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Purpose

The Korean National Cancer Screening Survey (KNCSS), a nationwide cross-sectional survey,
has been conducted annually since 2004. The current study was conducted to report on
the trends in screening rates among Korean men and women, and to evaluate policies
regarding cancer screening programs implemented to reduce the burden of cancer.

Materials and Methods

The current study used KNCSS data. The eligible study population included men aged
40-74 years and women aged 30-74 years with no cancer history. The lifetime screening
rate, screening rate with recommendation, and changes in annual rates were calculated
for five major cancers (i.e., stomach, liver, colorectal, breast, and cervix uteri).

Results

The screening rates with recommendation increased by 4.2% (95% confidence interval [Cl],
3.7% to 4.8%) annually for stomach cancer, 1.2% (95% CI, 0.1% to 2.4%) for liver cancer,
3.0% (95% Cl, 1.8% to 4.1%) for colorectal cancer, 3.7% (95% Cl, 2.7% to 4.8%) for breast
cancer, and 1.3% (95% Cl, 0.8% to 1.8%) for cervical cancer. In 2013, the screening rates
with recommendation for stomach, liver, colorectal, breast, and cervical cancers were
73.6%, 33.6%, 55.6%, 59.7%, and 67.0%, respectively.

Conclusion
Both the lifetime screening rates and screening rates with recommendation for the five
above-mentioned cancers increased annually from 2004 to 2013.
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Introduction

in some cases, cancer incidence. In Korea, both organized
and opportunistic cancer screening are available. The organ-
ized cancer screening program is provided by the govern-

Cancer is the leading cause of death in Korea, where more
than 73,757 people died of cancer in 2012 [1]. The cancer
incidence rate for all cancer sites combined increased by 3.4%
per year (1.6% in males, 5.4% in females) from 1999 to 2011
[2]. Cancer screening allows for early cancer detection, before
appearance of symptoms, which usually results in better
outcomes. Therefore, screening reduces cancer mortality, and
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ment. Opportunistic cancer screening programs include a
variety of options in terms of the items screened, intervals
between screenings, and target cancer type depending on
individual decisions or recommendations from health care
providers.

In 1999, the Korean government established the National
Cancer Screening Program (NCSP) to provide organized can-
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cer screening to reduce the burden of cancer. Since then, the
target population and types of cancer covered by NCSP have
been expanded. The NCSP provided Medical Aid recipients
with free-of-charge screening for stomach, breast, and cervi-
cal cancer until 2001. Since 2002, National Health Insurance
(NHI) beneficiaries in the lower 20% income stratum have
been included in the NCSP. In 2003, NHI beneficiaries in the
lower 30% income stratum and patients with one additional
type of cancer (liver) were included, and patients with
colorectal cancer were included in the NCSP in 2004. Since
2005, the NCSP has provided Medical Aid recipients and
NHI beneficiaries in the lower half of the income stratum
with screenings for five types of cancer (i.e., stomach, liver,
colorectal, breast, and cervix uteri). NHI beneficiaries in the
upper 50% income stratum receive screening services for the
same five types of cancer from the NHI Corporation; how-
ever, they pay 10% of the screening cost [3-7]. The NCSP
utilizes nationally implemented protocols that define a target
population, screening interval, and follow-up strategies
(Table 1). Here, we report the trends in overall screening
rates associated with both the organized and opportunistic
cancer screening programs among Korean men and women,
and we evaluate policies on cancer screening programs
implemented to reduce the burden of cancer.

Materials and Methods

The Korean National Cancer Screening Survey (KNCSS)
data from 2004 to 2013 were used in the current study. The
National Cancer Center has conducted the KNCSS annually
since 2004 [8]. The KNCSS is a nationwide, population-based,
cross-sectional survey. Stratified multistage, random sam-
pling based on resident registration population data are

collected according to geographical area, age, and sex. In the
current study, the number of enumeration districts was
designated in proportion to population size by sex, age, and
geographical area, and the final study clusters were ran-
domly selected. A total of 5 to 7 households in an urban area,
and 10 to 12 households in a rural area were randomly
chosen. The methods used for sampling were described in a
previous study [9].

According to the protocols of the NCSP (Table 1), people
older than 40 years of age are eligible to undergo gastric can-
cer screening; those older than 50 years of age are eligible to
undergo colorectal cancer screening; women older than 40
years of age are eligible to undergo breast cancer screening;
and women older than 30 years of age are eligible to undergo
cervical cancer screening. Screening for liver cancer is
restricted to individuals older than 40 years of age, in high-
risk groups, such as patients who were carriers of hepatitis
B virus or hepatitis C virus, or who have liver cirrhosis.
Therefore, the target population in the current study com-
prised cancer-free men and women older than 40 and 30
years of age, respectively, in each year from 2004 to 2013.

In 2004, the data were collected using computer-assisted
telephone interviews. From 2005 to 2013, the data were
collected through face-to-face interviews conducted by a
professional research agency. Subjects were recruited
through door-to-door contact, and at least three attempts to
contact each household were made. One person was selected
from each household; if there was more than one eligible
person in the household, the person whose date of birth was
closest to the study date was selected. Informed consent was
obtained from all study participants. The response rates
ranged from 34.5% to 69.3% from 2005 to 2013.

Using a structured questionnaire, participants were asked
about their experience with screening for five types of cancer
(i.e., stomach, liver, colorectal, breast, and cervix uteri) and
sociodemographic characteristics, including income level.

Table 1. Cancer screening protocols issued by the National Cancer Screening Program (NCSP) in Korea

Cancer Target population
Stomach Aged = 40 years

Liver High-risk group® aged > 40 years
Colorectal Aged =50 years

Breast Women aged > 40 years

Cervix uteri Women aged > 30 years

Interval (yr) Test
2 Upper endoscopy or UGI?
1 Ultrasonography and AFP
1 FOBT?
2 Mammography
2 Pap smear

UG]I, upper gastrointestinal series; AFP, alpha-fetoprotein; FOBT, fecal occult blood test. ¥In the case of an abnormality on the
UG, endoscopy is recommended, and a biopsy is performed when an abnormality is found during endoscopy, PPatients at
high risk for liver cancer include those with chronic hepatitis determined by serological evidence of infection with hepatitis
B or C virus or liver cirrhosis, 9In the case of an abnormality on FOBT, colonoscopy or a double-contrast barium enema is rec-
ommended, and a biopsy is performed when an abnormality is found during colonoscopy.
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Table 2. Distribution (%) of sociodemographic characteristics of the study respondents in the Korean National Cancer Screen-
ing Survey (KNCSS), 2004-2013

Survey year
2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

Total 3,592 2,028 2,030 2,021 2,038 2,000 4,056 4,100 4,140 4,100
Sex

Male 424 41.0 40.2 394 40.6 41.0 414 419 42.0 42.3

Female 57.6 59.0 59.8 60.6 59.4 59.1 58.6 58.1 58.0 57.7
Age (yr)

30-399 14.1 12.0 17.6 17.8 17.7 17.0 159 15.5 15.3 14.4

40-49 359 41.1 34.6 34.8 35.5 35.6 34.9 33.7 33.5 33.0

50-59 22.7 28.6 21.8 21.6 24.7 25.2 27.3 28.5 28.7 29.8

60-69 17.3 15.6 19.1 21.9 16.4 16.4 16.8 16.1 16.2 16.8

>70 10.2 2.7 6.9 3.9 5.8 5.9 52 6.2 6.4 6.0
Education (yr)

<8 25.8 16.4 20.9 18.2 13.6 15.1 8.1 8.2 9.7 5.2

9-11 15.6 16.1 15.1 14.3 16.6 11.3 10.9 10.6 8.7 7.2

12-15 34.3 47.6 44.7 46.3 46.6 46.8 52.1 52.5 50.6 54.1

>16 22.6 18.5 17.6 19.1 20.7 249 28.8 28.7 30.9 33.5
Monthly household income® ($)9

<999 25.3 114 14.1 10.0 9.3 94 4.6 4.5 4.6 2.4

1,000-2,999 39.0 57.1 53.1 50.5 48.8 45.0 37.6 37.8 33.3 22.5

> 3,000 18.8 29.7 29.9 38.7 40.3 44.5 57.7 57.7 62.0 75.1
Marital status

Married 88.2 92.8 89.6 89.8 90.3 90.2 91.5 91.5 94.2 91.8

Not married 1.6 2.1 2.2 2.8 2.5 3.6 3.0 3.1 2.3 2.5

Other? 9.5 5.1 8.3 7.4 7.2 6.3 5.5 5.5 3.6 5.7
Residential area

Metropolitan 46.8 47.4 47 .4 47.5 46.5 46.6 443 45.2 444 443

Urban 53.2¢) 39.8 40.5 40.3 44.2 44.0 42.2 41.6 36.3 42.0

Rural 12.7 12.1 12.2 9.3 9.4 135 13.1 194 13.6
Health insurance type®

National Health Insurance 90.8 95.8 94.5 96.7 95.9 95.3 96.5 96.7 98.3 96.9

Medical Aid Program 6.0 4.2 4.2 3.2 3.8 4.3 3.5 3.3 1.7 3.1

“Restricted to women aged 30-39 years, ¥Some row sums are not 100% each year because of missing data, ®1 USD=1,000 KRW,
90thers: divorced or separated, ®The question related to residential area did not distinguish between urban and rural areas
in 2004.

The distributions of the sociodemographic characteristics of
the study respondents for each year are shown in Table 2.
The questions included “Have you ever undergone [cancer
type] screening?” and “Which screening method have you
experienced?” For the interval between screenings, the ques-
tion was as follows: “When did you last undergo [cancer
type] screening with this method?” To determine the reasons
for undergoing or not undergoing screening, we asked
“What are your primary reasons for undergoing screening
or not undergoing screening?” Two types of cancer screening
rates were measured in this study. “Lifetime screening” was
defined as having ever undergone each type of screening test

during his or her lifetime. The “screening rate with recom-
mendation” category was assigned to participants who had
undergone screening tests according to the procedure and
interval of the NCSP (Table 1). However, for colorectal
screening, respondents who underwent colonoscopy, dou-
ble-contrast barium enema (DCBE), or fecal occult blood test
(FOBT) within 5, 5, or 1 year, respectively, before 2009, and
within 10, 5, and 1 year, respectively, after 2009 were consid-
ered to have undergone screening with recommendation.
Changes in the annual screening rates for lifetime screen-
ing and screening rates with recommendation were calcu-
lated as the annual percentage change (APC) within a 95%
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Table 3. Cancer screening rates for five major cancers in Korea, 2004-2013

Survey year

APC (95% CI)
2004 2005 2006 2007 2008 2009

Lifetime screening rate (%)

Stomach 52.0 485 535 553 65.0 651 767 762 779 80.0 9(3.0to47)

Liver 31.8 477 583 576 648 813 542 543 699 493 8(-1.5t05.1)

Colon and rectum 253 279 340 407 504 481 571 56.1 658 703 0(4.3t05.7)

Breast 559 574 602 664 727 781 795 79.0 829 831 4(27to4.1)

Cervix uteri 76.8 740 680 73.6 744 761 750 748 771 762 3 (-0.3t0 1.0)
Screening rate with recommendation (%)

Stomach® 392 394 433 456 535 569 651 646 709 73.6 2 (3.7to 4.8)
Upper endoscopy 324 329 335 378 448 493 589 581 633 644 2(34t049)
UGI series 13.0 131 152 204 21.1 195 249 253 264 249 7 (1.3t02.1)

Liverd 20.0 163 165 227 197 313 229 229 215 336 2(0.1to02.4)

Colon and rectum® 199 254 294 341 379 367 355 353 447 556 3 0 (1.8to4.1)
Colonoscopy 144 124 168 195 191 234 233 236 301 352 2(1.6t02.8)
DCBE 2.8 4.1 5.3 8.7 7.0 6.1 6.1 6.0 3.8 7.0 0 2 (-0.3t0 0.6)
FOBT 3.8 72 136 202 209 19.0 259 250 296 276 7 (1.9t03.5)

Breast? 332 384 406 458 493 552 616 604 709 597 3 7 (2.7 to 4.8)

Cervix uteri# 583 57.0 549 570 599 639 629 624 679 67.0 3(0.8t01.8)

APC, annual percent change; CI, confidence interval; UGI, upper gastrointestinal; DCBE, double-contrast barium enema;
FOBT, fecal occult blood test. PLifetime screening rate was defined as the proportion of respondents who ever underwent the
screening test(s), ¥Screening rate with recommendation was defined as the proportion of respondents who fulfilled the screen-
ing recommendation criteria among the respondents in the targeted age group for the relevant cancer, “Respondents were
restricted to men and women > 40 years of age who had last undergone upper endoscopy or UGI series screening within a
period of 2 years, YRespondents were restricted to men and women > 40 years of age who were at high risk for liver cancer
[hepatitis B virus surface antigen (+), hepatitis C virus antibody (+), or liver cirrhosis] who had last undergone screening with
abdominal ultrasonography and serum alpha-fetoprotein within a period of 6 months, “Respondents were restricted to men
and women = 50 years of age who had last undergone screening with colonoscopy, DCBE, or FOBT within a period of 10, 5,
or 1 year, respectively. However, before 2009, patients who underwent colonoscopy within a period of 5 years were considered
to have undergone screening with recommendation, "Respondents were restricted to women > 40 years of age who had last
undergone screening with mammography within a period of 2 years, ®Respondents were restricted to women > 30 years of
age who had last undergone screening with conventional cytology within a period of 2 years.

confidence interval (CI). The screening rates of each of the Results
four cancers (stomach, colorectal, breast, and cervix uteri)
were also calculated according to sex, age, and income.

Because of an inadequate number of individuals within the The lifetime screening rates and screening rates with
high-risk group and unstable results that showed a wide 95% recommendation increased from 2004 onward. From 2004 to
CI, the liver cancer screening rate was excluded from sub- 2013, the lifetime screening rates increased annually by 3.9%
group analysis. Monthly household income was subgrouped for gastric cancer, 1.8% for liver cancer, 5.0% for colorectal
into three tertiles for each year. This study was approved by cancer, 3.4% for breast cancer, and 0.3% for cervical cancer
the National Cancer Center Institutional Review Board in (Table 3). Significant increasing trends were observed in the
Korea (approval number: NCCNCS-08-129). lifetime screening rates for gastric, colorectal, and breast

cancer, but not for liver or cervical cancer. The screening rates
with recommendation increased annually by 4.2% for gastric
cancer, 1.2% for liver cancer, 3.0% for colorectal cancer, 3.7%
for breast cancer, and 1.3% for cervical cancer from 2004 to
2013. Significant increasing trends were observed in the
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Table 4. Cancer screening rates with recommendation by sex and age, 2004-2013

Survey year
2008 2009
Stomach Male 374 374 40.3 42.7 50.1 52.3 63.5 63.5 69.8 72.4
Female 40.9 41.2 46.2 48.3 56.8 61.5 66.6 65.6 72.0 74.8
40-49 36.8 34.2 37.0 39.3 47.3 47.3 59.6 59.1 65.1 72.6
50-59 43.0 42.8 454 48.5 57.5 62.7 69.6 68.8 76.2 74.6
60-69 43.6 47.0 54.5 53.6 59.6 69.5 69.9 69.0 75.0 74.4
>70 31.0 389 379 40.5 57.6 55.6 62.2 63.6 67.7 72.2
Colon and Male 21.5 28.0 31.2 36.9 39.3 36.5 38.5 37.4 46.7 56.3
rectum Female 18.5 23.0 27.8 31.8 40.1 36.8 32.7 33.3 42.8 54.9
50-59 19.4 23.5 26.0 30.7 40.0 35.5 51513 32.7 429 54.7
60-69 21.9 28.1 37.1 38.5 40.7 38.7 38.4 38.3 48.0 57.4
>70 17.6 29.7 18.6 29.1 35.6 359 37.3 39.6 444 55.0
Breast 40-49 37.6 35.8 40.7 442 421 51.0 59.4 57.4 69.0 63.8
50-59 38.0 47.5 45.0 52.0 56.9 58.2 66.7 66.7 77.6 59.2
60-69 30.5 33.0 445 46.5 51.1 65.5 59.1 58.1 68.5 56.5
>70 15.6 16.7 20.9 25.5 54.4 38.8 51.9 54.0 59.6 50.8
Cervix uteri ~ 30-39 64.0 56.6 53.2 51.7 55.0 55.6 57.1 56.0 55.4 63.6
40-49 70.5 62.4 64.0 66.7 60.1 70.8 67.2 66.6 75.1 72.6
50-59 61.3 62.3 57.3 61.5 69.8 70.9 70.8 70.2 77.6 66.8
60-69 38.1 39.7 53.1 51.2 57.9 64.9 58.8 58.3 65.2 64.7
>70 27.9 25.0 26.4 38.3 54.4 41.8 45.7 479 54.1 62.0
Men Women
100 7 —— Stomach 1009 —— Stomach
_ 904 — Colon and rectum _ 90 4 : g?g;tand rectum
= g0 724 X 804 —— Cervix uteri 74.8
D [«5]
© 704 © 701 67.0
= 60 5.3 2 6083 597
8 50- & 509 499 54.9
S a0{34 S 40
g 304 g 3013,
o o
& 201 215 &S 201
10 4 104 185
0 0

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Year Year

Fig. 1. Cancer screening rates with recommendation by sex, 2004-2013.

screening rates with recommendation for all types of cancer.
The trends and the APC of the screening rate differed accord-
ing to the screening method used. The screening rate using
upper endoscopy increased by more than 2-fold compared
to that using an upper gastrointestinal series (4.2% and 1.7%
per year, respectively). The colorectal cancer screening rate
using FOBT or colonoscopy showed a more rapid increase

than that using DCBE (2.7%, 2.2%, and 0.2% per year, respec-
tively). Only the screening rate with recommendation using
DCBE increased without statistical significance.

The screening rates according to sex, age, and income were
calculated (Table 4, Figs. 1-3). In men, the screening rate with
recommendation for stomach and colorectal cancer showed
a steady increase (Fig. 1). In women, increasing trends were
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Fig. 2. Cancer screening rates with recommendation by age (yr), 2004-2013.

observed for stomach, colorectal, and cervical cancer from
2004 onward. For breast cancer, despite an increase in the
screening rate with recommendation until 2012, the screen-
ing rate decreased rapidly by 11.2% from 2012 to 2013. For
stomach and colorectal cancer, the screening rates with
recommendation increased in all age groups (Fig. 2). In cases
of breast cancer, an increasing tendency was observed before
2012, and the screening rate decreased from 2012 to 2013 in
all age groups. The most rapid decrease in the screening rate
with recommendation occurred for patients in their fifties
with breast cancer in 2013 (18.3%). Although the screening
rate with recommendation for cervical cancer in 2004 showed
a significant difference according to age (highest rate, 70.5%
vs. lowest rate, 27.9%), the screening rates by age group were
similar in 2013. The screening rates for stomach and colorec-
tal cancer increased steadily at all income levels, and differ-
ences in screening rates were smaller among all income
groups than those in 2004 (Fig. 3). Screening rates for breast

6 CANCER RESEARCH AND TREATMENT

cancer showed an increasing pattern from 2004 to 2012,
followed by a decreasing pattern in all income groups. The
screening rate for cervical cancer was lower in the low-
income group than in the middle- and high-income groups,
whereas differences between groups showed a decrease.

Discussion

Both the lifetime screening rates and screening rates with
recommendation for the five above-mentioned cancers have
increased since 2004. The lifetime screening rates for all
cancer types with the exception of liver cancer exceeded 70%
in 2013. The screening rates with recommendation are
smaller than lifetime screening rates for each cancer.
Repeated screening with the optimal time interval is required
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Fig. 3. Cancer screening rates with recommendation by household income level, 2004-2013. Monthly household income

status classified by tertile.

for early detection of cancer. Therefore, there is a need to
undergo screening according to the recommended protocol.
The screening rates with recommendation for gastric and
breast cancer exceeded 70% in 2012, but those for breast
cancer decreased to 59.7% in 2013. For breast cancer, the
screening rate with recommendation increased by approxi-
mately 10% from 2011 to 2012, and declined by more than
10% from 2012 to 2013. In 2013, the screening rate with
recommendation for breast cancer showed a trend similar to
that in 2010 and 2011. The decreasing screening rates for
breast cancer in all age groups appear to be the effect of
broadcasted negative messages about breast cancer screening
since 2012 in Korea. Also, in case of cervical cancer, the
screening rate with recommendation for patients in their
fifties decreased by 10.8% from 2012 to 2013. Therefore,
continuous surveys and observations are needed to deter-
mine whether the decrease since 2012 will continue to be
steady or is only a temporary decrease.

The trends of changes in cancer screening rates were ana-
lyzed by socio-demographic factors associated with cancer
screening rate. The gaps of screening rates have recently
decreased among age groups, and household income status
in most of five cancers in NCSP. These trends suggested the
positive effects in reducing the inequity regarding cancer
screening by NCSP in Korea.

In the United States, the Guide to Community Preventive
Services conducted and updated systematic reviews on the
effectiveness of interventions to increase the screening rates
for breast, cervical, and colorectal cancers [10,11]. This group
recommends interventions involving one-on-one client
education, providing client reminders, making screening
more accessible and easier, reducing out-of-pocket costs, and
performing provider assessment and feedback. Client
reminders, increasing community access to screening, reduc-
ing out-of-pocket costs, and performing provider assessment
and feedback have already been implemented in the Korean
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NCSP. However, the introduction of group or one-on-one
education to clients should also be considered in Korea.
Previous studies conducted in Japan reported a very high
correlation between cancer screening rates and sending
personal invitation letters regarding the strategies used in
Japan [12]. Sending personal invitation letters has already
been implemented in the NCSP system.

In the United Kingdom, where nationwide organized
cancer screening has been implemented, the National Health
System (NHS) breast screening program provides mammo-
graphic breast screening every 3 years. The 3-year coverage
for breast cancer screening was 73.4% for women aged 45 to
74 years who underwent mammography in 2010-2011 [13].
In the United States, based on the National Health Interview
Survey, the breast cancer screening rate using mammogra-
phy among women aged > 40 years was 51.2%, 53.0%, and
51.0% in 2005, 2008, and 2010, respectively [14]. Before 2005,
the screening rate showed a slight decline of 3.4% from 2000
to 2005 [15]. The screening rates for breast cancer in Korean
women in the same year were lower than those reported. In
Japan, the screening rate for breast cancer was 14.2% in 2007,
trending toward a gradual increase since the early 1990s [16].

In the United Kingdom, the 5-year cervical cancer screen-
ing coverage using the Pap smear test was 79.0% for women
aged 25 to 49 in 2011-2012. However, there was a small drop
in the 5-year coverage for women aged 50 to 64 years from
78.0% between 2010 and 2011, to 77.8% between 2011 and
2012 [17]. Based on the National Health Interview Survey
conducted in the United States, the screening rate for cervical
cancer in American women aged > 18 years, who reported
having undergone a Pap test within the past 3 years, was
79.6%, 78.3%, and 76.4% in 2005, 2008, and 2010, respectively
[14]. The screening rate increased until 2000 and then fell. No
changes in the absolute differences in the rates of cervical
cancer screening according to education were observed [18].
The rates in the United Kingdom and United States were
higher than those reported in the same year in Korea. In
Japan, the screening rate for cervical cancer was 18.8% in
2007 [16], lower than that reported in Korea.

In Korea, both the lifetime screening rate and the screening
rate with recommendation for colorectal cancer have shown
a steady increase since 2004. In addition, the screening rate
for colorectal cancer using FOBT or colonoscopy showed
a more rapid increase than that using DCBE. Based on the
National Health Interview Survey conducted in the United
States, the prevalence of recent screening with either FOBT
or endoscopy was 43.1% in 2005, 50.2% in 2008, and 56.4% in
2010 [14,19]. These rates are higher than those reported in the
same year in Korea. In Korea, similar total colorectal cancer
screening rates were reported for FOBT and colonoscopy,
while in the United States a much higher screening rate was
reported for colonoscopy than FOBT. In Japan, the screening
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rate for colorectal cancer was 18.8% in 2007, trending toward
a gradual increase (APC, 0.5%) since the early 1990s [16].
These rates are lower than those reported in Korea.

The KNCSS conducted a 10-year nationwide survey in
Korea and reported the screening rates for five types of
cancer. However, this survey has some limitations. This
study used self-reported data, which might have been
affected by recall bias. However, many studies have reported
high correlations between the rates derived from chart audits
and patient surveys [20-22]. In addition, the response rate in
this study ranged from 34.5% to 69.3%. Nonetheless, the
results might have been affected by nonresponse bias.
However, our response rate can be considered acceptable
compared to other nationwide studies conducted in Korea,
in which the response rates were greater than 50% [23,24]. In
the current study, we used stratified multistage, random
sampling according to geographical area, age, and sex, but
not considering the economic level distribution. Despite
some limitations, this nationwide, annual, population-based
survey has been conducted for 10 years since 2004. Therefore,
the data were sufficiently representative for investigation of
the changes of cancer screening rates. The Korean govern-
ment implemented the 10-Year Plan for Cancer Control; the
first term was conducted from 1996 to 2005, and the second
term from 2006 to 2015 [25]. One of the goals of the second
term of the 10-Year Plan for Cancer Control was achievement
of a 70% cancer screening rate with recommendation. In the
current study, the screening rate with recommendation for
stomach cancer exceeded 70% after 2012, and the screening
rate for cervical cancer was close to reaching that goal. How-
ever, the screening rates for liver, colorectal, and breast can-
cer were lower than that goal in 2013. Therefore, a greater
effort is needed to increase Korean cancer screening rates.

Conclusion

The KNCSS is conducted for systematic collection, analy-
sis, and interpretation of data regarding the planning, imple-
mentation, and evaluation of nationwide cancer screening
policies in Korea. As a result of these efforts, the screening
rates for five types of cancer have shown a steady increase
since 2004, the gaps of cancer screening rates according to
socio-demographic factors have decreased, and those for
some types of cancer have reached the goal of the 10-Year
Plan for Cancer Control.
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