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Objectives

 Cases

 Harms

 Benefits

 Recommendations 



Case 1
 69 year old African American male with no significant 

past medical history presents to clinic for lung cancer 

screening.

 Social: 2ppd/ 50 years, quit in 2013

 Patient Qualified for Low-dose CT scan of the chest 



Year 1 Low Dose Lung CT



Clinic Follow up
 Follow up in 1 year with yearly low dose ct scan

 No complaints

 LDCT in Year 2:



Year 2 Low dose CT scan of 

Chest



Biopsy
 Bronch/EBUS/Navigation: 

 Staging and pathology

 Negative station: 7, 4L, 11L

 Nodule: benign lung tissue

 CT guided IR biopsy of LUL nodule

 Pathology: Small Cell Carcinoma

 PET-CT Scan: nodule positive, no mets



PET-CT



Patient Course
 Patient referred to cardiothoracic surgery

 Left thoracotomy with Left upper lobe lobectomy, and 

mediastinal lymph node dissection

 Pathology from surgery

 Left upper lobe lobectomy

 Small cell carcinoma

 8 lymph nodes with anthracotic pigments: negative for 

metastatic disease

 Station 5: Negative

 Station 10L: Negative



Why is this case important?

 LDCT works

 Small cell is highly aggressive and presents late

 Caught early

 Patient able to go to surgery 



Case 2
 69 year old Causian male with PMHx of afib presents to 

clinic for first lung cancer screening.

 Social: 2ppd/ 20 years

 Patient Qualifies for Low-dose CT scan of the chest 

 Patient says during clinic visit “you’re not going to find 

anything, it will be negative.”





Biopsy
 Bronch/EBUS/Navigation: 

 Staging and pathology

 Negative station: 11R, 7, 11L

 FNA of right lung nodule: atypical cells suspicious for 

malignancy

 CT guided IR biopsy of RLL nodule: 

 Pathology: ADENOCARCINOMA

 PET-CT Scan: nodule positive, no mets



Patient Course
 Patient referred to cardiothoracic surgery

 Right thoracotomy, Right lower lobectomy, Mediastinal 

lymph node dissection

 A. Right lower lobectomy: INVASIVE 

ADENOCARCNOMA,

 Ten benign lymph nodes.

 Right 4R lymph nodes, regional resection:

 Three benign lymph nodes.

 Station 8 lymph nodes, regional resection:

 Two benign lymph nodes.



Why is this case important?
 Having a multidisciplinary approach

 Talk to you Pulmonologist!

 The importance of looking at your own images



Case 3
 64 year old Caucasian female with PMHx of mood 

disorder, COPD presents to clinic for 3rd  year of lung 

cancer screening.

 Social: >60 pack year of smoking

 Patient Continues with Low-dose CT scan of the chest 



2024 LDCT 6 month follow up



Biopsy
 Bronch/EBUS:

 Staging and pathology

 Negative station: 11R, 7, 11L

 LUL nodule Pathology: Squamous Cell

 PET-CT Scan: Left nodule, Clavicle and parotid uptake

 Patient able to go to surgery. 



Why is this case important?

 4B: Very suspicious: 
Atypical pulmonary cyst:

 Thick-walled cyst with 
growing wall 
thickness/nodularity OR 

 Growing multilocular cyst 
(mean diameter) 

 Multilocular cyst with 
increased loculation or 
new/increased opacity 
(nodular, ground glass, or 
consolidation)

 Added new to the Lung-
Rads



Lung Cancer Screening



Benefits

 Mortality reduction 

 Due to earlier disease detection

 Multidisciplinary approach

 Favorable impact on smoking cessation rate

 Therapy more effective in early-stage disease

 Increase overall cure rate

 More limited surgical resection

 Patz EF Jr, Goodman PC, Bepler G Screening for lung cancer. N Engl J Med. 2000;343(22):1627.
Cole P, Morrison AS. Basic issues in population screening for cancer. J Natl Cancer Inst. 1980;64(5):1263.

CHEST 2020 international Conference, CHEST-FLEISCHER guidelines Peter Mazzone, Gerard Silvestri



Harms
 Abnormal findings

 Needle biopsy or surgery

 False positives (no dx of lung cancer) which can lead. To 

positive results led to invasive study

 40% incidental findings of emphysema or coronary 

calcifications

 Radiation exposure

 LDCT radiation dose 1.4mSv vs 7-8mSv for standard CT 

Scan

 Patient distress

 Prolonged follow up of nodules

 Short term psychologic discomfort, but did not affect 

distress, worry or health-related quality of life

Reduced lung-cancer mortality with low-dose computed tomographic screening.AUNational Lung Screening Trial Research Team, Aberle DR, 
Adams AM, Berg CD, Black WC, Clapp JD, Fagerstrom RM, Gareen IF, Gatsonis C, Marcus PM, Sicks JD SON Engl J Med. 2011;365(5):395.



Who to Screen with low dose 

CT 



 Age: 50-80 years (55-74)

 Smoking Status: Currently or previously smoked (used 

to be quit within past 15 years)

 Smoking History: >20 pack-year history (used to be 30)

 Annual screening with LDCT (this can change 

depending on recommendations/level of suspicion)

2023 Recommendations

Wolf AMD, Oeffinger KC, Shih TY-C, et al. Screening for lung cancer: 2023 guideline update from the American Cancer 

Society. CA Cancer J Clin. 2024; 74(1): 50-81. doi:10.3322/caac.21811

https://doi.org/10.3322/caac.21811


Recommendations Con’t

 Health status exclusions: 

 Health conditions that may increase harm or hinder 

further evaluation, surgery, or treatment for lung cancer

 Comorbid conditions that limit life expectancy <5 years; 

 Not willing to accept treatment for screen-detected cancer

 Decision making about screening:

 Undergo a process of shared decision making with a 

qualified health professional

 Information about benefits

 Limitations

 Procedures

Wolf AMD, Oeffinger KC, Shih TY-C, et al. Screening for lung cancer: 2023 guideline update from the American Cancer 

Society. CA Cancer J Clin. 2024; 74(1): 50-81. doi:10.3322/caac.21811

https://doi.org/10.3322/caac.21811


 A person who currently smokes should be advised to quit 

and offered counseling and pharmacotherapy to assist in 

quitting

 Tumor board: Pulmonary, Oncology, Radiation Oncology, 

Pathology, Radiology, Surgeons, Counselors, Nurses, 

Lung Navigator

Wolf AMD, Oeffinger KC, Shih TY-C, et al. Screening for lung cancer: 2023 guideline update from the American Cancer 

Society. CA Cancer J Clin. 2024; 74(1): 50-81. doi:10.3322/caac.21811

Recommendations Con’t

https://doi.org/10.3322/caac.21811


How to continue monitoring



Lung 

Rads



Summary LDCT
 Age: 50-80 years

 Smoking Status: Currently or previously smoked (used 

to be quit within past 15 years)

 Smoking History: >20 pack-year history (used to be 30)

 Annual screening with LDCT (this can change 

depending on recommendations/level of suspicion)

 Multidisciplinary approach

 Not sure? WE CAN HELP!!



Thank You 
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