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 More people die from lung cancer than other 

cancers.1

 The National Lung Screening Trial (NLST) 

found that low-dose CT screening (LDCT) 

reduces lung cancer mortality rates.2

 In the United States, the Centers for Medicare 

and Medicaid Services (CMS) will reimburse 

for annual LDCT screening in specific high-risk 

individuals. Counseling and a shared-decision 

making discussion (SDM) between the 

provider and the patient is required.3

 Nurse Practitioners (NPs) are key providers 

responsible for preventative screening 

services.

Background

Purpose

To examine Primary Care NPs’ knowledge, 

attitudes, and practices regarding LDCT 

screening in the post-NLST era among a 

national, random sample of NPs.

Method

 Mixed-method design; results of the 

qualitative component will be reported 

elsewhere. 

 A conceptual framework representing a 

temporal sequence for behavior change and 

potential barriers to guideline adherence was 

used.4

 A variety of survey questions were adapted, 

developed and tested by an interdisciplinary 

team with a sample of South Carolina primary 

care providers.5

 A random sample size of 5,000 licensed NPs 

who self-identified as working in a (U.S.) 

primary care setting received a paper survey 

once with two response options: paper or 

electronic.

 No incentive was offered to respond to the 

survey. A $50 incentive was promised to 

those selected to participate in a post-survey 

interview. 

Conceptual Framework
of barriers to screening guideline 

adherence in practice4

Results

NPs’ Knowledge of Recommended

Screening Strategies (N = 376)

Vignettes
No 

screening
n (%)

Chest

x-ray
n (%)

Low-dose

CT
n (%)

50-year-old

non-smoker with

30 years of household

secondhand smoke 

exposure

142 (38%) 191 (51%) 42 (11%)

50-year-old

current smoker with

20-pack-year

smoking history and 

family history of lung 

cancer 

34 (9%) 128 (34%) 214 (57%)

60-year-old

current smoker with 

30-pack-year 

smoking history 

12 (3%) 108 (29%) 256 (68%)

70-year-old

former smoker with 

30-pack-year 

smoking history and 

quit smoking 20 

years ago 

97 (26%) 170 (45%) 109 (29%)

Grey boxes represent correct responses. 

Responders were told to assume these patients had no symptoms of 

lung cancer or exposure to occupational carcinogens, and had never 

been screened for lung cancer.

NPs’ Likeliness to Engage in SDM 

Based on Time Commitment

Time Likely
n (%)

Unlikely
n (%)

< 3 min 331 (92%) 27 (8%)

3–5 min 305 (86%) 48 (14%)

5–8 min 202 (58%) 144 (42%)

> 8 min 128 (37%) 217 (63%)

Discussion & Implications

 Lower-than-expected participation may have been 

influenced by a lack of familiarity with, and 

awareness of, the topic and promised incentive.⁶

 The uptake of new evidence regarding lung cancer 

screening guidelines is not optimal, as evidenced 

by NPs’ low knowledge level of recommended 

screening strategies. Unfortunately, a chest x-ray is 

still considered an option by many NPs. This is a 

consistent finding among physician colleagues in 

other studies. 7–9

 Since the CMS decision memo and the 

implementation of the (U.S.) Affordable Care Act, 

LDCT screening is a covered benefit for many 

patients. However, the top three barriers relate to 

insurance coverage and the NPs’ inexperience with 

the LDCT ordering process. Educational and 

possibly marketing mechanisms are needed to 

facilitate this practice change. 

 Time was an important factor related to engaging a 

patient in a SDM discussion. As the time increased 

from < 3 minutes to > 8 minutes, the commitment to 

SDM decreased substantially.  This important 

finding supports the need for the development of 

evidence-based SDM programs to facilitate brief

SDM interactions.  

 Barriers to guideline adherence will inform the 

development of educational programming and 

decision aids to support the “shared decision-

making interactions” of primary care providers with 

high-risk patients. 
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Results (continued)

Most Common Barriers to                 n (%)

Ordering LDCT Screening

Prior authorization required by health insurance         128 (34%)

No experience ordering a LDCT                                    92 (24%)

Lack of health insurance coverage                                41 (34%)

Participant Profile

Nurse Practitioners: N = 380  (8% response rate)

83% agreed to be interviewed

331 (89%) Women 

357 (96%) Board certified

322 (87%) Hold a master’s degree

136 (37%) Rural practice area

101 (27%) Private practice setting

63 (17%) Hospital setting 


