Eligibility & Engagement Guidelines & Lit Review
	Focus Area
	Components
	End Users

	Eligibility & Engagement
	· Screening and documentation of tobacco history at all points of care
· Identification of eligible individuals according to national evidence-based guidelines
· Utilization of EHR tools, automated risk identification, registries/panels, and other strategies to streamline identification
· Streamline access to shared decision-making about risks and benefits of LCS
· Report screening engagement by race and ethnicity by site and health plan
	· Patients and Families
· Clinicians
· Delivery Systems
· Health Plan
· Employers



Patients & Families
· Early detection saves lives, and cancer screenings are paid for by insurance. See if you’re eligible for lung cancer screening here. 
Clinicians & Delivery Systems
· Screen for and document tobacco history at all points of care, using structured EHR fields as available. The following is important to capture to determine LCS eligibility: 
· Age 
· Smoking history (Equity Spotlight: pack-year thresholds may under-identify risk in some populations)
· Asymptomatic
· Have a system in place (e.g., registry) to identify and monitor those eligible, including to identify those eligible among existing patients, track completion of SDM visit for LCS, track order and completion of LDCT, and monitor results and recommended follow-up based on existing guidelines (Lung-RADS)
· Notify providers before a visit when a patient may be eligible for LCS
· Schedule a follow-up visit to engage in shared decision-making (SDM) about LCS or refer to LCS program for SDM visit. Documented SDM is required by CMS. Include the following: 
· what to expect from LDCT screening, including
· follow-up diagnostic testing
· possible overtreatment
· radiation exposure
· completion of annual screening
· Assess readiness to quit smoking if applicable, and counsel on smoking cessation and abstinence
· If able, incorporate a SDM tool into clinical workflows. See Appendix X for examples
· Provide navigation support from professionals trained in navigation aligned with national standards (e.g., Academy of Oncology Nurse & Patient Navigators)
Health Plans
· Review and consider incorporating updates to eligibility for lung cancer screening that would reduce disparities in early detection and mortality. These include aligning with the NCCN and ACS clinical practice guidelines which:
· Remove the 15 years since quitting requirement
· Remove the pack-year calculation requirement
· Clearly describe and make accessible the cost associated with lung cancer screening and typical follow-up diagnostics
· Waive member cost-sharing (not applicable to monitoring after a diagnosis has been made or to treatment) for: 
· All steps of lung cancer screening, including repeat LDCT scans within 3-6 months after an abnormal initial screening result	Comment by Beth Bojkov: This is something that might need to happen at the national level but what can we do in the meantime?
· Access to annual comprehensive tobacco cessation interventions, including behavioral and pharmacotherapy
· Incorporate LCS completion as a quality measure for value-based payment arrangements with health systems. Stratify by race and ethnicity at a minimum to incentivize equity. 
· Track and monitor: 
· LCS completion of those with a history of smoking
· Gaps in annual LDCT for those engaged in LCS
· Disparities based on race/ethnicity/language and other available data
Employers
· Assess your employee population’s risk level for lung cancer. Consider factors such as age, smoking history, and environmental or occupational exposures.
· Incorporate lung cancer screening into employee-facing health promotion communications about cancer screening. 
· When designing employee benefits
· if using value-based arrangements: evaluate metrics used in value-based arrangements annually to align with national lung cancer screening guidelines
· Specify the removal of member cost-sharing for: 
· All steps of lung cancer screening including repeat LDCT scans after an abnormal initial screening result
· Access to annual comprehensive tobacco cessation interventions, including behavioral and pharmacological
Department of Health
· Consider development of a statewide cancer screening registry for people aged 21-75 or who are otherwise appropriate for receiving lung, breast, cervical, and/or colorectal cancer screening including:  
· Patient identifier 
· Age 
· Sex at birth and current gender (if available) 
· Race 
· Ethnicity 
· Insurance status 
· Modality selected for screening (if relevant) 
· Screening date 
· Screening result 
· Follow-up steps 
· Use data from the registry to compare the rate of cancer screening, stage at diagnosis, and mortality across carriers and delivery systems
Washington Health Care Authority
· Develop and/or adopt and certify shared decision making aids for lung cancer screening
· Require carriers to report on performance of HEDIS Tobacco Use Screening and Cessation Intervention measure (or other similar) by race and ethnicity	Comment by Beth Bojkov: Is this already being done?
· Consider dedicating resources to development of Washington-specific lung cancer screening measure


Evidence Review
	Citation
	Findings

	Lee SJC, Lee J, Zhu H, Chen PM, Wahid U, Hamann HA, Bhalla S, Cardenas RC, Natchimuthu VS, Johnson DH, Santini NO, Patel HR, Gerber DE. Assessing Barriers and Facilitators to Lung Cancer Screening: Initial Findings from a Patient Navigation Intervention. Popul Health Manag. 2023 Jun;26(3):177-184. doi: 10.1089/pop.2023.0053. Epub 2023 May 19. PMID: 37219548; PMCID: PMC10278031.
	Pragmatic RCT of telephone-based navigation for LCS in integrated, urban, safety-net system; n=255; majority racial/ethnic minority (70%); most common barriers were personal, provider, and practical; provider barriers reduced by 80% over course of navigation intervention

· Navigation might address communication gaps which become a barrier to screening adherence, offer opportunity to revisit and clarify conversations and empower people to receive screening

	Gudina AT, Kamen CS, Hirko KA, Adler DH, Ossip DJ, Williams EM, Cheruvu VK, Cupertino AP. Lung Cancer Screening Uptake under the Revised United States Preventive Services Task Force Guideline: Assessing Disparities. Cancer Epidemiol Biomarkers Prev. 2025 Jan 9;34(1):35-41. doi: 10.1158/1055-9965.EPI-24-0725. PMID: 39269271; PMCID: PMC11712035.
	Cross-sectional study using BRFSS data from 2022 – study uptake of LCS and assess disparities based on 2021 USPSTF updated LCS guidance
· 17.24% of those eligible underwent LCS – those 65-79 were more likely to undergo LCS
· WA lung cancer screening uptake was 15.49% of those eligible, and lung cancer mortality per 100,000 people was 32
· Female individuals, those without insurance coverage, without COPD, without a PCP – significantly less likely to undergo LCS

	Miriyala S, Nguyen KV, Park A, Hwang T, Aldrich MC, Richmond J. Racism, discrimination, medical mistrust, stigma, and lung cancer screening: a scoping review. Ethn Health. 2025 Apr;30(3):372-397. doi: 10.1080/13557858.2025.2458303. Epub 2025 Feb 3. PMID: 39901346; PMCID: PMC11961322.
	Scoping review of the literature regarding how racism, discrimination, medical mistrust, and stigma related to lung cancer screening; of 45 included studies, most reported on medical mistrust (n=37) or stigma (n=25); only 3 reported on racism and 1 on discrimination
· Almost no empirical literature examining associations of racism and discrimination in context of LCS
· Trust in healthcare providers may be a facilitator to LCS – however, training individual healthcare providers to build trust will not address systemic nature of mistrust and historically rooted maltreatment

	Percac-Lima, S., Ashburner, J.M., Atlas, S.J. et al. Barriers to and Interest in Lung Cancer Screening Among Latino and Non-Latino Current and Former Smokers. J Immigrant Minority Health 21, 1313–1324 (2019). https://doi.org/10.1007/s10903-019-00860-2
	Telephone survey to assess perceptions about LCS and awareness of, interest in, and barriers to lung cancer screening among older current and former smokers; n=460; Response rate 51%, about half were former smokers, 15.7% identified as Latino, mean age 63.6 years
· In this survey, those who identify as Latino reported being more likely to believe that lung cancer could be prevented and less worried about getting lung cancer
· Among people who currently and formerly smoked who participated, less than half were aware of lung cancer screening 
· Belief that insurance would not pay for the test was an identified barrier – stigma not identified in this group but previously in other studies

	Quezada, J. J., Avenido, A. R., Jia, S., Bernaba, A., Nguyen, S., Gharagozlou, S. S., Nguyen, T. Q., Keshava, H., & Sadigh, G. (2024). Assessing providers’ knowledge about and barriers to lung cancer screening. Cancer Treatment and Research Communications, 41, 100850. https://doi.org/10.1016/j.ctarc.2024.100850
	Cross-sectional survey to assess knowledge about LC and barriers to ordering LDCT from the viewpoint of primary care and pulmonology providers in academic and community settings in Southern California; n=32, none correctly identified all CMS eligibility criteria for LCS
· Common barriers to utilization of LDCT included inaccurate smoking history in medical record; failure to notify providers of eligible patients; concerns about downstream financial costs
· Discrepancy in national guidelines may create confusion for providers
· Most frequently reported barrier was inaccurate or missing smoking history
· LDCT annual screens covered with no copay, but transportation to and from screening and downstream investigations not covered at no cost

	Rankin, N. M., McWilliams, A., & Marshall, H. M. (2020). Lung cancer screening implementation: Complexities and priorities. Respirology, 25(Suppl 2), 5–23. https://doi.org/10.1111/resp.13963
	LCS is different from other cancer screening programs as eligibility is driven by smoking, a highly stigmatized behavior; This review considers critical points along a patient’s journey, including selecting a risk threshold at which to screen, successfully engaging target population, and maximizing screening uptake; key takeaways are below
· Smoking status, sociodemographic and psychological variables make people who smoke ‘hard to reach’
· OOP expenses of screening and downstream investigations should be minimized
· Novel strategies to engage people living in rural communities need to be developed
· Stigma surrounding smoking and lung cancer must be addressed – impact of future tobacco control messages on the perception and uptake of LCS should be carefully considered
· Screening trials and real-world programs should prospectively plan, evaluate, and report their recruitment strategies
· A standardized approach to reporting recruitment outcomes will help identify where interventions are needed to overcome existing barriers
· Participation rates in targeted LDCT should not be compared with population-based cancer screening programs (breast, cervical, colorectal)
· PCPs are pivotal in patient decision-making
· Accurate and contemporaneous smoking history is crucial in identifying those eligible

	Gargapati, A., Fox, J., & Massarelli, E. (2026). Disparities in lung cancer health outcomes and access to lung cancer screening between rural and urban areas in the U.S. Cancers, 18(5), 864. https://doi.org/10.3390/cancers18050864
	Narrative review to highlight disparities in health outcomes between rural and urban areas in the US, as well as psychosocial, environmental, medical, and policy-level factors influencing these disparities, while emphasizing differences in access to lung cancer screening between rural and urban areas 
· Decline of lung cancer rates and mortality is slower in rural areas
· Disparities in mortality may be associated with disparities in screening rates between urban and rural areas
· Disparities in access to treatment and treatment outcomes exist between rural and urban areas – those in rural areas are significantly less likely to undergo surgical resection 
· Rural populations have higher smoking prevalence, which increase lung cancer incidence and mortality; environmental and occupational exposures may also influence disparities

	Gaddy JJ, Lee DH, Herrin J, et al. County-Level Structural Racism Indices and Racial Disparities in Lung Cancer Care. JAMA Netw Open. 2026;9(5):e2613919. doi:10.1001/jamanetworkopen.2026.13919
	Cross-sectional retrospective analysis of Medicare beneficiaries diagnosed with NSCLC between 2013-2019 using SEER data and Medicare data; evaluate association between two measures of structural racism and quality of care and outcomes for Black and White patients with NSCLC and whether that differs by patient race

· Residence in counties with higher structural racism associated with lower mortality among White patients but not Black patients

	Karanth SD, Divaker J, Blair M, Gray JE, Hochhegger B, Kobetz E, Machuca T, Rackauskas M, Yang D, Rodriguez E, Schabath MB, Yoon HS, Braithwaite D. Rethinking how mobile units can catalyze progress on lung cancer screening: a scoping review of what we have learned. J Thorac Dis. 2024 Oct 31;16(10):7143-7154. doi: 10.21037/jtd-24-846. Epub 2024 Oct 30. PMID: 39552879; PMCID: PMC11565335.
	Scoping review aiming to outline global landscape of mobile low-dose CT platforms, summarizing research and evaluating efficacy in screening at-risk populations; found 12 studies meeting inclusion criteria, documenting 10 mobile LDCT platforms across several countries; in the US, most participants came from rural areas, uninsured, or under-insured, and notable number of racial/ethnic minorities; majority of those diagnosed were diagnosed at stage 1 or 2
· Increased rate of early-stage detection consistently across studies
· Reach those who are less inclined to participate in a hospital-based screening program – key public health priority

	ElKefi, S., Scheinmann, R., Matthews, A. K., & Phillips, E. (2026). Mobile cancer screening programs: A systematic review of implementation challenges and population access. International Journal of Environmental Research and Public Health, 23(4), 465. https://doi.org/10.3390/ijerph23040465

	Systematic review of mobile LDCT programs to synthesize design characteristics, implementation considerations, and operational challenges of mobile screening. 64 studies included.

· Mobile programs are most effective when it is part of a system’s outreach, and there are clear referral pathways for follow-up of abnormal results
· Those paired with community education/navigation/culturally tailored outreach were most successful in engagement
· May be most beneficial when strategically deployed to close access gaps, reach populations unlikely to access traditional screening, and extend services into high need areas

	Sedani AE, Davis OC, Clifton SC, Campbell JE, Chou AF. Facilitators and Barriers to Implementation of Lung Cancer Screening: A Framework-Driven Systematic Review. J Natl Cancer Inst. 2022 Nov 14;114(11):1449-1467. doi: 10.1093/jnci/djac154. PMID: 35993616; PMCID: PMC9664175.
	Systematic review of facilitators and barriers to implementation of LDCT screening for lung cancer in the US. N=37 studies, classified into three units of analysis (system, provider, patient); CFIR framework to organize identified facilitators and barriers; System: external policy and incentives, executing the implementation process; Provider: evidence strength and quality of intervention characteristics, patients’ needs and resources, implementation climate, individual knowledge and beliefs about the intervention; Patient: patients’ needs and resources, individual knowledge and beliefs about intervention, engaging in implementation process

· Knowledge and beliefs about intervention was most referenced construct across all levels and various settings
· SDM requirements compared to other cancer screenings place greater demands on primary care team
· Mobile units reduce structural barriers to screening, for lung and other cancer screenings
· Actionable next steps: increasing provider and patient knowledge about intervention, and understanding unique accessibility needs of those at high risk

	Reihani, A. R., Ahari, J., Manning, E. P., Cain, H. C., Bade, B. C., & Zimmerman, H. G. (2021). Barriers and facilitators to lung cancer screening in the United States: A systematic review of the qualitative literature. Journal of Health and Social Sciences, 6(3), 333–348. https://doi.org/10.19204/2021/brrr4

	Systematic review of qualitative literature (n=13) to identify factors associated with lung cancer screening participation in the US. Facilitators: prioritizing patient education, quality of communication, quality of provider initiated encounter/coordination of care, quality of the patient-provider relationship, perception of life’s value and purpose, and quality of tools and care coordination; Barriers: knowledge/capacity, behavior/attitude, comorbidities, perception, education pitfalls, process and policies, patient-provider relationship, patient education, quality communication, distrust in the system, fatalistic beliefs, perception of aging, access to resources, care coordination, and implementing lung cancer screening

· Culturally responsive patient education, provider education, and care coordination are critical opportunities for healthcare systems to improve lung cancer screening participation

	Yang, Y., Zhao, W., Chan, D. N. S., Zhou, S., Choi, K. C., & So, W. K. W. (2025). Interventions targeted to improve lung cancer screening uptake among high-risk individuals: A systematic review and meta-analysis. Asia-Pacific Journal of Oncology Nursing, 12, 100746. https://doi.org/10.1016/j.apjon.2025.100746
	Systematic review to synthesize evidence on interventions aimed at increasing LCS uptake among high-risk individuals and examine effectiveness of each strategy; n=12, 13 trials; interventions included online education, patient navigation, shared decision-making, outreach promotion, targeted invitation materials, and combined interventions

· Combined interventions and patient navigation show statistically significant benefit
· Combined interventions typically include outreach promotion, SDM, and patient navigation
· SDM did not statistically increase uptake, but they were mostly online tools

	Silvestri GA, Goldman L, Tanner NT, Burleson J, Gould M, Kazerooni EA, Mazzone PJ, Rivera MP, Doria-Rose VP, Rosenthal LS, Simanowith M, Smith RA, Fedewa S. Outcomes From More Than 1 Million People Screened for Lung Cancer With Low-Dose CT Imaging. Chest. 2023 Jul;164(1):241-251. doi: 10.1016/j.chest.2023.02.003. Epub 2023 Feb 10. PMID: 36773935; PMCID: PMC10331628.
	Cohort study of individuals undergoing baseline LDCT between 2015-2019 to identify the difference in outcomes among people screened and entered into the ACR LCS registry compared with those of trial participants; n=1,052,591; adherence was 22%, and those who currently smoked or identify as Black or Hispanic had lower adherence; cancer stage distribution was similar to the NLST (53% stage 1 cancer, 14.3% stage 4 cancer) 
· Residing in Western US was associated with lower adherence
· Centralized approach has been shown to approve adherence compared with decentralized approaches
· Lung-RADS categorization resembled that found in NLST trial for baseline and annual repeat screenings

	Mazzone P, Powell CA, Arenberg D, Bach P, Detterbeck F, Gould MK, Jaklitsch MT, Jett J, Naidich D, Vachani A, Wiener RS, Silvestri G. Components necessary for high-quality lung cancer screening: American College of Chest Physicians and American Thoracic Society Policy Statement. Chest. 2015 Feb;147(2):295-303. doi: 10.1378/chest.14-2500. PMID: 25356819; PMCID: PMC4502754.
	Expert consensus and literature review of existing national guidelines to identify components of screening that should be part of all lung cancer screening programs; policy statements below: 
· Lung cancer screening programs should collect data on all enrolled subjects related to the risk of developing lung cancer
· The lung cancer screening program must confirm that there is a policy about the frequency and duration of screening keeping with the USPSTF recommendation
· A low-dose lung cancer screening CT should be performed based on the ACR-STR technical specifications
· A lung cancer screening program should collect data to ensure the mean radiation dose is in compliance with the ACR-STR recommendations
· A lung cancer screening program should have a policy about the size and characteristics of a nodule to be used to label the test as positive, and should collect data about the number, size, and characteristics of lung nodules from positive tests
· A lung cancer screening program should use structured reporting system such as LungRADS, and collect data about compliance with the use of the structured reporting system
· A lung cancer screening program must: include clinicians with expertise in the management of lung nodules and the treatment of lung cancer; have developed lung nodule care pathways; have the ability to characterize concerning nodules through PET imaging, nonsurgical, and minimally invasive surgical approaches; have an approach to communication with the ordering provider and/or patient; have a means to track nodule management; collect data related to the use of, and outcomes from, surveillance and diagnostic imaging and surgical and nonsurgical biopsies for the management of screen-detected lung nodules
· A lung cancer screening program must be integrated with a smoking cessation program, and collect data related to the smoking cessation interventions that are offered to people who smoke enrolled in the screening program
· A lung cancer screening program should educate providers so that they can adequately discuss the benefits and harms of screening with their patients, develop or use available standardized education materials to assist with the education of providers and patients, and is responsible for the oversight and supplementation of provider-based patient education
· A lung cancer screening program must collect data on all enrolled patients related to the quality of the program, including those enrolled in registered clinical research trials. Data collection should include elements related to each of the other eight components of a lung cancer screening program (as above). In addition, data collection should include the outcomes of testing (complications, cancer diagnoses) and a description of the cancers diagnosed (histology, stage, treatment, survival)
· A review of the data and subsequent quality improvement plan should be performed at least annually
· An annual summary of the data collected should be reported to an oversight body with the authority to credential screening programs. Standards set forth in the above policy statements should be used by the oversight body to judge areas of compliance and deficiency

	Landsteiner, A., Zerzan, N., Ullman, K. E., Anthony, M., Claussen, A., Bayer, R., Do, T., Gustavson, A., Melzer, A., & Wilt, T. J. (2024). Shared decision-making for lung cancer screening: A systematic review. U.S. Department of Veterans Affairs, Health Systems Research & Development Service, Evidence Synthesis Program. https://www.hsrd.research.va.gov/publications/esp/sdm-lung-cancer.pdf

	Systematic review of benefits and harms of SDM practices and strategies to inform policies on the use of formal decision aids for LCS

Key findings:
· SDM tools were characterized as health care professional facing or patent facing – most commonly studied tool was shouldiscreen.com 
· Few studies addressed receipt of initial or adherence to follow-up LCS concordance of screening with values, decisional conflict/regret, distress/anxiety, or information quality
· DA selection should be guided by feasibility and population or setting
· Barriers include resource availability (clinician time), patients’ reticence, lack of engagement with SDM, negative response to SDM
· Implementation studies at the VA demonstrated facilitators including culture receptive to SDM, available resources including time and tools, prioritization among other clinic demands and expectations, and innovation

	Núñez ER, Ito Fukunaga M, Stevens GA, Yang JK, Reid SE, Spiegel JL, Ingemi MR, Wiener RS. Review of Interventions That Improve Uptake of Lung Cancer Screening: A Cataloging of Strategies That Have Been Shown to Work (or Not). Chest. 2024 Sep;166(3):632-648. doi: 10.1016/j.chest.2024.04.019. Epub 2024 May 24. PMID: 38797278; PMCID: PMC11904607.
	Primary barriers: (1) identifying eligible patients, (2) shared decision-making-related interventions, (3) patient navigation interventions

· Generally, interventions to improve LCS have been modest. Most successful are multicomponent, which typically include a component of LCS navigation

	Rolle LD, Olazagasti C, Lopes G, Rodriguez E, Crane TE. USPSTF Lung Cancer Screening Guidelines and Disparities in Screening Adherence. JAMA Oncol. 2025;11(7):784–786. doi:10.1001/jamaoncol.2025.0230
	Utilized BRFSS data 2019-2023 to assess change in uptake of LCS since the 2021 USPSTF LCS update

· Updated guidelines were associated with substantially increased LCS uptake overall – disparities persist especially among those uninsured and those without a clinician. However, varied response rates amid the pandemic limit BRFSS data as a source. 

	Jacqueline V Aredo, Eunji Choi, Victoria Y Ding, Martin C Tammemägi, Kevin ten Haaf, Sophia J Luo, Neal D Freedman, Lynne R Wilkens, Loïc Le Marchand, Heather A Wakelee, Rafael Meza, Sung-Shim Lani Park, Iona Cheng, Summer S Han, Racial and Ethnic Disparities in Lung Cancer Screening by the 2021 USPSTF Guidelines Versus Risk-Based Criteria: The Multiethnic Cohort Study, JNCI Cancer Spectrum, Volume 6, Issue 3, June 2022, pkac033, https://doi.org/10.1093/jncics/pkac033
	Cohort study evaluating proportion of ever-smoking lung cancer cases eligible for screening under 2021 USPSTF criteria and the PLCOm2012

· Racial and ethnic disparities in screening eligibility decreased by utilizing the PLCOm2012 compared to 2021 USPSTF guidelines

	Bandi P, Landy R, Star J, Kratzer TB, Smith RA, Jemal A. Lung Cancer Deaths Prevented and Life-Years Gained From Lung Cancer Screening. JAMA. 2025;334(24):2225–2227. doi:10.1001/jama.2025.19798
	Using 2024 National Health Interview study data, evaluated projected life-years gained by 100% uptake of LCS in those ineligible for screening under USPSTF (> 15YSQ, <20 pack years smoking) 

· Projected to prevent >62K lung cancer deaths and gain >800K life years; estimated 64% of deaths averted occurred in 2 groups – formerly smoked with at least 15 years since quitting and at least 20 pack years, and those currently smoking with at least 20 smoking years

	Miller DP, Snavely AC, Dharod A, et al. A Direct-to-Patient Digital Health Program for Lung Cancer Screening: A Randomized Clinical Trial. JAMA. 2025;334(20):1807–1815. doi:10.1001/jama.2025.17281
	Pragmatic RCT with 2 academic health systems in Southeastern US, 669 primary care patients (79% white, 17% black) randomized to either digital intervention or enhanced usual care (informing individuals they met screening criteria and advising to discuss chest CT with PCP); tracked completion of chest CT at 16 weeks. Digital health intervention outperformed usual care (OR 1.6, 95% CI 1.2-2.1); more false positives occurred in digital health group than usual care. 

· Need further information about how this integrates across diverse populations and healthcare settings but digital health intervention may be useful to modestly increase screening rates`

	Kukhareva PV, Li H, Caverly TJ, Del Fiol G, Fagerlin A, Butler JM, Hess R, Zhang Y, Taft T, Flynn MC, Reddy C, Martin DK, Warner IA, Rodriguez-Loya S, Warner PB, Kawamoto K. Implementation of Lung Cancer Screening in Primary Care and Pulmonary Clinics: Pragmatic Clinical Trial of Electronic Health Record-Integrated Everyday Shared Decision-Making Tool and Clinician-Facing Prompts. Chest. 2023 Nov;164(5):1325-1338. doi: 10.1016/j.chest.2023.04.040. Epub 2023 May 3. PMID: 37142092; PMCID: PMC10792294.
	Pre-post analysis of LDCT ordering and completion after implementation of an EHR prompt and integrated SDM tool desired for routine incorporation into primary care. Perfect of eligible patients with LDCT orders increased from 7.1% -> 27.3% and completed screenings went from 4.4%

	Elkefi, S., Gaillard, N., & Wu, R. (2025). Effectiveness of Technology-Based Interventions in Promoting Lung Cancer Screening Uptake and Decision-Making Among Patients. International Journal of Environmental Research and Public Health, 22(8), 1250. https://doi.org/10.3390/ijerph22081250
	Systematic review of 28 studies to identify how technology-based interventions have been designed and implemented to promote lung cancer screening, support SDM, and enhance patient engagement. Tools aimed to raise awareness, improve shared decision making, and support smoking cessation; only some showed increase in screening uptake
· Barriers: limited internet access, low digital literacy, provider time constraints, fear/anxiety, concerns about radiation or cost


	Potter AL, Senthil P, Srinivasan D, Raman V, Kumar A, Haridas C, Mathey-Andrews C, Zheng W, Jeffrey Yang CF. Persistent race- and sex-based disparities in lung cancer screening eligibility. J Thorac Cardiovasc Surg. 2024 Jul;168(1):248-260.e2. doi: 10.1016/j.jtcvs.2023.10.025. Epub 2023 Oct 18. Erratum for: J Thorac Cardiovasc Surg. 2024 Jul;168(1):261-262. doi: 10.1016/j.jtcvs.2023.11.046. PMID: 37863179; PMCID: PMC11698625.
	Cohort study to evaluate race- and sex-based disparities in LCS eligibility of those with a smoking history and diagnosis of lung cancer under USPSTF and NCCN LCS guidelines
· 11.2% gap between black and white males, 24.6% gap between black and white females, eligible for LCS under the 2021 guidelines
· NCCN guideline increased proportion of patients with lung cancer eligible for screening in each group
· Under 2021 USPSTF guideline, only 50% of black females with lung cancer would have qualified for screening



