
Women and cancer in Ireland
1994-2001: executive summary

Item Type Report

Authors Women's Health Council (WHC)

Rights The Women's Health Council

Download date 26/05/2023 17:26:37

Link to Item http://hdl.handle.net/10147/45122

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/45122


Women and Cancer in Ireland 1994-2001: Executive Summary 
 
Background 
 
Cancer is the second most common cause of death in Ireland for both women and men and 
represents a significant burden on the health of the population. Both morbidity (numbers of 
new cases diagnosed) and mortality (numbers of deaths) have been steadily increasing in both 
sexes over the last decade. In 1994, the first year for which national data are available, 5848 
cases of malignant cancer were diagnosed in women in Ireland. By 2006, we expect 7400 
women to be diagnosed with cancer, 27% more than in 1994. In large part this is due to the 
demographic changes (increasing life expectancy and growth in the population aged 65 and 
older) occurring in Ireland, as in other developed countries. These trends have major 
implications for the health services in Ireland, both for initial diagnosis and treatment services 
and for longer-term health and social support for cancer survivors.  
 
 
Aim and objectives of the report 
 
The National Cancer Registry and Women’s Health Council share a wish to inform women of 
the facts about cancer. We also wish to contribute to the wider public debate on the role and 
direction of cancer services in Ireland, and offer Women and Cancer in Ireland 1994-2001 as a 
contribution to that debate. The report brings together, in one place for the first time, 
information on cancer in women in Ireland, in terms of the burden and causes of the disease, 
policy initiatives and service provision.  
 
The objectives of the report are: 
▪ to provide an up-to-date overview of the burden of cancer among women in Ireland, in 

terms of both women diagnosed with the disease, and those who die from it; 
▪ to collate the available evidence on patterns of exposure to the main risk factors for 

cancer in women in Ireland and identify any gaps in knowledge; 
▪ to review the current situation with regard to policy and service provision; 
▪ to consider prospects for the prevention of cancer in women in Ireland, at primary 

(through lifestyle changes), secondary (through screening and early detection) and tertiary 
(through appropriate management) levels; and 

▪ to make recommendations in the areas of cancer policy and research needed to underpin 
future developments in cancer prevention and care for women in Ireland. 

 
 

ata D
 
Women and Cancer in Ireland 1994-2001 is organised in two sections: the first presents data on 
trends in cancer in Ireland during 1994 to 2001 (chapters 2—12) and the second discusses 
determinants of cancer, health policy and implications of the report findings (chapters 13—16). 
The report includes data on cancer incidence, treatment, survival and mortality in Ireland, and 
offers comparisons with data from other countries. Detailed information for each of the ten 
most frequently diagnosed cancers in women in Ireland is presented. Cancer risk factors for 
women are examined in detail, along with available data on the prevalence of exposure to 
these among women in Ireland and, in particular, compliance with the recommendations of 
the European Code Against Cancer. The report ends with an overview of past and current 
cancer policy in Ireland, consideration of the implications of the report findings, and 

commendations in relation to current services and for research. re
 

 

 

Executive Summary   
  

1 



Results 
 
All cancers 
 
▪ Each year an average of 6,200 women in Ireland are diagnosed with a malignant cancer.* 

The annual number of cases in women rose steadily between 1994 and 2001 and is 
expected to increase further by 2006 (up more than 25% on the 1994 figure).  Most of this 
is due to population ageing and the fact that cancer risk increases with age.  

 
▪ Approximately 3,500 women die from cancer each year in Ireland. The number of deaths 

rose very slightly between 1994 and 2001. Once adjustment had been made for population 
ageing, the annual death rates showed a slight decrease, of approximately 0.8% each year. 

 
▪ Approximately 1 woman in every 7 will develop cancer by the age of 65.  By the age of 75, 

this figure is 1 woman in every 4. 
 
▪ All-cancer incidence in women in Ireland is amongst the highest in western Europe. The 

rate in Ireland is exceeded only by those in Sweden and Denmark. Similarly, the all-cancer 
mortality rate in women in Ireland is second only to that for women in Denmark. 

 
▪ An estimated 79,400 women are living with cancer in Ireland, twice as many as the number 

of male cancer survivors (37,600).   
 
▪ All-cancer survival has risen slightly over time. Five-year survival was 49.3% for women 

diagnosed in 1994-1997 and 52.2% for women diagnosed in 1998-2001. 
 

All-cancer survival decreases with increasing age at diagnosis.  Five-year survival was 
62.9% for women aged under 65

▪ 
 at diagnosis, 41.0% for women aged 65-74 years and 35.0% 

for women aged 75 and older.  

▪ 
nd. 

The highest survival is seen in women in Sweden, Switzerland, France and Germany. 

pecific cancers 

▪ w 

(223), non-Hodgkin's lymphoma (200), stomach (185), cervix (180) and pancreas 
(175). 

▪ 

(152), oesophagus (118), non-Hodgkin's lymphoma (104), leukaemia (98) and brain (92). 

▪  

rs of 
the colorectal, lung, stomach and pancreas are 72, 72, 73 and 74 years respectively.  

 

 
All-cancer survival for women in Ireland is slightly below the European average.  Eastern 
European populations have the lowest survival, followed by the UK, Denmark and Irela

 
S
 

The ten most frequently diagnosed cancers in women are (in rank order): breast (1726 ne
cases per year), colorectum (792), lung (563), ovary (334), melanoma of the skin (249), 
uterus 

 
The ten most common causes of cancer-related death are (in rank order): breast (644 
deaths per year), lung (534), colorectum (404), ovary (225), pancreas (176), stomach 

 
Cancer of the breast and the gynaecological cancers tend to be diagnosed at a younger age
than most of the other common cancers. The average ages at diagnosis for cancers of the 
breast, cervix, ovary and uterus are 59, 46, 62 and 64 respectively. Half of all cases of 
melanoma of the skin are diagnosed in women aged 59 and younger while the average age 
at diagnosis for non-Hodgkin's lymphoma is 66. The average ages at diagnosis for cance

 
During 1994-2001, incidence rates of cancers of the breast, lung and uterus, non-Hodgkin's ▪
lymphoma and melanoma of the skin all rose, while rates of stomach cancer declined.   
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Incidence rates of cancers of the colorectum, ovary and pancreas were stable. There were 
no discernable trends in incidence of cervical cancer. 

▪ d 

re 

 and 2001, with most 
of the rise taking place from 1998 onwards. 

▪  

here have been long-
term declines in mortality rates for colorectal and stomach cancer.  

▪ 

Ireland and the USA are similar, 

▪ en 

igher in 

▪ 
 

 
, 

▪ 

 is 40%. Survival for cancers of the stomach 

Survival for cancers of the breast, cervix and colorectum rose slightly between 1994-1997 

 
▪ ancreatic cancer in Ireland is lower 

than the European average. Survival for women with ovarian cancer or melanoma of the 

 
▪ 

or 
example, 15%† or less of cancers of the lung, ovary, stomach, pancreas and colorectum 
were diagnosed when the disease was localised (i.e. confirmed to the site of origin).  

 

  
In situ cancers of the breast and cervix are premalignant lesions that are mainly detecte
by screening.  The numbers of cases, and incidence rates, of both of these lesions rose 
dramatically between 1994 and 2001. For in situ breast cancer, the rate in 2001 was mo
than double that in 1994 and the average annual rate of increase was 10%.  For in situ 
cervical cancer, the incidence rates rose by 5% per year during 1994

 
Mortality rates from ovarian cancer and non-Hodgkin's lymphoma have been rising for many
years. Lung cancer mortality rose steadily until the early 1990s and has been stable since. 
Breast cancer mortality peaked in 1989 and has fallen slightly since. T

 
Incidence and mortality rates from ovarian cancer and non-Hodgkin's lymphoma in Ireland 
are among the highest in western Europe. Rates of uterus cancer in Ireland are lower than 
in other European countries. Incidence of melanoma of the skin in Ireland is 25% higher 
than in the UK.  While colorectal cancer incidence rates in 
mortality rates in Ireland are 26% higher than in the USA.  

 
Incidence rates of cancers of the lung, cervix, pancreas and stomach are higher for wom
resident in the more deprived areas of the country than for those resident in the more 
affluent areas. Incidence rates of breast cancer and melanoma of the skin are h
women in affluent areas than among women resident in more deprived areas. 

 
For most cancers, older women in Ireland are less likely to receive treatment for cancer 
than women in younger age groups. For example, for breast cancer, 64% of women aged
under 65 received chemotherapy compared to 6% aged 75 and older; 94% of those aged 
under 65 underwent surgery compared to 54% aged 75 and older. For lung cancer, the 
proportions of under 65s receiving chemotherapy, radiotherapy and surgery were 32%, 49%
and 24% respectively, compared to 5%, 23% and 4% of those aged 75 and older. Similarly
for colorectal cancer, among women diagnosed under 65, 57% had chemotherapy, 20% 
radiotherapy and 86% surgery compared to 7%, 6% and 61% of those aged 75 and older. 

 
Five-year survival for women diagnosed in 1998-2001 with melanoma of the skin was 87%. 
For cancers of the breast, cervix and uterus, 5-year survival is also relatively high - 77%, 
69% and 79% respectively. For colorectal cancer and non-Hodgkin's lymphoma, survival at 5 
years is just over 50% and for ovarian cancer it
(17%), lung (10%) and pancreas (9%) is low. 

 
▪ 

and 1998-2001.  For most other cancers, survival changed little over this time. 

Survival for women with breast, lung, stomach and p

skin in Ireland is higher than the European average. 

Stage is one of the most important determinants of survival.  For several cancers, 
relatively small proportions of women are diagnosed at an early stage of the disease. F
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Risk factors 
 
A woman’s risk of developing cancer is affected by a number of variables, some of which are 
intrinsic and thus immutable, such as family history, age and personal medical history, but 
many of which are potentially modifiable, particularly those related to lifestyle choices. For 
example, smoking is a major risk factor for cancers of the lung, mouth, oesophagus, stomach, 
kidney, pancreas, bladder and cervix and for leukaemia, and possibly also for colorectal cancer 
and non-Hodgkin's lymphoma. Excess weight is linked to increased risk of cancers of the 
uterus, colorectum and breast (in post-menopausal women) and possibly also to cancers of the 
lung and pancreas. Higher levels of physical activity have been associated with reduced risk of 
breast, colorectal and uterine cancer and may also be involved in lung cancer. Aspects of diet 
(including alcohol consumption, fruit and vegetable intake) have been associated with risk of 
several cancers. Sun exposure and use of sunbeds or sunlamps increases risk of developing 
melanoma of the skin.  Thus, avoiding smoking, maintaining a healthy body weight, exercising 
regularly, limiting exposure to the sun, avoiding over-consumption of alcohol and eating a diet 
rich in fruit and vegetables may help to prevent cancers developing.   
 
Many of the other important risk factors are particularly relevant for women's cancer, 
including reproductive factors (e.g. number of children, age at first pregnancy, etc), use of 
hormone replacement therapy or the oral contraceptive pill, and sexual behaviour (which may 
result in infection with human papilloma virus (HPV), the major risk factor for cervical 
cancer).   
 
In many populations, including Ireland, levels and patterns of exposure to cancer risk factors 
have differed, and continue to differ, between the sexes.  Exposure to risk factors has also 
been found to differ between socio-economic groups. Although women report a more heath 
promoting lifestyle than men generally (see below for data for Ireland), socio-economic 
circumstances are still important predictors of adverse lifestyle behaviours in both sexes.  
 
Compliance with the European Code Against Cancer in Ireland 
 
The European Code Against Cancer recommends adopting a healthy lifestyle to reduce risk of 
cancer (including not smoking, maintaining a healthy weight, exercising regularly, eating 5 
portions of fruit and vegetables a day and moderating alcohol consumption).  Results of 
analysis of data from the National Health and Lifestyle Surveys showed that in Ireland, in 2002, 
while greater proportions of women than men complied with these recommendations, 
substantial proportions of the population (of both sexes) were not heading the advice.  For 
example, 26% of women described themselves as smokers, only one-quarter took some form of 
exercise daily and less than two-thirds reported consuming at least 5 portions of fruit and 
vegetables each day. 
 
 
Cancer Policy in Ireland 
 
The report presents an overview of past and current cancer policy in Ireland, beginning with 
the first National Cancer Strategy published in 1996 and covering all major relevant documents 
until the present. The National Cancer Forum, established by the Minister for Health and 
Children to advise on the implementation of the National Cancer Strategy, is currently 
developing an updated National Cancer Strategy for Ireland. In light of clinical and service 
developments the new Cancer Strategy will set out the key priorities for the development of 
cancer services over the coming years. 
 
Significant developments in recent years are also covered, including the establishment of the 
National Radiation Oncology Co-ordination Group, set up to facilitate improved access to 
existing and planned services, and recent funding put in place by government for the 
development of a National Telesynergy Network for Oncology Services to improve service 
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delivery and efficiency, and funding for a national network for radiation oncology services to 
be put in place by 2011. 
 
Since the first specific strategy on cancer was published in Ireland in 1996, a great deal of 
work has been done in the area to extend strategy and policy to cover all areas of cancer 
services in this country. It was particularly encouraging to note that research has been 
undertaken on breast cancer with view to improving services in the area for women with the 
disease. However, in reviewing policy and strategy formulated on cancer services in Ireland it 
is clear that although many report have been undertaken by experts in the field, their 
recommendation have not always been fully implemented by government. In addition, much of 
the work has been done without making reference to the particular needs of patients 
according to gender. Both of these issues must be addressed if Ireland is to have efficient, 
effective and equitable cancer policy and services. In taking steps toward improving the 
situation, outstanding recommendations made in strategy documents should be implemented 
without delay, and it is essential that future cancer policy should consider the particular needs 
of women and men when making recommendations.  
 
 
Improving the situation in Ireland: key issues and recommendations 
 
Although prevention is the primary aim of cancer control, early diagnosis and effective 
treatment are also central to reducing disability and death from cancer. Research in Ireland 
and internationally has shown major differences between women in the stage (extent) of their 
cancer when first diagnosed, in access to screening, and in the type of treatment received. 
These factors have also been shown to determine the rate of cure of cancers and the length of 
survival for those not cured. Many countries, including Ireland, have developed cancer policies 
in the past decade, with the aim of improving access to cancer services, and ensuring that all 
cancer patients have appropriate (and evidence–based) treatment. These developments have 
major implications for women in Ireland, for example in the provision of breast and cervical 
screening programmes and in the expansion of specialist treatment centres for breast cancer. 
It is imperative that steps are taken to further improve cancer strategy, policy and services, 
and that further research is conducted to fill any gaps in knowledge that currently exist in this 
country. 
 
Focusing on vulnerable groups 
 
Disadvantaged women 
 
The data show that there are important differences between women in different socio-
economic groups (as measured by deprivation category of area of residence) in incidence rates 
of cancer in Ireland. Previous analyses of colorectal cancer in Ireland‡ have shown that 
deprivation also appears to be linked to treatment rates and survival. While incidence is higher 
in women resident in the more affluent areas of the country, the chance of having surgery for 
the disease is lower among patients in deprived areas, as is survival.  Similar observations have 
been made for other cancers in other countries. These types of findings demonstrate the need 
for specialist cancer diagnostic and treatment services to be made more accessible to women 
(and men) in the most deprived socio-economic groups.  
 
Older women 
 
There are currently many more women than men living with cancer in Ireland. This is because 
women constitute a greater proportion of the older population and because they have better 
overall survival from cancer. However, one of the report’s most striking findings was that older 
women are much less likely to receive treatment for cancer than women in younger age 
groups. The reasons for this are not entirely clear, but it is possibly because older women 
often have co-existing medical conditions which act as contra-indications for treatment. In 
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addition, there may be a perception among clinicians that treatments are less effective among 
older women, or that this group may be more badly affected by the toxicity of treatments such 
as chemotherapy or radiation therapy, although these conclusions are not supported by 
research evidence. In fact, older people are usually excluded from clinical trials, so there is 
often a complete lack of evidence on treatment effectiveness and side-effects in older 
patients.  
 
While clinical judgements may sometimes need to discriminate in terms of age and gender, it 
is important such decisions are underpinned by scientific evidence. Special attention must be 
paid to judgements which may appear to be clinical but might actually reflect direct or 
indirect discrimination. Whatever the explanation, it is vital that steps are taken to ensure 
that the treatment and care needs of older women are appropriately addressed.  
 
Recommendations 
 
▪ Improve the accessibility of cancer services, in order to ensure that all women in Ireland 

have access to optimal cancer care from an early stage and that the particular needs of 
socially disadvantaged and older women are addressed. 

 
▪ Promote equitable access to specialist care. It is interesting to note that, in analyses of 

the relationship between cancer survival in European countries and numbers of cancer 
specialists per head of population, the countries with more specialists were found to rank 
higher in terms of overall survival. In the UK, these findings prompted massive investment 
in cancer treatment services. Similar steps may be needed in this country. 

 
▪ Improve access to support services, such as rehabilitation care and counselling. The higher 

cancer prevalence (the number of people living with the disease) in women than men 
suggest greater numbers of women may need to access support services such as 
rehabilitation care or counselling.  

 
▪ Properly resource palliative care services. For those who are not expected to survive, it is 

essential that palliative care services are properly resourced to deal with the increasing 
numbers of older women with cancer in the population. In line with the recommendations 
set out in the Design Guidelines for Specialist Palliative Care Settings (Department of 
Health & Children, 2005), palliative services should be of high quality and should meet 
women’s needs in a respectful, responsive and holistic manner. 

 
Encouraging healthy lifestyles 
  
There is a need to raise awareness of the risk of, and risk factors for, cancer among Irish 
women and strengthen health promotion measures.  
 
Government must work to make women aware of risks of developing different forms of cancer 
and to encourage them to attend their doctors promptly if they experience any possible 
symptoms of cancer (thereby increasing the proportion of cases diagnosed at an early stage). 
Information should be targeted by age group to address the fact that different cancers are 
more or less common in older and younger women. 
 
It is vitally important that both women themselves and policy-makers are aware of the risk 
factors for cancer. Although current cancer trends reflect patterns of exposure to risk factors 
in the past, future incidence and mortality could be reduced by understanding these risk 
factors and taking steps to deal with them at the population level. Government policy must 
target risk factors for cancer, ensuring that women are enabled to make healthy choices and 
have equitable access to appropriate support services. Women should be made aware that 
there is much that they can do to minimise their own risk of cancer through maintaining a 
healthy lifestyle or by changing lifestyle ted with increased cancer risk.   behaviours associa
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Recommendations 

▪ 
 

Innovative age-appropriate health promotion strategies must be developed. These should 
aim to: (1) make women aware of their risks of developing different forms of cancer and 
the possibilities for cancer prevention through lifestyle change; and (2) educate women on
the symptoms of various cancers, and enco

 
urage them to attend their doctors promptly if 

they experience any possible symptoms.  

▪ ncer
 

Existing health promotion campaigns should be extended to include a focus on ca . For 

ween 

highlight the associations between these factors and the risk of developing of cancer. 

▪ 

example, the Breastfeeding In Ireland; Five Year Strategic Action Plan (National 
Committee on Breastfeeding, 2005) highlighted the benefits of breastfeeding in relation to 
breast cancer. Similarly, campaigns on sexual behaviour could emphasise the link bet
HPV and cervical cancer, and campaigns on physical activity and obesity should also 

 
Effective smoking cessation programmes should be designed for women. Such programmes
should also consider the higher rates of smoking among women from disadvanta

 
ged socio-

 en in more deprived groups

economic groups, and put provisions in place to take their needs into account. 
 

Improve access to healthy choices for wom▪ , for example by 
g more affordable.  

roviding screening 

 

ther 
ostic services; and availability (and equity of access to) specialist treatment 

 

 
rms of survival and 

cancer patients (see above for recommendations). 

making healthy eatin
 
P
 
The report found differences in cancer incidence, survival and mortality between Irish women
and their European counterparts. These patterns are due, in large part, to variations in 
exposure to environmental and lifestyle risk factors for cancer between countries. However, 
other important determinants are likely to include: availability of screening; access to o
arly diagne

services.  
 
There is no doubt that comprehensive, well-organised, high-quality, screening programmes,
which incorporate appropriate specialist follow-up and treatment, are effective means for 
reducing breast, cervical and colorectal cancer mortality rates. It is therefore vital that 
resources are directed towards such programmes in Ireland. Other aspects of secondary and
ertiary prevention should also be addressed to maximise benefits in tet

mortality for other 
 
Recommendations 
 

Screening for breast and cervical cancer must be made available to all women in Ireland ▪ by 

▪ 

rolling out the current screening programmes to the whole country for women in 
appropriate age groups as soon as possible. These programmes must be monitored and 
evaluated on a regular basis to ensure effectiveness and cost-effectiveness. 

 
Consideration should be given to the implementation of a pilot programme for colorectal 
cancer screening.  Following the example set by the UK, prior to the introduction of 
national screening, it would be advisable to undertake a pilot programme to assess uptake, 
acceptability, impact on colonoscopy and surgical services and likely cost-effectiveness. 

 
▪ Consideration should be given to the extension of the specialist genetic counselling and  

testing services currently available through the National Centre for Medical Genetics in  
Dublin, since women with a genetic mutation related to breast, ovarian or colorectal cancer 
can have a very high lifetime risk of developing the disease. To maximize effectiveness,     
such services should be integrated across primary care and the hospital setting. 
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Extending the knowledge base 
 
During the course of this research, significant gaps were noted in the availability of Irish 
information in a number of areas. It is therefore proposed that further research be carried out 
in the following areas to add to the body of knowledge on cancer among women in Ireland and 
assist in the development of effective and cost-effective cancer policy, strategy and services. 
 
Recommendations 
 
Cancer risk factors 
 
▪ Further research is needed on risk factors for cancer in this country in order to better 

understand the reasons underlying trends in incidence in Ireland.  Data on trends over time 
in cancer risk factors are also lacking hence data collections/surveys/etc should be 
designed to be longitudinal. 

 
▪ More information is needed on the exposure to risk factors for women in different socio-

economic groups. The priorities in this area should include:  
o levels, and patterns, of infection with different types of HPV in Ireland and 

their links with cervical cancer 
o level of use of sunbeds among women in Ireland and links to melanoma 
o the number of women using HRT in Ireland and the length of time for which 

they are using it 
o use of oral contraceptives and the possible effects of other types of hormonal 

contraception. 
Research in these last two areas may also illuminate the reasons for the high incidence of 
ovarian cancer in Ireland. 

 
▪ Understanding of cancer in women in Ireland would also be improved by participation in 

international cohort and case-control studies of cancers whose risk factors are not well 
understood. Non-Hodgkin’s lymphoma, which has a high incidence in Ireland, is one 
example where such an effort would be worthwhile. 

 
Health services research 
 
Survival from some cancers is relatively poor, and mortality rates relatively high, for women in 
Ireland by international standards. The reasons for this need to be uncovered and research in 
the following areas would assist in this regard. 
   
▪ Stage at diagnosis. Are women diagnosed with cancer later in Ireland than in other 

countries? If so, is this due to access to health services (including screening), lack of 
information, or other factors? 

▪ National guidelines. The absence of national guidelines on best practice for the majority of 
cancers means that treatment varies considerably around the country. Research is needed 
into the reasons for this variation and to establish if this has adverse consequences for 
women.  

▪ Factors determining treatment. Research should be carried out into the factors which 
determine the low rate of treatment found among older women. 
Clinical trials▪ . Cancer clinical trials should include older women where possible, as it 
cannot be assumed that results from younger patients enrolled in trials can automatically 
be generalised to older people. 

 NicAmhlaoibh R, et al. Patterns of care and survival from cancer in Ireland, 1994-1998. National Cancer Registry Ireland, 2004. 

 
 
* This total excludes non-melanoma skin cancers which are very common but rarely life threatening.  
† Percentage is of those cases for whom information on stage at diagnosis was recorded in the medical notes. 
‡
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