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67 : 1 A) returned Making the scan free did not make it equally accessible.

o . What separated those who returned was distance to the screening centre and female sex, not income or education.
: of 1,919 adults at high risk of lung cancer

INTRODUCTION DISCUSSION AND CONCLUSION RESULTS

= Annual LDCT lowers lung cancer mortality by 20% (NLST) and 24— Actionable take-away message PRIMARY OUTCOME — ADHERENCE
33% (NELSON). The benefit in practice depends on returning each year. = 67.1% sits above the 55% pooled from real-world programmes and near K- 1 ,288 / 1 ,91 9 95.8% 61.1% 97.0% 64.4% 92.0% 56.9% 91.0%
: o S .. - o . _
= Real-world programmes fall short of trials: pooled adherence is 55%, LUCAS |n.Korea (64}.5.@, bailselllne positive participants); trials exceed 90%. somElisi dhe rpsen LDET willin e witday: men aged 5064 y currently >30 pack- public income <5M  Lung-RADS 1
. : . Settings differ, so this is indicative only. smoking years insurance VND or 2
and it tends to fall at each round. Adherence tracks stage at diagnosis: | 63.9% to 68.7% bounded range under extreme assumptions
73.0% early stage among those who kept returning, against 25.0% " Afree scan is not free access. Return fell from 5 km onward (aOR 0.62), not about the 97 participants of unverifiable status Analytic cohort at baseline (n = 1,919)
among those who did not only beyond 10 km. Travel time, lost wages and hospital crowding stay with the
| | participant, and national insurance does not yet reimburse screening LDCT. Fig 2. Factors associated with adherence to the repeat LDCT: adjusted odds ratios and Bayesian posterior inclusion probabilities.
* Vietnam recorded 24,426 new lung cancer cases and 22,597 deaths in = |[ncome and education were not associated with return, before or after All estimates are mutually adjusted (n = 1,919). Coloured estimates reached statistical significance (P < 0.05); Bayesian Model Averaging selected the same six terms (PIP > 50%).
2022, and about 75% present at stage llI-IV. To our knowledge, no adjustment. Where the scan carried no fee, the factors that remained were The four remaining candidates (health insurance, chronic disease, physical activity, prior checkup) had PIP = 0.0% and did not meet the P < 0.10 entry criterion.
prospective study has characterised the determinants of screening structural and clinical.
adherence in a community programme in Southeast Asia. = Return was higher with markers of higher clinical risk, consistent with the - aOR (95% CI) B PIP (%)
Health Belief ?/Iodel. The 91.0% with a negative baseline scan may be SOCIODEMOGRAPHIC :
vulnerable to false reassurance.
OBJECTIVES | Women (vs men) e Le— | : 0.29 (0.18-0.47) <0.001 NN 100.0
1. Quantify adherence to the recommended repeat LDCT among ) Women_retumed far Iess’. Often.(a.OR 0'2.9)’ but there were Ol.nly 80 women in Age 65-74y (vs 50-64 ) —eor—i 0.94 (0.76-1.16) 0.560 0.0
. . the analytic cohort; the estimate is imprecise and the explanation remains a )
adults at high risk. hypothesis. High school or above (vs below) Ho— 1.08 (0.87-1.32)  0.492 0.0
2. ldentify the patient-, behavioural- and system-level factors Income >5 million VND (vs <5) —eo— 0.99 (0.80-1.22) 0.904 0.0
associated with it. _ _ |
Four candidate actions for programmes AC_CESS TO THE SCREENING CENTRE |
.. : : : _ — < . 49-0. <0. ] .
1. Decentralise imaging: mobile or satellite LDCT at district level D?stance 5-10km (vs <5 km) —o— : 0.62 (0.49-0.78) <0.001 94.1
2. Keep follow-up navigation with commune health workers Distance >10 km (vs <5 km) —o— | 0.59 (0.43-0.80) 0.001 mEEEENNN 83.6
M ETH O D S 3. Atresult disclosure, stress that benefit comes from returning BEHAVIOURAL AND CLINICAL |
4. Build eligibility and engagement for women around non-smoking risk 230 pack-years (vs 20-29) I|_._| 1.29 (1.05-1.57) 0.015 NN /4.8
None has yet been evaluated prospectively. Planned next: durability over rounds Family history of cancer (vs none) '_._l 1.29 (1.02-1.63) 0.033 I 72.9
Design Prospective longitudinal cohort in Vietnam's first Ministry of Health- 3;3;‘/1;/;9 Se(;;);vvc:/g?’;fe;ase for insurance coverage of LDCT, and screening Alcohol in past month (vs none) I:—o—l 1.21 (0.98-1.48) 0.076 8.6
funded community LDCT screening programme; semi-centralised delivery (Fig 1). P 4 ' BASELINE LDCT RESULT |
Thanh Tri and Hoang Mai districts, Hanoi, 2024-2026; STROBE-compliant i Lung-RADS 2 (vs Lung-RADS 1) H-o— 1.11 (0.91-1.36)  0.305 0.0
- imitations |
reporting. _ | - _ Lung-RADS 3 (vs Lung-RADS 1) i o ] 1.62 (0.99-2.75) 0.064 12.8
Partici ts Aged 50—74 th at least 20 " f " Observational, single programme, no comparator. Two Hanoi districts with free I
2 |C;Fan sh g€ ; .try]/_ea;séw 2 562826 p.af _ygégs’zggrr?n,gl 8_201 (l)r:)g scans, transport and active navigation, so the rate reflects favourable conditions. Lung-RADS 4 (vs Lung-RADS 1) | — 1.86 (1.10-3.29) 0.024 N 74.6
Clgarel S OL avmgl_qw within 1o years. o, registered, o, cligible, 2, 8.6% were excluded before round two; the sensitivity analysis bounds the overall ! ! ! : ! ! ! ! !
completed the baseline scan. rate, not the adjusted associations. Straight-line distance, not travel time. One repeat 0.2 0'? 05 0.75 1.0 1.5 2.'0 3.0 4.0
Imaging 16-detector CT, 1.25 mm reconstruction, effective dose below 2 mSv. round only. lower adherence higher adherence
i/nzdoezpzendent blinded double reading, third-reader adjudication; Lung-RADS Adjusted odds ratio (95% ClI), log scale
Outcome Repeat LDCT completed within £3 months of the interval ) . )
recommended by the baseline Lung-RADS category. REFERENCES, DISCLOSURES & Al STATEMENT Fig 3. Adherence by participant subgroup. Fig 4. What the second round found
_ _ o o _ _ Dashed line marks the overall rate; grey marks levels with no independent association. Round 1 covers the analytic cohort; round 2 cavers those who returned.
Analysis Nine-variable multivariable logistic regression; Bayesian Model
Averaging over 13 candidate predictors as a stability check. No missing data; Round 1 n = 1,919 analytic cohort
analyses in R 4.4.3. References o | | Overall 67.1% | o
Flg 1. Semi-centralised de"very model and participant ﬂOW 1. Aberle DR, et al. Reduced lung-cancer mortality with low-dose computed tomographic screening. N Engl J Med Sex l
2011;365:395-409. Men | 68.4%
2. de Koning HJ, et al. Reduced lung-cancer mortality with volume CT screening in a randomized trial. N Engl J Med Women MEE | 28.8%
30 commune health stations referral - free transport K Hospital 2020;382:503-13. Distance to screenina centre ] R —
grassroots primary care network » national tertiary cancer centre 3. Lopez-Olivo MA, et al. Patient adherence to screening for lung cancer in the US: a systematic review and meta- 9 <5 km I 73.6%
analysis. JAMA Netw Open 2020;3:2025102. 5_10 k - 1 6 4'30/0 Round 2 n = 1,288 who returned
case finding - eligibility checks LDCT - blinded double reading 4. Kim RY, et al. Adherence to annual lung cancer screening and rates of cancer diagnosis. JAMA Netw Open ;10 km _ I 63.80/3
. o < 2025:8:6250942. ln=23/_______________ | :
ders - follow- kup - ! : :
SIS » Ve oBSHID MERARE el results - recall interval workup - case management 5. Lee J, et al. Feasibility of implementing a national lung cancer screening program: interim results from K-LUCAS. Cumulative SmOkmg exkposure I 20
Transl Lung Cancer Res 2021;10:723-36. 20-29 pack-years | 63.2%
>30 pack-years _ 69.3%
) Ethics, funding and disclosures Family history of cancer gy
Completed Excluded Analytlc cohort Approved by the Ethics Committee in Biomedical Research, Vietham National Cancer Hospital (3377/BVK-HDDD); all Yes ggggjo
) — participants gave written informed consent. Funded by the Ministry of Health of Vietham (Decision No. 1651/QD-BYT). _ 270
baseline LDCT —> before round 2 n- 11919 Partial support for implementation and article processing charges came from AstraZeneca Vietnam, which had no role in Baseline Lung-RADS category Lung-RADS 1 il Lung-RADS 2 il Lung-RADS 3 [l Lung-RADS 4
the design, conduct, analysis or reporting of the study, or in the decision to submit. No other competing interests. 1 | 65.0%
n=2100 n =181 (8.6%) 1,288 returned 5 ' 67.6% ; .
631 did not return Acknowledgements | | - | 3 76.8% Among the 1,288 who returned
¥ The authors thank the district health centres of Thanh Tri and Hoang Mai, the 30 participating commune health stations, 4 (A, B, X) O() 75.6%
. . and every participant in the programme. Household income 160 had a positive round-2 result
Competlng events 84 Status not ascertained 97 <5 million VND | 66.6% (Lung-RADS 3 or 4) = 12.4%
not eligible for round 2 no verifiable round-2 record o ] ] ] >5 million VND I 67.8%
Artificial Intelligence (Al) Use Disclaimer Education : _ _
Lung cancer at round 1 12 LDCT elsewhere, no record 51 No artificial intelligence tool was used in the development of this poster. The study design, _ Below high school ! 66.6;%) 94 Lung-RADS 3 6-month re-imaging
Death, any cause 10 Could not be contacted 46 tsr’izti;t)ir(:’?eln?[nalysis, figures and all text were produced by the authors, who take full responsibility for High school or above | | | | I | 67.5% 66 Lung-RADS 4 diagnostic workup
In hospital, other illness 23 ' 0 20 40 60 30 . J
_ In accordance with ACCME standards, individuals in control of content are required to disclose any use of Al in the
Other cancer diagnosed 5 Returned post hoc to the denominator development of educational materials, including the specific tool used and how it contributed. IASLC maintains Participants who returned for the repeat LDCT (%) The two rounds are not directly comparable: the denominators differ, and
Moved away from Hanoi 34 under extreme assumptions: oversight of all educational content and reviews materials to ensure they are evidence-based, fair-balanced and free participants with a positive baseline result both returned more often and
adherence 63.9% to 68.7% from commercial bias. were re-imaged at shorter intervals. Round 2 is shown descriptively.
Bl Higher adherence (adjusted) M Lower adherence (adjusted) Reference or no association
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