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In this month’s issue of AnnalsATS, Dr. Kim
and colleagues (pp. 1561-1569) present
research using the five-center PROSPR
(Population-based Research to Optimize the
Screening Process) cohort to examine lung
cancer screening (LCS) follow-up for normal
and abnormal exams stratified by program
centralization and comparing Black to White
patients (1). They demonstrate that among
5,142 individuals that received baseline LCS
with initial negative findings, those that
received their care at centralized programs
were twice as likely to receive a subsequent
annual screen compared with those that
received their care at decentralized programs
(76.1% vs. 34.8%). In addition, Black
individuals were half as likely to receive
annual follow-up LCS as White individuals
(29.4% vs. 65.0%), but this disparity was
only found in decentralized rather than
centralized programs. Regarding individuals
with positive baseline screens, their study did
not find a difference in follow-up between
centralized and decentralized programs, and
there were no differences between Black and
White patients. Overall, their work is the
first to demonstrate that LCS program
centralization may improve screening
disparities in care among Black individuals.
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Editorials

This study is consistent with prior
studies showing that Black individuals are
less likely to receive an initial LCS, and when
they do undergo LCS, they are about 30%
less likely to receive the recommended
follow-up (2-4). These are highly concerning
findings as Black men have the highest lung
cancer incidence and mortality from lung
cancer of any demographic group (5), and
Black populations may derive greater relative
mortality benefits from screening (6).

If current trajectories in LCS uptake

and adherence persist among Black
populations, LCS has the potential to
exacerbate rather than improve existing
disparities in screening and may also magnify
disparities in lung cancer presentation stage
and treatment seen in this population (7, 8).
This study demonstrates that some programs
are able to achieve equitable screening
follow-up between Black and White patients,
called “centralized programs”, but a better
understanding of what this means will be
essential to create tailored and feasible
interventions that can be used by other LCS
programs.

In general, in a centralized LCS program,
patients are referred to a dedicated LCS
program, and the program personnel (e.g,, LCS
coordinator) handle several of the key functions
of LCS (e.g,, verifying eligibility, conducting
shared decision-making, ordering the LCS,
notifying the patient of their results, and
managing follow-up care). In decentralized
programs, the ordering primary care provider
is responsible for all the key functions and
refers the patient to specialists. Consistent with
this article, several others have shown that
centralized programs improved adherence to
annual follow-up after an initial LCS (9, 10).
Current guidelines do not recommend one
program type over the other; instead, it is
recommended to choose the program type
that best matches the resources available with
the needs of the local community, and in
real-world practice, many programs may
operate as a hybrid model, incorporating some

elements of both centralized and decentralized
practices (11).

Even though centralized programs may
attain better annual adherence and improve
disparities among Black populations and
potentially others who face health disparities,
it is unclear what components of a centralized
program underlie these benefits. This is an
essential question, as the majority of screening
currently takes place in decentralized settings,
and in most healthcare systems, it is likely not
feasible to fully centralize LCS. In addition to
screening coordinators, centralized LCS
programs often employ several other
structures and processes that support LCS.
For example, centralized screening programs
may benefit from more knowledgeable
practitioners, multidisciplinary tumor boards
to guide the management of screen-detected
findings, steering committees to optimize the
implementation and maintenance of the LCS
program, and LCS registries to systematically
track results and follow-up. In addition,
centralized programs may employ several
processes that could improve screening
among underserved populations, including
clinical reminders to identify eligible patients
and patients due for screening, providing
educational materials, addressing barriers to
accessing care such as insurance coverage and
transportation, and even holistic systems to
assist patients through the screening care
continuum, known as patient navigation (12).
These structures and care processes may all
lead to improved patient screening outcomes
(Figure 1).

We would argue that it may be the
programmatic elements of patient navigation
that can have the largest impact on
mitigating disparities along the screening
care continuum. Unmet social determinants
of health (e.g., underinsurance, housing
insecurity, and transportation) have been
shown to be key reasons for having missed
an LCS evaluation (13, 14). Patient
navigation can generally be thought of as a
set of patient-facing interventions to assist
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Patient Navigation

¢ Shared Decision Making
¢ Educational materials
¢ Communication of results
¢ Addressing barriers to accessing
screening:
o Insurance coverage
o Transportation
o Language barriers

Improvement in

Long-term
Outcomes

¢ Increased uptake of
LCS

¢ Improved adherence
to recommended
follow-up

¢ Decreased mortality
from lung cancer

Figure 1. Potential structures and patient navigation processes in the lung cancer screening (LCS) continuum that improve disparities in

screening among underserved populations.

patients in overcoming barriers in a care
process. These interventions have a strong
evidence base in other screening modalities
and have been demonstrated to improve
screening uptake and adherence in limited
studies in LCS (15). It is unclear to what
extent these care processes were taking place
at centralized sites in the current study from
Dr. Kim and colleagues. A more in-depth
analysis of the care processes which lead to
improved screening follow-up in both this
and other cohorts could be highly beneficial.
In addition, prospective work incorporating
key interventions to improve adherence that
could be applied outside of centralized
settings is needed, as navigation can often be
used as a community-based rather than a
program-based intervention.

There are also limitations to the
conclusion that the centralization of
programs is a solution to disparities in
screening care. As the two centralized
programs in this study were both health
maintenance organizations, we do have some
concern that disparities were partially
mitigated by the higher socioeconomic status
and adequate insurance coverage among
members of these programs, though some of
these factors were analyzed in adjusted
analyses. Moreover, in only looking at the
White and Black races, it is unclear that
centralization improves care disparities in
other populations. Centralization also likely
does not address other disparities along the
LCS care continuum, particularly in access to
and uptake of screening.

Overall, this and other studies
demonstrate that centralizing some
features of an LCS program may improve
screening care outcomes and equity.
Future studies are needed to more clearly
determine which structures and processes
employed by these programs have the
largest impact on improving LCS disparities
among underserved populations and
could be translated outside of a centralized
setting. This work is critical as it will
inform the implementation of future LCS
strategies among diverse communities
and healthcare systems with limited
resources. Ml
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