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Introduction: Lung cancer is the leading cause of cancer-related death globally. Incidental
pulmonary nodules represent a golden opportunity for early diagnosis, which is critical for
improving survival rates. This study explores the impact of missed pulmonary nodules on the
progression of lung cancer. Methods: A total of 4,066 stage IV lung cancer cases from 2019 to
2021 in Danish hospitals were investigated to determine whether a chest computed
tomography (CT) had been performed within 2 years before diagnosis. CT reports and images
were reviewed to identify nodules that had been missed by radiologists or were not
appropriately monitored, despite being mentioned by the radiologist, and to assess whether

these nodules had progressed to stage IV lung cancer. Results: Among stage IV lung cancer

patients, 13.6% had undergone a chest CT scan before their diagnosis; of these, 44.4% had

nodules mentioned. Radiologists missed a nodule in 7.6% of cases. In total, 45.3% of nodules

were not appropriately monitored. An estimated 2.5% of stage IV cases could have been

detected earlier with proper surveillance. Conclusion: This study underlines the significance of

monitoring pulmonary nodules and proposes strategies for enhancing detection and
surveillance. These strategies include centralized monitoring and the implementation of

automated registries to prevent gaps in follow-up.
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Incidental finding 87,4% (76,0% - 94,3%)

Arsager til CT scanning:

Udrednings- eller kontrolforlgb af andre cancere

Udredning af brystsmerter
Mistanke om lungeembolli
Traume

Mave- eller rygsmerter
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Vision
- Ensartet og guideline-baseret opfalgning af lungenoduli

- Monitorere opfalgning af noduli pa landsplan
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Algoritme for handtering af solid solitaer nodulus

Risikogruppe <6 mm 6 -8 mm >8 mm
Lav risiko Ingen kontrol CT af thorax efter 6-12 | Risikostratificering efter
mdr. og evt. 18-24 mdr. | Brock model:
Hgj risiko CT af thorax kan overvejes CT af thorax efter 6-12 | Risiko = 10 %: Falg
efter 12 mdr. mdr. og 18-24 mdr. flowchart 1

Risiko = 10 %: Falg
flowchart 2




Algoritme for handtering af multiple solide noduli

Risikogruppe <6 mm 6-8mm >8 mm
Lav risiko Ingen kontrol CT af thorax efter 3-6 mdr. | Risikostratificering efter
og evt. 18-24 mdr. Brock model (sterste /
Hgj risiko CT af thorax kan overvejes | CT af thorax efter 3-6 mdr. | mest suspekte
efter 12 mdr. 0g 18-24 mdr. nodulus):
Risiko =< 10 %: Falg
flowchart 1

Risiko = 10 %: Fealg
flowchart 2




Algoritme for handtering af solitar eller multiple matglas noduli

<6 mm

>6 mm

Ingen kontrol

CT af thorax efter 3 mdr. Herefter hvert andet
ar indtil 5 ars opfelgning i hht. flowchart 3




Algoritme for handtering af solitzer eller multiple delvis solide noduli

<6 mm >6 mm
Ingen kontrol ved single subsolid nodulus. CT af thorax efter 3 mdr. Herefter hvert ar indtil
Ved multiple subsolide noduli kan overvejes CT af thorax 5 ars opfelgning i hht. flowchart 3

efter 3 mdr. og herefter 2 og 4 ar (overvej anden arsag il
forandringerne)




Flowchart 1 (solid nodulus > 8 mm og Brock model med risiko < 10 %)
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Flowchart 2 (solid nodulus > 8 mm og Brock model med risiko 2 10 %)

Opret i pakkeforlgb med PET-CT
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Flowchart 3 (subsolid nodulus / noduli > 6 mm):

Tidligere billeddiagnostik til sammenligning?
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Flowchart 4 (mistanke om lungekraft hos den skrabelige patient)

e VDT <400 dage

Nodulus er malignitetssuspekt bedemt ved en af felgende:

¢ Risiko int. Herder-model > 70 %
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Monitorering af opfalgning af noduli pa
landsplan



Diagnosekoder for pulmonale nodull

Keere Kolleger,
Der er nu (omsider) per 1. april 2025 oprettet de nye diagnosekoder til billeddiagnostiske fund, som vi sa laenge har efterspurgt:

DR911 Billeddiagnostisk fund af lungenodulus
DR911A Billeddiagnostisk fund af matglasnodulus

DRS911B Billeddiagnostisk fund af delvis solid nodulus
DRS911C Billeddiagnostisk fund af solid nodulus

Hertil ueendret den uspecifikke kode DR919: Abnormt fund ved billeddiagnostisk undersogelse af lunger
Nu skal vi sa bare komme igang med at bruge dem!
Med venlig hilsen / Best regards,

Torben Riis Rasmussen
overlaege, klinisk lektor

Torben Riis Basmussen, MD, PhD,

Senior Consultant, Clinical Associate Professor
Department of Respiratory Diseases and Allergology
Aarhus Universily Hospital,

DK-8200 Aarhus N, Denmark

Mail: torras @rm.dk

Mob.: +45 2144 8182



Status: Dansk Lunge Noduli Register

SundK har for nuveerende ikke midler til at oprette et nyt register for
lungenoduli.

DLCG/DLCR arbejder pa at inkludere lungenoduli i en subanalyse i
forbindelse med DLCR arsrapport 2026:

- Udbredelse/brug af diagnosekoder
- Antal noduli/ressourceforbrug
- Antal noduli som senere diagnosticeres som cancer
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Study population

We identified all patients in Denmark aged =18 years with a first-
time diagnosis of a pulmonary nodule during the study period.
The date of hospital admission or first outpatient visit was the
index date. Patients with nodules were identified using the diag-
nosis code for‘abnormal imaging of the lungs’(R91.9). While this
code primarily applies to pulmonary nodules, it may include
larger infiltrates requiring follow-up CT scans. Based on input
from clinicians in several respiratory disease departments, we
increased the specificity by including only patients diagnosed in
internal or respiratory disease departments, as nodules detected
in other hospital departments are often referred to these spe-
cialties for follow-up. Our a priori analysis confirmed that over
90% of all patients with a discharge diagnosis of R91.9 were
treated in an internal or respiratory department. Patients with a
prior lung cancer diagnosis recorded in DCR were excluded
(Figure 1).



No pulmonary nodule
diagnosis within 5 years

A pulmonary nodule diagnosis
within 5 years

Number of patients
Women, N (%)
Age, median (Q1-Q3)
Age, N (%)
<60
60-70
70-80
=80
Index year, N (%)
2018
2019
2020
2021
2022
Region of residence, N (%)
North Denmark Region
Central Denmark Region
Region of Southern Denmark
Capital Region of Denmark
Region Zealand
Cancer stage N (%)
Missing/Unknown
Stage |
Stage
Stagellll
Stage IV

19,765 (87.9)

2,727 (12.1)

10,149 (51.3) 1,460 (53.5)
725 (65.7;78.2) 73.5(67.2,78.4)
2,268 (11.5) 230 (8.4)
5,623 (28.4) 726 (26.6)
8,238 (41.7) 1,259 (46.2)
3,636 (18.4) 512(18.8)
3,862 (19.5) 491 (18.0)
3,891 (19.7) 478 (17.5)
3,981 (20.1) 589 (21.6)
4,029 (20.4) 581 (21.3)
4,002 (20.2) 588 (21.6)
2,762 (14.0) 273(10.0)
4,711 (23.8) 853 (31.3)
3,171 (16.0) 274(10.0)
5,349 (27.1) 751 (27.5)
3,772 (19.1) 576 (21.1)
1,241 (6.3) 202 (7.4)
3,734 (18.9) 1,139 (41.8)
1,521 (7.7) 286 (10.5)
3,678 (18.6) 411 (15.1)
9,591 (48.5) 689 (25.3)




	Slide 1: Nodulusopfølgning i Danmark
	Slide 2
	Slide 3
	Slide 4: Stadie IA lungecancer 
	Slide 5
	Slide 6: Vision
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19: Diagnosekoder for pulmonale noduli
	Slide 20: Status: Dansk Lunge Noduli Register
	Slide 21
	Slide 22
	Slide 23

