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The incidence and mortality rates of lung cancer globally, j;-
including in China [1], are alarmingly high, with late-stage =
| diagnoses resulting in a dismal five-year survival rate of 17.4% e
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| Major Findings
x Based on each guideline, we initially categorize patients into

distinct stages, then calibrate the transition probabilities between F= ==
these stages utilizing our clinical data. Subsequently, we
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results, radiation exposure, overdiagnosis from incidental
findings, ineffective detection of invasive disease, anxiety, and
financial costs [8]. Therefore, it is crucial for lung cancer
screening programs to carefully balance these potential risks
against the benefits and choose the appropriate timing for
intervention.

Despite the importance of such programs, there is currently
no unified standard for lung cancer screening, leading to
variations In guidelines among different medical and health
institutions [9-12]. These variations extend to recommended

old. CT scans were conducted spontaneously by the patients,
without any specific requirements or restrictions. Patients
suspected of having lung cancer were referred for biopsy
diagnostic procedures. Upon confirmation of lung cancer
diagnosis, patients underwent treatment and were subsequently
excluded from our study. Demographic data were collected at
the initiation of the examination, with detailed medical histories
documented, including analysis of prevalent diseases.
Radiological information, such as lung masses and nodule
sizes, was recorded during each CT scan, along with

We evaluate the following strategies based on
categorization criteria outlined by guidelines:
Strateqy 1: Annual LDCT for patients with nodules,
with biopsy for those suspected of having cancer.
Strategy 2: Biopsy for patients categorized as
Nodule-3, with 6-month and 3-month LDCTs for
those classified as Nodule-1 and Nodule-2.
Strategy 3: 12-month, 6-month, and 3-month LDCTs
for patients categorized as Nodule-1, Nodule-2, and
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practice.
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