
Lung cancer (LC) is a common malignancy among 
men and women; an estimated 1.8 million new cases 
were reported worldwide in the year 2012, 58% of 
which occurred in the developing world.[1] It is the 
leading cause of cancer-related deaths, and although its 

incidence is similar to other common malignancies (including breast, 
prostate and colorectal cancer), it causes four times as many deaths.[2,3] 
In 2012, LC-associated deaths accounted for 19.4% of global cancer 
mortality.[1] Similarly, LC mortality has been reported to account for 
17% of cancer-related deaths in South Africa (SA).[4]

The 5-year survival rate for LC remains low (16.8%) despite 
advances in therapy.[5] The stage of non-small-cell LC (NSCLC) at 
the time of diagnosis determines prognosis. Since stage I NSCLC 
can be treated, and potentially cured with surgical resection, the 
5-year survival rate is significantly better than for stage IV disease 
(60% v. <5%).[5] Furthermore, smaller tumours within stage I NSCLC 
correlate with improved clinical outcomes.[6,7] Although data for 
small-cell LC (SCLC) are limited, they also support improved 
prognosis in individuals diagnosed with early-stage disease.[8] The 
overall poor prognosis of LC is largely attributable to the fact that 
75% of patients present with late-stage, inoperable disease.[9,10] The 
reported operability rate in SA literature is 10 - 11%, indicating that 
the proportion of patients who present with curable disease is even 
lower than that described internationally.[4,11]

The rationale for LC screening is that early detection and treatment 
of asymptomatic LCs has the potential to reduce LC-related mortality 
and morbidity by increasing the overall cure rate, allowing more 
limited surgical resection in order to achieve cure and reducing 
exposure to adjuvant therapies.[8,12] The utility of sputum cytology 
and chest radiography (CXR) alone, or in combination, as LC 
screening tools has been extensively studied and no benefit has been 
demonstrated for either modality.[13,14] Previously, several single-arm 
studies suggested that screening with low-dose computed tomography 
(LDCT) may be beneficial,[15] but the 2010 publication of the National 
Lung Screening Trial (NLST) provided the first strong supporting 

evidence for LC screening with LDCT.[16] This led various medical 
professional societies, clinical networks and the US Preventative 
Services Task Force (USPSTF) to make recommendations in 
support of LC screening with LDCT in high-risk individuals.[12,17-19] 
Subsequently, additional studies were done that have better defined 
which individuals are at highest risk and are most likely to benefit 
from LC screening.[20-22] 

Several characteristics of LC, together with available evidence, 
suggest that implementation of LC screening may be both feasible and 
beneficial.[12,17,23,24] This review examines current recommendations 
for LC screening, including benefits, potential harm and consideration 
of costs and availability of screening programmes.

Screening with LDCT 
Since 2000, a number of cohort and randomised controlled trials 
(RCTs) have been performed to evaluate the utility of LDCT compared 
with CXR or usual care. Table 1 provides a list of select RCTs and 
highlights the differences in their respective inclusion criteria, 
screening intervals and definitions for positive screen results.[25-31] Since 
the ultimate objective of screening is to identify and treat early-stage 
LC, the participants’ fitness for lung surgery is an important factor 
to consider when assessing eligibility for screening.[12] Accordingly, 
it is noteworthy that all the trials listed excluded those individuals 
with comorbidities that precluded them from curative LC surgery. 
In addition, some required participants to demonstrate a specified 
baseline effort tolerance before undergoing screening.[27] 

The NLST is the largest RCT of LC screening to date. The study 
included 53 454 men and women at 33 tertiary centres across the 
USA. Individuals were considered high risk and eligible for screening 
if they were between the ages of 55 and 74 years, had a smoking 
history of at least 30 pack-years, and were either current cigarette 
smokers or had quit smoking within the past 15 years. Participants 
were randomised to LC screening with either LDCT or CXR annually 
for 3 years, with a median duration of follow-up of 6.5 years. Any non-
calcified nodule measuring ≥4 mm in diameter identified on LDCT 
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or CXR was classified as a positive screen. Of the studies performed, 
24.2% of LDCTs and 6.9% of radiographs were positive, with 39% of 
individuals in the LDCT group and 16% of those in the radiograph 
group having at least one positive screen during the 3-year period. Of 
these abnormalities 96.4% were false-positive findings (i.e. they did 
not lead to a diagnosis of cancer). Although most positive findings 
were resolved by further imaging, 11% were followed by an invasive 
diagnostic procedure. The rate of procedure-related complications 
was low (1.4% of positive screenees in the LDCT group and 1.6% of 
those in the CXR group experienced a complication). The trial was 
stopped prematurely as an interim analysis demonstrated a statistically 
significant reduction of 20% in LC-specific mortality and 6.7% in all-
cause mortality in the LDCT arm. The number needed to screen with 
LDCT to avoid one LC death was 320.[16]

The ongoing Nederlands-Leuven Longkanker Screenings Network 
(NELSON) trial, which compares LDCT screening (at 1, 2 and 2.5 years) 
with no screening, is the second largest of the RCTs and is powered 
to detect a 25% decrease in LC mortality after 10 years.[30] The data 
from this trial will be pooled with those from the Danish LC Screening 
Trial before being published.[27] Unlike many of the other RCTs, the 
NELSON trial uses volumetric measurements to assess screen-detected 
nodules. This approach appears to be more specific than measurement 
of diameter and has a significantly lower positive screen rate (2.6% and 
1.8%, respectively, in screening rounds 1 and 2), compared with the 
26.4% across all rounds of screening in the NLST.[16,31] Although not 
yet included in any published practice guidelines, the results from the 
NELSON trial suggest that the use of a volumetric strategy offers the 
potential advantage of decreasing the number of follow-up examinations 
needed for participants with a positive screen result.[31]

Recommendations for screening with 
LDCT
Pursuant to the findings of the NLST, several professional societies 
have published LC screening guidelines (Table 2). Most have defined 
eligibility for screening based on the NLST inclusion criteria and have 
advocated a screening process that closely mirrors that followed in 
the NLST. Based on the systematic review of the benefits and harmful 
effects of LDCT screening, published by Bach et al.,[18] the American 
College of Chest Physicians published clinical practice guidelines 
that recommend LC screening only for individuals who meet NLST 
inclusion criteria and have access to treatment in a multidisciplinary 
centre capable of delivering comprehensive cancer care commensurate 
with that provided in the NLST.[17] 

The American Cancer Society (ACS) guidelines support screening 
in a similarly defined high-risk population, with the proviso that 
screened individuals should be in good health.[32]

The USPSTF recommendation statement, published in 2014, 
supported LDCT screening for adults aged 55 - 80 years who have a 
≥30 pack-year cigarette smoking history, and either smoke currently 
or quit smoking within the past 15 years.[11] The decision to extend the 
age range beyond that of the NLST (ages 55 - 74 years) was based on 
the outcomes of a statistical comparative modelling study conducted 
by de Koning et al.,[22] which suggested that continuation of annual 
screening until the age of 80 years would be advantageous. The caveat 
stated by the USPSTF is that screening should be discontinued either 
once an individual develops a health problem that substantially limits 

their life expectancy or fitness to undergo curative lung surgery; or 
once an individual has not smoked for ≥15 years.[12]

Both the American Association of Thoracic Surgeons (AATS) 
and the National Comprehensive Cancer Network (NCCN) have 
recommended screening for individuals who do not meet NSLT 
inclusion criteria (younger age and/or lesser smoking exposure), but 
have an additional risk factor (e.g. asbestos exposure, family history, 
chronic obstructive pulmonary disease).[19,33] Further studies are 
needed to better delineate the contribution of these and other risk 
factors in the development of LC. Potential risk factors that may be 
particularly relevant in SA and warrant further investigation include: 
asbestos exposure, silica exposure, HIV infection, and exposure to 
biomass fuel emissions. Since epidemiological data indicate that 
HIV-infected individuals have an elevated LC risk independent of 
smoking, evaluation of the effect of HIV infection on LC development 
would be informative.[34,35] Similarly, since ~20% of SA households 
are exposed to smoke from the burning of solid and biomass fuels, 
it would be valuable to examine the potential role of biomass fuel 
emissions in the development of LC in the local population.[36]

Potential harmful effects of screening 
with LDCT
An ideal LC screening tool provides maximal benefit to the small 
number of people in whom LC is detected early and treated with 
surgical resection, without causing harm to the comparatively large 
number of healthy individuals who undergo screening. While no 
perfect screening test exists, a good understanding of the potential 
harmful effects of screening, and discussion of the same, are 
pivotal in minimising risk and ensuring appropriate and effective 
implementation of screening programmes.[25]

False-positive screens, psychological stress related to fear of having 
cancer, radiation exposure, incidental findings and overdiagnosis 
are all potential harmful effects that must be considered when 
contemplating LC screening.[37]

In view of the fact that LDCT scanning does not provide an 
immediate diagnosis for positive screens, the ability to follow up 
and appropriately manage pulmonary nodules should be an integral 
part of any LC screening programme.[24] The RCTs listed in Table 1 
all had clearly defined protocols for the identification, reporting 
and management of pulmonary nodules. There are several society 
guidelines available to assist in planning nodule management 
algorithms. Some of these are listed in Table 3.[19,24,38-40] Detection 
of false-positive results that require further evaluation occurs in 
a significant proportion of screened individuals. For example, in 
the NLST 24.2% of the LDCT group and 6.9% of the CXR group 
had positive screens. However, 96% of these abnormalities were 
false-positive findings that did not lead to a diagnosis of cancer. 
Most positive findings were resolved by serial imaging, but 
11% led to performance of an invasive procedure (1.8% biopsy, 
3.8% bronchoscopy, 4% surgical procedure). Although the rate 
of procedure-related complications was low, it is important to 
remember that the NLST was conducted in specialist centres, by 
highly skilled multidisciplinary teams.[16] There are valid concerns 
as to whether these procedure and complication rates can be 
reproduced at a community level. In fact, review of the results of 
the DANTE Trial, which was performed in a community setting, 
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suggests that both the rate of invasive procedures and the rate of 
procedure-related complications were higher than in the NLST.[26]

Concerns have been raised regarding the anxiety and psychological 
distress that may follow a false-positive result. Studies that have 
evaluated patients’ responses to the presence of pulmonary nodules 
demonstrate that most individuals experience at least mild distress, 
which may be influenced by the approach of their clinician.[41] 
However, a systematic review that evaluated the psychosocial effects of 
LC screening demonstrated that it is associated with only short-term 

psychological discomfort, and does not affect health-related quality of 
life or long-term anxiety levels.[42]

In the NLST, 8% of LDCT scans identified clinically significant 
abnormalities that were unrelated to LC. Such incidental findings 
may include abnormalities in the lung (e.g. pulmonary fibrosis or 
emphysema), thyroid and heart; the most common of which is coronary 
calcification.[43] Currently, the effect of these incidental findings is not 
well defined, but the potential for their existence should be discussed as 
part of the decision-making process prior to initiating screening.

Table 1. RCTs evaluating LC screening with LDCT[25] 

Trial (lead author)
NLST[16] DANTE[26] DLCST[27] LUSI[28] ITALUNG[29] MILD[30] NELSON[31]

Location USA Italy Denmark Germany Italy Italy Netherlands and 
Belgium

Sample size 53 454 2 811 4 104 4 052 3 206 4 099 15 822
Sex M, F M M, F M, F M, F M, F M, F
Age (y) 55 - 74 60 - 74 50 - 70 50 - 69 55 - 69 >49 50 - 75
Smoking 
history

>30 pack-
years, current 
or former 
smokers who 
have quit 
within the 
past 15 y

>20 pack-
years, current 
or former 
smokers

>20 pack-years, 
current or 
former smokers 
who have quit at 
age >50 y within 
the past 10 y

Current or 
former smokers 
who quit within 
the past 10 y; 
exposure >15 
cig/d × 25 y or 
>10 cig/d × 30 y

>20 pack-
years, current 
or former 
smokers

>20 pack-
years, current 
or former 
smokers who 
have quit 
within the 
past 10 y

Current or 
former smokers 
who quit within 
the past 10 y; 
exposure >15 
cig/d × 25 y or 
>10 cig/d x 30 y

Screening 
interval

Annual Annual Annual Annual Annual Randomised: 
annual or 
biennial

Annual, biennial 
or every 30 
months

Screening 
rounds, n 3 5 5 5 5 5 4
Criteria 
for screen-
positive PN

Any diameter

 >4 mm

Not specified Largest diameter 

>5 mm

Largest diameter 

>5 mm

Largest 
diameter 

>5 mm

Volume 

>60 mm3

Volume 

>50 mm3

DLCST = Danish LC Screening Trial; LUSI = LC Screening Intervention Trial; MILD = Multicentric Italian Lung Detection Project; PN = pulmonary nodule; cig/d = cigarettes per day; M = male; F = female. 

Table 2. Professional Societies’ Guidelines for LC Screening[25]

Society (Reference) Recommendation Grade
NCCN[19] Annual LDCT in high-risk individuals

Group 1: age 55 - 79 y with >30 pack-years, current or former smokers who quit within the past 15 y

Group 2: age >50 y with >20 pack-years and 1 additional risk factor* 

B

USPSTF[12] Annual LDCT in high-risk individuals: age 55 - 80 y with >30 pack-years, current or former smokers who 
have quit within the past 15 y†

B

ACCP/ASCO[17] Annual LDCT in high-risk individuals: age 55 - 74 y with >30 pack-years, current or former smokers 
who quit within the past 15 y, but only in settings that can provide multidisciplinary care similar to that 
provided in the NLST

2B

ACS[32] Annual LDCT in high-risk individuals: age 55 - 74 y with >30 pack-years, current or former smokers who 
quit within the past 15 y, who are in good health

B

AATS[33] Annual LDCT in high-risk individuals: age 55 - 79 y with >30 pack-years); individuals aged 50 - 79 y with 
20 pack-years and added risk of >5% of developing LC in 5 y†

B

LC survivors in remission >5 y C
ACCP/ASCO = American College of Chest Physicians/American Society of Clinical Oncologists.
* Additional risk factors include occupational exposure, COPD, idiopathic pulmonary fibrosis and personal/family history of LC.
† Screening may be discontinued if life expectancy is limited or >15 y has elapsed since quitting smoking.
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Overdiagnosis refers to the detection of a cancer that would not 
otherwise have become clinically relevant during the patient’s lifetime. 
The extended follow-up data for 16 years from the Mayo Lung Project, 
which demonstrate a persistent excess of cancers in the screened group 
compared with the control, suggest that overdiagnosis does occur.[44] 
However, it is uncertain to what extent it occurs in LC screening as 
reported rates vary widely (5 - 51%).[45] Although it is a potentially 
harmful effect of screening, the current estimates available from 
LDCT trials suggest that the rate of overdiagnosis is relatively low 
(reported rate in the NLST was 18.5%, or 1.38 cases of overdiagnosis 
per 320 individuals needed to screen to prevent one LC death).[16] 
With this in mind, the benefits of screening likely outweigh the risk 
of overdiagnosis for appropriately selected patients.

Radiation exposure is an inevitable consequence of screening with 
LDCT. The effective radiation dose from a single LDCT is between 
0.61 and 1.5 mSv. When compared with other radiological studies, 
such as a CT pulmonary angiogram (15 mSv) and a routine CT chest 
(8 mSv) this dose is low.[18,46] To date, the only study that has reported 
exposure related to initial screening and follow-up evaluations is 

the Italian Lung Study (ITALUNG), which estimated 6 - 7 mSv for 
a baseline LDCT and three subsequent annual LDCTs.[47] According 
to the current LC screening recommendations (Table 2), a high-risk 
patient entering a screening programme at the age of 55 years may 
undergo 19 annual LDCT scans, with the potential for additional 
imaging (in the event of a positive screen that requires follow-up), 
so it is likely that the cumulative radiation risk to the patient may be 
significantly higher than initial estimates. As always, this potential 
harmful effect must be tempered with the significant benefits that are 
to be gained from screening. Based on analysis of available data, one 
study has suggested that any reduction in excess of 5% in overall LC 
mortality would outweigh the radiation risks.[48] This is an area that 
will require ongoing data collection and regular audit as screening 
programmes are implemented.

Implementation of LC screening
Pursuant to the publication of the USPSTF recommendation 
statement and the various society guidelines (Table 2), several 
institutions in Europe and the USA are offering screening to 
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Table 3. Society guidelines for the management of pulmonary nodules[24]

Nodule 
morphology Size (mm)

Recommended follow-up (months)
Fleischner Society[38,39] NCCN[19] Lung-RADS[40]

Solid <6 6 - 12, 18 - 24* Annual screening Annual screening
6 - 7.9 3 - 6, 9 - 12, 24* 3, 6, annual screening 6, annual screening
8 - 10 3 - 6, 9 - 12, 24* PET scan and/or biopsy or resect 3, annual screening

Pure GGN ≤5 None Annual screening Annual screening
>5 3, 12, 24, 36 6, annual screening Annual screening up to 20 mm

Part-solid ≤5 3, then yearly × 3 Annual screening Annual screening
>5 3, then biopsy or resect As for solid Based on size of solid component

RADS = reporting and data system; PET = positron emission tomography; GGN = ground-glass nodule.
* Fleischner Society recommendation for the high-risk patient.

Table 4. Recommended components of a high-quality LDCT LC screening programme[17]

Organisation/Society
ACCP[24] NCCN[19] USPSTF[12] Multisociety* 

guideline[18]
ACS[32] IASLC[50] AATS[33]

Recommended components          
Careful participant selection Yes Yes Yes Yes Yes Yes Yes
Defined screening interval and duration Yes Yes Yes Yes Yes Yes Yes
Technical specifications and quality controls for 
performance of LDCT scan

Yes Yes Yes Yes Yes Yes Yes

Positive screen criteria for PNs Yes Yes Yes Yes Yes Yes  - 
Structured LDCT reporting Yes Yes Yes Yes Yes Yes  - 
PN management algorithm with a multi-
disciplinary team

Yes Yes Yes Yes Yes Yes Yes

Smoking cessation Yes Yes Yes Yes Yes Yes Yes
Patient and provider education Yes Yes Yes Yes Yes  -  - 
Data collection Yes Yes Yes Yes  - Yes Yes
IASLC = International Association for the Study of LC.
* ACCP, ASCO, AATS.
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high-risk individuals. However, there remain concerns about 
the generalisability of the NLST findings to scenarios outside 
the tertiary-care setting. When compared with the high-risk US 
population that is currently being offered screening, the population 
in the NLST differed in several respects. The participants were 
younger, had a higher level of education and were more likely to 
be former smokers.[49] In addition, of the 33 centres involved in 
the study the majority were tertiary-care academic facilities that 
were designated National Cancer Institute (NCI) cancer centres. 
The level of multidisciplinary expertise available at the trial centres 
likely accounts for the low rate of invasive procedures undertaken to 
follow-up positive screen results, as well as for the low mortality rate 
for surgical resection (1% as compared with 4% previously reported 
in the US general population).[16]

Guidelines and policy statements from various international 
professional societies have recognised that a multidisciplinary team, of 
a similar calibre to those that participated in the NLST, is a necessity 
if the outcomes of the NLST are to be replicated in clinical practice. 
Furthermore, they have highlighted the point that LC screening, if 
not conducted properly, is potentially harmful.[16,18] It is for this reason 
that there has been much focus on identifying the components that 
are necessary in order to implement a high-quality, safe and effective 
screening programme. Table 4 lists the components recommended 
by the different professional societies to guide LC screening in the 
community.[12,17-19,24,32,33,50] 

Risk assessment and communication of 
risk
Several accurate and efficient risk stratification models have been 
developed to assist in determining an individual’s risk for LC  
(Table 5).[20,51-54] Although these prediction models were designed with 
a research setting in mind, none of the RCTs listed in Table 1 made use 
of these models to define their entry criteria. Despite the fact that these 
risk-prediction models were developed primarily as research tools, they 
do have utility in clinical practice. They can be used as information 
and discussion tools for patient consultations and they may assist 
patients in understanding their own individual risk for LC. This is a 
vital component of the screening process as patient understanding and 
participation in making decisions regarding participation (or not) are 
vital to the successful implementation of any screening programme.[34]

Importance of smoking cessation
Although there are a number of environmental risk factors that 
are associated with LC development, there is strong evidence that 
cigarette smoking, which is considered to be causal in ~85 - 90% 
of cases, is the primary risk factor.[55] Even among non-smokers, a 
proportion of LC cases are thought to be attributable to second-hand 
tobacco smoke exposure.[56] The risk of developing LC rises with 
increasing cumulative tobacco smoke exposure.[12] However, some 
studies suggest that, for a given level of smoking exposure, women 
are at higher risk of developing cancer than men.[57,58] Since the risk 
for LC only declines many years after smoking cessation, it is also 
important to recognise that a significant percentage of LCs occur in 
former smokers.[59-61] 

Since cigarette smoking plays a central role in LC development, 
promotion of smoking cessation and reduction in population 
smoking rates are imperative for reducing the long-term burden 
of disease and cannot be replaced by LC screening. The decline in 
LC incidence and mortality among men in the US between 1975 and 
2010, which was observed in tandem with a reduction in the smoking 
rate among adults in the US between 1965 and 2011, lends support to 
smoking cessation as an effective means of lowering LC mortality.[1,62] 

Available evidence suggests that LDCT screening itself does not 
influence smoking behaviour and that despite enrolment in LC 
screening trials and increased awareness, some participants continue 
to smoke.[63] Those individuals who had a positive screen test for LC 
have been shown to have a 6% lower rate of smoking compared with 
those who had normal screens.[64] Not only is smoking cessation and 
LC prevention more effective than screening in lowering LC mortality, 
but it is also a much more cost-effective strategy.[24,65] 

Cost of LDCT screening
Following the USPSTF’s publication of a grade B recommendation in 
favour of implementation of LDCT screening for high-risk individuals 
in 2014,[12] and after considering the guidelines and position papers 
of several major medical societies (Table 2), US healthcare funders 
agreed to fund LC screening with LDCT, at approved LC screening 
centres, for individuals who meet NLST eligibility. 

In light of the large number of patients who may qualify for annual 
screening, based on the specified criteria, it is reasonable to expect 
that the costs may be considerable. Therefore, one of the major 

Table 5. LC Risk prediction models
  Model

Bach[51] Spitz[52] Liverpool Lung Project[53] Hoggart[54] Modified PLCOM2012
[20]

Age (y) 50 - 75 20 - 80 20 - 80 35 - 65 55 - 74
Variables Age Age Age Age Age

Smoking Smoking Smoking Smoking Smoking
Sex Sex Sex BMI
Asbestos Dust Asbestos COPD

Emphysema Family history CXR
Family history Pneumonia Family history

Prior cancer Education
BMI = body mass index; COPD = chronic obstructive pulmonary disease.
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considerations for policymakers in the US has been the cost and 
cost-effectiveness of LDCT screening.[66] In order to address some of 
the questions around cost-efficacy, Black et al.[67] examined the costs 
of LDCT screening in the NLST, estimating mean life-years, quality-
adjusted life-years (QALYs), costs per person and incremental cost-
effectiveness ratios (ICERs) for three categories: LDCT screening, 
screening with CXR and no screening. According to their analysis, the 
cost of CT screening per QALY gained was USD81 000. However, they 
also noted that the ICERs varied widely in subgroup and sensitivity 
analyses, suggesting that modest changes in certain study assumptions 
could greatly alter the estimated figure. Ultimately, they concluded 
that cost efficacy of LC screening outside the NLST setting will depend 
on how the programmes are implemented at the community level. 

Local data regarding the costs involved in LC screening are lacking 
for both the public and private sector. Currently, many private 
radiology practices do not have a specific fee structure in place for 
LDCT screening. However, those that do, report a cost of ZAR2 600 
- 3 800 per screening test, inclusive of consultation with a physician. 
As this fee is not covered by most SA medical aid funds at present, this 
cost is borne by the patient (direct correspondence, private hospitals 
in Johannesburg, October 2015). Further research and data collection 
in this area are required before a dialogue between the relevant role-
players can be held. Unfortunately, given the existing strains on an 
already over-burdened public healthcare system, and resistance on the 
part of private healthcare funders to pay for screening in the private 
sector, LC screening will most likely only be accessible to a small 
minority of SA citizens for the foreseeable future.

Conclusion
LC is a deadly malignancy. Until recently, there was no proven 
method for early detection, but with the advent of LDCT screening, 
there is the potential to save lives in high-risk individuals by detecting 
and treating early-stage disease. However, the false-positive rate for 
LC screening is high and the potential benefits may be diminished 
if screening results in increased morbidity and mortality related 
to increased frequency of invasive procedures. Refinement of 
eligibility criteria and the use of structured, standardised reporting 
for CT interpretation may mitigate risk by reducing the number 
of false-positives identified on screening. A well-defined protocol 
for management of screen-detected pulmonary nodules is a vital 
component of any LC screening programme and may aid in 
minimising unnecessary surgery.

Successful implementation of LC screening relies on a 
comprehensive, multidisciplinary programme with an emphasis 
on smoking cessation and LC prevention. Balanced presentation of 
potential benefits, harms and costs of screening, such that individuals 
are able to make informed decisions about their healthcare choices, 
is of the utmost importance and risk-prediction models may be of 
use in facilitating these discussions.

In SA we face unique challenges in implementing LC screening. 
Identification of risk factors that are particularly relevant to our local 
population (e.g. HIV infection, silica exposure and biomass emissions 
exposure) is an area where future research is required. Limited 
resources in the state sector and restricted funding by medical aids 
in the private sector both pose significant barriers to the equitable 
implementation of LC screening in our communities. Collation of 

comprehensive local LC data and engaging the relevant role-players 
in discussion will be important initial steps towards planning a LC 
screening programme in the local setting. 
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