
Tables

• Rates and counts are presented for all states
and regions. Clear differences are seen among
the regional rates.

• The effect of the exclusion of some states
from the pooled regional rates in USCS can be
seen, for example, by the comparison of the
predicted and USCS-reported rates for colorectal
cancer among males in New England (Table 3).
Vermont and Maine, states not reported in
USCS, have the highest predicted rates of the six
New England states. The predicted regional rate
with all states included is 73.4, higher than the
70.2 calculated from the four New England
states included in the USCS report.

• In general, greater differences between
predicted and reported results are seen for states
with smaller populations, such as Alaska,
Delaware, North Dakota, New Hampshire, and
the District of Columbia

• States that did not contribute data to the
USCS report had the greatest impact on prostate
cancer rates—the predicted rate for these states
is 20% lower than for the contributing states.
Rates for breast, other, and total cancer are
approximately 12%–15% lower in nonreporting
states; lung cancer rates are slightly higher in
the nonreporting states.

• Rates in SEER registries are lower than in
NPCR registries. It cannot be determined
whether this is a real difference in incidence
patterns or one due to other causes.

State Maps

• Comparison of male and female predicted
incidence rates shows few differences in their
geographic patterns. Alaska is notable for its
higher ranking for lung and total cancer among
women.

• Predicted incidence rates are higher in the
Southeast for lung cancer, in the Midwest for
colorectal cancer, in the Great Lakes for prostate
cancer, and in the Northeast for breast, other,
and total cancer.

• Patterns of incidence and mortality are similar
except for breast and prostate cancer, sites for
which screening may play a major role. Thus
patterns of incidence for breast and prostate
cancer may reflect the changing intensity of
screening rather than any differential in risk
factors across the country.

• Relative rate maps show that there is a greater
range of rates across the country for lung and
colorectal cancers than the others (also seen in
Figure 2, page 11).
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County Maps

• In addition to the state patterns noted above,
these maps identify within-state differences. For
example, lung cancer rates among women are
higher in northern than southern California.

• The lung cancer excess among women living
along the northern Pacific coast, first seen in
mortality rates in the 1970s, is more apparent in
these county maps.

• Prostate cancer incidence rates are high in the
Northwest and New England where mortality
rates are high for whites, and in South Carolina
where mortality rates are high for blacks.

• The sharp change in colorectal cancer rates
predicted at the edge of the western region
suggests that the model is unable to identify
localized patterns in this large area of low rates.
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Results presented here provide a complete
picture of cancer incidence patterns across the
U.S. at the regional, state and county level. We
hope that they will prove useful in providing a
complete picture of the cancer burden at both
the national and local levels, in planning cancer
control activities, and in stimulating further
thought, debate, and research about the
associations between cancer rates and
geography. While the models utilized have been
validated to provide a reasonable fit across the
entire nation, the ecologic associations inherent
in these models may not fit well in every area.
We encourage readers to systematically explore
the possible causes of differences between the
predicted and observed figures in their areas
(e.g., interesting local exceptions to ecologic
associations, spikes in screening rates,
differences in the population estimates used for
this report and the USCS, and registry operation
issues). 

Experience has shown that cancer
patterns tend to change slowly, particularly for
the major sites included in this report. This
suggests that current cancer incidence patterns
would strongly resemble those for 1999 shown
in this report, except where rates are perturbed
due to the sudden change in screening
utilization or diagnostic technology. However,
because health planners would prefer
projections for the current calendar year and
beyond, we are working to extend the models to
project forward over time as well as over space.
In addition, since registry operations have been
expanding in this country since the early 1970s,
those studying past trends have had to rely on
trends for only a portion of the U.S. We will be
investigating the potential of these models to
project backward in time to provide truly
national trends of cancer incidence. We feel that
models of the type developed here have the
potential to be extended to serve both of these
important needs.
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