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Commentary: We need
more surgeons!
Daniel Philip Raymond, MD

CENTRAL MESSAGE

The risk of unnecessary invasive
procedures for benign disease
due to lung cancer screening is
<1%.
Daniel P. Raymond, MD

Many remember the release of the National Lung Screening
Trial1 and the excitement it generated. What followed was a
flurry of planning in anticipation of a huge influx of lung
nodules patient requiring multidisciplinary management. I
personally remember discussions about increasing surgical
resources to handle the surge in patients, even recruiting
new surgeons! Unfortunately, that surge was more of a
trickle. Even after the Centers for Medicare and Medicaid
Services approved lung cancer screening (LCS) as a benefit
in 2015, the prevalence of screening in appropriate popula-
tions remains<20%.2

Ho and colleagues2 take an in-depth look at a reason for
this poor performance—concern regarding unnecessary
invasive procedures—in their recent study. They first point
out the evolution of LCS since the original release of the
NLST trial 9 years ago. Their program has adopted the
use of Lung CT Screening Reporting & Data System for
nodule reporting, which has increased the positive predic-
tive value 2.5-fold. In combination with the standardization
of a multidisciplinary approach, this has resulted in a signif-
icant decrease in the use of invasive tests from roughly 10%
in the NLST to 2.6% in the current trial. As a result, the ul-
timate probability of undergoing any invasive procedure for
nonmalignant disease in a screened patient was 0.95%; sur-
gery was 0.43%.

When counseling patients, what do we say? The benefit
of LCS is well documented. If the patient or practitioner
expresses concern about unnecessary testing, we now
have excellent data to allay those fears. Based on this
study, 30% of patients with a Lung CT Screening Report-
ing & Data System category 4 will have a malignancy. The
probability of an unnecessary invasive test using the La-
hey system to evaluate that malignancy is <1%. With
additional testing and clinical judgment, if an invasive
diagnostic test is deemed necessary, the chances of cancer
rise to roughly 50%. Of those tests, a disappointingly low
number (6%) will reveal a specific benign diagnosis,
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roughly 40% of the time we are left with a nondiagnostic
test and have to go back to square 1. If surgery is ulti-
mately deemed necessary, 80% will find lung cancer,
even if based on clinical characteristics and without bi-
opsy. When surgery is required, minimally invasive tech-
niques are now the accepted standard, whereas such
techniques were used a minority of the time in the
NLST. Most importantly, if cancer is discovered, 60%
of the time it is an earlier, curable stage, a dramatic change
from 39% in unscreened populations.3

Our challenge remains to disseminate this information
and educate patients and practitioners regarding the signif-
icant value of LCS. Success could mean prevention of 52%
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of lung cancer deaths.2 Clearly we must succeed. Maybe
then, we will need more surgeons.
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Commentary: Overcoming the
dangerous narrative of computed
tomography screening for
lung cancer
Brendon M. Stiles, MD

CENTRAL MESSAGE

Too many people overestimate
the perceived harms of
computed tomography
Brendon M. Stiles, MD

Einstein once said, “The world is not dangerous because of
thosewho doharmbut because of thosewho look at itwithout
doing anything.” Low dose computed tomography for lung
cancer screening (LCS) should be considered in the context
of this statement. Despite the National Lung Screening Trial
(NLST) and Dutch-Belgian Lung Cancer Screening trial,
which clearly demonstrate a reduction in lung cancer mortal-
ity, LCS rates of eligible patients fall well below those of
screening for lung cancer.
Detected nodules can be safely
managed with exceedingly low
rates of major complications.
other common cancers such as breast, colon, cervical, and
prostate cancer. Arguably, the benefits of LCS established
by the large, modern NLSTand Dutch-Belgian Lung Cancer
Screening trials are superior to historical screening data for
these other cancers for which screening is more broadly
applied. However, LCS had the misfortune of coming of
age during a time in which a skepticism of cancer screening
was on the rise in general. Additionally, there has been a
tremendous focus on the harms of LCS, both in the medical
literature and in the popular press. But to just cite the generic
term harms and major complications as a reason not to
rdiovascular Surgery c Volume 161, Number 3 805
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