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Results: The average cost per case of initial management of BC ranged 
from $8.805 (St I > 50 yr) to $11,419 (St III, ~50 yr). The cost of 
surgeryihospitalization made up approximately 35-58% of these costs. The 
lifetime costs of treating the 17,700 women diagnosed in 1995 in Canada 
are estimated to be $455.2 million; surgical care and associated 
hospitalization makes up 19% of this total. A review of the average length 
of hospital stay (ALOS) for initial surgery revealed a relationship to age and 
surgical procedure (breast conserving surgery (BCS) vs mastectomy) and 
significant variability between provincial ALOS. Increasingly, BCS is being 
undertaken on an ambulatory basis and mastectomy can be performed with 
minimal requirement for hospitalization. The current ALOS for BCS in 
Canada is 4- 4.5 days and 5- 6.4 days for mastectomy. 
Discussion: If Canadian surgical practice could be modified to reduce the 
ALOS of BCS to 0 and that for mastectomy to 2 days, then the national 
burden of breast cancer care could potentially be reduced by as much as 
$57.1 million, Of course, the early discharge of women from hospital 
cannot be accomplished without appropriate home-based care services. The 
costs of these services are as yet unknown, but are very unlikely to equal 
those of hospital-based postoperative care. These costs need to be measured 
in order to determine the net savings to the national health care budget. 
Policy makers must direct resources to the provision of home-based care 
and to the assessment of its cost-benefit. 
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Background: Few studies exist that examine a potential relationship 
between coverage of cancer in the popular press and subsequent public 
health/economic outcomes. In a novel 1990 study published by Brown and 
Potosky, “The Presidential Effect: The Public Health response to Media 
Coverage About Ronald Reagan’s Colon Cancer Episode” the authors 
identified and used three nonreactive measures to evaluate the impact of 
this July 1985 event. The authors suggest a temporal relationship between 
this cancer episode and public interest, screening behavior, and incidence of 
disease. Unfortunately, the authors’ analysis was in part limited due to the 
lack of mortality data and the unavailability of long term public interest, 
screening, and incidence data. By using long term data now available, we 
extend this study by evaluating the sustained impact and significance of this 
episode. We also use mortality data unavailable to Brown and Potosky to 
develop cost per life year saved estimates. 
Methods: Phone calls from the general public to the U.S. National Cancer 
Institute (NCI) through its Cancer Information Service (CIS) CONCERNED 
with colon or rectal cancer from 1984 to 1994 are used to measure public 
interest. Rates of screening utilization obtained from the U.S. Health Care 
Finance Administration (HCFA) from 1983 to 1994 are used to measure 
changes in screening. Surveillance data from NC1 are used to measure shifts 
in incidence of early and advanced colorectal cancer from 1980 to 1993. 
NC1 mortality data from 1973 to 1993 are used to determine if the event can 
be associated with a real public health benefit. Regression analysis 
including Chow tests are used to evaluate the potential impact of this public 
health event. Estimates are made of the cost per life year saved suggested 
by a change in the public’s interest in colorectal cancer. 
Results: We found a sustained and statistically significant increase in the 
colorectal cancer related phone calls to NC1 coincident with the Reagan 
episode. The analysis also shows a sustained increase in the utilization of 
screening and an unexpected statistically significant increase in of early and 
advanced colorectal cancer incidence rates. In addition, colorectal cancer 
mortality rates decline at a faster rate subsequent to event. Cost per life year 
saved associated with this event are estimated for the years 1986-1996 and 
approach $29,000 in 1996. 
Discussion: New evidence suggests that this discrete public health event 
contributed to a sustained and beneficial impact on public health. Reduced 

colorectal cancer mortality rates and increased life years saved, appear to be 
correlated with President Reagan’s colon cancer episode. 
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Preferences of patients are a key factor in the evaluation of alternative 
treatment methods. However, the elicitation of preferences involves 
methodological as well as practical difftculties. For instance, questions on 
willingness to pay to avoid particular health risks are subject to the criticism 
that hypothetical trade-offs are not validated. A practical problem, most 
prominent in clinical trials, is that patients may be upset being asked about 
trade-offs, when they in fact have no freedom of choice but to opt out of a 
trial. 
We propose instead a trial procedure, where patients choose the treatment 
strategy. Such a procedure may not be feasible when a trial aims to 
determine the independent effect of a particular treatment. But take the case 
where the trade-offs of alternative treatments are more or less clear, but 
high uncertainty exists with respect to patients’ preferences. Letting patients 
in this situation decide on the treatment will reveal how they value the 
trade-offs involved with the alternative treatments. 
A revealed preference approach may be particularly suited in therapies 
where the treatment alternatives do not imply different mortality prospects. 
An example is breast cancer in early stage where there is no metastasis of 
the tumor. This cancer can be treated either with breast-preserving surgery, 
followed by a radiotherapy, or an amputation of the breast. An adjuvant 
(chemo or hormone) therapy for preventing distant metastases is indicated 
in both cases, if the histology diagnosis is positive. At this second stage, the 
patient again chooses the therapy she prefers. While the technologies 
available at the two stages of the decision process do not significantly differ 
with respect to survival prospects, they affect various dimensions of quality 
of life differently. Consequently, the trade-offs in this case involve aspects 
of quality of life rather than of longevity. 
Patients joining the clinical trial would be asked about their willingness to 
make certain trade-offs, in order to evaluate their risk aversion, time 
preference and their willingness to substitute one dimension of quality of 
life with another. Since the decisions of the patients do not only depend on 
preferences, but also on constraints, the patients are asked to indicate travel 
and waiting time, insurance coverage as well as income and other 
socioeconomic factors. 
Compared to a traditional evaluation study, the proposed procedure has the 
following advantages, First, a systematic bias is avoided, if patients, rather 
than the general public, are asked about health trade-offs. Second, with the 
revealed preference approach the patients’ answers to trade-off questions 
can be validated. Third, the relative importance of preference characteristics 
(risk aversion, time preference, preference for various quality of life 
dimensions) and of constraints (waiting and travel time, income of the 
patient, etc.) for the treatment decision can be analyzed. Finally, the 
revealed preference approach allows to study whether decisions of the 
patients are systematically linked to the hospitals where they undergo 
treatment. 
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