) polymerase chain reaction (PCR)-based tests are highly sensitive
and specific at diagnosing the infectious causes of vaginitis. This study compared the healthcare resource
utilization (HCRU) and direct all-cause healthcare costs among patients with vaginitis in the US receiving
next-day syndromic multiplex RT-PCR tests with those receiving other PCR tests or no diagnostic test of
interest. Patients & methods: This retrospective study utilized claims data from IQVIA PharMetrics R© Plus
database to identify adult patients with a diagnosis for vaginitis (first claim = index) from January 2021
to April 2023, with 6 months of continuous enrollment prior to (baseline) and after index (follow-up).
Pairwise comparisons were conducted between RT-PCR and 1:1 propensity matched Other PCR and No
Test subcohorts for all-cause HCRU and costs during follow-up. Results: Each of the RT-PCR, Other PCR
and No Test subcohorts included 1946 matched patients. Mean(SD) follow-up total cost was significantly
lower for the RT-PCR than the No Test subcohort ($5607 [$15,122] vs $6680 [$20,751], p = 0.0023). Mean(SD)
overall outpatient and other medical service costs were lower for RT-PCR versus Other PCR (outpatient:
$2964 [$9666] vs $3174 [$7113], p = 0.0110; other medical: $1961 [$9244] vs $2099 [$6475], p = 0.0002) and
No Test subcohorts (outpatient: $2964 [$9666] vs $4067 [$12,341], p < 0.0001; other medical: $1961 [$9244]
vs $2973 [$11,685]; p < 0.0001). A lower proportion had any outpatient service HCRU in RT-PCR versus
Other PCR subcohort (92.6% vs 94.2%, p = 0.0349). A lower proportion had any other medical service
claim in RT-PCR versus Other PCR (78.3% vs 83.2%, p < 0.0001) and No Test subcohorts (78.3% vs 83.0%,
p = 0.0001). Physician office, emergency room (ER), prescription use and costs were similar between the
subcohorts. Conclusion: The use of syndromic multiplex RT-PCR diagnostics with next day test results in
patients with vaginitis was associated with lower outpatient costs and total healthcare costs than those
in the no test cohort over 6 months. These findings indicate that use of syndromic multiplex RT-PCR
diagnostics may contribute to improved patient management compared with clinical diagnosis alone.

Plain language summary: Healthcare use and costs in women with vaginitis after diagnostic testing
What is this article about?:

• Vaginitis accounts for over 10 million office visits each year. Time to results from traditional diagnostic
testing methods vary from 15 minutes to as long as 7 days.

• Molecular tests including multiplex real-time (RT)-PCR tests can offer faster and more accurate results,
but their economic impact has not been assessed.

What were the results?:

• Adult women with vaginitis who received next-day results from multiplex RT-PCR tests had significantly
lower mean total and outpatient costs compared with those who received no test and fewer outpatient
services compared with those who did not receive any test.
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• Patients with multiplex RT-PCR also had lower outpatient service costs and lower utilization of
outpatient and other medical services than those receiving another PCR test or those who had no
diagnostic testing performed.

What do the results mean?:

• Using multiplex RT-PCR tests for diagnosis of vaginitis leads to lower total costs than not using any tests
at all. Also, use of RT-PCR tests is associated with lower utilization and costs for any outpatient service
compared with other PCR or no tests during the 6 months after diagnosis.

First draft submitted: 9 September 2024; Accepted for publication: 5 November 2024; Published online:
29 November 2024

Keywords: diagnostics • healthcare costs • healthcare utilization • infectious disease • NAAT • PCR testing
• real-world data • vaginitis • women’s health

Background
Vaginal discharge syndromes, attributed to vaginitis and sexually transmitted infections (STIs) are highly prevalent
conditions, affecting over 21 million women in the US [1,2]. While attributed to distinct infectious etiologies,
symptoms are often similar between vaginitis and STIs, characterized as itching, burning, irritation, vaginal odor,
and/or abnormal discharge. Vaginitis is most commonly attributed to three infectious etiologies, bacterial vaginosis
(BV) (accounting for 40 to 50% of cases), vulvovaginal candidiasis (VVC) (accounting for 20–25% of cases) and
trichomoniasis (TV) (accounting for 15–20% of cases, but incidence can be variable) [1–3]. Although less common,
vaginitis symptoms may also be attributed to aerobic vaginitis (AV), desquamative inflammatory vaginosis (DIV)
and cytolytic vaginosis (CV) that result from aerobic imbalance of the vaginal microbiota. The incidence of
recurrence of BV, VVC and TV is estimated to be high due to insufficient management, inaccurate diagnosis,
or continued exposure [3–5]. Together, the high recurrence of these infections contributes to high antibiotic and
antifungal use and high outpatient utilization rates, highlighting the need for appropriate and timely diagnosis and
prompt initiation of targeted treatment [6–9].

Vaginal discharge syndromes, hereafter referred to as vaginitis, result in substantial healthcare resource utilization
(HCRU) and costs, accounting for 10 million office visits and over $1.3 billion spent annually in the US alone [4,10].
A recent study found the average total all-cause follow-up for patients with BV was $8987 per year and as high
as $10,968 if the infection was unresolved with initial treatment [11]. Further, the researchers found total costs
increased, and the proportion of those costs that were BV-related increased stepwise, as the number of treatment
courses increased, underscoring the need for an accurate diagnosis at onset [11]. Traditional methods used by
clinicians to diagnose vaginitis include pH testing, potassium hydroxide (KOH) preparation (whiff test), wet
mount microscopy, Amsel, criteria and microbiologic culture [6,12]. While wet mount microscopy and Amsel
criteria are inexpensive, easy and quick to perform, their sensitivity can vary based on the infectious cause of
symptoms [13]. Notably, wet mount microscopy has been found to have high sensitivity for the diagnosis of BV,
AV and DIV, but has been shown to vary for the detection of VVC and TV [14–17]. In contrast, culture methods
have high sensitivity and specificity, but the time to result is slow, often taking up to 7 days depending on the
etiology of the patients symptoms. Before the adoption of polymerase chain reaction (PCR) tests, microscopy-based
wet mount was the most commonly used technique for the diagnosis of vaginal infections from TV due to the
ease of performing at the point of care; but the requirement for clinics to purchase and maintain microscopes in
office led to reduced use in favor of empiric diagnosis [15]. Due to the high sensitivity and specificity of PCR and
the convenience of being able to detect multiple microorganism types without the growth restrictions of culture,
PCR based diagnostics have become the gold standard for the diagnosis of TV and other sexually transmitted
infections, including Neisseria gonorrhoeae, Chlamydia trachomatis and Mycoplasma genitalium among others. These
benefits have begun to demonstrate clinical value for the diagnosis of other vaginitis etiologies, like BV and VVC,
when point of care microscopy-based methods may not be available [4,6,18]. Further, in select outpatient healthcare
settings where symptoms of vaginitis have substantial overlap with STIs, the capability to run a single diagnostic
test for all relevant infectious causes may contribute to more streamline and accurate diagnosis [19–21].
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There is limited real-world evidence on the clinical and economic impact of these novel multiplex RT-PCR tests
for vaginitis. This study aimed to compare all-cause HCRU and costs following the use of multiplex RT-PCR tests
with next day results compared with other commercially available PCR tests or when no test was used among adult
women with vaginitis in a nationwide claims database of predominantly commercial health plans in the US.

Methods
Study design
We conducted a retrospective propensity-matched cohort study using the IQVIA PharMetrics R© Plus claims database
from 1 July 2020 to 31 October 2023 (study period). PharMetrics Plus is a health plan claims database comprised
of fully-adjudicated medical and pharmacy claims for more than 210 million unique enrollees since 2006. This
database is representative of the commercially-insured US national population for patients under 65 years of age. As
a retrospective study using secondary data, no interventions were made to patients during this study. In compliance
with the Health Insurance Portability and Accountability Act (HIPAA), patient data included in the analyses were
de-identified; therefore, this study was not subject to Institutional Review Board (IRB) review. Analysis of existing
and anonymized data falls within the exempt criteria 45 CFR 46.101(b)(4) of HHS regulations for the protection of
human subjects in research. The PharMetrics Plus database meets ‘safe harbor’ de-identification standards provided
in the Privacy Rule of the U.S. HIPAA Privacy Rule section 164.514.

Cohort selection
Adult women (aged ≥18 years) with ≥1 non-ancillary claims with a diagnosis for or a symptom suggestive
of vaginitis, vulvovaginitis, or other inflammation of the vagina from 1 January 2021 to 30 April 2023 were
identified. An ancillary claim is diagnostic, where the result may not indicate the patient has the disease; therefore,
we did not include these claims to ensure confidence in the diagnoses captured. Supplementary Table 1 provides
a list of ICD-10-CM codes related to diagnosis or symptoms for vaginitis. The date of first qualifying claim for
vaginitis or related symptoms was considered the index date.

To be included for analysis, women were further required to have 6 months of continuous enrollment in health
plans prior to and after index date. The 6-month period prior to the index date was termed as the baseline period,
and the 6-month period after the index date was termed as the follow-up period. Patients with missing or invalid
age or sex were excluded from the analysis.

These patients were categorized depending on the diagnostic test administered, or lack thereof, on the index date,
into three mutually-exclusive subcohorts: 1. Patients who received a syndromic multiplex RT-PCR test for vaginitis
and sexually transmitted infectious organisms identified by the Current Procedural Terminology (CPT) /Healthcare
Common Procedure Coding System (HCPCS) codes listed in Supplemental Table 2 and the National Provider
Identifier (NPI) codes for laboratories that provide this test (NPI: 1689639544, 1326743535, 1619346640,
1881352979, 1790470763) (HealthTrackRx, TX, USA); 2. Patients who received any other commercially available
diagnostic PCR test independent of laboratory provider or point of care PCR technology, identified using the same
CPT code list as cohort 1 (Other PCR subcohort) and absence of NPI codes pertaining to the RT-PCR test cohort
(including; 3. Patients who did not receive any diagnostic test of interest for vaginitis (culture, PCR and select
point of care tests) on the index date or within 2 days (No Test subcohort). It is important to note that use of wet
mount or Amsel criteria for diagnosis were not excluded from the No Test cohort. Full code lists can be found in
Supplementary Table 2.

Measures & outcomes
Patient demographic characteristics such as age, sex and geographic region (US Census region) of residence were
assessed on the index date. Clinical comorbidities and utilization of relevant treatments for vaginitis were assessed,
as well as all-cause baseline total healthcare costs, during the 6-month baseline period. Charlson Comorbidity
Index (CCI) score [22] (continuous and categorical) was measured, along with chronic conditions including cancers,
congestive heart failure, hepatitis and renal failure. Baseline comorbidities and proportion of patients with previous
diagnosis of vaginitis were captured using the presence of any claim with a relevant ICD-10-CM diagnosis code
during the baseline period. Baseline use of antibiotics and antifungals were captured using National Drug Codes
(NDC). During the 6-month follow-up period, all-cause total and service-specific (overall outpatient and its
subcategories including physician office visits, emergency room [ER] visits, other medical services [e.g., radiology,
outpatient surgery, ancillary services and other service claims not classified in other outpatient subcategories]
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and outpatient prescription medications) HCRU, including proportion of patients using the health resource and
number of visits per patients, as well as associated healthcare costs, were assessed/evaluated.

Statistical analysis
Categorical measures were presented using frequency (number of patients [n]) and percentage (%) of total study
patients observed in each category. Continuous and count variables were presented as the mean, standard deviation
(SD) and median. Standardized mean difference (SMD) was assessed for each variable of interest for the two pairs
of pre- and post-matched cohorts. SMD was calculated as the difference in means or proportions of a variable
divided by the pooled SD. An SMD of ≥0.10 (absolute) between the pairs of subcohorts indicated imbalance.

Propensity Score Matching
Propensity score matching (PSM) was used to adjust for measured confounders and create matched, comparable
subcohorts, consisting of patients in the RT-PCR cohort and the other two comparator subcohorts. Based on the
observed imbalances in the demographic and clinical characteristics between each pair of subcohorts as well as
considering clinical relevance of the variables, the variables for inclusion in the PSM model were selected (Table 1).
Post-match balance was assessed based on a SMD cut-off of <0.1. All-cause HCRU and costs were compared
pairwise between subcohorts of interest after matching.

Among the 1,607,248 patients with ≥1 claim with ICD-10 CM diagnosis for vaginitis or relevant symptoms,
1946 women were classified in the pre-match RT-PCR subcohort and 244,224 were classified in the Other PCR
subcohort. Of the 1,191,806 women with vaginitis who did not receive any diagnostic tests on the index date or
within two days after index, a random 20% sample of 238,362 were classified into the pre-match No Test cohort
(Figure 1). The RT-PCR subcohort was matched with the Other PCR subcohort, and separately matched with the
No Test subcohort, to create two pairs of matched subcohorts with 1946 patients in each.

Following PSM, weighted chi-square tests were used to compare categorical and weighted t-tests (mean) or
Wilcoxon rank-sum test (median) for continuous outcomes. For comparisons between infrequent independent
samples (e.g., among patients with 1 hospitalization), parametric t-test (mean) and non-parametric Wilcoxon
rank-sum test (median) were used, as matching no longer applied within subgroups of matched cohorts. A p-value
of ≤0.05 was considered statistically significant. All analysis were performed using SAS 9.3 (SAS Institute, NC,
USA).

Results
Patient characteristics
Prior to matching, patients in the Other PCR subcohort were, on average, younger (34.9 ± 12.6 years) than the
RT-PCR subcohort (41.4 ± 16.4 years). The No Test subcohort was older at 46.6 ± 15.4 years than the RT-PCR
subcohort. In all subcohorts, most patients were from the South US region (US Census regions were used to define
regions for this study). The mean baseline CCI score in the RT-PCR subcohort was 0.5 ± 1.4 and 0.5 ± 1.5 for the
No Test subcohort, and 0.4 ± 1.3 in the Other PCR subcohort. After matching, the average age was approximately
41 years in both sets of matched cohorts. The mean (SD) baseline CCI was 0.5 (1.4), and 3.8% of patients had a
previous infection (Table 1).

HCRU & costs in the 6-month follow-up: RT-PCR versus no test
When comparing patients in the RT-PCR subcohort to the patients in the No test subcohort, the RT-PCR subcohort
had fewer outpatient services during the 6-month follow-up period (visits per patient: 14.5 vs 16.1, p < 0.0001)
(Supplemental Table 3). However, there was no significant difference in the proportion of patients requiring any
outpatient service (92.6% vs 93.6%, p = 0.1986) (Figure 2). RT-PCR subcohort had significantly lower mean total
outpatient costs ($2964 [$9666] vs $4067 [$12,341], p < 0.0001) (Table 2) than the No Test subcohort. This
was driven by a significantly lower proportion of patients in the RT-PCR subcohort with other medical services
(78.3% vs 83.0%, p = 0.0001; visits per patient: 8.0 vs 9.2, p < 0.0001) with corresponding lower costs (1961
[$9244] vs $2973 [$11,685], p < 0.0001). A similar proportion of patients in each subcohort had a physician
office visit (89.9% vs 90.7%, p = 0.4111), an ER visit (15.1% vs 16.5%, p = 0.2360) and an outpatient pharmacy
claim (91.0% vs 89.2%, p = 0.0580).
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Inclusion criteria
Patient (n), remaining (%)

Starting sample

Patients with ≥1 claim for vaginitis during the patient selection

period (first = index)

Patients remaining with

•  Continuous enrollment in the 6 months prior to index and 6

months post-index

Patients remaining without

•  Data quality issues (i.e., missingness)

•  Adult patients; female gender

Random 20% sample of No Test

Final sample

pre-match
RT-PCR

n = 1946

Other PCR

n = 244,224

No Test

n = 238,362

NoTest

n = 1,191,806

31.9%

n = 1,607,248

38.6%

n = 1,611,004

38.6%

n = 4,168,412

100%

Figure 1. Stepwise attrition to identify patients in each of the three subcohorts of interest.

HCRU & costs in the 6-month follow-up: RT-PCR versus other PCR test
When comparing patients in the RT-PCR subcohort to the patients that received Other PCR testing, the RT-PCR
subcohort required outpatient services at a lower rate (92.6% versus 94.2%, p = 0.0349 (Figure 2); visits per patient:
14.5 [21.9] versus 15.3 [17.6], p = 0.0011). While this finding shows a small reduction, this difference is statistically
significant despite the high degree of variability observed in claims data. Further, the RT-PCR cohort slightly lower
outpatient costs compared with the Other PCR cohort ($2964 [$9666] vs $3174 [$7113], p = 0.0110) (Table 3).
This was driven by a significantly lower proportion of patients in the RT-PCR subcohort with other medical
services (78.3% vs 83.2%, p < 0.0001; visits per patient: 8.0 [17.8] vs 8.7 [12.6], p < 0.0001) and corresponding
lower mean costs due to other medical services ($1961 [$9244] vs $2099 [$6,475], p = 0.0002). Both subcohorts
had a physician office visit, an ER visit, or outpatient pharmacy use at similar rates (office visit: 89.9% vs 91.0%,
p = 0.2470; ER visit: 15.1% vs 17.0%, p = 0.1081; pharmacy 91.0% vs 89.9%, p = 0.2216) (Figure 2). The mean
total healthcare costs were similar between subcohorts of RT-PCR and Other PCR tests ($5607 [$15,122]; $5773
[$25,112], p = 0.3057).

Discussion
Our study aimed to evaluate all-cause HCRU and costs for vaginitis with different diagnostic approaches. Overall,
patients receiving syndromic multiplex RT-PCR diagnostic test with next-day results had significantly lower mean
total all-cause healthcare (medical + pharmacy) costs than patients who received no test. This finding suggests
downstream benefits of more accurate and prompt diagnosis. However, further research leveraging retrospective
medical records or prospective comparator testing is needed to determine this.

In our study, patients who received a RT-PCR vaginitis test experienced a small but significant lower utilization
of any outpatient services as well as other medical services compared with those who received another PCR test.
While this finding does show significance despite the high degree of variability observed in claims analyses, both
cohorts receiving any type of PCR testing showed substantial reductions in HCRU and cost compared with patients
diagnosed on clinical presentation alone. This finding could indicate a more accurate diagnosis when PCR testing
is utilized, subsequently leading to lower HCRU for outpatient and other medical services [23]. It is important
to note that the other PCR cohort did not specify the manufacturer or laboratory provider and were identified
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Table 2. Healthcare costs in patients with vaginitis during the 6 months following diagnosis among matched
RT-PCR versus No Test subcohorts.
Utilization category RT-PCR

n = 1946
No Test
n = 1946

p-value

Outpatient prescription

Mean (SD) $1686 ($6639) $1319 ($5898) 0.9805

Median $163 $167

Physician office visits

Mean (SD) $725 ($1071) $779 ($1301) 0.0749

Median $397 $435

ER visits

Mean (SD) $278 ($1044) $315 ($1290) 0.9660

Median $0 $0

Other medical services

Mean (SD) $1961 ($9244) $2973 ($11,685) �0.0001

Median $219 $346

Outpatient

Mean (SD) $2964 ($9666) $4067 ($12,341) �0.0001

Median $845 $1120

Total Healthcare (medical + pharmacy)

Mean (SD) $5607 ($15,122) $6680 ($20,751) 0.0023

Median $1363 $1675

ER: Emergency room; PCR: Polymerase chain reaction; RT-PCR: Real time-PCR; SD: Standard deviation.

Table 3. Healthcare costs in patients with vaginitis during the 6 months following diagnosis among matched
reverse transcriptase polymerase chain reaction (RT-PCR) versus Other PCR subcohorts.
Utilization category RT-PCR

n = 1946
Other PCR test
n = 1946

p-value

Outpatient prescription

Mean (SD) $1686 ($6639) $1903 ($21,640) 0.6568

Median $163 $180

Physician office visits

Mean (SD) $725 ($1071) $751 ($1082) 0.3222

Median $397 $429

ER visits

Mean (SD) $278 ($1044) $325 ($1217) 0.3048

Median $0 $0

Other medical services

Mean (SD) $1961 ($9244) $2099 ($6475) 0.0002

Median $219 $310

Outpatient

Mean (SD) $2964 ($9666) $3174 ($7113) 0.0110

Median $845 $1033

Total Healthcare (medical + pharmacy)

Mean (SD) $5607 ($15,122) $5773 ($25,112) 0.3057

Median $1363 $1560

ER: Emergency room; PCR: Polymerase chain reaction; RT-PCR: Real time-PCR; SD: Standard deviation.

by CPT/HCPCS code in the analysis. While the proportion of patients using outpatient services were similar
in the RT-PCR and No Test subcohorts, the mean number of visits per patient was significantly lower in the
RT-PCR subcohort, suggesting a reduced need for follow-up visits when the multiplex RT-PCR test was used.
In line with these findings, patients receiving RT-PCR tests with next-day results had significantly lower mean
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Healthcare utilization & costs following molecular diagnostic testing among patients with vaginitis Research Article

outpatient costs than the Other PCR and No Test subcohorts driven by lower utilization of other medical services
claims and associated costs. This is in alignment with recent findings from a retrospective study on vaginitis using
administrative claims, which found patients who had a nucleic acid amplification test (including PCR tests) had
lower mean total costs in the 12 months following diagnosis compared with clinical evaluation ($7660 vs $8232,
p < 0.0001) [10]. Their estimation of mean total cost of $8232 for those patients who were diagnosed with clinical
evaluation alone during the 12-months post-diagnosis was higher than our assessment, which was expected as the
follow-up period was longer. However, those cost trends generally aligned with our study.

As the scientific landscape continues to evolve, molecular diagnostic tests, including syndromic multiplex RT-
PCR tests, are becoming more readily available to diagnose multiple different infectious etiologies of vaginitis with a
single test. These and other PCR tests may be able to provide more accurate diagnosis with a faster turnaround time
compared with non-molecular based test options. Of those patients receiving a PCR test, less than 1% received the
RT-PCR test, which is expected since this test is only administered by select laboratories. To our knowledge, there is
no published evidence on the comparative effectiveness of syndromic multiplex RT-PCR diagnostics with next-day
results, compared with alternatives, on subsequent HCRU and costs among patients with vaginitis. This study
offers a novel evaluation of the cost of multiplex RT-PCR using real-world data, with the potential to positively
benefit thousands of patients in the future.

The findings from this study should be interpreted with some limitations. Administrative claims are developed
for billing purposes and, hence, some conditions may be undercoded (meaning that some information may be
missing from claims analysis). All patients in this analysis had continuous enrollment in a health plan; therefore,
these results may not be generalizable to an uninsured population. Another potential limitation is the accuracy of
coding detail to reflect the severity of the patient’s condition. In other words, symptom severity cannot be directly
determined from claims analysis. Finally, identification of specific molecular tests in claims data by CPT/HCPCS
code alone can be challenging due to the use of non-specific coding, and as such specific conclusions on the impact
of specific commercially available tests within the Other PCR cohort cannot be concluded from this analysis.
Further, evidence of prescription claims does not necessarily imply the consumption of medication by the patient,
only that the prescription was filled. In addition, any medication obtained outside insurance coverage (i.e., free
samples, discount cards, from another country, etc.) and their associated costs were not captured in the analysis. It
should be noted that this study utilized PharMetrics Plus adjudicated claims database which is representative of the
commercially insured US population aged <65 years. These results cannot be generalized to all US population or
to any other countries.

Conclusion
Syndromic multiplex RT-PCR testing with next-day results is a valuable tool for physicians for the diagnosis
of vaginitis, allowing for rapid and accurate results and possibly contributing to more targeted treatment after
diagnosis. This study demonstrated the use of a novel multiplex RT-PCR test for vaginitis significantly lowers

Summary points

• Vaginitis is a common reason for physician office visits and is responsible for over $1.4 billion dollars annually in
the US.

• Adoption of multiplex polymerase chain reaction (PCR) testing for the diagnosis of vaginal discharge infections is
becoming more widespread due to the rapid time to result and the convenience of testing for multiple infectious
causes with a single specimen collection. While select traditional diagnostic tests continue to offer reasonable
sensitivity and specificity for diagnosis, providers are trending away from frequent use due to the equipment
requirements.

• This study was undertaken to assess the long-term cost differential between using select multiplex real time
(RT)-PCR, other PCR tests and when no diagnostic test was utilized in women with vaginal discharge syndromes.

• In this study, we found among women with a vaginitis diagnosis approximately 75% were not tested for
vaginitis. When evaluating costs among patients with vaginitis, those that utilized the novel multiplex RT-PCR test
had fewer outpatient services and lower outpatient costs compared with those that used a different PCR test or
no PCR test.

• Molecular techniques for the diagnosis of vaginitis are a valuable tool for physicians, allowing for better patient
care with rapid and accurate results and consequently, earlier treatment.

• These results may guide decision-makers in developing coverage and reimbursement policies.

10.57264/cer-2024-0173
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the total cost of follow-up care during the 6 months after the initial visit, compared with patients receiving no
diagnostic tests. These findings demonstrate the clinical value this multiplex RT-PCR test offers practitioners, as
timely and accurate results allow for selection of the most appropriate treatment resulting in improved patient
outcomes.

Supplementary data
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