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CTC e screening - Stato dell’arte (2017)

Radiol Clin Marth Arn. 2017 Mow;55(8):1183-1188. doi: 10.10168:].rcd. 2017 .06.000.

Imaging and Screening for Colorectal Cancer with CT Colonography.
Pickhardt PJ'.

# Author information

Abstract

Deszpite being readily preventable, colorectal cancer ranks second behind only lung cancer in overall mortality. However, this situation could
he reversed if screening tests that effectively detect advanced adenomas and early cancers were broadly applied. Computed tomographic
colonography (CTC) reflects an ideal balance of minimal invasiveness with high-level performance, assuming all facets of the examination
are appropriately addressed. Unfortunately, this promising screening test remains grossly underused. This article details the technical and
interpretive approaches used by one successiul CTC screening program.

KEY POINTS

» Colorectal cancer (CRC) is readily preventable via screen detection of clinically relevant polyps us-
ing either virtual or optical colonoscopy.

o In addition to primary cancer prevention, detection of early-stage cancer is another important goal
of CRC screening.

o Computed tomographic colonography (CTCO) & a validated screening test that is equivalent to inva-
sive colonoscopy for detection of advanced neoplasia, but is safer, more cost-effective, and more
convenient for patients.

» High-quality results can be achieved with CTC screening in dinical practice when proven methods
are appled.

o This review provides an updated blueprint for sefting up a successful CTC screening program.
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CTC — accuratezza (metanalisi)

Mean

Mo. of

Adenoma =& mm,

Adenoma =10 mm,

Study  Cohort  Patient Fecal Readers, Reading Reference S I X )
Study Quality" Site Sire Age y Tag® Training® Strategy”  Standard Sensitivity  Specificity  Sensitivity Specificity
With Bowel Preparation
Lafera Fair Portugal 496 &0 Yes 1, a0 Repeat 95 (91-100) 91 (88-93) NE MR
et al,® =5000 (with 20}  colonoscopy
2013 ENEITIS if indicated
Graser Good Garmany 307 &0 ] 3, L Colonoscopy) 91 (B0-97) 93 (90-96) 92 (76-98) 98 (96-99)
et al,™* =300 (with 20}  sagmental
2004 XIS unblinding®
Johnson  Good United 2531 58 ¥es 15, a0 Repeat TE(72-83) 90 (88-91) 90 (53-95) 85 (B5-B7)
et al,®™ States =500 (with 200  colonoscopy
2008 YIS if indicated
[ACRIMNY
Kim Fair South 241 58 1] 2, 20 Single 68 (55-80)° 89 (84-93)° &7 (64-97) 97 (95-99)"
et al,™ Korea =100 (with 30}  colonoscopy
2008 ENETIS
Johnson  Fair Lnited 452 L 1] 3, L Single MR MR BT (45-84) 95 (96-99)
et al,B® States =1000 (with 20  colonoscopy
2007 XA
Macari Fair Iinited BB 55 1] 1, HE Single MR MR 100 (46-100)Y 98 (93-100Y
et al,®* States Sy colonoscopy
2004
Pickhardt Good United 1233 58 Yes B, a0 Colonoscopyy 59 {B3-93) 80 (77-82) 94 (B4-98) 96 (95-97)
etal,™ States *25 (with 20}  segmental
2003 X3S unblinding”

Conferma elevata accuratezza diagnostica

per lesioni polipoidi 2 6 mm
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CT colonography: over two decades
from discovery to practice

Perry J. Pickhardt,! Judy Yee,? C. Daniel Johnson®

'Depurtment of Radiology, University of Wisconsin School of Medicine and Public Health, E3/311 Clinical Science Center, 600
Highland Avenue, Madison, W1 33792-3252, USA

:Depurtment of Radiology, Montefiore Medical Center, Albert Einstein College of Medicine, 210 East 111 Street, Bronx, NY
10467, USA

*Department of Radiology, Mayo Clinic, 13400 E Shea Blvd, Scottsdale, AZ 85259-5452, USA

Conclusion
At the time of this writing, CMS has still not reopened v C||n|Camente eﬂ:|Cace,

the NCD for CTC screening. However, the authors see
no legitimate reason why CTC should not be a covered
screcning test for Medicare beneficiaries—or for any

other health insurance plan, for that matter. CTC has ‘/ A|t0 I’appOI'tO

proven itself repeatedly to be clinically efficacious, highly

cost effective, have an excellent safety profile, and have a COStO/beneﬂClO,

strong patient preference. In short, CTC is better, faster.
safer, and cheaper than OC-—and also provides the
critical preventive component largely missing in the . :
emerging stool- or blood-based CRC-screening tests. A ‘/ Ecce”ente prOfIIO dl
substantive change in how CRC screening is reimbursed. SICU rezza:

b)

such as bundled payments, could immediately turn
things around for CTC. To date, much like the colon

itself, the path for CTC has been a truly long and
winding road—but many more exciting chapters are yet v Preferlta dal paZ|ent|

to be written.
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US Preventive Services Task Force | Evidence Report
June 21, 2016

Screening for Colorectal Cancer
Updated Evidence Report and
Systematic Review for the US Preventive

Carvircrac Tacls EAarra

Cancer Scree
Current Ame

Robert &, Smith, Ph

Men and wornen, Gualac-H
aged =50 y, for {gFOET)
all tests listed sensitivi
immunio
at least
fior cancy

Bultitar

Flexible

Daiible-
Colanos
T calor

Colon and rectal cancer

Beginning at age 50, both men and women at average rnsk for developing
colorectal cancer should use one of the screening tests below. The tests
that are designed to find both early cancer and polyps are preferred if these
tests are available to you and you are willing to have one of these more
invasive tests. Talk to your doctor about which test is best for you.

Tests that find polyps and cancer

n flexible sigmoidoscopy every 5 years®
» colonoscopy every 10 years
» double contrast barium enema every 5 years®

s CT cnlnnngraehx ;'-.ﬂ'rtual cnlnnnscnﬁt every 5 Eears*

Tests that mainly find cancer

» fecal occult blood test (FOBT) every year™,™
n fecal immunochemical test (FIT) every year®
n stool DNA test (sDMNA), interval uncertain®




Costi carcinoma colon retto

RSO + Colonscopia + polipectomia = € 500 per caso
guarito.

RSO + Colonscopia + emicolectomia = € 5-8000 per
caso guarito

Emicolectomia + chemioterapia adiuvante = € 12-14000
per caso guarito

Emicolectomia + chemioterapia palliativa = € 25-45000
per incremento sopravvivenza di 12-30 mesi

Chemioterapia palliativa + farmaci biologici= € 40-60000
per incremento sopravvivenza di 12-30 mesi




E la Colonscopia Virtuale... ?
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Ogqni test di screening e un compromesso tra efficacia,
compliance, sicurezza e costi

@ Il FOBT e il test ideale di I livello

® La CV non puo attualmente competere con il FOBT per:
< Costi (non costo-efficacia)
< Carenza di apparecchiature
< Carenza di Radiologi

@ La CV deve inserirsi a supporto di un programma di
screening con FOBT+

< Dopo colonscopia ottica, in sostituzione del CDC
< SE colonscopia ottica incompleta o rifiutata

@ Sali L et al, WJG 2008 Liedenbaum MH et al, GUT 2009



Importante!

La Colonscopia Virtuale e il II
miglior test diagnostico dopo |a
colonscopia !!!

La sensibilita per il CCR e per i polipi
e nettamente superiore rispetto al FOBT,

alla sigmoidoscopia e al clisma del colon

Health Technol Assess. 2015 Jul;18(541:1-134. doi: 10.3310/hta 18540

Computed tomographic colonography compared with colenoscopy or barium enema for diagnosis of colorectal
cancer in older symptomatic patients: two multicentre randomised trials with economic evaluation (the SIGGAR

trials).
@ Halligan S', Dadswell EZ, Wooldrage k2, Wardle J°*, von Wagner €2, Litford R*® vao GL4® Zhu 5% Atkin WE.
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Radiol Med. 2015 Jul 30. [Epub ahead of print]
CT colonography: a survey of general practitioners' knowledge and interest.
Flor W' Laghi &, Peri M, Cornalba G, Sardanelli F.

Author information

"Unita Operativa di Radiologia Diagnostica e Interventistica, Azienda Ospedaliera San Paolo, Via di Rudini 8, 20142, Milan, Italy, nicola flor@unimi.it.

Abstract
PURPOSE: To verify the knowledge and interest of general practitioners on computed tomography colonography (CTC).

MATERIALS AND METHODS: In 2014, a Web-based questionnaire was proposed to all general practitioners of [Milan, ltaly]. The gquestionnaire
consisted of ten questions concerning general practitioners’ knowledge about CTC, including application of guidelines in clinical scenarios and
diagnostic performance.

RESULTS: Out of 1,053 general practitioners, 231 (22 %), 155 men and 76 women (mean age 58 years), completed the survey. We found a
significant difference between the age of responders and that of non-responders (p = 0.0033). Of the 231 responders, 84 % were aware of the
possibility of using CTC as a method for examining the colon-rectum. However, anly 57 % were aware about low X-ray exposure delivered by CTC and
about the possibility of using a reduced cleansing protocol. Only 48 % were aware that CTC accuracy in diagnosing 10-mm or larger polyps and
colorectal cancers was similar to that of conventional colonoscopy, while 62 % were informed about CTC advantages in comparison with double-
contrast barium enema; 59 % thought that CTC had a potential role as a screening test; 85-86 % suggested CTC in the case of refused or incomplete
conventional colonoscopy; 79 % suggested immediate conventional colonoscopy in the case of at least one 10-mm polyp. About 54 % usually
prescribe one CTC every 4-6 months, while 36 % never have, 3 % one CTC per month, and 7 % one every 2-3 months. Minety-four per cent declared
that they were willing to attend a course on CTC.

CONCLUSION: General practitioners have limited knowledge concerning CTC. Radiological societies should fill this gap offering dedicated
educational initiatives.

Sondaggio raccomandazioni MMG
CO (95%) o FOBT (80%); minoranza CV (5%)*

*Am J Prev Med, 2009




Formazione MMG-Specialisti

SENSIBILITA’ PER PAZIENTE

---------
ooooooooo

Tutti 25 > 6 >/ > 8 >9 > 10

mm mm mm mm mm mm
ACRIN - 65% 78% 84% 87%  90% 90%
IMPACT - - 85% 86%  88%  91% 91%
Munich 84% 91% - - - - 92%

ﬂC&ICITA' PER PAZIENTE

ACRIN ‘P‘? 9%  88% 87% 87% 8%  86%

QAV(P
Re@g ?O\“ - 88%  87% 86%  85%  85%

@ Munich 47%  93% - - : : 98%




Settembre 2015

=
20 . Figure 1
< Colorectal Polyps Missed
= N - 113 months
s with Optical Colonoscopy 9336 patients | 87512606 polyps without endoscopic
[ . . : 10976 examinations follow-up (34%)
Despite Previous Detection 2606 polyps
and Localization with CT
1 1731/2606 polyps with endoscopic or surgical »  1550/1731 concordant polyps (90%)
Colonography Rkt
B. Dustin Pooler, MD o . : o \
David H. Kim, MD Purpose:  'To r I oelsye L I;y“m.ng
Jennifer M. Weiss, MD " e ! ! oo ! q‘, 66/181 probable CTC FP
Kestina . Makausiy, WD, PR tomographic (CT) g but not e ith 181/1731 discordant pofyps(io,o) underwent following double review
Perry J. Pickhardt, MD expert review
Materials and = This study was institutional review board approved; the ‘
115/181 polyps possible OC FN following 19 Awaiting follow-up
double review, further follow-up indicated 18 Lost to follow-up
/ \ (37/115 total)
62/78 OC 16/78 CTC
follow-up* follow-up
Conclusion: In clinical practice, polyps prospectively identified with % CTEPR 28 OO EO0E | [ RS |
CT colonography but not conlirmed with subsequent non- -1 tubulovillous adenoma
blinded (ie, despite a priori knowledge of the CT colo- -1 bular adenomas
. . o P - 9 serrated adenomas
nography fndings) OC require additional review because 23 tiyperplastic lesions
a substantial proportion may be FN findings. Most FN - 2 other lesions
findings found with OC demonsteated clinically significam (9 advanced adenomas)
histopathologic results, and a majority of advanced lesions '
noamrrod in the raght colon. 31/144 total O! 113/144 total CTC FP (78%) L_

-

“RSNA, 2015 Figure 1:  Flow diagram of study cohort. *Ten of the 62 polyps with OC follow-up first underwent repeat CT colonography
(CTC) to confirm the presence of a lesion.




Adenoma Piatto - CTC

Analisi retrospettiva dati ACRIN
(2600 soggetti)
« Definizione di “lesione piatta”:
H/W <50%; H < 3mm

RISULTATI

« 374 adenomi/adenoCa =5mm

* 19 (0.75%) piatti; dimensioni medie = 9mm
* 8/19 (42%) adenomi avanzati
« Sensibilita, 68% (>10mm, 67%)

analisi retrospettiva, 89%

@ ]

J Fidler, presentazione al meeting ACRIN, 1 Ottobre, 2009
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Lancet.

Comg
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Atkin W
S; 5164

S. Halligan et al.
Lancet 2013

Atkin et al
Lancet 2013

Plumb et al,
Eur.Radiol 2014

of colorectal
the SIGGAR

toms

. Wardle J. Halligan

Eur RadmrzuTs may 24 Ugg-nE. 0ol 0. 10 s 00300 Ta= A TUE-U, EpUN 20T FEN T2,

Sensitivity and specificity of CT colonography for the detection of colonic neoplasia after positive faecal occult

blood testing: systematic review and meta-analysis.
Plumb AA', Halligan S. Pendsé DA, Taylor SA, Mallett S.
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e NO purganti
e NO sedazione

* NO sonda endoscopica
e CO2

e R
Gut. 2015 Feb;64(2):342-50. doi: 10.1136/gutjnl-2014-308696. Epub 2014 Dec 2.

@ CT colonography: accuracy, acceptance, safety and position in organised population screening.
de Haan MC", Pickhardt PJ?, Stoker J3.




CV: perforazioni: < 0,003%

PICKHARDT, Radiology 2006
BURLING, Radiology 2006
SOSNA, Radliology 2006

— 0 | L
CC: perforazioni: = 0,0/%
PANTERIS, 2010

7T | JF N )

Eur Radigl. 2017 Jul 2. doi; 10.1007/200330-017-4820-y. [Epub ahead of print]

Adverse events during CT colonography for screening, diagnosis and preoperative staging of
colorectal cancer: a Japanese national survey.

Magata K' 232 Takabayashi k58 vasuda 7457 Hirayama mM*2 Endo 5*% Nozaki R'%4 1 Shimada T'%2, Kanazawa H3 13, Fujiwara W14 Shimizu
N*15 wwatsuki T+19, lwano T+17, Saito H'0-%8.

|| e ]

Non hai bisogno di fare una colonscopia.

147,439 CTC examinations were performed. No deaths were reported.

@ Colorectal perforations occurred in 0.003%

| ]
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Consensus ESGAR

European Radiology
February 2007, Volume 17, Issue 2, pp 575-579

European society of gastrointestinai and
abdominal radiology (ESGAR): Consensus
statement on CT colonography

@ Stuart A. Taylor, Andrea Laghi, Philippe Lefere, Steve Halligan, Jaap Stoker
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positive first-degree family history of colorectal cancer
(CRC). However, it may be proposed as a CRC screen-
myg test on an individual basis providing the screenee 18
adequately mformed about test charactenstics, benefits,
and risks (weak recommendation, moderate quality
evidence).
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Patient Prefer Adherence. 2015 Jul 23;9:1043-51. doi; 10.2147/PPA.S51801. eCollection 2015,

Patient willingness for repeat screening and preference for CT colonography and optical
colonoscopy in ACRIN 6664: the National CT Colonography trial.

Gareen IF', Siewert B2, Vanness DJ2, Herman B* Johnson CD®, Gatsonis CF.

CONCLUSION: While a larger proportion of participants indicated that they preferred CTC to OC, willingness to undergo repeat CTC
compared to OC was limited by unanticipated exam discomfort and embarrassment and CTC's shorter screening interval.

Eur J Gastrosnterol Hepatol. 2018 May;30(3):520-525. doi: 10.1087/MEG.CGI00000003001080.

Patient tolerance and acceptance of different colonic imaging modalities: an observational cohort
study.

Dijidu H', Palmer H2, Lewandowski J2, Hampton J2, Blakeborough T2, Epstein ©2, McAlindon MET.

CONCLUSION: Fatient tolerance and experience favours CTC and CCE over OC and informed about all aspects of each procedure; a
noninvasive option is commonly chosen by the lay public.

Curr Probl Diagn Radiol. 2018 Jan 6. pii; S0363-0183{17)30135-X. doi: 10.1067/j.cpradiol.2017.12.011. [Epub ahead of print]

Patient Knowledge Regarding Colorectal Cancer Risk, Opinion of Screening, and Preferences for
a Screening Test.

Moreno CC', Jarrett T2, viey BL?. Mittal PK*, Krupinski EA*, Roberts DL2.

CONCLUSION: Improved patient education about the negligible radiation risk associated with CTC or development of a non-invasive imaging
test that did not involve a preprocedural bowel cleansing regimen may increase rates of colorectal cancer screening.

Quando correttamente informati
@ (specie in ambito dosimetrico) | pazienti preferiscono
Indagine meno invasiva.
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Percorso diagnostico-terapeutico-assistenziale PDTA

@ COMPOSIZIONE

o Core team (sempre al completo):endoscopista, radiologo, anatomo-patologo,
chirurgo, oncologo, infermiere case-manager

o Extended team: genetista, medico nucleare, chirurgo del tratto
epatobiliopancreatico, radiologo/ecografista interventista, radioterapista,
stomaterapista, psico-oncologo, medico di medicina generale, palliativista.

@ METODI:

» Contestualizzazione delle linee guida
* Consulto multidisciplinare
» \Verbalizzazione della riunione (1/settimana)

® SCOPO: @ RISULTATI:

» Riproducibilita degli interventi e Ottenere il miglior percorso
 Uniformita delle prestazioni praticabile

e Riduzione degli interventi straordinari all'interno della proprio

« Valutazione integrata del paziente Organizzazione/Struttura
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....Presente e futuro in
Emilia Romagna?!....
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Clisma Opaco e Colon-TC
® 1° Aprile 2007:
sospensione delle

Colonscopie virtuali nel 2015
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Dati screening Ferrara

2014 2014 2015 2015

Invitati 1° Livello 48822 47912
Aderenti Primo livello | 23810 | 49% | 23956 50%
Invitati 2° Livello 1188 5% 1206 5,5%
Aderenti 2° livello 946 80% 956 81%
Pazienti NON aderenti 247 20% 356 2504,

2° Livello

Cortesia Prof. Ferretti
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=3 e Adesione al II Livello FE - anno 2016
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Rifiuto
visita/non
rintracciabile

(R\A)

Rifiuti

47 (3,2%) 120(8%)***

91 45k
138 165%%*
** compi
e 4 6,2 %0 ADESIONE CON CV

Cortesia Centro Screening FE
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Nuova organizzazione supporto screening (dal 12/2015)

- Colloquio gruppo screening

- Selezione Pz che rifiutano o controindicano la CO
- Colloquio radiologo-paziente (1 volta al mese)

- Giornata e posti dedicati unificata sul dipartimento
- Solo radiologi esperti (>300 esami CTC)

- Lettura doppio cieco




RISULTATI — reperti colici

......... 151 pz ANNO 2016 79

(Gennaio 2016-Febbraio 2018) ANNO 2017 63
ANNO 2018 9

4, 3%
= CV NEGATIVE

= CV POSITIVE

= OTTICA

= RIFIUTO

= RIPETONO FOBT




RISULTATI — reperti colici

---------

Qualita dell’indagine:
ottimale nel 95%
38 pz positivi (25%):

9(<6bmm) -2 2%
24 (6-9 mm) 2> 47%
17 (>10 mm) = 33%
STENOSANTE -2 2%

REPERTI CTC

0
wa
33%

m <6 MM

m6<X<9 MM
>10 MM

= STENOTICO

RISCONTRI ISTOLOGICI

POLIPI IPERPLASTICI s
ADENOCA =
DISPLASIA GRAVE N

DISPLASIA MODERATA LIEVE

0 5

36, DI CUI 1 LST

.

10 15 20 25 30 35 40




RISULTATI — reperti extracolici

@ 1 caso di ILEITE TERMINALE - M. CROHN




g RISULTATI — reperti extracolici

Diagnosi Citologica
Carcinoma a piccole cellule.




RISULTATI — reperti extracolici

® 1 AAA
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Patient organizer

/ (]} Colon Retto - Screening M- X\ )\ \é\ mr—
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UvosDefaultaspxemenupage=m0&menu=m2 Wi

Screening Manager DSy o Bt K et
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o Home @:\genda lE_Streening

Ricerca Azzera Parametri  Visualizza Risultati
Muova Ricerca

Centro: M

Cognome: ® Tutti | pazienti

Nome:

Appuntamenti pendenti
P ]
Dot et [ ] g FOBT Ritrato

Sesso: 0
nd. UM OF FOBT Consegnata

Codice Screening:

i Da inviare al Secondo Livella
Tessera Sanitaria:

Codice Fiscale: Altri Esii

Codice esterno: Storia Screening

Codice Anagrafico: Visualizza anche casi esclusi
Codice Provetta:

Comune di residenza: M
Zona: '

Distretto: v
Medico di Base: E|
Progetto: l:l
pyright @ Dedalus spa Click & Sereen - v, 11.1.0.0

Totale autonomia nella gestione dei
pazienti screening




Conclusioni

......... « RSO + Colonscopia + polipectomia = 500 euro per
caso guarito.

- RSO + CV + CO + polipectomia =
/00-750 euro per caso guarito

* RSO + Colonscopia + emicolectomia =
5-8000 euro per caso guarito

« Emicolectomia + chemioterapia adiuvante =
12-14000 euro per caso guarito

» Emicolectomia+ chemioterapia palliativa = 25-45000
euro per incremento sopravvivenza di 12-30 mesi

« Chemioterapia palliativa + farmaci biologici=
@ 40-60000 euro per incremento sopravvivenza di 12-30
mesi




Chirurgia laparoscopica colon

---------
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Fondamentalell!

e Adeguata selezione del paziente

e Fine pianificazione dell’intervento

Value of CT colonography as preliminary study
prior to laparoscopic surgery in patients with
colon malignancies and complicated diverticular

disease
R Bizzati', . Tartar', C. Cavallini', H F'nnn:r alIE R.Righi', . Anania’,
6. Benea'; 'Lagosanta .'-2. rara/ 1T, AFemraral

¢/ ] o
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Localizzazione lesionale (vs CO)
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Mo phidh 7 Eur J Surg Oncol. 2017 Sep 20. pii: S0748-7533(17)30706-0. doi: 10.1016/].ejs0.2017.05.016. [Epub ahead of print]

Preoperative segmental localization of colorectal carcinoma: CT colonography vs. optical
colonoscopy.

Dffermans T1, Wogelaar FJE, Aguarius r-.«13, Janssen-Heijnen MLG“, Simons PCG2.

CONCLUSION: CTC has a lower localization error rate than OC, which is most relevant for tumors located in the descending colon. If
there is a doubtful localization on OC, particularly in the left-sided colon, an additional CTC should be performed to choose the best
surgical treatment.

European Review for Medical and Pharmacological Sclences 2015; 19: 1645-1651

Preoperative staging of colorectal cancer Conclusions
using virtual colonoscopy:
correlation with surgical results

CTC can provide an accurate CRC localiza-
tion, tumour extent, tumour/nodal staging, and
extra-colic abnormalities, which are critical for

A. STAGNITTI, F. BARCHETTI, G. BARCHETTI, E. PASQUALITTO, the proper management of patients. As a result,
A. SARTORI, M. GLORIOSO, 5. GIGL, V. BUONOCORE, M.L. MONTI, CTC may become a m{jdﬂ]i[}l of choice for pre-
A. MARINI, C. MELE', F. STAGNITTF, A. LAGHF operative evaluation of all colorectal cancers.
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CTC>>0C
nella valutazione sede lesionale
@ Specie in condizioni «anomale» e colon di sinistra.




Ca stenosante — completamento studio colico

1. Ricerca altre lesioni a monte della

stenosi (lesioni cancerose 1-9%* -
lesioni polipoidi 27-55%)
2. Segni di infiltrazione locoregionale e
linfoadenomegalie
3. Metastasi a distanza

Somministrazione mdc e.v.

* “Malignant tumors of the colon” 2 Vol textbook of gastroenterology
3° edition Boland et al
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United European Gastroentercl J. 2015 Aug;3(4):358-63. doi: 10.1177/2050640615577881.

The safety of same-day CT colonography following incomplete colonoscopy with polypectomy.
Lara LF', Avalos D', Huynh H', Jimenez-Cantisano B, Padron M', Pimentel R', Erim T', Schneider A", Ukleja A', Parlade A", Castro F'.

CONCLUSIONS: Radiologists’ apprehension to perform a CTC the same day as an incomplete colonoscopy following polypectomies because of
perceived risk of perforation may be unfounded. More data are needed to determine the safety of same-day CTC in patients with high-risk findings
during colonoscopy such as a stricture, severe IBD, and after complex polypectomies.

Health Technol Assess. 20158 Jul; 18[54 ):1-134. doi: 10.3310/hta 18540,

Computed tomographic colonography compared with colonoscopy or barium enema for diagnosis of colorectal
cancer in clder symptomatic patients: two multicentre randomised trials with economic evaluation (the SIGGAR
trials).

Halligan S', Dadswell E%, Wooldrage k2, Wardle J*, von Wagner C*, Liford R*®, vao GL*®, Zhu 5* Atkin W*.

COMCLUSIONS: CTC is superior to BE for detection of cancers and large polyps in symptomatic patients. CTC and colonoscopy detect a similar

proportion of large polyps and cancers and their costs are also similar. CTC precipitates significantly more additional investigations than either

BE or colonoscopy, and evidence-based referral criteria are needed. Further work is recommended to clarify the extent to which patients initially

referred for colonoscopy or BE undergo subsequent abdominopelvic imaaging, for example by computed tomography, which will have a
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Eur Radicl. 2014 May;24(5):1049-58. doi: 10.1007/=00330-014-3106-0. Epub 2014 Feb 12.

Sensitivity and specificity of CT colonography for the detection of colonic neoplasia after positive faecal occult
blood testing: systematic review and meta-analysis.

Plumb AA' Halligan S, Pendsé DA, Taylor SA, Mallett S.

CONCLUSION: Few studies have investigated CTC in FOBt-positive individuals. CTC is sensitive at a 26 mm threshold but specificity is lower and
variable. Despite the limited data, these results suggest that CTC may adeguately substitute for colonoscopy when the latter is undesirable.

Acad Radiel. 2015 Jul;22(7):807-13. doi: 10.10164.2cra.2015.03.002. Epub 2015 Apr 15.
Cost Differences After Initial CT Colonography Versus Optical Colonoscopy in the Elderly.
Zafar HM', Yang J2, Armstrong K3, Groeneveld P*.

CONCLUSIONS: Despite higher adjusted costs of outpatient testing potentially related to colonic and extracolonic findings among asymptomatic
elderly pa’uents 1 year after initial CTC cnmpared to OC, we found no differences in adjusted total, mpahent or outpatient costs between cohorts.

Abdom Imaging. 2015 Sep 9. [Epub ahead of print]
Medicare cost of colorectal cancer screening: CT colonography vs. optical colonoscopy.

CONCLUSION: CTC is a cost-effective CRC screening option for the Medicare population and will likely reduce Medicare expenditures for CRC
screening.




