Truth and falsity of gastric
cancer screening
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Terminology

22 PSS (Cancer) screening

L

i~ 415 Health check-up
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Today’s topics...

« Myths that will not die.

« Outcome of gastric cancer screening in Korea
« Academic guideline vs NCSP

« Screening vs prevention

 Are you happier after screening or health

check-up?



Unique Origin Unigue Future

Issue 1. Two biases and three scenarios

Myths that will not die

0x
EN
jEl
i
10
El
[}
i}
i
10
=
it}
o
M
ot



Cancer screening

« Detect cancers as early as possible
« Treat cancer completely

 Live longer (or forever)

Cost

- Direct

fectivene

- Direct

- Indirect - Indirect



The Great Prostate Mistake

By RICHARD J. ABLIN MARCH 9, 2010

Tucson

EACH year some 30 million American men undergo testing for prostate-
specific antigen, an enzyme made by the prostate. Approved by the Food
and Drug Administration in 1994, the P.S.A. test is the most commonly

used tool for detecting prostate cancer.

« I never dreamed that my discovery four decades ago would lead
to such a profit-driven public health disaster.

« The medical community must confront reality and stop the
inappropriate use of P.S.A. screening.

« Doing so would save billions of dollars and rescue millions of
men from unnecessary, debilitating treatments.

http://www.nytimes.com/2010/03/10/opinion/10Ablin.html?_r=0



Thyroid cancer epidemic - screening and
overdiagnosis
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Lead time bias
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Fig. 1. Conceptual idea of lead-time bias. Note: The diagnosis of disease is made earlier in the screened group, resulting in an apparent increase in the

survival time, although the time of death is the same in both groups.
Source: National Cancer Center of Korea, 2010.

Health Policy (2014) http://dx.doi.org/10.1016/j.healthpol.2014.08.012



Length-time bias

- Cancers detected in the screening program is less aggressive.

Disease progression

Less aggressive disease

Screening t t t t t

Time (years)




Scenario 1: advanced |, early 1

- The total number was not changed.
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Scenario 2: advanced |, early 1 1

- The total number was increased.
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Scenario 3: early 1t 1, advanced —

- The total number was increased.
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For more insights...

In Korea, as elsewhere, the idea that the early
detection of any cancer saves lives had become
an unshakeable belief.

This blind faith in cancer screening is an
example of how ideas about human biol-
ogy and behaviour can persist among peo-
ple — including scientists — even though the
scientific evidence shows the concepts to be
false. “Scientists think they’re too objective to
believe in something as folklore-ish as a myth,’
says Nicholas Spitzer, director of the Kavli
Institute for Brain and Mind at the University
of California, San Diego. Yet they do.

that will not die

False beliefs and wishful thinking about the human experience
are common. They are hurting people — and holding back science.

BY MECAN SCUDELLARI

11997, physicians in southwest Korea  of those diagnosed had their thyroid glands

now
mmon type of cancer diagnosed in
2, but the number of people who die .
from it has remained exactly the same — about H

on of thyroid 1 per 100,000. Even when some physicians in §

00,000 pes Korea realized this, and suggested that thy- -
100,000 1. Two-thirds  roid screening be stopped in 2014, the Korean

Nature. 2015;528:322
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If You Feel O.K., Maybe You Are O.K.

RECOMMEND

Hanover, N.H.
» TWITTER 1
Enlarge This Image  EARLY diagnosis has become one of [ Lnwceom

the most fundamental precepts of
modern medicine. It goes something B SIGNINTO EMAIL
like this: The best way to keep people & rrinT

healthy is to find out if they have (pick

@ REFRINTS
one) heart disease, autism, glaucoma,
diabetes, vascular problems, SHARE
osteoporosis or, of course, cancer — -
early. And the way to find these ICTHEATRES 04 27.2015

conditions early is through screening. | ¢|i.k 1o View

It is a precept that resonates with the

intuition of the general public: obviously it’s better to catch
and deal with problems as soon as possible. A study
published with much fanfare in The New England Journal
of Medicine last week contained what researchers called the

best evidence yet that colonoscopies reduce deaths from

colon cancer.

Recently, however, there have been rumblings within the medical profession that suggest
that the enthusiasm for early diagnosis may be waning. Most prominent are

recommendations against prostate cancer sereening for healthy men and for reducing the -~
4| i | 3

A

We would all be better off if the medical system got a little closer to its
original mission of helping sick patients, and let the healthy people be.



Issue 2.

Outcome of gastric cancer

screening in Korea
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Korean cancer statistics (2014)

| 4

(Unit: %)

Others, 17.3 Others, 17.2
Gallbladder Ovary, 2.3
ete. 25 Gallbladder,
Kidney, 2.8 etc., 2.6
Bladder, 2.8 Incidence cases Pancreas, 2.6

Incidence cases
104,175

112,882

Pancreas,
2.8
Thyroid, 5.5

Cervix uteri, 3.4

Liver, 4.0

' Female

Male
112,882 104,175



Estimated gastric cancer incidence and
mortality in 2012 (Top 20 countries)

Stomach
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M/I ratio was 0.31 in Korea

- Mortality/incidence ratio
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Table 1. Brief History of the National Cancer
Screening Programme in Korea

Year Remarkable features

1996 First term of 10-Year Plan of Cancer Control was
launched.

1999 The National Cancer Screening Programme launched
for stomach, breast, and cervical cancer free-of-charge.
Target population was Medical Aids.

2002 Target population expanded including the lower 20% of
National Health Insurance beneficiaries.

2003 Liver cancer was additionally serviced and the target
population expanded to the lower 30% of National
Health Insurance beneficiaries.

2003 Cancer Control Act, a legal framework for controlling
cancer in Korea, was legislated.

2004 Colon cancer screening was additionally serviced.

2005 Target population expanded to the lower 50% of National
Health Insurance beneficiaries.

Kim. Asian Pac J Cancer Prev. 2011:12:725-30



National gastric cancer screening
prograom (2001-2011)
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Medicine 2015; 94(8):e533



Evaluating effectiveness of NCSP

Cancer Screening
Information

Cancer Incidence

Mortality
outcomes

2002-2012
National Cancer Screening
Program DB
(KNCSP DB)

2002-2011
Korea Central Cancer
Registry DB
(KCCR DB)

2002-2012
Death Certificate Statistics
Korea

'

Examine Cancer Screening
Behaviors

Monitor Performance
Indicators of NCSP

Evaluate Effectiveness of
NCSP

Estimate Benefit and
Harms of NCSP



Gastroenterology 2017;152:1319-1328

Effectiveness of the Korean National Cancer Screening Program ®
in Reducing Gastric Cancer Mortality

Table 1.Association Between Receipt of Gastric Cancer Screening and Cause of Mortality: Number of Pairs and Proportions of the Screened Case Subjects and Matched
Controls, as Well as ORs and 95% Cls Gompared With Never-Screened Individuals

All-cause mortality

GC-specific mortality

All-cause mortality except from GC

Screened, %

Screened, %

Screened, %

Pairs,n Case Control OR 95% CI Pairs, n Case Control OR 95% ClI Pairs,n Case Control OR 95% CI
54,418 25.7 28.9 0.83 0.81-0.85 44,095 24.7 28.8 0.79 0.77-0.81 10,323 29.9 29.4 1.03 0.98-1.08
Year or en ry
2002 31111 26.1 29.4 0.83 0.81-0.86 25,157 25.2 29.3 0.79 0.76-0.81 5954 30.3 295 1.04 0.97-1.11
2003 23,307 251 28.2 0.83 0.80-0.86 18,938 241 28.0 0.79 0.76-0.82 4369 294 293 1.01 0.93-1.09
Sex
Male 37,739 26.7 29.8 0.84 0.82-0.86 29,783 25.4 29.6 0.79 0.77-0.81 7956 314 306 1.05 0.99-1.11
Female 16,679 23.5 26.9 0.81 0.78-0.84 14,312 233 271 0.79 0.75-0.83 2367 246 255 0.95 0.85-1.06
Age group, y
40-44 3396 19.8 241 0.76 0.69-0.84 3100 201 24.4 0.77 0.69-0.85 296 16.6 209 0.74 0.52-1.05
45-49 3324 20.8 27.3 0.6e7 0.61-0.74 2969 20.7 27.4 0.7 0.60-0.74 355 211 271 0.71 0.53-0.94
50-54 5074 24.4 3.8 0.67 0.62-0.72 4309 23.0 31.9 0.81 0.57-0.67 765 323 318 1.02 0.86-1.22
55-59 4510 28.4 35.3 0.70 0.65-0.76 3746 27.6 35.4 0.87 0.61-0.73 764 32.2 348 0.88 0.74-1.05
60-64 9538 31.8 37.0 Q.77 0.73-0.81 7486 30.5 36.8 0.73 0.69-0.77 2052 36.2 arT 0.93 0.84-1.04
65-69 8411 31.4 35.0 0.83 0.79-0.88 6469 30.3 35.1 0.78 0.73-0.83 1942 35.0 345 1.02 0.92-1.14
70-74 10,695 26.9 27.5 0.86 0.82-1.01 8320 26.1 27.5 0.92 0.87-0.97 2375 29.7 276 1.13 1.01-1.25
75-79 5212 20.2 18.6 1.13 1.04-1.22 4230 19.3 18.2 1.08 1.00-1.19 982 24.0 20.2 1.29 1.08-1.55
80-84 3557 12.8 10.5 1.28 1.14-1.44 2908 12.5 10.5 1.23 1.08-1.40 649 14.3 10.3 1.53 1.17-2.01
=B85 701 7.1 4.1 1.82 1.28-2.59 558 7.2 4.2 1.80 1.22-2.67 143 7.0 3.9 1.91 0.87-4.19
Socioeconomic status
NHI, high 16,104 26.4 29.2 0.85 0.82-0.89 12,637 25.7 29.7 0.80 0.76-0.84 3467 28.7 275 1.07 0.98-1.17
NHI, middle 15,656 18.2 21.2 0.80 0.76-0.84 13,098 17.5 209 0.78 0.74-0.82 2558 214 23.0 0.89 0.80-1.00
MNHI, low 18,243 30.0 34.0 0.82 0.79-0.85 14,876 28.6 33.7 0.77 0.74-0.80 3367 36.0 349 1.05 0.97-1.15
MAP 4415 323 339 0.82 0.85-0.99 3484 31.5 33.9 0.88 0.81-0.96 931 35.5 342 1.06 0.91-1.24
Total, 40-74 0.89 0.84-0.94 056 0.52-0.61 <.001 0.87 0.82-0.52 0.53 0.48-0.58 <001 089 0.86-1.14 0.84 (0.68-1.05 252



Gastric cancer reduction

Age 40-74 47%

Gastroenterology 2017



Methods and frequency matters.

1.5 -
= UGI series ® Endoscopy

1.02

Odd ratio (OR)

Once Twice > Three times

» Endoscopy: 81% mortality reduction for > 3 times
« UGIS: 21% mortality reduction for > 3 times
Gastroenterology 2017



By endoscopy, the effect of mortality
reduction remained by 48 months from the
cancer diagnosis to the last screening.

1.5 -
= UGI series  ® Endoscopy

1.09

Odd ratio (OR)
|_\

©
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<11 12~23 24~35 36~47 =48
Time interval (months)

Gastroenterology 2017
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Issue 3.

Academic guideline vs NCSP
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Academic guideline

FOCUSED ISSUE OF THIS MONTH pISSN 1975-8456 / eISSN 2093-5951
J Korean Med Assoc 2015 May; 58(5): 373-384 http://dx.doi.org/10.5124/kma.2015.58.5.373
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HYZF EYA UM O SH L4 YA FT 0l HA HY WO RIS olntchat NS ThEolstal,
A28t olnthet ZSUEtmEH ASp7|LmL *SNICHSD ol st MERIAM Lot ‘ASTHEIR Olnichat LimtStmAl 2117,
0 SlO{RICHS QJSHHS TSI Rt AL MBS Olnjcat Tholstmy, 'ATcHlm QISP SR Linfatmal, *Hacystm
olSohae) Walstmal, *SAHSE olmteys MBSOHIES FNoIsal, NTHSIR olatchat WalstmAl, A HYEE ofnt
That SRS MR NSO, AL Em SISOIEH oolatm A, PIRIME JUME, ST MSHH
Fyolatal TMME AT, CRIURREY ST, VaItiSm olnichst ZSAAEH JREolst IlEtstm ot
That oligtolstml, “ARSHEIR o|aichst SHETSE FHORSR LTS

The Korean guideline for gastric cancer screening

Hyun Ah Park, MD"" - Su Youn Nam, MD*" - Sang Kil Lee, MD? - Sang Gyun Kim, MD* - Ki-Nam Shim, MD® - Sang Min Park, MD® - Sun-
Young Lee, MD’ - Hye Seung Han, MD® - Yong Moon Shin, MD® - Kyoung-Mee Kim, MD" - Kyung-Jae Lee, MD™" - Tae-Yong Lee, MD™-
1l Ju Choi, MD* - Seong Sook Hong, MD™ - Jae Woo Kim, MPH™ - Yoon Jae Lee, PhD™-: Soo Young Kim, MD" - Yeol Kim, MD* - Won-Chul
Lee, MD" - Il Kwun Chung, MD*

'Department of Family Medicine, Seoul Paik Hospital, Inje University College of Medicine, Seoul, “Department of Gastroenterology, Kyungpook
National University Medical Center, Kyungpook National University School of Medicine, Daegu, *Department of Internal Medicine, Severance Hospital,
Yonsei University College of Medicine, Seoul, “Department of Internal Medicine and Liver Research Institute, Seoul National University College of
Medicine, Seoul, “Department of Internal Medicine, Ewha Womans University School of Medicine, Seoul, *Department of Family Medicine, Seoul
National University College of Medicine, Seoul, ‘Department of Internal Medicine, Konkuk University School of Medicine, Seoul, *Department of
Pathology, Konkuk University School of Medicine, Seoul, “Department of Radiology, Asan Medical Center, University of Ulsan College of Medicine,
Seoul, “Department of Pathology and Translational Genomics, Sungkyunkwan University School of Medicine, Seoul, "'Department of Occupational
and Environmental Medicine, Soonchunhyang University Hospital, Soonchunhyang University College of Medicine, Seoul, “Department of Preventive
Medicine, Chungnam National University School of Medicine, Daejeon, "*Center for Gastric Cancer, National Cancer Center, Goyang, “Department of
Radiology, Soonchunhyang University Hospital, Seoul, *National Cancer Control Institute, National Cancer Center, Goyang, “Department of Oriental
Gynecology, CHA Bundang Medical Center, Seongnam, '"Department of Family Medicine, Kangdong Sacred Heart Hospital, Hallym University College
of Medicine, Seoul, "®Department of Preventive Medicine, The Catholic University of Korea College of Medicine, Seoul, *Department of Internal
Medicine, Soonchunhyang University Cheonan Hospital, Soonchunhyang University College of Medicine, Cheonan, Korea



Age and method differs

: e 40-74 years old
Academic Y

« endoscopy

guideline

(optionally gastrography)

NCSP . >40 years old
guideline « endoscopy or gastrography




Old version of NCSP
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Gastric cancer is common in the elderly
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Survival gain by the screening

Gain of survival

Loss of survival



No survival gain after 75 years

Table 1.Association Between Receipt of Gastric Cancer Screening and Cause of Mortality: Number of Pairs and Proportions of the Screened Case Subjects and Matched
Controls, as Well as ORs and 95% Cls Compared With Never-Screened Individuals

All-cause mortality GC-specific mortality All-cause mortality except from GC

Screened, % Screened, % Screened, %

Pairs, n Case Control OR 95% CI Pairs, n Case Control OR 95% ClI Pairs, n Case Control OR 95% CI

Overall 54,418 25.7 28.9 0.83 0.81-0.85 44,095 24.7 28.8 0.79 0.77-0.81 10,323 29.9 294 1.03 0.98-1.08
Year of entry
2002 31,111 26.1 29.4 0.83 0.81-0.86 25,157 25.2 29.3 0.79 0.76-0.81 5954 30.3 29.5 1.04  0.97-1.11
2003 23,307 251 28.2 0.83 0.80-0.86 18,938 241 28.0 0.79 0.76-0.82 4369 294 293 1.01 0.93-1.09
Sex
Male 37,739 26.7 29.8 0.84 0.82-0.86 29,783 254 29.6 079 0.77-0.81 7956 314 306 1.05  0.99-1.11
Female 16,679 23.5 26.9 0.81 0.78-0.84 14,312 23.3 27.1 0.79 0.75-0.83 2367 24.6 255 0.95 0.85-1.06
Age group, y
40-44 3396 19.8 24.1 0.76 0.69-0.84 3100 201 24.4 0.77 0.69-0.85 296 16.6 209 0.74  0.52-1.05
45-49 3324 20.8 27.3 0.67 0.61-0.74 2969 20.7 27.4 0.67 0.60-0.74 355 211 27.1 0.71 0.53-0.94
50-54 5074 24.4 31.8 0.67 0.62-0.72 4309 23.0 31.9 0.61 0.57-0.67 765 323 318 1.02 0.86-1.22
55-59 4510 28.4 35.3 0.70 0.65-0.76 3746 27.6 35.4 0.67 0.61-0.73 764 322 34.8 0.88 0.74-1.05
60-64 9538 31.8 37.0 0.77  0.73-0.81 7486 305 36.8 0.73 0.69-0.77 2052 36.2 377 093 0.84-1.04
65-69 8411 314 35.0 0.83 0.79-0.88 6469 30.3 35.1 0.78 0.73-0.83 1942 35.0 345 1.02  0.82-1.14
(50 50 0 oo_1 0 g220 Q2700 2375 29.7 2786 1.13 1.01-1.25
20.2 1.04-1.22 1.00-1.19 982 24.0 20.2 1.29 1.08-1.55
12.8 . 1.14-1.44 . 1.08-1.40 649 14.3 10.3 1.53 1.17-2.01
71 ! . 1.28-2.59 . . . 1.22-2.67 143 7.0 3.9 1.91 0.87-4.19
] LU0 alll
NHI, high 16,104 26.4 29.2 0.85 0.82-0.89 12,637 25.7 29.7 0.80 0.76-0.84 3467 28.7 27.5 1.07  0.98-1.17
NHI, middle 15,656 18.2 21.2 0.80 0.76-0.84 13,098 17.5 20.9 0.78 0.74-0.82 2558 214 230 0.89 0.80-1.00
NHI, low 18,243 30.0 34.0 0.82 0.79-0.85 14,876 28.6 33.7 0.77 0.74-0.80 3367 36.0 349 1.05 0.97-1.15
MAP 4415 32.3 33.9 0.92 0.85-0.99 3484 315 33.9 0.88 0.81-0.96 931 35.5 34.2 1.06 0.91-1.24
Total, 40-74 0.898 0.84-0.94 0.56 0.52-0.61 <.001 0.87 0.82-092 0.53 0.48-0.58 <.001 0.99 0.86-1.14 0.84 0.68-1.05 252

Gastroenterology 2017



Gastric cancer detected at age

- ESD was recommended but refused to be treated.

+Bx : Stomach, low body, lesser curvature, anterior, biopsy:
TUBULAR ADEMOCARCIMOMA, WELL DIFFERENTIATED
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Screening vs prevention

=X,

10
KH
Ror

ol

=
rk

70



A very famous lie. Is it white?
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Lets prevent cancer by screening.
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Screening is not a prevention.

Screening is just early detection and
prevention of gastric cancer-related death.

In order to prevent gastric cancer,
H. pylori eradication may be the best option.




Why Helicobacter pylori?



Helicobacter pylori in Korea

50%

w1998
m 2005

16-19 20-29 30-39 40-49 50-59 60-69 >70

Yim. Helicobacter 2007



True Helicobacter (-) cancer is rare.

- Rapid urease tests, serology examinations, and histological evaluations.

1833
gastric cancer

Current Past HP-negative
HP infection HP infection Gastric cancer
(1378, 75.2%) (412, 22.5%) (43, 2.3%)

Kwak. J Gastroenterol Hepatol 2014



Hp eradication for the prevention of
metachronous gastric cancer

100 100+
90 Hazard ratio, 0.50 (95% Cl, 0.26-0.94) 90 Hazard ratio, 0.32 (95% Cl, 0.15-0.66)
P=0.03 P=0.002
;\E 80+ g 80+
g 704 g 70+
b ]
< 604 8§ 60
(¥ (v
= B0 < Persistent infection
o P rsistent infectio
2 40- Placebo 2 404
= =S
S | — S "
g 30 g 30
(&) 204 (@] 20
10+ -7 pylori treatment 104 Eradicated Tfecti
radicated infection
0 | T T T T T T T T T T 1 0 I 1 T T T T T T T T T T 1
o 1 2 3 4 5 6 7 & 9 10 11 12 13 o 1 2 3 4 5 6 7 & 9 10 11 12 13
Year Year
No. at Risk No. at Risk
Placebo 202 188 175 158 125 95 67 51 34 25 12 6 1 O Persistent infection 228 211 196 176 137 102 70 51 33 23 13 7 1 0
H. pylori treatment 194 187 175 162 128 96 79 62 44 26 11 9 2 0 Eradicated infection 167 164 154 144 116 89 76 62 45 28 10 8 2 O

Choi I. NEJM 2018



Improvement of atrophy and metaplasia
by Hp eradication

Table 2. Improvement from Baseline in Grade of Atrophy and Intestinal Metaplasia at 3-Year Follow-up, According to Trial Group and H. pylori Status.*
Odds Ratio Odds Ratio
Variable Trial Group (95% Cl) P Value H. pylori Infection Status (95% Cl):i: P Value
H. pylori
Treatment Placebo Eradicated Persistent
(N=162) (N=165) (N=140) (N=187)
no. /total no. (%) no. /total no. (%)
Improvement in grade of
glandular atrophy
Antrum 39/151 (25.8) 30/160 (18.8) 1.51 (0.88-2.59) 0.13 36/132 (27.3) 33/179 (18.4) 1.66 (0.97-2.84) 0.06
Corpus lesser curvature§ 76/157 (48.4) 23/153 (15.0) 5.30 (3.08-9.13) <0.001  69/135 (51.1) 30/175 (17.1) 5.05 (3.01-8.48) <0.001
Corpus greater curvature 38/155 (24.5) 25/158 (15.8) 1.73 (0.98-3.03) 0.06 36/133 (27.1) 27/180 (15.0) 2.10 (1.20-3.68) 0.009
Improvement in grade of
intestinal metaplasia
Antrum 42/160 (26.3) 38/164 (23.2) 1.18 (0.71-1.96) 0.52 39/139 (28.1) 41/185 (22.2) 1.37 (0.83-2.28) 0.22
Corpus lesser curvature 59/161 (36.6) 30/164 (18.3) 2.58 (1.55-4.30) <0.001  55/139 (39.6) 34/186 (18.3) 2.93 (1.77-4.85) <0.001
Corpus greater curvature 14/158 (8.9) 18/161 (11.2) 0.77 (0.37-1.61) 0.49 13/136 (9.6) 19/183 (10.4) 0.91 (0.43-1.92) 0.81

Choi I. NEJM 2018




Expansion of Hp eradication coverage by
Korean government (2018.1.1.)

Full coverage Limited (100/100)

 Peptic ulcer « Adenoma after ESD/EMR

« MALToma « Family history of gastric
cancer

« EGC after ESD/EMR

. TP  Atrophic gastritis

« Patients’ wish : 7|E} XIZ Al
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Issue 5.

Are you happier after

screening or health check-up?
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Hoerr's Law

e It is difficult to make the asymptomatic patient

eel better.

The American Journal of Surgery

VOLUME 103 APRIL 1962 NUMBER FOUR

EDITORIALS

“Hoerr’s Law”

THE surgeon is & man of action. By temperament and by training he
prefers to serve the sick by operating on them, and he inwardly com-
miserates with 2 patient so unfortunate as to have a disease not suited to
surgical treatment. Young surgeons, busy mastering the technicalities of
the art, are particularly alert to seize every legitimate opportunity to prac-
tice technical maneuvers, the more complicated the better.

In an effort to remind my young colleagues, as well as myself, that our
goal as physicians is the betterment of the lot of the patient, I have formu-
jated a ten word statement that | have modestly named Hoerr's Law.

It is difficult to make the asymptomatic patient feel better.

This is not to say that the patient with an asymptomatic cancer will not
be helped by having it skillfuily removed, even though he will feel no better
than he did before the operation. On the other hand, there are patients who
have benign surgically eorrectible conditions of which they are unaware,
But surgeons, old and young, should ponder well the possible benefit to the
asymptomatic patient before they advise an operation for such abnormalities
s a slight bulge in the inguinal area, which may or may not develop into a
significant hernia; a harmless lipoma; minor saphenous varicosities; a small,
nodular goiter; a fibroid uterus; or a silent, solitary gallstone in an aged per-
son. O ion for such conditi on oceasion, may be best, but its advisa-
hility should never be taken as a matter of course.

‘We should always let our judgments and recommendations be guided by
the fact that we operate on patients, not on diseases.

Staniey 0. HOERR, M.D., F.A.C.S.
Department of General Surgery

The Cleveland Clinic Foundation

and The Frank E. Bunis Educational Institute
Cleveland, Obio

Hoerr. Am J Surg 1962:103:411
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Every aspects of the life changed after
that day.




Don’t forget the dark side of the cancer
screening.

PINK FLOYD

DARK SIDE OF THE MOON
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Less may be better than more.



