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Figure 1: Flow diagram illustrating the data extracted from the BSRBR-RA registry on the population defined in the target
trial.
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Results
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Figure 2: Cost-effectiveness acceptability curve (CEAC) showing the probability of being the most cost-effective strategy at
different willingness-to-pay thresholds, corresponding to the RTX effectiveness estimates used in the original analysis.
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Figure 3: Cost-effectiveness acceptability curve (CEAC) showing the probability of being the most cost-effective strategy at
different willingness-to-pay thresholds, corresponding to the RTX effectiveness estimates from combining REFLEX,
BSRBR-RA, and SATs data.
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