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Abstract

Background—The United States Cancer Statistics (USCS) are the official federal cancer
statistics and contain the most complete and accurate data. Yet, the data are typically older than 24
months by the time they are published. The National Program of Cancer Registries (NPCR)
contributes 96% of the data in USCS and has been collecting preliminary data since 2000, though
the quality of these data has not been published. The objective of this analysis is to determine how
accurately preliminary cancer data submitted by NPCR grantees predict cancer rates eventually
published in USCS.

Methods—Cancer data were obtained for diagnosis year 2012 among all cancer sites combined
and a subset of 20 cancer sites that were used to test completeness of case ascertainment. Age-
adjusted incidence rates (IR), rate ratios (RR), and 95% ClIs were calculated for data submitted in
November 2013 (NPCR preliminary, or 12-month data)—794,413 cases—and compared to USCS,
which uses data submitted in November 2014 (24-month data)—1,529,078 cases.

Results—For all cancer sites and all races combined, the incidence rates for the NPCR
preliminary data were slightly lower than the rate obtained through USCS (401.3 vs 440.3), but
showed comparability (RR = 0.91). Regardless of race, 75% of the cancer sites had rate ratios of at
least 0.90. For hospitals or clinics, the site-specific RRs were high, but RRs were more variable for
other non-hospital centers and were lower for cases obtained from death certificates and autopsies.
More than half (56%) of the US population and 87% of cancer cases diagnosed in 2012 were
represented by the states included in the preliminary data set.

Discussion—This is the first known study examining cancer incidence rates calculated using
earlier cancer surveillance data than is traditionally used. The strengths of this analysis include the
representativeness of the sample and comparability with the USCS data. Our results also show
that, compared to other sources, early reporting from hospitals most accurately estimates cancer
rates in USCS.

Address correspondence to MaryBeth B. Freeman, MPH, Centers for Disease Control and Prevention, 4770 Buford Hwy, MS F-76,
Atlanta, GA 30341-3717. Telephone: (770) 488-7878. yrj8@cdc.gov.

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position of the Centers
for Disease Control and Prevention.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Freeman et al. Page 2

Conclusion—Preliminary cancer data may accurately estimate the official federal cancer
incidence rates for the 2012 diagnosis year and supports the possibility of using these data as an
early preview of cancer incidence rates.
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cancer surveillance; National Program of Cancer Registries; preliminary data

Introduction

The National Program of Cancer Registries (NPCR) administered by the Centers for Disease
Control and Prevention (CDC) supports central cancer registries (CCRS) in 45 states, the
District of Columbia, Puerto Rico, and the United States Pacific Island Jurisdictions to
routinely collect data on patient demographics, primary tumor site, tumor morphology, stage
at diagnosis, first course of treatment, and outcomes. The National Cancer Institute (NCI)’s
Surveillance, Epidemiology, and End Results (SEER) Program supports CCRs in the
remaining 5 states and various substate regions, and provides additional support to select
NPCR-supported CCRs. Together, NPCR and SEER cover the entire US population for
cancer surveillance. NPCR and SEER combined cancer data are the source of the official
federal statistics on cancer incidence, the United States Cancer Statistics (USCS).1

Each year, NPCR and SEER data on newly diagnosed cases, as well as updated data from
previous diagnosis years, are submitted by CCRs to NPCR, SEER, or both. The entire
longitudinal data set is resubmitted each year to allow for the capture of additional cases that
were reported or to append updated information (eg, treatment or vital status information)
received after the last data submission. CCRs are allowed a follow-up interval of 22 to 23
months after the close of the diagnosis year for submission to ensure completeness of case
ascertainment and high-quality data. These data are used to publish USCS and are often
referred to by CCRs as the 24-month data. Hereafter, we refer to the 24-month data from
both NPCR and SEER as USCS data.

NPCR CCRs are also required to submit preliminary data for the diagnosis year that closed
approximately 12 months before the date of submission (hereinafter referred to as
preliminary datd). However, to date, preliminary cancer data have not been published since
completeness of case ascertainment and data quality have not been formally evaluated.
Completeness of case ascertainment for USCS is currently calculated using methods
established by North American Association of Central Cancer Registries (NAACCR).2 At
the time this analysis was conducted, NPCR data were only included in the USCS data set
when the submitting registry’s completeness of case ascertainment met 90% of the expected
cases with a margin of error of £5% along with other NPCR data standards: age, sex, and
county (<3% missing), race (<5% missing), and death-certificate only (DCO) cases <5%.1

Other data systems, such as FoodNet and those from the National Center for Health
Statistics, have published results using preliminary surveillance data.3# One study from NCI
discusses their cancer reporting-adjustment model that is used to estimate current cancer
incidence rates and trends.> However, NCI’s routine delay-adjusted rates produce estimated
projections rather than scrutinizing observed data submitted at an earlier point in time.
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The objective of this analysis is to compare the preliminary cancer data submitted by NPCR
grantees to the official federal statistics, USCS.

Methods

Data Source

NPCR cancer data were obtained from CDC for diagnosis year 2012. We compared data
submitted in November 2013 (NPCR preliminary data)—794,413 cases—to those
resubmitted in November 2014 and appended to data obtained through a similar submission
schedule from NCI’s 5 SEER-only state CCRs for inclusion in USCS—1,529,078 cases. The
NPCR preliminary data set was restricted to states that met NPCR’s completeness of case
ascertainment and data quality standards for inclusion in USCS, with the exception that we
modified the completeness threshold to 80% from 90%, which is what is expected at 24
months. Preliminary data from the 5 SEER-only state CCRs, comprising about 4% of cases
diagnosed in the United States each year, were not available for this analysis. The NPCR-
funded states that met the preliminary data quality criteria included Alabama, California,
Colorado, Delaware, Georgia, Florida, Idaho, Illinois, Kansas, Kentucky, Louisiana, Maine,
Missouri, Mississippi, Montana, North Carolina, Nebraska, New Hampshire, New Jersey,
New York, North Dakota, Oklahoma, Oregon, Rhode Island, South Dakota, Vermont,
Wisconsin, West Virginia, and Wyoming. These states represent 56% of the US population
for 2012. As expected, most CCRs (51, including the District of Columbia and Puerto Rico)
met 24-month data quality criteria for this same diagnosis year and included both NPCR and
SEER-only registry data, representing 95% of the US population for 2012.1

For this analysis, we limited cancer sites to all sites combined plus 20 individual sites that
were used to test completeness of case ascertainment: oral cavity and pharynx (oral);
esophagus; stomach; colon and rectum (colorectal); liver and intrahepatic bile duct (liver);
pancreas; lung and bronchus (lung); melanomas of the skin (melanomas); female breast;
cervix uteri (cervical); corpus and uterus, NOS (uterine); ovary; prostate; urinary bladder
(bladder); kidney and renal pelvis (kidney); brain and other nervous system (brain); Hodgkin
lymphoma; non-Hodgkin lymphoma; myeloma; and leukemias. The preliminary data set
covers more than half (56%) of the US population and 87% of cancer cases diagnosed in
2012. The comparison data set, USCS, covers 95% of the US population and 99% of the
cancer cases diagnosed in 2012.

Statistical Analysis

SEER*Stat v. 8.3.2 was used to calculate age-adjusted incidence rates (IRs), rate ratios
(RRs), and 95% Cls for both NPCR preliminary and USCS data by race (white, black,
Asian/Pacific Islander [API]), cancer site, and reporting source.® We determined that the
threshold of an RR between 0.90 and 1.10 indicated comparability between the preliminary
and USCS data. This range was chosen for consistency because 90% completeness is the
standard used for a state’s data to be included in USCS. American Indian/Alaska Natives
(AI/ANs) were excluded from the analysis by race because of small case counts. Type of
reporting source, as reported to the CCRs, included hospital or clinic; other nonhospital
center (radiation treatment or medical oncology center, hospital or private laboratory only,
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physician’s office/private medical practitioner, or other hospital outpatient unit or surgery
center); DCO; and autopsy only.

Table 1 shows the IRs, RRs, and 95% Cls for the preliminary data compared to USCS by
cancer site and race. For all sites, all races combined, the IR for the NPCR preliminary data
was slightly lower than the rate obtained through USCS (401.3 vs 440.3), but showed
comparability (RR = 0.91). Regardless of race, 75% (15/20) of cancer sites had RRs of at
least 0.90. Those below this threshold were liver (0.83), pancreas (0.88), prostate (0.89),
myeloma (0.86), and leukemias (0.85). The site-specific RRs among whites followed a
similar pattern as seen in all races combined; however, more sites fell below a RR of 0.90 for
both blacks and APIs.

Table 2 illustrates the IRs, RRs, and 95% Cls for the preliminary data compared to USCS by
cancer site and type of reporting source. For hospitals or clinics, the site-specific RRs were
relatively high, ranging from 0.88 to 0.96 for all sites except melanomas (RR = 0.64) and
brain (RR = 0.35). The site-specific RRs for nonhospital centers were more variable, ranging
from as high as 1.17 for Hodgkin lymphoma to as low as 0.21 for brain cancers, with 60% of
the sites having a RR above 0.90. IRs obtained from DCO and autopsy only cases were
substantially lower in the preliminary data as compared to USCS data.

Table 3 shows the percent of USCS case counts represented by preliminary data. Overall, the
preliminary data represent 52% of the official federal case counts (Table 3), corresponding to
a 56% total US population coverage from the registries included in the NPCR preliminary
data set (data not shown). There is variation by cancer site, with the highest representation
for uterine cancer (56%) and lowest for liver cancer (47%) and leukemias (48%).

Discussion

This is the first known analysis examining cancer incidence rates calculated using cancer
surveillance data that are submitted earlier than is traditionally used for USCS. For those
states that met NPCR’s standards for 80% completeness and other quality measures, the
preliminary data may produce cancer incidence rates comparable to those obtained in USCS
for diagnosis year 2012 (within 10% variation from USCS). Among all races combined as
well as for whites, the majority of the cancer sites examined had RRs above the threshold of
comparability. Furthermore, 52% of RRs for cases reported by hospitals and 48% of RRs by
nonhospital centers were within the threshold of comparability.

However, despite the comparability of the preliminary data, some parameters need to be
considered when using the preliminary data. Special focus should be paid to liver, pancreas,
myeloma, and leukemias because the rates are significantly lower than expected at 24
months. Liver and pancreas cancers are highly fatal and often found as DCOs, which are
usually delayed in reporting. Additionally, myeloma and leukemias are rare, so there is a less
robust comparison among low case counts.
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This examination of preliminary data reveals cautionary examples for comparison of cancer
rates by race. Cancer rates for all sites in the preliminary data are higher among whites than
blacks; however, in USCS, the opposite is the case, where blacks have higher rates than
whites. Furthermore, case counts among Al/ANs were too low in the preliminary data set to
be used for racial comparisons in this analysis. Rate ratios among blacks and APIs were also
more likely to fall below 0.9 than among whites, who showed similar patterns to all races
combined. These data shed light on the need to improve timely data capture of nonwhite
populations at 12 months.

Our results show that, compared to other sources, early reporting from hospitals most
accurately estimates cancer incidence rates in USCS. Regardless of reporting source, the 2
sites that exhibited rate ratios far below 0.90, melanomas and brain cancer, are typically
diagnosed and treated outside of the hospital setting, which leads to reporting delays due to
obtaining additional information on laboratory reports. For example, primary treatment for
uterine cancer is surgery and the RR by hospital source is 95%, indicating timely reporting
from those sources. By contrast, while the USCS data quality standards allow for DCOs of
less than 5%, 3 sites were the closest to that cutoff in the USCS data: liver at 5%, pancreas at
4%, and brain at 4%. DCOs are not typically added by the CCRs until all other sources have
reported. While both lymphoma and leukemias are often diagnosed and treated in the
outpatient setting, the RRs of preliminary data compared to USCS are similar between
lymphoma and leukemias by reporting source; however, without considering reporting
source, the RR for leukemias is lower compared to lymphoma (0.85 vs 0.90). This may
indicate that overall capture of lymphoma cases at 12 months is better compared to leukemia
cases and may be due to lymphoma more likely being diagnosed pathologically, which is a
primary source of early reporting for the CCRs. Furthermore, there are 2 cancer sites with
rate ratios above 1.10 reported by nonhospital centers: female breast (1.15) and non-
Hodgkin lymphoma (1.17). These sites had higher rates in the preliminary data compared to
the USCS data, which may, in part, be related to more cases received through electronic
reporting. Overall, reporting of cases diagnosed and treated in the outpatient setting has been
lacking over the past few years, but has shown improvement recently based on other
unpublished analyses. 7 Although the absolute difference in rates between the preliminary
data and USCS was greater than 10 among all sites combined and prostate cancer, the RR
for those sites is approximately 0.90, indicating comparability in the data.

The strengths of this analysis are the representativeness of the sample where 56% of the US
population and 87% of cancer cases diagnosed in 2012 were represented by the states
included in the preliminary data set. The comparison data set, USCS, covers 95% of the US
population and 99% of the cancer cases diagnosed in 2012.

Some limitations of this study include narrow focus to 1 year of data for consideration and
no consideration of ethnicity due to low case counts resulting in IRs and RRs that were
considered unreliable. We have noticed, based on previous, unpublished analyses, that the
number of cases reported as preliminary data varies slightly by year due to competing
resources at the CCR and external factors (such as coding and staging changes). Future
research is warranted into variations between diagnosis years. Furthermore, the preliminary
data that we examined for this analysis did not include the 5 state CCRs that are funded
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exclusively by NCI’s SEER program, which could contribute to lower comparability as
inclusion may increase the IRs and RRs, though state CCRs funded solely by NCI represent
only 4% of all cancer cases and the population in the United States. However, further
evaluation whether a combined NPCR+SEER data set for preliminary data would be more
comparable to the USCS data may be warranted given the availability of these data at NCI.
Although the NCI data represent a small percentage of cases, the distribution of cancer sites
in that data set may have an impact on the cancer sites evaluated in this study. Lastly, we did
not attempt any mathematical modeling to determine the relationship between preliminary
and USCS data. Future work in this area could help inform the ongoing development of
delay-adjustment models or additional projection methodologies that could be applied to
preliminary data in addition to methodologies currently applied to the 24-month data.

Similar to other natality and mortality surveillance systems, our analyses showed that
publication of preliminary cancer incidence rates may be possible. Ultimately, utilization of
preliminary data may improve timeliness of cancer data reporting while taking into
consideration registry processes such as reporting sources having 6 months to report a case
and the registry doing quality checks and linkages before submission to NPCR. Based upon
the dynamic nature of cancer registration and that the preliminary incidence rates are lower
than the official incidence rates, rates and counts based upon the most complete data as
published in USCS need to remain the data source for program planning and other related
activities. CDC will work with our USCS collaborating partners to determine whether
preliminary rates from all partners can be published through USCS in the future. In
conclusion, the preliminary data received by CCRs at NPCR appear to be a relatively
accurate source of early cancer incidence rates.

Acknowledgments

This research was supported in part by an appointment (MaryBeth B. Freeman) to the Research Participation
Program at the Centers for Disease Control and Prevention administered by the Oak Ridge Institute for Science and
Education through an interagency agreement between the US Department of Energy and the Centers for Disease
Control and Prevention.

References

1. US Cancer Statistics Working Group. United States Cancer Statistics: 1999-2013 incidence and
mortality Web-based report. www.cdc.gov/uscs

2. Hofferkamp J, editorStandards for Cancer Registries Volume I11: Standards for Completeness,
Quality, Analysis, Management, Security and Confidentiality of Data. Springfield, IL: North
American Association of Central Cancer Registries; 2008.

3. Crim SM, Griffin PM, Tauxe R, et al. Preliminary incidence and trends of infection with pathogens
transmitted commonly through food—Foodborne Diseases Active Surveillance Network, 10 U.S.
Sites, 2006-2014. MMWR Morb Mortal Wkly Rep. 2015; 64(18):495-498. [PubMed: 25974634]

4. Hoyert DL, Xu J. Deaths: preliminary data for 2011. Natl Vital Stat Rep. 2012; 61(6):1-51.

5. Clegg LX, Feuer EJ, Midthune DN, Fay MP, Hankey BF. Impact of reporting delay and reporting
error on cancer incidence rates and trends. J Natl Cancer Inst. 2002; 94(20):1537-1545. [PubMed:
12381706]

6. National Cancer Institute. Surveillance Research Program. SEER*Stat software. Version 8.3.2.
WW\W.Seer.cancer.gov/seerstat

7. Wilson R. Impact of alternative data sources on projected vs official case counts. Presented at: North
American Association of Central Cancer Registries Annual Conference; June 2016; St. Louis, MO.

J Registry Manag. Author manuscript; available in PMC 2018 August 06.



Page 7

Freeman et al.

"SOSIEIS J90UED SaJeIS PaluN ‘SIS {Palioads asIMIaLI0 10U ‘SON

(06'0-GL00280 | &2 29 (06'0-18'0)98'0 | S0T 06 (88'0-98'0) 980 | g€T 91T (98'0-€8'0)G80 | z€T A Selwaxna
(¥6'0-0L0) T80 | ¢°€ 9¢C (88°0-08'0) ¥80 | vzt 70T (68'0-G8'0) 280 | 9§ 67 (88'0-v80)980 | €9 v'S BwoRAN
(L6'0-¥8'0) 060 | GeT €T (¥6'0-98'0) 060 | G€T [A4) (e6'0-06'0) 26'0 | 0'6T v'LT (z6'0-06'0) T6'0 | &'8T 89T ewoydwAj unbpoH-uoN
(9r'T-v200€860 | TT 0T (zoT-v80) 260 | 9%¢ v'e (86'0-16'0)¥60 | L 9¢ (86'0-16'0)¥60 | 9 v'e ewoydwA| unibpoH
waisAs

(soT-18°000€60 | 9°€ ee (z6'0-8L0)680 | TV Ge (¥6'0-68'0) T6'0 | 69 €9 (z6'0-88°0) 060 | 9 8'S SNOAJ3U 13U} pue ureig
(zo1-580)€60 | €2 8'9 (z6'0-v8'0)88°0 | 69T 6T (e6'0-06'0) T6'0 | 09T VT (z6'0-68'0) 06'0 | 6'ST €T sinjad [euss pue Asupry
(S6'0-62'0) 280 | 98 vL (z6'0-280) 280 | €TT 8'6 (e6'0-16'0)26'0 | §'T¢C L'6T (z6'0-06'0) T6'0 | 202 €8T lappelq Areunn
(16'0-28'0)980 | S+ 6'9y (16'0-88'0) 680 | ¥'69T v'1ST (06'0-88'0)680 | 9'56 et (06'0-68'0) 680 | €501 6 ae1s0ld
(SsoT-v80)v60 | L8 z8 (¥6'0-18'0) 280 | €6 18 (s6'0-06'0) €60 | 9'TT 80T (¥6'0-68'0)26'0 | €TT 0T Kreno
(90'T-16'0)660 | €21 T.T (80T-66'0) €0T | T€T 6'€C (66'0-96'0) 860 | €S2 8¢ (66'0-26'0)86'0 | 62 Ve SON ‘snuain pue sndiod
(80'T-€80)¥60 | T'9 8's (90'1-26'0)66'0 | 06 68 (00'T-€6'0) 260 | T'L 69 (66'0-€6'0) 960 | v'L L XINRD
(86'0-16'0) 560 | L'68 878 (s60-z6'0)€6'0 | TOZT 2zt (96'0-56'0) 960 | €€zT 8'LTT (96'0-96'0) G6'0 | zzet 79Tl Isealq sjewad
(60'T-89°0)980 | 2T 0T (s6'0-z6'0)€6'0 | 60 80 (s6'0-z6'0) ¥6'0 | 9¢ A (e6'0-16'0)26'0 | 66T €81 un{s a1 Jo sewoue|aN
(96'0-88'0) 260 | 0'SE 02e (68°0-98'0) 280 | €€9 €'65 (16'0-06'0) 060 | 0'T9 2's§ (16'0-68'0) 06'0 | 709 €S snyouo.q pue funT
(e6'0-8,'0)580 | €6 6L (88'0-08'0) ¥8'0 | T'ST Let (06'0-28'0)880 | T'eT L0oT (68°'0-.8'0)880 | €2T 80T sealoued
1np

(z6'0-08'0) 980 | L2t 60T (t8'0-€L0) L0 | 00T Ll (s8'0-18°00€80 | 02 8's (s80-z800€80 | L2 7’9 3]1q rjedayenul pue JoAI
(86'0-06'0) 60 | 80€E 6'8¢ (96'0-16'0) €60 | G'S¥ v'ey (¥6'0-¢6'0) €60 | 0'8E G'Ge (¥6'0-¢6'0) €60 | 6'8E €'9¢g win1oal1 pue Uojod
(80'1-26'0)66'0 | G'OT ¥'0T (86'0-,8'0)26'0 | 20T v'6 (86'0-v6'0) 960 | 8'S 95 (160600560 | 99 €9 yorwols
(90'1-€£0)880 | 0C 8T (66'0-¥80) 160 | T¥ L'e (¢6'0-280)060 | LV a4 (€6'0-88'0) 060 | S TY snBeydos3
(totT-v80) 260 | L2 TL (L6'0-.80)260 | 16 '8 (¥6'0-06'0) 26'0 | G'TT 90T (e6'0-06'0)26'0 | 2TT €0t xuAreyd pue AyAes [e10
(€6'0-06'0) 760 | L'58¢ 0192 (06'0-68'0) 060 | T9vv L'66€ (¢6'0-160)26'0 | v'OVY 9'€0 (16'0-16'0) 160 | €0vY €10V SalIs 19oUed I

(12 (10 (12 (10
%G6) olled arey | Y SOSN | oty Areulwipld | %G6)olledarey | a1leYSOSN | ared Areulwipld | %G6) oy atey | a1y SOSN | ared Areulwipld | %G6) olreyaley | 87edSOSN | arey Areulwipid IS
JBpues| oljloed/ue sy Yoe|g SUUM saoey ||V

Author Manuscript

30eY pue 3lS Jaour) Ag 210z JeaA sisoubeiq Jo) ele@ SOSN 01 patedwo) vleq Aleulwljaid WOl paurelqo sayey adusplou| Jaaue) palsnlpy-aby

Author Manuscript

T alqeL

Author Manuscript

Author Manuscript

J Registry Manag. Author manuscript; available in PMC 2018 August 06.



Page 8

Freeman et al.

"191u8d AJsfns 10 J1un juairedino eadsoy Jaylo Jo ‘Jauonoeid [ealpaw ayeAlid/aoio s, uerdisAyd ‘Ajuo Alojeloge] srealid Jo Jeridsoy ‘481usd AB0jOOUO [RIIPaLL IO JUSWIRaI] UoIIeIpe] SapNn|ou|

'S9SBD 9T UL JaMa) 81aM 213y} asneoaq passaiddns usaq sey Jaquinu siy |
v

T

"SONSHEIS J90UED SAJEIS PANUN ‘SOSN ‘PAIIdads SIMISUIO 10U 'SON

000 v (Lz°0-02°0) €20 9€0 800 (T20-v90) 290 LT T (16'0-88'0) 060 1T 66 SelLaNa
v v (€2°0-v1°0) 8T'0 LT0 €00 (¥6'0-28'0) 880 80 L0 (16'0-28'0) 680 €6 Ly BWORAN
100 v (S2°0-51°0) 02°0 810 ¥0'0 (86°0-26°0) 560 v'e £c (26'0-06'0) 160 6'ST ST ewoydwA| upiBpoH-uoN
v v (99'0-2¢1°0) 82°0 100 000 (62'1T-50T) LT'T €0 €0 (¥6'0-280) T6'0 €2 T2 ewoydwA| uBpoH
100 v (Tz'0-€1°0) 9T'0 feral] ¥0'0 (€2°0-61°0) 120 0T 20 (5e'0-v€°0) SE0 9T 9 WIsAS SNOAIBU JaUI0 pue urelg
(€6'0-€v°0) €90 €00 200 (T€'0-02°0) 520 6T°0 500 (20'T-88'0) 560 90 S0 (16'0-88'0) 680 7'GT L'ET stAjad eusl pue Asupry
v v (¥2'0-1°0) 8T0 610 €00 (50'T-86'0) TO'T 0€ Te (16'0-88'0) 680 0'LT ST Jappejq Areutin
(90°'T-¥+0) 89°0 500 €00 (82°0-L1°0) 220 65T Ge0 (00'T-260) 66°0 L9z v'9z (68:0-28'0) 880 G'se v'L9 ajeisoud
v v (82°0-L1°0) 22°0 SZ0 900 (66'0-820) 88°0 v'0 v'0 (96'0-16'0) ¥6'0 LS 66 Kreno
v v (e€'0-LT0) €2°0 vT0 €00 (ST'T-207) 80°T LT 8T (96'0-€60) 560 8cT 9T SON ‘snJain pue sndiod
v v (62°0-60°0) 9T'0 100 100 (211-€6'0) 20°T L0 L0 (00'T-€6°0) 960 v'e 7’9 XIAID
100 v (82°0-12°0) ¥Z'0 0.0 LT0 (TT-€TT)STT €61 9T (¥6'0-26'0) €60 v'0L 9'86 isealq sjewS
v v (9€°0-61°0) 920 80°0 200 (270170 T7'0 0'LT 0L (59'0-€9'0) ¥9°0 WA €11 unis ay} o sewoue|ai
(¥8:0-€¥°0) 09°0 700 200 (0z°0-L1°0) 8T'0 26T Ge'0 (00'T-260) 66°0 Ly L'y (26'0-16'0) 160 8'€§ A4 snyauolq pue Bun-
(25'1-61°0) 980 100 100 (6T°0-ST°0) LT0 150 01’0 (¥8'0-vL'0) 620 80 L0 (€6'0-06'0) 260 01T 00T Sealoued
(S0'1-9€0) 29°0 100 100 (6T°0-€T°0) 9T°0 0 100 (18'0-69'0) GL'0 S0 v'0 (16'0-280) 68°0 L9 09 30np 3]1g d1edayeAUI PUR JBAIT
100 v (¥2'0-81°0) 120 S50 110 (€8:0-8L°0) 080 o€ v'e (16'0-06'0) 160 Tl L'€g winjoai pue uojod
100 v (e2'0-T1°0) 9T°0 110 200 (S0'1-06'0) L6°0 S0 S0 (86'0-6'0) 96°0 09 LS yoewols
v v (ze'0-81°0) ¥2'0 170 €00 (ST'T-66'0) L0°T 0] 0] (06'0-58'0) 880 oY g€ snfbeydos3
v v (€2°0-11°0) 9T0 0T'0 200 (50'1-56'0) 00°T v'T v'T (16'0-28'0) 680 00T 68 xuAreyd pue Anned [el0
(¥9:0-8v0) 950 €20 €10 (02°0-6T°0) 6T°0 082 16T (62°0-8L°0) 620 9'69 675 (¥8:0-€8'0) ¥80 0°€Ty 8'7ve SalIS 190Ued ||V
(1D %ge) onedarey | ardsoSn | ard Arulwipld | (10 %G6)oeyary | arYSOSN | oy Arulwipid | (1D %G6) oedaley | areydSosn | aredAruwipld | (1D %Se) onedarey | adsSoSn | ard Arulwipid
a1
Auo Asdoiny AlUO 81O BD YTEaq RIRO EHAOYUON BUIO 21D o eSO

321n0S Buiioday Jo adAlL pue a1IS Jsaue)d Ag ZTOZ JeaA sisoubeiq Joj ered SOSN 01 pasedwo) ered AJeulwijald Woly paulelqQ saley aduaplou| Jaoue) paisnipy-aby

Author Manuscript

Author Manuscript

¢ dlqeL

Author Manuscript

Author Manuscript

available in PMC 2018 August 06.

J Registry Manag. Author manuscript



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Freeman et al.

Percent of USCS Case Count Represented by Preliminary Data for Diagnosis Year 2012 by Site

Table 3

Site Preliminary Case Count | USCS Case Count | Percent
All cancer sites 794,413 1,529,078 52
Oral cavity and pharynx 20,849 39,879 52
Esophagus 8,243 15,993 52
Stomach 12,372 22,623 55
Colon and rectum 71,681 134,784 53
Liver and intrahepatic bile duct 13,277 28,012 47
Pancreas 21,581 43,213 50
Lung and bronchus 108,179 210,828 51
Melanomas of the skin 35,574 67,753 53
Female breast 121,531 224,147 54
Cervix 6,598 12,042 55
Corpus and uterus, NOS 26,617 47,570 56
Ovary 10,867 20,785 52
Prostate 90,791 177,489 51
Urinary bladder 36,219 69,974 52
Kidney and renal pelvis 28,449 55,231 52
Brain and other nervous system 11,044 21,490 51
Hodgkin lymphoma 4,380 8,273 53
Non-Hodgkin lymphoma 32,839 63,419 52
Myeloma 10,835 21,829 50
Leukemias 21,396 44,396 48

NOS, not otherwise specified; USCS, United States Cancer Statistics.
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