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Cancer mortality continues to decline in the United States, with
the overall risk of dying from cancer falling by 22% over the
two decades from its peak in 1991 of 215.1 deaths per 100 000
population to 168.7 in 2011, the most recent year for which
complete data were available, the American Cancer Society has
reported.1

The decline translates into more than 1.5 million fewer deaths
from cancer than would have been seen during those two
decades had the 1991 peak rate persisted.
For the first part of the 20th century US cancer death rates were
driven higher by the rapid increase in deaths from lung cancer
amongmen as the result of smoking. The decline from the 1991
peak reflects the reduction in tobacco use in recent decades as
well as improvements in cancer prevention, early detection, and
treatment, the report said.
Although cancer death rates fell in every state, there was large
geographic variation, with the southern states having the slowest
declines and higher mortality. Cancer death rates ranged from
a low of 125.6 per 100 000 in Utah to a high of 200.0 in
Kentucky.
“The large geographic variation in cancer death rates and trends
reflects differences in risk factor patterns, such as smoking and
obesity, as well as disparities in the national distribution of
poverty and access to health care, which have increased over
time,” the report said.
There were also large differences in cancer incidence and death
rates between racial and ethnic groups, the report said. Black
men, for example, had the highest overall cancer incidence
(606.2 cases per 100 000) and death rates (275.5 per 100 000),
nearly double those seen amongAsian and Pacific Islander men,
among whom incidence and death rates were lowest, at 322.3
per 100 000 and 131.0, respectively. Among non-Hispanic white

men the overall cancer incidence was 540.8 and mortality was
214.0.
“Factors known to contribute to racial disparities vary by cancer
site and include differences in risk factor prevalence and access
to high-quality health care, including cancer prevention and
early detection, timely diagnosis, and optimal treatment,” the
report noted. “Even among Medicare-insured patients, blacks
are less likely than whites to receive standard-cancer therapies
for lung, breast, colorectal, and prostate cancers.”
The decline in cancer death rates seen from 2007 to 2011 was
greater among men, a fall of 1.8% on average each year, than
seen in women, among whom the death rate decline was 1.4%
on average a year. The declines were driven by decreases in the
death rates for the four major cancer sites: lung, breast, prostate,
and colorectum. Lung cancer mortality fell 36% from its 1990
peak among men and 11% from its 2002 peak among women,
the report said. “Death rates for female breast cancer are down
35% from peak rates, and those from prostate and colorectal
cancers are each down 47% as a result of improvements in early
detection and treatments.”
Despite the progress, nearly 577 000 Americans died from
cancer in 2011, accounting for about a quarter of all deaths and
making cancer the second leading cause of death after heart
disease, the report noted. “Further reductions in cancer death
rates can be accelerated by applying existing cancer control
knowledge across all segments of the population, with an
emphasis on those in the lowest socioeconomic bracket and
other disadvantaged populations,” the report concluded.

1 American Cancer Society. Cancer statistics 2015. CA Cancer J Clin 5 Jan 2015, doi:10.
3322/caac.21254.
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