Gastric Cancer (2019) 22:456-462
https://doi.org/10.1007/s10120-018-0877-z

ORIGINAL ARTICLE

@ CrossMark

How long should we continue gastric cancer screening? From
an epidemiological point of view

Yuri Mizota' - Seiichiro Yamamoto'

Received: 5 June 2018 / Accepted: 17 September 2018 / Published online: 21 September 2018
© The Author(s) 2018

Abstract

Background In Japan, incidence of gastric cancer is expected to follow the current downward trend as the younger generation
has lower incidence of Helicobacter pylori infection. In this study we aimed to estimate how long gastric cancer screening
is deemed necessary in the future from epidemiologic perspectives.

Methods Following the Japanese guidelines for gastric cancer screening 2014, recommendation of providing population-
based gastric cancer screening is judged by balancing benefits and harms. Benefits and harms are estimated by number needed
to screen (NNS) < 1000 and Number Needed to Recall (NNR) < 100. NNS is the number of people required to participate
in a screening to prevent one death and NNR is the number of people required to undergo diagnostic examination to prevent
one death. These index are estimated for 2020-2035 using future projections of gastric cancer mortality for the scenarios of
relative risk (RR) of 0.5-0.9 for mortality reduction by the screening.

Results The criteria of both NNS < 1000 and NNR < 100 are fulfilled for the following age groups: when RR is set as 0.6,
men >55 and women > 65; when RR is set as 0.7 and 0.8, men > 65 and women > 75; when RR is set as 0.9, men > 75 only.
Conclusions In case of RR of 0.5 and 0.6, the gastric cancer screening are recommended for men > 55 and women > 65 until

2035, while it is not recommended for men and women in the 45-54 even in 2010 and 2015.

Keywords Gastric cancer - Cancer screening - Guidelines

Introduction

In Japan, incidence of gastric cancer is expected to follow
the current downward trend as the younger generation has
lower incidence of Helicobacter pylori infection [1]. In this
study, therefore, we aimed to estimate how long gastric can-
cer screening is deemed necessary in the future from epide-
miologic and statistical perspectives. Of note, for clarifica-
tion purposes, population-based screening was selected as
a screening mode to be analyzed in this study.

In Japan, based on the “Japanese guidelines for gastric
cancer screening 2014 edition” edited by the National Can-
cer Center [2], the Ministry of Health, Labor, and Welfare
recommends radiographic screening and endoscopy as pop-
ulation-based screening [3]. Especially, endoscopy screening
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was recommended very recently since 2016. In principle,
population-based screening should be introduced and con-
ducted after comparing and weighing the benefits regarding
mortality reduction and harms concerning screening [4, 5].
Even though there are many disagreements over whether
performing screenings falling short of such standard is jus-
tifiable, few may take a critical attitude toward conducting
screenings if they meet this standard. The challenge here is
how to compare the benefits, i.e., size of mortality reduc-
tion, to the potential harms of screening. The most common
harms associated with screening include false-negative test
results, false-positive test results, overdiagnosis, as well as
adverse reactions to screening and diagnostic examination
procedures. It is not easy to compare these issues with the
size of mortality reduction effect because they have funda-
mentally different natures. In the Japanese guidelines for
cancer screening 2014 edition, for comparison between
benefits and harms of screening, Number Needed to Screen
(NNS), representing the size of mortality reduction effect, is
used as a benefit indicator, while recall rate is employed as a
risk indicator, which is the same as the Japanese guidelines
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for breast cancer screening [6]. NNS is an estimated num-
ber of people required to participate in a screening program
to prevent one death over a defined time interval, and thus
the smaller NNS implies larger benefits. On the other hand,
recall rate is the number of people required to undergo diag-
nostic examination procedures to prevent one death over a
defined time interval, referred as number needed to recall
(NNR) in this article, and the larger NNR implies larger
harms, i.e., causing inconvenience to more people. In the
above-mentioned Guidelines, the thresholds of 1000 and
100 are set as tentative criteria for NNS and NNR, respec-
tively. To judge the length to continue gastric cancer screen-
ing, these criteria were used in the present study due to the
following facts: these numbers have been employed in the
Guidelines in widespread use; using them can allow quali-
tative analyses; and there are no alternative proven criteria
available. In short, we calculate NNS and NNR, compare
them to their corresponding threshold of 1000 and 100, and
use the comparison results as a part of a basis for deciding
whether it is justifiable to continue or discontinue the gastric
cancer screening programs.

To maximize the effect of population-based screening,
higher participation rate is necessary. Nevertheless, partici-
pation rate is as low as 40% in Japan [7] and the government
set the goal as 50% in the Third term Basic Plan to Promote
Cancer Control Programs in Japan [8]. Since the number of
life saved (NLS) varies according to the participation rate,
NLS of participation rate 50% and 100% compared to that of
NLS of present rate (40%) are also used as a benefit indicator
in this study.

Methods

NNS, NNR, and NLS are estimated by sex and age group.
Estimations of NNS, NNR, and NLS require data on gas-
tric cancer mortality, screening effect on mortality reduc-
tion, and recall rate. The projections of future gastric can-
cer deaths by sex and age group in Japan are available from

the National Cancer Center [9]. While people are divided
into the 7 age groups as follows: 0—14, 15-44, 45-54,
55-64, 65-74, older than or equal to 75 years of age, and
all ages, we selected age groups at the time of screening
as follows: 45-54, 55-64, 65-74, and older than or equal
to 75 years of age in our study. In addition to the number
of deaths, estimations of mortality rates require estimates
of future population, which should be calculated using
the same method and numbers used for calculation of the
number of deaths, and thus, we used the method described
in the reference [10]. However, since there is no publicly
disclosed prediction for the future Japanese population in
the period of 2015 and beyond, a ratio of Japanese popula-
tion to the total population in Japan by sex and 5-year age
groups were calculated, which in turn was multiplied by
the total population estimates (estimated median numbers
of births and deaths) for the year of 2020, 2025, 2030, and
2035, to obtain estimates of future Japanese population
by sex and 5-year age groups. These data on the Japanese
total population are published by The National Institute of
Population and Social Security Research [11]. The projec-
tions of the gastric cancer mortality rates are estimated
for 2020, 2025, 2030, and 2035 using future number of
deaths estimates of 2020-2024, 2025-2029, 2030-2034,
and 2035-2039, respectively. Mortality trends are shown
using observed value until 2015 [12] and estimates for
2020-2035.

To estimate NNS, the above-mentioned Guidelines used
relative risks (RR) of gastric cancer mortality reduction for
effectiveness of radiography test and endoscopy test from
several studies [13—15]. In this study, several relative risk
values associated with screening are used for estimation of
future NNSs and NNRs in different scenarios. For reference,
Table 1 lists the relative risk values used in the Guidelines.
These relative risk values ranged from 0.1 to 1.07, which
included those either too large or too small to exert any
effects, and thus 5 values (0.5, 0.6, 0.7, 0.8, and 0.9) were
selected to be used in the scenarios in this study. Recently
Korean study reported that the effectiveness of endoscopy

Table 1 Relative risk used
to estimate number needed
to screen in the Japanese

Screening Study

Sex Age-specific relative risk

40 45 50 55 60 65 70 75

guidelines for gastric cancer
Radiography Abe et al. [13]

Fukao et al. [14]

Hamashima et al. [15]

Endoscopy

Hamashima et al. [15]

Male  0.105 0.105 0.25 0.25 0.271 0.271 0.429 0.429
Female 0.778 0.778 0.2 0.2  0.385 0.385 0.882 0.882
Male 046 046 034 034 025 025
Female 1.07 107 045 045 0.63 0.63
Male 0.865 0.865 0.865 0.865 0.865 0.865 0.865 0.865

Female 0.865 0.865 0.865 0.865 0.865 0.865 0.865 0.865
Male  0.695 0.695 0.695 0.695 0.695 0.695 0.695 0.695
Female 0.695 0.695 0.695 0.695 0.695 0.695 0.695 0.695
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screening is RR of 0.53 (95% CI 0.51-0.56), which is not
contradict from our scenarios [16].

Recall rates cited in the above-mentioned Guidelines are
radiography test data derived from the annual report 2011 of
The Japanese Society of Gastrointestinal Cancer Screening
[17], and endoscopy data collected in Niigata City reported
in 2012 [18] (Table 2). The ranges of recall rates for radiog-
raphy test and endoscopy were reported as 4.1-12.2% and
2.9-11.6%, respectively. In this study, we used relative risks
of 5% and 10% as scenarios.

For estimating NLS, hypothetical number of gastric can-
cer deaths without screening, D, is estimated as follows:

N D,

_ obs

Dy= ——=—>
1-P,.(1—-RR)

where D, is observed number of deaths and P is
observed participation rate of screening. NLS; is estimated

as a function of target participation rate P

NLS, = Dy(1 - P(1 —RR)).

The observed participation rate is set as 40% and target
participation rates are set as 50% and 100%. For the future
predication, P, is assumed as the same as the present par-
ticipation rate, i.e., 40%.

Results

Figures 1 and 2 show past transition and future projections
of gastric cancer mortalities by age groups. Downward
trends are obvious for both men and women in every age
group equal to and older than 45 years old.

Tables 3 and 4 show estimates of NNS and NNR. It
might be obvious, but higher relative risks (small effect)
and/or lower mortality rates make NNS higher. The results
indicated that the benefits of the screening exceeded
harms more prominently in men than women, older than
younger age groups, and now than future. The criteria of
both NNS and NNR would be fulfilled, that is, the both
benefits and harms are considered within acceptable lim-
its to justify the screening, for the following age groups
(year-old): when relative risk (RR) of screening is set as
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Fig.1 Observed and projected trends of age-specific gastric cancer
mortality in Japan for male

0.5, men >55 and women > 65; when RR is set as 0.6,
men > 55 and women > 65; when RR is set as 0.7, men > 65
and women > 75; and when RR is set as 0.8, men > 65 and
women > 75; when RR is set as 0.9, men > 75 only.

NLS, which is a function of RR, mortality, and participa-
tion rate, is substantial for age 65 or older when participa-
tion rate is 50% as a national goal while it is not so large for
either two combination of female, RR >0.8, and age 54 or
younger.

Discussion

In this study, target population and length appropriate to
continue gastric cancer screening were investigated based
on the future projection of gastric cancer mortality, from

Table 2 Recall rate used to

Sex Age-specific recall rate (%)

40 45 50 55 60 65 70 75

: Screening Study
estimate number needed to
recall in the Japanese guidelines
for gastric cancer
Radiography  JSGCS [17]
Endoscopy Niigata City [18]

Male 48 6.0 79 98 113 119 122 122
Female 4.1 4.72 57 65 7.3 7.9 8.5 8.5
Male 29 89 11.6 9.7 115 110 112 112
Female 5.8 5.4 64 6.7 7.5 73 7.3 7.3
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Fig.2 Observed and projected trends of age-specific gastric cancer
mortality in Japan for female

the standpoint of balancing the benefits and harms of the
screening. As a result, until 2035, screening programs
with higher mortality reduction effects (relative risk 0.5
and 0.6) are shown to be beneficial for men>age 55 and
women > age 65. It is expected that, under conditions and
scenarios selected in this study, both men and women in the
45-54 age group did not meet the criteria for benefits and
harms even in 2010 and 2015.

This study can provide evidence for the decision based
on benefits and harms by numerical criteria using NNS,
NNR, and NSL. In this way, balancing estimates of ben-
efits and harms is a standard method to evaluate whether
to introduce and continue population-based screening [5,
19, 20]. While more comprehensive balance sheets have
been proposed [21, 22], typical indicators are those for
concerning mortality reduction for benefit and false-pos-
itive, overdiagnosis, and adverse reactions to screening
and diagnostic examination procedures for harm [19, 20,
23]. The NNS and NNR used in this study are transformed
indictors of mortality reduction and false-positive for
intuitive interpretation. Overdiagnosis indicators cannot
be examined due to lack of reports about overdiagnosis
for gastric cancer screening [2]. Because of the difficulty
of comparing severity of adverse reactions with screen-
ing benefit in numerical way, NNS and NNR were used
to balance benefits and harms in this study. As for the

threshold, no consensus was obtained due to the uncer-
tainty and variability in the evidence used to make these
estimates [20] or a matter of individual judgement [19]. In
this study, we used threshold of 1000 for NNS and 100 for
NNR based on the Japanese guidelines for cancer screen-
ing 2014 edition [2]. These threshold has some sense in
Japan because the recommendation of the guideline and
following government decision was made based on this
value. Even in case of not using such threshold, combina-
tion of NNS and NNR for various scenarios in Tables 3
and 4 will help to evaluate whether to continue gastric
cancer screening.

There are several limitations in this study. NNSs, NNRs,
and NLS addressed in this study are limited to those esti-
mated using the data obtained for both male and female in
the age groups of 45-54, 55-64, 65-74, and equal to and
older than 75 years, projected for 2020, 2025, 2030, and
2035, due to limited availability of the relevant data. The
accurate data of the effect size of screening on mortality,
recall rate, and participation rate are not available in Japan,
while the detailed and accurate data on mortality rates and
their projections were available. Unfortunately, however,
although stomach cancer screening has been recommended
for age 40 or older until 2015 and is recommended for age
50 or older since 2016, the projections are only available
for age groups of 45-54, 55-64, 65-74, and equal to and
older than 75 years old. Although NNSs, NNRs, and NLSs
outside of these scenarios cannot be estimated due to data
availability, they can be speculated by intrapolation of the
values of mortality rate, relative risk, and recall rate within
the scenarios. Owing to the simple relationships among
these values, the results can be speculated that gastric can-
cer screening is not recommended for men and women
with age 50 based on the threshold of NNS < 1000 and
NNR > 100 for all the scenarios (Tables 3, 4). As a matter
of course, in real situations, other benefits and harms of
the screening should be considered such as less invasive
treatment due to early detection as benefits and adverse
reactions of the screening and diagnostic examinations as
harms.

Considering the criteria of benefits and harms as
NNS < 1000 and NNR > 100, respectively, these estimates
may imply that, compared to sex, age and screening effect,
the trend toward mortality reduction may have less impact
on NNS and NNR, at least until 2035. Recall rates are
closely related to prevalence, sensitivity, specificity, and
screening effect, and therefore, it is important to manage
the accuracy level of screening to maintain the recall rates
in reasonable range. Furthermore, NLS heavily depends
on participation rate of screening, it is most important to
increase participation rate as high as possible.

@ Springer



Y. Mizota, S. Yamamoto

460

PAES Q1] JO JaquInN,

[[B991 03 POPaaU JOqUINN],

U33I0S 0] papaau JoquInN,

1894 (O 01 93BI AJI[BIIOW JOOUED OLSED) |

Surudaros £q uononpar A)ielioul 10j YSLI AANR[Y,

8YIT  I6l 6y ST 06t 0T LIE €S Syl TL 8¢l 690 8¥I ST 99¢ €81 199¢ LTO 6¢ 9 GOIT TSS 0SOIT 600 S€0C
¥cel 0T Ly €T 697 €I'c  80¢ IS 6€l 0L 06¢l Lo €Sl 9T €9¢ I81 ST9¢ 8T°0 6¢ 9 ISTI 979 vISTI 800 0€0T
6cCl  S0¢ v TC 1444 6C'T  Pse 68 9¢I €9 1971 680 ¢cvl T €66 OLT  6TSE €e'0 184 L €9¢l 189 LT9¢l 01'0 ¢Scoc
SOIT P61 6¢ 0T 6€ ¥S'CT  98% 18 LOT  ¥S 1LOI €6'0 Lyl T e 191 ¢lITe 1€0 194 L SSET  LL9 9vSEl L0'0 0T0T
S601 €81 9¢ 81 65¢ 6L'T S9¢ 6 6 9% 8I6 60'l 661 €€ 6¥C $C1  98¥C 0’0 6 8 0L0I S€S  TOLOL 600 S10C
1L0T  6LIT 1€ 91 (453 1T¢ €65 66 9L 8¢ SSL T 01¢ s 981 €6 0981 S0 €9 0T  08L 06€  66LL €10 010T 6'0=¥d
S6E€T  66¢ sc Tl SYe ¥0'C 199 orr ¢ 9¢  VYCL 690 60¢ 4 €81  T6 0€81 LTO 18 €l 8§ 9LT  STSS 600 S€0¢
SIS YA T4 4 € Tl €T €re €9 LOT  OL g€ S69 Lo 0ce €S 181 16 €181 8CT0 18 €l 929 €le  LST9 80°0 0¢0T
99sT 8Ty w 11 (444 SST  OvL €l €9 e 0£9 680 L6T 0s 9LT 88  S9LI €€'0 98 ¥1 189 Ive  ¥189 01°0 Sc0T
1eve SOy 0c o1 L61 ve'T €101 691  ¥S LT GeS €6'0  LOE 1< 191 08 8091 1€°0 68 ST LLY 6€C  €LL9 L0'0  0T0C
987C  18¢ 81 6 6L1 6LCT 08II L6l 9% €C 65y 60’1l 91 69 vl 79 €vel 00 201 LT G€S 89T  IS¢ES 60'0 S10C
9€TT  €LE 91 8 961 ITe  8€Cl 90T 8¢ 61 8LE (450 A 2% 801 €6 Ly 0¢6 S0 1€l 7C  06¢ g6l 006€ €1'0  010T 80=¥d
SSLE 979 91 8 €91 ¥0'CT  LEOT  €LT  8¥ YT €8¥ 690 81 8 ccr 19 oced LT0 LTl 1T 89¢ 81  €89¢ 600 S€0T
LOOv 899 91 8 9¢1 €' 8001 891 o €C 9% Lo 108 78 121 09 80¢CI 8C0 LT1 17 L1y 60C ILIV 80'0 0¢€0T
€0y 1.9 ST L 8yl 6e'T 0911 €6l Ty 1T 0Ty 680 99t 8L 8IT  6S 9LTT €€0 Sel € vSv LTT  TrSy 010 scoc
€18¢  6€9 € L 1€l ¥S'T 6851 S9C  9¢ 8T LSE €6'0 I8% 08 LOT  ¥S  TLOIL 1€°0 6¢l1 € TSy 9tc SISy L0'0  0T0T
686¢  L6S 9 ozl 6L'C 1681 80¢ 1€ ST 90¢ 60'T €S9 601 €8 84 678 (4] 091 LT LSE 8LI  L9SE 600 S10¢
90S€ 8¢S or ¢ Y01 17¢  1¥61 vee ST €l TsT 'L SI01 691 79 1€ 029 S0 S0T ¥€ 09T 0€l  009C €1'0 01oc L'0=¥d
9res  vL8 a9 €l Y0CT  6vrl v 9¢ 81 79¢ 690 LLY €Lt 9%  Sl6 LT0 LLI 0€ 9LT 8¢l T9LT 600 S€0T
L6SS  £€6 9 LTT €I’ 6071 SeC S¢ LT 8¥¢ cL0 00 LTT 16 Sy 906 8C0 LLT 0e €I¢ 961 6TI¢ 80°0 0¢€0T
029¢ L6 7T 9 11 ¢¢'c 0291 oLe  t¢ 91 ¢SI¢ 680 159 601 88 vy 788 €€'0 681 e 1Ive OLT  LOVE 01'0 €S20t
97¢S 888 or ¢ 86 ¥S$'CT 0TCC  0LE LT €l 89C €6'0 1.9 cIr 08 oy +08 1€°0 Y61 7€ 6¢C 691  98¢¢ L0'0 020T
L00S  S€8 6 ¥ 06 6L'C S8ST Igy €T 1T 0¢T 60'T  TI6 (4 4] I 129 070 €TC LE 89T el SL9T 600 S10T
L68Y 918 8 14 8L Ice TILe TSy 6l 6 681 el 8Ivl 9¢C LY €C SOy S0 L8T 8y S6l L6 0S61 €10 010C 90=¥4
6889  8¥II or ¢ 86 0T 1061 LIE 6T ¥ 06T 690 688 8¥l €L LE ceL LTO €€T 6€ 1CC OIT 01ITC 60'0 S€0T
9veL  vTTl 6 S 76 €I'c  6¥81 80¢ 8T 1 8LT L0 616 €SI €L 9¢ STL 870 (374 6¢ 0ST STl £0ST 800 0€0T
9LEL  6TCI 6 14 68 IS4 YA 4% N €l Tse 680 <68 eyl 1L &3 90L €0 8¥C Iy €LT 9¢1  STLT 01’0 <Sc0c
0669  S9I1 8 14 6L vS'T viec 98y 1T 1T vIT €60 188 Lyl ¥9 4 €9 €0 gstT € ILT SEl 60LT L0'0 0T0T
°LS9  S601 L 14 L 6L'C ¢6e€  S9S 8l 6 P81 60'T L6l 661  0S ST L6Y (1 40] €6C 6y vIT LOT  OvIT 60'0 S10C
8T¥9  1LOI 9 € 9 IT¢ 65S¢ €65  SI 8 ISI T 1981 0I€  LE 61 TLE S0 9LE €9 961 8L  09SI1 €r'o  010T S0=pdd
%001 %0S %01 %S %001 %0S %01 %S %001 %0S %01 %S %001 %0S %01 %S
B el el el
uoedonieq el [[Bo3Y (%) stk yopedionreq  arer [[eooy (%) stk yopedionreq o1 [[eo9yY (%) ek yopedionreq el [0y (%) qsteak
01 10§ 9yex 01 10§ d1ex 01 10§ d1e1 01 d05 dpex
SIN ANN  SNN  Anenow SIN ANN  SNN  Aneiopn SIN ANN  SNN  Aneiop STIN NN .SNN Aneiopy —
-SLIBY 169 98V 7965 38V bocpady  mex  Aumuopy

Kypeyrow 10oued dLses Jo uonorpaid amyng uo peseq SUTUSIDS I9OUED JLIISES AQ PIALS fI[ JO JOQUINU PUE ‘[[E0AI 0} PAPIIU JOqUINU ‘USAIOS 0) PIPAdU IdqUINN € d|qel

pringer

Qs



461

How long should we continue gastric cancer screening? From an epidemiological point of view

PAES Q1] JO JaquInN,

[[B991 03 POPaaU JOqUINN],

U33I0S 0] papaau JoquInN,

1894 (O 01 93BI AJI[BIIOW JOOUED OLSED) |

Surudaros £q uononpar A)ielioul 10j YSLI AANR[Y,

SLL 621 601  SS 0601 760 201 L1 087 0¥C 96LY 170 6% 8 LITT  8SS 69111 600 81 € 96¢£C 8611  SS6£T ¥0'0 S€0T
89L 8¢l IIT  SS 6011 060 Y01 L1 Yy T Sevy €C0 (39 6 2901 1€S  TT90l 600 61 € SPST €LTl  TSPST 00 0€0T
9¢L €1 0IT  SS  €0IT 160 €TI 0t 96¢ 861 096¢ ST0 s 6 066 S6¥ 6686 01°0 1T ¥ 66ST 66TI  8865T ¥0'0  §T0T
769 91T 7ol 1S 8IOI 86'0 891 8C 8¢€ 691 9LEE 0€0 9¢ 6 198 Iey 1198 1o €T ¥ LYPC  €TTL  L9VPT ¥0'0  020C
089 €I 2o 9% LI16 60'T 98I £3 80¢ VST  €80€ wo LL €1 TS9  9te  0Ts9 S1°0 £3 S 0L91T ¢£8 S6991 900 S10T
90L 81T 8L 6¢  6LL 8TT  Tol [43 €9C  T1€1 979C 8€0 91T 61  60S SST €608 020 6€ 9 8¥TI  ¥C9  €8¥TI 80°0 0T10C 60=4d
L19T 0L SS LT SvS w60 €1T 53 o¥Cc 0TI 86¢T 170 0T LT 8SS  6LT ¥8SS 600 LE 9 8611 665  8LOII ¥0'0 §€0T
€091 9T SS 8C ¥SS 060 LIT 9¢ ¢ 111 8IcTT €20 orr 81 €S 99T  TI¢gS 600 6€ L €LTr  9¢9  9TLTl ¥0'0  0£0T
LeST 9T SS 8¢ IS 160 95T 94 861 66 0861 §To L0181  S6v  L¥YT 6voy oro 144 L 661 0S9  ¥66C1 ¥0'0 20T
[S17474 SR AN 09 ST 60S 86'0 IS¢ 8¢ 691 +¥8 8891 0€0 91T 6l ey SIT  90ev 1o 8¥ 8 €Tl TI9  veTed ¥0'0  020T
0Tyl LET  9F € 65¥ 60'T  L8E S9 ¥ST  LL  THSIT €0 w1 LT 9TE €91 09¢E ST°0 ¥9 IT S€8 LIy  8¥E8 900 ST10T
€LVT  9¥T  6€ 61  06€ 8T1T  00F L9 I€r 99  €I€l 8¢€0 €¥c Oy  SST LTI 9¥ST 020 I8 ¥I ¥29  Tig 1729 80°0 010C 80=d
9¢ST €Tk 9¢ 81 €9¢ w60 gge 9¢ 09T 08 6681 120 091 LT TLE 981 ¢€TLE 600 LS 0T 66L  66¢ S86L 00 S€0T
YIST  61¥ L€ 81 0LE 060 0vE LS 871 vL 8LV €20 TLT 6T ¥SE  LLT  T¥SE 600 19 0T 8¥8  ¥CF #8418 ¥0'0  0£0T
oIvc oy L€ 81 89¢ 160 10¥ L9 el 68 0Tel §T0 891 8T  0f¢€ S9T  00g€ 01°0 0L T 998 €ey €998 00 §T0T
€LTT  6LE  PE LT 6Le 860 0SS 76 €T 96 STl 0€0 81T 0t L8T  ¥PI  0LS8T 1o 9L €1 918  80¥  9GI8 ¥0'0  020T
9tce  ILE 1€ ST 90¢ 60'T  LO9 10T €01 1S 8201 €0 €T Tr  LIT 601 €LIT ST°0 00T LT LSS  8LT  S9SS 900 ST10T
11€C 68¢ 9T €1 09¢ 8TT LT9 Y01 88 ¥  GL8 8€°0 I8¢ €9 OLI S8 8691 020 LTl I 91 80C 91v 80°0 010C Lo=¥d
€vse 065 LT ¥l €LT 60 99 8L 0cl 09 6611 120 €C  Le 6Lt OWD  T6LT 600 08 €l 665 66T 6865 Y00 $€0T
116 S8 8T Y1 LLT 060 VLY 6L ITT S 6011 €C°0 orc o 99¢ €er 99T 600 98 ¥I 9¢9  8I¢ £9¢9 ¥0'0  0€0T
99¢e 19§ 8T ¥I 9LT 160 09§ €6 66 0S 066 §T0 ¥€C  6€  LVT  ¥TI  SLYT 01°0 L6 91 059 ste  L6v9 ¥0'0  §T0T
yLIE  6TS ST €1 6T 86'0 69L 8CI 8 TF  ¥¥8 0€0 ¥S¢ Ty SIT 801 €SIC cro 901 81 TI9 90¢  LII9 00 020T
601¢ 8IS €T 1T 6TC 60'T 818 Wl LL 6€ ILL w€o ¥se 65 €91 78 0g91 ST°0 o1 € LIy 60T VLIV 900 ST10T
Lgee 8¢S 6l 01 se6l 8TT 9.8 o1 99 €€ 999 8¢€0 s 68 LTI Y9 €LTI 020 LLT 0e TIe  9¢I 121e 80°0 0102 90=4d
0S9¥  SLL TC IT 81T w0 119 w01 96 87 656 170 €6C 6V €T TIl  vETT 600 SOt 81 6Ly  O¥C T6L1 ¥0'0  S€0T
609  89L TC 1T cee 060 €29 YOI 68 ¥ LS8 €20 Sle ¢§ ¢TIz 901 +¥CIT 600 €1l 61 605 gsc 0608 ¥0°0  0£0T
8Ivy  9¢L TC | S 160 SEL €1 6L Oy T6L ST0 80¢ IS 861 66 0861 01°0 8T1 I 0Tt 09C  86I¢ ¥0'0 20T
991y 69 0T 0T %0T 860 600T 891 89 vE€  GL9 0€0 vee 95  TLI 98  TTLI 1o 6¢1 € 68y  S¥T  co8% ¥0'0  020T
1807 089  8I 6 €81 60T €Il 981 79 1€ LI9 w€o 9  LL  Ofl S9 YOI S1°0 781 1€ vee  L91 6€¢€€ 900 ST10T
9tTy  90L 91 8 961 8¢l oIl  T6l € 9T  GCS 8¢°0 869 91T <OI IS 6101 0’0 354 6¢ 08T sel Leve 800 010T g0=4d
%O0T  %0S  %OL %S %001 %0S %01 %S %001 %0S %01 %S %001 %0S %01 %S

aer (%) aer (%) BN (%) aer (%)
uonedonieq el [[eooy sieak 01 uonedionreq el [[29Y sk 01 uonedionreq eI [[eo0y sieak 01 uonedionieq QeI [[BO9Y STk

oy Qel 10 91e1 oy Qel oy Qel
SIN ¥NN  SNN  Anenop SIN UNN SNN  Anpenow SIN ANN SNN  Aienoy oSTIN pANN  ,SNN - Aneriopy wononpe:
L8y ¥L=69 98V Y966 98y pocpoRy  mex  Aumuopy

Kypeyrow 10oued dLses Jo uonorpaid aming uo peseq SUTUIDS IOOUED JLIISES AQ PIALS 9fI[ JO JOQUINU PUE ‘[[E0AI 0} PAPIIU JOqUINU ‘USAIOS 0) PAPIAU IqUINN ¢ d|qel

pringer

a's



462

Y. Mizota, S. Yamamoto

Funding This study was supported by the National Cancer Center
Research and Developmental Fund (29-A-20).

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflict of
interest.

Ethical consideration This article does not contain any studies with
human or animal subjects performed by any of the authors.

Open Access This article is distributed under the terms of the Crea-
tive Commons Attribution 4.0 International License (http://creativeco
mmons.org/licenses/by/4.0/), which permits unrestricted use, distribu-
tion, and reproduction in any medium, provided you give appropriate
credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References

1. Hiroi S, Sugano K, Tanaka S, Kawakami K. Impact of health
insurance coverage for Helicobacter pylori gastritis on the trends
in eradication therapy in Japan: retrospective observational
study and simulation study based on real-world data. BMJ Open.
2017;7:e015855.

2. National Cancer Center. Japanese guidelines for cancer screening
2014 edition. http://canscreen.ncc.go.jp/. Accessed 5 June 2018.

3. Ministry of Health, Labour, Welfare of Japan. Gan-kenshin. http://
www.mhlw.go.jp/stf/seisakunitsuite/bunya/0000059490.html.
Accessed 5 June 2018.

4. Hamashima C, Saito H, Nakayama T, Nakayama T, Sobue T. The
standardized development method of the Japanese guidelines for
cancer screening. Jpn J Clin Oncol. 2008;38(4):288-95.

5. Hamashima C. Cancer screening guidelines and policy making:
15 years of experience in cancer screening guideline develop-
ment in Japan. Jpn J Clin Oncol. 2018;48(3):278-86. https://doi.
org/10.1093/jjco/hyx190.

6. Hamashima C, Japanese Research Group for the Development of
Breast Cancer Screening Guidelines. The Japanese guidelines for
breast cancer screening. Jpn J Clin Oncol. 2016;46(5):482-92.

7. Ministry of Health, Labour. Welfare of Japan. Comprehensive
survey of living conditions 2016. http://www.mhlw.go.jp/toukei/
saikin/hw/k-tyosa/k-tyosal6/index.html. Accessed 5 June 2018.

8. Ministry of Health, Labour. Welfare of Japan. The third term
basic plan for cancer control. 2018. http://www.mhlw.go.jp/stf/
seisakunitsuite/bunya/0000183313.html. Accessed 5 June 2018.

9. Cancer Registry and Statistics. Cancer Information Service,
National Cancer Center, Japan. Projection of future incidence,

@ Springer

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

death, prevalence of cancer in Japan (2015-2039). https://ganjo
ho.jp/reg_stat/statistics/dl/index.html. Accessed 5 June 2018.
Saika K, Matsuda T, Sobue T. Projection of future cancer deaths
in Japan. In: Sobue T, editor. Gan-Tokei Hakusho 2012. Tokyo:
Shinoharashinsha Publishers; 2012. p. 88-99.

The National Institute of Population and Social Security Research.
Projection of future population of Japan. 2017 estimates. http://
www.ipss.go.jp/pp-zenkoku/j/zenkoku2017/pp_zenkoku2017.asp.
Accessed 5 June 2018.

Cancer Registry and Statistics. Cancer Information Service,
National Cancer Center, Japan. Cancer mortality data from vital
statistics of Japan (1958-2016). https://ganjoho.jp/reg_stat/stati
stics/dl/index.html. Accessed 5 June 2018.

Abe Y, Mitsushima T, Nagatani K, Ikuma H, Minamihara Y.
Epidemiological evaluation of the protective effect for dying of
stomach cancer by screening programme for stomach cancer with
applying a method of case-control study—a study of a efficient
screening programme for stomach cancer. Nihon Shokakibyo
Gakkai Zasshi. 1995;92(5):836-45.

Fukao A, Tsubono Y, Tsuji I, et al. The evaluation of screening
for gastric cancer in Miyagi Prefecture, Japan: a population-based
case-control study. Int J Cancer. 1995;60(1):45-8.

Hamashima C, Ogoshi K, Okamoto M, et al. A community-
based, case—control study evaluating mortality reduction from
gastric cancer by endoscopic screening in Japan. PLosS One.
2013;8(11):¢79088.

Jun JK, Choi KS, Lee HY, Suh M, Park B, Song SH, Jung KW,
Lee CW, Choi 1J, Park EC, Lee D. Effectiveness of the Korean
national cancer screening program in reducing gastric cancer mor-
tality. Gastroenterology. 2017;152(6):1319-28.

The Japanese Society of Gastrointestinal Cancer Screening.
Annual Report 2011. The Japanese Society of Gastrointestinal
Cancer Screening, 2011.

Niigata Medical Association. 10-year History of Niigata city
endoscopy screening. PP.81-4.2012.

Paci E, EUROSCREEN Working Group. Summary of the evi-
dence of breast cancer service screening outcomes in Europe and
first estimate of the benefit and harm balance sheet. ] Med Screen.
2012;19(Suppl 1):5-13.

U.S. Preventive Services Task Force Procedure Manual. https://
www.uspreventiveservicestaskforce.org/Page/Name/procedure-
manual. Accessed 5 June 2018.

Austoker J. Cancer prevention: Setting the scene. BMIJ.
1994;308:1415-20.

van der Maas PJ, de Koning HJ, van Ineveld BM, et al. The
cost-effectiveness of breast cancer screening. Int J Cancer.
1989;15(6):1055-60

Harris R, Sawaya GF, Moyer VA, Calonge N. Reconsidering the
criteria for evaluating proposed screening programs: reflections
from 4 current and former members of the US preventive services
task force. Epidemiol Rev. 2011;33:20-35.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://canscreen.ncc.go.jp/
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/0000059490.html
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/0000059490.html
https://doi.org/10.1093/jjco/hyx190
https://doi.org/10.1093/jjco/hyx190
http://www.mhlw.go.jp/toukei/saikin/hw/k-tyosa/k-tyosa16/index.html
http://www.mhlw.go.jp/toukei/saikin/hw/k-tyosa/k-tyosa16/index.html
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/0000183313.html
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/0000183313.html
https://ganjoho.jp/reg_stat/statistics/dl/index.html
https://ganjoho.jp/reg_stat/statistics/dl/index.html
http://www.ipss.go.jp/pp-zenkoku/j/zenkoku2017/pp_zenkoku2017.asp
http://www.ipss.go.jp/pp-zenkoku/j/zenkoku2017/pp_zenkoku2017.asp
https://ganjoho.jp/reg_stat/statistics/dl/index.html
https://ganjoho.jp/reg_stat/statistics/dl/index.html
https://www.uspreventiveservicestaskforce.org/Page/Name/procedure-manual
https://www.uspreventiveservicestaskforce.org/Page/Name/procedure-manual
https://www.uspreventiveservicestaskforce.org/Page/Name/procedure-manual

	How long should we continue gastric cancer screening? From an epidemiological point of view
	Abstract
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Results
	Discussion
	References


