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0 Making the scan free did not make people feel they needed it.
63.9 /0 attended

What separated those who came was how they rated their own health and how aware they were of their risk.
2,100 of 3,288 adults at high risk of lung cancer

RESULTS

INTRODUCTION DISCUSSION AND CONCLUSION

= Lung cancer is the second leading cause of cancer death in Actionable take-away message 2 1 00 l 3 288
g : : - o o 0 0 0 0 0 0 0
Vietnam: 24’426 New Cases "_md ?2’597 doeaths in 2022. It is usually = 63.9% of those invited completed a fully subsidized LDCT, above the 11.5% ? J o 96.2% 63.7% 94.2% 59.8% 89.4% 19.9% 19.2%
found late, and five-year survival is 12-16%. of the UK Lung Screen pilot, 14.4% in the United States and 32-40% in K- soimglEiel e ully sulseielee) HDIey seel men aged 50-64y  currently 230 pack-  public occupational  family history
= Low-dose CT lowers lung cancer mortality by 20% (NLST) and 24— LUCAS. Denominators differ, so this is indicative only. 63.9% uptake among those invited smoking years insurance risk
33% (NELSON), but onIy among those who take up the offer. n Removihg the fee did not Change how necessary peop|e thought the scan Invited high-risk cohort (n = 3,288)
= Vietnam has no national screenina nroaramme and health was. Rating one's own health as normal or good carried the strongest _ _ _ _ _ _ _
_ ng prog ti iti ith attend OR 0.21). and half of th ho did Fig 2. Factors associated with attending the LDCT scan. Fig 3. Reasons given for not attending.
negative assocliation with attendance (a . ), an alt o oSe wno di
Insurance does not cover preventive scans. Reported uptake . . - . _ . - . ,
_ o - _ not attend said the scan was unnecessary. Twelve-variable multivariable logistic regression (n = 3,288). Coloured estimates reached statistical Asked of the 1,188 people who did not attend; more than one answer
elsewhere is low: 5-18% in the United States. significance (P < 0.05); the right-hand column gives crude attendance in each category. was allowed.
L L . : e = The income gradient runs opposite to high-income settings. Earning more | |
= Cost is widely assumed to be the principal barrier. Vietham's first : Factor (reference category) Adjusted odds ratio  aOR (95% ClI) Attended (%)
- . than 200 USD a month halved the odds of attending. \Where the scan less likely < >—more likely "The scan is not necessary" 50.8%
Ministry of Health-funded community LDCT programme offered the carries no fee, it reaches the poorest best
scan free of charge, which allowed that assumption to be tested. ’ ' SOCIODEMOGRAPHIC “ have no time for screening”
= What brought people in was awareness of risk and prior contact with care: Age 65—74 years (vs 50-64) 1.13 (0.95-1.34) 61
OBJECTIVES smoking now (4:31.3), faml!y hlstory of cancer (3.12?, a check-up within 3 High school or above (vs below) - 1.48 (1.25-1.74) . 59 _. 68 "l am healthy" [EE 34 596
_ o years (2.39). This is consistent with the Health Belief Model.
1 _ Quantlfy uptake Of a fu”y SUbS'd'Zed LDCT among adults at . . Income >200 USD a month (vs <200 USD) [ 1] 0.51 (0.43-0.60) ° 70 - 57 . .
high risk = \Women were 3.8% of the cohort yet formed the highest-attending subgroup, Fear of a diagnosis or of scan harm
' and sex-stratified models pointed the same way in both sexes. Only 124 SMOKING AND OCCUPATIONAL EXPOSURE |
2. ldentify the individual, behavioural and system factors that women were eligible, so their estimates are imprecise. Currently smoking (vs former smoking) Fm4 4.33 (3.04-6.17) . 32 -~ 66 Lack of trust in the doctor
separate those who attended from those who did not. 30 or more pack-years (vs 20-29) Im| 1.65 (1.40-1.94) e 57 68 0 20 40 60
. ] Participants who did not attend (%)
Four candidate actions for programmes Occupational lung cancer risk (vs none) =~ 1.52 (1.23-1.87) o 62 72 W belief that the scan was not needed
1. Message asymptomatic risk: feeling well is not evidence of a clear scan : : .. . . :
M ETHODS 5 Net g. fy & O 2 . - HEALTH STATUS AND BEHAVIOUR Fig 4. Women in the invited cohort: few eligible, high
. Navigation for men who feel well and have no recent check-up Self-rated health normallgood (vs poor)  }md 0.21 (0.15-0.29) ° 89 . 60 attendance.
3. Recruit through what works: family history, current smoking, check-ups Alcohol in past month (vs none) - 0.43 (0.36-0.52) . - Composition of the invited cohort (n = 3,288)
4. Widen eligibility for women around non-smoking risk _ .
Design Cross-sectional survey nested in Vietnam's first Ministry of Health- . Regular exercise (vs none or rarely) =y 141 (1.19-1.75) e 54 66 =
. : : : None of the four has yet been evaluated prospectively. o o oo
funded community LDCT screening programme; Thanh Tri and Hoang Mai Chronic disease (vs none) 1.11 (0.94-1.31) 59 Women 3.8% n=124
districts, Hanoi, January—August 2024. Attended screening (%)
Deli del Thirt health stations did fdi d invitat Limitations CONTACT WITH CARE AND RISK AWARENESS Men (n = 3,164)
elivery mode Irty commune nea stations did case 1inding and invitation . . : C L : iy ’
y . y . . . . 9 Cross-sectional and observational, with no comparator. Two districts of Hanoi where Health check-up within 3 years (vs >3 years) |m] 2.39 (2.03-2.82) e 52 .73
through mass media and leaflets. K Hospital did the imaging. The scan was free " women (n=124) || N EIGEGGIRE 63.5%
_ , the scan and the transport were free, so uptake reflects favourable conditions. ) i
and transport from the commune station was provided . . _ o Family history of cancer (vs none) md 3.12 (2.47-3.95) e 60 81
' Everything except the scan itself was self-reported, so recall and social desirability women, no alcohol (n=79) [ NI s8.7%
Participants Aged 50-74 years, at least 20 pack-years, currently smoking bias are possible. Only 124 women were eligible, which limits the sex-specific 02 05 1 2 5 0 50 100 0 50 100
' ' it withi . ithi estimates. One screening round.
Clgar..e.tte.s O.r hgvmg CIUIt within 15 years. EXCIUded_' cancer Wlthm 0 years,. : J Il Higher attendance I Lower attendance No independent association reference category Lung cancer ranks second among cancers in Viethamese women, yet fewer than 2% smoke.
mobility limitation, current treatment for tuberculosis, pneumonia or interstitial
lung disease, chest CT within 6 months. : : ey :
J Fig 5. Subgroups defined by the classification tree, and attendance in each.
Outcome Completion of the invited LDCT scan. REFERENCES. DISCLOSURES & Al STATEMENT Sex-stratified tree (rpart, cp = 0.005). Terminal nodes are shaded; the highest and lowest subgroups are filled. The right-hamd panel ranks all 14 subgroups from the full tree.
Data Structured interviews in REDCap: face-to-face for those who attended, by ’ |
_ _ Subgroup, highest to lowest whole cohort 63.9%
telephone for those who did not, who were also asked their reasons. All invited . :
B8 \Women - no alcohol n=79 _ 88.7%
Analysis Twelve-variable multivariable logistic regression, with sex-stratified References 63.9% i
models. Classification tree (rpart, Cp = 0005) to Identlfy interaCting SUbg roups. R 1. Tran DV, Le QV, Ngo LL, et al. Barriers and facilitators to uptake lung cancer screening using low-dose computed tomography S ' ﬂ Men - rates own health poor n=1r1 — 82.6%
4 3 2 scan in high-risk people in Vietnam. Transl Behav Med 2026; doi:10.1093/tbm/ibag045. ex Men - smoking now - <200 USD - family I
o 2. Aberle DR, et al. Reduced lung-cancer mortality with low-dose computed tomographic screening. N Engl J Med 2011;365:395— M W = history B n=95 — 78.9%
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: i Lo L : : 20952 - - =1, 3%
National Cancer HOSpital (3377/BVK-HDDD), all participants gave written 3. d1e3}.<on|ng HJ, et al. Reduced lung-cancer mortality with volume CT screening in a randomized trial. N Engl J Med 2020;382:503 633712(2) 68?23/0 p y —
. n=o., n= .
Informed Consent_ 4. Lin YA, et al. Barriers and facilitators to uptake of lung cancer screening: a mixed methods systematic review. Lung Cancer Men_- smoking now - >200 USD - no alcohol n =105 _ 63.8%
2022;172:9-18. Last health check-up Alcohol use 20-64y |
5. Schiffelbein JE, et al. Barriers, facilitators, and suggested interventions for lung cancer screening among a rural screening-eligible Men - smoking now - <200 USD - 230 pack- 5, _: 61.7%
Fig 1. Participant flow into the analysis. population. J Prim Care Community Health 2020;11:2150132720930544. Within More than Any years :
6. Lee J, et al. Feasibility of implementing a national lung cancer screening program: interim results from K-LUCAS. Transl Lung 3 years 3 years ago Men - smoking now - >200 USD - alcohol - _ _ ! o
Cancer Res 2021;10:723-36. 73.3% 52.0% 33.3% family history n=06 . 56.1%
i i . n=1,733 n=1,431 n=45 !
~160,000 residents aged 50-74 informed through 30 commune health stations Ethics, funding and disclosures Selfrated health HIGHEST Monthly income Women - alcohol - 5200 USD n=15 [ °5.7%
Approved by the Ethics Committee in Biomedical Research, Vietnam National Cancer Hospital (3377/BVK-HDDD); all participants . :
gave written informed consent. Funded by the Ministry of Health of Vietnam (Decision No. 1651/QD-BYT) and by a Grant-in-Aid for Meear;s- §21X()el<rgger1sow + 200 USD - <30 pack- n=129 _ ! 55.0%
5,226 registered and pre-screened for eligibility (Jan-Aug 2024) Cancer Research and Control from the National Cancer Center, Republic of Korea (No. 2510673). Partial support for implementation Poor ‘2:0521::' 200 USD >200 USD Y |
and article processing charges came from AstraZeneca Vietnam, which had no role in the design, conduct, analysis or reporting of Men - ki - >200 USD - Icohol _ :
the study, or in the decision to submit. No other competing interests. 82167% 48192((:/5) 5571:;%) 18723/0 2| ;5r1_7in;o oo 1o n=3s _ I 36.8%
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1,938 excluded | | o N | Ack led t . Men - smoking now - <200 USD - <30 pack- _ : o
fewer than 20 pack-years 1,102 - active tuberculosis, pneumonia or interstitial lung disease 527 cKnowiedgements Smoking status 11 years - no exercise n=61 - I 32.8%
chest CT within the past 6 months 293 - prior lung cancer 16 The authors thank the district health centres of Thanh Tri and Hoang Mai, the 30 participating commune health stations, and every y y 2200 USD - alcohol :
participant. Smoking Former e noe?a.rnsilr;?\isl?gr;()w' BRAEEICE | : 31.7%
3,288 eligible, invited for fully subsidized LDCT . : . now smoking |
’ gIvse; y Artificial Intelligence (Al) Use Disclaimer 50.0% 11.4% B Women - alcohol - >200 USD n=27 | : 18.7%
=1,181 =79 _ _ !
The authors designed the study, performed the analyses and interpreted the findings, and take full ! ’ Two routes into screening Men - former smoking - rates own health !
responsibility for the content of this poster. No artificial intelligence was used in the study design, data 8 further subgroups LOWEST Contact with care: a check-up, or feeling unwell 14 n=19 . ! 11.4%
- collection, statistical analysis or interpretation of results. Claude (Anthropic) assisted with figure drawin . : ’ I !
2,100 attended 1,188 did not attend and page layout from nurﬁbers and tSXt supplied by the authors.( pic) J J Awareness of risk: smoking now, or family history Every male subgroup except 4 had a last check-up more than 3 years ago:
63.9% of those invited 36.1% In accordance with ACCME standards, individuals in control of content are required to disclose any use of Al in the The lowest-attending subgroup had neither. among those, all but 2 rated their own health as normal or good.
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