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FOREWORD
Welcome to Cancer in Victoria 2020, a report produced 
by the Victorian Cancer Registry (VCR). This has been 
an extraordinary year, in which COVID-19 presented 
huge challenges to Victorians living with cancer as well 
as those who work to support them.  

This year, we witnessed a 7% decline in the number 
of new cancer diagnoses, which is largely due to a 
decrease in people seeking cancer screening and 
assessments during the pandemic.  

The Victorian Cancer Registry played an important role 
in informing the Victorian Government and the public 
of this decline in cancer notifications. We provided 
evidence to inform public health campaigns, which 
encouraged Victorians to continue to participate 
in cancer screening programs and seek medical 
advice. We also provided data to assist government 
and health services to better understand and plan 
for future demands. The Victorian Government’s 
investment in our capacity to process near real-time 
reporting of cancer by pathology laboratories was 
instrumental in helping us determine the impact  
of the pandemic on cancer diagnoses in Victoria. 

The Victorian Cancer Registry is world-leading in 
our ability to inform clinical practice. Our capacity 
to provide such important information is possible 
because of the incredible staff who work within and in 

support of the registry. Like so many Victorians,  
our staff have been working from home for most  
of  2020 and 2021, often under difficult circumstances. 
It has been with tremendous effort that our staff have 
delivered this report to share vital data with  
our stakeholders.  

In addition to this year’s report, we will shortly  
be  launching our Data Explorer, an interactive tool  
to access our data more easily to inform cancer 
research and policies. We are particularly proud  
of the portal’s ability to display the critical inequities  
in cancer incidence and mortality across Victoria.  
We consulted with cancer community advisory groups, 
clinicians, government administrators and researchers 
in developing this portal, and we also welcome your 
feedback. You will be able to view a beta version of the 
Data Explorer at www.cancervic.org.au/research/vcr. 
Please help us to improve it by completing the brief 
feedback survey as you leave the site.  

Finally, we would like to thank the Victorian 
Government for funding the registry and enabling  
us to undertake this important work. We are proud  
to play a vital role in ensuring that Victoria remains  
at the forefront of cancer discovery and innovation.    

For further information, please contact us directly  
via vcr@cancervic.org.au.

Professor Sue Evans      Associate Professor Luc te Marvelde   
Director, Victorian Cancer Registry    Head, Data Analytics
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GLOSSARY
Age-specific rate Provides information on the incidence of a particular event in an age group relative  

to the total number of people at risk of that event in the same age group. It is 
calculated by dividing the number of events occurring in each specified age group  
by the corresponding ‘at-risk’ population in the same age group and then multiplying 
the result by a constant (for example, 100,000) to derive the rate. Age-specific rates 
are expressed per 100,000 population in this report.  

Age-standardised 
rate (ASR)

Provides the capacity to compare different populations and time periods where 
different age structures exist.  It is calculated by applying a weighted average (based 
on a standard population) of the number of new cases or deaths per 100,000, with 
the weights being equal to the proportion of people in each age group in a chosen 
standard population.  

Cancer incidence Refers to the number of new cancer cases diagnosed during a specific period in  
a population. Incidence reflects the number of cancer cases and not the number  
of individuals with cancer; one person may have multiple cancers and each one might  
be included when calculating cancer incidence, based on internationally agreed rules.

Cancer mortality The number of deaths attributed to cancer during a specific period in a defined 
population, regardless of when the diagnosis was made. 

Cancer of Unknown 
primary site (CUP)

A group of metastatic tumours for which no primary tumour has been identified 
despite a screen of investigations, with specialist review. The diagnosis usually requires 
pathology evaluation, including immunohistochemistry markers to define the tumour 
cell lineage. This group also includes patients who present with advanced disease but 
for whom further tests are not done because a definitive diagnosis is not likely  
to affect treatment choices or prognosis. Represents approximately 2% of all cancers 
reported by the Victorian Cancer Registry.

Crude rate (CR) The number of new cancer cases (or deaths) divided by the population at risk in 
the specific period, expressed as an annual rate per 100,000 population. No age 
adjustments are made when calculating a crude rate.  

Cumulative risk An estimate of the total risk that a certain event will happen during a given period. 
This report refers to the cumulative risk of a person being diagnosed with cancer  
by the age of 75.  

Death certificate 
only (DCO%)

The proportion of cases registered from a death certificate. 

Five-year survival Survival in this report refers to ‘relative survival’; the likelihood of a person diagnosed 
with cancer surviving for a certain amount of time compared with similar people in the 
general population. ‘Similar’ in this case is defined by a person of the same sex, age 
and year (ie. Survival of a 74 year-old male diagnosed in 2016 is compared with the 
life expectancy of all males who turned 74 in 2016). A relative five-year survival rate  
of 100% means that as many people with cancer will die as those in a similar 
population without cancer over a five-year period.   

Histology The study of tissues and cells under a microscope. 

In situ A group of abnormal cells that are found only in the place where they first formed in the 
body. These abnormal cells may become cancer and spread to nearby normal tissue. 
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International 
Classification 
of Diseases for 
Oncology (ICD-O) 

An international standard for classifying a cancer using a topographical code,  
which describes the anatomical site of origin (or organ system) of the tumour,  
and a morphological code, which describes the cell type (or histology) of the tumour, 
together with the behaviour (malignant or benign). Medical coders classify cancers 
according to the 3rd edition (ICD-O-3).   

International 
Classification 
of Diseases and 
Related Health 
Problems (ICD-10)

An international standard developed to promote international comparability  
in the collection, processing, classification, and presentation of health statistics. 

Invasive cancer Cancer that has spread beyond the layer of tissue in which it developed and is growing 
into surrounding, healthy tissues.  

Microscopic 
verification (MV%)

The proportion of cases verified with morphology.

Morphology The histological classification of the cancer tissue and a description of the course  
of development that a tumour is likely to take (benign or malignant).  

Projection An estimate or forecast of future cancer incidence or mortality based on trends 
extracted from historical data applied to estimates of future population. Cancer 
projection uses an age-period-cohort (APC) model which considers age effects  
(i.e. biological and social processes linked to ageing), period effects (i.e. external 
effects impacting all groups) and cohort effects (i.e. the unique exposure/experience 
of a group as they move across time).   In this report we project cancer incidence and 
mortality by sex for the next 15 years, to 2035. 

Remoteness Remoteness classification is applied to the patients’ residence at the time of 
cancer diagnosis. Geographical areas are grouped to major cities, inner-regional, 
outer-regional and remote Victoria according to the Australian Bureau of Statistics 
remoteness structure.  

Registry-derived 
Stage (RD-Stage)

The stage of disease at diagnosis, which is derived by registry staff applying rules to 
data available to a population-based cancer registry. Registry-derived stage has been 
developed in consultation with clinicians and is intended to be used for population 
reporting purposes and not at a patient-level to guide clinical practice.   

Standardised 
Incidence Ratio 
(SIR)/ Standardised 
mortality ratio 
(SMR)

Used to gain an understanding of whether the number of observed cancer cases  
in a particular population is higher or lower than expected, given the population  
and age distribution for that population. It is calculated by dividing the observed 
number of cases by the “expected” number of cases. If more cases are observed than 
expected, the SIR is greater than 1. If fewer cases are observed than expected, the SIR 
is less than 1. 

Years of Potential 
Life Lost (YPLL)

The  total number of years of life lost due to a premature death from cancer. In this 
report, a premature death is one which occurs before a person reaches 75 years.  
For example, someone who died from cancer at the age of 68 equates to 7 years  
of potential life lost.
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2020 IN NUMBERS

Cancer is the leading cause of disease burden  
in Victoria. There were 34,712 Victorians 
diagnosed with cancer in 2020. 
That’s an average 95 new diagnoses every day,  
or 1 new cancer every 15 minutes.
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The 5 most common cancers in Victoria  
are: lung, prostate, melanoma, breast,  
and bowel, accounting for 56% of all new 
cases and 51% of all cancer deaths.

Cancer is projected to increase  
by 50% in the next 15 years.

2 out of 5 men and 1 out of 3 women  
will develop cancer by age 75 years.

For the first time ever, Victorians’  
5 year survival rate reached 70%. 

11,360 Victorians died from cancer in 2020. 
That’s on average 31 deaths every day  
or more than 1 every hour. 

In 2020, there were 7% fewer diagnoses 
than expected, likely due to the COVID-19 
pandemic. Cancers showing the steepest 
decline were melanoma, prostate, bowel, 
breast, and lung cancer. 

Regional Victorians are 40% more likely 
to be diagnosed with melanoma than 
Victorians living in major cities.
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DEMOGRAPHY

Dr Ines Rio, GP, North Western Melbourne 
Primary Health Network Chair.
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VICTORIA’S POPULATION 
IN 2020
Snapshot
	� Victoria is the second most populous  

state in Australia, with one quarter  
of the country's population. Victoria's 
population is growing and getting older. 

	� Aboriginal Victorians* represent 0.9%  
of the state's population, and more than  
one in four Victorians are born overseas. 

	� Cancer is the cause of death for nearly  
1 in 3 Victorians. 

One quarter of Australia's population  
resides in Victoria. 

An estimated 6,696,670 people live in Victoria, 
accounting for 26% of the Australian population.  
The state takes up less than 3% of the land area  
of Australia. Victoria is the second most populous  
state after New South Wales (1). 

More than three quarters of Victorians (78%) live  
in major cities of  Victoria (Figure 1) (2).

Figure 1: Map of Victoria, Australia

Major cities

Inner regional

Outer regional

Remote

*Aboriginal Victorians in this report refers to the Aboriginal and/or Torres Strait Islanders peoples in Victoria.
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Aboriginal Victorians represent 0.9%  
of Victoria's population. 

There are approximately 57,767 Victorian Aboriginal 
People, representing 7% of Aboriginal and Torres Strait 
Islander People in Australia (1). Throughout this report 
the Victorian Cancer Registry provides cancer statistics 
for Aboriginal people living in Victoria. Together we 
are working with the Victorian Aboriginal Community 
Controlled Health Organisation Inc. (VACCHO) 
within a framework of self-determination, where the 
Aboriginal community leads the development and 
implementation of services and programs that are 
culturally safe in order to improve the cancer outcomes 
for Aboriginal people living in Victoria.

More than one in four Victorians  
are born overseas.   

An estimated 1,675,280 Victorians are born overseas, 
or 28% of the population. (3) This is an increase from 
26% in 2011, and represents the highest ratio of 
overseas-born residents ever recorded in the state. 
Most overseas-born Victorians are born in India (2.9%) 
England (2.9%) or China (2.7%) (See Figure 2).  

There are more Victorians than ever, and they 
are getting older. 

Over the past 35 years, Victoria's population has grown 
by 62%. Over the past 10 years, Victoria's population 
has grown by 22% or 1.2 million people (4).  

Life expectancy at birth for Victorians is 85.8 years  
for females and 81.9 years for males. This is an 
increase of 1.5 years for females and 1.9 years for 
males over the past decade. (5)   

The median age for Victorians living in Melbourne 
is 36 years and 42 years for those living outside 
of Melbourne. (Figure 3) (6). There has been a 4% 
increase in the number of  Victorians aged over 
70 years.  From 1982 to 2019, the percentage of  
Victorian men aged 60 years or older has increased 
from 12% to 20%. The number of  Victorian men aged 
70 years or older has doubled from 5% to 10%. For 
the same period, the percentage of  Victorian women 
60 years or older has increased from 16% to 22% and 
Victorian women aged 70 years or older has increased 
from 8% to 12% (Figure 4) (7).

In 2020, Victoria was the only Australian state 
to record a negative growth rate (-0.6%), due 
to interstate and overseas migration during the 
COVID-19 pandemic (4). 

Greece (0.8%)
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Vietnam (1.4%) 

New Zealand (1.6%)
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Figure 2: The number of persons by country of birth of the 28% of Victorians who reported being born overseas 
(Top 10) according to the 2016 Census (3)
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Figure 3: Age distribution as a percentage of the Victorian population by sex, 2020 (6) 
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Cancer is the cause of death for nearly  
1 in 3 Victorians.

In 2020, there were 41,065 registered deaths  
in Victoria, a decrease of less than 1% since 2019.    

Cancer  accounts for three times more deaths  
in Victoria than ischaemic heart disease, five  
times more than stroke, six times more than 
dementia and thirty times more than traffic 
accidents (Figure 5) (8).  

Figure 5: Number of deaths and years of potential life lost* between the ages of 1 and 75 years inclusive  
for leading cases of death in 2020 (8)

Other causes
Transport accidents

Suicide
COVID-19
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Number of deaths among Victorians, 2020
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Years of potential life lost among Victorians, 2020

*Years of potential life lost is calculated by subtracting the age of death of a person suffering cancer from that of a ‘standard 
life’, calculated as being 75 years by the Australian Bureau of Statistics. (9)

Cancer accounts for the loss of more than one third  
of all potential life in Victoria (8).* This equates to more 
than 76,000 years of life lost prematurely, which is 
more than three times that of suicide, more than seven 
times that of car accidents and four times that of heart 
disease (Figure 5). 
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Marnie Wills, diagnosed with  
Hodgkin lymphoma in 2020  
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NEW CANCER DIAGNOSES 
AMONG VICTORIANS  
A snapshot of new cancer  
diagnoses in Victoria in 2020:
	� 95 Victorians are diagnosed with cancer  

every day, and more men are diagnosed  
with cancer than women.

	� Cancer diagnoses in Victoria increased  
by 20%  over the past decade and are  
predicted to increase 50% over the next  
15 years.

	� The most common cancers in Victoria  
are cancers of the prostate, breast, bowel,  
lung, and melanoma. These cancers account  
for 56% of all diagnoses in Victoria.

	� Aboriginal Victorians are 71% more likely  
to be diagnosed with cancer than non-
Aboriginal Victorians.  

	� Melanoma diagnoses in regional Victoria are 
over 40% higher than in major cities. 

95 people are diagnosed with cancer every day. 

There were 34,712 Victorians diagnosed with cancer 
in 2020. This included 19,007 males, 15,703 females 
and 2 persons were recorded as having indeterminate 
sex. When taking the growing and ageing Victorian 
population into account, it is estimated that in 2020 
there were 2,420 fewer diagnoses than in 2019. 
While this may seem encouraging, it is likely due to 
a reduction in Victorians presenting for screening 
or assessment during the pandemic. Refer to the 
COVID-19 special issue in this report for more details. 

More men are diagnosed with cancer  
than women.

Men are diagnosed at a rate of 123 males for every 
100 females. This is largely due to the high rates of 
prostate cancer in men and the higher rates of lung 
cancer in men than women. 

Two out five men and one out of three women  
will develop cancer by the age of 75. 

The cumulative risk of developing cancer by the  
age of 75 is 39% for men and 30% for women.  
The risk of developing common cancers by the  
age of 75 is outlined in Figure 6. 

Cancer diagnoses have increased by 20% over 
the past decade.  

Over the past 10 years, the rate of cancer diagnoses 
have been stable for both males and females (Figure 7). 

In 2020, males accounted for 58% of cancer diagnoses 
in cancer occurring in both men and women, excluding 
breast cancer.

Cancer diagnoses are projected to increase  
50% over the next 15 years.

There is likely to be a 50% increase in cancer diagnoses 
among both males and females. By 2035, the number of 
new cancer diagnoses  is anticipated to be over 52,000. 
This increase will be due to the growth and ageing of the 
Victorian population and projected changes in trends by 
cancer type, age group and sex. Projections for common 
cancers are shown in Table 2. Details of how projections 
are calculated are outlined in Appendix 2.

Victorians over 60 are 12 times more likely to  
be diagnosed with cancer than those under 30. 

The median age for a cancer diagnosis is 69 for Victorian 
males and 67 for Victorian females.  
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Less than 1% of tumours occur before the age  
of 20.  There is an increasing incidence of cancer  
as Victorian’s age (Figure 8). After childhood, incidence 
increases steadily until age 50, after which a rapid 
increase in males is due to increasing prostate, bowel 
and lung cancer and in females reflects increasing 
breast, bowel and,  to a lesser extent, lung cancer.
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Figure 7: Cancer incidence by sex, 1982-2020 with projected incidence to 2035, Victoria

Actual Projected

0

5

10

15

20

25

30

0

50

100

150

200

250

300

350

400

1985 1990 1995 2000 2005 2010 2015 2020 2025 2030 2035

N
ew

 d
ia

gn
os

es
 p

er
 y

ea
r (

'0
00

s)

Ag
e-

st
an

da
rd

is
ed

 ra
te

 p
er

 1
00

,0
00

 V
ic

to
ria

ns

Incidence rate,
males
Incidence rate,
females

New diagnoses,
males
New diagnoses,
females

Figure 8: Incidence rates for all cancers, by age 
at diagnosis and sex, 2020

The five most common cancers account 
 for 56% of all new cancers 

The most commonly occurring cancers in Victoria 
are cancers of the prostate, breast, bowel, lung and 
melanoma. These cancers account for 56% of all 
diagnoses in Victoria (Figure 9). 
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The most common cancers in people under  
25 years are leukaemia and lymphoma. 

The most common cancer for children under  
14 is leukaemia, with 44 cases in males and 29 cases 
in females in 2020 (Figure 10). While they represent  
38% of cancers in this age group, they account for  
just 6% of all patients diagnosed with leukaemia.   
The most common cancer in people aged between  
15-24 is lymphoma, with 32 cases in males and 20 
cases in females in 2020. While they represent 20%  
of cancers in this age group, they account for just  
3% of all lymphomas. 

The most common cancers in people  
aged 25 to 59 years are breast, bowel  
and prostate cancers. 

In this age group, there are more than twice as 
many females diagnosed with breast cancer as men 
diagnosed with prostate cancer. Among females, 
breast cancer is more common than the next five 
cancers combined and accounts for 39% of all new 
cancer diagnoses among females in this age group.   

The most common cancers in people aged over 
60 are breast, prostate and lung cancer.

Almost 60% of prostate cancer is diagnosed in men 
aged between 60 and 74 years.  It is in this age group 
that we see a dramatic increase in lung cancer 
incidence. In 2020,  the number of lung cancer cases 
doubled between the 45-49- and 50-54-year age 
groups and almost tripled between 50-54 years and 
60-64 years. Lung cancer continues to increase to  
75 years, after which a slow decline is seen.

The number of new cancer diagnoses are 
projected to increase for almost all cancers  
over the next 15 years. 

Yet, while absolute numbers will increase, we 
anticipate seeing a reduction in age-standardised 
rates among both males and females for cancers of 
the head and neck, oesophagus, and bladder.  Among 
males we also anticipate seeing a reduction in rates of 
stomach, lung and lymphoma. Among females we also 
project a decline in rates of ovarian, liver, melanoma 
and breast cancers (Table 2). 

The implementation of the E-Path system, which 
automatically abstracts pathology reports from 
laboratory information systems, has been associated 
with a decline in the number of cancers of unknown 
primary site. 

“No one could come in [to the 
hospital] with me – I think mum 
came to my first treatment and  
from there I was on my own.”

In March 2020, as Australians grappled with 
the threat of COVID-19 and entered a national 
lockdown, Marnie was hit with the devastating 
news that she had Hodgkin Lymphoma.     

She had chemotherapy every fortnight but 
had to face her treatment alone. She drew on 
her support network to help her through her 
treatment. She would FaceTime her mum while 
getting her chemotherapy, and utilised the 
online support network provided to her through 
the Olivia Newton John Wellness Centre in place 
of the usual in-person support program.   

Her support crew helped her stay positive, and 
8 months after her first treatment she received 
the fantastic news that she was in remission. 
Today, Marnie is thrilled to have finished her 
treatment but remains anxious about the threat 
of COVID-19. 

“We’ve been through hell and back. I went 
through 12 months of treatment and didn’t do 
anything besides my medical things. Now I’m 
wanting to enjoy life and catch up on things I 
missed out on. But I am afraid to go out and I 
think sometimes people don’t understand that,” 
Marnie said. 

While she is trying to navigate how best to live 
in this new COVID-19 world, Marnie is focussing 
on her mental health and getting back into 
exercise classes now that her energy levels are 
returning.  

“Recently I went on a walk…and I just thought, 
wow, I’m so lucky to be here, with the research 
and the treatments. If that wasn’t an option,  
I probably wouldn’t be here today to tell my story.” 

Marnie Wills, diagnosed with Hodgkin 
Lymphoma in 2020  
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Figure 10: Leading cancer types (number and percent of all cancers) by age group and sex in Victoria, 2020

44
13
12

 8
 6
 5Bowel

Eye
Other endocrine

Lymphoma
Brain & CNS

Leukaemia

0 10 20 30 40 50

29
10

 8
 5

 4
 4

Bone
Other endocrine

Connective Tissue 
Brain & CNS
Lymphoma
Leukaemia

0 10 20 30 40 50

34
32

19
10

 8
 7Bone

Melanoma
Bowel

Leukaemia
Lymphoma

Testis

0 10 20 30 40 50

22

20
20

 9
 8
 7Brain & CNS

MDS
Melanoma

Bowel
Lymphoma

Thyroid

0 10 20 30 40 50

861
525

417
272
246
241Lung

Head & Neck
Lymphoma
Melanoma

Bowel
Prostate

0 10 20 30 40 50

1,978
  437
  392

  295
  259
  242Lung

Uterus
Thyroid

Bowel
Melanoma

Breast

0 10 20 30 40 50

3,111
  765
  708

  568
  366
  348Head & Neck

Lymphoma
Melanoma

Lung
Bowel

Prostate

0 10 20 30 40 50

1,732
  704

  502

  360
  358

  238Lymphoma
Melanoma

Uterus
Bowel

Lung
Breast

0 10 20 30 40 50

1,407
  735

  619
  499

  316
  270Bladder

Lymphoma
Melanoma

Bowel
Lung

Prostate

0 10 20 30 40 50

863
673

602
284
275
234Pancreas

Lymphoma
Melanoma

Lung
Bowel

Breast

0 10 20 30 40 50

FEMALESMALES
0-14 years 
All cancer incidence 
Male 112 
Female 79

15-24 years 
All cancer incidence 
Male 139 
Female 120

25-59 years 
All cancer incidence 
Male 4,117 
Female 5,028

60-74 years 
All cancer incidence 
Male 8,428 
Female 5,716

75+ years 
All cancer incidence 
Male 6,211 
Female 4,760

% of cases % of cases



26

Aboriginal Victorians* are 71% more likely  
to be diagnosed with cancer than non-
Aboriginal Victorians.  

In the period 2015-19, on average 251 cancers 
were diagnosed in Aboriginal Victorians each year, 
126 in males and 125 in females. There were 581 
new cases of cancer among Aboriginal males and 
507 among Aboriginal females per 100,000 people. 
By comparison, non-Aboriginal Victorian males 
experienced 349 new cases and women experienced 
286 new cases per 100,000 people (Figure 11). 

Aboriginal Victorians are more than twice as 
likely to be diagnosed with cancers of the lung, 
head and neck and liver. 

The most common cancers for Aboriginal Victorians  
to be diagnosed with are lung, breast, bowel and 
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prostate cancers. These cancers account for 46% of 
cancers among Aboriginal Victorians. 

Of the most common cancers**,  differences  
in the mean age-standardised incidence rates were 
significantly higher for both Aboriginal males and 
females for cancers of the head and neck (2.2 times 
higher), bowel (1.6 times higher), liver (3.8 times 
higher), pancreas (1.8 times higher), lung (3.2 times 
higher) and kidney (2.0 times higher).  For Aboriginal 
Victorian females, they were also significantly higher 
for cancers of the breast (1.5 times higher), vulva, 
vagina and other unspecified female genital organs 
(2.4 times higher), cervix (2.9 times higher) and uterus 
(1.8 times higher).  For Aboriginal Victorian males, 
rates were also significantly higher for cancers of the 
stomach (2.4 times  higher), prostate (1.3 times higher) 
and for lymphoma (1.9 times higher).

Aboriginal and Torres Strait Islander People

Figure 11: Age-standardised incidence ratio (with 95% confidence interval) for the ten most common cancers 
diagnosed in Aboriginal Victorians by sex, comparing Aboriginal and non-Aboriginal Victorians, 2015-2019

NEW CANCER DIAGNOSES AMONG VICTORIANS  

** Defined as at least 15 diagnoses for males and females over 5 years.

*Aboriginal Victorians in this report refers to the Aboriginal and/or Torres Strait Islanders peoples in Victoria.



27

Achieving cervical cancer elimination for 
Aboriginal Victorian women is a priority. 

Effective HPV vaccination and cervical screening 
have significantly decreased cervical cancer and  
are being implemented to ensure that Australia  
meets its target of cervical cancer elimination  
by 2030 (9). Elimination has been defined by  
the World Health Organization as achieving an  
age-standardised rate of 4 cases per 100,000  
or lower (10). Currently Aboriginal Victorian females 
have a rate of 14.7 [95%CI 9.5-22.8] per 100,000, 
well above the rate of 5.0 [95%CI 4.7-5.3] per 
100,000 among non-Aboriginal Victorian females. 
The introduction of self-collected Cervical Screening 
Tests has proven highly acceptable to screening 
participants and primary care practitioners (11).   
and is expected to break down some of the barriers 
facing Aboriginal females. Along with the provision  
of more culturally appropriate and safe resources,  
the evidence suggests Aboriginal females will 
increase participation in cervical screening, which 
will help to address these statistics.     

Aboriginal Victorians over 70 years of age are 
1.8 times as likely to be diagnosed with cancer 
than non-Aboriginal Victorians. 

Differences in cancer incidence rates are evident  
from the fifth decade in females and the fourth 
decade in males and become more pronounced  
with increasing age for both males and females 
(Figure 12). 
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Figure 12: 2 Age-specific cancer incidence rates  
(with 95% confidence intervals) by sex for Aboriginal 
and non-Aboriginal Victorians, 2014-2018

As a GP working in community health,  
Dr Ines Rio has observed the ripple effects 
of the pandemic on many aspects of patient 
care: “As GPs, we treat a whole person, not 
just a diagnosis.” 

Ines is also a senior medical staff member at 
the Royal Women’s Hospital, medical adviser 
for City of Melbourne, and Chair of North 
Western Melbourne Primary Health Network. 

Through these roles, Ines noted structural 
issues that resulted in over-representation 
of COVID-19 infection in Melbourne’s north-
western suburbs alongside psychological 
effects and barriers that have led to 
Victorians delaying seeking care to address 
health concerns, manage cancer care and 
other chronic diseases and undertake 
preventative screening. 

The Victorian Cancer Registry helps inform 
practitioners of concerns in cancer care that 
need to be addressed. “From a GP’s point of 
view, it’s vital the Victorian Cancer Registry 
information gets out there. Most GPs know 
that disturbingly, there have been about 
2,500 fewer diagnoses of cancer in Victoria 
last year. It’s critical we know this, along with 
the facts that half of those missing diagnosis 
are in prostate cancer and melanoma – as 
well as a considerable number in head, neck, 
and breast. It makes GPs more vigilant, 
attuned to asking searching questions and 
increase appropriate screening.”

“Any barrier that you put in the way of 
consultation will make it harder. It’s 
harder to initiate that conversation 
over the phone, rather than somebody 
initiating it in the room.” 

Ines Rio , GP, North Western Melbourne 
Primary Health Network Chair 
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NEW CANCER DIAGNOSES AMONG VICTORIANS  

Figure 13: Age-standardised incidence rate (with 95% confidence intervals) for the ten most common cancers 
diagnosed in regional Victorians, comparing Regional and non-Regional Victorians, 2018-2020

 34.8 ( 33.7, 35.9)
 25.0 ( 24.1, 26.0)

 88.2 ( 86.4, 90.0)

 14.0 ( 13.3, 14.7)
  4.9 (  4.5,  5.3)

 12.9 ( 12.2, 13.7)
  5.9 (  5.4,  6.4)

 14.4 ( 13.6, 15.2)
  8.4 (  7.8,  9.1)

 27.0 ( 26.0, 27.9)
 20.9 ( 20.1, 21.7)

 18.0 ( 17.2, 18.9)
 12.6 ( 11.9, 13.3)

 26.7 ( 25.7, 27.7)
 19.4 ( 18.6, 20.2)

  8.0 (  7.5,  8.6)
  6.4 (  6.0,  6.9)

 96.7 ( 94.8, 98.5)

334.0 (330.6,337.5)
271.7 (268.5,274.8)

 40.3 ( 38.3, 42.4)
 31.0 ( 29.2, 33.0)

 89.9 ( 86.8, 93.3)

 19.3 ( 17.9, 20.9)
  5.4 (  4.7,  6.3)

 14.2 ( 13.0, 15.6)
  6.0 (  5.2,  6.9)

 16.2 ( 14.8, 17.8)
 10.1 (  9.0, 11.5)

 29.6 ( 28.0, 31.3)
 24.4 ( 23.0, 26.0)

 17.0 ( 15.6, 18.5)
 12.1 ( 10.9, 13.5)

 38.3 ( 36.3, 40.5)
 30.1 ( 28.2, 32.1)

  8.1 (  7.3,  9.1)
  6.0 (  5.3,  6.8)

 99.4 ( 96.5,102.4)

375.4 (369.2,381.7)
300.0 (294.2,306.1)

Major cities Regional areas

Prostate

Breast

Lymphoma

Pancreas

Kidney

Lung

Leukaemia

Bowel

Head & Neck

Melanoma

All cancers

0.8 1.0 1.2 1.4 1.6
Standardised incidence ratio

Males
Females

Age-standardised rate (95%CI)
 

Regional Victorians* are 12% more likely  
to be diagnosed with cancer than those  
living in major cities.  

Between 2018-2020, there was an average of 10,454 
regional Victorians diagnosed with cancer each year 
(5,967 males and 4,487 females). 

There were 300 new cases of cancer among regional 
females and 375 among regional males, per 100,000 
people. By comparison, there were 271 new cases 
of cancer among urban females and 334 new cases 
among urban males, per 100,000 people (Figure 13). 

The most common cancers among regional Victorians 
are the same as urban Victorians: prostate, breast, 
bowel, lung and melanoma. Each of these cancers 
were diagnosed at a higher rate in regional Victorians 
than urban Victorians, although the differences were 
small among prostate cancer and lung cancer in men 
and breast cancer in women.    

Regional Victorians are 40% more likely  
to be diagnosed with melanoma than those 
living in major cities.   

Regional Victorians have a significantly higher rate  
of diagnosis of melanoma than urban Victorians  
(38.3 versus 26.7 cases per 100,000 among males  
and 30.1 versus 19.4 cases per 100,000 among 
females). Melanomas account for 9.3% of cancers 
among regional Victorians.  

Head and neck cancer diagnoses are 48% higher 
in regional males than urban males.  

There were 847 regional males diagnosed with head and 
neck cancer between 2018-2020. While head and neck 
cancers are less commonly diagnosed among regional 
males than melanoma (19.3 versus 38.3 per 100,000 
males), the rate is 48% higher than in urban males. 

Lung cancer is more commonly diagnosed  
in regional females than urban females. 

There were 1,348 females living in regional Victoria 
diagnosed with lung cancer between 2018-2020. 
Regional females have a 17% higher rate of lung 
cancer compared with urban females (24.4 vs 20.9 
cases per 100,000 females).

Regional Victorians

* Regional Victoria is defined by the Australian Bureau of Statistics as the area outside of major cities in Victoria  
and is shown in Figure 1 on page 16 of this report.  
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The trend in common cancer incidence among 
Victorians over the past 38 years and projections to 
2035 can be seen in Figure 14. These will be further 
discussed in this section.

Figure 14: Trend in incidence rates (annual age-standardised rates per 100,000) by sex for selected common 
cancers, Victoria 1982-2020 with projected incidence to 2035
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NEW CANCER DIAGNOSES AMONG VICTORIANS  

Prostate cancer is the most common cancer  
in Victoria. 

It accounts for 5,379 cases, 16% of all cancers and 
28% of all cancers for males. The median age at 
diagnosis is 69 years. 

Prostate cancer rates have fluctuated more than any 
other cancer in Victoria over the past three decades 
(Figure 14). In the early 1990s, prostate cancer 
incidence rose steeply after the introduction of PSA 
testing, peaking in 1995 before rising again until 2009 
when it was the highest its ever been since. Incidence 
rates in 2020 dropped 10.8% compared with 2019, 
from an age-standardised rate of 106.2 to 92.7  
per 100,000, likely due to the COVID-19 pandemic. 

The rate of prostate cancer is projected to 
remain steady over the next 10 years. 

However, the fluctuation in historical incidence makes 
it difficult to predict future rates. 

Figure 15 indicates the trend in the grade of prostate 
cancer at diagnosis using the ISUP Grade Group, which 
categorises prostate cancer according to five grades 
from least aggressive (Grade 1) to most aggressive 
(Grade 5). These groups help clinicians decide how to 
manage the cancer. Grade group 1 (Gleason 6 or less) 
indicates that the cancer is low risk; the cancer is slow 
growing and not aggressive. Grade group 2-3 (Gleason 
score 7) indicates that the cancer is intermediate 
risk; the cancer is likely to grow faster and be mildly 
to moderately aggressive. Grade group 4-5 (Gleason 
score 8-10) indicates that the cancer is high risk; the 
cancer is likely to grow quickly and be more aggressive. 
Despite fluctuation in incidence over the past decade, 
the percentage of males diagnosed with ISUP 4 and  
5 has remained stable (between 15.5% and 18.8%).
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Breast cancer is the second most common  
cancer in Victoria. 

It accounts for 13% of all new cases (4,608 diagnoses,  
of which 33 were in men) and 29% of all new cancers  
for women. The median age at diagnosis is 62 years. 
There has been a steady increase in breast cancer 
incidence, with a 0.7% increase in ASR over the past  
10 years.  This follows a period of increase from 1993  
to the early 2000s, when mammography screening 
services were introduced in Victoria. Appendix 4 
provides details of the number of in situ breast cancers 
diagnosed in 2020, of which 74% were diagnosed in the 
screened population (50-75 years).

Breast cancer incidence rates are projected  
to remain stable over the next decade. 

While the rate of new diagnoses is not anticipated to 
significantly decline, the ageing and growth of the 
Victorian population will likely see the actual number 
of breast cancer diagnoses increase by more than 36% 
over the next 15 years (Table 14). Figure 14 shows the 
trend in the stage of breast cancer at diagnosis from 
1982 and predictions to 2031-2035.  

Figure 16 indicates the trend in the stage of breast 
cancer at diagnosis over the past decade according 
to the registry-derived (RD) stage group and for 
ductal carcinoma in situ (DCIS), which is the earliest 
indication of breast cancer. The proportion of breast 
cancers diagnosed in stage I or II has increased over 
the past decade from 83% to 87% of cases with 
known stage. Early-stage breast cancer is stage  
1 or 2 and indicates that the cancer is contained  
in the breast or that growth has only extended to the 
nearby lymph nodes. Stage 3 breast cancer indicates 
that the tumour is locally advanced, it is larger than 
5cm and has spread to tissues around the breast 
such as the skin, muscles or ribs or has spread to 
the lymph nodes. Stage 4 breast cancer has spread 
to other parts of the body and is called advanced 
or metastatic disease. RD-Stage methodology is 
discussed in Appendix 2.  

Figure 15: Trend in prostate cancer from 2010-2020 
by ISUP grade groups, Victoria
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in 2020, 50% of bowel cancer is diagnosed at stage 
1 or 2.  Stage 1 disease indicates that the tumour is 
contained to the lining of the bowel. Stage 2 disease 
indicates that it has spread deeper into the layers 
of the bowel walls. If the tumour has extended into 
nearby lymph nodes it is categorised as stage 3 
disease and if it extends to other parts of the body, 
such as the liver or lungs or to distant lymph nodes, 
it is regarded as a stage 4 cancer. (see Appendix 2 
for details on how stage was calculated for bowel 
cancer).

Lung cancer is the fourth most common  
cancer in Victoria.

It accounts for 3,233 new cases and 9% of all new 
cancer diagnoses. The median age at diagnosis 
is 72 years. Long-term trends continue to show 
increasing rates in women and decreasing rates in 
men, consistent with smoking prevalence patterns 
three to four decades earlier.  There are two main 
types of lung cancer; non-small cell lung cancer 
(NSCLC) and small cell lung cancer (SCLC). In 
Victoria, 86% of lung cancers are NSCLC.  

Lung cancer incidence is projected to further 
decline among Victorian men and rise 
marginally in women. 

An increase in lung cancer is projected among 
females until 2031-2035. This increase becomes less 
pronounced over time, suggesting that we may begin 
to see a decline in incidence of lung cancer among 
females after 2031-2035, as has been seen in males 
since 1993 (Figure 14).

Bowel or colorectal cancer is the third most 
common cancer in Victoria. 

It accounts for 3,514 new diagnoses, or 10.1% of all 
new cancer diagnoses. The median age at diagnosis  
is 70 years of age. Over the past 10 years, the age-
standardised incidence rate for all ages has decreased 
by 1.8% per year for males and by 2.1% per year for 
females.

Over the past 10 years in the screened population 
(those aged between 50 and 74 years), the age-
standardised incidence rate has  decreased by 1.8% 
per year for males and by 3.0% per year for females.

By comparison, age standardised incidence rates in 
the non-screen eligible population (those aged less 
than 50 or 75 or older) age standardised incidence 
rates  have decreased by 1.7% per year for males, and 
by 0.8% per year for females. The downward trend 
among both males and females is encouraging and 
is likely to reflect, at least in part, the impact of the 
National Bowel Cancer Screening Program, introduced 
in 2006.  Rates of bowel cancer in the screened 
population (those aged between 50 and 74) have 
reduced over the past two decades 

Bowel cancer rates are anticipated to increase 
slightly over the next decade. 

Cases are projected to increase from 28.9 per  
100,000 to 35.3  per 100,000 Victorians in  
2031-2035. The ageing population will likely  
see crude number of bowel cancers increase  
by approximately 25%.  

Trend in bowel cancer stage at diagnosis between 
2010 and 2020 is shown in Figure 17. It shows that 
bowel cancer is quite evenly distributed across each 
of the four stage groups at diagnosis. In Victoria  
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Figure 17: Trend in bowel cancer from 2010-2020 
by registry-derived stage groups, Victoria
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Figure 16: Trend in breast cancer from 2010-2020  
by registry-derived stage groups,  Victoria



32

Melanoma is the fifth most common cancer  
in Victoria. 

Melanoma accounts for 2,582 cases and 7% of all 
new cancer diagnoses. The median age at diagnosis 
is 67 years. While incidence rates continue to 
increase in older Victorians, they have decreased  
for younger people. This trend is likely due to the  
fact that SunSmart messaging has been heeded  
by this age group. The trend in melanoma incidence 
is outlined in Figure 14. Melanoma incidence rates 
are higher among males than females (in 2020, 
26.2 versus 19.5 cases per 100,000 respectively), 
suggesting males have an overexposure to ultraviolet 
(UV) radiation, which most commonly comes from 
the sun and is the major cause of melanoma. 
Solariums, also a known source of UV radiation,  
were banned in Victoria in 2015 (12).  

Melanoma incidence is projected to continue to 
decline for females and remain steady for males. 

Melanoma rates are estimated to decline by 
approximately 15% among females and increase 
marginally, by about 5%, among males between now 
and 2031-2035 (Table 2).  Most melanoma (72%) is 
diagnosed as stage 1 disease (Figure 18).  RD-Stage is 
only reported for melanoma over the past three years.
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Figure 18: Trend in melanoma from 2018-2020 by 
registry-derived stage groups, Victoria

include nodular, diffuse, T-cell and other. Most non-
Hodgkin lymphoma (52%) is categorised as diffuse.  

Lymphoma is one of the most common cancers 
among young Victorians, accounting for 16% of 
cancers diagnosed in people under 25 (Figure 10).  
The age-standardised incidence rate of lymphoma  
is 31.4 per 100,000, with rates higher among males 
than females. The increasing incidence of non-
Hodgkin lymphoma is in large part due to increased 
case finding by the E-Path document processing 
software, which is capturing and transmitting these 
pathology reports to the Victorian Cancer Registry. 

The age-standardised rates of lymphoma are 
projected to remain stable over the next decade.

However, the number of new diagnoses are 
anticipated to increase by 41% among males and  
42% among females by the year 2035.

Leukaemia is the seventh most common cancer 
in Victoria.

It accounts for 1,225 cases (751 among males and 474 
among females) and 3.5% of new cancer diagnoses. 
The median age at diagnosis is 69.  Leukaemias are 
sub-categorised as lymphoid (57%), myeloid (32%), 
monocytic (10%) and other/unspecified (1%) (Table 1). 

Leukaemia is the most commonly reported cancer 
in those aged under 15 years with 6% diagnosed in 
these early years. Leukaemia rates decline during 
young adulthood but increase again after the age 
of 30 years. While leukaemia is seen equally among 
males and females when diagnosed early in life, rates 
among males are significantly higher than females in 
adulthood. This is most pronounced in those aged over 
60 years, where males are nearly twice as likely than 
females to be diagnosed with leukaemia.  

Leukaemia rates are projected to increase.

It is predicted that rates will increase by 3 per 100,000 
among females and 7 per 100,000 among males over 
the next 15 years.  

NEW CANCER DIAGNOSES AMONG VICTORIANS  

A detailed breakdown of incidence by age group 
sex and cancer type is  available as  
a downloadable Excel spreadsheet from  
the Victorian Cancer Registry website: 

www.cancervic.org.au/research/vcr

Lymphoma is the sixth most common cancer  
in Victoria. 

It accounts for 1,760 cases and 5% of all new cancers. 
The median age at diagnosis is 68.  Lymphoma 
incorporates Hodgkin lymphoma (13%), non-Hodgkin 
lymphoma (85%%) and ‘Other T/non-Hodgkin 
lymphoma’ (2%) (Table 1).  Non-Hodgkin lymphomas 
are a heterogeneous group of cancers that originate 
from the lymphocyte cells in the lymphatic system and 
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I don’t look like your typical cancer 
patient and so I think everyone just 

sort of assumes I’m fine now.  
But it’s not that simple.

- Marnie, diagnosed with Hodgkin lymphoma in 2020

“
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Table 1: Detailed tables of cancer new diagnoses by age, sex and cancer type.

ICD-10 group Site Males Females
Cases CR* CR%** ASR*** Cases CR* CR%** ASR***

C00-C96,D45-D47 All malignant tumours 19,007 573.2 39.1 330.5 15,703 464.5 30.0 266.4
C00 Lip 152 4.6  0.3 2.7 53   1.6  0.1   0.9
C01-C06 Oral cavity 238 7.2  0.6 4.6 140   4.1  0.3   2.2
C01,C02 —Tongue 152 4.6  0.4 3.0 81   2.4  0.1   1.3
C03 —Gum 24 0.7  0 0.4 17   0.5   0   0.3
C04 —Floor of mouth 24 0.7  0.1 0.5 11   0.3   0   0.2
C05,C06 —Other mouth 38 1.1  0.1 0.7 31   0.9   0   0.4
C07,C08 Salivary glands 37 1.1  0.1 0.6 34   1.0  0.1   0.7
C09-C13 Pharynx 209 6.3  0.5 4.2 48   1.4  0.1   0.9
C09,C10 —Oropharynx 150 4.5  0.4 3.0 32   0.9  0.1   0.6
C11 —Nasopharynx 27 0.8  0.1 0.6 9   0.3   0   0.2
C12,C13 —Hypopharynx 32 1.0  0.1 0.6 7   0.2   0   0.1
C14 Other oral 9 0.3  0 0.1 2   0.1   0   0
C15 Oesophagus 279 8.4  0.6 4.7 114   3.4  0.2   1.5
C16 Stomach 425 12.8  0.7 6.9 213   6.3  0.4   3.3
C17 Small Intestine 124 3.7  0.3 2.2 72   2.1  0.1   1.1
C18-C20 Bowel 1,924 58.0  3.9 34.0 1,590  47.0  2.6  23.8
C18 —Colon 1,250 37.7  2.4 21.3 1,194  35.3  1.8  17.0
C19-20 —Rectum 674 20.3  1.5 12.7 396  11.7  0.8   6.8
C21 Anus & anal canal 52 1.6  0.1 0.9 70   2.1  0.1   1.1
C22 Liver 477 14.4  1.0 8.3 142   4.2  0.2   1.9
C23,C24 Gallbladder 150 4.5  0.2 2.3 149   4.4  0.2   2.0
C25 Pancreas 498 15.0  0.9 8.0 472  14.0  0.7   6.4
C26,C39,C76-C79 Ill-defined sites 84 2.5  0.1 1.3 67   2.0  0.1   1.1
C00-14, C30-32 Head and neck 796 24 1.8 15.0 315 9.3 0.6  5.3
C00-14 [See C00-14 categories 

above]
C30,C31 —Nasal Cavities 44 1.3  0.1 0.8 22   0.7  0   0.3
C32 —Larynx 107 3.2  0.2 1.9 16   0.5  0   0.3
C33,C34 Lung 1,685 50.8  3.0 26.0 1,548  45.8  2.8  22.4
C37,C38 Thymus, heart, 

mediastinum and pleura
20 0.6  0.1 0.4 10   0.3  0   0.2

C40,C41 Bone 45 1.4  0.1 1.2 27   0.8  0.1   0.7
C43 Melanoma 1,492 45.0  2.9 26.2 1,090  32.2  2.1  19.5
C44 Other Skin 161 4.9  0.2 2.1 69   2.0  0.1   0.8
C45 Mesothelioma 144 4.3  0.2 1.9 43   1.3  0.1   0.5
C46 Kaposi sarcoma 15 0.5  0 0.3 6   0.2   0   0
C47,C49 Connective Tissue 120 3.6  0.2 2.3 82   2.4  0.2   1.7
C48 Peritoneum 18 0.5  0 0.3 27   0.8  0.1   0.5
C50 Breast 33 1.0  0.1 0.6 4,575 135.3 10.0  85.6
C51-C58 Female-specific organs 1,548 45.8 3.3 28.1
C51,C52,C57 —Vulva, vagina,  other and 

unspecified female genital 
organs

327   9.7  0.6   5.2

C53 —Cervix 204   6.0  0.4   4.6
C54,C55 —Uterus 745  22.0  1.7  13.4
C56 —Ovary 271   8.0  0.5   4.9
C58 —Placenta 1   0   0   0

NEW CANCER DIAGNOSES, VICTORIA 2020  
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ICD-10 group Site Males Females
Cases CR* CR%** ASR*** Cases CR* CR%** ASR***

C60-63 Male-specific organs 5,657 170.6 13.3 99.8
C60,C63 —Penis, other and 

unspecified male genital 
organs

38 1.1 0.1 0.6

C61 —Prostate 5,379 162.2 12.7 92.7
C62 —Testis 240 7.2 0.5 6.5
C64 Kidney 690 20.8 1.6 13.3 338   10  0.7   6.0
C65,C66,C68 Renal pelvis, ureter,  other 

and unspecified urinary 
organs

92 2.8 0.1 1.3 44   1.3  0   0.5

C67 Bladder 500 15.1 0.7 7.0 143   4.2  0.2   1.7
C69 Eye 40 1.2 0.1 0.9 24   0.7  0.1   0.5
C70-C72 Brain & CNS 270 8.1 0.6 5.7 221   6.5  0.4   4.2
C70 —Meninges 0 0 0 0 2   0.1  0 0
C71 —Brain 264 8.0 0.6 5.5 209   6.2  0.4   3.9
C72 —Other CNS 6 0.2 0 0.1 10   0.3  0   0.3
C73 Thyroid 194 5.9 0.5 4.2 464  13.7  1.0  10.4
C74,C75 Other endocrine 18 0.5 0 0.7 18   0.5  0   0.5
C80 Unknown primary site 277 8.4 0.4 4.0 255   7.5  0.2   2.8
C81 Hodgkin lymphoma 125 3.8 0.3 3.2 101   3.0  0.2   2.7
C82-C85 Non-Hodgkin  

lymphoma
851 25.7 1.7 14.8 641  19.0  1.1  10.0

C82 —Follicular lymphoma 185 5.6 0.4 3.5 172   5.1  0.3   2.8
C83 —Diffuse NHL 473 14.3 0.9 8.2 305   9.0  0.5   4.7
C84 —Mature  

T/NK-cell lymphomas
55 1.7 0.1 1.0 34   1.0  0.1   0.7

C85 —Other NHL 138 4.2 0.2 2.1 130   3.8  0.2   1.8
C86 Other specified types of  

T/NK-cell lymphoma
22 0.7 0 0.4 20   0.6  0   0.3

C88 Immunoproliferative 111 3.3 0.2 1.9 121   3.6  0.2   1.9
C90 Multiple myeloma 383 1.6 0.8 6.4 240   7.1  0.4   3.4
C91-C95 All leukaemia 751 22.6 1.4 14.5 474  14.0  0.9   8.6
C91 —Lymphoid leukaemia 435 13.1 0.9 8.8 265   7.8  0.5   4.9
C92 —Myeloid leukaemia 226 6.8 0.4 4.4 169   5.0  0.3   3.1
C93 —Monocytic leukaemia 81 2.4 0.1 1.2 36   1.1  0   0.6
C94 —Other leukaemia 3 0.1 0 0 0   0  0  0
C95 —Unspecified Leukaemia 6 0.2 0 0.1 4   0.1  0   0.1
C96 Other haematopoietic 5 0.2 0 0.2 8   0.2 0   0.1
D45-D47 Myeloproliferative &  

myelodysplastic
479 14.4 0.8 7.5 362  10.7  0.6   5.3

D45 —Polycythaemia vera 58 1.7 0.1 1.1 37 1.1 0.1 0.6
D46 —Myelodysplastic 

syndromes
257 7.8 0.3 3.6 146 4.3 0.2 1.7

D47 —Uncertain behavior of 
lymphoid, hematopoietic 
and related tissue.

164 4.9 0.3 2.8 179 5.3 0.3 2.9

"*    Crude rate.  
**    Cumulative rate to age 75 years.   
***  Age-standardised rate per 100,000 standardised to World Segi standard population

Table 1: Detailed tables of cancer new diagnoses by age, sex and cancer type- continued.
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Table 2: Actual and projected new diagnoses and incident rate (age-standardised rate (ASR) per 100,000 males/
females with 95% confidence intervals (CI)) for selected common cancers to 2031-2035 by sex, Victoria. 

Males Females 
Cancer and time period Cases 95%CI ASR* 95%CI Cases 95%CI ASR* 95%CI
All malignant cancers 
2016-2020 19,006 (18,725, 19,291) 348.1 (342, 354.3) 15,850 (15,729, 15,985) 282.9 (280.3, 285.7)
2021-2025 21,665 (20,977, 22,362) 352.4 (340.4,  365.5) 18,046 (17,762, 18,345) 286.4 (281.4, 291.4)
2026-2030 24,509 (23,477, 25,762) 358.8 (339.7, 378.5) 20,378 (19,905, 20,862) 289.2 (282.4, 296.4)
2031-2035 27,376 (25,848, 29,053) 366.9 (341.1, 390.7) 22,700 (22,042, 23,378) 290.6 (282.1, 300)
Head and neck
2016-2020 787 (767, 807) 15.7 (15.3, 16.1) 284 (271, 296) 5 (4.8, 5.2)
2021-2025 872 ( 821, 930) 15.6 (14.6, 16.6) 310 (262, 341) 4.9 (4.1, 5.5)
2026-2030 959 (880, 1,053) 15.5 (14.1, 16.9) 340 (261, 389) 4.8 (3.7, 5.6)
2031-2035 1,049 ( 940, 1,174) 15.3 (13.6, 17.1) 374 (270, 438) 4.8 (3.4, 5.8)
Oesophagus
2016-2020 272 ( 257, 289) 4.7 (4.4, 5) 115 (105, 124) 1.6 (1.4, 1.7)
2021-2025 303 (282, 328) 4.6 (4.2, 5) 122 (105, 136) 1.4 (1.2, 1.6)
2026-2030 344 (315, 378) 4.6 (4.1, 5.1) 137 (112, 157) 1.4 (1.1, 1.6)
2031-2035 390 (354, 433) 4.6 (4.1, 5.2) 160 (128, 186) 1.4 (1.1, 1.7)
Stomach
2016-2020 408 (395, 424) 7.0 (6.7, 7.3) 221 (209, 232) 3.5 (3.2, 3.6)
2021-2025 437 (410, 475) 6.6 (6.2, 7.2) 245 (218, 261) 3.5 (3, 3.7)
2026-2030 473 (428, 532) 6.4 (5.8, 7.3) 279 (237, 304) 3.6 (3, 4)
2031-2035 518 (460, 600) 6.4 (5.6, 7.5) 322 (263, 357) 3.8 (3.1 ,4.3)
Bowel
2016-2020 2,064 (2,006, 2,127) 37.3 (36.1, 38.4) 1,747 (1,708, 1,787) 27.6 (26.9, 28.4)
2021-2025 2,170 (2,026, 2,302) 36.2 (33.7, 38.8) 1,794 (1,709, 1,885) 26.3 (24.9, 27.9)
2026-2030 2,373 (2,145, 2,590) 37.8 (33.9, 42.2) 1,912 (1,776, 2,056) 26.4 (24.2, 28.9)
2031-2035 2,688 (2,376, 3,013) 41.2 (35.6, 47.8) 2,093 (1,904, 2,299) 27.6 (24.7, 31)
Liver
2016-2020 449 (436, 466) 8.3 (8.1, 8.7) 159 (151, 167) 2.4 (2.2, 2.5)
2021-2025 575 (555, 598) 9.5 (9.1, 9.8) 178 (148, 204) 2.3 (1.9, 2.7)
2026-2030 699 (669, 727) 10.0 (9.6, 10.4) 200 (148, 245) 2.2 (1.6, 2.8)
2031-2035 801 (762, 840) 9.8 (9.3, 10.3) 226 (155, 292) 2.2 (1.4, 2.8)
Pancreas
2016-2020 493 (478, 507) 8.2 (8, 8.5) 472 (456, 488) 6.7 (6.4, 6.9)
2021-2025 586 (567, 617) 8.6 (8.3, 9.1) 576 (551, 601) 7.3 (6.9, 7.7)
2026-2030 684 (655, 737) 8.9 (8.4, 9.6) 701 (662, 738) 7.9 (7.3, 8.4)
2031-2035 777 (740, 847) 9.1 (8.6, 10) 823 (770, 873) 8.4 (7.6, 9)
Lung
2016-2020 1,737 (1,704, 1,772) 28.4 (27.9, 29) 1,425 (1,393, 1,458) 21.9 (21.4, 22.5)
2021-2025 1,883 (1,806, 1,968) 27.2 (26, 28.5) 1,715 (1,664, 1,817) 23.3 (22.5, 24.7)
2026-2030 2,057 (1,937, 2,194) 26.7 (24.9, 28.7) 2,006 (1,930, 2,185) 24.1 (23, 26.6)
2031-2035 2,242 (2,084, 2,431) 26.7 (24.4, 29.1) 2,251 (2,148, 2,498) 24.4 (23.1, 27.5)
Melanoma
2016-2020 1,635 (1,595, 1,676) 30.7 (29.9, 31.6) 1,239 (1,210, 1,271) 23.3 (22.7, 23.9)
2021-2025 1,937 (1,829, 2,041) 31.8 (29.8, 33.7) 1,377 (1,306, 1,475) 22.4 (21.1, 24)
2026-2030 2,239 (2,059, 2,412) 32.2 (29.4, 35) 1,500 (1,377, 1,680) 21.1 (19.2 ,23.8)
2031-2035 2,528 (2,283, 2,797) 32.2 (28.9, 36) 1,608 (1,436, 1,866) 19.7 (17.4, 23)
Breast
2016-2020 40 (36, 44) 0.7 (0.6, 0.8) 4,567 (4,467, 4,669) 89.8 (87.7, 91.9)
2021-2025 47 (38, 55) 0.7 (0.6, 0.8) 5,122 (4,886, 5,400) 89.4 (85, 94.4)
2026-2030 55 (41, 67) 0.7 (0.5, 0.9) 5,688 (5,310, 6,141) 88.9 (82.3, 96.7)
2031-2035 64 (44, 80) 0.7 (0.5, 0.9) 6,228 (5,724, 6,853) 88 (79.6, 98.3)

ACTUAL AND PROJECTED NEW CANCER DIAGNOSES 
TO 2031-2035, VICTORIA
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Males Females 
Cancer and time period Cases 95%CI ASR* 95%CI Cases 95%CI ASR* 95%CI 
Cervix
2016-2020 218 (206, 232) 5.1 (4.8, 5.4)
2021-2025 247 (213, 285) 5.2 (4.5, 6)
2026-2030 270 ( 216, 326) 5.2 (4.1, 6.3)
2031-2035 288 ( 218, 361) 5.1 (3.8, 6.4)
Uterus
2016-2020 755 (734, 775) 14.1 (13.7, 14.5)
2021-2025 878 (779, 921) 14.7 (13, 15.4)
2026-2030 1,003 (833, 1,069) 15.3 (12.7, 16.4)
2031-2035 1,133 (902, 1,221) 15.9 (12.7, 17.3)
Ovary
2016-2020 285 (267, 303) 5.4 (5, 5.7)
2021-2025 241 (209, 275) 4 (3.5, 4.7)
2026-2030 213 (172, 259) 3.3 (2.7, 4.1)
2031-2035 201 (153, 254) 3 (2.2, 3.8)
Prostate
2016-2020 5,317 (5,035, 5,572) 97.2 (91.8, 102.1)
2021-2025 6,138 (5,483, 6,832) 99.5 (87.3, 111.3)
2026-2030 7,027 (5,897, 8,201) 102.9 (84, 123)
2031-2035 7,938 (6,372, 9,698) 107.5 (82.9, 140.7)
Kidney
2016-2020 654 (633, 672) 13.3 (12.9, 13.8) 331 (318, 345) 6.1 (5.8, 6.3)
2021-2025 816 (755, 858) 14.7 (13.6, 15.5) 396 (356, 435) 6.5 (5.8, 7.1)
2026-2030 981 (877, 1,053) 16.0 (14.2, 17.2) 466 -400,533 6.7 (5.8, 7.8)
2031-2035 1,139 (993, 1,240) 16.8 (14.6, 18.5) 530 (441, 623) 6.9 (5.8, 8.2)
Bladder
2016-2020 479 (462, 499) 7.3 (7.1, 7.6) 157 (146, 170) 1.9 (1.7, 2.1)
2021-2025 508 (449, 553) 6.5 (5.7, 7.2) 162 (138, 188) 1.8 (1.5, 2.1)
2026-2030 554 (457, 626) 6.0 (4.9, 6.9) 173 (138, 216) 1.7 (1.3, 2.2)
2031-2035 616 (487, 712) 5.7 (4.4, 6.7) 188 (141, 247) 1.6 (1.2, 2.2)
Thyroid
2016-2020 205 (194, 217) 4.7 (4.5, 5) 496 (475, 514) 11.6 (11.1, 12)
2021-2025 285 (269, 306) 5.9 (5.5, 6.3) 646 (573, 701) 13.3 (11.8, 14.4)
2026-2030 364 (337, 395) 6.9 (6.3, 7.5) 787 (652, 885) 14.5 (12.1, 16.3)
2031-2035 435 (397, 484) 7.6 (6.9, 8.5) 906 (713, 1,043) 15 (12, 17.4)
Lymphoma
2016-2020 948 (921, 971) 18.5 (17.9, 18.9) 711 (688, 731) 12.8 (12.3, 13.2)
2021-2025 1,088 (1,050, 1,129) 18.5 (17.8, 19.2) 814 (766, 862) 13.2 (12.4, 13.9)
2026-2030 1,224 (1,170, 1,282) 18.3 (17.4, 19.2) 915 (836, 1,001) 13.3 (12.2, 14.4)
2031-2035 1,332 (1,263, 1,408) 17.8 (16.8, 18.8) 1,012 (912, 1,137) 13.4 (12.1, 14.9)
Leukaemia
2016-2020 792 (769, 815) 15.5 (15, 16) 506 (482, 531) 9.3 (8.8, 9.9)
2021-2025 1,070 (1,003, 1,135) 18.6 (17.5, 19.7) 663 (594, 746) 10.7 (9.6, 11.9)
2026-2030 1,375 (1,250, 1,494) 21.1 (19.3, 22.9) 839 (719, 1,002) 11.7 (10.2, 13.7)
2031-2035 1,672 (1,493, 1,846) 23.0 (20.6, 25.4) 1,003 (835, 1,242) 12.4 (10.4, 14.9)

*Age-standardised rate per 100,000 standardised to World Segi standard population.

Table 2: Actual and projected incidence and incident rate - continued.
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CANCER MORTALITY 
AMONG VICTORIANS
A snapshot of cancer mortality  
in Victoria in 2020:
	� In Victoria, 31 people die from cancer every day, 

and more males die from cancer than females. 

	� The cancer mortality rate has decreased  
1.6% per year since 1982 in men and 1.2%  
in women.  

	� Aboriginal Victorians are nearly 2.5 times more 
likely to die from cancer than other Victorians.

	� The leading causes of cancer death are cancers 
of the lung, bowel, prostate, pancreas and 
breast which together account for just over  
half of all deaths.  

31 people die from cancer every day. 

11,360 Victorians died from cancer in 2020, including 
6,252 males and 5,108 females, accounting for nearly 
28% of all deaths in Victoria (Table 3). 

More males die from cancer than females. 

Males account for 55% of cancer-related deaths, a 
decrease from 56% in 1982. For cancers common in both 
males and females such as lung, bowel, pancreas (and 
excluding breast cancer), males account for 53% of deaths. 

The number of cancer-related deaths is increasing 
in Victoria due to a growing and ageing population. 
However, the cancer mortality rate has decreased 

on average each year since 1982 by1.6% in men and 
1.2% in women (Figure 19).  

As Victoria's population grows and ages (see page 19)  
there has been an increase in the number of people 
diagnosed with, and dying from, cancer. However, the 
rate at which Victorians are dying from cancer (the 
mortality rate) is decreasing. The mortality rate for 
males has decreased 30%, from 1982 to 2010 and 
25% from 2010 to 2020. For females, the mortality 
rate has decreased 24%, from 1982 to 2010 and 18% 
from 2010 to 2020 (Figure 19). 

The average decrease in mortality rate per year between 
1982 and 2020 was 1.6% for males and 1.2% for 
females. The average decline has increased in the more 
recent decade from 2010 to 2020, and was greater for 
males than females (2.8% for males and 2% for females). 

The declining mortality rate is the result of 
improvements in cancer prevention, diagnosis, 
and treatment. This includes improved recognition 
of symptoms prompting diagnosis, increasing 
availability and uptake of screening and case-finding, 
improvement in delivery of health services, and 
discoveries such as targeted drug therapies.

Over the next 15 years, it is projected that male cancer 
mortality rates will continue to decline by an average of  
1.6% each year and female mortality rates will decline 
at a slower rate of 1.2% per year.  The overall decrease 
in mortality between 2020 and 2035 is projected to be 
22% in males and 16% in females (Figure 19). 
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Figure 19: Number of cancer deaths and age-standardised rates for males and females, for all cancer combined 
Victoria 1982-2020, with projections to 2031-2035
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The highest cancer mortality rates are in people 
aged 75 and over.

30% of all cancer-related deaths in Victoria are in 
those aged 75 to 84 years, and 25% are in those aged 
85 and over (Figure 20). Death from cancer is relatively 
uncommon for those younger than 45 years. In 2020, 
there were 273 cancer-related deaths in Victorians 
under 45, accounting for just 2.5% of all cancer deaths.  

Nearly one in five cancer deaths are from  
lung cancer.  

For both males and females, lung cancer is the leading 
cause of cancer death in 2020 (Figure 21). 
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Figure 22: Potential life years lost due to the leading 
cancer types in Victoria by sex, 2020

Over 63,700 years of potential life are lost each 
year due to cancer in Victoria. 

Cancer can significantly reduce a person's life 
expectancy. Potential life lost is determined by 
calculating how many years before the average age 
of 75 a person died. The cancers responsible for the 
highest number of potential years lost among males 
are lung, bowel, brain, pancreatic and stomach 
cancers. Among females, the cancers responsible for 
the highest number of potential years lost are breast, 
lung, bowel, brain, and pancreatic cancers (Figure 22). 

Half of all deaths in children and young adults 
are from cancers of the brain and central 
nervous system.

Cancer mortality in children aged less than 15 years  
is rare, occurring at an age-standardised rate  
of 22 deaths per million children per year (13) and 
accounting for less than 1% of all cancer deaths  
in Victorians in 2020 (Figure 20). 

There were 1,442 deaths among Victorians aged 
between 25-59 years, accounting for 13% of all cancer 
deaths. Lung cancer caused 15% of deaths  
in this age group,  and bowel and breast cancers both 
accounted for 14% of deaths. 

Among Victorians aged 60 to 74 years, lung cancer 
was the most common cause of death among both 
males and females. Lung cancer was responsible  
for 22% of cancer deaths in this age group. 

Prostate cancer in males and lung cancer in females 
were the leading cause of cancer death in Victorians 
aged over 75 years. 
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of all cancer deaths) for leading cancer types by sex, 
Victoria 2020

Figure 20: Cancer mortality by age groups, 2020
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Figure 23: Leading types of cancers causing death by age group and  sex, Victoria 2020 
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Aboriginal Victorians* are nearly 2.5 times 
more likely to die from cancer than non-
Aboriginal  Victorians. 

Aboriginal males are 2.3 times more likely to die 
from cancer than non-Aboriginal males. Aboriginal 
females are 2.8 times more likely to die from cancer 
than non-Aboriginal females. From 2015 to 2019, 
there were 219 cancer deaths in Aboriginal Victorian 
males and 217 in Aboriginal Victorian females.  

Overall cancer mortality rates in Aboriginal males 
were 211 deaths per 100,000 compared with 92 
deaths per 100,000 in non-Aboriginal males, and 
in Aboriginal females were 184 deaths per 100,000 
compared with 65 deaths per 100,000  in non-
Aboriginal females (Figure 24).

Among the most frequently diagnosed cancers  
in Aboriginal Victorians, both males and females  
are more than twice as likely to die from leukaemia 
and cancers of the oesophagus, bladder, lung, bowel, 
and liver than other Victorians (Figure 24).

Aboriginal Victorian males are 3.7 times more likely  
to die from liver cancer, 3.4 times more likely to die from 
head and neck cancers and 2.8 times more likely to die 
from lung cancer than non-Aboriginal Victorian males.

Aboriginal Victorian females are 4.2 times more  
likely to die from lung cancer and 2.8 times more  
likely to die from pancreatic cancer than non-
Aboriginal Victorian females. Mortality from cervical 
cancer, one of the few highly preventable cancers, 
is 6.5 times higher among Aboriginal Victorian 
females than non-Aboriginal females. With the 
development of VACCHO’s Cancer Journey Strategy, 
placing community and culture at the centre of care, 
Aboriginal people will be able to participate in their 
cancer journey in a culturally safe way.

The median age at death for an Aboriginal 
Victorian diagnosed with cancer is 66 years 
compared to 75 years among other Victorians.

There is a 10 year difference in median age at death 
for males (65 vs 75 years) and a 8 year difference for 
females (68 vs 76 years).  
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*Aboriginal Victorians in this report refers to the Aboriginal and/or Torres Strait Islanders peoples in Victoria.

Figure 24: Age-standardised mortality ratio (with 95% confidence interval) for the ten most common cancers 
diagnosed in Aboriginal Victorians by sex, comparing Aboriginal and non-Aboriginal Victorians, 2015-2019
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Being able to refer back to consistent, 
authoritative information increases 

people’s confidence in everything you 
say and allows them to take comfort 

from the advice that you give. 
– Clem Byard, Cancer Council Victoria Support Line Cancer Nurse

“
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The leading causes of cancer death are cancers of 
the lung, bowel, prostate, pancreas and breast. 

These cancers account for 51% of all deaths (Figure 21).        

The mortality rate of most cancers is projected 
to decline over the next 15 years.

However, in women, the mortality rate for uterine 
cancer is projected to increase 27%, from 2.2 to  
2.8 deaths per 100,000 and is projected to remain 
constant for pancreatic cancer (Table 4).  

Lung cancer is the leading cause of cancer-
related death in Victoria. 

2,074 Victorians (1,149 males and 925 females) died 
from lung cancer in 2020, accounting for 18% of all 
cancer deaths (Table 3). 

Over the past decade, deaths due to lung cancer 
in males have shown the steepest decline in 
mortality of all cancers.

There has been a 25% decline in lung cancer deaths 
among males since 2010, however the decline 
among females is 12% (Figure 25). This variation is 
likely the result of historical differences in tobacco 

Figure 25: Trends in age-standardised mortality rates for selected common cancers among males, 1982-2020, 
with projections to 2035

* Prevalence surveys conducted by Cancer Council Victoria.

uptake and cessation, and an increase in female 
smoking prevalence in some birth cohorts.   

Smoking prevalence studies conducted by the  
Anti-Cancer Council of Victoria (now Cancer Council 
Victoria) identified that between 1945 and 1975 
smoking prevalence among Australian males 
decreased from 72% to 43%, whereas women 
increased from 26% to 33% (14). Smoking rates 
peaked among Australian women in the 1970s. The 
mid-1980s saw a 15% decline in male smokers but 
no dramatic decline among females. In 1998, 27% of 
males and 25% of females smoked. A steady decline 
has been seen over the past two decades, with 14%  
of males smoking in 2019 and 11% of females.

Lung cancer mortality among males has declined from 
48 per 100,000 males in 1982 to 28 in 2007, then to 
17 in 2020 (Figure 25).  

Between 1982-2007, there was a 40% decrease 
in lung cancer mortality among males and a 48% 
increase among females.  

Lung cancer mortality in women rose from 10 per 
100,000 women in 1982 to 15 per 100,000 in 2007,  
and is currently 12 per 100,000 (Figure 26).        
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Breast cancer is the second leading cause  
of cancer-related death for women in Victoria. 

In 2020, 766 women and 8 men died from  
breast cancer, accounting for 7% of all cancer- 
related deaths.

Until the mid-1990s, breast cancer mortality  
rates were constant, at an average of 22 deaths  
per 100,000 women. Breast cancer mortality rates 
have shown a downward trend of almost 2.4% 
per year since 1997. This reduction has been most 
pronounced among women diagnosed with early-
stage disease. The greatest decline in mortality was 
seen over the period 1995-2005 (Figure 26). Over the 
past decade, breast cancer mortality has declined 
21.5% from 14.6 per 100,000 women in 2010 to  
11.5 per 100,000 women in 2020. 

Over the next 15 years, breast cancer mortality is 
projected to continue to fall to a rate of 9.9 per 
100,000 women in 2031-2035.

Screening to detect non-palpable tumours is associated 
with increasing detection of early-stage disease. A 
reduction in breast cancer mortality was seen prior to 
introduction of breast screening in Victoria in 1991 but 
has accelerated over the past two decades. 

The reduction in breast cancer mortality over the 
past three decades reflects a reduction in breast 
cancer risk (such as breastfeeding for longer duration), 
earlier detection of palpable tumours and use of 
adjuvant systemic therapy, such as Tamoxifen and 
polychemotherapy, which have been widely used after 
surgery since the late 1980s (15).  

Bowel cancer is the second leading cause  
of cancer-related death among Victorian males 
and the third among Victorian females.

In 2020, 1,340 Victorians died of bowel cancer: 690 
males and 650 females, accounting for 12% of all 
cancer-related deaths. Over the past decade, bowel 
cancer mortality has declined by 25.7%, from 12.2 per 
100,000 people to 9.1 per 100,000 people. 

Over the next 15 years, it is projected that bowel 
cancer mortality will continue to fall to a rate  
of 6.9 per 100,000 people in 2031-2035.

Bowel cancer mortality is declining more slowly in 
people under 50 years than those aged 50 years and 
over. Since 1982, bowel cancer mortality has declined 
by 40% in those aged under 50 and by 55% in those 
aged 50 years and over. Since 2000 mortality has 
declined by 43% in those aged over 50 years, and by 

Figure 26: Trends in age-standardised mortality rates for selected common cancers among females, 1982-2020, 
with projections to 2035  
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only 5.4% in those aged below 50 years. The overall 
decline from 2000 onwards has been attributed  
to improvements in treatment, changing patterns 
in bowel cancer risk factors, and screening (16).  

The National Bowel Cancer Screening 
Program is likely contributing to the  
50% decline in bowel cancer deaths. 

The program, introduced in 2006, initially offered 
free immunochemical faecal occult blood testing 
for Australians turning 55 and 65 years old. It has 
since changed to a biennial program to all people 
aged 50 to 74 years. It has been shown to be a 
highly cost-effective screening program (17) and 
high intensity media campaigns have significantly 
improved participation (18).

Pancreatic cancer is the third leading cause  
of cancer-related death in Victoria. 

In 2020, 796 people died from pancreatic cancer: 
395 males and 401 females, accounting for 7% 
of all cancer-related deaths. Because of its poor 
prognosis, nearly the same number of people 
succumb to pancreatic cancer as are diagnosed 
with the disease. 

The high mortality rate of pancreatic cancer is the 
result of the disease only manifesting in its late 
stage. Despite the relatively low number of cases 
diagnosed each year, it is the fifth leading cause of 
potential life years lost, behind lung cancer, bowel 
cancer, breast and brain and CNS cancer (Figure 22 
and Table 3).   

In the next 15 years, the number of people 
diagnosed with pancreatic cancer is projected to 
decrease from 14.4 per 100.000 people to 8.7 per 
100,000 people. The mortality rate is anticipated to 
show a slight increase, from 5.3 per 100,000 people 
to 5.5 per 100,000 people (Table 4).  

47

In March 2020, the VCCN was established in 
response to the challenges of the COVID-19 
pandemic on the care of cancer patients 
by the VCCC alliance and Monash Partners 
Comprehensive Cancer Consortium (MPCCC).

The network has shared knowledge and 
experience on the management of cancers 
amongst health professional and consumers 
and provided forums for discussion, support 
and advocacy, The impact of people not 
accessing services like cancer screening 
early on during lockdowns, rapid uptake of 
telehealth, vaccination uptake and guidelines 
and cancer workforce shortages are amongst 
the most discussed themes.

The reduction in cancer notifications and 
the consequent undiagnosed cancer cases 
presented by the Victorian Cancer Registry  
at the VCCN Taskforce meetings prompted  
the widespread  ‘Don’t Delay’ campaign,  
urging Victorians with any concerning 
symptoms to present to their GPs.

“Where are  these undiagnosed patients?”  
A/Prof  Wong asked. “They may present 
very late or with more complex clinical 
circumstances that could potentially make 
their care more complicated or have poorer 
outcomes,” A/Prof  Wong said.

“There is a cause for concern that 
patients will present with more advanced 
disease and we could see a surge of 
those previously undiagnosed cases.”

A/Prof Zee Wan Wong, Head of Oncology, 
Peninsula Health; Co-Clinical Director, 
Southern Melbourne Integrated Cancer 
Service; Co-Chair Victorian COVID-19 Cancer 
Network (VCCN) Taskforce.
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CANCER MORTALITY AMONG VICTORIANS

ICD-10 group Site Males Females
Cases CR* YPLL** ASR*** Cases CR* YPLL** ASR***

C00-C96,D45-D47 All malignant tumours 6,252 426.2 32,228 88.9 5,108 301.2 30,329 65.3
C00 Lip 3 1.2 18 0 1 1.0 0 0
C01-C06 Oral cavity 59 3.0 490 1.0 41 3.3 143 0.4
C01,C02 —Tongue 34 2.0 344 0.6 17 1.6 93 0.2
C03 —Gum 6 5.2 0 0.1 6 1.2 19 0.1
C04 —Floor of mouth 4 0.6 56 0.1 2 0.9 1 0
C05,C06 —Other mouth 15 1.8 90 0.2 16 2.8 30 0.2
C07,C08 Salivary glands 17 1.1 199 0.3 5 1.5 3 0
C09-C13 Pharynx 63 4.9 548 1.1 20 1.7 184 0.3
C09,C10 —Oropharynx 35 2.8 387 0.7 14 1.2 141 0.2
C11 —Nasopharynx 7 1.1 59 0.1 4 0.8 8 0
C12,C13 —Hypopharynx 21 3.2 102 0.3 2 1.0 35 0
C14 Other oral 4 0.8 22 0.1 0 0 0 0
C15 Oesophagus 203 13.8 1,453 3.3 75 5.2 370 0.9
C16 Stomach 285 14.5 1,948 4.4 145 5.6 1,106 2.0
C17 Small Intestine 34 2.3 212 0.5 28 2.0 152 0.3
C18-C20 Bowel 690 27.6 4,323 10.3 650 27.3 3,580 7.9
C18 Colon 437 17.5 2,397 6.3 503 21.1 2,470 5.9
C19-20 Rectum 253 11.2 1,926 4.0 147 6.2 1,110 2.0
C21 Anus & anal canal 16 1.8 100 0.2 20 1.4 217 0.3
C22 Liver 296 16.7 1,945 4.6 97 5.2 527 1.2
C23,C24 Gallbladder 105 9.9 481 1.5 112 6.9 511 1.3
C25 Pancreas 395 26.8 2,000 5.7 401 18.9 1,731 4.8
C26,C39,C76-C79 Ill-defined sites 47 2.6 328 0.7 33 2.8 179 0.4
C00-14, C30-32 Head and neck 186 9.4 1,496 3.1  73 5.1 351 0.9
C00-14 —[See C00-14 categories 

above]
C30,C31 —Nasal Cavities 13   2.0 88 0.2 4 1.2 7 0
C32 —Larynx 27   2.5 131 0.4 2 0.8 14 0
C33,C34 Lung 1,149  58.0 5,807 16.8 925 43.7 4,633 11.9
C37,C38 Thymus, heart, 

mediastinum and pleura
12   1.4 153 0.2 7 0.8 57 0.1

C40,C41 Bone 11   0.7 353 0.3 6 0.6 195 0.2
C43 Melanoma 182  10.3 701 2.4 89 4.8 499 1.0
C44 Other Skin 31   2.1 166 0.4 20 2.4 41 0.2
C45 Mesothelioma 109  12.8 194 1.3 36 3.8 100 0.4
C46 Kaposi sarcoma 2   0.7 31 0 0 0 0 0
C47,C49 Connective Tissue 39   2.1 470 0.7 23 1.7 141 0.3
C48 Peritoneum 9   1.2 68 0.2 19 1.2 205 0.3
C50 Breast 8   3.2 9 0.1 753 31.6 7,118 11.5
C51-C57 Female-specific organs 494 20.8 3,806 6.9
C51,C52,C57 —Vulva, vagina,  other and 

unspecified female genital 
organs

146 9.2 944 2.0

C53 —Cervix 43 2.0    660  0.7
C54,C55 —Uterus 154 9.7 1,050  2.2
C56 —Ovary 151 6.3 1,152  2.0

Table 3: Number of deaths, crude rate (CR), years of potential life lost to age 75 years (YPLL) and age-
standardised rate (ASR) per 100,000 (standardised to World Standard population) by sex and cancer type.
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ICD-10 group Site Males Females
Cases CR* YPLL** ASR*** Cases CR* YPLL** ASR***

C60-63 Male-specific organs 827 54.9 1,593 9.5
C60,C63 —Penis, other and 

unspecified male genital 
organs

9   1.1     85  0.1 0 0 0 0

C61 —Prostate 812 77.4 1,386 9.3 1 1.2 0 0
C62 —Testis 6 0.7 122 0.1 0 0 0 0
C64 Kidney 141 8.2 739 2.0 67 3.3 489 0.9
C65,C66,C68 Renal pelvis etc 44 3.4 179 0.6 22 2.9 54 0.2
C67 Bladder 249 19.8 557 2.9 79 6.8 191 0.7
C69 Eye 10 1.9 23 0.1 8 0.9 78 0.1
C70-C72 Brain & CNS 233 7.5 2,871 4.4 181 5.4 2,095 3.1
C70 — Meninges 7 1.1 31 0.1 12 1.5 73 0.2
C71 — Brain 225 7.2 2,827 4.3 165 4.9 1,964 2.9
C72 — Other CNS 1 0.6 13 0 4 0.9 58 0.1
C73 Thyroid 11 1.8 55 0.2 21 2.8 22 0.2
C74,C75 Other endocrine 3 0.8 13 0 5 0.9 40 0.1
C80 Unknown primary site 174 10.1 658 2.3 196 12.0 409 1.8
C81 Hodgkin lymphoma 13 1.1 112 0.2 5 0.7 90 0.1
C82-C85 Non-Hodgkin lymphoma 228 8.4 1,135 3.2 146 10.6 376 1.5
C82 — Follicular lymphoma 19 2.2 83 0.3 24 3.2 56 0.3
C83 — Diffuse NHL 162 6.0 849 2.3 94 6.8 274 1.0
C84 — Mature T/NK-cell 

lymphomas
21 1.9 154 0.3 10 1.2 46 0.1

C85 — Other NHL 26 3.9 49 0.3 18 6.9 0 0.1
C86 Other specified types of  

T/NK-cell lymphoma
8 1.2 56 0.1 3 0.7 20 0

C88 Immunoproliferative 11 1.5 63 0.2 9 2.2 3 0.1
C90 Multiple myeloma 123 9.8 442 1.6 103 8.9 246 1.0
C91-C95 All leukaemia 202 8.1 1,133 2.8 129 6.4 503 1.4
C91 — Lymphoid leukaemia 65 4.1 347 0.9 43 3.8 205 0.5
C92 — Myeloid leukaemia 96 4.9 636 1.4 57 3.5 226 0.7
C93 — Monocytic leukaemia 34 3.7 98 0.4 26 3.3 54 0.2
C94 — Other leukaemia 3 1.1 14 0.1 1 0.5 18 0
C95 — Unspecified Leukaemia 4 1.1 38 0.1 2 1.2 0 0
C96 Other haematopoietic 12 1.3 71 0.2 6 0.7 40 0.1
D45-D47 Myeloproliferative  

& myelodysplastic
154 14.4 290 1.8 121 12.6 154 1.1

D45 —Polycythaemia vera 10 1.9 23 0.1 8 1.4 7 0.1
D46 —Myelodysplastic 

syndromes
112 10.5 233 1.3 73 9.7 103 0.7

D47 —Uncertain behavior of 
lymphoid, hematopoietic 
and related tissue.

32 4.8 34 0.4 40 4.2 44 0.3

*      Crude rate.  
**    Cumulative rate to age 75 years.   
***  Age-standardised rate per 100,000 standardised to World Segi standard population.

Table 3: Number of deaths - continued.
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Males Females
Cancer and time period Cases 95%CI ASR* 95%CI Cases 95%CI ASR* 95%CI
All malignant cancers
2016-2020 6,202 (6,123, 6,270) 94.6 (93.3, 95.8) 5,025 (4,966, 5,082) 68.9 (68, 69.8)
2021-2025 6,298 (6,094, 6,474) 83.1 (80, 85.7) 5,186 (5,047, 5,333) 62.8 (61.1, 64.7)
2026-2030 6,614 (6,275, 6,894) 75.7 (71.5, 79.3) 5,505 (5,296, 5,739) 58.5 (56.2, 61.2)
2031-2035 7,059 (6,603, 7,431) 71.4 (66.2, 75.6) 5,963 (5,679, 6,279) 55.9 (53.1, 59.2)
Head and neck
2016-2020 190 (178, 200) 3.3 (3.1, 3.5) 76 (70, 81) 1 (0.9, 1.1)
2021-2025 192 (168, 218) 3 (2.6, 3.4) 76 (68, 94) 0.9 (0.8, 1.1)
2026-2030 198 (162, 238) 2.7 (2.2, 3.3) 79 (68, 109) 0.8 (0.7, 1.1)
2031-2035 205 (162, 257) 2.6 (2, 3.4) 84 (70, 124) 0.7 (0.6, 1.1)
Oesophagus
2016-2020 189 (177, 200) 3.1 (2.9, 3.3) 84 (79, 90) 1 (0.9, 1.1)
2021-2025 195 (179, 217) 2.8 (2.6, 3.2) 83 (76, 90) 0.9 (0.8, 1)
2026-2030 208 (188, 242) 2.6 (2.3, 3.1) 92 (84, 102) 0.8 (0.7, 0.9)
2031-2035 221 (196, 265) 2.5 (2.1, 3.1) 104 (94, 115) 0.8  (0.7, 0.9)
Stomach
2016-2020 266 (250, 283) 4.3 (4.1, 4.6) 133 (126, 143) 1.9 (1.7, 2)
2021-2025 283 (261, 319) 4.1 (3.7, 4.6) 138 (115, 159) 1.7 (1.4, 2)
2026-2030 310 (281, 365) 3.9 (3.5, 4.6) 150 (115, 182) 1.7 (1.3, 2.1)
2031-2035 348 (308, 420) 3.9 (3.4, 4.7) 170 (120, 213) 1.7 (1.2, 2.2)
Bowel
2016-2020 701 (672, 729) 10.9 (10.4, 11.4) 609 (585, 637) 7.7 (7.4, 8.1)
2021-2025 662 (583, 723) 9.1 (7.9, 10.1) 584 (525, 623) 6.8 (6.1, 7.3)
2026-2030 657 (534, 754) 8.2 (6.5, 9.6) 598 (498, 650) 6.3 (5.3, 7)
2031-2035 690 (534, 818) 7.9 (5.9, 9.8) 650 (516, 717) 6.3 (4.9, 7.2)
Liver
2016-2020 279 (263, 294) 4.8 (4.5, 5.1) 111 (102, 119) 1.4 (1.3, 1.6)
2021-2025 337 (288, 364) 5.2 (4.4, 5.6) 119 (98, 141) 1.4 (1.1, 1.6)
2026-2030 398 (318, 437) 5.3 (4.1, 5.8) 130 (98, 161) 1.3 (0.9, 1.7)
2031-2035 446 (338, 494) 5.1 (3.8, 5.7) 146 (103, 188) 1.2 (0.8, 1.7)
Pancreas
2016-2020 398 (382, 417) 6.3 (6, 6.7) 389 (374, 407) 5 (4.8, 5.2)
2021-2025 449 (424, 489) 6.2 (5.8, 6.8) 451 (427, 480) 5.1 (4.8, 5.5)
2026-2030 518 (481, 591) 6.2 (5.7, 7.1) 524 (487, 563) 5.1 (4.7, 5.6)
2031-2035 587 (543, 688) 6.2 (5.6, 7.3) 601 (547, 655) 5.1 (4.5, 5.8)
Lung
2016-2020 1,209 (1,179, 1,241) 18.6 (18.1, 19.1) 883 (864, 902) 12.5 (12.2, 12.8)
2021-2025 1,168 (1,110, 1,223) 15.9 (15, 16.7) 960 (905, 1,016) 12 (11.2, 12.8)
2026-2030 1,179 (1,091, 1,265) 14.2 (13, 15.3) 1,048 (957, 1,143) 11.5 (10.4, 12.6)
2031-2035 1,220 (1,106, 1,330) 13.3 (11.9, 14.7) 1,123 (1,000, 1,248) 10.9 (9.7, 12.3)
Melanoma
2016-2020 182 (174, 190) 2.8 (2.7, 2.9) 92 (84, 99) 1.2 (1.1, 1.4)
2021-2025 146 (130, 163) 1.8 (1.6, 2.1) 89 (70, 109) 1.1 (0.8, 1.4)
2026-2030 125 (104, 146) 1.3 (1, 1.5) 91 (63, 121) 1 (0.6, 1.3)
2031-2035 119 (96, 142) 1 (0.8, 1.2) 94 (58, 130) 0.8 (0.5, 1.2)
Breast
2016-2020 760 (734, 785) 12 (11.6, 12.4)
2021-2025 786 (744, 856) 11 (10.4, 12.1)
2026-2030 823 (767, 937) 10.3 (9.5, 11.8)
2031-2035 884 (811, 1,038) 9.9 (9, 11.7)

CANCER MORTALITY AMONG VICTORIANS

Table 4: Actual and projected mortality  and mortality rate (age-standardised rate per 100,000 males/females) 
for selected common cancers to 2031-2035 by sex, Victoria
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Males Females
Cancer and time period Cases 95%CI ASR* 95%CI Cases 95%CI ASR* 95%CI
Cervix
2016-2020 53 (47, 58) 1 (0.9, 1.2)
2021-2025 60 (48, 76) 1.1 (0.8, 1.4)
2026-2030 67 (47, 94) 1.1 (0.7, 1.5)
2031-2035 77 (50, 115) 1.1 (0.7, 1.6)
Uterus
2016-2020 152 (142, 164) 2.2 (2.1, 2.4)
2021-2025 189 (166, 217) 2.4 (2.1, 2.8)
2026-2030 228 (190, 281) 2.6 (2.1, 3.3)
2031-2035 271 (218, 347) 2.8 (2.2, 3.6)
Ovary
2016-2020 194 (183, 203) 2.8 (2.7, 3)
2021-2025 160 (141, 182) 2.1 (1.8, 2.4)
2026-2030 142 (117, 172) 1.6 (1.3, 2)
2031-2035 135 (105, 170) 1.4 (1, 1.8)
Prostate
2016-2020 785 (754, 814) 9.7 (9.3, 10)
2021-2025 810 (745, 878) 8.5 (7.8, 9.3)
2026-2030 897 (796, 1,020) 8 (7, 9.2)
2031-2035 1,033 (897, 1,202) 7.9 (6.8, 9.5)
Kidney
2016-2020 143 (134, 151) 2.3 (2.1, 2.4) 67 (61, 74) 0.9 (0.8, 1)
2021-2025 145 (133, 156) 2 (1.8, 2.2) 64 (49, 76) 0.8 (0.6, 0.9)
2026-2030 151 (136, 165) 1.8 (1.6, 2.1) 63 (40, 79) 0.7 (0.4, 0.8)
2031-2035 158 (141, 176) 1.7 (1.4, 2) 65 (36, 86) 0.6 (0.3, 0.8)
Bladder
2016-2020 225 (215, 236) 2.9 (2.8, 3.1) 82 (76, 89) 0.8 (0.8, 0.9)
2021-2025 237 (216, 258) 2.7 (2.4, 2.9) 84 (75, 92) 0.8 (0.7, 0.9)
2026-2030 262 (228, 294) 2.5 (2.2, 2.9) 89 (77, 100) 0.8 (0.7, 0.9)
2031-2035 293 (248, 333) 2.5 (2, 2.8) 104 (89, 118) 0.8 (0.6, 0.9)
Thyroid
2016-2020 19 (17, 20) 0.2 (0.2, 0.2)
2021-2025 17 (15, 18) 0.2 (0.2, 0.2)
2026-2030 17 (15, 19) 0.2 (0.1, 0.2)
2031-2035 19 (16, 21) 0.2 (0.1, 0.2)
Lymphoma
2016-2020 233 (221, 245) 3.5 (3.3, 3.6) 167 (157, 177) 2 (1.8, 2.1)
2021-2025 232 (211, 264) 2.9 (2.6, 3.3) 151 (138, 163) 1.5 (1.4, 1.7)
2026-2030 234 (205, 285) 2.4 (2.1, 3) 146 (130, 161) 1.3 (1.1, 1.4)
2031-2035 233 (197, 298) 2.1 (1.8, 2.7) 151 (134, 170) 1.1 (1, 1.3)
Leukaemia
2016-2020 202 (189, 217) 3.1 (2.8, 3.3) 145 (138, 153) 1.7 (1.6, 1.8)
2021-2025 168 (140, 197) 2.2 (1.8, 2.6) 116 (102, 130) 1.1 (1, 1.3)
2026-2030 151 (109, 192) 1.7 (1.2, 2.3) 101 (83, 119) 0.8 (0.6, 1)
2031-2035 151 (101, 204) 1.6 (1, 2.4) 98 (76,   121) 0.6 (0.5, 0.8)

*Age-standardised rate per 100,000 standaridsed to World Segi standard population.

Table 4: Actual and projected mortality  and mortality rate - continued
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SURVIVAL
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Aunty Marg Clarke,  
Mutti Mutti, Aboriginal 

health advocate and  
cancer survivor
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CANCER SURVIVAL 
AMONG VICTORIANS
A snapshot of cancer survival  
in Victoria in 2020:
	� The five-year survival rate for Victorians 

diagnosed with cancer has increased 49%  
over the past thirty years.

	� Across all cancers, the 5-year survival rate  
is 72% for females and 69% for males. 

	� Survival rates vary significantly across cancer 
types and are also impacted by a person’s age, 
whether they identify as Aboriginal or Torres 
Strait Islander, where they live, and the stage  
of cancer at diagnosis. 

Five-year survival after a cancer diagnosis  
has, for the first time, reached 70%.  

In Victoria, the 5-year survival rate across all cancers  
is 72% for females and 69% for males. (Figure 27).

The 5-year survival rates for cancer vary from 7.5%  
for mesothelioma to 98.4% for testicular cancer 

Figure 27: Trend in five-year relative survival for all cancers by year of diagnosis, Victoria 1985-2019

(Figure 28).  For cancers that occur in females 
and males, the 5-year survival rate is highest 
for thyroid cancer (95%), melanoma (93%) and 
immunoproliferative disease (91%), and lowest for 
mesothelioma (7%), pancreatic cancer (13%), cancer 
of unknown primary site (15%), and lung cancer (25%).

Females have a better prognosis than males 
for cancers of the thyroid, lung, salivary glands, 
mesothelioma, melanoma, and some haematological 
neoplasms.  Survival is higher for males than females 
with bladder, liver, and unknown primary cancers.

For males, the 5-year survival rate is highest for 
testicular cancer (98%), prostate cancer (94%) and 
melanoma (91%), and lowest for mesothelioma (7%), 
pancreatic (12%) and cancers of unknown primary 
site (16%).

For females, the 5-year survival is highest for thyroid 
(97%), melanoma (95%), immunoproliferative 
lymphoma (94%) and breast cancer (92%) and lowest 
for mesothelioma (10%), pancreatic cancer (13%) and 
cancers of unknown primary site (15%).
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The 5-year survival rate for Victorians 
diagnosed with cancer has increased 49%  
over the past thirty years. 

Between 1985-1989 and 2015-2019, the 5-year 
survival rate has increased from 54% to 72% for 
females and from 41 to 69% for males (Figure 27). 
Survival improvements reflect earlier detection, 
driven in part by screening programs, and advances 
in treatment. It is expected that the percentage of 
people living beyond five years after a diagnosis will 
continue to increase.  

Change in survival over the past 20 years has 
varied across the tumour types.       

For cancers that occur in both males and females, 
the largest improvement in absolute 5-year survival 
is in haematological or blood cancers, which include 
Hodgkin and non-Hodgkin lymphoma, leukaemia 

Figure 28: Five-year relative survival rates for common cancers in Victoria, showing change between  
the period 1982-1986 (▯)  to 2015-2019 (▯)  Cancers marked with * show change between the period  
2000-2004 to 2015-2019.

and multiple myeloma (also known as plasma cell 
myeloma). Since 1995-1999, lymphoma 5-year 
survival has increased from 59% to 79%, leukaemia 
from 44% to 68% and multiple myeloma from 31%  
to 61%. Improvement in 5-year survival for blood 
cancers is in large part due to discovery of novel 
targeted therapies and is seen more in those aged 
below 65 years (5-year survival of 87%) than in those 
aged 65 years or older (5-year survival of 67%). 

Five-year survival following a diagnosis of renal 
pelvis cancer has decreased in the last two decades 
from 48% in 1995-1999 to 39% in 2015-2019.  
Modest improvement in survival has been seen for 
those diagnosed with bladder cancer (up 4%) and 
mesothelioma (up 1%).  

For cancers that occur in males and number more 
than 20 diagnoses per year, the greatest absolute 
improvement in 5-year survival in the last 20 years 
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among more common cancers is seen in leukaemia, 
lymphoma and cancers of the kidney.  For cancers 
of the eye, renal pelvis, connective tissue, and penis, 
survival has slightly decreased over this period.

For cancers that occur in females and number more 
than 20 diagnoses per year, the greatest improvement 
in absolute 5-year survival in the last 20 years 
among more common cancers is seen in leukaemia, 
lymphoma and cancers of the small intestine, kidney 
and lung. Survival in females diagnosed with cancer 
of the vulva, cervical, and uterine cancers has slightly 
decreased over this period. 

Figure 29: Five-year relative survival (with 95% confidence intervals) by age groups for the period 1985-1989  
to 2015-2019  

Five-year survival is increasing across  
all age groups.  

Five-year survival is impacted by age at diagnosis 
(Figure 29). Nearly all cancer types in this report  
showed decreasing five-year survival with increasing 
age. However, the magnitude of the decline varies 
between cancer types. For example, for females  
aged 75 years and over, ovarian cancer survival  
is 15%, compared to 57% for females under  
75, and breast cancer survival is 82%, compared  
to 93% for females under 75.

CANCER SURVIVAL AMONG VICTORIANS
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Aboriginal and Torres Strait Islanders
Five-year survival among Aboriginal  
Victorians is 10% lower than among  
non-Aboriginal Victorians 

In 2015-2019, 5-year survival among Aboriginal 
Victorians was 60% and among non-Aboriginal 
Victorians was 70%. (Figure 30). This 10% gap may be 
driven by a larger proportion of low survival cancers 
in Aboriginal Victorians (such as lung, liver, and 
pancreatic cancers), differences in stage of disease 

Figure 31: Five-year relative survival rates (and 95% confidence intervals)  for the most common cancers 
comparing Aboriginal and non-Aboriginal Victorians, 2015-2019

at diagnosis, and/or non-cancer related differences 
impacting life expectancy (Figure 31). 

Differences are seen across age groups but are most 
marked in those aged 55 to 64 years (Figure 30). 

Celebrating survivorship and providing  support 
for people post treatment will be a key priority of 
VACCHOs Cancer Journey Strategy to improve survival 
rates for Aboriginal Victorians. 

Figure 30: Five-year relative survival by age groups, comparing Aboriginal and non-Aboriginal Victorians 
2015-2019 
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Regional Victorians
The 5-year survival rate is impacted  
by where someone lives. 

 Survival is higher in residents of major Victorian cities 
(71%) compared to residents living outside of major 
cities (69%) (Figure 32). 

Five-year survival rates among regional Victorians are 
higher for cancers of the testis, ovaries, and uterus, 
and for ill-defined cancers. and slightly lower for 
almost all other cancers, with the largest differences 
between cancers of the renal pelvis, liver, and bladder. 
Differences in 5-year survival between regional and 

urban Victorians for the 10 most common cancers 
are shown in Figure 6. Potential explanations for this 
variation include the types of cancers distributed in 
regions, the stage at which the cancers are detected, 
the burden of risk factors among the population 
and biological differences.  Survival differences 
may also reflect variation in access to treatment 
and care. However, cancer services are provided to 
regional residents by a combination of local services, 
visiting oncologists and referrals to other (usually 
metropolitan) providers, so it is not possible to 
attribute differences to service based on location.

Figure 32: Five-year relative survival rates for the most common cancers comparing regional and metropolitan 
Victorians, 2015-2019

CANCER SURVIVAL AMONG VICTORIANS
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There is a strong correlation between stage  
of disease at diagnosis and 5-year survival.

For each of the four cancers for which stage is 
collected by the Victorian Cancer Registry, survival 
decreased with increasing stage of disease at 
diagnosis (p<0.001) (Figure 33).  Diagnosis of early 
stage breast, bowel, prostate cancer and melanoma 

carries an excellent prognosis. Five-year survival rates 
for males diagnosed with ISUP grade group 1 to 3 
prostate cancer and females diagnosed with Stage 1 
breast cancer are higher than the general Victorian 
population (as denoted by >100% in Figure 33).  
This suggests that detection of early-stage cancer 
may be associated with other factors which increase 
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Figure 33: Five-year relative survival for breast,  
bowel and prostate cancer and melanoma by extent 
of disease at diagnosis, Victoria 2020 

Twelve years ago, Aunty Marg was diagnosed 
with non-Hodgkin lymphoma. In September 
2020, she was diagnosed with a second, more 
aggressive bout. 

“I would have wallowed in the cancer if I didn’t 
have work and didn’t have people to talk to. 
Especially with COVID and cancer together,  
I would have fallen in a heap,” she said. 

Aunty Marg works at the Victorian Aboriginal 
Community Controlled Health Organisation 
(VACCHO). She witnessed the challenges 
Aboriginal communities faced during  
the pandemic. 

“It was worst for our elders in Aboriginal 
Community Elder Services (ACES)…they  
were in the home all the time. I understand 
ACES were protecting them, and they did  
very good. But [the elders] were lonely and  
they felt really isolated.”

She is also concerned about the level of 
COVID-19 information in regional Aboriginal 
communities. 

“In our communities in the regions, people 
aren’t getting vaccinated because they don’t 
understand what COVID can do. So we have 
buses to go out and protect mob [through a 
vaccination program].” 

She believes this sort of activity is well placed 
to support Aboriginal healthcare. “It’s got 
to be a hard sell, it’s got to be aimed at the 
community and it’s got to be taken out to  
the community.”   
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“I’m a fighter. I’ve always  
been a fighter.”

Aunty Marg Clarke, Mutti Mutti, Aboriginal 
health advocate and cancer survivor

survival, such as higher socioeconomic status, 
improved access to medical care and screening tests, 
or improvement in lifestyle after detection of cancer.



I would have wallowed in the 
cancer if I didn’t have work and 

didn’t have people to talk to.
Aunty Marg Clarke, Mutti Mutti, Aboriginal health advocate and cancer survivor

“



61

The likelihood of a person surviving five years 
increases once they have survived a year after 
their diagnosis. 

Victorians are more likely to die in the first year 
following their cancer diagnosis than in subsequent 
years. Among all cancers, survival declines from  

Figure 34: Relative survival in the five years following diagnosis for all cancers and selected common cancers, 
2015-2019 
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100% at diagnosis to 85% at Year 1, and then 
more slowly to 78% at year 2, 75% at year 3, 72% 
at year 4 and 70% at year 5.  For most cancers, 
the decline in survival is steepest in the first year 
following diagnosis.  This is shown for selected 
cancers in Figure 34.
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COVID-19  
AND ITS IMPACT  
ON CANCER  
IN 2020
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Rebecca Bergin, Research Fellow, Cancer 
Epidemiology, Cancer Council Victoria. 
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COVID-19 AND ITS IMPACT 
ON CANCER IN 2020
A snapshot of the impact of 
COVID-19 on cancer in Victoria:
	� In 2020, there was a 7% decline  

in new cancer diagnoses.  

	� This decrease does not mean there are  
fewer cases of cancer in Victoria. It is likely  
due to a reduction in Victorians seeking  
health services and therefore being  
diagnosed and treated during the  
COVID-19 pandemic.  

	� The COVID-19 pandemic does not appear  
to have impacted cancer death rates  
in Victoria.

	� Most of the delay in presentations during  
2020 appear to be for early-stage disease, 
except for bowel and prostate cancer, where  
the decline was across all stage groups. 

Global impact of COVID-19 on cancer.

The first case of COVID-19 was reported in Wuhan, 
China on 31 December 2019. By March 2020, there 
were more than 118,000 cases in 114 countries  
and more than 4,200 lives had been lost. On 11 March 
2020, the World Health Organization declared it  
a pandemic (19).  

Three population-based studies have examined  
the impact of COVID-19 on cancer diagnoses for  
all of 2020 using either hospital or pathology data:   

1. A study in the Faroe Islands using health record 
data with no pathology information found no 
decline in age-standardised incidence of cancer  
in 2020 compared with the previous four years 
(2016-2019) (20).

2. A study conducted in two Spanish hospitals using 
pathology diagnoses reported a 17% decline in 
2020 compared with 2019, with significant impact 
on breast cancer (-26.1%), colon cancer (-16.9%) 
and head and neck cancers (-19.8%) (21). 

3. A study conducted in Quest Diagnostic pathology 
laboratories in the United States examined eight 
cancers: breast (female), bowel, lung, pancreatic, 
cervical, gastric, oesophageal, and prostate.  
It reported a 29.8% decline between March to May 
2020 (period 1), a 9.6% decline during the summer 
months of June to October 2020 (period 2), and 
a 19.1% decline for the winter period November 
2020 to March 2021 (period 3), compared to 
a baseline period between January 2019 and 
February 2020 (22). During the first period there 
were significant declines across all cancers.  
During period 2 the decline was only significant  
for prostate cancer. During period 3 the decline  
was significant for all cancer types.   

A number of studies have examined the impact  
of COVID-19 on cancer diagnoses for a proportion  
of 2020. Studies conducted over January to June 
2020 consistently found a reduction in cancer 
diagnoses. Compared to patient record data from 
March to June 2019, studies in Denmark (23) recorded 
a 33% decline in cancer diagnoses and studies in 
Poland (24) recorded a 33% decline in suspected 
cancer cases. A study of 1,660 practices in Germany 
revealed a 12%, 27% and 23% decline in new cancer 
diagnoses in general practices in March, April and 
May 2020 respectively, compared to the previous 
period in 2019, and an even more pronounced 
decline among specialist services (25).    

The Netherlands Cancer Registry was among the first 
to show the impact of COVID-19 on potential cancer 
diagnoses, with a 27% decline in pathology cancer 
notifications in March compared to January 2020 (26). 
Pathology data from seven regions in Italy over a10 
week period (week 11-20) across three years (27) 
demonstrated a 44% decline in cancer diagnoses 
and from the United States (28) a large pathology 
service reported a 46% decline in pathology testing 
for breast, bowel, lung, pancreatic, gastric and 
oesophageal cancers between January 2018 and 
April 2020.  

The Victorian Cancer Registry published data 
demonstrating a 10% decline in pathology cancer 
notifications in Victoria for the period April to October 
2020, approximating a decline of 2,530 new cancer 
diagnoses (29). 
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The first case of COVID-19 was reported in Australia  
in January 2020 and in March 2020 a national 
lockdown was enforced. Most jurisdictions emerged 
from lockdown in June 2020, but Victoria entered a 
second lockdown from July to October 2020.  

Cancer-related diagnostic procedures declined 
8% and cancer-related therapeutic procedures 
declined 9% nationally. 

Cancer Australia examined the expected number  
of services impacted by COVID-19 in 2020 based  
on trends in medical services and procedures  
in 2017 to 2019 (30). Figures combining Victorian  
and Tasmania data showed:    

 ▯ For diagnostic procedures, lower than expected 
numbers were reported for colorectal cancer (22% 
lower), liver cancer (16% lower), lung cancer (8% 
lower), prostate cancer (9% lower), and stomach 
and pancreatic cancer (10% lower). Numbers 
similar to those expected were reported for breast 
and uterine cancers and more procedures than 
expected were reported for kidney cancers.  

 ▯ For therapeutic procedures, lower than expected 
numbers were reported for breast cancer (16% 
lower), prostate cancer (6% lower), pancreatic cancer 
(19% lower), kidney cancer (11% lower), liver cancer 
(13% lower), melanoma skin cancers (11% lower), 
lung cancer (9% lower) and gynaecological cancers 
(13% lower). Numbers similar to those expected 
were reported for bowel and stomach cancer. 

A decline in the number of diagnostic  
procedures suggests that one or numerous 
points in the pathway to a cancer diagnosis  
have been disrupted in 2020. 

It may indicate a reduction in consultations with 
general practitioners (GPs) and specialists, a decline 
in on-referral to diagnostic testing, or an inability of 
testing facilities to undertake tests. For a short period 
between late March and May 2020, BreastScreen 
Victoria services were suspended, and when services 
did resume, screening occurred at a reduced rate due 
to COVID-safe measures including social distancing, 
the requirement to use personal protective equipment 
(PPE) and extensive cleaning requirements.  

Telehealth and phone consultations have been 
increasingly adopted as a mechanism for Victorians 
to access GPs and specialists in 2020. Between 
February-March 2020 and June-July 2020, standard 
telehealth phone consultations in Victoria increased 
10-fold, from 271,034 to 2,707,671*. Telehealth 
rates remained high throughout 2020, even 
after restrictions eased. The lack of face-to-face 
consultations may have impacted the ability of GPs 
to identify symptoms which would previously have 
triggered diagnostic testing for cancer.

Impact of COVID-19 on health services

Cancer Council Victoria Research Fellow 
Rebecca Bergin, working from home with 
her dog Guillo.

*Using Telehealth (phone) standard consultation Medicare item numbers 91790, 91800, 91801, 91802, 91795, 91809, 91810, 91811.
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To estimate the impact of COVID-19 restrictions 
on cancer diagnoses, data from 2019 was used to 
calculate age and sex specific crude rates of cancer 
diagnoses and cancer deaths, which then were  
applied to the 2020 population data to obtain the 
expected number of new diagnoses or cancer deaths. 
The difference between observed and expected 
number was expressed as a percentage increase  
or decrease, and confidence intervals calculated.  
We present approximate missing numbers by quarters 
and overall for 2020. In 2020, Victoria witnessed its 
lowest population growth in over 100 years due to an 
outflow of overseas and interstate migrants during 
the pandemic. To accommodate the fluctuating 
population throughout 2020, we compared the 
observed diagnoses and deaths with the expected 
number of diagnoses and deaths for each quarter*   
separately. We calculated the relative change from 
expected in 2020 for all diagnoses and deaths,  
and by the different cancer types and stage at 
diagnosis. Staging data is not applicable to all  
cancers. For example, within the bowel cancer 
category, cancer of the appendix is not staged.  
Therefore, the estimated decline in diagnoses might 
differ when presented by stage.  

In 2020, there was a 7% decline in cancer 
diagnoses, or about 2,420 fewer cancer 
diagnoses.  

This reduction could be interpreted as ‘missed 
diagnoses’ as it is unlikely that the rates of cancer 
have changed. The decline was most notable in males 
(-7.4%) compared to females (-5.4%) (Figure 35).  
The decline was most evident in Q2, when there was 
a 17% decline in cancer diagnoses compared to the 
previous year. Recovery was evident in Q3 when there 
were 8.4% fewer cancer diagnoses than expected 
and further recovery occurred in Q4 when the registry 
received 3.2% fewer diagnoses than expected.  

Given the steep decline in cancer diagnoses in Q2, we 
anticipated seeing a higher number of diagnoses in 
the latter part of 2020, but this did not occur. As such, 
the deficit in diagnoses grew throughout 2020 for 
most cancers.   

In 2020, there was a 3% decline in cancer 
deaths.  

During 2020 there was a 3% decline in cancer 
death rates (Figure 36) or 334 fewer cancer deaths 
than expected. Over the year a reduction in deaths 
occurred among Victorian males (-4.8% [95% CI 
-2.4 to -7.1]) and not among females (-0.5% [95% 
CI -3.2% to +2.3]). This reduction in cancer deaths 
occurred mainly in Q2 and Q3.
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Impact of COVID-19 on cancer diagnoses and mortality in Victoria

Figure 35:   Relative difference (with 95% confidence 
intervals) between observed and expected number  
of new diagnoses in 2020, by sex

*Quarters (Q) as follows: Q1=January to March; Q2= April to June; Q3= July to September; Q4= October to December.
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Rebecca is a researcher at Cancer Council 
Victoria, where she is studying the steps a person 
moves through before their cancer diagnosis. 

When the Victorian Department of Health put 
out a call for researchers to assist with their 
COVID-19 response in 2020, Rebecca put up her 
hand to go part-time in her research position 
and join the department’s COVID-19 intelligence 
data and reporting team.

Her role was to analyse and summarise Victoria’s 
COVID-19 data for use by decision makers. 

At one stage, Rebecca was tasked with 
understanding how many people with COVID-19 
came from culturally and linguistically diverse 
backgrounds, in order to support awareness 
campaigns and track the impact of the 
pandemic on different groups. 

This research had strong links to Rebecca’s usual 
work at Cancer Council Victoria, where she 
studies people’s journey to a cancer diagnosis,  
in order to reduce inequities based on their 
wealth or where they live. 

Based on what she knows about the importance 
of early diagnosis, the potential delay in cancer 
diagnoses due to COVID-19 weighs heavily on 
Rebecca’s mind. 

“It is fascinating for me as a researcher… [The 
COVID-19 pandemic] really does demonstrate 
that what we may see in the future is potentially 
people with a later stage disease [when they are 
diagnosed]. And the potential impact of that is 
poorer survival.” 

“This pandemic has been a huge natural 
experiment in the potential importance 
of delayed diagnosis. The registry is 
essential in capturing this impact.” 

Rebecca Bergin, Research Fellow, Cancer 
Epidemiology, Cancer Council Victoria. 

Two-thirds of the decline in cancer diagnoses  
in 2020 were among Victorians aged between 
50-74 years.  

There was an 8% decline in cancer diagnoses among 
Victorians aged between 50 and 74 years, or 1,599 
fewer diagnoses than were expected for 2020. This 
equated to a decline of 8% or 991 fewer diagnoses 
among males and a decline of 7% or 608 fewer 
diagnoses among females.  

Prostate cancer accounted for 55% of the decline in  
diagnoses among males and breast cancer accounted 
for 43% of the decline in diagnoses among females in 
this age group. Bowel cancer accounted for 8% of the 
decline in diagnoses in this age group, for both sexes.  

In Victoria, 50-74-year-olds are eligible for screening 
by BreastScreen Victoria and the National Bowel Cancer 
Screening Program, and men are often invited to have 
a PSA test to assist in diagnosing prostate cancer.  

31% of the decline in cancer diagnoses were  
in those aged over 75 years.  

There was a 6% decline in cancer diagnoses among 
Victorians aged over 75 years, or 760 fewer diagnoses 
than expected in 2020.   Prostate cancer accounted 
for 33%, bowel cancer accounted for 22%, and 
melanoma accounted for 13% of the decline in 
diagnoses estimated in 2020 compared with 2019.   
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Figure 36: Relative difference (with 95% confidence 
intervals) between observed and expected number  
of cancer deaths in 2020, by sex 
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The decline in cancer diagnoses was largest  
in major cities. 

There was a 7% decline in cancer diagnoses in major 
cities, or 1,843 fewer diagnoses than expected. Among 
those living in regional Victoria, there was a 5% 
decline or 583 fewer diagnoses than expected, in 2020 
compared with 2019 (Figure 37).   

pathology reports and improved capture of stage  
by medical coders in 2020 compared with 2019.    

There was no significant difference in mortality  
rates between 2020 and 2019 for males and females 
diagnosed with melanoma across any quarter  
or for the year, but effects of late diagnoses on 
mortality could occur in the years to follow.

  

COVID-19 AND ITS IMPACT ON CANCER IN 2020
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*Decline across quarters has been calculated using Victorian 
population data at 30th June, because quarterly residential 
estimate data by region was not available from the Australian 
Bureau of Statistics. As such, the trend in cancer diagnoses 
does not consider movement in and out of regions each 
quarter and should be interpreted with caution.
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Figure 37: Relative difference (with 95% confidence 
intervals) between observed and expected number  
of cancer diagnoses in 2020, by location of residence*   

There was a 12% decline in melanoma diagnoses.  

There were 350 fewer melanoma diagnoses in 2020 
than expected (Figure 38). The decline was evident 
in both males and females. Melanoma diagnoses in 
females were significantly lower than expected in Q1, 
before restrictions were imposed in Victoria. 

Most (83%) of the decline in melanoma diagnoses in 
2020 was among people with Stage 1 disease. There 
was no decline in observed diagnoses of stage 3 or 4 
disease in 2020 (Figure 39). While numbers were low, 
there were fewer melanomas staged as unknown 
in 2020 compared with the same period in 2019 
(59 in 2020 vs 103 in 2019).  This may reflect better 
documentation of stage in the medical record and/or 

Figure 38: Relative difference (with 95% confidence 
intervals) between observed and expected number 
of melanoma diagnoses in 2020, by sex  

Figure 39: Relative change (with 95% confidence 
intervals) in melanoma diagnoses in 2020 compared 
to 2019, by stage at diagnosis
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There was an 11% decline in bowel cancer 
diagnoses. 

There were 426 fewer bowel cancer diagnoses in 2020 
than expected (Figure 40). The decline was evident 
in both males and females. As with melanoma, there 
were fewer than expected bowel cancer diagnoses 
in Q1, before restrictions were imposed in Victoria. 
This may be due to disruptions to the distribution 
of National Bowel Cancer Screening Program kits 
during late 2019 and early 2020 due to programmatic 
changes and bushfires. The largest decline was seen 
in Q2, where there was a 20% decline in bowel cancer 
diagnoses or 190 fewer diagnoses than expected.  

The decline in cancer diagnoses across Q2 and Q3 
was seen across all stage groups (Figure 41). Overall 
in 2020 there was a 25% decline in cases staged as 
unknown (692 in 2020 vs 918 in 2019) and 11% fewer 
Victorians than expected diagnosed with Stage 1 and 
2 disease.  There was no significant decline in people 
diagnosed with stage 3 or 4 disease.  

There was no significant difference in bowel cancer 
mortality rates in either males or females in 2020 
compared with 2019.

Figure 40: Relative difference (with 95% confidence 
intervals) between observed and expected number 
of bowel cancer diagnoses in 2020, by sex
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Figure 41: Relative difference (with 95% confidence 
intervals) between observed and expected number of 
bowel cancer diagnoses in 2020, by stage at diagnosis
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There was a 16% decline in cancers of the oral 
cavity among Victorian males. 

There were 46 fewer diagnoses in males in 2020 than 
expected. There was also a 36% decline in salivary 
gland cancer diagnoses among Victorian males or 21 
fewer diagnoses. The decline in oral cavity and salivary 
gland cancer diagnoses was not seen among Victorian 
females. A diagnosis of cancer of the oral cavity and 
salivary glands is often facilitated after a dental 
review. The decline in these cancers may have been 
due to COVID-19 restrictions impacting non-urgent 
dental care during 2020.  

There was a 24% decline, or 18 fewer deaths, among 
males diagnosed with oral cancer in 2020 compared 
with 2019. There was no difference in mortality among 
females diagnosed with oral cancer.   
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There was a 13% decline in prostate  
cancer diagnoses. 

There were 819 fewer diagnoses in 2020 than 
expected (Figure 44). The decline was apparent across 
Q2 to Q4 and countered a positive trend in Q1, where 
there were 191 more men diagnosed (14% increase) 
than for the same period in 2019. 

Overall, there was a significant decline in prostate 
cancer diagnoses in 2020 across all ISUP grade  
groups. There was an 8% decline among men  
with ISUP 1 disease or 130 fewer diagnoses, an  
18% decline among men with ISUP 2 or 3 disease  
or 496 fewer diagnoses, and an 8% decline among 
men with advanced or metastatic disease or 106  
fewer diagnoses than were expected for 2020.  
There were also fewer men diagnosed in 2020 
without an ISUP grade group than expected  
based on the 2019 cancer rates (330 vs 416 men, 
respectively). (Figure 45).  

There were 45 fewer prostate cancer deaths in 2020 
than in 2019, demonstrating no significant change  
in prostate cancer mortality in 2020 compared  
with 2019.

COVID-19 AND ITS IMPACT ON CANCER IN 2020

Figure 42:  Relative difference (with 95% confidence 
intervals) between observed and expected number 
of breast cancer diagnoses in 2020, in females  

Figure 43: Relative difference (with 95% confidence 
intervals) between observed and expected number  
of breast cancer diagnoses in 2020 for females only, 
by stage at diagnosis
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There was a 5% decline in breast cancer 
diagnoses among females.  

There were 247 fewer diagnoses in 2020 than 
expected, including 8 fewer diagnoses among males 
(Figure 42). Q2 saw a large decline in diagnoses (28%) 
due to the temporary suspension of BreastScreen 
services. Q3 returned back to ‘normal’ numbers and 
in Q4 there were more diagnoses than were expected, 
signifying a rebound effect, and potentially capturing 
cases missed in Q2 and Q3 2020.

Most (92%) of the decline in breast cancer diagnoses  
in 2020 were among females diagnosed with stage  
1 or 2 disease.  There was no significant decline in 
females diagnosed with stage 3 or 4 disease (Figure 43).  

There was no significant difference in breast cancer 
mortality rates in either males or females in 2020 
compared with 2019.
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Figure 44: Relative difference (with 95% confidence 
intervals) between observed and expected number  
of prostate cancer diagnoses in 2020
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With limited opportunity for face-to-face 
interactions during lockdown, cancer nurse 
Clem Byard played an important role answering 
phone enquiries from people affected by cancer. 

Clem provided support, care, and information 
during the uncertainty of the pandemic. 
His role was to stay up to date with rapidly 
changing government and health directives. 
This information was then passed on to 
callers to help alleviate some of their concern, 
especially when it came to receiving a COVID-19 
vaccination alongside cancer treatments. 

Callers often presented with multiple concerns 
and a general sense of feeling overwhelmed.  
Even if Clem was unable to resolve all major 
concerns within the space of one phone call, he 
was able to provide information and assurance 
that went a long way to helping people feel less 
overwhelmed. 

For instance, if a caller was presenting a list 
of five concerns, even resolving two of them 
allowed them to feel a calming sense of clarity 
in their cancer journey. 

While providing information and resources  
are important parts of Clem’s process, the 
ability to engage in meaningful conversation 
can be just as valuable. 

“Being able to refer back to consistent, 
authoritative information increases people’s 
confidence in everything you say and allows 
them to take comfort from the advice that  
you give.”  

“The human connection made with 
somebody on the phone is a bit of 
magic that can lift someone out of 
having a horrible time”

Clem Byard,  Cancer Council Victoria Support 
Line Cancer Nurse

Figure 45: Relative difference (with 95% confidence 
intervals) between observed and expected number 
of prostate cancer diagnoses in 2020, by ISUP stage 
group at diagnosis
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Figure  46: Relative difference (with 95% confidence 
intervals) between observed and expected number  
of lung cancer diagnoses in 2020, by sex

Figure 47: Relative difference (with 95% confidence 
intervals) between observed and expected number  
of lung cancer deaths in 2020, by sex 
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There was an 8% decline in lung cancer 
diagnoses among males. 

There was an 8% decline or 145 fewer lung cancer 
diagnoses in males and a 2% increase or 26 more 
lung cancer diagnoses among females in 2020 
compared with 2019 (Figure 46). The decline in 
males and (non-significant) increase in females 
follows a historic trend. However, the decline  

among males is steeper than the average decline  
of 1.1% that has been seen over the past decade.      

Among males there was a 10% decline in lung cancer 
deaths, or 123 fewer, lung cancer deaths. There was 
a 2% increase in lung cancer deaths among females 
or 19 more lung cancer deaths than expected, with 
most of these additional deaths in females occurring 
in Q4, 2020 (Figure 47).
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As GPs, we treat a whole person,
not just a diagnosis.

Dr Ines Rio, GP

“
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Clem Byard,  Cancer Council Victoria 
Support Line Cancer Nurse
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APPENDIX 1:  

ABOUT THE VICTORIAN 
CANCER REGISTRY

Figure 48: Cancer processing flow diagram, including data sources supplying the Victorian Cancer Registry 
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Approximately 162,000 
notifications were processed in 

2020 from 254 hospitals,  
11 radiotherapy centres, 7 interstate 

registries, BreastScreen Victoria 
and 26 pathology laboratories. 

The E-Path Plus document processing 
system is a product of Inspirata, Inc©.  

It ingests electronic medical documents  
and links them to persons and tumours. 

Medical coders ensure accurate matching 
and data extraction from pathology reports 

and enter some data manually. 

Death notifications are received via  
monthly data feeds from the Victorian 

Registry of Births, Deaths and Marriages  
and annual data linkage occurs with  
the National Death Index to capture  

out-of-state deaths.

94% of cancer notifications 
are electronically transmitted 
to the registry, with remaining 

notifications transmitted  
as paper reports. 

Consolidated person-level data is stored 
in the registry, derivation rules are applied 

to calculate stage and equity measures, 
mortality data is linked, and quality  

assurance is undertaken.
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The goal of the Victorian Cancer Registry is to 
collect complete and accurate data on all Victorians 
diagnosed with cancer.  This data is used to describe 
trends in cancer incidence, mortality, extent of disease 
at diagnosis, and survival. It also provides a tool to 
identify changes and variation in patterns of cancer 
among subgroups defined by geography, demography 
and social characteristics. Provided to government, 
researchers and the wider community, our data is 
continually being used to guide cancer prevention  
and control interventions to improve cancer outcomes 
for Victorians. 

Data collection began from six public hospitals in 
Melbourne on 1 January 1940. The registry grew rapidly 
following introduction of the Cancer (Cancer Reporting) 
Act 1980, which mandated all hospitals and pathology 
laboratories to report any patient with cancer (31). 
By 1982, the Victorian Cancer Registry recorded all 
Victorians diagnosed and living with cancer.  

The Improving Cancer Outcomes Act 2014 (the Act) 
established a modern, flexible, and principle-based 
legislative framework that provides for the collection, 
use and disclosure of cancer and cancer screening 
information (32).  

The Improving Cancer Outcomes (Diagnosis Reporting) 
Regulations 2015 accompany the Act and prescribe 
the types of cancer, or precursors to cancer, to be 
reported, services which must be notified and the 
timeframe in which a report must be made (33).

Cancer registration 

The data collected by the Victorian Cancer Registry  
is specified in Schedule 1 of “Reportable Cancers- 
Guide to Identification and Cancers Reportable  

to the Secretary” (34). The Schedule states that,  
with the exception of basal cell carcinomas and 
squamous cell carcinomas of the skin, all malignant 
and in situ neoplasms are to be registered.    

The cancer registration process is described  
in Figure 48.

Cancer notifiers

The Victorian Cancer Registry is notified of patients 
with cancer by day procedure centres, hospitals 
(denominational, privately-owned, and public),  
public health services, radiation therapy centres,  
and pathology services. 

The Victorian Cancer Registry receives notifications  
of cancer from 254 hospitals, 11 radiation therapy  
centres, BreastScreen Victoria and 26 pathology 
laboratories. Our staff work cooperatively with the 
other seven population-based cancer registries across 
Australia to ensure that the registry captures Victorian 
residents who are diagnosed out-of-state. 

Data supplied by the Victorian Registry of Births 
Deaths and Marriages and the National Death Index 
also identifies Victorians who have cancer as a cause 
of death on their death certificate.    

The Improving Cancer Outcomes (Diagnosis Reporting) 
Regulations 2015 state that a cancer must be 
reported by hospitals within 60 days of diagnosis and 
by pathology services within 30 days of identifying the 
cancer, or cancer precursor. 

As a quality control measure, BreastScreen data  
is linked with the Victorian Cancer Registry to identify 
cancers diagnosed within screening intervals.  

Clem Byard, Cancer Council Victoria  
Support Line Cancer Nurse
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APPENDIX 1:  
ABOUT THE VICTORIAN CANCER REGISTRY

Capturing cancer incidence

Cancer notifications are received at the Victorian 
Cancer Registry by medical coders, who audit data 
extracted by artificial intelligence software, manually 
record additional data from pathology reports, retrieve 
incomplete data and consolidate notifications into a 
case record. 

Coders classify tumour topography and morphology 
according to the International Classification of 
Diseases for Oncology (ICD-O), approved by the 
International  Agency for Research on Cancer (IARC)/ 
World Health Organization (WHO) ICD-O Committee 
in April 2019 (35). The ICD-O has been used for 
nearly 35 years to code the site (topography) and 
the histology (morphology) of neoplasms, or cancers, 
usually obtained from a pathology report.  

For most neoplasms, the topography code uses the 
same three-character and four-character categories 
as in International Statistical Classification of Diseases 
and Related Health Problems-10th revision Australian 
Modified (ICD-10AM) for malignant neoplasms 
(categories C00-C80) (36). ICD-10 was published 
by the World Health Organization in 1992 and the 
Australian modified version was first published in 
1998. ICD-10AM provides a method of classifying 
diseases, injuries, and causes of death. 

The morphology code has five digits; the first four 
digits identify the histological type and the fifth 
identifies the behaviour of the neoplasm (malignant, 
in situ, benign, etc.).  Cancers are grouped by ICD-
10AM as shown in Table 6. 

Capturing multiple primary tumours

Cancer incidence reflects the number of primary 
tumours, rather than the number of people, diagnosed 
with cancer. A person may be diagnosed with multiple 
tumours over their lifetime. 

The Victorian Cancer Registry captures multiple 
primary cancers in the same person according to rules 
developed by the International Agency for Research 
on Cancer (IARC) and the International Association of 
Cancer Registries (IACR) (37). 

The Victorian Cancer Registry is a dynamic database. 
Despite efforts to ensure that all cancer notifications 
up to the 31st December 2020 are received by the 
report's censorship date (22 October 2021), the 
registry will receive a small number of notifications 

after this date. There will be a small number of new 
diagnoses identified from late notifications, as well 
as amendments to existing cases because of new 
notifications and updates to tumour morphology or 
date of diagnosis

Capturing cancer mortality

The Victorian Cancer Registry routinely links with the 
National Death Index and the state-based death 
registry to determine whether people who have been 
diagnosed with cancer have died. Medical coders refer 
to rules and guidelines described in the International 
Classification of Diseases and Related Health 
Problems (36) to assist in determining cause of death. 
Data from death certificates are augmented with data 
in the registry to determine the cancer site and which 
tumour was responsible for the person's death. 

Deaths are coded to the 4-digit ICD-10 code if cancer 
is determined by coders to be the underlying cause 
of death, otherwise deaths are coded as non-cancer 
deaths and no further details are collected. 

Prior to 2007, the Victorian Cancer Registry relied 
upon cause of death data from the Australian Bureau 
of Statistics (ABS). In 2007, the Victorian Cancer 
Registry medical coders began determining cause 
of death data for a number of reasons: (1)  they 
had more comprehensive data available to them, 
including hospital admission data for recurrent or 
metastatic disease; (2) death certificates available 
to the ABS were often insufficient to precisely code 
haematological malignancies; and (3) delay in release 
of the ABS cause of death data meant that it was not 
available for the previous year at the time that the 
Victorian Cancer Registry released its report. 

Data captured by the Victorian 
Cancer Registry
The registry collects a minimum dataset for each 
tumour (Table 5). Additional prognostic data are 
captured for breast cancer (size, hormone-receptor 
status), prostate (Gleason score) and malignant 
melanoma (Clark’s level and Breslow thickness).  

E-Path Plus software automatically abstracts more 
than 200 data fields from pathology reports (Figure 
48). This software was implemented in September 
2020, with most of these fields still to be validated.
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Table 5: Information collected by the Victorian Cancer Registry

PERSONAL DETAILS

Name(s)

Residential address at time of diagnosis and death

Date of birth

Indigenous status

Country of birth

Sex

Vital status

Date of last contact, including date of death

Person identification number/s 

Name of  General Practitioner and treating doctor

Eastern Cooperative Oncology Group (ECOG) performance status at time of diagnosis (if known) (38) 

TUMOUR DETAILS*

Date of diagnosis

Tumour site (topography) - captured using the International Classification of Diseases for Oncology, Third Edition 
(version ICD-O-3.2) and grouped by the ICD-10AM coding system. See Table 6 below

Tumour histology (morphology) - captured using ICD-0-3.2 which uses nomenclature appearing in the World Health 
Organization's International Histological Classification of Tumours series (WHO "Blue Books) (39)    

Tumour grade/differentiation - a measure of the aggressiveness of the tumour and an important prognostic factor. 
The classification of tumour grade varies by tumour site and/or histology. Histological examination of tumour tissue 
determines the tumour grade

Tumour behaviour - a description of the course of development that a tumour is likely to take. This data element forms 
part of the microscopic description of tumour morphology on a pathology report Behaviour is the 5th digit of ICDO-3 
morphology

Stage of cancer at diagnosis - presence of distant metastases at diagnosis is routinely captured for all solid tumours. 
Tumour (T) and nodes (N) stage is not well reported by hospitals. Stage is derived for breast, bowel and prostate cancers 
and melanomas 

Best basis of diagnosis - the microscopic or non-microscopic or death certificate source of the diagnosis. The most valid 
basis of diagnosis is that accepted by the cancer registry as the most reliable diagnostic source of the death certificate, 
non-microscopic, and microscopic sources available

Tumour identification number/s 

Laterality - The side of a paired organ that is the origin of the primary cancer e.g. breast, kidney, lung

Prognostic markers - these biological markers assist in determining risk of disease progression e.g. HER2, ER/PR status 
for breast cancer

*Usually obtained from the pathology report. Multiple primary tumours may be reported for each person.  
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APPENDIX 1:  
ABOUT THE VICTORIAN CANCER REGISTRY

Cancer data captured by medical coders using the 
ICD-O-3.2 coding system (35) is converted to ICD-10 
groups for malignant neoplasms (categories C00-C96) 
(36). Chronic myeloproliferative and myelodysplastic 

syndromes, which are classified as malignant  
tumours in ICD-O-3, are coded as tumours  
of uncertain behaviour in ICD-10 (category D45-47) 
(Table 6).

ICD-10 code Label in tables Further description (if different from label)
C00-C96, D45-D47 ALL MALIGNANT TUMOURS
C00-14 LIP, ORAL CAVITY & PHARYNX
C00 Lip
C01, C02 Tongue
C03 Gum
C04 Floor of mouth
C05-C06 Other mouth Other and unspecified parts of the mouth
C01-06 Oral cavity
C07, C08 Salivary glands Major salivary glands
C09, C10 Oropharynx
C11 Nasopharynx
C12, C13 Hypopharynx Hypopharynx including pyriform sinus
C09-C13 Pharynx
C14 Other oral Other and specified sites of lip, oral cavity, and pharynx
C15-25 DIGESTIVE ORGANS
C15 Oesophagus
C16 Stomach
C17 Small intestine Small intestine including duodenum
C18 Colon
C19-C20 Rectum Rectum including rectosigmoid
C18-C20 Bowel
C21 Anus Anus and anal canal
C22 Liver Liver and intrahepatic bile ducts
C23, C24 Gallbladder Gallbladder and other biliary tract
C25 Pancreas
C30- 38 RESPIRATORY SYSTEM & INTRATHORACIC ORGANS
C30, C31 Nasal cavities Nose, nasal cavities, middle ear and accessory sinuses
C32 Larynx
C33, C34 Lung Trachea, bronchus, and lung
C37, C38 Thymus Thymus, heart, mediastinum, and pleura
C40, C41 BONE, JOINTS & ARTICULAR CARTILAGE
C40, C41 Bone Bone and articular cartilage
C43 MELANOMA
C43 Melanoma Melanoma of skin
C44 OTHER MALIGNANT NEOPLASMS OF SKIN
C44 Other skin Other skin cancer, including less common non-melanoma skin cancers 

such as Merkel cell tumours,  dermatofibrosarcoma protuberans, 
malignant fibrous histiocytoma and skin appendage tumours, but not 
the common squamous cell and basal cell carcinomas of skin  

Table 6: Cancer types and groups used in this report according to the International Statistical Classification  
of Diseases and Related health Problems 10th revision (36). Australian Modification (ICD-10-AM). 

Cancer types and groups used in this report
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ICD-10 code Label in tables Further description (if different from label)
C45- C49 MESOTHELIAL & SOFT TISSUE
C45 Mesothelioma
C46 Kaposi sarcoma
C48 Peritoneum Retroperitoneum and peritoneum
C47, C49 Connective tissue Other connective tissue (including peripheral nerves etc)
C50- C58 BREAST & FEMALE GENITAL ORGANS
C50 Breast
C53 Cervix
C54, C55 Uterus Body of uterus
C56 Ovary
C58 Placenta
C51, C52, C57 Vulva etc. Vulva and other/unspecified female genital organs
C60- C63 MALE GENITAL ORGANS
C61 Prostate
C62 Testis
C60, C63 Penis etc Penis and other male genital organs
C64-C68 URINARY TRACT
C64 Kidney Kidney, except renal pelvis
C67 Bladder
C65, C66, C68 Renal pelvis, etc Renal pelvis and other/unspecified urinary organs
C69-C72 EYES, BRAIN AND OTHER PARTS OF THE CENTRAL NERVOUS SYSTEM
C69 Eye
C70 Meninges
C71 Brain
C72 Other CNS Cranial nerves, spinal cord and unspecified CNS
C70-72 Brain and CNS
C73-C75 THYROID & OTHER ENDOCRINE GLANDS
C73 Thyroid
C74, C75 Other endocrine Other endocrine glands and related structures
C26, C39, C76-80 UNKNOWN PRIMARY SITE
C26, C39, C76-79 Ill-defined sites Other and ill-defined sites
C80 Unspecified site
C81-96, D45-47 MALIGNANT NEOPLASMS OF LYMPHOID, HAEMATOPOIETIC & RELATED TISSUE
C81 Hodgkin Lymphoma
C82 Follicular lymphomaL Nodular non-Hodgkin lymphoma
C83 Diffuse NHL Diffuse non-Hodgkin lymphoma
C84 T-cell lymphoma Peripheral and cutaneous T-cell lymphoma
C85 Other NHL Other/unspecified non-Hodgkin lymphoma
C82-86 All NHL Non-Hodgkin lymphoma
C81-86 All lymphoma
C88 Immunoproliferative Malignant immunoproliferative disease
C90 Multiple myeloma Multiple myeloma and malignant plasma cell neoplasms
C91 Lymphoid leukaemia
C92 Myeloid leukaemia
C93 Monocytic leukaemia
C94 Other leukaemia Other specified leukaemia
C95 Unspecified leukaemia Unspecified cell leukaemia
C91-95 All leukaemia
C96 Other haematopoietic Other and unspecified haematopoietic neoplasms
D45-D47 Myeloproliferative Chronic myeloproliferative and myelodysplastic syndromes

Table 6: Cancer types and groups used in this report- continued
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Data Quality Assurance
Quality assurance is undertaken throughout the  
year and an extensive audit and review occurs at the 
end of the year. Demographic details and codes for 
tumour site and histology are checked for consistency 
and completeness.  

Medical coders follow up with notifiers to obtain 
suspected missing or incomplete data. 

The following three indices, defined in Cancer 
Incidence in Five Continents (40) are used to assess  
the completeness of cancer data captured by 
population-based cancer registries: 

1. Proportion of cases registered from a death 
certificate only (DCO%): A high DCO%  
suggests incomplete incidence notification,  
and such diagnoses may be less accurate.  
For DCO cases, the date of diagnosis is taken as 
the date of death. 

APPENDIX 1:  
ABOUT THE VICTORIAN CANCER REGISTRY

2. Proportion of cases verified with morphology 
(MV%): A low MV% suggests incomplete 
registration of pathology reports, poorer 
verification of diagnoses and incomplete 
registration of cancers for which this is often the 
only source of notification, such as melanoma.  
The higher the MV% for cancers of less accessible 
sites, like brain and pancreas, the greater the 
confidence that the neoplasm existed and was 
primary rather than metastatic.

3. Mortality to incidence ratio (M/I%): When the 
quality of the mortality data is good (especially 
in terms of the accuracy of cause of death) and 
incidence and survival are in steady state, the 
M:I ratio is approximated by 1 minus the 5-year 
survival probability.

Table 7 summarises data quality indices by tumour 
type for data submitted in 2020.

Site DCO (%)* MV (%)** M/I (%)***
All malignant tumours 1.2 93.1  33
Head & Neck  0.4 97.3  23
Oesophagus  0.8 96.2  70
Stomach  0.9 94.7  67
Bowel  1.4 94.3  36
Liver  3.1 54.6  63
Gallbladder  4.7 81.3  72
Pancreas  2.9 78.9  82
Lung  2.0 86.1  63
Melanoma  0.1 99.7   9
Breast  0.3 99.2  16
Vulva etc  0.3 98.8  44
Uterus  0.0 99.3  21
Prostate  0.8 96.7  15
Kidney  1.0 89.6  20
Bladder  2.5 92.5  45
Brain  1.3 87.9  82
Thyroid  0.0 98.8   5
Unknown primary site 10.3 53.4  69
Lymphoma  0.5 97.4  22
Multiple myeloma  1.1 95.2  34
Leukaemia  2.2 94.4  26
Myeloproliferative & myelodysplastic  1.8 87.8  32

*Proportion of cases registered from a death certificate only  
**Proportion of cases verified with morphology 
*** Mortality to incidence ratio"

Table 7: Indices of data quality as defined in Cancer Incidence in Five Continents Vol 10
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How do we transition back to 
the new normal? We look at the 

information, then prepare. 
Associate Professor Zee Wan Wong, Medical Oncologist

“
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APPENDIX 2:  

STATISTICAL METHODOLOGY
Age-standardised rates

The Victorian age-standardised rates (ASR) in 
this publication are based on the World Standard 
Population (Cancer Incidence in Five Continents 
Volume 10, 2014, IARC) (40). These rates are 
calculated using the direct method (41) by summation 
of the weighted age-specific rates. The standard 
error (SE) of each ASR is given in the tables; a 95% 
confidence interval for the rate can be estimated by 
(rate ± 1.96 SE)

Cancer projections

Cancer projections are intended as a guide to assist 
in understanding from experience what future 
rates of cancer are expected to look like in Victoria. 
Importantly, projection estimates should be used with 
caution, as they are influenced by past fluctuations in 
specific cancer rates. This is notable when assessing 
prostate cancer (see Figure 14) which has shown large 
fluctuation over the past three decades. This is further 
described on page 30.  The projection estimates also 
do not consider any uncertainty around the future 
population estimates. Estimates of future population 
size by age and sex were obtained from the Australian 
Bureau of Statistics (catalogue #3222.0, series B).

Cancer projection uses an age-period-cohort (APC) 
model with a power link function to project cancer 
incidence and mortality by sex for the next 15 years. 
Statistical analysis was performed using Nordpred 
software package in R version 3.6.3. For incidence 
and mortality projections, incidence, mortality, and 
population data were aggregated into 5-year age 
groups and 5-year periods from 1982-2020 for all 
cancers. Projection was based on the last 15, 20, 25 or 
30 years depending on a goodness of fit test.

Cases and deaths for all cancers were projected for 
three 5-year periods 2021-2025, 2026-2030, and 
2031-2035, for each. For each 5-year period, observed 
and projected incidence and mortality presented are 
the average for that period. Only age groups with at 
least 10 cases or deaths in total were used in the APC 
model for projections. Age groups with less than 10 
cases or deaths were projected as the average from 
the last 10 years.

Registry-derived stage (RD-Stage)

RD Stage was introduced for select cancers in 2014 
to address a deficit in the reporting of cancer stage 
by hospitals.  The Victorian Cancer Registry has for 
some years derived stage for selected cancers using 
data available from pathology reports and from 
hospital notifications reporting coded metastatic 
disease sites at diagnosis, augmented by reported 
stage from hospitals and radiotherapy services where 
this is available. The derivation rules were the starting 
point for the national Business Rules developed and 
evaluated in 2015 by the Victorian Cancer Registry as 
a national project under the Cancer Australia Staging, 
Treatment and Recurrence (STaR) initiative. 

It is recognised that stage derived using these 
business rules may differ from stage obtained through 
multidisciplinary meetings and by clinicians for use 
in patient management but is the best available 
measure of stage for use at a population level. To 
clearly distinguish this registry-derived stage from 
that from multi-disciplinary team meetings (MDT) or 
clinicians, the name "Registry-Derived Stage" (or RD-
Stage in short) has been adopted. 

RD-Stage provides a useful tool to examine variation 
in practice across geographic regions, age groups 
and cancer types, and to explore the impact of cancer 
screening on disease presentation. 

Details of the definitions and business rules for RD-
Stage are available on request. These are based on 
TNM 7th Edition for breast and bowel cancers (42) 
and TNM 8th Edition for melanoma (43). Because of 
significant changes made to the staging system for 
prostate cancer between the 7th and the 8th edition, 
the International Society of Urological Pathology 
(ISUP) grading system (44) has been used to describe 
prostate cancer stage in this report. As with lower 
stage, a lower ISUP group indicates less invasive 
disease. Small numbers of tumours with morphology 
not eligible for TNM staging have been excluded from 
RD-Stage calculation.  
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Relative survival 

Survival figures presented in this report are outcomes 
from a "period" survival analysis. Only the most recent 
interval survival estimate for cases diagnosed in 
different calendar years (cross-sectional estimate 
of survival) are used. The estimate of period 5-year 
survival for persons in 2015-2019 uses the 1-year 
interval survival for patients diagnosed in 2018, the 
2-year interval survival for patients diagnosed in 2017, 
and so on. Because the "period" method uses only the 
most recent survival experience it provides the most 
up-to-date measure of recent survival. 

The survival results in this report are relative survival 
estimates. Relative survival is the survival of a person 
with cancer compared with the expected survival 
for a person of the same age and sex in the general 
population, extracted from Victorian specific life tables 
obtained from the Australian Bureau of Statistics 
(catalogue #3302055001).

Therefore, 56% five-year survival does not mean that 
56/100 cancer patients are alive 5 years later but 
56% (about half) as many of this group would survive 
compared with a group the same age and sex from 
the general population. Thus, the actual proportion 
surviving would differ between age groups even if 
relative survival were the same. 

We show here an example of relative survival for two 
fictional groups of 100 cancer patients aged <30 and 
>85 years - based on life tables for the whole Victorian 
population, we would expect to have 95 and 35 
persons of the general population surviving after five 
years. If the relative survival was 56% for each group, 
the number of cancer patients who survived would be 
(56% of 95)=53 persons for the younger group and 
(56% of 35)=20 persons for the older group. So, the 
same relative survival proportion does not mean the 
same proportion of deaths in the cancer group, but 
the same excess proportion of deaths. 

To present accurate survival statistics, it is necessary  
to identify deaths occurring in all Australian States 
and Territories for persons included in the incidence 
data. Many persons resident in Victoria at time of 
diagnosis subsequently move interstate. Notification 
of deaths occurring within Victoria are received 
monthly from the Victorian Registrar of Births, Deaths 
and Marriages, but for deaths in other states, it is 
necessary to link the annual incidence file to the 
National Death Index (NDI); at the Australian Institute 
of Health and Welfare (AIHW). The latest linkage to 
the NDI allows us to include interstate deaths in 2019 
people who were resident in Victoria at the time of 
cancer diagnosis occurring but died outside of Victoria.

Relative survival can be above 100% which indicates 
that survival is better in the group of interest 
compared with the age/sex-matched Victorian 
population. We see this for example in early-stage 
breast and prostate cancer.

Relative survival  =

Observed survival  
proportion in cancer cohort

Expected survival in 
whole population
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How we support cancer care in Victoria

The Victorian Government relies on our data to help 
plan the delivery of cancer care and assess the state's 
progress against the Victorian Cancer Plan.

Local hospitals and cancer services also use our data 
to help them manager cancer service delivery, plan for 
future cancer needs in their community, undertake 
audit and deliver quality improvement activities. 

How we contribute to cancer research  
in Australia 

We provide cancer data to the Australian Cancer 
Database (ACD), which is hosted by the by the  
AIHW (45). The ACD collects data from each state 
and territory in Australia, and is a central repository 
of information about primary, malignant cancers. 
The AIHW uses this data to report national cancer 
incidence, trends, projections, survival, and prevalence. 
These statistics help to inform cancer prevention  
and treatment strategies and monitor the impact  
of policies at a national level.  

APPENDIX 3:  

RESEARCH AND PUBLICATIONS 
USING VCR DATA

The AIHW makes the data from the ACD public via its 
website at https://www.aihw.gov.au/about-our-
data/our-data-collections/australian-cancer-
database/about-australian-cancer-database.

How we contribute to global research

We provide de-identified data to the International 
Agency for Research on Cancer (IARC), to contribute 
to global statistics on cancer incidence, prevalence 
and mortality. This data becomes part of the Cancer 
Incidence in Five Continents program (http:ci5.iarc.
fr/) and the Global Cancer Observatory (GLOBOCAN) 
(Figure 49).   

We also contribute to the International Cancer 
Benchmarking Partnership (ICBP), a partnership which 
brings together clinicians, policymakers, researchers 
and data experts across the world to measure 
variation in cancer incidence, mortality, survival, stage 
at diagnosis and survival by stage, and factors which 
might be driving variation (46).   

Figure 49: Estimated global age-standardised incidence rates in 2020, all cancers, both sexes (Courtesy  
of GLOBACAN https://gco.iarc.fr/) 
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Research supported by our data

We respond to requests for data from government 
agencies, integrated cancer services, community 
services and researchers. These requests are made 
to help understand disparities in cancer incidence 
and treatment, identify cancer clusters, and support 
quality improvement activities. 

In 2020, we performed 54 data linkages and serviced 
more than 100 data requests. Research project 
requests and data linkages resulted in at least  
85 peer-reviewed publications in 2020.  About a third 
of the data access requests processed in 2020 related 
to research projects and a further 24% supported 
Integrated Cancer Services in delivering to health 
services across Victoria (Figure 50).  

Figure 50: Summary of the types of data requests serviced by the Victorian Cancer Registry, 2020

 Research project

   Integrated Cancer Services (ICS) report/ 
investigation

   State government report/ investigation

   CCV report/ investigation

   Healthcare organisation report/ investigation

   Community support

   Clinical registry purpose

   Other (Industry report/ investigation, media query, 
funding application)

   Federal agency report/ investigation 

Data access requests by request categories
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Examples of 2020 publications arising  
from Victorian Cancer Registry data 
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The Victorian Cancer Registry receives notifications of 
pre-cancers as well as cancers. While pre-cancers are 
not included in the body of this report, they are listed 
here as they may provide insight into the impact of 
screening, immunisation and public health messaging 
on early detection.  

Table 8 summarises the distribution of in situ 
melanoma and breast cancers and cervical pre-
cancerous abnormalities captured by the Victorian 
Cancer Registry. 

In Victoria, women have access to regular screening 
for breast and cervix cancers through BreastScreen 
Victoria and the National Cervical Screening Program. 
As a result, we expect to see in situ incidence 
increasing as cancers are detected earlier. This 
early detection is expected to be accompanied by 
decreasing numbers of invasive cancers over time.  

APPENDIX 4:  

IN SITU CANCERS  
AND DYSPLASIA 

Definition of in situ cancers 

In situ melanomas are abnormal cells that have not 
extended beyond the epidermis into the dermis.  

In situ breast cancers are abnormal cells that have 
not spread outside the ducts or lobules into breast 
tissue. They include ductal carcinoma in situ (DCIS), 
lobular carcinoma in situ (LCIS) and other unspecified 
carcinoma of the breast.   

Cervical pre-cancerous abnormalities can develop 
from squamous or glandular cells. Abnormal squamous 
cells are known as low-grade (LSIL) or high-grade 
squamous intraepithelial lesions (HSIL). The registry only 
receives notification of HSIL or more advanced pre-
cancerous cells. Abnormal glandular cells are known as 
adenocarcinomas in situ (AIS).  HSIL and AIS are both 
caused by the human papillomavirus infection and may 
become invasive tumours if left untreated.
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Age group Cervix (HSIL/AIS) In situ breast (DCIS/LCIS/ 
Other and unspecified 

carcinoma of the breast)

In situ melanoma

Female Female Male Female

Cases Age-specific 
rate

Cases Age-specific  
rate

Cases Age-specific 
rate

Cases Age-specific 
rate

0-4 0 0.0 0 0.0 0 0.0 0 0.0

5-9 0 0.0 0 0.0 0 0.0 0 0.0

10-14 0 0.0 0 0.0 0 0.0 0 0.0

15-19 8 4.4 1 0.5 1 0.5 1 0.5

20-24 137 60.4 0 0.0 3 1.2 5 2.2

25-29 804 305.3 2 0.8 14 5.1 22 8.4

30-34 753 278.2 4 1.5 31 11.8 46 17.0

35-39 557 222.9 13 5.2 40 16.3 67 26.8

40-44 348 163.3 23 10.8 76 35.8 94 44.1

45-49 260 118.0 53 24.0 117 55.5 137 62.2

50-54 132 63.6 86 41.5 159 81.4 177 85.3

55-59 117 58.2 73 36.3 228 120.5 200 99.5

60-64 84 45.0 79 42.4 289 165.9 229 122.8

65-69 48 29.4 87 53.3 313 207.7 250 153.1

70-74 20 14.1 76 53.5 363 273.9 210 148.0

75-79 4 3.9 23 22.7 235 256.5 179 176.4

80-84 2 2.7 10 13.3 149 242.8 113 150.2

85+ 0 0.0 9 10.5 122 225.8 86 100.7

Total 3,274 539 2,140 1,816

Cumulative rate (%) 6.8 1.3 4.9 3.8

Lifetime risk  
(to age 75)

1 in 15 1 in 77 1 in 20 1 in 26

Age-standardised 
rate

85.1 10.5 35.0 30.6

Table 8: In situ melanoma, in situ breast and cervical pre-cancer abnormalities reported in 2020 - number  
of new cases, age-specific rate, cumulative rate, lifetime risk to age 75 years and age-standardised rate (ASR)  
per 100,000 (standardised to World population), by age. 
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