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Background

On March 5, 2014, the SHCC Technology Committee received a number of petitions to revise the need
determination for PET scanners in North Carolina to eliminate the East/West service areas for mobile
scanners and to identify the need for additional mobiie scanners in the 2015 SMFP. In one petition,
submitted by MedQuest Associates, Inc., and Novant Health, Inc., the petitioners further requested
that hospitals with more than two PET/CT scanners be allowed to replace one with a mobile PET/CT
unit. in a second, Alliance, Inc. requested that in addition to expanding the need for mobile scanners
identified in the 2015 SMFP, that potential host sites be expanded to include treatment centers with
linear accelerators and Independent Diagnostic Treatment Facilities. As outlined below, both these
proposals will result in a duplication of existing resources at a time when utilization rates are falling
and industry concerns regarding over-utilization of complex imaging services, unnecessary radiation
exposture, and improved cost management are likely to continue to place downward pressure on PET
volumes.

SMFP Basic Principle: Safety and Quality

The most basic principle of the SMFP is to assure safety and quality of the health services provided in
North Carolina. The Petitioners failed to address this most basic principle in requesting that mobile
PET services be expanded. Image quality has been significantly improved in the more recent models
and those combined with CT allow them to “... more accurately perform the range of studies now
performed on hybrid machines.” I Older PET scanners are unable to distinguish lesions as small as
newer models or those combined with CT scanners. Reduced scan times also improve image quality by

L apasitron Emission Scanner,” 2014 State Medicat Facllities Plan. Date accessed March 18, 2014,
http://www.ncdhhs.gov/dhst /ncsmfp/2014/2014smip,pdf.
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reducing the risk of patient movement that can lead to the increased likelihood of motion-based image
artifacts. 2 Later model scanners are thus able to reduce scan time, improve image detection, and
reduce user error which can lead to costly re-scans.

Improved image scan time has become increasingly important as providers seek to reduce patients’
exposure to radiation. Patient risks associated with exposure to radiation through complex imaging
services is now a concern for regulators, accreditation bodies, and patients. Recently, The Joint
Commission issued pre-publication standards effective July 1, 2014 to improve the safety of complex
imaging services provided by accredited organizations.> While most of these standards relate to safety
monitoring, new requirements have also been issued for provider qualifications for radiologists
interpreting CT scans which will likely be expanded to include other complex imaging modalities in
future, including PET and/or PET/CT.*

Patient safety can best be assured by ensuring all mobile PET sites meet these expanding safety
requirements. Expanding mobile PET sites to include providers that are not required to meet these
standards will undermine efforts to reduce radiation exposure, improve safety and quality, and
duplicate costly technologies already available throughout the state.

Expanding the number of sites at which PET scans are offered is likely to further dilute the volume of
scans performed at existing providers without significantly improving access. A study published in
2012 by IMV Medical Information Division, found that 1.85 million PET and PET/CT procedures were
performed in the U.S. in 2011, a 6% increase from 2010. On the other hand, utilization per site rose
only 0.6%.” This suggests that increases in PET utilization are slowing. This trend is likely to continue
into the foreseeable future as providers seek ways to reduce unnecessary utilization and overall health
system costs,

The number of PET scans performed in North Carolina is clearly declining according to volumes
contained in the 2014 State Medical Facilities Plan, Tables 9M (1) and (2).

% “The end of stop and go,” Biograph mCT Flow Brochure, http://www healthcare siemens.com/siemens hwem-

hwem ssxa wehsites-context-
root/wem/fidc/groups/public/@global/@imaging/@rmolecular/documents/download/mdax/njay/~edisp/biograph mct flo
w_brachure final june-00852312. pdf

® The Joint Commission Perspectives, January 2014, Volume 34, No. 1, pages 5 and 19. See Attachment 1.

* standards Field Review, Diagnostic Imaging Standards Changes for Radiologists’ Qualifications and Competency, Publish
Date: Feb 27, 2014, See Attachment 1.

® Brice, James, “New PET/CT facilities power utilization growth, excerpted from Aunt Minnie.com, Last Updated 8/20/2012 4:08:04
PM. See Attachment 2.
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North Carolina PET Scanning Volume

Fixed Mobile Total Percent
PET Scans | PET Scans | PET Scans | Ann. Chng
2007-08 32,831 5,815 38,646
2008-09 | 36,879 5,258 42,137 9.0%
2009-10 | 36,622 5,138 41,760 -0.9%
2010-11 | 34,900 5,716 40,616 -2.7%
2011-12 | 32,729 5,571 38,300 -5.7%

Not only is the total volume of PET scans declining, so is the rate of scans per 1,000 population.

North Carolina PET Use Rates: 2008 - 2012

Fixed Mobile Total NC Use Rate/

PET Scans | PET Scans | PET Scans | Population | 1,000 Pop

2007-08 32,831 5,815 38,646 9,278,794 4.16
2008-09 36,879 5,258 42,137 9,435,396 4,47
2008-10 36,622 5,138 41,760 9,574,477 4.36
2010-11 34,900 5,716 40,616 9,666,068 4.20
2011-12 32,729 5,571 38,300 9,765,229 3.92

Source: Volumes excerpted from State Medical Facilities Plan, Population from Office of State Management and Budget.

This decline has occurred in even in the face of increasing cancer incidence rates. According to the NC
Cancer Registry, the total age-adjusted cancer incidence rate for the period 1997-2001 was 445.3 per
100,000. For the period 2007 — 2011, cancer incidence rose to 496.7 per 100,000, Despite this fact,
the volume of PET scans has declined in North Carolina. This suggests that the need for PET scanners is
not simply a function of the incidence of cancer or of an aging population,

As a result, the projected number of PET scans needed by North Carolina residents is unlikely to exceed
existing supply for the foreseeable future, Assuming that the 2011-12 use rate remains unchanged at
3.92 per 1,000 population, the total number of projected PET scans in 2019 would equal 41,199
{{10,509,938 Projected July 2019 Population X 3.92)/1000 = 41,199 PET Scans). Thus, the projected
number of PET scans remains well even today’s existing capacity of 70,000 PET scans annually. (27
fixed scanners X 2,400 annual capacity = 64,800 + 2 mobile scanners X 2,600 annual capacity = 5,200
for total annual capacity of 70,000 PET scans.}  Expanding the number of sites at which PET is
avaitable will only serve to dilute the volume at existing providers.
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Expanding the number of mobile PET scanners is also likely to unnecessarily duplicate existing
resources due to the increasing capacity of the newest scanners. Today’s units are capable of
significantly reducing scan times and, therefore, increasing capacity. With the latest scanners, whole
body scans can be completed in as little as five to fifteen minutes compared to 45 to 60 minutes with
older units.b As a result, many scan times are reduced by half without compromising image quality.
This is accomplished by replacing the conventional “stop and go” technology with a single continuous
motion of the patient table and with Time of Flight {TOF} which improves signal to noise by a factor of
two.’ In addition, the newer models provide organ-focused protocols in a single scan.® Conventional
PET scanners require a two-scan protocol, thereby reducing scan times up to 25 percent.9 This
technology is not currently available through mobile providers due to its extensive cooling and space
requirements. Continuing to expand the number of mobile scanners will not improve residents’ access
to these technological advancements that improve quality and safety as well as capacity.

While newer PET/CT scanners may increase per scanner capacity, they could also serve to reduce the
humber of scans required to make a definitive diagnosis. Greater image quality can reduce the need
for repeat scans which result in unnecessary costs and increased patient anxiety. Such advances could
serve to further dampen increases in PET volumes in future.

The potential for inappropriate use is also a concern. Studies increasingly suggest that imaging
modalities are over-utilized. Multiple studies have shown that 20 percent to 40 percent of high-tech
diagnostic imaging modalities fail to provide information that improves patient diagnosis and
treatment and may be considered redundant or unnecessary.”® More recently, the Choosing Wisely®
initiative of the ABIM Foundation has identified specific exams that should be avoided because they
may not be necessary and may cause harm, including several PET scans.’?  Avoiding unnecessary
testing, particularly complex imaging modalities, is crucial to controlling health care costs. As the

® Brian Clement, “What’s Driving PET/CT Growth?, The Advisory Board Company March 31, 2012,
http://www.advisory.com/research/oncology-roundtable/oncology-rounds/2012/05/what-is-driving-pet-ct-growth. See
Attachment 2.

T http://www.healthcare.siemens.com/slemens hwem-hwem ssxa_websites-context-
root/wem/ide/eroups/public/@global/@imaging/@molecular/documents/download/mdax/nigy/~edisp/blopraph mct flo
w_brochure final june-00852312.pdf,

® 1bid.
® Ibid.
1o £nsuring Quality through Appropriate Use of Diagnostic Imaging, July 2008, America’s Health Insurance Plans, pg.2.

1 pvep:/ fwww.choosingwisely.org/wp-content/uploads/2013/02/Choosing-Wisely-Master-List.pdf accessed 3/19/14, pages
8, 75 and 119, An Initiative of the ABIM Foundation,
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health care industry moves from a fee-for-service payment model to a value based one, providers will
be incentivized to ensure that high-cost modalities such as PET are used judiciously.

Expanding mobile PET sites to include existing oncology treatment centers with one or more linear
accelerators and existing or proposed Independent Diagnostic Testing Facllities (IDTFs) could further
contribute to over-utilization of this complex imaging modality. IDTF services have historically been
vulnerable to fraud, waste, and abuse.”? In addition, the General Accounting Office has identified that
physician self-referral creates financial incentives that can lead to overutilization of health care services,
unnecessary spending and inappropriate, sometimes unnecessary, care for patients. 2 |n a study published in
2012 addressing use of MRI and CT, the GAO found utilization twice as high for self-referring providers as for
those that were not. Expanding host sites to include IDTFs and free-standing treatment centers could increase
the potential for over-utilization. As health care providers and payers seek ways to better manage patient costs,
controlling the over-utilization or complex imaging modalities will be a primary area of focus.

SMEP Basic Principle: Access

The number of sites offering PET scanning has increased significantly in recent years. As a result,
services are well distributed throughout the state at 23 fixed site locations and 29 mobile sites.
However, improved geographic distribution does not improve access for all residents.”® Because of the
size of the bore in many of the older PET scanners, obese patients may not be appropriate candidates
for scanning in the mobile units. According to the Centers for Disease Control, more than one-third of
Americans are obese.X® The same study placed North Carolina’s prevalence of obesity at 29.6%.
Obesity is a particular problem for the African-American community. Non-Hispanic blacks have the
highest age-adjusted rates of obesity (49.5%) compared with Mexican Americans (40.4%), all Hispanics
{39.1%) and non-Hispanic whites {34.3%)."” For this reason, mobile PET scanners may do little to
improve access to communities with significant non-white populations. Even though the mobile PET
scanners may be capable of handling a patient weighing up to 450 pounds, the space available within
the mobile unit may not accommodate a bariatric wheelchair or provide the space necessary to
transfer a non-ambulatory patient to the table for scanning.

12 “Questionable Billing for Medicare Independent Diagnostic Testing Facility Services,” DHHS Office of the Inspector General, page 1,
March 2012 OEI-09-09-00380.

B Higher Use of Advanced Imaging Services by Providers Who Self-refer Costing Medicare Millions, Government Accounting Office,
September 2012.

 Ibid.
15 Map indicating locatlon of fixed and mobile PET scanner sites, Attachment 3.

16 Cynthia L. Ogden, Ph.D.; Margaret D. Carroll, M.S.P.H.; Brian K, Kit, M.D., M.P.H.; and Katherine M. Flegal, Ph.D NCHS Data Brief,
Volume 82, fanuary 2012, Prevalence of Obesity in the United States, 2009-2010.

Y hitpy/ fwww.cdc.gov/obesity/data/adult.html.
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Patient safety and quality of care will best be assured by continuing to require that sites at which PET
services are offered provide a comprehensive array of cancer diagnosis and treatment services. Lack of
care coordination often eads to overtreatment, costing the United States between $158 and $226
billion annually.® Cancer patients account for 95% of PET scanning volume.*® Of that, 38% of PET
scans were associated with cancer staging, another 13% for treatment planning, and 30% pertained to
suspected recurrence and therapy follow-up.”® The complexity of cancer care management requires
careful coordination between providers. This can best be achieved by continuing to require that PET
providers, including host sites, provide access to range of cancer diagnosis, treatment, and
management services.

SMIFP Basic Principle: Value

The State Medical Facilities defines health care value as the maximum health care benefit per dollar
expended. Significant capital outlays have been made by fixed PET scanner providers throughout the
state. In addition, the volume of PET scans performed in North Carolina has declined in recent years.
Whether this is a function of a sluggish economy, changes to benefit plans, providers’ increasing use of
evidence-based protocols, more engaged patients or some combination of these factors, downward
pressure on PET volumes are unlikely to be reversed in the near term. Given these trends, increasing
the number of mobile PET scanners is unlikely to significantly improve patient safety, quality of care,
access, or value.

Conclusion

The purpose of the health planning function is to balance access, quality, and the cost of health care
services provided in North Carolina. Ignoring trends that suggest a slowdown in PET scanner volume
would lead to a duplication of costly technological resources. Capacity of PET scanners is improving as
older models are replaced with scanners that improve scan times and image quality. Finally,
approaches to cancer treatment are rapidly changing and may actually results in a reduction in the
number of cancers treated aggressively in future. In total, these trends suggest the current number of
PET scanners is sufficient to meet the population’s projected need for the foreseeable future.

% gerwick, D., and A. Hackbarth. “Eliminating Waste in U.S, Health Care.” Journal of the American Medical Association. 2012;307(14).

1 Brice, James, “New PET/CT facilities power utilization growth,” excerpted from Aunt Minnie.com, Last Updated 8/20/2012 4:08:04 PM.
See Attachment 2.

2 |bid.
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ATTACHMENT 1

Pre-publication Requirements for Diagnostic Imaging Services
And -
Radiologists’ Qualifications and Competency, Proposed Imaging
Requirements

The Joint Commission




W; “The Joint Commission

+ Issued December 20, 2013 »

The Joint Commission has approved the following revisions for prepublication. While revised requirements are pub-
lished in the semiannual updates to the print manuals (as well as in the online E-dition®), accredited organizations
and paid subscribers can also view them in the monthly periodical The Joint Commission Perspectives®. To begin

your subscription, call 877-223-6866 or visit http:/iwww.jerinc.com.
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Prepublication Requirements conftinued
December 20, 2013
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Radiologists’ Qualifications and Competency

Proposed Imaging Requirements

Applicable to Ambulatoty Health Care:
HR.02.01.03, EP 39

For organizations that provide computed tomography (CT) setvices: At the time of
granting initial ptivileges, the organization verifies and documents that a radiologist who intetprets
CT exams is board-certified in radiclogy ot diagnostic radiology by the American Board of
Radiology, Ametican Osteopathic Board of Radiology, or an equivalent soutce. If the radiologist is
not board-certified, then the organization verifies and documents that he or she has achieved the
following qualifications and experience:

e Completed an Accreditation Council for Graduate Medical Education (ACGME) or

Ametican Osteopathic Association (AOA) diagnostic radiology residency
e Derformance and interpretation of 500 CT examinations in the past 36 months

HR.02.01.03, EP 40

For organizations that provide computed tomography (CT) services: Upon renewal
of privileges, the organization vetifies and documents that a radiologist who intetprets CT
examinations has the following experience:

o 'The radiologist meets the Maintenance of Cettification (MOC) requitements of the
Ametican Board of Radiology.

e For radiologists reading C1' examinations across multiple otgan systems, he or
she has read 135 exams in the past 24 months.

e For radiologists teading organ system-specific CT examinations (for example,
abdominal, musculoskeletal, head), he or she has read a minimum of 40 organ
system-specific CT' examinations in the past 24 months. In addition, he or she
must have also read a total of 135 cross-sectional imaging studies for MRI, CT)
PET/CT and ultrasound in the past 24 months.

HR.02.01.03, EP 41

For otganizations that provide computed tomogtraphy (CT) services: Upon renewal
of privileges, the organization verifics and documents the ongoing education of a radiologist who
interprets CT examinations. Ongoing education must include As Low As Reasonably Achicvable
(ALARA), Image Gently, Image Wiscly, and one of the following:
e Meets the Maintenance of Certification (MOC) requirements of the American
Board of Radiology
e Completion of 100 hours of relevant continuing medical education (CME) in the
past 24 months; this must include 50 hours of Category 1 CME
e Completion of 10 hours CME in the past 24 months specific to the imaging
modality or ozgan system




Radiologists’ Qualifications and Competency

Proposed Imaging Requirements

Applicable to Critical Access Hospitals:

MS.06.01.03, EP 10

For ctitical access hospitals that provide computed tomography (CT) services: At

the time of granting initial privileges, the critical access hospital verifies and documents thata
radiologist who interprets CT exams is board-certified in radiology or diagnostic radiology by the
American Board of Radiology, American Osteopathic Board of Radiology, ot an equivalent soutce.
If the radiologist is not boatrd-certified, then the critical access hospital verifies and documents that
he ot she has achieved the following qualifications and experience:

Completed an Accreditation Council for Graduate Medical Education (ACGME) or
American Osteopathic Association (AOA) diagnostic radiology residency

¢ Performance and interpretation of 500 CT examinations in the past 36 months

MS.06.01.05, EP 16

For ctitical access hospitals that provide computed tomography (CT) services:
Upon renewal of privileges, the ctitical access hospital verifies and documents that a radiologist who
interprets CT examinations has the following expetience:

.

The radiologist meets the Maintenance of Certification (MOC} requirements of their
cettifying body.

A radiologist reading CT examinations across multiple otgan systems has read 135 exams in
the past 24 months.

A radiologist reading organ system-specific CT' examinations (for example, abdominal,
musculoskeletal, head), has read a minimum of 40 otgan system specific CT' examinations in
the past 24 months. In addition, he or she must have also read a total of 135 cross-sectional
imaging studies for MRI, CT, PET/CT and ultrasound in the past 24 months

MS.06.01.05, EP 17

Fort critical access hospitals that provide computed tomography (CT) services:
Upon renewal of privileges, the critical access hospital verifies and documents the
ongoing education of a radiologist who interprets CT examinations. Ongoing
education must include As Low As Reasonably Achievable (ALARA), Image Gently,
Image Wisely, and one of the following:

Meeting the Maintenance of Cettification (MOC) requirements of their certifying
body

Completing 100 hours of relevant continuing medical education (CME) in the past
24 months; this must include 50 hours of Category 1 CME

Completing 10 hours CME in the past 24 months specific to the imaging modality
of otgan system




Radiologists’ Qualifications and Competency

Proposed imaging Requirements

Applicable to Hospitals:

MS.06.01.03, EP 10

For hospitals that provide computed tomography (CT) services: At the titne of granting initial
privileges, the hospital verifies and documents that a radiologist who interprets CT exams is board-
certified in radiology or diagnostic radiology by the American Board of Radiology, Ametican
Osteopathic Boatd of Radiology, ot an equivalent source. Tf the radiologist is not board-certified,
then the hospital verifies and documents that he or she has achieved the following qualifications and
experience:

*  Completed an Accreditation Council for Graduate Medical Education (ACGME) o

American Osteopathic Association (AOA) diagnostic radiology residency
¢ Performance and interpretation of 500 CT' examinations in the past 36 months

MS.06.01.05, EP 16

For hospitals that provide computed tomography (CT) services: Upon renewal of
ptivileges, the hospital verifies and documents that a radiologist who interprets CT
examinations has the following experience:
* The radiologist meets the Maintenance of Certification (MOC) requirements of
theit certifying body.
¢ A radiologist reading CT examinations across multiple organ systems has read
135 exams in the past 24 months.
* A radiologist reading organ system-specific CT examinations (for example,
abdominal, musculoskeletal, head), has read a minimum of 40 organ system specific
CT examinations in the past 24 months. In addition, he or she must have
also read a total of 135 cross-sectional imaging studies for MRI, CT, PET/CT and
ultrasound in the past 24 months.

MS.06.01.05, EP 17

For hospitals that provide computed tomography (CT) services: Upon renewal of
privileges, the hospital verifies and documents the ongoing education of a radiologist who intetprets
CT examinations. Ongoing education must include As Low As Reasonably Achievable (ALARA),
Image Gently, Tmage Wisely, and one of the following:
®  Meeting the Maintenance of Certification (MOC) requirements of their certifying
body
¢ Completing 100 hours of relevant continuing medical education (CME) in the past
24 months; this must include 50 hours of Category 1 CME
* Completing 10 hours CME in the past 24 months specific to the imaging modality
or organ system
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Select Articles Regarding PET Utilization Trends




New PET/CT facilities power utilization growth

By James Brice, AuntiMinnie.com contributing writer

August 21, 2012 -- The growing acceptance of PET/CT as an essential part of oncology services has helped increase
its use in step with the hybrid modality's expanding installed base, according to a new report on PET/CT and PET
market conditions.

The analysis by MV Medical Information Division found that 1.86 million PET and PET/CT procedures were
performed in the U.S. in 2011, a 6% increase from 2010. On the other hand, utilization per site rose only 0.6% last
year, according to Lorna Young, senior director of market research at IMV. The findings were based on telephone
strveys with managers at one-third of the 2,210 PET imaging services in U.S.

"“We observed flat use at sites, but growth in the number of sites that are performing PET,"” Young told
AuntMinnie.com.

The 6% increase indicates that demand for PET is still growing, but the finding also reflects slower growth more
recently. Surveys conducted by IMV in 2005 and 2008 found average annual growth rates of about 10%, she noted.

Hospitals continue to open new cancer treatment centers in anticipation of increased demand and the generally
lucrative nature of the services. PET/CT s still fairly well reimbursed and has become a standard component of
comprehensive oncology services, Young said.

The report identified 1,130 PET/CT sites equipped with at least one fixed PET/CT scanner. A total of 100 fixed
dedicated PET sites with at least one PET system were operational last year, afong with 980 mobile PET/CT and
PET services.

Mobile services were most popular with 200-bed or smaller hospitals. A majority of hospitals with fewer than 400
beds provided mobile PET/CT if they offered the image modality at all.

Mobile PET can be viewed as an incubator for future fixed-site sales, according to Young. "Therein lays the promise
for future markets," she said.

Fourteen percent of PET and PET/CT users plan to purchase a new system In the next three years, according to the
report.

Oncology dominates

PET/CT utilization trends illustrate how thoroughly oncology dominates the field. Approximately 94% of PET
procedures in 2011 were related to cancer assessment. The other 6% were evenly divided between cardiology and
neurology.

Oncology's market share has actually grown, from 86% of total PET and PET/CT procedures in 2001 to 95% in 2010.
in 2011, 38% of the oncology volume was associated with cancer staging, another 13% was used for treatment
planning, and 30% periained to suspected recurrence and therapy follow-up.

F-18 FDG remains the mainstay of PET/CT, as about 85% of all clinical PET procedures are performed with the
radiopharmaceutical, according to the report. In cardiology, rubidium-82 and nitrogen-13 ammonia are both employed
for PET myocardial perfusion imaging. In neurology, the U.S. Food and Drug Administration's (FDA) approval of F-18
florbetapir (Amyvid, Eli Lilly) for beta-amyloid plaque brain imaging in Aprii 2012 may lead to grealer demand for PET
for diagnosing and monitoring Alzheimer's disease and other forms of cognitive degeneration, the report noted.




Data for IMV Medical Information Division's 2012 PET Imaging Market Summary Report” was drawn from telephone
surveys of 738 facilities selected from a universe of 2,210 known fixed-site and mobile PET and PET/CT services in
the U.S. The surveys were conducted from April 1, 2011, to May 31, 2012,

Responses were projected to create a stalistically valid of profile of PET and PET/CT service experiences as a whole.

Disclosure notice: AuntMinnie.com is owned by IMV, Lid,

Copyright © 2012 AuntMinnie.com

Last Updated 8/20/2011 2 4:08:04 PM




What's driving PET/CT growth?

May 31, 2012
Brian Clement, Oncology Roundtable

Our Technology Insights program has projected that PET/CT utilization will grow 22% over the
next five years and 55% over the next ten years. Technological advances, demographic trends,
decreasing price points, and reimbursement changes are driving this projected growth,

PET/CT technological capabilities still increasing

While PET/CT scanners are already the standard for oncology imaging, several developments in
scanning technology have the potential to make PET/CT an even more powerful tool for
treatment planning in the future.

e More precise measurement: increased granularity in tumor imaging will allow for better
differentiation and measurement of tumors.

o Increased data storage: greater data storage capacity will allow providers to archive more
information from patients’ previous scans and help oncologists track tumor developments
over time.

« Less patient movement: changes in the physical design of the newest PET/CT scanners
provide better patient movement restriction to ensure consistent, precise imaging,

Aging baby boomers will increase cancer incidence
While this isn’t news to most of the oncology community, it bears repeating: increasing cancer
incidence as baby boomers age will drive up demand for oncology imaging services such as

PET/CT scans.

For a better understanding of how these changes will impact oncology volumes at your hospital,
access the Oncology Qutpatient Market Estimator.,

PET/CT machines becoming more afferdable

The falling costs of investing in a PET/CT machine could substantially change ROI projections.
While the price range of these scanners used to span from $1.8 million-$3 million, they're now
sold for $1.2 million-$2.3 million. ‘

Increased efficiency as scanning time decreases

As equipment costs have dropped, patient scan time has also decreased precipitously. A full body
scan will take 5-15 minutes, compared to older equipment that required 45-60 minutes per scan.




Increased efficiency means that more patients can be scanned per day, which enhances the
financial attractiveness of PET/CT scanners for oncology imaging,

Expanded payer coverage

Recent payment changes by CMS—which were also widely followed by private payers—are
also likely to drive PET/CT growth. These changes have expanded coverage for FDG-PET,
which accounts for 90-95% of all PET studies.

Scans are now covered for the following purposes:

o Staging: one FDG-PET scan is covered by Medicare for initial treatment strategy—Ilocal
Medicare contractors have the ability to authorize additional FDG-PET scans on a case-
by-case basis. _

« Treatment monitoring: one FDG-PET scan for assessing subsequent treatment strategy
will also be covered by Medicare.

Learn more

For more information about PET/CT growth prospects, view Technology Insights'
article, "PET/CT: Strong prowth ahead,"

Members may also access "Oncology Technology Update 2011" to view a webconference that
provides a general overview of oncology technology.

The advisory Board Company,
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North Carolina Map Indicating PET Scanning Locations
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