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1. BACKGROUND 
The Cancer Council NSW commissioned Access Economics to undertake a systematic 
analysis of the nature and extent of the financial impact of cancer on individuals and society 
(in NSW).  The report aims to identify all existing financial and income support programs 
available to people with cancer, their families and carers, and will be used as the basis for 
guides on the expected cost of cancer to patients and their families. 

This report focuses on a select list of 13 cancers or cancer groups (see Table 1-1).  The list 
was based on the cancers with the highest levels of incidence, deaths and costs.  Some 
cancers were also grouped together due to having similar prognosis, location in the body, 
and costs.  This list was developed in consultation with the Reference Group for the study, 
which comprised: 

!!!! Gillian Batt, Christalla Ioannou, Britt Granath, Dianne O�Connell and Anita Tang from 
the Cancer Council NSW; 

!!!! Professor Afaf Girgis and Belinda Marks from Centre for Health Research and Psycho-
oncology (CHeRP); 

!!!! Dr Dalley from St Vincent�s Hospital; and 

!!!! John Newsom, a cancer consumer. 

Throughout this report costs are reported by primary cancer (i.e. regardless of whether the 
cancer has metastasised to other parts of the body). 

TABLE 1-1  CANCERS ANALYSED IN THE STUDY 

Melanoma Bladder Cancer 
Colorectal Cancer5 Kidney Cancer 
Prostate Cancer Stomach, Liver and Pancreatic Cancer 
Breast Cancer Uterine, Ovarian and Cervical Cancer 
Lung Cancer Brain Cancer 
Non-Hodgkin�s Lymphoma Head, Neck and Thyroid Cancer 
Leukaemia  

Cancers not specifically analysed in this study include non-melanoma skin cancers, gall 
bladder cancer, bone and connective tissue cancers, testicular cancer, multiple myeloma, 
Hodgkin�s lymphoma and mesothelioma, among others. 

                                                
5 Includes colon, rectum and anus. 
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2. CANCER IN AUSTRALIA 

2.1 WHAT IS CANCER? 

Cancer is not one disease but many, each with distinctive characteristics that vary according 
to the cancer's type and location.  A common feature of all cancers is that abnormal cells 
multiply and spread out of control.  Cells normally divide and multiply in a controlled manner 
to form organs.  Abnormal cells will divide and keep on multiplying in an uncontrolled 
manner, resulting in a tumour.  Abnormal cells can come about as a result of the cell being 
affected by a chemical or other substance (a carcinogen) affecting the DNA of the cell or as 
the result of a random genetic mutation. 

Tumours are described as being benign (not a cancer) or malignant (a cancer).  The main 
difference between these two types is that a benign tumour does not spread into other 
tissues, while cancer cells from a malignant tumour can spread and intersperse with other 
tissue cells and can be carried through the blood stream or lymphatic system to all parts of 
the body.  This can result in secondary cancers forming at completely different locations to 
the primary cancer (the first occurring cancer site).  This process of cancer spreading to 
other organs and parts of the body is referred to as metastasis. 

All the body�s organs and physiological systems can be affected by cancer.  There are more 
common sites of cancers than others largely due to the increased likelihood of genetic 
mutation associated with a site�s cell multiplication rate (for example, the skin, intestine and 
bone marrow); the site�s increased exposure to carcinogens (for example, the lungs and 
liver) or the site�s increased likelihood of receiving abnormal cells from a primary site (for 
example, leukaemia). 

What causes cancer in the first place and the rate of spread is different from person to 
person.  There are different risk factors associated with different cancer sites.  General risk 
factors for a broad range of cancers include; genetic inheritance or family history;  tobacco 
smoke (direct and environmental); ultra violet radiation from sun exposure; diet; physical 
inactivity; overweight/obesity; socioeconomic factors (e.g., education); ethnicity; viruses (e.g. 
HIV, Hepatitis B, human papilloma virus); and environmental factors associated with 
occupation or place of residence (e.g. industrial irritants, chemical carcinogens, asbestos, 
inorganic arsenic components, fumes).  

There are different presenting symptoms, diagnostic methods and treatments for different 
cancers.  The diagnosis and subsequent treatment pathway is varied and complex 
depending upon the organ/s involved, the stage of the cancer/s, the wellbeing of the patient 
and the responsiveness of the cancer to treatment.  Furthermore, many treatments 
themselves have a wide range of negative side-effects, both in the short-term and in the 
long-term. 

2.2 TREATMENT PATHWAYS 

2.2.1 DIAGNOSIS AND INVESTIGATIONS 

Diagnostic methods and investigations are concerned with whether the person has cancer, 
determining the site and size of the cancer, and whether the cancer is malignant (whether 
other organs have been affected).  Diagnostic methods include physical examination; tissue 
biopsy; blood tests; urine tests; x-rays; and scans (CT scans, bone scans, isotope scans, 
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MRI scans, PET scans, ultrasound scans, mammograms).  Once a diagnosis of cancer is 
confirmed, investigations are used to determine whether other organs have been affected, 
and to monitor the cancer growth, future spread and the effectiveness of treatment. 

An important part of the investigations and subsequent treatment planning is to determine 
the staging of the cancer.  A common staging system used for cancer is known as the �TNM 
system� (Tumour, Nodes, Metastases).  The clinician determines a value for each 
component based on the diagnostic workup of the primary cancer site and investigations for 
secondary cancers.  For the tumour component, the �T� followed by a number between 1 and 
4 shows how far the tumour has invaded the affected organ.  A higher value means the 
cancer has penetrated further in the affected organ or surrounding tissue.  For the node 
component, the �N0� indicates that there is no spread to lymph nodes near the tumour, while 
�N1� indicates that there is metastasis to nearby lymph nodes.  For the metastases 
component, the �M0� means there is no distant metastasis while �M1� means there is distant 
metastasis.  To have a score of M1, there has to be evidence the cancer has spread away 
from the area. 

2.2.2 TREATMENT AND CARE OPTIONS 

The treatment of cancer involves many aspects of the health and welfare system.  Many 
medical and allied health professionals and others become involved in the diagnosis, 
treatment and care of a patient with cancer. 

2.2.2.1 SURGERY 

Surgery attempts to prevent the spread of cancer into other organs as the abnormal cells are 
taken out with the cancer.  Surgery is carried out usually in conjunction with other treatments 
when it is decided that the cancer is accessible and the risk of surgery is outweighed by the 
probable positive outcome from the removal of the cancer.  As cancer occurs at a cellular 
level, there is no guarantee that all the cancerous cells have been removed.  However, in 
most cancers, surgery in conjunction with the other treatment options gives the patient a 
better chance of a positive outcome (remission or cure) or longer life. 

Depending on the location and size of the tumour, surgery can have significant and 
permanent negative impact on the person�s quality of life.  For example, the loss of limbs can 
reduce mobility and the person�s independence, brain surgery can have significant impacts 
on cognitive functioning, personality, vision and speech, and a laryngectomy can partially or 
fully remove the ability to speak. 

2.2.2.2 CHEMOTHERAPY 

Chemotherapy is the use of drugs to treat cancer by killing or slowing down the growth of 
cancer.  Chemotherapy mainly affects fast growing cells, so normal fast growing cells (such 
as hair) can also be affected.  However, normal cells can usually recover better than cancer 
cells.  The aim of chemotherapy on its own or in combination with other treatments is to cure 
the cancer, relieve symptoms, assist in the effectiveness of other treatments (e.g. surgery) or 
extend survival times.  Chemotherapy can be given orally, applied to the skin, through 
injections or intravenously.  There are cycles of treatments and the number of cycles and 
frequency depend on the cancer being treated and the drugs being used.  Chemotherapy 
can be time consuming for the patient and the side-effects (e.g. fatigue, nausea, vomiting, 
bowel problems, mouth problems, hair loss, and effects on the blood, muscles and nerves) 
can seriously affect quality of life while undergoing treatment.  Chemotherapy can also 
increase the risk of other infections, which further reduces quality of life. 



  
 

  

Cost of Cancer in NSW

16

Long-term impacts of chemotherapy include (Eiser 1998, and American Cancer Society 
2006a): 

!!!! reduced fertility and premature menopause; 

!!!! damage to the bladder and kidneys, especially following treatment with the drugs 
cisplatin, high-dose methotrexate, ifosfamide, and streptozocin; 

!!!! damage to the lungs, especially following treatment with the drug bleomycin; 

!!!! damage to the heart following treatment with anthracyclines; 

!!!! hearing loss, especially following treatment with the drug cisplatin; and  

!!!! abnormal growth in children due to nutritional inadequacies experienced during 
chemotherapy. 

2.2.2.3 RADIOTHERAPY 

Radiotherapy is the use of radiation to kill or damage the cancer cells to prevent the cancer 
from growing.  Normal cells in the treated area are also affected by the radiation but they 
tend to recover better than the abnormal cells of the cancer.  Like chemotherapy, the aim of 
radiotherapy on its own or in combination with other treatments is to cure the cancer, relieve 
symptoms, assist in the effectiveness of other treatments (e.g. surgery) or extend survival 
times.  Radiotherapy can be given from outside the body (external radiation) from a machine 
which directs radiation to the affected area or inside the body (internal radiotherapy � 
brachytherapy) by the use of implants containing radioactive material.  Like chemotherapy, 
external radiation treatment can be time consuming while internal radiation can be delivered 
through a hospital stay or short treatments in an outpatient setting.  Side-effects of 
radiotherapy include fatigue, loss of appetite, skin problems, hair loss, nausea, diarrhea, and 
dental problems if radiation used to treat cancers of the mouth, throat, neck and upper chest. 

Long-term impacts of radiotherapy include (Eiser 1998, and American Cancer Society 
2006b): 

!!!! secondary tumours, especially of the bone; 

!!!! reduced fertility, especially in girls if treated by abdominal radiation; 

!!!! fibrosis reducing the ability of the lungs to inflate, from lung radiation; 

!!!! reduced cognitive functioning and memory following radiotherapy to the brain, 
especially in children; and  

!!!! abnormal growth in children from cranial radiation. 

2.2.2.4 COMPLEMENTARY THERAPIES 

These are therapies that while not directly used to treat the cancer, are used by cancer 
patients to address side-effects of treatment and the patient�s overall wellbeing.  These 
therapies include medications, exercise, diet and counselling.  They may help support the 
patient, make them feel relaxed, treat pain, address risk factors, reduce the impact of side-
effects and/or help the patient cope in general with the impact of cancer and its treatment. 

2.2.2.5 ALTERNATIVE THERAPIES 

Alternative therapies are treatments that have not been proven to effectively treat cancer or 
its impacts through recognised clinical trials e.g., massage, meditation and aromatherapy.  
Cancer patients may seek out alternative treatments because of personal beliefs or if 
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conventional therapies have not worked, as a last resort.  While they may not be effective, 
they may be time consuming and costly, like conventional medicine. 

2.2.2.6 RECENT MEDICAL ADVANCES 

Biological Therapy (also called immunotherapy, biotherapy, or biological response modifier 
(BRM) therapy) uses the body�s immune system, either directly or indirectly, to fight cancer 
or to lessen the side-effects that may be caused by some cancer treatments.  BRMs occur 
naturally in the body and can be produced in the laboratory.  BRMs alter the interaction 
between the body�s immune defenses and cancer cells to boost, direct, or restore the body�s 
ability to fight the disease.  Biological therapies include interferons, interleukins, colony-
stimulating factors, monoclonal antibodies, vaccines, gene therapy, and nonspecific 
immunomodulating agents. 

Angiogenesis is a normal process in growth and development, as well as in wound healing, 
involving the development of new blood vessels.  However, it is also a fundamental step in 
the transition of tumours from a dormant state to a malignant state.  One promising avenue 
of cancer research is the study of angiogenesis inhibitors, a group of drugs that block the 
development of new blood vessels and thus may cut off the tumour's supply of oxygen and 
nutrients.  This in turn might stop the tumour from growing and spreading to other parts of the 
body. 

Cancer vaccines represent an emerging type of biological therapy that is still mostly 
experimental.  This means that cancer vaccines are only available to those who enroll in the 
many clinical trials under way to test vaccines as potential treatments for a wide variety of 
cancer types. 

Gene therapy is treatment that alters a gene.  In studies of gene therapy for cancer, 
researchers are trying to improve the body's natural ability to fight the disease or to make the 
cancer cells more sensitive to other kinds of therapy. 

Bone marrow transplantation is a procedure to replace bone marrow that has been 
destroyed by treatment with high doses of anticancer drugs or radiation.  Transplantation 
may be autologous (an individual's own marrow saved before treatment), allogeneic (marrow 
donated by someone else), or syngeneic (marrow donated by an identical twin). 

Laser therapy is the use of an intensely powerful beam of light to kill cancer cells. 

Photodynamic therapy involves treatment with drugs that become active when exposed to 
light.  These drugs kill cancer cells. 

Hyperthermia is a type of treatment in which body tissue is exposed to high temperatures to 
damage and kill cancer cells or to make cancer cells more sensitive to the effects of radiation 
and certain anticancer drugs. 

Cryosurgery is the selective exposure of tissues to extreme cold, often by applying a probe 
containing liquid nitrogen, to bring about the destruction or elimination of abnormal cells. 

2.2.2.7 PALLIATIVE CARE 

If cancer spreads or returns after treatment, and a cure is highly unlikely, the patient may 
undergo palliative care.  Palliative care is: 
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"a concept of care which provides coordinated medical, nursing and allied 
services for people who are terminally ill, delivered where possible in the 
environment of the person's choice, and which provides physical, psychological, 
emotional and spiritual support for patients, and support for patients' families and 
friends.  The provision of hospice and palliative care services includes grief and 
bereavement support for the family and other carers during the life of the patient 
and continuing after death."6  

Thus palliative care requires a combination of medical, nursing, social work, occupational 
therapy and physiotherapy, and aims to ease symptoms, help the patient deal with daily 
living and prepare for the likelihood of death. 

Table 1-1 summarises each of the 13 types of cancers (or cancer groups) considered, their 
risk factors, demographics, diagnostics and treatments. 

 

                                                
6 http://www.pallcare.org.au/Default.aspx?tabid=301 
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TABLE 2-1  TYPES OF CANCERS, RISK FACTORS, DEMOGRAPHICS, DIAGNOSTICS AND TREATMENTS 

Cancer Known Risk factors / Demographics* Diagnostics / Investigations Treatments** 
Melanoma Ultraviolet radiation; 

Family history; 
Fair complexion / red head; 
Older adults. 

Physical examination; 
Biopsy. 

Surgery (excision, skin grafts). 
 

    
    

Colorectal Cancer 
(includes rectum) 

Bowel polyps; 
Family history; 
Ulcerative colitis for more than 8 years; 
Diet; 
Over 50 years of age; 
Diabetes. 

Rectal examination;  
Barium enema;  
Sigmoidoscopy;  
Colonoscopy;  
CT scan;  
MRI;  
Ultrasound;  
CEA test; 
Blood tests and chest x-rays. 

Surgery (Colectomy, Colostomy, Anterior 
resection, Abdominoperineal resection);  
Chemotherapy; 
Radiation therapy. 

    
    

Prostate Cancer Older men over 65 years of age; 
Fatty foods; 
Father or brother had prostate cancer. 

Prostate specific antigen blood test; 
Digital rectal examination; 
Biopsy through transrectal 
ultrasound; 
Bone scan; 
CT scan. 

Careful monitoring; 
Surgery (prostatectomy, nerve-sparing,  
transurethral resection); 
External beam radiotherapy; 
Brachytherapy; 
Hormone treatment (reduce testosterone) 

    
    

Breast Cancer More common in women; 
Family history; 
Over 50 years of age; 
Overweight/obesity; 
Gynaecological/breastfeeding history; 
Previous proliferative breast lesion; 
Hormone replacement therapy >5 years; 
Smoking; 
Alcohol consumption. 

Mammogram; 
Ultrasound; 
Biopsy; 
Bone scan; 
Chest x-ray; 
Blood tests. 

Surgery (Breast-conserving, Mastectomy, 
Reconstructive); 
Radiotherapy; 
Chemotherapy; 
Hormone therapy. 
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Cancer Known Risk factors / Demographics* Diagnostics / Investigations Treatments** 
Lung Cancer Smoking; 

Passive smoking; 
Asbestos; 
Processing steel, nickel, chrome, coal 
Unusual under 40 years of age; 
Increase increases markedly after 50 years 
of age. 

Chest x-ray; 
CT scan; 
PET scan; 
Bone scan; 
Brain scan; 
Sputum cytology; 
Brushing and washing; 
Bronchial biopsy; 
Fine needle aspiration; 
Bronchoscopy; 
Mediastinoscopy; 
Video assisted thoracoscopic 
surgery; 
Thoracotomy. 

Surgery (lobectomy, pneumonectomy, 
segmental resection); 
Chemotherapy; 
Radiotherapy. 
 

    
    

Non-Hodgkin�s 
Lymphoma 

Immunodeficiency diseases; 
Immuno-supressant drugs; 
Various viruses. 

Biopsy (Excision, Needle); 
Gallium scan; 
CT scan; 
Chest x-ray; 
Blood tests; 
Bone marrow biopsy; 
PET scan. 

Chemotherapy; 
 Radiotherapy; 
Peripheral blood cell transplantation; 
Steroid therapy; 
Biological therapy. 

    
    

Leukaemia    
Blood � Acute 
Leukaemia (acute 
lymphoblastic or 
acute myeloid) 

Radiation exposure; 
Chemicals (e.g. benzene); 
Virus infection; 
Most common in children 0-4 years of age;  
Becomes less common in children after 10 
years of age; 
Increases again after 40 years of age. 

Bone marrow biopsy; 
Lumbar puncture; 
Chest x-rays. 

Induction chemotherapy; 
Consolidation chemotherapy; 
Maintenance chemotherapy; stem cell 
transplantation; 
Bone marrow transplantation; 
Radiotherapy; 
Steroid therapy. 
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Cancer Known Risk factors / Demographics* Diagnostics / Investigations Treatments** 
Blood � Chronic 
Leukaemia (chronic 
lymphocytic or 
chronic myeloid) 

No known risk for chronic lymphocytic; 
Chronic myeloid linked to high levels of 
radiation exposure; 
Chronic myeloid linked to the Philadelphia 
chromosome; 
Chronic lymphocytic rare in under 40 years 
of age; 
Both types more common after 60 years of 
age. 

Bone marrow biopsy;  
Chromosome/DNA analysis; 
Lymph gland biopsy; 
CT scan. 

Careful monitoring; 
Chemotherapy; 
Steroids; 
Immunotherapy; 
Stem cell transplantation; 
Bone marrow transplantation; 
Radiotherapy; 
Removal of spleen; 
Biological therapy. 

    
    

Bladder Cancer Male; 
Smoking; 
Chemicals (used in textiles, petrochemical 
and rubber industries); 
Pelvic radiotherapy. 

Urine test; 
Physical examination; 
Blood test; 
Intravenous pyelogram; 
Ultrasound; 
Cystoscopy and biopsy; 
CT scan; 
MRI. 

Surgery (cystectomy, transurethral 
resection, urostomy, bladder 
reconstruction); 
Immunotherapy; 
Radiotherapy; 
Chemotherapy. 

    
    

Kidney Cancer Increases with age; 
Polycystic kidney disease; 
Smoking; 
Analgesic medications containing 
phenacetin; 
Asbestos exposure; 
Cadmium exposure; 
Family history. 

Ultrasound; 
Intravenous pyelogram; 
Urine tests; 
Blood tests; 
Cystoscopy; 
Chest x-ray; 
CT scan; 
MRI. 

Surgery (radical nephrectomy, partial 
nephrectomy, keyhole nephrectomy); 
Arterial embolisation; 
Radiotherapy; 
 Immunotherapy. 
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Cancer Known Risk factors / Demographics* Diagnostics / Investigations Treatments** 
Stomach, Liver 
and Pancreatic 
Cancer 

   

Stomach Smoking; 
High salt diets; 
Family history; 
Infection with helicobacter pylori; 
Over 50 years of age; 

Endoscopy; 
Gastroscopy; 
Barium x-ray; 
Endoscopic ultrasound; 
CT scan; 
Chest x-ray. 

Surgery (partial or total gastrectomy); 
Radiotherapy; 
Chemotherapy. 

    

Liver Chronic alcohol abuse; 
Virus (Hepatitis); 

Blood tests; 
Biopsy; 
CT scan; 
Chest x-ray. 

Surgery; 
Chemotherapy; 
Intrahepatic radioactive spheroids. 

    

Pancreatic Alcohol; 
Chronic pancreatis; 
Diabetes; 
Gastrectomy; 
Over 65 years of age; 

CT scan; 
MRI; 
Ultrasound; 
PET scan; 
Endoscopy; 
Laparoscopy; 
Biopsy 

Surgery; 
Radiotherapy; 
Chemotherapy. 
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Cancer Known Risk factors / Demographics* Diagnostics / Investigations Treatments** 
Uterine, Ovarian 
and Cervical 
Cancer 

   

Uterine Endometrial hyperplasia; 
No children; 
Infertility; 
Overweight; 
High blood pressure; 
Diabetes; 
Hereditary non polyposis colorectal cancer; 
Taking oestrogen HRT without 
progesterone; 
Tamoxifen (used in the treatment of breast 
cancer); 
Over 50 years of age. 

Physical examination; 
Transvagina ultrasound; 
Hysteroscopy and biopsy; 
X-rays; 
CT scan; 
MRI; 
Blood tests. 

Surgery (hysterectomy); 
Radiotherapy; 
Hormone treatment; 
Chemotherapy. 

    

Ovarian Family history; 
Not having children; 
90% of cases women aged over 40 years 
of age. 

Physical examination; 
Blood tests; 
X-ray; 
Ultrasound; 
Biopsy; 
Laparotomy; 
CT scan. 

Surgery (laparotomy, hysterectomy, 
bilateral salpingo-oophorectomy, 
omentectomy); 
Chemotherapy; 
Radiotherapy. 

    

Cervical Smoking; 
Human Papilloma Virus infection; 
Multiple sexual partners; 
Cervical dysplasia. 

Papsmear; 
Colposcopy; 
Biopsy; 
Cone biopsy; 
Large loop excision of the 
transformation zone; 
Blood tests; 
Chest x-rays; 
CT scan; 
MRI; 
PET scan; 
Examination under anaesthetic. 

Surgery (Cone biopsy, Hysterectomy); 
Radiotherapy; 
Chemotherapy. 
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Cancer Known Risk factors / Demographics* Diagnostics / Investigations Treatments** 
Brain Cancer Prior radiation exposure to head. Clinical examination for neurological 

impairment; 
Biopsy; 
CT scan; 
MRI; 
PET; 
SPECT. 

Surgery (Biopsy, Debulking, Shunts); 
Radiotherapy; 
Chemotherapy; 
Steroid therapy; 
Anticonvulsant medication. 

    
    

Head, Neck and 
Thyroid 

   

Mouth and Larynx 
(includes lip) 

Ultra-violet radiation (lip only); 
Smoking; 
Alcohol abuse; 
Human Papilloma Virus infection. 

Physical examination; 
Biopsy. 

Surgery (excision); 
Radiotherapy; 
Chemotherapy. 

    

Oesophagus Alcohol abuse; 
Smoking; 
History of Barrett's oesophagus 
Previous cancer in head or neck; 
Over 50 years of age. 

Endoscopy; 
Gastroscopy; 
Barium x-ray; 
Endoscopic ultrasound. 

Surgery (partial oesophagectomy); 
Radiotherapy. 
 

    

Thyroid Radiation; 
More common in women. 

Biopsy; 
Thyroid scan. 

Surgery (removal of thyroid); 
Radiotherapy; 
Radioactive iodine treatment; 
Chemotherapy. 

* Only known risk factors are listed � for most cancers the major risk factors are unknown. 
** As alternative, complementary and palliative therapies are potential treatments for all forms of cancer, they are not separately listed here. 
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2.3 EPIDEMIOLOGY 

The following section describes the incidence, mortality, prognosis and prevalence (including 
active prevalence) of cancer in NSW7.  These data are subsequently used to estimate the 
costs of cancer.  For example, active prevalence data are used to disaggregate top-down 
estimates of the health costs of cancer into costs per person, while the prognosis data are 
used to estimate the duration of cancer and the likelihood that the individual will die. 

2.3.1 INCIDENCE 

It is a requirement under the NSW Public Health Act that the NSW Central Cancer Registry 
receives notification of all new cases of cancer in NSW.  Notification of cancer is a statutory 
requirement for all public and private hospitals, radiotherapy departments, nursing homes, 
pathology departments and outpatient departments.  When any of these institutions first 
diagnose or treat someone with cancer, they are required by law to notify the NSW Central 
Cancer Registry.  Some problems with these data include: 

!!!! they include cases under diagnosis (either undiagnosed or a diagnosis with an 
unknown primary site), and 

!!!! it is possible for one person to have more than one cancer and therefore to be counted 
multiple times. 

Nevertheless these data on the registry are of very high quality in terms of estimating the 
incidence of cancers in NSW. 

Incidence of cancer in NSW in 2005 was estimated based on age-sex specific incidence 
rates for each cancer in 2003 multiplied by age-sex specific populations in NSW in 2005. 

Most Common Cancers Overall 

In NSW in 2005 it is estimated that there were around 33,700 new cases of cancer, 
affecting 18,400 males and 15,200 females (around 0.5% and 0.4% of the male and 
female population, respectively).  The most common cancers were melanoma (10%), 
colorectal cancer (13%), prostate cancer (13%), breast cancer (13%) and lung cancer (9%).  
Together these account for 59% of all cancers. 

                                                
7 Sometimes total estimates do not add up due to rounding. 
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FIGURE 2-1  MOST COMMON NEW CANCERS, NSW, 2005 
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Other (4227)

 
Total number of cases in brackets. 

!!!! Age Distribution and Average Age of New Cases:  In terms of the number of new 
cases, most new cancers occur in older ages, on average at 66 years.  However some 
cancers, such as breast cancer and uterine, ovarian and cervical cancer experience a 
drop in new cases after 55 years, and many other cancers experience a drop in new 
cases after 75 years. 

FIGURE 2-2  AGE OF ONSET OF CANCER (YEARS) 
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!!!! Most Common Cancers in Children: In NSW in 2005 it is estimated that there were 
around 210 new cases of cancer in children aged 0 to 14 years (see Figure 2-3).  The 
most common cancers were leukaemia (34%), brain cancer (15%) and Non-Hodgkin�s 
Lymphoma (6%). 

FIGURE 2-3  NEW CANCERS IN CHILDREN (0-14 YEARS), NSW, 2005 
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!!!! Most Common Cancers in the Working Age Population: In NSW in 2005 it is 
estimated that there were around 13,900 new cases of cancer in the working age 
population (15 to 64 years), of which 6,800 were male and 7,100 were female (see 
Figure 2-4).  For males, the most common cancers were prostate cancer (20%), 
melanoma (15%), colorectal cancer (13%), and head, neck and thyroid cancer (9%).  
For females, the most common cancers were breast cancer (38%), melanoma (12%), 
colorectal cancer (10%) and uterine, ovarian and cervical cancer (9%). 

FIGURE 2-4  NEW CANCERS IN THE WORKING AGE POPULATION (15-64 YEARS), NSW, 2005 
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!!!! Most Common Cancers in the Older Population: In NSW in 2005 it is estimated that 
there were around 19,600 new cases of cancer in the older population (65 years and 
over), of which 11,500 were male and 8,000 were female (see Figure 2-5).  For males, 
the most common cancers were prostate cancer (28%), colorectal cancer (14%), lung 
cancer (12%) and melanoma (8%).  For females, the most common cancers were 
breast cancer (20%), colorectal cancer (18%), lung cancer (9%) and melanoma (7%). 

FIGURE 2-5  NEW CANCERS IN THE OLDER POPULATION (65+ YEARS), NSW, 2005 
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2.3.2 DEATHS 

The NSW Registry of Births, Deaths and Marriages receives notification of all deaths in 
NSW, and the accompanying Medical Certificate Cause of Death (issued by a doctor) 
includes whether cancer was an underlying cause or a significant disease that led or 
contributed to death (i.e. an associated cause).  However, the recording of the role of chronic 
diseases in cause of death data are not perfect, and many cancer patients may die from 
other causes.  For example, between 1997 and 2001 there were 177,046 deaths in Australia 
where cancer was recorded as an underlying cause, and a further 21,757 deaths in which 
cancer was recorded as an associated cause (ABS 3319.0.55.001)8. 

At the time of preparation of this report, the most recently collected mortality data for deaths 
from cancer was in 2003.  To put these data into the context of 2005, the estimated deaths 
from cancer in NSW in 2005 were based on age-sex specific mortality rates for each cancer 
in 2003 multiplied by age-sex specific populations in NSW in 2005.  This assumes that 
mortality rates did not significantly change between 2003 and 2005 � although it may be 
reasonable to assume that during this time mortality rates continued to decline as has been 
experienced over the past decade. 

                                                
8 ABS 3319.0.55.001 
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Most Common Cancers Causing Death 

In NSW in 2005 it is estimated that there were around 13,400 deaths from cancer, of 
which 7,600 were male and 5,800 were female.  Around 29% of all deaths in NSW are 
due to cancer9.  The most common cancers causing death were lung cancer (19%), 
colorectal cancer (13%), stomach, liver and pancreatic cancer (10%), prostate cancer (8%) 
and breast cancer (7%).  Together these account for 56% of all cancer deaths. 

FIGURE 2-6  MOST COMMON CANCERS CAUSING DEATH, NSW, 2005 
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Total number of deaths in brackets. 

!!!! Age Distribution and Average Age of Death: Similar to new cases, most deaths from 
cancer occur in older ages, with deaths occurring, on average, at 72 years. 

                                                
9 ABS 3303.0 
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FIGURE 2-7  AGE OF DEATH FROM CANCER 
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Average age of death in brackets. 

!!!! Most Common Cancers Causing Death in Children: In NSW in 2005 it is estimated 
that there were around 30 deaths from cancer in children aged 0 to 14 years (see 
Figure 2-8).  The most common cancers causing death were brain cancer (30%), 
leukaemia (29%) and Non-Hodgkin�s Lymphoma (9%). 

FIGURE 2-8  DEATHS FROM CANCER IN CHILDREN (0-14 YEARS), NSW, 2005 
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!!!! Most Common Cancers Causing Death in the Working Age Population: In NSW in 
2005 it is estimated that there were around 3,500 deaths from cancer in the working 
age population (15 to 64 years), of which 1,900 were male and 1,600 were female (see 
Figure 2-9).  For males, the most common cancers causing death were lung cancer 
(22%), colorectal cancer (13%), stomach, liver and pancreatic cancer (12%) and head, 
neck and thyroid (9%).  For females, the most common cancers causing death were 
breast cancer (25%), lung cancer (14%), colorectal cancer (11%) and uterine, ovarian 
and cervical cancer (10%). 

FIGURE 2-9  DEATHS FROM CANCER IN THE WORKING AGE POPULATION (15-64 YEARS), NSW, 
2005 
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!!!! Most Common Cancers Causing Death in the Older Population: In NSW in 2005 it 
is estimated that there were around 9,800 deaths from cancer in the older population 
(65 years and over), of which 5,700 were male and 4,200 were female (see Figure 
2-10).  For males, the most common cancers causing death were lung cancer (21%), 
prostate cancer (17%), colorectal cancer (12%), and stomach, liver and pancreatic 
cancer (10%).  For females, the most common cancers causing death were colorectal 
cancer (15%), lung cancer (14%), breast cancer (13%) and stomach, liver and 
pancreatic cancer (10%). 

FIGURE 2-10  DEATHS FROM CANCER IN THE OLDER POPULATION (65+ YEARS), NSW, 2005 
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2.3.3 PROGNOSIS 

The length of time a patient can expect to live after diagnosis depends on the age and sex of 
the patient, the type of cancer, and the stage at diagnosis.  Relative survival is a measure 
that considers both the crude cumulative survival of cancer patients (time between diagnosis 
and death) and the corresponding expected cumulative survival in the general population 
(i.e. the number of patients that survive a specific number of years after the diagnosis, 
divided by the general population that survives the same number of years). 

The Cancer Council NSW conducted a study on the relative survival rates of cancer patients 
diagnosed between 1994 and 1998 (Yu et al 2003).  This analysis was conducted by linking 
the NSW Central Cancer Registry and the NSW Registry of Births, Deaths and Marriages � 
thus avoiding the need to use cause of death data.  Only five-year relative survival rates for 
all cancer patients were calculated. 

The AIHW also conducted a study on the relative survival rates of cancer patients diagnosed 
between 1992 and 1997 (AIHW 2001).  This analysis was conducted by linking the 
State/Territory cancer registries with the State/Territory death registries.  Relative survival 
rates by sex, age and every year up to 15 years after diagnosis were calculated.  It should be 
noted that relative survival rates after 10 years and 15 years have broad confidence intervals 
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(indicating greater uncertainty in the point value i.e. 95% certainty that the true value lies 
within the range of relative survival rates) due to cancer patients being generally older with 
fewer years to live. 

For this report, the distribution of the five-year relative survival rates by age and sex from the 
AIHW study were applied to the overall five-year relative survival rates for NSW from Yu et al 
(2003).  Then the distribution of year-by-year relative survival rates from the AIHW study was 
applied to these data10 (see Figure 2-11).    This assumes that survival rates did not 
significantly change between 2003 and 2005 � although it may be reasonable to assume that 
during this time survival rates continued to improve as has been experienced over the past 
decade. 

The five cancers with the highest rates of survival at five years for all persons are: 
thyroid, melanoma, prostate, breast, and uterine. 

The five cancers with the lowest rates of survival at five years for all persons are: 
stomach, brain, lung, liver and pancreatic. 

FIGURE 2-11  FIVE YEAR RELATIVE SURVIVAL RATES, ALL PERSONS 
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Source: Yu et al (2003) 

                                                
10 Other assumptions included: colorectal cancer relative survival rates were estimated using a weighted average 
(based on incidence) of colon and rectal cancer; the distribution of relative survival rates by age-sex and year-by-
year for liver cancer were based on the average of those for stomach and pancreatic cancer; male breast cancer 
patients experienced the same relative survival rates as females with breast cancer; the distribution of relative 
survival rates by age-sex and year-by-year distributions for head and neck cancer and oesophagus cancer were 
based on the average distribution for all cancers; and where data were unavailable for single age-sex groups, the 
nearest (or average of the nearest) survival rates were used. 
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In general, younger cancer patients are more likely to be alive after five years than older 
cancer patients, and female cancer patients are more likely to be alive after five years than 
male cancer patients (see Table 2-2). 

For many cancers, if the patient has been in remission for more than five years then often the 
patient is considered cancer-free.  However for some types of cancer, the relative survival 
curves do not level off, suggesting that many patients continue to experience a small excess 
risk of mortality past the five year cut-off point (see Figure 2-12 and Figure 2-13). 
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TABLE 2-2  FIVE-YEAR RELATIVE SURVIVAL RATES BY AGE/SEX, % 

Age 0-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+ 
Cancer M F M F M F M F M F M F M F M F M F 

Melanoma 95.4 95.4 95.4 95.4 94.9 96.3 93.2 96.3 91.6 95.1 90.9 94.6 89.3 93.2 85.9 91.6 69.6 86.2 
Colorectal  79.2 83.7 79.2 83.7 69.1 75.8 62.6 67.9 64.1 65.8 62.5 64.2 61.5 64.1 58.9 61.7 49.0 48.2 
Prostate  72.7 - 72.7 - 72.7 - 72.7 - 76.5 - 85.6 - 90.7 - 87.3 - 60.7 - 
Breast  90.0 90.0 90.0 90.0 81.6 81.6 76.9 76.9 83.7 83.7 86.7 86.7 86.8 86.8 85.4 85.4 72.1 72.1 
Lung  66.1 82.6 66.1 82.6 75.0 75.9 55.4 54.0 21.7 30.4 16.1 20.6 14.5 18.3 11.5 14.4 6.5 9.1 
Non-Hodgkin�s 
Lymphoma 75.4 78.3 75.4 78.3 67.7 75.0 59.4 73.0 60.2 74.5 61.1 69.8 57.6 59.4 48.7 49.3 27.8 26.6 

Leukaemia 62.2 66.1 62.2 66.1 61.1 65.8 52.5 57.2 43.0 47.3 41.6 44.4 44.8 41.9 45.8 41.7 30.9 34.1 
Bladder  65.3 79.6 65.3 79.6 76.8 79.3 84.7 78.6 78.8 78.5 74.9 74.5 70.2 66.4 62.6 57.7 43.5 41.4 
Kidney  81.5 84.4 81.5 84.4 81.0 79.6 79.1 78.1 74.5 79.3 68.9 74.4 62.1 65.0 53.8 52.2 53.4 29.5 
Brain  42.1 39.5 42.1 39.5 48.3 40.8 56.0 48.5 49.6 52.3 41.2 45.6 30.9 32.5 15.3 16.7 4.6 5.3 
Stomach  26.8 49.3 26.8 49.3 26.8 49.3 29.9 48.2 33.1 44.1 31.5 37.6 27.6 31.4 22.8 25.1 14.0 17.6 
Liver  17.2 50.2 17.2 50.2 17.2 46.1 17.8 35.9 18.0 27.5 16.4 20.8 14.1 15.1 11.3 12.0 8.2 8.6 
Pancreatic 14.7 70.0 14.7 70.0 14.7 60.5 13.0 38.0 10.6 22.3 8.5 12.8 6.7 5.5 4.7 4.1 5.9 3.3 
Uterine - 95.4 - 95.4 - 95.4 - 92.9 - 89.2 - 87.3 - 84.0 - 76.4 - 54.6 
Ovarian  - 80.7 - 80.7 - 82.2 - 76.6 - 62.5 - 49.8 - 37.6 - 27.8 - 11.7 
Cervical  - 83.6 - 83.6 - 85.7 - 86.8 - 82.9 - 74.6 - 66.4 - 55.6 - 39.0 
Head and Neck  65.6 78.5 65.6 78.5 66.7 76.7 64.9 72.8 60.0 68.6 57.0 63.6 53.7 57.3 48.0 50.0 36.2 36.6 
Oesophagus 19.4 23.2 19.4 23.2 19.7 22.7 19.2 21.5 17.7 20.3 16.8 18.8 15.9 16.9 14.2 14.8 10.7 10.8 
Thyroid  95.6 99.1 95.6 99.1 96.7 99.7 98.4 100.0 97.4 99.4 91.3 98.3 81.7 93.7 71.9 83.3 67.3 69.0 

M = Male, F = Female. 
Interpretation: Cumulative survival rate of a person diagnosed with cancer relative to corresponding expected cumulative survival in the general population. i.e a 0-4 year old 
male with melanoma is 4.6% (100%-95.6%) less likely to be alive 5 years after diagnosis compared to a 0-4 year old male without melanoma. 
Note: Due to the available data, relative survival rates by age/sex for oesophagus, head and neck cancers are based on thyroid cancer. 
Sources: Source: Yu et al (2003) and AIHW (2001) 
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FIGURE 2-12  RELATIVE SURVIVAL RATES, MALES, ALL AGES 
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FIGURE 2-13  RELATIVE SURVIVAL RATES, FEMALES, ALL AGES 
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Expected years of life left can be calculated, assuming that if a cancer patient has not died after five years from diagnosis, their life expectancy 
is the same as that of the general population. 
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TABLE 2-3  EXPECTED YEARS OF LIFE LEFT BY AGE/SEX AT TIME OF DIAGNOSIS 

Age 0-4 5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+ 
Cancer M F M F M F M F M F M F M F M F M F 

Melanoma 74.8 79.4 67.8 72.4 57.9 63.5 48.1 54.0 38.6 44.0 29.7 34.6 20.8 25.3 12.6 16.4 3.7 5.3 
Colorectal 62.5 70.1 56.7 63.9 42.8 50.4 32.9 38.6 27.6 31.0 21.0 24.0 14.9 17.9 9.1 11.5 3.0 3.4 
Prostate 57.3 - 51.9 - 44.6 - 37.8 - 32.5 - 28.2 - 21.3 - 12.9 - 3.4 - 
Breast 70.7 75.1 64.1 68.5 50.0 54.0 39.9 43.4 35.5 39.0 28.5 32.0 20.4 23.8 12.6 15.5 3.9 4.7 
Lung 52.8 69.3 48.0 63.3 46.6 50.8 29.8 31.4 10.2 15.2 6.2 8.5 4.3 5.8 2.5 3.4 1.0 1.2 
Non-Hodgkin�s 
Lymphoma 

59.6 65.7 54.1 60.0 41.8 50.0 31.2 41.5 25.9 35.0 20.5 26.1 13.9 16.6 7.6 9.3 1.9 2.1 

Leukaemia 49.6 55.7 45.0 50.8 38.1 44.1 27.8 32.7 18.8 22.5 14.3 16.9 11.2 12.0 7.4 8.1 2.2 2.6 
Bladder 51.5 66.6 46.7 60.7 47.2 52.6 43.9 44.4 33.5 36.7 24.8 27.6 16.7 18.3 9.5 10.7 2.6 2.9 
Kidney 64.3 70.6 58.3 64.3 49.8 52.8 41.2 44.2 31.8 37.1 22.9 27.7 14.9 18.0 8.3 9.8 3.1 2.3 
Brain 33.7 33.6 30.6 30.7 30.2 27.6 29.7 28.0 21.6 25.0 14.2 17.4 7.9 9.5 2.8 3.6 0.8 0.8 
Stomach 21.8 42.0 19.8 38.3 17.2 33.4 16.3 27.9 14.8 21.3 11.1 14.6 7.2 9.3 4.1 5.2 1.3 1.7 
Liver 14.2 42.8 13.0 39.1 11.3 31.4 9.9 21.1 8.4 13.6 6.1 8.3 4.0 4.8 2.3 2.8 1.0 1.1 
Pancreatic 12.4 59.1 11.3 54.0 9.9 40.9 7.6 22.5 5.3 11.4 3.5 5.5 2.2 2.1 1.3 1.3 0.9 0.8 
Uterine - 79.4 - 72.4 - 62.9 - 52.2 - 41.4 - 32.1 - 22.9 - 13.9 - 3.6 
Ovarian - 67.8 - 61.8 - 54.7 - 43.6 - 29.8 - 19.1 - 11.0 - 5.7 - 1.3 
Cervical - 69.9 - 63.7 - 56.7 - 48.9 - 38.6 - 27.6 - 18.3 - 10.3 - 2.8 
Head and Neck  51.9 65.7 47.1 60.0 41.1 51.0 33.9 41.3 25.7 32.2 19.1 23.7 13.0 16.0 7.4 9.4 2.3 2.7 
Oesophagus 15.7 19.8 14.2 18.1 12.5 15.4 10.4 12.5 7.9 9.9 6.0 7.4 4.2 5.1 2.6 3.1 1.0 1.1 
Thyroid  74.9 82.4 67.9 75.1 58.9 65.6 50.6 56.0 41.0 45.9 29.8 35.9 19.0 25.3 10.5 14.9 3.6 4.3 
No Cancer 78.3 83.2 70.9 75.8 61.1 65.9 51.7 56.1 42.3 46.4 33.0 36.9 24.1 27.6 16.0 19.0 8.4 9.5 

Note that these results are for a hypothetical person only.  For example, typically prostate cancer does not occur before 35 years of age. 
Sources: Yu et al (2003), AIHW (2001) and AE-Demog 
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2.3.4 PREVALENCE 

Cancer prevalence in NSW is complex to estimate as it depends on defining a timeframe of 
remission after which cancer survivors are considered �cured�.  Some patients may die from 
other causes, some patients may move to NSW for treatment (i.e. health costs are incurred 
but incidence is not recorded) and others may move interstate.  Consequently estimating the 
annual prevalence of cancer is more problematic than estimating annual incidence or 
mortality. 

Furthermore, with the improvement of survival rates through better treatment, incidence of 
cancer is becoming less directly linked to the prevalence of cancer � and thus it is becoming 
a poor estimation of the number of patients currently receiving treatment. 

Brameld et al (2002) used incidence and survival rates to estimate the number of people 
actively being treated for cancer in WA.  A similar methodology is used to estimate 
prevalence of cancer patients in NSW for the year 2005. 

!!!! Point prevalence is the cumulative number of cancer patients diagnosed prior to 2005 
but have not yet died.  This is estimated by multiplying incidence of cancer in NSW in 
each of the past five years (by age, sex and cancer type) by the corresponding survival 
rate (by age, sex and cancer type).  For example, 2004 incidence is multiplied by the 
survival rate after one year, 2003 incidence is multiplied by the survival rate after two 
years, and so on.  If the patient did not die in the past five years then the patient is 
assumed to be cured and no longer have cancer. 

!!!! Active prevalence is the cumulative number of cancer patients diagnosed prior to 
2005 and who have not yet died, but on the basis of probability will die from their 
cancer (thus will require health care for active cancer now or in the future).  Assuming 
that all cancer patients will receive some form of treatment (regardless of whether they 
are likely to die), incidence in 2005 will also be added to this estimate. 

Both methodologies may underestimate the small number of patients who continue to 
experience the impacts of cancer past the five year cut off, but will overestimate those that 
were cured prior to the five year cut off.  Furthermore these methodologies will underestimate 
the impacts on patients who, while free from their primary disease, require further treatment 
to cope with ongoing physical or psychosocial disabilities. 

Most Prevalent Cancers (Point Prevalence)11 

In NSW in 2005 it is estimated that there were around 125,900 prevalent cases of 
cancer (diagnosed since 2000 and still alive), of which 66,000 were male and 59,900 
were female � around 1.9% of the NSW population.  The most prevalent cancers were 
breast cancer (17%), prostate cancer (16%), melanoma (13%), and colorectal cancer (13%) 
� together account for 60% of all cases.  This largely reflects the higher incidence of these 
cancers and the higher survival rates compared to other cancers. 

                                                
11 As a check of the methodology, the number of cancer patients estimated to have died in 2005 using the survival 
rates (minus those who would have died from other causes) was 12,300, which is similar to 13,400 based on 
mortality data from the NSW deaths registry by cause of death. 
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FIGURE 2-14  MOST PREVALENT CANCERS, NSW, 2005 
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FIGURE 2-15  PREVALENCE BY AGE, NSW, 2005 
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!!!! Most Prevalent Cancers in Children: In NSW in 2005 it is estimated that there were 
around 1,010 prevalent cases of cancer in children aged 0 to 14 years (see Figure 
2-16).  The most common cancers causing death were leukaemia (34%), brain cancer 
(11%) and Non-Hodgkin�s Lymphoma (6%). 

FIGURE 2-16  PREVALENT CANCERS IN CHILDREN (0-14 YEARS), NSW, 2005 

0 50 100 150 200 250

Other

Prostate

Breast

Uterine, Ovarian and Cervical

Bladder

Colorectal

Lung

Stomach, Liver and Pancreatic

Head, Neck and Thyroid

Melanoma

Kidney

Non-Hodgkin�s Lymphoma

Brain

Leukaemia

Number of People

Male Female  



  
 

  

Cost of Cancer in NSW

43

!!!! Most Prevalent Cancers in the Working Age Population: In NSW in 2005 it is 
estimated that there were around 63,500 prevalent cases of cancer in the working age 
population (15 to 64 years), of which 29,400 were male and 34,000 were female (see 
Figure 2-17).  For males, the most prevalent cancers were prostate cancer (24%), 
melanoma (19%) and colorectal cancer (13%).  For females, the most prevalent 
cancers were breast cancer (42%), melanoma (14%) and uterine, ovarian and cervical 
cancer (9%). 

FIGURE 2-17  PREVALENT CANCERS IN THE WORKING AGE POPULATION (15-64 YEARS), NSW, 
2005 
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!!!! Most Prevalent Cancers in the Older Population: In NSW in 2005 it is estimated that 
there were around 61,400 prevalent cases of cancer in the older population (65 years 
and over), of which 36,100 were male and 25,400 were female (see Figure 2-18).  For 
males, the most prevalent cancers were prostate (35%), colorectal cancer (15%) and 
melanoma (11%).  For females, the most prevalent cancers were breast cancer (28%), 
colorectal cancer (18%) and melanoma (10%). 

FIGURE 2-18  PREVALENT CANCERS IN THE OLDER POPULATION (65+ YEARS), NSW, 2005 
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In NSW in 2005 it is estimated that there were around 42,600 actively prevalent cases 
of cancer (diagnosed in the last year or prevalent cases expected to die in the next 
five years), of which 23,500 were male and 19,000 were female � around 0.6% of the 
NSW population.  The distribution of these cancers largely reflects incidence, albeit with 
proportionally more people with stomach, brain, lung, liver and pancreatic cancer.  This 
largely reflects the poorer diagnosis rates for these cancers. 
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FIGURE 2-19  INCIDENCE, ACTIVE PREVALENCE AND POINT PREVALENCE, 2005 
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This methodology can also be repeated to estimate active prevalence of cancer for Australia, 
except using 2001 incidence data from the National Cancer Statistics Clearing House12.  The 
results from this analysis are presented in Table 2-4. 

In the remainder of the report, the Australian estimates of active prevalence of cancer and 
deaths due to cancer is often used to breakdown Australia-wide estimates of costs into costs 
per person, which are subsequently applied to NSW. 

TABLE 2-4  CANCER IN NSW AND AUSTRALIA, 2005 

 NSW Australia 
 Male Female Persons Male Female Persons 

New Cases 18,400 15,200 33,700 53,600 44,400 97,900
Deaths 7,600 5,800 13,400  ≈35,000
Point Prevalence* 66,000 59,900 125,900 189,100 175,000 364,100
Active Prevalence** 23,500 19,000 42,600 68,200 55,400 123,600

*Diagnosed since 2000 and still alive in 2005 
** Diagnosed in the last year or prevalent cases expected to die in the next five years. 
Estimated based on age-sex specific rates of new cases and deaths observed in 2003 and applied to 2005 
demographic estimates.  

In comparison to the prevalence of cancer in Australia in 2005: 

!!!! the National Health Survey (NHS) estimated the prevalence of cancer to be slightly 
lower � in 2004-05 there were 338,300 persons with cancer in Australia, of which 
194,900 were male and 143,400 were female. 

!!!! the Survey of Disability, Ageing and Carers (SDAC) estimated the prevalence of cancer 
to be considerably lower � in 2003 there were 129,800 people with cancer in Australia, 
of which 62,800 were male and 67,000 were female. 

                                                
12 As a check of the methodology, the number of cancer patients estimated to have died in 2005 using the survival 
rates (minus those who would have died naturally in from other causes) was 35,500 which is similar to an average 
of 35,000 per year (177,046 over the five year period 1997 to 2001) based on ABS 3319.0.55.001. 
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Both surveys were based on self-identification rather than clinical diagnosis, and neither 
asked about time elapsed since diagnosis.  Consequently neither prevalence estimates 
exactly match the definition of �point prevalence� as discussed earlier in this section � some 
people diagnosed with cancer more than five years ago may still consider themselves with 
cancer (thus would overestimate the definition of �point prevalence�) while others diagnosed 
in the past five years and have finished their treatment regimes may consider themselves 
free of cancer (thus would underestimate the definition of �point prevalence�).  As the NHS 
estimate is lower than the prevalence estimate in Table 2-4, it appears that the latter effect 
dominates. 

SDAC uses questions about activity limitation to screen for respondents before asking 
questions about conditions present, and thus is likely to miss people with cancer without 
activity limitation � for example those in the very early stages of diagnosis, and those who 
have finished their treatment regimes.  Consequently the SDAC estimate of prevalence is 
more likely to identify people currently undergoing treatment and would be closer to the 
estimate of �active prevalence�.  Differences in the rate of activity limitation may also explain 
the lower ratio of males to females compared to the other data sources. 




