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Abstract

Background: Multiple quality metrics have been recommended to ensure consistent, high-quality execution of screening tests for
breast, cervical, colorectal, and lung cancers. However, minimal data exist evaluating the evidence base supporting these recommen-
dations and the consistency of definitions and concepts included within and between cancer types.

Methods: We performed a systematic review for each cancer type using MEDLINE, Embase, and the Cumulative Index to Nursing and
Allied Health Literature (CINAHL) from 2010 to April 2020 to identify guidelines from screening programs or professional organiza-
tions containing quality metrics for tests used in breast, cervical, colorectal, and lung cancer screening. We abstracted metrics’ defini-
tions, target performance levels, and related supporting evidence for test completeness, adequacy (sufficient visualization or collec-
tion), accuracy, and safety.

Results: We identified 11 relevant guidelines with 20 suggested quality metrics for breast cancer, 5 guidelines with 9 metrics for cer-
vical cancer, 13 guidelines with 18 metrics for colorectal cancer (CRC), and 3 guidelines with 7 metrics for lung cancer. These included
54 metrics related to adequacy (n¼ 6), test completeness (n¼ 3), accuracy (n¼ 33), and safety (n¼ 12). Target performance levels were
defined for 30 metrics (56%). Ten (19%) were supported by evidence, all from breast and CRC, with no evidence cited to support met-
rics from cervical and lung cancer screening.

Conclusions: Considerably more guideline-recommended test performance metrics exist for breast and CRC screening than cervical
or lung cancer. The domains covered are inconsistent among cancers, and few targets are supported by evidence. Clearer evidence-
based domains and targets are needed for test performance metrics.

Registration: PROSPERO 2020 CRD42020179139

Cancer is a leading cause of morbidity and mortality in the
United States and around the world (1). Population screening for
asymptomatic cancer precursors and early stage breast, cervical,
colorectal, and lung cancers can reduce the incidence of cervical
cancer, colorectal cancer (CRC), and mortality from these 4 can-
cers. However, cancer screening also has potential harms (2),
such as complications from procedures, anxiety from unneces-
sary additional testing, and overdiagnosis and resultant over-
treatment (3). To maximize benefit and minimize harm,

screening tests must be consistently performed using
high-quality methods. Test performance quality metrics provide
a potential means to monitor whether providers and programs
meet defined targets and inform interventions to improve out-
comes (4,5).

Quality metrics for cancer screening tests provide several
opportunities: aspirational targets for individual programs, feed-
back to providers performing tests, criteria for competency and
certification, and comparisons between different settings.
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Comparing quality metrics among population subgroups can
reveal variation in screening effectiveness, including racial dis-
parities (6). Useful quality metrics should provide valid and reli-
able measurements, be associated with meaningful outcomes, be
feasible to implement, and at least partially explain unwarranted
variations in clinical outcomes (7). Outcomes associated with the
quality metric should either be meaningful (eg, serious injury or
missed cancer) or, if the outcome is of lower impact (eg, needing
to repeat an incomplete exam), potentially affect a substantial
proportion of individuals screened (7). If the metric reflects a
process outcome (eg, adequate bowel cleansing prior to colono-
scopy), that process itself should be strongly associated with
important outcomes (eg, cancer detection) and a suitable target
for interventions.

Despite the widespread use of cancer screening tests and a
plethora of guidelines, little work has been done to examine
whether test performance quality metrics recommended in exist-
ing guidelines are evidence based and consistently defined and
used across cancer types. Quality measurement and reporting
place substantial burdens on providers and health-care systems
(8). It is important that metrics have demonstrated benefit to
support widespread implementation. Comparable metrics across
cancer types allow a more consistent conceptualization of met-
rics, ability to identify gaps in what is measured across organ
types, and comparisons among organ types for screening pro-
grams implementing multiple screening tests (9). This permits
next-steps improvements and evaluation of the relative value of
such improvements (10).

We conducted a systematic review to 1) identify test perform-
ance metrics recommended by professional organizations or gov-
ernmental organizations for breast, cervical, colon, and lung
cancer screening; 2) evaluate conceptual similarities and differ-
ences in test performance metrics across cancer types; and 3)
describe levels of evidence that current guidelines utilize to sup-
port the implementation of test performance metrics. Screening
includes specific tests (eg, colonoscopy) and processes (eg, con-
sent, management of positive tests, treatment); the current eval-
uation focuses on test performance, defined as the technical
completion of screening tests. The quality domains evaluated
were created through evaluation of reported quality measures,
recommended domains from the Institute of Medicine (11), and
the Population-based Research to Optimize the Screening Process
consortium’s quality measures working group, which included
subject matter clinical and epidemiologic experts in breast, cervi-
cal, colorectal, and lung cancer screening.

Methods
Data sources and search strategy
This systematic review followed the Preferred Reporting Items for
Systematic reviews and Meta-Analyses guidelines (registered in
PROSPERO 2020 CRD42020179139). We developed search strat-
egies with a research librarian for Ovid MEDLINE, the Cumulative
Index to Nursing and Allied Health Literature (CINAHL), and
Embase (Ovid) databases, using a combination of subject terms
and keywords for each of the 4 cancer types: cancer type, quality
metrics, and screening tests. These keywords were combined in
searches using “AND” to ensure inclusion of all 3 concepts. The
search was restricted to literature published in the English lan-
guage from January 1, 2010, to April 6, 2020. The full search strat-
egy is available in the Supplementary Methods (available online).
Additionally, we conducted a grey literature search of bibliogra-
phies of included articles, websites of screening organizations,

and recommendation documents from professional societies and
governmental organizations for each cancer type.

Study selection and eligibility criteria
Articles identified from the search were imported into an elec-
tronic database (EndNote X7.8) and systematic review manage-
ment software (Covidence). Two authors independently reviewed
each title and abstract for eligibility for full-text review (breast:
KS, JH, and BG; cervical: AK and JCr; colorectal: MS, KS, and KO;
and lung: AV and DR). Discordant review results were resolved by
consensus between the 2 reviewers, with input from KS if needed.
Full-text articles of eligible abstracts were retrieved and also
independently reviewed for inclusion.

Our evaluation addressed quality metrics related to the tech-
nical completion of screening tests (ie, test performance). Articles
reporting cancer screening test performance quality metrics for
early detection of cancer or detection of precancer in average-
risk, asymptomatic adults were included. We included guidelines
from screening programs and professional organizations so as to
emphasize consensus guidelines but not the recommendations
of individuals. Each quality metric was classified within 1 of 4
domains: completeness of the test (ie, complete imaging or sam-
pling of the target organ, such as imaging of the entire breast on
mammography or visualization of the entire colon to the cecum
during colonoscopy); adequacy of the examination (ie, sufficient
material or visualization for a high-quality exam, such as quality
of bowel preparation at colonoscopy, image quality for computer-
ized tomography of the lung, or sufficient material from cervical
sampling for Pap tests to allow cytologist interpretation); accu-
racy (performance characteristics such as sensitivity, specificity,
false positives, etc.); and safety (ie, potential harms). We excluded
guidelines primarily intended to standardize the reporting of test
results, such as the American College of Radiology Breast
Imaging Reporting and Data System Atlas (12). If multiple publi-
cations existed from the same recommendation body, the most
recent or most complete document was used. We excluded con-
ference abstracts, publications prior to 2010, and publications
that did not develop and/or report their own quality indicators
(ie, those that referred to another guideline document) or did not
define quality indicators. Full descriptions of the inclusion and
exclusion criteria are provided in Supplementary Materials (avail-
able online).

Data abstraction
Three authors (KS, MS, EL) abstracted information on guideline
identifiers, such as issuing body, year of publication, professional
organization or society (if applicable), country of publication,
conflicts of interest, funding sources if present, and quality met-
rics described. All test performance metrics were included from
the identified guidelines; guidelines with no relevant metrics
were excluded. For each quality metric, information was col-
lected regarding the numerator and denominator definitions as
well as the described level of evidence cited, if any, to support the
metric. Reference standards with their inclusion and exclusion
criteria were noted, when applicable. A second author out of the
three (KS, MS, and EL) then reviewed abstracted data, and dis-
crepancies were flagged for review and discussion using source
documentation and consensus.

Data synthesis and analysis
For each organ type, we summarized the total number of
included guidelines, the number of organizations publishing
included guidelines, number of guidelines reporting each metric,
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and each metric’s level of supporting evidence. Metrics were clas-
sified according to quality domain (ie, completeness, adequacy,
accuracy, and safety) and number of guidelines in which they
appeared.

Results
The database searches identified 9412 individual records from
which review provided 288 relevant full texts for further evalua-
tion by topic matter specialists (Figure 1). The main reasons for

excluding full texts were that they did not provide definitions of
test performance metrics, referenced other primary guideline
documents rather than presenting quality metrics, or were devel-
oped by individual authors and not a screening program or pro-

fessional organization. We emphasized screening programs and
professional organizations to find consensus guidelines and not
individual opinions. After the addition of 9 articles from the grey
literature search (described above), 39 unique articles were

retained from 33 organizations of which 11 were for breast can-
cer, 5 for cervical cancer, 14 for CRC, and 3 for lung cancer.
Eighteen organizations were from Europe, 10 from North
America, 4 from Asia, and 1 was multinational. Of 33 guidelines,

8 were from 2019 or later. We identified 54 individual metrics of
which 20 were for breast cancer, 9 for cervical cancer, 18 for CRC,
and 7 for lung cancer. Overall, 19% (n¼ 10) of all reported test
performance quality metrics were accompanied by cited evidence

beyond expert opinion, including 5 for breast cancer screening
and 5 for CRC screening; cervical and lung cancer screening
lacked cited supporting evidence for the listed quality metrics.

Breast cancer screening
Eleven guidelines recommended the use of 20 different test per-
formance quality metrics for breast cancer screening of which 2
addressed test adequacy, 15 addressed test accuracy, and 3

addressed test safety (Table 1; Supplementary Table 1, available
online). The 5 most frequently reported metrics, all of which
measure test accuracy, were the recall rate (11 of 11 guidelines),
defined as the proportion of mammograms read as requiring

repeat or further assessment, and cancer detection rate (10 of 11

guidelines), defined as the number of cancers detected per 1000
women screened, followed by cancer size, interval cancer rate,
and the positive predictive value of positive mammograms (all in
7 of 11 guidelines). Of 20 metrics, 5 were referenced as supported
by evidence beyond expert opinion in at least 1 guideline. For
instance, the recall or call-rate targets are supported by observa-
tional studies demonstrating upper limits above which additional
positive tests cause more harm than benefit (13). Metrics measur-
ing outcomes of direct importance to patients, such as the inter-
val cancer rate, were supported by data from multiple programs
demonstrating the feasibility of interval cancer rates below a tar-
get performance level. Target performance levels were provided
for 13 of 20 metrics, most often with acceptable and desirable lev-
els of performance.

Cervical cancer screening
Five guidelines recommended 9 test performance quality metrics
for cervical cancer screening of which 7 addressed test accuracy
and 2 addressed test adequacy (Table 2; Supplementary Table 2,
available online). Of 5 guidelines, 4 included specimen adequacy
(either as the portion of all tests judged to be adequate or criteria
for individual tests), and 3 of 5 included the positive predictive
value of abnormal screening results and the precancer detection
rate. No guidelines provided evidence to support the recom-
mended test performance metrics, and 3 of 9 metrics had target
performance levels, though these also lacked citations for an evi-
dence base.

Colorectal cancer screening
Fourteen organizations recommended 18 test performance qual-
ity metrics for CRC screening of which 2 addressed test adequacy,
3 test completeness, 8 test accuracy, and 5 test safety (Table 3;
Supplementary Table 3, available online). The 3 most frequently
recommended metrics, all measuring colonoscopy performance,
were the cecal intubation rate (11 of 14 guidelines), adenoma
detection rate (10 of 14 guidelines), and scope withdrawal time (7
of 14 guidelines). The inadequacy rate, defined as the proportion
of fecal occult blood tests that cannot be processed and therefore
needs to be repeated, was the most frequently recommended
metric for fecal occult blood test quality (6 of 14 guidelines). Five

Figure 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram to identify articles with test performance quality
metrics. Titles and abstracts were identified using search strategies for breast, cervical, colorectal, and lung cancer screening. CINAHL ¼ Cumulative
Index to Nursing and Allied Health Literature.
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metrics were supported by observational studies demonstrating a

benefit to better performance. For instance, higher adenoma

detection rates were associated with reduced postcolonoscopy

cancer rates, and longer withdrawal times and better bowel prep-

aration were linked to higher adenoma detection rates. Target

performance levels were provided for 14 of 18 metrics.

Lung cancer screening
Three organizations recommended 7 test performance quality

metrics for lung cancer screening of which 6 came from 1 organi-

zation (14) (Table 4; Supplementary Table 4, available online).

Three of these metrics relate to test adequacy and 4 to test safety.

The most frequently reported metric was radiation dose from

low-dose computed tomography (LDCT) (a reflection of test

safety), appearing in 3 of 4 guidelines. No guidelines provided

specific evidence to support the recommended metrics for LDCT

test performance, and only 1 of 7 recommended a target level.

Discussion
This systematic review of test performance quality metrics for 4
cancer screening processes revealed multiple guideline-
recommended quality metrics for breast and CRC screening and
relatively few for cervical and lung cancer screening. Only a
minority of the recommended metrics were supported by evi-
dence. More than half of recommended metrics measured test
accuracy at the level of individual providers or entire programs,
with fewer metrics measuring safety, adequacy, and test com-
pleteness. The types of metrics used varied considerably between
cancer types. When provided, the evidence to support quality
metrics and target performance thresholds was derived from
either demonstration of associations between test performance
variation and cancer outcomes or attainable performance levels
from high-quality screening programs.

The current study compares existing test performance quality
metrics within and across organ types; the higher number of
evidence-based metrics for breast and CRC screening reveals

Table 1. Twenty test performance quality metrics for mammographic breast cancer screening from 11 organizations

Quality domain
(number per category) Metric (number of organizations): definition Target level of performance

Completeness (n¼0)
Adequacy (n¼2) Technical repeats and recalls (2 organizations): % exams requir-

ing repeat because the first image is inadequate (37,38)
AL <2% or 3%; DL <1% (37,38)

Image quality (1 organization): thickness measured using a test
object (37)

Varies by test object. For 1 mm test object, AL
<0.091 mm (37)

Accuracy (n¼15) **Recall rate (11 organizations): % Breast Imaging Reporting and
Data System (BI-RADS) 0, 4, or 5 recalled for further assess-
ment per persons screened (13,29,37-45)

Prevalent: AL <10%; DL <7 %; incident: AL
<7%; DL <5% (13,37,38,40); or range �5% to
�14% (44)

**Cancer detection rate (10 organizations): number of (invasive)
cancers per 1000 screened (13,29,37-39,41-45)

Prevalent: >5 per 1000; incident: >2.4 (38) or
>3 per 1000 (13,44)b

Cancer size (7 organizations): invasive cancers �10 mm or
15 mm as % of all invasive cancers (13,29,37,38,40,42,44)

�25% cancers �10 mm; �50% cancers �15 mm
(13,37,40)

**Interval cancer rate (7 organizations): interval cancers per
1000 screened (13,29,37-40,42)

<0.75 per 1000 at 0-12 mo; <1.25 per 1000 at
12-24 mo (13,38)

**Positive predictive value (7 organizations): % cancers per posi-
tive mammograms (13,38,39,41,43-45)

Prevalent: �5%; incident: �6% (13); or range
�3% to �8% (44)

**Program sensitivity (6 organizations): screen detected cancers
per all cancers detected before next scheduled exam (1 to 2 y)
(13,29,39,40,42,43,45)

>70% at 12 mo; >50% from 12 to 24 mo (40)

Localized cancers (6 organizations): node-negative cancers per
screen-detected cancers (13,29,37,39,40,44)

Prevalent: >70%; incident: >75% (13,40)c

DCIS (5 organizations): % DCIS/cancers (13,38-40) 10%-20% (38,40)
Program specificity (3 organizations): % women without cancer

detected before the next scheduled exam who had a normal
mammography (39,42,45)

False-negative rate (2 organizations): false negative per 1000
screens (43,45)

Early recall (2 organizations): % recalled at interval shorter than
normal (37,38)

<1% (37,38)

False-positive recall rate (1 organization): recalls not followed
by cancer per 1000 screened (39)

Stage �II cancers (1 organization): stage �II cancers per screen-
detected cancers (39)

Third reading (1 organization): % exams needing third reading/
all screens (39)

Consistency in diagnosis (1 organization): diagnosis consistency
(38)

Kappa >0.8 (38)

Safety (n¼3) Benign open biopsy or surgery rate (4 organizations): benign
biopsies or surgeries per 1000 screens (13,29,37,38,40)

Prevalent: <3.6 per 1000; incident: <2.0 per
1000 (37)

Radiation dose: for a standard mammogram (37,40) <2.0 or <2.5 mGy (37,40)
Mastectomy rate (1 organization): women with mastectomy per

1000 screened (29)

a Metrics preceded by ** cited supporting evidence beyond expert opinion. Complete abstracted data are available in Supplementary Table 1 (available online).
AL ¼ acceptable level; DL ¼ desirable level; DCIS ¼ ductal carcinoma in situ.

b Alternatively the age-standardized cancer ratios for invasive cancers: >1.0 per 1000 (37).
c Alternative target: >50% in situ or stage I (44).
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potential gaps for lung and cervical cancers. Lung cancer screen-
ing with LDCT has been implemented more recently; thus, there
are fewer large-scale, organized programs to collect test perform-
ance data, likely explaining the fewer metrics for LDCT.
Moreover, relative to the other 3 organ-specific cancer screening
services, currently no National Committee for Quality Assurance
or Healthcare Effectiveness Data and Information Set reporting
measures exist for lung cancer screening (15). Although cervical
cancer testing was first recommended nearly 70 years ago, only 9
quality metrics were identified. The Bethesda System for
Reporting Cervical Cytology provides minimum benchmarks for
test adequacy; these were included in Table 2 of the current pub-
lication even if the Bethesda System does not fully address other
standards such as accuracy and safety nor, as a system mainly
aimed at reporting, does it focus on specimen collection methods
for minimizing the proportion of tests that are inadequate, which
is typically the primary focus of quality metrics aimed at
adequacy (13). Further, the proportion of specimens that are
inadequate has been inconsistently linked to higher rates of neo-
plasia in studies now performed more than 20 years ago (16,17).
These studies were not cited by guidelines to support the use of
the quality metric. The lack of subsequent studies may be
because cervical cancer screening is a simple, relatively noninva-
sive, and well-established practice; although screening indica-
tions and intervals have changed frequently, test performance
has remained fairly stable (18). With the widespread adoption of
commercially available human papillomavirus tests, some of the
work of monitoring cervical cancer screening test performance
has been assumed by commercial entities and the Food and Drug
Administration. The Food and Drug Administration rigorously
assesses the reproducibility and performance of all tests before
approval and requires ongoing quality assurance. The relatively
minor harms associated with cervical cancer screening (discom-
fort or bleeding), coupled with its remarkable success in reducing
cervical cancer incidence and mortality, may have resulted in

less attention to quality measurement in test performance (19).

However, data from 427 clinics in New Mexico demonstrated a

greater than twofold difference in screening positivity rate

between clinics at the 25th and 75th percentile of volume

(approximately 55 to 115 of 1000 cytology smears read as abnor-

mal)—far greater than observed between clinics performing

breast cancer and CRC screening (20). It is not known whether

those differences are driven by underlying population risk vs

unwarranted variations in care with potential clinical impact,

positive or negative. Documenting variation is a key first step for

establishing metrics, which may improve consistency and effec-

tiveness (21).
Measuring and reporting some quality metrics may be more

useful for some cancer types or screening tests than others; for

example, lung LDCTs are more than 99% complete (the entire

lung is visualized) and adequate (eg, the quality of the image is

sufficient); this suggests routinely measuring and reporting qual-

ity metrics in this domain may be of low value, provided exces-

sive radiation doses are not being used to give such high rates of

adequate studies (22). Identified test accuracy metrics were more

similar across cancers than measures of adequacy, complete-

ness, and safety. Figure 2 provides a conceptual overview of test

performance metrics. An important difference between CRC

screening tests and others is that there has been relatively less

emphasis on false-positive colonoscopies (ie, a colonoscopy with

biopsy or reporting of a clinically insignificant lesion). This differ-

ence is likely because until now there has been no upper limit for

adenoma detection rate above which additional detection is

harmful, nor a consensus definition of overdiagnosis (23).

Conversely, breast cancer screening aims for a balance between

increasing the cancer detection rate (cancers per 1000 women

participating) and decreasing the recall rate (proportion of mam-

mograms read as requiring further assessment); although

increasing the recall rate reduces interval cancers, there appears

Table 2. Nine test performance quality metrics for cervical cancer screening from 5 organizationsa

Category (number per category) Metric (number of organizations): definition Target level of performance

Completeness (n¼0)
Adequacy (n¼2) Specimen adequacy (3 organizations): % of specimens deemed

inadequate or unsatisfactory (46-48)
0.5%-2% of tests inadequate (48)

Individual specimen adequacy (1 organization): specimens should
have �5000 squamous cells, with �75% of squamous cells
obscured to be considered adequate, provided no abnormal cells
are identified (36)

Accuracy (n¼7) Positive predictive value of abnormal screening results (3 organiza-
tions): % of abnormal results with histologically confirmed CINþ
(defined as CIN2 or more severe) (46,47,49)

Precancer detection rate (3 organizations): number of detected pre-
cancerous lesions per 1000 women screened (46,48,49)

Interval cancers (2 organizations): % cancer diagnosed between 0.5
and 3 years after a negative cytology test (48,49)

Sensitivity (1 organization): % first cytology examination read as
abnormal/first read abnormal and/or abnormals identified at
rapid review (47)

>90% for all abnormalities; >95%
for high-grade abnormalities (47)

Cytology–histology agreement (1 organization): % of high-grade
cytology tests with an abnormal histological outcome (48)

�65% (48)

Early stage cancers (1 organization): % of cancers detected at stage
I per total cancers detected (48)

Test specificity (1 organization): % screened women not referred for
colposcopy/screened women without histologically confirmed
CINþ (49)

Safety (n¼0)

a Quality metrics apply to cytology-based and human papillomavirus–based screening, unless specified. No metrics cited evidence beyond expert opinion.
Targets are provided when available. Full extraction is available in Supplementary Table 2 (available online). CIN ¼ cervical intraepithelial neoplasia.
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to be a ceiling above which a higher recall rate is primarily linked
to false-positives and overdiagnosis (24).

Which test accuracy domains will be most important to the
balance of risks and benefits of lung cancer screening remains to
be determined. A recent initiative of the National Lung Cancer
Roundtable has identified quality indicators for lung cancer
screening. However, those reaching consensus were process indi-
cators (ie, screening rates and follow-up time) and not test per-
formance indicators. The proportion of nonsurgical and surgical
biopsies with benign results (false-positive rate) and the propor-
tion of stage I cancers were identified as highly relevant but even-
tually not retained because important data were not available at
the time in the American College of Radiology Lung Cancer
Screening Registry (25). No guidelines recommend reporting the
proportion of true-negatives or negative predictive value
(Figure 2), possibly because it would take several years of cancer-
free follow-up to demonstrate true-negative status.

Quality metrics may require substantial provider and health
system effort to measure and to modify, yet few of the quality
metrics identified cited supporting evidence for their use. Ideally,
readily measurable test performance metrics linked to outcomes

of importance should be accurately measured and available for
all screening tests. Conversely, quality metrics without a demon-
strated impact or utility could be discarded. An example of a suc-
cessfully developed, readily available, validated, and
implemented quality metric is the adenoma detection rate for
screening colonoscopy. This measures, at the level of individual
providers, the percentage of screening exams that detect at least
1 precancerous (ie, adenomatous) polyp. For example, if a pro-
vider performs screening colonoscopies for 100 patients, and 35
of these exams detect at least 1 adenoma, the provider’s
adenoma detection rate is 35%. Each 1% decrease in adenoma
detection rate has been associated with a 3%-4% increase in post-
colonoscopy cancer risk and with increases in risk of cancer-
related mortality (26). It can be calculated regularly for individual
providers, and training interventions can lead to improvements
in the detection rate that are associated, in turn, with improve-
ments in patient outcomes (27). Improvements in some other
CRC screening metrics, such as exam completeness (cecal intu-
bation rate) and adequacy (bowel preparation), are also associ-
ated with increases in adenoma detection and postcolonoscopy
CRCs. Such evidence is sorely lacking not only for cervical and

Table 3. Eighteen test performance quality metrics stool- or colonoscopy-based colorectal cancer (CRC) screening from 14
organizations. Thirteen metrics are for colonoscopy-performance alone, 3 for stool testing-performance alone, and 2 for either type of
screeninga

Category (number
per category)

Metric (number of organizations): definition Target level of performance

Complete-ness
(n¼3)

**Cecal intubation rate (11 organizations): % of colonoscopies with photo
taken of cecum (50-60)

AL >90%; DL �95% (50-56,58,59); or AL
�92%; DL �97% (51)

**Scope withdrawal time (8 organizations): average time (min) to with-
draw colonoscope when outcome is normal (51,53,55-59,61)

AL �6 min (51,53,55-58); DL �10 min (51)

Polyp removal/retrieval (4 organizations): % polyps sent for pathology
per all polyps (51,53,54,56)

AL >90% polyps (51,53,56); DL >95% (51)

Adequacy (n¼2) **Adequate bowel preparation (6 organizations): % adequate per all
screening colonoscopies (53,54,56,57,59,61)

�85% (57,58) or >90% (53,54,56) of exams

FOBT inadequacy rate (6 organizations): % inadequate FOBT per persons
tested (50,52,54,60,62,63)

AL <3% (50) or <5% (63); DL <1% (50,52)

Accuracy (n¼8) **Adenoma detection rate (10 organizations): number with adenomas/
screening colonoscopies (50,51,53-56,59,60,62,63)

�15% (56), �20% (53,55), or �25% (58,59)b

High-grade neoplasia reported (1 organization): % of biopsies with high-
grade neoplasia (50)

<5% screening colonoscopies; <10% after
positive FOBT (50)

Postcolonoscopy CRC rate (1 organization): % of all CRCs diagnosed after
a negative colonoscopy (56)

<5% at 3-year follow-up after colonoscopy
(56)

Polyp detection rate (1 organization): number with polyps per screening
colonoscopies (62)

FOBT positivity rate (4 organizations): % positive FOBT per tested popula-
tion (52,54,62,63)

Prevalence round: AL <6%; DL <5% (52)

FOBT positive predictive value (1 organization): % positive fecal tests
with an advanced adenoma or CRC (52)

>50% for FIT; >25% (52) or >35% for gFOBT
(63)

Cancer detection rate (4 organizations): screen detected cancers per
number of people screened (52,54,62,63)

AL >2 per 1000; DL >2.5 per 1000 (52,63)

CRC stage distribution (3 organizations): % CRC diagnosed at stage III-IV
(or the inverse) (52,54,63)

AL <30%; DL <20% (52)

Safety (n¼5) **Rate of perforation (4 organizations): % endoscopies with perforation
(53,55,56,58,59)

<1 per 1000 (55,58,59)

**Postpolypectomy bleeding rate (4 organizations): % colonoscopies with
clinically significant bleeding postpolypectomy (53,55,56,58,59)

<1 per 100 (58,59); <1 per 200 (55)

Adverse or unplanned events after colonoscopy (4 organizations): % colo-
noscopies with adverse event within 30 days (53,54,58,61)

Mortality (1 organization): 30-day all-cause and colonoscopy-related
mortality/tested population (62)

Comfort score (1 organization): % colonoscopies with moderate-severe
patient discomfort (53)

a Metrics preceded by ** cited evidence beyond expert opinion in at least 1 guideline. Targets are provided when available. Full extraction is available in
Supplementary Table 3 (available online).

b Adenoma detection rate of �40% recommended after a positive FIT (51,55). AL ¼ acceptable limit; CRC ¼ colorectal cancer; DL ¼ desirable limit; FIT ¼ fecal
immunochemical test; FOBT ¼ fecal occult blood tests (guaiac [gFOBT] and immunochemical).
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lung cancer screening metrics but also for some widely used met-

rics for breast cancer. Large databases with diverse populations

and screening centers, large numbers of detailed screening test

reports, and comprehensive tracking of participant outcomes

such as cancer incidence and mortality could provide an oppor-

tunity to strengthen research in this area (28). Interventional

studies are also needed to demonstrate the ability to improve

performance on quality metrics; some metrics may be intuitively

important (eg, mortality rate of screening-related procedures),

without being feasible targets for improvement.
Previous research has attempted to describe and prioritize

quality metrics, primarily for individual cancer screening tests

(29). To our knowledge, this study is the first effort to comprehen-

sively identify all available screening test quality metrics across

the 4 cancers for which screening is recommended in the United

States. A prior Delphi consensus process with experts in breast,

cervical, and colorectal cancers identified 10 conceptual meas-

ures for screening test quality, including 5 outcomes for poten-

tially setting targets related to test performance: interval cancer

rate, detection rate, cancer incidence, cause-specific mortality,

and distribution of cancers by mode of detection (30). Quality

measures ideally would include those amenable to rapid feed-

back to individual performing clinicians and long-term measures,

such as cancer rates, for informing broader decisions about

population-based screening programs. However, most existing

measures require substantial passage of time to measure, linkage

to a cancer registry, and reporting at the program level, as

opposed to feedback to individual clinicians. Performance met-

rics requiring linkage to cancer outcomes and with very low inci-

dence, such as colonoscopy-related mortality, are inherently

more challenging to meaningfully implement. Ideally, quality

metrics should be practical to measure and usable for monitoring

screening quality and/or to improve care—ideally in as close to

real-time as possible, such as the demonstration of associations

between the recall rate for mammography and postscreening

cancer rates (31). For example, individual radiologists, provided

they read more than 2700 mammograms per year, can receive

robust estimates of their performance as compared with estab-

lished benchmarks, though implementation in the United States
remains incomplete (32). If done properly and not overused, audit

Table 4. Seven test performance quality metrics for low-dose computed tomography (LDCT) lung cancer screening from 3
organizationsa

Category (number per category) Metric (number of organizations): definition Target level of performance

Completeness (n¼0)
Adequacy (n¼0)
Accuracy (n¼3) Early reassessment index (1 organization): % screens requiring any addi-

tional test or referral prior to the next routinely scheduled screen (14)
Positive predictive value (1 organization): % diagnosed with lung cancer

among those requiring early reassessment (14)
Cancer detection rate (1 organization): cancers per 1000 in program or

among 1000 biopsied (14)
Safety (n¼4) Radiation dose (2 organization): effective dose (64,65) 1-3 milli-sieverts (64,65)

Invasive procedure rate (1 organization): % participants who undergo an
invasive procedure (14)

Nonmalignant surgical biopsy or resection rate (1 organization): number
of surgical lung biopsies or resections with a nonmalignant result per
1000 screens (14)

30-day mortality rate after surgical procedure (1 organization): % who
died within 30 days among participants who underwent a surgical pro-
cedure (14)

a Definitions regroup common points from the listed articles. No metrics cited evidence beyond expert opinion. Targets are provided when available. Full
extraction is available in Supplementary Table 4 (available online)

Figure 2. Objectives of high-quality screening and corresponding test performance quality metrics. Metrics in brackets without specified organ types
are not currently suggested in included guidelines. BCa ¼ breast cancer; CCa ¼ cervical cancer; CRC ¼ colorectal cancer; LCa ¼ lung cancer.
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and feedback of health professionals can dramatically improve
care (33). Conversely, measuring and tracking quality metrics
require important resources (34); thus, they should predict
important outcomes and ideally inform modifiable changes so
that “the aim should be to measure only what matters, and
mainly for learning” (35). Further research is urgently needed to
better prioritize between metrics.

Strengths of this review include the comprehensive searches
performed simultaneously across multiple cancers, efforts to
search the grey literature, and the participation of topic experts
in all included cancer types. There are also some weaknesses. We
may have underascertained the evidence available to support the
included quality metrics as we assumed that guidelines would
cite available evidence supporting the metric. Quality metrics for
screening programs are sometimes published uniquely in the
local language, such that some from non-English guidelines may
have been missed. Most quality metrics came from organized
national screening programs and may not be generalizable to the
US context of primarily opportunistic screening. Finally, some
relevant guidelines may have been published prior to 2010 and
thus missed by our database search. However, we searched bib-
liographies of included literature and the grey literature; presum-
ably these guidelines, if still used, would have been cited by more
recent literature. We included some guidance documents, such
as the Bethesda System, that primarily standardized the report-
ing of test results, for their relevant sections that addressed con-
cepts regarding specimen adequacy (36).

In conclusion, in this comprehensive, cross-cancer, systematic
evaluation of quality metrics for cancer screening test perform-
ance, we identified substantial gaps in the existence of quality
metrics, notably for cervical and lung cancers, in the evidence
available to support use of existing metrics for performance mon-
itoring and quality improvement, and in conceptual consistency
of quality domains across cancer types. Further work is needed to
determine which test performance quality domains can best be
used to monitor and improve cancer screening and which exist-
ing performance metrics can be safely discarded.

Data availability
All collected data are available upon request.

Author contributions
V. Paul Doria-Rose, DVM PhD (Funding acquisition; Writing—
review & editing); Katharine A. Rendle, PhD MSW MPH (Funding
acquisition; Writing—review & editing); Jennifer M. Croswell, MD
MPH (Funding acquisition; Investigation; Methodology; Writing—
review & editing); Kabiru Ohikere, MD MHA (Investigation); John
Inadomi, MD (Funding acquisition; Writing—review & editing);
Douglas A. Corley, MD PhD (Conceptualization; Funding acquisi-
tion; Investigation; Methodology; Resources; Supervision;
Writing—original draft; Writing—review & editing); Jessica
Chubak, PhD (Funding acquisition; Methodology; Writing—review
& editing); Jennifer Elston Lafata, PhD (Funding acquisition;
Writing—review & editing); Emma Levine, MD (Investigation;
Writing—review & editing); Aruna Kamineni, PhD MPH (Funding
acquisition; Investigation; Methodology; Writing—review & edit-
ing); Kevin Selby, MD MAS (Conceptualization; Investigation;
Methodology; Writing—original draft; Writing—review & editing);
Mai Sedki, MD MPH (Investigation; Writing—original draft;
Writing—review & editing); Jennifer S. Haas, MD MSPH (Funding
acquisition; Investigation; Methodology; Writing—review &

editing); Debra P. Ritzwoller, PhD (Funding acquisition;

Investigation; Methodology; Writing—review & editing); Beverly

B. Green, MD MPH (Funding acquisition; Investigation;

Methodology; Writing—review & editing); Anil Vachani, MD MS

(Funding acquisition; Investigation; Methodology; Writing—

review & editing).

Funding
This work was supported by the National Cancer Institute at the

National Institutes of Health (UM1CA222035 to Chubak, Corley,

Halm, Kamineni, Schottinger, and Skinner; UM1CA229140 to

Haas, Kamineni, and Tiro; UM1CA221939 to Ritzwoller and

Vachani).

Conflicts of interest
Katharine Rendle reports grant funding from Pfizer and

AstraZeneca (outside this work) and paid scientific advisory from

Merck (outside this work). Debra Ritzwoller reports grant funding

from Pfizer, outside of this work, paid to her institution. The other

authors have no relevant conflicts of interest to disclose.

Acknowledgements
The authors thank Thomas Brauchli, research librarian at the

Center for Primary Care and Public Health (Unisant�e). We thank

the participating Population-based Research to Optimize the

Screening Process (PROSPR II) Centers for their collaboration. A

list of the PROSPR II investigators and contributing research staff

is provided at: http://healthcaredelivery.cancer.gov/prospr/.
This manuscript was written as part of the PROSPR II consortium.

The overall aim of PROSPR II is to conduct multisite, coordinated,

transdisciplinary research to evaluate and improve cervical, col-

orectal, and lung cancer screening processes. The sites compris-

ing the three PROSPR II research centers reflect the diversity of

US health-care delivery system organizations.
The views expressed here are those of the authors only and do

not necessarily reflect the views of the National Cancer Institute

or National Institutes of Health.

References
1. Siegel RL, Miller KD, Fuchs HE, Jemal A. Cancer statistics, 2022.

CA Cancer J Clin. 2022;72(1):7-33.

2. Lee B, Lin K, Liang PS. Effectiveness and harms of colorectal can-

cer screening strategies. Gastrointest Endosc Clin N Am.

2022;32(2):215-226.

3. World Health Organization. Regional Office for Europe. Screening

Programmes: A Short Guide. Increase Effectiveness, Maximize Benefits

and Minimize Harm. Copenhagen: WHO Regional Office for

Europe; 2020.

4. Mainz J. Defining and classifying clinical indicators for quality

improvement. Int J Qual Health Care. 2003;15(6):523-530.

5. Hermens RP, Ouwens MM, Vonk-Okhuijsen SY, et al.

Development of quality indicators for diagnosis and treatment

of patients with non-small cell lung cancer: a first step toward

implementing a multidisciplinary, evidence-based guideline.

Lung Cancer. 2006;54(1):117-124.

6. Weisband YL, Torres L, Paltiel O, Sagy YW, Calderon-Margalit R,

Manor O. Socioeconomic disparity trends in cancer screening

382 | JNCI: Journal of the National Cancer Institute, 2023, Vol. 115, No. 4

http://healthcaredelivery.cancer.gov/prospr/


among women after introduction of national quality indicators.

Ann Fam Med. 2021;19(5):396-404.

7. National Quality Forum. Measure Evaluation Criteria. 2022.

https://www.qualityforum.org/measuring_performance/submit-

ting_standards/measure_evaluation_criteria.aspx. Accessed

February 13, 2022.

8. Committee on Core Metrics for Better Health at Lower Cost,

Institute of Medicine. 2, Health and health care measurement in

America. In: Blumenthal D, Malphrus E, McGinnis JM, eds. Vital

Signs: Core Metrics for Health and Health Care Progress. Washington,

DC: National Academies Press; 2015.

9. Beaber EF, Kim JJ, Schapira MM, et al. Unifying screening proc-

esses within the PROSPR consortium: a conceptual model for

breast, cervical, and colorectal cancer screening. J Natl Cancer

Inst. 2015;107(6):djv120.

10. Basu P, Lucas E, Carvalho AL, et al. Cancer Screening in Five

Continents. Lyon, France: International Agency for Research on

Cancer; 2019. https://canscreen5.iarc.fr. Accessed February 13,

2022.

11. Institute of Medicine (US) Committee on Quality of Health Care

in America. Crossing the Quality Chasm: A New Health System for

the 21st Century. Washington, DC: National Academies Press;

2001.

12. American College of Radiology. ACR BI-RADS Atlas. Philadelphia,

PA: Wolters-Kluwer Health; 2013.

13. Canadian Partnership Against Cancer. Guidelines for Monitoring

Breast Cancer Screening Program Performance. 3rd ed. Toronto, ON:

Canadian Partnership Against Cancer; 2013.

14. Canadian Partnership Against Cancer. Companion Implementation

Resource: Lung Cancer Screening. 2018. https://s22457.pcdn.co/wp-

content/uploads/2019/01/Lung-Companion-Implementation-

Resource-2018-EN.pdf. Accessed December 22, 2021.

15. Kane GC, Barta JA, Shusted CS, Evans NR. Now is the time

to make screening for lung cancer reportable. Ann Intern Med.

2022;175(6):888-889.

16. Hollingworth J, Kotecha K, Dobbs SP, Shaw PA, Ireland D.

Cervical disease in women referred to colposcopy following

inadequate smears. Cytopathology. 2000;11(1):45-52.

17. Henry JA, Wadehra V. Influence of smear quality on the rate of

detecting significant cervical cytologic abnormalities. Acta Cytol.

1996;40(3):529-535.

18. Saraiya M, Colbert J, Bhat GL, et al. Computable guidelines and

clinical decision support for cervical cancer screening and man-

agement to improve outcomes and health equity. J Womens

Health (Larchmt). 2022;31(4):462-468.

19. U.S. Preventive Services Task Force. Screening for cervical can-

cer: US Preventive Services Task Force recommendation state-

ment. JAMA. 2018;320(7):674-686.

20. Tosteson ANA, Beaber EF, Tiro J, et al. Variation in screening

abnormality rates and follow-up of breast, cervical and colorec-

tal cancer screening within the PROSPR consortium. J Gen Intern

Med. 2016;31(4):372-379.

21. Sprague BL, Conant EF, Onega T, et al.; for the PROSPR

Consortium. Variation in mammographic breast density assess-

ments among radiologists in clinical practice: a multicenter

observational study. Ann Intern Med. 2016;165(7):457-464.

22. Smith-Bindman R, Yu S, Wang Y, et al. An image quality–

informed framework for CT characterization. Radiology.

2022;302(2):380-389.

23. Kalager M, Wieszczy P, Lansdorp-Vogelaar I, Corley DA,

Bretthauer M, Kaminski MF. Overdiagnosis in colorectal cancer

screening: time to acknowledge a blind spot. Gastroenterology.

2018;155(3):592-595.

24. Burnside ES, Vulkan D, Blanks RG, Duffy SW. Association

between screening mammography recall rate and interval can-

cers in the UK breast cancer service screening program: a cohort

study. Radiology. 2018;288(1):47-54.

25. Mazzone PJ, White CS, Kazerooni EA, Smith RA, Thomson CC.

Proposed quality metrics for lung cancer screening programs: a

national lung cancer roundtable project. Chest.

2021;160(1):368-378.

26. Corley DA, Jensen CD, Marks AR, et al. Adenoma detection rate

and risk of colorectal cancer and death. N Engl J Med.

2014;370(14):1298-1306.

27. Lim S, Hammond S, Park J, et al. Training interventions to improve

adenoma detection rates during colonoscopy: a systematic review

and meta-analysis. Surg Endosc. 2020;34(9):3870-3882.

28. Barlow WE, Beaber EF, Geller BM, et al. Evaluating screening

participation, follow-up, and outcomes for breast, cervical, and

colorectal cancer in the PROSPR consortium. J Natl Cancer Inst.

2020;112(3):238-246.

29. Muratov S, Canelo-Aybar C, Tarride JE, et al.; for the ECIBC con-

tributor group. Monitoring and evaluation of breast cancer

screening programmes: selecting candidate performance indi-

cators. BMC Cancer. 2020;20(1):795.

30. Csan�adi M, de Kok IMCM, Heijnsdijk EAM, et al. Key indicators

of organized cancer screening programs: results from a Delphi

study. J Med Screen. 2019;26(3):120-126.

31. Burnside ES, Lin Y, Munoz del Rio A, et al. Addressing the chal-

lenge of assessing physician-level screening performance:

mammography as an example. PLoS One. 2014;9(2):e89418.

32. National Cancer Policy Forum, Board on Health Care Services,

Institute of Medicine, National Academies of Sciences

Engineering, and Medicine Assessing and Improving the

Interpretation of Breast Images: Workshop Summary. Washington,

DC: National Academies Press; 2015. https://www.ncbi.nlm.nih.

gov/books/NBK327233/. Accessed February 23, 2022.

33. Foy R, Skrypak M, Alderson S, et al. Revitalising audit and feed-

back to improve patient care. BMJ. 2020;368:m213.

34. Casalino LP, Gans D, Weber R, et al. US physician practices

spend more than $15.4 billion annually to report quality meas-

ures. Health Aff (Millwood)). 2016;35(3):401-406.

35. Berwick DM. Era 3 for medicine and health care. JAMA.

2016;315(13):1329-1330.

36. Nayar R, Wilbur DC, eds. The Bethesda System for Reporting Cervical

Cytology. Cham: Springer International Publishing AG; 2015.

37. Public Health England. NHS Breast screening programme screening

standards valid for data collected from 1 April 2021. 2021. https://

www.gov.uk/government/publications/breast-screening-consoli-

dated-programme-standards/nhs-breast-screening-programme-

screening-standards-valid-for-data-collected-from-1-april-2021.

Accessed December 21, 2021.

38. The National Breast Screening Programme. Guidelines for Quality

Assurance in Mammography Screening. Dublin: National Screening

Service; 2015.

39. Goossens M, De Brabander I, De Greve J, et al. Flemish breast

cancer screening programme: 15 years of key performance indi-

cators (2002-2016). BMC Cancer. 2019;19(1):1012.

40. Langagergaard V, Garne JP, Vejborg I, et al. Existing data sources

for clinical epidemiology: the Danish Quality Database of

Mammography Screening. Clin Epidemiol. 2013;5:81-88.

K. Selby et al. | 383

https://www.qualityforum.org/measuring_performance/submitting_standards/measure_evaluation_criteria.aspx
https://www.qualityforum.org/measuring_performance/submitting_standards/measure_evaluation_criteria.aspx
https://canscreen5.iarc.fr
http://rId22
http://rId22
http://rId22
https://www.ncbi.nlm.nih.gov/books/NBK327233/
https://www.ncbi.nlm.nih.gov/books/NBK327233/
https://www.gov.uk/government/publications/breast-screening-consolidated-programme-standards/nhs-breast-screening-programme-screening-standards-valid-for-data-collected-from-1-april-2021
https://www.gov.uk/government/publications/breast-screening-consolidated-programme-standards/nhs-breast-screening-programme-screening-standards-valid-for-data-collected-from-1-april-2021
https://www.gov.uk/government/publications/breast-screening-consolidated-programme-standards/nhs-breast-screening-programme-screening-standards-valid-for-data-collected-from-1-april-2021
https://www.gov.uk/government/publications/breast-screening-consolidated-programme-standards/nhs-breast-screening-programme-screening-standards-valid-for-data-collected-from-1-april-2021


41. Giordano L, Castagno R, Giorgi D, et al. Breast cancer screening

in Italy: evaluating key performance indicators for time trends

and activity volumes. Epidemiol Prev. 2015;39(3 suppl 1):30-39.

42. Loy EY, Molinar D, Chow KY, Fock C. National Breast Cancer

Screening Programme, Singapore: evaluation of participation

and performance indicators. J Med Screen. 2015;22(4):194-200.

43. Pan H-B, Hsu G-C, Liang H-L, et al. Assessing an emerging

nationwide population-based mammography screening pro-

gram in Taiwan. J Radiol Sci. 2011;36(1):3-9.

44. Rauscher GH, Murphy AM, Orsi JM, Dupuy DM, Grabler PM,

Weldon CB. Beyond the mammography quality standards act:

measuring the quality of breast cancer screening programs. AJR

Am J Roentgenol. 2014;202(1):145-151.

45. Sprague BL, Arao RF, Miglioretti DL, et al.; for the Breast Cancer

Surveillance Consortium. National performance benchmarks for

modern diagnostic digital mammography: update from the Breast

Cancer Surveillance Consortium. Radiology. 2017;283(1):59-69.

46. M�ajek O, Du�skov�a J, Dvo�r�ak V, et al. Performance indicators in a

newly established organized cervical screening programme:

registry-based analysis in the Czech Republic. Eur J Cancer Prev.

2017;26(3):232-239.

47. Public Health England. Cervical screening standards valid for data

collected from 1 April 2020. 2021. https://www.gov.uk/govern-

ment/publications/cervical-screening-programme-standards/

cervical-screening-programme-standards-valid-for-data-collected-

from-1-april-2018. Accessed December 22, 2021.

48. Canadian Partnership Against Cancer. Cervical Cancer Screening

in Canada: Monitoring & Evaluation of Quality Indicators. Toronto:

Canadian Partnership Against Cancer; 2016.

49. Arbyn M, Anttila A, Jordan J, et al. European guidelines for qual-

ity assurance in cervical cancer screening. Second edition–sum-

mary document. Ann Oncol. 2010;21(3):448-458.

50. von Karsa L, Patnick J, Segnan N. European guidelines for qual-

ity assurance in colorectal cancer screening and diagnosis. First

Edition–executive summary. Endoscopy. 2012;44(suppl

3):SE1-SE8.

51. Public Health England. Bowel cancer screening programme stand-

ards: valid for data collected from 1 April 2018. 2021. https://www.

gov.uk/government/publications/bowel-cancer-screening-pro-

gramme-standards/bowel-cancer-screening-programme-stand-

ards-valid-for-data-collected-from-1-april-2018. Accessed

December 22, 2021.

52. Zorzi M, Baracco S, Fedato C, et al. Screening for colorectal can-

cer in Italy: 2008 survey. Epidemiol Prev. 2010;34(5-6 suppl

4):53-72.

53. Bronzwaer MES, Depla A, van Lelyveld N, et al.; for the Dutch

Colonoscopy Quality Assurance working group. Quality

assurance of colonoscopy within the Dutch national colorectal

cancer screening program. Gastrointest Endosc. 2019;89(1):1-13.

54. Binefa G, Garcia M, Mila N, et al. Colorectal cancer screening

programme in Spain: results of key performance indicators after

five rounds (2000-2012). Sci Rep. 2016;6:19532.

55. Jover R, Herraiz M, Alarcon O, et al.; for the Spanish Society of

Gastrointestinal Endoscopy Working Group. Clinical practice

guidelines: quality of colonoscopy in colorectal cancer screen-

ing. Endoscopy. 2012;44(4):444-451.

56. Rees CJ, Thomas Gibson S, Rutter MD, et al.; for the British

Society of Gastroenterology, Joint Advisory Group on GI

Endoscopy, Association of Coloproctology of Great Britain and

Ireland. UK key performance indicators and quality assurance

standards for colonoscopy. Gut. 2016;65(12):1923-1929.

57. Min JK, Cha JM, Cho YK, et al. Revision of Quality Indicators for

the Endoscopy Quality Improvement Program of the National

Cancer Screening Program in Korea. Clin Endosc.

2018;51(3):239-252.

58. Rex DK, Schoenfeld PS, Cohen J, et al. Quality indicators for colo-

noscopy. Gastrointest Endosc. 2015;81(1):31-53.

59. Rizk MK, Sawhney MS, Cohen J, et al. Quality indicators com-

mon to all GI endoscopic procedures. Gastrointest Endosc.

2015;81(1):3-16.

60. Nadel MR, Royalty J, Shapiro JA, et al. Assessing screening qual-

ity in the CDC’s Colorectal Cancer Screening Demonstration

Program. Cancer. 2013;119(suppl 15):2834-2841.

61. Sung JJ, Ng SC, Chan FK, et al.; for the Asia Pacific Working

Group. An updated Asia Pacific Consensus Recommendations

on colorectal cancer screening. Gut. 2015;64(1):121-132.

62. Benson VS, Atkin WS, Green J, et al.; for the International

Colorectal Cancer Screening Network. Toward standardizing

and reporting colorectal cancer screening indicators on an inter-

national level: the International Colorectal Cancer Screening

Network. Int J Cancer. 2012;130(12):2961-2973.

63. Canadian Partnership Against Cancer. Colorectal Cancer Screening

in Canada: Monitoring & Evaluation of quality indicators. Toronto,

ON: Canadian Partnership Against Cancer; 2017. https://s22457.

pcdn.co/wp-content/uploads/2019/01/Colorectal-Screening-

Monitoring-Report-2014-EN.pdf. Accessed December 22, 2021.

64. Kauczor HU, Bonomo L, Gaga M, et al. ESR/ERS white paper on

lung cancer screening. Eur Radiol. 2015;25(9):2519-2531.

65. National Health Service England. Quality assurance standards pre-

pared for the Targeted Lung Health Checks programme. 2020. https://

www.england.nhs.uk/wp-content/uploads/2019/02/B1647-qual-

ity-assurance-standards-targeted-lung-health-checks-programme-

v2.pdf. Accessed December 22, 2021.

384 | JNCI: Journal of the National Cancer Institute, 2023, Vol. 115, No. 4

https://www.gov.uk/government/publications/cervical-screening-programme-standards/cervical-screening-programme-standards-valid-for-data-collected-from-1-april-2018
https://www.gov.uk/government/publications/cervical-screening-programme-standards/cervical-screening-programme-standards-valid-for-data-collected-from-1-april-2018
https://www.gov.uk/government/publications/cervical-screening-programme-standards/cervical-screening-programme-standards-valid-for-data-collected-from-1-april-2018
https://www.gov.uk/government/publications/cervical-screening-programme-standards/cervical-screening-programme-standards-valid-for-data-collected-from-1-april-2018
https://www.gov.uk/government/publications/bowel-cancer-screening-programme-standards/bowel-cancer-screening-programme-standards-valid-for-data-collected-from-1-april-2018
https://www.gov.uk/government/publications/bowel-cancer-screening-programme-standards/bowel-cancer-screening-programme-standards-valid-for-data-collected-from-1-april-2018
https://www.gov.uk/government/publications/bowel-cancer-screening-programme-standards/bowel-cancer-screening-programme-standards-valid-for-data-collected-from-1-april-2018
https://www.gov.uk/government/publications/bowel-cancer-screening-programme-standards/bowel-cancer-screening-programme-standards-valid-for-data-collected-from-1-april-2018
https://s22457.pcdn.co/wp-content/uploads/2019/01/Colorectal-Screening-Monitoring-Report-2014-EN.pdf
https://s22457.pcdn.co/wp-content/uploads/2019/01/Colorectal-Screening-Monitoring-Report-2014-EN.pdf
https://s22457.pcdn.co/wp-content/uploads/2019/01/Colorectal-Screening-Monitoring-Report-2014-EN.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/02/B1647-quality-assurance-standards-targeted-lung-health-checks-programme-v2.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/02/B1647-quality-assurance-standards-targeted-lung-health-checks-programme-v2.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/02/B1647-quality-assurance-standards-targeted-lung-health-checks-programme-v2.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/02/B1647-quality-assurance-standards-targeted-lung-health-checks-programme-v2.pdf

