When a small nodule is
detected on a lung scan
(solitary pulmonary
nodules, SPNSs),
Imaging tests are used
to establish its
malignancy.

Current clinical
pathways in the UK
recommend the use of
Positron Emission
Tomography/Computed
Tomography (PET/CT),

but this test is costly and
not available nationwide.
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Studies proved that
Dynamic Contrast-
Enhanced Computed
Tomography (DCE-CT)
could be more cost-
effective in diagnosing
SPNs than PET/CT, but
their design and scope
were suboptimal.

This research aimed
to strengthen the
evidence base by
comparing the cost-
effectiveness of
PET/CT, DCE-CT and
their combination
(DCE-CT&PET/CT).

Why was this research important?

Given the NHS scarce resources, this
research usefully shed light on which
Imaging strategy provides the best value

for money in correctly diagnosing SPNs.
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