




Rilevanza del problema

per la salute pubblica







Esistenza di un trattamento di 

provata efficacia per la 

malattia oggetto di screening 





Disponibilità di un test 

diagnostico attendibile









False Positives

9 studies (cutpoint for nodules: >3mm to >8mm)

- 8469 at least one false positive result / 43943 patients screened

(25.3%; 95%CL 0.64 to 69.0%)

- 9.7 (95%CL 4.3 to 15.1) subjects with benign conditions /1000 

patients screened

- 5.3 (95%CL 3.9 to 6.7) subjects with benign conditions

addressed to major invasive procedure / 1000 patients screened



False Positives

NLST (cutpoint for nodules: >3mm)

- 6130 at least one false positive result / 26309 patients screened

(23.3%; 95%CL 22.8 to 23.81%)

- 11.9 (95%CL 10.7 to 13.3) subjects with benign conditions

/1000 patients screened

- 6.8 (95%CL 5.9 to 7.9) subjects with benign conditions

addressed to major invasive procedure / 1000 patients screened



“Accesso” alle procedure di 

diagnosi e terapia





Bilancio positivo tra

benefici e “danni”





HETEROGENEITY!



No meta-analysis!





Death from invasive follow-up testing

7 studies

- 11.2 (95%CL 5.1 to 17.3) deaths / 1000 patients undergoing

invasive follow-up testing

NLST

- 14.9 (95%CL 9.2 to 24.0) deaths / 1000 patients undergoing

invasive follow-up testing

- 0.6 (95%CL 0.4 to 0.9) deaths / 1000 patients screened



Major complications from invasive follow-up testing

4 studies

- 52.0 (95%CL 15.8 to 88.3) major complications / 1000 

patients undergoing invasive follow-up testing

NLST

- 78.1 (95%CL 63.5 to 95.7) major complications / 1000 

patients undergoing invasive follow-up testing

- 3.2 (95%CL 2.6 to 3.9) major complications / 1000 patients

screened















La valutazione della sovradiagnosi è a tutt’oggi soprattutto 

una questione epidemiologica, legata alla stima dell’ecces-

so di diagnosi di cancro successiva allo screening, poiché 

tali diagnosi non sono compensate nel tempo da una ridu-

zione nel numero dei casi di tumore identificati dopo l’inter-

ruzione dello screening stesso.

La capacità di identificare quali siano le lesioni sovra-

diagnosticate all’atto della diagnosi è al momento impossi-

bile e oggetto solo di ricerca mirata a differenziare, con 

indicatori prognostici, la probabilità di progressione.



Changes in size expressed as

volume-doubling time (VDT), may

help to distinguish aggressive 

cancer from cases that are unlikely

to become symptomatic.









Detection rate: 3%-30%





Substantial variability was observed across studies in

terms of samples, tests, outcomes, comparators, follow-

up, locations and timing.

Interventions varied based on available technology and

access to screening expertise and equipment at the time

of each study.

For estimation of overdiagnosis, the study design and

the threshold to determine overdiagnosis varied

considerably across studies.













“Accettazione” della procedura 

diagnostica







High quality evidence showed that in selected high-risk

individuals, LDCT screening significantly reduced lung

cancer mortality and all-cause mortality.

However, for its implementation at a population level,

the current evidence warrants the development of

standardized practices for screening with LDCT and

follow-up invasive testing to maximize accuracy and

reduce potential associated harms


