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· Incidental findings are extremely common
· Additional testing was required in 1 out of 7 patients in this cohort
· Potential impact of incidental findings should be included in SDM process for LCS
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· Certain SIF should be evaluated for potential cancers following LDCT lung cancer screening exam
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	Prospective cohort study of participants of the NLST; aim to measure prevalence of clinically significant extrapulmonary findings on chest CT for lung cancer screening; over half of participants (58.7%) had extrapulmonary findings, and almost 20% had findings that were potentially clinically significant. Most prevalent were cardiovascular, renal, hepatobiliary, adrenal, and thyroid findings; Less than 1% of participants had primary extra-thoracic cancers diagnosed during screening. 
· Extrapulmonary findings are very common
· About 1 in 5 participants end up having potentially significant findings requiring further evaluation
· Extrapulmonary malignancies are rare, occurring in 0.39% of all participants
· Impact of early detection from the NLST reduction in all cause mortality directly resulted from reduction of deaths due to lung cancer -> questionable impact of early detection of extrapulmonary malignancies
· Critical for radiologists to clearly communicate management recommendations for incidental findings – recommendations from the ACR white papers
· Cost of further evaluation of incidental findings could be significant
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	Given LDCT for lung cancer screening encompasses lower neck, chest, and upper abdomen, many incidental findings (IFs) are detection – authors created a quick reference guide to describe common IFs in LCS to assist program navigators/providers in management. From ACR LCS registry, 2015-2019, 18.79% of scans had an S modifier finding reported (aligned with NLST)
· IFs are categorized by anatomic region including abdominal, musculoskeletal, cardiovascular, breast, esophagus, lung/pleura, mediastinum, and thyroid
· Next steps are identified for common IFs and tool was pilot tested with several LCS programs for feedback and refinement
· Important to clarify that S modifiers should be added to any finding that is or could potentially be clinically significant to call attention to new findings that need further evaluation
· Ordering providers are responsible to manage actionable IFs identified on LCS with LDCT and ensure the findings are appropriately and adequately managed
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	Review of scope of available data on smoking-related additional findings on LDCT, explore the role of emerging technologies, and propose directions for future research and clinical practice
· Emphysema prevalence ~45%, associated with >60 years old and smoking >40 pack-years
· Prevalence of ILA (interstitial lung abnormalities) visually assessed ~7%
· prevalence estimates from various LCS cohorts ranges from 21-94%, only moderate-severe coronary artery calcium is required reporting)
· most people undergoing LDCT fit criteria for statin, but 1/3-3/4 do not use them -> all guidelines recommend cardiovascular risk assessment and management, and in moderate to severe coronary artery calcium, echo advised to evaluate for aortic stenosis
· findings are common but often do not require immediate diagnostic action or intervention – may carry prognostic value. 



Questions
· If there is a facility fee with the screening, does that cost get shifted to the patient? Should we expect hospitals to absorb that facility fee or should that be covered through health insurance to make it truly $0
· How do we expect health plans help people avoid unnecessary costs like out of network providers or facilities?
· Prior authorization for further evaluation of incidental findings? 
· How does network adequacy apply to specialty care in this case? 



Draft Guidelines
Healthcare Professionals and Delivery Systems
· 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.
· S Findings (other clinically significant findings): the ordering provider is responsible for management of actionable, potentially clinically significant findings. Review the Incidental Findings one-page quick reference guide here. 
· Delivery Systems
· Establish partnerships with healthcare systems to maintain access to multidisciplinary teams and/or nodule/tumor boards composed of professionals with lung cancer expertise including but not limited to: radiology, pulmonology, oncology, pathology, nurses, cancer navigators, and advanced practice providers.
· Align timeliness of expected follow-up with most updated version of Lung-RADS guidelines and white papers for other potentially clinically significant findings
Health Plans
· Clearly label and/or provide a list of in-network facilities able to provide follow-up for lung cancer screening abnormal and incidental findings
· Ensure use of expedited review pathways for authorization for suspicious findings requiring diagnostic evaluation
· Establish automatic authorization/remove prior authorization for guideline-concordant follow-up intervals based on Lung-RADS criteria
· Where network adequacy may lack, consider utilization of telehealth access to specialty care with no additional out-of-pocket cost
Employers
· If able, purchase available insurance products that 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
· Review network adequacy and wait times for specialty providers such as (need examples) as part of carrier contracting process
State Agencies
HCA
· Encourage managed care organizations to:
· Ensure use of expedited review pathways for authorization for suspicious findings requiring diagnostic evaluation
· Establish automatic authorization/remove prior authorization for guideline-concordant follow-up intervals based on Lung-RADS criteria
· Where network adequacy may lack, consider utilization of telehealth access to specialty care with no additional out-of-pocket cost
DOH
· NA

