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Abstract
Early diagnosis and treatment are associated with better outcomes in oncology. We reviewed the existing
literature using the search terms “low dose computed tomography” and “lung cancer screening” for
systematic reviews, metanalyses, and randomized as well as non-randomized clinical trials in PubMed from
January 1, 1963 to April 30, 2022. The studies were heterogeneous and included people with different age
groups, smoking histories, and other specific risk scores for lung cancer screening. Based on the available
evidence, almost all the guidelines recommend screening for lung cancer by annual low dose CT (LDCT) in
populations over 50 to 55 years of age, who are either current smokers or have left smoking less than 15
years back with more than 20 to 30 pack-years of smoking. “LDCT screening” can reduce lung cancer
mortality if carried out judiciously in countries with adequate resources and infrastructure.
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Introduction And Background
Globally, in 2020, there were 2,206,771 new cases of lung cancer [1]. It is now the second most commonly
diagnosed cancer worldwide, after breast cancer, but still, it is the most common cause of mortality due to
cancer worldwide, accounting for 1,796,144 deaths in 2020, which is 18% of total cancer-related deaths [1].
In India, lung cancer in 2020 accounted for 72,510 (5.5%) of the total incident cancer cases [2]. In India, lung
cancer is the fourth most commonly diagnosed, after breast, oral cavity, and cervical cancer. It is the fourth
leading cause of mortality among cancers, accounting for 66,279 deaths. It accounted for 7.8% of cancer-
related deaths in 2020 [2]. According to the Indian Council of Medical Research (ICMR) report 2020, 44% of
cases in male and 47.6% of cases in female population were diagnosed with distant metastasis (M1 disease),
37% of cases in male and 29.8% of cases in female population were diagnosed with locally advanced stage,
and only 13.9% and 17% cases were diagnosed at a localized stage among males and females, respectively
[3]. In half of the cases, this late detection at the metastatic stage (M1) is the culprit of high mortality. As
survival time decreases significantly with the disease stage progression, five-year survival is 45%-50% for a
localized early clinical stage I, 10% for stage III, and only 2% for metastatic stage IV disease [4].

Only stage I and limited stage II lung cancers are amenable to curative surgical resection [5]. This further
highlights the significance of secondary screening to diagnose patients at an early stage so that curative
treatment can be offered to achieve maximum overall survival.

The idea of screening for lung cancer dates back to 1963 when Saccomano et al. [6] demonstrated a
technique to detect malignant cells in sputum. Based on this, several trials have been done to evaluate the
role of sputum and chest x-rays in lung cancer screening [7-14]. However, most of these studies failed to
demonstrate a beneficial effect on mortality in the screened population [7-14]. With the advent of low dose
computed tomography (LDCT) and its role in the early detection of lung cancer, there is an upsurge of
various randomized controlled trials (RCTs) and feasibility studies of LDCT in lung cancer screening in
multiple parts of the world. Here, we reviewed all the available documented evidence in the literature.

Review
Material and Methods
We searched PubMed using the keywords “low dose computed tomography” and “lung cancer screening”
published between January 1, 1963 and April 30, 2022. We also used the search engine Google Scholar and
scanned through the references of the selected articles to find additional studies. We included systematic
reviews with meta-analyses, RCTs, and controlled clinical trials in our review. We also reviewed the
guidelines for lung cancer screening given by various professional societies. Only articles published in
English were included. To minimize bias, the search was carried out independently by two authors, AP and
SS. A third author KD resolved any disagreement.
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Results
Single-Arm Studies

It is evident from various single-arm studies that lung cancer can be detected at an early stage with a
computed tomography (CT) scan than a chest radiograph [15-17]. The Early Lung Cancer Action Project
(ELCAP) showed that early-stage lung cancers (stage-I) were diagnosed six times more frequently on LDCT
than on chest radiographs (2.3% [1.5-3.3] versus 0.4% [0.1-0.9]) [15]. Another study by Sone et al.
[16] showed a 10-fold increase in the probability of lung cancer detection on mobile CT screening compared
to chest radiographs. Despite detecting early lung cancer, analysis of two single-arm cohort studies gave
contradictory results on the prevention of lung cancer mortality [15,18]. The first analysis showed that 85%
were detected with stage-I lung cancer with an estimated 10-year survival rate of 88% [15]. This analysis
concluded that the annual CT screening could prevent 80% of lung cancer deaths [15]. In contrast, another
analysis concluded that LDCT might increase lung cancer diagnosis at an early stage and surgical resection,
but without reducing advanced lung cancer and lung cancer-related death [18]. Based on the findings of
baseline and repeat screening with LDCT of the chest among 3,642 smokers, Pittsburg Lung Screening Study
(PLuSS) also concluded that LDCT leads to the detection of early-stage lung cancer at the cost of many
diagnostic follow-up procedures, including major thoracic surgery with the non-cancer outcome [19]. These
studies ultimately led to the genesis of RCTs for lung cancer screening.

RCTs and Feasibility Studies Around the World 

USA: Lung screening study (LSS), a pilot study assessing the feasibility of a large RCT, showed high
compliance with screening by LDCT or chest radiograph with minimal cross-over, hence paving the way for
the National Lung Screening Trial (NLST) [20]. The NLST was a multicenter RCT that enrolled 53,454
participants of age 55-74 years old with a ≥ 30 pack-years smoking history, either current smokers or who
had quit smoking within 15 years [21]. After randomization, 26,722 participants were assigned to the LDCT
screening group and 26,732 to the chest radiography group. The participants underwent three screenings
with either LDCT or a single view posteroanterior chest radiograph annually, with the first screening just
after randomization. The incidence of lung cancer was higher in the LDCT group than in the chest
radiography group (645 versus 572 per 100,000 person-years; rate ratio 1.13; 95%CI: 1.03-1.23). The
mortality was lower in the LDCT group than in the chest radiography group (247 versus 309 per 100,000
person-years), with a relative reduction in mortality of 20.0% (95% CI, 6.8-26.7; P=0.004). Screening with
LDCT also significantly reduced all-cause mortality by 6.7% (95% CI, 1.2-13.6; P=0.02). Even extended
follow-up of the NLST showed a sustained reduction in mortality due to lung cancer in the LDCT arm [22].
The number needed to screen to prevent one lung cancer death (NNS) was 303 in extended follow-up,
similar to the original reported NNS of 320 [22]. A cohort study as a secondary analysis of NLST data with
the inclusion of more black individuals showed a greater mortality reduction due to lung cancer (black
individuals: Hazard ratio [HR] 0.82; 95% CI: 0.72-0.92; versus the whole NLST cohort: HR 0.84; 95% CI: 0.76-
0.96), hence stressing the need of access to lung cancer screening for black populations with habits of
smoking [23].

After several years of LSS study completion, an analysis was performed by linking to the National Death
Index (NDI) to determine their long-term mortality [24]. After a median follow-up of 5.2 years, the lung
cancer-specific mortality was 3.84 and 3.10 per 1,000 person-years with a risk ratio of 1.24 (95% confidence
interval [CI]: 0.74-2.08) in the LDCT group and chest radiograph group, respectively [24].

Italy: In Italy, three small RCTs were conducted to assess the impact of screening with LDCT on the
reduction of mortality.

The Detection And screening of early lung cancer with Novel imaging TEchnology (DANTE) trial in 2001
enrolled 1,264 subjects in the LDCT arm and 1,186 in the control arm of the age 60-74 years with a smoking
history of at least ≥ 20 pack-years; either current smokers or who have quit within last 10 years [25]. All
subjects had undergone chest radiographs and three-day sputum cytology as a baseline, regardless of their
allocation. Subjects of the LDCT arm, besides baseline LDCT, also received four rounds of annual screening
along with a clinical review. In contrast, the control subjects received a concise clinical review only. In the
LDCT arm, 3.71% (47/104 cases) were detected to have stage-I disease, significantly higher than the control
group (1.35%, 16/72 cases; P=0.0002). The lung cancer-specific mortality rate was 543 per 100000 patient-
years in the LDCT arm, similar to 544 per 100,000 patient-years in the control arm (hazard ratio [HR], 0.933;
95% CI 0.688-1.433), and the all-cause mortality rate was 1,655 per 100,000 patient-years in the LDCT arm
compared to 1742 per 100000 patient-years in the control arm (hazard ratio [HR], 0.947; 95% CI 0.769-
1.165).

The ITALUNG Lung Cancer screening trial launched in 2004 enrolled 3,206 subjects; aged 55 to 69 years with
at least ≥ 20 pack-year smoking history; current or former smokers who have quit smoking within the last 10
years [26]. The participants were randomized to receive LDCT screening annually for four years (n= 1,613)
versus usual care (n= 1,593). There was no significant difference in the incidence of lung cancer between the
two groups (67 versus 71; RR 0.93; 95% CI 0.67-1.3). However, there was a significantly increased detection
of Stage I cancer in the screening group compared to the control group (24 [36%] versus 8 [11%]; p < 0.001).
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Consequently, the proportion of patients receiving surgical treatment was also significantly higher in the
screening group compared to the control group (52% versus 28%; p=0.003). The trial observed a non-
significant 30% reduction in lung cancer-specific mortality (RR 0.70; 95% CI: 0.47-1.03; p=0.07) and 17%
reduction in all-cause mortality (RR 0.83; 95% CI: 0.67-1.03; p=0.08) after a median follow-up of 9.3 years.
Despite lacking statistical significance, this trial shows a consistent temporal relationship as a significant
46% reduction in lung cancer-specific mortality in the post-screening period (RR=0.54; p=0.01).

The Multicentric Italian Lung Detection Study (MILD) in 2005 enrolled 4,099 subjects aged 49-75 years with
a ≥ 20 pack-year smoking history who were current smokers or had quit within the last 10 years, without
lung cancer history in the previous five years [27,28]. The participants were randomized to a screening arm
(n= 2,376), with further randomization to annual (n=1,190) and biennial (n=1,186 LDCT every two years)
screening, or a control arm (n = 1,723) with no intervention. MILD was designed to investigate the efficacy of
prolonged LDCT screening beyond five years and evaluate biennial screening compared to annual screening
[28]. There was a non-significant increased cumulative incidence of lung cancer in the intervention arm
compared to the control arm (431 versus 373 per 100,000 person-years; p=0.84) [28]. The detection of stage I
lung cancer was also significantly higher in the intervention arm as compared to the control arm (49 versus
13; p=0.0004), and the resection rate was also higher in the intervention arm in comparison to the control
arm (64 versus 16; p < 0.0001) [28]. The 10-year cumulative risk of lung cancer-specific mortality was 1.7%
in the intervention arm compared to 2.5 % in the control arm, with a significant 39% risk reduction by LDCT
(HR 0.61; 95% CI:5-61; p=0.02) [28]. The 10-year cumulative risk of overall mortality was 5.8% in the
intervention arm compared to 6.5% in the control arm, with a 20% non-significant risk reduction by LDCT
(HR 0.80; 95%CI: 0.62-1.03; log-rank p=0.07) [28]. The landmark analysis beyond five years (excluding lung
cancers and death in the first five years) shows a significant 32% risk reduction in overall mortality (HR 0.68;
95%CI: 0.49-0.94, p=0.01) and a 58% risk reduction in lung cancer-specific mortality (HR 0.42; 95%CI: 0.22-
0.79, p=0.0037) by LDCT as compared to no screen [28]. Thus, as evident from the MILD trial, screening
beyond five years can enhance its effect. Algorithm of more extended screening (two years intervals) after a
negative baseline LDCT and annual in case of indeterminate LDCT in the biennial arm detected similar
stage-I lung cancer, surgical resections, and interval lung cancers, but with a reduced cost and radiation
exposure [29]. Overall mortality (HR: 0.80, 95% CI: 0.57-1.12) and lung cancer-specific mortality (HR: 1.10,
95% CI: 0.59-2.05) were also similar in the biennial LDCT arm as compared to the annual LDCT arm at 10
years [30].

To overcome the small sample sizes in the European trials, pooled analysis of two Italian RCTs (DANTE and
MILD) was conducted for 3,640 participants in the LDCT arm versus 2,909 participants in the control arm
[31]. After a median follow-up of 8.2 years, 192 lung cancer cases were detected in the LDCT arm compared
to 105 lung cancer cases in the control arm, with half of the LDCT arm cases and 21% of the control arm
cases having early-stage cancer. This pooled analysis showed a non-significant reduction of 11% in overall
mortality with LDCT (HR:0.89; 95%CI: 0.74-1.06). HR of lung cancer-specific mortality was 0.83 (95% CI:
0.61-1.12) for the LDCT arm compared to the control arm.

France: Depiscan, a pilot RCT of LDCT versus chest radiograph, showed that the detection of non-calcified
nodules was 10 times more often in the LDCT group than in the chest radiograph group. Lung cancer
detection was also higher in the LDCT group (2.4%) than in the chest radiograph group (0.3%); however, a
higher proportion of advanced lung cancer in the LDCT group was detected [32].

Denmark: The Danish lung cancer screening trial (DLCST) recruited 4104 participants aged 50-70 years with
≥ 20 pack-year smoking history [33]. The screening group detected significantly higher lung cancer than the
control group (100 versus 53; p < 0.001). The detection of early-stage cancers (stage I and II) was also more
in the screening group compared to the control group (54 versus 10; p < 0.001). There was no difference
between lung cancer-specific mortality (39 versus 38; HR 1.03; p=0.888) and all-cause mortality (165 versus
163; HR 0.82; p=0.867) in both the groups. As DLCST was a statistically underpowered study, so a conclusive
statement on the efficacy of LDCT in lung cancer screening is not possible.

Germany: The German Lung Cancer Screening Intervention (LUSI) study recruited 4,052 participants aged
50-69 years with a smoking history of at least 15 cigarettes per day for 25 years, or at least 10 cigarettes per
day for at least 30 years, who were current smokers or had quit smoking < 10 years ago [34]. The participants
were randomized into a screening arm (n= 2,029) to receive baseline and four annual LDCT screening rounds
or a control arm (n=2,023) to receive usual care. On the first detection of nodules in LDCT, any screening
round was classified as per the largest diameter. Nodules ≥ 5 mm had undergone earlier follow-up LDCT
according to size (5-7mm: 6 months, 8-10 mm: 3 months, ≥ 10 mm: immediate diagnostic work-up). In the
screening round, depending upon volume doubling time (VDT), diagnostic workup was recommended (VDT
> 600 days: annual screening, VDT: 400-600 days; LDCT after six months, VDT < 400 days; immediate work-
up). There was a significant increase in combined diagnosis for early and advanced stage tumors over the
screened period in the screening arm compared to the control arm (HR 1.76 [95% CI: 1.17-2.66], p < 0.01).
There was a significant increase in the diagnosis of early cancer (stage I) during the active screening period
(5 years post-randomization) in the screening arm as compared to the control arm (HR 14.1 [95% CI: 4.37-
45.5], p<0.0001). There was a 39% reduction in the detection of advanced cancers in the screening arm by
LDCT compared to the control arm (HR 0.61 [95% CI: 0.35-1.07], p=0.083). After two years of randomization,
overall lung cancer deaths diverged, resulting in a nonsignificant HR of 0.74 (95% CI: 0.46-1.19; p=0.21).
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Modeling by sex, however, showed a significant reduction in lung cancer-specific mortality among women
(HR 0.31 [95% CI: 0.10-0.96]; p=0.04). There was no significant effect on all-cause mortality (HR 0.99 [95%
CI: 0.79-1.29], p=0.95).

Netherland/Belgium: The Nederlands-Leuvens Longkanker Screenings Onderzoek (NELSON) was a
population-based randomized controlled trial initiated in Netherlands and Belgium, enrolling 15,792
participants (13,195 males, 2,595 females, and three unknown sex) aged 50 to 74 years, who are current or
former smokers [35]. The participants were randomized to 1:1 into the screening group (6,583 male) or the
control group (6,612 male). Participants in the screening group had undergone four rounds of LDCT
screening at intervals of 1, 2, and 2.5 years, whereas the control group received usual care. Lung nodules
detected on LDCT were analyzed with semiautomated software to determine nodule volume. Nodules with
volume >500 cubic mm or volume 50-500 cubic mm with VDT < 400 days on repeat CT scan after three
months were labelled positive. At 10-year follow-up, a higher cumulative incidence of lung cancer was
detected in the male participants of the screening group (5.58 cases/1,000 person-years) than in the control
group (4.91 cases/1,000 person-years) with a rate ratio of 1.14 (95% CI: 0.97-1.33). Screening detected
substantially more cases of lung cancers 58.6% in stage IA or IB than 13.5% in the control group. At 10 years
of follow-up, mortality due to lung cancer in the screened group (156 death; 2.5/1,000 person-years) was
lower than in the control group (206 deaths; 3.30/1,000 person-years), with a cumulative rate ratio of lung
cancer-specific mortality of 0.76 (95% CI, 0.61-0.94; p=0.01). Subgroup analysis among women revealed a
further reduced rate ratio of 0.67 (95% CI: 0.38-1.14) for lung cancer-specific mortality. All-cause mortality
was similar in both the groups as this trial was not sufficiently powered to show a possible favorable
difference.

United Kingdom: The UK Lung Study (UKLS) enrolled 4,055 participants aged 50-75 years with a risk score >
4.5% according to version 2 of the Liverpool Lung Project risk model (LLPv2), randomizing participants in
the ratio of 1:1 to LDCT arm (2,028 patients) or usual care arm (2,027 patients) [36]. The median follow-up
was 7.2 years. There was a non-significant increase in the incidence of lung cancer in the screening arm
compared to the control arm (86 versus 75; RR: 1.15 [95%CI: 0.8-1.57], p=0.375). The lung cancer-specific
mortality was lower in screened group compared to the control group, but the difference was not statistically
significant (30 versus 46; RR 0.65 [95%CI: 0.41-1.02], p=0.062). Out of 161 patients diagnosed with lung
cancer, the number of deaths was significantly lower in the screening arm compared to the control arm (42
versus 58; RR 0.52 [95%CI: 0.35-0.77], p=0.001). The odds of cancer being diagnosed at a late stage (stage III
or IV) were significantly lower in the screening arm than in the control arm (OR 0.14 [95% CI: 0.07-0.32], p<
0.001). Overall, there were significantly fewer late-stage lung cancers in the screening arm compared to the
control arm (16 versus 37; RR 0.43 [95% CI: 0.24- 0.77], p=0.005).

The LungSEARCH study enrolled 1568 current/ex-smokers with mild/moderate chronic obstructive
pulmonary disease (COPD) [37]. Participants were randomized (1:1) to the screened group undergoing
annual screening with sputum cytology and cytometry or the control group with no specific procedure.
Participants in the screened group with abnormal sputum results were offered annual LDCT and
autofluorescence bronchoscopy (AFB), whereas those with normal sputum reports underwent annual sputum
analysis. Among 78 diagnosed lung cancer cases, 54.8% (23 out of 42 cases) in the screened group and 45.2%
(14 out of 31 cases with known staging) in the control group were diagnosed with early stage. However, this
sequential strategy using sputum analysis in detecting high-risk populations for LDCT failed to improve the
efficiency and stage-shift in lung cancer screening.

Australia: Queensland Lung Cancer Screening Study (QLCSS) assessed the feasibility of LDCT screening in
Australia after applying the NLST protocol with modifications of age criteria from 55-74 years to 60-74 years
and the requirement of minimum lung function (forced expiratory volume in 1 second ≥50% predicted on
spirometry) among 256 participants [38]. After a median follow-up of five years (1,825 days), detection of
lung cancer was higher in the QLCSS study as compared to the NLST study (121 versus 65 cases per 10,000
person-years), which may be due to the recruitment of an older population, predominantly male population,
relatively high smoking pack-years and self-reported exposure of occupational asbestos than NLST. 83.3% of
diagnosed lung cancer after LDCT screening were stage I-II which is quite similar to NLST. Despite a small
sample size and less robust risk-benefit analysis, this study demonstrates the feasibility of LDCT screening
in Australia, consistent with NLST.

Brazil: In the Brazilian Lung Cancer screening trial (BRELT1) [39], 790 participants were included with
inclusion criteria similar to the NLST criteria. Despite a significantly high positive baseline-LDCT scans in
this study (312 of 790 [39.5%]) in comparison to NLST (7,191 of 26,722 [26%]) (p<0.001), a similar number of
lung cancer cases were identified (1.0% versus 1.3%) with the equivalent number of invasive procedures,
supporting the effectiveness of LDCT screening even in a country with a high incidence of granulomatous
diseases like tuberculosis.

China: In a study by Yang et al. [40], in 6,657 participants from an asymptomatic high-risk Chinese
population with both smoking (current or former smokers) and non-smoking related risk factors, higher
numbers of lung cancer were detected in the LDCT group (51 patients, 1.5%) in comparison to the control
group (10 patients, 0.3%). The detection of stage-I lung cancer was also higher in the screened group (48
patients; 94.1%) than in the control group (two patients; 20%). This trial concluded that LDCT had
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significantly enhanced the detection of early-stage lung cancer by 74.1% as compared to standard care.

India: Garg et al. [41] showed that the odds of detecting lung cancers in the LDCT group were 7.70 (95% CI:
0.39-151.22) compared to the observation group.

A retrospective study from Mumbai, India, among 350 smokers who were screened with LDCT showed lung
nodules in 335 (93%), with Lung-RADS category one nodules in 117 (36%), category 2 in 133 (41%), category
3 in 29 (9%), and category 4 in 46 (14%) of positive scans [42]. Seven of the category four nodules were
diagnosed to have lung cancer. This pilot study from India showed that LDCT could pick up lung cancer even
in a tuberculosis-endemic country like ours.

Meta-analysis

Seven published meta-analyses (Table 1) demonstrated conclusive evidence of a statistically and clinically
significant reduction in lung cancer-specific mortality with LDCT screening [36,42-48]. These meta-analyses
also showed a slight decrease in all-cause mortality, although not powered sufficiently to give conclusive
evidence; however, a small reduction would represent a large number of saved lives if a worldwide lung
cancer screening strategy were implemented in the context of the second most commonly detected cancer
having second highest mortality rates.

S.N.
 Author,
year

No. of
studies

Trials included
(S.N. in table 1)

LDCT
arm

Control Total Lung cancer
Early-stage
lung cancer

Lung cancer-
specific mortality

All-cause-mortality

1
Fu et al.
2016 [43]

Nine
RCTs

1-5, 7,8,11,12 43753 43144
OR 1.31 (95% CI:
1.20-1.43)

OR 2.15 (95%
CI: 1.88-2.47)

OR 0.84 (95% CI:
0.74-0.96)

OR 0.96 (95% CI:
0.90-1.02)

2
Huang et
al. 2019
[44]

Nine
RCTs

1-9
97244
participants

NR
RR 2.08 (95%
CI: 1.43-3.03)

RR 0.83 (95% CI:
0.76-0.90)

RR 0.95 (95% CI:
0.90-1.00)

3
Tang et
al. 2019
[45]

Nine
RCTs

1-6, 8,9,12 38357 37563
RR 1.58 (95% CI:
1.25-1.99, p<0.001)

RR 3.45 (95%
CI: 2.08-5.72,
p=0.001)

RR 0.84 (95% CI:
0.75-0.95, p=0.004)

RR 1.26 (95% CI:
0.89-1.78, p=0.193)

4
Ebell et
al. 2020
[46]

Nine
RCTs

1-8 (9 excluded
due to high risk
of bias)

90475
participants

Cumulative
incidence ratio: 1.21
(95% CI: 1.06-1.37)

NR
RR 0.81 (95% CI:
0.74-0.89)

RR 0.96 (95% CI:
0.92-1.01)

5
Sadate et
al. 2020
[47]

Seven
RCTs

2-8
84558
participants

NR NR
Relative reduction of
17%, RR: 0.83 (95%
CI: 0.76-0.91)

Relative reduction of
4%, RR: 0.96 (95%
CI: 0.92-1.0)

6
Hoffman
et al.
2020 [48]

Nine
RCTs

1,2,4-9
96559
participants

NR
RR 2.93 (95%
CI: 2.16-3.98)

RR 0.84 (95% CI:
0.75-0.93)

RR 0.96 (95% CI:
0.91-1.01)

7
Field et
al. 2021
[36]

Nine
RCTs

1-8, 10 94834 participants NR
RR 0.84 (95% CI:
0.76-0.92)

RR 0.97 (95% CI:
0.94-1.00)

TABLE 1: Summary of all meta-analyses for lung cancer screening

Guidelines by Various Scientific Societies

Almost all the guidelines recommend screening for lung cancer by annual LDCT in elderly over 50 to 55
years of age who are either current smokers or have left smoking less than 15 years back with more than 20
to 30 pack-years of smoking (Table 2) [49-54].
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Organization Age Smoking history pack-years Smoking cessation Modality

NCCN  Group I [49]    55-74 years   ≥ 30 pack-years    < 15 years  
Annual LDCT  

NCCN  Group II [49] ≥ 50 years ≥ 20 pack-years* --

USPTF [50] 50-80 years ≥ 20 pack-years < 15 years Annual LDCT

AATS [51] 55-79 years ≥ 30 pack-years# -- Annual LDCT

ACS [52] 55-74 years ≥ 30 pack-years < 15 years Annual LDCT, Smoking cessation

ACCP [53] 55-77 years ≥ 30 pack-year < 15years Annual LDCT

ERS [54] 55-80 years ≥ 30 pack-years < 15 years Annual LDCT

TABLE 2: Recommendations for lung cancer screening
*Presence of one additional risk factor

# 20pack-year smoking history if there is an additional cumulative risk of developing lung cancer of ≥5% over the following five years.

NCCN - National Cancer Comprehensive Network; USPTF - United States Preventive Services Taskforce; AATS - American Association for Thoracic
Surgery; ACS - American Cancer Society; ACCP - American College of Chest Physicians; ERS - European Respiratory Society

All these recommendations are from developed countries like the USA, Europe, and the UK, where the
required healthcare infrastructure and trained personnel are readily available with a 10%-16% GDP
proportion invested in medical health [55], and people being screened are aware and motivated to pursue
follow-up investigations if needed, and specialized centers in managing lung cancers are also readily
available.

Compared to the developed countries, lung cancer screening with LDCT is much lower in Asian populations
due to various factors. Firstly, 90% of lung cancer patients in the USA had a smoking history compared to
60%-70% of lung cancer patients in Asia [56]. Secondly, certain environmental factors, such as indoor coal
burning, environmental tobacco smoke, and cooking oil vapors, could impact the occurrence of lung cancer
in developing countries [56]. So, the definition of a high-risk population may differ in these countries
compared to developed countries, and these guidelines probably need modifications to be validated in the
developing country's populations. Therefore, new criteria for high-risk populations must be defined for the
maximum risk-benefit ratio for Asian countries.

Moreover, screening programs should be undertaken only when their effectiveness has been proven locally,
along with adequate resources to cover the target population and facilities to confirm the diagnosis and
ensure treatment further to convert early detection into survival outcomes. In developing countries, surgical
treatments such as thoracotomy and video-assisted thoracoscopy system (VATS) are available only at referral
centers that are already overburdened. So, early diagnosis with LDCT will further add to the burden on these
healthcare facilities. A patient rendered positive with screening has to undergo a series of procedures for
diagnosis, such as CT/USG (Ultrasound Guided) guided transthoracic needle biopsy, thoracoscopy, or
bronchoscopy. These facilities are also available at only a few big referral hospitals. Another issue is the cost
of treatment and diagnostic procedures. Therefore, the need of the hour is to strengthen the country’s
healthcare system by increasing gross domestic product (GDP) expenditure in the medical system to cater to
the additional load before implementing any screening program.

Recent and Ongoing Trials

With the identification of potential biomarkers for lung cancer screening, a RCTbegan in Scotland, the Early
Diagnosis of Lung Cancer Scotland (ECLS) trial, comparing the use of early CDT-lung test (early cancer
detection lung test) in adjunct with LDCT compared to LDCT alone, demonstrating increased detection of
early-stage lung cancers in the biomarker group compared to control group [57]. A similar RCT began in
Colorado, United States (NCT01700257), reaching early CDT-lung biomarker test with LDCT versus LDCT
alone in lung cancer screening; the results are yet to be published [58]. A prospective cohort study began
recruitment in March 2006 at New York University, United States (NCT00301119), to assess the role of
biomarkers in lung cancer screening, and results are expected to be published by May 2030 [59].

Future directions
More studies are needed to elucidate the role of biomarkers and risk prediction models to improve the
sensitivity and reduce the cost of LDCT screening. As trained human resources are scarce, the role of AI in
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improving risk prediction and nodule detection needs further studies. Though a few studies have shown that
the decrease in the specificity of LDCT in TB endemic countries has no clinical impact, more RCTs are
needed to confirm these findings. Also, before the implementation of any screening program, especially in
developing countries, cost-effectiveness analysis definitely plays an important role. Modelling studies to
determine the cost-effectiveness of lung cancer screening programs alone and combined with smoking
cessation programs are needed.

Conclusions
Single arm and pilot studies showed that LDCT increases lung cancer diagnosis, confirmed by RCTs and
subsequent meta-analyses. Based on this evidence, almost all the guidelines recommend screening for lung
cancer by annual LDCT in elderly more than 50 to 55 years of age who are either current smokers or have left
smoking less than 15 years back with more than 20 to 30 pack-years of smoking. However, for a successful
screening program, the required healthcare infrastructure and trained resources should be readily available,
people being screened should be aware and motivated to pursue follow-up investigations if needed, and
centers specializing in the management of lung cancers should be readily available. Also, the financial
implications of the screening should be taken into account. Therefore, the country’s healthcare system must
be strengthened to cater additional load before implementing any screening program.

Additional Information
Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References
1. World Health Organization: International agency for research on cancer . IARC, Lyon; 2020.

https://gco.iarc.fr/today/home.
2. World Health Organization: International Agency for Research on Cancer. India factsheet . IARC, Lyon;

2020. https://gco.iarc.fr/today/data/factsheets/populations/356-india-fact-sheets.pdf.
3. Mathur P, Sathishkumar K, Chaturvedi M, et al.: Cancer statistics, 2020: report from national cancer registry

programme, India. JCO Glob Oncol. 2020, 6:1063-75. 10.1200/GO.20.00122
4. Goldstraw P, Crowley J, Chansky K, et al.: The IASLC lung cancer staging project: proposals for the revision

of the TNM stage groupings in the forthcoming (seventh) edition of the TNM classification of malignant
tumours. J Thorac Oncol. 2007, 2:706-14. 10.1097/JTO.0b013e31812f3c1a

5. NCCN Clinical Practice Guidelines. Non-Small Cell Lung Cancer. Principles of surgical treatment. Version
3.2022. (2022). https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1450.

6. Saccomano G, Landers RP, Ellis H: Concentration of carcinoma or atypical cells on sputum . Acta Cytol. 1963,
7:305-10.

7. Brett GZ: The value of lung cancer detection by six-monthly chest radiographs . Thorax. 1968, 23:414-20.
10.1136/thx.23.4.414

8. Dales LG, Friedman GD, Collen MF: Evaluating periodic multiphasic health checkups: a controlled trial . J
Chron Dis. 1979, 32:385-404. 10.1016/0021-9681(79)90080-8

9. Tockman MS, Levin ML, Frost JK, et al.: Screening and detection of lung cancer. Lung Cancer, Contemporary
Issues in Clinical Oncology. Aisner J (ed): Churchill-Livingstone, New York City, NY; 3:25-40.

10. Flehinger BJ, Melamed MR, Zaman MB, et al.: Screening for early detection of lung cancer in New York .
Screening for Cancer. Prorok PC, Miller AB (ed): UICC, Geneva ; 1984.

11. Melamed MR, Flehinger BJ, Zaman MB, Heelan RT, Perchick WA, Martini N: Screening for early lung cancer.
Results of the Memorial Sloan-Kettering study in New York. Chest. 1984, 86:44-53. 10.1378/chest.86.1.44

12. Taylor WF, Fontana RS, Uhlenhopp MA, et al.: Some results of screening for early lung cancer . Cancer. 1981,
47:1114-20. 10.1002/1097-0142(19810301)47:5+<1114::aid-cncr2820471309>3.0.co;2-n

13. Fontana RS: Early detection of lung cancer; the Mayo project . Screening for Cancer. Prorok PC, Miller AB
(ed): UICC, Geneva; 1984.

14. Kubik A, Parkin DM, Khlat M, Erban J, Polak J, Adamec M: Lack of benefit from semi-annual screening for
cancer of the lung: follow-up report of a randomized controlled trial on a population of high-risk males in
Czechoslovakia. Int J Cancer. 1990, 45:26-33. 10.1002/ijc.2910450107

15. Henschke CI, Mc Cauley DI, Yankelevitz DF, et al.: Early Lung Cancer Action Project: overall design and
findings from baseline screening. Lancet. 1999, 354:99-105. 10.1016/S0140-6736(99)06093-6

16. Sone S, Takashima S, Li F, et al.: Mass screening for lung cancer with mobile spiral computed tomography
scanner. Lancet. 1998, 351:1242-5. 10.1016/S0140-6736(97)08229-9

17. Kaneko M, Kusumoto M, Kobayashi T, et al.: Computed tomography screening for lung carcinoma in Japan .
Cancer. 2000, 89:2485-8. 10.1002/1097-0142(20001201)89:11+<2485::aid-cncr28>3.3.co;2-k

18. Bach PB, Jett JR, Pastorino U, Tockman MS, Swensen SJ, Begg CB: Computed tomography screening and
lung cancer outcomes. JAMA. 2007, 297:953-61. 10.1001/jama.297.9.953

19. Wilson DO, Weissfeld JL, Fuhrman CR, et al.: The Pittsburgh Lung Screening Study (PLuSS): outcomes
within 3 years of a first computed tomography scan. Am J Respir Crit Care Med. 2008, 178:956-61.
10.1164/rccm.200802-336OC

2022 Parekh et al. Cureus 14(9): e29381. DOI 10.7759/cureus.29381 7 of 9

https://gco.iarc.fr/today/home
https://gco.iarc.fr/today/home
https://gco.iarc.fr/today/data/factsheets/populations/356-india-fact-sheets.pdf
https://gco.iarc.fr/today/data/factsheets/populations/356-india-fact-sheets.pdf
https://dx.doi.org/10.1200/GO.20.00122
https://dx.doi.org/10.1200/GO.20.00122
https://dx.doi.org/10.1097/JTO.0b013e31812f3c1a
https://dx.doi.org/10.1097/JTO.0b013e31812f3c1a
https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1450
https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1450
https://pubmed.ncbi.nlm.nih.gov/14063649/
https://dx.doi.org/10.1136/thx.23.4.414
https://dx.doi.org/10.1136/thx.23.4.414
https://dx.doi.org/10.1016/0021-9681(79)90080-8
https://dx.doi.org/10.1016/0021-9681(79)90080-8
https://scholar.google.com/scholar?q=intitle:Screening and detection of lung cancer
https://scholar.google.com/scholar?q=intitle:Screening for early detection of lung cancer in New York
https://dx.doi.org/10.1378/chest.86.1.44
https://dx.doi.org/10.1378/chest.86.1.44
https://dx.doi.org/10.1002/1097-0142(19810301)47:5+<1114::aid-cncr2820471309>3.0.co;2-n
https://dx.doi.org/10.1002/1097-0142(19810301)47:5+<1114::aid-cncr2820471309>3.0.co;2-n
https://scholar.google.com/scholar?q=intitle:Early detection of lung cancer%3B the Mayo project
https://dx.doi.org/10.1002/ijc.2910450107
https://dx.doi.org/10.1002/ijc.2910450107
https://dx.doi.org/10.1016/S0140-6736(99)06093-6
https://dx.doi.org/10.1016/S0140-6736(99)06093-6
https://dx.doi.org/10.1016/S0140-6736(97)08229-9
https://dx.doi.org/10.1016/S0140-6736(97)08229-9
https://dx.doi.org/10.1002/1097-0142(20001201)89:11+<2485::aid-cncr28>3.3.co;2-k
https://dx.doi.org/10.1002/1097-0142(20001201)89:11+<2485::aid-cncr28>3.3.co;2-k
https://dx.doi.org/10.1001/jama.297.9.953
https://dx.doi.org/10.1001/jama.297.9.953
https://dx.doi.org/10.1164/rccm.200802-336OC
https://dx.doi.org/10.1164/rccm.200802-336OC


20. Gohagan JK, Marcus PM, Fagerstrom RM, et al.: Final results of the Lung Screening Study, a randomized
feasibility study of spiral CT versus chest x-ray screening for lung cancer. Lung Cancer. 2005, 47:9-15.
10.1016/j.lungcan.2004.06.007

21. Aberle DR, Adams AM, Berg CD, et al.: Reduced lung-cancer mortality with low-dose computed
tomographic screening. N Engl J Med. 2011, 365:395-409. 10.1056/NEJMoa1102873

22. National Lung Screening Trial Research Team: Lung cancer incidence and mortality with extended follow-
up in the National Lung Screening Trial. J Thorac Oncol. 2019, 14:1732-42. 10.1016/j.jtho.2019.05.044

23. Prosper AE, Inoue K, Brown K, Bui AA, Aberle D, Hsu W: Association of inclusion of more black individuals
in lung cancer screening with reduced mortality. JAMA Netw Open. 2021, 4:e2119629.
10.1001/jamanetworkopen.2021.19629

24. Doroudi M, Pinsky PF, Marcus PM: Lung cancer mortality in the lung screening study feasibility trial . JNCI
Cancer Spectr. 2018, 2:pky042. 10.1093/jncics/pky042

25. Infante M, Cavuto S, Lutman FR, et al.: Long-term follow-up results of the Dante trial, a randomized study
of lung cancer screening with spiral computed tomography. Am J Respir Crit Care Med. 2015, 191:1166-75.
10.1164/rccm.201408-1475OC

26. Paci E, Puliti D, Lopes Pegna A, et al.: Mortality, survival and incidence rates in the ITALUNG randomised
lung cancer screening trial. Thorax. 2017, 72:825-31. 10.1136/thoraxjnl-2016-209825

27. Pastorino U, Rossi M, Rosato V, et al.: Annual or biennial CT screening versus observation in heavy smokers:
5-year results of the MILD trial. Eur J Cancer Prev. 2012, 21:308-15. 10.1097/CEJ.0b013e328351e1b6

28. Pastorino U, Silva M, Sestini S, et al.: Prolonged lung cancer screening reduced 10-year mortality in the
MILD trial: new confirmation of lung cancer screening efficacy. Ann Oncol. 2019, 30:1162-9.
10.1093/annonc/mdz117

29. Sverzellati N, Silva M, Calareso G, et al.: Low-dose computed tomography for lung cancer screening:
comparison of performance between annual and biennial screen. Eur Radiol. 2016, 26:3821-9.
10.1007/s00330-016-4228-3

30. Pastorino U, Sverzellati N, Sestini S, et al.: Ten-year results of the Multicentric Italian Lung Detection trial
demonstrate the safety and efficacy of biennial lung cancer screening. Eur J Cancer. 2019, 118:142-8.
10.1016/j.ejca.2019.06.009

31. Infante M, Sestini S, Galeone C, et al.: Lung cancer screening with low-dose spiral computed tomography:
evidence from a pooled analysis of two Italian randomized trials. Eur J Cancer Prev. 2017, 26:324-9.
10.1097/CEJ.0000000000000264

32. Blanchon T, Bréchot JM, Grenier PA, et al.: Baseline results of the Depiscan study: a French randomized
pilot trial of lung cancer screening comparing low dose CT scan (LDCT) and chest x-ray (CXR). Lung Cancer.
2007, 58:50-8. 10.1016/j.lungcan.2007.05.009

33. Wille MM, Dirksen A, Ashraf H, et al.: Results of the randomized Danish lung cancer screening trial with
focus on high-risk profiling. Am J Respir Crit Care Med. 2016, 193:542-51. 10.1164/rccm.201505-1040OC

34. Becker N, Motsch E, Trotter A, et al.: Lung cancer mortality reduction by LDCT screening-results from the
randomized German LUSI trial. Int J Cancer. 2020, 146:1503-13. 10.1002/ijc.32486

35. de Koning HJ, van der Aalst CM, de Jong PA, et al.: Reduced lung-cancer mortality with volume CT
screening in a randomized trial. N Engl J Med. 2020, 382:503-13. 10.1056/NEJMoa1911793

36. Field JK, Vulkan D, Davies MP, et al.: Lung cancer mortality reduction by LDCT screening: UKLS randomised
trial results and international meta-analysis. Lancet Reg Health Eur. 2021, 10:100179.
10.1016/j.lanepe.2021.100179

37. Spiro SG, Shah PL, Rintoul RC, et al.: Sequential screening for lung cancer in a high-risk group: randomised
controlled trial: LungSEARCH: a randomised controlled trial of Surveillance using sputum and imaging for
the EARly detection of lung Cancer in a High-risk group. Eur Respir J. 2019, 54:1900581.
10.1183/13993003.00581-2019

38. Marshall HM, Bowman RV, Ayres J, et al.: Lung cancer screening feasibility in Australia . Eur Respir J. 2015,
45:1734-7. 10.1183/09031936.00208714

39. dos Santos RS, Franceschini JP, Chate RC, et al.: Do current lung cancer screening guidelines apply for
populations with high prevalence of granulomatous disease? Results from the first Brazilian lung cancer
screening trial (Brelt1). Ann Thorac Surg. 2016, 101:481-6; discussion 487-8.
10.1016/j.athoracsur.2015.07.013

40. Yang W, Qian F, Teng J, et al.: Community-based lung cancer screening with low-dose CT in China: results
of the baseline screening. Lung Cancer. 2018, 117:20-6. 10.1016/j.lungcan.2018.01.003

41. Garg K, Keith RL, Byers T, Kelly K, Kerzner AL, Lynch DA, Miller YE: Randomized controlled trial with low-
dose spiral CT for lung cancer screening: feasibility study and preliminary results. Radiology. 2002, 225:506-
10. 10.1148/radiol.2252011851

42. Parang S, Bhavin J: LDCT screening in smokers in India-a pilot, proof-of-concept study . Indian J Radiol
Imaging. 2021, 31:318-22. 10.1055/s-0041-1734227

43. Fu C, Liu Z, Zhu F, Li S, Jiang L: A meta-analysis: is low-dose computed tomography a superior method for
risky lung cancers screening population?. Clin Respir J. 2016, 10:333-41. 10.1111/crj.12222

44. Huang KL, Wang SY, Lu WC, Chang YH, Su J, Lu YT: Effects of low-dose computed tomography on lung
cancer screening: a systematic review, meta-analysis, and trial sequential analysis. BMC Pulm Med. 2019,
19:126. 10.1186/s12890-019-0883-x

45. Tang X, Qu G, Wang L, Wu W, Sun Y: Low-dose CT screening can reduce cancer mortality: a meta-analysis .
Rev Assoc Med Bras (1992). 2019, 65:1508-14. 10.1590/1806-9282.65.12.1508

46. Ebell MH, Bentivegna M, Hulme C: Cancer-specific mortality, all-cause mortality, and overdiagnosis in lung
cancer screening trials: a meta-analysis. Ann Fam Med. 2020, 18:545-52. 10.1370/afm.2582

47. Sadate A, Occean BV, Beregi JP, et al.: Systematic review and meta-analysis on the impact of lung cancer
screening by low-dose computed tomography. Eur J Cancer. 2020, 134:107-14. 10.1016/j.ejca.2020.04.035

48. Hoffman RM, Atallah RP, Struble RD, Badgett RG: Aclung cancer screening with low-dose CT: a meta-
analysis. J Gen Intern Med. 2020, 35:3015-25. 10.1007/s11606-020-05951-7

49. Wood DE, Kazerooni EA, Baum SL, et al.: Lung cancer screening, version 3.2018, NCCN Clinical Practice

2022 Parekh et al. Cureus 14(9): e29381. DOI 10.7759/cureus.29381 8 of 9

https://dx.doi.org/10.1016/j.lungcan.2004.06.007
https://dx.doi.org/10.1016/j.lungcan.2004.06.007
https://dx.doi.org/10.1056/NEJMoa1102873
https://dx.doi.org/10.1056/NEJMoa1102873
https://dx.doi.org/10.1016/j.jtho.2019.05.044
https://dx.doi.org/10.1016/j.jtho.2019.05.044
https://dx.doi.org/10.1001/jamanetworkopen.2021.19629
https://dx.doi.org/10.1001/jamanetworkopen.2021.19629
https://dx.doi.org/10.1093/jncics/pky042
https://dx.doi.org/10.1093/jncics/pky042
https://dx.doi.org/10.1164/rccm.201408-1475OC
https://dx.doi.org/10.1164/rccm.201408-1475OC
https://dx.doi.org/10.1136/thoraxjnl-2016-209825
https://dx.doi.org/10.1136/thoraxjnl-2016-209825
https://dx.doi.org/10.1097/CEJ.0b013e328351e1b6
https://dx.doi.org/10.1097/CEJ.0b013e328351e1b6
https://dx.doi.org/10.1093/annonc/mdz117
https://dx.doi.org/10.1093/annonc/mdz117
https://dx.doi.org/10.1007/s00330-016-4228-3
https://dx.doi.org/10.1007/s00330-016-4228-3
https://dx.doi.org/10.1016/j.ejca.2019.06.009
https://dx.doi.org/10.1016/j.ejca.2019.06.009
https://dx.doi.org/10.1097/CEJ.0000000000000264
https://dx.doi.org/10.1097/CEJ.0000000000000264
https://dx.doi.org/10.1016/j.lungcan.2007.05.009
https://dx.doi.org/10.1016/j.lungcan.2007.05.009
https://dx.doi.org/10.1164/rccm.201505-1040OC
https://dx.doi.org/10.1164/rccm.201505-1040OC
https://dx.doi.org/10.1002/ijc.32486
https://dx.doi.org/10.1002/ijc.32486
https://dx.doi.org/10.1056/NEJMoa1911793
https://dx.doi.org/10.1056/NEJMoa1911793
https://dx.doi.org/10.1016/j.lanepe.2021.100179
https://dx.doi.org/10.1016/j.lanepe.2021.100179
https://dx.doi.org/10.1183/13993003.00581-2019
https://dx.doi.org/10.1183/13993003.00581-2019
https://dx.doi.org/10.1183/09031936.00208714
https://dx.doi.org/10.1183/09031936.00208714
https://dx.doi.org/10.1016/j.athoracsur.2015.07.013
https://dx.doi.org/10.1016/j.athoracsur.2015.07.013
https://dx.doi.org/10.1016/j.lungcan.2018.01.003
https://dx.doi.org/10.1016/j.lungcan.2018.01.003
https://dx.doi.org/10.1148/radiol.2252011851
https://dx.doi.org/10.1148/radiol.2252011851
https://dx.doi.org/10.1055/s-0041-1734227
https://dx.doi.org/10.1055/s-0041-1734227
https://dx.doi.org/10.1111/crj.12222
https://dx.doi.org/10.1111/crj.12222
https://dx.doi.org/10.1186/s12890-019-0883-x
https://dx.doi.org/10.1186/s12890-019-0883-x
https://dx.doi.org/10.1590/1806-9282.65.12.1508
https://dx.doi.org/10.1590/1806-9282.65.12.1508
https://dx.doi.org/10.1370/afm.2582
https://dx.doi.org/10.1370/afm.2582
https://dx.doi.org/10.1016/j.ejca.2020.04.035
https://dx.doi.org/10.1016/j.ejca.2020.04.035
https://dx.doi.org/10.1007/s11606-020-05951-7
https://dx.doi.org/10.1007/s11606-020-05951-7
https://dx.doi.org/10.6004/jnccn.2018.0020


Guidelines in oncology. J Natl Compr Canc Netw. 2018, 16:412-41. 10.6004/jnccn.2018.0020
50. Krist AH, Davidson KW, Mangione CM, et al.: Screening for lung cancer: US Preventive Services Task Force

recommendation statement. JAMA. 2021, 325:962-70. 10.1001/jama.2021.1117
51. Jaklitsch MT, Jacobson FL, Austin JH, et al.: The American Association for Thoracic Surgery guidelines for

lung cancer screening using low-dose computed tomography scans for lung cancer survivors and other high-
risk groups. J Thorac Cardiovasc Surg. 2012, 144:33-8. 10.1016/j.jtcvs.2012.05.060

52. Lung cancer screening guidelines. American Cancer Society . (2021). Accessed: August 27, 2021:
https://www.cancer.org/health-care-professionals/american-cancer-society-prevention-early-detection-
guidelines/lung-c....

53. Mazzone PJ, Silvestri GA, Patel S, et al.: Screening for lung cancer: CHEST guideline and expert panel
report. Chest. 2018, 153:954-85. 10.1016/j.chest.2018.01.016

54. Kauczor HU, Baird AM, Blum TG, et al.: ESR/ERS statement paper on lung cancer screening . Eur Respir J.
2020, 55:1900506. 10.1183/13993003.00506-2019

55. Current Health Expenditure (% of GDP) . (2022). Accessed: January 30, 2022:
https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS.

56. Huang J, Yue N, Wu J, et al.: Screening rate and influential factors of lung cancer with low-dose computed
tomography in Asian population: a systematic review and meta-analysis. J Public Health (Oxf). 2022, 44:246-
54. 10.1093/pubmed/fdaa225

57. Sullivan FM, Mair FS, Anderson W, et al.: Earlier diagnosis of lung cancer in a randomised trial of an
autoantibody blood test followed by imaging. Eur Respir J. 2021, 57:2000670. 10.1183/13993003.00670-2020

58. Lung Cancer Screening Study with Low-dose CT scan and Blood Biomarker . (2012). Accessed: October 4,
2012: http://ClinicalTrials.gov/ct2/show/NCT01700257.

59. Lung Cancer Biomarkers and Screening (NYULCBC). Lung Cancer Biomarkers and Screening. . (2006).
Accessed: March 10, 2006: http://ClinicalTrials.gov/ct2/show/NCT00301119.

2022 Parekh et al. Cureus 14(9): e29381. DOI 10.7759/cureus.29381 9 of 9

https://dx.doi.org/10.6004/jnccn.2018.0020
https://dx.doi.org/10.1001/jama.2021.1117
https://dx.doi.org/10.1001/jama.2021.1117
https://dx.doi.org/10.1016/j.jtcvs.2012.05.060
https://dx.doi.org/10.1016/j.jtcvs.2012.05.060
https://www.cancer.org/health-care-professionals/american-cancer-society-prevention-early-detection-guidelines/lung-cancer-screening-guidelines.html
https://www.cancer.org/health-care-professionals/american-cancer-society-prevention-early-detection-guidelines/lung-cancer-screening-guidelines.html
https://dx.doi.org/10.1016/j.chest.2018.01.016
https://dx.doi.org/10.1016/j.chest.2018.01.016
https://dx.doi.org/10.1183/13993003.00506-2019
https://dx.doi.org/10.1183/13993003.00506-2019
https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS
https://data.worldbank.org/indicator/SH.XPD.CHEX.GD.ZS
https://dx.doi.org/10.1093/pubmed/fdaa225
https://dx.doi.org/10.1093/pubmed/fdaa225
https://dx.doi.org/10.1183/13993003.00670-2020
https://dx.doi.org/10.1183/13993003.00670-2020
http://clinicaltrials.gov/ct2/show/NCT01700257
http://clinicaltrials.gov/ct2/show/NCT01700257
http://clinicaltrials.gov/ct2/show/NCT00301119
http://clinicaltrials.gov/ct2/show/NCT00301119

	The 50-Year Journey of Lung Cancer Screening: A Narrative Review
	Abstract
	Introduction And Background
	Review
	Material and Methods
	Results
	TABLE 1: Summary of all meta-analyses for lung cancer screening
	TABLE 2: Recommendations for lung cancer screening

	Future directions

	Conclusions
	Additional Information
	Disclosures

	References


