
©Canon Medical Systems Corporation 2025. All rights reserved.

LCS Expert column

The Football Field of 
Lung Cancer Screening 

Juliana Franceschini, PhD
Propulmão Institute; ProAR Foundation,
Salvador, Brazil

Authors:

Ricardo Sales dos Santos, MD, PhD
Instituto Senai de Inovação em Sistemas Avançados 
de Saúde - Universidade SENAI CIMATEC; Thoracic Surgery, 
Einstein Hospital Israelita, São Paulo, Brazil
Propulmão Institute, Salvador, Brazil

Introduction

Lung cancer is the leading cause of cancer-related mortality worldwide, and outcomes are strongly influenced by the stage 
at which it is diagnosed. Although screening with low dose computed tomography (LDCT) has demonstrated survival 
benefits in randomized controlled trials, its real-world implementation requires more than imaging. It demands coordination, 
systemic planning, and collaboration across multiple specialties. Therefore, the question of how thoracic surgeons can 
collaborate effectively with other healthcare providers is central to program success. 

A multidisciplinary team (MDT) approach brings together a variety of medical professionals, including thoracic surgeons, 
oncologists, pulmonologists, radiologists, pathologists, nurses, and allied health professionals. These professionals work 
together to discuss each patient's diagnosis, staging, and treatment plan. This collaborative process occurs from the initial 
assessment through follow-up and palliative care. MDT meetings, held regularly, guarantee that all pertinent expertise is 
utilized, especially in complex or locally advanced cases, and that surgical options are not hastily ruled out.

Lung cancer screening is essentially a team effort
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An American football analogy can help illustrate this reality. In this analogy, each specialty plays a distinct role on the field, 
and the thoracic surgeon acts as the quarterback. Quarterbacks don't score every touchdown alone. Instead, they 
demonstrate their value by reading the field, orchestrating plays, and ensuring the team advances toward a shared goal. 
Lung cancer screening is essentially a team effort. 

Figure 1

The Football Field of Lung Cancer Screening - metaphorical representation of multidisciplinary roles.
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 Without radiology, there is no ball to put into play. 
Radiographers and radiologists as gatekeepers of 
quality and accuracy. 
Screening begins with radiology. 
The thoracic surgeon plays the role of the quarterback. 
It situates them as an integrator. 

Radiologist as the first play

Radiologist plays a key role in the process. Radiographers acquire LDCT scans, which radiologists then interpret to stratify 
risk and generate reports that set the entire process in motion. Without radiology, there is no ball to put into play. This 
centrality is emphasized in structured programs, such as the Australian National Lung Cancer Screening Program or the 
Targeted Lung Health Checks (TLHC) program in England, which clearly defines the roles of radiographers and radiologists 
as gatekeepers of quality and accuracy. 

In the ProPulmão Mobile initiative, over two thousand people in small and mid-sized cities underwent LDCT, many of 
whom had never had access to such technology before. The findings of emphysema, chronic obstructive pulmonary 
disease (COPD), and pulmonary nodules were the indispensable entry point for all subsequent decisions. These results align 
with international frameworks, reinforcing the idea that screening begins with radiology.

Thoracic surgeon as the quarterback

The thoracic surgeon plays the role of the quarterback. Just as in football, the quarterback’s task is not to score but to 
orchestrate: integrating diagnostic input, interpreting risk in the context of patient needs, and coordinating the next steps. 

Thoracic surgeons collaborate most effectively in lung cancer screening by integrating into MDT, contributing surgical 
expertise to screening protocols, nodule management, and patient pathways. In the ProPulmão Mobile program and in 
BRELT3, surgeons provided leadership by linking radiological findings to clinical decision-making, ensuring patients were 
connected to diagnostic procedures, and contributing to multidisciplinary evaluation. 

This role does not elevate the surgeon above the team; rather, it situates them as an integrator. 

Without radiology to initiate the process or specialists to advance the patient, the quarterback cannot succeed. The value 
lies in connecting the system.
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In ProPulmão Mobile and BRELT3, pulmonologists played 
a key role in linking LDCT findings with biopsy recommendations. 

Primary care and navigation as the offensive line

Primary care providers and patient navigators fulfill the role of the offensive line. Their mission is to protect the patient from 
being lost in complex pathways, ensuring safe passage through the system. In ProPulmão Mobile, many participants had 
low literacy and could not interpret their LDCT reports. Patient navigators and primary care providers explained results, 
guided referrals, and coordinated follow-ups, preventing dropouts. 

This mirrors international guidance: the Australian program and other frameworks emphasize the role of nurses, allied 
health professionals, and navigators in eligibility assessment, communication, and smoking cessation. Their presence 
ensures that patients remain engaged, even in resource-limited contexts. 

Pulmonologists, radiotherapists and oncologists as running backs

Pulmonologists and oncologists function as running backs. Pulmonologists evaluate intermediate-risk nodules, order 
further imaging, and determine when invasive diagnostics are necessary. When malignancy is suspected or confirmed, 
oncologists and radiotherapists take over, advancing patients through treatment pathways. 

In ProPulmão Mobile and BRELT3, pulmonologists played a key role in linking LDCT findings with biopsy recommendations. 
At the same time, systemic bottlenecks, such as delays in accessing transthoracic biopsies, revealed common challenges 
faced by programs in regions with limited resources. However, these obstacles are not unique; they underscore the 
importance of strengthening diagnostic capacity and ensuring integrated, timely care pathways. 
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Policymakers and administrators act as coaches. 
In lung cancer screening, this translates to defining eligibility criteria, 
securing financing, and establishing referral networks. 
The collective goal – the touchdown – is early detection, 
timely treatment, and improved survival. 
No single specialty can achieve this alone.
Success depends on humility, coordination, and teamwork. 

Touchdown: early detection and survival

The collective goal – the touchdown – is early detection, timely treatment, and improved survival. No single specialty can 
achieve this alone. Radiology initiates the process; the thoracic surgeon integrates and guides it; primary care and 
navigation protect the patient’s path; pulmonologists and oncologists advance management; and policymakers provide 
the overarching strategy. Success depends on humility, coordination, and teamwork. 

Policy and administration as the coach

Policymakers and administrators act as coaches. While coaches do not play directly, they determine the strategy, allocate 
resources, and prepare the team for success. In lung cancer screening, this translates to defining eligibility criteria, securing 
financing, and establishing referral networks.

Frameworks such as the Brazilian national recommendations for lung cancer screening emphasize the following systemic 
requirements: standardized LDCT acquisition, access to multidisciplinary tumor boards, and structured pathways for 
incidental findings. The BRELT3 mobile platform demonstrated feasibility in underserved populations, highlighting that 
sustainability depends on systemic orchestration and policy support.
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The pathway to success is the same: 
Radiology as the first play, thoracic surgeons as quarterbacks, 
navigation as the offensive line, pulmonologists 
and oncologists as running backs, and policy as the coach.

Conclusion

Lung cancer screening is not the accomplishment of a single specialty but a coordinated system. Thoracic surgeons are 
most effective in lung cancer screening when they are integral members of MDT, offering their expertise in nodule 
management, protocol development, and capacity planning. This collaborative approach ensures that early detection 
results in better patient outcomes. 

International experiences, national recommendations, and initiatives like ProPulmão Mobile all demonstrate that the 
pathway to success is the same: radiology as the first play, thoracic surgeons as quarterbacks, navigation as the offensive 
line, pulmonologists and oncologists as running backs, and policy as the coach.
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