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Ion-beam therapy is very safety system for the pa-
tients with carcinoma and the clinical results are
very good. In the future, this new treatment will be

lon-beam therapy : medical system and results
very familiarized in the world.

©@Summary

WK QKL 0N 0 Y KK U0
ERTUL Qv SR EUKEERER
D LA EN RS o O shEVHER R

HESDT DRV ECRERE/RE

Ky IWE S SIS sl 1)
N D P KU NN LT A
N RIRH D Gt KBRS R A A0
S ON O Y KRS VIR Hbfn”
HECHRBEEOHMUE NI+
K<z (HE" KI-REH KEERE’
foEE” OERE N S D NASA) RERE S
A w4l RIRBNIERIRT MR QR
8o VR O<IECRIEKRUI W 5 464°
[ R m& QI E#FEKEENS-9 Y
MY O RST QRN RAOKEIQ oy
1R D R ORI O RS -V 4°
SR O NREDECIEETN O P X e
LI T R K S e L
K O 1 Sarde® M- ERIErs” BRSNS
RBIKER L O v S RSN KESE

H

N
i~

L

{

7S
7

¢

7

(48)

& 2006%F12A %

¥ E

— 118 —



IR RORIEEEIZS

HRE A o T8 12 v )~ I Y R A JE B 46
= +RSTEFRRERUL LY 1)Lk
N XY RGSEHEW R0 IRER
7 48 I B g B (U L e ©

SO O O Y K &R QIR
BLEE S BEERHUEOO UK OV #
ML ORROEEORVE #
ol R R QK B i & FEOE LS ot A 1)
QUL AR & (b B G 3K © IRV BKER
Pag e’ MRS ST Kk g g0 1)

> 2

c
35
0
O
[L
[N —
m O @
=
A
] [ } Q
(¢'0)
== &
| i
0
(32) "
.ol Om.mm.“
| iy
mmm
B 25
SUNR &
|
[ap]
o ®
<A
iy
o
= &
] ©
N gz
.
-
Sl © 4
B g =
[aV}
O O O O O o o O O A
<t ™M M N N v o -

RHVRR AR

DTN D 4 GO -E5E) BT R
KER LT AN D 4 COEEGEND) S
SEORR VRNV D OEARRALT
STV QIEREB I EN S 4
RN O P KU RIER O W 54 SR
do7 ERER R RO 0 URRYT B
A SECT-SERVICRNT G A - SPR e R E: R
RGBS MEQEIKIECN L B
RS- W ¢ MM WE D LU 2w
P KERQINIV-2RHUE Y OBES R

4,

Y

DR%EYT BESEN) OV EROESEeF
FEUEEHH O S IKEER LR S o U ER
S464n® AN & — IO v 5o BTk
Pt R o N GRHEEEEN OV Qe ol

TE MK QKHH WL OV SR R
07 R © mimEl DR e 1) AU REEE O
R’ NEKSOIRER W R

BERS OUERK KE @DEKSQ
HiE ROBEVImES DEEO 4
B [ adoElE ] (bR L iR
£ 5 e Q4mERET O X))
HEUBRUReoEE] UK’
[ sudnsstE ] v hERUR~Y
WERUBLA IS RRBELOEUQ
HERERGSOLT EEN O Y K Q v KRIRELY
FESptn” D4R O RN O P K S
AT S5 507 [ ¢ Aol ]
L0 TR R A S
EM-EEER G T [ g ] W
LCESEUEFCRPED SREP =3~ F- R E b SR SR
S U RUEO S AT R K B

E

1

=i
L

E L j

o7 [EE A aodngElE ] 87 RO
DN A O 4 S e [ U
YU 4o | 17 R R AR R
YRS RS BHinu Y HREBEE
QRN RS Wl [ audagRiE | v
BEGSS RaH O W0 &0 ERys 5 ) U0 Ef
P v 8 1) 0 R KR 40

N
-
~

$J
b
=

HAlg oS N R B P AN - S
FREE = o v T 0 M
oo~ UIHER Y O ERKEE (2
&) w0 SR UKD C BHIRGRR
REORY B vm-&O | BN EZ D’
L4 co - I R ENIR R AU O W O RN aE
AR 4T I A N BT Dy
LEEWEDLT B EORBUEE By
—~MNERLY oMK OIFERMIKEWIE O 5
h4on®

B mE O WD 0 P KT B
B QIS VOB WEER OV OIS
BV RN O B IRE K & D
NTm = ROBEK D N I e
ERRENE oo S0 0
MR bWRUsos iR A
A=A NSHEH RS HEBQHMOW
S DA VEBOESH L E v UHR
Sata N VORIV M~ 8
M- KRN QHEHER (oR-»—R)” B
MUK S Ro i O BIEE (BR—
R) SURKED BEQCEE LR ek
ADEEAD 247 D 4L°

il

13 B

2.

*

(49)

2006412 H %

=

R

— 119 —



BEARARORFERERD

o xR
#0553
| N = =
Fiynd
sE
®Blog
w|E|CE] ¢ | 8
v | m & = %
Rimg = @ 23
i <«
Ao
e =S I S
| P | 2 — S
® = | N1 > =)
A
i =
o o
g5 2| 5| ®
e
&=
CEE || R
| =R & o =
Yl ud
=
%
VR LI N
&R RN R
= e
ZIEo|®-
nig

BRESEUT ~mSERRL R0

T i 279
S ONRT B-BEUR HRoiER.O
ERuoia o ) R8s’ BEROB7 1)

Qirmmie v SWHREK v HEEF RV LS H D

{20 SR omEm L EERIEH - R

e BRESRELT SEERSEOEE
[T WgHRE R N BEER ST 2R
BWEEOV L0 BHENGEITER —©
oy’ FFee- =l BiROTT Kt
NELPEEE OV S e’ SEEH I o

< -0 IR S EEEE QT SE (o
mE ) B EEEE e e vl KR
NERUA O St (B)°
KERVE SEg&ROSHommivi” I’
A U BHER o —oll’ E~ w0
T EEBERR (B2 4o0) —we
W ERR oW OB BT
NEUD OERERBRR (BHEE-24a0) [
T ERRBN ERGW EEREIRY
7 WRB WA

s

DHER 2 2 © N B JHRAR S
BS ik

S — M v O IR W R - LIk D

BEHULDOERARECEW v

etagUatipid) s NECTE o

~ft
WRTNNN P —HEHOwm oL (K

11Vo
EERRRNICRHCHBRUR VY
RELRoMPE 1) RBRES O L8N
YU QR ELREIEGRR (=) g Oy
LR OB SUTRCEERERR (&
~) oHOEEREEHE ool EE
ERVBEARVBESEREERE O R
&RV R KEERCNS EHEY
ERURUMSERSER 0 ) VRN
B 1 RIS BN 45 O O S e

= EE S < (PSA<20 ng/ml, T1T2aN

<
OMO” HEESB|HH RNKIE) CEDE
NEERE RS EEERY PR a

(PSA 20 ng/ml =" T2bT3NOMO" & HE

QIR BT RRVEH QM- BHER D (DFE
Of) FRM-ERR (Off) RPUEULS
4o REPE Y BIRREEH HHEHH UL
MRS HEER ARG O W S e A W QUKEET
UIHR QR 2 1450 5 gl < - DU
NSO Q R TR LR A

HERSROND REBFEHHRE -
o R I GRS BRI L A
rQITEE N [ X TR M IR L BRO 00 1)
LT B MBI D R IER
EETMN oUW S )it 2537 e
AU 0 T ke e RS TERE Lag O 21
NERERSHT NN DL D™D
Qb ENEU R L RERA @) T
MBI O N D - R GRE QMBI I EY
=R ENR): =g SRR IS cEVE PE St
1 OBRSRKE LSS "

Y4l e Qe T INERE S N
DRG0 RN A R 00 ) A R
SEREREI O St SRR U b
o4 QIR WO N H U EIFERER O KR
sEIE S I LB oYUV B~
EERREN h®a e B [
TR MR U SLuERE | 2EO YL
IS O

AN-TEA0 kB e
ES G4 JTBETS [T ) O BKR

PN - SR e o oER e

20064F12H%  (50)

¥y E =

~— 120 —



Tk

B R ORI P | 1R B CE
IE-D4TRAIN NS 1] N NET T ) © SRR BT
LRI &0 SRRSO
7 BN QK O R R R R R L E
O AW ERMNAROT S HEERRN O
P HECOHEVEERSSOWELIWVS

SF

S

[

ERESRIERTERES
215008ZZ00391000

-“-'-Eﬁ
ZZ g

..v
H@\%%ﬁKth\%ﬁ¢@TE%@m
MEURE O WS e e

AN A — QM-S Rl 18 g
EXADN n—ROBEX NN H{EmY
B Ao BRERENCERESRRY w
P2 LN OIS QR
AIERETN O KB S 18
AN O Y GRS oo EE T B
HEENRVRs” RSO ELai
1) S I B O B R b
BV ROUE L KE KREERE

BEURQEQERQEY YN -9

MITSUBISHI

Changes for the Better

nlCEE

543t |

BOS

7

MSHREROBEHSZREES

. i
FE v

KERS I BUO I WH H4REERRER

BRYE (B- o) LoERERE 800

BERORIEDE T BT ROTANF-ZELEEET,
SEREOER RS ERELTRIMLET .

QBTN FU~TOUA—F - ) - 7 REN IO P R AR ORI S b YT,
BB IR A PP W R TR BIL T

KIRFERBU [REHIRaERED
1ZEDL. REL

BFiae AL REROM FIRaEERE

o
6
D
eI
o
rJ P :
(MK QREAEM S | AOvigHl cvoow’ Iy L :
bl voliaxn
E«_ ) Db :
¥ b 7 : 59
. ) o y= ¥
M (5ORR - 400) @I4EiEInk i 4 EolEnng
His 2 JHED KK SRV EREE oy WA % QbR
Boukignti- B EEER O R UERLR 3 W 5 m AEEE
2R B FY: u L G 33
QO TR & O R R BB N — 18 ?mwm £ |EEaz
T L KR SRR R b B il H v i 66060
n 11 -~ = £ N
HERQHIRLWER | SRV WY 5S¢ =

— 121 —

BRATE | SEEREBHBERIRT N T100-8310 ERETFRERADA-7-3 EHCIL) B35 (03)3218-2607
WOE E 20064R120%

(51)




Lung cancer death rates by smoking status:
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Cigarette smoking is an established risk factor for lung cancer.
However, the magnitude of the relative risk (RR) on lung cancer
mortality in relation to cigarette smoking is reported to be lower in
Japan than in Western countries. We investigated whether this
discrepancy could be explained by differences in the exposure to
cigarettes smoked, by differences in sensitivity to smoking, or by
differences in lung cancer mortality among non-smokers. We
examined the 10-year follow-up data on 88 153 participants in a
Japanese population-based prospective study conducted in three
prefectures. Data used as a Western counterpart was retrieved from
a published report of the US Cancer Prevention Study (CPS)-Il.
Although there was a significant increased risk of lung cancer death
among current smokers compared with non-smokers, the observed
RRin the Three-Prefecture Study were much lower than RR reported
in the CPS-Il. Lung cancer mortality of our Japanese sample was
lower among current smokers and higher among non-smokers
regardless of age and sex. Current smokers in our sample had
initiated smoking at an older age and smoked fewer cigarettes per
day for shorter durations than those in the CPS-li sample. The
Poisson regression model (controlling for age, number of cigarettes
smoked per day and duration of smoking) showed that male current
smokers in our sample had a lower risk of lung cancer compared
with those in the CPS-il sample (rate ratio 0.34 [95%Cl 0.27-0.43]).
These findings might explain why Japanese risks of lung cancer are
lower than those observed in Western countries. (Cancer Sci 2005;
96: 120~126)

Numerous epidemiological studies have consistently
reported smoking as a risk factor for lung cancer. Three
prospective studies™® and several case-control studies“® in
Japan have shown that the magnitude of the relative risk (RR)
associated with cigarette smoking is lower than those in
Western countries.” For example, in the Six-Prefecture Study®
and the Japan Collaborative Cohort Study for Evaluation of
Cancer Risk (JACC),"” the RR of lung cancer death among
smokers compared to non-smokers was estimated at 4.5 for
men, whereas the RR for men ranged from 11.6 to 23.2 in
prospective studies conducted in the USA"* and the UK.? For
womer, the RR were 2.3 in the Six-Prefecture Study® and 3.6 in
the JACC study,"” while corresponding RR ranged from 2.7 to
12.8 in the USA.Y The first aim of this study was to verify
these figures by evaluating lung cancer death and smoking
habits with a new large-scale, population-based prospective
survey (The Three-Prefecture Cohort Study), conducted in three
prefectures in Japan.

CancerSci | February2005 | voi.96 | no.2 | 120-126

The RR expresses a single summary estimate of the effects
of smoking on lung cancer. However, the RR is computed by
simply dividing the death rate among smokers by that among non-
smokers. For a better understanding of the reasons for the lower
RR of lung cancer among the Japanese, it would be more accu-
rate to compare the death rates by smoking status. Furthermore,
exposure levels to smoking might account for differences in
the risk of lung cancer between Japanese and Western current
smokers. It is well known that lung cancer risk depends on the
amount, duration, and initiation age of smoking. Thus, to deter-
mine the reason for the lower RR associated with smoking in
Japanese subjects, it is also important to compare the exposure
levels to smoking as well as the lung cancer death rates between
Japanese and Western subjects.

The second aim of this study was to compare death rates by
smoking status and smoking exposure levels with published
data from a large American prospective sample, the Cancer
Prevention Study II (CPS-II),*” which began at nearly the same
time as the Three-Prefecture Cohort Study (1982). Finally, we
examined whether any discrepancy in the RR of lung cancer
between the studies could be explained by the difference in
death rates due to smoking status (i.e. non-smokers vs smokers)
and onoking exposure level between the Japanese and the US
samples.

Materials and Methods

Study population. The Three-Prefecture Cohort Study collected
data from February 1, 1983 to November 1, 1985, in selected
areas of three prefectures in Japan: Miyagi, Aichi, and Osaka.
The study areas of each prefecture included six areas of a city
and two towns in Miyagi Prefecture, five elementary school
districts in one area of a city and two areas of a city in Aichi
Prefecture, and three towns in Osaka Prefecture. An additional
study cohort was sampled in December 1, 1990, in one city in the
Osaka Prefecture. The study population included all persons aged
40 years or older, who resided in the study areas according to
each town’s residential registry. A self-administered questionnaire
was distributed to 130 839 persons, and 108 774 (50 544 men
and 58 230 women) of them responded (83.1%). We then
excluded individuals under 40 years (one man and one woman)
and over 80 years of age (1 427 men and 2 465 women), any who

1"To whom correspondence should be addressed. E-mail: tmarugam@gan2.res.ncc.go.jp
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moved out before the start of the follow up (five men and three
women), and any whose information on smoking status at
enrollment was incomplete (4 660 men and 12 059 women).
After exclusion of these individuals, 44 451 men and 43 702
women remained in the analysis. This study was approved by
the institutional review board of the National Cancer Center,
Tokyo, Japan.

Follow up. Information on whether each subject was still alive
and living in the same location was obtained from residential
registries. If the subject had died, we then searched the
population-based cancer registry in each prefecture and
ascertained whether they had died from lung cancer. Sites of any
cancers were coded using the International Classification of
Disease and Injuries—ninth revision (ICD-9), except for one
city in Osaka where the ICD 10th revision was used. Study
subjects were followed for 10 years in each area. Therefore,
the end of the study period varied from January 31, 1993 to
October 31, 1995 (and February 28, 2000 for the one city in
the Osaka Prefecture) according to the dates of enrollment.
During the follow up, 8 836 (15.6%) individuals moved out of the
study areas.

Smoking Information. At enroliment, study participants com-
pleted a self-administered questionnaire, including demographic
information such as sex, date of birth, and smoking habits. The
smoking habits questions were the same in each study area,
except for one town in the Osaka Prefecture. All participants
were asked: ‘Do you smoke?’ Response categories included:
(1) yes; (2) smoked but quit; and (3) never smoked. We defined
participants who chose response (1) as current smokers; those
who chose response (2) as former smokers; and those who
chose response (3) as non-smokers. For one city in the Osaka
Prefecture, the response categories were: (1) yes (smoking every
day); (2) yes, but occasionally; (3) smoked, but quit; and (4) never
smoked. We defined participants who chose response (1) and
(2) as current smokers, those who chose response (3) as former
smokers, and those who chose response (4) as non-smokers.

The ages at initiation of smoking and the average number of
cigarettes smoked per day for current and former smokers were
obtained. The number of years of smoking that current smokers
had smoked prior to enrollment was calculated by subtracting
the age at initiation of smoking from the age at enrollment.
Pack-years were defined as the number of years of smoking
multiplied by the number of packs of cigarettes per day.

Cancer Prevention Study I. The CPS-II® is a prospective cohort
study, conducted by the American Cancer Society (ACS). It was
selected as the Western counterpart to our Japanese prospective
cohort study because it contained detailed data on lung cancer
mortality by sex, age group and smoking status, as well as data
on smoking patterns of current smokers by sex and age group.
The CPS-II data for the comparison were retrieved from the
Smoking and Tobacco Control Monograph no. 8. Study
participants were friends, neighbors, and acquaintances of ACS
volunteers. Approximately 1.2 million men and women were
enrolled in 1982. Enrollment included all household members
30 years of age or older if at least one family member was
45 years of age or older. Study participants completed an initial
questionnaire including smoking habits and other lifestyle
factors. The vital status of study participants was determined
through personal inquiry by the volunteers. The underlying
cause of death was obtained through death certificates. During
the 6-year follow up of 711 363 current cigarette smokers and
lifelong non-smokers, 3 229 died of lung cancer.

Statistical Analysis. Person years during the follow-up were
counted from the date of enrollment into the study until the date
of death, migration from the study areas, or the end of the study
period, whichever came first. The RR was estimated with a Cox
proportional hazards model with adjustments for age (continuous
variable) and prefecture. Non-smokers were used as a reference

Marugame et al.

category. A dose-response relationship among current smokers
was examined in terms of the number of pack-years.

Using data from the CPS-II, we compared the baseline data
on smoking patterns among current smokers and the follow-up
data on lung cancer deaths among non-smokers and current
smokers. Follow-up data were restricted to the first 6 years, the
duration of the CPS-II. The mean number of cigarettes smoked
per day and the mean number of years of smoking were calcu-
lated within the 5-year age groups fixed at the baseline. The
age-adjusted number of cigarettes smoked per day and the age-
adjusted number of years of smoking was obtained by directly
standardizing to the combined distribution of age groups of the
Japanese and US cohorts. Because the mean age at initiation of
smoking among the CPS-II subjects was provided as 10-year
birth cohorts, we calculated mean age of initiation in the Japanese
study in the same way.

Sex- and age-specific death rates of lung cancer (per 100 000)
were computed for non-smokers and current smokers. Calcula-
tion of the number of person years at risk was based on attained
age. To compare the death rates of the Japanese and US cohorts,
cumulative death rates between 40 and 84 years were presented.
Rate ratios of the Japanese cohort to US cohort were calculated
by using a Poisson regression model.

Lung cancer death rates were computed for male current
smokers, stratified by the duration of smoking and the number
of cigarettes smoked per day. Because of limited CPS-II data,
only subjects who smoked 20 or 40 cigarettes per day were
analyzed. To compare the lung cancer risks among male current
smokers in Japan to those in the USA, adjusted rate ratios were
obtained by Poisson regression analysis. The model included
the natural logarithm of the number of lung cancer deaths as
a response variable and the natural logarithm of person-years as
an offset. Indicator variables for age group, number of cigarettes
per day, and duration of smoking were used as covariates.
Statistical computations were carried out using the SAS statistical
package (version 8.02; SAS Institute, Cary, NC, USA).

Results

Current and former smokers in the Three-Prefecture Cohort
Study showed a significantly increased risk of lung cancer death
for both men and women compared with non-smokers (Table 1).
A statistically significant dose-response trend of RR was
observed for men and women current smokers (Table 2).

In the first 6 years of follow up, the Three-Prefecture Cohort
Study had 341 deaths due to lung cancer (260 men and 81
women). Adjusted RR for current smokers versus non-smokers
were 3.16 (95%CI 1.29-3.64) for men and 2.68 (95%CI 1.58—
4.53) for women. Corresponding reported RR in the CPS-II
study were 23.2 (95%CI 19.3-27.9) for men and 12.8 (95%CI
11.3-14.7) for women.

Death rates among current smokers and non-smokers were
calculated, based on attained age (Fig. 1). Compared with the
CPS-I1, death rates among Japanese current smokers were lower
in all age groups, with the exception of the youngest and oldest
female age groups. In contrast, death rates among Japanese non-
smokers were higher than those in the USA, for both men and
women regardless of age. Cumulative death rates between 40
and 84 years and rate ratios are presented in Table 3. Compared
with US non-smokers, Japanese non-smokers had a higher
cumulative mortality of lung cancer with an approximately
threefold increased risk for men and a twofold increased risk
for women. However, Japanese current smokers were at a sig-
nificantly 60% lower risk of lung cancer compared to those in
the USA.

The mean number of cigarettes smoked per day (Fig. 2a)
decreased with age for men and women in both Japan and the
USA. However, current smokers in Japan had a lower daily

CancerSci | February2005 | vol.96 | no.2 | 121

— 123 —



Table 1. Relative risk of lung cancer death associated with cigarette smoking, Three-Prefecture Cohort Study, Japan

. . No. lung Crude mortality Relative risk?
Smoking status No. subjects Person-years cancer deaths rates (95%Cl)
Men

Non-smokers 7 590 64 645 23 35.6 1.00

Former smokers 11164 91792 102 110.9 2.60 (1.65-4,10)

Current smokers 25 697 215139 341 158.5 5.10 (3.34~-7.79)
Women

Non-smokers 36 884 321170 79 246 1.00

Former smokers 1630 13 258 13 98.1 2.94 (1.63-5.31)

Current smokers 5188 42 931 40 93.2 3.66 (2.50-5.35)

'Adjusted for age and prefecture.

Table 2. Relative risk of fung cancer death by pack-years among current smokers, Three-Prefecture Cohort Study, Japan

. . No. lung cancer Crude death Relative risk?®
Pack-years of smoking No. subjects Person-years deaths rate (95%Cl)
Men?
<20 3982 33592 19 56.6 1.16 (0.72-1.88)
20-39 12 066 101 910 113 110.9 2.10 (1.62-2.71)
40-59 6574 54374 129 237.2 2.86 (2.23-3.65)
60 + 2765 22770 78 342.6 4.44 (3.34-5.89)
P for trend <0.0001
Women?
<20 3136 26 212 12 45.8 1.75 (0.96-3.19)
20-39 1545 12 642 15 118.7 3.92 (2.27-6.76)
40 + 397 3157 10 316.8 7.22 (3.75-13.9)
P for trend

<0.0001

fAdjusted for age and prefecture.
excluded because of missing data.

Reference category was non-smokers. ¥310 men were excluded because of missing data. 110 women were

Fig. 1. Age-specific death rates due to lung cancer
by attained age among current smokers and
non-smokers in the Three-Prefecture cohort in
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cigarette consumption for all age groups and for both men and
women than current smokers in the USA. The differences ranged
from 0.8 (aged 40-44 years) to 4.4 (aged 55-59 years) for men.
Daily consumption of cigarettes in the youngest male age group
showed the least difference. Japanese women constantly used
approximately five fewer cigarettes per day in all age groups.
The age-adjusted number of cigarettes per day for the Japanese
and US cohorts were 21.5 and 24.8 for men, respectively, and
14.1 and 19.4 for women, respectively.

The mean number of years of smoking was slightly lower
among Japanese men in all age groups than those in the USA
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Japan and Cancer Prevention Study it (CPS-Il) in
the USA. (a), Death rates of men; (b), death rates
of women. (A), Three-Prefecture cohort current
smokers; (®), Three-Prefecture cohort nonsmokers;
(A), CPS-Il current smokers; (O), CPS-Il non-smokers.
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(range 0.8-2.1) (Fig. 2b). Except for the youngest and oldest
age groups, Japanese women had smoked for a much shorter
time than comparable women in the USA. The range of differences
was from 1.7 (aged 75-79 years) to 8.9 (aged 55-59 years).
The age-adjusted years of smoking for the Japanese and US
smokers were 37.1 and 38.6 years for men, respectively, and
26.8 and 34.2 years for women, respectively.

Japanese smokers in all age groups started smoking later than
their counterparts in the USA, and this was especially true for
women (Fig. 2¢). While the age at initiation of smoking for
Japanese women gradually became younger in recent birth
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Table 3.
compared to Cancer Prevention Study Il in the USA

Cumulative mortality and rate ratios for lung cancer among non-smokers and current smokers, Three-Prefecture Cohort Study in Japan

Non-smokers

Current smokers

Three-Prefecture

CPS-1I Three-Prefecture CPS-HI
Men
Cumulative mortality rate (%)* 3.0 1.1 11.6 27.5
Rate ratio* (95%Cl) 2.95 (1.79-4.87) 1.00 0.38 (0.32-0.41) 1.00
Women
Cumulative mortality rate (%)’ 1.9 0.8 5.3 11.6
Rate ratio¥ (95%Cl) 2.10 (1.56-2.82) 1.00 0.42 (0.27-0.67) 1.00

Analysis restricted to first 6 years of follow-up to enhance comparability to Cancer Prevention Study Il (CPS-1l) data. *Cumulative

between 40 and 84 years. *Estimated based on Poisson regression model.
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Fig. 2. Comparison of smoking patterns of current smokers at baseline between Three-Prefecture study in Japan and Cancer Prevention Study Il
(CPS-I1) in the US. (a), Mean number of cigarettes smoked per day by age at enrolment; (b), mean duration of smoking by age at enrolment;
(C), mean age of initiation of smoking by birth cohort. (A), Three-Prefecture cohort men; (@), Three-Prefecture cohort women; (A), CPS-1l men;

(O), CPS-li women.

cohorts, they still began smoking much later than US women.
The mean age at initiation of smoking among Japanese men in
all birth cohorts was slightly older than those in the USA.
Finally, we calculated lung cancer death rates by years of
smoking among current male smokers who had consumed 20
cigarettes per day (Table 4). Similar calculations for men who
had smoked 40 cigarettes per day are not presented because there
were too few of these men. We were unable to calculate lung
cancer death rates in strata where no deaths occurred. For strata
where calculations could be made, death rates of current Japanese
smokers were lower than those in the USA. Rate ratios in all strata
were less than 0.6. After controlling for age, duration of smok-
ing and number of cigarettes smoked per day by the Poisson

Marugame et al.

regression analysis, rate ratios of male Japanese current smokers
relative to those in the USA was 0.34 (95%CI 0.27-0.43).

Discussion

The present large-scale, population-based prospective study
confirmed an increased lung cancer risk among smokers, as
compared with non-smokers, in Japan. The RR observed for
Japanese smokers was lower than that observed in the USA.
This finding is consistent with other studies conducted in
Japan.'"® Comparison of death rates and exposure levels of
current smokers in the two samples revealed one reason for the
lower RR in Japan, namely, higher death rates among non-smokers
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Table 4. Death rates by duration of smoking among current male smokers of 20 cigarettes per day, Three-Prefecture Study in Japan compared

to the Cancer Prevention Study Hl in the USA

. Three-Prefecture CPS-Ii Rate ratio
Attained age Duration* Duration® Duration®
(years)
30-39 40-49 50 + 30-39 40-49 50 + 30-39 40-49 50 +
50-59 42.0 —_ — 143.1 267.3 483.1 0.29 —_ —
60-69 119.0 170.1 —_— 215.7 452.3 848.5 0.55 0.38 —
70-79 180.5 142.1 590.6 455.9 702.1 1149.0 0.40 0.20 0.51

"Duration of smoking was fixed at enroliment. —, no lung cancer deaths observed (Three-Prefecture cohort study), or no data available because of

five or fewer deaths observed (Cancer Prevention Study ).

combined with lower death rates among smokers. A lower
exposure level to smoking was responsible for the lower death
rates among current smokers. However, even after adjustment
for age, duration of smoking and daily cigarette consumption,
male Japanese current smokers had a lower risk of lung cancer
compared to those in the USA.

Death rates for non-smokers in all Japanese age groups were
higher than those for non-smokers in the USA. The CPS-II used
more detailed questions regarding smoking habits. For example,
the CPS-II questionnaire clearly asked whether or not partici-
pants had smoked at least one cigarette per day for 1 year.®
However, the questionnaire in our study did not specify the
number of cigarettes or the duration of smoking. Therefore, the
definition of non-smokers in the CPS-II was more strictly
limited in terms of lifelong non-smokers, while non-smokers in
our study might have included former smokers who had quit and
not smoked for a long time. Such a difference in classification of
non-smokers might have led to overestimation of death rates
among Japanese non-smokers. Second-hand smoking might also
have contributed to the difference. The prevalence of current
smokers among Japanese subjects was higher than in the CPS-
II. Among Japanese men, the prevalence was 58% for current
smokers and 83% for ever smokers (ever smokers = current +
former smokers); somewhat higher than the prevalence reported
in the CPS-II (24% for white, male current smokers, 75% for
white, male ever smokers, 36% for black, male current smokers,
and 73% for black, male ever smokers).® Therefore, Japanese
non-smokers might have had more opportunity to be exposed to
environmental tobacco smoke (ETS). Furthermore, it was only
in 2003 that Japanese law promoted the separation of smoking
and non-smoking areas at the workplace and in public places.
As well, since Japanese residences are small, Japanese non-
smokers who had lived with parents or a spouse who smoked
would have been exposed to concentrated tobacco carcinogens.
Some, but not all, Japanese studies showed higher RR associated
with spousal ETS,"Y and a pooled RR calculated from Japanese
studies (1.41) was higher than the pooled RR calculated from
US studies (1.19)."Y Therefore, until recently, Japanese non-
smokers would have had a much higher cumulative exposure to
ETS at home and in the workplace than their US counterparts.

Other risk factors, such as air pollution, radon and asbestos,
do not offer a clear explanation for the observed differences.
Several observational studies have shown an association
between air pollution levels and lung cancer.!!*!» Even if a
difference in air pollution levels exists between the two countries,
it is unlikely that this small difference could account for the
large difference in the risk of lung cancer among non-smokers
given the only moderate association between air pollution and
lung cancer.""” The level of indoor radon in Japan, a known risk
factor for lung cancer in Western countries® is much lower
than in the USA.® Although asbestos consumption per capita
was higher in Japan than in the USA during the mid-1970s,1?
it remains unknown whether low environmental exposure to
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asbestos (in contrast to heavy occupational exposure) causes
Jung cancer.!'®

In contrast to non-smokers, death rates among current
smokers in our sample were lower than those observed in the
CPS-II sample, regardless of age and sex. Because lung cancer
risk and exposure level to smoking are clearly dose-related, the
discrepancy in exposure levels among current smokers is prob-
ably a major factor explaining the difference in death rates among
current smokers. However, considering lower exposure as a reason
for the lower death rates among current smokers assumes that
individuals with similar exposure levels have the same risk of
lung cancer. However, the risk of lung cancer among male
Japanese current smokers was. lower than those in the USA,
even after adjustment for age, duration of smoking and number
of cigarettes smoked per day.

Although the difference in smoking patterns between the
Japanese and US samples was greater among women than
among mer, the rate ratio for the current smokers was not very
different between men and women. We have no clear explana-
tion for this. However, the unit change in the lung cancer risk
between Japanese female smokers and US female smokers with
low levels of smoking exposure might not have the same mag-
nitude as the unit change seen between Japanese male smokers
and US male smokers with high levels of smoking exposure.
Furthermore, Japanese women might under-report their smoking
history. A single inquiry about smoking at baseline might not
reflect the whole smoking history of individuals in either the
Japanese or US samples.

Caution is advised when exposure levels to smoking are
assessed, based on self-reported smoking history collected from
a single questionnaire at the point of enrollment. Cigarette con-
sumption per capita was much lower in Japan than in the USA
from 1920 to 1970,"” when the participants in these two cohorts
were in adolescence to young adulthood. Furthermore, Japanese
smokers experienced an extreme tobacco shortage during and
immediately after World War II. It was not until the late 1970s
that Japanese cigarette consumption per capita caught up with
US consumption levels. Japanese participants classified in the
same strata by smoking exposure undoubtedly experienced
periods of cigarette shortage, and this bias toward overestima-
tion of exposure may have produced spurious lower lung cancer
death rates in our sample. Similarly, possible bias in the CPS-II
sample may have included smokers who underreported usage of
cigarettes due to strong social prohibitions to smoking in the USA..

Changes in tar content and the prevalence of filter-tipped cig-
arettes were also influential. The sales-weighted average yields
of tar in the 1980s, and the reduction in tar levels during the
1960s and 1970s were similar in Japan and the USA.®%2) Filter-
tipped cigarettes were first marketed in the 1950s and their
market share grew to more than 80% in the 1970s, reaching over
90% in both countries. However, as Stellmen et al. have noted,
American manufactured cigarettes contain higher tobacco-
specific nitrosamines than Japanese cigarettes.®? Furthermore,
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charcoal filters, which remove certain compounds that inhibit
lung clearance, are more widely used in Japanese cigarettes than
American cigarettes.

Causes of death, other than lung cancer, might be influential in
the estimation of lung cancer death rates among current smokers.
Coronary heart disease (CHD) was the second leading cause of
death among CPS-II smokers.”” Premature death from CHD among
CPS-II smokers might have led to somewhat lower lung cancer
death rates in the USA. An increase in the discrepancy of lung cancer
death rates among current smokers might have occurred, because
death rates from CHD in Japan are not as high as in the USA.@®

Other confounding factors, such as lifestyle or genetic fac-
tors, might also lower lung cancer death rates among Japanese
smokers. The traditional Japanese diet, which is low in fat and
high in several phytochemicals, might help decrease the risk of
death due to lung cancer.**-*” Deletion-type polymorphism
CYP2AS, the principal enzyme in the metabolic activation of
tobacco-specific nitrosamines, was found to be inversely associ-
ated with lung cancer among Japanese male smokers.®® It has
been demonstrated that the frequency of occurrence of this
variant is higher amongst Japanese than among Caucasians.®”
However, caution is required, because diet and the odds of having
CYP2A6 can be assumed to be constants (i.e. would be equally
likely to affect non-smokers) and non-smokers presented the
opposite pattern to current smokers.

Another potential explanation is different histological distri-
bution of lung cancer between American and Japanese popula-
tions.®® Adenocarcinoma, which is less strongly related to
smoking than squamous cell carcinoma,® contributes to a larger
proportion of Japanese lung cancer than US lung cancers. The
relatively lower incidence of squamous cell carcinoma among
Japanese smokers would reduce the overall Japanese lung
cancer incidence for the same level of exposure to smoking as
in the US cohort.

Generally, in Western countries non-smokers have a higher
socioeconomic status than smokers. People with a high
socioeconomic status tend to have more health conscious life-
styles, such as a higher intake of fruits and vegetables, as well as
lower occupational exposures to other factors, such as asbestos.
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In the USA, the socioeconomic gap between smokers and non-
smokers is much larger due to a strong societal antismoking
campaign. This larger disparity of background risk factors
resulted in a larger difference of lung cancer mortality between
US non-smokers and smokers, as compared with Japanese non-
smokers and smokers.

Finally, the comparability of the Japanese and US samples
should be considered. A potential advantage was that both stud-
ies were conducted using a prospective design during approxi-
mately the same time period. Dates of birth of participants
covered approximately the same years. Because cigarette types,
such as non-filtered versus filtered cigarettes changed similarly
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study periods or birth cohorts might have weakened the com-
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Therefore, both studies appeared to be equal in their precision
of determining lung cancer deaths. Finally, follow-up periods
were restricted to 6 years in both studies. However, over this
relatively short time interval, there were too few deaths among
the Japanese cohort to produce stable and informative esti-
mates of death rates, especially at high exposure levels. To solve
this problem, further investigation with samples as large as the
CPS-1I sample, or the pooling of several studies, are needed.

Acknowledgments

T. M. received a Research Resident Fellowship from the Foundation
of Cancer Research (Japan) for the 3rd Term Comprehensive 10-Year-
Strategy for Cancer Control.

cigarette use in Cancer Prevention Studies I (1959 through 1965) and II
(1982 through 1988). In: National Cancer Institute, Smoking and Tobacco
Control, Monograph 8: Changes in Cigarette-Related Disease Risks and
their Implication for Prevention and Control. NIH Publication no. 97-4213.
Washington D.C.: NIH, 1997; 305-82.

10 Doll R, Peto R, Wheatley K, Gray R, Sutherland I. Mortality in relation to
smoking: 40 years’ observations on male British doctors. BMJ 1994; 309:
901-11.

11 US Environmental Protection Agency. Respiratory health effects of passive
smoking: lung cancer and other disorders. EPA/600/6--90/006F.
Washington D.C.: EPA, 1992,

12 Pope CA III, Burnett RT, Thun MJ, Calle EE, Krewski D, Ito K, Thurston
GD. Lung cancer, cardiopulmonary mortality, and long-term exposure to fine
particulate air pollution. JAMA 2002; 287: 1132-41.

13 Dockery DW, Pope CA III, Xu X, Spengler JD, Ware JH, Fay ME, Ferris
BG Jr, Speizer FE. An association between air pollution and mortality in six
US cities. N Engl J Med 1993; 329: 1753-9.

i4 Cohen AJ, Pope CA IIl. Lung cancer and air pollution. Environ Health
Perspecr 1995; 103 (Suppl. 8): 219-24.

15 Darby S, Hill D, Doll R. Radon: a likely carcinogen at all exposures. Ann
Oncol 2001; 12: 1341-51.

16 Fujimoto K. Locality of indoor radon concentration. In: Radon and Thoron
~ Opportunities, Properties and Health Effects. Proceedings of the 27th
NIRS Seminar on Environmental Research; 2-3 Dec 1999, Chiba: National
Institute of Radiological Sciences, 2000, 39-45.

17 Takahashi KHM, Tossavanen A, Higashi T, Okubo T, Rantanen J. Ecological
relationship between mesothelima incidence/mortality and asbestos consumption
in ten Western countries and Japan. J Occup Health 1999; 41: 8-11.

18 Camus M, Siemiatycki J, Meek B. Non-occupational exposure to chrysotile
asbestos and the risk of lung cancer. N Engl J Med 1998; 338: 1565-71.

19 Forey B HI, Lee P. International Smoking Statistcs. A Collection of
Histrogical Data from 30 Economically Developed Countries, 2nd edn. London:
Oxford University Press, 2002.

Cancer Sci 1 February 2005 | vol.96 | no.2 1 125

— 127 —



2

2

0

1

22

2

w

24

2

(923

Hoffmann D, Hoffmann I. The changing cigarette, 1950-95. J Toxicol
Environ Health 1997, 50: 307-64.

Sato H, Araki S. Yields and daily consumption of cigarettes in Japan in
1969-96. J Epidemiol 2000; 10: 7-15.

Stellman SD, Takezaki T, Wang L, Chen Y, Citron ML, Djordjevic MV,
Harlap S, Muscat JE, Neugut Al, Wynder EL, Ogawa H, Tajima K, Aoki K.
Smoking and lung cancer risk in American and Japanese men: an international
case-control study. Cancer Epidemiol Biomarkers Prev 2001; 10: 11939,
Sekikawa A, Satoh T, Hayakawa T, Ueshima H, Kuller LH. Coronary heart
disease mortality among men aged 35-44 years by prefecture in Japan in
1995-99 compared with that among white men aged 35-44 by state in the
United States in 1995-98: vital statistics data in recent birth cohort. Jpn Circ
J 2001; 65: 887-92.

Ozasa K, Watanabe Y, Ito Y, Suzuki K, Tamakoshi A, Seki N, Nishino Y,
Kondo T, Wakai K, Ando M, Ohno Y. Dietary habits and risk of lung cancer
death in a large-scale cohort study (JACC Study) in Japan by sex and
smoking habit. Jpn J Cancer Res 2001; 92: 1259-69.

Takezaki T, Hirose K, Inoue M, Hamajima N, Yatabe Y, Mitsudomi T,
Sugiura T, Kuroishi T, Tajima K. Dietary factors and lung cancer risk in
Japanese. with special reference to fish consumption and adenocarcinomas.
Br J Cancer 2001; 84: 1199-206.

26 Wakai K, Ohno Y, Genka K, Ohmine K, Kawamura T, Tamakoshi A, Lin Y,

126

27

28

30

3

—

— 128 —

Nakayama T, Aoki K, Fukuma S. Risk modification in lung cancer by a
dietary intake of preserved foods and soyfoods: findings from a case-control
study in Okinawa. Japan Lung Cancer 1999; 25: 14759,

Takezaki T, Inoue M, Kataoka H, Ikeda S, Yoshida M, Ohashi Y, Tajima K,
Tominaga S. Diet and lung cancer risk from a 14-year population-based
prospective study in Japan: with special reference to fish consumption. Nutr
Cancer 2003; 45: 160-7.

Ariyoshi N, Miyamoto M, Umetsu Y, Kunitoh H, Dosaka-Akita H,
Sawamura Y, Yokota J, Nemoto N, Sato K, Kamataki T. Genetic
polymorphism of CYP2A6 gene and tobacco-induced lung cancer risk in
male smokers. Cancer Epidemiol Biomarkers Prev 2002; 11: 890~4.,
Miyamoto M, Umetsu Y, Dosaka-Akita H, Sawamura Y, Yokota J, Kunitoh H,
Nemoto N, Sato K, Ariyoshi N, Kamataki T. CYP2A6 gene deletion reduces
susceptibility to lung cancer. Biochem Biophys Res Commun 1999; 261:
658-60.

Yoshimi I, Ohshima A, Ajiki W, Tsukuma H, Sobue T. A comparison of
trends in the incidence rate of lung cancer by histological type in the Osaka
Cancer Registry, Japan and in the Surveillance, Epidemiology and End
Results Program, USA. Jpn J Clin Oncol 2003; 33: 98104,

Wynder EL, Fujita Y, Harris RE, Hirayama T, Hiyama T. Comparative
epidemiology of cancer between the United States and Japan. A second look.
Cancer 1991; 67: 746-63.

© Japanese Cancer Association doi: 10.1111/5.1349-7006.2005.00013.x



% 13%, 35 2006559 H

B EEICE ORDARREBH AT DIER

ILE R NIRRT o ERbaL WHE AT RE

XV%ﬁ@@#A%t%ﬁ@éﬁéam
SNARBOENERBRSEDD
ﬁhﬁ%@%t%ﬁ&%%%ﬂ%%ﬁ%’
ESWTEHELZET (BARBTEAX A
v R, BERBASROREL LIRBE
L EET 2 (BARD %mv*/%/b)
VEND D, BEFBHEN RS (5
AR OB IR L T OFEEDORELIC
B 5RF9E) B (EEMERE HRALKH)
X, BEEO R EBM OF % AV TEHE
LHA RTAVEERTDODTHD, T

WCER TR TRARDZOEZH TSI B
ﬁéﬁﬁJﬂ(EEMn% NEE) BFE
K9 EEMNLE 3 ODHA RT A &R

LT, AFEFEOKHHITIOHESNET
TN TVEFREEBILT I TORAR
DTEBTAHFIEE V2 ETIER LI LT,
ERAL L F B L BFEET2722L@
“ERHLOD LV 2k EE BT, HIRT %
TRLEZE® “MRIRD (ERRD
¢ “RERRDZ” (NEFyZ) Ko
BERLEZE (F1) OHRFME - 5

*LRBRIFSL AR ' v & —HEHEFR
(T537-8511 RFRATREXHE 1-3-3)
e-mailnakayama-to@mec.pref.osaka.jp

2 SIRERKRE RRIBNP

8 FALKFMEEEFETT  PREIIF

 ENRARCE— BATE - RBHR

T H—

7 NOEEE»HO HP AR - ABF®RESD

EE 2 CEBENICERARICED LI &
EThB, FRIBEELY . RBEFA D -
BERABRBHA FTA v IRIERER L, F
RR1TEKI VB ABRBTA FTA DOFE
RRICEF LT,

. BRARBHARSAVEBDE =
x%%ﬂfiém B0 AR D%
IBBUNDTA R A VEERTHFE
Thotz, FRNARBEIZ CTRBIZOVT
3, BEEWNSCH SR & =l L
TWAEFTHY ., TORRPHDBNH
A RS A OERICETT D 2 L I3REHH
BLEZLNZNLTHD, L LERE
BEZEOEB BN L W EEEFBHEFE
MEBRENHEETE (BEHORFENFT RIS
BESWIREERCRLIAENE B (E
ERrgeE BFHKRER) OFR 16 FERES
WCBWT TP RBFINRART Y —= 7
DD DREDOE LR IFHFT HMEITLR
Ll snHrmEpsan, —HHEHE LR
bli, HYBETHIEEFHEEARRE
EHODELLHY ., ATV a—ERY
PP THBARBIA RT A o DIEEEEE
LT,

2. WBRARBHAESAEROIER
BETT 2 REERE LT, PEREREEC S
THHE X BRER I UEREREICET S
HIEE X BRI & BRI AL, BLT

— 129 —



MERRE CT) Dol oW THE L, F
BEOFEMBIOTA FF 4 20T,
BT LB E 2 R ARBHED
—37] (http://canscreen. nce. go. jp) M5
AFERFRETH D,

Jifi 28 AARRBIT DU TIE, Medline 22 836
1985 FLARED 1,038 SCERE MM L, By
(72 CRREERA L7c, MEIERNCEERLO ¥
EDEIERR LT,

REHLOD L~uid THERMEIREEIZ 95
X BRAER X USR5 BE X
BRE LSRR O RIE 13 2+ GETE
BOBROFELRT, PEEOEDEHIR
MRBFSE - 2k —MEEATTONTVWS) LHIE
Uiz, ZhbOFEZ TN L2HFZEE 1970
FRITONECRBO I RERT N
TERDP 2T 45D T ¥ AR
(Johns—Hopkins Lung Project, Memorial
Sloan—Kettering Lung Project, Mayo Lung
Czechoslovakia Lung Project)
& DOHET 1990~2000 FERUICITONIFL LR
BB RIS Z LR TE R 6 DDEHIH
MBZED 2 BICHBEIND, EFXRE
HEEMRTHAHRZ DL, EATELYS
Yarv  RNATRAERDETLANAT A%
TERICITHE TER2WAS, —F, BRTO
BB MRS, FFFICEVIlE
ThYEFRKEBENBEREIZER>TW
Tk, arFIAT AR H I R—
VaYOREP R+ TholZ & HIER
ENTREY, IEABHOEZERLHVED,
DORENSO b HOESMEBEN BB
RECEmEZRLTVWEZ L, 2055 4
BPEERMETHIZ L. TRENOHE
DBERX IRFETNAA T ADRBEERZ O &
AT b A ASEL D O/ & i e h
DR LREDDL, BROAKIZRIT DR

Project,

CT##Z

IRBDHTA RTA AN BRXEHHLE

LTI, ©LAREOLRENS DRE L
BERTOIZIEAZYLHBIL, 2+&¥EL
7

— 77 ME#R & CTJ 2B L TiL, Mayo Clinic
TIToOI Tz A RO CT BB ZREORBA
FLLE % Mayo Lung Project Ofins AFETS
REBBL, Z22RDLhol b
Swensen © DELAENSEERGEIL L L CHE—
RSN Y, B E LT HiBMEE
AW CT R ORRE - BEEICETAH%
1372< . stage shift Z R UL/ LH 7L,
LS LTIEHEV DR +HEEDLED
ERT. 2-GECERBA DRI TS, HOK
VNE B et FRAEFF 28 - s — MR 3 T T
D) LUERZDEEB Mo T,

AR E LT, BREBEOBEMESR - 4
BBIER - BAHRER - BEREOBRES
THEREER UE & O, SIS BRE
BRICBE L T, MEmBasl X Ao K 2808
WO T/NENSDO, {KHRE CT OHRITR
ERZE RHEGET RS RERETE 2D
bDTHDZ ERRENTN, AIRERHE
SXBHBORE. FliE & RFIEONST o2

DFESBLETHD & V) REER LT,
RRERFETOHBERECTIZED R Y
— = U TREITEEERICA L TITORET
VW& BREIC R LT,

RO L~ E, TIERARECRTT 51
X BRER L O AREIC T 2 ME X
FHRE & RO AE) 13 B GET R
DR ERTHIGRIERSH DD T,
HILEEOHD) . ERE CT) 23 IGETHH
DR OF L HIW T B FES R +4 T
Dl RAERB LU CEETHILITEND
LIV, EEARBZ LU TERTHE AT,
BIRBAHTHHZ L EARFIZRIT DV CEENIC

— 130 —



% 13%,3% 20068E9 A

HATHUNERHD)EHEL (R 2),
SBROBELLU T, S M X ARE RV e
REORB TIIREEFHOLBERLEOMHE

HOVERERTELIZ0, ZOFTARTA 135S

ETHIBARBT BAAL N HARTAL | TH

0, IR DA N HART AL JIZDONWTHL, B

BRETAULERHD, T CT BT OWT

1. ERERIZEEELRVEDOEWVIFEDOMNE

AR LT,

3. MERENARSAVEBERLT
TOERETA KT A Tk, &L »
SEMNSTITOR TV iR aR) - &
WKt L, EBM OFEEZHANT—ED
RIERLIEDDTH D, MEHEM X HiR
E%wﬁebtﬁrﬁﬁcﬁébfmé%
ZloTik, —BOREMEEH/E LD
EE XD, TT ICTRBIZEEL TS
bDWZEoTI, BELOEBEEFEINT
MOEIZESIBDHENETHSH, 7w
FERBTREWITRVON? ] &) &E
BELEHDOBWETHAY, TXTONRA
BR2EBEOMBETH LN, BARBIIRR
SNDEBADHZDFE THEA+FHT, 2
FHEASEONATRTE REFTM L ARTHE
7570, CT RBILWEZ BT TR
BRI ERLEREMZEAVREESNT
BHT, HREELEDLID 2GR,
WROL~VE LT, RERZE LT
DEIEIIEO DR E Lz, HEEAT
X CT 2 & THlTAS - BB RN EE T 25
HIETELS N “BE L LTTIERZL.
“EFALHRE” L LTOERMICE ED DD,
HDVIIHTTEHEES & W LRI EET B
MPEEYAT L TIT 2 B cRdnid, 4r
EeEBATHZ L EEYTHZ LTT
TRV, EEEERERBICELCL, BE

ZERERD L O TER L, AHERN
BERIN TRV ERRFRICELTE
McREFCHALLLET, AAOEBRE
BTRREINDILDIZBELTCERIND
&V D ERRR R HERICT E 2, CTRED
%&%%@ﬁ@ﬁ%% . IAADOBBERS
ié@ﬂJ@%Q%ﬁxt;& =S
VDT, REZRSINCEREREZIT
TENUETHH, ANFI Ny 7 ETCT B2
BEELTOBHEHEAIE, EHOoNHEREMR
DEFIZOWTRITTRETH B,

4. FED

BKAA RT A DIERRIZH T > T, BR
IR E LB 2 — Uiz, HEEETHEE CT M
IZOWTH, ZHEORIIBHEINEZH O
O, FHEFTMOFMEBIIIZ DD ENT
ERVHOBRRETH-T, ah— MR
ROHE It FRAFF 9572 EEHERIREIL & FHTH 5
RSB ZIITH 2 SIXTE 20, M
RUGEHL & FEIX L 2R L LT BBNEE A
W RRE « SR EDORIESC, stage shift, &
WEREFOFHR, ATV —=VTHRE B
BRE - IBROTRRIE 2 O x R 0OEF
BALBELENTWD, SBRIIZHLED
BWHFHERERN L ZERBESINDZ &%
LIV,

5. 3k

1. ¥Rk 16 FEEAFEE D AR SE

[ AR DEEN 2 515 & & OFMEE O
BT 2098 B BRMEFMEICE S
ARBITA BT A4 AERRFIEE. 2005.

2. ¥Rk 16 EEREAFBE B ATRIRSE

(23 AMREE DY 72 71k & & OFHME DR

SZEET ARFGE) B AR E-S<

KIENDARZTA RZ A4 . 2005.

3. Wk 16 FEEAFEE B AMRBIAE

— 131 —



(23 AREE DTN 72 5k & Z OFHEE DR
ST ARG BT HRMERMEIC S
BORARBHTA K54 . 2006.

4. ¥R 16 FEEEFRBRENAEHEDE
R BRERIIREE TREFOBFEMMRIC
ESWREEEICKRIFAETHR] 1 &K

C T

BT sEEEE. 2005.

5. Swensen Sd, Jett JR, Hartman TE, et al.
CT screening for lung cancer: five-year
Radiology.

prospective experience.

2005;235:259-65.

— 132 —



#13%, 35 200649 A

F1. ARBRDLERERBOLER

BgrE EBBRY FENERE
ERHEZED (ARBIFyE)
Population—based screening Opportunistic screening
T
=R SO T BETHD EAOFEEIAZEFHS
BB TR AT AT RIS « fRRAR S 0 A5 At B BB BRIV
$HE . KBS 3 r L —
e FIRREL T DB AR S — L BB RERMEIERICRIT SRR
B 4 —3
" BRI CEESAIRRAPEA TR | egansnn, kL, SR cnssy, FER
BERRE DERBEOERRY), 1L MERTHETE, | 0ot on s D
RS CREORBL R EIBRY LAY & i
. AR ERER, EBEHAI—HOEOA AR | £EHCARE, 2L, BIBEASRE TEOR
ke BRESND PEfoTVAEELDHD
— IREIRIRO T C, FERFBEDO SV ARER | HADLVT, FIREETHERO/ ST REHET
L, RIS CoRIBERRKIETD +3
e
AEMAFERL. BAORBEFRARVERLEL | . .
et T BB R CH EBRRI AL | o P SRR B TR
25 :
TR HBEELBNMEEICRBEN, ZR28EIND —EBOFERRN
BARBOBFR-CHE ARIRIZONT, IR
e BARBONREECR R R OVT, ES% | DECHIBEZEI LT, BASHETS,
=¥ THAHEIREA TN £ T, BANHET5 BIMOHECOWTL, TBREBEAOHBICAD
LIAPREND
L BRODBEINRENTOSFESEREND, | BURMSHRESERSL QO EFEIEREN
- HPEFRICE SRARBH ARTAAZESE, | DREBEEL, 2L, HASDVIRD RN
e K BTROTRR - B S S O AN FHE MRS | BIICkY, B R SRS HRE TRV ik
BE » BERENBEENHD
BREFERSN., FHRER/METAIEBNERS | BLBEOBVRECBRSELSNILTHD
IR R NAZENL BLBEOE VR FESLTULLE | 2ihb, HRESERSN T, R E/IMET
R BLEBEETHD
W BABRGEFATHRY BHHEELED, —EOE | —EOEERLIRT LI #EEFORRICE
= H WL AT OB, SHEL TITOIG noRTLS
i=Rv 3]
£ MBI LTI OERRD (EA-EY) | RRRESERBE T ANy 0B e 12
B ppl PR A AR I D EEEBI AL TUThIS

PP

BHRBETER R OBE, 20O EOR

W TCERBTANRADAI Y- R

E D EERD TR, $RFABCES RRNSR. BETESCESFRHESER S GEERERD
(Organized Screening) %17 5 Z & PEEH TH D, 2L, REMTIE, WRKEAPIREICIET
HEUBRZO—HEROT, MERRBITbRLCORVE, BELEHBESLETH D,

¥ 2) 2005 EABULEKBRARETA RS540 Tl SRUBRE % — T Organized screening &
L7728, 2006 EDFEBARBIA FF4 0 Tik, bABRBY MRERDOBEREER L, BR
D% EERS (Population based screening) & S EEBRBOBBETH HEHEMP (Organized
screening) B L, TOFREH LML,

3 EEERBORMHEIE. RUSROPROHOMCREREFGEERRT S LBEELY. B
AP ORMET, MERRE THBINTOARVWFEE AV HE T, RTRBOFHRIEY

ERTWRNWZ L, RO, ¥

BAZ X BTRFIFICONT

— 229 —

— 133 —

TORATOIREEHF TS




F®2. ERBFRO

CTHZ

FEHMEHRDFEED

BREHE

ik

Es)

RIS
HOEs X BRE, RO
[yt il
X SRR S
[REZEReS

2+

PR R R TR RH DO T, HRERBR T
BRRBLLT, ERARBEICH T X BRE, BIUERER
BT A X AR LG PRI S MBI LD AR E R
HETBIEERDD, 7L, BRERBOHRERDDLONL. ZER
B BB L L H BN T RET o B IREESND,
BT ESTORTORWE AT, FEC RSB RORL
EHDLIRNLT, RARBEL TN LA, $ie, FRNTR
FURIC BT DR HARLETHD,

EARECT

FET- S SR A RN T BRI R+ Th DT AR
BBELTERT LD O, ERERBELTERETD
BAIE, PENSRHETHHILERHBIL DWW THICHATS
DENRBHD, 28, BRBEE COREREEAVIEERE CT I,
RO LR EE ~ORBELTAVDSRETIRY,

— 230 —

— 134 —



Essssssmmesssessn | Ne 215t Lung Cancer Mass Screening Seminar ess==
E#RE CT FhE#%E2 OF =M EH
HRILE R - $hREE—ER

By — BR. &WE CT I, WEERE0ME - BRAMBOEEEO/NL - THFA OB - SOEFEERE ) &
TEHSINTWAS, LeLIOL) REMNEMTONIR, BYOEEZZTRT L, BREOTME LT, HIET
ReELY FRA Y M LBEENENLETH L. HEEHR. Japan Lung Cancer Screening Study (JLCSS) 1%, B
FIRCRE LY FRA VN e§5 35— MIFETH 5. 1995 £ 5{Thb N7 CTMBDOEZHE 46733 A& Bl X s
BEBEILITO AR EERL, 2002 EF TEIL T2, BH ZOMEERIINAT BUEHRKRE - BVWEH - K
PR E VW) ZE0ORFEEIET 52 L7, ERENK CTRBZICE o TOBRETH Y, kSR ToE
BAZHEREc & vy, (M. 2006:46:371-876)

SREIHRE — MW, B8 CT, Bk

The Evaluation of the Effectiveness
of Low Dose Helical Computed Tomography Screening

Tomio Nakayamal; Takaichiro Suzukil

ABSTRACT —— Objective. The low dose helical computed tomography (LDCT) screening for lung cancer is attracting
attention because of its high detection rate, ability to detect small tumors, and high survival rate of detected cases.
However, an epidemiologic study in which the endpoint is cancer mortality is necessary to evaluate the effectiveness
of cancer screening because these case studies have easily contaminated biases. Method and Result. Japan Lung Can-
cer Screening Study (JLCSS) is a cohort study that compared the lung cancer mortality rates of CT screened group
and chest X-ray screened group as an endpoint. Since 1995, 46,733 people registered in the CT screening group and
91.970 people registered in the chest X-ray screening group, and they were followed up until 2002. Conclusion. There
is a problem to cancel three disadvantages such as high dose examination rate, cost and radiation exposure in addition
to the results of this study for LDCT screening. The spread of the LDCT screening for lung cancer cannot be recom-
mended until this problem is solved. (JJLC. 2006;46:871-876)

KEY WORDS — Lung cancer screening, Helical CT, Mortality
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Table 1. Summary of the Low-Dose Helical CT Screening
ALCA Nagano ELCAP Hitachi
Study participant
age (years old) 40-79 40- 60- 50-69
smoking smoker smoker
Beginning of the study 1993 1996 1993 1998
Participants 1611 5483 1.000 7.956
Cancer detected 14 23 27 36
First Detection rate (%) 0.87 042 2.7 044 .
screening  Mean tumor size (mm) 19.8 15.1 138 170
Stage IA (%) 71 91 81 78
S-year survival (%) 76.2
Total participants 7.391 8.303 1.184 5,568
Cancer detected 22 37 7 4
Repeated Detection rate (%) 028 045 0.59 0.07
screening  Mean tumor size (mm) 146 120 12.1 16.0
Stage 1A (%) 82 36 71 100
S-year survival (%) 64.9

ALCA: Anti-Lung Cancer Association. ELCAP: Early Lung Cancer Action Project.
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preclinical deteictable duration by chest X-ray
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Figure 1.

The curve of the relation between tumor size and time, comparing preclinical de-

tectable duration by chest X-ray with that by low-dose helical CT.

Table 2. Study Design to Evaluate Cancer Screening

Method

Study design

Endpoint

Experimental study

Observational study Cohort study

Case-control study

Case study

Randomized controlled trial

Mortality reduction
Mortality reduction
Mortality reduction
Sensitivity/Specificity
Survival rate
Resectability

The rate of early stage
Tumor size
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