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Lung Cancer Screening- Time to Reexamine its Role

Li-Han Hsu, Christopher K.J. Lin*, Nei-Min Chu**

Division of Pulmonary and Critical Care Medicine, *Department of Radiology, **Division of Medical

Oncology, Sun Yat-Sen Cancer Center Hospital, Taipei, Taiwan

Abstract

In the past 20 years, there is a worldwide growing lung cancer epidemic. It is the most deadly
malignancy. In 1999, it afflicted more than six thousand people and became the leading cause of cancer
deaths in Taiwan. Despite of an advantage for lung cancer screening using sputum cytology or chest
radiograph with respect to stage distribution, resectability, survival, and fatality, no randomized
controlled trial has demonstrated a reduction in mortality. There is widespread acceptance that
screening for the early detection of lung cancer is not indicated. On reexamining the results carefully,
previous simple explanations by the confounding factors of lead-time bias, overdiagnosis bias, length
bias deserve criticism. According to some case-finding studies, new technologies include low dose
spiral CT scan, autofluorescent bronchoscopy and molecular markers in sputum cytology hold the
promise of substantial mortality reduction from lung cancer. Lung cancer is increasingly becoming a
disease of former smokers. In addition to an effective smoking cessation policy, it is time to think the

positive role of lung cancer screening.



