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Abstract
Background: The success of the ‘‘war on cancer’’ initiated in 1971 continues to be debated, with trends in cancer mortality
variably presented as evidence of progress or failure. We examined temporal trends in death rates from all-cancer and the
19 most common cancers in the United States from 1970–2006.
Methodology/Principal Findings: We analyzed trends in age-standardized death rates (per 100,000) for all cancers
combined, the four most common cancers, and 15 other sites from 1970–2006 in the United States using joinpoint
regression model. The age-standardized death rate for all-cancers combined in men increased from 249.3 in 1970 to 279.8 in
1990, and then decreased to 221.1 in 2006, yielding a net decline of 21% and 11% from the 1990 and 1970 rates,
respectively. Similarly, the all-cancer death rate in women increased from 163.0 in 1970 to 175.3 in 1991 and then decreased
to 153.7 in 2006, a net decline of 12% and 6% from the 1991 and 1970 rates, respectively. These decreases since 1990/91
translate to preventing of 561,400 cancer deaths in men and 205,700 deaths in women. The decrease in death rates from allcancers involved all ages and racial/ethnic groups. Death rates decreased for 15 of the 19 cancer sites, including the four
major cancers, with lung, colorectum and prostate cancers in men and breast and colorectum cancers in women.
Conclusions/Significance: Progress in reducing cancer death rates is evident whether measured against baseline rates in
1970 or in 1990. The downturn in cancer death rates since 1990 result mostly from reductions in tobacco use, increased
screening allowing early detection of several cancers, and modest to large improvements in treatment for specific cancers.
Continued and increased investment in cancer prevention and control, access to high quality health care, and research
could accelerate this progress.
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Introduction

Methods

Temporal trends in death rates are the most reliable measure
of progress against cancer as they reflect improvements in
prevention, early detection and treatment. Although age-standardized cancer death rates in the U.S. have been decreasing since
the early 1990s [1,2,3,4], some reviewers cite limited improvement
in death rates as evidence that the ‘‘war on cancer’’, which was
initiated in 1971 by President Nixon’s administration, has failed
[5,6,7,8,9]. Many of these analyses fail to account for the
dominant and dramatic increase in cancer death rates due to
tobacco-related cancers in the latter part of the 20th century.
Trends in cancer death rates in the U.S. and other industrialized
countries provide important insight into the factors associated with
economic development and Western lifestyles that drive cancer
rates upward as well as the most effective measures to counteract
these changes and reduce the cancer burden. In this paper, we
examine trends in death rates for all cancers combined and 19
common cancers from 1970–2006 and review the contribution of
prevention, early detection, and treatment to reducing cancer
death rates. We also provide estimates of the contribution of
specific cancer sites to the overall decline in death rates, the
number of deaths averted or postponed and the years of potential
life gained.

We obtained nationwide cancer mortality data for 1970 to 2006
from the SEER*Stat database [10], which defines major cancer
sites consistently over time in order to maximize comparability
across international classifications of diseases (ICD) versions and
facilitate reporting of long term mortality trends [11].
Death rates were directly age-standardized to the 2000 US
standard population for all cancers combined and 19 of the most
common cancers by using SEER*Stat software [12]. Use of the
2000 US standard population was adopted by Federal and private
public health agencies in 2002 to more accurately reflect the
contemporary mortality rates, given the aging of the U.S.
population [13]. For example, the age-adjusted rates for all
cancers combined and for the four major cancer sites in 2000 are
15%–50% higher when adjusted to the 2000 population standard
than to the 1970 standard [14].
Temporal trends from 1970 through 2006 for each cancer by
sex were described using joinpoint regression analysis (permutation
test) [15], which involves fitting a series of joined straight lines (a
maximum of four joinpoints) on a log scale to the trends in the
annual age-standardized rates [15]. The resultant trends of
varying time periods were described by annual percent change
(APC), i.e., the slope of the line segment (weighted least square
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regression, two-sided t test, P,0.05) [15]. Similarly, we examined
the trend in death rates with narrower intervals of attained age for
all cancers combined (20–49, 50–59, 60–69, 70–79, $80) and for
the four most common cancers (lung, colorectum, prostate, female
breast) (20–49, 50–64, $65). We also examined the trend in death
rates for all cancers combined and for the four major cancer sites by
age and race/ethnicity (whites, blacks, Indians/Alaska Natives [AI/
AN], Asian Pacific Islanders [API], Hispanics). For AI/AN, API,
and Hispanics, analyses were restricted to data from 1990–2006
because mortality data for these ethnic groups were not uniformly
available before 1990. For lung cancer, we examined the 5-year agespecific rates by year of birth beginning at age 30–34.
For cancer sites which had lower death rates in 2006 than in
1990/91 (the years when all-cancer death rates peaked in men and
women, respectively), we calculated the contribution of each
individual site to the total decrease in the overall cancer death
rates. We also estimated the total number of cancer deaths averted
due to the decline in the overall age-standardized cancer death
rates since the peak, in 1990 for males and 1991 for females, by
calculating the number of expected deaths in each calendar year
from 1990/91 through 2006 had the death rates not decreased.
This was done by multiplying the sex- and age-specific cancer
death rates in the peak year to the corresponding sex- and agespecific populations, and then summing the difference between the
number of expected and observed deaths in each age group and
calendar year for men and for women separately over the 15 or 16
year interval. This method provides the net effect of both decreases
and increases death rates for specific cancer sites.
As additional measure for the impact of declining cancer death
rates on population health, we calculated years of potential life lost
(YPLL) due to cancer before age 75 for 2006 based on the
observed cancer deaths in 5-year age interval. We compared this
to the YPLL that would have been expected had the 1970 agespecific cancer death rates continued to apply in 2006. YPLL gives
more weight to deaths occurring at younger ages [16].

Results
For all cancers combined, death rates (per 100,000) in men
increased from 249.3 in 1970 to 279.8 in 1990, and then decreased
to 221.1 in 2006 (Figure 1), yielding a relative decline of 21% and
11% from the 1990 (peak year) and 1970 (baseline) rates,
respectively. Similarly, the death rate from all-cancers combined
in women increased from 163.0 in 1970 to 175.3 in 1991, and then
decreased to 153.7 in 2006, a relative decline of 12% and 6% from
the 1991 (peak year) and 1970 rates, respectively. Reductions in
age-standardized death rates for all cancers combined since the
early 1990 were observed in each major racial and ethnic group,
although the onset and magnitude of the decreases vary (Figure 2,
Table S1). For example, compared to white women, the decrease
in AI/AN women was smaller and the decrease in Hispanic
women began later. Notably, black men and women still have
20%–50% excess overall cancer death rates compared to their
white counter parts, the group with the second highest mortality
rates. During the most recent time period (the last joinpoint
interval), rates also decreased in each age group, with the declines
beginning progressively earlier and becoming larger, in proportionate terms, with decreasing age (Figure 3, Table S2).
Figure 4 shows trends in death rates for all races combined for
the four major cancer sites by sex and age. Rates decreased for
each major cancer site and age group, although the onset and
magnitude of reduction varies by sex and age, especially for lung
cancer (Table S3). Among men, lung cancer death rates continued
to decrease since 1990 in men, with the decreases beginning earlier
PLoS ONE | www.plosone.org

Figure 1. Trends in age-standardized death rates for all cancers
combined by sex, 1970–2006. Dots represent observed rates and
solid lines fitted rates.
doi:10.1371/journal.pone.0009584.g001

in younger ages. Among women, in contrast, the decreases in lung
cancer rates at each age were smaller and began much later. The
age-specific trends by year of birth show that lung cancer death
rates are decreasing among men and women born after the mid
1920s and 1930s, respectively (Figure S1). Similar to the trends for
all races combined, mortality trends for the four major cancer sites
(except for lung cancer in women) also decreased for each major
racial and ethnic group since the early 1990s, although the onset
and magnitude of reductions vary (Table S4). For example, the
2
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Figure 2. Trends in age-standardized all-cancer death rates by race/ethnicity, 1970–2006. AI/AN: American Indians and Alaska Natives;
API: Asian and Pacific Islanders. Dots represent observed rates and solid lines fitted rates.
doi:10.1371/journal.pone.0009584.g002

reversing the continuously increasing trend observed since
national compilation of vital statistics began in 1930s. It is
noteworthy that the largest absolute decreases in death rates (per
100,000) that occurred between 1990/91 and 2006 were observed
for lung cancer in men (23.2) and breast cancer in women (9.3).
These accounted for 37% of the total decrease in all-cancer death
rates in men and women during this time period (Table 1). The
decrease in prostate cancer death rates accounted for 24% of the
total decrease in men; reduction in colorectal cancer death rates
accounted for 17% and 23% of the total decrease in men and
women, respectively. Overall, the continued decrease in all-cancer
death rates from 1990–2006 in men and 1991–2006 in women
translates to averting of 561,400 cancer deaths in men and
205,700 cancer deaths in women that would have occurred if the
1990/91 rates were to prevail afterwards (Figure 6).
Cancer deaths in 2006 resulted in 4.4 million YPLL among
persons under age 75. If the 1970 age-specific death rates persisted
through 2006, the YPLL in 2006 would have been 6.4 million.
Thus, the decrease in cancer death rates in younger ages during
this 36 years time interval resulted in about 2.0 million years of
potential life gained under age 75 in the year 2006.

average decrease in colorectal cancer death rates since 1990
was larger in whites than in most of the other racial and ethnic
groups.
Figure 5 shows trends in age-standardized death rates from
1970–2006 for 15 additional cancer sites by sex, with the APC
estimates given in Table S5. During the most recent time period,
death rates decreased for cancers of the oral cavity, stomach,
bladder, kidney, brain, and Non-Hodgkin lymphoma, and
leukemia in both males and females and for cancers of the
esophagus and ovary and melanoma and Hodgkin lymphoma in
females. In contrast, rates increased for esophagus cancer and
melanoma in men, liver cancer in both men and women, and
pancreas cancer in women. Death rates stabilized for pancreatic
cancer and Hodgkin lymphoma in men and for cervix and corpus
and uterus cancers in women. Notably, the 2006 death rates for
Hodgkin lymphoma in men, cervical cancer in women, and
stomach cancer in both men and women were less than one-third
of the 1970 rates. For the sites which increased during this time
interval, death rates nearly doubled for melanoma and liver cancer
in men and tripled for lung cancer in women. The downturn in
lung cancer death rates among women did not occur until 2002,
PLoS ONE | www.plosone.org
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Figure 3. Trends in age-specific death rates (log scale) for all cancers combined, 1970–2006. Dots represent observed rates and solid lines
fitted rates.
doi:10.1371/journal.pone.0009584.g003

Advances in prevention, early detection, and treatment all have
contributed to this progress in reducing death rates from cancer
[2,17,18,19,20]. The decreases in death rates from lung cancer
and other smoking-related cancers resulted mostly from reductions
in smoking prevalence since the 1950s [2,21]. Most of the
reduction in lung cancer death rates observed since in 1990 in men
and since in 2002 in women represents smoking cessation that
began among educated men and women in 1950s; the full benefits
of reduced initiation among adolescents will emerge in the future
as these generations age. Between 1965 and 2006, current smoking
prevalence among all U.S. adults 18 year and above decreased by
54% (from 51% to 24%) in men and by 46% (from 34% to 18%)
in women [22]. Despite these substantial reductions in smoking
prevalence and mortality from smoking-related cancers, cigarette
smoking still accounts for approximately 30% of all cancer deaths,
with lung cancer contributing most (80%) of these deaths [23].

Discussion
Contrary to the pessimistic news from the popular media, overall
cancer death rates have decreased substantially in both men and
women whether measured against baseline rates in 1970/71 when
the National Cancer Act was signed by President Nixon or when
measured against the peak rates in 1990/91. The decrease involves
all age groups, all major racial and ethnic groups, and 15 of the 19
cancer sites considered in this analysis. Reductions in death rates from
the four major cancer sites (lung, female breast, prostate, colorectum)
accounted for about 60%–80% of the total decrease in all-cancer
death rates since 1990/91. The decrease in all-cancer death rates
since the peak years of 1990/91 translates to averting 561,400 cancer
deaths in men and 205,700 cancer deaths in women. Further, the
decrease in death rates at younger ages since 1970 resulted in about
2.0 million years of potential life gained under age 75 in 2006 alone.
PLoS ONE | www.plosone.org
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Figure 4. Trends in age-standardized death rates (log scale) for major cancers by age, 1970–2006. Dots represent observed rates and
solid lines fitted rates.
doi:10.1371/journal.pone.0009584.g004

precancerous lesions through Pap smear screening beginning in
1950s [29,30]. However, rates have flattened in the three most
recent data years (2004–06), and it requires 2 or more additional
data years to ascertain this new pattern. Screening for breast
cancer for women beginning at age 40 and for colorectal cancer
for adults beginning at age 50 were introduced in early 1980s,
although national monitoring for these data did not begin until
1987 [31]. According to the most recent data from the National
Health Interview Survey, the percentage of women 50 or above
who had mammography in the past two years increased from 29%
in 1987 to 70% in 2000, and then slightly decreased to 67% in
2005 [32,33]. During the same time period, the percentage of
adults 50 or above who had screening for colorectal cancer
according to guideline increased from 27% to 47% [33,34].
The substantial decrease in prostate cancer death rates since the
mid 1990s thought to reflect improved treatment and the
introduction and wide dissemination of Prostate Specific Antigen
(PSA) blood test in men 50 or above since the late 1990s
[20,35,36,37]. However, a recent randomized trial in the U.S.
failed to demonstrate the benefit for PSA testing in reducing
deaths from prostate cancer, although another trail in Europe

About 45 million adults continue to smoke cigarettes. Decreasing
initiation and increasing cessation through proven tobacco control
interventions continue to be important priorities for reducing
cancer mortality in the short and long term.
The dramatic decrease in stomach cancer death rates that has
occurred in most economically developed or transitioning
countries is thought to result from the combination of reduced
prevalence of Helicobacter Pylori infection and the benefits of
refrigeration [24,25]. The latter has reduced reliance on smoked
and salted preserved foods and increased the availability of fresh
fruits and vegetables. Since the early 1930s when national
mortality records became available, stomach cancer dropped
from the leading cause of cancer death to 11th in men and from
2nd to 12th in women [26]. The decreases in mortality from female
breast cancer since 1989 and from colorectal cancer since the
1980s largely reflect a combination of earlier diagnosis through
screening and improved treatment [17,19,27]. In the case of
colorectal cancer, screening decreases incidence as well as
mortality rates through the detection and removal of precancerous
polyps [28]. Similarly, the large decrease in cervical cancer death
rates over the past 40–50 years resulted mostly from removal of
PLoS ONE | www.plosone.org
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Figure 5. Trends in age-standardized death rates for additional 15 select cancers, 1970–2006. Symbols represent observed rates and
solid lines fitted rates.
doi:10.1371/journal.pone.0009584.g005

[56]. The increase in melanoma death rates in men is generally
attributed to historical birth cohort trends in sun exposure [57].
The greater decrease in the overall cancer death rates in men
than women largely due to differences in mortality trends from
lung cancer which accounts for about 80% of all smoking
attributable cancer deaths and nearly 30% of the total cancer
deaths in the U.S. [21,58,59]. Lung cancer death rates have
continued to decrease since 1990 in men, while they continued to
increase through the mid 2000 in women. Trends in lung cancer
also explain, in part, why the decrease in overall cancer deaths
rates began earlier and were larger in proportionate terms in the
younger than in the older age groups. Smoking prevalence and
lung cancer peaked in those men born around 1920s and in
women born around the late 1930s, now in their 70–90s. Younger
cancer patients are also more likely to receive aggressive treatment
and to participate in clinical trials [17].
Racial/ethnic disparities in the reduction of overall or cancerspecific death rates during the most recent time period reflect
differences in historical exposures to risk factors/and or access to
health care [4,19,60]. For example, the average decrease in
colorectal cancer death rates since 1990 appear to be larger among

showed a benefit [38,39]. Further, prostate cancer death rates
have decreased substantially in many other western countries
where PSA testing is not widely practiced [40,41,42]. The increase
in prostate cancer death rates in late in 1980 in the U.S. thought to
reflect attribution bias [43]. The introduction and dissemination of
new treatments for Hodgkin lymphoma, leukemia, and testicular
cancer between 1950 and 1970 and for non-Hodgkin lymphoma
in the mid 1990s contributed to the rapid reductions in mortality
from these diseases [44,45,46,47,48].
In contrast to the long-term decreases in death rates for several
cancer sites, rates increased for cancers of the liver (both sexes),
esophagus (men), pancreas (women), and melanoma (men). The
increase in liver cancer is generally attributed to the increasing
prevalence of Hepatitis C infections [49], but may also be
influenced by rising obesity rates [50]. Both tobacco use and
obesity are thought to contribute to the long-term increase in
mortality from pancreas and esophagus cancers, but only the
obesity epidemic could contribute to the recent increases
[25,51,52,53]. Obesity increases gastroesophageal reflux disease,
the major risk factor for adenocarcinoma of the esophagus [54,55];
adenocarcinoma of the esophagus has been increasing for decades
PLoS ONE | www.plosone.org
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Table 1. The contribution of individual cancer sites to the decrease in all-cancer death rates, 1990–2006.

Death Rate

Death Rate

per 100,000

per 100,000

Change

Change

1990*

2006

Absolute

%

279.8

221.1

258.7

221.0

% Contribution{

Male
All Malignant Cancers

Decreasing
Lung & Bronchus

90.6

67.5

223.1

225.5

37.2

Prostate

38.6

23.6

215.0

238.9

24.2

Colorectum

30.8

20.5

210.3

233.4

16.5

Stomach

8.9

5.0

23.8

243.1

6.1

Oral Cavity & Pharynx

5.6

3.8

21.8

232.6

2.9

Non-Hodgkin Lymphoma

10.0

8.4

21.6

215.6

2.5

Leukemia

10.7

9.6

21.1

210.3

1.8

Brain & other nervous system

6.0

5.1

20.8

214.1

1.4

Larynx

3.0

2.2

20.8

226.2

1.3

Myeloma

4.8

4.4

20.5

29.7

0.8

Kidney & renal pelvis

6.2

5.7

20.4

26.9

0.7

Urinary bladder

8.0

7.6

20.4

25.0

0.6

Hodgkin Lymphoma

0.9

0.6

20.3

234.7

0.5

Other

39.8

37.6

22.2

25.6

3.6

Total

263.6

201.5

262.1

100.0

Increasing
Esophagus

7.2

7.9

0.7

9.7

Liver & Intrahepatic Bile duct

5.3

7.7

2.5

46.5

Melanoma of the Skin

3.8

4.1

0.3

7.1

Total

16.2

19.7

3.4

Death Rate

Death Rate

per 100,000

per 100,000

Change

Change

1991*

2006

Absolute

%

175.3

153.7

221.6

212.3

Breast

32.7

23.4

29.2

228.3

Colorectum

20.3

14.5

25.8

228.4

22.9

Non-Hodgkin Lymphoma

6.7

5.4

21.4

220.3

5.4

% Contribution{

Female
All Malignant Cancers

Decreasing
36.7

Stomach

4.0

2.6

21.4

234.0

5.4

Cervix Uteri

3.5

2.4

21.1

230.7

4.3

Ovary

9.5

8.5

21.0

210.2

3.9

Leukemia

6.3

5.4

20.9

214.6

3.7

Brain & other nervous system

4.1

3.4

20.7

217.6

2.9

Oral Cavity & Pharynx

2.0

1.4

20.6

231.6

2.5

Other

36.7

33.6

23.1

28.4

12.3

Total

125.9

100.7

225.2

220.0

100.0

Increasing
Lung & Bronchus

37.6

40.2

2.6

6.8

Liver & Intrahepatic Bile duct

2.5

3.3

0.8

30.0

Pancreas

9.3

9.5

0.2

2.1

Total

49.4

52.9

3.5

*Death rates from all cancer peaked in 1990 for men and 1991 for women.
{This calculation is based on each cancer site’s contribution to the increasing or decreasing portion of the total cancer death rate, depending on the individual site’s
trend; it does not represent the contribution to the net decrease in cancer death rates.
doi:10.1371/journal.pone.0009584.t001
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Figure 6. Total number of cancer deaths averted due to reduction in cancer death rates since 1990/1991. Solid lines represent observed
number of cancer deaths and dashes expected cancer deaths. Expected cancer deaths were based on had the peak rates in men (1990) and women
(1991) prevailed through 2006.
doi:10.1371/journal.pone.0009584.g006

of death certification may have improved over the years, this is
unlikely to account for the large drops in mortality for either
specific cancer sites or all-cancers combined. No significant
discontinuities in the mortality trends occurred with the implementation of ICD-9 or ICD-10 for any of the cancer sites
considered in this analysis [75]. Further, any effect of the
introduction of revised ICD-coding on mortality trend is transient,
and should not affect long-term trends [74]. Another limitation of
our analysis is we presented data for broad racial and ethnic
groups only, and this may mask important differences in cancer
rates and trends by country of origin within each racial/ethnic
group. Among API women for example, cervical cancer rate
are almost three times as high in Vietnamese as in Chinese
or Japanese in part because Vietnamese women are recent
immigrants, are poorer, and have less access to cervical cancer
screening [76].
In addition to the steady reduction in mortality trends, basic and
clinical research has also contributed to better quality of life for
cancer survivors. These include relief from pain and other
distressing symptoms, sentinel lymph node biopsy for removal of
fewer regional lymph nodes, breast conserving surgery for patients
with breast cancer, limb sparing surgery for patients with sarcoma,
sphincter sparing surgery for patients with rectal cancer, and voice
preservation for patients with squamous cell of the head and neck

whites compared to most of the other racial/ethnic group in part
because whites have the highest colorectal screening rates of all
racial/ethnic groups [33], and white colorectal cancer patients are
more likely to receive the standard treatment [17,61].
Similar trends in death rates for most of the cancer sites
described here have been reported in several western countries.
For instance, lung cancer mortality rates among men continued to
decrease since at least the early 1990s in Several European
countries, Australia, and Canada [62,63,64] because as in the U.S.
the tobacco epidemic in men in these countries occurred before
the middle of the 20th century [65]. Over the past 20 years, breast
cancer mortality trends have decreased in several Western
countries because of early detection through mammography,
improved treatment, and reduced use of post menopausal
hormone [66,67,68]. Remarkable decreases in cervical cancer
death rates have also been noted in several countries with longestablished cervical cancer screening programs, including European countries, Canada, and Australia [69,70,71].
The value of measuring temporal trends in death rates rather
than in relative survival is that death rates are much less
susceptible to artifactual changes from screening and lead time
or length bias. However, mortality trends may be affected by
changes in the quality of death certificates [72,73] and changes in
classification of causes of death [74]. Although the quality of cause
PLoS ONE | www.plosone.org
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Found at: doi:10.1371/journal.pone.0009584.s002 (0.04 MB
XLS)

cancers. Further, both chemo and radiation treatments have been
improved so that cancer cells are better targeted and adverse
health effects of healthy cells are minimized.
In summary, progress in reducing cancer death rates is evident
whether measured against baseline rates in 1970 or in 1990.
Downturns in overall cancer death rates since the early 1990s are
largely a result of tobacco control efforts beginning in the 1960s,
screening and early detection for several cancers disseminated in
the 1980s and 1990s, and modest to large improvements in
treatment and survival for specific cancers. Continued and
increased investment in cancer prevention and control programs,
access to high quality health care, and basic and clinical research
could accelerate this progress.

Table S2 Trends in All Cancer Mortality by Age and Sex,
1970–2006.
Found at: doi:10.1371/journal.pone.0009584.s003 (0.03 MB
XLS)
Table S3 Trends in Mortality for Common Cancers by Sex and
Age, 1970–2006.
Found at: doi:10.1371/journal.pone.0009584.s004 (0.03 MB
XLS)
Table S4 Trends in Mortality for Common Cancers by Sex and
Race, 1990–2006.
Found at: doi:10.1371/journal.pone.0009584.s005 (0.03 MB
XLS)

Supporting Information
Trends in age-specific lung cancer* death rates (log
scale) by year of birth, United States, 1865–1970. Dots represent
observed rates and solid lines fitted rates. *Includes lung,
bronchus, pleura, and trachea. The points vertically above each
cohort year portray the cohort’s age-specific mortality experience.
Found at: doi:10.1371/journal.pone.0009584.s001 (0.80 MB TIF)

Table S5 Trends in Mortality for Additional Cancers by Sex,
1970–2006.
Found at: doi:10.1371/journal.pone.0009584.s006 (0.03 MB
XLS)

Trends in Overall Mortality for All Cancers by Race
and Sex, 1970–2006 and 1990–2006.

Conceived and designed the experiments: AJ. Analyzed the data: AJ.
Wrote the paper: AJ EW MJT. Data interpretation: EW MJT. Critical
review of manuscript for important intellectual content: EW MJT.

Figure S1

Author Contributions

Table S1

References
1. Cole P, Rodu B (1996) Declining cancer mortality in the United States. Cancer
78: 2045–2048.
2. Jemal A, Thun MJ, Ries LA, Howe HL, Weir HK, et al. (2008) Annual report to
the nation on the status of cancer, 1975–2005, featuring trends in lung cancer,
tobacco use, and tobacco control. J Natl Cancer Inst 100: 1672–1694.
3. Simone J (2010) Winning th war against cancer, onr battle at a time. Cancer. pp
263–262.
4. Edwards BK, Ward E, Kohler BA, Eheman C, Zauber AG, et al. (2009) Annual
report to the nation on the status of cancer, 1975–2006, featuring colorectal
cancer trends and impact of interventions (risk factors, screening, and treatment)
to reduce future rates. Cancer.
5. Begley S (2008) We fought cancer…and cancer won. Newsweek 152: 42–44, 46,
57–48 passim.
6. Kolata G (2009) Advances elusive in the long drive to cure cancer. The New
York Times Helath. New York: The New York Times Company.
7. Leaf C (2004) Why we’re losing the war on cancer (and how to win it). Fortune
149: 76–82, 84–76, 88 passim.
8. Bailar JC, 3rd, Gornik HL (1997) Cancer undefeated. N Engl J Med 336:
1569–1574.
9. Harris G (2009) Where cancer progress is rare, one man says no. The New York
Times Health September 15, 2009 http://wwwnytimescom/2009/09/16/
health/policy/16cancerhtml?hp September 16, 2009. New York.
10. Surveillance, Epidemiology, and End Results (SEER) Program (www.seer.
cancer.gov) SEER*Stat Database: Mortality - All COD, Aggregated With State,
Total U.S. (1969–2006) ,Katrina/Rita Population Adjustment., National
Cancer Institute, DCCPS, Surveillance Research Program, Cancer Statistics
Branch, released May 2009. Underlying mortality data provided by NCHS
(www.cdc.gov/nchs).
11. SEER Cause of Death Recode. http://seer.cancer.gov/codrecode/index.html.
September 10, 2009.
12. Surveillance Research Program, National Cancer Institute SEER*Stat software
(www.seer.cancer.gov/seerstat) version 6.5.2. September 14, 2009.
13. Anderson R, Rosenberg H (1998) Age standardization of death rates:
implementation of the year 2000 standard. National Vital Statistics Reports
47: 16.
14. Thun M, Jemal A (2006) Cancer Epidemiology. In: Kufe D, Bast R Jr, Hait W,
Hong W, Pollock R, et al. (2006) Cancer Medicine. London: BC Becker Inc. pp
339–353.
15. Kim HJ, Fay MP, Feuer EJ, Midthune DN (2000) Permutation tests for joinpoint
regression with applications to cancer rates. Stat Med 19: 335–351.
16. Gardner JW, Sanborn JS (1990) Years of potential life lost (YPLL)–what does it
measure? Epidemiology 1: 322–329.
17. Edwards BK, Brown ML, Wingo PA, Howe HL, Ward E, et al. (2005) Annual
report to the nation on the status of cancer, 1975–2002, featuring populationbased trends in cancer treatment. J Natl Cancer Inst 97: 1407–1427.
18. Edwards BK, Ward E, Kohler BA, Eheman C, Zauber AG, et al. (2009) Annual
report to the nation on the status of cancer, 1975–2006, featuring colorectal

PLoS ONE | www.plosone.org

19.

20.

21.

22.
23.

24.

25.
26.

27.

28.

29.
30.

31.

32.
33.

9

cancer trends and impact of interventions (risk factors, screening, and treatment)
to reduce future rates. Cancer 116: 544–573.
Jemal A, Clegg LX, Ward E, Ries LA, Wu X, et al. (2004) Annual report to the
nation on the status of cancer, 1975–2001, with a special feature regarding
survival. Cancer 101: 3–27.
Weir HK, Thun MJ, Hankey BF, Ries LA, Howe HL, et al. (2003) Annual
report to the nation on the status of cancer, 1975–2000, featuring the uses of
surveillance data for cancer prevention and control. J Natl Cancer Inst 95:
1276–1299.
Thun MJ, Jemal A (2006) How much of the decrease in cancer death rates in the
United States is attributable to reductions in tobacco smoking? Tob Control 15:
345–347.
National Center for Health Statistics. Health, United States, 2008. With Chartbook.
Hyattsville, MD: 2009.
U.S. Department of Health and Human Services The Health Consequences of
Smoking: A report of the Surgeon General. Atlanta, GA: U.S. U.S. Department
of Health and Human Services, Centers for Disease Control and Prevention,
National Center for Chronic Disease Prevention and Health Promotion, Office
of Smoking and Health, 2004).
Chu KC, Kramer BS, Smart CR (1991) Analysis of the role of cancer prevention
and control measures in reducing cancer mortality. J Natl Cancer Inst 83:
1636–1643.
Brown LM, Devesa SS (2002) Epidemiologic trends in esophageal and gastric
cancer in the United States. Surg Oncol Clin N Am 11: 235–256.
Wingo PA, Cardinez CJ, Landis SH, Greenlee RT, Ries LA, et al. (2003) Longterm trends in cancer mortality in the United States, 1930–1998. Cancer 97:
3133–3275.
Berry DA, Cronin KA, Plevritis SK, Fryback DG, Clarke L, et al. (2005) Effect
of screening and adjuvant therapy on mortality from breast cancer. N Engl J Med
353: 1784–1792.
Winawer SJ, Zauber AG, Ho MN, O’Brien MJ, Gottlieb LS, et al. (1993)
Prevention of colorectal cancer by colonoscopic polypectomy. The National
Polyp Study Workgroup. N Engl J Med 329: 1977–1981.
Koss LG (1989) The Papanicolaou test for cervical cancer detection. A triumph
and a tragedy. JAMA 261: 737–743.
Sherman ME, Wang SS, Carreon J, Devesa SS (2005) Mortality trends for
cervical squamous and adenocarcinoma in the United States. Relation to
incidence and survival. Cancer 103: 1258–1264.
Breen N, Wagener DK, Brown ML, Davis WW, Ballard-Barbash R (2001)
Progress in cancer screening over a decade: results of cancer screening from the
1987, 1992, and 1998 National Health Interview Surveys. J Natl Cancer Inst 93:
1704–1713.
Breen N, K AC, Meissner HI, Taplin SH, Tangka FK, et al. (2007) Reported
drop in mammography: is this cause for concern? Cancer 109: 2405–2409.
Swan J, Breen N, Coates RJ, Rimer BK, Lee NC (2003) Progress in cancer
screening practices in the United States: results from the 2000 National Health
Interview Survey. Cancer 97: 1528–1540.

March 2010 | Volume 5 | Issue 3 | e9584

Progress against Cancer

34. Meissner HI, Breen N, Klabunde CN, Vernon SW (2006) Patterns of colorectal
cancer screening uptake among men and women in the United States. Cancer
Epidemiol Biomarkers Prev 15: 389–394.
35. Chu KC, Tarone RE, Freeman HP (2003) Trends in prostate cancer mortality
among black men and white men in the United States. Cancer 97: 1507–1516.
36. Etzioni R, Tsodikov A, Mariotto A, Szabo A, Falcon S, et al. (2008) Quantifying
the role of PSA screening in the US prostate cancer mortality decline. Cancer
Causes Control 19: 175–181.
37. Feuer EJ, Mariotto A, Merrill R (2002) Modeling the impact of the decline in
distant stage disease on prostate carcinoma mortality rates. Cancer 95: 870–880.
38. Schroder FH, Hugosson J, Roobol MJ, Tammela TL, Ciatto S, et al. (2009)
Screening and prostate-cancer mortality in a randomized European study.
N Engl J Med 360: 1320–1328.
39. Andriole GL, Crawford ED, Grubb RL, 3rd, Buys SS, Chia D, et al. (2009)
Mortality results from a randomized prostate-cancer screening trial. N Engl J Med
360: 1310–1319.
40. Baade PD, Youlden DR, Krnjacki LJ (2009) International epidemiology of
prostate cancer: geographical distribution and secular trends. Mol Nutr Food
Res 53: 171–184.
41. Collin SM, Martin RM, Metcalfe C, Gunnell D, Albertsen PC, et al. (2008)
Prostate-cancer mortality in the USA and UK in 1975–2004: an ecological
study. Lancet Oncol 9: 445–452.
42. Oliver SE, May MT, Gunnell D (2001) International trends in prostate-cancer
mortality in the ‘‘PSA ERA’’. Int J Cancer 92: 893–898.
43. Feuer EJ, Merrill RM, Hankey BF (1999) Cancer surveillance series: interpreting
trends in prostate cancer–part II: Cause of death misclassification and the recent
rise and fall in prostate cancer mortality. J Natl Cancer Inst 91: 1025–1032.
44. Devita VT, Jr., Serpick AA, Carbone PP (1970) Combination chemotherapy in
the treatment of advanced Hodgkin’s disease. Ann Intern Med 73: 881–895.
45. Einhorn LH, Donohue JP (1977) Chemotherapy for disseminated testicular
cancer. Urol Clin North Am 4: 407–426.
46. Einhorn LH, Donohue JP (1977) Improved chemotherapy in disseminated
testicular cancer. J Urol 117: 65–69.
47. Balis F, Holcenberg J, Blaney S (2002) General principles of chemotherapy. In:
Pizzo p, Poplack D, eds. Priciples and practice of pediatric oncology.
Philadelphia: Williams & Wilkins. pp 237–308.
48. Eltom MA, Jemal A, Mbulaiteye SM, Devesa SS, Biggar RJ (2002) Trends in
Kaposi’s sarcoma and non-Hodgkin’s lymphoma incidence in the United States
from 1973 through 1998. J Natl Cancer Inst 94: 1204–1210.
49. El-Serag HB, Mason AC (2000) Risk factors for the rising rates of primary liver
cancer in the United States. Arch Intern Med 160: 3227–3230.
50. Calle EE, Rodriguez C, Walker-Thurmond K, Thun MJ (2003) Overweight,
obesity, and mortality from cancer in a prospectively studied cohort of U.S.
adults. N Engl J Med 348: 1625–1638.
51. Howe HL, Wingo PA, Thun MJ, Ries LA, Rosenberg HM, et al. (2001) Annual
report to the nation on the status of cancer (1973 through 1998), featuring
cancers with recent increasing trends. J Natl Cancer Inst 93: 824–842.
52. Chow WH, Blot WJ, Vaughan TL, Risch HA, Gammon MD, et al. (1998) Body
mass index and risk of adenocarcinomas of the esophagus and gastric cardia.
J Natl Cancer Inst 90: 150–155.
53. Silverman DT, Dunn JA, Hoover RN, Schiffman M, Lillemoe KD, et al. (1994)
Cigarette smoking and pancreas cancer: a case-control study based on direct
interviews. J Natl Cancer Inst 86: 1510–1516.
54. Jacobson BC, Somers SC, Fuchs CS, Kelly CP, Camargo CA, Jr. (2006) Bodymass index and symptoms of gastroesophageal reflux in women. N Engl J Med
354: 2340–2348.
55. Nilsson M, Johnsen R, Ye W, Hveem K, Lagergren J (2003) Obesity and
estrogen as risk factors for gastroesophageal reflux symptoms. JAMA 290: 66–72.

PLoS ONE | www.plosone.org

56. Blot WJ, Devesa SS, Kneller RW, Fraumeni JF, Jr. (1991) Rising incidence of
adenocarcinoma of the esophagus and gastric cardia. JAMA 265: 1287–1289.
57. Jemal A, Devesa SS, Hartge P, Tucker MA (2001) Recent trends in cutaneous
melanoma incidence among whites in the United States. J Natl Cancer Inst 93:
678–683.
58. Thun MJ, Henley SJ, Calle EE (2002) Tobacco use and cancer: an
epidemiologic perspective for geneticists. Oncogene 21: 7307–7325.
59. (2005) Annual smoking-attributable mortality, years of potential life lost, and
productivity losses–United States, 1997–2001. MMWR Morb Mortal Wkly Rep
54: 625–628.
60. Smedley BD, Stith AY, Nelson AR, eds (2002) Unequal Treatment: Confronting
Racial and Ethnic Disparities in Health Care. Washington, DC: National
Academy Press.
61. Chu KC, Lamar CA, Freeman HP (2003) Racial disparities in breast carcinoma
survival rates: seperating factors that affect diagnosis from factors that affect
treatment. Cancer 97: 2853–2860.
62. Boffetta P, La Vecchia C, Levi F, Lucchini F (1993) Mortality patterns and
trends for lung cancer and other tobacco-related cancers in the Americas, 1955–
1989. Int J Epidemiol 22: 377–384.
63. Bray FI, Weiderpass E (2009) Lung cancer mortality trends in 36 European
countries: secular trends and birth cohort patterns by sex and region 1970–2007.
Int J Cancer 126: 1454–1466.
64. Giles GG, Hill DJ, Silver B (1991) The lung cancer epidemic in Australia, 1910
to 1989. Aust J Public Health 15: 245–247.
65. Shafey O, Dolwick S, Guindon G (2003) Tobacco Control Country Profiles.
66. Althuis MD, Dozier JM, Anderson WF, Devesa SS, Brinton LA (2005) Global
trends in breast cancer incidence and mortality 1973–1997. Int J Epidemiol 34:
405–412.
67. Levi F, Bosetti C, Lucchini F, Negri E, La Vecchia C (2005) Monitoring the
decrease in breast cancer mortality in Europe. Eur J Cancer Prev 14: 497–502.
68. Tarone RE, Chu KC, Gaudette LA (1997) Birth cohort and calendar period
trends in breast cancer mortality in the United States and Canada. J Natl Cancer
Inst 89: 251–256.
69. Arbyn M, Raifu AO, Weiderpass E, Bray F, Anttila A (2009) Trends of cervical
cancer mortality in the member states of the European Union. Eur J Cancer 45:
2640–2648.
70. Robles SC, White F, Peruga A (1996) Trends in cervical cancer mortality in the
Americas. Bull Pan Am Health Organ 30: 290–301.
71. Taylor RJ, Morrell SL, Mamoon HA, Wain GV (2001) Effects of screening on
cervical cancer incidence and mortality in New South Wales implied by
influences of period of diagnosis and birth cohort. J Epidemiol Community
Health 55: 782–788.
72. Hoel DG, Ron E, Carter R, Mabuchi K (1993) Influence of death certificate
errors on cancer mortality trends. J Natl Cancer Inst 85: 1063–1068.
73. Percy C, Stanek E, 3rd, Gloeckler L (1981) Accuracy of cancer death certificates
and its effect on cancer mortality statistics. Am J Public Health 71: 242–250.
74. Jemal A, Ward E, Anderson RN, Thun MJ (2003) Influence of rules from the
Tenth Revision of the International Classification of Diseases on U.S. cancer
mortality trends. J Natl Cancer Inst 95: 1727–1728.
75. Anderson RN, Minino AM, Hoyert DL, Rosenberg HM (2001) Comparability
of cause of death between ICD-9 and ICD-10: preliminary estimates. Natl Vital
Stat Rep 49: 1–32.
76. McCracken M, Olsen M, Chen MS, 3rd, Jemal A, Thun M, et al. (2007) Cancer
incidence, mortality, and associated risk factors among Asian Americans of
Chinese, Filipino, Vietnamese, Korean, and Japanese ethnicities. CA
Cancer J Clin 57: 190–205.

10

March 2010 | Volume 5 | Issue 3 | e9584

