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Objectives

 Describe the necessary components for performing high 

quality lung cancer screening and potential barriers to 

the establishment and maintenance of a screening 

program.

 Discuss the advantages and disadvantages of 

centralized and decentralized lung screening programs.

 Present areas of opportunity for the radiologist to 

improve enrollment and throughput in screening for lung 

cancer.



Lung Cancer Deaths in Tennessee

*Rates are per 100,000 and are age-adjusted to the 2000 U.S. standard 

population. 

Source: U.S. Cancer Statistics Working Group. United States Cancer Statistics: 

1999–2013 Incidence and Mortality Web-based Report. Atlanta (GA): Department 

of Health and Human Services, Centers for Disease Control and Prevention, and 

National Cancer Institute; 2016.

TN = 56.4

Less than 2% of eligible 

Tennesseans are enrolled in a 

lung screening program

http://nccd.cdc.gov/uscs/


Vanderbilt Lung Screening Program

 Participated in the National Lung Screening Trial

 Enrollment as of May, 2019

 Over 1400 patients enrolled

 > 2400 screening examinations performed

 > 100 referrals made to the Vanderbilt Lung Nodule 

Clinic

 50 cancers diagnosed

 9% of patients with significant incidental findings with     

>80% of these patients receiving appropriate clinical 

follow up



Findings in the VLSP as of 5/1/19

Tumor Stage Patients

1A and 1B 18

IIA and IIB 7

IIIA and IIIB 9

IV 3

Non-lung CA 6

Unstaged 3

LungRADS Patients

1 and 2 2111

3 170

4A 87

4B 56

4X 3







Lung cancer screening eligibility from CMS
Participants

Age: 55 – 77

30 Pack-years smoking and less than 15 years since quitting

No signs or symptoms of lung cancer

Clinician

Shared Decision Making Visit – Benefits/Harms of Screening,

Follow-up diagnostics tests, over-diagnosis, FP rate, radiation exposure

Counseling on adherence to the screening program  and smoking cessation

Radiologist

Board Certified, Training in diagnostic radiology and radiation safety

Supervision and interpretation of 300 chest CTs in past 3 years

CME to ACR standard

Radiology Imaging Facility

LDCT with CTDIvol < 3.0mGy for standard patients

Utilizes a standardized lung nodule classification and reporting system

Collects and submits data to a CMS-approved registry



Interdisciplinary team

 Radiologists

 Primary Care Providers

 Pulmonologists

 Surgeons

 Radiation Oncologists

 Medical Oncologists

 *Nurse practitioners



Centralized Lung Screening Program

 Actively recruits eligible patients

 Conducts education and shared-decision 

making visits

 Assists in smoking cessation

 Performs and interprets all screening studies

 Arranges follow up exams and tracks clinical and 

outcome data

 Communicates results to patients and referrers

 *requires a dedicated LCS coordinator





Ordering a LCS Consultation



Shared-Decision Making Visit



Decentralized and Hybrid Programs

 Decentralized program

 Performs the LCS exam and the interpretation

 Referring provider is responsible for all other 

components of screening

 Hybrid program

 Incorporates some centralized processes and some 

decentralized



Clinically significant findings

 How do you define clinically significant findings 

on LDCT for lung screening?

 VLSP defines clinically significant incidental findings 

as those that require additional imaging or laboratory 

testing for diagnosis or follow up

 We exclude coronary artery disease  (CAD) and 

emphysema as these are not unexpected findings in 

our patient population

 CAD is reported with an estimated Agatston score

 *6 of the 50 cancers we have diagnosed are non-lung 

cancers



Kapoor et al, abstract accepted for presentation at the American College of Radiology 

Annual Meeting in May, 2019



Screening Registry Reporting



ACR Registry Online Submission



ACR Registry Reporting Overview

 LCSR data are captured in the LCSR Exam form 

in four sections:

 Patient information includes name, SSN, DOB, etc. 

and baseline or annual exam date

 General information includes exam data (patient 

height, weight and smoking status) and study-related 

data (imaging modality, CT scanner used, and 

exposure)

 Follow-up within 1 year – imaging, biopsy, surgery, 

etc. within one year of last screening exam

 Additional risk factors (optional)



Reporting Software Options



Opportunities to improve enrollment

 Saving Lives with Early Detection of Lung 

Cancer: Promoting Enrollment of Women 

Engaged in Breast Screening in a Lung 

Screening Program

 Funded by the Vanderbilt-Ingram Cancer Center 

Young Ambassadors







Conclusions

 There are many necessary components to 

establishing a successful screening program

 An interdisciplinary team is essential

 ATS and ALA Lung Cancer Implementation Guide is 

a great place to start

 Centralized, decentralized, and hybrid programs 

can all be successful in the appropriate 

environment

 Continue to think about opportunities to improve 

enrollment – we can save so many lives!



Questions


