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Commentary: Safety first!

Betty C. Tong, MD, MHS

It has been well established by the results of the National
Lung Screening Trial and the NELSON (Nederlands—
Leuvens Longkanker Screenings Onderzoek) trial that the
use of low-dose computed tomography (LDCT) for lung can-
cer screening in high-risk patients is effective in reducing
lung cancer—related mortality."> Paramount to the mandatory
shared decision-making conducted before LDCT imaging,
however, is a discussion of the benefits and risks that are asso-
ciated with LDCT screening. Not surprisingly, information
about lung cancer—screening programs readily available to
patients is disproportionately skewed toward only the benefits
of screening.” This imbalance provides a disservice to those
of us involved in the diagnosis and treatment of lung cancer,
as we are all well aware that no treatment or procedure is
100% safe and risk free. In the accompanying study, howev-
er, Ho and colleagues” demonstrate that high levels of safety
are achievable in a busy lung cancer—screening program, with
minimal harm to their patient population.

It is important to note several points. First, not all pa-
tients with suspicious findings (as designated by Lung-
RADS 4, or LR4) underwent an invasive diagnostic pro-
cedure. That is, “suspicious” (LR4) does not equate to
“malignant.” In fact, only 93 of the 311 patients who
were designated as LR4 were ultimately diagnosed with
primary lung cancer.

Notably, 14 of 83 patients (16.9%) in the study under-
went surgery for benign disease. At first glance, this propor-
tion seems high. However, it is consistent with other
published series. Moreover, although it might be easy to la-
bel these operations as “unnecessary,” the amount of patient
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In @ multidisciplinary and high-
quality program, low-dose CT
lung cancer screening is safe and
effective, with minimal patient
harm.

distress associated with “scanxiety” in our patient popula-
tion is real.” This is avoided with the knowledge that the
pathologic diagnoses associated with the suspicious imag-
ing findings were indeed benign.

Finally, the authors used best practices in managing the
patients with lung cancer diagnoses. In the surgical cohort,
minimally invasive techniques were adopted for the major-
ity of patients; this is especially important when considering
the proportion of benign diagnoses in the cohort. All but 1
patient who received stereotactic body radiation did so
only after being evaluated by a thoracic surgeon as part of
the multidisciplinary team.

Currently, lung cancer screening use in eligible patients
ranges from only 4% to 14% in the United States”’; these
rates lag far below screening use for cervical, breast, and
colorectal cancer, which nears 60%.% The outcomes of
this study show that, in a high-quality screening program,’
low-dose CT lung cancer screening is safe and effective.
With multidisciplinary review of suspicious findings and
consensus recommendations for action, patients can be
assured of best practices and minimal “unnecessary”
harm as a result of undergoing these studies. What is
gained by doing so is appropriate management of lung
cancer and other malignancies, and peace of mind that the
time and effort put forth into lung cancer screening is
worthwhile.
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Commentary: We need
more surgeons!

Daniel P. Raymond, MD

Many remember the release of the National Lung Screening
Trial' 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%."

Ho and colleagues” 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
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The risk of unnecessary invasive
procedures for benign disease
due to lung cancer screening is
<1%.

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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