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CXCL9/Cr demonstrated similar results.

METHODS

Study Population: Discovery dataset includes
121 subclinical acute rejection (subAR), and
341 no-rejection events (TX) from 226
subjects. Validation dataset includes 54
subAR and 92 TX events from 136 subjects.

CONCLUSIONS REFERENCES

Our findings demonstrate that a two-stage
diagnostic approach is both more cost-effective
and diagnostically robust for the surveillance of
subclinical AR in KT recipients when compared to
current strategies. By leveraging the high NPV and
affordability of urine chemokine assays to triage
patients, this strategy minimizes the use of
expensive blood-based tests and invasive
biopsies, thereby reducing per-patient diagnostic
costs while preserving clinical accuracy.
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Two-stage model development:

« Cost of CXCL9 and CXCL10: $200 each, and
a blood-based GEP and dd-cfDNA test costs
$5993.

* Since a false-negative cost can vary, we
consider that a false-negative outcome may
incur costs ranging from $15,000 to $100,000.

* For a positive outcome at Stage 2, we

considered the cost of performing a biopsy
($2111.25) for definitive confirmation.
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Using a decision-tree-based framework that
iIntegrates diagnostic accuracy and cost, we
provide a novel framework for identifying a
screening threshold in a two-stage diagnostic
model.
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