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BACKGROUND
Computed tomographic (CT) colonography is a noninvasive option in screening for
colorectal cancer. However, its accuracy as a screening tool in asymptomatic adults
has not been wel! defined.

METHODS
We recruited 2600 asymptomatic study participants, 50 years of age or older, at 15
study centers. CT colonographic images were acquired with the use of standard bowel
preparation, stool and fluid tagging, mechanical insufflation, and multidetector-row
CT scanners (with 16 or more rows). Radiologists trained in CT colonography reported
all lesions measuring 5 mm or more in diameter. Optical colonoscopy and histo-
logic review were performed according to established clinical protocols at each
center and served as the reference standard. The primary end point was detection by
CT colonography of histologically confirmed large adenomas and adenocarcinomas
{10 mm in diameter or larger) that had been detected by colonoscopy; detection of
smaller colorectal lesions (6 to 9 mm in diameter) was also evaluated.

RESULTS

Complete data were available for 2531 participants (97%). For large adenomas and
cancers, the mean (£SE) per-patient estimates of the sensitivity, specificity, positive
and negative predictive values, and area under the receiver-operating-characteristic
curve for CT colonography were 0.90£0.03, 0.8620.02, 0.23£0.02, 0.994<0.01, and
0.89+0.02, respectively. The sensitivity of 0.90 (i.e., 90%) indicates that CT colonography
failed to detect a lesion measuring 10 mm or more in diameter in 10° of patients. The
per-polyp sensitivity for large adenomas or cancers was 0.84£0.04. The per-patient
sensitivity for detecting adenomas that were 6 mm or more in diameter was 0.78.

CTE{®Z = RTEGNEZALT
MBEBL-BE . ER1mmAZENRLED
FEEIZDLTIE. HI90% D EE - HHEET
RITHIENTES,

CONCLUSIONS
In this study of asymptomatic adults, CT colonographic screening identified 90Fk of
subjects with adenomas or cancers measuring 10 mm or more in diameter. These find-
ings augment published data on the role of CT colonography in screening patients with
an average risk of colorectal cancer. (ClinicalTrials.gov number, NCT00084929; Ameri-
can Colleze of Radiology Imaging Network [ACRIN] number, 6664.)

Table 2. Estimated Per-Patient Accuracy in Detecting Adenomas or Cancers on CT Colonography.*

Performance Measure Size of Adenoma or Cancer Detected on Optical Colonoscopy

Sensitivity
Value (95% CI)
No. of patients
Specificity
Value (95% CI)
Mo. of patients

Value (95% CI)
No. of patients

Value (95% CI)
No. of patients

Value (95% CI)
No. of patients

Positive predictive value

Negative predictive value

Area under ROC curve

=3 mm

0.65 (0.58-0.73)
282

0.89 (0.851-0.923)
2249

0.45 (0.389-0.513)
423

0.95 (0.941-0.965)
2108

0.80 {0.763-0.828)
2531

=6 mm

0.78 (0.71- 0.85)
210

0.88 (0.840-0.920)
2321

0.40 (0.335-0.463)
423

0.98 (0.971-0.984)
2108

0.84 (0.810-0.878)
2531

=/ mm

0.84 (0.78-0.91)
174

0.87 (0.831-0.914)
2357

0.35 (0.299-0.397)
423

0.99 (0.980-0.992)
2108

0.87 (0.833-0.902)
2531

=8 mm

0.87 (0.80-0.93)
154

0.87 (0.825-0.909)
2377

0.31 (0.256-0.355)
423

0.99 (0.984-0.994)
2108

0.88 (0.842-0.913)
2531

=9 mm

0.90 (0.83-0.96)
120

0.86 (0.817-0.902)
2411

0.25 (0.209-0.292)
423

0.99 (0.990-0.958)
2108

0.89 (0.853-0.930)
2531

=10 mm

0.90 (0.84-0.96)
109

0.86 (0.813-0.900)
2422

0.23 (0.194-0.273)
423

0.99 (0.991-0.998)
2108

0.89 (0.854-0.933)
2531

* Values for detection of lesions on CT colonography were averaged among radiologists. Sensitivity indicates the proportion of patients who had lesions (of the specified size) detected
on optical colonoscopy that were also detected on CT colonography. Specificity indicates the proportion of patients who had no lesions detected on optical colonoscopy or on CT
colonography. Positive predictive value indicates the proportion of patients with CT colonographic findings (of the specified size) that were also detected on optical colonoscopy.
Negative predictive value indicates the proportion of patients with no lesions of the specified size detected on CT colonography who also had no lesions detected on optical colonosco-
py. The receiver-operating-characteristic (ROC) curve plots sensitivity versus the false positive rate, and the area under the ROC curve represents the accuracy of CT colonography.

HH B

Accuracy of CT Colonography for Detection
of Large Adenomas and Cancers

C. Daniel Johnson, M.D., M.M.M., Mei-Hsiu Chen, Ph.D., Alicia ¥. Toledano, Sc.D., Jay P. Heiken, M.D.,
Abraham Dachman, M.D., Mark D. Kuo, M.D., Christine O. Menias, M.D., Betina Siewert, M.D.,
Jugesh |. Cheema, M.D., Richard G. Obregon, M.D., Jeff L. Fidler, M.D., Peter Zimmerman, M.D.,

Karen M. Horton, M.D., Kevin Coakley, M.D., Revathy B. lyer, M.D., Amy K. Hara, M.D.,
Robert A. Halvorsen, Jr., M.D., Giovanna Casola, M.D., Judy Yee, M.D., Benjamin A. Herman, S.M.,
Lawrence ). Burgart, M.D., and Paul J. Limb

as,
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Abstract
Background Planter fasciitis is a common cause of heel

pain in adults. Many treatment options exist. Most of scale the average post-operative pain was improved from
9.1 to 1.6. Post-operatively, 58.8% had no limitation of

Results  In the first group (EPF), using the visual analog

patients resolve with conservative management. Approxi-
mately 10% of patients develop persistent and often functional activities, 35.3% had minimal limitation of
disabling symptoms. activities and 5.9% had moderate limitation of activities.
Patients and methods This prospective study includes Concerning patient satisfaction, 82.3% of patients were

37 patients with an established diagnosis of chronic completely satisfied. 11.8% of patients were satisfied with
reservation and 5.9% of patients were unsatisfied. For the

second group (ESWT), using the visual analog scale the
average post-operative pain was improved from 9 to 2.1.

plantar fasciitis, aiming to compare two different tech-
niques of treatment. First group includes 17 patients
with a mean age of 42 years treated by endoscopic
plantar fasciotomy (EPF): the mean follow-up was Post-operatively, 50% had no functional limitation of
11 months. Second group includes 20 patients with a activities, 35% had minimal limitation of activities, 10%
mean age of 45 years treated by extracorporeal shock had moderate limitation of activities, and 5% had severe

Wave Therapy (ESWT): the mean follow-up was limitation of activities. Concerning patient satisfaction,
7.6 months 75% of patients were completely satisfied and 25% were

12 satisfied with reservation or unsatisfied.

Conclusion Because of better results with endoscopic
release versus the benefits of no complications, no immobi-
lization, and early resumption of full activities with ESWT,
we conclude that ESWT is a reasonable earlier line of treat-
ment of chronic plantar fasciitis before EPF.

@ mean follow up
10 1 Il Average postoperative pain | |

EPF: Endoscopic Plantar Fasciotomy

0 - ph -
EPF ESWT FERET (ARERET) BEFHR UG
Fig. 2 Mean follow-up duration and post-operative pain scale ESWT: Extracorporeal Shock Wave Therapy

AN ERRERE

60%

[ EPF
50% 1+ W ESWT
40%

30% EEEEREXDARIZEVT, AEIAERELLE
) L. AN EERZRAWVAEDADN., SHEN DL
20% W BIET2LENGD, FEEEICERZEN T
0% EATETHRM D, RaFEN B RATOE—&E

RETHILEDEFERMENEZDNT=,
0% 4
severe moderate Minimal No limitation of
limitation of limitation of limitation of activities
activities activities activities
Fig. 3 Post-operative limitation of activities H{ 8. Endoscopic plantar fasciotomy versus extracorporeal shock

wave therapy for treatment of chronic plantar fasciitis
Ahmed Mohamed Ahmed Othman, et al
Arch Orthop Trauma Surg (2010) 130:1343]—'§347
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Objectives We investigated the comparative accuracy of renal translesional pressure gradients (TPG), intravascular ultrasound
(IVUS), and angiographic parameters in predicting hypertension improvement after stenting of renal artery stenosis (RAS).

Background The degree of RAS that justifies stenting is unknown.

Methods In 62 patients with RAS, TPG (resting and hyperemic systolic gradient [HSG], fractional flow reserve, and mean
gradient) were measured by a pressure guidewire; IVUS and angiographic parameters (minimum lumen area
and diameter, area stenosis, and diameter stenosis) were measured by quantitative analyses.

Results The HSG had a larger area under the curve than most other parameters and an HSG =21 mm Hg had the high-
est sensitivity, specificity, and accuracy (82%, 84%, and 84%, respectively) in predicting hypertension improve-
ment after stenting of RAS. The average IVUS area stenosis was markedly greater in RAS with an HSG =21 mm
Hg versus <21 mm Hg (78% vs. 38%, respectively; p < 0.001). After stenting, hypertension improved in 84% of
patients with an HSG =21 mm Hg (n = 36) versus 36% of patients with an HSG <21 mm Hg (n = 26) at 12
months, p < 0.01; the number of antihypertensive medications was significantly lower in patients with an HSG
=21 mm Hg versus <21 mm Hg (2.30 = 0.90 vs. 3.40 = 0.50, respectively; p < 0.01). By multivariable analy-
sis, HSG was the only independent predictor of hypertension improvement (odds ratio: 1.39; 95% confidence
interval: 1.05 to 1.65; p = 0.013).

Conclusions An HSG =21 mm Hg provided the highest accuracy in predicting hypertension improvement after stenting of
RAS, suggesting that an HSG =21 mm Hg is indicative of significant RAS. (J Am Coll Cardiol 2009;53:
2363-71) © 2009 by the American College of Cardiology Foundation
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