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In late 2010, results from the National Lung 
Screening Trial showed that lung cancer 
mortality was significantly reduced in high-
risk adults who received annual screenings 
using low-dose computed tomography (CT). 
After these results were announced, the 
American Cancer Society (ACS) joined with 
the American College of Chest Physicians, 
the American Society of Clinical Oncology, 
and the National Comprehensive Cancer 
Network to produce a systematic review on 
the evidence for screening for lung cancer 
using low-dose CT. The review focused on 
the following key questions: What are the 
potential benefits and harms of using low-
dose CT to screen persons at high risk of lung 
cancer? Which groups are likely to benefit? 
And in what setting would screening be most 
effective?

The ACS used the findings from the sys-
tematic review to create recommendations 
for a process of informed and shared decision 
making between physicians and patients that 
should occur before any decision is made 
to initiate screening. The recommendations 
focus on the potential benefits, limitations, 
and harms associated with lung cancer 
screening using low-dose CT. 

If access to a high-volume, high-quality 
lung cancer screening and treatment center 
is available, physicians should discuss 

screening with patients 55 to 74 years of 
age who are in relatively good health and 
have a smoking history of 30 pack-years or 
more, who currently smoke, or who have 
quit within the past 15 years. Physicians 
should not discuss low-dose CT screening 
with patients who do not meet these criteria. 
If screening is requested by a patient who 
does not meet the criteria, he or she should 
be told that there is too much uncertainty 
about the balance of harms and benefits in 
persons younger or older than 55 to 74 years 
who have less lifetime exposure to tobacco 
smoke, and that screening is therefore not 
recommended.

Physicians should ask about current and 
past smoking in all patients 55 to 74 years 
of age, and discuss the following benefits, 
uncertainties, and harms of lung cancer 
screening with those who meet the eligibility 
criteria above:

• Low-dose CT screening substantially 
reduces the risk of dying from lung cancer.

• Low-dose CT will not detect all lung 
cancers, and not all patients who have can-
cer detected will avoid dying from lung 
cancer.

• There is a significant chance of a false-
positive result, which requires additional 
testing and, in some cases, an invasive pro-
cedure to determine whether the abnormal-
ity is actually lung cancer. Fewer than one 
in 1,000 patients with false-positive results 
has a major complication resulting from a 
diagnostic workup.

Helping patients clarify their personal val-
ues can facilitate effective decision making. 
Those who value the opportunity to reduce 
their risk of dying from lung cancer and 
who are willing to accept the risks and costs 
associated with low-dose CT and the rela-
tively high likelihood of the need for further 
testing may opt for annual screening. Those 
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Attend an AAFP SELF-ASSESSMENT MODULE 
WORKING GROUP and complete the knowledge 
assessment portion of your MC-FP Part II with ease.

TAKE THE GUESSWORK Straightforward. Accessible. Manageable.

OUT OF SAMS. 
Register early to save $40

Course Date / Subject / Location
April 12 / Cerebrovascular / Las Vegas, NV
April 13 / Preventive Care / Las Vegas, NV
July 18 / Asthma / Myrtle Beach, SC
July 19 / Diabetes/ Myrtle Beach, SC
Sept. 20 / Coronary Artery Disease / Chicago, IL  
 (Rosemont)
Sept. 21 / Childhood Illness / Chicago, IL  
 (Rosemont)
Sept. 20 / Hypertension /Albuquerque, NM  
 (Santa Ana Pueblo)
Sept. 21 / Health Behavior / Albuquerque, NM  
 (Santa Ana Pueblo)
Oct. 11 / Hospital Medicine / Hershey, PA
Oct. 12 / Heart Failure / Hershey, PA
Oct. 22 / Diabetes / Washington, D.C.
Oct. 23 / Asthma / Washington, D.C.
Oct. 24 / Preventive Care / Washington, D.C.
Oct. 25 / Health Behavior / Washington, D.C.
Nov. 15 / Heart Failure / Las Vegas, NV
Nov. 16 / Well Child Care / Las Vegas, NV

DONE.
ONE DAY.

In one day, assess and review the 60 core competency questions, led 
by expert family physicians currently working in the field, and decide 
the best answer as a group. The AAFP will report your successful 
knowledge assessment score to the ABFM on your behalf.

Participate with your colleagues in a distraction-free, focused work 
environment that fosters interaction and promotes collaboration, while 
you earn CME*.

Prices start at $225 for AAFP members 
aafp.org/completesams
(800) 274-2237
*To complete the SAM process and earn CME, you must also complete the clinical simulation on the ABFM 
website within one year (separate fee to the ABFM required).

who place greater value on avoiding test-
ing that carries a high risk of false-positive 
results and a risk of complications, and who 
accept that they are at greater risk of death 
from lung cancer than from screening com-
plications, may opt not to be screened.

Smoking cessation counseling remains 
a high priority for patients who smoke. 
Current smokers should be informed of 
their risk of lung cancer and referred to a 
smoking cessation program. Lung cancer 
screening is not an alternative to smoking 
cessation.

Adults who opt to be screened should be 
tested annually until 74 years of age. Chest 
radiography should not be used for lung can-
cer screening. Whenever possible, patients 
should enter a program at an institution with 
expertise in low-dose CT screening, with 

access to a multidisciplinary team skilled in 
the evaluation, diagnosis, and treatment of 
abnormal lung lesions. If such a program is 
not available but the patient strongly wishes 
to be screened, he or she should be referred 
to a center that performs a reasonably high 
volume of lung CT, diagnostic testing, and 
lung cancer surgeries. If such a setting is not 
available and the patient is not willing or able 
to travel to one, the risks are sufficiently high 
that screening is not recommended.

At this time, few government or private 
insurance programs provide coverage for the 
initial low-dose CT to screen for lung cancer. 
Physicians who offer screening should tell 
patients how much the initial test will cost 
and help them determine whether they must 
pay for it themselves. 
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