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Abstract
The costs of CT Colonography (CTC) are not yet established for screening use. In this study, we
estimated the threshold costs for which CTC screening would be a cost-effective alternative to
colonoscopy for colorectal cancer (CRC) screening in the general population. We used the MISCAN-
Colon microsimulation model to estimate costs and life-years gained of screening persons aged 50
to 80 years for four screening strategies: 1) optical colonoscopy; and CTC with referral to optical
colonoscopy of 2) any suspected polyp; 3) a suspected polyp ≥ 6 mm; and 4) a suspected polyp ≥ 10
mm. For each of the four strategies screen intervals of 5, 10, 15 and 20 years were considered.
Subsequently, for each CTC strategy and interval, the threshold costs of CTC were calculated. We
performed a sensitivity analysis to assess the effect of uncertain model parameters on the threshold
costs. With equal costs ($662), optical colonoscopy dominated CTC screening. For CTC to gain
similar life-years as colonoscopy screening every 10 years, it should be offered every 5 years with
referral of polyps ≥ 6 mm. For this strategy to be as cost-effective as colonoscopy screening, the
costs must not exceed $285, or 43% of colonoscopy costs (range in sensitivity analysis: 39-47%).
With 25% higher adherence than colonoscopy, CTC threshold costs could be 71% of colonoscopy
costs. Our estimate of 43% is considerably lower than previous estimates in literature, because
previous studies only compared CTC screening to 10-yearly colonoscopy, where we compared to
different intervals of colonoscopy screening.
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Novelty and impact of the paper: We found that CTC costs should not exceed 43% of colonoscopy costs for CTC to be as cost-effective
as colonoscopy screening. This estimate is considerably lower than previous estimates in literature, because previous studies only
compared CTC screening to 10-yearly colonoscopy, while in this study we compared to different intervals of colonoscopy screening.
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INTRODUCTION
Colorectal cancer (CRC) is the second leading cause of cancer deaths in the United States, with
almost 149,000 new diagnosed cases and 50,000 deaths in 2008.1 Screening can prevent many
of these deaths, not only by detecting CRC in an early stage and thus improving prognosis, but
also by detecting and removing its non-malignant precursor lesion, the adenoma, and thus
preventing CRC incidence. Randomized controlled trials have shown that biennial and annual
screening with Fecal Occult Blood Test (FOBT) can reduce CRC mortality by 15% to 33%.
2-5 FOBT is a cheap and non-invasive test, but it still leaves many cancers undetected 3, 6-8

and there is therefore room for improvement. Endoscopy is highly sensitive for CRC and
adenomas.9-13 Case-control studies have suggested that endoscopic screening is associated
with a substantial reduction in CRC mortality.14-17 Nonetheless, its efficacy in screening is
yet to be quantified by randomized controlled trials, several of which are currently underway.
18-21 Limitations of endoscopy screening include cost, risk of severe complications, and
hesitancy of patients to undergo these tests. Furthermore, there are currently insufficient well-
trained gastroenterologists to meet projected screening endoscopy needs.22

Computed Tomographic Colonography (CTC) is a promising technique for CRC screening,
combining high sensitivity for larger polyps and cancer 23, 24 with a less invasive procedure.
25, 26 With CTC two- and three-dimensional images are constructed to investigate the presence
of lesions in the colon and rectum. A serious potential drawback is that conventional (optical)
colonoscopy is required to further evaluate and remove abnormalities detected through CTC.
Several studies have shown that CTC is currently not a cost-effective option for average-risk
CRC screening if all suspected polyps are followed-up by optical colonoscopy.27-29 CTC could
be cost-effective if diagnostic follow-up is only recommended for patients with suspected
polyps of 6 mm or larger.30, 31 However, CTC screening for CRC is still under development
and therefore its costs have not yet been established. As a consequence, different cost-
effectiveness estimates are often based on fairly different cost assumptions.

In the present study, we used the MISCAN-Colon microsimulation model to estimate life-years
gained and costs of CTC screening for various screen intervals and polyp size thresholds for
diagnostic follow-up for different levels of unit CTC costs and compared the cost-effectiveness
to colonoscopy screening. Furthermore, we determined the threshold CTC unit costs for which
CTC screening would be cost-effective compared to colonoscopy screening. Finally, we placed
the results in the context of other studies in a literature overview of CTC cost-effectiveness
analyses.

METHODS
MISCAN-Colon Microsimulation Model

The Department of Public Health at Erasmus MC, the Netherlands, developed the MISCAN-
Colon microsimulation model in collaboration with the National Cancer Institute to assess the
effect of different interventions on CRC. The model and the data sources that inform the
quantification of the model can be found in Appendix 1, in previous publications,32-34 and also
in a standardized model profile.35 A graphical representation of the natural history in the model
is given in Figure 1. In brief, the MISCAN-Colon model simulates the relevant biographies of
a large population of individuals from birth to death, first without screening and subsequently
with the changes that would occur under the implementation of a screening program. CRC
arises in this population according to the adenoma-carcinoma sequence.36, 37 More than one
adenoma can occur in an individual and each can independently develop into CRC. Adenomas
progress in size from small (1-5 mm) to medium (6-9 mm) to large (10+ mm). Most adenomas
will never grow into cancer in a lifetime (non-progressive adenomas). These adenomas either
stay 6-9 mm in size or continue to grow to 10 mm or larger. Some adenomas (progressive
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adenomas) may eventually become malignant, transforming to a stage I cancer. The cancer
may then progress from stage I to stage IV. In every stage there is a probability of the cancer
being diagnosed because of symptoms versus alternatively progressing without symptoms into
the next stage. However, a person may die of other causes at any time during the process before
diagnosis. The survival after clinical diagnosis depends on the stage in which the cancer was
detected. Once a life-history without screening is established, screening is simulated and
whether it interrupts the development of CRC. With CTC screening, polyps of different sizes
are detected. After a person is detected with polyps above the follow-up cut-off size, he is
referred for follow-up optical colonoscopy for removal of adenomas and diagnosis of cancers.
In this way, CRC incidence or CRC death can be prevented. The life-years gained by screening
are calculated by comparing the model-predicted life-years lived in the population with and
without screening.

The validity of the model is based on observational data before the introduction of screening,
such as clinical incidence and mortality from CRC 38 and the size and multiplicity distribution
of adenomas in autopsy studies.39-48 The external validity has further been tested on the results
of large (randomized) screening and surveillance studies, such as the CoCap sigmoidoscopy
study,32 the Minnesota Colon Cancer Control Study 32 and the National Polyp Study.49 Finally,
the model was able to explain observed incidence and mortality trends in the US when
accounting for risk factor trends, screening practice and chemotherapy treatment.50

Screening characteristics
The assumptions for sensitivity and specificity of CTC (Table 1) were based on the meta-
analysis of Mulhall.23 Mulhall conducted a meta-analysis for per-patient sensitivity. For the
MISCAN-Colon model we needed per-adenoma sensitivity, so we repeated the meta-analysis
for per-adenoma sensitivity based on the original studies included by Mulhall. Non-
adenomatous polyps were not explicitly modeled. However, we did take into account the costs
and complications incurred by the detection and removal of non-adenomatous polyps with
CTC and colonoscopy. We adjusted the specificity estimates for not having polyps in the
Mulhall study to an estimate for not having adenomas, by subtracting the proportion of patients
with non-adenomatous polyps only from the specificities reported. This higher lack of
specificity resulted in a larger number of patients being referred for colonoscopy and receiving
polypectomy and pathology. This lack of specificity also ensured the possibility of detection
and removal of co-existing smaller adenomas or even missed larger polyps, that were otherwise
not referred for colonoscopy. In a screening population, 33.3% (CI 30.6% - 36.0%) of
individuals only have non-adenomatous polyps, 8.8% (CI 7.3% - 10.6%) only have non-
adenomatous polyps of 6 mm or larger and 2.0% (CI 1.3% - 3.0%) of 10 mm or larger.51

The sensitivity and specificity of optical colonoscopy were based on back-to-back colonoscopy
studies (Table 1).11-13 The lack of specificity for optical colonoscopies reflected the fact that
in 10% of persons without adenomas additional costs were incurred because of removal and
pathology of non-adenomatous polyps. The rate of serious nonfatal complications was assumed
to be 2.4 per 1,000 colonoscopies.52-55 The rate of fatal events was assumed 1 per 10,000
colonoscopies.56

Cost inputs
Colonoscopy costs were based on 2007 Medicare average payments (including beneficiary co-
pays).57 CTC screening is currently not reimbursed by Medicare and hence no average
payments are available. We therefore considered different cost levels for CTC: same as, half
of and one third of colonoscopy costs. Finally, we varied the unit costs of CTC to determine
the threshold costs for which it would be a cost-effective alternative to colonoscopy screening.
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Because these threshold costs are derived relative to the cost-effectiveness of colonoscopy
under Medicare average payments, they include the same components as the colonoscopy costs.

The costs of complications requiring inpatient hospitalization were based on the relevant
Diagnostic Related Group (DRG) codes.57 The phase-specific cost of CRC treatment was
derived from comparison of costs for CRC cases relative to those of matched controls in the
SEER-Medicare files.58 Treatment cost data were reported in 2004 dollars and subsequently
updated to 2007 dollars using the medical care component of the Consumer Price Index.
Appendix 2 contains a detailed overview of the derivation of the costs. The final cost inputs
used in the model are summarized in Table 2.

Screening strategies
We simulated 4 colonoscopy and 12 CTC screening strategies. In all strategies screening began
at age 50 and was discontinued after age 80. Screen intervals of 20, 15, 10 and 5 years were
considered. This corresponded with 2, 3, 4 and 7 screens offered in a lifetime respectively.
With CTC screening, we simulated three different follow-up strategies:

1. intensive referral: any suspected polyp detected, irrespective of size

2. intermediate referral: suspected polyps of 6 mm or larger detected

3. minimal referral: suspected polyps of 10 mm or larger detected.

Persons without referral for diagnostic colonoscopy or without adenomas detected at
(diagnostic) colonoscopy continued in the CTC screening program. If an adenoma was detected
and thus removed at colonoscopy, surveillance was conducted according to the guidelines of
the US Multi-Society Task Force on Colorectal Cancer.59 Adherence with screening,
diagnostic follow-up and surveillance were assumed to be 100%.

Analysis
For each of the sixteen screening strategies, we calculated life-years gained, number of screen
tests and costs. Future costs and life-years were discounted at an annual rate of 3%. We plotted
the costs and life-years gained from the colonoscopy strategies on a graph and connected the
strategies by a line, representing the colonoscopy cost-effectiveness frontier (Figures 2 and 3).
For the CTC strategies to be a cost-effective alternative for colonoscopy screening, the
strategies needed to be on or to the left of this line. We plotted the costs and life-years gained
with the different CTC screening strategies in the same plot for different CTC cost levels: same
as colonoscopy costs, half of colonoscopy costs and one-third of colonoscopy costs (figures
2A, B and C respectively). Finally, we determined the threshold costs for which each of the
CTC screening strategies were on the colonoscopy cost-effectiveness frontier (Figure 3). There
were three possible situations to consider: (1) the CTC strategy was less effective than the least
effective colonoscopy strategy, (2) the CTC strategy was more effective than the most effective
colonoscopy strategy, and (3) the effectiveness of the CTC test strategy was intermediate to
the least effective and most effective strategies on the colonoscopy cost-effectiveness frontier.
In the first case, the threshold costs of CTC were calculated such that the average costs per
life-year gained for the CTC strategy were equal to those of the least effective colonoscopy
strategy. In the second case, the threshold test costs were calculated such that the incremental
costs per life-year gained for the CTC strategy compared with the most effective colonoscopy
strategy were equal to $50,000 per life-year gained. In the third case, we identified the
colonoscopy strategy with lowest life-years gained that would still have more life-years gained
than the CTC strategy. Subsequently, the threshold costs were calculated such that the
incremental costs per life-year gained of the CTC strategy were equal to those of that selected
strategy.
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We looked at the effect of differential adherence between colonoscopy and CT colonography
on the threshold costs for CTC. We compared costs and effects of colonoscopy screening with
current adherence 60 (75% of patients had colonoscopy at least once during their lifetime, 45%
according to recommendation) to CT screening with adherence rates comparable to that of
mammography screening 61 (90% had CT colonography at least once during their lifetime,
70% according to recommendation).

Finally, we performed a sensitivity analysis for uncertain model parameters to assess their
effect on the threshold costs. CTC sensitivity and specificity estimates were set at the lower
and higher range of their confidence intervals (Table 1). Natural history parameters varied were
the average duration of the adenoma carcinoma sequences (base value: 20 years, values
considered: 10, 30 and 40 years) and the variance of the duration, assessed as the percent of
cancers that develop within 5 years (base value: 22%, values considered: 1%, 5%, 10% and
25%). All of the alternative natural history models were calibrated to age-specific SEER CRC
incidence.

RESULTS
The colonoscopy strategies varied in life-years gained from 0.096 per individual entering the
program with a screening interval of 20 years to 0.123 with a 5-year interval (Table 3, 3%
discounted results). The costs for colonoscopies increased from $1,900 for 2 screening
colonoscopies to $3,364 for 7 colonoscopies. This increase is smaller than one may have
expected, because of surveillance colonoscopies. The savings increased from $1,142 to $1,494.
The current screening recommendation of colonoscopy screening every 10 years saved 0.113
life-years. CTC screening resulted in comparable life-years gained when performed every 5
years with intermediate or intensive referral. The life-years gained with CTC screening varied
from 0.048 to 0.120. CTC screening induced lower colonoscopy costs than with colonoscopy
screening but required additional CTC screen tests varying from 1.40 to 3.88 per individual.
(undiscounted results are presented in Appendix 3)

With CTC unit costs equal to colonoscopy costs ($662), CTC screening was dominated by
colonoscopy screening (Figure 2A). The CTC screening strategies saved fewer life-years than
colonoscopy screening for the same costs or required more costs to save the same number of
life-years. Of the CTC screening strategies, CTC with intensive referral was least dominated.
With CTC costs of $331 (half of colonoscopy costs), intermediate referral was the most cost-
effective CTC screening strategy. However, only the intermediate referral strategy offered
every 15 or 20 years was a cost-effective alternative for colonoscopy screening (Figure 2B).
With CTC costs of $221 (one third of colonoscopy costs), most CTC screening strategies were
a cost-effective alternative to colonoscopy screening (figure 2C). Intermediate referral
remained the preferred strategy.

Threshold analysis
Figure 3 shows the threshold costs for the non-dominated CTC screening strategies to have
equal incremental costs per life-year gained as colonoscopy screening. CTC screening every
20 years with intermediate referral had the highest threshold costs of $373. However, the life-
years gained with this strategy are much lower than with the current recommendation of
colonoscopy every 10 years. With increasing screening intensity, the threshold costs of CTC
decreased. A strategy that is comparable to the current recommendation with respect to life-
years gained is CTC screening every 5 years with a referral threshold of 6 mm. For this strategy
to have the same incremental costs per life-year gained as 10-yearly colonoscopy, the unit costs
of CTC need to be $285 or lower. With 25% higher adherence for CTC than for colonoscopy,
threshold costs of 5-yearly CTC with intermediate referral increased to $470.

Lansdorp-Vogelaar et al. Page 5

Int J Cancer. Author manuscript; available in PMC 2010 April 26.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Sensitivity analysis
The worst and best case scenarios for CTC test characteristics yielded a similar ordering of
strategies as the base case analysis. The threshold costs for CTC every 5 years with a referral
threshold of 6 mm were $313 for the best-case scenario and $264 for the worst-case analysis.
Varying the mean duration of the adenoma-carcinoma sequence from 20 to 10, 30 or 40 years
did not change the threshold costs much: the threshold costs for CTC every 5 years with
intermediate referral were $284, $282 and $277 respectively. Changing the variation in the
duration of the adenoma-carcinoma sequence had somewhat more influence. CTC screening
every 5 years with intermediate referral remained the strategy with similar life-years gained as
colonoscopy every 10 years and the threshold costs for this strategy were $260 if 1% of cancers
progress within 5 years (base case 22%), $265 if 5%, $271 if 10% and $284 if 25% of cancers
progress within 5 years.

DISCUSSION
In this study, we found that at costs of $285 per test, CTC screening would be a cost-effective
alternative to and provide similar life-years gained as the currently recommended strategy of
colonoscopy screening every 10 years, provided that CTC screening would be offered every
5 years with follow-up restricted to findings of 6 mm or larger. Our results were very robust
for changes in CTC test characteristics and natural history assumptions. CTC with intermediate
referral remained the most-cost-effective CTC screening strategy in the majority of sensitivity
analyses. The threshold costs for this strategy varied from $260-$312, 53-61% lower than that
of optical colonoscopy. Assuming differential adherence for CTC and colonoscopy, had more
effect on threshold costs. In the extreme scenario in which CTC would be able to increase
screening adherence with 25% compared to colonoscopy, the threshold costs for CTC still
needed to be 30% lower than colonoscopy costs.

Our results support the expectations of clinicians that follow-up of small findings at CTC is
not efficient.62 Small adenomas are common and most will never develop into CRC.
Furthermore, small findings at CTC are often non-adenomatous polyps or even artifacts,
negatively influencing the specificity of CTC. Of course, when ignoring small findings and
because of the lower sensitivity of CTC for small adenomas, the preclinical screen-detectable
period is shorter than with colonoscopy screening. We showed that with a mean dwelling time
of 9.1 years for adenomas of 1-5 mm and of 7.3 years for an adenoma of 6 mm to preclinical
cancer (which is less than the screening interval of 10 years), CTC should be offered at an
interval of 5 years to be as effective as colonoscopy every 10 years. Some radiologists and
gastroenterologists suggest that follow-up could be restricted to polyps of 10 mm or larger.62

They argue that dysplasia and malignancy occur too rarely in smaller adenomas to warrant
diagnostic follow-up and polypectomy. The rate of malignant transformation may indeed be
up to ten times higher in large polyps than in small polyps.63, 64 However, small and medium
adenomas are almost ten times more prevalent than large adenomas,39, 48 making the CRC
incidence from small and medium adenomas potentially as high as that from large adenomas.
65, 66 This becomes clear from the results from our study: In none of the analyses was CTC
screening cost-effective with only follow-up of lesions of 10mm or more.

The strength of CTC to be able to distinguish between low-risk and high-risk individuals for
CRC, may also turn out to be its weakness. Despite the fact that small findings are ignored
with CTC, they are present and will frequently be seen. Then questions of ethics arise: is it
ethical not to register and/or to inform patients about this finding? Informing about these
findings without taking action on them will induce anxiety in otherwise healthy individuals.
The shorter screening interval in the strategy with a higher referral threshold takes away some
of the concerns. The probability that adenomas less than 6 mm will grow into cancer within
five years is small. The shorter interval further offers the possibility to detect previously missed
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lesions. Also, it should be noted that setting thresholds for further action is inherent to
screening. Ignoring small findings with CTC is, in terms of risk management, not that different
from the cut-off levels used for a positive test result with for example PSA testing or
immunochemical FOBT. If, however, it would be decided that ignoring of small findings at
CTC is unacceptable, this will further decrease the threshold costs to 33%-39% of colonoscopy
costs, depending on the interval chosen.

In this analysis, we assumed that restriction of follow-up did not impair CTC sensitivity.
However, radiologists may over- or underestimate the real size of an adenoma.67 When
restricting follow-up to adenomas of 6 mm or 10 mm or larger, some lesions will be
misclassified as smaller and wrongfully not be followed up. Some small lesions will also be
overestimated in size and will be followed up, but the benefit of their removal is smaller than
of removal of larger adenomas. Errors in size estimation are therefore likely to make intensive
referral more favorable compared to intermediate or minimal referral.

CTC screening is a non-invasive alternative to colonoscopy screening, and is not associated
with the major complications of colonoscopy such as perforations, serosal burns, and bleeds.
52-54 A recent study comparing CTC and colonoscopy for CRC screening,68 reported seven
serious adverse events in 3,163 people undergoing colonoscopy, and no complications in 3,120
people undergoing CTC. However, CTC is associated with exposure to radiation, which we
did not consider in the current analysis. Brenner et al.69 estimated that the excess cancer risk
from a pair of CTC scans using typical current scanner techniques is about 0.14% for a 50-
year old and half that for a 70-year old. This estimate is controversial, because it was based on
simulation calibrated to atomic bomb survivors. Multiple CTC screens will increase the
radiation dose proportionally and most likely also the radiation risks. We found that CTC is
only compatible to colonoscopy screening if offered seven times (every 5 years between ages
50 and 80), potentially leading to an excess cancer risk of approximately 0.47%. This will lead
to life-years lost due to CTC which are not negligible compared to the life-years gained. We
did not take these excess cancer cases into account, because there is good evidence that
radiation dose with CTC can be reduced by at least a factor of 5 (and perhaps as much as 10),
while still maintaining sensitivity and specificity for polyps larger than approximately 5 mm.
69 With these dose reductions, excess risk of cancer from CTC becomes negligible.

Several other studies have been published on the cost-effectiveness of CTC screening in the
general population (Table 4). In all these studies, the threshold costs for CTC screening were
higher than the 43% of colonoscopy costs found in this study. An important reason for this is
that we compared CTC screening with different intervals of colonoscopy screening, whereas
the other studies compared CTC only to 10-yearly colonoscopy. Sonnenberg estimated that
10-yearly intensive CTC should cost 46% of colonoscopy costs to have the same costs per life-
year gained.29 The same comparison in our study yields similar threshold costs (47%, footnote
Table 4). The estimated threshold costs from Ladabaum were slightly higher (60%), but he
assumed better CTC test sensitivity.28 Vijan et al. compared CTC every 5 years (referral of all
lesions) with 10-yearly colonoscopy.70 They found threshold costs of 75% of colonoscopy
costs. The same comparison in our study yields costs of 33% (footnote Table 4). This is
explained by better test characteristics (especially for specificity) based on 3-dimensional (3D)
CTC in Vijan’s assumptions. Using the performance characteristics of 2D CTC (which had
slightly lower sensitivity than in this analysis, but still better specificity), Vijan found very low
CTC threshold costs, which corresponds with our finding of 33%. Finally, Pickhardt compared
10-yearly CTC screening with a referral threshold of 6 mm to 10-yearly colonoscopy screening.
30 He found that with CTC costs at 70% of colonoscopy costs, CTC screening with referral of
lesions 6 mm or larger was cost-effective compared to colonoscopy. This is somewhat higher
than the estimate from the same comparison in our study (62%). Our study adds that to compete
with colonoscopy cost-effectiveness, one must consider different intervals of colonoscopy
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screening. This is necessary to ascertain that CTC screening is not dominated by colonoscopy
screening. In Figure 3, this is represented by the (incremental cost-effectiveness) lines
connecting the colonoscopy strategies. It is harder for 5-yearly intermediate CTC screening to
achieve a level on the cost-effectiveness frontier line connecting 15-yearly colonoscopy and
10-yearly colonoscopy than to get on the line connecting no screening (the origin) to 10-yearly
colonoscopy. The 43% threshold for the CTC costs relative to the colonoscopy costs would
increase to 62% with this more relaxed criterion.

CTC is still under development. The development of computer-assisted reading of the images
and detection of lesions has potential for decreasing radiologists reading time and therewith
reducing costs.71 Furthermore, the potential introduction of CTC without cathartic preparation
will further reduce the inconvenience of patients, and therefore probably increase adherence
with CTC.72, 73 These developments will have to be monitored for updating the comparative
evaluation between CTC and other screening modalities. Our analysis shows that CTC can be
a cost-effective alternative for CRC screening in the general population if offered every 5 years,
diagnostic follow-up is restricted to those with polyps of 6 mm or larger and CTC costs less
than 43% of colonoscopy costs. In view of the abovementioned developments, this level of
CTC costs may be possible.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Figure 1.
Adenoma and cancer stages in the MISCAN-Colon model. Cancer stages correspond to the
American Joint Committee on Cancer / International Union Against Cancer staging system for
CRC. Adenomas are categorized by size. The size-specific prevalence of adenomas as well as
the proportion of adenomas that ever develop into cancer is dependent on age. It is assumed
that the proportion of progressive adenomas increases from 16% at age 65 years to 37% at age
75 years, and 96% at age 100 years. It is assumed that 50% of non-progressive adenomas will
remain 6-9 mm stage until death and that 50% will progress to the ≥10 mm stage. For
progressive adenomas, it is assumed that 30% will develop through the sequence ≤5 mm
adenoma → 6-9 mm adenoma → preclinical cancer stage I and that 70% will develop through
the sequence ≤5 mm adenoma →6-9 mm adenoma → ≥10 mm adenoma → preclinical cancer
stage I. The mean duration time for progressive adenoma is assumed to be 16.4 years (with an
exponential distribution). The mean duration time for preclinical cancer is assumed to be 2
years (stage I), 1 year (stage II), 1.5 years (stage III), and 0.8 years (stage IV).
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Figure 2.
The net costs required over a lifetime and the life-years gained (3% discounted and compared
to a situation without screening) for screening a cohort of 50-year olds according to different
colonoscopy and CTC screening strategies varying with respect to screening interval and
referral threshold. Lifetime costs include costs for screening, diagnostic and surveillance
colonoscopy minus the savings from treatment compared to a situation without screening. The
blue diamonds represent the colonoscopy strategies; the pink squares CTC strategies with
minimal referral, the green triangles CTC with intermediate referral and the orange circles CTC
strategies with intensive referral. From left to right the symbols per strategy represent intervals
of 20, 15, 10 and 5 years. The solid line represents the cost-effectiveness of colonoscopy
screening strategies, corresponding with Table 3. CTC costs are equal to colonoscopy costs in
figure 2A, half of colonoscopy costs in figure 2B, and one third of colonoscopy costs in figure
2C.
Figure 2a: CTC costs equal to colonoscopy costs
Figure 2b: CTC costs half of colonoscopy costs
Figure 2c: CTC costs one third of colonoscopy costs
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Figure 3.
The threshold costs of non-dominated CTC strategies for which the strategies are a cost-
effective alternative to colonoscopy screening. The green triangles represent CTC screening
with intermediate referral. From left to right the triangles represent screening intervals of 20,
15, 10 and 5 years. The orange circle represents CTC screening every 5 years with intensive
referral. The costs next to the symbols per strategy indicate the threshold unit costs for CTC
to be cost-effective compared to colonoscopy screening. The boxed cost is the threshold costs
for 5-yearly CTC with intermediate referral, the strategy with similar life-years gained as 10-
yearly colonoscopy.
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Table 1

Screening test characteristics in the model for CTC and for optical colonoscopy

Parameter CTC Optical Colonoscopy

Sensitivity adenomas 1-5 mm (%) 29 (22 – 37) 75

Sensitivity adenomas 6-9 mm (%) 66 (59 – 72) 85

Sensitivity adenomas 10+ mm (%) 87 (82 – 93) 95

Sensitivity cancers (%) 87 (82 – 93) 95

Specificity (%) Cut off 0 mm: 53 (50 – 55) 90

Cut off 6 mm: 84 (83 – 86)

Cut off 10 mm: 95 (94 – 96)

Reach 100% reach cecum 95% reach cecum, reach of remaining
5% is distributed evenly over

colorectum

Non-fatal perforation rate n.a. 2.4 per 1,000

Fatal perforation rate n.a. 0.1 per 1,000

n.a.: not applicable
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Table 4

Literature overview of studies estimating the cost-effectiveness of CTC screening in the average-risk population

Study Comparator
strategy

Sensitivity CTC
for adenomas

Specificity
CTC

Threshold costs as % of
cspy costs

Lansdorp-
Vogelaar

several cspy
strategies

Small: 29% 0 mm: 53% 42%, for 5-yearly CTC,
referral 6 mm

Medium: 66% 6 mm: 84%

Large: 87% 10 mm: 95%

Sonnenberg 1999 10-yearly cspy 80% 95% 46% for 10-yearly CTC,
referral 0 mm1

Ladabaum 2004 10-yearly cspy Small: 87% 85% 60% for 10-yearly CTC,
referral 0 mm1

Medium: 87%

Large: 94%

Vijan 2007 10-yearly cspy Small: 46% 91% 75% for 5-yearly CTC,
referral 0 mm2

Medium: 83%

Large: 91%

Pickhardt 2007 10-yearly cspy Small: 48% 86% >70% for 10-yearly CTC,
referral 6 mm3

Medium: 70%

Large: 85%

Cspy: colonoscopy

1
Comparison of the same strategies in our model yielded threshold costs of 47%

2
Comparison of the same strategies in our model yielded threshold costs of 33%

3
Comparison of the same strategies in our model yielded threshold costs of 62%

Int J Cancer. Author manuscript; available in PMC 2010 April 26.


