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Lung Cancer in West Virginia 
 
Cancer happens when cells in the body begin to grow out of control. When this occurs in the lungs, it is called 
lung cancer. There are two main types of lung cancer: small cell and non‐small cell. Although both occur in 
the lung, they grow very differently and are treated differently. Non‐small cell lung cancer is the more       
common of the two and has many subtypes including adenocarcinoma, squamous cell carcinoma, and large 
cell carcinoma.1 
 
At present, the only recommended screening test for lung cancer is low‐dose computed tomography (also 
known as a low‐dose CT scan, or LDCT). An x‐ray machine scans the body with low doses of radia on in order 
to create detailed pictures of the lungs.2 The United States Preven ve Services Task Force recommends      
annual screening with LDCT for individuals between 55 and 80 years old who have a 30 pack‐year smoking 
history and currently smoke or have quit in the last 15 years.3 Therefore, an adult aged 55 or older who 
smoked an average of one pack of cigare es a day for 30 years, or two packs a day for 15 years, or any      
combina on that equals 30 pack‐years or more, is eligible.  
 
Lung cancer (all types combined) is the second most common cancer in both men and women4 and accounts 
for 18% of all new cancer cases diagnosed in West Virginia.5 Every year in WV, approximately 2,039 people 
are diagnosed with lung cancer and 1,482 will die from the disease.5, 6 Half of all people with lung cancer      
diagnoses have distant metastasis, meaning the cancer has spread. Because of this, more people die of lung 
cancer than colorectal, prostate, and breast cancer combined.7  
 
In the United States, cigare e smoking is linked to 80% to 90% of lung cancers, making it the number one risk 
factor for the disease. Other factors include secondhand smoke, radon, other substances and pollutants 
(including asbestos, arsenic, diesel exhaust, and some forms of silica and chromium), personal family history 
of lung cancer, previous radia on therapy to the chest, and possibly diet.8  
 
Most lung cancers can be prevented as they are connected to smoking, secondhand smoke, or exposure to 
radon or other environmental factors. Lung cancer screening using LDCT can help find lung cancer at an      
earlier stage when it is most treatable, thus improving quality of life and increasing life span for lung cancer 
survivors.7 
   
1. American Cancer Society. Accessed at h ps://www.cancer.org/cancer/non‐small‐cell‐lung‐cancer/about/what‐is‐non‐
small‐cell‐lung‐cancer.html on 8/21/18 at 1:01 PM.  
2. Centers for Disease Control and Preven on. Accessed at h ps://www.cdc.gov/cancer/lung/basic_info/screening.htm 
on 8/21/18 at 1:05 PM. 
3. U.S. Preven ve Services Task Force (2014). Screening for Lung Cancer: U.S. Preven ve Services Task Force Recom‐
menda on Statement. Annals of Internal Medicine, 160(5). 
4. American Cancer Society. Accessed at h p://www.cancer.org/cancer/non‐small‐cell‐lung‐cancer/about/key‐
sta s cs.html on 8/21/18 at 1:10 PM. 
5. WV Cancer Registry.  
6. United States Cancer Sta s cs: 1999 ‐ 2014 Incidence and Mortality Web‐based Report. United States Department of 
Health and Human Services, Centers for Disease Control and Preven on and Na onal Cancer Ins tute; 2017. Available 
at www.cdc.gov/uscs. Accessed on 8/21/18 at 1:12 PM.  
7. American Cancer Society. Accessed at h p://www.cancer.org/cancer/lung‐cancer/preven on‐and‐early‐
detec on.html on 8/21/17 at 1:15 PM. 
8. Centers for Disease Control and Preven on. Accessed at h ps://www.cdc.gov/cancer/lung/basic_info/
risk_factors.htm on 8/21/17 at 1:20 PM. 

40 
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Lung cancer is the leading cause of   
cancer related deaths in West Virginia. 
 
Regular lung cancer screening can     
detect cancer early when it is easier to 
treat and cure. 

Average Annual Age‐Adjusted  
Late Stage Lung Cancer Incidence 
Rates by County, West Virginia,     

2011‐2015 

 
          Lung Cancer Risk Factors 
 

 Smoking 
 Secondhand smoke 
 Radon 
 Environmental exposures 
 Personal or family history of lung cancer 

Lung Cancer Screening Guidelines: 

Low‐Dose Computed Tomography (CT) 

Yearly CT (low‐dose) is recommended for people who: 
 Are 55 to 80 years old, and 

 Have a 30 pack‐year* smoking history, and 

 Are either current smokers or smokers who quit in the past 15 
years. 

  
* pack‐year = packs a day x number of years smoking 
   (ex: 2 packs a day x 15 years = 30 pack‐year smoking history) 

Percentage of Lung and Bronchus Cancer Cases  
by Stage at Diagnosis, West Virginia, 2011‐2015 

Lung Cancer in West Virginia 

2018 West Virginia Cancer Burden Report. WV Cancer Registry, WV Department of Health and Human Resources and West Virginia     
University Cancer Ins tute, Morgantown, WV, December 2018. 



What’s an LDCT scan?
An LDCT scan is the test used to 
screen for lung cancer. 

This test shows pictures of a slice, or 
cross-section, of your lungs. It shows 
more detail than an x-ray. An LDCT 
scan can help doctors find cancer 
and show things like a tumor’s shape 
and size. 

What’s it like to get the test?
You may be asked to undress and put 
on a gown. If you’re a woman, you’ll 
need to take off underwire bras, 
jewelry, piercings, or other metal 
objects near your chest.

A radiology technologist does the 
LDCT scan. Let the technologist know 
if you have a pacemaker or other 
implanted medical devices. This will 
not keep you from getting an LDCT 
scan, but extra care can be taken. 

The scanner is a big, ring-shaped 
machine. You lie on a thin, flat table 
that slides back and forth inside the 
hole in the middle of the scanner. 
You’ll be asked to hold your breath 
for a short time. You’ll hear buzzing 
and clicking as the scanner switches 
on and off. 

cancer.org  |  1.800.227.2345

Is lung cancer screening right for you?
If you are a current or former smoker age 55 to 74 and in fairly good health, you 
might benefit from screening for lung cancer with a yearly low-dose CT scan 
(LDCT). The American Cancer Society recommends screening for certain people 
at higher risk for lung cancer. Talk to a health care provider about your risk of 
lung cancer, and about the possible benefits, limitations, and harms of getting 
tested for early lung cancer.
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Where is an LDCT scan done?
LDCT scans are most often done as 
an outpatient. The scan is painless 
and takes just a few minutes. 

This test should only be done at 
hospitals that have experience using 
LDCT scans to screen for lung cancer. 

The hospital should also have a team 
of specialists who give patients the 
right kind of care and follow-up if 
the test result isn’t normal. Ask your 
doctor to refer you to a facility that 
has this type of expertise.

What else should I know  
about this test?
LDCT scans can cost up to 10 times 
as much as a standard x-ray. You may 
want to be sure your health insurance 
will cover this test before you have it.

Getting your lung cancer  
screening test results
A lot of the time, spots that are found 
in the lungs are not cancer. In fact, 
LDCT scans often show very small 
areas of tissue in the lung called 
nodules (NOD-yoolz). Most lung 
nodules are common. Still, getting 
a call that something was found on 
your scan can be scary. Don’t worry 
just yet; talk to your doctor to learn 
more about your results. 

What do my results mean?
After the scan, a radiologist will look 
at your scan and send the results to 
your doctor. The scan might show:

• There are no problems seen in 
your lungs or the nodules seen 
do not look like cancer. You 
should get another LDCT scan  
in a year. 

• The results were not clear. Your 
doctor may want to watch you 
closely and do another LDCT 
scan soon to look for changes. 
Ask your doctor what to expect.

• Your LDCT scan showed other 
health problems in your lungs. 
This may happen if you’ve 
smoked for a long time. It may 
not be cancer, but other lung 
problems can get worse over 
time. Talk to your doctor about 
what you need to do. 

• The scan shows that there’s 
something in your lungs that’s 
not normal. You may need more 
testing like another LDCT scan 
in a few months or maybe other 
tests to see if it’s cancer. Ask 
your doctor what your next 
steps will be.

Call the American Cancer Society at 1-800-227-2345 or visit www.cancer.org  
for information about lung cancer screening or for help quitting smoking.
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Examining Lung Cancer Diagnosis, Survivorship, 
Stigma, and its Effect on Nonsmokers

Cancer Among the Leading Causes of Death for Men

  Late diagnosis and stigma impact lung cancer survival rates. 
Nonsmokers are also affected due to inhaling secondhand smoke. 

 As noted by the National Cancer Institute, the overall five year survival 
rate among adults diagnosed with lung and bronchus cancer is 17.7%, 
which is lower compared to adults with other common cancers.1  

Fast Facts – Lung Cancer
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Lung Cancer in the United 

  Over 57% of lung and 
bronchus cancer cases are 
diagnosed at the advanced 
stage or distant stage. The 
five year survival rate for 
distant lung and bronochus 
cancer is 4.3%.1 

• Lung cancer incidence varies by gender, age, race, and geography. 
• Lung cancer diagnosis and mortality rates vary by state impacting     
 rural, urban and frontier communities at higher rates.5  

• Lung and bronchus cancer are most frequently diagnosed during the  
 usual age range of Medicare-eligible adults, aged 65-74. 
• Lung cancer incidence and mortality rates are higher among   
 African American men, followed by Cauasian and American 
 Indian/Alaska Native men.  
• Significant disparities associated with ethnicity among lung cancer      
 diagnoses result from access to surgical care, hospital-level issues,

 • heart disease
 • lung cancer
 • chronic obstructive
     pulmonary disease
 • stroke3

Smoking is
correlated with

 • heart disease 
 • cancer
 • unintentional injuries
 • chronic lower respiratory diseases
 • stroke4 

The top 5 leading causes of
death among adult men are

New Lung Cancer Diagnoses1

Lung cancer makes up approximately 14% of new cancer diagnoses, making it the most commonly 
diagnosed, preventable cancer.2  New and advanced stage lung cancer diagnoses are more commonly 
found in men.

biological differences in response to tobacco, financial barriers, and patient treatment preferences.6



 1-NCI, SEER Stat Fact Sheets: Lung and Bronchus Can-
cer, seer.cancer.gov/statfacts/html/lungb.html

2-ACS, Cancer Facts and Figures 2016 Sheet, www.
cancer.org/research/cancerfactsstatistics/cancer-
factsfigures2016

3-CDC, Health Effects of Cigarette Smoking, www.cdc.
gov/tobacco/data_statistics/fact_sheets/health_ef-
fects/effects_cig_smoking

4-CDC, National Center for Health Statistics: Men's 
Health, www.cdc.gov/men/lcod/2013/race_ethnicity-
men2013.pdf

5-CDC, Lung Cancer Rates by State, www.cdc.gov/
cancer/statistics/state.htm

6-Lathan, C., Waldman, L. T., Browning, E., Gagne, 
J., & Emmons, K. (2015). Perspectives of African 
Americans on Lung Cancer: A Qualitative Analysis. The 
Oncologist, 20(4), pp 393–399. www.ncbi.nlm.nih.gov/
pubmed/25795634

7-Cataldo, J. K., Jahan, T. M., & Pongquan, V. L. (2012). 
Lung cancer stigma, depression, and quality of life 
among ever and never smokers. European Journal of 
Oncology Nursing, 16(3), 264–269. www.ncbi.nlm.nih.
gov/pmc/articles/PMC3360805/pdf/nihms360759.
pdf

8-ALA, Addressing the Stigma of Lung Cancer, www.
lung.org/assets/documents/research/addressing-
the-stigma-of-lung-cancer.pdf

9-Chambers S., Dunn J., Occhipinti S., Hughes S., Baade 
P., Sinclair S., Aitken J. & et al. (2012), A systematic 
review of the impact of stigma and nihilism on lung 
cancer outcome, BMC Cancer 12(184)

10-CDC, Health Effects of Secondhand Smoke, www.
cdc.gov/tobacco/data_statistics/fact_sheets/second-
hand_smoke/health_effects

11-CDC, Secondhand Smoke Facts, www.cdc.gov/tobac-
co/data_statistics/fact_sheets/secondhand_smoke/
general_factscer/learn-about-lung-cancer/lung-can-
cer-fact-sheet.htm

Stigma and its Impact on Health Outcomes

Contact us to learn more and find out how you can become involved in reducing tobacco and cancer-related 
disparities among vulnerable, underserved and low-resourced populations with low SES characteristics.

References Additional Resources

SelfMadeHealth.org | info@selfmadehealth.org |        | Part of our Determinants of Health Series  

aCDC, Cancer Survivorship: Support Programs and Services, www.cdc.
gov/cancer/survivorship/links.htm

aCDC, Campaign Resources, www.cdc.gov/tobacco/campaign/tips/index.
html

aALA, Lung Cancer Screening Health Insurance Coverage and Access 
Resources, www.lung.org/lung-health-and-diseases/lung-disease-lookup/
lung-cancer/patient-resources-and-videos

aNCI, Cancer Support Services, www.cancer.gov/about-cancer/manag-
ing-care/services/support

aCMS, From Coverage to Care Resources, www.cms.gov/About-CMS/
Agency-Information/OMH/OMH-Coverage2Care.html

aNational Institute for Occupational Safety and Health, Using Total 
Worker Health™ Concepts to Enhance Workplace Tobacco Prevention and 
Control,  www.cdc.gov/niosh/docs/wp-solutions/2015-202/default.html

aALA, Comprehensive Tobacco Cessation & State Cessation Coverage 
Database:  Factsheets and Reports, www.lung.org/our-initiatives/tobac-
co/cessation-and-prevention/state-cessation-coverage.html

  Cancer survival is strongly correlated 
with initial diagnosis level and subsequent 
treatment.1 

 
Early and regular access to screening 
improves survivorship because the earlier 
a person is diagnosed, the higher the five 
year rate of survival. 
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  Stigma has been linked to a broad range of negative outcomes across mental and physical health, 
socioeconomic status, and education levels.7 

Consequences of 
lung cancer  
stigma include:

• avoidance or delay in seeking treatment  • reduced social support 

• increased illness-related distress   • lack of illness disclosure 

• reduced use of healthcare resources8  

Lung Cancer in Nonsmokers

• Nonsmokers exposed to secondhand smoke at  
    home or at work increase their risk of developing    
    lung cancer by 20–30%.10  

• More than 1 in 3 nonsmokers residing in multiunit  
    housing are exposed to secondhand smoke, placing  
    them at higher risk for health conditions including  
    cancer and heart disease.11    

• Secondhand smoke exposure causes more than  
    7,300 lung cancer deaths each year among adult     
    nonsmokers.10 
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 Lung cancer stigma, or fear of stigma, may prevent earlier diagnosis due to disparaging narratives 
associated with tobacco use and smoking.9 
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Introduction

Lung cancer screening in a primary care setting 
In the United States, lung cancer is the second most commonly diagnosed cancer in both men and women. 
An estimated 224,390 new cases of lung cancer are expected in 2016, accounting for about 14% of all cancer 
diagnoses. Lung cancer accounts for more deaths than any other cancer in both men and women. An estimated 
158,080 deaths are expected to occur in 2016, accounting for about 1 in 4 cancer deaths1. 

Most adults diagnosed with lung cancer present with advanced disease at diagnosis. In 2010 the National Cancer 
Institute’s National Lung Screening Trial (NLST) established that lung cancer mortality in specific high-risk current 
and former smokers can be reduced by annual screenings with low-dose computed tomography (LDCT)2. 

Clinicians should talk with each patient who meets lung cancer screening criteria about the benefits, limitations, 
and potential harms of lung cancer screening.

The HALE (Health Centers Advancing Lung Cancer Early Detection) Pilot Program seeks to fully inform 
primary care providers about lung cancer screening and prepare them to assist their patients in assessing risk 
and reaching informed decisions.

1 Cancer Facts and Figures 2016
2 June 29, 2011, the primary results were published online in the New England Journal of Medicine and appeared in the August 4, 2011, print issue. 

http://www.cancer.gov/types/lung/research/nlst

Benefits to your health system include:
 � More patients whose lung cancer risk is evaluated 

 � More patients who are informed about their risk of 
developing lung cancer 

 � More patients who are informed about lung cancer 
screening

 � More patients who are assessed for smoking history 

 � More patients who receive cessation counseling

 � Enhanced use of evidence-based strategies to increase lung 
cancer screening rates

 � Improved processes which increase timely access to 
specialists after a positive screening result 

 � Cancer prevention that is effectively integrated into existing 
systems of care

http://www.ncbi.nlm.nih.gov/pubmed/21714641
http://www.cancer.gov/types/lung/research/nlst
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STEP 1

Make a Plan

STEP 2

Assemble a Team
STEP 3

Get Patients Screened 
& Provide/Refer to 

Cessation Counseling

STEP 4

Coordinate 
Care Across the 

Continuum

Determine How 
You Will Identify 
Eligible Patients

 � Identify and 
quantify eligible 
patients

 � Determine 
baseline rates 
for lung cancer 
screening 
and cessation 
counseling and 
referral

 � Develop a method 
for tracking 
screening and 
follow-up

Identify Lung 
Cancer Screening 
Project Team and 
Clinical Champion

 � Identify your 
project team 
and a clinical 
champion

 � Define roles of 
health center 
clinical champion

 � Define staff 
roles in patient 
navigation

 � Engage staff at 
multiple levels

Partner with Lung 
Cancer Screening 
Center

 � Identify a 
screening center 
clinical champion

 � Recruit other key 
staff partners

Prepare the Clinic

 � Educate and train staff on 
their roles

Prepare the Patient

Lung cancer screening 
informed/shared decision-
making visit

 � Identify at-risk patients 
and implement planned 
processes and next steps

 � Provide patient education 
materials 

 � Complete informed/shared 
decision-making discussion

 � Complete tobacco cessation 
counseling and referral for 
current smokers

Make Referrals

 � Complete the order 
process for patients who 
choose to be screened

 � Complete or refer patient 
to cessation counseling

Ensure Quality Lung Cancer 
Screening Program

Measure and Improve 
Performance

Coding and Billing Basics

Track Completion Rates

Identify Eligible Patients

Coordinate with the 
Screening Center

Coordinate Follow-
Up After Lung 
Cancer Screening

 � If results are 
negative, reinforce 
the importance of 
annual screening

 � If results 
are positive, 
coordinate 
with specialists 
and treatment 
facilities

Design Your Lung 
Cancer Screening 
Program

 � Set up lung 
cancer screening 
and referral 
protocols

 � Create standing 
orders for tobacco 
use history 
and eligibility 
assessment 
for lung cancer 
screening

 � Set up patient 
education process

 � Set up cessation 
counseling and 
cessation referral 
protocols

 � Become familiar 
with insurance 
complexities

Screening Process Overview
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Screening Guidelines

Current recommendations for lung cancer screening 
with Low-Dose CT

Organization
Age to Start & 

Smoking History
Age to Stop Shared/Informed Decisions?

ACS3 55 (NLST*)
74, or after 15 years 

since smoking cessation
Yes

USPSTF4 55 (NLST*)
80, or after 15 years 

since smoking cessation
Not clear (vague language)

CMS** 5 55 (NLST*)
77, or after 15 years 

since smoking cessation
Yes

NCCN6 55 (NLST*) No stopping age Yes

NCCN High Risk*** 6 50 No stopping age Yes

AAFP 7 Insufficient evidence to recommend for or against lung cancer screening

* NLST Criteria: Current or former smoker (quit within 15 years) ages 
55-74 with 30 pack year or greater smoking history

** CMS recommendations do not constitute screening guidelines, but 
rather criteria for coverage

*** NCCN High Risk: Current or former smoker ≥ 50 years with ≥ 20 pack 
year history and one additional risk factor (asbestos, radon, family 
history, etc.)

3 Wender R, Fontham ETH, Barrera E, et al. American Cancer Society 
Lung Cancer Screening Guidelines. CA 2013.

4 Moyer VA, Force USPST. Screening for lung cancer: U.S. Preventive 
Services Task Force recommendation statement. Annals of internal 
medicine 2014;160:330-8.

5 Medicare Coverage of Screening for Lung Cancer with Low Dose 
Computed Tomography (LDCT) Department of Health and Human 
Services, 2016. (Accessed 8/29/2016, at https://www.cms.gov/
Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/mm9246.pdf.)

6 Lung Cancer Screening. National Comprehensive Cancer Network, 
2016. (Accessed 03/01/2016, 2016, at http://www.nccn.org/
professionals/physician_gls/pdf/lung_screening.pdf.)

7 Lung Cancer. American Academy of Family Physicians, 2013. (Accessed 
August 29, 2013, at http://www.aafp.org/patient-care/clinical-
recommendations/all/lung-cancer.html.)

As guidelines and coverage decisions related to 
reimbursement evolve, the program should focus on 

adults ages 55-77 who meet the smoking history and 
general health requirements defined by CMS. 

 
These criteria are a good “middle road” between 

strict NLST criteria, i.e., stopping screening at age 
74, which was the upper age limit to qualify to enter 
into the NLST, and recommendations issued by the 

USPSTF, which recommend stopping screening at age 
80. In fact, CMS extended coverage under Medicare 
because an NLST study participant who was age 74 
at entry into the trial would have been age 77 when 

they underwent their last screening round. 
 

 Including screening to age 80 also would be 
acceptable because it is consistent with USPSTF 

recommendations and likely will be covered under the 
Affordable Care Act, although patients ages 78-80 
relying on Medicare may incur out-of-pocket costs. 
Age 77 is a reasonable stopping age because adults 

78-80 will not have coverage under Medicare. 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Download
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Download
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/mm9246.pdf
http://www.nccn.org/professionals/physician_gls/pdf/lung_screening.pdf
http://www.nccn.org/professionals/physician_gls/pdf/lung_screening.pdf
http://www.aafp.org/patient-care/clinical-recommendations/all/lung-cancer.html
http://www.aafp.org/patient-care/clinical-recommendations/all/lung-cancer.html
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Determine how you will 
identify eligible patients

 Identify and quantify eligible patients

 Develop a method for tracking screening 
and follow-up

 Determine baseline rates for lung cancer 
screening and cessation counseling and 
referral

What are 
we trying to 
accomplish?

Set aims that are time-specific and 
measureable, and that define the 
population.

How will we know 
that a change is an 

improvement?

Use quantitative measures to 
see if specific changes lead to 
improvement.

What changes 
can we make 

that will result in 
improvement?

All improvement requires changes, 
but not all changes lead to 
improvement.

Identify and quantify eligible patients
Review eligibility of all identified patients

 � Age 55–77 years;

 � Asymptomatic (no signs or symptoms of lung 
cancer);

 � Tobacco smoking history of at least 30 pack-years 
(one pack-year = smoking one pack per day for one 
year; 1 pack = 20 cigarettes); and

 � Current smoker or one who has quit smoking 
within the last 15 years. 

Calculate pack-years (20 cigarettes = 1 pack) 
 

Number of years smoked

x

Average number of packs smoked per day

=

Pack-years 

STEP 1

MAKE A PLAN

STUDY

ACT

DO

PLAN

Plan Do Study Act: 
 Plan a change; try it; 

observe the results; 
act on what is learned.



Lung Cancer Screening Implementation Guide | 7

STEP 1

MAKE A PLAN

Lung cancer screening exclusion criteria
Adults who are in good health but do not meet the age, smoking history, or time since cessation criteria are not 
eligible for lung cancer screening. 

Screening is intended to find cancer in asymptomatic adults who are in relatively good health.  Adults who are not 
candidates for screening include:

Adults who have symptoms that might be caused by lung cancer. These patients may need CT scans or other tests to 
determine the underlying cause of the symptoms, but this kind of testing is diagnostic, and not screening.  Symptoms 
do not usually occur until the cancer is advanced, and may include persistent cough, sputum streaked with blood, chest 
pain, voice change, worsening shortness of breath, and recurrent pneumonia or bronchitis.

Patients who need home oxygen therapy probably couldn’t withstand having part of a lung removed, and so are not 
candidates for screening.

Metal implants in the chest (like pacemakers) or back (like rods in the spine) can interfere with x-rays and lead to poor 
quality CT images of the lungs. People with these types of implants were also kept out of the NLST, and should not be 
screened with CT scans.

Patients with other serious medical problems that would shorten their lives or keep them from having surgery also are 
not candidates for lung cancer screening. 

According to current recommendations, a former smoker who was eligible to begin screening should discontinue 
screening once 15+ years has elapsed since cessation, or if a current or former smoker develops a health problem that 
either limits life expectancy or ability to have surgery.

If you are unable to assess all of these criteria using your EHR, make sure to clearly document which additional 
assessment methods were used to identify eligible patients. If possible, adapt your EHR to support collection of 
these critical data.

You might consider using the daily team huddle as a reminder to staff to identify and flag eligible patients to be 
seen that day, encouraging questions regarding those patients.

Develop a method for tracking 
screening and follow-up

 � Plan and communicate the process for entering 
date of LDCT and note when due again.

 � Plan how you will search for date of last LDCT to 
determine eligibility for the next screening exam.

 � Develop the process for sending reminders when 
the LDCT is due.
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Determine baseline rates for lung cancer screening and cessation counseling 
and referral

Lung cancer screening baselines
Based on CMS criteria, patients eligible for lung cancer screening are aged 55-77 and either a current smoker 
with at least a 30 pack-year history, or a former smoker (quit within last 15 years) with at least a 30 pack-year 
history.

Active Patients

Total number of active MALE patients (seen in the last 12 months) between ages 55 and 77

Total number of active FEMALE patients (seen in the last 12 months) between ages 55 and 77

Total number of active patients (seen in the last 12 months) female + male patients between ages 55 and 77

Assessing Tobacco Status

Total number of SCREENING-ELIGIBLE MALE active patients 55-77 who are current smokers

Total number of SCREENING-ELIGIBLE FEMALE active patients 55-77 who are current smokers

Total number of SCREENING-ELIGIBLE MALE  active patients 55-77 who are former smokers

Total number of SCREENING-ELIGIBLE FEMALE active patients 55-77 who are former smokers

Tobacco Cessation Counseling

Total number active patients 55-77 who receive counseling for tobacco cessation services

Screening

Total number of screening-eligible patients who have been referred for lung cancer screening with LDCT in the past 
12 months

Total number of screening-eligible patients who were screened with LDCT in the past 12 months

RESOURCE

 � Lung Cancer Screening: Take the First Step to Find Out if You are at High Risk - http://www.accc-
cancer.org/resources/pdf/LungCancerTools/18-Middlesex-Hospital-New-LS-brochure.pdf

STEP 1

MAKE A PLAN

STEP 1

MAKE A PLAN

http://www.accc-cancer.org/resources/pdf/LungCancerTools/18-Middlesex-Hospital-New-LS-brochure.pdf
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STEP 1

MAKE A PLAN

STEP 1

MAKE A PLAN

Design your lung cancer 
screening program

 Set up lung cancer screening and referral 
protocols

 Create standing orders for tobacco use 
history and eligibility assessment for lung 
cancer screening

 Set up patient education process

 Set up cessation counseling and cessation 
referral protocols

 Become familiar with  insurance 
complexities

Set up lung cancer screening and 
referral protocols 
The health center will need to establish a protocol 
for lung cancer screening and ensure that the steps 
are documented in the patient’s medical record. 
The Agency for Healthcare Research and Quality 
(AHRQ) developed a resource—Lung Cancer Screening: 
A Clinician’s Checklist—based on the Centers for 
Medicare and Medicaid Services (CMS) criteria for a 
lung cancer screening counseling and informed/shared 
decision-making visit (see link to AHRQ Lung Cancer 
Screening: A Clinician’s Checklist under Resources on 
page 10). All of these steps must be completed and 
documented to be covered as a preventive service 
benefit under Medicare.

Before the clinical encounter, determine the 
patient’s eligibility
See eligibility criteria listed on pages 5 and 6. If the 
patient has Medicare coverage, make sure they meet 
CMS criteria.

During the clinical encounter, complete the 
following activities and document in the 
medical record5

 � Use decision aid to discuss benefits, limitations and 
harms of lung cancer screening.

 � Discuss other issues (the impact of comorbidities 
on screening; and patient’s ability or willingness 
to undergo invasive diagnostic procedures and 
treatment)

 � Counsel about:

• The importance of adherence to annual lung 
cancer screening

• The importance of maintaining smoking 
abstinence or smoking cessation

• Tobacco cessation interventions

After the clinical encounter, establish the 
next steps5

 � If the patient would like screening, provide a 
written referral for the lung cancer screening visit 
with required elements:

• Patient’s date of birth

• Pack-year smoking history

• Current smoking status; for former smokers, the 
number of years since quitting

• Statement that the patient is asymptomatic

• National Provider Identifier (NPI) of the ordering 
practitioner

 � If the patient declines screening, document the 
discussion and the patient’s decision in his or her 
medical record. For patients who refuse screening, 
consider offering screening again at future visits.

 � If the patient is unsure about screening or wants 
more time, consider scheduling a follow-up visit to 
discuss the patient’s screening decision.

 � For all patients, reinforce the importance of 
smoking cessation and abstinence.
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Create your post-screening care coordination 
plan (implemented in Step 4)

 � Ensure the screening results get back to the health 
center provider and patient medical record.

 � Communicate the results with the patient.

 � Plan the next steps.

 � Coordinate with specialists and treatment 
facilities.

RESOURCES

 � AHRQ Lung Cancer Screening: A Clinician’s 
Checklist  - http://effectivehealthcare.ahrq.
gov/index.cfm/tools-and-resources/patient-
decision-aids/lung-cancer-screening/
clinicians-checklist/

 � CMS Decision Memo for Screening for 
Lung Cancer with Low-Dose Computed 
Tomography (LDCT) (CAG-00439N) - 
https://www.cms.gov/medicare-coverage-
database/details/nca-decision-memo.
aspx?NCAId=274

Create standing orders for tobacco 
use history and eligibility assessment 
for lung cancer screening
If a patient is age 55-77 and smokes, or has ever 
smoked, he/she should be flagged to speak with a 
healthcare provider about lung cancer screening so 
that his/her personal risk and eligibility for lung cancer 
screening can be assessed.

 � Collect a detailed smoking history.

 � Provide patient education materials (brochure, 
video, web-link) on lung cancer screening and 
smoking cessation.

Document these steps in the patient’s medical 
record to ensure compliance with the UDS clinical 
performance measure for Tobacco Use Screening and 
Cessation Intervention.

Please see lung cancer screening 
exclusion criteria on page 7

RESOURCE

 � UDS Manual - http://www.bphc.hrsa.gov/
datareporting/reporting/index.html

 � ACS Lung Cancer Screening Guidelines - 
http://onlinelibrary.wiley.com/doi/10.3322/
caac.21172/full

Set up patient education process
Patient education is a required and critical part of 
the lung cancer screening process. Patient education 
is necessary to support patients in informed/shared 
decision-making about lung cancer screening, as well 
as in their cessation efforts.  Developing a practice-
wide process for educating patients about lung 
cancer screening can help ensure patients receive and 
understand the most important information about 
lung cancer screening. 

STEP 1

MAKE A PLAN

http://effectivehealthcare.ahrq.gov/index.cfm/tools-and-resources/patient-decision-aids/lung-cancer-screening/clinicians-checklist/
http://effectivehealthcare.ahrq.gov/index.cfm/tools-and-resources/patient-decision-aids/lung-cancer-screening/clinicians-checklist/
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
http://www.bphc.hrsa.gov/datareporting/reporting/index.html
http://onlinelibrary.wiley.com/doi/10.3322/caac.21172/full
http://onlinelibrary.wiley.com/doi/10.3322/caac.21172/full
http://onlinelibrary.wiley.com/doi/10.3322/caac.21172/full
http://effectivehealthcare.ahrq.gov/index.cfm/tools-and-resources/patient-decision-aids/lung-cancer-screening/clinicians-checklist/
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
http://www.bphc.hrsa.gov/datareporting/reporting/index.html
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Decide on the educational materials that are 
best suited for your clinic:
Select patient education materials you think are 
most appropriate for your patient population. Look 
for materials that provide critical information for 
preparing eligible patients for lung cancer screening: 
materials that aid in decision-making, communicate 
screening benefits and limitations, and describe the 
screening process.  

In addition to materials for patients who are eligible for 
screening, you may want to have materials available for 
patients who do not meet eligibility requirements, but 
who are still concerned about their lung cancer risk. 
Websites like shouldiscreen.com provide information 
on individual levels of risk.  Using this tool to review an 
ineligible patient’s risk of lung cancer, and explaining 
the reasons behind eligibility requirements, may help to 
reduce their anxiety if their risk is found to be relatively 
low.

Identifying patients to receive education:

All patients who are between the ages and 55-77, 
and who are listed in the EHR as current and former 
smokers, should be flagged to determine screening 
eligibility.  While certain criteria must be met for 
eligibility, providing basic educational materials to this 
group may help initiate a discussion around lung cancer 
screening.  

Once eligibility is confirmed, additional educational 
materials/decision aids, etc. can be provided and 
discussed.

Create a standard protocol for providing and 
discussing materials: 

 � Will materials be mailed in advance of an 
appointment, provided by a nurse/doctor during 
an appointment, or made available in the waiting/
exam rooms?

 � Will the materials be reviewed with the patient? 

 � Who will answer patient questions? 

Remember, if the discussion is part of the informed/
shared decision-making component of the process, 
then it must be provided by a physician or qualified 
non-physician practitioner and documented in the 
EHR in order to be reviewed by CMS.

Set up cessation counseling and 
cessation referral protocols
Tobacco cessation counseling and referral are important 
components of the lung cancer screening process. 
Implementing a comprehensive tobacco cessation 
program in your practice can help ensure that patients 
get the support they need to quit smoking. Further, 
CMS requires that assessment, discussion and referral/
counseling be offered to all patients interested in lung 
cancer screening. Delivery of this support must be 
documented as part of the referral order.

STEP 1

MAKE A PLAN

http://shouldiscreen.com
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A checklist for implementing an effective tobacco cessation program in a community health care setting is 
included in the available resources (see Appendix B). Steps for setting up counseling and cessation referral 
protocols include the following: 

To meet UDS requirements for the Tobacco Use 
Screening and Cessation Intervention clinical 
performance measure, the health center will need to 
document that any patient found to be a tobacco user:

 � Received tobacco use cessation services, or

 � Received a prescription for medication or a 
recommendation to purchase an over-the-counter 
(OTC) smoking cessation product, or 

 � Was found to be using a smoking cessation agent 
at the time of the assessment.

STEP 1

MAKE A PLAN

 � Assess and document tobacco use (past, present and 
pack years) for every patient at each appointment.

 � Design/adapt your EHR and train your staff to 
ensure the recording of tobacco use, onset of 
use, cessation (if relevant), and pack-year history. 
Documentation of this information should prompt 
the discussion of tobacco cessation counseling and 
referral. (Examples are included in the reference 
material section, below.)

 � Identify who will be responsible for each step of 
the cessation process and ensure they are trained. 
Develop and implement policies to formalize the 
tobacco cessation proctices.

 � Establish goals for your practice for both assessing 
status of patient tobacco use and providing 
counseling/referrals. Create a patient flow chart 
to help identify the various points where tobacco 
cessation may be addressed.

 � Ensure written information is available on tobacco 
cessation and cessation programs/resources.

 � Ensure that all staff providing tobacco cessation 
support are trained on evidence-based approaches 
such as the 5 As—Ask, Advise, Assess, Assist and 
Arrange—to support tobacco cessation efforts. A 
complete description of the process can be found 
on page 19.

 � Ensure that staff responsible for billing are trained on 
the appropriate documentation and billing codes for 
tobacco cessation counseling and referral.

ASK about tobacco USE

ADVISE tobacco user to QUIT

ASSESS readiness to make a QUIT attempt

ASSIST with the QUIT ATTEMPT

ARRANGE FOLLOW-UP care
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STEP 1

MAKE A PLAN

Become familiar with insurance 
complexities

Commercial Insurance
Due to a provision in the Affordable Care Act requiring 
coverage for services receiving an A or B rating from 
the US Preventive Services Task Force, lung cancer 
screening is a covered benefit under most commercial 
insurance plans in the U.S. The Veterans Administration 
also covers lung cancer screening according to U.S. 
Preventative Services Task Force (USPSTF).

Medicare
Medicare also covers the cost of lung cancer screening 
in people considered at high risk, although the age 
range is slightly different (55 to 77 years). The age 
eligibility criteria differs slightly for ACS (55-74) and 
for USPSTF (55-80). Note: The risk criteria, apart from 
age, are the same for USPSTF, ACS, and CMS.

Medicaid
Individuals enrolled in coverage through the traditional 
Medicaid program are not guaranteed access to lung 
cancer screening services or any other USPSTF A- or 
B-rated service. The majority of the population served 
by Medicaid--women and children--would likely not 
meet the eligibility guidelines for lung cancer screening, 
but the smaller population of aged, blind and disabled 
(ABD) might qualify.

Hawaii, Delaware, DC, Kentucky, California, New 
Jersey, Nevada and New Hampshire have expanded 
their Medicaid programs, and will provide their 
traditional eligible enrollees access to all A- or 
B-rated services. Populations in these states will have 
guaranteed access to lung cancer screening under 
the Essential Health Benefits provision, no matter if 
they are receiving care through an MCO, or a fee-for-
service delivery system, or some other source.

 

RESOURCE

 � Lung Cancer Prevention and Early 
Detection - http://www.cancer.org/cancer/
lungcancer-non-smallcell/moreinformation/
lungcancerpreventionandearlydetection/
lung-cancer-prevention-and-early-
detection-early-detection

http://www.cancer.org/treatment/findingandpayingfortreatment/understandinghealthinsurance/medicare/index
http://www.cancer.org/cancer/lungcancer-non-smallcell/moreinformation/lungcancerpreventionandearlydetection/lung-cancer-prevention-and-early-detection-early-detection
http://www.cancer.org/cancer/lungcancer-non-smallcell/moreinformation/lungcancerpreventionandearlydetection/lung-cancer-prevention-and-early-detection-early-detection
http://www.cancer.org/cancer/lungcancer-non-smallcell/moreinformation/lungcancerpreventionandearlydetection/lung-cancer-prevention-and-earlydetection-early-detection
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Identify lung cancer screening 
project team and clinical 
champion

 Identify your project team and a clinical 
champion

 Define roles of health center clinical 
champion

 Define staff roles in patient navigation

 Engage staff at multiple levels

Identify your project team and a 
clinical champion
A defined project team at the clinic is essential to a 
successful and effective screening system. Members of 
an inclusive internal project team might include all or a 
combination of the following: 

 � medical director

 � physicians

 � physician assistants

 � nurse practitioners

 � nurses

 � medical assistants

 � quality improvement leaders

 � other qualified staff 

Define roles of health center clinical 
champion

Identifying a health center leader/champion and a 
clinical champion at the screening center will help ensure 
system-level changes and increased screening rates. The 
health center clinical champion could be selected from a 
number of professionals:

 � physicians

 � physician assistants

 � nurse practitioners

 � a respected nurse leader

 � medical assistants

 � quality improvement leaders

 � radiologic technologist

 � other qualified staff

Enthusiasm for the project, authority to make 
changes, and dedicated time to facilitate the process 
are all qualities vital to the success of the leader/
champion. Other considerations when choosing a 
leader/champion include:

 � Supported by the organization’s leaders

 � Has a personal interest in cancer screenings

 � Is a motivated “doer” and is respected in the 
organization

 � Two champions – one clinical, one administrative – 
may be optimal

Roles of a champion:
 � Set up an introductory meeting with health center 

staff to discuss baseline data, how to increase 
screening and tobacco cessation referral rates, and 
to review the strategies that will be implemented.

 � Work with health center staff to develop a year-long 
plan. Develop presentations on current screening 
guidelines, develop a screening policy, workflow 
analysis, small media campaigns, and establish goals 
to increase screening and cessation referral rates.

STEP 2

ASSEMBLE A TEAM
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 � Act as a spokesperson when called upon by your 
health center.

 � Serve as the point of contact for health center staff 
and meet with yourproject team via phone at least 
monthly, and face-to-face quarterly.

 � Commit to an average of one to two hours per 
week for project implementation. (Note:  More 
time will be required in the early phase; but less 
time will be required as everyone on the staff 
learns their roles and responsibilities, and as 
patients become more familiar with the program.)

Define staff roles in patient navigation
Patient navigators play a critical role in the lung cancer 
screening process. Examples of roles that navigators 
can play in the process include the following:

 � Outreach and education efforts

 � Assistance with scheduling lung CT visits

 � Appointment reminders

 � Tracking screening, follow-up through completion

 � Ensure screening results reach the PCP and are 
entered into the medical record

 � Monitor follow-up of abnormal findings, provide 
patient support/follow-up

STEP 2

ASSEMBLE A TEAM

Engage staff at multiple levels
Communicate with staff at multiple levels about the 
purpose and value of screening. Ensure that all levels 
of the organization understand  what, why and how 
screening will be done. Clarify staff responsibilities 
so that they understand their roles in the screening 
process. Address their questions and provide training 
as needed to help them succeed.

Partner with lung cancer 
screening center

 Identify a screening center clinical 
champion

 Recruit other key staff partners

Identify a screening center clinical 
champion
Identify a clinical champion at the lung cancer 
screening center who will work with the clinic team.

Recruit other key staff partners 

PULMONOLOGY

PATHOLOGY

RADIOLOGY

ONCOLOGY

ANESTHESIA

ADMINISTRATORS

BILLING
OFFICE

RADIATION
TECHS

SPECIALTY
PHYSICIANS

THORACIC
SURGERY
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Prepare the clinic

 Educate and train staff on their roles

Educate and train staff on their roles
Engage all clinical and non-clinical staff in your 
efforts. Training all staff ensures that patients 
receive a consistent message about screening. Staff 
should understand:

 � Who is eligible for screening

 � The process for being screened 

 � Basic information about insurance coverage for 
screening

 � Basic information about tobacco cessation resources

Prepare the Clinicians
Provide clinician training using a variety of formats. 
Consider the following when developing your 
training plan:

 � Conduct on-site training opportunities to increase 
skills and team camaraderie.

 � Incorporate clinic- and system-level data to make 
training content specific and relevant to your staff.

 � Provide continuing medical education credits to 
motivate health care providers to complete training.

 � Disseminate prerecorded webinars to add a 
flexible training option.

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING
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Identify eligible patients
CMS issued NCD 210.14 on August 21, 2015, that 
provides for Medicare coverage of lung cancer 
screening with LDCT. Effective for claims with dates 
of service on and after February 5, 2015, Medicare 
beneficiaries must meet all of the following criteria5:

 � Age 55–77 years;

 � Asymptomatic (no signs or symptoms of lung cancer);

 � Tobacco smoking history of at least 30 pack-years 
(one pack-year = smoking one pack per day for one 
year; 1 pack = 20 cigarettes); and

 � Current smoker or one who has quit smoking 
within the last 15 years.

Prepare the patient

 Lung cancer screening counseling and 
informed/shared decision-making visit

 � Identify at-risk patients and implement 
planned processes and next steps

 � Provide patient with education materials 

 � Complete informed/shared decision-
making counseling

 � Complete tobacco cessation counseling 
and referral for current smokers

 � Receive a written order for lung cancer 
screening with LDCT that meets the 
requirements described in the National 
Coverage Determination (NCD)

Lung cancer screening counseling and 
informed/shared decision-making visit
The patient education, informed/shared decision-
making, and cessation counseling/referral process 
for Medicare patients are included as part of the 
CMS-required lung cancer screening counseling and 
informed/shared decision-making visit. While this can 
occur as part of another medical visit, CMS requires 
that it be documented in the screening order. 

The following steps are required:

 � Track delivery of patient education materials and/
or decision aids to all eligible patients

 � Ensure that all of the patient’s questions and 
concerns are addressed, and that the following are 
discussed as part of the informed/shared decision-
making process:

• Benefits and potential risks of lung cancer 
screening;

• The process of undergoing an LDCT exam and 
the importance of annual screening;

• The impact of comorbidities on screening;

• The importance of annual screening, and if the 
results are positive, the patient’s willingness 
have additional exams and treatment if cancer is 
eventually diagnosed;

• The importance of smoking cessation, including 
providing information on cessation interventions.

 � Document in the patient’s record that all parts 
of the counseling and informed/shared decision-
making visit have occurred

 � Document the patient’s decision to be screened or 
their stated preference not to be screened

 � For eligible patients opting to be screened, 
complete the order process

Effective patient teaching techniques like the 
“teach back method” should be used to support 

patient education and decision-making.

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING
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Make referrals

 Complete the order process for patients 
who choose to be screened

 Complete or refer patient to cessation 
counseling

 The 5 As Organizational Construct for 
Clinical Counseling

Complete the order process for 
patients who choose to be screened
“The CMS has determined that the evidence is 
sufficient to add a lung cancer screening counseling 
and shared decision-making visits, and for appropriate 
beneficiaries, annual screening for lung cancer with 
low-dose computed tomography (LDCT), as an additional 
preventive service benefit under the Medicare program 
only if all of the following criteria are met8.”

CMS requirement for ordering LDCT
The patient receives a written order for LDCT lung 
cancer screening that meets the following criteria:

 � For the initial LDCT lung cancer screening service: A 
beneficiary must receive a written order for LDCT 
lung cancer screening during a lung cancer screening 
counseling and informed/shared decision-making 
visit, furnished by a physician (as defined in Section 
1861(r)(1) of the Social Security Act) or qualified non-
physician practitioner (meaning a physician assistant, 
nurse practitioner, or clinical nurse specialist as 
defined in Section 1861(aa)(5) of the Social Security 
Act). A lung cancer screening counseling and 
informed/shared decision-making visit includes the 
following elements (and is appropriately documented 
in the beneficiary’s medical records): 

• Determination of beneficiary eligibility including 
age, absence of signs or symptoms of lung cancer, 
a specific calculation of cigarette smoking pack-
years, and, if a former smoker, the number of years 
since quitting;

• Informed/shared decision-making, including 
the use of one or more decision aids, to include 
benefits and harms of screening, follow-up 
diagnostic testing, over-diagnosis, false positive 
rate, and total radiation exposure;

• Counseling on the importance of adhering to 
annual lung cancer LDCT screening, the impact 
of comorbidities, and the ability or willingness to 
undergo diagnosis and treatment; 

• Counseling on the importance of maintaining 
cigarette smoking abstinence if former smoker; 
or the importance of smoking cessation if current 
smoker and, if appropriate, furnishing information 
about tobacco cessation interventions; and

• If appropriate, furnishing a written order for lung 
cancer screening with LDCT. 

 � For subsequent LDCT lung cancer screenings: 
The beneficiary must receive a written order 
for LDCT lung cancer screening, which may be 
furnished during any appropriate visit with a 
physician (as defined in Section 1861(r)(1) of the 
Social Security Act) or qualified non-physician 
practitioner (meaning a physician assistant, nurse 
practitioner, or clinical nurse specialist as defined 
in Section 1861(aa)(5) of the Social Security Act). If 
a physician or qualified non-physician practitioner 
elects to provide a lung cancer screening 
counseling and informed/shared decision-making 
visit for subsequent lung cancer screenings with 
LDCT, the visit must meet the criteria described 
above for a counseling and informed/shared 
decision-making visit.

 � Written orders for both initial and subsequent 
LDCT lung cancer screenings must contain 
the following information, which must also be 
appropriately documented in the beneficiary’s 
medical records:

• Beneficiary date of birth;

• Actual pack-year smoking history (number);

• Current smoking status, and for former smokers, 
the number of years since quitting smoking;

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING

8 Decision Memo for Screening for Lung Cancer with Low Dose 
Computed Tomography (LDCT) (CAG-00439N) https://www.cms.
gov/medicare-coverage-database/details/nca-decision-memo.
aspx?NCAId=274

https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
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• Statement that the beneficiary is asymptomatic (no 
signs or symptoms of lung cancer); and

• National Provider Identifier (NPI) of the ordering 
practitioner. 

Complete or refer patient to cessation 
counseling 
As part of the Counseling and Informed/Shared 
Decision-Making visit, CMS requires the provision of 
smoking cessation counseling and referral. Specifically, 
they require: 

 � Counseling on the importance of maintaining 
cigarette smoking abstinence if former smoker; or

 � Counseling on the importance of smoking cessation 
if current smoker and, if appropriate, furnishing of 
information about tobacco cessation interventions.

The 5 As Organizational Construct for 
Clinical Counseling
The most effective cessation interventions have 
been identified in the USPSTF Clinical Practice 
Guidelines. The 5 As provide an effective smoking 
cessation approach for a clinical practice:

 � ASK and record smoking status in EHR – record in 
EHR as part of Vital Signs (ensure compliance with 
UDS reporting standards)

 � ADVISE on the importance of quitting (personalize)

 � ASSESS readiness and tailor your response (record 
in EHR)

 � ASSIST by (and record in EHR): 

• Helping the patient complete a quit plan with a 
quit date (educational materials)

• Providing cessation medication 

• Providing brief counseling on strategies for 
successfully quitting

• Referring to a Quitline or other programs

 � ARRANGE and conduct follow-ups with the 
patient about status (record in EHR)

While tailoring cessation to each patient is important, 
creating standardized materials can help support 
implementation. Further, developing a process map that 
outlines the different staff responsible for each of the 
steps in the cessation process can also help to ensure 
that the counseling is provided and referrals are made. 
Some important considerations steps to consider:

 � Self-Help/Educational materials that include a quit 
plan

 � Ensuring that patients have access to prescription 
and over-the-counter cessation medications

 � Developing brief scripts to guide clinician 
counseling

 � Ensuring that you have up-to-date information on 
what is available through your state Quitline, and a 
process for referring when appropriate

Examples of many of these materials are available 
through the links to resources in Appendix B on page 27. 

RESOURCES

 � CMS Decision Memo for Screening for 
Lung Cancer with Low-Dose Computed 
Tomography (LDCT) (CAG-00439N) - 
https://www.cms.gov/medicare-coverage-
database/details/nca-decision-memo.
aspx?NCAId=274

Ensure quality lung cancer 
screening program 
High-quality lung cancer screening with LDCT among 
individuals at high risk for the disease was shown 
to reduce mortality by about 20% compared with 
screening with chest x-ray9. 

Quality screening is critically important for all 
screening tests, and lung cancer screening is no 
different. 

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING

9 June 29, 2011, the primary results were published online in the New 
England Journal of Medicine and appeared in the August 4, 2011, 
print issue. http://www.cancer.gov/types/lung/research/nlst

https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
http://www.ncbi.nlm.nih.gov/pubmed/21714641
http://www.cancer.gov/types/lung/research/nlst
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
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Screening for lung cancer with LDCT results in 
the greatest benefit and the fewest harms when 
conducted in health care settings committed to 
establishing and maintaining high-quality lung 
cancer screening programs. The American College 
of Chest Physicians and American Thoracic Society 
issued a policy statement in 2014 that identifies the 
components necessary for high quality lung cancer 
screening.

Each component has a policy statement(s) that creates 
criteria to use in assessing the quality of a lung cancer 
screening facility. Those policy statements and criteria 
can be found here.

The essential elements of a lung cancer screening 
program are:

1 Patient and Provider Education
Providers must understand the components of 
screening well enough that they can identify patients 
in the appropriate risk group, know how to interpret 
and manage the screening results, and be capable of 
helping their patients make value-based decisions 
about being screened. All organizations endorse 
a process of informed/shared decision-making 
about lung cancer screening, and CMS requires 
documentation that this discussion has taken place 
prior to referral for LDCT screening.

2 Who is Offered Lung Cancer Screening?
USPSTF Recommendation: Annual screening for lung 
cancer with low-dose CT (LDCT) scan in adults aged 
55 to 80 years who have a 30 pack-year smoking 
history and currently smoke or have quit within the 
past 15 years. Screening may not be appropriate, or 
should be discontinued, for patients with substantial 
comorbid conditions and life-limiting comorbidity.  
Also, screening is not appropriate for adults who 
would not be willing to undergo curative lung 
cancer therapy. Medicare will cover screening for 
beneficiaries who meet these criteria up to age 77.

3 Smoking Cessation
Adults who are current smokers should be referred 
to a smoking cessation program. The mortality 
reduction that could be achieved by smoking 
cessation among current smokers exceeds that from 
lung cancer screening.

The evidence to date suggests that many smokers 
who undergo lung cancer screening are interested 
in quitting smoking. While LDCT screening for lung 
cancer alone appears to have little or no effect on 
smoking behavior, those who receive positive results 
may be especially likely to quit.

Adults who receive negative results require 
more tailored interventions. Smoking cessation 
interventions should follow the 5 As:  ASK patients 
about smoking; ADVISE patients to quit; ADDRESS 
the smoker’s willingness to quit; ASSIST smokers 
in quitting (supportive environment, supplemental 
support, medication, etc.); and ARRANGE for a 
follow-up contact soon after the quit date.

4 The LDCT Scan for Lung Cancer Screening
Adults who meet the risk-based and general health 
criteria for lung cancer screening may be referred 
to lung cancer screening after an informed/shared 
decision-making discussion with their provider.

Based on the results of the examination, a structured 
report should communicate the key findings to 
the ordering provider using a structured reporting 
system, most commonly the American College of 
Radiology’s LungRADS system.

The report will outline the findings and next steps.  
The appropriate management of screen-detected 
lung nodules will minimize additional imaging, 
minimize the number of invasive procedures 
performed for benign nodules, and facilitate the 
timely treatment of malignant nodules.

5 Data Collection
To ensure that a lung cancer screening program is 
maintaining quality standards, data collection and 
periodic review must occur.

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4502754/
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RESOURCES

 � ACR-designated lung cancer screening center - http://www.acr.org/Quality-Safety/Lung-Cancer-
Screening-Center

 � LungRads - https://www.acr.org/~/media/ACR/Documents/PDF/QualitySafety/Resources/LungRADS/
AssessmentCategories.pdf

 � Components Necessary for High-Quality Lung Cancer Screening - http://www.ncbi.nlm.nih.gov/pmc/
articles/PMC4502754/

Track completion rates
Utilize data capture and reporting mechanisms provided for this program. 

Measure and improve performance
Health centers participating in the HALE pilot will be asked to report the information listed in the baselines and 
the logic model. FQHCs will participate in calls with ACS evaluation/data collection leads along with site visits and 
training around data collection. 

Clinic staff/providers should not include symptomatic people in their quarterly screening reports to ACS.

Coding and billing basics

Coding and billing
 � CMS

 � CPT codes

 � Medicare and Managed Care Screening 
coverage and payment

 � Medicare Advantage Plans

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING

http://www.acr.org/Quality-Safety/Lung-Cancer-Screening-Center
https://www.acr.org/~/media/ACR/Documents/PDF/QualitySafety/Resources/LungRADS/AssessmentCategories.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4502754/
https://www.acr.org/~/media/ACR/Documents/PDF/QualitySafety/Resources/LungRADS/assessmentcategories.pdf
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Codes for lung cancer screening and 
informed/shared decision-making

Shared Decision-Making (SDM) Visit 
Reimbursement code

HCPCS* Code Description
*G0296 Counseling visit to discuss need for lung 

cancer screening LDCT

*Medicare requires the Counseling and Shared 
Decision-Making Visit prior to the first LDCT 
lung cancer screening. Verify with your private 
payers whether they recognize G0296 versus other 
evaluation and management E/M codes. 

Note: Shared Decision-Making visits (G0296) are not 
required for subsequent LDCT lung cancer screening 
visits.10  In addition, the shared decision-making visit 
can be reported on the same day as another E/M visit. 
CMS published in the 2016 Medicare Physician Fee 
Schedule (MPFS) Final Rule a response to comments, 
that as long as the NCD requirement for the 
counseling and shared decision-making visit are met, 
the counseling visit may be billed on the same day as 
a medically necessary E/M visit or an annual wellness 
visit with the -25 modifier. CMS also clarified that the 
shared decision-making visit would not be subject to 
coinsurance or deductibles. 

Shared Decision-Making Visit Elements

Medicare states that the SDM must include all of the 
following elements:11,12

 � Determination of beneficiary eligibility including 
age, absence of signs or symptoms of lung cancer, 
a specific calculation of cigarette smoking pack-
years; and if a former smoker, the number of years 
since quitting; 

 � Shared decision-making, including the use of one 
or more decision aids, to include benefits and 
harms of screening, follow-up diagnostic testing, 
over-diagnosis, false positive rate, and total 
radiation exposure; 

 � Counseling on the importance of adherence to 
annual lung cancer LDCT screening, impact of 
comorbidities and ability or willingness to undergo 
diagnosis and treatment; 

 � Counseling on the importance of maintaining 
cigarette smoking abstinence if former smoker; 
or the importance of smoking cessation if current 
smoker and, if appropriate, furnishing of information 
about tobacco cessation interventions; and 

 � If appropriate, the furnishing of a written order for 
lung cancer screening with LDCT. 

Ordering Physician Qualifications to Report Shared 
Decision-Making Visit code G0296

While it is anticipated that primary care physicians 
will perform the shared decision-making visit, CMS 
language specifies that a physician (as defined in 
§1861(r)(1) of the Social Security Act (the Act), or 
qualified non-physician practitioner (meaning a 
physician assistant, nurse practitioner, or clinical nurse 
specialist as defined in §1861(aa)(5) of the Act, must 
perform the shared decision-making visit. 

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING

10  http://www.acr.org/~/media/ACR/Documents/PDF/News/Pub%20
10003%20CRLDCT.PDF

11  https://www.cms.gov/Regulations-and-Guidance/Guidance/
Transmittals/Downloads/R185NCD.pdf

12  https://www.cms.gov/medicare-coverage-database/details/nca-
decision-memo.aspx?NCAId=274

http://www.acr.org/~/media/ACR/Documents/PDF/News/Pub%2010003%20CRLDCT.PDF
http://www.acr.org/~/media/ACR/Documents/PDF/News/Pub%2010003%20CRLDCT.PDF
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R185NCD.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R185NCD.pdf
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
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The physician or non-physician practitioner who 
furnishes the shared decision-making visit and orders 
the LDCT must be treating the beneficiary and use the 
results in the management of the beneficiary’s specific 
medical problem.  

As defined in §1861(r) of the Social Security Act, 
a ‘treating physician’ is a physician who furnishes 
a consultation or treats a beneficiary for a specific 
medical problem, and who uses the results of a 
diagnostic test in the management of the beneficiary’s 
specific medical problem. 

It further defines an ‘order’ as a communication from 
the treating physician/practitioner requesting that a 
diagnostic test be performed for a beneficiary. CMS 
described relevant provider qualifications in the CMS 
Manual-Transmittal 80.13 

Patient Eligibility Requirements

Medicare Patients must:

 � Be 55-77 years of age; 

 � Have no signs or symptoms of lung cancer;

 � Have a 30-pack years or greater history of tobacco 
smoking;

 � Be current smokers or have quit smoking within 
the last 15 years; and

 � Have a written order for LDCT from a qualified 
health professional following a lung cancer 
screening counseling that attests to shared 
decision-making having taken place before their 
first screening CT.

Most private payers follow the United States 
Preventative Services Task Force (USPSTF) who 
recommends annual screening for lung cancer with 
LDCT in adults aged 55-80 years who have a 30 pack-
year smoking history and currently smoke or have quit 
within the past 15 years.

Screening should be discontinued once a person has 
not smoked for 15 years or develops a health problem 
that substantially limits life expectancy or the ability 
or willingness to have curative lung surgery.  

Note: USPSTF recommendations and the Medicare 
patient eligibility requirements above mirror one 
another but differ on the upper age bracket.  

Written Order Elements for Low-Dose CT Lung 
Cancer Screening

Medicare states the following information is required 
in the written order and must be appropriately 
documented in the patient’s medical records:14 

 � Beneficiary date of birth; 

 � Actual pack – year smoking history (number);

 � Current smoking status, and for former smokers, 
the number of years since quitting smoking; 

 � Statement that the beneficiary is asymptomatic 
(no signs or symptoms of lung cancer); and 

 � National Provider Identifier (NPI) of the ordering 
practitioner.

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING

13  https://www.cms.gov/Regulations-and-Guidance/Guidance/
Transmittals/downloads/R80BP.pdf

14 https://www.cms.gov/Regulations-and-Guidance/Guidance/
Transmittals/Downloads/R185NCD.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R80BP.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R80BP.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R185NCD.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R185NCD.pdf
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Diagnosis Codes to document patient eligibility15,16

ICD-10 Code Description Medicare Effective Dates/ Claims 
Date of Service (DOS) 

Z87.891 Personal history of tobacco use/personal history of nicotine 
dependence

Effective: 2/5/2015 for DOS on or 
after 10/1/2015

ICD-9 Code V15.82 Personal history of tobacco use/personal history of nicotine 
dependence 

Effective: 2/5/2015 for DOS prior to 
10/1/2015

F17.210 Nicotine dependence, cigarettes, uncomplicated Effective: 7/1/2016 for DOS on or 
after 10/1/2015

F17.211 Nicotine dependence, cigarettes, in remission Effective: 7/1/2016 for DOS on or 
after 10/1/2015

F17.213 Nicotine dependence, cigarettes, with withdrawal Effective: 7/1/2016 for DOS on or 
after 10/1/2015

F17.218 Nicotine dependence, cigarettes, with other nicotine-induced 
disorders 

Effective: 7/1/2016 for DOS on or 
after 10/1/2015

F17.219 Nicotine dependence, cigarettes, with unspecified nicotine-
induced disorders 

Effective: 7/1/2016 for DOS on or 
after 10/1/2015

ICD-9 Code 305.1 Tobacco use disorder Effective: 2/5/2015 for DOS prior to 
10/1/2015

As per the CMS NCD 210.14 for a LDCT lung cancer screening, patients are required to have a 30-pack years 
history of smoking AND be a current smoker or one who has quit smoking within the last 15 years. 

However, according to the Official ICD-10 Coding Guidelines code Z87.891 should NOT be used for a current 
smoker. Current nicotine dependence, cigarettes, should be reported with ICD-10 code F17.21-. The ICD-10 
guidelines list code Z87.891 with an Excludes 1 note for F17.--.  An Excludes 1 note is used when two conditions 
cannot be reported together. The official guidelines also state: Personal history codes explain a patient’s past medical 
condition that no longer exists and is not receiving any treatment, but that has the potential for recurrence, and therefore 
may require continued monitoring. 

Due to this confusion, CMS published additional diagnosis coding guidance to address current smokers.  Although 
a history of smoking is not considered the best code choice for ‘current smokers’, CMS advises providers to follow 
existing instructions contained in Transmittal 3374/Change Request 9246 and to include ICD-10 Z87.891 on 
LDCT claims until the F17.21- codes were added to the approved list of codes on July 1, 2016. 

Please note the respective effective dates and date of service related to the additional diagnosis codes and ICD-9 
to ICD-10 transition date listed in the above table.17,18 

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING

15 https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R3374CP.pdf

16 https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R1658OTN.pdf

17 http://www.acr.org/Advocacy/eNews/20151218-Issue/20151218-CMS-to-Update-NCD-for-LDCT-Lung-Cancer-Screening

18 http://www.acr.org/News-Publications/News/News-Articles/2016/Economics/20160302-CMS-Clarifies-Coding-Instructions-for-Lung-Cancer-
Screening-of-Current-Smokers

https://www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=364&ncdver=1&bc=AAAAgAAAAAAAAA%3d%3d&
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R3374CP.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R1658OTN.pdf
http://www.acr.org/Advocacy/eNews/20151218-Issue/20151218-CMS-to-Update-NCD-for-LDCT-Lung-Cancer-Scr
http://www.acr.org/News-Publications/News/News-Articles/2016/Economics/20160302-CMS-Clarifies-Coding
http://www.acr.org/News-Publications/News/News-Articles/2016/Economics/20160302-CMS-Clarifies-Coding
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Low-Dose CT for Lung Cancer Screening 
Reimbursement code

Non-Medicare 
Code

Description

S8032 Low-dose CT scan for lung cancer 
screening

HCPCS Level II code S8032, used by private payers 
and some Medicaid will be deleted and not available 
for use as of Oct. 1, 2016.19 Verify with your payers 
they recognize G0297 (LDCT for lung cancer 
screening).

CMS posts claims billing instructions for 
LDCT lung cancer screening20 

*HCPCS Code Description

**G0297 Low-dose CT scan (LDCT) for lung 
cancer screening

* Healthcare Common Procedure Coding System 
(HCPCS)

**Note that Medicare will deny G0297 for claims that 
do not contain ICD-9 code V15.82 (ICD-10 Z87.891, 
Personal history of nicotine dependence) or as of 
July 1, 2016, ICD-10 F17.21- (nicotine dependence, 
cigarettes). 

Please refer to the “Diagnosis Codes to Document 
Patient Eligibility” table above to identify the 
additional ICD-10 codes and respective effective dates 
allowed by Medicare.

STEP 3

GET PATIENTS SCREENED & PROVIDE/REFER FOR CESSATION COUNSELING

19 http://www.acr.org/Advocacy/eNews/20160729-Issue/20160729-
LDCT-HCPCS-Code-S8032-To-Be-Deleted

20 https://www.cms.gov/Regulations-and-Guidance/Guidance/
Transmittals/Downloads/R3374CP.pdf

http://www.acr.org/Advocacy/eNews/20160729-Issue/20160729-LDCT-HCPCS-Code-S8032-To-Be-Deleted
http://www.acr.org/Advocacy/eNews/20160729-Issue/20160729-LDCT-HCPCS-Code-S8032-To-Be-Deleted
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R3374CP.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R3374CP.pdf


26 | Lung Cancer Screening Implementation Guide

Coordinate with the screening 
center
Ensure that a system is in place for the health center 
to receive results from the screening center, and that 
results are recorded in the patient medical record. 

Agree in advance with hospital on expectations: 

 � Defined number of screens each month

 � Estimated number of referrals for abnormal scans

 � Clear role delineation (e.g. follow-up of abnormal 
scans, annual reminders)

 � Use consistent protocols that reduce the burden 
on health center and screening center staff while 
ensuring that all needed medical information is 
transmitted (e.g. standardized referral forms)

 � Agreement on billing procedures and management 
of inaccurate billing

Coordinate follow-up after 
lung cancer screening

 If results are negative, reinforce the 
importance of annual screening 

 If results are positive, coordinate with 
specialists and treatment facilities

Discuss screening results with the patient and take 
appropriate follow-up steps.  

If results are negative, reinforce the 
importance of annual screening

 � Reinforce the importance of annual screening 

 � For former smoker, reinforce the importance of 
tobacco abstinence

 � If the patient is a smoker, reinforce smoking 
cessation plan

If results are positive, coordinate with 
specialists and treatment facilities

 � Discuss appropriate next steps (repeat scan; 
referral for biopsy; other)

 � Ensure patients have timely access to specialists

 � If former smoker, reinforce the importance of 
tobacco abstinence

 � If the patient is a smoker, reinforce smoking 
cessation plan

 � Coordinate with specialist to resolve any non-
lung incidental findings resulting from LDCT 
examination

Agree in advance with specialists on expectations:

 � Estimated number of referrals for abnormal scans 
each month

 � Use navigators to limit no-shows and avoid other 
challenges

 � Use consistent protocols that reduce the burden 
on health center and specialty practice staff while 
ensuring that all needed medical information is 
transmitted (e.g. standardized referral forms)

 � Agreement on billing procedures and management 
of inaccurate billing

Regular communication between health center staff 
and the screening site/specialists practice, including:

 � What is working and what needs to be improved

 � Joint problem solving

STEP 4

COORDINATE CARE ACROSS THE CONTINUUM
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Appendices

                              OUTCOMES - IMPACT                                   OUTPUTS

Bristol Myers Squib 
Foundation 3-year 
grant

ACS staff time

FQHC commitment

Hospital commitment

Navigator time

Provider time

Training development 
resources

Informed/shared 
decision-making tools

Smoking cessation 
resources

Increase ability to identify all adults in 
the system who are eligible for lung 
cancer screening

Increased provider and navigator 
knowledge of lung cancer screening 
guidelines

Increased navigator confidence in 
providing patient education

Successful implementation of 
screening referral program

# patients engaging in informed/
shared decision-making discussion

# patients referred to screening

# patients undergoing screening

Time interval from referral to screening

# patients referred to tobacco cessation

# patients receiving tobacco cessation 
counseling

# patients screened

# abnormal results

# referred to follow-up diagnostic 
evaluation

# receiving follow-up diagnostic 
evaluation

Time interval from screening results to 
follow-up diagnostic

Results of diagnostic testing

# non-cancer cases

# in short-term follow-up

# cancer cases

# patients adhering to cancer 
treatment protocols

Capacity-Building Phase

ACS:
 � Select participating  sites and obtain 
commitment from FQHCs and screening 
partners

 � Select informed/shared decision-making aids
 � Develop Lung Cancer Screening Toolkit
 � Develop FQHC provider and navigator 
training

 � Develop ACS staff training 
 � Convene community meeting with relevant 
medical neighborhood

 � Lead capacity assessment
 � Conduct FQHC provider/patient navigator 
training

 � Provide technical assistance

FQHC Partners:
 � Adapt/Improve EHR functionality to support 
project

 � Establish accurate baseline screening rate
 � Conduct capacity assessment
 � Develop intervention strategy work plan
 � Develop screening referral process with 
hospital partners

 � Develop tobacco cessation program process

Increased number of 
early stage lung cancer 
diagnoses

Increase in collaborative 
partnerships between 
FQHCs and lung cancer 
screening facilities

Capacity-Building Phase

# of providers trained 

# of navigators trained

Tools shared

EHR successfully adapted

# of technical assistance interactions

Capacity assessment completed

Implementation phase work plan 
completed

 � Formal agreement between 
FQHC and hospital on screening 
and follow-up protocol

Reduction in lung cancer 
mortality

     INPUTS

ParticipationActivities Short Medium Long

Implementation Phase
Engage in informed/shared decision-making 
with patients

Refer patients to screening

Implement screening referral process

Track screening rates

Track results

Track follow-up

Implementation Phase

# patients satisfied with informed/
shared decision-making process 
and outcome

# patients with high patient 
activation scores

Goals

Advance evidence-based 
strategies to increase lung 
cancer screening rates within 
primary care systems, and 
to increase timely access to 
specialists after a positive 
screening result.

Appendix A: HALE Logic Model
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Appendix B: Checklist for Implementing an Effective Tobacco 
Cessation Program in your Practice
A key part of the lung cancer screening process is ensuring that all patients identified as eligible for screening 
receive tobacco cessation support prior to referral.  The following checklist provides an overview of the 
components of an effective and USPSTF (U.S. Preventative Services Task Force)-compliant program:

Appendices

 � Establish a tobacco-free culture in your practice

 — Do not allow staff to smoke on clinic grounds or 
during work hours

 — Place visual cues such as posters and brochures 
around the office

 — Provide continuing staff education on tobacco 
cessation treatments 

 � Identify Office Champions and create a committee 
to support implementation

 — Office Champions play a critical role in overall 
leadership for tobacco cessation efforts.  Consider 
identifying both a staff and physician champion.  

 � Assess your practice environment: Map your 
patient flow to identify opportunities to provide 
tobacco cessation messaging.  Key questions to ask 
include

 — How does your practice identify and document 
tobacco use?  Whose responsibility is this?

 — Is your EHR designed to capture smoking status 
and cessation support as defined by UDS and 
Meaningful Use reporting standards (and to 
assess lung cancer screening eligibility)?  Is it 
part of the Vital Signs page?

 — What systems are in place to ensure tobacco use 
is addressed at patient visits? (EHR physician 
prompts, chart prompts etc.)?

 — Who is responsible for providing counseling/
resources for patients?   How are they trained?

 — How does your practice currently help patients 
quit? (e.g.: educational materials, referrals, 
on-site support groups, counseling during visits 
patients at visits, medication, follow-up?)

 — Are staff responsible for billing up-to-date 
on codes related to various types of tobacco 
cessation support?

 — What are the biggest challenges to identifying 
patients who smoke/use tobacco?

 — What are other challenges/barriers that might 
impact implementing an evidence-based 
program?

 — Do you have daily, weekly, monthly goals for 
your tobacco cessation program?

 � Utilize evidence-based approaches such as the 5 
As to support tobacco cessation efforts:

 — Ask and record smoking status in EHR – include 
as part of Vital Signs (ensure this complies with 
Meaningful Use and/or UDS reporting standards)

 — Advise on the importance of quitting

 — Assess readiness and tailor your response 
(record in EHR)

 — Assist by (and record in EHR): 

 Ð Helping the patient complete a quit plan with 
a quit date

 Ð providing cessation medication

 Ð providing brief counseling on strategies for 
successfully quitting

 Ð referring to a Quitline or other programs

 Ð provide educational materials

 — Arrange and conduct follow-ups with the 
patient about status (record in EHR)

 Ð Consider creating a patient registry to 
support follow-up

 — Determine who will complete each part of the 5As
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 � Payment:  

 — Ensure your claims systems include tobacco 
treatment codes

 — Appropriately document provision of service

 — Ensure that staff are up-to-date on what is 
covered by State Medicaid, Medicare, and 
individual health plans

 � Educational materials and resources 

 — Consider having staff trained to provide on-site 
group support (ACS Fresh Start)

 — Get up-to-date on services provided by state 
Quitline such as fax referral

 — Create a list of other community resources 
available to support cessation

 — Consider having a pre-printed “Quit Plan” for every 
patient ready to quit that allows you to personalize 
with quit dates and other key informat

RESOURCES

 � American Academy of Family Physicians 
(2015).  Treating Tobacco Dependence 
Practice Manual:  A Systems Change 
Approach. www.askandact.org

 � American Academy of Family Physicians 
(2015).  Integrating Tobacco Cessation into 
Electronic Health Records.  http://www.
aafp.org/dam/AAFP/documents/patient_
care/tobacco/ehr-tobacco-cessation.pdf

 � Legacy Foundation & Partnership for 
Prevention (2013).  Help your patients quit 
tobacco use.  An implementation guide for 
community health centers. 

 � Decision Memo for screening for 
lung cancer with low-dose computed 
tomography (LDCT)
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http://www.askandact.org
http://www.askandact.org
http://www.askandact.org
http://www.askandact.org
http://www.aafp.org/dam/AAFP/documents/patient_care/tobacco/ehr-tobacco-cessation.pdf
http://www.aafp.org/dam/AAFP/documents/patient_care/tobacco/ehr-tobacco-cessation.pdf
http://www.aafp.org/dam/AAFP/documents/patient_care/tobacco/ehr-tobacco-cessation.pdf
http://www.aafp.org/dam/AAFP/documents/patient_care/tobacco/ehr-tobacco-cessation.pdf
http://www.aafp.org/dam/AAFP/documents/patient_care/tobacco/ehr-tobacco-cessation.pdf
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Appendix C: Tobacco Cessation and Lung Cancer Screening FAQs

Is tobacco cessation support required as part of the lung cancer screening process?
Yes.  All persons enrolled in a screening program should receive smoking cessation interventions. To be consistent 
with the USPSTF (U.S. Preventative Services Task Force) recommendation on counseling and interventions to 
prevent tobacco use and tobacco-caused disease, persons who are referred to a lung cancer screening program 
through primary care should receive these interventions before referral.  Because many persons may enter 
screening through pathways besides referral from primary care, the USPSTF encourages incorporating such 
interventions into the screening program.  

        -- CMS Decision Memo

What are the USPSTF recommendations on counseling and interventions?
 � Implement a system in every practice to identify patients that smoke

 � Provide adequate training, resources, and feedback to ensure that healthcare professionals consistently 
deliver effective treatments

 � Dedicate staff to provide tobacco dependence treatment and assess the delivery of this treatment in staff 
performance evaluations

What constitutes effective treatment?
The 5 As or similar approach:  Ask, Advise, Assess, Assist, and Arrange

What data should be captured in EHR for reporting and tracking purposes?
UDS Status Measure:  A single metric that includes the percentage of patients aged 18 and older who (1) were 
screened for tobacco use one or more times in the measurement year or the prior year and (2) for those found to 
be a tobacco user, received cessation counseling intervention or medication.

While this is now reported as a single metric to UDS, we recommend that centers continue to track these two 
components separately for internal quality tracking purposes.

Is there an example of a tobacco treatment template available?
Yes, an example is available on the American Academy of Family Physicians (AAFP) website that include fields to 
capture each step of the 5 As provided to patients. The AAFP sample can be viewed here: 
http://www.aafp.org/dam/AAFP/documents/patient_care/tobacco/ehr-tobacco-cessation.pdf

The tobacco treatment template should be automated to appear when patients present with complaints such as 
cough, upper respiratory problems, diabetes, ear infections, hypertension, depression, anxiety, and asthma, and 
for well-patient exams.

Appendices

http://www.aafp.org/dam/AAFP/documents/patient_care/tobacco/ehr-tobacco-cessation.pdf


Lung Cancer Screening Eligibility Criteria
The American Cancer Society recommends yearly low-dose CT (LDCT) lung cancer 
screening only for adults at higher risk of the disease who meet each of the 
following criteria:

• Age: 55 to 74. Medicare covers screening up to age 77.

•  Smoking status: current smoker or 
one who has quit smoking within the  
past 15 years 

•  Tobacco smoking history of at 
least 30 pack-years (one pack-year 
= smoking one pack per day for one 
year; 1 pack = 20 cigarettes) 

•  Asymptomatic; no signs or 
symptoms of lung cancer

•  Completed a shared decision-making visit with their health care provider.  
The patient received information about lung cancer screening and has decided  
to be screened.

•   Receives a written order For the initial LDCT lung cancer screening service: the 
beneficiary must receive a written order for LDCT during a lung cancer screening 
counseling and shared decision-making visit, furnished by a physician (as defined in 
Section 1861(r)(1) of the Social Security Act) or qualified non-physician practitioner 
(meaning a physician assistant, nurse practitioner, or clinical nurse specialist as 
defined in §1861(aa)(5) of the Social Security Act). 

Lung Cancer Screening with  
Low-dose Computed Tomography 
Shared Decision-making Visit: A Guide for Clinicians

How many pack years have I smoked?

 Number of years smoked

  Average number of packs* 
smoked per day

 Pack years

X

=
*1 pack = 20 cigarettes



Required elements of the shared decision-making visit (in addition to 
determination of eligibility)

Explain to patient what to expect from LDCT screening. Include: 

•  Follow-up diagnostic testing: Lung nodules are common in smokers and may be 
found during the exam. Additional observation and/or testing may be necessary, 
but most patients who are called back will not be determined to have lung cancer. A 
small number of people will need a biopsy, but this is not common. A small number 
of people who have a biopsy may have a complication, but this is rare.

•  Over-treatment: Lung cancer screening may find a lung cancer that may not cause 
symptoms or require treatment during the patient’s lifetime. Patients may ask 
questions about over-treatment. It’s important for clinicians to counsel patients 
about lung cancers that can be lethal if not treated.

•  Radiation exposure: LDCT exposes patients to a small amount of radiation. The 
dose is equal to the normal amount of environmental radiation people experience 
over a 6-month period. Experts have judged the benefits of screening to outweigh 
significantly the very small chance that annual CT exams (over many years) could 
cause cancer to develop.

•  Adherence to annual lung cancer LDCT screening: Counseling on the importance 
of adherence to annual lung cancer LDCT screening, impact of comorbidities, and 
ability or willingness to undergo diagnosis and treatment

•  Smoking abstinence or intervention: Counseling on the importance of 
maintaining cigarette smoking abstinence if a former smoker or the importance of 
smoking cessation if a current smoker and, if appropriate, furnishing information 
about tobacco cessation interventions

•  Impact of comorbidities and counseling on patient’s ability or willingness to 
undergo diagnosis and treatment.

If patient meets eligibility criteria and agrees to be screened, a written order for LDCT 
lung cancer screening must be obtained. 

For more information, visit:
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.
aspx?NCAId=274

American Cancer Society Lung Cancer Screening Guidelines

Overdiagnosis in low-dose computed tomography screening for lung cancer.

Patz EF Jr, Pinsky P, Gatsonis C, et al; NLST Overdiagnosis Manuscript Writing Team.  
JAMA Intern Med. 2014;174:269-274.

WRITTEN SEPTEMBER 2017
©2017, American Cancer Society, Inc. No. 080292

Models used for illustrative purposes only

*Source: https://www.cancer.gov/about-cancer/diagnosis-staging/ct-scans-
factsheet and https://www.radiologyinfo.org/en/info.cfm?pg=safety-xray

https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=274
http://onlinelibrary.wiley.com/doi/10.3322/caac.21172/full
http://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1785197
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4040004/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4040004/
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https://www.cdc.gov/cancer/lung/statistics/
http://www.cdc.gov/healthliteracy/pdf/Simply_Put.pdf
http://www.cdc.gov/socialmedia/tools/index.html
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http://www.pewresearch.org/fact-tank/2014/01/15/the-social-life-of-health-information/
https://m.facebook.com/notes/facebook-media/12-best-practices-for-media-companies-using-facebook-pages/518053828230111/
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https://hootsuite.com/resources/guide/health-care-guide-driving-patient-engagement
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http://www.cdc.gov/mmwr/preview/mmwrhtml/ss6101a1.htm
http://health.gov/communication/literacy/quickguide/factsbasic.htm
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The Great American Smokeout isn’t just a day to quit tobacco. It’s Day 1. 
For more than 40 years, the American Cancer Society has hosted the Great American Smokeout® 
(GASO), a public awareness event to encourage people to quit smoking. GASO is celebrated on the third 
Thursday of November. The American Cancer Society’s 43rd annual GASO will be celebrated on 
Thursday, November 15, 2018. GASO is an opportunity for everyone to commit to healthy, smoke-free 
lives – not just for a day, but year-round.  
Talking Points: 
• The theme for GASO 2018 is “Day 1”. This theme was selected to reflect what we know about 

smoking cessation. That quitting smoking isn’t easy. It takes time. And a plan. GASO isn’t necessarily 
the day for smokers to quit smoking, but rather the day for smokers to start their journey toward a 
smoke-free life. And, the American Cancer Society is here to provide resources and support to help 
smokers quit smoking for good. 

• GASO provides an opportunity for individuals, community groups, businesses, health care providers, 
and others to encourage people to use the date to make a plan to quit, or plan in advance and initiate a 
smoking cessation plan on the day of GASO. 

Social Media Posts:  
• Quitting smoking isn’t easy. It takes commitment and starts with a plan. Designate Nov 15 as Day 

1.  Having support can make all the difference. Learn more at cancer.org/smokeout or call 1-800-
227-2345. #greatamericansmokeout #AttackingCancer 

 

http://cancer.org/smokeout
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