Executive Summary
Lung cancer causes more deaths in Washington state than breast, colorectal, and cervical cancer combined. Evidence shows, including high-quality randomized controlled trials have demonstrated significant reductions in lung cancer specific mortality. Annual screening with low-dose CT (LDCT) can reduce lung cancer mortality by 20-24% with early detection, when cancer is more treatable and curable. The United States Preventive Services Task Force (USPSTF) has given lung cancer screening of individuals at high risk a grade B recommendation - yet, of eligible Washingtonians, only 1 in 7 receive screening. Washington’s healthcare ecosystem can realize the benefits of early detection for lung cancer for all residents through high-quality implementation of screening. 
Focus Areas
Our workgroup targeted four focus areas to drive quality improvement in lung cancer screening:
	Focus Area
	Components

	Eligibility & Engagement
	· Accurate tobacco history documentation at all points of care
· Identification of eligible population facilitated by embedded EHR tools, team-based care, and other strategies
· Timely completion and documentation of comprehensive shared decision-making 
· Tracking and monitoring eligible populations engagement in screening


	Stigma, Bias, & Inclusiveness
	· Universal use of person-first, non-stigmatizing language
· Targeted outreach to populations with disparities in lung cancer incidence and access to screening (e.g., rural, LGBTQ+, BIPOC, Medicaid covered)
· Maintenance of strategies to improve equity (e.g., telehealth, community engagement, etc.)
· Stigma and bias specific education and training for healthcare professionals
· Comprehensive access to lung health navigation 
· Communication is understandable, person-centered, and consistent with guidelines with clear next steps for patients and families
· Disparities in screening and outcomes are identified, tracked, and addressed across settings through quality improvement efforts

	Screening with LDCT
	· Full integration of smoking cessation support across entire continuum
· Roles and responsibilities in screening and population-level management
· Low-dose CT (LDCT) provided according to ACR technical standards;
· Standardize reporting of lung nodules; integration of EHR tools to support adherence to appropriate follow-up
· Measurement of lung cancer screening as value-based care

	Results Management
	· Timely, guideline directed (e.g., Lung RADS) results management 
· Standardized referrals and coordination to ensure follow up and referral to specialty care for abnormal nodule findings
· Protocols and coordination support for clinically significant findings (S findings)



Implementation Roadmap


Guidelines
Healthcare Professionals and Delivery Systems
Key Points
· Early detection reduces lung cancer mortality by almost 1 in 4. Low-dose CT (LDCT) screening for eligible patients (typically adults aged 50–80 with a significant smoking history) can reduce lung cancer mortality by about 20–24% by detecting disease at an earlier, more treatable stage.
· Lung cancer screening is health equity in action. Black, Latino, AAPI, and AIAN peoples are less likely to be diagnosed early, less likely to receive surgical treatments, and more likely to not receive treatment for lung cancer.
· Annual screening is covered by insurance, and is cost effective. The USPSTF gives annual lung cancer screening with LDCT a grade B recommendation. Medicare covers screening without cost-sharing for those 50-77. Cost-effectiveness studies have shown a 
· Primary care teams play a pivotal role in closing the gap—by systematically assessing tobacco history and readiness to quit, initiating shared decision-making, and coordinating follow-up, all members of the team can support early detection and improve survival. 
Eligibility & Engagement
· 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: 50-77 (some guidelines recommend 50-80)
· Smoking history: 20 pack-year smoking history and within 15 years since quitting (YSQ) (USPSTF eligibility) 
· Inclusivity Spotlight: pack-year thresholds may under-identify risk in some populations (e.g., Black individuals, AIAN individuals) apply clinical judgment as appropriate
· Asymptomatic: no symptoms of lung cancer
· Have a system in place (e.g., registry) to identify, track 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 preventive care or chronic care management visit when a patient may be eligible for LCS
· Provide access to patient education about lung cancer screening, inclusive of potential harms and benefits, expectations about LDCT and timing intervals, and ability to assess individual preferences and values for care
· 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. See billing guide. 
· If able, incorporate a SDM tool into clinical workflows. See Appendix X for examples
Stigma, Bias & Inclusiveness
Healthcare Professionals
· Seek training on how to have stigma-free conversations about smoking history and the benefits of lung cancer screening. It is important to emphasize the health benefits of lung cancer screening rather than framing the conversation around smoking history. Starting with shared decision-making about screening helps build trust and creates a supportive foundation for later discussions about smoking cessation. 
· Do not delay or withhold urgent or emergent healthcare solely due to smoking status. Discuss risks and benefits of smoking and/or using nicotine replacement therapy before elective procedures or treatment 
Delivery Systems
· Reduce stigma and bias
· Implement consistent, bias-aware policies that ensure lung cancer screening and other evidence-based care are proactively offered based on clinical eligibility. 
· Require all patient-facing healthcare team members (especially clinicians, navigators, and outreach workers) complete stigma reduction training regularly
· Audit communication materials to ensure use of person-first language
· Make tobacco cessation programs highly visible and accessible at all points of entry
· Track stigma-related patient-reported outcomes (e.g., )
· Include community voice in LCS program design
· Quality improvement and measurement
· Dedicate quality improvement resources to address disparities in access to LCS
** In the report, there is an insert with details about the meaning of person-first language in lung cancer screening**
Screening with LDCT
Healthcare Professionals
· Order low-dose CT scan (LDCT -ensuring least amount of radiation dose delivery is possible). Consider a facility recognized for quality in LDCT for lung cancer screening when able. See Appendix X for examples
· Incorporate strategies that may improve likelihood of completing LCS follow-up (e.g., annual repeat scans)
· patient reminders (patient portal, text, call, letter, etc.) 
· Assess readiness to quit smoking and offer cessation resources at all points of contact. See this and other resources for guidance.
Delivery Systems
· Clarify roles and responsibilities within lung cancer screening. Designate accountable groups for the following:
· screening for and asking about tobacco use and history, as well as documentation
· ordering LDCT
· communicating results and scheduling necessary follow-up
· tracking patients engaged in LCS
· Offer lung navigation services across the continuum of lung cancer screening. Lung navigators should be trained in and meet the standards of high quality lung cancer screening navigation. 
· Develop/adopt standardized protocols for results notification based on LungRADS criteria and timely follow-up for those needing further evaluation
· Maintain access to directory of facilities recognized for quality in LDCT and meet technical capacity to deliver lowest dose of radiation for clinician ordering and referral
· Develop or adopt in-house referral process or partnerships other systems to provide access to multidisciplinary specialty teams and/or nodule/tumor boards for those needing specialty referral
Results Management
Healthcare Professionals
· Once scan is complete, follow Lung-RADS guidelines for follow-up
· Category 1, 2, & +/- 3: send results letter and order repeat scan in 12 months
· Category 3 & 4: results should be reviewed with timely management by a multidisciplinary care team and/or nodule/tumor board composed of professionals with lung cancer expertise including but not limited to: radiology, pulmonology, oncology, pathology, nurses, cancer navigators, and advanced practice providers. 


Health Plans
Key Points
· Cost, coverage and plan design strongly influence whether eligible individuals access and complete lung cancer screening. The USPSTF gives annual low-dose CT (LDCT) screening a grade B recommendation. Financial barriers (e.g., fear of associated cost) and administrative requirements can reduce screening uptake even when the benefit exists. 
· Members eligible for screening are often identifiable through claims data but are not consistently engaged through proactive outreach. 
· Lung cancer screening is health equity in action. Those covered under Medicaid, racially minoritized populations, and rural populations all experience lower screening engagement, lower adherence, and worse lung cancer outcomes. The USPSTF 2021 update to LCS guidance reduced but did not eliminate disparities in access - many professional associations recommend broadening eligibility to include those 20 year history of smoking regardless of years since quitting (YSQ)
· Health plans are uniquely positioned to align incentives, outreach, and quality measurement across the screening continuum. 
Eligibility & Engagement
· 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
· 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: 
· Those with a history of LDCT for lung cancer (CPT 71271)
· Disparities in engagement with LCS based on race/ethnicity/language and other available demographic data
Stigma, Bias, & Inclusiveness
· Require all member facing staff to complete stigma reduction training regularly
· Audit materials to be inclusive of person-first language and reflect diverse populations
· Provide access to robust tobacco cessation as a benefit without cost-sharing across all plans, defined as 
· Sessions of individual, group, and phone counseling
· 90 days of all FDA-approved smoking cessation medications
· 2 quit attempts per year
· No prior authorization
· Discourage punitive premiums/surcharges for people who smoke. Waive existing surcharges for participation in tobacco cessation programs or fulfillment of a reasonable alternative. 
** In the report, there is an insert with details about the meaning of person-first language in lung cancer screening**
Screening with LDCT
· Remove restrictions to reimbursement for LDCT for LCS (CPT 71271)


Employers
Key Points
· Benefit design, workplace culture, and access to preventive services all influence whether eligible individuals can access and complete low-dose CT (LDCT). Even when covered under a health plan at no out-of-pocket cost, many eligible individuals remain unscreened. 
· Screening is important for those at high risk of developing lung cancer. It is important to know the proportion of employees potentially at high risk based on age, smoking history, and occupational exposures (e.g., asbestos)
· Supporting early detection and smoking cessation can reduce long-term costs and productivity loss associated with advanced cancer. Screening is cost effective and significantly improves early detection. LDCT also often uncovers incidental findings that can lead to improved preventive measures for chronic conditions (e.g., coronary artery calcification)
· Employers have the power to break the stigma associated with smoking and lung cancer, provide comprehensive coverage for essential components such as navigation support, and engage employees in smoking cessation interventions to improve health. 
Eligibility & Engagement
· 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
Stigma, Bias, & Inclusiveness
· Emphasize that early detection of lung cancer saves lives. Launch employee-facing campaign about the benefits of lung cancer screening. 
· Require those in supervisory or management positions complete stigma-reduction training regularly
· Audit company policies and communications to use person-first language (e.g., “person who smokes” instead of “smoker”) and reflect diverse populations. 
· Consider utilizing positive incentives for engaging with cessation resources for those who currently smoke; move away from punitive premiums/surcharges.
· Provide access to community support (e.g., employee affinity groups) as able for employees who are patients or caregivers for those currently smoking and/or diagnosed with lung cancer.
** In the report, there is an insert with details about the meaning of person-first language in lung cancer screening**
Screening with LDCT
· Ensure no cost-sharing for preventive low-dose CT (LDCT) scans for lung cancer screening. Screening is recommended by the USPSTF with a grade B recommendation. 
· For those with a high percentage of the employee population eligible for lung cancer, (XX%?) consider ways to incorporate lung cancer screening completion as an incentive in value-based payment


State Agencies
Key Points
· Lung cancer mortality is higher in Washington State than breast, cervical, and colorectal cancer mortality combined.
· Lung cancer screening is health equity in action. Those covered under Medicaid, marginalized populations, and rural populations all experience lower screening engagement and adherence, as well as worse lung cancer outcomes. The USPSTF 2021 update to LCS guidance reduced but did not eliminate disparities in access.
· Despite national guidelines, screening rates remain low statewide and nationally, with persistent disparities especially among individuals in rural communities, those uninsured or underinsured, those in underserved or minoritized racial and ethnic groups, and others impacted by social drivers of health
· Comprehensive data systems and cross-sector coordination are essential to track screening and outcomes, identify and monitor disparities across populations, and scale evidence-based strategies to reduce lung cancer mortality
Eligibility & Engagement
Health Care Authority
· Review and certify shared decision-making aids for lung cancer screening
· Require Medicaid Managed Care Organizations to report on performance of tobacco cessation HEDIS measure by race and ethnicity
· Consider dedicating resources to development of Washington-specific lung cancer screening measure
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.
· Use data from the registry to compare the rate of cancer screening, stage at diagnosis, and mortality compared across health plans and delivery systems
Stigma, Bias, & Inclusiveness
Health Care Authority
· Require regular stigma and bias health professional continuing education for providers to maintain licensure (e.g., MD, DO, APP) and other clinicians as able (e.g., RN)
Department of Health
· Encourage use of person-first language (e.g., “person who smokes” instead of “smoker”) across all programs and written materials
· Integrate education about benefits of lung cancer screening in health promotion activities and materials for tobacco prevention and cessation.
· Develop and/or use healthcare professional facing and concise material communicating eligibility, benefits and risks to screening, and resources available to support screening.
** In the report, there is an insert with details about the meaning of person-first language in lung cancer screening**
Screening with LDCT
Department of Health
· Consider promotion of lung health navigation training for clinic-based community health workers. (e.g., Colorado Cancer Screening Program)


Future Considerations (Bulleted list so far)
· lung cancer in those not eligible for screening
· equity impacts of screening restrictions
· measurement and monitoring of LCS (HEDIS measure)
· “last mile” coverage – between initial scan and when a diagnosis is made


Resources
General
· United States Preventive Services Task Force: Lung Cancer Screening 2021
· GO2 for Lung Cancer
· American Cancer Society: Lung Cancer
· National Comprehensive Cancer Network: Lung Cancer Screening Guidelines
LCS Operations
· National Lung Cancer Roundtable - Steps for Increasing Lung Cancer Screening: A Manual for Primary Care Practices
Coverage, Billing, and Reimbursement
· ACR: State Lung Cancer Screening Coverage Toolkit
· ACR: Lung Cancer Screening Billing Guide







