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ABSTRACT

Aims and background. The regional health care system of Liguria caters for a resident
population which is among the oldest in Europe. One population-based cancer registry
is present in the region, providing incidence and survival data for the Genoa province
(covering 55% of the regional population). This paper will estimate the incidence,
prevalence and mortality in the Liguria region for cancers of the lung, breast, prostate,
colon-rectum, stomach and uterine cervix and melanoma of the skin in 1970-2015.

Methods. The estimated figures were obtained by applying the MIAMOD method.
Starting from mortality and survival data, incidence and prevalence were derived us-
ing a statistical back-calculation approach. Survival was modeled on the basis of pub-
lished data from the Italian cancer registries. The MIAMOD method was applied also
to estimate the colorectal cancer incidence, mortality and prevalence rates in the Lig-
urian provinces in the period 1988-2015. 

Results. In 2012 about 1,500 new cases of breast cancer were expected in Ligurian
women. The estimates for the other cancer sites were considerably lower, ranging
from 839 (colon-rectum) to 54 (cervix). In men about 1,400 new cases were estimated
for prostate cancer, while the incidence for the other sites ranged from 1,118 (colon-
rectum) to 208 (skin melanoma). The breast cancer prevalence rate was more than 10
times the incidence rate in women, and the lung cancer prevalence rate was more
than double the incidence rate in both sexes. Mortality rates were highest for lung
cancer in men and breast cancer in women; the lowest rates were estimated for
melanoma and cancer of the uterine cervix.

Conclusion. In Liguria a large portion of the health expenditure has been devoted to
diagnostic and therapeutic resources. This may have contributed to the reduction of
mortality rates and to the improvement of cancer survival. This phenomenon, added
to population aging, will inflate the cancer prevalence. One of the major challenges
for the Liguria region is to face the increasing demand for oncology services.

Introduction

Liguria is a small Italian region with a population of 1,615,986 in 20101, more than
half of whom were resident in the province of Genoa, the region’s main city. The Lig-
uria regional health care system is in a peculiar situation because its resident popula-
tion is among the oldest in Europe. In 2010 Liguria had the highest percentage of res-
idents aged 65 years and over (23% of men and 30% of women versus 18% and 23% in
Italy), the highest aging index° (186 in men and 283 in women versus 118 and 172 in
Italy) and the highest old-age dependency index* (36% in men and 51% in women

Tu mo ri, 99: 285-295, 2013

° % ratio between population ≥65 years of age and overall residents.
* % ratio between population aged ≥65 years and population aged 15-64 years.
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versus 26% and 36% in Italy). The region’s attractiveness
and mild climate attract middle-aged and older tourists
in every season, who often decide to take up residence
in Liguria, thereby increasing the number of patients af-
fected by chronic diseases that the Liguria regional
health care system has to provide for. This weighs down
on regional health expenditure (9.5% of GDP in Liguria
versus 9% of GDP in Italy in 2010) and life expectancy
(79.1 years in men and 84.1 years in women in Liguria
versus 79.4 and 84.5 years in Italy in 2011)1-3. 

Liguria has a high educational level, ranking second
in the percentage of people with a university degree in
2011 (13.2% versus 11.2% in Italy). Moreover, it is a mod-
erately wealthy region, industrialized in the past and
now characterized by an economy based on tourist and
seaside activities and on house rent and revenue in-
come. The region ranks second in the percentage of
people employed in services and the tertiary sector in
2011 (78% versus 68% in Italy). It contributes with about
3% to the national GDP (2010 data)2-3. 

The population is served by 8 public hospital author-
ities (distributed over 24 sites) and 5 accredited private
clinics, but the beds dedicated to oncology are very
few4. There are 2 specialized cancer hospitals in the re-
gion: the National Cancer Research Institute, a compre-
hensive cancer center with 63 ordinary and 49 day-hos-
pital beds that has been active since 1981, and the Gasli-
ni Institute, a hospital and research center specialized
in the care of children and attracting many patients
from outside the region (334 ordinary and 69 day-hospi-
tal beds). There is a limited degree of health care migra-
tion (extraregional 5.4%, into the region 1.8%); extrare-
gional migration is mostly to nearby Piedmont and
some specialized national cancer centers4.

Organized screening for breast cancer has been im-
plemented since 2000, but not simultaneously by the
various local health authorities (ASLs), so coverage has
been different in different parts of the region. For exam-
ple, ASL4 in the Genoa province has had 90% coverage
since 2012, while ASL3 only reached 13% coverage in the
same year. Also colorectal and cervical cancer screening
has been implemented at different times by different
ASLs, but more recently (2009-2010), so the coverage is
very low5.

One population-based cancer registry has provided
incidence and survival data for the Genoa municipality
from 1986 and the entire Genoa province from 1993.
Therefore, about 55% of the regional population was
covered by registration (Table 1).

Cancer is the second cause of death in Liguria, with
5,775 cancer deaths and the highest crude mortality rate
in Italy (357.3 per 100,000 versus 275.6 in Italy in 2010)6.
The Liguria age-standardized mortality rates are among
the highest in Italy (sixth in both sexes, 371.5 in men and
202.0 in women)6, so in this region cancer requires ma-
jor efforts in primary care for diagnosis and treatment
and in facing social needs.

This paper provides the basic epidemiological indica-
tors of incidence, prevalence and mortality for the ma-
jor cancers (lung, breast, prostate, colon-rectum, stom-
ach, cervix uteri and skin melanoma) in Liguria in the
period 1970-2015. Moreover, the same epidemiological
indicators were estimated and presented at the provin-
cial level for colorectal cancer only.

Material and methods

Mortality data for the considered cancer sites, general
mortality and population data by age, calendar year and
geographical region for the period 1970-2002 were ob-
tained from the Italian National Institute of Statistics
(ISTAT)6. Specific mortality data for the subsequent
years, i.e. 2003, 2006 and 2007 (data for 2004-2005 were
not yet published by ISTAT), were only used to validate
the expected mortality projections. Relative survival da-
ta for the period of diagnosis 1985-2002 were obtained
from the EUROCARE-4 study7. The data derive from 21
cancer registries in Italy, which jointly cover about 25%
of the national population.

The MIAMOD method8-11 was used for the estimation
of incidence and prevalence. This statistical method is
based on a back-calculation approach to estimate and
project the morbidity of chronic irreversible diseases
from mortality and patient survival. The method relies
on the mathematical relationships between mortality,
prevalence, incidence and survival. The model’s estima-
tion is based on mortality data from ISTAT for the peri-
od 1970-2002, with cause of death coded according to
the ninth revision of the International Classification of
Diseases (ICD-9)12. 

Relative survival of cancer patients was estimated
from observed cancer registry data by means of para-
metric cure models of the Weibull type at the level of
macro area. The geographical area and the age of pa-
tients were considered as categorical covariates in the
survival model. The covariate “year of diagnosis” was
parameterized, for each site and sex, as continuous or
categorical – and as unique for all areas or variable by
area – according to the pattern of observed survival da-
ta11. The survival estimates for northwest Italy were as-
signed to Liguria. The survival time trend after 2002 was
assumed to have the same tendency as that estimated
over the observation period 1985-2002 for all cancers
except prostate cancer, for which survival was assumed
to be constant from 2005 onwards. All incidence, mor-
tality and prevalence estimates were carried out up to
age 99. The MIAMOD method was applied also to esti-
mate the colorectal cancer incidence, mortality and
prevalence in the Liguria provinces in the period 1988-
2015. For this analysis the observed provincial mortality
in 1988-2006, drawn from the Liguria regional mortality
registry, and the survival estimates for the northwest of
Italy were used.
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For cervical cancer, prostate cancer and skin
melanoma, additional procedures were applied to ac-
count for specific problems related to these sites. The es-
timates for cervical cancer were performed after having
estimated the regional cervical cancer mortality with a
specific methodology13,14 to correct the observed mortal-
ity data, which are largely incomplete due to misclassifi-
cation with uterus not otherwise specified (NOS). The
methodology could be applied from 1980 onwards be-
cause before that year the ICD-8 classification, which did
not distinguish uterus NOS, was adopted in the ISTAT
statistics. The corrected mortality figures were used as
input data for incidence and prevalence estimates by the
MIAMOD method. Estimates for cervical cancer were
carried out up to age 94 because the distinction of uterus
NOS cancer deaths into cervix and corpus uteri cancer
deaths in women over 94 years old is not very reliable.
Furthermore, for cervical cancer only limited-duration
prevalence at 15 years was reported. Indeed, complete
prevalence is highly sensitive to the past trends. Inci-
dence estimates before 1980 for cervical cancer are un-
reliable due to the subsequent spread of non-organized
early diagnosis and to the fact that neither mortality nor
cancer registry data exist to support reliable modeling
assumptions. Simple backward linear extrapolation of
the decreasing trend estimated during the 1980s and
1990s may inflate the past incidence level and conse-
quently (due to the high survival) the estimated preva-
lence of women with a diagnosis of cervical cancer. 

For prostate cancer, because of the rapid changes in
the recent time trends, more updated mortality data
were used in order to capture recent variations that
could not be modeled with data up to 2002. Since mor-
tality data were differently coded (ICD-10) in 2003 and
were missing in 2004-2005, mortality estimates with
projections up to 2010 were preliminarily performed by
means of the PIAMOD method15. The modeled mortali-
ty was then used as input for the MIAMOD method.

The projections of age-specific incidence and mortal-
ity rates for melanoma were obtained by linearly pro-
jecting the annual percent change of age-specific inci-
dence and mortality estimated in the period 2001-2002.
Age adjustment of rates was based on the standard Eu-
ropean population.

Results

Table 1 reports the figures of cancer registration in
Liguria, with the area and the size of the covered popu-
lation, the corresponding coverage of the regional pop-
ulation, the percentage of people older than 65, and the
data collection period. The number of cases and both
the crude and age-standardized incidence and mortali-
ty rates and prevalence proportions estimated in Liguria
for the year 2012 are presented in Tables 2A and 2B, re-
spectively, for men and women. 

In the male population, prostate cancer was the most
frequent cancer, with 1,396 estimated new diagnoses.
Incidence for the other cancers ranged between 1,118
(colon-rectum) and 208 (melanoma) estimated new
cases. For women, 1,495 new cases of breast cancer
were expected to be diagnosed in 2012. For the other
cancers the numbers of estimated new cases were con-
siderably lower and ranged from 839 (colon-rectum) to
54 (uterine cervix). Prevalence figures were more than
10 times the incidence figures for breast cancer in
women and more than double the incidence figures for
lung cancer in both sexes. The highest crude mortality
rates were for lung cancer in men (108.3 per
100,000/year) and breast cancer in women (44 per
100,000/year) and the lowest ones for melanoma in
both sexes and for cervical cancer in women. 

For colorectal cancer, lung cancer, stomach cancer
and melanoma, all the indicators were higher in men
than women, the only exception being the prevalence of
melanoma. The highest male:female ratio among the
standardized incidence rates was reported for lung can-
cer (2.7) and the lowest for melanoma (1.1); for mortali-
ty, the highest male:female ratio was for lung cancer
(slightly more than 3) and the lowest for gastric cancer
(1.7). The male:female ratios for prevalence ranged from
2.6 (lung cancer) to 0.7 (melanoma).

The time trends of the 3 indicators over the period
1970-2015 are shown in Figures 1 to 6. They present the
age-standardized incidence in men (Figure 1) and
women (Figure 2), the age-standardized mortality in
men (Figure 3) and women (Figure 4), and the crude
prevalence in men (Figure 5) and women (Figure 6). The
results will be described below, grouped by cancer site.

Stomach

The incidence and mortality of stomach cancer were
estimated to decline steadily over the whole period. The
expected decline in incidence and mortality in men was
from 46 and 40, respectively, per 100,000 in 1970 to 14
and 9 in 2015. The corresponding trends in women were
similar and the rates were lower than in men (from 23
and 20 per 100,000 in 1970 to 9 and 5 per 100,000 in
2015).

Colon and rectum

For colorectal cancer the male incidence rates were es-
timated to rise over the whole period (from 43 per
100,000 in 1970 to 78 in 2015). In women the trend was
different: it increased until 1994 (to 44 per 100,000 from
34 in 1970), and decreased thereafter to 39 per 100,000 in
2015. The mortality trend in women reflected the inci-
dence trend but preceding it by 15 years and with a more
pronounced rate of decrease. The mortality trend in men
was quite similar to that estimated in women, but with a
later decrease (starting in 1988) and higher rates overall
than in women.
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Lung

The lung cancer incidence rates in men reached their
peak during the mid 1980s (with a maximum rate equal
to 101 per 100,000 in 1985) and decreased thereafter to
58 per 100,000 in 2015. For women a continuous in-
crease is estimated up to 26 per 100,000 in 2015. Due to
the very poor prognosis of this cancer, the mortality
trends closely mimic those estimated for incidence,
with about 9 points’ difference between incidence and
mortality. In women, lung cancer was the second cause
of cancer death after breast cancer from 2007 onward
and is expected to become the first in 2013.

Skin melanoma

The melanoma incidence rates were estimated to in-
crease uniformly for both genders. In men, we estimat-
ed a 10-fold increase from 2 to 23 per 100,000/year dur-
ing the period 1970-2015. Trends in women were similar
with rates only slightly lower than in men (from 3 to 20
per 100,000). The mortality rates were low due to the
high survival of melanoma patients. The male and fe-
male mortality rates reached a peak during the mid
1990s (2.6 in men in 1995; 1.8 in women in 1993) and
tended to decrease thereafter. 

Breast

Breast cancer in women was estimated to increase
rapidly from 53 per 100,000 in 1970 to about 109 in the
early 2000s. The incidence rates are estimated to de-
crease slightly in the subsequent years, down to 105 in
2015. Projections for breast cancer incidence are to be
taken with caution, as this indicator reflects more the
impact of early diagnosis and screening activities than
the natural evolution of risk factors. The mortality
reached a peak in 1985 (33 per 100,000) and then de-
clined steadily to an expected rate of 16 per 100,000 in
2015. 

Cervix uteri

During the study period the cervix cancer incidence
and mortality rates declined sharply, reaching the low-
est figures among the considered malignancies: the in-
cidence was estimated to decline from 15 to 4 per
100,000 and the mortality from 7 to 1.5 per 100,000 be-
tween 1980 and 2015.

Prostate

The prostate cancer incidence trend was estimated to
increase from 35 to 101 per 100,000/year during the pe-
riod 1970-2003. Thereafter the rates seemed to decline,
reaching the value of 79 per 100,000 in 2015. The mor-
tality remained stable from 1970 to 1986 (21-22 per
100,000) and then started to decrease until 2015 (13 per
100,000), with an estimated reduction of 41% with re-
spect to the peak level.

Prevalence

Prevalence increased for all cancers considered ex-
cept cervix and stomach cancer in women. The increase
was striking for breast, prostate and, to a lesser extent,
colorectal cancer. The stomach cancer prevalence
reached a plateau in men due to the impressive reduc-
tion of the incidence rate. 

Colorectal cancer incidence, mortality and prevalence
estimates by province

The estimates of the incidence, mortality and preva-
lence of colorectal cancer by province are shown in Ta-
bles 3A for men and 3B for women. In 2012 the highest
age-standardized incidence rates were in Genoa for men
and in Savona for women, the lowest in Savona for men
and in La Spezia for women. The highest age-standard-
ized mortality rates were observed in Imperia for men
and in Genoa for women, the lowest in La Spezia for men
and in Savona for women. More than half of the estimat-
ed prevalent cases lived in Genoa (57%), 17% in Savona,
13% in Imperia and a similar percentage in La Spezia. 

Figures 7-9 illustrate by gender the 1988-2015 trends of
estimated incidence, mortality (age-standardized rates
per 100,000) and prevalence (proportion per 100,000) for
colorectal cancer in the 4 provinces of Liguria. The inci-
dence estimates (Figure 7) showed different sex-related
behaviors. In men, Genoa and Imperia showed initially
moderately rising trends: Genoa until 2009 (from 69.5 to
77.6) and Imperia until 2003 (from 58.2 to 69.2). Then the
rates leveled off in Genoa and slightly decreased in Impe-
ria (to 63.7). The rates increased moderately throughout
the considered period in La Spezia (from 65.4 to 69.1) and
remained stable in Savona (from 65.2 to 65.6). In women,
there was a slightly increasing trend in Savona until 2003
(from 40.9 to 44.3), which subsequently leveled off. The
incidence rates were relatively stable in Imperia (from
41.5 to 42.3) and showed a sharp decline in Genoa (from
53.7 to 39.3) and La Spezia (from 41.6 to 36.2). 

The mortality estimates (Figure 8) showed a general
decline: from initial values in men between 31.4 in Im-
peria and 38.9 in Genoa to final values between 21.7 in
La Spezia and 28.5 in Savona; in women from initial val-
ues between 22.1 in Savona and 30.4 in Genoa to 13.2 in
Savona and 18.5 in Imperia. 

The prevalence increased markedly in all provinces:
in men from initial values between 306 in Imperia and
391 in La Spezia to final values between 1,014 in La
Spezia and 1,164 in Genoa; in women from initial values
between 317 in Imperia and 398 in Genoa to final values
between 836 in La Spezia and 946 in Savona. 

Discussion

This paper provides an updated description of the
burden of the major cancers in the Liguria region in
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terms of time trends through 2015 and point estimates
in 2012. Comparison between the estimated regional in-
cidence and the data of the Genoa province cancer reg-
istry showed a good match over the time period covered
by cancer registration. 

The province-specific estimates carried out for col-
orectal cancer give a more detailed view of this cancer’s
trend in the Liguria region and show a substantial and
interesting heterogeneity among the provinces. The
overall estimated incidence and mortality patterns are
consistent with the corresponding regionally estimated
trends. However, it should be noted that the provincial
figures, when summed up, do not show a perfect match
with the corresponding regional estimates due to the
quite complex nonlinear model-based approach used
for both estimates.

The incidence rates are still rising for lung cancer and
melanoma in women and colorectal cancer and
melanoma in men. By contrast, the rates have been de-
clining since 1970 for stomach cancer in both sexes and
cervix cancer in women. The rates increased, reached a
peak and then decreased for lung and prostate cancer in
men and for breast and colorectal cancer in women, even
if the decreases in the latter cancer sites are still weak. 

The major risk factor affecting the observed trends is
smoke, which is related to lung, stomach and cervical
cancers, with a very high attributable risk for lung can-
cer and a lower one for stomach and cervical cancer16.
The smoking prevalence in Italy has been decreasing
among men since the 1970s. By contrast, smoking is on
the rise in women, approaching the proportion of male
smokers in the 1990s. In Liguria, the smoking preva-
lence time trend is decreasing in the male population,
while it is stable among women: in 2011 the estimated
prevalence of smokers among men aged 15 years or
more was 26.8%, compared with a national estimate of
28.7%. The corresponding percentages in women were
15.9% and 16.8%, respectively. These figures are among
the highest values in northern Italian regions2,3,17.

Diet is an important risk factor for stomach, colorectal,
breast and prostate cancer. Diet in Western developed
countries has changed in recent years, with increased
consumption of energy-dense foods and sugary drinks,
and decreased use of salted or smoked preserved foods,
which are particularly associated with stomach cancer18.
We do not have information about food consumption in
the Liguria population; however, the proportion of the
population that was overweight or obese was less than the
national average (53.5% in Liguria versus 56.2% in Italy in
men and 33.1% in Liguria and 36.1% in Italy in women in
2011)2,3. The PASSI study reported a proportion of the
population of Liguria with a body mass index greater than
25 of 49.4% in men and 32.6% in women, versus 55.5% and
37.2%, respectively, for the Italian population19,20. 

Screening programs as well as non-organized early-di-
agnosis activity have a high impact on the incidence
trends of breast, cervical and prostate cancer and, to some

extent, also colorectal cancer. In Liguria, according to the
PASSI annual report 200921, the access to Pap tests to de-
tect cervical cancer for women aged 25-64 years was high,
with 83% of eligible women having had at least 1 test in
the last 3 years. By contrast, the corresponding percentage
of women tested within the organized screening pro-
grams was very low (13%)5,22. The access to mammograms
for 50- to 69-year-old women was high (75% screened in
the last 2 years) in the same period, but the percentage of
women tested as part of organized screening was one of
the lowest in Italy (34%)23. For colorectal cancer screening
in Liguria, as in most regions, the access to effective
screening tests (fecal occult blood test or endoscopy in the
last 2 years) was low (16%) and the percentage of people
tested as part of organized screening only 7%24. For this
cancer, the slight reduction of incident cases observed in
women cannot be attributed to the start of screening. The
changes are more likely connected to a more widespread
knowledge of the risk factors for colorectal cancer and to
the stabilization of their prevalence among the popula-
tion. Analysis of the trend in the 4 provinces confirms the
still very low impact of the screening procedures shown in
the PASSI report, probably related to the aging of the pop-
ulation, the distance from the main cancer care centers,
and the difficulties in reaching them due to the trouble-
some road connections. In fact, mortality rates in the
small municipalities farthest away from the main care
centers were particularly high (data not shown). More-
over, we have to consider the sizeable immigration to the
Liguria provinces of elderly people from the other north-
western regions, who bring along the risk factors and life
habits of their original area (particularly Lombardy and
Piedmont), which are more at risk than the ones in Liguria
especially in terms of some dietary habits.  

The incidence of skin melanoma is increasing in our
region like in several other Western countries25. Various
factors may contribute to this increase, including more
frequent exposure to ultraviolet radiation, increased
public awareness of the warning signs of melanoma,
and increased screening by clinicians26,27.

The huge increase in prostate cancer incidence was
largely due to the spread of PSA testing and to oppor-
tunistic screening. We cannot say how much of the
prostate cancer incidence rise is due to risk factors or to
early diagnosis, including overdiagnosis. Since this rise is
not accompanied by a corresponding increase in mortal-
ity, which was quite stable up to 2000 and then dimin-
ished, it could be principally due to a major contribution
of overdiagnosis. In Liguria the incidence started to de-
cline after 200528-30, as previously observed in many West-
ern countries including the US and Nordic countries. 

Mortality rates have been declining since the early
1990s for all the considered cancers except lung cancer
in women. Mortality from lung cancer is largely influ-
enced by incidence, owing to the very few therapeutic
options31,32, and the mortality rates were very close to
the incidence rates. 
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Mortality is also related to survival, and to early diag-
nosis for those cancers that benefit from effective ther-
apy given to patients with localized disease. The reduc-
tion of postoperative mortality, especially for colorectal,
stomach and prostate cancer33-36, and the more wide-
spread availability of adjuvant hormonal therapy for
breast cancer and adjuvant chemotherapy and neoad-
juvant radiotherapy for colon and rectum cancer further
contributed to the reduction of mortality37,38.

Prevalence is the major indicator to identify patients’
needs and influence health care organization. The bur-
den of cancer treatment, clinical follow-up, palliation
and social disabilities is well described by prevalence;
therefore this indicator is important for resource alloca-
tion in health services planning. Tables 2A and 2B show
that the demand is dominated by female breast cancer
and male prostate cancer. It was estimated that in 2012
about 21,000 women with a diagnosis (new or old) of
breast cancer were living in Liguria. In the same year
12,000 prevalent cases of prostate cancer were estimated.

Conclusion

A limit of this study could be the difficult interpreta-
tion of cancer trends for a resident population that is
inflated by (mostly aged) people coming from other re-
gions who were exposed to risk factors different from
the ones typical of the native population. Liguria has a
high health expenditure (in 2009 2,024 euro per capita
versus 1,816 in Italy), a large proportion of which has
been devoted to diagnostic and therapeutic resources
and contributed to the reduction of the mortality rates
in this relatively old population. Due to the benefit of
early diagnosis, and partly to the improvement of
treatment effectiveness, cancer survival will continue
to increase in the next years. This phenomenon, added
to the population aging and to the immigration of aged
people from other regions, will inflate the cancer
prevalence. To face the increasing demand for oncolo-
gy services is one of the major challenges of the Liguria
region.
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Table 1 - Liguria population, proportion of the elderly population and cancer registry with its coverage and beginning of activity

Population 2010 Population ≥65 years % Coverage % First year of incidence

Region Liguria 1,615,986 26.6 - -
Registry RTRL - Genoa province 882,949 26.8 55% 1986

Table 2A - Estimated incidence, mortality and prevalence by cancer site for the year 2012 in Liguria. Number of cases and
deaths, crude and European age-standardized (age-std) rates per 100,000 person-years and crude prevalence proportion per
100,000 persons. Age 0-99 years, men

Incidence Mortality Prevalence

Cancer site Number of Crude Age-std Number of Crude Age-std Number of Crude
cases rate rate deaths rate rate cases proportion

Prostate 1,396 184.7 85.6 263 34.8 14.1 12,019 1,590.6
Stomach 209 30.3 14.8 143 20.8 9.7 936 135.5
Colon-rectum 1,118 161.8 78.6 402 58.2 26.6 7,291 1,055.5
Lung 892 128.9 64.4 749 108.3 52.4 2,157 311.8
Melanoma 208 30.1 21.1 26 3.8 2.2 1,924 278.6

Table 2B - Estimated incidence, mortality and prevalence by cancer site for the year 2012 in Liguria. Number of cases and deaths,
crude and European age-standardized (age-std) rates per 100,000 person-years and crude prevalence proportion per 100,000
persons. Age 0-99 years, women

Incidence Mortality Prevalence

Cancer site Number of Crude Age-std Number of Crude Age-std Number of Crude
cases rate rate deaths rate rate cases proportion

Breast 1,495 195.2 106.3 337 44.0 17.7 20,993 2,740.9
Stomach 170 22.2 8.8 117 15.3 5.6 785 102.5
Colon-rectum 839 109.7 40.2 308 40.3 13.3 6,311 824.4
Lung 415 54.2 24.1 316 41.4 17.2 902 117.9
Melanoma 208 27.2 19.0 19 2.5 1.2 2,865 374.2
Cervix 54 7.1 5.0 24 3.2 1.8 627* 82.2*

*Limited-duration prevalence at 15 years.
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Table 3A - Colorectal cancer: incidence, mortality and prevalence in 2012 in Liguria provinces. Number of cases and deaths,
crude and European age-standardized (age-std) rates per 100,000 person-years and crude prevalence proportion per 100,000
persons. Age 0-99 years, men

Incidence Mortality Prevalence

Province Number of Crude Age-std Number of Crude Age-std Number of Crude
cases rate rate deaths rate rate cases proportion

Genoa 645 158.9 77.5 235 57.8 26.6 4,308 1,060.7
Imperia 161 160.3 66.1 58 57.4 29.5 975 971.6
La Spezia 139 137.3 68.7 50 49.6 23.1 943 943.4
Savona 187 143.7 65.5 65 50.2 28.6 1,260 968.8

Table 3B - Colorectal cancer: incidence, mortality and prevalence in 2012 in Liguria provinces. Number of cases and deaths, crude
and European age-standardized (age-std) rates per 100,000 person-years and crude prevalence proportion per 100,000 persons.
Age 0-99 years, women

Incidence Mortality Prevalence

Province Number of Crude Age-std Number of Crude Age-std Number of Crude
cases rate rate deaths rate rate cases proportion

Genoa 519 115.9 41.9 194 43.2 19.4 3,900 870.6
Imperia 138 127.6 42.7 50 45.7 18.8 924 852.3
La Spezia 117 105.4 36.7 42 38.3 16.1 863 779.5
Savona 182 128.2 43.0 66 46.5 14.4 1,239 871.8
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Figure 1 - Incidence estimates by cancer site in Liguria in the period 1970-2015. Age-standardized rates (European population) per 100,000
person-years. Age 0-99 years, men.

Figure 2 - Incidence estimates by cancer site in Liguria in the period 1970-2015. Age-standardized rates (European population) per 100,000
person-years. Age 0-99 years, women.
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Figure 3 - Mortality estimates by cancer site in Liguria in the period 1970-2015. Age-standardized rates (European population) per 100,000
person-years. Age 0-99 years, men.
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Figure 4 - Mortality estimates by cancer site in Liguria in the period 1970-2015. Age-standardized rates (European population) per 100,000
person-years. Age 0-99 years, women.

Figure 5 - Prevalence estimates by cancer site in Liguria in the period 1970-2015. Crude proportion per 100,000 persons. Age 0-99 years, men.
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Figure 6 - Prevalence estimates by cancer site in Liguria in the period 1970-2015. Crude proportion per 100,000 persons. Age 0-99 years,
women.
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Figure 7 - Incidence estimates for colorectal cancer in Liguria provinces in the period 1988-2015 by gender. Age-standardized rates (European
population) per 100,000 person-years. M, males; F, females; GE, Genoa; IM, Imperia; SP, La Spezia; SV, Savona.

Figure 8 - Mortality estimates for colorectal cancer in Liguria provinces in the period 1988-2015 by gender. Age-standardized rates (European
population) per 100,000 person-years.  M, males; F, females; GE, Genoa; IM, Imperia; SP, La Spezia; SV, Savona.
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Figure 9 - Prevalence estimates for colorectal cancer in Liguria provinces in the period 1988-2015 by gender. Crude proportion per 100,000
persons.
M, males; F, females; GE, Genoa; IM, Imperia; SP, La Spezia; SV, Savona.
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