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ERRATA 
Page 91: In Table 17.1, in the third line of data "18.23" should be 
replaced by "182.33", "13.85" by "138.52" and "16.10" by "161.02" 
Page 92: Table 17.3. In the heading for this table "cases per 
1000,000 should read "cases per 100,000". 
Pages 110,112 and 113: The row titles on the four lines below 
"prostate" should read: testis, penis, bladder, kidney 
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1. PREFACE 
I . I . INTRODUCTION: 

Cancer continues to pose major challenges for the health services in Ireland. It ranks second only to cardiovascular disease 

as the commonest cause of death. Furthermore, it is a principal cause of premature death. As a result, cancer presents a 

formidable physical, psychological and socio-economic burden on patients, their families and on health care providers. 

It must also be recognised that the prevalence of cancer is likely to increase as our population ages and as life expectancy 

improves. It has been estimated that within the next ten years cancer will become the principal cause of death in the Irish 

population. 

The National Cancer Strategy has set the framework for the development and organisation of cancer services throughout 

the country. A crucial component of the strategy is the availability of epidemiological information on cancer. The National 

Cancer Strategy has made tremendous progress since its establishment in 1991 in providing data that is reliable, valid, 

comprehensive and of a standard that is on a par with the highest internationally. This data is vital to the work of those 

involved in the planning, monitoring and evaluation of cancer services. 

The excellence of this report is testimony to the hard work and dedication of the Director and staff of the Cancer Registry. 

The report would not have been possible wi thout the co-operation of all of those individuals in hospitals and agencies who 

assist the Registry in the collection and collation of data on a continuous basis. Their support and enthusiasm is appreciated 

and acknowledged. 

The National Cancer Registry recognises the importance of collaboration and co-operation wi th other cancer registries and 

close working links have been established wi th the International Association of Cancer Registries, the European Network of 

Cancer Registries and the U.K. Association of Cancer Registries. The National Cancer Registry also has close bilateral 

relationships wi th many European cancer registries, and a particularly close working relationship wi th the Northern Ireland 

Cancer Registry, wi th which we hope to exploit the potential for cross-border epidemiological studies.This report provides 

an overview of the incidence and mortali ty of cancer in Ireland in 1995. It highlights patterns, variations and comparisons in 

cancer incidence and mortality. It builds on the 1994 report and augurs well for the future. 

The National Cancer Registry is now firmly established and is actively demonstrating its role in the development of cancer 

services. The challenge ahead is to ensure that the potential of the available data is now maximised. Apar t from its utilisation 

in the planning of services, monitoring and outcomes, the Registry is a tremendous asset in the field of cancer research. 

Epidemiological analysis of the data should stimulate and focus cancer research initiatives. This is vital if we are to control 

this disease and lessen its impact on our population. 

Dr. Elizabeth Keane 

Chair 

National Cancer Registry 



1.2. THE NATIONAL CANCER REGISTRY BOARD 

The National Cancer Registry Board was established by the Minister for Health in 1991, by Statutory Instrument. 

Its functions were laid down in its Establishment Order as follows: 

1. to identify, collect, classify, record, store and analyse information relating to the incidence and prevalence of cancer 

and related tumours in Ireland; 

2. to collect, classify, record and store information in relation to each newly diagnosed individual cancer patient and in 

relation to each tumour which occurs; 

3. to promote and facilitate the use of the data thus collected in approved research and in the planning and management 

of services; 

4. to publish an annual report based on the activities of the Registry; 

5. to furnish advice, information and assistance in relation to any aspect of such service to the Minister. 

The second National Cancer Registry Board was appointed by the Minister for Health in October 1996, to hold office until 

October 2001.The membership of the current Board is: 

Dr. Elizabeth Keane (Chairperson), Director of Public Health, Southern Health Board, Sarsfield House. Sarsfield Road.Wilton, 

Cork; nominated by the Minister for Health 

Professor Alun Evans, Division of Epidemiology of the Queen's University of Belfast, Mulhouse Building, Grosvenor Road, 

Belfast, BTI2 6BJ; nominated by the Faculty of Public Health Medicine of Ireland 

Professor James J. Fennelly, Consultant Oncologist, St.Vincent's Private Hospital. Herbert Avenue, Dublin 4; nominated by the 

Royal College of Physicians of Ireland 

Professor Bernadette Herity, Department of Epidemiology and Public Health. University College, Dublin, Belfield, Dublin 4; 

nominated by the Irish Cancer Society 

Professor Aine Hyland, Department of Education, University College, Cork; nominated by University College. Cork 

Mr. Fergal Lynch, Assistant Principal Officer, Department of Health, Hawkins House, Hawkins St., Dublin 2; appointed by the 

Minister for Health 

Professor Niall O'Higgins, Department of Surgery, St.Vincent's Hospital, Elm Park, Dublin 4; nominated by the Royal College 

of Surgeons in Ireland 

Dr. Martin Rouse, Medical Centre, Emmet House, Clonmel, Co. Tipperary; nominated by the Irish College of General 

Practitioners 

Dr. Kieran Sheahan. Consultant Pathologist. St. Vincent's Hospital. Elm Park. Dublin 4; nominated by the Faculty of Pathology 

of the Royal College of Physicians of Ireland 

Dr. Niall Tierney, Former Chief Medical Officer. Department of Health, Hawkins House. Hawkins St.. Dublin 2; appointed by 

the Minister for Health. 



1.3. ACKNOWLEDGEMENTS 

This second national report of the National Cancer Registry is based on the dedicated wo rk and assistance of all those 

mentioned in the first report [ I ] . Our special thanks go to our tumour registration officers who continue to produce 

registration data of very high quality, sometimes in conditions of considerable difficulty.Their ability to carry out their task 

depends on the help of the pathology, medical records, HIPE and case-mix staff in the public and voluntary hospitals. We also 

wish to thank the Central Statistics Office for our continuing access to death certificates. 

Many consultants and GPs have responded to our queries for information. I would like to thank them, and to urge those who 

have not responded in the past to consider how vital their help is in registering all cancer cases. 

Finally, I must acknowledge the skill and dedication of the staff at the Registry's main offices, who continue to work towards 

higher standards of data collection and service to the public. 

Harry Comber 

Director 



1.4. SOURCES OF DATA FOR THIS REPORT 

Cancer incidence and mortality information for 1995 is based on data collected by the Registry f rom January I st, 1994 to 

March 31st, 1997. Death information has been extracted by the Registry from copies of death certificates made available to 

us by the Central Statistics Office (CSO). Census data for 1996 [2] were also provided by the CSO. Cancer incidence and 

mortality data for Europe were provided through the International Agency for Research on Cancer [3]. Other data used are 

acknowledged as appropriate in the text. 

1.5. AVAILABILITY OF REGISTRY DATA 

The Registry wishes to make its data as widely available as possible, within the restraints imposed by maintaining 

confidentiality.The material published here may be reproduced freely, but the Registry must be cited as the source, and any 

alterations, omissions and interpretations of the data must be identified as having been made by the author. 

A summary of this report, and a copy of the data, is available on the Registry website at: 

indigo.ie/~cancereg 

Subsets, or further analyses, of the data may be obtained by any interested person by applying in writ ing to the Registry. Data 

from the Southern Tumour Registry for the period 1977 to 1993 are available on the same basis. 

The data may be provided either as cross-tabulations or as individual data records, as appropriate. No information which 

could identify an individual patient, institution or health care worker will be released without their consent. This service is 

free to individuals or institutions who contribute data to the Registry; a charge will be payable by others for the time taken 

in producing the information. We would be particularly interested in hearing from individuals or institutions within the 

healthcare system who might wish to use Registry data routinely for performance review. 



2. INTRODUCTION 
2 .1 . DATA COLLECTION METHODS 

2 . 1 . 1 . SOURCES OF DATA 

Most cancer cases became known initially to the Registry through the tumour registration officers (TROs), who, in turn, 

received most of their notifications from pathology departments within hospitals (Table 2.1).The next largest number of 

cases was identified through the death certification system, although these represented only 1.7% of all cases registered. 

Table 2.1 . Source of first notification of cases 

2 .1 .2 . PATIENT DATA ITEMS 

The information collected by the Registry mainly pertains to tumours and their treatment, but a limited set of patient data 

is also collected. As the Registry has no facilities for data linkage with other national datasets such as census or occupational 

registers, the patient data presented here is that which can be extracted from clinical medical records. As such, it is 

necessarily limited and sometimes of unproven validity. 

The 19833 registered cancers were diagnosed in 18547 patients, 1.07 cancers per patient. 

a. smoking status 

This is recorded, if available, f rom the medical records. Information on smoking was available for 7 1 % of patients 

(Table 2.2). 47% of men and 28% of women were recorded as current or ex-smokers. 

Table 2.2. Smoking status of patients 

b. sex 

9466 patients (51%) were female and 9081 (49%) were male. 



c. marital status 

Table 2.3 shows the marital status of patients wi th registered 

cancers. Information was available on 94% of patients. 60% of 

men and slightly fewer than half of the women were married. 

Table 2.3. Marital status of patients 

d. occupation (or parent's, or spouse's) 

The patient's current or last occupation, as given in the 

medical records, was recorded. This information was often 

missing or unusable (Table 2.4). " N o t recorded" includes 

instances where the occupation was given as, for instance, 

" re t i red" , "OAP" , or "housewife" (if no spouse's occupation 

was recorded). "Unclassifiable" includes descriptions such as 

"factory worker " or "council worker" which could not be 

assigned to any particular occupation. 

Table 2.4. Recording of occupation in medical records 

e. employment status 

This was more frequently available than the occupation 

(Table 2.5). 

Table 2.5. Employment status reported 

The largest number of males (54%) was described as 

" ret i red" , and of females (40%) as "housewife". However, no 

employment status was recorded for over one quarter of all 

patients. 

f. dead or alive; date of death 

This records the patient's current status, and is automatically 

updated f rom the CSO death certification system. Cases 

were matched with all deaths occurring up to July 1, 1997 

and survival data is given wi th the results for individual 

cancers. 

2.2. QUALITY CONTROL 

2.2.1. COMPLETENESS. 

a. capture/recapture method: 

Benn et al. [4] have suggested a formula which can be used 

to roughly estimate the completeness of registration. Using 

the data in Table 2.6, (which exclude skin cancers, for which 

the death rate is very low, and for which the method is not 

valid) registration can be estimated to be over 98% 

complete. 

Table 2.6. Calculation of completeness of registration 

for non-skin cancer cases 



B. MORTALITY/INCIDENCE RATIO 

Table 2.7. Mortality/incidence ratio for some European countries. 

The mortality/incidence (M/l) ratio is a rough indicator of case ascertainment, assuming that death certification is both 

complete and accurate. Table 2.7 shows M/l ratios for some common cancers for countries of Europe which have a national 

cancer registration system. The ratios in Ireland seem to be quite typical, and would outrule any significant deficit in 

registration of the commoner cancers.The ratios given for Ireland above may not be precisely the same as elsewhere in the 

text, as the methods of calculating case numbers for the publication in which the European figures appeared [3] is different 

f rom that used in this report (see page 13) 

c. time trends: Figure 2.1. Percentage of cases registered, with time 

Comparison of the 1994 and 1995 data (Figure 2.1) shows since diagnosis. 

both years' data reaching a plateau at just below 20,000 

cases. For both years, data seem virtually complete at this 

level. 



2.2.2 VALIDITY 

a. basis of diagnosis 

Ideally, all registered cancers would be verified by histology 

or cytology. Table 2.8 shows the percentage of cancers for 

which the basis of diagnosis was histology, cytology or bone 

marrow aspirate, for a number of typical European registries 

PI 

The great majority (88%) of cancers in Ireland was diagnosed 

either by histology or cytology, a figure which was a little 

lower than the European norm. However, this finding is 

difficult to interpret, as a lower level of histological 

verification may also indicate a higher level of ascertainment 

of non-biopsied cancers. 

Table 2.8. Percentage of cancers with a tissue diagnosis 

in Ireland and some European registries 

REGISTRY 

Switzerland, Basle 

Sweden 

MALE 

99% 

97% 

FEMALE 

98% 

96% 

BOTH SEXES 

99% 

97% 

Netherlands, Eindhoven 95% 96% 96% 

Finland 95% 95% 95% 

Italy, Florence 93% 97% 95% 

France, Bas Rhin 94% 94% 94% 

Norway 94% 93% 94% 

Denmark 92% 92% 92% 

Iceland 88% 90% 89% 

Ireland 87% 90% 88% 

Spain, Basque Country 79% 79% 79% 

UK. Scotland 76% 78% 77% 

UK, Birmingham 73% 75% 74% 

Czech Republic 67% 74% 71% 

b. primary site of cancer unknown 

No primary site was recorded for 3.6% of all cancers 

registered in 1995, a proportion which is quite low by 

European standards [3] (Table 2.9). 

Table 2.9. Percentage of cases with primary site 

unknown in Ireland and some European registries 

REGISTRY 

Spain, Basque Country 

UK. Birmingham 

UK, Scotland 

Netherlands, Eindhoven 

France, Bas Rhin 

Norway 

Czech Republic 

Switzerland, Basle 

Sweden 

Ireland 

Denmark 

Finland 

Italy, Florence 

Iceland 

MALES FEMALES 

8.0 

5.9 

5.6 

5.1 

4.8 

4.3 

4.3 

3.8 

3.9 

3.S 

3.7 

3.4 

2.7 
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c. internal consistency 

Many combinations of cancer site, morphology, patient age 

and sex are either unlikely or impossible. The International 

Agency for Research on Cancer has published an extensive 

list of checks for such combinations [5]. These checks are 

applied to all cases registered by the National Cancer 

Registry. Cases identified as inconsistent were referred back 

to the TRO for checking, and were accepted only if 

documentary evidence for the diagnosis was provided. 

2.3. CALCULATIONS 

The methods of calculation of rates, confidence intervals and 

statistical significance were described in the previous report 

[I]-

a. European age standardised rates 

Age standardised rates based on the standard European 

population [3] have been added to the world standardised 

rates given in the previous report, as this population 

standard is commonly used in other morbidity reports in 

Ireland. 

b. Standardised incidence ratios for counties 

The standardised incidence ratios (SIR) for counties are 

based on pooled data for 1994 and 1995, to provide 

narrower confidence limits. 



c. survival. 

Cause-specific survival was calculated by the life-table 

method, using the SPSS "Survival" procedure. Death 

certificate diagnoses considered to be consistent wi th death 

f rom the registered cancer are given in the chapters on 

individual cancers. All cases diagnosed in 1994 and 1995 

were included in the analysis, with a censoring date of July 

1st, 1997. 

2 . 3 . 1 . DENOMINATOR 

The denominator was the estimated number of person-

years of risk in the Republic of Ireland in 1995. The most 

recently published census of population was that of 1996 [2]. 

The 1995 population was estimated by linear interpolation 

between the 1991 and 1996 figures (Table 2.9). 

Table 2.9 Estimated 1995 population 

of Republic of Ireland. 

2.3 .2 . NUMERATOR 

All cancers incident in residents of the Republic of Ireland 

between January I st and December 31 st, 1995, and which 

had been registered before April 1, 1997, are included in this 

report. For cancers diagnosed at post-mortem, the date of 

diagnosis was taken as the date of death. Definitions of 

registrable conditions, death certificate notifications and 

multiple primary cancers were given in the previous report 

The above rules are used in the presentation of the data in 

this repor t . However, in presenting international 

comparisons (e.g. in the European maps), the rules 

suggested by IARC [5] (see below, section 2.3.4), which tend 

to reduce the number of multiple primary tumours, have 

been applied to the data, as this is the basis on which the data 

f rom other registries have been calculated. 

2 .3 .3 . MORTALITY DATA 

The deaths analysed are all those occurring in 1995 which 

had been officially registered by July I st, 1997. Only deaths 

where cancer was given as the primary cause of death have 

been included. A further 103 death certificates mentioned 

that cancer was present at the time of death, but was not a 

contr ibutory factor. These were not considered to be deaths 

f rom cancer. 

2.3 .4 . INTERNATIONAL COMPARISONS 

Information on cancer incidence rates for European 

countries was taken f rom "Cancer Incidence in Five 

Continents, vol. 7" [3]. Countries for which no reliable 

information was available are shown in white on the maps. 

The names of the registries which provided the data, the 

published source and the years to which they pertain are 

given in Chapter 19. 

The incidence figures for Ireland on which the European 

maps are based differ from those published in the tables for 

two reasons: 

a. The application of the IARC rules on registration of 

multiple primaries removes a small number of cancers which 

would have been considered new primaries by the Registry; 

b. The internationally published figures exclude benign, 

uncertain and in situ tumours (with the exception of benign 

CNS lesions) and these have also been removed from the 

Irish data. 

It should also be noted that the "cumulative rate", which is 

used in the international comparisons is slightly larger than 

the "cumulative risk" which is used in the remainder of the 

text [3], and that this difference is relatively larger for the 

higher rates. 





3. ALL CANCERS 

3.1. INTRODUCTION AND SUMMARY 

Table 3.1. Incidence and death rates: summary statistics for all cancers 

The Registry recorded 19833 cancer cases as incident in 1995 (Table 3.1). 10020 of these (51%) were diagnosed in women 

and 9813 (49%) in men. The crude incidence rate for both women and men was 5.5 cases per 1000 per year. The overall 

risk of developing cancer before age 75 was 37%, a little more than one in three, for the entire population - 39% for men 

and 35% for women. 

In the same period, 7454 persons were registered as having died of cancer.The mortality rate was roughly 2 per 1000 persons 

per year and was 20% higher for men than for women.The risk of dying of cancer before age 75 was 17% for men, 13% for 

women, and 15% for both sexes combined. 

The mortality/incidence ratio, an approximate measure of the overall death rate from cancer, was 0.41 for men and 0.34 for 

women. 

The figures given above include quite a large percentage (35%) of non-melanoma skin (NMS) cancers. Because of their large 

numbers, small variations in the registration efficiency of NMS cancer may have a disproportionate effect on overall cancer 

incidence rates. For this reasons, cancer registrations are conventionally described both with and without the inclusion of 

NMS cancers. 

The second part of the table above presents data on all cancers other than NMS. The cumulative risk of developing cancer 

(excluding NMS cancer) before age 75 was 27% for men and 26% for women. The crude incidence rate for men was 3.5 per 

1000. and for women 3.7 per 1000 per year. 

The mortality/incidence ratio, after excluding NMS cancers, was considerably higher than for all cancers, at 0.65 for men and 

0.51 for women. 



males, but age-specific rates for females were much higher 

3 2 A G E A N D S E X P R O F I L E from age 20 to age 60. Incidence rates, with the inclusion of 

skin cancers, increased with age for both sexes up to the 

The age and sex distribution of all cases, and of all cases oldest age group.The rate of increase was faster for women 

excluding NMS cancers, is shown in Table 3.2. in the first three decades but slower than for men at other 

ages. If NMS cancers are excluded, the highest incidence rate 

Table 3.2. Number of cases and age-specific incidence for female patients was in the 80-84 age group, and for males 

rate for all cancers. in the 85+ age group. 

The largest number of cases for both women and men, with 

or without the inclusion of NMS cancers, was in the 70-74 

year age group (Table 3.2). Patients over 65 accounted for 

more than half of the cases in men and slightly less than half 

of the cases in women.The number of cases in the first five 

years of life was higher than in the two subsequent five-year 

periods, but increased exponentially thereafter. 

The male/female ratio was 2:1 at age 15 to 19, but from age 

20 onwards, female cases predominated. Between ages 20 

and 54, there were almost twice as many female cancer cases 

as male. However, from 55 onwards, male and female cases 

were roughly equal, with a slight preponderance of cases in 

men. 

The highest age-specific incidence rate for both sexes was in 

the oldest (85 years and over) age group (Table 3.3). The 

highest age-specific incidence rates for children were in 

HI I 
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3.3. SITES OF CANCERS 

Table 3.4. Main sites of occurrence of cancer 

The commonest site of cancer by far was skin (excluding 

melanoma) (Table 3.4). Colorectal cancers, comprising 

cancers of the colon, rectosigmoid, rectum and anus, were 

the second commonest category for both sexes combined, 

but both breast cancer and cervical cancer (if in situ lesions 

are counted) were more common in women, female breast 

cancer numbers being almost twice those of colorectal 

cancer. Prostate cancer was slightly more common than 

colorectal cancer in men. The five sites mentioned - skin, 

colorectal, breast, cervix and prostate - accounted for more 

than two-thirds of all the cancers registered. 

Extranodal lymphomas were assigned to their organ of 

origin. "Haematopoietic and reticuloendothelial" includes all 

leukaemias, myeloma and a variety of immuno- and myelo

proliferative disorders. 

A number of sites, or site combinations, which are not 

included in the ICD-O classification are shown in italics in 

the table above. These are: 



3.4. GEOGRAPHICAL 
DISTRIBUTION 

3.4.1. INTERNATIONAL 

The method of calculating cancer incidence for countries 

contributing to "Cancer Incidence in Five Continents" [3] 

differs from that used in the rest of this report, so cumulative 

rates shown in the international comparison tables are not 

exactly the same as those given elsewhere in the text (see 

page 13). However, the basis of comparison used is that 

which is internationally accepted. 

The relative position of Ireland was quite different for male 

and female cancer (Table 3.5; Figure 3.1; Figure 3.2). Male 

cancer incidence was relatively low, being 17th of the 23 

countries shown. Ireland ranked higher in female cancer risk, 

being sixth of the 23. 

Table 3.5. Cumulative risk of cancer and rank; all 

cancer sites excluding non-melanoma skin. 

Figure 3.1. Incidence of all cancers (excluding non-

melanoma skin cancer) in Europe: males. 

Figure 3.2. Incidence of all cancers (excluding non-

melanoma skin cancer) in Europe: females. 

3.4.2. NATIONAL 

The largest number of cancers (6089) was diagnosed, not 

surprisingly, in residents of Co. Dublin (Table 3.6). However, 

when allowance was made for population size, the highest 

crude incidence rate was found in Co. Leitrim (696 cases per 

100,000 persons).The highest rate for men alone was also in 

Leitrim (741 cases per 100,000 population), but the highest 

rate for women was in Co. Kerry (652 cases per 100,000). 

The total number of cases in Table 3.6 is fewer than that 

given in Table 3.1 and elsewhere, as a number of patients had 

either no address or were resident outside the state at the 

time of diagnosis. 



Table 3.6. Number of cases (all cancer sites) in 1994 and /995 and average incidence rate per 100,000 persons. 

However, as the incidence of cancer is age-dependent, the high rates in these counties may be due to a more elderly age 

profile. If the incidence rates are corrected for the different age structures of populations, a quite different pattern of cancer 

incidence emerges (Table 3.7; Figures 3.3, 3.4). Corrected incidence rates were significantly above average for both sexes in 

Dublin (I 16% of the expected value for females and 118% of the expected for males).This represents 890 cases per year, 

480 women and 410 men, more than would be expected f rom national averages. Other areas with a significantly above-

average incidence for both sexes were Cork and Louth. 

Figure 3.3. Standardised 

incidence ratio for all cancers: males 

Figure 3.4. Standardised 

Incidence ratio for all cancers: females 



Because the national rates are heavily influenced by the high 

rates and large numbers in Dublin, many counties had rates 

which were significantly below the national average. The 

lowest rates for men were in Kilkenny (71% of expected), for 

women in Monaghan (64%) and for both sexes combined in 

Kilkenny (72%). 

Table 3.7. Standardised incidence ratios for 199411995 

by county 

Table 3.8. Standardised incidence ratios by county: all 

cancers (excluding NMS) 

Standardised incidence ratios marked in red were 

significantly [p<0.05] above average, and those in green 

significantly below average. 

Excluding non-melanoma skin cancers from the figures 

reduces one element of variation, but the rates in Dublin and 

Cork remain significantly above those expected, while those 

in Clare, Galway. Kilkenny, Mayo, Offaly and Roscommon are 

significantly less than expected for both men and women 

(Table 3.8; Figures 3.5,3.6). 

Figure 3.5. Standardised incidence ratios by county: all 

cancers (excluding NMS), males 

Figure 3.6. Standardised 

Incidence ratios by 

county: all cancers 

(excluding NMS), females 



3.5. METHOD OF PRESENTATION 

3.6. HISTOLOGICAL DESCRIPTION 

3 . 6 . 1 . MORPHOLOGY 

The tumour histology was described by the morphology 

chapter of ICD-O-2. Table 3.1 I shows the twenty most 

common codes registered. The letters " N O S " denote "not 

otherwise specified", and indicate that no more specific 

description was possible from the information available. 

Cancers described as "malignant neoplasm" (M-8000/3) are 

generally those for which histology was not performed. In 

general, the Registry ascribes this code to any clinically or 

radiologically diagnosed cancers, even when more specific 

diagnoses are given in the records (e.g. a clinically diagnosed 

"carcinoma" of prostate is not given the code M-801073 for 

carcinoma, but the code M-800073).The main exceptions to 

this rule are clinically diagnosed skin lesions. 

Table 3.11. The most common morphological types of 

tumour 

Berg [6] has suggested that these morphological types can be 

grouped into six broad families. The number of cancers in 

each of these groups is shown in Table 3.12. 

Table 3.12. Groups of cancer types 

The majority of cancers were only detected when they 

presented clinically (Table 3.9). Almost all of those detected 

by screening were cancers of the cervix (Table 3.10). 



3.6.2. GRADE 

This was recorded as described by the pathologist. Four 

grades were distinguished, as well as three codes indicating 

the cell type of lymphomas and leukaemias. Fewer than half 

of the cancers registered had a grade description (Table 

3.13). 

3.6.3. BEHAVIOUR 

Four types of cancer behaviour are recorded: benign, 

uncertain whether benign or malignant, in situ and malignant. 

In general, the pathology report fully describes the behaviour 

of the tumour. However, if this is ambiguous and cannot be 

clarified by consultation with the pathologist, the tumour is 

given the behaviour described as appropriate to that 

histological type in ICD-O-2. 87% of the cancers registered 

were malignant, and 11% in situ (Table 3.14). The benign 

tumours registered were intracranial or intraspinal. 

3.7. METHOD OF DIAGNOSIS 

This records the most valid basis of diagnosis of the cancer. 

In most cases, cancers were diagnosed by histological 

examination of the primary tumour, or of a secondary site 

(Table 3.15). For those which were not. the most valid basis 

of diagnosis was recorded in the following order of validity: 

cytology > bone marrow > blood film > post mortem > 

radiology > clinical. 

Histology, cytology and bone marrow are considered "tissue 

diagnoses" and were made in 88.3% of registrations. 

3.8. CLINICAL 

AND PATHOLOGICAL STAGE 

If TNM or other staging had been recorded by a clinician or 

pathologist, this was registered. Otherwise, tumours were 

allocated to a clinical and pathological stage by the TRO on 

the basis of information entered in the records. Non-

melanoma skin cancers were not staged, and there is no 

staging system for leukaemia, CNS cancer, for cancers of 

unknown or ill-defined primary site and for a small number 

of other sites. The total number of potentially stageable 

cancers, with these exclusions, was I I 124, for which full 

staging information, either clinical, pathological or both, was 

available in 43% of cases. The T stage alone was available in 

70% of cases (Table 3.16). 

Table 3. / 6. Staging information recorded 

CASES % OF TOTAL % OF STAGEABLE_ 

T stage 

staged 7785 393% 70.0% 

unstaged 3339 I6ji% 30.0% 

staging not applicable 8709 43.9% 

N stage 

staged 5741 28̂ 9% 51.6% 

unstaged 5383 M 48.4% 

staging not applicable 8709 43.9% 

M stage 

_staged 5597 2^2% 50.3% 

unstaged 5527 219% 49.7% 

staging not applicable 8709 43.9% 



4. NON MELANOMA 
SKIN CANCER 

4.1. INTRODUCTION AND SUMMARY 

The most frequently registered cancers were non-melanoma cancers of skin (NMSC) (Table 4.1).There were 6935 new cases 

in 1995, 35% of all registered cancers. Male cases were about 10% more common than female. The cumulative risk of 

developing a non-melanoma skin cancer before age 75 was 16% for men and 13% for women. Deaths were quite uncommon 

compared to cases, and more than three times as frequent in men. One death occurred for every 139 cases in men, and one 

death for 414 cases in women. 

By far the most common site of fatal non-melanoma skin cancer in men was the ear (Table 4.2), while for women the site 

of the fatal cancer was not specified in 38% of cases, suggesting that some of these may have been melanoma. 

4.2. AGE AND SEX PROFILE 

The median age of cases was 72 for females and 71 for males, compared to values of 63 and 69 for all other cancers 

combined.The largest number of cases was in 70-74 year old patients, but the highest incidence rate was in those over 84, 

who had an annual incidence of NMSC of 2% per year (Table 4.3). 



Table 4.3. Age and sex profile of non-melanoma skin 

cancer cases 

4.3. SUBSITES AND SIDE 

4.3.1. SIDE 

Lesions were, in general, evenly distributed between sides of 

the body (Table 4.4). 

4.3.2.SUBSITES 

Table 4.5. Subsites of non-melanoma skin cancer 

Well over half the cases (54% in women and 68% in men) 

were on the face (Table 4.5). Cancers of the leg were nine 

times more frequent in women than in men, while cancers of 

the ear were seven times more common in men. 

4.4. GEOGRAPHICAL 
DISTRIBUTION 

4.4.1. INTERNATIONAL 
Completeness of registration of skin cancers varies 

considerably between registries, and policies on the 

registration of multiple skin cancers are also variable. For this 

reason, international comparisons of incidence are 

unreliable, and no figures are presented here. 



4.4.2. NATIONAL 

Table 4.6. Case numbers and standardised incidence 

ratios by county: non-melanoma skin cancer 

Figure 4.1. Standardised Incidence ratios (SIR) for non-

melanoma skin cancers: males 

Figure 4.2. Standardised Incidence ratios (SIR) for non-

melanoma skin cancers: females 

The rate of incidence was significantly greater than expected 

for both males and females in counties Dublin and Kerry, 

and for females in Co. Louth (Table 4.6; Figures 4.1, 4.2). 

Rates below those expected were seen in Carlow, Cavan, 

Clare, Kildare, Kilkenny, Laois, Leitrim, Limerick, Mayo, 

Monaghan.Tipperary and Wexford, for both sexes. 

4.5. BASIS OF DIAGNOSIS AND 
HISTOLOGICAL TYPE 

The commonest histological type was basal cell carcinoma. 

which made up 57% of all the cancers diagnosed (Table 4.7). 

Squamous cell carcinoma comprised 40% of the total, one-

third of these being in situ (Tables 4.8,4.9). 

Table 4.7. Morphology of non-melanoma skin cancers 



4.7. STAGE 

Non-melanoma skin cancer was not staged. 

4.8. SURVIVAL 

Because of the very low mortality and the unreliability of the 

Table 4.9. Main histological types death certificate diagnosis, no survival figures were 

of non-melanoma skin cancer calculated for non-melanoma skin cancer. 

4.6. TREATMENT 

Ninety-one per cent of cases (6275) had some cancer-

directed treatment. 8 1 % had surgery, and 9% radiotherapy, 

mainly as the only modality of treatment (Table 4.10). 

Table 4.10. Treatment of non-melanoma skin cancer 
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5, COLORECTAL CANCERS 
5.1 INTRODUCTION AND SUMMARY 

The ICD-O-2 classification of large bowel cancers describes four major sites: colon, rectosigmoid, rectum and anus. ICD9 

has two major sites: colon, which corresponds to the ICD-O-2 site, and a combined site of rectum, rectosigmoid and anus, 

which corresponds to the three other ICD-O-2 sites. As all of these sites are contiguous, discrimination between them is 

sometimes difficult, and our experience has been that some cancers which are assigned by us to rectum appear on death 

certificates as colon, and vice versa. 

Data are presented in this chapter on all large bowel sites combined, as well as for the major sites within the organ. More 

detailed information on colon and anorectal cancer is given separately in the subsequent chapters. 

Table S.I. Incidence and death rates:summary statistics for large bowel cancer (colon, rectum and anus) 



Colorectal cancers combined formed the largest group of 

non-cutaneous cancers, exceeding the number of breast and 

lung cancers (Table 5.1). Deaths f rom colorectal cancer were 

second only to those f rom lung cancer. 9% of all cancer 

cases and 13% of deaths were due to colorectal cancer. 

The overall incidence of colorectal cancer was higher in men 

than in women.The cumulative risk of cancer for men (5.0%) 

was considerably higher than for women (3.3%). Death rates 

were also higher for men, and the mortality/incidence ratio 

for both sexes was close to 0.55. 

Most of the gender difference in colorectal cancer incidence 

was in lesions of the distal bowel - rectosigmoid, rectum and 

anus - which were roughly twice as common in men as in 

women. Colon cancer, on the other hand, was almost as 

common in women as it was in men. The overall mortali ty 

was higher for colon cancer (M/l ratio=0.64) than for 

anorectal cancer (M/l ratio=0.42). 

The median age at diagnosis of colorectal cancer was 70 for 

women and 69 for men.The largest number of female cases 

was in the 75-79 year age group, and the largest number of 

male cases in the 70-74 year age group (Table 5.2).The age-

specific incidence rate was highest for men and women from 

age 85. 

5.2. AGE AND SEX PROFILE. 



5.3. 

5.3.1. 

GEOGRAPHICAL DISTRIBUTION 

INTERNATIONAL 

Colorectal cancer incidence was relatively high in Ireland, 

which had the fifth highest female incidence and the third 

highest male incidence of the countries studied (Table 5.3; 

Figures 5.1, 5.2).The relative incidence was even higher for 

colon cancer (Figures 5.3, 5.4) but Ireland ranked much 

lower in anorectal cancer incidence (Figures 5.5, 5.6). 

However, some of this variation may be due to difference in 

diagnostic labelling of cancer of the rectosigmoid and 

proximal rectum, so combined colorectal figures are 

probably more reliable for international comparison. 
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6. COLON CANCER 
6.1. AGE AND SEX PROFILE 

The median age of incidence of colon cancer was 70 years, for both men and women (Table 6.1 ).The largest number of cases 

in women was in the 75-79 year age group, and in men in the 70-74 year age group.The highest age-specific incidence rates 

for women was in the 80 to 84 year age group, and for men in the 85+ age group. 



For almost 10% of cases, no specific site within the colon 

was specified (Table 6.2). Over one-third (36%) of the 

cancers were in the right-sided colon, while 44% were on the 

left. Sigmoid colon was the most frequent single site, so 

allocation of even a small proport ion of these lesions to a 

site of "rectosigmoid" could have a considerable effect on 

the relative incidence of colon and anorectal cancers. 

6.3. GEOGRAPHICAL 
DISTRIBUTION 

6 . 3 . 1 . INTERNATIONAL 

Figures for colon cancer are included in the chapter on 

colorectal cancers (see page 30). 

6 .3 .2 . NATIONAL 

Rates for women were significantly above average in 

Donegal, and for men in Dublin and Cork. Rates were below 

average for men in Kilkenny, and for women in Clare, Kildare, 

Limerick and Tipperary No r th . 

6.4. BASIS OF DIAGNOSIS 
AND HISTOLOGICAL TYPE 

Almost 92% of cases were diagnosed by histology, 4% 

clinically and 3% by radiology (Table 6.4). Tissue diagnosis 

was equally frequent in females and in males. 



Just over 3% (40 cases) were of "uncertain behaviour" (Table 

6.6). Most of these were carcinoids of the appendix. 

Nineteen cancers (1.7% ) were in situ. 

T stage information was available for 84% of cases, N stage 

information for 74% and M stage for only 59% (Table 6.8). 

The most frequently occurringT stage wasT3 (50% of cases). 

40% of cases with recorded nodal status were node-positive, 

while 37% of cases with recorded metastatic status had 

distant spread at the time of diagnosis. 

6.5. STAGE 

For just over 40% of colon cancers, no stage could be 

recorded (Table 6.7). Of those staged, most (38%) were at 

stage IV. 



6.6. TREATMENT 

86% of patients had some treatment, almost all surgical 

(Table 6.9).The commonest combination was that of surgery 

wi th chemotherapy, which was administered to 219 (23%) of 

all surgical patients. Forty surgical patients (4%) had adjuvant 

radiotherapy. Few patients had chemotherapy or 

radiotherapy without surgery. 

6.7. SURVIVAL 

Survival was calculated for all cases diagnosed in 1994 and 

1995. A death was ascribed to colon cancer if the cause of 

death on the death certificate was given as colon (663 cases) 

any other large bowel site (43 cases), non-specific site within 

the GIT (87 cases), or unknown primary site (14 cases), and 

the patient had no other primary cancer. The cumulative 

probability of survival was 71 % at one year, 59% at two years 

and 50% at three years (Table 6.10, Figure 6.3). The 

probability of survival at three years was eight times greater 

for stage I disease than for stage IV. Unstaged cases had a 

survival almost identical to that of all cases combined. It can 

be seen that five patients diagnosed as stage 0 had died by 

the end of the second year. 
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7. RECTAL, RECTOSIGMOID 
AND ANAL CANCER 

7.1. AGE AND SEX PROFILE 

The median age of incidence of rectal cancer was 68 years for men and 69 years for women. For rectosigmoid cancer the 

median age of incidence was 69 years for men and 68 years for women.The largest number of cases for men was in the 70-

74 year age group and for women in the 65-69 age group (Table 7.1). The age-specific incidence rate for both sexes was 

highest in the oldest age group. 

Table 7.1. Age and sex profile of anorectal cancer cases 7 .2 .2 . NATIONAL 

7.2. GEOGRAPHICAL VARIATION 

7 . 2 . 1 . INTERNATIONAL 

Incidence rates for anorectal cancer are given in the chapter 

on colorectal cancer (see page 30). 

Table 7.2. Case numbers and standardised incidence 

ratios (SIR) by county : anorectal cancer 

Incidence for males was above average in Cavan and below 

average in Meath (Figures 7.1, 7.2). Case numbers by county 

were quite small (Table 7.2). and these findings are unlikely to 

be of importance. 



Figure 7.1. Standardised incidence 

rates for anorectal cancer: males 

Figure 7.2. Standardised incidence ratios 

for anorectal cancer: females 

7.3. BASIS OF DIAGNOSIS 
AND HISTOLOGICAL TYPE 

Tissue diagnosis for both rectal and rectosigmoid cancers 

was high, at 95% of all cases (Table 7.3). 

Table 7.3. Most valid basis of diagnosis of rectal and 

rectosigmoid cancer 

All anal cancers were diagnosed by histology 

of the primary site. 

Table 7.4. Morphology of rectal 

and rectosigmoid cancers 

All but a very small number of cancers were adeno-

carcinoma.The four squamous carcinomas diagnosed were in 

the anus. 

Table 7.5. Behaviour of anorectal cancer 

3.4% of cases in women and 1.3% in men were in situ, all in 

the rectum (Table 7.5). 
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7.4. STAGE 

Table 7.6 Summary stage 

distribution of rectosigmoid and rectal cancer 

Fifty-four percent of rectal and rectosigmoid cancers were 

staged (Table 7.6), fewer than for colon cancer. The 

percentages at stages III and IV were almost identical to 

those for colon cancer, but there were more stage 0 and I 

cancers and fewer stage II. 

T stage information was available for 79% of cases, N stage 

information for 65% and M stage for only 59% (Table 7.7). 

The most frequently occurringT stage wasT3 (41 % of cases). 

43% of cases with recorded nodal status were node-positive, 

while 33% of cases with recorded metastatic status had 

distant spread at the time of diagnosis. 

Table 7.7.TNM stage for anorectal cancer 

7.5. TREATMENT 

Most patients (89%) had specific treatment (Tables 7.8, 7.9, 

7.10). By far the most common treatment was surgery, and 

only three patients had any other form of therapy alone. 30% 

of patients with rectosigmoid and 20% of patients with rectal 

cancers had adjuvant chemotherapy with surgery. Adjuvant 

radiotherapy was administered to 10% of patients with 

rectosigmoid and 17% of patient wi th rectal cancer. A 

smaller number (5-7%) had both radiotherapy and 

chemotherapy. 



Table 7.9.Treatment of rectal cancer 

Table 7.10. Treatment of anal cancer 

All but two of the anal cancers had specific treatment (Table 

7.10). A higher proportion (40%) had radiotherapy than for 

other anorectal cancers, but chemotherapy was less 

frequent. 

7.6. SURVIVAL 

Table 7.11. Cumulative probability of survival from 

rectosigmoid cancer. 

Table 7.12. Cumulative probability of survival from 

rectal cancer. 

Table 7.13. Cumulative probability of survival from 

anal cancer. 



Overall survival rates from rectal, rectosigmoid and anal 

cancer were approximately equal, although survival at three 

years seemed slightly better for rectosigmoid cancer (Tables 

7.1 I, 7.12, 7.13; Figures 7.3, 7.4). However, the number of 

observations at this time was small. Survival f rom rectal 

cancer at one year was 75%, compared to 71 % for colon, and 

6 1 % at two years, compared to 59% for colon. These 

differences were not statistically significant. 

Figure 7.3. Survival from rectosigmoid cancer 
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8. BREAST CANCER 
Table 8.1 Incidence and death rates: summary statistics for breast cancer 

Breast cancer was the commonest cancer in women after non-melanoma skin cancer (Table 8.1). One in every six cancers 

in women was a breast cancer.The risk to a woman of developing breast cancer before age 75 was 7.3% (one in 13) and the 

risk of dying of breast cancer before age 75 was 2.8% (one in 30).The mortality/incidence ratio was 41%. 

8.1. AGE AND SEX PROFILE 

Table 8.2. Age and sex profile of breast cancer cases 

The largest number of cases (215, 14% of the total) was in women aged 50-54 (Table 8.2). The age specific incidence rate 

peaked at age 55-59 and rose again after 70 to a second maximum in the oldest age group. One third of cases was in the age 

band (50-64) for which breast screening has been proposed. 

Five per cent of cases were in men, and the majority of these were in men over 70. 



8.2. SIDE AND SUBSITES 

The numbers of left- and right-sided tumours were almost exactly equal (Table 8.3). Twelve tumours were described as 

bilateral. Over one-third of all breast cancers were in the upper outer quadrant of the breast, with the central area being the 

second most frequent site. 

Table 8.3. Side and subsite for breast cancer 

8.3. GEOGRAPHICAL 

DISTRIBUTION 

8.3.1. INTERNATIONAL 

Table 8.4. Cumulative rate to age 74 

and rank for breast cancer incidence in Europe 

Female breast cancer incidence in Ireland ranked ninth of the 

countries listed here, and was close to the incidence rate in 

the United Kingdom (Table 8.4; Figure 8.1).The figures for 

male incidence are too low to allow for any firm conclusions. 

Figure 8.1. Cumulative incidence 

rate of breast cancer in Europe 



8.3.2. NATIONAL 

Table 8.5 Case numbers and standardised incidence 

ratios by county: breast cancer 

8.4. BASIS OF DIAGNOSIS 
AND HISTOLOGICAL TYPE 

A tissue diagnosis was made in 95% of cases for females, and 

all cases for males (Table 8.6). For a small number of cases 

(26, 1.7%) only a cytological diagnosis was made. 

Table 8.6. Most valid basis of diagnosis of breast cancer 

Only 4% of cases were in situ, all in females (Table 8.7) 

Table 8.7. Behaviour of breast cancer 

The incidence of breast cancer in women was higher than 

expected in Cork and Sligo, and lower than expected in 

Mayo, Meath and Wexford (Table 8.5; Figure 8.2).The number 

of cases in men was too small for statistical analysis. 

The commonest histological type was infiltrating duct 

carcinoma (65%), either of unspecified type (55%), in situ (2%) 

or in combination with some other lesion (Table 8.8). Most of 

the lesions in men (six of eight) were infiltrating duct 

carcinoma. 

Figure 8.2. Standardised Incidence rate for breast 

cancer, by county 
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Table 8.8. Morphological types of breast cancer Table 8.I0.TNM stage for breast cancer 

8.5. STAGE 

Table 8.9. Summary stage for breast cancer 

8.6. TREATMENT 

Just under 50% of cases could be fully staged (Table 8.9). Of 

those that were staged, 21% were at stage 1.46% at stage II 

9% at stage III and 17% at stage IV. 

T stage information was available for 90% of cases, N stage 

information for 82% and M stage for only 54% (Table 8.10). 

The most frequently occurringT stage wasT2 (39% of cases). 

43% of cases with recorded nodal status were node-positive, 

while 16% of cases with recorded metastatic status had 

distant spread at the time of diagnosis. 

Some form of treatment (other than palliative) was received 

by 95% of all breast cancer patients (Table 8.11). Most of 

these (82% of the total) had surgery, and for all but 15%, 

surgery was combined with some other treatment modality. 

The commonest combination was that of surgery and 

chemotherapy, but many combinations were recorded. 



Patients registered with breast cancer in 1994 or 1995 who 

were either alive on July 1st, 1997 or who died of breast 

cancer, are included in the analysis. Overall survival at one 

year was 92%, at two years 85% and at three years 75% 

(Table 8.12; Figure 8.3). Survival at three years for stage IV 

disease was 40% that of patients with stage I disease. The 

prognosis for unstaged disease was almost identical to that 

for all breast cancer combined. 
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9, LUNG CANCER 

9.1. INTRODUCTION AND SUMMARY 

Table 9.1. Incidence and death rates: summary statistics for lung cancer 

Lung cancer was the third most frequent cancer in men and the fifth most common in women (excluding skin cancer)(Table 

9.1 ).The cumulative risk of lung cancer before age 75 was 5.2% for men, and the risk of death before this age was almost the 

same.The risk for women was less than half of this.The number of deaths attributed to lung cancer can be seen to be greater 

than the number of cases (as previously noted [ I ] ) . 

9.2. AGE AND SEX PROFILE 

Table 9.2. Age and sex profile of lung cancer cases 

The median age of male cases was 69 years, and of female cases, 71 years.The largest number of male cases was in the 65-

69 year age group and the largest number of female cases in the 70-74 year olds (Table 9.2).The age specific incidence rate 

for men was highest in those aged 80 to 84, while for women the highest rate was in patients aged 75 to 79. 



9.3. SUBSITES AND SIDE 

Table 9.3. Side and subsites of lung cancer 

Left-sided lesions were 50% more common than right-sided (Table 9.3). In 8% of cases the side of the primary was either 

not recorded, or could not be determined. 44% of all cancers, and 53% of those for which a specific site was given, were in 

the upper lobe. 

9.4. GEOGRAPHICAL 
DISTRIBUTION 

9.4.1. INTERNATIONAL 

Male incidence was low by European standards. Ireland had 

the third lowest incidence of the countries studied (Table 

9.4; Figures 9.1, 9.2). However, female incidence was third 

highest in Europe, lower only than that in Denmark and the 

U.K. 

Table 9.4. Cumulative rate to age 74 and 

rank for lung cancer incidence in Europe 



9.4 .2 . NATIONAL 

Table 9.5. Case numbers and standardised incidence 

ratios, by county: lung cancer 

1994 cases 1995 cases % of expected 

(SIR) 

Figure 9.3. Standardised incidence 

ratio for lung cancer: males 

Figure 9.4. Standardised incidence 

ratio for lung cancer: females 

Lung cancer incidence for both men (SIR 144) and women 

(SIR 140) was significantly higher than expected in Dublin 

(Table 9.5; Figures 9.3, 9.4). There were 158 more cases of 

lung cancer per year in Dublin than would have been 

expected from the national averages. 



The incidence rate was lower than expected for both men 

and women in Galway. The male incidence was lower than 

expected in Kilkenny, Laois, Mayo, Meath, Offaly and 

Roscommon. 

9.5. BASIS OF DIAGNOSIS 
AND HISTOLOGICAL TYPE 

Seventy five per cent of cases had a tissue diagnosis, 65% by 

histology, and 10% by cytology (Table 9.6). Most of the 

remainder (19%) were diagnosed radiologically. The rate of 

histological diagnosis, at 65% of cases, was much less than for 

than for all cancers combined (81 %). 

The main histological types were squamous cell carcinoma 

(32%), adenocarcinoma (13%) and small cell carcinoma (15%) 

(Table 9.7). Six cancers (0.5%) were described as being in 

situ. 

9.6. STAGE 

Full staging was available for only a minori ty (36%) of lung 

cancers. Most cancers which were staged were at stage IV 

(Table 9.8). 

Table 9.8. Summary stage for lung cancer 



T stage information was available for 56% of cases, N stage 

information for 40% and M stage for 42% (Table 9.9). The 

most frequently occuringT stage wasT2 (25% of cases). 67% 

of cases with recorded nodal status were node-positive, 

while 65% of cases with recorded metastatic status had 

distant spread at the time of diagnosis. 

9.8. SURVIVAL 

9.7. TREATMENT 

Specific treatment was administered to 786 lung cancer 

patients (56%) (Table 9.10). 

Twenty-one per cent had surgery either alone or in 

combination, and 29% radiotherapy. The commonest 

treatment regime was radiotherapy alone (270 patients, 19% 

of the total), followed by surgery alone (218 patients, 16%). 

4% of patients had adjuvant radiotherapy and 2% adjuvant 

chemotherapy. 

Table 9.I0. Treatment of lung cancer 

Patients registered with lung cancer in 1994 or 1995 who 

were either alive on July I st, 1997 or who died of lung cancer 

are included in the analysis. Overall survival at one year was 

28%, at two years 19% and at three years 13%. (Table 9.1 I; 

Figure 9.5) Survival at three years for stage IV disease was 

14% that of patients with stage I disease. The prognosis for 

unstaged disease was almost identical to that for all lung 

cancer combined. 

Table 9.11. Survival from lung cancer 

years from diagnosis 

Figure 9.5 Survival from lung cancer 
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1 0 . CANCER OF 
THE UTERINE CERVIX 
10.1. INTRODUCTION AND SUMMARY 

Table 10.1. Incidence and death rates: summary statistics for cancer of the uterine cervix 

All cancers diagnosed as either cancer of the uterine cervix or CIN III of cervix are described here, even if no histological 

verification was available.The CIN III cancers include 139 diagnosed by cytology alone (Table 10.1). For many of these, it is 

probable that a biopsy was performed, with negative results, but as there is no national mechanism for following up these 

lesions, the Registry has no knowledge of negative biopsies. For this reason, figures are given separately above for 

histologically diagnosed lesions. All of the invasive lesions were histologically confirmed. 

Most of the cancers registered were described as in situ or CIN III.The cumulative risk of all cervical cancer was 3.9% (3.5% 

for histologically verified lesions), while the risk of invasive cancer was only 0.7%.The number of malignant cases was about 

twice the number of deaths, which numbered 72, just over 2% of all cancer deaths in women. 

10.2. AGE AND SEX PROFILE 

Table 10.2. Age and Sex profile of cervical cancer cases 



The largest number of cases, and the highest age-specific Figure 10.1. Cumulative rate of Invasive 

incidence rate, was in patients aged 30 to 34 years (Table 

10.2). 93% of patients in this age group had in situ cancers. 

The largest number of invasive cancers, and the highest 

incidence rate, was in patients aged 40 to 44 years. 

10.3. SUBSITES AND SIDE 
No subsites were recorded for cancer of the cervix. 

10.4. GEOGRAPHICAL 
DISTRIBUTION 

10.4.1. INTERNATIONAL 

Incidence in Ireland (for invasive lesions only) was ranked 

22nd of the 23 countries for which data were available (Table 

10.3; Figure 10.1). 

Table 10.3. Cumulative rate to age 74 and rank of 

invasive cervical cancer Incidence In Europe. 

10.4.2. NATIONAL 

Table 10.4. Case numbers and standardised Incidence 

ratios by county: cervical cancer 



The overall incidence of cervical cancer was above average 

in Dublin and Louth, and below average in Kildare and Mayo 

(Table 10.4; Figure 10.2). However, taking invasive cancer 

separately, the only significant difference f rom expected 

levels was in Co. Mayo, wi th 10 expected and 4 observed 

cases.Very little reliance can be placed on numbers so small. 

Figure 10.2. Standardised incidence ratios for all 

Cervical Cancer % of expected rate 

10.5. BASIS OF DIAGNOSIS 
AND HISTOLOGICAL TYPE 

Eighty-one per cent of all cases was diagnosed by histology, 

but in 19% of cases, the only recorded basis for the diagnosis 

was cytological (Table 10.5). 

Table 10.5. Most valid basis of diagnosis 

of cervical cancer 

All invasive cancer was diagnosed by histology (Table 10.5). 

However, as already mentioned, 139 smears were diagnosed 

as severe dyskaryosis/CIN III wi thout a histology report. 

Table 10.6. Morphology of cervical cancer 

Most of the cancers were described as CIN III (Table 10.6). 

The next largest category was squamous cell carcinoma (137 

cases, of which 21 were in situ). 

10.6. STAGE 

Most of the cancers were at stage 0 (Tis). 

Of the others, just over 43% had sufficient information for a 

stage to be assigned, and the majority of these were at stage 

I (Table 10.7). 

Table 10.7. Summary stage for invasive cervical cancer 



Table I0.8.TNM stage of invasive cervical cancer Table 10.9.Treatment of invasive cervical cancer 

T stage information was available for 86% of invasive cases, 

N stage information for 55% and M stage for 45% (Table 

10.8). The most frequently occur ingT stage wasT I (48% of 

cases). 28% of cases with recorded nodal status were node-

positive. Only 7% of cases wi th recorded metastatic status 

had distant spread at the t ime of diagnosis. 

10.7. TREATMENT 

Of the 149 invasive cases. 138 (94%) were treated (Table 

10.10). 70% (103 patients) had surgery, about half of these 

(53) as the only treatment modality, and half (48) wi th 

adjuvant radiotherapy 

10.8. SURVIVAL 

Table 10.10. Survival from invasive cervical cancer 

Patients registered wi th invasive cervical cancer in 1994 or 

1995 who were either alive on July 1st, 1997 or who died of 

cervical cancer (81 cases) or cancer of a non-specific site (4) 

are included in the analysis. Overall survival at one year was 

81%, at two years 69% and at three years 60% (Table 10.10; 

Figure 10.4). Survival at three years for stage IV disease was 

only 14% of that for stage I. The prognosis for unstaged 

disease was poorer than that for all invasive cancer 

combined. 

Figure 10.4. Survival from invasive cervical cancer 



1 1 . PROSTATE CANCER 
l l . l . INTRODUCTION AND SUMMARY 

Table ll.l. Incidence and death rates: summary statistics for prostate cancer 

Cancer of the prostate was the second commonest non-cutaneous cancer among men (Table I I. I). It represented I I % of 

all cancers, and 16% of the non-skin cancers, in men.The risk of developing prostate cancer before age 75 was 5%, and the 

risk of death 1.7%. Mortality was slightly less than 50% of incidence. 

11.2. AGE AND SEX PROFILE 

The median age of incidence was 74 years. The largest number of cases was in patients aged 70 to 74, but the age-specific 

incidence rate rose steadily with age to almost I case per 100 per year in the oldest age group (Table I 1.2). 

Table 11.2. Age and sex profile of prostate cancer cases 



11.3 GEOGRAPHICAL 
DISTRIBUTION 

11.3.1. INTERNATIONAL 

11.3.2. NATIONAL 

The incidence was higher than expected in Cork and 

Wicklow, and below average in Donegal, Kerry and Mayo 

(Table I 1.4: Figure 11.2). 

Incidence in Ireland was ranked 6th of the 23 countries for 

which data were available (Table 11.3; Figure I I.I). 

Table 11.3. Cumulative rate to age 74 and rank of 

prostate cancer Incidence In Europe. 

Table 11.4. Case numbers and standardised 

Incidence ratios by county: prostate cancer 
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11.4. BASIS OF DIAGNOSIS AND 
HISTOLOGICAL TYPE 

11.5. STAGE 

Table I1.5. Most valid basis of diagnosis of prostate 

cancer 

Eighty-seven per cent of cases were histologically diagnosed 

(Table I 1.5). 84% of the cancers were described as 

adenocarcinoma, and almost all of the rest were not 

histologically classified (Table 11.6). Only three cancers were 

in situ (Table 11.7). 

Table I1.6. Morphology of prostate cancer 

Table 11.7. Behaviour of prostate cancer 

Table 11.8. Summary stage distribution of prostate 

cancer 

The majority of cases was not staged (Table I 1.8). Of those 

for which a summary stage was available (282; 26%), almost 

all were stage IV cancers. 

T stage information was available for only 41 % of cases, N 

stage information for only 10% and M stage for 47% (Table 

I 1.9).The most frequently occurringT stage wasTI (44% of 

staged cases). 18% of cases with recorded nodal status were 

node-positive, while 48% of cases with recorded metastatic 

status had distant spread at the time of diagnosis. 33% of 

metastases were recorded as being in bone. 



Table I I.9.TNM stage of prostate cancer 

Eighty per cent of the cancers were graded, either by the 

conventional system or by Gleason grade or scores (Table 

I 1. 10). Where Gleason grades or scores were recorded, 

these have been converted to their equivalents in the 

conventional four-grade system for registration purposes. 

Almost all of the cancers were in grades I to 3, and fairly 

evenly distributed between these. 

Table 11.10. Histological grade of prostate cancer 

11.6. TREATMENT 

Eighty four per cent of cases had specific treatment (Table 

I I.I I ) .The majority (721; 67%) had surgery, 497 (46%) as 

the sole treatment modality. 20% of patients had hormone 

therapy, half of these in conjunction wi th surgery. 

Table 11.11 .Treatment of prostate cancer 



11.7. SURVIVAL 

Table 11.12. Survival from prostate cancer. Figure 11.4 Survival from prostate cancer, by grade 

Patients registered with prostate cancer in 1994 or 1995 

who were either alive on July 1st, 1997 or who died of 

prostate cancer (456 cases) or cancer of unknown primary 

site (10 cases) are included in the analysis. Overall survival at 

one year was 84%, at two years 73% and at three years 66% 

(Table I 1.12; Figure I 1.3). Stage at diagnosis was of limited 

prognostic significance due to the small number of staged 

cases in stages I to III. The number of graded cases was much 

higher and grade seemed to be of prognostic significance. 

Survival for grade IV at three years was 51% that of survival 

for grade I disease.The prognosis for unstaged disease was 

similar to that of all prostate cancers combined, but 

ungraded cancers had a survival roughly 70% that of all 

cancers combined. 

Figure 11.3. Survival from prostate cancer by stage 
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1 2 . BLADDER CANCER 
12.1. INTRODUCTION AND SUMMARY 

Table 12.1. Incidence and death rates: summary statistics for bladder cancer 

There were 446 cases of bladder cancer and 162 deaths, a mortality/incidence ratio of 0.36 (Table 12.1). 2.2% of all cases and 

deaths were due to bladder cancer. The disease was more than three times as common in men as in women, with a male 

cumulative risk of 1.6% compared to a female risk of 0.5%. There was less of a difference in mortality rate, and the 

incidence/mortality ratio for women (0.43) was higher than for men (0.34). 

12.2. AGE AND SEX PROFILE 

The median age of incidence was 71 for men and 72 for women.The largest number of cases for women was in the 65-69 

year age group and for men in those aged 70-74 (Table 12.2).The age-specific rate for women was highest in the ages 80-84 

and for men in the oldest age group. 

Table 12.2. Age and sex profile of bladder cancer cases 
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12.3 SUBSITES AND SIDE 

Half of the cancers could be assigned to a specific subsite 

within the bladder, mainly to the lateral wall (22%) (Table 

12.3). 

Table 12.3. Subsites of bladder cancer 

12.4 GEOGRAPHICAL 
DISTRIBUTION 

12.4.1 INTERNATIONAL 

Incidence of bladder cancer in men in Ireland was ranked 

18th of the countries described here (Table 12.4; Figure 12.1, 

12.2). The relative incidence for women was a little higher 

and ranked I Oth. 

Figure 12.1. Cumulative rate of bladder cancer in 

Europe: males 0-74 

Figure 12.2. Cumulative rate of bladder cancer in 

Europe: females 0-74 

Table 12.4. Cumulative rate to age 74 and rank of 

bladder cancer incidence in Europe 



12.4.2 NATIONAL 

Table I2.S. Case numbers and standardised incidence 

ratios (SIR) by county: bladder cancer 

Only Dublin had a higher than expected incidence of bladder 

cancer, in men and women (Table 12.5; Figures 12.3, 12.4). 

The rate for men in Clare was lower than expected. 

Figure 12.3. Standardised incidence ratios (SIR) for 

bladder cancer: males 

% of expected rate 
mates 

Figure 12.4. Standardised incidence ratios (SIR) for 

bladder cancer: females 

12.5. BASIS OF DIAGNOSIS AND 
HISTOLOGICAL TYPE 

Table 12.6. Most valid basis of 

diagnosis of bladder cancer 
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The level at histological diagnosis was high (95%) (Tabic 

12 •) 87% of d* cancers were of the transitional cell type 

(Table 117). There were 6 m situ carcinomas. 

Table 12.7. Morbnofogy of bladder cancer 

ICO code c«e* X of total 

Tabic I2.9.TNM stage of bladder cancer 

T stage information was available for 71% of cases. N stage 

information for only 31 % and M stage for 38% (Table 129) 

The most frequently occurringT stage was TI (33% of cases) 

Only 13% of cases with recorded nodal status were node-

positive, and 13% of cases with recorded metastatic status 

had cftstant spread at the time of diagnosis. 





The level of histological diagnosis was high (95%) (Table 

12.6). 87% of the cancers were of the transitional cell type 

(Table 12.7).There were 6 in situ carcinomas. 

Table 12.7. Morphology of bladder cancer 

12.6. STAGE 

Only 27% of the cancers could be staged. Almost half of 

these were at stage I (Table 12.8). 

Table 12.8. Summary stage for of bladder cancer 

Table I2.9.TNM stage of bladder cancer 

T stage information was available for 71% of cases, N sage 

information for only 31 % and M stage for 38% (Table 12.9). 

The most frequently occurringT stage wasTI (33% of cases). 

Only 13% of cases with recorded nodal status were node-

positive, and 13% of cases with recorded metastatic status 

had distant spread at the time of diagnosis. 



12.7. TREATMENT 
Ninety per cent of patients (400) had specific treatment 

(Table 12.10). Most cases (368; 83%) were treated surgically. 

10% of surgical patients had adjuvant radiotherapy and 7% 

had adjuvant chemotherapy. 

Table 12.10. Treatment of bladder cancer 

Patients registered with bladder cancer in 1994 or 1995 who 

were either alive on July 1st, 1997 or who died of bladder 

cancer (204 cases) or of unknown primary site (one case) 

are included in the analysis. Overall survival at one year was 

82%, at two years 73% and at three years 67% (Table 12.1 I, 

Figure 12.5). Survival at three years for stage IV disease was 

22% that of patients with stage I disease. The prognosis for 

unstaged disease was almost identical to that for all bladder 

cancer combined. 

Figure 12.5. Survival from bladder cancer 

12.8. SURVIVAL 

Table 12.11. Survival from bladder cancer 





1 3 . MELANOMA OF SKIN 
13.1. INTRODUCTION AND SUMMARY 

Table 13.1. Incidence and death rates: summary statistics for melanoma of skin 

Melanomas, while much less common than other skin cancers, comprised 2.5% of all cancers registered (Table 13.1). 498 

melanomas of the skin were registered in 1994, two-thirds of these in women.The cumulative risk of incidence was 0.8% for 

men and 1.6% for women. 56 deaths were registered in the same period, a mortality/incidence ratio of 0.11. Deaths from 

melanoma comprised 62% of all skin cancer deaths. Despite their much lower incidence rate in men, there were more male 

deaths than female, and the mortality/incidence ratio for men was 2.6 times that for women. 

Table 13.2. Sites of skin and non-skin melanomas 13.2. AGE AND SEX PROFILE 

Apart from skin, primary melanomas were found in a 

number of other sites (Table 13.2), mainly the eye. Some of 

the twelve melanomas of "unknown primary site" may have 

been primary cutaneous cancers. Non-skin melanomas are 

not included in the figures given below and the term 

"melanoma", when used without qualification, refers to 

melanoma of skin only. 

Table 13.3. Age and sex profile of melanoma skin 

cancer cases 



The median age of incidence for men was 62 years and for 

women 61. The largest number of cases for both men and 

women was in the 60 to 64 year age group. However, the 

number of cases and age-specific incidence rate was much 

the same for all age groups from age 50 to 80. The age-

specific incidence rate was highest for women in the age 

range 75-79 and for men in the oldest age group. The 

female/male incidence ratio was much the same at all ages. 

13.4. GEOGRAPHICAL 
DISTRIBUTION 

13.4.1. INTERNATIONAL 

Table I3.S. Cumulative rate to age 74 and rank of 

melanoma incidence in Europe 

13.3. SUBSITES AND SIDE 

Table 13.4. Subsites of skin melanoma, by sex 

The face was the most common site in both sexes, 

accounting for 1/3 of all cases in women and 40% in men 

(Table 13.4). Men had more melanomas on the ear and trunk, 

but women had more on the arms, legs and face. 

Figure 13.1. Cumulative rate of 

melanoma in Europe: males 0-74 

Figure 13.2. Cumulative rate of 

melanoma in Europe: females 0-74 



Ireland ranked fifth in melanoma incidence in women and 

twelfth in men (Table 13.5; Figures 13.1,13.2).The rates given 

for Ireland here are much lower than elsewhere in the text, 

as the European figures do not include in situ cancers, which 

were 30% of the total in Ireland. No other country had the 

large female/male ratio seen in Ireland, and some countries 

had a higher incidence in men than in women. 

13.4.2 NATIONAL 

Table 13.6. Case numbers and standardised incidence 

ratios (SIR) by county: melanoma 

For most counties, the number of melanoma cases was too 

low to allow for significant difference from the average 

(Table 13.6; Figure 13.3, 13.4). However, the incidence for 

women in Cork was 42% above average, and this difference 

was significant. The low levels in Kilkenny and Sligo were 

associated with small case numbers and unlikely to be 

meaningful. 

Figure 13.3. Standardised incidence ratios for 

melanoma: males 

Figure 13.4. Standardised incidence ratios for 

melanoma: females 

13.5. BASIS OF DIAGNOSIS AND 
HISTOLOGICAL TYPE 

The level of histological verification of melanoma was 99% 

(Table 13.7). Only one case was clinically diagnosed. 

Table 13.7. Most valid basis of diagnosis of melanoma 
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Table 13.8. Morphology of melanoma 

The commonest histological description was of melanoma, 

NOS (not otherwise specified), in 120 cases (24%) (Table 

13.8).The next commonest type was in situ cancer, 149 cases 

(30%), mostly described as lentigo maligna (Table 13.9). 

Table 13.9. Behaviour of melanoma 

13.6 STAGE 

47% of the melanomas could be staged. The lesions were 

widely distributed in stage, but the largest number (30%) was 

at stage 0 (in situ) (Table 13.10). 

Table 13.10.Summary stage distribution of melanoma 

A thickness and/or level of invasion was given for almost 78% 

of all melanomas (Table 13.11). The largest number of 

melanomas was in situ, and the next largest number at 

Clark's level IV. There were no major differences in stage 

distribution between men and women. 

Table 13.11. Clark's level of melanoma, by sex 

Clark's level 

13.7. TREATMENT 

Ninety per cent of patients had some form of specific 

treatment (Table 13.12). Almost all had surgery. 2% had 

chemotherapy and 1% radiotherapy, mostly in combination 

with surgery. 

Table 13.12. Treatment of melanoma 



13.8. SURVIVAL 

Table 13.13. Survival from melanoma 

Patients registered with melanoma in 1994 or 1995 who 

were either alive on July I st, 1997, or who died of skin cancer 

of any type, are included in the analysis. Overall survival at 

one year was 96%, at two years 92% and at three years 86% 

(Table 13.13; Figure 13.5). Survival at three years for stage IV 

disease was 17% that of patients wi th stage I disease. The 

prognosis for unstaged disease was almost identical to that 

for all melanoma combined. 

Figure I3.S. Survival from melanoma 
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14 . STOMACH CANCER 
14.1. INTRODUCTION AND SUMMARY 

Table 14.1. Incidence and death rates: summary statistics for stomach cancer 

The number of cases of stomach cancer in men was 63% higher than that in women (Table 14.1).The cumulative risk of 

incidence of stomach cancer in men was relatively even higher - 1.4% compared to 0.7% in women. Mortality was high, with 

a mortality/incidence ratio of 0.84 in men and 0.85 in women. 

14.2. AGE AND SEX PROFILE 

The median age of incidence for men was 71 years, and for women, 74 years.The largest number of cases in men was in the 

65-69 year age group and in women aged 80-84, although for both sexes there was a suggestion of a biphasic pattern of 

incidence with age (Table 14.2).The age-specific incidence rate for both women and men was highest in the oldest age group. 

Table 14.2. Age and sex profile of stomach cancer cases 
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14.3. SUBSITES AND SIDE 14.4. GEOGRAPHICAL 
DISTRIBUTION 

Seventy per cent of cases could be localised to a specific site 

within the stomach (Table 14.3). 

Two mutually exclusive systems of topography are used in 

describing sites within the stomach. The use of the non

specific terms "greater curvature" and "lesser curvature" is 

not recommended in the ICD-O classification, but at times 

this was the only information available from the records. 

The largest number of cases, by the first classification system, 

was in the cardia (18%) and, by the second system, on the 

lesser curvature. 

Table I4.3. Subsites of stomach cancer 

Figure 14.1. Cumulative rate of stomach cancer in 

Europe: males 0-74 

14.4.1. INTERNATIONAL 

The incidence of gastric cancer was relatively low in Ireland, 

at 18th for women and 19th for men (Table 14.4; Figures 

14.1, 14.2). 

Table 14.4. Cumulative rate and rank of stomach 

cancer in Europe 

Figure 14.2 Cumulative rate of stomach cancer in 

Europe: females 0-74 



14.4.2. NATIONAL 

The incidence for both males and females was higher than 

expected in Dublin, for males only in Donegal and for 

females in Cavan (Table 14.5; Figures 14.3, 14.4). The 

incidence rate was below average for women in Mayo. 

Figure 14.3. Standardised incidence ratios for stomach 

cancer? males 

Figure 14.4. Standardised Incidence ratios (SIR) by 

county for stomach cancer: females 

Table 14.5. Cases numbers and standardised Incidence 

ratios (SIR) by county: stomach cancer 

14.5. BASIS OF DIAGNOSIS AND 
HISTOLOGICAL TYPE 



The level of histological diagnosis was quite high (90%) (Table 

14.6) Most of the cancers diagnosed were adenocarcinomas 

of various types (Table 14.7). Fifteen lymphomas, two 

squamous carcinomas and four carcinoids were also 

diagnosed. Stomach was the most frequent site of 

occurrence of primary extranodal lymphoma (see Chapter 

15). 

Table 14.7. Morphology of stomach cancer 

Table I4.9. NM stage of stomach cancer 

T stage information was available for 60% of cases, N stage 

information for 51% and M stage for 56% (Table 14.9). The 

most frequently occurringT stage wasT3 (20% of cases). 68% 

of cases with recorded nodal status were node-positive, 

while 55% of cases with recorded metastatic status had 

distant spread at the time of diagnosis. 

14.6. STAGE 

Table 14.8. Summary stage 

for stomach cancer 

Full summary stage information was available on 51% of 

stomach cancers (Table 14.8). The majority of these (67%) 

were stage IV cancers. 
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14.7. TREATMENT 

Table l4.IO.Treatment of stomach cancer 

68% of patients had definitive treatment (Table 14.10), mostly 

surgery. 4% of patients had adjuvant chemotherapy and 2% 

adjuvant radiotherapy, about twice the number of those who 

had these treatments wi thout surgery. 

14.8. SURVIVAL 

Table 14.11. Survival from stomach cancer 

Patients registered with stomach cancer in 1994 or 1995 

who were either alive on July 1st, 1997 or who died of 

stomach cancer (544), oesophageal cancer (76) or cancer of 

unspecified site (12) are included in the analysis. 

Figure I4.S. Survival from stomach cancer 

Overall survival at one year was 39%, at two years 28% and 

at three years 21% (Table 14.11; Figure 14.5). Survival at 

three years for stage IV disease was 27% that of patients with 

stage I disease. The prognosis for unstaged disease was 

almost identical to that for all stomach cancer combined. 
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1 5. LYMPHOMA 
15.1. INTRODUCTION AND SUMMARY 

Four hundred and sixteen lymphomas, wi th 218 deaths, were registered. Lymphoma comprised 2.1% of all cancers and 2.9% 

of cancer deaths.The cumulative risk of incidence was 1.1% and of death 0.5%.The incidence rate was slightly higher in men, 

as was mortality, and the mortality/incidence ratio for both sexes was 0.52. 

Table 15.1. Incidence and death rates: summary statistics for lymphoma 

15.2. AGE AND SEX PROFILE 
The median age of incidence was 57 years for men, and 60 years for women. The largest number of cases in women was in 

those aged 70-74 and in men aged 50-54 (Table 15.2).The highest age-specific incidence for women was in the 70 to 74 year 

age group and for men in the 75 to 79 year age group. 

Table 15.2. Age and sex profile of lymphoma cases 



15.3. SUBSITES 

Table IS.3. Primary sites of lymphomas 

Primary lymphomas were diagnosed at a wide variety of sites 

(Table 15.3). Primary nodal lymphomas accounted for 65% of 

all cases, and lower Gl sites were next most frequent, with 

47 cases (I l%.) 

15.4. GEOGRAPHICAL 
DISTRIBUTION 

15.4.1. INTERNATIONAL 

Table 15.4. Cumulative rate to age 74 and 

rank of lymphoma incidence in Europe 



Figure IS. I Cumulative rate of 

lymphoma in Europe: males 0-74 

male cases per 100 

8J1.0-
Q 1 2 -
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Figure IS.2 Cumulative rate of 

lymphoma in Europe: females 0-74 

Lymphoma incidence in Ireland was slighly above average, 

ranking 9th in women and I Ith in men overall. 

15.4.2. NATIONAL 

Figure /5.3. Standardised incidence ratios for 

lymphoma: males 

Figure ISA. Standardised incidence ratios for 

lymphoma: females 

% of expected rate 
females 

Table IS.5. Case numbers and standardised incidence 

ratios (SIR) by county : lymphoma 



No county had a level of lymphoma which was significantly 

different from that expected (Table 15.5; Figures 15.3, 15.4). 

15.5. BASIS OF DIAGNOSIS AND 
HISTOLOGICAL TYPE 

Ninety-nine per cent of cases were diagnosed by histology, 

either of an affected node (92%), bone marrow (4%) or 

another site (3%) (Table 15.6). 

Table 15.6. Most valid basis of diagnosis of lymphoma 

Table 15.7. Morphology of lymphoma 

15.6 STAGE 

Lymphomas, both Hodgkin's and non-Hodgkin's, were staged 

by the Ann Arbor (UICC) system regardless of the organ of 

origin (Table 15.8). Staging was available for 80% of cases.The 

largest number were at stage I (27%). 

Table 15.8. Ann Arbor staging of lymphomas 



15.7. TREATMENT 15.8. SURVIVAL 

Table I S.9.Treatment of lymphoma Table 15.10. Survival from lymphoma 

85% of cases had specific t reatment (Table 15.9). 

Chemotherapy was the most frequent treatment (63%), 

followed by surgery (29%). 

Patients registered with lymphoma in 1994 or 1995 who 

were either alive on July 1st, 1997 or who died of lymphoma 

of any type are included in the analysis. Overall survival at 

one year was 74%, at two years 64% and at three years 56% 

(Table 15.10; Figure 15.5). Survival at three years for stage IV 

disease was 40% that of patients with stage I disease. The 

prognosis for unstaged disease was almost identical to that 

for all lymphoma combined. Low-grade lymphoma, as defined 

by the Working Formulation, had a better prognosis than 

intermediate-grade, but the numbers were small. 

Figure 15.5. Survival from lymphoma 

(Table 15.9). 

atment (63%), 





1 6 . LEUKAEMIA 
16.1. INTRODUCTION AND SUMMARY 

Table 16.1. Incidence and death rates: summary statistics for leukaemia. 

Three hundred and eight cases of leukaemia were registered, 1.6% of all cancers (Table 16.1).The male incidence rate was 

more than twice the female rate, and male mortality was 50% above the female rate.The mortality/incidence ratio for men 

was 0.44 and for women 0.72. 

16.2. AGE AND SEX PROFILE 

Table 16.2. Age and sex profile of leukaemia cases 



The largest number of cases for both men and women was Figure 16.1. Cumulative rate for 

in the 70 to 74 year age group. The highest age-specific leukaemia in Europe: males 0-74 

incidence rate for men was in the oldest age group and for 

women in the age group 80-84. 

No subsites were recorded for leukaemia. 

16.4. GEOGRAPHICAL 
DISTRIBUTION 

16.4.1. INTERNATIONAL 

Table 16.3. Cumulative rate to age 74 and rank 

of leukaemia incidence in Europe 

Figure 16.2. Cumulative rate for 

leukaemia in Europe: females 0-74 



Ireland ranked second in leukaemia risk for men, but 17th for Figure 16.3. Standardised incidence ratios for 

women.(Table 16.3; Figures 16.1,16.2) leukaemia: males 

% of expected rale 
males 

16.4.2. NATIONAL 

The incidence for females in Laois was above average, for 

males below average. Incidence for males was above average 

in Co. Louth.These findings are based on very small numbers 

of cases. 

Table 16.4. Case numbers and standardised incidence 

ratios (SIR) by county: leukaemia 

Figure 16.4. Standardised incidence ratios for 

leukaemia : females 

16.5. BASIS OF DIAGNOSIS AND 
HISTOLOGICAL TYPE 

Eighty-three per cent of the cases were diagnosed by bone 

marrow aspiration, and 17% by blood film (Table 16.5). Bone 

marrow examination was more frequent in men (85%) than 

in women (80%). 

Table 16.5. Most valid basis of diagnosis of leukaemia 

Chronic lymphoid leukaemia was the commonest type. 

making up 34% of the total (Table 16.6). The male/female 

ratio was highest for both acute and chronic lymphoid 

leukaemias, but there were more male cases than female of 

almost every leukaemia type. 



Table 16.6. Morphology of leukaemia Table 16.7. Treatment of leukaemia 

16.6 TREATMENT 

One hundred and sixty-seven patients (54%) had some 

specific treatment (Table 16.7). 144 (86% of those treated) 

had chemotherapy, either alone or in combination. Sixteen 

patients had radiotherapy and twelve patients had surgery. 

16.7. SURVIVAL 

Patients registered wi th leukaemia in 1994 or 1995 who 

were either alive on July 1st, 1997 or who had died of 

leukaemia are included in the analysis. Overall survival at one 

year was 70%, at two years 59% and at three years 49% 

(Table 16.8; Figure 16.5). Survival was best for lymphoid and 

worst for myeloid leukaemia. 

Table 16.8. Survival from leukaemia 

Figure 16.5. Survival from leukaemia 



17 . CHILDHOOD CANCER 
17.1 INTRODUCTION AND SUMMARY 

Table 17.I. Incidence and death rates: summary statistics for childhood cancer 

Childhood cancers (defined as cancers in patients under 15 years) were a small but heterogeneous group. Some basic 

statistics are presented here to give some idea of the size of the problem (Table 17.1). Childhood cancer was rare, accounting 

for only 0.6% of all cancers registered.The crude incidence rate was 13 per 100,000 persons under 15, compared to 549 per 

person for the entire population.The incidence rates were comparable for males and females, but mortality for males was 

twice as high. 

17.2. AGE AND SEX PROFILE 

Table 17.2. Age and sex profile of childhood cancer 

The group most at risk of developing cancer was boys aged 0 to 4 years. Female cases slightly exceeded male cases in the 

10 to 14 age group, but male rates were higher in all other age-group. 

17.3. GEOGRAPHICAL VARIATION 

The incidence of childhood cancer in females in Ireland is typical of the countries of the EU (Table 17.3) although that in boys 

ranks second. However, the 1994 rate for boys ranked 14th, as the small number of cases and the low level of inter-country 

variation makes the rank fairly meaningless for data for a single year. 



Table 17.3. Crude incidence rates (0-14 years) of all 

cancers (excluding NMS) in Europe 

17.3. SITES 

Haematopoietic and reticuloendothelial cancers 

(predominantly leukaemias) were the most common type 

overall, although CNS cancers were more common in girls 

(Table 17.4). 

Table 17.4. Sites of childhood cancer 

cases 

Ninety-three (75%) cancers were diagnosed histologically 

and 19 (15%) by bone marrow aspirate or biopsy. The 

remainder were diagnosed clinically or by radiology. 

The commonest histological types by the ICCC classification 

[7] were acute lymphoid leukaemia (19% of cases) and 

astrocytoma (15%) (Table 17.5). 



Table I7.5. Histological 

classification of childhood cancers 17.5 TREATMENT 

Table 17.6. Treatment of childhood cancer 

One hundred and six (90%) patients had definitive treatment 

(Table 17.6). Half had surgery and half had chemotherapy, 

mostly alone, but one third had some combination dierapy. 
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19 . REGISTRIES WHOSE 
DATA ARE USED IN THIS REPORT. 

c o u n t r y 

Austria 

Belarus 

Croatia 
Czech Rep 

Denmark 

Estonia 

Finland 

France 

Germany 

Iceland 

Italy 

Latvia 

Malta 

Netherlands 

Norway 

Poland 

Slovakia 
Slovenia 
Spain 

registry 

Cancer Registry o fT l ro l , 

Belarusian Centre for Medical Technologies, 

Croatian National Cancer Registry, 

National Oncological Registry of the Czech Republic, 

Danish Cancer Registry, 

Estonian Cancer Registry, 

Finnish Cancer Registry, 

Registre Bas-Rhinois des Cancers, 

Registre General des Tumeurs du Calvados, 

Registre des Tumeurs du Doubs, 

Registre des Tumeurs du Haut-Rhin, 

Registre des Tumeurs de I'Herault, 

Registre des Cancers de I'lsere, 

Registre des Cancers de la Somme, 

Registre des Cancers du Tarn, 

Common Cancer Registry of the states of Berlin, Brandenburg, 

Mecklenburg-Vorpommern, Sachsen-Anhalt and the 

Free States of Sachsen and Thuringen, 

Saarland Cancer Registry, 

Icelandic Cancer Registry, 

Tumour Registry of Ferrara Province, 

Tuscany Cancer Registry, 

Ligurian Cancer Registry, 

Macerata Province Cancer Registry, 

Modena Cancer Registry, 

Parma Province Cancer Registry, 

Ragusa Cancer Registry, 

Romagna Cancer Registry, 

Piedmont Cancer Registry, 

Trieste Cancer Registry, 

Registro Tumori Veneto, 

Cancer Registry of Latina Province, 

Lombardy Cancer Registry,Varese Province 

Latvian Cancer Registry, 

Malta Cancer Registry,Valletta, 

The Netherlands Cancer Registry, 

Comprehensive Cancer Centre South (IKZ), 

Comprehensive Cancer Centre Limburg (IKL), 

Cancer Registry of Norway, 

Cracow Cancer Registry, 

Regional Cancer Registry of Kielce, 

Lower Silesian Cancer Registry, 

Warsaw Cancer Registry, 

National Cancer Registry of Slovak Republic. 

Cancer Registry of Slovenia, 

Registro de Cancer de Albacete 

Registro de Tumores del Principado de Asturias. 

A-6020 Innsbruck 

220600 Minsk 

HR-10000 Zagreb. 

l20 55Praha 

DK-2100 Copenhagen 

EE-0016 Tallinn 

FIN-00170 Helsinki 17 

F-6708S Strasbourg 

F-14023 Caen 

F-25030 Besancon 

F-68070 Mulhouse 

F-34091 Montpelier 

F-38240 Meylan 

F-80054 Amiens 

F-81000 Albi 

D-12621 Berlin 

D-66030 Saarbrucken 

IS-125 Reykjavik 

1-44100 Ferrara 

1-50135 Florence 

I-16132 Genoa 

1-62032 Camerino 

1-41100 Modena 

1-43100 Parma 

1-97100 Ragusa 

1-47100 Forli 

I-10132 Turin 

1-34125 Trieste 

1-35100 Padova 

1-00161 Rome 

1-200133 Milano 

226004 Riga 

CMR02 

NL-3501 Utrecht 

NL-5600 Eindhoven 

NL-6201 Maastricht 

N-03 l0Os lo 

PL-31 -115 Cracow 

PL-25-734 Kielce 

PL-53-4l3Wroclaw 

PL-00-973 Warsaw 

833 10 Bratislava 

61005 Ljubljana 

E-02005 Albacete 

E-33001 Oviedo 



Sweden 

Swi tzer land 

U K 

Yugoslavia 

Euskadi Cancer Registry, 

Tarragona Cancer Registry, 

Granada Cancer Registry, 

Murcia Cancer Registry, 

Navarra Cancer Registry, 

Cancer Registry of Zaragoza, 

Registre de Cancer de Mallorca, 

Swedish Cancer Registry, 

Basel Cancer Registry 

Registre Genevois desTumeurs, 

Graubunden Cancer Registry 

Registre Neuchatelois desTumeurs, 

Cancer Registry of St. Gallen Appenzell 

Valais Cancer Registry, 

Vaud Cancer Registry, 

Cancer Registry of the Canton of Zur ich, 

Office for National Statistics, 

National Cancer Registration Bureau, 

East Anglian Cancer Registry, 

Merseyside and Cheshire Cancer Registry, 

N o r t h Western Cancer Registry, 

Ox fo rd Cancer Intelligence Unit, 

Thames Cancer Registry, Sutton, 

South Western Cancer Registry, 

Wessex Cancer Registry, 

West Midlands Cancer Registry, 

Yorkshire Cancer Registry, 

Scottish Cancer Registry, 

West of Scotland Cancer Surveillance Unit , 

Cancer Registry of Vojvodina, 

E-OI006Vitoria-Gasteiz 

E-43002 Tarragona 

E-18080 Granada 

E-30008 Murcia 

E-31003 Pamplona 

E-50004 Zaragoza 

E-070l2Palma 

S 106 30 Stockholm 

CH-4003 Basel 

CH-1205 Geneve 4 

CH-7000 Chur 

CH-2000 Neuchatel 

CH-9007 St. Gallen 

C H - I 9 5 I Sion 

CH- IO I I Lausanne 

CH-8091 Zurich 

London S W I V 2 Q Q 

Cambridge CB2 2 Q Q 

Liverpool L69 3BX 

Manchester M20 9QL 

Oxfo rd OX3 7LF 

London SEI 3QD 

Bristol BS8 2PR 

Winchester S022 5DH 

Birmingham BI5 2TH 

LSI6 6QB 

Edinburgh EH5 3SQ 

Glasgow G20 9NB 

21204 Novi Sad 
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2 0 . DATA TABLES. 
20.1 NOTES 

20.1.1. INCIDENCE AND MORTALITY DATA 

crude rate: cases per 100,000 persons per year 

standardised rates: world = age-standardised incidence rate (world population) per 100,000 persons per year. 

European = age-standardised incidence rate (European population) per 100,000 persons per year. 

cumulative = cumulative risk of incidence age 0 to 74 years inclusive (%). 

Separate figures for lymphoma, leukaemia, invasive/in situ carcinoma of the cervix uteri and a number of aggregate sites 

(colorectal, mouth and pharynx etc.) are given in the tables.These are shown in italics, as cases of these conditions are also 

included under their relevant ICD-O site, and should not be counted twice (see also page 17). 
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