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Supplementary Material A. Review Protocol
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Figure A1. Review protocol



Supplementary Material B
Table B1. Outcomes of POCT for Screening
	Primary Care

	Author, Year
	Cost per patient
	Overall cost
	Effectiveness
	Ratio
	Conclusion

	Gout‑Zwart et al. 2019 [43]
	Standard care: €264.20; POCT: €178.12; Cost savings of €86.08
	
	
	
	In favor of POCT

	El-Osta et al., 2017 [52]
	POCT: £5.28 less (not taking into account patients that did not respond or show up) OR £7 less (taking into account patients that did not respond or show up).
	 
	Number of NHS Health Checks completed - POCT: 8.74; laboratory testing: 7.50.
	 
	In favor of POCT

	Crocker et al., 2014* [65]
	Financial benefit due to POCT was $31.26 per patient
	 
	Total number of tests ordered per patient - 21% decrease due to POCT. Letters and phone calls to patients - 89% decrease due to POCT. Revisits due to abnormal test results - 61% decrease due to POCT.
	 
	In favor of POCT

	Huang et al., 2013 [70]
	 
	POCT: $711,508; NAAT: $782,214; Savings of $70,706 due to POCT.
	Cases of pelvic inflammatory disease averted - POCT: 14; NAAT: 0. 
	ICER: -$5050 per disease averted
	In favor of POCT

	Owusu-Edusei Jr. et al., 2011 [75]
	 
	Dual-POC test: $79,000; Laboratory testing: $86,000; POC RPR testing: $84,000; POC ICS testing: $76,000; No testing: $106,000.
	DALYs averted - Dual-POC test: 299; Laboratory testing: 234; POC RPR testing: 247; POC ICS testing: 326; No testing: 0. Overtreatment rates – Dual-POC test: 0.18; Laboratory testing: 0; POC RPR testing: 0.32; POC ICS testing: 1.42; No testing: 0.
	 
	Neither against or in favor of POCT: will only be cost-effective in resource-poor settings with high prevalence 

	Rydzak et al., 2008 [78]
	 
	Per 1000 women compared with no screening - POC RPR screening: cost savings of $161,310; POC ICS Screening: cost savings of $170,030; standard laboratory screening: cost savings of $110,220.
	Life years gained (per 1000 women) - POCT RPR screening: 250; POC ICS screening: 270; standard laboratory screening: 200; no screening: NA. Life years gained (for Children Per 1000 Women) - POCT RPR screening: 6114; POC ICS screening: 6611; standard laboratory screening: 4396; no screening: NA.
	POC ICS Screening dominates
	In favor of POCT

	Secondary Care

	Author, Year
	Cost per patient
	Overall cost
	Effectiveness
	Ratio
	 Conclusion

	Ward et al., 2016 [59]
	POCT Program: $39.53 per patient; Usual Care: $33.20 per patient. POCT Program cost an additional $6.33 per patient.
	 
	QALYs - POCT program: 9.7384 QALYs per patient; Usual Care: 9.7382 QALYs per patient. POCT resulted in an additional 0.0002 QALYs per patient.
	Extrapolated to an ED with 30 000 annual patient visits, the POCT Program would equate to $33 318 paid per additional QALY gained.
	In favor of POCT

	Henson et al., 2014 [28]
	POCT: $602.95/positive detected; Laboratory testing: $364.30/positive detected.
	Total costs - POCT: $37,383; laboratory testing: $22,586.70
	POCT results in decreased length of stay
	 
	In favor of POCT

	* also in primary care monitoring
DALY Disability-Adjusted Life Year, ED Emergency Department, ICER Incremental Cost Effectiveness Ratio, ICS Immunochromographic Strip, NAAT Nucleic Acid Amplification Testing, NHS National Health Service, POCT Point of Care Test(ing), QALY Quality-Adjusted Life Year, RPR Rapid Plasma Reagin.



Table B2. Outcomes of POCT for Diagnosis
	Primary care

	Author, Year
	Cost per patient
	Overall cost
	Effectiveness
	Ratio
	 Conclusion

	Frank et al. 2019 [41]
	Usual care: $610; POCT: $690
	
	Life expectancy – Usual care: 22.7 years; POCT: 25.5 years. Survival at 12 weeks – Usual care: 76.1%; POCT: 83.5%.
	ICER: $680/YLS
	In favor of POCT

	Lee et al. 2019 [44]
	Sputum smear microscopy: $80; Xpert MTB/RIF: $120; Truenat in DMCs: $120; Truenat for POCT: $120
	Truenat POCT instead of Xpert increased 5-year expenditures by $270 million
	Life expectancy – Truenat POCT compared to sputum smear microscopy: +0.39 years; Truenat POCT compared to Xpert MTB/RIF: +0.08 years; Truenat POCT compared to Truenat at DMCs: + 0.09
	Truenat POCT compared to sputum smear microscopy: $210/YLS; Truenat POCT compared to Xpert MTB/RIF: $120/YLS;
	In favor of POCT

	Pooran et al. 2019 [45]
	
	POCT cost an additional $35 529
	Initiated on treatment – an additional 24.3 due to POCT; Same day treatment initiations – an addition 63.4 due to POCT; Completing treatment – an additional 29.4 due to POCT
	POCT has 90% chance of being cost-effectiv in settings willing to pay $9450 per culture positive patient diagnosed, $4450 per patient starting treatment, $1600 per patient starting treatment on the same day as diagnosis, $3820 per patient completing treatment, or $5840 per patient with improved morbidity.
	In favor of POCT

	Spaeth et al. 2019 [27]
	
	AU$481,440 across 6 months
	Unnecessary medical retrieval prevented: 34% of patients
	
	In favor of POCT 

	Esteve et al., 2018 [48]
	POCT + biopsy: €7,360.63/case; POCT + blood analysis and biopsy: €8,929.84/case; standard diagnosis + blood analysis and biopsy: €13,033.33/case
	 
	 
	 
	In favor of POCT

	Holmes et al., 2018 [49]
	 
	1) Routine practice. POCT: £52.35; usual care: £40.41. 2) Adherence to guidelines. POCT: £48.79; usual care: £39.48.
	1) Routine practice. QALYs - POCT: 0.0615 QALYs; Usual care: 0.0609 QALYs. Antibiotic prescription avoided - POCT: 0.74; Usual care: 0.00. 2) Adherence to guidelines. QALYs - POCT: 0.0577 QALYs; Usual care: 0.0556 QALYs. Antibiotic prescription avoided - POCT: 1.00; Usual care: 0.00.
	ICER (routine practice): £19,705 per QALY gained & £16.07 per antibiotic prescription avoided; ICER (adherence to guidelines): £4390 per QALY gained and £9.31 per antibiotic prescription avoided.
	Neither against or in favor of POCT: is more effective with closer adherence to clinical guidelines

	Lubell et al., 2018 [50]
	POCT: $1.24 (SD:1.53); clinical judgement: $1.31 (SD:1.52).
	
	Antibiotic prescribing on first attendance - POCT: 43%; Clinical judgement: 63%.
	 
	Against POCT

	Spaeth et al., 2018 [51]1
	POCT: $84 more expensive per patient; (95%CI: $81–$86) but would lead to cost savings (due to unnecessary medical evacuations avoided) of $4,674 per patient.
	POCT: cost savings of $13.72 million per annum.
	Unnecessary medical evacuations avoided - 0.2109 per patient (95% CI: 0.2106–0.2112)
	 
	In favor of POCT

	Spaeth et al., 2018 [51]2
	POCT: $34 more expensive per patient; (95%CI: $32-$36) but would lead to cost savings (due to unnecessary medical evacuations avoided) of $8,035 per patient.
	POCT: cost savings of $6.45 million per annum
	Unnecessary medical evacuations avoided: 0.3577 per patient (95% CI: 0.3572–0.3582)
	 
	In favor of POCT

	Spaeth et al., 2018 [51]3
	POCT: $102 more expensive per patient (95% CI: $100–$103) but would lead to cost savings (due to unnecessary medical evacuations avoided) of $786 per patient.
	POCT: cost savings of $1.57 million per annum
	Unnecessary medical evacuations avoided: 0.04 per patient (95% CI: 0.0384–0.0403)
	 
	In favor of POCT

	Kip et al., 2017 [54]
	POCT: €1144 (95% CI €892 to €1451); clinical judgement: €1221 (95% CI €955 to €1541); cost savings of €77 [95% CI €-127 to €-33].
	 
	QALYs - change in QALYs is negligible (−0.0004); Hospital referrals - decrease referrals in non-ACS patients from 38.46% to 31.85%; increase non-referral among ACS patients from 0.22% to 0.27%.
	Not calculated due to negligible impact on health outcomes
	In favor of POCT

	Lewandrowski et al., 2017 [55]
	Financial benefit of $11.90–14.74 per patient visit due to POCT.
	
	Follow-up tests – 50% reduction due to POCT;
Patient letters – 99% reduction due to POCT;
Patient calls – 75% reduction due to POCT;
Follow-up appointments – 39% reduction due to POCT.
	
	In favor of POCT

	Heffernan et al., 2016 [57]4
	 
	POCT: $0.11 billion (only the additional costs from introducing POCT)
	DALYs averted were 0.02m DALYs (0.01 million —0.04 million DALYs)
	$4,468/DALY averted
	In favor of POCT

	Heffernan et al., 2016 [57]5
	 
	POCT: $0.22 billion (only the additional costs from introducing POCT)
	DALYs averted were 0.03m DALYs (0.02 million—0.05 million DALYs)
	$6,986/DALY averted
	In favor of POCT

	Heffernan et al., 2016 [57]6 
	 
	POCT: $0.29 billion (only the additional costs from introducing POCT)
	DALYs averted were 0.03m DALYs (0.02 million—0.05 million DALYs)
	$9,215/DALY averted
	In favor of POCT

	J Janković et al., 2016 [58]
	POCT: 24,653.53 ± 4,121.40 RSD (99%CI); Standard procedure: 30,269.25 ± 4,834.17 RSD (99%CI); POCT results in a saving of 5,615.72 Serbian dinar per treatment episode
	 
	Number of patients who survived per 1000 treatment episodes – POCT: 981 ± 11 (99%CI), Standard procedure: 971 ± 3 (99%CI). Number of hospitalizations per 1000 treatment episodes – POCT: 160 ± 30 (99%CI), Standard procedure: 270 ± 40 (99%CI). Number of performed coronarographies per 1000 treatment episodes: POCT: 16 ± 10 (99%CI), Standard procedure: 32 ± 14 (99%CI).
	The cost per hospitalization avoided: 120,620.27 RSD; cost per coronarography avoided was 110,351.83 RSD
	In favor of POCT

	Hendriksen et al., 2015 [63]
	Laboratory testing: €8354; POCT Nycocard: €8297.57; POCT Simplify: €8198.63; POCT Cardiac: €8270.80; POCT Triage: €8370.87; Referral to hospital: €8467.59.
	 
	Laboratory testing: 6.986 QALYs per patient; POCT Nycocard: 6.9845 QALYs; POCT Simplify: 6.982 QALYs; POCT Cardiac: 6.987QALYs; POCT Triage: 6.988QALYs; Referral to hospital: 6.989 QALYs.
	Not calculated due to marginal differences in health outcomes
	In favor of POCT

	Hunter et al., 2015 [25]
	
Per 100 patients - Clinical judgement: £18,081; GP + POCT: £18,039; Nurse + POCT: £17,401; GP + POCT + Communications training: £18,431.
	 
	QALYs (per 100 patients) – Clinical judgement: 255.630 QALYs; GP + POCT: 255.764 QALYs; Nurse + POCT: 255.761 QALYs; GP + POCT + Communications training: 255.588 QALYs. Antibiotic courses prescribed (per 100 patients) – Clinical judgement: 184; GP + POCT: 136; Nurse + POCT: 167; GP + POCT + Communications training: 137. Infections (per 100 patients) – Clinical judgement: 217.89; GP + POCT: 202.97; Nurse + POCT: 202.97; GP + POCT + Communications training: 199.98.
	GP + POCT and practice nurse + POCT both dominate compared to current practice over 3 years. GP + POCT + communications training is dominated by current practice as it costs more and results in fewer QALYs.
	In favor of POCT

	Nilsson et al., 2014 [68]
	POCT: SKr 11 247; No POCT: SKr 16 010.
	
	Emergency referrals – POCT: 25% of patients; No POCT: 43% of patients. Diagnosed patients – POCT: 6.2% of patients; No POCT: 8.8% of patients. Missed cases – POCT: 2 missed cases; No POCT: 0 missed cases.

	SKr 290 000 was saved per missed case of AMI or UA.
	Neither against or in favor of POCT: may be cost saving but at the expense of missed cases.

	Turner et al., 2014 [69]
	 
	POC NAAT: £103.9 million; Standard care: £115.6 million; POCT cost £11.7 million less.
	QALYs - POCT: increase of 46 QALYs. Inappropriate treatments - POCT: 95 000 avoided. Onward transmissions - POCT: 17 561 avoided.
	POCT pathway dominates, the ICER is not meaningful and is not presented.
	In favor of POCT

	Oppong et al., 2013 [71]
	POCT: increases costs by €11.27
	 
	QALY - POCT: QALY gain of 0.002 (95% CI –0.001 to 0.004). Antibiotic prescribing - POCT: reduces probability of prescribing by 10% per patient but relationship was not statistically significant at the 5% level.
	POCT: cost per QALY gain of €9391 and cost per patient prescription avoided of €112.70.
	In favor of POCT

	Van Dyck et al., 2012 [72]
	All three interventions simultaneously: -€3164; Primary Prevention: increased costs by €292; POCT: increased costs by €480; Telemonitoring for adherence: -€3008.
	 
	All three interventions simultaneously: +0.036 QALYs; Primary Prevention: +0.018 QALYs; POCT: +0.006 QALYs; Tele monitoring for adherence: +0.019 QALYs.
	 
	Neither against or in favor of POCT: it is cost-effective, but keeping people out of the system has larger benefit

	Cals et al., 2011 [73]
	Usual care: €35.96 (SD 58.12); POCT: €37.58 (SD 45.24); POCT with Communications training: €37.78 (SD 42.08)
	 
	Antibiotic prescribing - Usual care: 68%; POCT: 39%; POCT with communications training: 23%.
	POCT & usual care: €5.79 for every 1% reduction in antibiotic prescribing; POCT with communications training & usual care: €4.15 for every 1% reduction in antibiotic prescribing.
	In favor of POCT

	Udeh et al., 2008 [79]
	Clinical judgement: $111.56; POCT: $40.25 
	 
	Inappropriate antibiotic use - Clinical judgement: no cases avoided; POCT: 0.1786 cases of inappropriate antibiotic use avoided.
	POCT: of $225.40 per case of inappropriate antibiotic treatment avoided; Clinical judgement: more costly and less effective
	In favor of POCT

	Secondary care

	Author, Year
	Cost per patient
	Overall cost
	Effectiveness
	Ratio
	 Conclusion

	Goldstein et al. 2019 [42]
	Laboratory testing: $10.53; POCT with complete blood count: $18.79; POCT without complete blood count: $29.37.
	
	Time saved using POCT – POCT with complete blood count: 31min; POCT without complete blood count: 21min.
	POCT with complete blood count: 0.27 US$/min; POCT without complete blood count: 0.90 US$/min.
	In favor of POCT (in a LMIC resource-constrained environment)

	Rahamat‐Langendoen et al. 2019 [46]
	Laboratory testing: € 5243; POCT: €4206 – €4904
	
	POCT reduced time‐to‐diagnosis and hospital stay
	
	In favor of POCT

	You et al., 2017 [56]
	POCT: $116.6; Clinical judgement: $83.4
	
	QALYs - Clinical judgement: -0.00251 QALYs; POCT: -0.00139 QALYs. Hospitalization - clinical judgement: 2.85% ; POCT: 1.38%. Mortality rate - clinical judgement: 0.16%; POCT: 0.08%.
	ICER: $29,582 per QALY saved.
	In favor of POCT

	Whitney et al., 2016 [60]
	POCT: $784.48; Serum electrolytes: $1087.78. POCT results in a cost savings of $303.30 per patient. Time saved with POCT factored by average nursing salary shows a mean cost savings of $33.60 per patient.
	
	.
	 
	In favor of POCT

	Whiting et al., 2015 [26]7*
	POCTs - ROTEM: £139; TEG: £103; SLTs: £78; and Sonoclot: £50. Laboratory tests: £182. Cost-saving was slightly smaller for ROTEM (£43) than for TEG (£79) or Sonoclot (£132).
	
	QALYs - Laboratory test: 0.8762 QALYs; All POCTs: 0.8773 QALYs.
	POCT dominates standard laboratory tests (in all three cases)
	In favor of POCT

	Whiting et al., 2015 [26]8*
	POCTs - ROTEM: £203; TEG: £170; SLTs: £130; and Sonoclot: £73. Laboratory tests: £891. Cost-saving were £688 for ROTEM, £721 for TEG and £818 for Sonoclot.
	
	QALYs -Laboratory test: 0.5644 QALYs; All POCTs: 0.5713 QALYs
	POCT dominates standard laboratory tests (in all three cases)
	In favor of POCT

	Asha et al., 2014 [64]
	POCT: $174+/-$157; Laboratory testing: $150+/-$129; net difference: $24 (95%CI $4–$44).
	
	Time to disposition decision - POCT: 3.24 hours; laboratory testing: 3.50 hours. Emergency department length-of-stay - POCT: 4.32 hours; laboratory testing: 4.52 hours.
	ICER: $113 per hour saved in time to disposition decision
	In favor of POCT

	Hyle et al., 2014 [67]
	POCT: $2,800 (95% CI, $2,790–$2,800); Laboratory testing: $2,440 (95% CI, $2,440–$2,450). 
	
	5-year survival - laboratory testing: 60.9% (95% CI, 60.9%–61.0%); POCT: 65.0% (95% CI, 64.9%–65.1%). Life expectancy - laboratory testing: 9.6 years (95% CI, 9.6–9.6); POCT: 10.3 years (95% CI, 10.3–10.3).
	ICER: $500/YLS (95% confidence interval: $480–$520/YLS)
	In favor of POCT

	Fitzgerald et al., 2011 [74]
	POCT: £1217.14 (standard deviation [SD] ± 3164.93); Standard care: £1005.91 (SD ± £1907.55).
	
	QALYs - Standard care: 0.161 (SD ± 0.052) QALYs; POCT: 0.158 (SD ± 0.056); Difference: -0.003.
	High probability that POC strategy is dominated by standard care (empirical probability = 0.888). Probability of POCT being cost effective at £20,000 ⁄ QALY ($31,229) is very low (0.004).
	Against POCT

	Golden et al., 2010 [76]
	POCT: $37; Laboratory testing: $4
	
	TAT – POCT: 2.5; Laboratory testing: 10min. Total anesthesia time: no difference. Physician satisfaction: improved satisfaction when using POCT. 
	
	Neither against nor in favor of POCT: did not improve patient outcomes, but can improve patient care

	1 Acute coronary syndrome
2 Renal failure
3 Diarrhea/dehydration
4 Current care
5 Enhanced counselling and testing context
6 Universal test and treat context
7 Cardiac surgery patients with high risk of bleeding
8 Trauma patients with high risk of bleeding
* also in monitoring

CI Confidence Interval, DALY Disability-Adjusted Life Year, GP General Practice, ICER Incremental Cost Effectiveness Ratio, NAAT Nucleic Acid Amplification Testing, POCT Point of Care Test(ing), QALY Quality-Adjusted Life Year, RSD Serbian Dinar, SD Standard Deviation, SKr Swedish Krona, TAT Turnaround time, YLS Year of Life Saved. 



Table B3. Outcomes of POCT for Monitoring
	Primary Care

	Author, Year
	Cost per patient
	Overall cost
	Effectiveness
	Ratio
	Conclusion

	Rajasingham et al. 2019 [47]
	
	POCT (≥200 threshold): $79154.36
POCT (bin placement): $79152.01
Automated testing: $79222.74
Current standard of care: $79151.65
	POCT (≥200 threshold): 8.917
POCT (bin placement): 8.918
Automated testing: 8.921
Current standard of care: 8.903
	POCT (bin placement) vs Current standard of care: $20/QALY; Automated testing vs Current standard of care: $5200/QALY 
	In favor of POCT 

	Hyle et al., 2017 [53]1
	POCT: US$3000; clinical strategy: US$2360 
	 
	Life expectancy - POCT: 19,9 years; clinical strategy: 17.1 years. Time on failed treatment - reduced by 1.1 years with POCT.
	ICER: POCT strategy dominates with an ICER of US$480/YLS
	Neither against or in favor of POCT: will only be cost-effective in settings without access to laboratory services

	Hyle et al., 2017 [53]2
	Laboratory testing: US$3120; viral load: US$3250; POCT: US$3380
	 
	Life expectancy - Laboratory testing: 19.8 years; viral load: 20.4 years; POCT: 19.8 years. Time on failed treatment - reduced by 0.3 years with POCT and by 1.1 years with viral load.
	ICER of POCT strategy not reported since it was dominated by the viral load strategy (ICER of US$440/YLS). 
	Neither against or in favor of POCT: will only be cost-effective in settings without access to laboratory services

	Ciaranello et al., 2015 [62]
	POCT: combined cost of $24,900/mother-infant pair; laboratory testing: combined cost of $24,930/mother-infant pair.
	 
	Mother-to-child HIV transmission risk at weaning (age 6 months) - POCT: 5.3%; laboratory testing: 5.7%. Maternal and pediatric life expectancy - POCT: 53.4 pediatric life years, 21.2 maternal life years; laboratory testing: 53.2 pediatric life years, 21.2 maternal life years.
	 
	In favor of POCT

	Crocker et al., 2014 [65]*
	Total financial benefit to the practice due to POCT: $31.26 per patient
	 
	Total number of tests ordered per patient - 21% decrease due to POCT. Letters and phone calls to patients - 89% decrease due to POCT. Revisits due to abnormal test results - 61% decrease due to POCT.
	 
	In favor of POCT

	Chadee et al., 2014 [66]
	 
	Laboratory testing: $91.5 million; POCT: $86.8 million; POCT would save approximately $4.7 million per year. 
	 
	 
	In favor of POCT

	Laurence et al., 2010 [77]3
	 
	POCT: $3,676 (95% CI: $3,062, $4,191); laboratory testing: $3,672 (95% CI: $2,972, $4,628).
	Proportion of patients in target range - POCT: 0.6548; Laboratory testing: 0.5618.
	POCT had higher costs and was more effective (ICER = $40)
	Neither against or in favor of POCT: depends on WTP of society

	Laurence et al., 2010 [77]4
	 
	POCT: $2,732 (95% CI: $1,994, $3,241); laboratory testing: $2,202 (95% CI: $1,875, $2,765).
	Proportion of patients in target range - POCT: 0.1592; Laboratory testing: 0.1066.
	POCT had higher costs and was more effective (ICER = $10,082)
	Neither against or in favor of POCT: depends on WTP of society

	Laurence et al., 2010 [77]5
	 
	POCT: $3,297 (95% CI: $2,262, $4,197); laboratory testing: $3,150 (95% CI: $1,786, $3,853).
	Proportion of patients in target range - POCT: 0.5701; Laboratory testing: 0.61477.
	POCT was more expensive and less effective than laboratory testing
	Against POCT

	Laurence et al., 2010 [77]6
	 
	POCT: $1,727 (95% CI: $1,378, $2,309); laboratory testing: $1,954 (95% CI: $1,319, $2,712).
	Proportion of patients in target range - POCT: 0.7739; Laboratory testing: 0.7418.
	POCT dominates laboratory testing, being both less costly and more effective
	Neither against or in favor of POCT: depends on WTP of society

	Secondary Care

	Author, Year
	Cost per patient
	Overall cost
	Effectiveness
	Ratio
	 Conclusion

	Challen et al., 2015 [61]
	 
	Cost savings of $27,557 as a result of POCT (excluding initial equipment and training).
	Time in therapeutic INR range - POCT: 60.4%; laboratory testing: 52.5%. Emergency room visits - POCT: 4; laboratory testing: 1. Hospitalizations - POCT: 0; laboratory testing: 2. 
	 
	In favor of POCT

	Whiting et al., 2015 [26]7†
	POCTs - ROTEM: £139; TEG: £103; SLTs: £78; and Sonoclot: £50. Laboratory tests: £182. Cost-saving was slightly smaller for ROTEM (£43) than for TEG (£79) or Sonoclot (£132). 
	 
	QALYs - Laboratory tests: 0.8762 QALYs; All POCTs: 0.8773 QALYs
	POCT dominates standard laboratory tests (in all three cases)
	In favor of POCT

	Whiting et al., 2015 [26]8†
	POCTs - ROTEM: £203; TEG: £170; SLTs: £130; and Sonoclot: £73. Laboratory tests: £891. Cost-saving were £688 for ROTEM, £721 for TEG and £818 for Sonoclot. 
	 
	QALYs - Laboratory tests: 0.5644 QALYs; All POCTs: 0.5713 QALYs
	POCT dominates standard laboratory tests (in all three cases)
	In favor of POCT

	Kong et al., 2008 [29]
	POCT: 3.17 Singapore Dollars; Laboratory testing 3.07 Singapore Dollars.
	 
	Average time spent in laboratory and anticoagulation clinics (minutes) - POCT: 76; laboratory testing: 105. Average total time spent in hospital (minutes) - POCT: 105; laboratory testing: 140.
	 
	In favor of POCT

	1 Rural setting clinics
2 Urban setting clinics
3 Diabetes
4 Hyperlipidaemia
5 Anticoagulant therapy
6 Acute coronary syndrome
7 Cardiac surgery patients with high risk of bleeding
8 Trauma patients with high risk of bleeding
* also in screening
† also in diagnostics
CI Confidence Interval, POCT Point of Care Test(ing), ICER Incremental Cost Effectiveness Ratio, YLS Year of Life Saved, HIV Human Immunodeficiency Virus, WTP Willingness to Pay.
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