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» Potential extended benefits of lung cancer screening (LCS) include identification of undiagnosed COPD.

» Thereis a lack of consensus on reporting emphysema severity in LCS.

» Aims were therefore 1) to evaluate emphysema thresholds for investigating undiagnosed COPD and 2) to determine whether
these thresholds predict future respiratory hospitalisation.

Methods Data sources
4 LCS appointment ) a Primary Care )
55-77- year-old SUMMIT LCS *Age Disease codes used to exclude
study participants * Ethnicity individuals with pre-existing asthma
» Gender and COPD

» Smoking status and history
* Respiratory symptoms:

Baseline LDCT emphysema Cough
visually-assessed by % lung Breathlessness (MMRC)
affected: none, mild (<25%), > AN <
moderate (25-30%), severe Hospital Episode Statistics
\_ (>50%) ) kAcute hospitalisations with any respiratory disease code as the primary diagnosis )
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42% airflow
obstruction

Re Su |ts 7,359 individuals 5.0 years follow-up 60% male 49% currently smoking

Respiratory
hospitalisation
risk (asubHR,

Individuals True False
meeting positives positives
threshold2 (n,%)® (n,%)°

Respiratory
hospitalisation
rates (n,%)

Referral threshold

95%Cl)¢

Emphysema
Any emphysema
At least mild (=25%)
At least moderate
(225%)
Emphysema and
respiratory symptoms

Any emphysema AND
(mMMRC=1 or cough=6wk)

Any emphysema AND
(mMRC=2 or cough=6wk)

At least mild AND
(mMRC=1 or cough=6wk)

At least mild AND
(mMRC=2 or cough=6wk)

At least moderate AND
(mMRC=1 or cough=6wk)

At least moderate AND
(mMMRC=2 or cough=6wk)

New airflow obstruction
(FEV1/FVC<0.7)

5,041 (47%)
2,120 (20%)

589 (6%)

3,314 (31%)

1,499 (14%)

1,432 (13%)

661 (6%)

406 (4%)

190 (2%)

3,057 (29%)

2,346 (77%)
1,243 (41%)

451 (15%)

1,604 (52%)

769 (25%)

869 (28%)

414 (14%)

315 (10%)

152 (5%)

100%

2,695 (63%)
877 (20%)

138 (3%)

1,710 (40%)

730 (17%)

563 (13%)

247 (6%)

91 (2%)

38 (1%)

276 (6%)
155 (7%)

76 (13%)

215 (7%)

119 (8%)

129 (9%)

73 (11%)

62 (15%)

38 (20%)

190 (6%)

165 (1.27-2.16Y
1.81 (1.45-2.24Y

2.78 (2.13-364)

1.84 (1.47-2.29Y

1.89 (1.49-2.40Y

221 (1.76-2.77)

242 (1.84-3.19)

3.20 (2.39-4.30)

3.84 (2.63-561)"

146 (1.17-1.82)

aOf all 10,660 individuals screened

bTrue positives: Individuals meeting
the threshold who had airflow
obstruction, percentage of all those
with new airflow obstruction.

¢False positives: Individuals meeting
the threshold who did not have airflow
obstruction, percentage of all those
with no airflow obstruction.

dReference categories include
individuals who do not meet the
relevant threshold.

Adjusted for age, gender, ethnicity,
smoking status and pack year history.

"p<0.001

Increasingly strict thresholds were more strongly associated with respiratory hospitalisation but had reduced sensitivity for

identifying individuals with new airflow obstruction.
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Conclusions

» Using ‘any emphysema’ as a referral threshold was most sensitive, identifying the
highest proportion of LCS individuals with the treatable trait of new airflow
obstruction.

* However, more restrictive thresholds demonstrated lower false positive rates and
may better target individuals at highest risk of adverse outcomes.

» Cost-effectiveness analysis is vital to ensure local resources are optimally utilised.
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