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Abstract ; [ Purpose | To evaluate the application of lung cancer risk assessment model for Cancer
Screening Program in Urban China. [Methods] The random cluster sampling method was used to
select 93 751 people from the 28 communities in Xuzhou city from January 2014 to December
2018, all subjects underwent questionnaire survey and the risk of lung cancer was assessed. Those
who were assessed as high-risk of lung cancer would receive free clinical screening for lung can-
cer. [Results] The incidence rate of lung cancer in the high risk group (0.42% ,72/17193) was
higher than that in the non-high-risk group(0.17% ,132/76558)(P<0.01). The stratified analysis
showed that the incidence rate of lung cancer in high-risk group of lung cancer was higher than
that in the non-high-risk group both the males and females,those aged<50 and aged =50 years
and the people who did not participate in low dose CT(LDCT) screening(all P<0.01). The sensitivi-
ty of the risk assessment model of lung cancer was 35.29% (72/204) and the specificity was
81.70%(76426/93547). [ Conclusion ] The risk assessment model of lung cancer is of certain effec-
tiveness for Cancer Screening Program in Urban China.
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Table 2 Comparison of the lung cancer incidence between the non-high-risk group and the high-risk group stratified
according to gender,age and participating the LDCT screening[n(%)]

The high-risk group(n=17193)

The non-high-risk group(n=76558)

Group N Lung cancer Others N Lung cancer Others X P
Gender

Male 10842 52(0.48) 10790(99.52) 30263 76(0.25) 30187(99.75)  13.42 <0.01

Female 6351 20(0.31) 6331(99.69) 46295 56(0.12) 46239(99.88)  14.57 <0.01
Age(yars)

<50 3666 6(0.16) 3660(99.84) 17867 5(0.03) 17862(99.97)  10.94 <0.01

=50 13527 66(0.49) 13461(99.51) 58691 127(0.22) 58564(99.78)  30.41 <0.01
LDCT screening

Yes 7845 33(0.42) 7812(99.58) NA NA

No 9348 39(0.42) 9309(99.58) 76558 132(0.18) 76426(99.82)  23.13 <0.01

Note : NA :not available
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