k klinisch-epidemiologisches

1 krebsregister

Brandenburg-Berlin

Entitatenspezifische Qualitatskonferenz des KKRBB
zum Lungenkarzinom

Einfuhrung von GKV-finanziertem Lungenkrebs-

Screening in Deutschland
- Rundherdmanagement, Qualitatssicherung: Chancen und
Herausforderungen fur Krebsregister

Torsten Blum 11.3.2026
Lungenklinik Heckeshorn, Berlin
Medical School Berlin

W Helios - Lungenklinik Heckeshorn MG R e

Gesundheit und Medizin



Conflict of interest disclosure

X I have no real or perceived conflicts of interest that relate to this presentation.

U1 have the following real or perceived conflicts of interest that relate to this presentation:

Affiliation / Financial interest Commercial Company
Grants/research support: EU4Health, EU IMI, EU IHI
Honoraria or consultation fees: Astra, Boehringer Ingelheim, Lilly, MSD, Pfizer, Roche

Participation in a company sponsored bureau:
Stock shareholder: -

Spouse / partner: -

Other support / potential conflict of interest:




Definition Lungenrundherd

Management von Screening-detektierten
Lungenrundherden



The management of an asymptomatic patient in whom a
solitary, well-circumscribed pulmonary opacity (coin lesion)
has been discovered on routine x-ray examination is a peren-
nial problem. The differental diagnosis in these cases includes
bronchial carcinoma, a single pulmonary metastatic deposit, a
benign tumour or cyst, and a tuberculous focus. With few
exceptions the nature of the lesion can be established only if

it is resected and submitted to pathological examinaton. In
some cases there may indeed be no logical alternatve to this
policy, as for example when the pauent 1s middle-aged or
clacrly, is a leav Yy C1garcCiic SInoOKCr, and is known to have had
a normal chest radiograph withun the previous two years. To
withhold or delay thoracotomy in these circumstances may
be to deny the patent effective treatment for what may prove
to be an early bronchial carcinoma. 7 -

BRITISH MEDICAL JOURNAL 26 APRIL 1975

Solitary Pulmonary Nodules

- common problem

- different diagnoses!

- assess risk factors!
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[ J
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[ - chance to cure lung cancer! ]
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european respiratory society every breath counts



EUROPEAN RESPIRATORY SOCIETY

PLllITI[IﬂEII"y ﬂl]dLllES FRS | INTERNATIONAL CONGRESS 2023

MILAN ltaly, 9-13 September

Glossary of Terms for Thoracic Radiology:
Recommendations of the Nomenclature Committee of the
Fleischner Society’

nodule Solit | dul
Radiographs and CT scans.—The chest ofl arY pu monary no ) ule
nodulg,'n, -s. 1. Morphol/Gen'| med. Any small, radiographic appearance of a nodule 1s (SPN) IS defined as a smgle
nearly spherical collections of differentiated tis- }1 m;lluim] opacity, “.{?ll.} or |Jc:-:1r|lj.' de- |ung Opacity of size less than 3
sue. 2. Radiol. An imonary or al lesion med, measurmg up to 3 cm n diame- . .
represented inaratyiig;raphbyashg:plu;deﬁned, ter. (a) Acmar nodules are round or cm. Itis usually discrete and
discrete, nearly circular opacity 2-30 mm in di- ovold poorly defined pulmonary opaci- does not attach to the Iung
ameter. — Qualifiers: Should always be qualified ties approximately 5-8 mm m diame- I
with respect to size, location, border character- ter, presumed to represent an anatomic border or pleura' ASSOCIated
istics, number, and opacity. —Synonym: coin acinus rendered opaque by consolida- Iymphadenopathy IS
lesion (q.v.); cf. mass. —Evaluation: A useful tion. This classification is used only n characteristically absent.
and recommnded descriptor to be used in pref- the presence of numerous such opaci-
erence to coin lesion. ties. (b) A pseudonodule mimics a pul-
monary nodule; it represents, for exam- Wyker A, Henderson WW. Solitary Pulmonary
ple, a rib fracture, a skin lesion, a device Nodule. [Updated 2022 Dec 19]. In:
on the surface of the patient, anatomic StatPearls [Internet]. Treasure Island (FL):
variants, or composite areas of m- StatPearls Publishing; 2023 Jan-. Available
creased opacity (94). from:
https://www.ncbi.nlm.nih.gov/books/NBK55
6143/

AJR Am J Roentgenol 1984; 143(3):509-17 Radiology 2008; 246(3):697-722



Pulmonary nodules

 Morphologic subtyping according to Fleischner-Society:
« Solid

« Subsolid
« Part solid
 Pure ground glass

« Discrimination between Incidental and Screening-detected pulmonary
nodules:
« Incidental pulmonary nodules: Prevalence in general population approx. 13% (2-24%)
« Screening-detected pulmonary nodules: Prevalence in LDCT-Screening-populations 33% (17-53%]

Also:
« Pulmonary nodules after previous cancer disease: Incidence depending on primary cancer



aktuelles LDCT Lungenkrebs-Screening-Modell

1-2%

[ Risiko-definierte | (Lungen-)

. . i Krebs
Zielpopulation: = , WEIEE
\/ \) a;okollz.a.rl;rfgs ] gehende
ediirftige 4% Abkldrungs-
Eingangskriterien LDCT-Befunde diagnostik

fur LDCT-Lungen- benigne

abklarungs-
krebs-Screening: . kontroll- or bediirftige
reguilares 4 H \ LDCT-Befund
fDCT bediirftige gezogenes gy gummm
Hohes Lungen- S acaling LDCT-Befunde M12% LDCT
krebs-Risiko? dann jﬁhrli’ch nach 3 bzw. 6

+Rauchverhalten
(+/- Risikomodell)

LDCT- LDCT-
\ / Befunde Befunde

negative negative

EXIT
LDCT
Screening

Ziel eines organisierten LDCT-Lungenkrebs-Friiherkennungsprogrammes:
Nutzen von LDCT-Screening groRRer als Risiken von Strahlenbelastung,

IASLC | 2021 World Conference on Lung Cancer (unndtiger) invasiver Diagnostik/Therapie und Uberdiagnosen

““"JNQ;J_ SEPTEMBER 8 - 14, 2021 | WORLDWIDE VIRTUAL EVENT



UK: Analysis of the baseline performance
of five UK lung cancer screening programs

[ ]

122902022
8182900120 8§

82 People
Are likely to have a negative scan, which
means there is no sign of lung cancer

14 People

Are likely to have a small lung nodule or
other minor finding that needs another scan
in 3 months. Almost all of these people will
NOT have lung cancer on their repeat scans

2 People

Are likely to be asked to attend the hospital
for further tests but will NOT be found to
have lung cancer

2 People
Are likely to be diagnosed with lung cancer

invasive diagnostics/therapy: no serious morbidity or mortality

U Helios

Similar efficacy & safety:

« national Croatian LDCT
LCS program;
Samarzija M et al.
unpublished data

« HANSE LDCT LCS pilot
study (Germany); Vogel-
Claussen ] et al.

Lancet Oncology in press

Balata H et al' M S B Medical School Berlin
Lung Cancer 2021



apply robust clinical algorithms for LDCT reading!

Guidelines for incidental nodules

Guidelines for screening-detected no

dules

Flelschner Soclety 2017 Guidelines for Management of Incidentally Detected Pulmonary Nodules In Adults

A: Solid Nodules*

ACR

AMERICAN COLLEGE OF

Lung-RADS® v2022

Size
Nodule Type <6 mm (<100 mm?) 6-8 mm (100-250 mm?) =8 mm (=250 mm?) Comments
Single
Low riskt No routine follow-up CT at 6-12 months, then Consider CT at 3 months, PET/CT, Nodules <6 mm do not require routine follow-up in

Guidelines for Management of
Incidental Pulmonary Nodules
Detected on CT Images: From the

pling low-risk patients (recommendation 1A).

months, PET/CT, Certain patients at high risk with suspicious nodule
pling morphology, upper lobe location, or both may
warrant 12-month follow-up (recommendation

1A).

Fleischner Society 2017
elSC n er OC | e s, then Use most suspicious nodule as guide to
consider CT at 18-24 consider CT at 18-24 months management. Follow-up intervals may vary
months according to size and risk (recommendation 2A).
High riskf Optional CT at 12 months CT at 3-6 months, thenat ~ CT at 3-6 months, then at 18-24 Use most suspicious nodule as guide to
18-24 months months management. Follow-up intervals may vary
according to size and risk (recc dation 2A).
B: Subsolid Nodules®
Size
Nodule Type <6 mm (<100 mm?3) =6 mm (=100 mm?3) C
Single
Ground glass  No routine follow-up CT at 6-12 months to confirm persistence, then CT In certain suspicious nodules < 6 mm, consider
every 2 years until 5 years follow-up at 2 and 4 years. If solid component(s)
or growth develops, consider resection.
(Recommendations 3A and 4A).
Part solid No routine follow-up CT at 3-6 months to confirm persistence. If unchanged and solid In practice, part-solid nodules cannot be defined

component remains <<6 mm, annual CT
should be performed for 5 years.

« MacMahon H et al.
Radiology 2017

the most suspicious nodule(s).

—6 months. Subsequent management based

as such until =6 mm, and nodules <<6 mm
do not usually require follow-up. Persistent
part-solid nodules with solid components =6
mm should be considered highly suspicious
(recommendations 4A-4C)

Multiple <<6 mm pure ground-glass nodules
are usually benign, but consider follow-up in
selected patients at high risk at 2 and 4 years
(recommendation 5A).

W Helios

RADIOLOGY Release Date: November 2022
Lung- . s
RADS Category Descriptor Findings Management
Prior chest CT examination being located for comparison (see note 9) Comparison to prior chest CT;
Incomplete Additional lung cancer
0 E?g\?;?;ﬁi;of?gtign Part or all oflungs cannot be evaluated screening CT imaging needed;
Findings suggestive of an inflammatory or infectious process (see note 10) 1-3 month LDCT
Negative No lung nodules OR
1 Estimated Population Nodule with benign features:
Prevalence: 39% « Complete, central, popcorn, or concentric ring calcifications OR
« Fat-containing
Juxtapleural nodule:
« <10 mm (524 mm?) mean diameter at baseline or new AND
« Solid; smooth margins; and oval, lentiform, or triangular shape
: www.acr.org
Solid nodule:
« <6 mm (<113 mm?) at baseline OR
Benign - Based on » New <4 mm (< 34 mm) 12-month screening LDCT
imaging features or Part solid nodule:
2 indolent behavior . <6 mm total mean diameter (< 113 mm?) at baseline
Estimated Population | Nop solid nodule (GGN):
Snoeckx A et al.
°

European Society of Thoracic Imaging 2025

International Early Lung Cancer Action Program (I-ELCA

NCCN LCS

www.nccn.org

Eur Radiol 2025

P)

www.ielcap.org

European Position Statement on LCS

iIsh Thoracic Society guidelines for the
tigation and management of pulmonary

Oudkerk M et al.
Lancet Oncol 2017

Medical School Berlin
Hochschule fir
Gesundheit und Medizin



negative or

Screening-detektierte Lungenrundherde:

insignificant Negative Befunde
®
LDCT ACR
resu|t AMERICAN COLLEGE OF ®
RADIOLOGY Lung'RADs V2022 Release Date: November 2022
Lung- | ¢ Descri Findi M
RADS ategory Descriptor indings anagement
Prior chest CT examination being located for comparison (see note 9) Comparison to prior chest CT;
Incomplete Additional lung cancer
0 Efg\g?;ﬁg;of%?tion Part or all oflungs cannot be evaluated screening CT imaging needed;
Findings suggestive of an inflammatory or infectious process (see note 10) 1-3 month LDCT
Negative No lung nodules OR
1 Estimated Population Nodule with benign features:
Prevalence: 39% - Complete, central, popcorn, or concentric ring calcifications OR
- Fat-containing
Juxtapleural nodule:
+ <10 mm (524 mm?) mean diameter at baseline or new AND
+ Solid; smooth margins; and oval, lentiform, or triangular shape
Solid nodule:
« <6 mm (< 113 mm?) at baseline OR
-~ 84% B Benign - Based on » New <4 mm (< 34 mm}) 12-month screening LDCT
imaging features or Part solid nodule:
9 | indolent behavior . <6 mm total mean diameter (< 113 mm?) at baseline
Efg\';g?;ﬁg;i%ﬂation Non solid nodule (GGN):
T « <30 mm (< 14,137 mm?) at baseline, new, or growing OR
« >30 mm (= 14,137 mm?3) stable or slowly growing (see note 7)
Airway nodule, subsegmental - at baseline, new, or stable (see note 11)
Category 3 lesion that is stable or decreased in size at 6-month follow-up CT OR
Category 4B lesion proven to be benign in etiology following appropriate
diagnostic workup

W Helios

https://www.acr.org/-/media/ACR/Files/RADS/Lung-RADS/Lung-RADS-2022.pdf

MSB

Medical School Berlin
Hochschule fir
Gesundheit und Medizin



e

-

indeterminate

N\

LDCT
result

J

~ 13% -

Screening-detektierte Lungenrundherde:
Kontrollbedurftige Befunde

Probably Benign -
Based on imaging
features or behavior

Estimated Population
Prevalence: 9%

Solid nodule:
« >26to<8 mm (=13 to < 268 mm?) at baseline OR
« New 4 mm to <6 mm (34 to <113 mm3)

Part solid nodule:

« > 6 mm total mean diameter (> 113 mm?) with solid component <6 mm (< 113 mm?)
at baseline OR

+ New <6 mm total mean diameter (< 113 mm?)

Non solid nodule (GGN):
« =30 mm (= 14,137 mm?) at baseline or new

Atypical pulmonary cyst: (see note 12)
« Growing cystic component (mean diameter) of a thick-walled cyst

Category 4A lesion that is stable or decreased in size at 3-month follow-up CT
(excluding airway nodules)

6-month LDCT

U Helios

4A

Suspicious

Estimated Population
Prevalence: 4%

Solid nodule:

« >8to <15 mm (= 268 to < 1,767 mm?) at baseline OR
- Growing < 8 mm (< 268 mm? OR

« New 6 to <8 mm (113 to < 268 mm?)

Part solid nodule:

« =2 6 mm total mean diameter (= 113 mm?) with solid component =26 mm to <8 mm
(= 113 to < 268 mm?) at baseline OR

+ New or growing <4 mm (< 34 mm?) solid component

Airway nodule, segmental or more proximal - at baseline (see note 1)

Atypical pulmonary cyst: (see note 12)

+ Thick-walled cyst OR

« Multilocular cyst at baseline OR

+« Thin- or thick-walled cyst that becomes multilocular

3-month LDCT;

PET/CT may be considered if
there is a = 8 mm (= 268 mm?)
solid nodule or solid
component

Lung RADS v2022

https://www.acr.org/-/media/ACR/Files/RADS/Lung-RADS/Lung-RADS-2022.pdf

L]
Medical School Berlin
Hochschule fir
Gesundheit und Medizin




positive

LDCT
result

.-...3%..

Screening-detektierte Lungenrundherde:
Abklarungsbedurftige Befunde

Very Suspicious

Airway nodule, segmental or more proximal - stable or growing (see note 11)

Referral for further clinical
evaluation

Solid nodule:
+ 215 mm (= 1767 mm?) at baseline OR
- New or growing = 8 mm (= 268 mm?)

Part solid nodule:
+ Solid component 2 8 mm (= 268 mm?) at baseline OR

W Helios

Diagnostic chest CT with or
without contrast;

PET/CT may be considered if
there is a>8 mm (> 268 mm?)

4B | Estimated Population - New or growing > 4 mm (> 34 mm?) solid component solid nodule or solid
Prevalence: 2% Atypical pulmonary cyst: (see note 12) component;
+ Thick-walled cyst with growing wall thickness/nodularity OR tissue sampling;
« Growing multilocular cyst (mean diameter) OR and/or referral for further
- Multilocular cyst with increased loculation or new/increased opacity (nodular, clinical evaluation
ground glass, or consolidation) Management depends on
. . . . linical evaluation, patient
Slow growing solid or part solid nodule that demonstrates growth over multiple € ’ .
screening exams (see note 8) prefer»_e:-nce, and the probability
of malignancy (see note 13)
4X Estimated Population Category 3 or 4 nodules with additional features or imaging findings that increase
Prevalence: <1% suspicion for lung cancer (see note 14)
Significant or
S Potentially Significant Modifier: May add to category 0-4 for clinically significant or potentially clinically As appropriate to the specific

Estimated Population
Prevalence: 10%

significant findings unrelated to lung cancer (see note 15)

finding

https://www.acr.org/-/media/ACR/Files/RADS/Lung-RADS/Lung-RADS-2022.pdf

Lung RADS v2022

L I
M S B MedlcalSchoul Berlin
-| eit und Mediz




Weitere klinische Abklarung

Management von Screening-detektierten
Lungenrundherden



Leitlinien zum Lungenrundherd-Management:

1) Inzidentelle vs. screening-detektierte Lungenrundherde
2) Radiologisches vs. weiteres klinisches Management

Identification

Incidental nodules | Screening-detected
nodules

I-ELCAP C(:TTscaninng
. . reading
Radiclogical Fleischner Lung RADS 2022
management 2nd CT reading
ESTI 2025 \
Nodule Board
Further clinical BTS 2015 DUS 208 Nodule Diagnostics
management NCCN 2025 Nodule Therapy
of positive nodules ERS/ESR 2026 Surgery
-Radiothera
-other ablatiF:Ke procedures

(-systemic therapies)

Follow-up of lung cancer
and screening cohorts
g

" En
U Heli :
d e Ios Medical School Berlin
Hochschule fir
Gesundheit und Medizin



Rundherd-Management aktuell in Deutschland gemaf S3-Leitlinie
—radiologisch und im Rahmen der weiteren klinischen Abklarung

 LUnNgRADS 2022 mit Volumetrie "5 |eeoe) SR | wees s \dentification

Unvoll- Vergleich mit
standi 0 ~1% friherem LDCT oder
9 erneutes LDCT Enrolment

https://www.acr.org/-/media/ACR/Files/RADS/ D | e
Lung-RADS/Lung-RADS-2022.pdf Gutarti : ~60% Screening Inclusion

LDCT-Kontrolle

3 ~5%

Kontroll- nach 6 Monaten
bediirftig LDCT-Kontrolle
- =28 nach 3 Monaten CT H
scanning
Abklarung mittels .
AAPET) | ~05% beTicr CT reading
Abklé_rungs- 48 1% Vorstellung zur
beduirftig klin. Abklarung
5 % mit initialer

Fallkonferenz

*basierend auf den Daten der HANSE-Studie [21].

Solid non-calcified nodule(s) on T | Nodule Di agnost ics
- BTS 2015
Clear features of benign disease®, or nodule <5mm m
diameter (or <80mm?3) or patient unfit forany t? Discharge N Od u Ie Th era py

British Thoracic Society guidelines for the o
ty g Assess risk of lung cancer according ‘Surgerv

investigation and management of pulmonary nodules . % e e e -Radiotherapy
e -other ablative procedures
(-systemic therapies)

lNo

Ca“ister ME et al_ I \L Assessriskusingﬂrockmodell |

Thorax 2015; 70 Suppl 2:iil-ii54 —{ 0% riskof malignancy® | [ 210% rskof malignancy | Follow-up of lung cancer
|

and screening cohorts
g

PET-CT withrisk assessment using Herder model
(provided sizeis greater than local PET-CT threshold)

L l l

<10% risk of 10-70% risk of >70% risk of
lig: y lignancy malignancy
| I :
L |
-

CT surveillance Consider image-guided biopsy; other options Consider excision or non-

L3
Fd I I e I I o S (algorithm 2) are excision biopsy or CT surveillance guided surgical treatment (+/- Medical School Berlin
by individual risk and patient preference. image-guided biopsy) M S B Hochschule for
Gesundheit und Medizin




Ubersicht klinische Abklirung

Management von Screening-detektierten
Lungenrundherden



overview clinical work-up

Positive

screening-detected Factors to consider:
pulmonary nodule

« Localisation of nodule

v
 Morphology of nodule

« Solid vs. part solid/non-solid

What are the
= best pathway(s) - Size of nodule
in different
Subgroups? , bronchoscopic

biopsy

transthoracic,
image-guided
biopsy

« Number of nodules

+/- navigational

techniques - Fithess of patient

<
Surgical
resection

" En
: li -
d He IOS Medical School Berlin
Hochschule fir
Gesundheit und Medizin

Other locally

ablative Tx



FDG-PET/CT

Management von Screening-detektierten
Lungenrundherden



FDG-PET/CT

9 studies in LDCT LCS cohorts:
1,188 participants

e used either PET or PET+CT classification scheme

Test characteristics:

Sensitivity Specificity PPV NPV Accuracy
Minimum 63,73% 63,16% 78,91% 31,58% 65,26%
Maximum 93,10% 95,24% 91,18% 95,12% 91,00%

Curative resection rates:

OR lower 95% CI upper 95% CI
Minimum 3,30 1,16 9,39
Maximum 105,30 24,19 583,19

SSSSSS



Pra-operative Biopsie
vs. primare Resektion

Management von Screening-detektierten
Lungenrundherden



Praoperative Biopsie vs. primare Resektion

3 studies in LDCT LCS cohorts:
« 400 patients with positive pulmonary nodules

Surgical resection of unconfirmed nodules
« malignant confirmation rates 72.5%-88.9%
« benign confirmation rates 11.1%-27.5%

Bronchoscopy:

« malignant confirmation rates 48.1%-100%
« benign confirmation rates 0-3.7%
 non-diagnostic rates 0%-48.1%

CT-guided biopsy

« malignant confirmation rates 51.6%-73.1%
« benign confirmation rates 3.2%-4.6%

« non-diagnostic rates 22.2%-45.2%

n
L B B
| ]
M S B Medical School Berlin
Hochschule fi
Gesundheit nd Medizin



Nicht-solide Lungenrundherde
(Milchglas-Lungenrundherde)

Management von Screening-detektierten
Lungenrundherden



Nicht-solide Lungenrundherde (Milchglas-Lungenrundherde)

3 studies in LDCT LCS cohorts
« 575 patients with non-solid nodules (pure ground glass)

1 study (89 pts.):
« 77 pts. with no change/decrease of non-solid nodule size
« 12 pts. with increased non-solid nodule size; median watchful waiting period: 59 months

« 12 pts: resection due to growing non-solid nodules; median post-operative follow-up
period: 51 months, overall survival rate: 100%.

1 study (97 pts.):
« mean watchful waiting period of 15.1 months before surgery

« mean post operative follow-up period in all pts.: 86.9 months
« overall survival rate: 95.9% (93/97 pts,), all deaths due to other causes than lung cancer

1 study (389 pts.):

« mean follow-up period of 9.2 yrs.; watchful waiting in 381 pts.

« 8 pts. with surgical resection of subsolid nodules

« overall survival rates 93.6% (364/389 pts.), all deaths not related to subsolid nodules.

L B B
d | - | £ Medical School Berlin
Hochschule
Gesundheit und Medizin



Qualitatssicherung

Lungenkrebs-Screening in Deutschland

Einbindung der Krebsregister!



LDCT LCS in Deutschland - Qualitatssicherung:

Vision: §25a SGB V (organisierte Fruherkennung)

Bundesebene
1 Koordinierungsstelle

Uberregional
5 Referenzzentren

Landesebene
Zentrale Koordinationsstelle
flir 1-26 Screening-Einheiten

Regional
73 Screening-Einheiten

ca. 2000 qualifizierte Arzte*

ca. 1000 assoziierte Radiologien**
mind. 73 auf Lungenkrebs
spezialisierte Zentren™ ™~

Kooperationsgemeinschaft (KBV|GKV-SV/DKG) G
Evaluation, Organisation, Koordination, Zertifizierung Zentrale Datenbank |
Website, allgemeine Informationen, Telefon-{E-Mail-Hotline
A I F 3 r 3
Referenzzentrum
Evaluation, Qualitatssicherung, Forthildungen zur
Qualifikation beteiligter Arzte, gleichzeitig auch Screening-
Einheit und auf Lungenkrebs spez. Zentrum
A
 J v L
Zentrale AR
S cell Meldeimter Eplflemlologlsche !.md
oordinationsstelle klinische Krebsregister
» Einladungswesen
+ Terminkoordination S
- Organisation Kassenarztliche Krankenkassen
»  Dokumentation Vereinigung DMP - Programme
1 v
Screening-Einheit <« Abklirung auRerhalb <—

(ambulanter regionaler Screening-Verbund)

1-50 Ary\m CT-Einheiten

Qualifizierte Arzte*
«  Aufklarung CT

Beratung/Aufklarung » Durchfiihrung LDCT

Erhebung Rauchstatus + Erstbefundung

Risikoevaluation b) Radiologie eines auf Lungen-

= = = =+ = =

Eignungsprifung krebs spezialisierten Zentrums***
Einschluss « alle Aufgaben wie a) plus
Angebot Rauchstopp- »  Zweitbefundung

Intervention + Radiologische Konsensus-

konferenz mit a)

a) vertragsarztliche Radiologien*® "

von §25a SGB V

(stationar + ambulant)

auf Lungenkrebs
spezialisiertes
Zentrum***

* Interdisziplindre

Fallkonferenz

» Diagnostik
+ Pathologie
+ Therapie

+ Nachsorge

zertifizierte Tabakentwohnungsprogramme (auch auBerhalb Fritherkennungsprogramm)

® qualifizierte Allgemeinmediziner, Internisten, Arbeitsmediziner

* *mit qualifizierten Radiologen

***Doppelfunktion als Teil der Screening-Einheit und als Abklarungseinheit

Blum TG et al.
Pneumologie 2023
DOI 10.1055/a-2175-4580

n
Medical School Berlin
Hochschule
Gesundheit und Medizin



aktuelles LDCT Lungenkrebs-Screening-Modell

1-2%

[ Risiko-definierte | (Lungen-)

. . i Krebs
Zielpopulation: = , WEIEE
\/ \) a;okollz.a.rl;rfgs ] gehende
ediirftige 4% Abkldrungs-
Eingangskriterien LDCT-Befunde diagnostik

fur LDCT-Lungen- benigne

abklarungs-
krebs-Screening: . kontroll- or bediirftige
reguilares 4 H \ LDCT-Befund
fDCT bediirftige gezogenes gy gummm
Hohes Lungen- S acaling LDCT-Befunde M12% LDCT
krebs-Risiko? dann jﬁhrli’ch nach 3 bzw. 6

+Rauchverhalten
(+/- Risikomodell)

LDCT- LDCT-
\ / Befunde Befunde

negative negative

EXIT
LDCT
Screening

Ziel eines organisierten LDCT-Lungenkrebs-Friiherkennungsprogrammes:
Nutzen von LDCT-Screening groRRer als Risiken von Strahlenbelastung,

IASLC | 2021 World Conference on Lung Cancer (unndtiger) invasiver Diagnostik/Therapie und Uberdiagnosen

““"JNQ;J_ SEPTEMBER 8 - 14, 2021 | WORLDWIDE VIRTUAL EVENT



klinische Abklarung Pneumologie 2023

DOI 10.1055/a-2175-4580

Einschluss durch: ( Bolad
. - - Einladung o Ergebnismitteilung + Wiedereinladung
. A"gemelnmECthner (zentrale Koordinationsstelle) Brief mit Termin :
. LDCT Kontroll-LDCT
« Internisten 12 Monate 3 oder 6 Monate
- Arbeitsmediziner > t t
>
=) Risikoevaluation + Einschluss = r K
g (Qualifizierte Arzte) = a] Risikoevaluation und Eignungsprifung
=» Steigerung der Einschlussraten c g
R .. . -g o Ein-{Ausschluss Fritherkennungsprozess R
=>» Reduktion von Uberdiagnosen £ LN : E
und Ubertherapien - won v
LDCT + Erstbefundung ; .
Q . 7 ] N Rechtfertigende Indikation LDCT
. . p- (Assoziierte Radiologie oder ] B
Radiologisches Management 3] auf Lungenkrebs spezialisiertes ]
+ Erst-/Zweitbefunder =i = ; ot S
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» Abb. 2 Vorschlag zu einem Algorithmus in einem organisierten Fridherkennungsprogramm des Lungenkarzinoms nach §25a SGB V.
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