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RLS Journal Club, Episode 1: Implementation of Lung Cancer Screening In the Veterans Health Administration by Linda Kinsinger, MD MPH et al in Jama internal medicine 
“In RLS Journal Club we examine publications (peer-reviewed articles, opinion pieces, etc.) that discuss CTLS, either in general or focusing on a specific topic, and review the statements or conclusions that are made. It is our goal to highlight the facts of screening and provide support/evidence of benefits and risks of CT lung screening in current clinical practice.”

1. “Based on LCSDP experience, only about 58% of candidates will agree to be screened. Patients’ reasons for declining screening were not collected but may have included concerns about the need for LCS, exposure to radiation, psychological distress, effort required for the screening examinations, and others.”
· [bookmark: _Hlk56621862][image: ]The decision aid used to discuss benefits and harms of screening with participants presented a 36.5% CTLS false positive rate (“365 out of 1000  people screened experience a false positive result”). This may have negatively impacted the decision to participate in screening. In the National Lung Screening Trial (NLST) published in 2011 one year before the inception of this study the false positive rate was reported as 23.5%.  Using Lung-RADS and the IELCAP protocol false positive CTLS rates are closer to 10%. 

· [image: ]The study authors state they did not collect reasons why screening was declined. Conjecture about what may or may not have contributed to participants’ decision to decline screening should not be included in a scientific publication. 

2. “The rate of positive findings after 1 round of screening in the LCSDP was more than twice that in the NLST (1257 [59.7%] vs 7191 of 26 309 [27.3%]). The reason for the overall high rate of initially positive examination results in the VHA sites is not certain but may be owing, in part, to the older age and heavier smoking history of veterans screened.”
· [image: ]The study design is not reflective of NLST protocol or of current clinical practice. In the VA study, a nodule of any size could be considered a positive scan. In the NLST nodules with a maximum diameter ≥ 4mm were considered positive. In current clinical practice nodules ≥6mm are considered positive scans given the significant decrease in false positives without substantial increase in false negatives. The high rate of positive findings in this study is an expected result reported in the Mayo Clinic lung cancer screening experience in 2003 nine years before the Under Secretary for Health Robert Petzel requested the initiation of the VHA’s LCSDP. While more advanced age and greater pack years smoking history may marginally impact the rate of positives exams, the lack of a positive nodule size threshold will invariably increase the number of positive exams by a factor of 3 or more. In fact, the authors acknowledged this fact stating, “Since only about one-third of nodules identified as needing to be tracked in the LCSDP were 6 mm or greater, the positive rate might decline from nearly 60% to about 20%.” Why the authors used this outdated protocol is not explained. In current clinical practice the positive rate on the baseline scan is 12-13% and around 5% at annual follow-up screening.   


3. “The rate of false-positive test results for lung cancer was 97.5% (1226 of 1257) during the 330-day follow-up period (Table 1).
· [bookmark: _Hlk56948398][image: ]97.5% is the false discovery rate not the false positive rate. JAMA has published an erratum3 – ““The rate of false-positive test results for lung cancer was 97.5%” should more correctly read “The proportion of all positive tests that were falsely positive was 97.5%.” 

4. “Approximately 40% of those screened in the LCSDP had a variety of incidental findings. Many reported findings, such as emphysema and coronary calcifications, may not require follow-up.”

· [image: ]Clinically significant incidental findings not suspicious for lung cancer in the NLST occurred in 10.2% of prevalence (baseline) exams and 6% of incidence (annual) exam. In clinical practice when clinically significant incidental findings are restricted to unexpected findings which are either new or unknown and require some form of clinical or imaging care escalation prior to the next CTLS exam, prevalence (baseline) rates are 6-7% and 2% on incidence (annual) scans.  80% - 90% of CTLS participants have some degree of emphysema or coronary artery calcifications as expected in an older population with a history of heavy smoking. Even if CTLS programs include only severe emphysema or coronary artery calcifications as clinically significant incidental findings the rate of these findings will be 3-4x that reported in the NLST as seen in this study. 


References:

Aberle DR, Adams AM, Berg CD, Black WC, Clapp JD, Fagerstrom RM, Gareen IF, Gatsonis C, Marcus PM, Sicks JD. Reduced lung-cancer mortality with low-dose computed tomographic screening. N Engl J Med 2011;365(5):395-409. PM:21714641
Swensen SJ, Jett JR, Hartman TE, Midthun DE, Sloan JA, Sykes AM, Aughenbaugh GL, Clemens MA. Lung cancer screening with CT: Mayo Clinic experience. Radiology. 2003 Mar;226(3):756-61. doi: 10.1148/radiol.2263020036. Epub 2003 Jan 24. PMID: 12601181.
Pinsky PF, Gierada DS, Black W, et al. Performance of Lung-RADS in the National Lung Screening Trial: a retrospective assessment. Ann Intern Med. 2015;162(7):485-491. doi:10.7326/M14-2086
McKee BJ, Regis SM, McKee AB, Flacke S, Wald C. Performance of ACR Lung-RADS in a Clinical CT Lung Screening Program. J Am Coll Radiol. 2016 Feb;13(2 Suppl):R25-9. doi: 10.1016/j.jacr.2015.12.009. PMID: 26846532.
Yip R, Henschke CI, Yankelevitz DF, Smith JP. CT screening for lung cancer: alternative definitions of positive test result based on the national lung screening trial and international early lung cancer action program databases. Radiology. 2014 Nov;273(2):591-6. doi: 10.1148/radiol.14132950. Epub 2014 Jun 19. PMID: 24955929.
Gierada DS, Pinsky P, Nath H, Chiles C, Duan F, Aberle DR. Projected outcomes using different nodule sizes to define a positive CT lung cancer screening examination. J Natl Cancer Inst. 2014 Oct 18;106(11):dju284. doi: 10.1093/jnci/dju284. PMID: 25326638; PMCID: PMC4207860.
McKee BJ, Regis S, Borondy-Kitts AK, Hashim JA, French Jr RJ, Wald C, McKee AB. NCCN Guidelines as a model of extended criteria for lung cancer screening. J Natl Compr Canc Netw. 2018;16:444-449. doi: 10.6004/jnccn.2018.7021 



January 24, 20XX                                                                                                                                                  1

RESCUE LUNG RESCUE LIFE SOCIETY | Rescuing lives from lung cancer today and tomorrow	3
image1.png




image2.png
Rescue
Life




