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At Last!
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Latest NCCN Guidelines

• No longer a distinct 

Group 2

• Age ≥50 (no upper limit)

• Pack years ≥20

• No max limit on time 

since quit smoking

Prior NCCN Group 2:

• Age ≥50 (no upper limit)

• Pack years ≥20

• Additional risk factor

• Note: No max limit on time 

since quit smoking

Key Gaps in New USPSTF 

Compared to NCCN:

• Upper age limit of 80

• 15 year max limit on time 

since quit smoking
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Patient Protection and Affordable Care Act

Mandates preventive services coverage for 

commercial plans (unless grandfathered):

• Individual and small group market

• Large group market

• Self-Funded Plans (e.g., many employer-

based plans, union plans)

And also for: Medicaid Expansion Plans
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Coverage 
Timing: 
What Does 
the ACA 
Say?
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ACR Form Letter to Request Private 
Payer Coverage

https://www.acr.org/Clinical-Resources/Lung-Cancer-Screening-Resources
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What About 

Medicare?



30 Day Public Comment 
Period 

Closed June 17, 2021

https://www.cms.gov/medicare-coverage-database/details/nca-tracking-
sheet.aspx?NCAId=304&bc=AAAAAAAACAAAAAAA&
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• Lower the minimum age for lung cancer screening eligibility to age 50 and the required 
smoking history to 20 pack/years—aligning with new USPSTF Recommendation and NCCN LCS 
Guidelines.

• Eliminate the maximum 15 years since quit limitation for screening eligibility among former 
smokers--consistent with NCCN LCS Guidelines.

• Eliminate the upper age limitation of 77 years for screening eligibility—consistent with NCCN 
LCS Guidelines.

• Remove Counseling and Shared Decision Making (SDM) as condition for lung cancer 
screening coverage and reimbursement—to ensure intended patient-centered process does 
not act as barrier to screening uptake.

• Clarify Radiology Imaging Facility criteria to confirm LDCT lung cancer screening access as a 
covered benefit in all facilities including Independent Testing Facilities (IDTFs).

Joint Society Comment Submission—Key “Asks”

Wood DE et al. NCCN Clinical Practice Guidelines in Oncology: Lung Cancer Screening, Version 1.2021. 
Yang P, et al. Trends in Subpopulations at High Risk for Lung Cancer. J Thorac Oncol. 2016;11(2):194-202.
Tindle HA, et al. Lifetime Smoking History and Risk of Lung Cancer: Results from the Framingham Heart Study. JNCI. 2018;110(11);djy041
Reitsma M, Kendrick P, Anderson J, et al. Reexamining Rates of Decline in Lung Cancer Risk after Smoking Cessation: A meta-analsysis. ANNALSATS Articles 
in Press. 2020;10.1513/AnnalsATS.201909-6590C. 
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Barriers to Screening Adherence

Cost

Lack of Awareness

Lack of PCP Encouragement

Patient Unwillingness

Insurance Issues

Barriers to Screening Uptake

Fear of Findings

Financial Barrier

Insurance issues

Lack of PCP Referral

Lack of Awareness

Source: GO2 Foundation 2019 Screening Centers of Excellence Data Survey

N=99; unaided responses

Screening programs report that 

insurance issues and associated 

costs/financial barriers have a 

significant impact on patient 

participation in the screening 

process.

13



Piecemeal Progress: Commercial Payers
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But…the fine 

print…

“The conclusion that 

a particular service 

or supply is 

medically necessary 

does not constitute a 

representation or 

warranty that this 

service or supply is 

covered for a 

particular member.”

Benefit plans must 

still be updated.



Many Programs Already Screen Additional 
Populations

In GO2 Foundation Screening Centers of 

Excellence Annual Survey 2020:

• 55% of programs report screening only 

patients who meet CMS or USPSTF 

criteria.

• 40% of programs also screened NCCN 

Group 2 patients.

• 10% reported screening patients with 

occupational or environmental risk 

factors.
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Billing for screenings outside criteria:

• Some obtain insurance 

authorization on ad-hoc basis via 

individualized program and patient 

advocacy

• Some have established low self-

pay rates

• Some utilize grant or charity funds

• Some bill patient full cost
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Tools to Build Capacity

Thoracic Oncology Business 
Model

• For teams building or growing their 
screening and incidental pulmonary 
nodule programs

• Will facilitate lung programs working 
directly with hospital administration 
to demonstrate a business case for 
supporting increased infrastructure 
and resources 

• To save more lives and drive value.

For more information, contact Kim Parham, 

kparham@go2foundation.org
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Angela Criswell

202-774-5389

acriswell@go2foundation.org

screening@go2foundation.org

Thank You!
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