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Summary

Cancer in Australia: an overview 2014 was prepared by the Australian Institute of Health and
Welfare with support from state and territory members of the Australasian Association of
Cancer Registries. It provides comprehensive national information and statistics on cancer,
including the latest available data and projections, as well as trends over time. Information
by Aboriginal and Torres Strait Islander status, state and territory, remoteness area, life
stages and socioeconomic disadvantage are also presented.

Cancer is a major cause of illness in Australia

In 2014, it is estimated that 123,920 Australians will be diagnosed with cancer (excluding
basal and squamous cell carcinoma of the skin, as these cancers are not notifiable diseases in
Australia). More than half (55%) of the cancer cases diagnosed in Australia are expected to be
for males. The most commonly reported cancers in 2014 are expected to be prostate cancer,
followed by colorectal (bowel) cancer, breast cancer in females, melanoma of the skin, and
lung cancer.

Between 1982 and 2014, the number of new cancer cases diagnosed more than doubled —
from 47,417 to 123,920. This increase can be largely attributed to the rise in the incidence of
prostate cancer, colorectal cancer, breast cancer in females and lung cancer. The increase can
also be partly explained by the ageing and increasing size of the population, improved
diagnoses through population health screening programs, and improvements in
technologies and techniques used to identify and diagnose cancer.

Mortality rate due to cancer has fallen

In 2014, it is estimated that nearly 45,780 Australians will die from cancer. Cancer accounted
for about 3 in 10 deaths in Australia. For all cancers combined, the age-standardised
mortality rate is estimated to decrease by 20%, from 209 per 100,000 in 1982 to 168 per
100,000 in 2014.

Survival improved over time, but not consistent across all cancers

Five-year survival from all cancers combined increased from 46% in 1982-1986 to 67 % in
2007-2011. The cancers with the largest survival gains over this time were prostate cancer,
kidney cancer and non-Hodgkin lymphoma.

People living in Australia who were diagnosed with cancer generally had better survival
prospects compared with people living in other countries and regions who were diagnosed
with cancer.

Cancer outcomes differ across population groups

Cancer outcomes differ by Aboriginal and Torres Strait Islander status and remoteness area.
In 2008-2012, for all cancers combined, Indigenous Australians experienced higher mortality
rates than non-Indigenous Australians. In 2005-2009, incidence rates were highest for those
living in Inner regional areas of Australia; in 2008-2012, mortality rates were highest for those
living in Very remote areas.
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Data at a glance

Estimated incidence of cancer in 2014

Table 1: Estimated 20 most commonly diagnosed cancers, Australia, 2014®

Males Females

Site/type (ICD-10 codes) Cases ASR® Siteftype (ICD-10 codes) Cases  ASR®
Prostate (C61) 17,050 128.7 Breast (C50) 15,270 114.5
Colorectal (C18-C20) 9,290 73.9 Colorectal (C18-C20) 7,340 51.5
Melanoma of the skin (C43) 7,440 59.7 Melanoma of the skin (C43) 5,210 394
Lung (C33-C34) 6,860 54.8 Lung (C33-C34) 4,720 33.2
Head and neck (C00-C14, Uterus (C54-C55) 2,490 17.9
C30-C32) 3,260 25.9
Lymphoma (C81-C85) 3,110 25.2 Lymphoma (C81-C85) 2,430 17.9
Leukaemia (C91-C95) 2,110 17.0 Thyroid (C73) 1,890 15.4
Bladder (C67) 2,060 16.7 Leukaemia (C91-C95) 1,440 104
Kidney (C64) 2,000 15.9 Ovary (C56) 1,430 10.5
Pancreas (C25) 1,530 12.2 Pancreas (C25) 1,410 9.7
Stomach (C16) 1,460 11.7 Unknown primary site (C80) 1,210 7.8
Unknown primary site (C80) 1,430 11.7 Head and neck (C00-C14,

C30-C32) 1,160 8.4
Liver (C22) 1,260 10.1 Kidney (C64) 1,060 7.8
Oesophagus (C15) 1,070 8.5 Cervix (C53) 865 7.0
Brain (C71) 1,060 8.6 Stomach (C16) 785 5.4
Myeloma (C90) 975 7.8 Brain (C71) 740 5.6
Myelodysplastic syndromes (D46) 910 7.5 Myeloma (C90) 700 4.9
Testis (C62) 770 6.7 Bladder (C67) 675 45
Mesothelioma (C45) 640 5.1 Myelodysplastic syndromes (D46) 490 3.3
Thyroid (C73) 630 5.2 Oesophagus (C15) 455 3.1
All cancers combined® 68,260 540.4 All cancers combined® 55,660 406.2

(@) The 2014 estimates are based on 2002-2011 incidence data (see Appendix G). The estimates are rounded to the nearest 10. Estimates

less than 1,000 are rounded to the nearest 5.

(b)  The rates were standardised to the Australian population as at 30 June 2001 and are expressed per 100,000 population.

(c) Includes cancers coded in the ICD-10 as CO0—C97, D45, D46, D47.1 and D47.3, except those C44 codes that indicate a basal or squamous

cell carcinoma of the skin.

Source: AIHW Australian Cancer Database 2011.
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Estimated mortality from cancer in 2014

Table 2: Estimated 20 most common causes of death from cancers, Australia, 2014®

Males Females
Site/type (ICD-10 codes) Deaths ASR® Site/type (ICD-10 codes) Deaths ASR®
Lung (C33-C34) 5,150 41.5 Lung (C33-C34) 3,480 24.1
Prostate (C61) 3,390 28.2 Breast (C50) 3,000 20.9
Colorectal (C18-C20) 2,210 17.9 Colorectal (C18-C20) 1,910 12.6
Pancreas (C25) 1,360 10.9 Pancreas (C25) 1,280 8.6
Unknown primary site (C80) 1,160 9.4 Unknown primary site (C80) 1,180 7.6
Melanoma of the skin (C43) 1,120 9.1 Ovary (C56) 1,000 6.9
Liver (C22) 1,080 8.7 Leukaemia (C91-C95) 695 4.6
Leukaemia (C91-C95) 1,040 8.5 Other digestive organs (C26) 680 4.3
Oesophagus (C15) 975 7.7 Lymphoma (C81-C85) 640 4.2
Lymphoma (C81-C85) 855 7.0 Brain (C71) 540 4.0
Brain (C71) 790 6.3 Liver (C22) 535 3.7
Bladder (C67) 780 6.5 Melanoma of the skin (C43) 505 3.5
Other digestive organs (C26) 740 6.0 Stomach (C16) 415 2.8
Stomach (C16) 700 5.7 Uterus (C54—C55) 405 2.8
Kidney (C64) 625 5.0 Myeloma (C90) 405 2.7
Mesothelioma (C45) 575 4.7 Oesophagus (C15) 380 2.5
Myeloma (C90) 535 4.3 Kidney (C64) 355 24
Multiple primary cancers (C97) 415 3.4 Bladder (C67) 335 2.1
Non-Melanoma skin cancer (C44) 345 2.8 Cervix (C53) 245 1.8
Myelodysplastic syndromes (D46) 275 2.3 Multiple primary cancers (C97) 230 15
All cancers combined® 26,010 2115 All cancers combined® 19,770 133.7

(@) The 2014 estimates are based on 2002—-2012 mortality data (see Appendix G). They are rounded to the nearest 10. Estimates less than
1,000 are rounded to the nearest 5.

(b)  The rates were standardised to the Australian population as at 30 June 2001 and are expressed per 100,000 population.
(c) Includes cancers coded in the ICD-10 as C00—-C97, D45, D46, D47.1 and D47.3.

Source: AIHW National Mortality Database.
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1 Introduction

Cancer is a major cause of illness in Australia and has a substantial social and economic
impact on individuals, families and the community. In 2014, it is estimated that 123,920
people will be diagnosed with cancer and 45,780 people will die from cancer. Findings from
recent global burden of disease studies (World Health Organization [WHO] Global Health
Estimates [GHE] 2012 and Global Burden of Diseases [GBD] 2010) show that cancer
contributed between 16% and 19% of the total disease burden in Australia (The Lancet 2012;
WHO 2014). In 2008-09, it was estimated that the total health system expenditure in
Australia on cancer and non-cancerous tumours (neoplasms) was $4,526 million

(AIHW 2013Db).

Box 1.1: Defining cancer

Cancer, also called malignancy, is a term used for diseases in which abnormal cells divide
without control and can invade nearby tissues. Cancer cells can also spread to other parts of
the body through the blood and lymph systems. There are several main types of cancer:

Carcinoma —is a cancer that begins in the skin or in tissues that line or cover internal organs

Sarcoma —is a cancer that begins in bone, cartilage, fat, muscle, blood vessels or other
connective or supportive tissue

Leukaemia —is a cancer that starts in blood-forming tissue, such as the bone marrow, and
causes large numbers of abnormal blood cells to be produced and enter the blood

Lymphoma and multiple myeloma — are cancers that begin in the cells of the immune
system

Central nervous system cancers —are cancers that begin in the tissues of the brain and
spinal cord.

Source: National Cancer Institute 2014.

Purpose and structure of this report

Cancer in Australia: an overview 2014 is the seventeenth in a series and provides a
comprehensive overview of national statistics on cancer (see Box 1.1 for a list of terminology
in this report). The report presents estimates for 2014 for all cancers combined, as well as for
individual cancer sites/types (location of the body in which the cancer began). Estimates for
2014 provide the most up-to-date and current statistics and information possible. Actual
cancer incidence data are presented for the period 1982-2011 —except for New South Wales
and the Australian Capital Territory, where data were available to 2009 and estimated for
2010 and 2011. Further information on data availability is in the Data sources section

(page 3) and at Appendix L.

Information and statistics are presented on national population screening programs, cancer
incidence, hospitalisations, survival, prevalence and mortality. The report is targeted at a
wide audience, including health professionals, policy makers, health planners, educators,
researchers, consumers and the general public.

Cancer in Australia: an overview 2014 1



The report is structured according to the general chronological ‘journey through the health
system’ of people diagnosed with cancer. It is acknowledged, however, that this
chronological order can vary widely for individuals diagnosed with cancer.

Box 1.2 Breast cancer in females

Both males and females can develop breast cancer. However, the proportion of females who
develop breast cancer is much greater than the proportion of males who do so. To present
the proportion across the entire population (males and females) would not accurately reflect
the burden of breast cancer in females. For this reason, breast cancer data presented in this
report refers to breast cancer in females, unless otherwise stated.

Supplementary data for each chapter are available as online Excel tables at
<www.aihw.gov.au>. Throughout the report, these online tables are referred to with the
prefix ‘D’; for example, see online Table D2.1.

Data interpretation

A number of different classifications are referred to in this report, such as the International
Statistical Classification of Disease and Related Health Problems (ICD) and the International
Classification of Disease for Oncology (ICD-O). Information about these classifications is at
Appendix E.

The report includes information on the number of cancer cases and deaths, as well as age-
specific and age-standardised rates (ASRs).

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 (see
Appendix H for further information on age-specific rates).

Age-standardised rates

The use of ASRs is important when making comparisons between and within groups over
time in order to take account of differences in the age structure and size of the population.
This is especially important for cancer, since the risk of many cancers increases with age.
Rates have been standardised to the Australian population as at 30 June 2001 and are
generally expressed per 100,000 population (see Appendix H for further information on
age-standardisation).

International comparisons

International comparisons are provided for cancer incidence, mortality and survival. Take
care when comparing cancer data from different countries as observed differences may be
influenced not only by the underlying number of cancer cases (or number of cancer deaths
when considering mortality data), but by differences in age distribution and composition of
populations, cancer detection and screening, types of treatment provided and access to
treatment services, characteristics of the cancer (such as stage at diagnosis and histology
type), coding practices and cancer registration methods, as well as the accuracy and
completeness of recording of cancer cases.

2 Cancer in Australia: an overview 2014



Care must be exercised when interpreting differences in rates based on small counts and/or
population groups as such rates may be volatile.

Data sources

The primary data sets used to produce this report are the Australian Cancer Database (ACD)
and the National Mortality Database (NMD).

Australian Cancer Database

The ACD contains information on all new cases of primary invasive cancer (excluding basal
cell and squamous cell carcinoma of the skin) diagnosed in Australia since 1982. Data are
collected by state and territory cancer registries from a number of sources and are supplied
annually to the Australian Institute of Health and Welfare (AIHW). The AIHW is responsible
for compiling the ACD through the National Cancer Statistics Clearing House —a
collaboration with the Australasian Association of Cancer Registries. The ACD includes
actual data for the period 1982-2011 — except for New South Wales and the Australian
Capital Territory, where data were available to 2009 and estimated for 2010 and 2011 (see
Appendix F).

National Mortality Database

The NMD is a national collection of information for all deaths in Australia from 1968 to 2012
and is maintained by the AIHW. Information on the characteristics and causes of death of the
deceased is provided by the Registrars of Births, Deaths and Marriages and coded nationally
by the Australian Bureau of Statistics (ABS).

In the NMD, both the year of occurrence of the death and the year in which the death was
registered are provided. In this report, actual mortality data are shown based on the year of
occurrence of the death, except for the most recent year (namely 2012) where the number of
people whose death was registered is used. Previous investigation has shown that, due to a
lag in processing of deaths, year of death information for the latest available year generally
underestimates the true number of deaths, whereas the number of deaths registered in that
year is closer to the true value. Note that deaths registered in 2010 and earlier are based on
the final version of cause of death data; deaths registered in 2011 and 2012 are based on

revised and preliminary versions, respectively, and are subject to further revision by the
ABS.

Several other data sources —including the National Death Index (NDI), the National Hospital
Morbidity Database (NHMD) and the 2012 GLOBOCAN database —have also been used to
present a broad picture of cancer statistics in Australia.

Additional information about each of the data sources used in this report is at Appendix I.

What is missing from the picture?

Detailed reliable data are not available on many aspects of cancer, so have not been included
in this report. Reasons include difficulty in collecting some data and the associated resource
implications.
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Staging data

Cancer stage at diagnosis refers to the extent or spread of cancer at the time of diagnosis. The
stage at cancer diagnosis and subsequent treatment outcomes are important determinants of
cancer survival. They can also reflect the extent to which improvements in survival are a
result of earlier detection or better treatment.

Although some cancer registries collect information on the stage of cancer at diagnosis, these
data are not currently collected nationally. Further, no information is available on the
treatments applied to cancers, complications with cancer treatment, or the frequency of
recurrence of cancer after treatment. However, there are comprehensive national data on
treatments provided through admitted patient hospitalisations — for example, surgery and
non-surgical care.

Work is currently underway to enable the collection of national cancer staging data.

Primary health-care information

The primary health-care sector in Australia includes a wide range of professionals, such as
general practitioners, pharmacists, ambulance officers, many different types of allied health
professionals, community health workers, practice nurses, midwives, Aboriginal health
workers and dentists, just to name a few.

The Australian health system collects vast amounts of clinical and administrative data that
can yield valuable information that is useful for health policy development and evaluation.
These data can also lead to enhanced clinical care and subsequently health outcomes through
evidence-based practice, and to safety and quality monitoring (O’Keefe & Connolly 2010).

These data are often collected by individual clinicians for the purpose of recording the
encounter with the patient; however, they are often not collected in a standardised format.

In effect, there is very little information publicly available on why an individual attended a
primary health-care professional, what intervention the health professional provided to the
individual, or the outcome of the visit. This situation causes inefficiencies for those reporting
and collecting data. It also severely hampers evidence-based decision making and limits the
self-improving capacity of the health system.

For more information on primary health care in Australia, see the feature article in Australia’s
health 2014 at <http:/ /www.aihw.gov.au/publication-detail / ?id=60129547205>.

Burden of disease due to cancer

To ensure that a health system is aligned to a country’s health challenges, policy makers
must be able to compare the effects of different conditions that cause ill-health and
premature death. Burden of disease analysis simultaneously compares the non-fatal burden
(impact of ill-health) and fatal burden (impact of premature death) of a comprehensive list of
diseases and injuries. This list, which includes cancers, quantifies the contribution of various
risk factors to the total burden as well as to individual diseases and injuries.

The most recent global estimates come from the GBD 2010 and the WHO GHE for 2000-2012.
The GBD 2010 covered 241 diseases and injuries and 57 risk factors for 187 countries for 1990,
2005 and 2010 (The Lancet 2012). The WHO GHE for 2000-2012 (WHO 2014) draw on many
aspects of GBD 2010, but with different data and methods for some components (WHO
2013).
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The last Australian national burden of disease report was published in 2007, based on 2003
data. The AIHW is updating these estimates using the GBD 2010 methodology where
possible, with some enhancements to better suit the Australian contexts, and using more
recent and detailed Australian data. The revised estimates are expected to be finalised in
2015.

Non-hospital palliative care

This report does not cover palliative care provided in settings other than in admitted patient
care. The importance of having a comprehensive national data collection on community-
based palliative care services is well recognised (AIHW 2004), but such a collection does not
currently exist. Thus, the data in this report describe a subset of all palliative care services
delivered in Australia. The relative balance between providing palliative care services in the
admitted patient setting and in other settings is unknown, and is likely to vary across the
jurisdictions. However, available data suggest that a substantial proportion of palliative care
provided in Australia occurs within the admitted patient setting (PCOC 2010).

Health system expenditure on cancer

The most recent data on health system expenditure on cancer are for 2008-09. The AIHW is
currently updating disease expenditure estimates to better reflect the current health system
environment.

For more information on health system expenditure on cancer in Australia, see Health system
expenditure on cancer and other neoplasms in Australia 2008-09 at
<http:/ /www.aihw.gov.au/ publication-detail / ?id=60129545611>.
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2 Risk factors, early detection and
prevention

Known risk factors for cancer

A risk factor is any factor associated with an increased likelihood of a person developing a
health disorder or health condition, such as cancer. Understanding what causes cancer is
essential in setting processes and policies designed to successfully prevent, detect and treat
the disease. For most cancers the causes are not fully understood. However, some factors
that place individuals at a greater risk for cancer are well recognised and are outlined below.
These risk factors were sourced from World cancer report 2014 (IARC 2014) and Food, nutrition,
physical activity and the prevention of cancer: a global perspective (WCRF & AICR 2007).

There has been increasing interest in the life course approach to reducing the incidence of
chronic diseases, such as cancer. Studies suggest that exposure to risks during childhood,
adolescence and early adult life influence the risk of adult incidence and mortality due to
chronic disease (Uauy & Solomons 2005). Preventing death from cancer has often focused on
early detection and treatment rather than on modifying long-term behaviour and exposure
to risk factors.

It should be noted that exposure to a risk factor does not mean that a person will develop
cancer. Many people are exposed to at least one cancer risk factor but will never get cancer.

Smoking/passive smoking, and smokeless tobacco use

Smoking is the major cause of cancer in humans. Evidence suggests that
active and, for some cases, passive smoking can cause cancers of the:

* bladder * lung

* bone marrow (myeloid * nasal cavity and nasal sinuses
leukaemia) * oral cavity (lip, mouth, tongue)

* cervix * oesophagus

* Kkidney * pancreas

e larynx *  pharynx

* liver * stomach.

Alcohol consumption

Alcohol consumption is an important risk factor for cancer. The risk of
cancer increases with the amount of alcohol consumed. Cancers
associated with alcohol consumption include those of the:

* breast (females) * oesophagus

* colon and rectum * oral cavity (lip, mouth, tongue)
e larynx * pharynx.

e liver
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Diet

Evidence suggests that high intake of particular foods (such as
processed meat, and foods that are high in fat) may be associated with
an increased risk of cancers of the:

* breast * pancreas
* colon and rectum * prostate
* kidney * stomach
* oesophagus * uterus.

Obesity and physical inactivity

Obesity is defined as abnormal or excessive fat accumulations that may
impair health, and a body mass index of 30 and over.

Physical activity is an important part of a healthy lifestyle. Doing little
or no physical activity increases an individual’s risk of being
overweight or obese, and is associated with a higher risk of developing
cancer. Obesity and lack of physical activity increase the risk of cancers
of the:

* breast (females) * kidney

* colon and rectum * oesophagus
e endometrium * ovary

* gallbladder * pancreas.

Chronic infections

Cancer associated with chronic infections (such as viruses, bacteria and
parasites) include those of the:

* bladder * lung
* blood or bone marrow * lymphatic system (lymphomas)
(leukaemias) R

nasopharynx and oropharynx

* cervix * oral cavity (lip, month, tongue)
b gallbladder ° stomach.
e liver
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Family history and genetic susceptibility

Some gene mutations increase the risk of cancer being passed from
parent to child. Genetic inheritance increases the risk of cancers of the:

e bladder

e blood or bone marrow
(leukaemias)

* breast

e colon and rectum
* gallbladder

ovary
pancreas
prostate
testis
thyroid.

Occupational exposures

Occupational exposures include exposures to chemicals, dust, radiation
and industrial processes. Cancers that have been found to be caused by
occupational exposures include those of the:

* bladder

* Dblood or bone marrow
(leukaemias)

* kidney

e liver

* lung

* lymphatic system
(lymphomas)

mesothelium

nasal cavity

nasopharynx

non-melanoma of the skin
oesophagus

oral cavity (lip, mouth, tongue)
pharynx

stomach.

Sunlight

e  melanoma of the skin

* non-melanoma skin cancer.

Excessive exposure to the ultraviolet rays of the sun is a risk factor for
some cancers. The risk of cancer due to excessive exposure to sunlight is
highest for people who have fair skin, blond or red hair, freckles,
and/or a tendency to burn easily. Sunlight is a risk factor for:

8
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Radiation

Ionising radiation from natural sources, from nuclear accidents and
explosions, and from diagnostic X-rays can be risk factors for cancer.
The most common source of radiation for the average person is
diagnostic X-rays; however, the risk of developing a cancer after an
X-ray is minimal and the benefits nearly always outweigh the risk.
Ionising radiation can increase the risk of cancers of the:

* blood or bone marrow * lung
(leukaemias) *  thyroid.
* breast

Medical and iatrogenic factors

Medical and iatrogenic factors relate to the inadvertent adverse effect
of, or complication resulting from, medical treatment or advice. For
example, drugs or treatment used for one disease can potentially lead to
the development of a secondary condition. Cancers relating to medical
and iatrogenic factors include those of the:

* bladder * lung

* colon and rectum * mesothelium
* kidney * oesophagus

e liver * pancreas.

Reproductive and hormonal factors

Reproductive hormones are thought to influence the risk of developing
some cancers. For women, the risk can be related to reproductive
history, endogenous and exogenous hormone exposures and
child-bearing. Cancers associated with reproductive and hormonal
factors include those of the:

* breast * ovary

e endometrium * testis.

Environmental pollution

There are many pollutants in the environment that may cause cancer.
People are exposed to these pollutants through the air, drinking water,
food, soil, sediments, surface waters and groundwater. Pollution can
contribute to cancers of the:

* bladder * Jung
* kidney e skin
e liver * stomach.

Cancer in Australia: an overview 2014
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Early detection through organised population
screening

Population-based cancer screening is an organised, systematic and integrated process of
testing for signs of cancer or pre-cancerous conditions in asymptomatic populations. In
Australia, there are three national population-based screening programs: for breast, cervical
and bowel cancers. The three programs — BreastScreen Australia, the National Cervical
Screening Program and the National Bowel Cancer Screening Program —are run through
partnerships between the Australian Government and state and territory governments.
These programs aim to reduce illness and death from these cancers through early detection
of cancer and pre-cancerous abnormalities and through effective follow-up treatment.

The programs target specific populations and age groups where evidence shows screening is
most effective at reducing cancer-related morbidity and mortality.

BreastScreen Australia

BreastScreen Australia, established in 1991, led to a rapid increase in the number of breast
cancers diagnosed in women. This was due largely to increased detection of breast cancers
that were too small to be felt. Screening led to increases in the incidence rate as a result of
these cancers being diagnosed earlier than they would have been had they continued to
grow until symptoms developed. The mortality rate for breast cancer decreased after
BreastScreen Australia was introduced as detection of breast cancer at an earlier stage —
when the tumour is often smaller —is associated with increased treatment options and
improved treatment outcomes (AIHW 2013a). Additional mortality reductions are attributed
to independent treatment advances, including the advent of new systemic therapies.

The program provides free 2-yearly screening mammograms to women aged 40 and over,
and actively invites women aged 50-69 to participate.

Key statistics

* Inthe 2-year period 2011-2012, more than 1.4 million women aged 50-69 had a screening
mammogram —a participation rate of 55%. Participation rates were highest for women
aged 60-64 (60%) and lowest for those aged 50-54 (49%).

* Participation rates were lower among;:
- Aboriginal and Torres Strait Islander women (38%) than non-Indigenous women
(54%)
- women living in Very remote areas (46%) than women living in other regions

- women who reported speaking a language other than English at home (50%) than
women who spoke English at home (55%).

* The ASR of participation for women aged 50-69 was 52% in 1996-1997 when reporting
began. This increased to a peak of 57% in 2001-2002 and thereafter remained steady at
55-57%, although the total number of women participating in screening increased
(Figure 2.1).

e In 2012, there were 104 invasive breast cancers and 23 ductal carcinomas in situ detected
for every 10,000 women screened for the first time. The detection rate was lower among
women attending a subsequent screening, with 44 invasive breast cancers and 11 DCISs
per 10,000.
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for women aged 50-69, and age-standardised to the Australian population as at 30 June 2001.
2. Data for this figure are in online Table D2.1.

Source: AIHW analysis of BreastScreen Australia data.

Figure 2.1: Participation number and age-standardised participation rate, BreastScreen Australia,
Australia, 1996-1997 to 2011-2012

National Cervical Screening Program

The National Cervical Screening Program was established in 1991. It has led to falls in both
cervical cancer incidence and mortality due to its ability to detect pre-cancerous
abnormalities that may, if left, progress to cancer. With opportunistic cervical screening
occurring in Australia since 1960, falls in incidence and mortality of cervical cancer were also
evident before this program was introduced (in 1991).

The program targets women aged 20-69 for a 2-yearly Papanicolau (Pap) smear, or ‘Pap test'.
Key statistics

* In the 2-year period 2011-2012, more than 3.7 million women aged 20-69 had a screening
Pap test—a participation rate of 58% of women in the target population. Participation
was highest for women aged 45-49 (64%) and lowest for those aged 20-24 (43%).

* Participation was lower among women living in Very remote areas than in other regions,
and rose with increasing socioeconomic status —from 52% in areas of lowest
socioeconomic status to 64% in areas of highest status.

* The participation rate was 58 % in 2011-2012. This has remained relatively stable over
time, although the total number of women participating in screening has increased
(Figure 2.2).

* In 2012, a high-grade abnormality (pre-cancerous condition) was detected in
16,808 women aged 20-69, at a rate of 8 per 1,000 women screened. Detection presents an
opportunity for treatment before possible progression to cancer.
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2. Data for this figure are in online Table D3.2.

Source: AIHW analysis of state and territory cervical cytology register data.

Figure 2.2: Participation number and age-standardised participation rate, National Cervical
Screening Program, Australia, 1996-1997 to 2011-2012

National Bowel Cancer Screening Program

The National Bowel Cancer Screening Program was established in 2006. It is expected to lead
to decreases in both cancer incidence and mortality as it has the ability to detect
pre-cancerous abnormalities. However, it is likely to take some time for the effect of the
program on incidence and mortality to become apparent. The bowel cancer screening
program currently offers free screening, using a faecal occult blood test (FOBT), to people
turning 50, 55, 60 and 65 years of age. The program is scheduled to be expanded from

July 2015, with the phasing in of biennial screening for those aged 50 to 74 by 2020.

Key statistics

Of those people invited to participate in the National Bowel Cancer Screening Program in
2012-13:

* 321,413 returned a completed bowel cancer screening kit for analysis —a participation
rate of 33.4%. Participation was higher among women (35.7%) than men (31.1%)

* 23,671 (7.5%) returned a valid screening test and had a positive screening result and
70.4% of those (16,670 ) had a follow-up colonoscopy recorded

* 404 participants (1 in 32) who underwent a colonoscopy were diagnosed with a
confirmed or suspected bowel cancer, and 728 (1 in 17) were diagnosed with an
advanced adenoma (pre-cancerous tumour).
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What is missing from the picture?

National cancer data do not include whether a new case of cancer was identified through
screening, or if cancers identified through screening are diagnosed at an earlier stage than for
those that present naturally.

There is no national mechanism for reporting Aboriginal or Torres Strait Islander
identification on pathology forms. As a result, state and territory cervical cytology (Pap test)
registers are unable to report Indigenous status. Hence, the reporting of cervical screening
indicators is not possible nationally for Indigenous women.

Outcome data for the National Bowel Cancer Screening Program —such as follow-up of a
positive FOBT result by a primary practitioner, colonoscopy follow-up, histopathology
follow-up, and bowel abnormality detected at colonoscopy —are under-reported. The
Department of Health is working on a number of steps to improve reporting of outcomes.
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Incidence of cancer

Key findings

In 2014 in Australia, it is estimated that:

123,920 new cases of cancer will be diagnosed
more than half (55%) of all cancers will be diagnosed in males

75% of new cancer cases in males and 65% in females will be diagnosed among those
aged 60 and over

the most commonly diagnosed cancers in males will be prostate cancer (17,050 cases),
colorectal cancer (9,290), melanoma of the skin (7,440), lung cancer (6,860) and head
and neck cancers (3,260)

the most commonly diagnosed cancers in females will be breast cancer (15,270 cases),

colorectal cancer (7,340), melanoma of the skin (5,210), lung cancer (4,720) and uterine
cancer (2,490)

the age-standardised incidence rate will be 467 per 100,000

the risk of being diagnosed with cancer before the age of 85 will be 1 in 2 for males and
1 in 3 for females.

14
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About incidence

Incidence data refer to the number of new cases of cancers diagnosed in 1 year. It does not refer
to the number of people newly diagnosed (because one person can be diagnosed with more
than one cancer in a year), although the two numbers are likely to be similar.

Cancer incidence data come from the AIHW Australian Cancer Database (ACD) 2011, which
contains information on Australians diagnosed since 1982 with primary invasive cancer
(excluding basal cell and squamous cell carcinomas of the skin) (see Box 3.1 and Appendix
F).

This chapter focuses on the estimated cancer incidence for 2014 and cancer trends from 1982
to 2014. Actual incidence data cover the period 1982-2011 —except for New South Wales and
the Australian Capital Territory, where data were available to 2009 and estimated for 2010
and 2011 (see Appendix F). Incidence data for 2012-2016 were estimated based on 2002-2011
national cancer incidence data (see Appendix G). The 2012-2016 estimates are only indicative
of future trends and the actual incidence may be different from these estimates. They are not
forecasts and do not attempt to allow for future changes in cancer detection methods,
changes in cancer risk factors or for non-demographic factors (such as government policy
changes and economic differences) that may affect future cancer incidence rates.

Summary pages for selected cancers on latest incidence data (2011) and estimates for
2014-2016 are at Appendix B. An overview of incidence statistics for all cancers is at
Appendix C.

Box 3.1: Cancer registration in Australia

Registration of all cancers, excluding basal and squamous cell carcinomas of the skin, is
required by law in each state and territory. Information on newly diagnosed cancers is
collected by each state and territory cancer registry and provided to the AIHW annually to
be compiled to form the ACD. Since basal and squamous cell carcinomas of the skin are not
notifiable, data on these cancers are not included in the ACD and therefore not in this
report. However, past research has shown that basal and squamous cell carcinomas of the
skin are by far the most frequently diagnosed cancers in Australia (AIHW & CA 2008).

Estimated number of cases diagnosed

It is estimated that 123,920 new cases of cancer will be diagnosed in Australia in 2014
(excluding basal and squamous cell carcinoma of the skin, as these cancers are not notifiable
diseases and hence are not reported to cancer registries). More than half (55%) of these cases
are expected to be diagnosed in males (Table 3.1).
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Table 3.1: Estimated incidence of all cancers combined®, Australia, 2014®

Males Females Persons
Number of cases 68,260 55,660 123,920
Crude rate 582.9 471.1 526.8
ASR® 540.4 406.2 467.3
Per cent (%) of all cancer cases 55.1 44.9 100.0

(@) Cancers coded in the ICD-10 as C00—-C97, D45, D46, D47.1 and D47.3, except those C44 codes that indicate a basal or
squamous cell carcinoma of the skin.

(b) The 2014 estimates are based on 2002-2011 incidence data (see Appendix G). The estimated numbers of cancer cases
diagnosed are rounded to the nearest 10. The estimates for males and females may not add up to the estimates for
persons due to rounding.

(c)  The rates were standardised to the Australian population as at 30 June 2001 and are expressed per 100,000 population.

Source: AIHW ACD 2011.

Most commonly diagnosed cancers

In 2014 (excluding basal and squamous cell carcinoma of the skin), prostate cancer is
estimated to be the most commonly diagnosed cancer in Australia (17,050 cases), followed by
colorectal cancer (16,640), breast cancer (15,410), melanoma of the skin (12,640) and lung
cancer (11,580). These cancers are expected to account for about 60% of all cancers estimated
to be diagnosed in 2014.

Males

Prostate cancer is estimated to be the most commonly diagnosed cancer (17,050 cases),
followed by colorectal cancer (9,290), melanoma of the skin (7,440), lung cancer (6,860) and
head and neck cancers (3,260) (Table 3.2). Head and neck cancers incorporate cancer of the
lip, tongue, mouth, salivary glands, pharynx, nasal cavity sinuses and larynx. These 5 most
commonly diagnosed cancers account for around 64 % of all cancers estimated to be
diagnosed in males in 2014.

Females

Breast cancer is estimated to be the most commonly diagnosed cancer (15,270 cases). This is
followed by colorectal cancer (7,340), melanoma of the skin (5,210), lung cancer (4,720) and
uterine cancer (2,490) (Table 3.2). These 5 cancers account for around 63% of all cancers
estimated to be diagnosed in females in 2014.
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Table 3.2: Estimated 10 most commonly diagnosed cancers, Australia, 2014®

Males Females

Cancer siteltype Crude Cancer siteltype Crude
(ICD-10 codes) Cases rate ASR® (ICD-10 codes) Cases rate ASR®
Prostate (C61) 17,050 145.6 128.7 Breast (C50) 15,270 129.2 114.5
Colorectal Colorectal
(C18-C20) 9,290 79.4 73.9 (C18-C20) 7,340 62.1 51.5
Melanoma of the Melanoma of the
skin (C43) 7,440 63.5 59.7 skin (C43) 5,210 44.1 39.4
Lung (C33-C34) 6,860 58.5 54.8 Lung (C33-C34) 4,720 40.0 33.2
Head and neck Uterus (C54—-C55) 2,490 21.0 17.9
(Co0-C14,
C30-C32) 3,260 27.9 25.9
Lymphoma Lymphoma
(C81-C85) 3,110 26.6 25.2 (C81-C85) 2,430 20.6 17.9
Leukaemia Thyroid (C73) 1,890 16.0 15.4
(C91-C95) 2,110 18.0 17.0
Bladder (C67) 2,060 17.6 16.7 Leukaemia

(C91-C95) 1,440 12.2 10.4
Kidney (C64) 2,000 17.1 15.9 Ovary (C56) 1,430 121 10.5
Pancreas (C25) 1,530 13.1 12.2 Pancreas (C25) 1,410 12.0 9.7
All cancers All cancers
combined® 68,260 582.9 540.4 combined® 55,660 471.1 406.2

(@) The 2014 estimates are based on 2002-2011 incidence data (see Appendix G). The estimated numbers of cancer cases diagnosed
are rounded to the nearest 10. The estimates for males and females may not add up to the estimates for persons due to rounding.

(b)  The rates were standardised to the Australian population as at 30 June 2001 and are expressed per 100,000 population.

(c) Cancers coded in the ICD-10 as C00—-C97, D45, D46, D47.1 and D47.3, except those C44 codes that indicate a basal or squamous
cell carcinoma of the skin.

Source: AIHW ACD 2011.

Differences by age

The incidence of cancer increases with age (Figure 3.1). In 2014, it is estimated that 75% of

new cancer cases diagnosed in males and 65% in females will occur in those aged 60 and

over.

For those aged under 30, the estimated age-specific incidence rate is expected to be similar in
males and females. For those aged 30-54, females have a higher estimated age-specific

incidence rate than males.

The high incidence of cancer in females in this age group could be partly attributed to the

estimated high incidence of breast cancer. After the age of 55, the age-specific incidence rate
is then higher for males. Incidence of prostate cancer, colorectal cancer, melanoma of the skin
and lung cancer contributes to the high incidence rate in males aged over 55.
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1. The 2014 estimates are based on 2002-2011 incidence data (see Appendix G).

2. Data pertain to cancers coded in the ICD-10 as CO0—C97, D45, D46, D47.1 and D47.3, except those C44 codes that indicate a
basal or squamous cell carcinoma of the skin.

3. Data for this figure are in online Table D3.1.

Source: AIHW ACD 2011.

Figure 3.1: Estimated incidence rates of all cancers combined by age at diagnosis, Australia,
2014

Risk of being diagnosed with cancer

In 2014, it is estimated that 1 in 3 males and 1 in 4 females will be diagnosed with cancer by
the age of 75. By the age of 85, the risk is estimated to increase to 1 in 2 for males and 1in 3
for females (see Appendix H for an explanation of how these risks are calculated).

Table 3.3: Estimated risk of being diagnosed with cancer®, by sex, Australia, 2014

Sex Risk to age 75 Risk to age 85
Males 1in3 1lin2
Females lin4 1in3
Persons 1lin3 lin2

(@) The 2014 estimates are based on 2002-2011 incidence data (see Appendix G).
Source: AIHW ACD 2011.

Males

For males, the risk of being diagnosed with cancer is estimated to be highest for prostate
cancer, at 1 in 9 before the age of 75 and 1 in 6 before the age of 85. The risk is also expected
to be high for colorectal cancer at 1 in 19 before the age of 75 and 1 in 10 before the age of 85.
For lung cancer, the risk is expected to be at 1 in 28 before the age of 75 and 1 in 13 before the
age of 85.
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Females

For females, the risk of being diagnosed with cancer is estimated to be highest for breast
cancer with a risk of 1 in 11 before the age of 75 and 1 in 8 before the age of 85. In
comparison, the risk of a female being diagnosed with colorectal cancer is estimated to be
1 in 28 before the age of 75 and 1 in 15 before the age of 85. For lung cancer, the risk is
expected to be 1 in 38 before the age of 75 and 1 in 22 before the age of 85.

Change over time

In this section, trends in incidence for all cancers combined and selected cancer sites are
presented for actual data for 1982-2011 and estimated data for 2012-2014.

Trends for all cancers combined

The number of new cancer cases expected to be diagnosed in 2014 is 2.6 times as high as in
1982 —from 47,417 in 1982 to 123,920 in 2014. The age-standardised incidence rate of all
cancers combined is expected to increase by 22%, from 383 per 100,000 in 1982 to 467 per
100,000 in 2014 (Figure 3.2). This suggests that the increase in the absolute number of cancer
cases over the years can only be partly explained by the ageing and increasing size of the
population. This increasing trend can be largely attributed to the rise in the number of
prostate cancers, breast cancers in females and colorectal cancers diagnosed, as well as to
improved diagnoses through population health screening programs and improvements in
technologies and techniques used to identify and diagnose cancer.

Number of cases Rate (per 100,000)
150,000 — 700
Number Rate
B Actual Actual - 600
120,000 Estimated Estimated
_ Bl - 500
90,000 - 400
60,000 | - 300
200
30,000
~100
0- -0

1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 2002 2004 2006 2008 2010 2012 2014
Year

1. The graph presents actual data for 1982-2011 and estimates for 2012—-2014. Estimates for 2015 and 2016 are also available at
Appendix B.

2. The 2012-2014 estimates are based on 2002—2011 incidence data (see Appendix G). Estimates are displayed on the graph as a dotted
line or as bars in a lighter shade.

3. Data pertain to cancers coded in the ICD-10 as CO0—C97, D45, D46, D47.1 and D47.3, except those C44 codes that indicate a basal or
squamous cell carcinoma of the skin.

4, The rates were age-standardised to the Australian population as at 30 June 2001.
5. The data for this figure are in online Table D3.2.

Source: AIHW ACD 2011.

Figure 3.2: Trends in incidence of all cancers combined, Australia, 1982 to 2014
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The trend in the incidence rate of all cancers combined was markedly different for males and
females (online Table D3.2). For males, it increased steadily until 1994, where it peaked at
613 per 100,000. This was followed by a decline until the late 1990s when it began to increase
again, reaching a rate of 612 per 100,000 in 2008. It then fell gradually to 580 per 100,000 in
2011.

It is expected to continue to fall to 540 per 100,000 in 2014. The trend in the rate for males is
strongly influenced by changes in the incidence rate of prostate cancer —the most common
cancer in males —as a result of initiatives such as Prostate-specific Antigen (PSA) testing.

For females, the incidence rate of all cancers combined rose steadily during the early 1990s,
reaching 398 per 100,000 in 1995. Since then, it has been fairly stable, ranging from 390 to 410
per 100,000.

The incidence rate for all cancers in females is estimated to be 406 per 100,000 in 2014. The
rate for females has been strongly influenced by the trend in the incidence rate of breast
cancer. The development of new technologies, such as Magnetic Resonance Imaging (MRI),
and the introduction of population screening programs, including BreastScreen Australia,
contribute to the increased diagnosis of breast cancer.

Trends for specific cancers

Between 1982 and 2014, there were increases in the age-standardised incidence rates for
some cancers, including:

e thyroid cancer (from 2.7 to 10.3 per 100,000 persons)

* liver cancer (from 1.8 to 6.4 per 100,000)

* mesothelioma (from 1.2 to 2.9 per 100,000)

* kidney cancer (from 6.2 to 11.7 per 100,000)

* melanoma of the skin (from 26.7 to 48.8 per 100,000)

* prostate cancer (from 79.5 to 128.7 per 100,000).

Of these cancers, thyroid cancer had the greatest increase of 281% between 1982 and 2014.

The cancers that show the greatest percentage-point decreases between 1982 and 2014 are:

* cervical cancer (from 14.2 to 7.0 per 100,000)

* stomach cancer (from 15.8 to 8.3 per 100,000)

* cancer of unknown primary site (from 18.0 to 9.6 per 100,000)
* bladder cancer (from 17.8 to 10.0 per 100,000)

* larynx cancer (from 4.3 to 2.5 per 100,000) (Figure 3.3).

The incidence rate of each of these cancers decreased by at least 40 per cent.
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Notes
1. The bars indicate the percentage change in incidence rates between1982 and 2014.
2. The 2014 estimates are based on 2002-2011 incidence data (see Appendix G).

3. The percentage change between 1982 and 2014 is a summary measure that allows the use of a single number to describe the change
over a period of multiple years. However, it is not always reasonable to expect that a single measure can accurately describe the trend
over the entire period.

4, The rates were age-standardised to the Australian population as at 30 June 2001.
5. The data for this figure are in online Table D3.3.

Source: AIHW ACD 2011.

Figure 3.3: Estimated percentage change in age-standardised incidence rates between 1982 and
2014, Australia
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4 Hospitalisations and admitted patient
palliative care for cancer

Key findings
In 2012-13 in Australia:

e  cancer was the main reason (principal diagnosis) for 1 in 10 hospitalisations,
accounting for 2.31 million bed days

e  about three-quarters (76%) of cancer-related hospitalisations were for same-day care

e the average length of stay (ALOS) for all cancer-related hospitalisations was 2.5 days.
When same-day hospitalisations were excluded, the ALOS was 7.3 days

e non-melanoma skin cancer was the most common cancer type recorded as principal
diagnosis, with about 99,000 hospitalisations

e  chemotherapy was the most common cancer-related treatment or service recorded as
the principal diagnosis, with about 370,000 hospitalisations

e  of all hospitalisations that involved palliative care, 56% (34,379) were cancer-related.

From 2001-02 to 2012-13:
° the number of cancer-related hospitalisations increased by 41% from 649,353 to 914,993

e the age-standardised cancer-related hospitalisation rate increased by 9%, from 337 per
10,000 to 367 per 10,000.
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About hospitalisations

Hospitalisation data include information on admitted patient services provided for people

with cancer in Australian hospitals.

This chapter presents the total number of cancer-related hospitalisations and provides
information on cancer-related palliative care hospitalisations. The data source for this

chapter was the NHMD, which contains data on admitted patient hospitalisations (Box 4.1).

Box 4.1: Interpreting cancer hospitalisations

National Hospital Morbidity Database

The NHMD 2012-13 is a comprehensive data set containing records for all episodes of
admitted patient care from public and private hospitals in Australia during 2012-13.
Admitted patients are those who undergo a hospital’s formal admission process
(AIHW 2014e).

A hospitalisation (also known as a ‘separation’) is an episode of care either that starts with

type, such as from acute care to rehabilitation. Hospitalisations (or separations) refer to
admitted patients only.

As the NHMD is episode based, the data presented in this chapter do not refer to
individuals. An individual may be counted in the database multiple times in a reference
year for each episode of care they receive as an admitted patient.

Diagnosis information recorded in the NHMD is coded according to the International
Statistical Classification of Diseases and Related Health Problems, Tenth Revision,
Australian Modification (ICD-10-AM) (NCCH 2010).

In this report, cancer-related hospitalisations are defined as those where:

e the principal diagnosis (the diagnosis chiefly responsible for the episode of care) is
cancer (ICD-10-AM codes C00-C97, D45, D46, D47.1 and D47.3)

e the principal diagnosis is related to the treatment or management of cancer

e the principal diagnosis is a non-cancer-specific treatment or service and cancer is
recorded as an additional diagnosis (a diagnosis that coexists with the principal
diagnosis or arises during the episode of care) for that hospitalisation.

Chemotherapy

Not all cancer-related chemotherapy is provided on an admitted patient basis. Some
jurisdictions provide a substantial amount of chemotherapy on a non-admitted basis, and
this activity is therefore not reported to the NHMD.

For more information on the NHMD, see Australian hospital statistics at
<http:/ /www.aihw.gov.au/ publication-detail / ?id=60129546922>
and

National Hospital Morbidity Database Data Quality Statement: 2012-13 at
<http:/ /meteor.aihw.gov.au/content/index.phtml/itemld/568730>.

admission and ends with discharge, transfer or death, or that is defined by a change in care

Data of cancer-related hospitalisations include those where palliative care was provided.
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Box 4.2 Summary of terms used in the hospitalisation chapter

A same-day hospitalisation occurs when a patient is admitted to and separated from the
hospital on the same date. An overnight hospitalisation occurs when a patient is admitted
to and separated from the hospital on different dates.

Additional diagnosis is a condition or complaint that either co-exists with the principal
diagnosis or arises during the episode of care. An additional diagnosis is reported if the
condition affects patient management.

Average length of stay is the average number of patient days for admitted patient episodes.
A same-day patient is allocated a length of stay of 1 day.

Care type defines the overall nature of a clinical service provided to an admitted patient
during an admitted care, or the type of service provided by the hospital for boarders or
posthumous organ procurement (care other than admitted care). Admitted patient care
consists of acute care, rehabilitation care, palliative care, geriatric evaluation and management,
psychogeriatric care, maintenance care, newborn care and other admitted patient care.

Palliative care hospitalisations in this report are defined as those where the care type is
palliative care, and/ or palliative care is recorded as an additional diagnosis, for admitted
patients only (ICD-10-AM code Z51.5).

Principal diagnosis is the diagnosis established after study to be chiefly responsible for
occasioning the patient’s episode of admitted patient care.

Hospitalisations in 2012-13

In 2012-13, there were 914,993 cancer-related hospitalisations, accounting for 1 in 10
hospitalisations in Australia. Less than half (45%) of all cancer-related hospitalisations had a
principal diagnosis of cancer (Table 4.1). The remainder had a principal diagnosis related to
the treatment or management of cancer.

Table 4.1: Cancer-related hospitalisations®, persons, Australia, 2012-13

Number Per cent ASR®

Principal diagnosis of cancer® 415,130 45.4 165.1
Principal diagnosis of a cancer-related treatment or service® 499,863 54.6 201.9
Cancer specific treatment or services 491,947 53.8 198.7
Non-cancer specific treatment or services with an additional diagnosis of cancer 7,916 0.9 3.2
All cancer-related hospitalisations 914,993 100.0 367.0

(a) Hospitalisation for which the care type was reported as Newborn with no qualified days and records for ‘Hospital boarders’ and ‘Posthumous
organ procurement’ have been excluded from the analysis.

(b)  The rates were age-standardised to the Australian population as at 30 June 2001 and are expressed per 10,000 population.
(c)  Hospitalisations in which the principal diagnosis is cancer (ICD-10-AM codes C00-C97, D45, D47.1 and D47.3).

(d) Hospitalisations in which the principal diagnosis is a health service or treatment that may be related to the treatment of cancer (see
Appendix J).

Source: AIHW NHMD.

24 Cancer in Australia: an overview 2014



Length of stay

In 2012-13, cancer-related hospitalisations totalled 2.31 million bed days; 76% were same-day
hospitalisations and 24 % were overnight hospitalisations.

The average length of stay (ALOS) for overnight cancer-related hospitalisations was 7.3 days
(Table 4.2). This is longer than the overnight ALOS for all hospitalisations (5.6 days).

More than half (52%) of hospitalisations in which the principal diagnosis was cancer were
overnight, with an ALOS of 7.5 days. In contrast, the majority (99%) of hospitalisations with
a principal diagnosis related to the treatment or management of cancer were same-day
(Table 4.2).

Table 4.2: Average length of stay (days) for cancer-related hospitalisations®), Australia, 2012-13

Same-day Overnight Total
Per cent Per cent
Number of total Number of total ALOS Number ALOS

Principal diagnosis of cancer® 199,837 48.1 215,293 51.9 75 415,130 43
Principal diagnosis of a cancer-related
treatment or service® 494,364 98.9 5,499 11 2.2 499,863 1.0

Cancer specific treatment or

services 486,916 99.0 5,031 1.0 21 491,947 1.0

Non-cancer specific treatment or

services with an additional diagnosis

of cancer 7,448 94.1 468 5.9 3.0 7,916 11
All cancer-related hospitalisations 694,201 75.9 220,792 24.1 7.3 914,993 25

(a) Hospitalisation for which the care type was reported as Newborn with no qualified days and records for ‘Hospital boarders’ and ‘Posthumous
organ procurement’ have been excluded from the analysis.

(b)  Hospitalisations in which the principal diagnosis is cancer (ICD-10-AM codes C00—-C97, D45, D47.1 and D47.3),

(c)  Hospitalisations in which the principal diagnosis is a health service or treatment that may be related to the treatment of cancer (see
Appendix J).

Source: AIHW NHMD.

In 2012-13, for hospitalisations where the principal diagnosis was cancer, the five cancer
types with the longest ALOS (excluding same-day hospitalisations) were acute myeloid
leukaemia (16.8 days), Kaposi sarcoma (13.5 days), hypopharyngeal cancer (13.0 days), anal
cancer (11.5 days) and cancer of the small intestine (11.3 days).

Hospitalisations for cancers and for cancer-related treatments

Data on hospitalisations include cancer as a principal diagnosis and cancer-related
treatments and services (see Appendix ] for more information). Note that some treatments
and services (such as Z51.0 ‘Radiotherapy session’) included in the data are not entirely
cancer specific; that is, they may be provided to a small number of non-cancer patients.
However, the proportion of these over counts is less than 0.01% of the data presented in this
report.

Cancer as a principal diagnosis

In 2012-13, there were 415,130 hospitalisations where the principal diagnosis was cancer.
Non-melanoma skin cancer was the most common principal diagnosis in this group (24 %),
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followed by cancer of secondary site (10%), prostate cancer (9%), colorectal cancer (7%) and
breast cancer (6%).

The 10 most common cancers as a principal diagnosis accounted for 77% of all
hospitalisations with a principal diagnosis of cancer (Table 4.3).

Table 4.3: Ten most common cancers as principal diagnosis®, Australia, 2012-13

Principal diagnosis (ICD-10-AM codes) Number Per cent

Cancer sitel/type

Non-melanoma of the skin (C44) 99,300 23.9
Secondary site (C77-C79) 41,080 9.9
Prostate (C61) 35,740 8.6
Colorectal (C18-C20) 28,213 6.8
Breast (C50) 25,117 6.1
Leukaemia (C91-C95) 21,782 5.2
Lymphoma (C81-C85) 20,496 49
Lung (C33-C34) 18,878 45
Bladder (C67) 14,051 3.4
Myelodysplastic syndromes (D46) 13,829 3.3
Total 10 most common cancers as a principal diagnosis 318,486 76.7
Total hospitalisations with a principal diagnosis of cancer® 415,130 100.0

(@) Hospitalisation for which the care type was reported as Newborn with no qualified days and records for ‘Hospital boarders’
and ‘Posthumous organ procurement’ have been excluded from the analysis.

(b)  Hospitalisations in which the principal diagnosis is cancer (ICD-10-AM codes C00-C97, D45, D47.1 and D47.3
(see Appendix J).

Source: AIHW NHMD.

In 2012-13, non-melanoma skin cancer was the most common cancer type recorded as
principal diagnosis for both males (25%) and females (23%).

The second most common cancer types recorded as principal diagnosis was prostate cancer
in males (15%) and breast cancer in females (14%). These were followed by cancer of
secondary site (9% males, 11% females), colorectal cancer (7% males, 7% females) and
leukaemia (5% males, 5% females) (Table 4.4).

The 10 most common cancer types accounted for around 80% of all cancers recorded as
principal diagnoses in both males and females.
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Table 4.4: Ten most common cancers as principal diagnosis®, by sex, Australia, 2012-13

Males Females
Principal diagnosis