ECORRA Consultation Response: National Lung Cancer Screening Program
Guidelines

In order to facilitate the adoption of the National Lung Cancer Screening Program Guidelines
(referred to throughout as the guidelines) in rural and remote areas of Australia, a
commitment to addressing the practical implications for health services, equity for priority
populations, increased pressure on general practitioners, financial barriers for patients and
data sharing and accessibility for research needs to be addressed in the guidelines.

Practical implications for health services
1. Mobile screening services

o Strength: The guidelines include the use of mobile screening services which
are crucial for rural and remote communities.

o Enhancement suggestion: Regular scheduling and extensive pre-planning
with community input to ensure these services are effective. Commit to
partnering with local healthcare providers to identify and reach eligible
participants early in rural and remote communities.

o In addition, mobile screening services need to have capacity and adequate
planning needs to occur to manage people requiring re-screening or
alternative contingencies need to be considered, especially for rural and
remote communities.

2. Eligibility and awareness

o Challenge: Relying on general practitioner (GP) visits or medical records for
identifying participants might exclude individuals with limited healthcare
access, particularly in rural and remote areas.

o Solution: Commit to collaborating with community organisation including,
Aboriginal Health Services, and public health campaigns to increase
awareness and facilitate self-identification or entry through non-traditional
channels.

o Consider extended scope of practice, particularly for rural and remote
clinicians and Aboriginal Health workers to be able to refer directly for
screening.

3. Data integration and follow-up

o Strength: Use of the National Cancer Screening Register (NCSR) for tracking
and communication.

o Enhancement suggestion: Develop mechanisms and support healthcare
providers with education, training and access in rural and remote areas so
they can seamlessly access and update patient information, even where
internet connecitivity is limited to ensure continuity of care.

4. Smoking cessation support

o Strength: Embedding smoking cessation as a program component.



o Enhancement suggestion: Tailor cessation services to culturally diverse
groups and priority populations. Commit to providing free or subsidised
access to smoking cessation aids like nicotine replacement therapy,
especially in rural and remote areas where smoking rates are higher.

Ensuring equity for priority populations
1. Aboriginal and Torres Strait Islander communities

o Cultural safety: Expand partnerships with Aboriginal Community Controlled
Health Organizations (ACCHOs) for co-delivery. Incorporate their input into all
stages of the program to ensure cultural relevance and safety.

o Trust-building: Address historical distrust by involving Aboriginal health
workers and practitioners in all aspects, from recruitment to care delivery and
consider an extended scope of practice for these health providers.

2. Accessibility in rural and remote areas

o Barrier reduction: Invest in addressing logistical barriers, such as
transportation to screening sites or mobile unit hubs and financial cost of
seeing a general practitioner. Offer travel and Medicare subsidies for those in
rural and remote areas and other priority populations.

o Local workforce utilisation: Train local health workers, including community
health volunteers, to raise awareness, assist with risk assessment, and
facilitate program entry.

3. Addressing stigma

o Training for providers: Given increased smoking rates in rural and remote
areas, it is important to equip rural and remote healthcare providers with tools
to handle stigma empathetically, emphasising that lung cancer is a medical
condition deserving care, regardless of smoking history.

o Community campaigns: Invest in designing campaigns that de-stigmatise lung
cancer and smoking-related conditions, highlighting the role of societal and
industry influences rather than personal failure.

4. Language and literacy

o Accessible information: Ensure all program materials are available in plain
language and multiple languages reflective of the population served. Utilise
visual aids and digital tools where literacy is a barrier.

o Interpreters: Leverage interpreters, including those familiar with Indigenous
languages or culturally specific communication styles.

5. Long-term monitoring and adaptation

o Community feedback: Commit to regularly collecting feedback from priority
populations to refine program approaches and ensure sustained engagement.



o Equity metrics: Proactively and regularly track and report participation rates,
diagnostic outcomes, and follow-up adherence by priority populations to
identify gaps and implement targeted improvements.

Increased Pressure on GPs

The National Lung Cancer Screening Program places significant emphasis on general
practitioners (GPs) as the primary point of contact for assessing eligibility and coordinating
referrals. While this approach is logical due to GPs' role in primary care, it risks creating
additional challenges for both GPs and patients, especially in rural and remote areas where
access is already limited. Below are considerations and suggestions to mitigate these
issues.

1. Challenges:

o The program’s reliance on GPs for eligibility assessments, referrals, and
follow-ups could exacerbate existing workforce shortages, especially in rural
and remote areas where access to GPs is already limited.

o Administrative tasks related to the program, such as updating smoking
history, completing forms, and coordinating referrals, may increase GP
workload and take time away from other clinical duties.

2. Suggestions for mitigation:

o Expand roles: Invest to enable other healthcare professionals, such as nurse
practitioners, practice nurses, and Aboriginal Health Workers, to conduct
initial eligibility assessments and patient education under GP supervision.

o Telehealth utilisation: Encourage telehealth consultations for eligibility
assessments, particularly in remote areas, to reduce the physical burden on
GPs and increase accessibility for patients.

o Financial incentives: Introduce Medicare Benefits Schedule (MBS) items
specific to lung cancer screening-related consultations to compensate GPs
for their time and effort. This would make participation in the program more
sustainable for general practices. Ensure that billing of these MBS items can
occur even with tele-health consultations.

o Engagement with Primary Health Networks (PHNs) to support GP education,
training and infrastructure.

Financial Barriers for Patients
1. Challenges:

o Although the low-dose CT scans are provided free of charge, patients may
face significant out-of-pocket costs for GP consultations, particularly in areas
where bulk-billing is unavailable.



o These financial barriers can disproportionately affect low-income populations,
refugees and migrants and including those in rural and remote communities,
potentially discouraging participation in the program.

2. Suggestions for mitigation:

o Enhanced bulk-billing support: Commit to mandatory bulk-billing of GP
consultations related to lung cancer screening, similar to the approach taken
for low-dose CT scans.

o Subsidies for priority populations: Provide subsidies or vouchers for GP visits
for participants from priority groups, including Aboriginal and Torres Strait
Islander peoples and those in rural and remote areas.

o Community clinics and mobile services: Leverage community clinics and
mobile health units staffed with multidisciplinary teams to provide screening-
related GP consultations at no cost.

Practical implementation steps

1. Streamlined pathways: Simplify the referral process through integrated clinical
software and the National Cancer Screening Register to reduce administrative load
on GPs.

2. Public-Private partnerships: Engage private health organisations to support the
delivery of initial eligibility screenings, particularly in underserved areas and rural and
remote communities.

3. Patient education: Drive clear messaging about the free nature of the CT scans while
being transparent about potential GP consultation costs, with guidance on accessing
financial assistance if needed.

Data Sharing and Accessibility for Research

The National Lung Cancer Screening Program has the potential to generate significant data
that could drive research and improve health outcomes. Ensuring accessibility of this data
for researchers while safeguarding participant privacy is vital. Below are tailored
suggestions.

1. Standardised and secure data sharing protocols

o Establish standardised protocols to de-identify and share data from the
National Cancer Screening Register (NCSR) with researchers, healthcare
providers, and policymakers.

o Facilitate partnerships with academic institutions, public health bodies, and
Indigenous research organisations to leverage data for actionable insights.

2. Open access research platforms

o Create a dedicated platform where anonymised program data, trends, and
outcomes can be accessed by authorised researchers.



o Ensure data sets include demographic (including key information for priority
populations) and geographic breakdowns to allow for the study of health
disparities and barriers to equitable screening access.

3. Collaborative research models

o Partner with Aboriginal Community Controlled Health Organizations
(ACCHOs), rural health networks, and local organisations to co-design
research projects. These partnerships can ensure that research outcomes
align with community priorities and address unique barriers to care.

Practical Implementation
1. Informed consent for data use

o When enrolling participants, include a transparent consent process that
explains how their de-identified data may be used for research and program
improvement.

o Provide participants with assurances about confidentiality and the public
benefit of their data contributions.

2. Equity-focused data analysis

o Mandate the analysis of program data with an equity lens, focusing on
outcomes for priority populations (e.g., Aboriginal and Torres Strait Islander
peoples, rural residents and others identified in the Australian Cancer Plan).

o Publish findings that identify systemic barriers and actionable solutions to
improve program inclusivity.

3. Feedback loops for continuous improvement

o Use research findings to refine the program, particularly in addressing access
issues for underserved populations.

o Regularly report back to participating communities, ensuring transparency
and demonstrating the impact of their contributions.
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