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A. CaarauBaH
AYUEBAAd AMATHOCTUKA 1 PAHHEE BBISIBAEHUVE PAKA AETKOT'O
Hauuonaabnbii uncmumym paka, bemecga, CIIIA

D. Sullivan
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Pe3yabTaThl AeueHUsT paKa AErKOTO 3aBUCST OT CTaAUU
3aboneBaHus. B neaoM ymuparoT 6oaee 85% OoAabHBIX. [Tocae
XUPYPTUUYECKOTO A€UEeHUsT paka Aerkoro IA crapuu 5-neTHsIS
oOasa BeDKUBaeMoCTh pocturaeT 70% [14]. K coskareHu:o,
Oonee 75% OOABHBIX O0OpAIAIOTCA K Bpady y’Ke IIPU HaAU4YUU
MeCTHOPACIIPOCTPaHEHHOW MAM AMCCEMUHUPOBAHHOM OIYXO-
Au. [TatuaeTHSAS 0OIas BBIKUBAEMOCTh B 3TOM I'pyIIle OOAb-
HBIX He IIpeBBIIaeT 5% [9].

OCHOBOM TPOPUAAKTUKN paKa AETKOTO SIBASIETCS HAI[HO-
HaAbHas IporpaMma o 60ps0e ¢ KypeHHeM - TAaBHOU IPUYH-
HOM paka Aerkoro. HecMoTpst Ha IpepIprHMMAaeMbIe B Tede-
uue 40 AeT yCHUAWS, PaK AETKOTO IIPOAOATKAET CYII[eCTBOBATh U
MHOTHE IIOAPOCTKHY BCe Ke HaUMHAIOT KyPUTh. Aa>ke y 6pocuB-
X KypUTh B TeueHne Goaee ueM 10 AeT pHCK paKa AErKoTo
OCTaeTCs BHIIIE, YeM Yy HUKOTAQ He KypPHBIINX. AOCTUKEHUS
XUMHUOTEPANUY paka AeTKOTO OUYeBHUAHBI, HO 3(PpPEKTUBHOCTH
ee orpaHnYeHa. B cBSI3W C 3TUM MBI AOAJKHEI HCIIOAB30BaTh BCE
BO3MOJKHOCTH TPO(MUAAKTUKYA ¥ PAHHErO BBIIBACHUS paka
AETKOTO, OAHOM M3 KOTOPBIX SIBASIETCS] CKPUHUHT.

[TpeATOCEIAKON AAST TPOBEAEHUSI CKPUHWHTA SIBASIETCS TO,
YTO BBISIBAGHHE paKa AEeTKOTO Ha PaHHEH CTaAuM IIO3BOAUT
TIOBAMSTE Ha €T0 KAMHUYECKOe TeYeHe U TOBLICUTH BHIKUBA-
eMOCTh OOABHBIX. B TO >ke Bpems olleHKa 3(p(EeKTUBHOCTHU
CKPUHMHTA TI0 BBIKUBAEMOCTH COIPSIKEHa C I[eABIM PSIAOM
XOPOIIO U3BECTHBIX OIMINOOK (3pdeKT onepeskeHms, 3pdeKT
OTCeBa CAydYaeB C PaHHUM IIPOTPECCUPOBAHUEM U TUIIEpAUAT-
HocTukKa) [1; 17; 18]. [IpeoporeTh 3TH OIINOKU MOKHO, UCIIOAD-
3y AAST OIeHKU 3(P(PEKTUBHOCTU CKPUHUWHTA HE BBIKUBA-
€MOCTb, @ CMepTHOCTh. CMEpPTHOCTD OT paKa AeTKOTO SIBASIETCS
OCHOBHBIM KpHUTepreM 3(P(PeKTUBHOCTH, KOTOPBIM MCIIOAB3Y-
IOT B IIPOCIIEKTUBHBIX PAHAOMU3UPOBAHHBIX MCCAEAOBAHUSIX.
B HuUX OOLIYHO CPaBHUBAIOT CMEPTHOCTL B T'PYIIE AW, TAE
IIPOBOAMACSI CKPUHUHT, U B KOHTPOABLHOU TPYIIIE, TAE CKPU-
HUHT He IIPOBOAUACS.

PEHTTEHOTPA® Uy TPYAHOM KAETKU
B 70-e rr. XX B. HanimonanbHbIN HHCTUTYT paka CIIA cioH-
CHPOBaA TPU PAaHAOMM3MPOBAHHBIX MCCAEAOBAHUS IO OIleHKe
3(pheKTUBHOCTU PeHTreHOrpaduy rpyAHOM KAETKU KaK MeTOAA
CKPUHUHTA Paka AeTKOT'0 CPeAU KyPAIIUX My>KuuH [2—4; 12; 13;
22]. B 3TO Xe BpeMs ObIAM OIyOAMKOBAHBI PE3YABTATHI YelllC-

Lung cancer treatment and survival depend on disease
stage at presentation. Overall, lung cancer is fatal in more
than 85% of affected individuals. However, five-year survival
rates approach 70% with surgical resection of stage IA di-
sease [14]. Unfortunately more than seventy five percent of
individuals present with symptoms of incurable locally
advanced or metastatic disease. Such patients have less than
5% five-year survival [9].

There is no substitute for a concerted national effort to
eliminate cigarette smoking, the single most important
cause of lung cancer. Yet despite 40 years of effort, the
problem remains. Many adolescents and young adults
start smoking and continue to become addicted. Lung
cancer remains a problem even in those who have been
able to quit cigarette smoking: risk remains elevated for
more than a decade after quitting. Advances in chemothe-
rapy for most stages of established lung cancer are promi-
sing, but efficacy is limited. For these reasons it is impor-
tant to follow all promising leads in cancer control, such as
developments in screening technology.

The premise of screening is that by detecting lung
cancer early enough, its natural history can be altered and
survival will improve. However, the use of survival as the
outcome measure of screening effectiveness is confoun-
ded by the well-known screening biases of lead-time,
length, and overdiagnosis [1; 17; 18]. Lung cancer-speci-
fic mortality, rather than survival, is an endpoint that cir-
cumvents screening biases. Lung cancer-specific mortali-
ty provides a definitive measure of benefit when assessed
in a prospective, randomized controlled trial that enables
the comparison of mortality rates between screened indi-
viduals and a control group that does not undergo the
screening intervention.

CHEST X-RAY SCREENING
In the 1970s, the U.S. National Cancer Institute (NCI)
sponsored 3 randomized controlled trials of chest x-rays
for lung cancer screening in male smokers [2—4; 12; 13;
22], and results have also reported from a Czech study [10;
11]. There was no decrease in lung cancer mortality rates
in the screened arm of these studies. The Mayo Lung Pro-
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KOT'O MCCAEAOBaHUS CKPUHUHTA paka Aerkoro [10; 11]. [Tokasa-
HO, YTO CKPUHMHT He CHI)KaeT CMePTHOCTb OT paka AerkKoro. B
IMporpaMMe TO BBIIBA€HUIO paKa AETKOTO KAUHHUKH Metio
(Mayo Lung Project, MLP) nsy4arach acp(peKTUBHOCTE KOMOU-
HAIlUM CKPUHUHTOBBIX MCCA€AOBAaHMN. B OCHOBHOM rpymie
peHTreHOrpauio TPYAHOM KAETKU U ITUTOAOTHYECKOe HCCAe-
AOBaHHe MOKPOTHI IIPOBOAMAM Ka’kAble 4 MeC, B KOHTPOAB-
HOU — e’KeropHo. [TaTHUAeTHSS BBIKMBAEMOCTb B OCHOBHOM
rpynne (33%) oKaszanrach BHIIIE, YeM B KOHTPOABHOM (15%),
OAHAKO 3TO He IIPUBEAO K CHUKEHUIO CMEPTHOCTH.

B 1992 r. HarinoHaAbHBIM MHCTUTYT paka Hadaa MccaepoBa-
HHe CKPUHMHTA paka NPeACTaTeAbHOMN JKeAe3bl, AeTKOTO, TOA-
CTOM KMIIKHU U SUIHUKOB (Prostate, Lung, Colorectal and Ova-
rian Cancer Screening Trial, PLCO). 9To KpynlHOe paHAOMU3U-
poBaHHOE UCCAEAOBaHUE, IleAb KOTOPOTO — U3YUUTh BAUSHUE
KOMIIA€KCHOMN IIpOrpaMMbl CKPDUHUHTA Ha CMEPTHOCTH OT 3A0-
KaueCTBEHHBIX OIyXoAeM. B paMKax 3TOro MCCA€AOBAHUS B
OCHOBHOM TpyIIle €XKerOAHO BBIIIOAHSAU PeHTreHorpaduio
TPYAHOM KAETKU B IIepeAHel NPSIMOM NPOEKITUH, & B KOHTPOAL-
HOM — 3TO UCCAeAOBaHUe He MPOBOAUAHU [5]. B uccaepoBaHme
PLCO BratoueHbl 155 000 My>XKuMH M >KeHIIWH B BO3pacTe
55—74 AeT. OHM cCAyUYalHBIM 06pa3oM pa3peAeHbl Ha ABe IPYII-
nel. OTO UCCAEAOBaHUe IOKa He 3akKoHueHO. Ero ydacTHUKU
OyAyT HaOAIOAQTBCS B TeUeHMe 110 KpaliHel Mepe 12 AeT.

KT I'PYAHOM KAETKU

VHTepec K CKDUHUHTY paKa AeTKOT0 BO30OHOBUACSI HEAAB-
HO B cBsI3U ¢ nossBAeHHeM KT ¢ BeICOKUM pa3pelleHueM. Hau-
OoAee coBepIlleHHOH siBAseTcs ciupaibHast KT. CoBpeMeHHEBIe
KOMIIBIOTEpHBIe TOMOIrpadbl 0OAAAQIOT BBICOKOM CKOPOCTBIO
CKAHUPOBAHUs, BLICOKUM IIPOCTPAHCTBEHHBIM paspelleHueM
U BO3MO>KHOCTBIO PEKOHCTPYHPOBATh N300pa>keHUsI MHOTOUU-
CAEHHBIX CPe30B M3 AQHHBIX, TOAYUYEHHBIX IIPU OAHOKPATHOU
3aAepKKe AbIxaHus. beicTpoe BHeppeHue cnuparbHou KT B
KAMHMYECKYIO IMIPAKTUKY 3a IIOCAeAHEee AECSATHUAETHE CAEAAAO
9TO MCCAEAOBaHUE AOCTYIHBIM BO MHOTHMX CTpaHax MHpa Hu
TMOTeHIMAaAbBHBIM METOAOM CKPHHUHTA paka Aerkoro. KT nmeer
LleABI PsA [IPEUMYILeCTB Ilepep peHTreHorpaduei rpyAHONU
KAETKU TIPU BBISIBAGHUM OOBEeMHBIX O00Opa3oBaHUN AETKUX,
TIOCKOABKY ITIO3BOASIET ITIOAYUYATh TOPU30HTAABHBIE CPEe3bI TPYA-
HOM KAETKHU U yCTPaHSATh HAaAOKeHHe TeHeM KOCTHBIX U M-
KOTKaHHBIX CTPYKTYP Ha TeHU 0O'beMHBEIX 00pa30BaHUH.

OnyOAUKOBAHBEl Pe3yAbTATHl PsSAd NMHUAOTHBIX HCCAEAOBa-
HUM CKPMHUHTA paka Aerkoro ¢ noMoinsio KT. B aTtu nuccaepo-
BaHMS OOBIYHO BKAIOYAIOT AUI], Y KOTOPBIX IOBBIIIEH PUCK paKa
Aerkoro. OOGBIUHO 3TO AMIIQ, KOTOpBIe KYpSIT B HAacTosIlee
BpeMsi MAU KypHuAU B TpoiiaoM. KT AAST CKpUHHMHTA paKa AerKo-
TO Ha4aAM IIMPOKO NPUMEHSATH B ANOHUU. YrKe OITyOANKOBAHBI
pe3yAbTaThl HECKOABKUX IIPOCIEKTUBHBIX HEKOHTPOAUPYEMBIX
uccaepoBanuti [15; 19; 20]. B CILIA unTtepec Kk KT Kak K cKpu-
HUHTOBOMY UCCA€AOBAHMIO BO3HUK ITOCAE TyOAMKAINN Pe3YAb-
TaTOB MPOCHEKTUBHOTO HEKOHTPOAUPYEMOTO UCCAEAOBAHUS B
1999 . [6]. 3aTeM ObIAM OTYOAMKOBAHBI PE3YABTATHI @aHAAOTTU-
HBIX UCCAEAOBAHUM, IPOBEAEHHBIX B KAUHUKe Metio (CLLA),
Tl'epmanuu 1 Mtaauu. HacToTa BEIIBAEHUSI OOBEMHBIX 00pas3o-
BaHuu Aerkux npu KT cocraBasget 5,1—51,4%, nau 2,5—13% B
rop. CTOAb pasHble Pe3yAbTAThl OOBICHSIOTCS Pa3HBIMU AMAar-
HOCTUYECKUMHU KPUTEPUIMHU, NCIIOAB30BAHHBIMU B 9TUX UCCAE-
AoBaHUSIX. B mierom 48—85% caydaeB paka AeTKOTO, BBISIBACH-
HBIX IIpU IepBoM o6caepoBaHuy, U 60—100% cayuaes, BBISB-
AEHHBIX NIPU MOCAEAYIOIINX €KeTOAHBIX UCCAEAOBAHUIX, OKa-

ject (MLP) examined the effects of intense chest x-ray
screening. The intervention arm underwent chest x-ray
and sputum cytology examination at 4 month intervals;
individuals in the control arm underwent annual chest x-
ray and sputum cytology examination. Five-year survival
was greater in the screened arm (33%) than in the control
arm (15%), yet this did not translate into a mortality benefit
from screening.

In 1992, the NCI began the Prostate, Lung, Colorec-
tal and Ovarian (PLCO) Cancer Screening Trial, a large
randomized controlled trial to assess the ability of multi-
ple screening modalities to reduce site-specific cancer
mortality. Included was an assessment of annual poste-
rioanterior view chest x-ray screening versus no scree-
ning for lung cancer mortality [5]. PLCO has enrolled
155,000 men and women aged 55 to 74 years, who were
randomized to screening or usual medical care. This trial
is still in progress; participants will be followed for a
minimum of 12 years.

COMPUTED TOMOGRAPHY (CT) SCREENING

Recently, the possibility of early detection of lung can-
cer with high-resolution CT has renewed interest in lung
cancer screening. Multi-detector helical computed tomo-
graphy is a major advance in cross-sectional imaging.
Modern CT scanners have high scan speed, improved
z-axis spatial resolution, and the capacity to reconstruct
multiple image slices from data acquired during a single
breath-hold. The rapid diffusion of helical CT into medical
imaging over the past decade has made it widely available
in many countries and practical as a potential screening
tool for early lung cancer detection. Computed tomo-
graphy has many advantages over chest x-ray for nodule
detection, due primarily to its cross-sectional perspective
and the minimization of overlying structures that can obs-
cure lung nodules.

A number of pilot studies of CT screening have been
reported. These studies have generally involved groups
that are at increased risk for lung cancer, including current
and former smokers. The use of CT for lung cancer scree-
ning was first popularized in Japan, and the results of seve-
ral single-arm prospective series have been published [15;
19; 20]. Interest in CT screening became strong in the Uni-
ted States following the publication of a single-arm pros-
pective study in 1999 [6]. Subsequent single-arm studies
from the Mayo Clinic (USA), Germany and Italy have also
been published. Nodule detection rates (positive screens)
on CT vary from 5.1% to 51.4% at prevalence and 2.5% to
13% at incidence. The wide range is in large part due to dif-
ferences in size criteria for a positive result. Overall, 48 to
85 percent of cancers that are detected in baseline scans
and 60 to 100 percent of cancers that are detected by CT in
annual follow-up scans are stage 1. In contrast, only 16 per-
cent of cancers that are diagnosed in the course of routine
clinical care in the United States are stage 1.

Lung cancers appear on spiral CT as noncalcified
nodules, but only a small fraction of noncalcified nodules
that are detected by CT screening are lung cancers.
Approximately 90% of screen-detected nodules are ulti-
mately found to be benign. Most CT-detected lung can-
cers are adenocarcinomas.
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3bIBAIOTCA onmyxoAasimMu | ctapuu. HampoTus, omyxoasmu I cra-
AUM OKa3bIBAIOTCS TOABKO 16% CAyduaeB paka AerKoro, AUarHO-
crupoBaHHEIX B CLIIA npu cTaHAQPTHOM OOCAEAOBAHUH.

IMTpu cnuparpHO KT pak Aerkoro BU3yaAU3UPYeETCS KakK
HeOOBI3BECTBACHHBIN y3€eA, OAHAKO TOABKO HeOOABINas 4acThb
HeOOBI3BEeCTBACHHBIX Y3A0B, onlpepAeaseMbix Ipu KT, oka3biBa-
I0TCsA pakoM Aerkoro. [Tpumepno 90% oO0BeMHBIX 0oOpa3oBa-
HUY, BBIIBAEHHBIX IIPU CKPUHUHTE, SBASIOTCS AOOpOKaue-
CTBEHHBIMU. B OOABIIMHCTBE CAydYaeB pakK AETKOTO, BHIIBAECH-
ubli 1pu KT, okasbiBaeTcsa apAeHOKapIUHOMOM.

[MpoBepeHMe CKPUHUHTA HEPEAKO COINPOBOJKAAETCS Tpe-
BOJKHOCTBIO y 06cAepyeMbIx. OHa 00yCAOBA€HA BBISIBAGHUEM
U3MeHeHUN, TPYAHOCTSIMU IIPU IPOBEACHUMN HCCAEAOBaHUSA U
€T0 3HAUUTEeABHOUW CTOMMOCTHIO. BEIIBA€HNe IaTOAOTHU IIpHU
KT Mo>keT moTpeOOBaTh BLIIOAHEHMS XUPYPIUUYeCKOro BMe-
mIaTeAbCcTBa [21], @ 3TO CONPSA’KeHO C PUCKOM OCAOKHEHUH U
AETaABHOTO UCXO0AQ. DTO OpocaeT TeHb Ha CKPUHUHT, ITIO3TOMY
He0OXOAUMBI PAHAOMU3UPOBAHHBIE NCCAEAOBAHUS, B KOTOPHIX
OyAYT OIleHeHBI ero OAb3a U PUCK.

HannonanbHOe HCCAeAOBaHHWE CKPUHHUHTA paka AerKoro
(National Lung Screening Trial, NLST) — 3To KoonepupoBaH-
HOe paHAOMH3UPOBAHHOE HCCAEAOBaHUe, IIPOBOAUMOE B
CLLIA. B HeM cpaBHUBaeTCs 3pPeKTUBHOCTb PeHTreHorpadumn
u KT rpyAHON KAETKM B paMKaxX CKpPHUHHHTA paka Aerkoro.
CeropHsi 3TO KpynHeHIlee Takoe HccAepoBaHue. OHO Haua-
Aoch B aBrycte 2002 r. YUacTHUKOB UCCA€AOBaHUs (53 476 uea.,
KypsIIUX ceWyac WAW KYPHUBIIMX B IIPOIIAOM) CAyYaHBIM
00pa3oM pacIpeAeAsiioT Ha ABe rpymnnbl. O6caepoBaHMe MIPO-
BOAAT IIPU BKAIOUEHUM B HCCAEAOBaHME M ellle ABa*KABI C
WHTEPBAAOM B IoA. B iccaepoBaHUM yIaCTBYIOT KaK MY KUWHBI,
TaK U JKEHINUHBI B BO3pacTe 55—74 AeT, y KOTOPBIX BCAEA-
CTBUe KypeHUs MHOBBIIIEH PUCK paKa AeTrKOTO U OTCYTCTBYIOT
TsKeAble CONYTCTBYIOIIMEe 3ab0oAeBaHMs, KOTOpPble MOTYT
HUBEAMPOBAThH TOAB3Y CKPUHUHTA.

HekoTophle XapaKTepuCTUKU OO BEeMHBIX 00pa30BaHUM IPHU
KT mo3BOAFIOT CYAUTH 00 UX XapaKTepe — A0OpOKadeCcTBeH-
HOe UAU 3AOKaueCTBEHHOE, OAHAKO OHHU He SIBASIIOTCS OIIpeAe-
ASIIOITUMU ITPU MIOCTaHOBKe AMarHosa [7]. O xapakTepe o0pa3o-
BaAHUSI MOJKHO CYAUTD IO CKOPOCTH ero pocTa [8]. AAst aToro Ipu
BBISIBAEHUN HeOOBI3BECTBAEHHOIO OOpa30BaHUs AUAMETPOM
MeHee 1 cm KT ¢ BBICOKHM paspellleHHeM IMIOBTOPSIIOT depes
3 Mec. UTOOBI OIIEHUTH XapaKTep BBIABA€HHOTO 0Opa30BaHUs,
MOJKHO TaK’Ke IIPOBECTH ITO3UTPOHHO-3MUCCUOHHYIO TOMOTPa-
duto ¢ PTOPAE30KCUTAIOKO30M [16] MAM TpaHCTOpaKaAbHYIO
Ouorncuto Aerkoro. YToO6bI CPaBHUTD IIOAB3Y U PUCK TPAHCTOPaA-
KaAbHOU OMOIICUU U MO3UTPOHHO-IMUCCUOHHOM TOMoOrpaduu,
HeO0OXOAMMBI AOTIOAHUTEABHBIE NUCCAEAOBaHMs. Bblcokas crou-
MOCTb U MaAast AOCTYITHOCTb OTPAaHUUNBAIOT X IPUMeHeHNe.

B HacTosIee BpeMs B MUPe IIPOBOASATCSI HECKOABKO PAHAO-
MU3HUPOBAHHBIX UCCAEAOBAHUM 3(PEKTUBHOCTH CKPUHUHTA
paka aerkoro. MccaepoBanue NELSON mpoxoauT B Hupaep-
AaHAax, Beasrun m Aanuu. Ero opraHuzaTopbl HapeIOTCS
BKAIOUMTH B Hero npumepso 18 000 wea. K xonmy 2005 r. B
HCCAeAOBaHUM ydacTBoBaAU y>ke 16 000 uea. Bo Opannuu u B
HTarny NpoBOAATCS MUAOTHBIE HCCAAOBAHUS.

[MoAb3a CKpUHUHTra paka AeTKOro IokKa He AokaszaHa. On
COIIPSKEH C OIIpeAeAeHHBIMU (PUHAHCOBLIMU 3aTpaTaMU U UMeeT
HEKOTOpble OTpHUIlaTeAbHBbIE IOCAEACTBUS. AyUIIHN CIOCOO
OIIPEACAUTH COOTHOIIIEHUE TOAB3BI U PHCKA M IIOMOYL Haceae-
HUIO IPUHATL UHPOPMUPOBAHHOE pellleHue 00 y4aCTUM B CKPU-
HUHTe — IIpOBeAeHUe PAaHAOMU3UPOBAHHBIX NCCACAOBAHMH.
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Screening may subject persons who do not have lung
cancer to risks that include anxiety associated with abnor-
mal findings, procedural complications, and substantial
costs. Diagnostic procedures that follow positive CT re-
sults may entail invasive surgery [21], and resultant morbi-
dity and mortality might undermine potential benefits
associated with diagnosing cancers at an earlier stage.
Data from randomized controlled trials are needed to
weigh the benefits versus the harms.

The National Lung Screening Trial (NLST) is a rando-
mized, multi-center study in the U.S. comparing CT to
chest x-ray in screening for lung cancer. The study is the
largest randomized study of lung cancer screening to da-
te. It began in August 2002 and has enrolled 53,476 current
or former smokers. Each NLST participant is randomized
to either CT or chest x-ray and undergoes a baseline and
two subsequent annual screens. Subjects are men and
women aged 55 to 74, who are at elevated risk for lung can-
cer because of current or former smoking, but who are
healthy enough to benefit from effective screening.

Features of nodules may help to discriminate benign
from malignant processes, but often the visual criteria are
not definitive [7]. One strategy is to determine the rate of
growth of nodules [8]. For noncalcified nodules that are
less than a centimeter in diameter, high-resolution CT
scanning can be repeated at three months and nodules can
be evaluated for a change in size. Another strategy is to use
positron emission tomography (PET) with fluorodeoxyglu-
cose to further evaluate suspicious nodules [16]. An alter-
native diagnostic approach is to use transthoracic needle
biopsy in all patients with positive results on CT screening.
Further research is needed to compare the relative benefits
and risks of transthoracic needle biopsy and PET scanning;
costs and availability may be limiting factors.

There are a few other randomized trials in progress
around the world. The largest of these is the NELSON trial,
conducted in the Netherlands, Belgium and Denmark. The
NELSON investigators hope to enroll approximately
18,000 participants. 16,000 have been recruited as of the
end of 2005. Pilot studies are also being conducted in
France and Italy.

Lung cancer screening is still of unproven benefit and is
associated with costs and harms. The best way to determine
the balance of benefit vs. harm and to help the public make
an informed personal decision about lung cancer screening
is through results from randomized controlled trials.
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