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SUMMARY

Patient survival is one of the best indicators as to the efficiency of diagnostic and treatment services in
an area. This is a summary of a report on cancer survival which is available in hard copy and from the
NICR web-site at www.qub.ac.uk/nicr.

Cancer incidence and deaths (1993-2004)
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Multiple tumours

7.7% of cancer patients diagnosed
in the 1993-2004 period had two or
more separate tumours including
NMSC. 4.3% had two or more
separate tumours excluding NMSC.

Cancer incidence and deaths by sex
and year of diagnosis: 1993-2004

Most common cancers in Northern Ireland

Non-melanoma skin cancer (NMSC) made up 26.4% of all male and 24.3% of all female cancers between 1993 and 2004.
Excluding this cancer type the most commonly diagnosed male cancers, in descending order, were prostate, lung and
colorectal, while in females they were breast, colorectal and lung. During this period the same cancers (excluding NMSC) were
the most common causes of cancer death but in a different order with lung cancer the most common cause of cancer death

among males and breast cancer the most common cause of female cancer death.
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Age and cancer

The biggest risk factor for developing cancer is age with the majority of cancers more common in older than
younger persons. A few exceptions to this were testicular cancer, Hodgkin's disease and cervical cancer.

Age specific incidence rates for all cancers (excluding
NMSC): 1993-2004
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Among males the incidence and mortality of oral, stomach and lung cancer have decreased.
Incidence of prostate cancer has risen due to increased PSA testing, while incidence and mortality from
melanoma have increased among males highlighting the need to take care in the sun.

Among females deaths from melanoma, leukaemia, colorectal and breast cancers have fallen as have incidence rates of stomach,
cervical and colorectal cancer. Incidence rates of melanoma, breast, uterus, and ovarian cancer have increased among females.

Annual
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Geographic variations

Deprivation

New cancer cases and deaths increased
by increasing level of deprivation with
the 20% most deprived areas in Northern
Ireland having significantly higher levels
of cancer. If levels of cancer in Northern
Ireland equaled that of the most affluent
areas there would be 16% less cancer
cases in Northern Ireland each year.

Local Government District

Belfast, Derry and Newry & Mourne
District Councils had higher than
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of lung (in Belfast and Derry), stomach
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Relative survival from all cancers

The most recent one-year relative survival for the category
“all cancers (excluding NMSC)" was 65.1% for patients
diagnosed in 2001-2003 while the most up-to-date five-year
relative survival estimate was 45.7% for patients diagnosed in
1997-2000.

Relative survival for females for the category “all cancers
(excluding NMSC)"was consistently higher than for males.

Relative survival for the category “all cancers (excluding NMSC)"
improved for both males and females diagnosed in 1997-2000
compared to 1993-1996.

Relative survival from all cancers excluding NMSC by sex and period
of diagnosis (1993-2000)
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Relative survival and childhood cancer

On average there were 24 cases of cancer (excluding NMSC)
per year among boys and 21 among girls (aged 0 to 14) during
2000-2004 with 6 deaths per year among boys and less than 5
among girls.

Relative survival was similar for boys and girls with 74.0%
of boys and 75.5% of girls alive after five years.

There was no significant change in survival for children
between 1993-1996 and 1997-2000.

Survival varied depending upon cancer site with survival from
leukaemia better (79.5% after five years) than survival from
brain cancer (57.4% after five years).

Relative survival from childhood cancer (ages 0 to 14) by sex and
period of diagnosis (1993-2000)
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Relative survival by cancer site
Relative survival depends greatly on cancer site, with survival ranging from over 90% after five years for testicular cancer to less
than 15% after one year for pancreatic cancer.

Survival was highest among male cancer patients with testicular cancer, malignant melanoma, prostate cancer and Hodgkin'’s
disease and female patients with malignant melanoma, breast cancer, Hodgkin's disease and cancer of the uterus. The poorest
prognosis was among patients with mesothelioma, lung, liver and pancreatic cancer.

Relative survival by sex, cancer site and year of diagnosis: 1993-2004
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Relative survival and gender

Overall relative survival was significantly better among females than males. This is due to males having a higher percentage of
cancers which have poor survival, such as lung cancer. Additionally, the more common female cancers (e.g. breast cancer) have
higher survival than prostate cancer.

For some specific cancers, female survival Significant differences between female and male relative survival during 1993-2004
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Improvements in relative survival

During 1993-2003 there was significant Significant improvements in relative survival during 1993-2003

and continuous improvement in both
one and five-year relative survival for the
category “all cancers (excluding NMSC)".
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Relative survival for all cancers (excluding NMSC) depended

upon age. In particular for all cancer sites, except m

elanoma,

one-year relative survival among 15-64 year olds was

significantly higher than for 65-99 year olds.

Relative survival improved significantly between 19

93-1996

and 1997-2000 for males and females aged 55-64, for males

aged 65-74 and for females aged 75-99.

For all ages survival for females was better than for males.

Five-year relative survival from all cancers excluding NMSC by age,

sex and period of diagnosis: 1993-2000
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Relative survival and deprivation

There were significant differences in five-year
relative survival between the 20% most affluent
areas of Northern Ireland compared to the 20%
most deprived for lung and breast cancers.

One-year relative survival differed between the two
area types for colorectal cancer while there was
no significant difference for prostate cancer.

Improvement in relative survival

Relative survival and stage

Relative survival for cancers which had a stage recorded
(colorectal, breast, cervix, ovary, melanoma) decreased with
increasing stage.

For example, five-year relative survival for colorectal cancer at
Dukes Stage A in 1997-2000 was 91.9% compared to 11.2%
for Dukes Stage D.

Relative survival from colorectal cancer by stage:

1997-2000
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International comparisions
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Why the variations in survival by country?

Differences in cancer survival between geographic areas may be due to several factors:

(i) Variations in levels of risk factors.
For example, tobacco use is a major risk factor for many cancers including lung, mouth, oesophagus, stomach, kidney, bladder,
liver and cervix'. Unfortunately survival from many of these cancers is very poor and overall cancer survival will be
lowered if there are a high proportion of these cancers in the population. Tobacco also causes other serious diseases, e.g. heart
disease and strokes; the existence of these comorbidities are also likely to independently reduce survival.

(ii) Variations in delays in the population seeking advice for symptoms which may be due to cancer.
Changes such as the appearance of a lump, a mole, a sore which doesn't heal, difficulty swallowing or changes in bowel habit
may indicate the occurrence of cancer. It is important to have such changes investigated as soon as possible as survival is
usually improved by early detection.

(iii) Variations in service provision which include:
- the existence of screening programmes for breast, cervical or bowel cancer;
- prompt access to modern diagnostic services;
- decisions about patient’s treatment made at multidisciplinary meetings;

- prompt access to evidence based treatment, delivered by trained specialists who have regular audits of their work
and where participation in clinical trials is encouraged.

Cancer services in Northern Ireland have been reviewed to achieve the goals above.

! International Agency for Research on cancer, 2002. “Tobacco smoke and involuntary smoking”.

Further Information
Further data from the Northern Ireland Cancer Registry is available from the Registry website: www.qub.ac.uk/nicr, and
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