Copyright © 2004 by MIM

MIM 2004 7: 165-174

165

ORIGINAL ARTICLE

Cost-Effectiveness of Positron Emission
Tomography in Recurrent Colorectal Cancer in
Canada

Jeffrey Scott Sloka, M.D., Ph.D.™, Peter Dorroch Hollett, M.D.§, K.
Maria Mathews, Ph.D.¥

BACKGROUND: Several studies over the past decade have demonstrated that 2-fluoro-2-D-

[ISF]fluorodeoxyglucose (FDG) positron emission tomography (PET) is more accurate than
computed tomography (CT) for the staging of recurrent colorectal carcinoma. This study uses
quantitative decision tree modeling and sensitivity analysis to assess the cost-effectiveness of a
PET-based management strategy for staging recurrent colorectal carcinoma in Canada. Both
management costs and life expectancy are determined. METHODS: Two patient management
strategies were compared - one using CT alone and one using both CT and PET. A survey of
recent literature was used to construct a meta-analyses of available studies for the accuracy of
PET in staging recurrent colorectal carcinoma. Life expectancies were determined from recent
Canadian statistics, and expected life expectancies with disease were calculated from published
survival rates. Management costs were determined from: estimates of the installation cost of
PET facilities in Canada; management costs from our institutions; and recently published
Canadian cost estimates of various procedures. RESULTS: A cost savings of $1,758 per person
is expected for a PET and CT strategy, along with a slight increase in life expectancy (3.8 days),
when compared with a CT alone strategy. This cost savings stemmed from avoided surgeries
and remained in favour of the PET strategy when subjected to a rigorous sensitivity analysis.

INTRODUCTION

Colorectal cancer is a significant cause of morbidity
and mortality in the Canadian population. In the year
2001, there were 17,000 new cases of colorectal cancer
in Canada, and 6,500 people died from the disease (1).
Colorectal cancer is also an expensive disease to
diagnose and treat. Diagnostic tools such as CT
imaging and colonoscopy are used to guide expensive
treatment options such as chemotherapy and surgery.
The accuracy of testing is essential for cost-effective
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decision making. Inaccuracies result in additional and
inappropriate procedures (e.g. surgeries, colonoscopies)
that both put the patient at an increased risk of
procedure morbidity and mortality, and extra costs are
incurred by the third party payer. The addition of a new,
more accurate diagnostic test to the decision process
benefits both the patient and the third party payer by
reducing the number of inappropriate procedures.

Of the people who initially present with colorectal
cancer and are resected for cure, 25-40% have disease
recurrence, a proportion of whom are potentially
curable by a second resection (Figure 1). Patients who
present for detection and staging of recurrent colorectal
cancer have a prevalence of recurrent disease of
approximately 85% (2)(Table 1). The cost effective
surveillance, diagnosis, and therapy for the recurrence
of colorectal cancer depends on the accurate
determination of who is appropriate for a second
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Figure 1. Epidemiological natural history of recurrent colorectal cancer. (Percents represent a proportion of those patients that initially
present)(11). Sixty to seventy percent of new cases present with primary stage II or III disease, most of whom are potential candidates for
curative surgical resection(11). After surgical resection, metastatic or locally invasive disease, primarily to the liver or lung, recurs in 35-40%
of patients (25-40% of total presentations)(11;12), and approximately 25% of these recurrences are potentially curable. Only 29-46% of
curative resection candidates are truly resectable at the time of surgery due to the underestimation of the extent of disease(12-20)

surgical resection.  Preoperatively, a computed
tomography (CT) study is ordered by the surgeon to aid
in localization of recurrence.

Positron Emission Tomography (PET) utilizing
[18F]2—fluoro—2—deoxy—D—g1ucose (FDG) has been
evaluated in several clinical studies for use in staging
recurrent colorectal cancer and guiding treatment (2-8).
PET using FDG is a noninvasive imaging modality that
provides information useful for tumor imaging (9,10).
Increased glucose utilization by malignant cells results
in increased FDG uptake, which is used to localize
metastatic sites. PET examines the entire body and can
therefore identify sites of distant metastases in the
pelvis, liver and lung. Studies have shown that PET
may be more sensitive and specific than CT in detecting
localized and metastatic recurrence of disease and
therefore may be more accurate for directing surgical
management (2-8).

The aim of this study is to compare two diagnostic
strategies for recurrent colorectal cancer, one
employing CT only and one employing PET and CT.
The study will compare the marginal cost effectiveness
of the addition of PET for the preoperative staging of
recurrent colorectal cancer in Canada and will also
compare the number of unnecessary surgeries performed
between the two strategies. (Cost effectiveness analysis
compares both economic costs/benefits and survival
outcomes of proposed management strategies and
expresses the results as a ratio of costs spent or saved to
an outcome, e.g. number of life years saved (21)). The
effects of the additional diagnostic tests are also

compared in terms of the difference in life expectancies
to determine any detriment to the patient. The
viewpoint of the analysis is the hospital.

The cost effectiveness of using PET for the staging of
recurrent colorectal cancer has been demonstrated by
others in certain economic environments (22,23).
However, the cost effectiveness of PET for recurrent
colorectal cancer has not been studied for centers in
Canada.

METHODS
Model structure

Decision models of established protocols from both
the literature (5,24) and from current local practice were
structured with two outcomes: cost and life expectancy
(Figure 2), so that comparison of outcomes (total
expected costs, expected life expectancy, and total
number of surgeries) could be made. To construct the
decision tree, the sensitivity and specificity values of
each diagnostic test were identified. Mortality rates of
each procedure were also determined as reported in the
literature. The time horizon of the study was from the
initial diagnostic studies to the final treatment
modalities of the first disease recurrence.

The first decision tree uses CT to stage the patient's
disease, while the second decision tree uses both PET
and CT to stage the patient's disease. All results from
the image modality (conservatively) have a
colonoscopy performed with subsequent biopsy if
positive. If negative, the disease is confirmed using
biopsy or diagnostic laparotomy. All patients receive a
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CT study in the PET strategy to provide the surgeon
with anatomical information necessary for surgery.
Every patient with a positive PET result, regardless of
the CT result, is sent to biopsy for confirmation of
disease (conservative treatment), thus ensuring that
patients who are falsely positive of metastases receive
the benefit of curative surgery. In the decision trees, a
"+ve" in a particular test indicates that the patient has
tested positive for metastatic disease. Further tests may
be required to confirm this, at which time the patient
may be a candidate for other therapies such as
chemotherapy.

Population

In terms of life expectancy calculations, the
representative population chosen for this study is a 65
year old person (an average age of presenting patients
from some recent studies (25-29)), presenting with
suspected recurrent colorectal cancer (having a mean
survival of 16 months (30)), a proportion of whom are
not candidates for resection due to disease extent. We
used a theoretical sample of 1000 patients to estimate
the number of procedures for each strategy.

Probabilities

Meta-analysis is the technique of combining the
results of several studies to strengthen conclusions
about individual studies when taken as a whole.
Following guidelines outlined in the literature (31,32), a
search was performed using: the MEDLINE keywords
"PET, CT, and recurrent colorectal cancer"; published
abstracts; and references noted in the above studies.

Table 1. Parameters used in the decision model. The derivation of all
parameters appears throughout the methods section. The disease
prevalence is the prevalence of recurrent colorectal cancer in the
population of patients presenting for diagnosis of recurrence.

Population Biopsy

Disease prevalence 85% Cost $118
Mortality 0.7%

CT Sensitivity 100%

Cost $462 Specificity 100%

Mortality 0.0025%

Sensitivity 76.2% Surgical Resection

Specificity 69.4% Cost $16 479
Mortality 6.5%

PET

Cost $1029 Life expectancy

Mortality 0% Local population 174 yrs

Sensitivity 93.3% Patients with stage IV 1.1 yrs

Specificity 92.7% Patients after curative 2.6 yrs
surgery

Colonoscopy

Cost $168 Chemotherapy

Mortality 0.005%  Cost see text

Sensitivity 93%

Specificity 95%

Selected studies included both retrospective and
prospective studies (2-8). Studies that did not publish
the numbers used to derive the sensitivity and
specificity were not included in the meta-analysis
because combined sensitivities and specificities could
not then be calculated. Only studies that confirmed the
diagnosis with biopsy were included, and because this
study determines outcomes based on the patient, any
study that published sensitivities and specificities based
strictly on the number of identified lesions was not
included (33). No tests of homogeneity were used,
however Figure 3 indicates the study results visually.

The aggregate average of eight studies was used to
calculate the model sensitivities and specificities (2-7,
34). These studies did not have an equal average age of
patients, and some did not blind the results between the
PET and CT studies. Since a stricter set of inclusion
criteria results in smaller numbers of patients in the
meta analysis, most studies were included in
determining the aggregate average with the knowledge
that some variability across diagnostic usage and patient
population would exist. It was noted, however, that all
included studies showed PET to be more sensitive and
specific within each study.

Alteration of surgical management

The use of FDG-PET has been reported to alter the
management of patients prior to surgery given the
additional accuracy PET provides over CT staging (2.4-
8, 35-37). Alteration of management may include: the
detection of unknown liver metastases which may
augment surgical management; the detection of
extensive metastases which may exclude the possibility
of surgery and direct the management towards
chemotherapy and/or palliative care; or the addition of
surgical management if recurrent cancer is confirmed

Crsesiiy | * ¢+ woee
PET Snsivty ¢ "o
¢ - TS .
CT Specificity
* 4+ Hey
PET Speciicly
30% 50% 70% 90%

Figure 3. CT and PET sensitivities and specificities for 8 studies used
in the meta analysis plotted to demonstrate clustering
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Figure 2- Decision tree for both PET and CT strategies. The outcomes of each test follow the test intersection, and each outcome is
assigned a probability of occurring given the sensitivity and specificity of the test for that given block(33). The "+ve" in a particular

test in the decision trees indicates that the patient has tested positive for disease. (5)
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where other tests failed to detect its existence. The
combined alterations in surgical management for 10
studies where the detection of extensive metastases
excluded the possibility of surgery resulted in a
combined 28.7% of surgical candidates that were not
eligible for surgery because of extensive metastases.
These patients were subjected to unnecessary surgery
(with an associated mortality, morbidity, and cost),
whereas different treatment options would have been
offered if better staging was available.

Mortality data

The associated risk of the various procedures are
included in the decision tree model because they affect
the life expectancy outcome of the patient. The
mortality associated with CT is primarily attributable to
the intravenous administration of contrast material,
reported to be 0.0025% (1 in 40 000) (38), and was
chosen as a baseline mortality for this study (39,40). No
adverse reactions or complications due to the
administration of FDG have been reported to date (39,40).

The risk of mortality associated with the surgical
resection of colon or rectum has been reported in
several studies (41-48). There is wide variation in the
report of several smaller studies; one large study from
Australia (48) reported a perioperative mortality rate of
6.5%, which was used for this study.

The reported complication rate of colonoscopy with
biopsy is 0.2% (mainly due to perforation of the bowel),
resulting in an approximate 0.005% mortality rate (49).
Liver biopsy is also performed to confirm the presence
of metastases, and the mortality from various large
combined series is approximately 0.01% (50).
Approximately 84% of recurrences include the colon or
rectum, and approximately 12% of all recurrences
metastasize only to the liver (11,12). In our practice, all
suspected colorectal recurrences would be biopsied, as
well as all isolated suspected liver metastases.
Therefore, this study used a weighted average mortality
for biopsy of 0.84(0.005%) + 0.12(0.01%), or 0.0054%.

Life expectancy

The life expectancy of an average 65 year old
Canadian is 18.3 years. The 5 year survival rate of
people with recurrent colorectal cancer was recently
reported to be 19.2% (a weighted average based on
stage of disease) in a meta-analysis of several follow-up
studies (51). Using the DEALE method for determining
the 5 year survival rates of disease (52, 53), the life
expectancy calculated for all patients with unstaged
recurrent colorectal cancer is 2.6 years. The mean
survival of someone with untreated extensive colorectal
metastasis is 13.1 months, whereas the mean survival of
those treated with chemotherapy is 16.3 months (30).

Costs

Our current fee schedules and cost accounting
systems along with the medical literature were surveyed
to obtain the most recent Canadian values for all
procedure costs and outcomes (Table 1). Year 2000
Canadian dollars was used as the currency, correcting
for inflation using the Canadian Consumer Price Index
(54). Costs outside the time horizon of the study, costs
to society such as lost productivity, and indirect costs to
quality of life were not used.

In this study, the cost of capital equipment is
discounted over the expected lifetime of the equipment
using a standard annuity formula, amortized over the
equipment lifetime at an assumed interest rate of 6%.
Estimated equipment costs are outlined in Table 2. The
estimated equipment lifetime for a positron tomograph
is 5 years, and it is 10 years for a cyclotron installation
(23).

For both a PET camera and a cyclotron, the estimated
yearly operating cost is $1 625K. Assuming that each
PET installation operated at full potential on a 1 shift
per day basis (7 patients per shift), there would be a
yearly capacity for 1 750 cases. The total cost per case
would be $1625K/1750cases = $929/case. Allowing for
a physician remuneration of $100 per case (an estimate
based on other modalities), the total cost per case is
estimated to be $1029. Capital acquisition,
depreciation, and annual operating estimates were not
included for CT, because one CT study is performed per
person in each strategy, and these costs cancel out when
the two management strategies are compared.
Overhead costs were not included in this analysis.

The cost of surgery for the resection of recurrent
disease is calculated as an aggregate of bed costs and
professional charges (Table 3). Those patients who
undergo hepatic resection usually stay in hospital for 2
weeks, 5 days of which are spent in ICU. Those who
undergo colorectal resection usually spend 1 to 2 weeks
in a ward bed. Up to 35% of patients have resectable
liver metastases. An average total cost for resection was
estimated to be $16,479.34. The cost of a thorax,
abdomen and pelvic CT exam was estimated to be $200
(55) plus $262 professional costs. Professional costs for
CT-guided biopsy are $118, and $168 for colonoscopy.

Estimates of the cost of chemotherapy for colorectal
cancer were not available, although estimates of
chemotherapy for lung cancer are known (56) and were
used to roughly estimate the costs of chemotherapy to
be $10,000.

Analysis

Expected costs and outcomes were calculated for
each of the decision models using a standard decision
analysis software package (57). The probability of
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Table 2. PET Camera Capital and Operating Cost Estimates

Capital Costs Operating Costs
Conventional ~ $2 500 000  Salaries for 2 $93 000
Positron camera technologists
Tomograph
Cyclotron $2 400 000  Part time for a $28 000
supporting scientist
Camera supplies $100 000
Cyclotron salaries $175 000
for chemist, operator
and radiopharmacist
Cyclotron supplies  $20 000
Cyclotron utilities $15 000
18F targets $50 000
Cyclotron $225 000
maintenance

Table 3. Cost structure for surgical resection..
* represents hospital costs that were assumed to have been combined
into bed cost per day.

Surgery
Preoperative testing
EKG $63.25
Chest X ray $10.55
Blood tests *
Preoperative consult
Surgeon $49.92
Preadministrative clinic
Nurse *
Medical problems -> specialist Variable
Anesthesiologist consult $33.50
Operating room
Equipment *
Facilities *
Anesthesiologist fees $149.52
Surgeon fees $534.65
$232.87
Nurse assistant fees *
Surgical assistant fees $32.04
Additional person $32.04
Intraoperative ultrasound to assess liver $17.69
Recovery room nurse *
Recovery room costs *
Total $1,156.03
ICU Ward
Bed cost per day $1,345.00 Bed cost
ICU Specialist costs per day $840.00
First day $100.39

outcome at each decision step was derived from
assigned prevalences, sensitivities, and specificities
(33). Total expected costs and outcomes were
calculated given the probability of outcome at each
node (33). Sensitivity analysis was performed on all
key variables to analyze sensitivity of results to
inaccuracies of parameter estimates.

RESULTS

Given our theoretical sample of 1000 patients
presenting for diagnostic evaluation and treatment, 580
surgeries would be performed with the CT model and
455 surgeries would be performed with the PET model.
125 people would avoid unnecessary surgery with the
PET model compared to the CT model, due to a
reduction in false positives from inaccurate staging.
These patients would be sent directly to alternate forms
of therapy and/or palliation without the additional risks
of surgery. This large difference is due to the more
accurate staging with the PET modality, but it
significantly depends on the accuracy of biopsy in this
model, conservatively assumed to be 100%. This
difference also depends on the mutual exclusivity of the
two diagnostic imaging modalities, which will never be
the case in practice.

The expected cost of the CT alone strategy was
$9,523 per person, and the expected cost of the PET
strategy was $7,765 per person, translating to an
expected savings of $1,758 per person using the PET
strategy. This savings is associated with an increase in
life expectancy (3.8 days). These results are due to the
improved staging of recurrent colorectal cancer prior to
surgery; patients with inoperable metastatic disease are
directed away from surgery, a procedure associated with
a high cost and mortality rate. Since the change in life
expectancy is 3.8 days (in favour of the PET model),
cost effectiveness calculations were not performed due
to clinical insignificance. However, this change in life
expectancy also demonstrates that the addition of PET
into the decision model is not detrimental to the health
of the patient.

Sensitivity analysis was performed on key parameters
(such as the cost of an FDG-PET study or the specificity
of a CT study) to determine the sensitivity of the cost
savings and life expectancy to variation of these inputs
(Table 4). For example, the expected cost per person is
lower using the PET strategy unless the cost of a PET
study increases beyond $2,787. Table 4 shows the
limits at which the PET strategy has an expected cost
per person less than the CT strategy, and Table 10 shows
the limits at which the PET strategy demonstrates a
better life expectancy per person than the CT strategy.

The sensitivity analysis shows that if the sensitivity
and specificity of PET is reduced to 74.8% and 67.3%
respectively, the CT only strategy has a lower expected
cost. This is because the accuracy of PET has been
reduced to the accuracy of CT, making the accuracy of
staging for both models similar. The percentage of
people that avoided surgery was also subjected to
sensitivity analysis and it was determined that the PET
strategy has a lower expected cost if the percentage of
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Table 4. Sensitivity analysis for variables of interest used in the
decision model. The variables of interest were varied until the
expected cost/life expectancy of the CT strategy became less than the
expected cost/life expectancy of the PET strategy. The "any" signifies
that for any value of the given variable, the PET strategy is more cost
effective than the CT strategy.

Variable of Interest Cost Life Baseline
Effectiveness Expectancy Value

Disease prevalence >22 4% >17.5% 85%
CT Cost any $462
PET Cost <$2787 $1029
Surgery Cost >$2922 $16 479
Biopsy Cost any $118
Chemotherapy Cost <$100 000 $10 000
CT sensitivity <87.3% <91.8% 76.2%
CT specificity any any 69.4%
PET sensitivity >73.8% >44 3% 92.9%
PET specificity >65.3% >51.2% 93.4%
Avoidance of surgery  >3.2% >11.3% 28.7%
Non-resectable <95.0% <71.6% 54-71%
(13-16)

people that avoid surgery is greater than 3.2% of the
people that are considered for curative surgery, which is
much less than the value that was determined through
the meta-analysis (28.7%). As well, for the PET
strategy to be more cost effective than the CT strategy,
less than 95.0% of patients should have non-resectable
disease.

If the cost of surgery was reduced to less than $2922,
the CT strategy would have a lower expected cost.
Since the estimated cost of surgery is $16,479, the
sensitivity for variations in this cost is low. However, if
the screening procedures were not sufficiently accurate
and they reduced the prevalence of the disease in the
population of people presenting for diagnostic test at
this level to less than 22.4% (our study estimate is
85%), the CT strategy would become more cost
effective in terms of expected cost per patient. The cost
of chemotherapy was varied between 0$ and $100K and
the PET strategy was economical for this entire range.

DISCUSSION

The cost of medical care in Canada continues to rise,
and now stands at $100 billion per year, approximately
9.3% of the gross domestic product(58). Due to the
high cost of health care and the expectations of the
Canadian people for a quality health care system with
the best available diagnostic tools, clinical decision-
making should also consider the cost of these decisions.
It is desirable to find evidence-based clinical decision-
making strategies where both a clinical and economic
benefit coexist. Using a theoretical sample of 1000
patients and a decision tree analysis, we found that
CT+PET were a cost-effective approach to determining

the management of recurrent colorectal cancer. The
additional PET study cost is more than compensated for
by the savings realized from avoided surgeries. Over a
range of values for the procedural parameters, the
PET+CT strategy is shown to be more cost effective
than the CT only strategy. There is a cost benefit of
approximately $1,758 per person without a reduction in
life expectancy.

Patients may benefit in several ways from the
additional accuracy of staging techniques. Patients are
fearful of recurrence (having been through the treatment
of cancer at least once already) and accurate detection
and staging contribute to their peace of mind. As well,
morbidity and mortality are reduced through the
avoidance of inappropriate surgery.

This study did not include the use of PET to stage
primary colorectal cancer on initial presentation,
although successful clinical studies have been
performed to determine the usefulness PET in staging
primary colorectal cancers (59) and for the evaluation
of metastases to the liver (4,6).

A key assumption of this model is that this is a
theoretical sample of 1000 patients who are at an
average age for recurrent colorectal cancer. The
accuracy of CT and PET may depend on the age of the
population under study. This model was also
constructed using our local practices which may or may
not be similar to other practices elsewhere.

Another key assumption was that a "critical mass" of
patients is needed for full utilization of a PET camera
and cyclotron. Our calculations were based on full
utilization; however, some centers in Canada do not
have sufficient patient demand in terms of recurrent
colorectal cancer to run a single shift daily for five days
a week. Regions with underutilization would incur a
higher cost than those without due to equivalent capital
and yearly operating costs, but lower savings from
fewer surgeries avoided. More study is required to
determine regional options for centers with smaller
catchments.

Selection of clinical studies for the meta analysis did
not exclude studies that did not blind their results
between CT and PET(39,40). In these cases, many
patients are selected for PET imaging because of
positive CT findings, thus introducing a case-selection
bias resulting in an over-representation of positive CT
findings (both false and true), with a concomitant
overestimation of CT sensitivity and underestimation of
specificity. Therefore, the CT and PET tests are not
conditionally independent and some results do depend
on diagnostic sequence. This does not, however,
invalidate the meta analysis because the purpose is to
determine the impact of adding a new modality to the
patient's diagnostic algorithm, and the final test does
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demonstrate accuracy (2). The clinical question for
several studies centered on the detection of liver
metastases, and for other studies the clinical question
measured the detection of the recurrence of localized
disease. Since both types of information are used to
stage the disease, and since the staging of disease
directs the management of the disease, both of these
types of studies were included. It might be argued that
the combination will increase the total accuracy because
results from one modality may direct another.

Several assumptions were made to facilitate
procedural modeling. The assumption that the biopsy is
100% accurate is not valid - biopsy may miss some
lesions due to sampling error. Total costs, including
clinician costs, blood tests, and other screening costs,
were not included in this analysis but, similar to the
minimal effect of CT cost variability on the expected
cost savings, additional matched costs to both strategies
may cancel out. At present, the use of PET technology
has some drawbacks including the reliability of
diagnosing tumors that are less than 1 cm3. The meta-
analysis is not as strict as it could be. The inclusion of
several studies with clinical designs that are not 100%
compatible is not optimal, but it does provide a more
generalized approach for determining the overall
accuracy of these diagnostic methods. At the present
time, only one prospective study (2) has been published.

Overhead costs, palliative care costs and costs
associated with quality of life were not included in this
model. The overhead costs associated with operating a
new PET center are unknown. It is assumed that these
costs would be taken over by the imaging department
and that shared costing within the department would
reduce the costs incurred by each camera. The cost of
chemotherapy was also not known and had to be
estimated.

People who require palliation and who are sent to
inappropriate resection surgery due to incorrect staging
eventually require palliative care. As well, people that
are falsely negative for recurrence yet have non-
resectable disease may eventually present for palliation.
Therefore, we assumed that those people who may
require palliation will eventually receive palliation and
so these costs do not change with the addition of a new
diagnostic modality. This assumption may not be
accurate because false negatives may present later for
palliation (at a reduced total cost of palliation). False
negative are reduced with the addition of PET.
Therefore, a higher palliation cost may be realized for
the addition of a more accurate diagnostic tool.

Quality of life can be represented in terms of actual
costs (QALY). These costs were not included in this
study. However, reducing the number of surgeries in
people that do not require surgery would theoretically

increase the quality of life in people that are determined
to make the most out of life while they can.

The theoretical population sample may not reflect the
actual population that presents for diagnosis. A sample
of an average age of people presenting for diagnosis (a
65 year old) may not be representative of a regional
population. As well, the accuracy of diagnosis of PET
and CT could change with different population age
(since the index of suspicion for recurrence may
change). However, the change in life expectancy would
be similar for any age since the change is strictly due to
the reduction in the number of deaths due to surgery. A
study based on real patient data would provide a more
accurate representation.

CONCLUSIONS

Colorectal cancer is an important cause of morbidity
and mortality in Canada; it is the 3rd most common
cancer and the 3rd most common cause of cancer death.
17 000 new cases of colorectal cancer are expected this
year and the lifetime risk of colorectal cancer is 6%.
This study has described the use of PET technology for
the staging of recurrent colorectal carcinoma, and may
benefit patients in terms of a minor increase in life
expectancy of 3.8 days, but it could also benefit the
Canadian people in terms of reduced health care costs.
This was shown to be true even for a wide variation in
approximated variables used by this analysis. This
study indicates that PET may be used economically in
Canada in certain clinical situations.
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