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INTRODUCTION 

Cancer accounts for about 20% of all deaths in industrialised 
countries as well as considerable ill health; it is therefore essential 
that each country. of the European Community (EC) should undertake 
educational initiatives to provide sound scientifically-based 
information on common cancers which occur in the Community. It is 
also important to give advice on preventive measures which if heeded 
will reduce illness and death from the disease, in order to try to meet 
the target of the European Committee of Cancer Experts to achieve a 
reduction in deaths from cancer of about 15% by the year 2000'. 

This book, produced by the Faculty of Public Health Medicine of the 
Royal College of Physicians of Ireland as a contribution to the Europe 
against Cancer Programme, contains up-to-date statistics on cancer 
in Ireland and compares these with data from other EC countries. It 
also presents in a concise way information about some common 

~·cancers·,their-known· or suspected causes;·and advice on prevention. 
It does not contain information on cancer treatment or on cancer 
treatment facilities. Persons who need advice on practical aspects of 
cancer care should consult their family doctor or the information 
services of the Irish Cancer Society. 

1 



1 

CANCER STATISTICS 

Two types of routinely collected data give information about cancer, a) 
mortality (death) statistics and b) incidence (new cases) statistics. 
Such ·information is usually expressed in the form of rates which 
describe the number of deaths or new cases which occur in a given 
population over a given time period, usually 1 year. 

Comparison of cancer rates in different parts of the world as well as 
international studies of cancer provide important clues to the 
aetiology of the disease. Whereas hereditary influence has been 
identified for a small proportion of cancers it is generally accepted 
that the influence of environment and lifestyle is of considerably 
greater importance in the development of malignant disease. 
However caution must be exercised in interpreting data from different 
sources. Apparent differences in disease frequency can be created 
by differences in accuracy of diagnosis, completeness of reporting 
and in statistical processing of data. The latest year for which statistics 
are available also varies from country to country. The age 
composition of a population also has a marked effect and, for that 
reason, rates quoted for comparison purposes must be age
standardised or adjusted to make allowances for different age 
structures in different populations rather than crude rates which are 
not so adjusted. 

Comparison of death rates for specific cancers between the countries 
of the EC shows quite striking variations between different regions 2 . 

Figures 1 and 2 show age-adjusted death rates for all cancers for 14 
countries of the EC (rates are given separately for Northern Ireland, 
England and Wales, and Scotland) for males and females 
respectively; it is seen that Irish men rank 11th of 14 whereas Irish 
women rank 4th of 14. It can also be seen that, for both men· and 
women, there is a large difference between the highest and the 
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lowest rates and that cancer rates are higher in northern than in 
southern Europe. 
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Cancer mortality in Ireland 

In Ireland, as in other developed countries, life expectancy at birth 
has increased significantly from the early years of the century. Sixty 
years ago life expectancy for both men and women was 
approximately equal at 58 years. However at present women have an 
excess of life expectancy of 6 years over men, with an average life 
span of 77 years compared with 71 years for men. The main cause of 
this sizeable increase is a reduction in deaths of infants and young 
children which has resulted from the control of infections which took a 
particular toll of young lives. Unfortunately there has been relatively 
little progress in extending life expectancy at middle age because of 
an increase in cardiovascular disease and cancer and it is now 
chronic disease which is the major obstacle in extending life span, 
particularly in men. 

Statistics on deaths from cancer and other causes are available in the 
Reports on Vital Statistics published by the Central Statistics Office 
Dublin3 . Cancer accounts for approximately 20% of total deaths in 
Ireland (Fig. 3). While mortality from all causes in men has decreased 
from 1052/100,000 in the early 1950s to 856/100,000 in the 1980s, 
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deaths from cancer have increased from 124 to 166/100,000 in the 
same period, a 34% increase; a similar pattern of mortality is seen in 
women, with a 39% decrease in all-cause mortality but a 15% 
increase in cancer mortality (Figs. 4 and 5). The cancers which are 
the most common causes of death in Ireland are cancers of the lung, 
large bowel and stomach in both sexes and cancer of the breast in 
women and cancer of the prostate in men (Figs. 6 and 7). 

Figure 3 

PROPORTION OF DEATHS DUE TO VARIOUS 
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Figure 4 
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Figure 6 

PROPORTION OF CANCER DEATHS DUE TO 
VARIOUS TYPES OF CANCER (IRISH MALES) 
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Cancer Incidence in Ireland 

Information on cancer incidence, i.e. the number of new cases of 
cancer which occur, is more difficult to obtain than information in 
relation to deaths. The most reliable method of obtaining cancer 
incidence statistics is through registration of new cases of cancer in a 
cancer registry" Cancer registration is a procedure whereby selected 
information about all cancer patients in a precisely-defined 
population is brought together centrally as soon as possible after 
diagnosis. This information is obtained primarily from hospitals and 
pathology departments, but may also come from general practitioners 
and from death certificates. In some countries, for example in 
Denmark, there are national cancer registries which collect 
information on the total population; others have regional registries 
e.g. the UK and US. Ireland has a regional registry, the Southern 
Tumour Registry (STR)5, which collects data from the counties of Cork 
and Kerry, a population of approximately 500,000 people. Many other 
countries do not have cancer registries at all. Regional registries may 
have the disadvantage that, because of a small population base, 
rates may fluctuate from year to year; it may be therefore more valid to 
calculate rates over a five year period, particularly for those cancers 
which are not common in the population. 

The purpose of cancer registration is 
(1) to enable incidence rates for each type of cancer to be 
determined by sex and age. 
(2) to identify differences in cancer incidence in different sections of 
the population and in different geographical areas. 
(3) to provide a source of material for research into the causes of 
cancer. 
(4) to calculate survival rates for different cancers, and to evaluate 
different forms of treatment. 
(5) to provide data for the planning, organisation and evaluation of 
services for cancer patients. 
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The Southern Tumour Registry 

At present (1991) Ireland has a regional registry the Southern Tumour 
Registry (STR) and a National Cancer Registry Board has recently 
been established to develop national cancer registration. The STR 
was established in 1975 under the auspices of the Irish Cancer 
Society and is funded by it. At that time the Registry had one fUll-time 
staff member, a Nurse Registrar. The Registry now employs one full
time and two part-time Nurse Registrars, who report to a committee 
representing organisations involved in the Registry's activities. Office 
facilities are provided by University College Cork and university staff 
perform the work of the registry other than that carried out by the 
Nurse Registrars. 

The main aim of the registry is to determine the incidence of each type 
of cancer by age and sex in counties Cork and Kerry with a combined 
population of over half a million people. The first full year of 

- registration was -1977. ·In the first ~'-ear of recording i, 145 new cases 
were registered and by 1985 this had increased to 965 men and 992 
women giving crude incidence rates for men and women of 358 and 
371 per 100,000 respectively5. Table I shows incidence rates for the 
more commonly occurring cancers in the area of the STR which are 
cancer of the skin in both sexes, followed by cancer of the lung and 
large bowel in men and breast and large bowel in women. 
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Table 1 
CANCER INCIDENCE IN IRELAND 

AGE-ADJUSTED RATES PER 100,000 (STR 1985) 

SITE MALE FEMALE 

Skin 63.9 66.5 

Lung 49.1 16.8 

Colon 25.3 21.7 

Rectum 15.3 6.1 

Stomach 11.6 5.2 

Prostate 18.4 0.0 

Female breast 0.0 61.0 

In addition to the Southern Tumour Registry which routinely produces 
incidence statistics for the counties of Cork and Kerry some other data 
on cancer incidence in Ireland has been produced on an ad hoc 
basis. A childhood tumour registry was established in 1983 in Our 
Lady's Hospital for Sick Children, Crumlin, Dublin; ninety six new 
cases were registered there in 1983 giving an incidence rate of 
9.1/100,000 children under 15 years of age. Acute lymphatic 
(lymphoid) leukaemia (ALL) was the commonest malignancy in that 
age group with a rate of 2.6/100,000 in the Childhood Tumour 
Registry. A special study of ALL6 which was commissioned by the 
Department of Health following public concern about levels of 
ionising radiation in the Irish Sea region found an incidence rate of 
3.1/100,000 for ALL for the time period studied. Both these figures are 
within the range usually found in western societies. 

Another cancer registry established for a limited time period was the 
Testicular Tumour Registry which collected data for the period 1980-
8578.9 . The overall incidence for testicular tumours in this registry was 
2.4/100,000 males which is similar to the rate recorded in the 
Southern Tumour Registry (2.6/100,000) in 19855. -. 
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Hospitalisation data 

Patients with cancer have a high usage of hospital services both as 
inpatients and as outpatients. The Hospital Inpatient Enquiry (HIPE)'O 
collects information on the discharge diagnoses of hospital patients 
for about 75% of public hospitals in Ireland which includes most of the 
larger ones. HIPE statistics show that in 1988 over 215,000 hospital 
bed days were occupied by patients with cancer; the majority (85%) 
were over 45 years of age. Patients with cancers of the 
gastrointestinal tract accounted for 25% of the total and patients with 
cancers of the lung, breast, genito-urinary and haemopoietic (blood
forming) systems also had significant hospitalisation. HIPE data also 
shows that in 1988 there were 23,695 discharges from hospital of 
patients diagnosed as having cancer, 7% of the total discharges; this 
system is not able to identify persons who are admitted more than 
once during the year so each hospitalisation represents an 'event' 
rather than an individual person. The average length _of stay. in 
hospital for patients -with cancer was 9.1 days which was exceeded 
only by an average length of stay of 10.9 days for patients with 
diseases of the circulatory system. 
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CANCER OF THE LUNG 

Lung cancer is the most common cancer in western populations and 
accounts for approximately 1,SOO deaths in the Republic of Ireland 
each year - 2S% of all cancer deaths3. It has a high case fatality rate -
about 70% of patients diagnosed with lung cancer die within 1 year 
and 90% die within S years of diagnosis. The reason for this high 
mortality is that the disease has usually spread widely by the time it 
comes to medical attention. Therefore treatment in most cases must 
be aimed at palliation and improving the quality of survival rather than 
at cure. 

Deaths from lung cancer have increased steadily over the past SO 
years; Figure 8 shows the rise between 19S0 and the mid-1980's. 
Since women started smoking heavily about 20-30 years later than 
men lung cancer death rates in women are continuing to rise 
whereas in men they are beginning to level off. In Ireland the ratio of 
male to female deaths for lung cancer is now less than 2.S:1 whereas 
in 1970 it was 4:1. Among the countries of the EC Ireland ranks 9th for 
lung cancer deaths in men but Irish women rank 4th after Scotland, 
Denmark and England and Wales 2 (Figs 9 and 10). In the United 
States (US) and Scotland lung cancer exceeds breast cancer as the 
leading cause of cancer deaths in women. 
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Figure 8 
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Figure 10 
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There is no doubt that at least 85% of lung cancer deaths are due to 
tobacco smoking and are thus preventable". If tobacco smoking were 
not prevalent among our population deaths from lung cancer in 1987 
would have totalled about 200 instead of over 1400. Cigarette 
smoking is the most dangerous form of tobacco smoking but there is a 
lesser risk attached to pipe and cigar smoking. Compared to a 
nonsmoker smokers have 20 times the risk of developing lung 
cancer; if they give up smoking the risk falls subseque'iltly to close to 
zero after 10 years nonsmoking. 

The carcinogens present in cigarette smoke are the polycyclic 
aromatic hydrocarbons (PAH) which are produced when carbon 
components are burned and have been proven to cause cancer in 
laboratory animals. Risk of lung cancer from these carcinogens has 
been shown to be dose-related; (1) the risk is greatest from 
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consumption of high tar non-filter cigarettes, (2) it depends on the age 
at which an individual starts to smoke - the earlier the age the greater 
the risk and (3) the greater the number of cigarettes smoked per day 
the higher the risk". 

There is now evidence accumulating that involuntary smoking i.e. 
inhalation of another person's tobacco smoke confers a risk of 
developing lung cancer on non-smokers,2; likewise inhalation of air 
heavily polluted by smoke from coal burning fires and furnaces may 
also add to the risk. This risk is of course very considerably lower than 
that from active tobacco smoking. 

It is interesting to examine trends in cigarette smoking in the Irish 
population. Overall prevalence has decreased from 43% in 1972-73 
to 30% in 1989-90. Figure 11 shows that the decrease has been 
greatest in men (49% to 31%) while in women it has reduced from 
37% to 29%. Therefore it can be seen that the difference in smoking 
habits between men-and women is now quite small. In addiiion "there 
is a worrying trend of increased smoking in young women and it is 
likely that women will soon overtake men in smoking prevalence. It is 
also interesting to examine the breakdown of smoking by social class. 
The difference between the professional/managerial and unskilled 
manual social groups is very striking; overall 22% of the former smoke 
cigarettes compared with 38% of the latter. This difference in cigarette 
consumption is manifest in the much higher rates of lung cancer and 
other smoking related conditions among the unskilled groups. 
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Figure 11 

TIME TRENDS IN SMOKING PREVALENCE 
IRISH MALES AND FEMALES 1972 - 1990 
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Smoking prevalence among school children in Ireland appears to be 
high compared with many other countries. A recent study" of 
schoolgirls between the ages of 12 and 15 years in primary and post
primary schools in Dublin found that 8.5% of the primary schoolgirls 
and 30% of the post primary schoolgirls were occasional or regular 
smokers. Another study in Dublin 14 showed that almost 30% of 17 
year old students were current smokers. About 2/3 of these had had 
their first cigarette between the ages of 11 and 13 years and the year 
between 13 and 14 years of age was the year that most became 
regular smokers. It is disturbing that 17 year olds in Dublin have a 
similar prevalence of smoking to that of the population overall. 

Exposure to certain minerals and gases. particularly in the 
occupational context. has been shown to increase risk of lung 
cancer". Asbestos is the best known occupational hazard and the 
risk is particularly high in asbestos workers who also smoke 
cigarettes. Exposure to arsenic. nickel. chrome and chloromethyl 
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ether has also been shown to be carcinogenic in certain studies in 
industry. Ionising radiation is highly carcinogenic and radon gas 
exposure in uranium miners produces a high risk of lung cancer; as in 
asbestos exposure smokers are at much higher risk than non
smokers. Radon occurs widely in natural rock and there has recently 
been concern about radon gas levels in dwelling houses which can 
vary considerably, even between adjacent houses, due to differences 
in the particular rock formation on which they are built. 

Prevention of lung cancer must be considered under the three main 
headings of health promotion, namely health education, preventive 
medicine and public policy. Health education regarding the health 
hazards of smoking has had a measurable success in this country, 
evidenced by the reduction in cigarette smoking prevalence 
described above, but there is still considerable work to be done. The 
reduction has been much greater in the upper socio-economic groups 
and among adults and targeting of the anti-smoking message at thQs? 
who are less responsive muslbe a priority for health education. 
Smoking is addictive and therefore, il is sensible 10 Iry 10 prevail on 
children not to take up the habit. It is essential to provide information 
and education programmes for schools at both primary and post
primary level and it is generally agreed thai such preventive 
programmes are best integrated into the school curriculum and 
should be ongoing rather than a once-off intervention. 

It has been clearly shown that screening for early lung cancer by 
mass radiography is of no value since the disease is usually well 
advanced before it is clinically or radiologically detectable. Anti 
smoking programmes using various psychological and 
pharmacological techniques are in widespread use and have varying 
degrees of success mainly depending on individual motivation to 
cease smoking'6. 

It has been shown that price rises reduce the consumption of tobacco 
and Ireland has high taxation on cigarettes as well as the most 
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prominent health warnings on cigarette products in the EC. 
Legislation which has banned smoking in schools and many public 
areas has made this country one of the leaders in the field of statutory 
support for prevention of smoking-related illnesses. A continuation of 
active health education and governmental support through fiscal 
measures and restrictive legislation should further reduce smoking 
prevalence and consequently smoking-related diseases including 
lung cancer. 
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3 

CANCER OF THE BREAST 

Breast cancer is the leading cause of cancer deaths in women in 
Ireland. It accounts for nearly 20% of female deaths from cancer (601 
deaths in 1987) and is the leading cause of death in women under 55 
years of age3 . However it is mainly a disease of older women; over 
60% of deaths occur in women 60 years of age and older and the 
rates increase steeply with age. The prognosis for breast cancer is 
variable, over 60% of women survive longer than 5 years and recent 
developments in chemotherapeutic drugs and hormone therapy have 
improved treatment options. Among the countries of the EC Ireland 
ranks 6th for deaths from breast cancer after England and Wales, 
Denmark, Northern Ireland, Scotland and Belgium (Fig. 12). 

Figure ·12-

BREAST CANCER MORTALITY 
IN THE EUROPEAN COMMUNITY 

ENG. & WALES 29.3 
DENMARK 28.3 

N. IRELAND 27.7 
SCOTLAND 27.0 

BELGIUM 26.8 
IRELAND 26.7 

NETHERLANDS 26.2 
LUXEMBOURG 24.0 

W.GERMANY 23.2 
ITALY 20.4 

FRANCE 19.7 

PORTUGAL 169 
SPAIN 15.1 

GREECE 14.9 

I I I 

a 10 20 30 
AGE· ADJUSTED DEATH RATE PER 100.000 . 

Source. World Health Statistics Annual. 1988 

19 



.The causes of breast cancer are not well understood but 
epidemiological research has shown that both host and 
environmental factors may influence its development17 • Hereditary 
influences are important and a first-degree relative of a woman with 
breast cancer has an increased risk; if the cancer occurs at an early 
age and is in both breasts the risk to daughters or sisters is increased 
about 10 times. The influence of the female sex hormones is also 
strong and this is shown by the fact that 1 st pregnancy at an early age 
«20 years) is highly protective and 1 st pregnancies under the age of 
30 confer some protection compared with women who have no 
children or who are first pregnant over 30 years of age. Pregnancy 
over 35 years of age seems to increase the risk of breast cancer. 
Hysterectomy at a young age «45 years) reduces risk and early 
menarche «13 years) and late menopause (50 years +) increase the 
risk of breast cancer. There is still controversy over the role of artificial 
hormone preparations such as oral contraceptives and hormone 
replacement therapy (HRT) and some research has suggested that 
they may increase the risk of breast cancer in certain individuals. 
However it is clear that the increase in risk, if it exists, is small. The 
influence of diet also seems to be important. There are major 
differences in breast cancer rates worldwide; developed countries 
have much higher rates than underdeveloped ones. Even within 
Europe the highest rate which occurs in England and Wales is double 
that of the lowest which occurs in Greece; rates in Japan and the Far 
East generally are lower still. 
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Figure 13 
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These differences are not racial or genetic since research has shown 
that Japanese women who migrate to the US tend to develop the 
rates of the new host country within about two generations. Research 
has also shown a strong correlation between rates of breast cancer 
and the consumption of the typical western-type diet which is high in 
fat and protein and low in fibre. Total fat consumption correlates best 
with breast cancer mortality (Fig. 13). There is good evidence that 
body fat has an important influence on the level of female sex 
hormones, for example female athletes, bailet dancers and those who 
suffer from anorexia nervosa frequently experience amenorrhoea. It 
appears that there is interaction between diet and hormone levels 
and that in general women in countries with high fat consumption 
experience the highest rates of breast cancer. 

21 



Recently some studies suggested that even moderate alcohol 
consumption (3-9 drinks/week) could increase risk of breast cancer's 
and it will be important to undertake further research into this finding. 

Prevention of Breast Cancer 

" It is impossible at present to prevent breast cancer occurring since the 
causes are not well understood. However reduction in fat 
consumption in the population as a whole would probably be 
followed by some decrease in breast and some other cancers and in 
coronary heart disease. Similarly women should be aware of the fact 
that deferment of 1 st pregnancy until after 30 years of age does 
increase risk of breast cancer compared with women who have a first 
child at a younger age, but it is clearly impracticable to try to reduce 
breast cancer rates by this means. 

The main preventive approach at present is through screening for 
breast cancer by mammography, sometimes accompanied by 
physical examination of the breasts. Mammography is a radiological 
technique which allow? visualisation of extremely small tumours 
before they are clinically palpable. A great deal of research has been 
undertaken into the effectiveness of screening in detecting early 
breast cancers and thereby permitting curative treatment. The 
consensus from these studies is that screening if properly organised 
can reduce deaths from breast cancer by about one-third in women 
over 50 years of age. Benefit for women younger than 50 years has 
yet to be definitely shown. The proper organisation of screening is 
crucial to its success in reducing mortality,9; all eligible women must 
be recruited to screening, mammography must be performed and 
interpreted by experienced personnel and the clinical follow-up of 
women who are referred for further investigation following screening 
must be undertaken by experienced clinicians. Screening for breast 
cancer requires considerable resources both financial and in terms of 
personnel but since breast cancer is a major cause of death in 
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women in western countries such investment is justified provided that 
programmes are monitored to make sure that they are effective in 
reducing morbidity and mortality from breast cancer. A pilot 
programme of breast cancer screening is being organised in this 
country at present; if it is shown to be effective it is possible that 
screening for breast cancer will be made available on a national 
basis. 
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CANCER OF THE LARGE BOWEL 

Cancer of the large bowel i.e. colon and rectum is a cancer which is 
common in western affluent societies and accounts for approximately 
900 deaths annually in the Republic of Ireland 3• Highest rates are in 
North America, northern Europe, Australia and New Zealand. In the 
EC Ireland ranks 3rd in males and 2nd in females for death rates from 
large bowel cancer 2 (Figs 14 and 15). It is a cancer which increases 
with improvements in standards of living and rates here have risen in 
recent years. Because it is often diagnosed at a relatively late stage 
the 5 year survival overall is 50-60% but cancers diagnosed at an 
early stage have an excellent prognosis following surgery. 

Overall rates of large bowel cancer in males and females are similar 
but if the site is taken into account women tend to have somewhat 
higher rates of colon cancer and men have more rectal cancers. 

The causes of large bowel cancer are not clearly elucidated but 
certain features have emerged from epidemiological studies2o• Some 
hereditary conditions which have as a feature colon polyps 
predispose to colon cancer. Congenital polyposis coli is the best 
known and virtually 100% of persons with this syndrome develop 
malignant changes in one or more polyps. However these hereditary 
conditions are responsible for only a very small fraction of colon 
cancer. Long term inflammatory bowel diseases such as ulcerative 
colitis and Crohn's disease also increase the risk of malignancy. Diet 
is believed to playa very important role in large bowel cancer. 
Populations in countries with high levels of fat consumption are at 
highest risk and high levels of dietary fibre are believed to be 
protective by accelerating the transit time of the bowel contents. 
Consumption of fresh fruit and vegetables seems to decrease the risk. 
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Rectal cancer has been associated with heavy beer drinking in a 
number of studies including one in Ireland" and this feature may 
partly explain the greater frequency of rectal cancer in men than in 
women. 

Because of the poor prognosis when the tumour has spread beyond 
the wall of the bowel there has been considerable interest in early 
detection through screening. One method currently being 
investigated is faecal occult blood (FOB) testing i.e. detection of blood 
in the faeces due to bleeding from the tumour. Unfortunately so far 
this method has shown problems both in producing false positives i.e. 
giving a positive result when no tumour was present and false 
negatives i.e. missing the cancer due to the fact that tumours may not 
bleed or bleed only occasionally22. Therefore at present one cannot 
recommend screening by this method. 

As in many other cancers where it is likely that diet is associated with 
the development of the disease it is only possible to recommend 
broad guidelines, sometimes known as the 'prudent diet'23. It is 
suggested that no more than 30% of total calorie requirements should 
be obtained from fat, that some fresh fruit/vegetables should be eaten 
daily, that non-refined cereals i.e. brown bread and high fibre 
breakfast cereals should replace refined carbohydrate in part at least, 
and that overall food consumption should be based on energy 
requirements. In addition excess alcohol consumption should be 
avoided. 
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5 

CANCER OF THE STOMACH 

Stomach cancer is decreasing in most western populations and there 
is no reliable scientific explanation for this welcome fact. Rates fell 
earliest in the US and have continued to fall steadily. In Europe 
northern European rates are lower than those in the south. About 500 
persons die annually from this cancer in the Republic of Ireland 3 • 

Ireland comes 7th of 14 EC countries for deaths in men and 5th in 
female deaths (Figs 16 and 17), but rates have fallen substantially 
over the past 30 years. Less developed countries have high rates and 
Japan although industrialised has a high rate. The male: female ratio 
of stomach cancer is about 1.5: 1 in this country; it is in the main a 
disease of the elderly with over 80% of deaths occurring in the .60+ 
age group. The prognosis for stomach cancer is poor with only about 
10% of patients surviving 5 years after diagnosis. Like lung cancer it 
spreads relativelY'early on. ~ - . - - . 

There is very little precise scientific evidence regarding the causes of 
stomach cancer24. Some studies have shown a genetic influence with 
close relatives of cases having 2-3 times the risk of the disease; 
persons with blood group A have an increased risk as do those with 
pernicious anaemia. A small proportion of gastric ulcers (possibly 2%) 
may become malignant. 
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FIGURE 16 
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It is only commonsense that diet must be considered important in risk 
of gastrointestinal cancer and the wide variation in rates in different 
areas of the world support this view. Japanese who migrate to the US 
and adopt the American lifestyle develop reduced rates of stomach 
cancer. The variation in Europe also suggests that dietary differences 
between north and south should give clues to possible causes. 
Consumption of smoked and salted meat and fish and pickled 
vegetables has been shown to be greater in high risk countries and 
low dietary levels of fresh fruit and vegetables and of dairy products 
have also been suggested as increasing risk. Contamination of 
cereals by naturally-occurring carcinogens, the aflatoxins, is also a 
possibility in less developed areas. In general countries which have 
adopted modern methods of food processing and storage have 
decreasing rates of stomach cancer. 

From the foregoing it is clear that we know very little of the causes of 
stomach cancer, therefore specific preventive measures are not 
possible. In Japan-where fates are high, screening by radiology and 
in some cases by endoscopy has been undertaken and studies have 
shown some improvement in mortality due to earlier diagnosis. The 
pattern of the disease in the west could not justify this very expensive 
screening process but early reporting and investigation of persistent 
indigestion might result in detection of the disease at an earlier stage. 
General advice on diet would include moderation in consumption of 
smoked, salted and pickled foodstuffs and the inclusion of some fresh 
fruit and vegetables in the daily diet along with moderate 
consumption of some dairy produce i.e. milk, butter or cheese. 

29 



6 

CANCER OF THE UTERUS 

Cancer may occur at two sites within the uterus, namely at the neck or 
cervix and in the lining of the body of the uterus. Both have very 
different origins. 

Cancer of the cervix uteri 

Cancer of the cervix is a relatively uncommon cancer in western 
developed countries but is common in underdeveloped ones. Death 
rates in Ireland are lower than other northern EC countries at about 
4/100,000 similar to rates in Italy, Spain, Portugal and Greece; 65 
women died due to this cancer in 19873. 

Evidence from many studies25 suggests that sexual intercourse plays 
an important role in the development of carcinoma of the cervix. It is 
more common in married than single women and in those who 
married or commenced child-bearing at a young age and who have 
large families. It is also more common in women who have married 
more than once or who have had a number of sexual partners and in 
the wives/partners of men who have had a number of sexual partners. 
It is very rare in celibate women as studies of nuns have shown. This 
pattern suggests that a sexually-transmitted agent may playa part in 
the development of the condition and current research is focused on 
the possibility that infection due to certain viruses may predispose to 
cancer of the cervix but no direct evidence of this has yet been 
discovered. 

Prevention of cancer of the cervix is possible due to the fact that 
premalignant changes in the cells of the cervix can be identified, thus 
allowing for treatment before cancer develops. This has led to the 
development of cervical screening programmes using the cervical 
smear test. Cells from the neck of the womb can be removed 
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painlessly and are put on a slide for examination in a laboratory by 
experienced cytologists. Various grades of results are reported; if 
abnormal cells are seen follow up is required which may entail 
regular repeat smears to observe whether or not the condition 
regresses and treatment sometimes may be necessary to remove the 
abnormal cells of the cervix. 

The problem with this screening test which is simple, quick and 
relatively inexpensive is that many of the abnormalities, even the 
serious ones, will disappear in time without any treatment and it is not 
possible, at present, to distinguish between the serious precancerous 
condition and that which will not progress to cancer. Therefore many 
women who would not develop cancer if left alone are treated 
because neither the doctor nor the woman herself is willing to take 
that chance. However since the advent of less invasive forms of 
treatment such as laser therapy this is less of a problem than it used 
to be when surgery was the sole treatment _available. 

Another problem is that not all women at risk of the disease respond 
to invitations to attend for screening. It has been found that better
educated women are generally careful about their health and do 
present for smear tests but less well educated women may fail to do 
so and may even ignore symptoms of the condition; it is in the main 
among the latter that deaths from cervical cancer occur. 

The recommended regime for screening for cervical cancer is that a 
woman should have a smear test when she first becomes sexually 
active and should have a repeat smear within 1 year. Screening every 
3-5 years after that up to age 60 should be sufficient to prevent the 
majority of deaths from cervical cancer. The disease is uncommon in 
young women and where resources are scarce emphasis should be 
on screening women over 35 years of age. Properly organised 
programmes will ensure that invitations are sent to all eligible women 
in an area and that they are followed up if they do not attend for 
screening. It is also essential to ensure that women are notified of the 
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result of the test and that any woman who is found to have an 
abnormal smear is provided with appropriate medical management. 
Women in this country may have cervical smear tests performed by 
their general practitioners or at special cervical screening clinics 
where these are available. 

Cancer of the cervix is a preventable cancer since it can be 
diagnosed at a stage before malignant change has occurred. At that 
stage it is 100% curable. Women should be aware that any unusual 
vaginal bleeding should be investigated by a gynaecologist and that 
sexually active women should have 5 yearly cervical smears at least, 
between the ages of about 25 and 60 years. 

Cancer of the body of the uterus 

Cancer of the body of the uterus is also a relatively uncommon cancer 
with a mortality rate in Ireland of about 3/100,000 - 47 deaths in 
1987'- Over 75% of deaths occur in women over 60 years of age. It is 
more common in developed countries and is one of the cancers 
which occurs more frequently in affluent societies than in poorer 
countries26 . 

Like breast cancer it is related to female hormone levels; it is more 
common in women of low fertility i.e. those who have not borne 
children or who have few children and is associated with early 
menarche and late menopause. It is also more common in obese 
women and is associated with diabetes and hypertension. It is 
believed that obesity which produces raised levels of oestrogens is 
the main risk factor and obesity also predisposes to both diabetes 
and hypertension. 

During the 1960s in the US a sharp rise in the incidence of cancer of 
the body of the uterus was observed2? This was associated with the 
widespread prescription of hormone replacement therapy (H RT) to 
peri- and post-menopausal women in the form of synthetic 
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oestrogens. More recently the formulation of HRT has been changed 
to include another hormone progesterone as well as oestrogen and 
the risk of cancer of the body of the· uterus appears to be very low with 
this newer therapy. 

The disease has a good prognosis and when diagnosed at an early 
stage is completely curable. It is unusual in women of normal weight 
so avoidance of obesity is an important preventive measure. Women 
who are prescribed HRT should be carefully monitored and all 
women must be warned to report any unusual uterine bleeding to 
their doctor. When cancer of the body of the uterus is diagnosed at an 
early stage treatment by hysterectomy is completely successful. 
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7 

CANCER OF THE SKIN 

There are two types of skin carcinoma, non melanoma skin cancer 
(NMSC) and malignant melanoma (MM). 

Non melanoma skin cancer 

NMSC is the most common malignancy in white populations. In 
Ireland it accounts for approximately 25% of all new cases of cancer 
registered in the Southern Tumour Registry5 and a similar proportion 
of new cases treated at St. Luke's Hospital Dublin, a national 
radiotherapy and oncology centre. There are about 60-70 
deaths/year from NMSC in this country3. It is classified into two types 
depending on the cell of origin namely squamous cell carcinoma 
(scc) and basal cell carcinoma (bcc) sometimes called rodent ulcer. 
There are geographical differences in the occurrence of NMSC28. 
White skinned races who live in low latitude countries such as 
Australia, New Zealand and the southern US have high rates. Ireland 
also has high rates and the predisposition of persons with 'celtic' 
ancestry to develop skin cancer has been described in many studies. 
Both inherited and environmental factors are important in the 
development of this cancer29 • 

Persons with pale skin, light-coloured eyes (blue/green/grey) and 
fair/red hair are identified as being susceptible to the development of 
skin cancer. Skin which tends to freckle and which develops sunburn 
easily and a family history of skin cancer are risk markers for this 
tumour3D This phenotype (personal characteristics) indicates a 
genetic predisposition .to skin damage by sun and is seen in its most 
extreme form in a hereditary disease, xeroderma pigmentosum, in 
which a defect in repair of skin cells following damage by ultraviolet 
(UV) radiation leads to the development of multiple skin cancers. 
There are other rare hereditary diseases which similarly increase 
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susceptibility to skin cancer. 

The major environmental factor in the development of NMSC is 
exposure to UV radiation from the sun. The most dangerous part of 
the UV spectrum is the UV-8 range (290-320 nanometres) and the 
peak exposure period is between the hours of 11 a.m. and 1 p.m. 
Depletion of the ozone layer, a current concern, enhances the 
penetration of UV-8 and may be expected to increase skin cancer 
rates. Artificial UV radiation in the form of sunbeds and sunlamps also 
adds to' the population dose even though UV-8 levels are very low in 
equipment ~hich is properly maintained. Regular exposure to artificial 
UV radiation increases risk of skin cancer. 

It has been shown in many studies that it is constant cumulative 
exposure to UV radiation which causes NMSC; it occurs in the main 
in persons over 60 years of age, more commonly on sun-exposed 
areas such as the face and on ears in men and legs ,in women 3Q. ICis 
also more common in fYels·ons with outdoor occupations such as 
fishermen and farmers. 

Other environmental carcinogens can cause skin cancer. Tar, pitch 
and mineral oil which contain polycyclic aromatic hydrocarbons 
(PAHs) which are similar to the carcinogens in tobacco smoke can 
cause skin cancer in those who come in contact with them; the first 
occupational cancer described was cancer of the skin of the scrotum 
in chimney sweeps due to exposure to soot. Arsenic is also 
carcinogenic. NMSC also occurs in persons who have been 
prescribed immunosuppressive drugs, for example following a renal 
transplant or in the treatment of certain types of cancer. 

The prognosis for NMSC is excellent. The cancer is 100% curable in 
the early stages by either surgery or radiotherapy. It is only when the 
early signs are ignored and it spreads into the deeper tissues that it 
can cause death. Deaths from NMSC should be very few since it 
responds well to treatment. 
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Malignant Melanoma 

Unlike NMSC malignant melanoma (MM) is a rare cancer and 
unfortunately it does not have such a good prognosis. It occurs in the 
pigmented cells of the skin and spreads widely at an early stage. In 
Ireland it causes about the same number of deaths per year as 
NMSC, approximately 603, but it occurs much less frequently. One
third of the deaths occur in the under sixty age group so it can occur 
at quite a young age. Rates are increasing particularly in northern 
European countries and Ireland too has shown a slight increase in 
deaths over the past 10 years or S03'. Some risk factors for MM are 
similar to those for NMSC. The personal characteristics which 
predispose to risk are similar; pale skin, light eye colour and fair/red 
hair are markers for increased susceptibility3'.32 . 

The presence of large numbers of pigmented naevi (moles) also 
increase the risk of developing this cancer 32. The effect of 
environmental exposure to UV radiation operates somewhat 
differently to that in NMSC33. MM is more common in those who have 
indoor occupations and frequently occurs on the trunk as well as on 
the more regularly sun-exposed parts of the body. Recent research 
has shown that a history of episodes of sunburn, particularly with 
blistering, predisposes to MM33 Therefore it seems that severe 
burning of the skin on one or more occasions rather than regular 
lifetime exposure to UV radiation increases the risk of this malignant 
tumour. 

Prevention of skin cancer 

It has been said that NMSC is a cancer of occupational sun exposure 
whereas MM is a cancer of recreational sun exposure. Prevention of 
both NMSC and MM can be achieved by a sensible approach to 
exposure to the sun and to a lesser extent artificial forms of UV 
radiation. Many countries have recognised the danger of the 
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continuing fashion for an all-year-round tan and Australia in particular, 
which has the highest rates of skin cancer in the world has initiated a 
very persuasive preventive campaign encapsulated by the catchy 
jingle 'Slip on a top, slop on a sunscreen, slap on a hat'! 

Commonsense rules for the prevention of both types of skin cancer 
are as follows: 
a. Avoid sunburn. 
b. Be very careful about time of day in exposure to sunlight. The 
hours between of 11 a.m.and 1 p.m. account for almost 50% of UV-B 
exposure and are therefore the most dangerous time. 
c. Wear protective clothing in very hot sun - shirts and hats. 
d. Tan slowly and use effective sunscreens. 
e. Be prudent in the use of sunbeds and sunlamps. 
f. Those using mineral oilltar/arsenic at work must protect skin and 
wash carefully at the end of the working day. 

-- "Early-detect ion-

The Irish Cancer Society and other· cancer education bodies have 
issued advice regarding early detection of skin cancer. A person who 
develops any of the following signs or symptoms should seek medical 
attention:-

Non melanoma skin cancer: 
1. The development of a warty growth which increases in size 
2. A change in a preexisting wart, particularly the development of a 
thickened or rolled edge 
3. Bleeding or oozing. 
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Malignant melanoma: 
Any. change in an ordinary pigmented mole such as 
1. Any change or increase in size 
2. Itchiness 
3. Irregular outline 
4. Variations in colour 
5. Inflammation 
6. Bleeding or crusting. 
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8 

LEUKAEMIA 

There are various types of leukaemia but all share in common that 
they occur in cells that circulate in ihe blood and arise for the most 
part in bone marrow. They represent overall only 5% of total new 
cases of cancer each year and are therefore an uncommon form of 
human cancer. However, they have been much studied because of 
the ease with which blood can be sampled and examined. 

In Ireland they account for about 170 deaths each year3, less than 3% 
of all deaths from cancer. However, unlike most cancers, leukaemia 
can occur in childhood and is second to accidents as the cause of 
death in children under 15 years of age in western countries. It is 
therefore a cancer of particular interest. The great majority of 
leukaemias in children are acute lymphatic (lymphoid) leukaemia. 
(ALl:). Other types of le"uKaemia occur" more commonlyin adults aged 
over 50 years and have not been as well researched as ALL. 

The causes of leukaemia are not well understood. Some inherited 
conditions predispose to leukaemia but these are all rare. It is well
known that exposure to high doses of ionising radiation can cause 
leukaemia and other cancers in humans; studies of survivors of the 
atomic explosions in Japan have provided evidence for this34 • 

However the effect of low doses of radiation is not well-understood. 
There has recently been considerable research into clusters of cases 
of ALL in the vicinity of nuclear establishments in the UK, the best 
known of which is the reprocessing plant in Sellafield in Cumbria3S. 

Two hypotheses to explain this phenomenon have recently been 
published. One suggested 36 that leukaemia is a rare response to a 
common viral infection and that increases seen in Sellafield and 
elsewhere are due to influxes of people into previously isolated rural 
communities where immunity to the postulated infection was low. The 
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other3? suggested that childhood leukaemia may in some cases be 
due to the fathers' exposure to relatively low doses of radiation prior 
to the conception of the child. However knowledge of the aetiology of 
leukaemia is incomplete and clusters also occur in areas remote from 
any nuclear establishments. 

Recent studies of ALL in Ireland 6 and Northern Ireland3B found little 
evidence of an effect in Ireland from current levels of ionising 
radiation. In the study in Ireland 6 which covered the time period 1971-
1983 there was a small increase in new cases in the east coast in the 
mid 1970s of about 2 additional cases per year, but subsequent to 
1976 this was not apparent. It was impossible to link this increase to 
radiation levels. The rates for Ireland as a whole were similar to those 
in western populations. The Northern Ireland study3B also showed no 
increase in ALL. However it is most important, given the uncertainty 
and lack of precise knowledge of the health effects of very low doses 
of ionising radiation, that both monitoring of levels and research into 
health effects of radiation should be continued. 

There have been considerable improvements in the treatment of 
leukaemia, in particular ALL in children. With new treatment options 
the majority of children with the condition now recover. This is one of 
the cancers in which there have been significant advances in therapy. 
These improvements give cause for optimism that soon equally 
effective treatments may become available for other cancers. 
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CONCLUSION 

It has only been possible in this publication to survey briefly the most 
important evidence in relation to some of the more common cancers 
of western society. More detailed information may be obtained by 
consulting papers cited in the list of references and the books listed 
as additional reading. There is still a great deal to be learnt about 
cancer, and indeed about many other common illnesses. However, 
we do know that there are certain measures that we can take to 
reduce our risk of cancer. We have strong evidence that avoidance of 
tobacco smoking prevents the majority of lung cancers as well as 
other less common cancers and heart disease and stroke. A sensible 
approach to the sun, sunbeds and sunlamps will reduce risk of skin 
cancer; it is also important to seek medical advice if any change is 
noticed in a wart or mole .§in_cjl early treatment gives. good results. 
Moststudies suggest that our current national diet should be modified 
to reduce consumption of fat and to increase intake of fresh fruit and 
vegetables and high fibre cereals and that such a change would 
result in lower rates of cancers of the large bowel, breast and body of 
the uterus. It is also wise to keep alcohol consumption within 
reasonable limits. 

Information on the management of established cancer is beyond the 
scope of this short book and is more appropriately obtained by 
discussion with the family doctor or cancer specialist. However it can 
be stated that new and improved treatment options are constantly 
being developed and have resulted in increased survival for patients 
with cancer as well as a much better quality of life for persons with the 
disease. In spite of these considerable advances there is still a need 
to increase our knowledge of the cancer process and it is vital 
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therefore that research into causation, prevention and management 
of cancer continues, so that new and improved understanding of the 
disease may enable us to reduce the burden of cancer on our 
community. 
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