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BACKGROUND

• In the Veterans Health Administration (VHA) population, there 
are an estimated 8,216 lung cancer cases and 6,674 lung 
cancer deaths per year 

• The prognosis after lung cancer diagnosis is poor, leading to death 
in close to 90% of affected patients

• Lung cancer screening with low-dose computed tomography 
shown to have lung cancer specific mortality and all cause 
mortality reduction in the National Lung Screening Trial 

• VHA conducted a lung cancer screening demonstration 
project from 2013-2015 to identify key considerations for 
implementation of lung cancer screening in VA.
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BACKGROUND

• In August 2016, VA’s National Leadership Council (NLC) approved 
recommendations for lung cancer screening (LCS) with low-
dose computed tomography (LDCT)

• From March-September 2017, a Lung Cancer Screening 
Interdisciplinary Project Team developed implementation 
recommendations and guidance for VA health care systems and 
facilities

• VHA Memo issued in Nov 2017 containing NLC recommendations 
and implementation guidance for facilities and health care systems
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VA LUNG CANCER SCREENING RECOMMENDATIONS

• Lung cancer screening with LDCT will be made available 
to Veterans on a voluntary basis. 

• If a patient and provider in a process of shared decision 
making desire screening, VHA should provide access to 
it using VA or Care in the Community resources.
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VA LUNG CANCER SCREENING CLINICAL PREVENTIVE 
SERVICES GUIDANCE

• VHA recommends offering annual screening for lung cancer with 
low-dose computed tomography to adults aged 55 to 80 years who 
have a 30 or more pack-year history and currently smoke or have 
quit within the past 15 years and have a life expectancy of more than 
5 years. 

– Reviewed and approved by VA’s Preventive Medicine Field Advisory Committee

– Consistent with recommendations of U.S. Preventive Services Task Force
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LDCT GUIDELINES

VA facilities with well-developed programs wishing to pursue broad screening or 
some screening only at Veteran’s request should meet the criteria set forth in the 
LDCT guidelines.

LDCT Guidelines: Facilities can elect to pursue screening patients for lung cancer 
with LDCT using VA resources only when all the following criteria for components of a 
comprehensive lung cancer screening program are met:

• Systematic way to identify high-risk patients who meet screening criteria (for 
facilities with broad screening programs only)

• Patient education materials for shared decision making

• Clinical coordinators to coordinate care of patients in program

• Effective smoking cessation program

• Multidisciplinary committee

• Standardized screening guidelines (evidence based)

• Standardized radiology codes, procedure names and nodule management 
guidelines

• Develop or use an existing registry to track patients
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LCS TOOLKIT

An toolkit of resources to assist with implementation is available to VHA 
staff. Resources include:

➢ A checklist of lung cancer screening program elements recommended 
by the NLC

➢ Evidence-based criteria for lung cancer screening

➢ Workload estimator

➢ Patient education materials

➢ Smoking cessation program elements

➢ Information on clinical reminders

➢ Radiology guidance

➢ Information on a VA-developed tracking tool that can be used for 
tracking lung cancer screening patients.
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TOBACCO PACK YEAR CLINICAL REMINDER
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PATIENT EDUCATION MATERIALS
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NEXT STEPS

• Implementation support for VA facilities and networks

• Dissemination of VA-developed lung cancer screening tracking 
system

• Evaluation and research partnerships

• Exploring partnerships or use of non-VA resources to provide 
lung cancer screening where appropriate
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