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WHY?



Lung cancer is the leading cause of cancer
deaths

Table 1 - Australia’s most commonly diagnosed Table 2 - Australia’s most common causes of cancer-
cancers in 2024, persons, all ages, related death in 2024, persons, all ages
Age-standardised incidence rates (cases per 100,000 persons )- Age-standardised mortality rates (deaths per 100,000 persons ) -
projections data projections data
Age-standardised rates are standardised to the 2024 Australian Age-standardised rates are standardised to the 2024 Australian
population. nonulation.
Rank Cancer type Age-standardised rate Rank Cancer type Age-standardised rate
1 Prostate cancer 971 1 Lung cancer 328
2 Breast cancer 781 2 Colorectal cancer 19.3
3 Melanoma of the skin 698 3 Pancreatic cancer 14 4
4 Colorectal cancer 572 4 Prostate cancer 144
) Lung cancer 557 5 Breast cancer 12.2



DIAGNOSED AT LATE STAGE
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Stage at diagnosis
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Categories can be toggled on or off by clicking on the respective names below.
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https://ncci.canceraustralia.gov.au/diagnosis/distribution-
cancer-stage/distribution-cancer-stage

OUTCOMES NOT AS GOOD
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Evidence for Lung Cancer Screening

® LSS (USA)
@ South London study (UK) ® ELCAP (USA)

® DANTE (ltaly)
® Mayo Lung Project (USA)

® NLST (USA)

¢ Johns Hopkins Lung ¢ ALCA (Japan) NELSON (NL-B)
Cancer Screening ® Mobile CT (Japan)
(USA) o Mavo CT trikl ITALUNG (Italy)
ayo rid
® Memorial Sloan-Kettering (USA) DLCST (DK)
Lung Cancer Screening
Program (USA) MILD (ltaly)
LUSI (Germany)
T UKLS (UK)
1960s 1970s  1980s 1992 1993 1996 1999 2000 2001 2002 2003 2004 2005 2007 2011
RCT: CXR/sputum cytology Observation study RCT: LDCT vs. CXR



The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 AUGUST 4, 2011 VOL. 365 NO.S

Reduced Lung-Cancer Mortality with Low-Dose Computed
Tomographic Screening

The National Lung Screening Trial Research Team*

The NEW ENGLAN D
JOURNAL o« MEDICINE

ESTABLISHED IN 1812 FEBRUARY 6, 2020 VOL. 382 NO.6

Reduced Lung-Cancer Mortality with Volume CT Screening
in a Randomized Trial

H.J. de Koning, C.M. van der Aalst, P.A. de Jong, E.T. Scholten, K. Nackaerts, M.A. Heuvelmans, J.-W.J. Lammers,
C. Weenink, U. Yousaf-Khan, N. Horeweg, S. van 't Westeinde, M. Prokop, W.P. Mali, F.A.A. Mohamed Hoesein,
P.M.A.van Ooijen, J.G.J.V. Aerts, M.A. den Bakker, E. Thunnissen, J. Verschakelen, R. Vliegenthart, J.E. Walter,
K. ten Haaf, HJ.M. Groen, and M. Qudkerk

NLST o W e

Population Age 55-74
30 Pack Year Hx
Former smoker < 15
years

Intervention Low dose CT (diameter)
Annually for 3 years

Outcome 20% reductionin lung
cancer mortality

Population Age 50-74
>15 cigarette/day 25+
years
>10 cigarettes/day, 30+
years
Former smoker <10 years

Intervention Low Dose CT (volumetric
assessment)
Year 1,2 and 5.5

Outcome 24% reductionin lung
cancer mortality



- CU’Ch rane Trusted evidence.
= L . b Informed decisions.
1 Iora ry Better health. Cochrane Database of Systematic Reviews

Analysis 1.1. Comparison 1: Primary outcome: lung cancer-related
mortality, Outcome 1: Lung cancer-related mortality - planned time points

LDCT Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Field 2021 30 1987 46 1981 4.2% 0.65[0.41, 1.03] -
Paci 2017 43 1613 60 1593 5.9% 0.71[0.48 , 1.04] .
Becker 2020 29 2029 40 2023 3.9% 0.72 [0.45, 1.16] -
Pastorino 2012 40 2376 40 1723 4.7% 0.73[0.47,1.12] I
De Koning 2020 181 7900 242 7889 24.3% 0.75[0.62 , 0.90] —_—
Aberle 2011 356 26722 443 26732 45.7% 0.80[0.70, 0.92] ‘ .
Infante 2015 59 1264 55 1186 6.8% 1.01 [0.70, 1.44] S N
Wille 2016 39 2052 38 2052 4.5% 1.03 [0.66 , 1.60] L
Total (95% CI) 45943 45179 100.0% 0.79 [0.72, 0.87] | ’
Total events: 777 964
Heterogeneity: Tau? = 0.00; Chi? = 4,79, df =7 (P = 0.69); I = 0% 355 {}i? 1 1?5 2
Test for overall effect: Z = 4.92 (P < 0.00001) Favours LDCT Favours control

Test for subgroup differences: Not applicable

Bonney A,. Impact of low-dose computed tomography (LDCT) screening on lung cancer-related mortality. Cochrane
Database of Systematic Reviews 2022, Issue 8. Art. No.: CD013829. DOI:10.1002/14651858.CD013829.pub?2



Outcomes Ne of Certainty of the Relative Anticipated absolute effects*{SS% cl)

participants evidence effect

(trials) (GRADE) (95% Cl) Risk with no Risk difference

follow-up screening
Lung cancer-related mortality - planned 91,122 ®DBO RR0.79 Trial population
time points (8 RCTs) Moderate®
Follow-up: 6 years to 10 years from (0.72t0 21 per 1000 4 fewer per 1000 people
randomisation 0.87) screened

(3 fewer to 6 fewer)
All-cause mortality - planned time points 91,107 DB RR 0.95 Trial population
Moderate®

Follow-up: 6 years to 10 years from (8 RCTs) (0.91to 89 per 1000 4 fewer per 1000 people
randomisation 0.99) screened

(1 fewer to 8 fewer)




STAGE MIGRATION

Percentage of stage | cases detected in Lung cancer screening RCTs

70%
63%
60%
50% 50% 52%
e 45%
40%
40% 36%
30%
23%

20%
10%

0%

NLST NELSON DLCST DANTE MILD ITALUNG UKLS Gneneral
Population



Treatment and Outcome is Highly Dependent
on Stage of Disease

STAGE 1 TREATMENT
* Intent: Cure
* Options
e Surgery alone
e Radiotherapy alone

* Qutcome 5 year OS 70-80%




Treatment and Outcome is Highly Dependent
on Stage of Disease

STAGE 2 TREATMENT
* Intent: Cure
* Options

e Surgery plus adjuvant
chemotherapy

e Concurrent Chemoradiotherapy

* Qutcome: 5 year OS 50-60%




Treatment and Outcome is Highly Dependent
on Stage of Disease

STAGE 3 TREATMENT
* I[ntent: Cure

* Options
* Neo-adjuvant
chemoimmunotherapy then
surgery

* Chemoradiotherapy then
consolidation immunotherapy

* Qutcome: 5 year OS 40%




Treatment and Outcome is Highly Dependent
on Stage

STAGE 4 TREATMENT
* Intent: Palliative

* Options
e Systemic therapy
* Palliative radiotherapy
* Best supportive care

e Qutcome

e Median survival 18 months
* 5year OS 10%




HOW? WHO?



NLCSP Overview

* Commenced 15t July 2025 (~1400
registrations in first 2 weeks)

* Age 50-70 years

* 30 pack year smoking history

e Current or quit in last 10 years

* No symptoms to suggest lung cancer

2 yearly (biennial) scanning cycle
* Nodule Management algorithm

 Recommendations for additional findings

NATIONAL
LUNG CANCER
SCREENING
PROGRAM

See your doctor or

healthcare provider
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Agree to icipate in
gy - meNLCmgeta
/7 referral for a scan
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Get your results

depending on the results

See your

Screen
el — aganin2
next steps years time



How many eligible?

MNHHS
~45,000
e 12.8-14.1% of population
930,500 individuals
* 75% currently smoke
- 9400

The D ffodil Centre

g %
m—26600

Wade S, Ngo P, et al. Estimates of the eligible population for Australia’s targeted National
Lung Cancer Screening Program, 2025-2030. Public Health Res Pract. December 2024;



LOW DOSE CT SCAN

B
7 S
7
g 6
=
3 3toS mSw
a 5
[
—
A
E a4
L
S
=
a 3
A
= 2
1.4 S
1
- 0.4 S
0.0 mSw 0.1 miSw
0 .
" [ ——
. ——t 1"’ il l'i &'
= Dy 1@ v
Air travel Ch es't' ¥ Ray Mammogram LCDT for Average background Diagnostic CT

Lung cancer radiation
screaning (US, 1 Year)

Source: Agency for Healthcare Research and Quality. |s Lung Cancer Screening Right for Me? A decision aid for people considering lung cancer
screening with low-dose computed tomography. Available from https:2/Yeffectivehealthcare.ahrg.gov/decision-aids/lung-cancer-screening/patient.hitml




HEALTH WORKFORCE ROLES
AND RESPONSIBILITIES

Manage
Low-risk, low to
{.‘.anduct ] moderate
eligibility and Provide Conduct the Read and risk and Manage Manage
Promote and suitability check smoking Enrolin the low-dose report the Communicate Srupparl: Its moderate-risk referrals for high-risk or
recruit and request cessation program T n low-dose results com icati nodul ; repeatscansand very high-risk
low-dose support CT scan mun actionable investigations nodules
CT scan additional
findings

Healthcare Respira!tury

Radiographers Radiologists providers¥® physicians
(see key) linked to a lung
cancer MDT**

Healthcare Healthcare Administrative Health su — cither speci
providers® Healthcare providers® staff K L ) ':'r'a"'"ﬂ""l.e‘_r'i
(see key) providers* (see key) (see key) WArRErs = luing cancer MOT.
can support
assessment of
Health support eligibility Health support
workers (see key) workers

Requesting practitioners:
Healthcare providers authorised te request a low-dose CT scan, including general
practiticners, nurse practitioners and other medical practitioners

Healthcare providers *without authorisation to request a low-dose CT scan:
*Registered nurse, registered nurses, practice nurses and enrolled nurses, Aboriginal
NA l IDNAL and Torres Strait Islander health workers and practiboners, alhied health professionals

LUNG CA NCER Health support workers:

Abaoriginal liaison officers, health support workers and smoking cessation specialists

Administrative staff (based in primary care]:

Australian Government PROG RAM Practice managers and administrative staff
www.health.gov.au/nlcsp



Predicted screening outcome

75%

14%

8%

3%

20%

LDCT 24 months

LDCT 6 months ]

Moderate risk * LDCT 3 months l

High risk Refer to respiratory
] ] physician linked to a
Very high risk lung cancer MDT

Actionable additional findings As Eppl’ﬂprli.lte t © the specific I
finding




Respiratory Physician Linked to an MDT

THE
Lung Cancer MDT TUMOR BOARD
Nodule MD .y 0 A

Biorender image courtesy of Edward Stephens



Incidental Mx

https://www.ranzcr.com/college/document-library/nlcsp-
additional-findings-guidelines

, m
The Royal Australian Iy

and New Zealand ANZST

aaaaaaaaaaaaaaaaaaaaaa

College of Radiologists” sy amoncic kuviosy

NATIONAL LUNG
CANCER SCREENING
PROGRAM

Additional Findings Guidelines

Interstitial lung
abnormality

Interstitial lung abnormality
with high-risk features
(honeycombing, reticulation,
traction bronchiectasis or
progression) — report

Interstitial lung abnormality,
stable or without high-risk
features - report

Interstitial lung abnormality with
high-risk features: Clinical review
(symptoms, family history,
crackles). Perform high resolution
CT chest (including prone
acquisition). Refer to respiratory
physician.

Interstitial lung abnormality without
high-risk features: Clinical review
(symptoms, family history,
crackles). Imaging findings will be
assessed at next screening CT.

ERS/ESTS/ESTRO/ESR/ESTI/EFOMP
statement on management of incidental
findings from low dose CT screening for
lung cancer.(2)

Interstitial lung abnormalities detected
incidentally on CT: a Position Paper from
the Fleischner Society (3).

Expert opinion (ANZSTR and TSANZ).

22



SUMMARY

WITH A LITTLE HELP
O esucton: . FROM MY FRIENDS
e Reduction in Lung Cancer Mortality

Ve oot Wunn by OMN L ENNON od ML MUCAMINL Y

e Reduction in All Cause Mortality
e Stage Shift

* WHO?
* 50-70yo
* 30 Pack Year Smoking
* Quit <10 years ago

* HOW?
* LDCT scan, every 2 years
* With a lot of help from you all!
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Doubling the benefit: Smoking cessation plus

screening

biennial
: : LDCT
1. Long-term smoking abstinence plus LCS with
"'doub!es mortality bengflt from 21% . smoking
reduction to 38% reduction 2 cessation
2. People who quit at /around time of lung ‘;
cancer diagnosis have ~30% overall G biennial
survival benefit g~/ LDCT
3. All-cause mortality benefit: Quitting by 5 Zvr::;:;
age 60 could reduce premature T ————

mortality by 40% (~4-5 years)

1. Tanner Am J Respir Crit Care Med 2016; 2. Banks, E, BMC Medicine 2015;
3. Caini S, M. Journal of Thoracic Oncology 2022; Goffin JR,. Lung Cancer 2016;101:98-103



Radiation Oncology Implications

RONC Demand??

Pulmonary Nodule MDTs

Empiric Radiotherapy

Knowledge of Natural History GGO’s
SBRT for GGO

o



Promotion

SCREENING AND

ASSESSMENT PATHWAY

Program entry

& awareness

g All health professionals

Screening
eligibility

£ Aseasor

~~ " years old

T No slgns or
.ﬂbﬂ SYmMptoms
g1 suggestive

of lung cancer

Currently
-z smoking or quit
In past 10 years

=30 pack-year
Tis clgarette smoking

history

afs

EQA Participant recruitment

"(E Healthcare prowviders and support workers

F'H Organised by primary care provider
oR
Opportunistic in an unrelsted consultatdon
oR
Facilitated by any healthoare worksr
oR

Self-identification by potentisl participant

Enrolment & shared

decision-making

fr'% Reqguesting practitioner

Eligibility and enrclment fomm

Hiigibility for screening confirmed
Suiitability for low dose CT scan assessed

Informed choice to participsts recorded

2 Leror-close CT scan recquest

May be eligible

for screening — l
Mot eligible for

screening —

MCSR - Mational Cancer Screening Register, MMP- Modiu

& Management Protoool.

Screening

=

Low-dose CT scan

==

.'-"'j;_ Radiographer

Low-do== CT scan performed

Scan images retsined = per ususl practice

Scan assessment & reporting

73 Radiologist

Scan read using MLCSP
Module Management Protoood

Structured report
JL

l !

—

Structured report
SENC 10 requesting
pracdtionsr

Soucured reporrc 4
sent to MCSR

MNATIOMNAL
CAMNCER
Australian Government PROGRAM
Flesults & management
Based o NLCSF Nodule Momagerment Protooms’
p—
Retsn for soceeningin
Lowr to Retusn fior soreeningin
moderate risk & months

High risk

Results & reminders

-"r:i Requesting practitiomar

MCSR sends requesting pracddoner comespondence of the resulcs

ey o sk Sindines

MCSR nodgfies parbcpant o

MCS5R nodfies participant of resulc - ..
COMESct requesting prachtionsr

4

MCSR reminds participant oo
screen at required imterssl

Requesting practidoner provides
F results to pardidpant and manages
acoording to MR

1

Offer smoking cessation support according to best practice guidelines (ASK, ADVISE, HELP)

health.gov.au/nlcsp



Empiric Radiotherapy

e Historic manta of cancer care
* No pathologic proof of malignancy = No therapy

* Increasing challenge of considering SBRT without biopsy

e Considerations
* Risk of CT guided biopsy
* Diagnostic yield of attempted biopsy
* Risk of SBRT (peripheral vs central zone)
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