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Gastric cancer is one of the top ten most common and fatal cancers in the world. Although the relative
incidence and mortality rates are decreasing, the absolute number and mortality worldwide are still increasing
because of the growth and aging of the global population. Primary prevention is to reduce risk factors and
increase protective ones. Helicobacter pylori eradication reduces gastric cancer incidence by 47% and mortality
by 39%. The prevalence rate of Helicobacter pyloriin adults has decreased from 52.6% before the 1990s to 43.9%
between 2015 and 2022, while the global gastric cancer incidence rates has also shown a trend of decreasing.
Protective factors include vegetables, fruit, cereal fiber, and fish; however, risk factors include smoking, heavy
drinking, high salt foods, and red or processed meat. Secondary prevention is early detection, diagnosis, and
treatment. In countries of high gastric cancer incidence, Japan and South Korea, population-based endoscopic
screening achieves a 40% relative risk reduction in gastric cancer mortality. In countries of intermediate-high
gastric cancer incidence, subjects who have risk factors of gastric cancer are suggested to receive screening. The
main methodological approaches of screening are serological pepsinogen I/Il ratio, endoscopy with topographic
biopsy, and image-enhanced endoscopy with full mucosal visualization. Moreover, those who have high-risk
gastric precancerous conditions, such as pepsinogen I/ll ratio < 3, OLGA or OLGIM stages IlI-IV, are suggested to
receive endoscopic surveillance at an optimal interval. A global gastric cancer prevention strategy is still needed
to improve the effectiveness of primary and secondary prevention methods.
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