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Introduction:

Why I Had to Act

Were you aware you had this lung 
nodule a couple of years ago?

As a thoracic surgeon, few moments are more difficult than 
recognizing a missed opportunity for early diagnosis, especially 
when the evidence was there all along.

I recall reviewing a patient’s chart and discovering a chest CT from 
two years prior that clearly documented a suspicious pulmonary 
nodule. That patient was now in my clinic with Stage II lung 
cancer. The nodule had progressed, and the window for curative 
intervention had narrowed.

I asked the patient, “Were you aware you had this lung nodule a 
couple of years ago?” The response was uncertain. There had been 
no structured follow-up, no clear handoff, and no continuity of care. 
Unfortunately, this scenario was not an anomaly.

In my home state of Louisiana, the data underscores the urgency. 
While all states need to improve lung cancer outcomes, we rank 
near the bottom nationally for early-stage detection and five-year 
survival. Patients present late, and the consequences are profound. 
It became clear to me that our existing systems, which were 
manual, fragmented, and reactive, were not sufficient to manage 
the volume and complexity of incidental findings in our region.

That realization led us to rebuild our lung cancer program from 
the ground up. Today, we’ve achieved improvements in early-
stage detection, care coordination, and clinical outcomes. 
This transformation happened through disciplined change, 
collaboration, and a strong foundation.

The following five lessons shaped our journey. They are not abstract 
principles; rather, they are practical insights forged from real 
challenges. I share them in the hope that other institutions can 
accelerate their own progress and, most importantly, ensure that 
fewer patients are lost to a lack of follow-up.



Five Lessons for Making Growth Sustainable

1
Share the load with people who care

2
Start anywhere, but you need a strong foundation

3
Design workflows to drive consistent access and quality

4
Use data to prioritize your effort

5
Outreach is as much about listening as it is about talking
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The right individuals 
who are clinically 
invested and 
mission-driven can 
make even the most 
ambitious goals 
achievable.

LESSON 1

Key Takeaways:

Mission-driven individuals 
can be more impactful 
than prior experience when 
launching a program.

Administrative partnership is 
critical to translating clinical 
goals into operational 
execution.

Define and distribute 
responsibilities early 
to support long-term 
scalability.

Regular communication 
and shared ownership foster 
alignment across disciplines.

Lesson 1

Share the Load with 
People Who Care

No matter how committed I was clinically, I knew that I could 
not build a scalable lung nodule program alone. The complexity 
of managing incidental findings, ensuring timely follow-up, 
and coordinating across departments requires collaboration. 
That begins with surrounding yourself with people who not only 
understand the mission but care enough to carry it forward.

In our case, it started with one newly hired coordinator. She had 
never worked with pulmonary nodules before, but she was deeply 
committed to doing the right thing for patients. That matters 
more than prior experience. She learned quickly, asked the 
right questions, and helped build the foundation of what would 
eventually become a high-volume, multi-site program.

Equally critical was the partnership I developed with a mission-
aligned administrator. Without that support, none of our clinical 
ideas would have translated into operational reality. Together, 
we worked to secure resources, navigate software evaluation 
and purchasing decisions, and identify resource-efficient ways 
to grow. This administrative collaboration was essential for initial 
implementation and long-term sustainability.

As our program matured, we expanded that foundation into a 
dedicated, multidisciplinary team. Responsibilities were clearly 
shared: clinical consults, operational workflows, and community 
outreach. We met regularly, shared office space, and ensured 
alignment across pulmonary, surgery, operations, and our 
navigators. That structure enables consistency and accountability 
as patient volumes grow.

Ultimately, people drive transformation. The right individuals who 
are clinically invested and mission-driven can make even the 
most ambitious goals achievable.
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We could not scale 
without a solid 
operational and 
technological 
foundation.
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Lesson 2

Start Anywhere, But You Need a 
Strong Foundation

When we began rebuilding Our Lady of the Lake’s lung nodule 
program, our tools were rudimentary. We tracked patients in Excel. 
Communication between departments was inconsistent, and 
there was no formal structure for follow-up. We couldn’t focus 
on IPNs management and its complexities because we were 
overwhelmed by the work for lung cancer screening alone.

What we did have was urgency, and that was enough to start. 
What we lacked in infrastructure, we compensated for with 
commitment. Still, it quickly became clear that we could not 
scale without a solid operational and technological foundation. 
Manual tracking couldn’t keep up with the volume of screenings. 
Fragmented communication led to delays and missed care. And 
without a centralized system, we had no reliable way to monitor 
follow-up adherence or prioritize high-risk patients.

The turning point came when we implemented a platform 
specifically designed to manage lung cancer risk across 
time. It provided more than just a list of accurate findings. It 
offered intuitive workflows that we can tailor to our specific 
needs, automated risk stratification to support care planning, 
communication and monitoring tools to drive awareness and 
adherence, and actionable data to inform program growth. It 
gave us structure. And with structure came the ability to scale.

You Need a Mechanism to Unlock 
Scale & Impact

440

2018 2019 2020 2021 2022 2023 2024

236

653

1106

1749 1814

2529

2289

2988

2406

3004

Lung Cancer
Screening

Incidental
Pulmonary
Nodules



Five Lessons for Building a Scalable Lung Nodule Program 6

LESSON 2

Key Takeaways:

Start wherever you can, but 
long-term growth requires 
purpose-built infrastructure.

Manual tracking is not 
sustainable at scale; invest 
in technology built for 
longitudinal management.

Make sure your tools 
accelerate patient care 
and don’t add more work to 
your plate.

Don’t make significant 
program changes without 
an understanding of how it 
will impact the patient and 
clinician experience.

Cancers diagnosed
since Eon 2021 go-live

260
Between
2018-2020

20vs.

Growth in Stage I and
Stage II cases

~2x

From 2020 to 2024, we expanded from three sites to seven, 
including all OLOL imaging locations. Our care criteria evolved, too: 
we lowered our IPNs threshold from >8mm to >6mm, increasing 
the number of patients in active surveillance. This growth would 
have overwhelmed us if we didn’t have a platform capable of 
managing these patients without a proportionate increase in 
navigator effort. More importantly, this growth has increased our 
ability to identify cancers earlier. Since go-live, we’ve diagnosed 
over 260 lung cancers through the platform, more than 10X the 
number we detected in the two years prior.

Technology alone is not the solution. But the right infrastructure 
enables consistency, accountability, and growth. If you want to 
create a large impact, you have to build on something capable of 
getting you where you want to be.
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A successful lung 
cancer program… 
requires workflow 
design that 
supports reliability, 
accountability, and 
clinical excellence.

Lesson 3

Design Workflows to Drive 
Consistent Access and Quality

A successful lung cancer program goes beyond identifying 
nodules to ensure patients are navigated, evaluated, and treated 
without unnecessary delay. It requires workflow design that 
supports reliability, accountability, and clinical excellence.

Before implementing a structured process, patients were 
vulnerable to delayed follow-up and misdirected referrals, making 
it harder to get the right care quickly. Follow-up was inconsistent, 
and our care pathways varied based on where the patient 
entered the system. Once we implemented a longitudinal care 
management platform, we were able to design clear, repeatable 
workflows that aligned with evidence-based guidelines and the 
reality of our clinical resources.

We established defined sequences for patients based on their 
level of risk: → Incidental finding → nodule clinic evaluation → 
pulmonary workup → biopsy and staging → complete diagnosis 
and treatment. Time to treatment became a measurable metric. 

Moving From Fragmented To 
Streamlined Patient Access

2 weeks

Time from lung nodule
identification to biopsy

1 week

Time from biopsy to
complete diagnosis

2 weeks

Time from diagnosis
to treatment

5 weeks

Total Time
to Treat

Eon Nodule
Clinic Pulmonology Biopsy and

Staging
Complete
Diagnosis

IR

Intervention

LDCT Screening Incidental Finding
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Clear Roles and Responsibilities Drive 
Patient Access and Accountability

IPN Workflow

>6mm

Nodule
Conference

NP/MD

Contact patient
& PCP

NP/MD

Deactivate

Nodule Coordinator

Letter to notify
patient & PCP

Nodule Coordinator

LCS Workflow

RAD 1&2 RAD 3&4

Letter to notify
patient & PCP

Contact patient
& PCP

Nodule Coordinator Nodule NP

1 year
follow-up

Nodule
Conference

Nodule Coordinator Nodule NP

<6mm

We reduced the time from nodule identification to biopsy to just 
two weeks, with an additional two weeks to initiate treatment. For 
many patients, that condensed timeline can be the difference 
between a Stage I and a Stage III diagnosis.

Every step has clear owners. Our Nodule Coordinator and Nodule 
Nurse Practitioner are responsible for low-risk and high-risk 
patients, respectively. Our nodule NP ensures timely clinic visits. 
A multidisciplinary nodule conference brings together thoracic 
surgery, pulmonology, oncology, radiology, and pathology to align 
decisions and prevent delays. Follow-up plans are documented 
and tracked within the system, whether they required surveillance, 
immediate intervention, or discharge.

Importantly, we didn’t limit this structure to lung cancer screening 
patients. We applied it to all incidental pulmonary nodules 
captured through radiology, including those from the ED and 
inpatient settings. That expanded our reach and enabled us to 
standardize care across diverse patient populations.

Designing a workflow improves efficiency, but more importantly, 
it is about equity. It ensures that every patient, regardless of entry 
point, receives timely and consistent care.

LESSON 3

Key Takeaways:

Clear, stepwise workflows 
reduce delays and ensure 
timely access, diagnosis, 
and treatment.

Assign ownership for each 
phase of the care journey 
to improve follow-up 
adherence.

Structured workflows must 
extend beyond screening to 
include incidental findings 
from all settings.
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Programmatic 
growth is the 
outcome of 
intentional, data-
driven decision-
making repeated 
consistently across 
time and teams.

Lesson 4

Use Data to Prioritize Your Effort

When you’re building a high-volume program, clinical 
judgment alone isn’t enough. You need data to guide strategic 
decisions and to continually refine operations. Without it, 
you’re operating reactively, rather than proactively.

•	 For us, data became the lever that helped:
•	 Secure stakeholder buy-in
•	 Optimize resource allocation
•	 Evolve our clinical strategy over time 

We used multiple sources to build a comprehensive picture: 
patient volumes and adherence rates from the Eon platform; 
stage migration and time-to-treatment metrics from our 
tumor registry; procedural volumes and diagnostic yield from 
our robotic bronchoscopy systems; and financial insights from 
our revenue cycle team.

Those metrics told us where patients were succeeding in 
the pathway and where they were falling off. Early on, our 
focus was on identification and enrollment. Then it shifted 
to reducing the time to treatment. More recently, we’ve used 
data to optimize procedural workflows and ensure diagnostic 
yield remains high. Each stage of growth required a different 
focal point, and our metrics allowed us to shift resources 
accordingly.

How Our Focus For 
Improvement Has Evolved

Initial Focus

• Number of enrolled patients

• Adherence rates

• Successful returns

Improve
Identification
and Patient Capture

Intermediate Focus

• Time to provider consult

• Bronchoscopy volumes

• Diagnostic yield

• Stage at diagnosis

Optimizing lon
Bronchoscopy
Access and Diagnosis

Current Focus

• Time to treatment

• Network integrity

• Operating room usage

• Downstream referrals

Shortening Time
to Treatment
and Expansion
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Using Data To Guide Recurring Meeting 
Conversations

Multi-Disciplinary
Team

QuarterlyFrequency

A review of all program data 
(operational and clinical) to 
support medium and 
long-term clinical planning

Description

Nodule conference 
attendees, cancer services 
(VP and support staff)

Stakeholder
Meeting

Monthly

A space to get administrative 
support in addressing operational 
challenges, equipment needs, 
and outreach strategy

Clinical champions, hospital 
COO, VP of cancer services, 
office manager

Attendees

Recurring data reviews also keep our teams aligned. We hold 
multidisciplinary meetings monthly and quarterly, each tailored 
to different audiences. Our stakeholder meetings bring together 
operations leaders, finance, and executive sponsors. These are 
working sessions, helping us address gaps in equipment access, 
staffing, and outreach strategy in real time.

From 2021 to 2024, we saw measurable impact:
•	 A 3.4x increase in new patients
•	 A 12.5x increase in downstream diagnostic exams
•	 A 2.2x increase in thoracic clinic volume
•	 A 207% increase in Ion bronchoscopies
•	 A doubling in thoracic oncology surgeries and referrals

This level of growth doesn’t happen by chance. It’s the outcome 
of intentional, data-driven decision-making repeated consistently 
across time and teams.

LESSON 4

Key Takeaways:

Collect operational, clinical, 
and financial data to guide 
program strategy.

Use data to identify 
bottlenecks, inform 
investments, and adjust 
focus over time.

Schedule recurring reviews 
to keep stakeholders aligned 
and accountable.

Measurable growth in early 
diagnosis and downstream 
procedures begins with data 
visibility and action.
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Outreach wasn’t 
just about program 
awareness, but 
about building 
partnerships 
grounded in clinical 
integrity and mutual 
benefit.

Lesson 5

Outreach Is as Much About 
Listening as It Is About Talking

Expanding a lung cancer program requires internal coordination 
and external trust. That means engaging community physicians 
early, understanding their concerns, and tailoring your model to 
solve real problems.

Outreach at its best is a two-way conversation. We spent time 
with referring providers asking questions: What’s not working for 
your patients? Where do they fall off the path? How can we make 
this easier for you?

That feedback shaped how we built our workflows. We 
clarified referral pathways, reduced time to consult, and 
ensured timely communication back to referring physicians. 
We also demonstrated how our program could reduce their 
administrative burden by taking on coordination, follow-up, and 
even patient education.

We find that when physicians see the impact on their patients 
and the time saved in their own practices, they become 
advocates. Outreach isn’t just about program awareness, but 
about building partnerships grounded in clinical integrity and 
mutual benefit.

Listening also extended to patients. Many of the individuals we 
serve face social and structural barriers to care. That means 
being present, responsive, and adaptable, whether it’s helping 
navigate transportation, offering flexible scheduling, or simply 
ensuring a patient hears from a real person when they 
need follow-up.

Ultimately, outreach is not a marketing function, but a clinical one. 
And when it’s done with humility and consistency, it builds the 
foundation for sustainable growth.

LESSON 5

Key Takeaways:

Engage referring physicians 
early and listen to their 
challenges.

Tailor your workflows to 
reduce friction for both 
providers and patients.

Focus on partnerships, not 
promotion, by showing 
clinical value first.

Outreach should be rooted 
in empathy, accessibility, 
and trust-building.
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Conclusion

Build It Right And Build It Now

Looking back, the transformation of our lung cancer program wasn’t the result of any single decision or 
investment. It was the product of deliberate, incremental change built on urgency, grounded in clinical 
values, and enabled by the right infrastructure and people.

We didn’t wait for the perfect plan. We started where we were, and we built forward. And because we 
focused on structure, scalability, and shared purpose, we now have a program that finds more cancers 
earlier, navigates patients more effectively, and delivers measurable impact across the health system.

We couldn’t have done this without a longitudinal care management platform like Eon. Over these last four 
years, their technology has continued to evolve so that we can not only work faster, but smarter. 

But there’s still more to do. We’re expanding into new cohorts like renal, adrenal, and thyroid, because we 
know the same opportunity exists across other disease states. And we’re continuing to refine our processes 
to close even more gaps in care.

My advice to any clinical leader starting this journey is simple: Don’t wait. Every day you delay is another 
patient you might miss. Start with people who care. Build a strong foundation. Design workflows that work. 
Use your data. And listen to your patients and to your partners.

If you do that, you’ll not only build a better program, you will also change outcomes.

Impact Since Eon Implementation (2021-2024)

Cancers diagnosed
across LCS and IPN
(since 2021)

260

Lung cancer found
in early stages
(2021-2024)

70%

Successful IPN
patient returns
(2024)

75%

Growth in
new patients
(2021-2024)

3.4x

Growth in
downstream exams
(2021-2024)

12.5x

Growth in
thoracic clinic
(FY22-FY23)

2.2x

Growth in
Ion bronchoscopies
(2021-2024)

207%

Growth in thoracic
oncology surgeries
(2021-2024)

~2x

Growth in thoracic
oncology referrals
(2021-2024)

247%

Clinical Impact Volume Growth Thoracic & Oncology Growth

This article is based on my presentation during the webinar, “From Missed Nodules to 70% 
Early Detection,” hosted by Eon. You can watch the full session on demand here.

http://youtube.com/watch?utm_medium=email&_hsenc=p2ANqtz-9LaUgOTSgGrh4ukaD1i4ceu_V2-RHWLVJsxZ62QWNw6obN2AQLykDS2wa3Z24gHkSWQq4g&utm_source=hs_email&hsCtaTracking=35e5603f-8c0c-4e3e-9684-452b85f32402%7C06fd078e-c480-4aab-ba9f-5dfa1e138533&v=EyP_uP7SleI&feature=youtu.be

