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About
This report provides cancer statistics and data visualisations to inform understandings of cancer in Australia and how rates have been
changing over time. The report includes a range of statistics on cancer survival, incidence, mortality and risk for many different cancers
with data spanning back to 1982 for cancer incidence and 1971 for cancer mortality.
Cat. no: CAN 122
Cancer summary data visualisation
Cancer data commentaries
Data

Findings from this report:
It is estimated that 50,000 people will die from cancer in 2022
It is estimated that 162,000 new cancer cases will be diagnosed in 2022
5-year relative survival was 70% for all cancers combined in 2014–2018
At the end of 2017, 470,000 people were alive who had been diagnosed with cancer in the previous 5 years
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Cancer summary data visualisation
For many different cancers, this data visualisation provides a wide range of cancer-related statistics that, together, present a summary of
national cancer data and trends over time. Help with terms, and information about the data, is available by placing the mouse pointer over
the icons found near the top of the page. Please note that cancer mortality data is usually included within this visualisation but is only
included within the Cancer mortality by age groups visualisation and Cancer risk data visualisation for this year’s report due to complexities
in reporting.
This cancer summary visualisation contains four figures and one table. The visualisation presents statistics for the selected cancer and
provides statistics by sex.
Figure 1 is a line graph that contains information on the number of cancer cases and age-standardised rates of cancer diagnosis from 1982 to
the most recent year available for reporting at the time of release.
Figure 2 is a line graph that contains information on the crude rate of cancer diagnosis for various 5-year age groups from 0–4, 5–9, etc. up
to 90+ for a selected year between 1982 and the most recent year available for reporting at the time of release.
Table 1 contains cancer diagnosis-related summary statistics such as the number of cases, crude and age-standardised rate of diagnosis and
mean and median ages at diagnosis.
Figure 3 is a line graph that contains 5-year relative survival rates for the selected cancer in 5-year periods.
Figure 4 is a column graph that contains information on cancer prevalence (that is, the number of people alive at specified point in time
who have been diagnosed with the selected cancer previously).
The visualisation includes information about many different cancers and the statistics within this visualisation are available in Excel format
within the Data section of this report.

Please note that cancer incidence statistics from 2019 to 2022 are projections; all other statistics are derived from actual data.
Data informing the summary dashboard is available as supplementary tables.

References

Last updated 13/09/2022 v21.0
© Australian Institute of Health and Welfare 2022

Cancer rankings data visualisation
The cancer rankings data visualisation provides the top 20 cancers diagnosed between 1982 and 2022. The rankings are available by sex and
age group (including all ages) and can be presented as counts or rates. Cancer mortality rankings are excluded from this visualisation this
year and are excluded until the cancer mortality data investigations are complete. It is expected that this work will be completed in time
for the 2023 release of Cancer data in Australia.
Two rankings tables are provided to allow comparisons to be made. Help with terms, and information about the data, is available by placing
the mouse pointer over the icons found near the top of the page.
This visualisation contains tabulated rankings of the top 20 cancers most commonly diagnosed from 1982 to the most recent year available
for reporting at the time of release. Data is available for all ages combined and by 20-year age groups from 0–19, 20–39, 40–59, 60–79 and 80
and over.
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Cancer incidence by age visualisation
For many different cancers, this data visualisation provides cancer incidence data by age for a wide range of age groups. Help with terms,
and information about the data, is available by placing the mouse pointer over the icons found near the top of the page.
This cancer incidence visualisation contains two figures. The visualisation presents statistics for the selected cancer and provides
information by sex.
Figure 1 is a line and bar graph that contains information on the number of cancer cases diagnosed (bar chart) and the rate of diagnosis (line
graph) from 1982 to the most recent year available for reporting at the time of release. For a selected age group (other than all ages), the
line graph represents the age-specific rate. The crude rate or age-standardised rate can be selected for all ages. Age-group reporting can
be selected by 5-, 10-, 15-, 20-, 25-, 30-, 35-, 40-, 45- and 50-year age groups.
Figure 2 is a line graph that contains mean or median age (in years) at cancer diagnosis from 1982 to most recent year available for reporting
at the time of release.
The visualisation includes information about many different cancers and the statistics within this visualisation are available in Excel format
within the Data section of this report.
>

Cancer incidence by age data are available as supplementary tables.
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Cancer mortality by age visualisation
For many different cancers, this data visualisation provides cancer mortality data by age for a wide range of age groups. For this year and as
part of the cancer mortality data investigations, two sources of mortality data are used for cancer mortality reporting (the sources are the
National Mortality Database (NMD) and the Australian Cancer Database (ACD)). More information about the cancer mortality investigations is
in Cancer data commentary number 8. General assistance of how to choose which source to use for reporting on selected cancers is found
within the data visualisation. Recommendations of which data source to use are also available within the data visualisation, and Cancer data
commentary 8b provides information about how these recommendations were made and associated complexities of mortality reporting with
two data sources available. Help with terms, and information about the data, is available by placing the mouse pointer over the icons found
near the top of the page.
This cancer mortality visualisation contains two figures. The visualisation presents statistics for the selected cancer and provides
information by sex.
Figure 1 is a line graph that contains information on the number of cancer deaths historically up to the most recent year available for
reporting at the time of release. Two series are presented in the graph: a line graph for each of National Mortality Database (NMD)-based
and Australian Cancer Database (ACD)-based cancer death counts. Age-group reporting can be selected by 5-, 10-, 15-, 20-, 25-, 30-, 35-,
40-, 45- and 50-year age groups.
Figure 2 is a line graph that contains information on the rate of cancer death historically up to the most recent year available for reporting
at the time of release. For a selected age group (other than all ages), the line graph represents the age-specific rate. The crude rate or
age-standardised rate can be selected for all ages. Age-group reporting can be selected by 5-, 10-, 15-, 20-, 25-, 30-, 35-, 40-, 45- and 50year age groups. Two series are presented in the graph: a line graph for each of NMD-based and ACD-based cancer death rates.
The visualisation includes information about many different cancers and the statistics within this visualisation are available in Excel format
within the Data section of this report.

Cancer mortality by age data are available as supplementary tables.
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Cancer survival data visualisation
For many different cancers, this data visualisation provides a range of cancer survival statistics. Help with terms, and information about the
data, is available by placing the mouse pointer over the icons found near the top of the page.
This cancer survival visualisation contains three figures. The visualisation presents statistics for the selected cancer and provides statistics
by sex.
Figure 1 is a line graph that contains time series information on 1 to 5-year observed or relative survival rates for the selected cancer in 5year periods.
Figure 2 is a line graph that contains information on 1 to 5-year observed or relative survival rates for the selected cancer in order of
increasing age group (0–4, 5–9, etc. up to 85+) for the most recent 5-year period available for reporting.
Figure 3 is a line graph that contains 5-year conditional observed or relative survival, given the person has already survived 1 to 5 years
after diagnosis, for the selected cancer for the most recent 5-year period available for reporting.
The visualisation includes information about many different cancers and the statistics within this visualisation are available in Excel format
within the Data section of this report.

Cancer survival data is available as supplementary tables.
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Cancer survival by age visualisation
For many different cancers, this data visualisation provides cancer survival data by age, age adjusted survival rates and changes in the age
characteristics of people diagnosed. Help with terms, and information about the data, is available by placing the mouse pointer over the
icons found near the top of the page. Additional guidance about using this data is located in the data commentary 6 About age adjusted
survival.
This cancer survival visualisation contains three figures. The visualisation presents statistics for the selected cancer and provides statistics
by sex.
Figure 1 is a line graph that contains time series information on 1 to 5-year observed or relative survival rates for the selected cancer in 5year periods for selected age groups (0–19, 20–39, 40–59, 60–79, 80+) and all ages.
Figure 2 is a line graph that contains information on 1 to 5-year observed or relative age-adjusted survival rates for the selected cancer in 5year periods. Age-adjusted rates are shown for backward-looking and forward-looking adjustments. Please read Cancer data commentary C6
for more information about age-adjusted survival and the backward-looking and forward-looking survival data.
Figure 3 is a stacked bar chart that contains the number of cases diagnosed for the selected cancer from 1982 to the most recent year
available for reporting, at the time of release, for the age groups: 0–19, 20–39, 40–59, 60–79, 80+. The chart can be shown as the number of
cases diagnosed or as a percentage for each age group of the total cases diagnosed.
The visualisation includes information about many different cancers and the statistics within this visualisation are available in Excel format
within the Data section of this report.

Cancer survival by age data are available as supplementary tables.
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Cancer by state and territory data visualisation
For many different cancers, this data visualisation provides cancer incidence data for each state and territory. Cancer mortality data are
excluded from this visualisation this year but are expected to be included after cancer mortality data investigations are complete. It is
expected that this work will be completed in time for the 2023 release of Cancer data in Australia.
Help with terms, and information about the data, is available by placing the mouse pointer over the icons found near the top of the page.
This cancer incidence by state and territory visualisation contains two figures. The visualisation presents statistics for the selected cancer
and provides statistics by sex..
Figure 1 is a column graph that contains information on the number of cases diagnosed and the age-standardised rates of diagnosis from the
selected cancer by sex for each state and territory and Australia for a selected year from 1982 to the most recent year available for
reporting at the time of release.
Figure 2 is a line graph that contains information the number of cases diagnosed and the age-standardised rates of diagnosis from the
selected cancer for a selected sex and state or territory from 1982 to the most recent year available for reporting at the time of release.
The visualisation includes information about many different cancers and the statistics within this visualisation are available in Excel format
within the Data section of this report.

Last updated 25/11/2022 v20.0
© Australian Institute of Health and Welfare 2022

Cancer risk data visualisation
For many different cancers, this data visualisation provides cancer incidence and mortality risk data by age. Help with terms, and
information about the data, is available by placing the mouse pointer over the icons found near the top of the page. Additional guidance
about the risk adjusted for competing mortality and risk unadjusted for competing mortality is located in cancer data commentary number 1
and the methods section.
For this year and as part of the cancer mortality data investigations, two sources of mortality data are used for cancer mortality reporting
(the sources are the National Mortality Database (NMD) and the Australian Cancer Database (ACD)). Please read cancer data commentary
number 8 for more information about cancer mortality data investigations. General assistance of how to choose which source to use for
reporting on selected cancers is found within the data visualisation. Recommendations of which data source to use are also available within
the data visualisation, and Cancer data commentary 8b provides information about how these recommendations were made and associated
complexities of mortality reporting with two data sources available.
Advice about using the mortality data is also available by hovering the cursor above the “please read here for more information about using
mortality data” box.
This cancer risk visualisation contains two figures. The visualisation presents statistics for the selected cancer and provides statistics by sex.
Figure 1 is a line graph that contains information on the risk of cancer diagnosis (adjusted or unadjusted for competing mortality) for the
selected cancer and age range from 1982 to the most recent year available for reporting at the time of release. Please read cancer data
commentary C1 for more information about cancer risk and the adjusted and unadjusted for competing mortality concepts.
Figure 2 is a line graph that contains information on the risk of death from cancer (adjusted or unadjusted for competing mortality) for the
selected cancer and age range historically up to the most recent year available for reporting at the time of release. Two series are
presented in the graph: a line graph for each of risk estimates using NMD-based and ACD-based cancer death counts.
The visualisation includes information about many different cancers and the statistics within this visualisation are available in Excel format
within the Data section of this report.

Cancer risk data are available as supplementary tables.
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Cancer incidence and survival by stage data visualisation
Cancer stage at diagnosis refers to the extent of spread of cancer at the time of diagnosis–the higher the number (between I and IV), the
further the cancer has spread. The stage at diagnosis and subsequent treatment outcomes are important determinants of cancer survival.
National cancer incidence and survival by stage data were first released in the Cancer data in Australia December 2018 release. While
almost all other data are updated annually, more recent cancer incidence and survival by stage data is not available so it was not possible to
update it. As it is a unique source of national data, the following cancer incidence and survival by stage data visualisation remains available
within this Cancer data in Australia report.
This visualisation contains cancer survival and incidence, by stage of cancer at diagnosis for the 5 most commonly diagnosed cancers
(melanoma of the skin, and breast, prostate, lung and colorectal cancers) in 2011.

Cancer stage data is available as supplementary tables.
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Need help locating data?
Data that informs the data visualisations can be found in the Data section of Cancer data in Australia (CdiA). The following table outlines
the range of data provided within CdiA and can be used to assist in navigating through the various Excel workbooks of this report.
The table contains links to the various data and the respective visualisations the data informs. The Excel workbooks provide data for the
many different cancers presented within each visualisation. Please note that estimates based on projections were made for the following:
incidence data from 2019 to 2022, National Mortality Database mortality data from 2021 to 2022 and Australian Cancer Database mortality
data from 2018 to 2022.
Book

Broad category (and

no.

period)

Contents

Relevant
visualistions

1a

Cancer incidence
1982 to 2022

Cancer incidence age-standardised rates (ASR)
Crude cancer incidence rates
Segi and WHO cancer incidence ASR
Age specific cancer incidence rates by 5-year age groups
Cases diagnosed by 5-year age groups

1b

Cancer incidence
1982 to 2022

Age-specific cancer incidence rates and counts of cancers diagnosed by 10-year
age groups

Incidence by
age

1c

Cancer incidence
1982 to 2022

Age-specific cancer incidence rates and counts of cancers diagnosed by 15-,
20-, 25- and 30-year age groups

Incidence by
age

1d

Cancer incidence
1982 to 2022

Age-specific cancer incidence rates and counts of cancers diagnosed by 35-,
40-, 45- and 50-year age groups

Incidence by
age

Summary
Incidence by
age

Cancer mortality data based on the National Mortality Database:
Cancer mortality ASR
Crude cancer mortality rates
Segi and WHO cancer mortality ASR
Age-specific cancer mortality rates by 5-year age groups.
Deaths from cancer by 5-year age groups

2a

Cancer mortality
1971 to 2022

Mortality by
age

2b

Cancer mortality
1971 to 2022

Cancer mortality data based on the National Mortality Database:
Age-specific cancer mortality rates and deaths from cancer (by 10-year age
groups)

Mortality by
age

2c

Cancer mortality
1971 to 2022

Cancer mortality data based on the National Mortality Database:
Age-specific cancer mortality rates and deaths from cancer (by 15, 20, 25 and
30-year age groups)

Mortality by
age

2d

Cancer mortality
1971 to 2022

Cancer mortality data based on the National Mortality Database:
Age-specific cancer mortality rates and deaths from cancer by 35, 40, 45 and
50-year age groups

Mortality by
age

Cancer mortality data based on the Australian Cancer Database:

2e

Cancer mortality
2007 to 2022

Cancer mortality ASR
Crude cancer mortality rates
Age-specific cancer mortality rates and deaths by 5, 10, 15, 20, 25, 30, 35, 40,
45 and 50-year age groups.

3a

Cancer survival
1989–1993 to 2014–2018
periods

Cancer survival rates
Cancer survival rates by 5-year age groups (2014–2018 only)
Conditional cancer survival rates

Summary
Survival

3b

Cancer survival
1989–1993 to 2014–2018
periods

Cancer survival rates
Cancer survival rates by 20-year age groups
Age-adjusted cancer survival rates

Survival by
age

Mortality by
age

4a

Cancer risk
Incidence: 1982 to 2022
Mortality: 1971 for 2022

4b

Cancer risk
Incidence: 1982 to 2022
Mortality: 1971 for 2022

4c

Cancer risk
Mortality: 2007 to 2022

Cancer risk adjusted for competing mortality, including:
Risk of death from cancer by age
Risk of cancer diagnosis by age
Note: estimates for risk of death in this book are based on cancer deaths from
the National Mortality Database.

Cancer risk unadjusted for competing mortality, including:
Risk of death from cancer by age
Risk of cancer diagnosis by age
Note: estimates for risk of death in this book are based on cancer deaths from
the National Mortality Database.

Risk

Risk

Cancer risk adjusted and unadjusted for competing mortality, including:
Risk of death from cancer by age
Risk
Note: estimates for risk of death in this book are based on cancer deaths from
the Australian Cancer Database.
Incidence by
age

Age at diagnosis/death
Incidence: 1982 to 2018
Mortality: 1971 to 2020

Median and mean age at cancer diagnosis
Median and mean age at death from cancer
Note: estimates for risk of death in this book are based on cancer deaths from
the National Mortality Database.

6

Cancer prevalence
as at 31 December 2017

Number of people alive and diagnosed with cancer:
within the last year
within the last 5 years
within the last 36 years

Summary

7

State and territory
incidence data
1982 to 2018

State and territory cancer incidence ASR
State and territory number of cancer cases diagnosed

State and
territory

8

Cancer incidence and
survival by stage
2011

5

Mortality by
age

Proportion of cases diagnosed by stage at diagnosis
Cancer survival by stage at diagnosis
Stage
Stage data is only available for melanoma of the skin, breast cancer in females,
lung cancer, prostate cancer and colorectal cancer.

Pivot

Cancer incidence by 3
character ICD-10 code
(1982 to 2018)

Counts of cases diagnosed
Age-specific and crude incidence rates

n.a.

ACIM

Australian cancer
incidence and
mortality

The Australian Cancer Incidence and Mortality (ACIM) workbooks are no longer
provided.

n.a.
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Cancer data commentaries
The Cancer data commentaries series has been created within Cancer data in Australia to communicate key findings within the data, to
help increase cancer awareness and to improve the understanding of cancer trends in Australia.
Cancer data commentaries released in 2022
Commentary
no.

Title and content overview

Release
date

Prostate cancer – projection method changes, updated long-term prostate cancer incidence
projections

C9

This commentary provides greater detail of the prostate cancer incidence projection method change
already available in the July release of this report. The commentary also provides updated longer-term
prostate cancer incidence projections, notes limitations and difficulties projecting incidence for this
cancer. The ageing population’s impact on prostate cancer incidence and mortality is discussed within
the commentary.

04/10/2022

Interim guidelines – choosing which mortality data source to use (2022 release)

C8b

This commentary suggests the recommended mortality data source (either the Australian Cancer
Database or the National Mortality Database) for the various cancers reported on within this report.
The recommendations are not prescriptive and are provided for those who wish assistance. Some
further general advice to help address possible cancer mortality reporting issues is also discussed.

04/10/2022

Cancer mortality data investigations (preliminary investigations)
Using National Mortality Database (NMD) and Australian Cancer Database mortality data comparisons,
C8

this commentary explores potential limitations in using the NMD to report on mortality for some
cancers. It discusses the complexity of establishing the underlying cause of death and the
corresponding issues these may have on mortality reporting for some cancers.

01/07/2022

Cancer data commentaries released prior to 2022 contain data that was up-to-date at the time but may change as CdiA is updated.
Cancer data commentaries released prior to 2022
Commentary
no.

Title and content overview

Release
date

Updating sarcoma reporting
C7

A commentary introducing the new reporting category 'all sarcomas combined' and outlining changes
to soft tissue sarcoma and bone cancer reporting within CdiA.

08/06/2021

About age-adjusted survival
C6

A commentary outlining how to use age-adjusted survival rates and data within the cancer survival by
age data visualisation.

08/06/2021

Improving the understanding of ovarian cancer statistics
C5

A commentary discussing issues that are impacting on the reliable interpretation of ovarian cancer rate
changes over time.

08/06/2021

A different view of how brain cancer rates are changing over time
C4

08/06/2021
A commentary aiming to provide a clearer picture of how brain cancer rates may be changing over time
How are pancreatic cancer rates changing?

C3

A commentary about how pancreatic cancer incidence, mortality, risk and survival rates have been
changing over the last 20 years.

13/11/2020

Risk of melanoma of the skin by age and over time
C2

An overview of the changing risk of being diagnosed with, or dying from, melanoma of the skin; risk is
considered by different ages.

30/10/2020

Changes to the cancer risk data and guidance using the risk methods
C1

An overview of the expanded range of cancer risk data, including assistance in understanding risk
adjusted for competing mortality.

The data presented in the Cancer data commentaries are available in the supplementary tables.
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30/10/2020

Cancer data commentaries
Prostate cancer – projection method changes, updated long-term prostate cancer incidence projections
Cancer data commentary number 9
The 2022 release of Cancer data in Australia (CdiA) included a change of methodology for calculating prostate cancer incidence projections.
The impact of the change was that it greatly increased the estimated number of prostate cancers and correspondingly increased the
estimated number of all cancers combined. This commentary provides more information about the method change, updates long-term
prostate cancer incidence projections, and discusses the impacts of the ageing population on prostate cancer.

How prostate cancer incidence has been changing this century (based on actual data only)
Why was the prostate cancer incidence projection method changed?
Revising long-term prostate cancer incidence projections
Closing note about prostate cancer incidence projection methodology
More men will be reaching ages where prostate cancer incidence is highest
Prostate cancer mortality and impacts of the ageing population
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Cancer data commentaries
Interim guidelines – choosing which mortality data source to use (2022 release)
Cancer data commentary 8b
Previous releases of the Cancer data in Australia report (CdiA) utilised cancer mortality statistics sourced from the National Mortality
Database (NMD). The 2022 release of CdiA provides users with two different sources of cancer mortality statistics (the Australian Cancer
Database (ACD) and the NMD). Please read cancer data commentary number 8 for more information about the different cancer mortality
sources and why the respective statistics may differ.
General advice to help people select which data source that would best meet their needs was provided within the initial release of the 2022
CdiA. This commentary provides users with more direct assistance selecting the most appropriate data source and outlines which data
source AIHW would generally recommend for each specific cancer and reporting period.

Why is AIHW recommending which mortality data source to use?
Why are these guidelines interim?
Recommendation 1 – reporting cancer mortality between the years 2007 and 2017
Recommendation 2 – reporting cancer mortality for periods including 2018 to 2022
Recommendation 3 – longer term reporting (including data prior to 2007)
Recommendation 4 – the NMD is recommended for the ‘all cancers combined’ reporting group
Using the best source of data available - data may have issues but may still generally inform
Limitation of recommendations
Methods and reporting category
ACD and NMD only cancers
Appendix A
Appendix B
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Cancer data commentaries
Cancer mortality data investigations (preliminary work)
Cancer data commentary no. 8
At the time of releasing the 2022 Cancer data in Australia (CdiA) report, AIHW remains in the process of investigating cancer mortality
reporting. This commentary discusses preliminary investigations undertaken into differences between cancer mortality information
according to the National Mortality Database (NMD) and the Australian Cancer Database (ACD) and the commentary also outlines planned
work to improve cancer mortality reporting.

Underlying cause of death
Cancer mortality reporting
Cancer cause of death
Cancer cause of death by age group
Cause of death by cancer site
Colorectal cancer mortality
Future work and reporting of cancer mortality
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Cancer data commentaries
Updating sarcoma reporting
Cancer data commentary no. 7
Cancer data in Australia (CdiA) now includes the group ‘all sarcomas combined’. Sarcomas are cancers that originate in bone, cartilage and
the soft tissues of the body (for example, the ligaments, tendons, muscles, subcutaneous tissue and blood vessels). CdiA already includes
data on soft tissue sarcoma and bone cancer and the combination of these produces ‘all sarcomas combined’.
Note that many kinds of cancer that originate outside bones can spread to the bones. However, CdiA only reports on cancers classified by
their primary (original) site, not where they spread to (secondary sites). In the context of primary site, the terms “bone cancer” and “bone
sarcoma” are equivalent, i.e. every primary cancer of the bone is a sarcoma.
Prior to the creation of this new cancer reporting category, a review was undertaken of the CdiA definitions of soft tissue sarcoma and bone
cancer. This resulted in changes to both definitions. This commentary summarises the impact of these changes on the time series of
incidence counts.

About the review process
The definitions of soft tissue sarcoma and bone cancer used in previous versions of CdiA were compared with the RARECAREnet project list
of cancers. The RARECAREnet project involves partners all around Europe and aims at building an information network to provide
comprehensive information on rare cancers to the community at large. The definitions used within the RARECAREnet project and potential
changes to them were discussed with Australia’s cancer registries. It should be noted that the potential changes discussed with Australian
cancer registries relate only to the cancer coding and not whether the cancer is rare.

Progress of the review
At the time of releasing CdiA, the review is not fully complete. It is possible that some further small changes will occur as work continues in
this area. However, the current new definitions already offer a substantial improvement to existing reporting.

Impact of changes
The following sections highlight the impact of the changes to cancer incidence counts. The definitions themselves can be found in Appendix
A.

Bone cancer
The impact of using the new definition is very small. Between 2008 and 2017 the new definition gives an average of 2 more cases per year
than the old definition.

Figure 1: Cases of bone cancer, old and new definitions, persons, 1982–2017

Notes:
1. 2017 counts include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
2. 2016 counts include estimates of late registrations for the Northern Territory only.
Source: AIHW Australian Cancer Database 2017

Soft tissue sarcoma
The impact of using the new definition varies from year to year. Between 2008 and 2017 the new definition gives an average of around 58
more cases per year than the old definition.

Figure 2: Cases of soft tissue sarcoma, old and new definitions, persons, 1982–2017

Notes:
1. 2017 counts include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
2. 2016 counts include estimates of late registrations for the Northern Territory only.
Source: AIHW Australian Cancer Database 2017

Appendix A
The definitions are given in terms of ICD-O-3 topography and histology codes. The RARECAREnet list of cancers is available within the
supplementary tables of the Incidence and survival of rare cancers in the US and Europe - external site opens in new window : after
research paper.

Bone cancer
Table 1: Old CdiA definition for bone cancer
Topograpy codes

Histology codes

C40, C41

All except 9050–9055, 9140, 9590–9993

Table 2: RARECAREnet definition for bone cancer
Topography codes

Histology codes

C40, C41

8004

C30, C32.3, C33,
C34.0, C40, C41

8800–8806, 8810–8812, 8815, 8830, 8840, 8850–8855, 8890, 8891, 8894–8896, 8900–8902, 8910, 8912,
8920, 9040–9044, 9120, 9124, 9130, 9133, 9150, 9170, 9180–9187, 9192–9195, 9220, 9221, 9230, 9231,
9240, 9242, 9243, 9250, 9260, 9364, 9473, 9540, 9560, 9561, 9571, 9580, 9581

All

9370, 9371, 9372

The new CdiA definition for bone cancer is the same as the RARECAREnet definition but also includes codes shown in Table 3.
Table 3: Additional codes to be used in the CdiA definition of bone cancer
Topography codes

Histology codes

C40, C41

8000, 8002, 8003

C30, C32.3, C33, C34.0, C40, C41

9261

Soft tissue sarcoma
Table 4: Old CdiA definition for soft tissue sarcoma
Topograpy codes

Histology codes

All except C40, C41

8800–8936, 8990–8992, 9040–9045, 9120–9262, 9540–9582

Table 5: RARECAREnet definition for soft tissue sarcoma
Topography codes

Histology codes

C49

8004

All except C30,
C32.3, C33, C34.0,
C40, C41

8710, 8711, 8714, 8800–8806, 8810–8815, 8825, 8830, 8832, 8833, 8840, 8842, 8850–8855, 8857, 8858, 8890, 8891,
8894–8896, 8900–8902, 8910, 8912, 8920, 8921, 8930, 8931, 8933–8935, 8959, 8963, 8964, 8990, 8991, 9020, 9040–
9044, 9120, 9124, 9130, 9133, 9137, 9150, 9170, 9180–9183, 9185–9187, 9192–9195, 9220, 9231, 9240, 9251, 9252,
9260, 9364, 9365, 9540, 9542, 9560, 9561, 9571, 9580, 9581

All except C30,
C32.3, C33, C34.0,
C40, C41 and C07,
C08, C44, C60,
C63.2

8940

All except C30,
C32.3, C33, C34.0,
C40, C41 and C56,
C71, C72

9473

All except C30,
C32.3, C33, C34.0,
C40, C41 and C71,
C72

9503

The new CdiA definition for soft tissue sarcoma is the same as the RARECAREnet definition but also includes codes shown in Table 6.
Table 6: Additional codes to be used in the CdiA definition of soft tissue sarcoma
Topography codes

Histology codes

All

8936, 9140

All except C30, C32.3, C33, C34.0, C40, C41

9045

Last updated 27/09/2022 v24.0
© Australian Institute of Health and Welfare 2022

Cancer data commentaries
About age-adjusted survival
Cancer data commentary no. 6
Changes in cancer survival rates over time are often used to gain insights into how survival outcomes are changing for people diagnosed
with cancer. However, for some cancers the insights may be confounded by changes in the age composition of those diagnosed over time.
Age-adjusted survival estimates have been added to Cancer data in Australia (CdiA). These rates enable the assessment of which cancers’
survival rates have been impacted by changes over time in relation to age at diagnosis and therefore may not dependably reflect changes in
survival outcomes over time,.
This commentary discusses age-adjusted survival and the impacts age at diagnosis can have on cancer survival rates. The advice provided
within this commentary is general advice to help increase the familiarity with the data now being offered. Recommendations are not meant
to be prescriptive nor a recommendation of best practice and may change to some extent depending on the investigation being undertaken.

How changes in age of those diagnosed can impact on the overall survival rate
Brain cancer survival time series are used here to illustrate a time series where changes in the age of those diagnosed impacts substantially
on the survival rates over time. Figure 1 provides the 5-year relative survival rates over time for brain cancer. The change from 20% in the
earliest period to 22% in the latest period could lead to the conclusion that brain cancer survival outcomes haven’t changed much over
time.

Figure 1: Five-year relative survival, brain cancer, persons, 1988–1992 to 2013–2017

Source: AIHW Australian Cancer Database 2017.
However, while the changes in rates are accurate, this trend may not provide the whole picture. Cancer survival rates often differ
considerably by age. On average, older people generally have lower cancer survival rates than younger people. Therefore, if progressively
higher proportions of the people diagnosed over time are older then improvements in survival rates may be offset by the greater
proportions of older people being diagnosed.

Age adjusted survival rates
Age-adjusted survival rates help to identify the occasions where changes in cancer survival rates over time are impacted by age. CdiA
includes “forward looking age-adjusted rates” and “backward looking age-adjusted rates”. They are both age-adjusted rates but the age
adjustments have been applied differently. The forward looking and backward looking descriptions are terms used to more simply
distinguish between the two.

Age–adjusted survival rates (forward looking)
The forward looking age-adjusted rates detail what the survival rates would be if the age composition of those diagnosed in the base period
(that is 1988–1992) remained the same in all future periods. If the age composition of the people diagnosed with brain cancer in 2013–2017
was the same as in 1988–1992, brain cancer survival rates would be 34% in 2013–2017, not 22% as per the unadjusted relative survival rates
(Figure 2).

Figure 2: Five-year relative survival and age-adjusted relative survival, brain cancer, persons, 1988–1992 to 2013–
2017

Note: Age composition in each period has been adjusted to equal the age composition of those diagnosed with brain cancer for the 1988–
1992 survival period.
Source: AIHW Australian Cancer Database 2017.

Age–adjusted survival rates (backward looking)
However, the age composition of people diagnosed with brain cancer has changed over time. Noting what the rates would have been only
indicates that the time series is strongly impacted by changes in age. The backward looking age-adjusted survival rates offer an alternative
perspective of the time series in relation to changes in cancer survival outcomes.
The backward looking age-adjusted rates provide what the survival rates for each period would be if the age composition of those
diagnosed in the most recent period (2013–2017 in this example) occurred across all previous periods. Using backward looking age-adjusted
survival rates, 5-year relative survival rates for brain cancer have doubled between 1988–1992 and 2013–2017 (increased from 11% to 22%)
(Figure 3).

Figure 3: Five-year relative survival and age-adjusted relative survival, bain cancer, persons, 1988–1992 to 2013–
2017

Note: Ages are adjusted to equal the age composition of those diagnosed with brain cancer for the 2013–2017 survival period.
Source: AIHW Australian Cancer Database 2017.

Why produce forward looking and backward looking age-adjusted rates?
In general, we recommend the use of actual (unadjusted) relative survival rates when these are not overly impacted by changes in age
composition. Backward looking age-adjusted survival rates are recommended for use when the actual time series does not appear to
represent changes in survival outcomes; that is, rate changes over time are influenced substantially by changes in the age at diagnosis. The
forward looking age adjusted survival rates are useful to not only identify if changes in age are affecting actual relative survival time series
but provide complementary information for the actual relative time series (an example using all cancers combined follows).
The 5-year relative survival rate for all cancers combined has improved from 51% to 70% between 1998–1992 and 2013–2017. The forward
looking age-adjusted survival trend suggests that the change in rates would have been more if not for changes in the age composition of
people diagnosed with cancer over time (Figure 4).

Figure 4: Five-year relative survival and age-adjusted relative survival, all cancers combined, persons, 1988–1992 to
2013–2017

Note: Ages are adjusted to equal the age composition of those diagnosed with brain cancer for the 1988–1992 survival period.
Source: AIHW Australian Cancer Database 2017.
For all cancers combined, the actual relative survival rate doesn’t appear to be greatly impacted by age so it likely provides a reasonable
general reflection of improvement in survival outcomes. When discussing changes in actual relative survival rates, the information gained
from the forward looking age-adjusted rates allows a more informative description of survival outcomes to be provided, for example:
The 5-year relative survival rate for cancer has improved from 51% to 70% between 1988–1992 and 2013–2017 (Figure 5). Improvements in
survival outcomes are slightly under-stated because some improvements have been offset by increasing proportions of older people
diagnosed with cancer as the Australian population ages over time (noting that older people generally have lower cancer survival
rates).

Figure 5: Five-year relative survival rates, all cancers combined, persons, 1988–1992 to 2013–2017

Source: AIHW Australian Cancer Database 2017.

Survival by age group and proportion of people diagnosed by age
Up to this point, we’ve talked about older people having lower survival rates and that, for some cancers, there are proportionally more
older people being diagnosed. This will not be true for all cancers so where can this information be found? The cancer survival by age data
visualisation includes a couple of other sets of data that allow survival rates by age, and changes in age at diagnosis, to be more simply
obtained; these are discussed below.

Cancer survival rates by age group
In 2013–2017, brain cancer 5-year relative survival rates were as high as 68% for people aged between 20 and 39 and as low as 1.4% for
people aged over 80 (Figure 6). Similar information is available for all cancers reported within the CdiA and can be located within the
Cancer survival by age data visualisation.

Figure 6: Five-year relative survival rates, by age group, brain cancer, persons, 1988–1992 to 2013–2017

Source: AIHW Australian Cancer Database 2017.

Proportion of cases diagnosed by age

Proportion of cases diagnosed by age
The proportion of people diagnosed with brain cancer who were aged over 80 has increased from 2.3% in 1982 to 12.9% in 2017 (Figure 7).
Similar information by 20-year age groups is available for all cancers reported on within the CdiA and can be located within the Cancer
survival by age data visualisation.

Figure 7: Proportion of cases diagnosed by age group, brain cancer, persons, 1982 to 2017

Source: AIHW Australian Cancer Database 2017.

A summary of how the information presented in the cancer survival by age data visualisation can be used
together
For brain cancer, we’ve noted that actual relative survival rates are substantially different to the age-adjusted survival rates (Figure 2). The
data on the proportion of cases by age indicates that a much greater proportion of people diagnosed with brain cancer are older in more
recent periods (Figure 7) and the survival rates are very low for older age groups (Figure 6). In this example, the actual relative survival
rates for brain cancer don’t reflect the overall changes in survival outcomes very well because they are impacted by age (Figure 2) and so
we present the age-adjusted (backward looking) time series in place of the actual (Figure 3).
For all cancers combined, we’ve noted that actual relative survival rates are reasonably close to the age-adjusted survival rates (Figure 4).
This indicates that age hasn’t substantially impacted the survival rates over time so we can simply use the actual relative survival rates to
describe the changes over time in survival outcomes (Figure 5). We can also choose to use information from the forward looking ageadjusted rates to provide context that improvements are slightly understated because proportionally more older people are being diagnosed
(data not presented here but available within the Cancer survival by age data visualisation).

Concluding points
1. Age-adjusted rates (forward looking) are primarily developed to investigate whether the time series for actual relative survival is
substantially impacted by changes in age composition but also offer additional context about actual changes in survival outcomes over
time.
2. Age-adjusted rates (backward looking) are primarily developed to provide an alternative reporting option to actual relative survival
rates for instances where the actual relative survival rates aren’t considered to adequately represent changes in survival outcomes
over time.
3. Age-adjusted rates are intended to provide a more comprehensive understanding of survival outcomes over time for the reported
cancer but these rates are not comparable with other cancers (or even the same cancer for a different sex – this is discussed in the
next section).
4. Both observed and relative age-adjusted survival rates are available within CdiA.
As the length of the survival time series presented in CdiA increases, changes in the age composition of those diagnosed over time has
greater potential to influence survival rates. The cancer survival by age data visualisation aims to provide people with information to help
understand changes in survival outcomes (and not simply rates) over time.

Future work – age-standardised survival rates
Age-adjusted rates have been added to CdiA to focus on how to better understand how survival outcomes are changing over time for each
individual cancer. These age-adjusted survival rates are not directly comparable with actual, or age-adjusted, rates for different cancers
(or by sex) because the age composition for one age-adjusted series will more than likely be different to another.
In our future work program, we plan to also produce age-standardised survival rates. These rates will enable comparisons to be made
between cancers because they will use the same standard population (and therefore have the same age composition) across different
cancers. The age-standardised rates will allow comparisons to be made between cancers but in moving towards this objective, will not
capture actual changes over time in survival outcomes for specific cancers as well as age-adjusted survival rates do.
At present, and within the CdiA, to compare survival rates across cancers, comparisons by age group will be the most directly comparable.
Comparisons of actual relative survival rates are commonly peformed and are useful for general survival comparisons. More precise
comparisons between cancers will become available when work on age-standardised survival rates is complete and included within CdiA
(tentatively scheduled for the first release of 2022).
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Cancer data commentaries
Improving the understanding of ovarian cancer statistics
Cancer data commentary No. 5
Ovarian cancer incidence rates have been decreasing, with some larger decreases in more recent years. Without additional context, it
appears as though the real world risk of being diagnosed with ovarian cancer in Australia is reducing. However, the rate decreases are
perhaps more due to research that has led to some cancers previously thought to be ovarian in origin now being considered cancers of the
fallopian tube.
This commentary provides information to help understand ovarian cancer trends.

The issue impacting ovarian cancer data
Histology and cancer site
Fundamental to understanding the issue impacting ovarian cancer statistics is a familiarity with the terms ‘cancer histology’ and ‘cancer
site’. Histology describes the types of cells in which cancer originates, while cancer site describes the site of the body where the cancer
originates. A high grade serous carcinoma is an example of a histology while the ovaries are an example of a site.

Research improves the understanding of primary site of diagnosis
It was first recognised in 2001 that a high percentage of so-called ovarian high grade serous carcinomas (HGSCs) in women with certain
genetic mutations actually begin in the fallopian tube rather than the ovary (Colgan et al. 2001; Piek et al. 2001). Further research
indicated that the fallopian tube is also the primary site of HGSCs that are not associated with those mutations (Garg 2013). In 2015 the
International Collaboration on Cancer Reporting guidelines for assigning the primary site of HGSCs were updated to reflect this new
understanding (McCluggage et al. 2015). These influencial guidelines have affected practice in pathology laboratories and hence cancer
registries.

The impact of the research on ovarian cancer rates
Following the research, we would expect ovarian cancer rates to decrease to some extent. This is not because there is a real world reduced
risk but because some cancers that would have previously been recorded as ovarian will be recorded as cancers of the fallopian tube.

The impact of the changes in the data on the ovarian cancer time series
Ovarian cancer time series are likely to be measuring different things at different points in time. Where decreasing rates occur, there may
be uncertainty as to whether the apparent decreases are due to fewer real world cases or because more cases historically thought to be
ovarian in origin are being recorded as cancers of the fallopian tube.

Defining the terms ‘historical understanding’ and ‘current understanding’
For the rest of this commentary, the term ‘historical understanding of ovarian cancer’ refers to ovarian cancer as well as the serous
carcinomas of the fallopian tube that were previously thought to be ovarian cancers.
The term ‘current understanding of ovarian cancer’ is used to refer to ovarian cancer as it is now understood. It includes only cases
where the ovaries are the primary site and excludes all cancers of the fallopian tube that were historically recorded as ovarian cancers.

There is no clear single break in time series
Ideally, all pathology reports involving the diagnosis of non-uterine HGSC would be based on a consistent understanding of the site where
the cancer originated and these understandings would uniformly change when research dictates. If this were the case, we could clearly
suggest the year when ovarian cancer rates changed from the historical understanding of ovarian cancer to the current understanding.
Unfortunately, with the complexity of determining histology, the evolving research and the diverse number of people making diagnoses, it
can take some time before research findings are broadly accepted and changes are consistently implemented. Given this, it is not possible
to identify a single point in time when ovarian cancer incidence rates changed from measuring the historical understanding of ovarian
cancer to measuring the current understanding. Indeed, it is likely that for years following the research that incidence rates will be
measuring a hybrid of current and historical understandings of ovarian cancer.
The above paragraphs highlight an issue impacting the data; it is not a comment on data collection practices. We would like to acknowledge
the enduring efforts, the quality of work, and considerable expertise, of cancer registries and those in the medical field who provide the
foundation from which the Australian Cancer Database (ACD) is produced.

Incidence rates

Measuring incidence rates based on the historical understanding of ovarian cancer
Our investigations into the quality of ovarian cancer data highlighted the need to improve the reliability of ovarian cancer rates. We have
introduced the ‘ovarian cancer and serous carcinomas of the fallopian tube’ reporting group as a step towards this. This new reporting
group is likely to suit the needs of people who wish to understand how ovarian cancer incidence rates, as ovarian cancer is historically
understood, have changed over time.
Figure 1 shows that the incidence rates for serous carcinomas of the fallopian tube have increased as ovarian cancer decreased. A
proportion of these changes are likely the result of a shift in the understanding of the site rather than independent increases/decreases;
larger offsetting movements are evident from 2012.
The new combined reporting group (ovarian cancer and serous carcinomas of the fallopian tube) is much more stable over time. The
speculated movements from ovarian cancer to cancer of the fallopian tube are offset within the new combined reporting group (Figure 1).

Figure 1: Age-standardised incidence rates, females, 1982 to 2017

Notes:
1. 2017 rates include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
2. 2016 rates include estimates of late registrations for the Northern Territory only.
Source: AIHW Australian Cancer Database 2017
We acknowledge that the ovarian cancer and serous carcinomas of the fallopian tube cancer group may include a small number of serous
carcinomas of the fallopian tube that may historically always have been diagnosed as such.
Appendix 1 outlines which histologies are included within serous carcinomas of the fallopian tube and mentions why these have been
selected.

Measuring incidence rates based on the current understanding of ovarian cancer
The 2017 incidence rate is likely to be the best estimate of ovarian cancer based on the current understanding but may still include some
serous carcinomas of the fallopian tube (Figure 2).

Figure 2: Ovarian cancer age-standardised incidence rates, females, 1982 to 2017

Notes:
1. 2017 rates include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
2. 2016 rates include estimates of late registrations for the Northern Territory only.
Source: AIHW Australian Cancer Database 2017
We will continue to publish ovarian cancer incidence rates but will either refer data users to this commentary or provide the following
caution:
Rates for more recent years are unlikely to be comparable with earlier years. Earlier years are more likely to include serous carcinomas
of the fallopian tube while the most recent years are less likely to do so.

Ovarian cancer incidence time series based on the current understanding are likely to be of a poor quality. We expect that as time
progresses, future years of ovarian cancer incidence rates will better measure the current understanding of ovarian cancer and time series
will become more reliable.

Ovarian cancer incidence projections
For the 2021 Cancer data in Australia report (CdiA), actual cancer incidence data is available up to 2017 and projections are available for
2018 to 2021. Projections have been made for ‘ovarian cancer and serous carcinomas of the fallopian tube’ but not for ovarian cancer.
This is because projections are produced based on the premise that trends occurring over the most recent 10 years are a reasonable basis
from which to project future cancer rates. Unfortunately, there is too much uncertainty within the ovarian cancer incidence rate time
series to provide a reasonable basis to derive projections.

Survival rates
Both incidence and survival rates are derived from the ACD. Ovarian cancer survival rates are provided in Table 1. The recommendations
outlined in the incidence section also apply to survival rates and all data derived from the ACD. More precisely:
the ‘ovarian cancer and serous carcinomas of the fallopian tube’ survival rates better align with the historical understanding of ovarian
cancer.
The most recent ovarian cancer best aligns with the current understanding of ovarian cancer.
Ovarian cancer survival rates from earlier years are likely to include more serous carcinomas of the fallopian tube and may not be
directly comparable with later years.
Table 1: Five-year relative survival rates, ovarian cancer and serous carcinomas of the fallopian tube and ovarian cancer, females, 1988–1992
to 2013–2017
Ovarian
cancer
Period

Ovarian
cancer

Ovarian cancer and serous
carcinomas
of the fallopian tube

Ovarian cancer and serous
carcinomas
of the fallopian tube

5-year relative
survival rate

Confidence
interval (95%)

5-year
relative
survival rate

Confidence
interval (95%)

1988–
1992

37.4%

35.9% – 38.9%

37.4%

35.9% – 38.9%

1993–
1997

40.3%

38.9% – 41.7%

40.4%

39.0% – 41.8%

1998–
2002

40.6%

39.2% – 42.0%

40.7%

39.3% – 42.1%

2003–
2007

41.7%

40.4% – 43.1%

42.2%

40.8% – 43.5%

2008–
2012

44.1%

42.8% – 45.4%

44.8%

43.5% – 46.1%

2013–
2017

47.1%

45.8% – 48.4%

48.1%

46.9% – 49.4%

Source: AIHW Australian Cancer Database 2017

Mortality rates
Unlike incidence and survival data, mortality data are sourced from the National Mortality Database (NMD), not the ACD. NMD data are
derived from information recorded on death certificates. Therefore, the NMD does not include histology information nor have access to
some of the additional information used to derive the ACD data, which enables cancer type to be more accurately assigned in the ACD in
some cases.
As the NMD data is based on less information than the ACD, it is likely to generally record the historical understanding of ovarian cancer.
The two points discussed below support this possibility.

1. Cancers of the fallopian tube mortality rate trends remain quite constant
Figure 3 compares the serous cancers of the fallopian tube incidence rates with the fallopian tube cancer mortality rates. An exact
comparison cannot be made because the NMD does not collect information about cancer histology. It is therefore not possible to isolate
deaths from serous carcinomas of the fallopian tube, only deaths from all cancers of the fallopian tube (all histologies, not only serous
carcinomas).

We would expect that the increasing incidence of cancers of the fallopian tube should lead to increasing mortality rates to some extent;
this does not occur and mortality rates for cancers of the fallopian tube remain quite stable.

Figure 3: Age-standardised incidence rate for serous cancers of the fallopian tube comparison with age-standardised
mortality rates for cancer of the fallopian tube

Notes:
1. 2017 incidence rates include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
2. 2016 incidence rates include estimates of late registrations for the Northern Territory only.
Source: AIHW Australian Cancer Database 2017 and AIHW National Mortality Database

2. Ovarian cancer mortality rates appear to align better with ‘ovarian cancer and serous carcinomas of the fallopian
tube’ incidence rates
Ovarian cancer mortality rates have been decreasing over time (Figure 4). Reducing rates may be explained by improvements in survival
(Table 1). Unlike ovarian cancer incidence rates, ovarian cancer mortality rates have not been decreasing sharply. This suggests that
mortality data are not being impacted by ovarian cancer deaths (as historically understood) being recorded as cancer of the fallopian tube
deaths (Figure 3).
Incidence, survival and mortality rates have the general relationship that, where data is coherent, improvements in survival should
generally correspond with increases in the difference between incidence and mortality rates. For ovarian cancer incidence and ovarian
cancer mortality comparisons – this is not the case (Figure 4)

Figure 4: Age-standardised incidence and mortality rates, selected cancers, females, 1982 to 2017

Notes:
1. 2017 incidence rates include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
2. 2016 incidence rates include estimates of late registrations for the Northern Territory only.
Source: AIHW Australian Cancer Database 2017 and AIHW National Mortality Database

Mortality to incidence ratio tests
We use mortality to incidence ratios to further explore the relationship between mortality and incidence data. Age-standardised
mortality rates from the NMD are compared with age-standardised incidence rates from the ACD for each year and annual ratios are
formed.
Survival rates have improved for ovarian cancer over time. Given this, the mortality to incidence ratio should be decreasing over time.
Figure 5 contrasts the mortality to incidence ratio for:

Series 1: Ovarian cancer age-standardised mortality rates / ovarian cancer and serous carcinomas of the fallopian tube age standardised
incidence rates
Over time, the mortality to incidence ratio improves for series 1. This is to be expected where survival increases. The ovarian cancer
mortality data appears to be measuring the historical understanding of ovarian cancer and these two data sources appear to provide
complementary information about ovarian cancer as it is historically understood.
Series 2: Ovarian cancer age-standardised mortality rates / ovarian cancer age-standardised incidence rates
Over time, the incidence to mortality ratio for series 2 remains quite stable. This is not to be expected where survival is increasing.
The stability of the ratio likely occurs because the improvements in survival are resulting in fewer deaths but for the ratio, these are
offset by the reduction of cases diagnosed as ovarian cancer (and instead diagnosed as cancer of the fallopian tube).

Figure 5: Age-standardised mortality rate to age-standardised incidence rate, rate ratios, selected cancers, females,
1982 to 2017

Notes:
1. Series 1 = ovarian cancer age-standardised mortality rate divided by the ovarian cancer and serous carcinomas of the fallopian tube
age-standardised incidence rate.
2. Series 2 = ovarian cancer age-standardised mortality rate divided by the ovarian cancer age-standardised incidence rate.
3. 2017 incidence rates include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
4. 2016 incidence rates include estimates of late registrations for the Northern Territory only.
Source: AIHW Australian Cancer Database 2017 and AIHW National Mortality Database

Recommendations for how to use the data together
Ovarian cancer as it is historically understood
We believe the ovarian cancer and serous carcinomas of the fallopian tube group provides a useful representation of ovarian cancer as it is
historically understood. This reporting group is available for cancer incidence, survival, prevalence and conditional survival.
Ovarian cancer mortality data is derived from the NMD and appears to provide a strong representation of ovarian cancer as it is historically
understood. Within the CdiA, we will footnote data to note that ovarian cancer mortality rates likely include some cancers originating in the
fallopian tube.

Ovarian cancer as it is currently understood
The most recent incidence and survival rates represent the closest estimate of ovarian cancer as it is currently understood but data should
be used with a degree of caution, particularly in earlier years.
At present, national mortality rates do not exist for ovarian cancer as it is currently understood but possible approaches to remedy this are
being considered for future CdiA releases.

Future work
Our work towards better understanding ovarian cancer incidence and mortality rates will continue into the future. As new data is received,
the guidance provided within this paper may need to evolve. We will continue to monitor ovarian cancer rates and update advice within the
CdiA data commentary series if necessary.

Appendix 1
ICD-10 and histology codes for the ovarian cancer and serous carcinomas of the fallopian tube group (derived from the
ACD)
ICD10: C56 Ovarian cancer (all histologies)
ICD10: C570 Cancer of the fallopian tube (selected histologies)
ICD10: C578 Cancer of overlapping sites of female genital organs (selected histologies)

Selected histologies
8441 – Serous carcinoma not otherwise specified
8460 – Low grade serous carcinoma
8461 – High grade serous carcinoma

About the construction of the ovarian cancer and serous carcinomas of the fallopian tube group
The selected histologies were identified as the histologies that contributed to unusual increases in incidence rates for the C570 and C578
ICD10 codes. The increase was confirmed as likely being due to the change in understanding of ovarian cancer. It is acknowledged that some
increase in serous carcinomas of the fallopian tube may not be directly related to changes in ovarian cancer rates. However, given the
generally low rates of serous carcinomas of the fallopian tube, it is speculated that increases in serous carcinomas of the fallopian tube are
mostly related to changes in the understandings of ovarian cancer.
The group is called ‘ovarian cancer and serous carcinomas of the fallopian tube’ for simplicity and to reflect the general intent of what it
aims to measure. However, the code C57.8 also includes cancer of two or more contiguous sites of the female genital organs whose point of
origin cannot be determined. Therefore, this code may contain some cancers that are neither ovarian nor of the fallopian tube.
Given that serous carcinoma of the ovary remains a legitimate diagnosis, we cannot speculate on the extent to which current ovarian cancer
incidence data may still contain cancers of the fallopian tube. This does not impact on the ovarian cancer and serous carcinomas of the
fallopian tube group but may for those interested only in ovarian cancer as currently understood.
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Cancer data commentaries
A different view of brain cancer rate changes over time
Cancer data commentary no. 4
Examination of brain cancer rate time series provides us with understandings of how brain cancer has been changing over time. Various
brain cancer time series give the appearance that very little is changing over time. However, all may not be as it seems with brain cancer
statistics. This commentary provides additional information that may refine conclusions about how brain cancer rates are changing over
time.

Brain cancer incidence and mortality rates for people aged 80 or more increased substantially between
1982 and 1996
With the exception of the population aged 80 and over, brain cancer incidence rates by age groups have been relatively constant since
1982. For people aged over 80, the incidence rates have more than tripled between 1982 and 2021 (7.5 cases per 100,000 persons to an
estimated 24 cases per 100,000 persons) with most of the change occurring prior to 1996 (Figure 1).

Figure 1: Age-specific incidence rates, brain cancer, by age group, persons, 1982 to 2021

Notes:
1. Actual rates are provided between 1982 and 2017, 2018 and onwards are projections.
2. 2017 rates include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
3. 2016 rates include estimates of late registrations for the Northern Territory only.
Source: AIHW Australian Cancer Database 2017
Brain cancer mortality rates for people aged 80 and over have also increased substantially; these rates are estimated to have more than
quadrupled between 1982 and 2021 (5.3 deaths per 100,000 persons to an estimated 23 deaths per 100,000 persons) (Figure 2).

Figure 2: Age-standardised mortality rates, brain cancer, by age group, persons, 1982 to 2021

Note: Actual rates are provided between 1982 and 2019, 2020 and 2021 are projections.
Source: AIHW National Mortality Database

Why have the incidence and mortality rates for the older populations increased?
It has been suggested that the increasing rates of death from brain cancer for people older than 80 may not be genuine, rather brain
cancers in the elderly were not diagnosed as often in earlier years. Increasing rates for the elderly began to occur with the availablility of
more sophisticated, non-invasive diagnostic technology and changes in the attitude toward care for the elderly (Modan et al. 1992).

What do brain cancer incidence and mortality rates look like when adjusted for possible undercount?

What do brain cancer incidence and mortality rates look like when adjusted for possible undercount?
The increase in brain cancer incidence in the elderly populations may be related to more aggressive diagnostic testing for this population
(Legler et al. 1999) rather than brain cancer becoming more common in this population. Our interpretations of brain cancer rates today and
how things have changed is based in part on comparisons with past rates. When we adjust time series for the possible historical underdiagnosis of brain cancer in the elderly, our understandings of brain cancer trends alters accordingly (particularly mortality trends).
Adjusting brain cancer age-standardised incidence and mortality rates for possible under-diagnosis
We have created a time series that aims to remove the potential under-diagnosis of the elderly in earlier years. Pre-1996 brain cancer
incidence rates appear to be at most risk of reduced incidence and mortality rates arising from potential under-diagnosis. By using the
1996 incidence rates for the elderly and applying these age-specific rates to earlier years, we are able to derive adjusted agestandardised incidence rates; these rates provide an indication of the age-standardised rates without the possible under-diagnosis of the
elderly. This same process has been used for mortality data.
We emphasise that the actual/raw rates represent the accurate rates of diagnosis and death as they were recorded at the time. The
adjusted time series may provide a more comparable time series from which brain cancer trends may be better understood.

How do brain cancer incidence rates change over time when adjusted for possible under-diagnosis?
Figure 3 provides the actual and adjusted age-standardised brain cancer incidence rates from 1982 to 2021. Actual age-standardised
incidence rates remain quite stable throughout time, as do the adjusted rates. The impact of adjusting incidence rates for possible underdiagnosis on how time series is interpreted is relatively limited. Its main impact for incidence may be to alter the possible interpretation
that brain cancer age-standardised incidence rates were historically lower and that the occasional lower rates occurring in some more
recent years have occurred in the past.

Figure 3: Age-standardised incidence rates and adjusted age-standardised incidence rates, brain cancer, persons,
1982 to 2021

Notes:
1.
2.
3.
4.

Actual rates are provided between 1982 and 2017, 2018 and onwards are projections.
2017 rates include estimates for the Northern Territory and an estimate of late registrations for all other jurisdictions.
2016 rates include estimates of late registrations for the Northern Territory only.
For 1982 to 1995, brain cancer rates for the population aged over 80 are adjusted to equal the 1996 rate of this population.

Source: AIHW Australian Cancer Database 2017

How do brain cancer mortality rates change over time when adjusted for possible under-diagnosis?
Actual age-standardised mortality rates for brain cancer suggest there is some volatility but overall little has changed over time. However,
adjusted mortality rates more clearly show there has been a decrease in mortality rates. (Figure 4).
For mortality rates to have improved while incidence remained relatively stable, survival rates must have improved to some degree. This has
occurred and is discussed in the next section.

Figure 4: Age-standardised mortality rates and adjusted age-standardised mortality rates, brain cancer, persons, 1982
to 2021

Notes:
1. Actual rates are provided between 1982 and 2019, 2020 and 2021 are projections.
2. For 1982 to 1995, brain cancer rates for the population aged over 80 are adjusted to equal the 1996 rate of this population.
Source: AIHW National Mortality Database

Brain cancer survival rates have changed more over time than it appears
Brain cancer 5-year relative survival rates appear to have increased by only 2 percentage points over a span of more than 20 years (20% in
1988–1992 to 22% in 2013–2017) (Figure 5). However, further analysis suggests that this time series is unlikely to satisfactorily capture the
extent that brain cancer has really improved (which is discussed in detail in Cancer data commentary number 6 and briefly summarised
below).

Figure 5: Five-year relative survival, persons, brain cancer, 1988–1992 to 2013–2017

Source: AIHW Australian Cancer Database 2017

Why aren’t improvements in brain cancer relative survival being adequately captured?
Relative survival time series (all ages) across the different time periods are based on the survival for the entire population diagnosed with
brain cancer for each of the relevant periods. The population aged over 80 has much lower survival rates than younger ages. Periods such as
1988–1992 include much smaller proportions of people aged over 80 than later periods. As time goes by, increases in brain cancer survival
that have been occurring for most age groups which would normally also be apparent in the relative survival rate for all ages combined are
being offset by the growing number of older people being diagnosed with brain cancer in later years.

When adjusting for age, brain cancer 5-year survival rates have doubled
When adjusting for age, the 2013–2017 brain cancer 5-year relative survival rate is effectively double that of 1988–1992 (11% to 22%). The
actual 1988–1992 5-year relative survival rate of 20% is derived from a younger population of those diagnosed with brain cancer. If it had the
same age characteristics as the population diagnosed in 2013–2017 the 5-year relative survival rate would have been 11% and not 20% (Figure
6). The age adjusted relative survival time series provides a more genuine reflection of changes in brain cancer survival outcomes over
time.

Figure 6: Five-year relative survival and age-adjusted relative survival, brain cancer, persons, 1988–1992 to 2013–
2017

Note: The age composition in earlier periods are adjusted to equal the age composition of those diagnosed with brain cancer for the 2013–
2017 survival period.
Source: AIHW Australian Cancer Database 2017.

Improvements in brain cancer survival have occurred for most age groups
Changes in brain cancer survival are better considered by viewing how survival rates have changed for each of the specific age groups.The
population aged 20 to 39 has had the largest improvement in brain cancer 5-year survival rates between 1988–1992 and 2013-2017 (54% to
68%). For people aged 40 to 59, 5-year relative survival rates improved from 18% to 27% for the same period. Even though 5-year relative
survival rates for people aged 60 to 79 remain low at 6.7%, this rate is double the rate of 3.1% in 1988–1992 (Figure 7).

Figure 7: Five-year relative survival, brain cancer, by age group, persons, 1988–1992 to 2013–2017

Source: AIHW Australian Cancer Database 2017
Improvements in survival are generally more evident for shorter survival periods (such as 2-year survival rates), particularly for cancers with
relatively low survival rates such as brain cancer. These rates are available within the CdiA Survival by age data visualisation.

Concluding points
The incidence and mortality data adjusted for under-diagnosis appears to provide a more reasonable interpretation of brain cancer rates
over time than the actual data. Relatively stable age-standardised incidence rates are accompanied by mortality data that is stable before
decreasing. Decreases in mortality are likely to be driven by improvements in survival.
While there is some evidence supporting the under-diagnosis of the older populations in earlier years, it cannot be known with certainty.
The age-adjusted mortality and incidence age-standardised rates presented are speculative of how rates would look assuming underdiagnosis of the elderly occurred in the past.
Actual age-standardised and crude incidence and mortality rates for brain cancer remain an accurate description of what was recorded in
the relevant years and will therefore continue to be published in CdiA without adjustment. This commentary is intended to support
interpretations of brain cancer data, but not replace the data recorded.
Brain cancer relative survival time series will continue to be published within CdiA. This data remains an accurate reflection of relative
survival rates for the population diagnosed with brain cancer for the respective periods. These survival rates are now accompanied by the
age-adjusted tool which is used to identify whether changes in survival rates are being impacted by changes in the age of those diagnosed
with cancer across time.
CdiA now includes survival rates by 20 year age groups over time. These data provide further insights into cancer survival over time and
provide important information for all cancers.
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Cancer data commentaries
How are pancreatic cancer rates changing?
Cancer data commentary no. 3
This commentary discusses trends in pancreatic cancer incidence, mortality and survival, in particular, changes that have occurred since
around 2000.
The pancreas is located near the stomach; it produces enzymes that aid digestion and hormones that regulate blood sugar levels. Pancreatic
cancer occurs when abnormal cells in the pancreas multiply out of control and form a tumour.
Pancreatic cancer has very low survival rates and is becoming more commonly diagnosed. Research indicates that the poorer outcomes
associated with pancreatic cancer are primarily due to its presentation at an advanced stage. Early stages of pancreatic cancer do not
usually produce symptoms, so it is generally advanced when it is diagnosed (AIHW 2012).

Terms used
Incidence rates refer to the rate of pancreatic cancer cases diagnosed.
Mortality rates refer to the rate of death from pancreatic cancer.
Projections are estimates for the most recent years (2017-2020 for incidence and 2019-2020 for mortality). Estimates are derived based
on trends from the previous 10 years of actual data. Where this commentary discusses rates based on projections, the rates are
described as ‘estimated’.
For those less familiar with statistical methods and terms, some assistance in their use is provided within the commentary. Please see the
methods section of Cancer data in Australia for more detailed information.

Pancreatic cancer trends
The estimated number of pancreatic cancer cases diagnosed per year has more than doubled in 20 years
From 1982, the number of pancreatic cancer cases diagnosed each year was steadily increasing; from 2002, the number of cases continued
to increase but overall, increases were greater. Between 1982 and 2002, the number of pancreatic cancer cases diagnosed increased by
around 60% (from 1,200 cases in 1982 to 1,900 in 2002). It is estimated that the number of pancreatic cancer cases diagnosed in 2020 will be
more than double those of 2002 (estimated 3,900 cases in 2020) (Figure 1). This increase in incidence from 2002 is attributable to general
population growth, an ageing population and pancreatic cancer becoming more commonly diagnosed across various age groups.

Figure 1: Pancreatic cancer cases diagnosed, persons, 1982–2020

Source: AIHW Australian Cancer Database 2016

The ageing population places upwards pressure on pancreatic cancer case numbers
The Australian population continues to increase but the growth is not uniform across age groups. With life expectancy increasing, more
people are living to older ages than in the past and older populations are growing at a faster pace than younger populations and the overall
population growth.
Older populations experience higher rates of pancreatic cancer. The combination of the size of older populations increasing at greater rates
and pancreatic cancer being more common at older ages contributes to the number of cases diagnosed increasing at greater rates than
general population growth. A clearer understanding of the influence of the ageing population upon the number of pancreatic cancer cases
diagnosed over time can be gained through the following crude and age-standardised incidence rate time series.

Pancreatic cancer incidence rates are increasing

About crude rates – interpreting time series
The crude rate of cancer is the rate of cancer within the population. The crude rate of cancer will remain the same where the rate of
cancer increases at the same rate as population growth.
Given that pancreatic cancer more commonly occurs in older people and the size of older populations is increasing at a faster rate than
general population growth, there is a regular upwards pressure on crude rates.
Crude incidence rates for pancreatic cancer increased from 7.9 cases per 100,000 persons in 1982 to 9.8 cases per 100,000 people in 2002;
most of the increase during this time is attributable to impacts of an ageing population. By 2020, crude rates are estimated to reach 15 cases
per 100,000; this increase is attributable to both the ageing population and pancreatic cancer becoming more commonly diagnosed across
various age groups (Figure 2).

About age-standardised rates – interpreting time series
Like crude rates, age-standardised rate time series focus on changes to cancer rates. Unlike crude rates, they remove the impact of
changes to the age composition of the population (such as impacts due to the ageing population).
An increase in age-standardised rates indicates that overall cancer rates are increasing and there are ages for which the cancer is
becoming more commonly diagnosed (and vice versa for decreasing age-standardised rates).
Whether an age-standardised rate is increasing, decreasing or remaining stable, it only indicates overall movement. Some rates among
individual age groups may not be moving in the same direction as the overall age-standardised cancer rates.
Between 1982 and 2002, age-standardised incidence rates were stable and ranged between 9.6 cases per 100,000 people and 10.3 cases per
100,000 people (Figure 2).
Age-standardised incidence rates began to increase from 2002. It is estimated that age-standardised incidence rates for pancreatic cancer in
Australia will be 12.5 cases per 100,000 persons by 2020 (Figure 2).

Figure 2: Pancreatic cancer age-standardised and crude incidence rates, persons, 1982–2020

Source: AIHW Australian Cancer Database 2016

The median age at diagnosis has fallen
The median age at diagnosis had been increasing from 1982.These increases slowed from the late 90’s and began to decrease from 2008 (the
median age was 69.6 in 1982, increasing to a peak of 73.9 in 2008 and by 2016 it was 72.8) (Figure 3).
The median age at death from pancreatic cancer has moved in a relatively similar manner in that there has been a general stabilisation from
original increases; it differs in that there has not been a drop in median age at death (Figure 3).

Comparability of median age at diagnosis and median age at death
Please note that median age at diagnosis and median age at death are derived from different data sources. The median age at diagnosis
time series is more sensitive to change as it is calculated to a month whereas median age at death is only calculated to a year.
Comparisons between the two may be impacted by the difference in sensitivity to some extent.

Figure 3: Pancreatic cancer median age at diagnosis and median age at death, persons, 1982–2018

Note: Median age of diagnosis and death are obtained from different data sources. Median age at diagnosis can be calculated to a month
while median age at death can only be calculated to a year.
Source: AIHW Australian Cancer Database 2016 and AIHW National Mortality Database

Despite increases in incidence, mortality rate trends remain relatively consistent
Between 1982 and 2020, crude mortality rates ranged between 7.4 cases per 100,000 persons in 1983 and an estimated 12.8 cases per
100,000 persons in 2020. The ageing population is the predominant driver for increasing crude mortality rates (Figure 4).
Between 1982 and 2020, age-standardised mortality rates ranged from 9.2 cases per 100,000 persons in 1982 to 10.4 cases per 100,000
persons in 2017 (Figure 4). While the more recent mortality rates are generally on the higher end of the pancreatic cancer mortality rate
range, they have not increased to the same degree as age-standardised incidence rates.
The widening of the gap between incidence and mortality rates indicates improvements in survival rates and the risk data provided later in
this commentary help visualise the improvements.

Figure 4: Age-standardised and crude mortality rates, pancreatic cancer, persons, 1982–2020

Source: AIHW National Mortality Database

Survival rates remain low but have improved
About relative survival
An observed cancer survival rate is the rate of survival of those diagnosed with cancer. An observed survival rate considers only whether
the person has survived for the period in question. It is limited to the extent that it does not take into account the fact that some
deaths may have occurred due to causes other than the relevant cancer.
A relative survival rate adjusts the observed survival rate to account for deaths that may be expected to occur in the general
population. A relative cancer survival rate is the survival rate of people diagnosed with cancer relative to the survival rate for the
general population. A rate of 100% indicates there is no difference between the survival of those diagnosed with cancer and the survival
of the general population.
All survival rates referred to in this commentary are relative survival rates. Confidence intervals are available in the supplementary
tables.
Survival rates for pancreatic cancer are amongst the lowest of all cancers. The 5-year survival rate for all cancers combined (that is, the
survival rate of people diagnosed with any type of cancer) in 2012–2016 was around 69%; the equivalent 5-year survival rate for pancreatic
cancer was 10.7%.
The 5-year survival rate of 10.7% remains low but it has been improving (6.5% in 2007–2011) and is around 3 times the survival in1987–1991
(3.2%) (Figure 5).
Shorter-term survival rates have improved over time and greater improvement is evident in more recent years. For instance, between 2007–
2011 and 2012–16, 1-year survival improved by over 8 percentage points (from 24.6% to 33.1%) (Figure 5).

Figure 5: Relative survival rates, 1–5 years, pancreatic cancer, persons, 1987–1991 to 2012–2016

Figure 5: Relative survival rates, 1–5 years, pancreatic cancer, persons, 1987–1991 to 2012–2016

Source: AIHW Australian Cancer Database 2016

Survival is improving for younger and older populations
Survival rates for pancreatic cancer decrease as age at diagnosis increases. In 2012–2016 the 5-year survival for people aged 0 to 39 was 52%;
the equivalent rate for people aged over 80 was 2.9% (Figure 6).
5-year survival rates have been improving for younger and older age groups. In 1997–2001, the 5-year survival for people aged 0–39 was 32%;
by 2012–2016 it had increased to 52%. Across the same time periods, for people aged 40–59 years, survival increased from 11% to 21% and for
people aged 60–79, survival has increased from 4.3% to 10.5% (Figure 6).
Of the 16,000 total cases in 2012–2016, around 8,600 (54%) were diagnosed in people aged 60 to 79 years. The 5-year survival rate for
pancreatic cancer (all ages) continues to be very close to that of the 60–79 age group. For example, the 5-year survival rate for people aged
60–79 was 10.5% in 2012–2016 and 10.7% for pancreatic cancer overall (all ages combined) (Figure 6).

Figure 6: 5-year relative survival rates, by age, pancreatic cancer, persons, 1987–1991 to 2012–2016

Source: AIHW Australian Cancer Database 2016

Pancreatic cancer incidence risk is increasing
About risk adjusted for competing mortality – time series
Pancreatic cancer risk is either the risk of being diagnosed with (incidence) or dying from (mortality) pancreatic cancer by a specified
age.
Risk estimates are adjusted for competing mortality. A fundamental aspect of risk adjusted for competing mortality is that it considers
the likelihood of reaching a given age and then considers the likelihood of diagnosis with (or death from) the cancer.
Given that life expectancy in Australia is increasing, more people are reaching the ages at which pancreatic cancer is more commonly
diagnosed. Within the risk time series, risk increases to some extent because more people are more likely to survive to older ages.
Where risk is low and estimates are more volatile, analysis of risk is discussed using the average over a period of time rather than single
years (for example, the average risk from 2011 to 2020).

Risk by the age of 40
The risk of being diagnosed with pancreatic cancer by the age of 40 has been increasing (average risk of 1 in 14,300 for the 1991–2000
period, to 1 in 11,900 in 2001–2010 and 1 in 7,800 in 2011–2020) (Figure 7).
While the risk of being diagnosed with pancreatic cancer by the age of 40 is reaching its highest levels in 2011–2020, this is not the case for
the risk of dying from pancreatic cancer. The average risk of death for the 2011–2020 period is 1 in 25,500. This is an increase on the average
risk over 2001–2010 (1 in 29,900) but is lower than the average risk of death for the 1991–2000 period (1 in 20,300) (Figure 7). The increasing
gap between the risks of diagnosis and death reflects the improvement in survival for younger people diagnosed with pancreatic cancer.

The risk of being diagnosed with pancreatic cancer is increasing but it remains a relatively low risk for younger populations. To provide some
context by comparison with a couple of cancers more commonly associated with ages 40 and under, the average risk of being diagnosed with
colorectal cancer by the age of 40 between 2011–2020 is 1 in 550; for melanoma of the skin it is 1 in 301.

Figure 7: Risk of diagnosis and risk of death, by the age of 40, pancreatic cancer, persons, 1982–2020

Source: AIHW Australian Cancer Database 2016 and AIHW National Mortality Database

Risk by age 70
Since 1982, the median age of diagnosis has generally remained around the age of 70. The risk of being diagnosed with pancreatic cancer by
the age of 70 has trended upwards since 2002 (1 in 260 in 2002 to an estimated 1 in 189 in 2020). Over the same time, the risk of death by
the age of 70 remained similar (1 in 281 in 2002 to an estimated 1 in 282 in 2020) (Figure 8).

Figure 8: Risk of diagnosis and risk of death, by the age of 70, pancreatic cancer, persons, 1982–2020

Source: AIHW Australian Cancer Database 2016 and AIHW National Mortality Database

Can the data provide insights into the potential reasons behind changing pancreatic cancer rates?
More information and data is required to better understand the potential drivers affecting pancreatic cancer incidence, mortality and
survival trends in Australia. This section discusses the available data trends and highlights some possible reasons for the observed changes.
The possibilities considered in this section include:
improvements in cancer detection
changes in risk factors
improvements in cancer treatment
changes in the proportion of different histological types of pancreatic cancer (noting that mortality by histology is not currently
available).

Changes in histology type
Histology describes the type of cells in which cancer originates. Symptom patterns and survival outcomes vary based on histology type.
Histology groupings presented in this commentary are based on the histological groups described in Cancer incidence in five continents
(Brayet al. 2017). See Appendix A for more details.
The histological types for pancreatic cancer include adenocarcinoma, unspecified malignant neoplasms, unspecified carcinomas,
neuroendocrine neoplasms, other specified carcinomas, sarcomas and other specified malignant neoplasms. Sarcomas and other specified
malignant neoplasms are not discussed further due to the small number of cases diagnosed (4 cases in total in 2016) but are included in
totals.
Please note that changes in the proportion of cases diagnosed by histology type may change over time to some degree due to changes in
coding practices (for example, some proportion of adenocarcinoma increases over time may be due to reductions in unspecified
carcinomas).

While acknowledging changes in coding practices make it difficult to establish the degree to which different histology types may be
becoming more commonly diagnosed, neuroendocrine neoplasms increasingly appear to make up a greater portion of the total number of
pancreatic cancer's diagnosed (Figure 9). Neuroendocrine neoplasms also have the highest survival rates of all pancreatic cancer histological
types (neuroendocrine neoplasms had a 5-year survival of 69% in 2012–2016) (Figure 10).
Neuroendorcrine 5-year survival in 2012–2016 improved by around 10 percentage points from 2007–2011 (from 59% to 69%). Improvements in
survival for pancreatic cancer’s most common histology type, adenocarcinomas, are key to improvements in pancreatic cancer survival
rates. Adenocarcinoma has very low 5-year survival rates but they have also improved (from 4.7% in 2007–2011 to 6.7% in 2012–2016) (Figure
10).
In 1987–1991, the adenocarcinoma 5-year survival rate was 1.9% and the overall pancreatic cancer survival rate was 3.2%. In 2012–2016, the
respective rates were 6.7% and 10.7% (Figures 5 and 10). Improvements in adenocarcinoma survival are key to the improvements in
pancreatic cancer survival overall. The increasing difference between the overall pancreatic survival rate and the adenocarcinoma rate is
suggestive that histology types with higher survival are contributing more towards overall pancreatic cancer survival rates.

Figure 9: Proportion of pancreatic cancer cases diagnosed by histology type, persons, 1982–2016

Source: AIHW Australian Cancer Database 2016

Figure 10: 5-year relative survival, pancreatic cancer, by histology type, persons, 1987–1991 to 2012–2016

Source: AIHW Australian Cancer Database 2016
Focussing on shorter-term survival for the most common histology type, adenocarcinoma 1-year survival improved from 30% in 2007–2011 to
36% in 2012–2016 (Figure 11).

Figure 11: 1-year relative survival, pancreatic cancer, by histology type, persons, 1987–1991 to 2012–2016

Source: AIHW Australian Cancer Database 2016
As previously discussed, survival rates for pancreatic cancer decrease with increasing age. Higher survival rates for younger ages (Figure 6)
are also influenced by histology to some degree. In particular, the higher survival neuroendocrine neoplasms are proportionally more
common in younger age groups (Figure 12).

Figure 12: Proportion of pancreatic cancers diagnosed with neuroendocrine neoplasm histology type, by age group,

Figure 12: Proportion of pancreatic cancers diagnosed with neuroendocrine neoplasm histology type, by age group,
persons, 2000–2016

Source: AIHW Australian Cancer Database 2016
Exploring survival rates by age group can provide insights into whether the higher survival rates observed for neuroendocrine neoplasms are
only due to it having a younger age profile. Comparisons of the 2012–2016 5-year survival rates for people diagnosed at age 60–79 show that
the survival rate is much higher for those diagnosed with neuroendocrine neoplasms (64%) than adenocarcinomas (7.1%) (AIHW 2020,
unpublished). This highlights that the higher survival rates for neuroendocrine neoplasms are not solely due to a younger age profile.

Improvements in cancer detection
Improvements in cancer detection would be expected to generally result in increasing incidence rates (for a period of time), increasing
survival rates and potentially younger age at diagnosis (as the cancer is diagnosed earlier than it would have otherwise been). Mortality
rates would be expected to either decrease or at least not increase proportional to incidence rates.
There are no early detection tests for pancreatic cancer. Pancreatic cancer trends do however exhibit some similarities to trends arising
from improvements in cancer detection. As national data on stage at diagnosis are not currently available for pancreatic cancer, it is not
possible to determine whether the cancer is being diagnosed at earlier stages.

Increase in the prevalence of risk factors for pancreatic cancer
Risk factors associated with pancreatic cancer include smoking, overweight/obesity, age, family history, diabetes, chronic pancreatitis, liver
cirrhosis and stomach infections (Cancer Australia 2020 - external site opens in new window : after). An increase in the prevalence of these
risk factors may lead to increases in pancreatic cancer incidence.
Each risk factor will be changing to varying degrees within the population, the extent to which these changes impact on pancreatic cancer
rates cannot be known with any certainty. Focussing on several key risk factors, smoking rates are declining while overweight/obesity and
diabetes are increasing. If the key risk factors for pancreatic cancer are changing over time, it may lead to changes in incidence rates and
possibly the age at diagnosis may change over time as a result.
The ageing population's impact on incidence and mortality counts and crude rates is discussed earlier. The ageing population will also place
upwards pressure on median age at diagnosis and downwards pressure on survival rates (because survival rates decrease with increasing age
at diagnosis).

More effective treatment
More effective treatments would be expected to result in increases in survival rates, decreases in mortality and increases in median age at
death. Increases in rates of survival by stage at diagnosis (which is not available nationally for pancreatic cancer) would indicate that any
improvements in survival are likely to be due to improvements in treatment rather than pancreatic cancers being diagnosed at earlier stages
on average.

National Pancreatic Cancer Roadmap
Cancer Australia is working with the Department of Health to develop a National Pancreatic Cancer Roadmap to improve outcomes and
survival for people with pancreatic cancer. The Roadmap will identify key priority areas for action over the next five years, across the
continuum of pancreatic cancer care and pancreatic cancer research. The roadmap is expected to be developed by December 2021. More
information about the roadmap is available on the Cancer Australia - external site opens in new window : after website.

Where can I find more data on pancreatic cancer?
Data used to inform this commentary are available on the Data page.
A more complete range of pancreatic cancer data is available within the Cancer data in Australia report. including by sex. General
incidence, mortality and survival trends discussed in this paper are common across the sexes although males have higher incidence and
mortality rates (survival rates are generally similar).
The Cancer data in Australia report is updated annually but note that the data to inform this commentary were obtained from the
Australian Cancer Database, National Mortality Database and associated projections as at the time this commentary was released. For
this reason, the estimates presented in this commentary may not be consistent with the estimates presented in Cancer data in Australia

after it has been updated.

Attachment A
Pancreatic cancer (ICD-10 C25) histology groupings
Histology group

ICD-O-3.1 histology codes

Carcinomas

801–857

Adenocarcinomas

814, 816, 819–823, 825–842, 848–855, 8570–8574, 8576–8579

Neuroendocrine neoplasms

8013, 8041–8045, 815, 824

Other specified carcinomas

8046, 809–813, 817–818, 843–847, 856, 8575

Unspecified carcinomas

8010–8012, 8014–8039

Sarcomas

880–893, 899, 904, 9120–9139, 9141–9249, 954–958

Other specified malignant neoplasms

858–879, 894–898, 900–903, 906–911, 925–953

Unspecified malignant neoplasms

800

Note: Only the first 3 digits are given except when the 4th digit is necessary.
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Cancer data commentaries
Risk of melanoma of the skin by age and over time
Cancer data commentary 2
This commentary discusses risk trends for melanoma of the skin at different ages and over time. It supports the introduction of the
expanded risk data available in the Cancer data in Australia report.

Some key terms
For convenience, melanoma of the skin has been abbreviated to ‘melanoma’; please note melanoma may occur in other sites of the
body.
Melanoma incidence risk’ is the risk of being diagnosed with melanoma while ‘melanoma mortality risk’ is the risk of dying from
melanoma. This paper uses a risk method that adjusts for competing mortality; Cancer data commentary no.1 provides help in
understanding cancer risk methods and concepts.

Melanoma risk
Cancer awareness campaigns such as the 'Slip-Slop-Slap’ campaign of the 1980s and ensuing advertisements since have increased public
awareness of melanoma and its prevention. Through continuing education, today’s population should be better informed about how to
identify and prevent melanoma than populations of the past.
Lifetime melanoma incidence risk informs risk of being diagnosed with melanoma for the total population (that is, the risk across all ages of
the population). Within the total population, older people have lived most of their lives in a less ‘sun smart’ environment while younger
Australians have lived the majority of their life in times when public awareness was greater. The following melanoma incidence risk by age
commentary highlights the falling risk for the younger populations of today and increasing risk for older populations.

The risk of being diagnosed with melanoma of the skin by the age of 30 has more than halved in 23 years
In 1982, the risk of being diagnosed with melanoma by the age of 30 was around 1 in 600 people. Incidence risk trended upwards and in 1997
has risen to around 1 in 430 people (Figure 1).
From 1997, the risk of melanoma by the age of 30 began to fall. Based on current projections, in 2020 the risk of being diagnosed with
melanoma by the age of 30 (estimated at around 1 in 1,170 people) has fallen to less than half of the risk in 1997 (Figure 1).
Following years of consistent decline, the risk of death from melanoma by the age of 30 in 2020 is estimated to be less than one-sixth of the
risk in 1982 (1 in 62,000 persons in 2020 compared with 1 in 9,100 persons in 1982) (Figure 1).

Figure 1: Incidence and mortality risk by the age of 30, melanoma of the skin, persons

Note: Incidence risk for 2017–2020 and mortality risk for 2019 – 2020 are based on projections.
Source: AIHW Australian Cancer Database 2016 and National Mortality Database

The risk of being diagnosed with melanoma of the skin by the age of 60 peaked in the 1990’s
In 2005, and following years of increasing risk from 1982, melanoma incidence risk by the age of 60 began to fall and then stabilise from
around 2012 (1 in 56 people in 2005 to an estimated 1 in 65 people in 2020) (Figure 2).
The large difference between the incidence risk and mortality risk reflects the relatively high survival rates for melanoma when considered
in the context of other cancers..
The risk of death from melanoma by the age of 60 decreased consistently from 1982; from 2013 melanoma mortality risk decreased more
sharply (from 1 in 650 in 1982 to 1 in 850 in 2013 and an estimated 1 in 1,600 in 2020) (Figure 2).

Figure 2: Incidence and mortality risk by the age of 60, melanoma of the skin, persons

Note: Incidence risk for 2017–2020 and mortality risk for 2019 – 2020 are based on projections.
Source: AIHW Australian Cancer Database 2016 and National Mortality Database

The risk of death from melanoma of the skin peaked in 2013
The lifetime risk of being diagnosed with melanoma is estimated to have tripled since 1982 (1 in 46 people in 1982 to an estimated 1 in 15
people in 2020) (Figure 3). Considering the younger population’s melanoma of the skin incidence risk has been decreasing and incidence risk
by the age of 60 has been stabilising, the continuation of increasing melanoma incidence risk is driven by risks from the older population.
Part of the increase in the total population’s risk of being diagnosed with melanoma is due to increasing life expectancy. Essentially, the
ageing population increases the proportion of people living to ages for which melanoma is generally more common (Figure 3).
The lifetime risk of death from melanoma continued to rise up until 2013 (Figure 3). Please note that lifetime risk is not the risk for the
'average lifetime', it includes all people within the population and in very broad terms may be considered as risk by age 100 and more.

Figure 3: Lifetime incidence and mortality risk, melanoma of the skin, persons

Note: Incidence risk for 2017–2020 and mortality risk for 2019 – 2020 are based on projections.
Source: AIHW Australian Cancer Database 2016 and National Mortality Database
In 2013, the total population’s risk of death from melanoma was around 1 in 110 people; the lifetime melanoma mortality risk in 2013 had
more than doubled from 1982 (1 in 240 people). Since the 2013 peak, lifetime melanoma mortality risk is estimated to have fallen to 1 in 140
people (Figure 4). Sharply decreasing mortality risk in conjunction with increasing incidence risk is indicative of improving survival
outcomes for those diagnosed with melanoma (Figure 4).

Figure 4: Lifetime mortality risk, melanoma of the skin, persons

Note: Mortality risk for 2019 – 2020 are based on projections.
Source: National Mortality Database

The lifetime risk of death for males from melanoma of the skin has fallen strongly

The decrease in lifetime mortality risk from 2013 is driven largely by reductions in the comparatively high risk for males (1 in 80 in 2013 to an
estimated 1 in 104 in 2020). For females, the lifetime risk of death also fell but at a slower rate (1 in 185 in 2013 to an estimated 1 in 197 in
2020 (Figure 5).

Figure 5: Lifetime mortality risk, melanoma of the skin, by sex, 1982–2020

Note: Mortality risk for 2019 – 2020 are based on projections.
Source: National Mortality Database
For both sexes, the lifetime risk of being diagnosed with melanoma continues to increase (figure 6) but the lifetime mortality risk for
melanoma is starting to decrease.

Figure 6: Lifetime incidence risk, melanoma of the skin, by sex, 1982–2020

Note: Incidence risk for 2017–2020 are based on projections.
Source: AIHW Australian Cancer Database 2016
While melanoma mortality risk peaked in 2013, impacts of an ageing population (that is, more people living to ages where melanoma
incidence rates are higher) will continue to place upwards pressure on the risk of being diagnosed with melanoma and in turn the risk of
death from melanoma; this may be particularly true for the ageing populations living in times when ‘Sunsmart’ awareness was less.

Information about the risk data, terms used and where to find melanoma data
About the risk data
This paper uses a risk method that adjusts for competing mortality; Cancer data commentary no.1 provides help in understanding cancer
risk methods and concepts.
Risk within this paper outlines the risk within the Australian population; an individual’s risk may be different depending on their own risk
factors (for example, a daily smoker may have a higher risk of developing types of cancer where smoking is a risk factor).
Cancer incidence risk in 2017–2020 and cancer mortality risk in 2019–2020 are projections; actual data informs other years.

Terms used
Lifetime risk refers to the risk of (being diagnosed with or dying from) melanoma of the skin for the total population. Lifetime risk is not
the risk of the ‘average lifetime’; it is risk by age 100 and greater (to the oldest person/s in the population for the year).
Melanoma incidence risk refers to the risk of being diagnosed with melanoma of the skin.
Melanoma mortality risk refers to the risk of dying from melanoma of the skin.

Where to find melanoma of the skin data
Melanoma data used in the commentary
Data used to inform this commentary is available in these Excel workbooks:
Data tables: Cancer data in Australia commentary no. 2 - Risk of melanoma of the skin by age and over time (XLSX 145kB).

Cancer data in Australia is updated and revised annually. The data used to inform this commentary is consistent with Cancer data in Australia
as of 30 October 2020. Following future updates to Cancer data in Australia, the data within this commentary will differ from future Cancer
data in Australia reports to some extent.
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Cancer data commentaries
Changes to the cancer risk data and guidance using the risk methods
Cancer data commentary no. 1
The 2020 release of Cancer data in Australia (CDiA) contains a greater range of risk data than previous AIHW releases. This cancer data
commentary provides guidance on using the new risk data and summarises key changes.

Changes in the 2020 release of cancer risk data
About the two methods for measuring risk
More about the additional risk by age data
All cancers combined’ incidence risk time series is not available
The previous method of cancer incidence risk is no longer available
Attachment A
Attachment B
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Using the data - FAQs
Using the data - frequently asked questions
Which cancers are available in this report?
How are the cancers grouped?
Which cancers are excluded from the cancer data?
Why are some survival rates greater than 100%?
Why are some rates missing?
Why do some cancers have a shorter time series?
Why don’t state and territory counts of new cases of cancer equal the Australian total?
How do I download data from visualisations?
How do I print?
How do I interact with the graphs and maps?
How do I extract data files?
Where does the information come from?
I want to do my own data analysis, where can I get more data?
Where can I get help?

Last updated 14/09/2022 v42.0
© Australian Institute of Health and Welfare 2022

Technical notes
Cancer is classified by the International Statistical Classification of Diseases and Related Health Problems Version 10 (ICD–10). This is
a statistical classification, published by the World Health Organization - external site opens in new window : after, in which each morbid
condition is assigned a unique code according to established criteria.
Actual mortality data from the National Mortality Database, up to 2019 are based on the year of occurrence of the death and data for
2020 are based on the year of registration of the death.
With the exception of prostate cancer, the 2019–2022 incidence estimates are projections based on 2009–2018 incidence data; prostate
cancer incidence projections use only the most recent available year to inform projections. The 2021–2022 mortality estimates are
projections based on 2011-2020 data.
Projection methods rely on the assumption that past trends may be reasonably used to estimate future counts and rates. For prostate
cancer incidence, this has generally not been the case in more recent years. Prostate cancer incidence use the most current rates (by
age) applied to future years population estimates.
Relative survival was calculated with the period method, using the period 2014–2018 (Brenner & Gefeller 1996). This captured the
survival experience of people who were diagnosed with cancer before or during 2014–2018 and were still alive at the beginning of 2014.
Note that this period does not contain estimated incidence data. Estimated incidence data includes DCO cases for NSW in 2018 and lateregistration cases for Australia in 2018. Data from the National Death Index (NDI) on deaths (from any cause) that occurred up to 31
December 2018 were used to determine which people with cancer had died and when this occurred.
Relative survival for registry-derived (RD) stage tables was calculated using the cohort method, using the period 2011–2016. In this
method, a cohort of patients diagnosed with cancer is followed over time to estimate the proportion surviving for a selected timeframe
(e.g. 5 years).
Age-specific incidence, mortality and incidence rates are expressed as per 100,000 population.
Age-standardised incidence and mortality rates for the Australian population were age standardised to the 2001 Australian Standard
Population and are expressed as per 100,000 population.
Incidence and mortality rates are based on the Australian population as at 30 June. Prevalence counts are based on the Australian
population as at 31 December.
Stage data for colorectal cancer excludes cases identified from death certificates only, cancer of the appendix (ICD-10 code C18.1), and
colorectal cancers with a histology for which staging rules are not applicable.
Stage data for breast cancer in females includes ICD-10 code C50, lung cancer excludes trachea (C34), melanoma of the skin excludes
skin of genitals and melanoma of “unknown primary site” (C43) and prostate cancer includes C61. Certain morphology codes are
excluded.
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Technical notes
Methods
Age-adjusted survival
Comparisons of cancer survival rates over time may be affected by changes in the age composition of those diagnosed. For example, if more
older people are diagnosed with cancer over time and older people have lower survival rates, improvements in survival over time may be
offset by the increasingly older age of people diagnosed with cancer.
In order to calculate age-adjusted survival we first choose a fixed period, called the base period, and take note of the age composition of
the people who were diagnosed with the cancer of interest during that period. We calculate age-adjusted survival for other periods by
assuming that the age composition of patients in the other period is the same as that of the base period. Thus the age-adjusted survival is
effectively the survival that would have occurred had there been no change in age composition from the base period.
Age-adjusted survival is different to age-standardised survival. An age-standardised rate uses the same standard population for all cancers
and sexes (including persons). Using a standard population allows meaningful comparisons between different cancers, sexes and across
time. In contrast, age-adjusted survival rates use a population relevant to the specific cancer (or cancer group) and sex to allow meaningful
comparisons across time. Age-adjusted survival rates are only intended to enhance the understanding of how survival has changed over time
for the specific cancer and sex and are not directly comparable with other cancers or sexes.
CdiA does not currently report on age-standardised survival but future releases are expected to contain age-standardised survival rates.

Age-standardised rates (ASR)
A crude rate provides information on the number of, for example, new cases of cancer or deaths from cancer by the population at risk in a
specified period. No age adjustments are made when calculating a crude rate. Since the risk of cancer heavily depends on age, crude
cancer incidence and mortality rates are not as suitable for looking at changes over time or making comparisons between different
population groups if there are differences in those populations’ age structures.
More meaningful comparisons can be made using ASRs, with such rates adjusted for age in order to facilitate comparisons between
populations that have different age structures – for example, between Indigenous Australians and other Australians. This standardisation
process effectively removes the influence of age structure on the summary rate.
There are two methods commonly used to adjust for age: direct and indirect standardisation. In this report, the direct standardisation
approach presented by Jensen and colleagues (1991) is used. To age-standardise using the direct method, the first step is to obtain
population numbers and numbers of cases (or deaths) in age ranges – typically 5-year age ranges. The next step is to multiply the agespecific population numbers for the standard population (in this case, the Australian population as at 30 June 2001) by the age-specific
incidence rates (or death rates) for the population of interest. The next step is to sum across the age groups and divide this sum by the total
of the standard population to give an ASR for the population of interest. Finally, this is expressed per 100,000 population in this report.

Age-specific rates
Age-specific rates provide information on the incidence of a particular event in an age group relative to the total number of people at risk
of that event in the same age group. It is calculated by dividing the number of events occurring in each specified age group by the
corresponding ‘at-risk’ population in the same age group and then multiplying the result by a constant (for example, 100,000) to derive the
rate. Age-specific rates are often expressed per 100,000 population.

Australian Cancer Database
All forms of cancer, except basal and squamous cell carcinomas of the skin, are notifiable diseases in each Australian state and territory. This
means there is legislation in each jurisdiction that requires hospitals, pathology laboratories and various other institutions to report all cases
of cancer to their central cancer registry. An agreed subset of the data collected by these cancer registries is supplied annually to the AIHW,
where it is compiled into the ACD. The ACD currently contains data on all cases of cancer diagnosed from 1982 to 2018 for all states and
territories with the exception New South Wales death-certificate only cases for 2018 and late registrations; death-certificate-only cases and
late registrations are estimated in the ACD.
Cancer reporting and registration is a dynamic process, and records in the state and territory cancer registries may be modified if new
information is received. As a result, the number of cancer cases reported by the AIHW for any particular year may change slightly over time
and may not always align with state and territory reporting for that same year.
For more information on the ACD please see the ACD 2018 Data Quality Statement - external site opens in new window : after.

Estimating death-certificate-only cases for NSW for 2018

If a person’s death certificate states that they had cancer, in most cases the cancer registry already has other evidence of the cancer.
However, in about 1.5% of cases, despite the registry’s subsequent enquiries with relevant institutions, the registry is unable to find any
other evidence of the cancer. Such cases are called death-certificate-only (DCO) cases.
The New South Wales Cancer Registry was unable to submit its DCO cases for 2018 in time to be included in the 2018 ACD. The AIHW
estimated the number of DCO cases for NSW for 2018 by assuming they would be the same as they were in NSW in 2017, stratified by sex,
diagnosis age group, topography, histology and behaviour.

Estimating late registrations of cancer for 2018
Late registrations are cases of cancer that have not been registered by the cancer registry by the time the registry needs to submit its data
to the AIHW. Almost all late registrations have a diagnosis year equal to that of the most recent year of the ACD, in this case 2018.
Experience has shown that late registrations account for about 1% of cases in that year. For example, it is expected that about 1% of cases
for diagnosis year 2018 are not part of the 2018 ACD; they will appear for the first time in the 2019 ACD (with a diagnosis year of 2018). The
AIHW has made estimates of these cases based on the late registrations for 2017 that appeared for the first time in the 2018 ACD.
The estimated number of late registrations for 2018 is 2,247 cases overall.

International Classification of Diseases for Oncology (ICDO)
Cancers were originally classified solely under the ICD classification system, based on topographic site and behaviour. However, during the
creation of the Ninth Revision of the ICD in the late 1960s, working parties suggested creating a separate classification for cancers that
included improved morphological information. The first edition of the ICD-O was subsequently released in 1976 and, in this classification,
cancers were coded by both morphology (histology type and behaviour) and topography (site).
Since the First Edition of the ICD-O, a number of revisions have been made, mainly in the area of lymphoma and leukaemia. The current
edition, the Third Edition (ICD-O-3), was released in 2000 and is used by most state and territory cancer registries in Australia, as well as by
the AIHW in regard to the ACD.

National Mortality Database
The AIHW National Mortality Database (NMD) contains information provided by the Registries of Births, Deaths and Marriages and the
National Coronial Information System – and coded by the ABS – for deaths from 1964 to 2019. Registration of deaths is the responsibility of
each state and territory Registry of Births, Deaths and Marriages. These data are then collated and coded by the ABS and are maintained at
the AIHW in the NMD.
In the NMD, both the year in which the death occurred and the year in which it was registered are provided. For the purposes of this report,
actual mortality data are shown based on the year the death occurred, except for the most recent year (namely 2020) where the number of
people whose death was registered is used. Previous investigation has shown that the year of death and its registration coincide for the
most part. However, in some instances, deaths at the end of each calendar year may not be registered until the following year. Thus, year
of death information for the latest available year is generally an underestimate of the actual number of deaths that occurred in that year.
In this report, deaths registered in 2017 and earlier are based on the final version of cause of death data; deaths registered in 2018, 2019
and 2020 are based on revised and preliminary versions, respectively, and are subject to further revision by the ABS.
The data quality statements underpinning the AIHW NMD can be found on the following ABS internet pages:
ABS quality declaration summary for Deaths, Australia - external site opens in new window : after (ABS cat. no. 3302.0)
ABS quality declaration summary for Causes of death, Australia - external site opens in new window : after (ABS cat. no. 3303.0).
For more information on the AIHW NMD see Deaths data at AIHW.

Population Data
Throughout this report, population data were used to derive rates of, for example, cancer incidence and mortality. The population data
were sourced from the ABS using the most up-to-date estimates available at the time of analysis.
To derive its estimates of the resident populations, the ABS uses the 5-yearly Census of Population and Housing data and adjusts it as
described here:
All respondents in the Census are placed in their state or territory, Statistical Local Area and postcode of usual residence; overseas
visitors are excluded.
An adjustment is made for persons missed in the Census.
Australians temporarily overseas on Census night are added to the usual residence Census count.
Estimated resident populations are then updated each year from the Census data, using indicators of population change, such as births,
deaths and net migration. More information is available from the ABS website - external site opens in new window : after.
The 2022 population estimates were sourced from the Centre of Population - external site opens in new window : after December 2021
update of the National age and sex structure, 2020–21 to 2031–32 (NOM upside scenario); this source was also used to inform the long-term
prostate projections in Cancer data commentary 9.

Prevalence

Limited-duration prevalence is expressed as N-year prevalence throughout this report. N-year prevalence on a given index date – where N
is any number 1, 2, 3 and so on – is defined as the number of people alive at the end of that day who had been diagnosed with cancer in the
past N years. For example:
1-year prevalence is the number of living people who were diagnosed in the past year to 31 December 2017
5-year prevalence is the number of living people who were diagnosed in the past 5 years to 31 December 2017. This includes the people
defined by 1-year prevalence.
Note that prevalence is measured by the number of people diagnosed with cancer, not the number of cancer cases. An individual who was
diagnosed with two separate cancers will contribute separately to the prevalence of each cancer. However, this individual will contribute
only once to prevalence of all cancers combined. For this reason, the sum of prevalence for individual cancers will not equal the prevalence
of all cancers combined.

Projections - Estimating the incidence of cancer
Please note that no adjustments have been made to the projections to account for the potential impact of COVID.
Estimates of national incidence in 2019–2022 was estimated by projecting the sex- and age-specific incidence rates observed in Australia
during 2009–2018. The time series were stratified by the following variables:
sex
5-year age group (0–4, …, 85–89, 90+)
4-character ICD-O-3 topography code (C00.0, …, C80.9)
4-digit ICD-O-3.1 histology code (8000, …, 9992).
For each time series, the process was as described below:
least squares linear regression was used to find the straight line of best fit through the time series
if the slope was positive, the straight line of best fit was extrapolated to obtain the estimate of the 2019 rate
if the slope was negative, the time series floor was set to 0
the estimated incidence rates for 2019 were then multiplied by the Estimated Resident Populations for 2019 to obtain the estimated
incidence numbers.
Note the following:
estimates were made for Australia as a whole, not for individual jurisdictions
for the majority of cancers, instead of using the topography and histology codes to define the cancer groups, ICD-10 codes were used
(for example breast or melanoma of the skin as well as groupings such as head and neck cancers which is a consolidation of cancers of
the lip, tongue, mouth, salivary glands, oropharynx, nasopharynx, hypopharynx and other sites in the pharanyx).
the incidence estimates made for late registrations for 2018 were treated as real data for the purposes of estimating Australian incidence
for 2019–2022.
the 10 years of incidence data used as the baseline were 2009–2018
for populations, the ABS Estimated Resident Populations were used for 2009–2021, and the 2022 population estimates were sourced from
the Centre of Population.
The method for projecting cancer incidence rates relies on the assumption that incidence trends are likely to provide a useful basis to
project future cancer incidence rates and counts. For prostate cancer, this has not been the case in more recent years. Prostate cancer
incidence trends now use the latest available incidence rates by age, applied to the relevant populations by age, to arrive at projected
incidence and counts.

Projections - Estimating the mortality of cancer
Please note that no adjustments have been made to the projections to account for the potential impact of COVID.
This method is the same as the incidence projections with the exceptions that:
the 10-year baseline for incidence is 2009–2018 while the baseline for mortality from the NMD is 2011–2020 and the baseline for mortality
from the ACD is 2008–2017.

Relative survival
Relative survival is a measure of the survival of people with cancer compared with that of the general population. It is the standard
approach used by cancer registries to produce population-level survival statistics and is commonly used as it does not require information on
cause of death. Relative survival reflects the net survival (or excess mortality) associated with cancer by adjusting the survival experience
of those with cancer for the underlying mortality that they would have experienced in the general population.
Relative survival is calculated by dividing observed survival by expected survival, where the numerator and denominator have been matched
for age, sex and calendar year.
Observed survival refers to the proportion of people alive for a given amount of time after a diagnosis of cancer; it is calculated from
population-based cancer data. Expected survival refers to the proportion of people in the general population alive for a given amount of
time and is calculated from life tables of the entire Australian population. (Ideally these life tables should be restricted to the population of

Australians who do not have cancer but such life tables are unavailable. It is standard practice around the world to use life tables for the
entire population.)
A simplified example of how relative survival is interpreted is shown in Figure G1. Given that 6 in 10 people with cancer are alive 5 years
after their diagnosis (observed survival of 0.6) and that 9 in 10 people from the general population are alive after the same 5 years
(expected survival of 0.9), the relative survival of people with cancer would be calculated as 0.6 divided by 0.9, which is 0.67. This means
that individuals with cancer are 67% as likely to be alive for at least 5 years after their diagnosis as are their counterparts in the general
population.

Figure M1: Simplified example of how relative survival is calculated

The survival statistics in this report were produced using a modified version of a SAS program written by Dickman (2004) and employed the
period method (Brenner and Gefeller 1996) with 1-year intervals. Observed survival was calculated from data in the ACD. Expected survival
was calculated using the Ederer II method whereby matched people in the general population are considered to be at risk of death until the
corresponding cancer patient dies or is censored (Ederer and Heise 1959).

Calculation of conditional relative survival
Conditional survival is the probability of surviving j more days, given that an individual has already survived i days. It was calculated using
the formula:

where
S(j|i) is the probability of surviving at least j more days given that the person has already survived at least i days
S(i + j) is the probability of surviving at least i + j days
S (i) is the probability of surviving at least i days
Confidence intervals for conditional survival were calculated using a variation of Greenwood's (1926) formula for variance (Skuladottir &
Olsen 2003):

where
dk is the number of deaths
r k is the number at risk during the kth interval.
The 95% confidence intervals were constructed assuming that conditional survival estimates follow a normal distribution.

Risk
We use 19 age groups, numbered 1 to 19. Age group i (i = 1 to 18) is 5 years wide and comprises all ages in the interval (5i - 5, 5i). Age group
19 comprises all ages 90 and above. The cancer under consideration is referred to as “the cancer”. This could be a specific cancer, a group
of related cancers or all cancers combined. There are two different measures of risk, one adjusted for competing mortality and one not
adjusted. For brevity, these are called the adjusted risk (AR) and unadjusted risk (UR). The full notation is as follows, where D is for
diagnosis and M is for mortality.

ARD(5i) = adjusted risk of being diagnosed with the cancer before age 5i (i = 1 to 18),

ARD(∞) = adjusted lifetime risk of being diagnosed with the cancer,
ARM(5i) = adjusted risk of dying from the cancer before age 5i (i = 1 to 18),
ARM(∞) = adjusted lifetime risk of dying from the cancer,

and similarly for URD and URM.

For each age group i, the following three rates are used in the risk formulas.
Di = rate of first ever diagnosis of the cancer (the first in one's life, not the first in age group i) ,
Mi = rate of death from the cancer ,
Ai = rate of death from all causes (including the cancer) ,

Note that the denominator of Di is the general population, not the population of people who have never been diagnosed with the cancer.

Risk not adjusted for competing mortality
As this measure of risk is not adjusted for competing mortality, the formulas are relatively simple and do not involve Ai. The formulas come
from Day (1987).

URD(5i) =
,

i = 1, 2, ..., 18

URD(∞) = 1.

URM(5i) =
,

i = 1, 2, ..., 18

URM(∞) = 1.

Note that the lifetime risks are necessarily 1. Not adjusting for competing mortality is equivalent to the scenario where it is impossible to
die of any cause other than the cancer. Hence every person must eventually be diagnosed with the cancer and eventually die from it. This is
why it is not informative to report unadjusted lifetime risks.

Risk adjusted for competing mortality
The formulas in this section come from Fay et al. (2003). The risk of diagnosis is as follows.

The formula for risk of death is the same as above except that Mi replaces Di throughout.

Use of a proxy to calculate risk of diagnosis
In order to calculate the risk of diagnosis we need the age-specific rates, Di, at which people are being diagnosed with the cancer for the
first time in their lives. This requires knowledge of each person’s cancer history from birth. As the Australian Cancer Database (ACD) starts
from the beginning of 1982, this is impossible for most age groups and will remain impossible for many decades to come. In order to estimate
the risk of diagnosis we need a satisfactory proxy for Di.

The best available estimate of Di is obtained by using the entire history of the ACD. That is, instead of counting first ever diagnoses (which
is impossible) we count “first from 1/1/1982” diagnoses. However, using such an estimate would mean that we couldn’t produce a consistent
time series of risks. This is because each estimate in the time series would be based on a different amount of “lookback time” for previous
diagnoses. The estimate in 1982 would be based on at most one year of lookback time, the estimate in 1983 would be based on up to two
years of lookback time, and so on.
In order to enable the production of a time series of risks, the AIHW has chosen to use a lookback time of up to one calendar year for both
the adjusted and unadjusted risks of diagnosis. That is, for the year for which the risks are being calculated, lookback goes back to the 1st
of January of that year. Using this method we are in fact counting the number of people (not cancers) diagnosed in the year under
consideration, irrespective of whether they have been diagnosed with the same cancer in a previous year. AIHW analysis has shown that this
method provides a satisfactory estimate of Di, except for the group “all cancers combined”. No suitable period of lookback time was
identified for this group. As such, AIHW does not produce a time series of risk of diagnosis for all cancers combined. However, the best
available estimate for the latest year of data available is produced. This estimate is based on lookback to the beginning of 1982. Based on
the analysis referred to above, this estimate is likely to be a few percentage points higher than the true value.
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Technical notes
Indices of data quality for the 2018 Australian Cancer Database
The following two indices are commonly used to assess the completeness and accuracy of incidence data in cancer registries. A detailed
discussion of how they are used can be found in Cancer Incidence in Five Continents - external site opens in new window : after.

Percentage of cases that were microscopically verified (MV%)
Microscopic verification is the gold standard for diagnosing cancer. The MV% is the percentage of registered cases for which the diagnosis
was microscopically verified. A high MV% suggests higher quality data. A low MV% suggests (1) incomplete notification of pathology reports
and therefore possibly lower accuracy of diagnoses, and (2) incomplete notification of cancers for which histology is often the only source
of notification, e.g. melanoma of the skin.

Percentage of cases that are death certificate only (DCO%)
The DCO% is the percentage of registered cases for which no evidence of cancer was available other than a statement on the death
certificate that the person died from or with cancer. A low DCO% suggests higher quality data. A high DCO% suggests incomplete incidence
notification. Also, such diagnoses may be less accurate.
Indices of data quality for the 2018 Australian Cancer
Database, year of diagnosis 2017
Cancer site/type (ICD10 codes)

No. of
cases

MV%

DCO%

Lip (C00)

654

98.6

0.0

Tongue (C01–C02)

998

96.5

0.3

Mouth (C03–C06)

637

96.7

1.3

Parotid gland (C07)

218

97.7

0.5

Submandibular gland
(C08.0)

44

100.0

0.0

Sublingual gland (C08.1)

1

100.0

0.0

24

100.0

0.0

Tonsil and oropharynx
(C09–C10)

780

97.2

0.4

Nasopharynx (C11)

145

95.2

0.7

Pyriform sinus and
hypopharynx (C12–C13)

176

96.6

0.0

Other and ill-defined
sites in lip, oral cavity
and pharynx (C14)

59

93.2

1.7

Oesophagus (C15)

1,574

94.2

1.4

Stomach (C16)

2,422

93.8

1.1

Small intestine (C17)

697

95.6

0.3

Colon (C18)

10,552

93.6

1.6

Rectum and rectosigmoid
junction (C19–C20)

4,752

96.1

0.9

Overlapping and
unspecified major
salivary glands (C08.8–
C08.9)

Anus and anal canal
(C21)

482

96.9

0.4

Liver (C22)

2,220

52.5

3.5

Gallbladder (C23)

378

81.2

1.3

Extrahepatic bile duct
(C24.0)

336

74.7

2.4

Ampulla of Vater (C24.1)

199

90.5

0.5

Overlapping and
unspecified sites in
biliary tract (C24.8–
C24.9)

160

72.5

5.6

Pancreas (C25)

3,679

73.6

4.5

290

55.2

31.0

Nasal cavity (C30.0)

122

97.5

0.0

Middle ear (C30.1)

2

50.0

0.0

Sinuses (C31)

73

94.5

1.4

Larynx (C32)

572

93.7

1.0

Lung, bronchus and
trachea (C33–C34)

12,649

85.0

2.9

Thymus, heart,
mediastinum, pleura and
ill-defined sites in
respiratory and
intrathoracic organs
(C37–C39)

146

95.9

0.7

Bones, joints and
articular cartilage (C40–
C41)

254

94.1

0.4

Melanoma of the skin
(C43)

14,976

99.2

0.1

Non-melanoma of the
skin (C44)

1,116

96.5

1.3

Mesothelioma (C45)

819

91.1

1.7

Kaposi sarcoma (C46)

55

96.4

0.0

Peripheral nerves and
autonomic nervous
system (C47)

47

95.7

0.0

Peritoneum and
retroperitoneum (C48)

221

93.7

1.4

Connective,
subcutaneous and other
soft tissue (C49)

701

95.1

1.0

Breast (C50)

17,947

98.8

0.5

Vulva (C51)

373

97.1

1.1

Vagina (C52)

108

93.5

1.9

Other and ill-defined
digestive organs (C26)

Cervix (C53)

840

97.4

0.8

Uterus (C54–C55)

2,795

97.5

1.1

Ovary (C56)

1,313

91.5

1.4

Other and unspecified
female genital organs
(C57)

399

97.7

0.8

Placenta (C58)

9

100.0

0.0

Penis (C60)

134

97.0

0.7

Prostate (C61)

20,811

96.3

0.8

Testis (C62)

892

98.8

0.1

Other and unspecified
male genital organs
(C63)

33

97.0

0.0

Kidney (C64)

3,717

91.1

1.7

Renal pelvis (C65)

291

88.3

0.3

Ureter (C66)

161

90.1

1.2

Bladder (C67)

2,816

91.4

2.7

Urethra (C68.0)

36

88.9

2.8

Paraurethral gland
(C68.1)

0

..

..

Overlapping and
unspecified sites in
urinary tract (C68.8–
C68.9)

57

80.7

14.0

Eye and adnexa (C69)

318

78.0

0.6

Brain (C71)

1,805

83.9

1.4

Other and unspecified
parts of central nervous
system (C70, C72, C75.1–
C75.3)

119

78.2

1.7

Thyroid (C73)

3,151

98.6

0.3

Other and unspecified
endocrine glands and
related structures (C74,
C75.0, C75.4–C75.9)

127

85.0

4.7

Hodgkin lymphoma (C81)

703

98.4

0.0

Non-Hodgkin lymphoma
(C82–C86)

5,624

95.7

0.7

Immunoproliferative
cancers (C88)

367

97.8

0.0

Multiple myeloma
(C90.0)

2,018

91.9

2.1

Other plasma cell
cancers (C90.1–C90.9)

62

90.3

1.6

Acute lymphoblastic
leukaemia (C91.0)

361

98.1

0.0

Chronic lymphocytic
leukaemia (C91.1)

2,065

91.9

1.3

166

91.6

0.0

Acute myeloid leukaemia
(C92.0, C92.3–C92.6,
C92.8, C93.0, C94.0,
C94.2, C94.4–C94.5)

980

92.1

1.1

Chronic myeloid
leukaemia (C92.1)

366

88.8

2.7

Chronic myelomonocytic
leukaemia (including
juvenile) (C93.1, C93.3)

307

88.3

2.3

Other and unspecified
myeloid leukaemias
(C92.2, C92.7, C92.9,
C93.2, C93.7, C93.9,
C94.6–C94.7)

130

92.3

1.5

Other and unspecified
leukaemias (C95)

85

32.9

42.4

Myeloproliferative
neoplasms excluding
chronic myeloid
leukaemia (C94.1, D45,
D47.1, D47.3–D47.5)

1,520

83.1

2.0

Myelodysplastic
syndromes (D46)

1,496

81.1

3.9

Other blood cancers
(C94.3, C96)

94

96.8

1.1

Other and ill-defined
sites (C76)

122

81.1

13.1

Unknown primary site
(C80)

2,525

55.7

14.1

All cancers combined
(C00–C97, D45, D46,
D47.1, D47.3–D47.5)

140,473

92.4

1.6

Other and unspecified
lymphoid leukaemias
(C91.2–C91.9)

Notes:
1. 2017 has been used as the reference year because the NSW DCO cases for 2018 were not available in time to be included in the 2018
ACD.
2. Estimated data are excluded.
3. The categories “non-melanoma of the skin” and “all cancers combined” exclude basal and squamous cell carcinomas of the skin.
Source: AIHW Australian Cancer Database, 2018.
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Technical notes
Glossary
Age-adjusted survival: a method to remove the influence of changes in the ages of those diagnosed with a specific cancer type (or group)
over time when considering changes in relative survival rates over time. As the adjustments are applied to a specific cancer type (or group),
age-adjusted survival rates for a cancer (or group) are not directly comparable with other cancers (or groups) or between different sexes
for the same cancer (or group).
Age-specific rate: the rate for a specific age-group. The numerator and denominator relate to the same age group.
Age-standardisation: a method of removing the influence of age when comparing populations with different age structures. This is usually
necessary because the rates of many diseases vary strongly (usually increasing) with age. The age structures of the different populations are
converted to the same ‘standard’ structure; then the disease rates that would have occurred with that structure are calculated and
compared.
Cancer: refers to a large range of diseases in which some of the body’s cells become defective, begin to multiply out of control, can invade
and damage the area around them, and can also spread to other parts of the body to cause further damage.
Cancer incidence: the number of new cancers diagnosed during a specified time period (usually one year).
Cancer mortality: the number of deaths occurring during a specified time period (usually one year) for which the underlying cause of death
is cancer.
Cohort method: a method for calculating survival. It follows a group (cohort) of patients all diagnosed in a specified era, e.g. 2005–2009,
and calculates the proportion of the original cohort that is still alive after a specified period of time after diagnosis, e.g. 5 years. Compare
to the period method.
Crude rate: the number of events in a given period divided by the size of the population at risk in a specified time period.
Period method: a method for calculating survival. It specifies a period of time, e.g. 2010–2014, and calculates survival based on all patients
who live part or all of their post-diagnosis life during that period. Compare to the cohort method.
Prevalence: the number of people alive with a prior diagnosis of cancer at a given time. The longest period for which it is possible to
calculate prevalence using the available national data (from 1982 to 2018) is currently 36 years so this is used to provide an estimate of the
‘total’ prevalence of cancer as at the end of 2017, noting that people diagnosed with cancer before 1982 are not included.
Relative survival: the ratio of observed survival of a group of persons with cancer to expected survival of those in the corresponding
general population after a specific interval (such as 1, 3 or 5 years) following diagnosis.
Risk adjusted for competing mortality: ‘Cancer risk’ describes the risk of being diagnosed with, or dying from, cancer. Risk adjusted for
competing mortality considers the probability of a certain event occurring for a person (for example, diagnosis of cancer or death from
cancer) while taking into account the fact that the person might die before the event happens.
Risk not adjusted for competing mortality: ‘Cancer risk’ describes the risk of being diagnosed with, or dying from, cancer. It does not
factor the likelihood of a person dying before being diagnosed or the likelihood of a person dying from another cause.
Stage: the extent of a cancer in the body. Staging is usually based on the size of the tumour, whether lymph nodes contain cancer, and
whether cancer has spread from the original site to other parts of the body.
Survival: a general term indicating the probability of being alive for a given amount of time after a particular event, such as diagnosis of
cancer.
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Notes
This report provides a wide range of cancer related statistics including historical data ranging back to 1982 and projections up to 2022;
cancer mortality data ranges back to 1971.

Amendments
31 Jan 2019 – Mortality worksheets in the ACIM books for colorectal cancer and cancer of other and ill-defined digestive organs have been
revised to correct errors in the counts and rates.

Data quality statement
The data quality statement for the Australian Cancer Database 2018 can be found on the METEOR website - external site opens in new
window : after.
The data quality statements underpinning the AIHW NMD can be found on the following ABS internet pages:
ABS quality declaration summary for Deaths, Australia - external site opens in new window : after (ABS cat. no. 3302.0)
ABS quality declaration summary for Causes of death, Australia - external site opens in new window : after (ABS cat. no. 3303.0)
For more information on the AIHW NMD visit Deaths data at AIHW, and for the National Death Index Data Quality Statement visit the NDI external site opens in new window : after.
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Data
Handy tip: The CdiA Excel workbooks are often very large and it can be difficult to locate exactly what you are looking for. Given the size
of these Excel worksheets, we recommend using the Excel filter to more easily locate the specific data you are looking for.
The filter function may be used by highlighting the title row and pressing Shift+Ctrl+L. You may then more simply locate the data you are
looking for through the dropdown lists available from each column heading.
The data: The Need help locating data? page provides a brief description of the Excel data and it may be of assistance to more easily
navigate through the Excel data. The page also provides information about which Excel data informs various visualisations as well as
providing links to the various data visualisations.
Rankings data are only available from the Tableau presentation.
Mortality data: This year's release of CdiA continues to include mortality data from the National Mortality Database and now also includes
mortality data from the Australian Cancer Database. The additional source is being released in conjunction with AIHWs cancer mortality data
investigations. These investigations are in a preliminary stage with the overall objective of the project to improve mortality
reporting. Please read Cancer data commentary number 8 for more information about the investigations and two sources of mortality
data. Recommendations in relation to which data source to use are available within Cancer data commentary 8b.

ACD pivot table
The 2018 Australian Cancer Database (ACD) pivot table contains incidence counts from the 2018 ACD by cancer type (defined by 3-character
ICD-10 code), sex, age group and year of diagnosis.
The ACD pivot table includes a ‘Pivot table’ worksheet and a ‘raw data’ worksheet. The raw data worksheet provides the background data
that is used to generate the pivot tables. The raw data worksheet now also includes rates. Rates are not recommended for use in the pivot
tables but have been provided in the raw data worksheet (because the pivot table adds data to arrive at totals and rates are not additive).
Data tables: CDIA 2022: Book 1a – Cancer incidence (age-standardised rates and 5-year age groups)
Data
Download Data tables: CDIA 2022: Book 1a – Cancer incidence (age-standardised rates and 5-year age groups). Format: XLSX 10.4Mb XLSX
10.4Mb

Data tables: CDIA 2022: Book 1b – Cancer incidence by age (10-year age groups)
Data
Download Data tables: CDIA 2022: Book 1b – Cancer incidence by age (10-year age groups). Format: XLSX 8.5Mb XLSX 8.5Mb

Data tables: CDIA 2022: Book 1c – Cancer incidence by age (15, 20, 25 and 30-year age groups)
Data
Download Data tables: CDIA 2022: Book 1c – Cancer incidence by age (15, 20, 25 and 30-year age groups). Format: XLSX 9.8Mb XLSX 9.8Mb

Data tables: CDIA 2022: Book 1d – Cancer incidence by age (35, 40, 45 and 50-year age groups)
Data
Download Data tables: CDIA 2022: Book 1d – Cancer incidence by age (35, 40, 45 and 50-year age groups). Format: XLSX 6.4Mb XLSX 6.4Mb

Data tables: CDIA 2022: Book 2a – Cancer mortality (age-standardised rates and 5-year age groups)
Data
Download Data tables: CDIA 2022: Book 2a – Cancer mortality (age-standardised rates and 5-year age groups). Format: XLSX 11.6Mb XLSX
11.6Mb

Data tables: CDIA 2022: Book 2b – Cancer mortality by age (10-year age groups)
Data
Download Data tables: CDIA 2022: Book 2b – Cancer mortality by age (10-year age groups). Format: XLSX 9.5Mb XLSX 9.5Mb

Data tables: CDIA 2022: Book 2c – Cancer mortality by age (15, 20, 25 and 30-year age groups)
Data
Download Data tables: CDIA 2022: Book 2c – Cancer mortality by age (15, 20, 25 and 30-year age groups). Format: XLSX 11.1Mb XLSX 11.1Mb

Data tables: CDIA 2022: Book 2d – Cancer mortality by age (35, 40, 45 and 50-year age groups)
Data
Download Data tables: CDIA 2022: Book 2d – Cancer mortality by age (35, 40, 45 and 50-year age groups). Format: XLSX 7.2Mb XLSX 7.2Mb

Data tables: CDIA 2022: Book 2e – Cancer mortality by age (Australian Cancer Database)
Data
Download Data tables: CDIA 2022: Book 2e – Cancer mortality by age (Australian Cancer Database). Format: XLSX 13.5Mb XLSX 13.5Mb

Data tables: CDIA 2022: Book 3a – Cancer survival summary (observed, relative and conditional estimates)
Data
Download Data tables: CDIA 2022: Book 3a – Cancer survival summary (observed, relative and conditional estimates). Format: XLSX
3.5Mb XLSX 3.5Mb
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Related material
Resources
Cancer in Australia 2021
Resource
View

National Cervical Screening Program monitoring report 2021
Resource
View

National Bowel Cancer Screening Program: Monitoring report 2021
Resource
View

BreastScreen Australia monitoring report 2021
Resource
View

Cancer screening and COVID-19 in Australia
Resource
View

Mesothelioma in Australia 2020
Resource
View

Health system expenditure on cancer and other neoplasms in Australia, 2015–16
Resource
View

Cancer statistics for small geographic areas
Resource
View

Radiotherapy in Australia 2018–19
Resource
View
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