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Mortality from Breast Cancer (2003-2007)
Age-standardised rate (World), age (0-85+)
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Mortality from Colon, rectum and anus Cancers
Age-standardised rate (World), age (0-85+): Male (2003-2007)
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Mortality from Colon, rectum and anus Cancers
Age-standardised rate (World), age (0-85+): Female (2003-2007)
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Mortality from Breast Cancer
Age-standardised rate (World) all ages
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Mortality from Colon, rectum and anus Cancers
Age-standardised rate (World), Male all ages
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Mortality from Colon, rectum and anus Cancers
Age-standardised rate (World), Female all ages
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Breast
cancer

Population

Age-standardised
Incidence rate

Switzerland, Geneva (1998-2002) 103.0
USA, SEER (9 Registries): White (1998-2002) 97.1
France, Bas-Rhin (1998-2002) 93.9
Italy, Varese Province (1998-2000) 91.9
The Netherlands (1998-2002) 90.3
Australia, Victoria (1998-2002) 83.9
Denmark (1998-2002) 83.7
Canada (1998-2002) 80.7
Finland (1998-2002) 80.6
UK, Scotland (1998-2002) 79.2
Sweden (1998-2002) 78.9
Norway (1998-2002) 71.0
Spain, Navarra (1998-2002) 66.2
Singapore: Chinese (1998-2002) 56.4
Slovakia (1998-2002) 46.9
Japan, Osaka Prefecture (1998-2002) 32.0

Source: Cancer Incidence in Five Continents, Volume IX




Colorectal
cancer
(males)

Population

Age-standardised

incidence rate

Slovakia (1998-2002) 52.5
France, Bas-Rhin (1998-2002) 48.7
Australia, Victoria (1998-2002) 48.3
Singapore: Chinese (1998-2002) 46.0
Italy, Varese Province (1998-2000) 43.4
UK, Scotland (1998-2002) 43.1
Canada (1998-2002) 42.6
Norway (1998-2002) 40.7
The Netherlands (1998-2002) 39.8
Spain, Navarra (1998-2002) 39.4
Denmark (1998-2002) 39.3
USA, SEER (9 Registries): White (1998-2002) 37.9
Japan, Osaka Prefecture (1998-2002) 37.4
Sweden (1998-2002) 30.0
Finland (1998-2002) 25.6

Source: Cancer Incidence in Five Continents, Volume IX




Colorectal
cancer
(females)

Population

Age-standardised

incidence rate

Australia, Victoria (1998-2002) 33.1
Norway (1998-2002) 32.7
Singapore: Chinese (1998-2002) 31.7
Denmark (1998-2002) 29.8
Canada (1998-2002) 29.4
The Netherlands (1998-2002) 28.7
USA, SEER (9 Registries): White (1998-2002) 27.9
Italy, Varese Province (1998-2000) 27.5
UK, Scotland (1998-2002) 27.5
Slovakia (1998-2002) 26.7
France, Bas-Rhin (1998-2002) 26.1
Switzerland, Geneva (1998-2002) 24.9
Sweden (1998-2002) 23.4
Spain, Navarra (1998-2002) 22.1
Japan, Osaka Prefecture (1998-2002) 21.7
Finland (1998-2002) 19.5

Source: Cancer Incidence in Five Continents, Volume IX




Breast
Age Standardised Incidence Rate (World), age [0-85+]
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Colon, rectum and anus
Age Standardised Incidence Rate (World), Male age [0-85+]
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Colon, rectum and anus
Age Standardised Incidence Rate (World), Female age [0-85+]
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Age-standardised relative survival from breast
cancer by survival time and period of diagnosis
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Age-standardised relative survival from colorectal
cancer by survival time and period of diagnosis
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% surviving
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Some factors to consider in population-based
survival comparisons

Data quality factors Tumour-related factors
Population coverage Extent of disease
Completeness of ascertainment Site (and sub-site) of tumour
Accuracy of registration Tumour morphology
Completeness of follow-up Tumour biology

‘Death certificate only’ registrations

Host factors Health care-related factors
Age Screening

Sex Diagnostic facilities
Socio-economic status Treatment facilities

Race/Ethnicity Quality of treatment

Co-morbidity Follow-up care

Mortality from other causes
Behaviour



% surviving

Colorectal cancer diagnosed 1995-99. Five year relative survival vs survival
conditional on surviving at least one year
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Absolute excess death rates (breast cancer)

Follow-up interval: 0—1m.
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Excess deaths per 100 person—years

Excess deaths per 100 person—years
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Important observation

* The survival deficit (the excess mortality) in England
IS mainly in the older patients

» ... and mainly in the short term after diagnosis

2
&




Figure 1 Excess death rates among
patients with colon cancer in England,
Norway and Sweden (2001—-2004)
by age at diagnosis and period of
follow-up.
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Fig. 1 =Excess death rates among colon mncer patients in s odoeconomic quintiles in England 2001-2004, by age at disgnosis
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Percentage change in age specific cancer
mortality rates from 1995-97 to 2003-05
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EUROCARE high resolution study of colorectal cancer:
Relative risk of death within 3 years of diagnosis

Registry Model 1 (sex | Model 2 Model 3 Model 4

(No of + age + site) | (model 1 + (model 2 + (model 3 +

cases) stage) surgery — staging
resected procedurest
cases only) |_ resected

cases only)

Mersey 1.15 1.10 1.01 0.99

(207)

Thames 1.41* 1.37* 1.25 1.19

(176)

*P<0.05 tStaging procedures = no of LNs examined and liver imaging

Source: Gatta et al. Gut 2000:47:533-8.




Table 1 Colorectal cancer cases by registry, period of diagnosis, sex, age, and site.
EURODCARE kigh resolution study on colorectal cancer

Toal Period of  Males Age 75+ Colon
Country Eegistey Foe 17 study ) M) Pal
Iealy Varese 445 Qi 33 37 62
Modena 306 G-91 52 32 63
France Calvados 262 Qi 47 40 52
Somme 228 Qi &0 3B G4
Cote d*Or 237 Qi B 46 L]
The Metherlands Rotterdam 202 O 4 40 63
Eindhowven 236 a1 52 33 it
Spain (Granada 173 Qi 51 3 34
UK Mersey 207 Qi 48 47 58
Thames 176 Q0 47 43 35
Poland Cracow 228 BE-HD 42 21 52
Total All regisiries 2T20 BE-01 51 37 Gl

Table 2 Three year ohserved survival (3 v surv) and distribution of cases by Dukes’ stapge and stape determinants,
according to registry. EURODCARE high resolution study on colorecral cancer

% Dhiseribunion of
Dhukes” stage™ Stage delerminanis
12 or mome nodes Liver tmaging

Regisiry (No of cases) 2y surn () A+B o ] i axmminedy performed
Warese (145) 40 50 i) 27 ] 21 80
Modena (306) 50 48 24 17 11 i1 L]
Calvados (263) 53 45 20 24 11 23 7
Somme (228) 50 43 19 21 17 4 63
Céte d"Or (237) 50 57 25 14 4 20 g2
Rotterdam (202) 48 58 20 15 ] 2 50
Eindhoven (256) 55 55 19 21 3 5 50
Ciranada (173) 4 4 23 9 17 31 40
Mersey (207) 34 40 23 23 14 15 57
Thames (176} 38 42 24 23 11 10 45
Cracow (228) 25 21 18 21 30 10 4+
All registries (27207 48 46 g | ) | 15 i4 )
% 3 y survival 44 T3 45 11 26
Highest} 50 5 55 25 54
Lowestf 25 56 28 fi a
BRI of desth {lowest © highest) 2.6 EX] 21 a0 41

=A+H, confined to the bowel wall; C, lymph nodes involved; I, distant metastasis; na, not available.

$0n "resected”™ patients
fHighest and lowest survival by registry.



2408 FOLKESSOMN ET AL.

TABRLE 0 - CHARACTERISTICS OF THE STUDY POPULATION OF RECTAQ%:EAHCNE_E__I PATIEMTS" AGE <%0 YEARS IN 1997 IN THE WORDIC COUNTRIES AND

Diesnamark Finland Te and MNiorway Swaden Seotland
N oy 142 f3 "7 1293 T4 pvale?
(%) (%) (%) (%) (%) (%)
Age in years
—50 23.2 2309 | 199 18.7 29 002
G069 271 ni 325 276 21 26.7
TO=79 213 324 25 i50 g4 22
2029 17.4 13.4 14.5 174 198 182
Sex
Male 5813 556 G6l.s 582 580 621 .53
Female 41.7 444 g6 418 411 i7To
Stage <0.001
| 124 16.2 2.1 244 2.0 1K
1 288 il 265 269 275 275
I 280 254 16.9 262 269 2590
v 19.2 14.1 253 15.1 16.4 13.7
Missing 11.7 13.4 7.2 74 g3 123
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England’s response to these observations

The National Awareness and Early Diagnosis
Initiative (NAEDI)

« Announced in the English Cancer Reform Strategy (2007)
* Co-led by CR-UK and DoH

« Aim is to coordinate a programme of activity to support local
Interventions to raise public awareness of symptoms and
signs of cancer, and to encourage people to present sooner

* Also encompasses a programme of research

* Much of the evidence underpinning NAEDI was published in
a supplement to the British Journal of Cancer (3 December
2009).



Certainly there is some evidence that..

* Public awareness of warning signs is low (esp. among
males, younger people, lower SES, and ethnic minorities).

« Some patients present long after the onset of symptoms.

* GPs are sometimes slow to refer.

« Some reasons for pre-hospital delays have been identified.

« Sometimes, there are some perceived barriers to consulting.
* There are delays in hospital.

* Individual and community interventions may promote
awareness and early presentation.

BUT

 Delay is not synonymous with advanced stage — don't forget
tumour biology



Colorectal cancer diagnosed 2002: the delay-survival paradox
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The walting time paradox: the
colorectal cancer example...

arm or any serious symptoms ague symptoms
A Al i t B v "
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Figure 3 Estimated 3-year mortality odds ratios (ORs) as a function of the diagnostic interval (time from first presentation of symptoms in primary care
until diagnosis) analysed for colorectal cancer patients presenting with (A} alarm symptoms of cancer or symptoms related to any serious illness and
(B) vague or ill-defined symptoms not directly related to cancer or any other serious illness. We adjusted for tumour site (colon/rectal), Charlson
Comorbidity Index (0/1 -2/=3), age (18-5%/60-74/=75), and sex. The solid curves indicate adjusted estimates with point-wise 95% confidence limits in
grey. The dashed curves indicate crude estimates. The grey spikes show the distribution of the diagnostic intervals on a squared scale. The grey horizontal
lines indicate the chosen reference point of 4 weeks (28 days).

Source: Torring ML et.al. Time to diagnosis and mortality in colorectal cancer: a cohort
study in primary care.Br J Cancer 2011;104:934-40.



Lawder et al. BMC Public Health 2010, 10:330
httpfwww.biomedcentral.com/1471-2458/10/330

BMC
Public Health

RESEARCH ARTICLE Open Access

s the Scottish population living dangerously?

Prevalence of multiple risk factors: the Scottish
Health Survey 2003

Richard Lawder!, Oliver Harding?, Diane Stockton!, Colin Fischbacher'3, David H Brewster!3, Jim Chalmers'3,
Alan Finlayson' and David | Conway*!4

40.0 q 2448
a5.0 1,080 T
30.0 T
2510
# 200 107
15.0 768 £
10.0 £
50 164 173
0.0 I_PI T T T T T l_I—l ]
0 1 2 3 4 5
Mumber of ris k factors
Figure 1 Risk factor prevalence and 95% Confidence Intervals
among the adult population. numbers indicated above bars repre-
sent respondents




Mortality - males

Fig. 3(b) West Midlands males

Fig. 3(a) Scotland males
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Characteristics of patients dying within 30 days of diagnosis
of breast or colorectal cancer in Scotland, 2003—-2007

DH Brewster ', DI Clark', DL Stockton', A) Munro® and RJC Steele’

NInformation Services Division, NHS National Senices Scotland, Gyle Square, | South Gyle Crescent, Edinburgh EH 12 9EB, UK “Department of Surgery
and Mdlecular Oncology, Ninewells Hospital and Medical School, Dundee DDI 957, UK

BACKGROUND: Recent research has shown that most of the excess risk of death following breast and colorectal cancer in England

compared with Morway and Sweden occurs in older age groups duning the first year, and especially in the first month of follow-up.

The aim of this study was to explore the characteristics of patients dying within 30 days of being diagnosed with one of these cancers

in Scotland during 2003 —2007.

METHODS: Anonymised cancer registry records linked to hospital discharge and death records were extracted. The study population

was divided into patients who died within 30 days of diagnosis (cases) and those who survived beyond this threshold (controls).

Differences in patient-, tumour-, and health service-related characteristics were assessed using the y’-test and logistic regression.

RESULTS: Patients dying within 30 days were more likely to be elderly and to have experienced emergency admission to non-surgical

specialities. Their tumours were less likely to have been verified microscopically, but they appeared more likely to be of high grade

and advanced in stage. A substantial number of patients died from causes other than their cancer.

{_UI\K_LUS-H_}N The&e results suppest that early mm:alltg,f after a dlagnrjsls of breast or colorectal cancer may be partly due to
Ly & le fa - - adva gse. Further research is required to determine the precise

explanatlun for these findings and, in par'r_lcular if any putentlally avoidable factors such as delays in presentation, referral, or diagnosis

exist

British joumal of Cancer (201 1) 104, 60—-67. doi:10.1038/5).bjc 6606036  www bjcancercom

© 201 | Cancer Research UK

Keywords: breast neoplasms; colorectal neoplasms; co-morbidity; mortality; Scotland; survival



British Journal of Angesthesia V02 (3): 297306 (20049)
doi: 10.1093/bja/aend0|

REVIEW ARTICLES

@ Smoking and alcohol intervention before surgery: evidence for
best practice

H. Tennesen'*, P. R. Nielsen?, J. B. Lauritzen? and A. M. Meller?

'"WHO Collaborating Centre for Evidence Based Health Promotion in Hospitals and Health Services and
:t']ri‘fmpedi{' Department, Bispebjerg University Hospital, DK-2400 Copenhagen, Denmark.

*Pain Clinic, The Neuroscience Center, Rigshospitalet, University of Copenhagen, Blegdamsvej 3,
DK-2100 Copenhagen, Denmark. *Department of Anaesthesiology, Herlev University Hospital,
Herlev Ringvej, DK-2730 Herlev, Denmark
*Corresponding author. E-mail: hanne.tonnesen @ bbh. regionh.dk

Smoking and hazardous drinking are common and important risk factors for an increased rate
of complicadons after surgery. The underlying pathophysiological mechanisms include organic
dysfuncdons that can recover with abstinence. Abstinence starting 3—8 weeks before surgery
will significantly reduce the incidence of several serious postoperative complications, such as
wound and cardiopulmonary complications and infections. However, this intervention must be
intensive to obtain sufficient effect on surgical complications. All patients presenting for
surgery should be questioned regarding smoking and hazardous drinking, and interventions
appropriate for the surgical setting applied.

Br | Anaesth 2009; 102: 297-306

Keywords: alcohol, drinking; complications, postoperative; lifestyle intervention; risk factors;
smoking; surgery
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Breast and Colorectal Cancer mortality
In Scotland — can we do better?

Our statistics on incidence, survival,
and mortality, and on the prevalence of
lifestyle risk factors suggest that we can



