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To the Editor: In the February 2012 issue of JNCCN, Goulart et al1 performed a care-
ful cost-effectiveness analysis of low-dose computed tomography (LDCT) screening for 
lung cancer. They relied predominantly on data from the National Lung Cancer Screen-
ing Trial (NLST),2 accounting for multiple factors, including the screening CT, the in-
cidence of additional imaging and interventions, and the cost of complications as noted 
in NLST. They included an estimate of overdiagnosis in their calculations and assumed 
that LDCT screening for lung cancer would be applied only to patients similar to those 
enrolled in the NLST.

Despite the detailed nature of their model, we believe that Dr. Goulart and colleagues 
are still missing several critical components of CT screening that add cost: namely, the 
infrastructure needed to perform screening in a responsible way, data collection pertaining 
to quality metrics, and the cost of clinician counseling.

Organization and structure are required to perform lung cancer screening.3,4 
Screening is not just the scan, but a process; the outcome is determined by a 
complex interplay of the inherent risk and selection of the patient, scan quality and 
interpretation, judicious management of detected lesions, quality of interventions, 
and compliance with follow-up. The NLST provided infrastructure for most of these 
components as part of the study, and the costs of the study were much higher than 
the cost of the LDCT scan itself. There is much evidence to suggest that without such 
structure, the process (selection, screening, interpretation, management and follow-
up) is unlikely to be similar to that in the NLST.5,6

One could argue that the cost of administering the NLST included the costs of 
data management specifically for the study. This is true, but some data collection and 
attention to quality metrics should be part of a screening program. We have many 
unanswered questions, and experience with other large scale screening programs 
(eg, mammography) has taught us that quality metrics and tracking thereof are 
important. Most major societies that have issued position statements or guidelines 
for CT screening have recommended research participation, data collection, and 
implementation in an organized fashion.4,7–9

Finally, NLST data collection and the Goulart et al analysis focus on procedures 
almost exclusively. Neither accounts for clinician time to discuss whether screening 
is right for a particular patient or the meaning of finding small nodules, or to provide 
follow-up or smoking cessation intervention. To think that screening (a new 
intervention) for lung cancer (a disease that engenders tremendous fear) using a test 
with a high rate of false-positive findings can be done without significant discussion 
and time investment with the patient is unrealistic.

We think that screening has a huge potential for benefit if implemented in a careful 
structured manner. Studies such as the one by Goulart et al help us understand the 
implications and highlight that the benefit will come at a cost. Recognizing all of the 
implications is important, however. Ignoring the costs of the necessary infrastructure 
is likely to lead to results very different from the NLST, and ignoring the costs of data 
collection and quality assessment is likely to hamper refinement of the process over 
time and thwart cost-effectiveness. Ignoring the need for clinician involvement is 
unrealistic. If we create the impression that implementation will proceed just like in 
the NLST, but without several key pieces of the process of conducting the NLST, we 
will have set an expectation that is impossible to achieve.

Frank Detterbeck, MD 
Lynn Tanoue, MD 
Amanda Reid, APRN
Yale University School of Medicine 
New Haven, Connecticut
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The Authors’ Reply: We appreciate the insightful comments from Dr. Detterbeck and 
colleagues, which certainly enrich a timely discussion about the economic implica-
tions of lung cancer screening with low-dose computed tomography (LDCT).1 To 
place their comments in the appropriate context, we want to point out some basic 
principles of economic evaluations of health care interventions.

As stated by Detterbeck et al, our analysis is “still missing several critical 
components of CT screening that add cost.” However, this statement does not 
acknowledge the principle of economic perspective, a key element of any health 
care economic evaluation.2 Our evaluation took the perspective of health care 
payers—public and private health insurances collectively. In other words, we 
projected the costs that national insurance payers will incur if screening becomes 
standard practice. Health insurances will not pay for the costs of implementation of 
screening infrastructure or collection of quality metrics; hospitals or clinics offering 
screening will. To capture these costs, an economic evaluation would have to take the 
perspective of hospitals instead of insurances, making for a completely different study. 

To project the net costs of LDCT screening for hospitals, the evaluation would 
need to account not only for the implementation and quality metrics costs, but also 
for the revenues generated by the LDCT scans and downstream tests, procedures, 
and treatments. Most healthcare institutions interested in screening are internally 
conducting this type of analysis. We believe that, from a societal standpoint, the payer 
perspective is more informative.

We do not disagree that clinician visits will be critical for the selection and 
counseling of appropriate candidates for screening, and that these visits will add costs 
to payers. We did not account for these costs because no straightforward methods exist 
to model outpatient physician time spent in counseling patients before and during the 
screening process. Therefore any assumptions about visit costs would be too uncertain. 
Physician costs will likely be measurable if and when healthcare payers include LDCT 
screening in their benefit packages.
From the payer and societal perspectives, we argue that a careful implementation 
plan will actually promote cost-effective use of health care resources related to lung 
cancer screening.3 The important elements of an implementation plan include 
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the development of standardized screening practices (eg, protocols for imaging 
acquisition, reporting of results); processes for careful selection of candidates; creation 
of registries for continuous data collection and reassessment of outcomes in real 
practices, including false-positive rates, costs, and patient-reported outcomes.4 By 
promoting standardized practices and continuously monitoring outcomes, health care 
institutions will ensure that patients realize the benefits of screening while avoiding 
unnecessary escalation in costs.
Bernardo H. L. Goulart, MD, MS 
Scott D. Ramsey, MD, PhD
Hutchinson Institute of Cancer Outcomes Research (HICOR) 
Fred Hutchinson Cancer Research Center 
University of Washington 
Seattle, Washington
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