Substantial radiologist workload reduction can be achieved if artificial intelligence is used as a first-read filter
at baseline in lung cancer screening 180P
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Conclusion and Implications |
cases at baseline. [3!

Al negative predictive performance is better than all manual readers.
 |f used as a first-read filter, radiologists would only need to assess 35% of cases with
indeterminate-positive nodules.

* Nodules were classified as < or > 100mm3, the upper threshold for benign nodule growth.

 External validation of Al lung cancer screening software is
desperately needed using high quality real-world datasets. [

* Discrepancies between any reader or Al were analysed by an expert panel forming the consensus reference
read. The expert panel consisted of 2 thoracic radiologists with > 10 years of experience, who were blinded

*  We present results from a real-world external validation study from the results of the initial reads.

on Al lung nodule detection, segmentation, and classification
in baseline lung cancer screening.

Future research

e Comparison based on gold standard histological results.
e Validation at follow-up and as concurrent reader in the 4ITLR study.

 Based on the consensus read, results were classified as: correct positives (CP), correct negatives (CN), positive
misclassifications (PM) or negative misclassifications (NM).
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What’s next?
k Comparison to gold standard lung cancer results in this UKLS dataset S
Limitations
. These results are based on an expert panel read and not gold standard histology
ﬂJ'ﬂ outcomes. Subsequent research will compare the results of the manual readers and
ey - - Al to the true lung cancer diagnoses.
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