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Methods

Five health care organizations (HCOs) partnered with AMGA to improve early detection and diagnosis of lung cancer through multi-level interventions. Electronic health record (EHR)
data on screening rates and new lung cancer diagnosis data were collected following a pragmatic measure specification aimed at standardizing submissions across HCOs.

Patients aged 50-80 with a documented primary care provider and current or former smoker status were included. Pack years data was an optional variable for data submissions given
lack of structured field within the EHR for data capture or low confidence in validity of data.

Data were submitted by quarter for the period July 2024- September 2025. Future data submissions will include data by quarter from October 2025-June 2026. Measures were
submitted for the overall population and stratified by patient demographics and ordering provider, where available.

Insights & Interventions

Figure 1: Smoking History Documentation Figure 2: Shared Decision-Making Documentation Figure 3: HCO Barriers and Targeted Interventions
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standardization of screening.

Results

Rates for former smokers Figure 6: LCS by ordering provider (Q3 2025)
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