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67.1% returned

1,288 of 1,919 adults at high risk of lung cancer

Making the scan free did not make it equally accessible.

What separated those who returned was distance to the screening centre and female sex, not income or education.

INTRODUCTION

Annual LDCT lowers lung cancer mortality by 20% (NLST) and 24–

33% (NELSON). The benefit in practice depends on returning each year.

Real-world programmes fall short of trials: pooled adherence is 55%, 

and it tends to fall at each round. Adherence tracks stage at diagnosis: 

73.0% early stage among those who kept returning, against 25.0%

among those who did not.

Vietnam recorded 24,426 new lung cancer cases and 22,597 deaths in 

2022, and about 75% present at stage III–IV. To our knowledge, no 

prospective study has characterised the determinants of screening 

adherence in a community programme in Southeast Asia.

OBJECTIVES

1.   Quantify adherence to the recommended repeat LDCT among 

adults at high risk.

2.   Identify the patient-, behavioural- and system-level factors 

associated with it.

METHODS

Design   Prospective longitudinal cohort in Vietnam's first Ministry of Health-

funded community LDCT screening programme; semi-centralised delivery (Fig 1). 

Thanh Tri and Hoang Mai districts, Hanoi, 2024–2026; STROBE-compliant 

reporting.

Participants   Aged 50–74 years with at least 20 pack-years, currently smoking 

cigarettes or having quit within 15 years. 5,226 registered; 3,288 eligible; 2,100 

completed the baseline scan.

Imaging   16-detector CT, 1.25 mm reconstruction, effective dose below 2 mSv. 

Independent blinded double reading, third-reader adjudication; Lung-RADS 

v2022.

Outcome   Repeat LDCT completed within ±3 months of the interval 

recommended by the baseline Lung-RADS category.

Analysis   Nine-variable multivariable logistic regression; Bayesian Model 

Averaging over 13 candidate predictors as a stability check. No missing data; 

analyses in R 4.4.3.
Fig 1.  Semi-centralised delivery model and participant flow.

DISCUSSION AND CONCLUSION

Actionable take-away message

67.1% sits above the 55% pooled from real-world programmes and near K-

LUCAS in Korea (64.5%, baseline-positive participants); trials exceed 90%. 

Settings differ, so this is indicative only.

A free scan is not free access. Return fell from 5 km onward (aOR 0.62), 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.

Income and education were not associated with return, before or after 

adjustment. Where the scan carried no fee, the factors that remained were 

structural and clinical.

Return was higher with markers of higher clinical risk, consistent with the 

Health Belief Model. The 91.0% with a negative baseline scan may be 

vulnerable to false reassurance.

Women returned far less often (aOR 0.29), but there were only 80 women in 

the analytic cohort; the estimate is imprecise and the explanation remains a 

hypothesis.

Four candidate actions for programmes

1.   Decentralise imaging: mobile or satellite LDCT at district level

2.   Keep follow-up navigation with commune health workers

3.   At result disclosure, stress that benefit comes from returning

4.   Build eligibility and engagement for women around non-smoking risk

None has yet been evaluated prospectively. Planned next: durability over rounds 

3–5, the economic case for insurance coverage of LDCT, and screening 

pathways for women.

Limitations

Observational, single programme, no comparator. Two Hanoi districts with free 

scans, transport and active navigation, so the rate reflects favourable conditions. 

8.6% were excluded before round two; the sensitivity analysis bounds the overall 

rate, not the adjusted associations. Straight-line distance, not travel time. One repeat 

round only.
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RESULTS

PRIMARY OUTCOME – ADHERENCE

1,288 / 1,919
completed the repeat LDCT within the window

63.9% to 68.7% bounded range under extreme assumptions

about the 97 participants of unverifiable status

95.8%
men

61.1%
aged 50–64 y

97.0%
currently 

smoking

64.4%
≥30 pack-

years

92.0%
public 

insurance

56.9%
income ≤5M 

VND

91.0%
Lung-RADS 1 

or 2

Analytic cohort at baseline (n = 1,919)

Fig 2.  Factors associated with adherence to the repeat LDCT: adjusted odds ratios and Bayesian posterior inclusion probabilities.

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%). 

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.

Fig 3.  Adherence by participant subgroup.

Dashed line marks the overall rate; grey marks levels with no independent association.

Fig 4.  What the second round found.

Round 1 covers the analytic cohort; round 2 covers those who returned.
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