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FIGURE 63 
Ra o of pa ents enrolled in clinical trials to new registra ons at cancer centres
BY PROVINCE ADULTS SEEN IN PROVINCIAL CANCER CENTRES IN 2009 AND 2010.

 “—”Data not available
* Average includes only provinces that submi!ed data for both 2009 and 2010 
 Data source: Provincial cancer agencies    
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FIGURE 64 
Ra o of pa ents enrolled in clinical trials 
to new registra ons at cancer centres
BY DISEASE SITE, CANADA�ADULTS SEEN IN PROVINCIAL 

CANCER CENTRES IN 2009 AND 2010
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• In the United States, the National Cancer Institute reports that less than 5% of adults diagnosed with cancer

participate in a clinical trial. Approximately 14% of adults diagnosed with cancer in the United Kingdom are

enrolled in a clinical trial, which is the highest clinical trial participation rate in the world.120

What iS BeinG Done?

• During regional consultations of the development of the Pan-Canadian Cancer Research Strategy, concerns

were expressed regarding the continuing ability of researchers to conduct cancer clinical trials in Canada.

Indeed, this has been identified as a specific area for action by Canada’s cancer research funders.117

What ShouLD you Be aWare of aBout Data anD meaSurement?

• For this indicator, the numerator is the total number of adult cancer cases (≥19 years), whether incident or

previously diagnosed, newly enrolled in therapeutic clinical trials at provincial cancer centres in 2009 and 2010.

The denominator is the total number of adult cancer centre cases, whether incident or previously diagnosed,

newly registered in provincial cancer centres in 2009 and 2010. 

• The denominator, new referrals to cancer centres, was specifically chosen as a proxy for those patients 

receiving active treatment only, and as such, excludes those patients on the cancer centre roster who 

were not receiving active treatment and who by definition would be ineligible to participate in therapeutic

clinical trials.

• For further details on data inclusions and exclusions among provinces, please refer to Table A in the Technical

Appendix (see page 161).
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CLiniCaL triaL PartiCiPation—PeDiatriC 

What are We meaSurinG?

This indicator examines the ratio of the total number of all patients age 18 years and younger newly enrolled in

cancer-related therapeutic trials or clinical research studies in 2010 to the total number of new cancer cases age

18 years and younger diagnosed and undergoing active treatment at pediatric centres in 2010.

Why are We meaSurinG thiS?

• Patient participation in clinical trials is a crucial enabler of the development and evolution of best practice

treatments, which could lead to improved treatment and outcomes. It has also been shown that the outcomes

of patients treated at centres with active clinical trials programs are better than those that do not, likely due

to increased adherence to best practice guidelines for treating patients.114-116

• Cancers affecting children and adolescents are different from those affecting adults. Therefore, research into

how these cancers develop and what causes them in the pediatric population is crucial to understanding how

to prevent or halt their progress in this population. 

• Comparing the percentage of pediatric patients enrolled in clinical trials across the country could highlight 

opportunities for enhanced efforts in encouraging increased clinical trial participation. 

What Do the reSuLtS ShoW?

• there is some variation in pediatric clinical trial participation between provinces (Figure 65).

� For 2010, the ratio of pediatric patients enrolled in clinical trials to newly registered pediatric cancer centre

patients ranged from 0.11 in Saskatchewan to 0.38 in Manitoba with an overall average ratio of 0.31 among

the eight provinces providing data for 2010. Ontario had the highest ratio (0.04) in 2009, while Saskatchewan

had the lowest at 0.15. With the exception of Manitoba, the ratio was lower in all provinces in 2010 

compared to 2009, with the biggest differences seen in Quebec, Newfoundland and Labrador, and Alberta. 

What iS haPPeninG internationaLLy?

• Data from the National Cancer Institute (NCI) Cooperative Group in the United States show that 50% of 

children age zero to 14 years treated for cancer from 1998 to 1999 were enrolled in a clinical trial.

Furthermore, nearly 95% of patients with cancer in the United States under age 15 are registered by the

Children’s Cancer Group and the Pediatric Oncology Group, which are two of four national pediatric cancer 

research organizations in the United States.121-122

• The Children’s Oncology Group (COG) is a clinical trials organization of 5,000 pediatric cancer specialists in 

approximately 230 pediatric medical centres in the United States, Canada, Switzerland, the Netherlands,

Australia and New Zealand. COG has active and planned affiliations with cooperative groups in Europe, Israel

and Central and South America. In 2007, COG included over 70,000 children with cancer who were being

managed with research protocols or were in active follow-up.123

• In the United Kingdom, 70% of all children diagnosed with cancer are currently enrolled in clinical trials, which

are coordinated either by the UK Children’s Cancer Study Group (UKCCSG) (solid tumours) or the Medical

Research Council (leukemia).124 
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What iS BeinG Done?

• In 2009, the Canadian Cancer Research Alliance and the Partnership released a report that found that $1 out

of every $30 invested in cancer research in Canada was focused on childhood/adolescent cancers. It also

found that annual investments in childhood/adolescent cancer research increased from $12.4 million in 2005

to $13.2 million in 2007.125 

• The C17 Research Network holds a two-stage, peer-reviewed grant competition twice a year to fund research

into cancer, serious hematological childhood diseases and bone marrow transplantation, including all phases

of clinical trials.126

• In March 2010, the “Workshop on Adolescents and young Adults with Cancer, Towards Better Outcomes in

Canada” was held in Toronto, Canada. The Adolescent and young Adult (AyA) Task Force has a goal to improve

outcomes and health-related quality of life for adolescents and young adults with cancer and adolescent and

young adult survivors of childhood cancer. This task force has developed recommendations for care and

strategies for implementing and identifying research priorities for these groups.127 

What ShouLD you KnoW aBout Data anD meaSurement?

• Data for pediatric clinical trial ratios for 2010 were available for the eight provinces that have pediatric cancer

centres treating children in Canada under age 14 years, as well as many 15–18 year olds. Individual pediatric

cancer programs within each province are known to vary in size, and some programs are affiliated with larger,

multi-centre, international pediatric clinical trial cooperative groups that coordinate the majority of oncology

clinical trials for children. This may explain a portion of the provincial variation in pediatric clinical trial enrollment.

• Adolescents (age 15–18 years) are typically treated in either pediatric centres or adult centres, based on their

medical needs, local referral patterns and overall availability of services. The proportion of adolescents with

cancer treated in pediatric centres is known to differ from province to province, and the likelihood of adolescents

being enrolled in a clinical trial is known to be higher in pediatric centres. That said, according to the Canadian

Childhood Cancer Surveillance and Control Program, as many as 80% of Canadian adolescents diagnosed with

cancer between 1995 and 2000, were known not to have participated in a clinical trial.128 

• Detailed calculation methodology is provided in the Technical Appendix (see page 160).
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FIGURE 65 
Ra o of pa ents enrolled in clinical trials to new registra ons at cancer centres
BY PROVINCE PATIENTS SEEN IN PEDIATRIC CANCER CENTRES IN 2009 AND 2010

Data source: C17 Council, collected July 2011    
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Patient Experience Indicators

In Canada, the cancer community at large recognizes the need to develop indicators to assess

the cancer patient’s experience in the system. There is still much work to be done to collect

meaningful data in this important domain. This Report presents data for two indicators in this

chapter: Patient satisfaction with coordination and continuity of care and Place of cancer death.

A third indicator on screening for distress is presented in the Developmental and Interim Indicators

chapter. Combined, these three indicators contribute toward a greater understanding of the 

elements important to cancer patients and begin to address an under-measured domain in the

cancer control continuum. 

A cancer diagnosis brings with it emotional, social, spiritual and practical consequences for patients and families

that can reach well beyond the time spent in treatment. High-quality care should take into account the specific

needs of individual patients. For many people, lack of access to information and supportive care services while

undergoing treatment contributes to the difficulty of the cancer experience. There is also growing evidence that

survivors may continue to have special needs after their cancer has been treated, while for others, improvements

are needed in end-of-life care.

* Included in the Developmental and Interim Indicators chapter of this Report.
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SuPPortiVe Care anD

SurViVorShiP inDiCator

Patient-Centred Care—

Coordination and Continuity 

of Care 

Cancer Patient Place of Death

Screening for Distress*

Summary of reSuLtS

Overall satisfaction with Coordination and Continuity of Care ranged from 73% to 60%. Of the

eight dimensions related to Coordination and Continuity of Care, patients ranked “knowing 

who was in charge for each therapy” the highest, and “providers aware of med history” ranked

the lowest. 

Approximately 70% of cancer deaths occurred in hospital. Provincial rates varied from 

50% to 90%. Categorization methods differ by province and by year, accounting for much 

of the variation.

There is variation in the implementation of standardized screening tools. Currently, six provinces

are rolling out a standardized symptom screening tool; in other provinces, screening tools are

used but not in a provincially standardized manner.



Patient SatiSfaCtion With CoorDination anD
Continuity of Care 

What are We meaSurinG?

This indicator examines comparative patient satisfaction scores from seven provinces that have implemented a

survey based on the NRC Picker Ambulatory Oncology Patient Satisfaction Survey (AOPSS). Specifically, it focuses

on the Coordination and Continuity of Care dimension and comprises eight questions.

Why are We meaSurinG thiS?

• Coordination and continuity of care represent particularly challenging aspects of the cancer system since they

require integration between various constituents within the cancer control system in the delivery of care.

• The degree to which cancer patients feel that they are well supported and cared for throughout their cancer

care journey is a crucial requirement of a high-quality cancer control system.129-130

What Do the reSuLtS ShoW?

• patterns of patient satisfaction across the survey questions were relatively consistent between provinces

(Figure 66).

� The order of the survey sections from highest to lowest satisfaction was consistent across provinces. 

� “Knew who was in charge for each therapy” received the highest scores, ranging from 92% to 77%. 

Also receiving higher scores were the questions “Providers knew enough about cancer therapy” and 

“Never given confusing or conflicting information” with provinces ranging from 86% to 79% and 85% to 

71% respectively.

� “Providers aware of medical history” was the lowest score question for all seven participating provinces

with a range of 40% to 60%.

� The gap between highest and lowest score provinces was consistent across all eight questions at around 15%.

• the 2010 Report showed overall patient satisfaction rates were high, with variation among specific 

dimension.

� Greater than 95% of respondents in each province were satisfied with the overall quality of care they 

received during the previous six months. 

� When specifically polled about the six individual domains, satisfaction rates varied. Patterns of scores were

similar across provinces: all provinces reported patient satisfaction levels ranging from 60% to 85% for 

physical comfort; respect for patient preferences; access to care; coordination and continuity of care; 

information, communication and education; and emotional support. The dimension of emotional support

ranked lowest among all provinces. 

What iS haPPeninG internationaLLy?

• Many jurisdictions have conducted patient satisfaction surveys on ambulatory care cancer patients but due to

differences in the survey tools employed, it is difficult to draw direct comparisons with the Canadian results. 
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FIGURE 66
Percentage of pa ents repor ng good, very good or excellent sa sfac on with coordina on and con nuity of care   
BY CHARACTERISTIC OF CARE, CANADA 2007 TO 2009  

* Survey dates vary by province and range from 2007 to 2009
 Data Source: NRC Picker Ambulatory Oncology Pa!ent Sa!sfac!on Survey results
 Data provided by individual provincial cancer agencies.
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What iS BeinG Done?

• The Cancer Journey team at the Partnership is partnering with jurisdictions across Canada to implement 

customized local, provincial and territorial navigation programs designed to connect cancer patients and their

families with specially trained professionals or volunteers who offer proactive, practical help to negotiate the

maze of treatments, services and challenges on their cancer journey. 

• The Partnership will continue to work towards expanding the set of indicators available to assess the domain

of patient satisfaction, supportive care and other patient focused outcomes. 

What ShouLD you Be aWare of aBout Data anD meaSurement?

• While the provincial surveys used to produce the patient satisfaction results are all based on the NRC Picker

AOPSS tool, there may be some variation in application of the tool between provinces. Also, the results 

presented in this Report are based on the latest surveys conducted in each province, but, the timeframe varies

between provinces.

• Detailed calculation methodology is provided in the Technical Appendix (see page 162).
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PLaCe of Death

What are We meaSurinG?

This indicator examines the percentage of patients who die in hospital versus several non-hospital locations. As

such, it begins to address an important aspect of end-of-life care and may help contribute toward better planning

and quality of end-of-life care for cancer patients.

Why are We meaSurinG thiS?

• Many surveys have suggested that terminal cancer patients prefer to die at home or in home-like settings,

such as hospices or other residential facilities.48 In its special topic on end-of-life care, the 2010 Canadian

Cancer Statistics publication confirmed that measures are still needed to refine end-of-life care systems and 

to address the uneven access to end-of-life services both within and among provinces.48, 131

• Until more focused indicators on end-of-life care become available, reporting on cancer patient location 

of death can help maintain a focus on a crucial yet relatively under-measured segment of the cancer 

control continuum.

What Do the reSuLtS ShoW?

• Data discrepancies persist in the national vital statistics data used to measure cancer patient location 

of death.

� Based on available vital statistics data from the 10 provinces, the percentage of cancer patients who die in

hospitals ranged from 50% to 90%. Inconsistencies exist, however, in the provincial database’s categorization

of the various locations. For example, Manitoba’s data do not differentiate between hospitals and other 

institutions, and Saskatchewan does not detail its non-hospital locations.

� Approximately 70% of cancer deaths occurred in hospital. A 2003 to 2007 trend analysis reveals fluctuations

that were more likely the result of year-to-year variations in reporting practice rather than actual trends in

patient care.

What iS haPPeninG internationaLLy?

• A recent study of place of death for cancer patients in six European countries found the percentage of cancer

patients dying at home to be as 12.8% in Norway, 22.1% in England, 22.7% in Wales, 27.9% in Belgium, 35.8%

in Italy and 45.4% in the Netherlands.132 Across the US, 29% of cancer patients who died between 2003 and

2007, died in hospital.133
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What iS BeinG Done?

• A palliative and end-of-life care research initiative was launched by the Canadian Institute of Health Research

(CIHR) and its partners in 2003. The initiative was designed to support infrastructure development, enhance

interdisciplinary research collaboration, encourage the development of early career researchers and attract

trainees to this emerging area. 

• Several end-of-life care networks and coalitions exist in Canada, notably, the Canadian Researchers at the End

of Life Network (CARENET) and the Quality End-of-Life Care Coalition of Canada.

• The Partnerships’ network Hospice Palliative End-of-Life (HPEOL) is developing new methods to measure and

report on palliative care. 

• There are a number of other initiatives that Partnership supports including; Education in Palliative and End-

of-Life Care for Oncology (EPEC™-O Canada), a palliative and end-of-life care training program for oncology;

Speak UP, the Canadian Hospice Palliative Care Association‘s advanced care planning campaign; and, the

Canadian Virtual Hospice, an online resource for patient caregivers and health professionals. 

• Several provinces have palliative and end-of-life care as a focus of their provincial health system strategy. 

What ShouLD you Be aWare of aBout Data anD meaSurement?

• The data sources for this indicator are the vital statistics submitted by the provinces to Statistics Canada. This

database includes a data element identifying location of death grouped into the following categories: hospital,

other health care facility (e.g., long term care or chronic care facility), private home, other specified locality

and unknown. 

• As discussed above, there are various discrepancies in the vital statistics data used to calculate these indicators,

particularly around interpretation of the location categories described above. For example, a hospice can be

categorized as an “other health care facility” or as an “other specified locality”. It is hoped that reporting on

these results will provide an incentive to improved data quality and standardization. 

• Detailed calculation methodology is provided in the Technical Appendix (see page 162).
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FIGURE 67 
Cancer pa ent place of death
BY PROVINCE, 2007

Other includes other specified locality and private home (excludes unknown locality)
Data source: Sta s cs Canada, Vital Sta s cs Death Database
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Cancer pa ent place of death
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Long-Term Outcome Indicators 

This chapter updates incidence, mortality and relative survival statistics presented in the 2010

System Performance Report for all cancers as a group and for each of lung, breast and colorectal

cancer. For prostate cancer, only incidence and mortality statistics are presented. This year, a

special section focusing on conditional relative survival has been added. Also new this year, 

survival statistics are presented by socio-economic status (SES) measured using neighbourhood

income quintiles. 

CanCer SurVeiLLanCe StatiStiCS heLP in unDerStanDinG the CanCer BurDen.

Much of the work in the cancer control domain is aimed at improving long-term outcomes, including reducing 

incidence and mortality, and extending survival. The definitions for each of these outcomes, for the purposes 

of this Report, are as follows:

• The incidence rate is defined as the number of cancer cases newly diagnosed during a year, per 100,000 

people. Age-standardized incidence is defined as the incidence rate that would have occurred if the age 

distribution of the population of interest was the same as that of the standard population.

• The mortality rate is defined as the number of deaths due to cancer in a year per 100,000 people. Age-

standardized mortality is defined as the mortality rate that would have occurred if the age distribution of 

the population of interest was the same as that of the standard population.

Observed survival is measured as the percentage of a defined patient population living a specific number of

years from a given starting point, which is usually diagnosis (with exceptions, such as in conditional survival).

Relative survival is the ratio of the observed survival for a group of cancer patients to the expected survival for

members of the general population (referred to as the comparison population) that have the same main factors

affecting survival (sex, age, province) as the cancer patients. Conditional relative survival expresses the likelihood

of surviving a set number of years into the future (e.g., 5 years) at various points after diagnosis (e.g., 1 year, 

2 years, etc.), relative to the expected survival of a similar population.

Incidence and mortality statistics help quantify the burden of cancer in Canada and measure the impact of cancer

control efforts on reducing its effects across the country. Survival is a key indicator of the overall effectiveness of

health care systems in managing patients with cancer. 

Reporting on long-term outcome measures helps identify interprovincial variations and allows for identification

of correlations with other cancer control indicators (such as for prevention, screening, diagnosis and treatment)

for impact evaluation. Survival patterns have been used to evaluate the success of health care systems in 

diagnosing and treating patients with cancer.134
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there are a numBer of teChniCaL DetaiLS reLeVant to unDerStanDinG 

the inDiCatorS in thiS ChaPter.

Incidence and mortality statistics were calculated on the basis of three years of data (2005 to 2007 inclusive) 

to allow for the determination of more stable rates for the four provinces with populations of less than 1 million

(New Brunswick, Nova Scotia, Prince Edward Island, Newfoundland and Labrador). SES and geography were 

determined using the most recent year of data because they apply to Canada overall.

For the generation of relative survival statistics, ‘Canada’ represented all provinces and territories except for

Quebec (due to data limitations). Expected survival proportions were derived from sex-specific, complete provincial

life tables produced by Statistics Canada, using the Ederer II approach.135 Those younger than age 15 and those

older than 74 at the time of diagnosis were excluded from analysis of relative survival for all cancers and lung,

colorectal and prostate cancer, while those younger than age 15 and older than age 79 at the time of diagnosis

were excluded for breast cancer. The older ages were excluded because some provinces had elevated survival in

this group suggesting a bias in their data due to incomplete capture of death information. Including the older

ages would inflate the relative survival estimates for Canada as a whole as well as reduce the comparability of

survival across provinces. Survival analysis includes data on all primary cancer diagnoses (i.e., if patient has more

than one primary, each is included).

The incidence, mortality and relative survival estimates presented in this section are age-standardized to the

1991 Canadian population and exclude non-melanoma skin cancer. It is important to understand that age-

standardization allows for comparisons to be made over time and across provinces by removing the effect of 

the age structure of the population from the rate estimates.136 Age-standardized rates are not real and should

not be used for the purposes of resource planning, but are meant for interprovincial/territorial comparison. 

The conditional relative survival estimates are not age-standardized.

Incidence rates may be calculated differently in other reports for various jurisdictions within and outside Canada,

and age-standardization may have used different base populations. Therefore, rates may not be directly comparable

between Canada and other countries and regions. Long-term outcome statistics are available for countries

around the world but are not directly comparable unless collected using the same definitions and standardized

against the same population. Therefore, rather than present these statistics for other countries and regions,

trend data are presented where available to provide a sense patterns and directionality.

The long-term outcome indicator results in this chapter are organized by disease site, starting with All Cancers

followed by incidence, mortality and relative survival for each of breast, lung, colorectal and prostate cancer. This

is followed by a special look at relative survival by SES (income quintile), and the last section presents indicators

on conditional relative survival.
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Incidence, Mortality and Relative Survival by Disease Site

aLL CanCerS

What Do the reSuLtS ShoW?

• Between 1995 and 2007, the age-standardized cancer incidence rate (ASIR) remained mostly stable for 

men and increased slightly for women while the age-standardized cancer mortality rate (ASMR) decreased

significantly in both sexes (Figure 69).

� The ASIR for all cancers in Canada remained relatively stable for males from 1995 to 2007 at just over 

450 cases per 100,000, while during the same time period there was a slight but significant increase in the 

ASIR of cancer for females from less than to greater than 350 cases per 100,000 (Annual Percentage Change

= 0.46%). 

� Meanwhile, the ASMR for cancers overall in Canada decreased significantly for males from 1995 to 2007

(Annual Percentage Change = –1.44%) and for females during that same time period (Annual Percentage

Change = –0.62%).

• Generally speaking, Western Canadian provinces had lower incidence (Figure 70) and mortality (Figure 71)

rates than ontario, Quebec and the Atlantic provinces. 

� The overall ASIR for Canada was 405 per 100,000 people and ranged from 370 per 100,000 people in 

British Columbia to 455 per 100,000 people in Nova Scotia.

� The overall ASMR for Canada was 166 per 100,000 people and ranged from 153 per 100,000 people in

British Columbia to 195 per 100,000 people in Newfoundland and Labrador.

What iS haPPeninG internationaLLy?

• In the United States, the Surveillance Epidemiology and End Results (SEER) program collects incidence, mortality

and survival information from 17 geographic areas representing 28% of the US population.137 Age-adjusted rates

are produced using the year 2000 US standard population based on single years, and statistics are generated

for the entire US population. According to these data, the incidence of all cancers decreased in males from

2000 to 2008 and decreased in females from 1998 to 2004, with no significant change in rates outside of

those time periods. 137

What iS BeinG Done?

• Information about incidence and survival by stage will enhance the ability to interpret results. The Partnership

has a strategic initiative dedicated to National Cancer Staging.138 The goal is to work with provinces and 

territories to develop a pan-Canadian approach to electronically capture and standardize the collection of 

cancer stage. 

What ShouLD you Be aWare of aBout Data anD meaSurement?

• Detailed calculation methodology is provided in the Technical Appendix (see page 163-164 ). 
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FIGURE 69 
Age-standardized incidence and mortality rates–all cancers
 BY SEX, CANADA  1995 TO 2007

 1995  1996  1997  1998  1999  2000  2001  2002  2003  2004  2005  2006  2007 

Data source: Sta!s!cs Canada–Canadian Cancer Registry, Vital Sta!s!cs Death Database
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FIGURE 70 
Age-standardized incidence rates–all cancers
BY PROVINCE, 2005 2007

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Canadian Cancer Registry
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FIGURE 71 
Age-standardized mortality rates–all cancers
BY PROVINCE, 2005 2007

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Vital Sta!s!cs Death Database

15
2.

5

15
3.

7

15
9.

1

16
1.

4

16
6.

4

16
6.

5

17
3.

1

17
5.

2

18
3.

4

18
8.

6

19
5.

4

RA
TE

 P
ER

 1
00

,0
00

 P
O

PU
LA

TI
O

N



BreaSt CanCer 

What Do the reSuLtS ShoW?

• the age-standardized incidence rate (ASIR) and age-standardized mortality rate (ASMR) for breast 

cancer in Canada remained relatively stable from 1992 to 2007 (Figure 72).

� The ASIR hovered at around 100 cases per 100,000 females over the time period investigated while 

the ASMR decreased significantly to less than 25 deaths per 100,000 cases (Annual Percentage 

Change = –2.35%). 

• In 2005-2007, the percentage difference between lowest and highest provincial rate was 21% in 

age-standardized breast cancer incidence rates (Figure 73) and a 32% for age-standardized mortality 

rates (Figure 74). 

� The overall ASIR for Canada was 98 cases per 100,000 females and ranged from 84 cases per 100,000 

females in Prince Edward Island to 102 cases per 100,000 females in Nova Scotia.

� The overall ASMR for Canada was 22 per 100,000 females and ranged from 19 per 100,000 females 

in British Columbia to 25 per 100,000 females in Newfoundland and Labrador.

• the five-year age-standardized relative survival ratio for breast cancer in Canada did not vary

substantially by province in 2004-2006. 

� The 5 year relative survival ratio for Canada was 89% and ranged from 87% in Manitoba to 90% in 

New Brunswick. 

What iS haPPeninG internationaLLy?

• In the United States, data from the Surveillance Epidemiology and End Results (SEER) program137 suggest 

that breast cancer incidence rates increased significantly from 1992 to 1999, decreased from 199 9 to 2005,

and have since stabilized. The five-year relative survival however rose 15% since 1975 to 90% in 2003.

• One international study has looked at three-year moving-average world-standardized incidence and mortality

rates from 1985 to 2005, comparing rates across countries for a few cancers.134 For breast cancer, three-year

moving-average world-standardized incidence rates in Canada have increased at a lower rate than the UK 

or Australia. 

• Meanwhile, world-standardized breast cancer mortality rates have decreased overall in Canada and are 

the lowest they have been since 1950, likely due to an increase in mammography screening combined with

more effective adjuvant therapies following breast cancer surgery. These decreases have also occurred in 

several other countries.134, 139
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FIGURE 72 
Age-standardized incidence and mortality rates–breast cancer
 FEMALE, CANADA 1992 TO 2007
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Female breast cancer cases only
Data source: Sta!s!cs Canada–Canadian Cancer Registry, Vital Sta!s!cs Death Database
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FIGURE 73 
Age-standardized incidence rates–breast cancer
BY PROVINCE, 2005 2007

Female breast cancer cases only
95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Canadian Cancer Registry
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FIGURE 74 
Age-standardized mortality rates–breast cancer
BY PROVINCE, 2005 2007

Female breast cancer cases only
95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Vital Sta!s!cs Death Database
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FIGURE 75 
Five-year rela ve survival ra os (age 15-79)–breast cancer
BY PROVINCE, 2004 2006

Female breast cancer cases only
95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Canadian Cancer Registry
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LunG CanCer

What Do the reSuLtS ShoW?

• Between 1992 and 2007, the age-standardized incidence rate (ASIR) and age-standardized mortality rate

(ASMR) for lung cancer in Canada were consistently decreasing for men but increasing for women (Figure 76).

� The ASIR for lung cancer in Canada decreased significantly for males from approximately 90 cases per

100,000 in 1992 to approximately 68 cases per 100,000 in 2007 (Annual Percentage Change = –1.9%) 

while for females, it increased significantly from approximately 40 cases per 100,000 to just under 

50 cases per 100,000 (Annual Percentage Change = 1.32%) in the same time period. 

� The ASMR for lung cancer in Canada decreased significantly for males from approximately 78 deaths per

100,000 in 1992 to approximately 56 deaths per 100,000 in 2007 (Annual Percentage Change = –2.13%)

while for females, it increased significantly from approximately 30 deaths per 100,000 to approximately 

35 deaths per 100,000 (Annual Percentage Change = 1.17%) in the same time period. 

• Across Canada in 2005-2007, there were inter-provincial differences in the age-standardized lung cancer 

incidence (Figure 77) and mortality (Figure 78) rates. 

� The overall ASIR for lung cancer in Canada was 56 per 100,000 people and ranged from 50 per 100,000 

people in Alberta to 69 per 100,000 people in New Brunswick (data not shown).

� Overall and across provinces, the incidence rate for males was higher than for females but to varying 

proportions. The difference in ASIR between males and females was 68% in Quebec but only 24% in 

British Columbia.

� The overall ASMR for Canada was 46 per 100,000 people and ranged from 39 per 100,000 people in 

Alberta to 56 per 100,000 people in Quebec.

• the five-year age-standardized relative survival ratio for lung cancer in Canada also varied by province

(Figure 79). 

� The overall 5-year relative survival ratio for Canada for patients diagnosed between 2004 and 2006 was

18% and ranged from 15% in Nova Scotia to 20% in Manitoba. 

What iS haPPeninG internationaLLy?

• Data from the Surveillance Epidemiology and End Results (SEER) program suggest that there are similar 

trends in lung cancer incidence among males and among females in the United States as in Canada, with 

rates decreasing among males over time and fluctuating for females. Five-year relative survival however

stayed roughly the same at about 10%.137

• Trend data available internationally suggest that lung cancer incidence and mortality rates have peaked

among men in many countries, including the United States, Canada, England, Denmark and Australia. Rates

among women continue to rise, having not yet peaked in most countries, with the exception of the United

States where recent evidence shows rates to be declining.140-141 Researchers suggest that the differences 

in male and female lung cancer trends are linked to differences in patterns of tobacco consumption. 

Tobacco consumption among males began to decrease in the mid-1960s preceding the decline in lung 

cancer rates by roughly 20 years, while consumption among females began to decline in the mid-1980s.67
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FIGURE 76 
Age-standardized incidence and mortality rates–lung cancer
 BY SEX, CANADA 1992 TO 2007

Data Source: Sta!s!cs Canada–Canadian Cancer Registry, Vital Sta!s!cs Death Database
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FIGURE 77 
Age-standardized incidence rates–lung cancer
BY PROVINCE AND SEX, 2005 2007

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Canadian Cancer Registry
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FIGURE 78 
Age-standardized mortality rates–lung cancer
BY PROVINCE, 2005 2007

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Vital Sta!s!cs Death Database
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FIGURE 79 
Five-year rela ve survival ra os (age 15-79)–lung cancer
BY PROVINCE, 2004 2006

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Canadian Cancer Registry
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CoLoreCtaL CanCer

What Do the reSuLtS ShoW?

• the age-standardized incidence rate (ASIR) and age-standardized mortality rate (ASMR) for colorectal 

cancer in Canada were fairly stable for both men and women from 1992 to 2007, although substantially

higher for men (Figure 80).

� The ASIR for colorectal cancer in Canada did not significantly change for males from 1992 to 2007 hovering

at approximately 60 cases per 100,000, and for females it decreased significantly (Annual Percentage

Change = –0.26%, p-value < 0.05) but very slightly dropping from 43 to 41 cases per 100,000. 

� Meanwhile, the ASMR for colorectal cancer in Canada decreased significantly for males from 1992 to 2007

from approximately 30 to about 25 cases per 100,000 (Annual Percentage Change = –1.18%, p-value < 0.05)

and also for females from approximately 20 to about 16 cases per 100,000 (Annual Percentage 

Change = –1.36%, p-value < 0.05).

• In 2005-2007 for colorectal cancer, the percentage difference between lowest and highest provincial rate

was 55% for age-standardized incidence (Figure 81) and 82% for age-standardized mortality (Figure 82). 

� The overall ASIR for Canada was 50 per 100,000 people and ranged from 44 per 100,000 people in British

Columbia to 69 per 100,000 people in Newfoundland and Labrador.

� The overall ASMR for Canada was 21 per 100,000 people and ranged from 18 per 100,000 people in Alberta

to 33 per 100,000 people in Newfoundland and Labrador.

• the five-year age-standardized relative survival ratio for colorectal cancer in Canada varied by four 

percentage points between lowest and highest province in 2004- 2006 (Figure 83). 

� The overall survival ratio for Canada was 66% and ranged from 64% in Alberta to 68% in Prince Edward Island. 

What iS haPPeninG internationaLLy?

• Data from the Surveillance Epidemiology and End Results (SEER) program suggest that in the United States,

there were significant decreases in colorectal cancer incidence among both males and females since the 

early 1990s. Trends in five-year relative survival by year of diagnosis reveal that among males and females, 

relative survival increased between 1975 to 2003.137 

• One international study has looked at three-year moving-average world-standardized incidence and mortality

rates for colorectal cancer from 1985 to 2005. Compared with other countries, the researchers found that 

colorectal cancer incidence rates in Canada had decreased from 1985 to 2000 while in other countries including

Sweden, Australia, Norway, Denmark and the UK, they had increased. That said, as of 2000, they began to 

increase again more sharply than elsewhere.134 Meanwhile, colorectal cancer mortality rates have decreased

but not as dramatically as in the UK and Australia. These decreases in rates are suggested to be the likely result

of improvements in treatment, improved screening techniques and organized screening programs.67
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FIGURE 80 
Age-standardized incidence and mortality rates–colorectal cancer
 BY SEX, CANADA 1992 TO 2007

Data source: Sta!s!cs Canada–Canadian Cancer Registry, Vital Sta!s!cs Death Database
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FIGURE 81 
Age-standardized incidence rates–colorectal cancer
BY PROVINCE, 2005 2007

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Canadian Cancer Registry
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FIGURE 82 
Age-standardized mortality rates–colorectal cancer
BY PROVINCE, 2005 2007

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Vital Sta!s!cs Death Database
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FIGURE 83 
Five-year rela ve survival ra os–colorectal cancer
BY PROVINCE, 2004 2006

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Canadian Cancer Registry
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ProState CanCer

What Do the reSuLtS ShoW?

• the age-standardized incidence rate (ASIR) for prostate cancer in Canada did not significantly change from

1992 to 2007 while during the same time period there was a very slight decrease in the age-standardized

mortality rate (ASMR) (Figure 84). 

� The ASIR for prostate cancer remained stable at around 125 cases per 100,000 men, while the ASMR 

decreased significantly from 31 to 20 cases per 100,000 men (Annual Percentage Change = –2.9%,

p-value < 0.05).

• In 2005-2007 for prostate cancer, the percentage difference between lowest and highest provincial rate 

was 70% for age-standardized incidence (Figure 85) and a 60% for age-standardized mortality (Figure 86). 

� The overall ASIR for Canada was 124 per 100,000 men and ranged from 97 per 100,000 men in Quebec 

to 166 per 100,000 men in Prince Edward Island.

� The overall ASMR for Canada was 21 per 100,000 men and ranged from 18 per 100,000 men in Quebec 

to 29 per 100,000 men in Saskatchewan.

What iS haPPeninG internationaLLy?

• Incidence trends in countries with a high uptake of PSA testing, including the United States, Canada and

Australia, have followed a similar pattern with an increase around the time of introduction of the test.142

Meanwhile, in the UK and Japan, rates have increased more slowly over time. In the UK, this is most likely 

due to a reduced uptake of PSA testing compared with countries like the US and Canada. Between 1979 

and 2005, statistically significant reductions in mortality were identified for men aged 50−79 years in 15 out 

of 24 developed countries.142

• Research suggests that increases in incidence in the past have likely been due to the introduction of the PSA

test for early prostate cancer detection.67 The decrease in mortality rates and improvement in survival likely

reflects improved treatment. In fact, an Anticipatory Science expert panel convened by the Partnership in

2009 published a PSA Toolkit, which provides background information regarding PSA screening and testing

(opportunistic screening, case-finding or ad-hoc testing). It also includes screening practices to be considered

as well as those to be avoided. The panel concluded that expansion of PSA screening practices beyond the

current ad hoc situation is not justified and indeed may produce net harm.143
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FIGURE 84 
Age-standardized incidence and mortality rates–prostate cancer
CANADA 1992 TO 2007
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Data source: Sta!s!cs Canada–Canadian Cancer Registry, Vital Sta!s!cs Death Database
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FIGURE 85 
Age-standardized incidence rates–prostate cancer
BY PROVINCE, 2005 2007

95% confidence intervals are indicated on figure
Data source: Sta!s!cs Canada, Canadian Cancer Registry
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FIGURE 86 
Age-standardized mortality rates–prostate cancer
BY PROVINCE, 2005 2007

95% confidence intervals are indicated on figure.
Data source: Sta!s!cs Canada, Vital Sta!s!cs Death Database
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reLatiVe SurViVaL By SoCio-eConomiC StatuS (SeS) –
urBan CanaDa

What are We meaSurinG?

This indicator examines five-year relative survival by socio-economic status for urban Canada. Relative survival is the

ratio of the observed survival for a group of patients with malignant neoplasms to the expected survival for members

of the general population (referred to as the comparison population) that have the same main factors affecting survival

(sex, age, place of residence) as the cancer patients. Household income quintiles are used as a measure of socio -

economic status. Life tables by income quintile were used to calculate the relative survival for all cancers. Lung cancer

is known to have a low 5-year survival rate and incidence is strongly related to income with risk being highest among

those in low income quintiles.144 Prostate cancer is known to have a high 5-year survival rate but men of higher 

income are more likely to be diagnosed with the disease.145 Given the strong relationship between survival and SES

for lung and prostate cancer, both were removed in order to examine the relationship between survival and SES for

other cancers.

Why are We meaSurinG thiS?

• Survival of cancer overall is a key indicator of the overall effectiveness of health care systems in managing 

patients with cancer. 

What Do the reSuLtS ShoW?

• Relative survival for all cancers increases with household income (Figure 87); the relationship persisted but

was less marked when lung and prostate cancer were excluded (Figure 88). 

� The five-year relative survival ratio for patients age 15–74 diagnosed with any cancer was 61% in the lowest

income quintile compared to 74% in the highest income quintile.

� When lung and prostate cancer were excluded, the five-year relative survival ratio for patients age 15–74 diagnosed

with all other cancers was 64% in the lowest income quintile compared to 72% in the highest income quintile.

What iS haPPeninG internationaLLy?

• A series of studies comparing observed one- and five-year cancer survival by income quintile in major

American cities including Detroit, Hartford, San Francisco and Seattle, showed that lower income groups in

American cities had poorer survival compared to higher income groups. The studies included comparisons

with Toronto where they did not find the same SES relationship as the US cities.146-149
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What ShouLD you Be aWare of aBout Data anD meaSurement?

• It is important to note that this analysis is restricted to urban Canada as life tables by socio-economic status

are not available for rural Canada. The life tables used were for urban Canada as a whole and broken down 

by age group and household income quintile. Life tables specific to income quintile are used to remove the

confounding effect of deaths due to other causes also related to socio-economic status. These findings cannot

be generalized to all Canadians diagnosed with cancer. In this analysis, it is important to recall that income

quintile is an aggregate measure that is based on the average income of a geographic dissemination 

area. This definition is provided in the Technical Appendix as the Canadian Census Stratification Variable of

Neighbourhood Income Quintiles (see page 168). Therefore income quintiles should be considered and 

interpreted at an aggregate level, as opposed to individual level, only.

• Zhang-Salomons et al have investigated and concluded that the relationship between SES and cancer survival

tends to change depending on the measure used for SES. Income quintile is recommended as the best 

measure for this type of study compared to poverty measures such as percentage of the population below 

a low income threshold or percentage of the population that are blue collar workers.150

• Detailed calculation methodology is provided in the Technical Appendix (see page 164).
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FIGURE 87
Rela ve survival ra os– 
Urban Canada
BY HOUSEHOLD INCOME,

FOR ALL CANCERS, 2004�2006
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FIGURE 88
Rela ve survival ra os– 
Urban Canada
BY HOUSEHOLD INCOME, FOR ALL CANCERS 

EXCLUDING LUNG AND PROSTATE, 2004�2006
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ConDitionaL reLatiVe SurViVaL 

What are We meaSurinG?

This indicator is defined as the absolute (observed) survival among cancer patients divided by the expected 

survival of a comparable group from the general population (same period, age and sex), conditional upon being

alive at the beginning of each year following diagnosis.151 This indicator examines five-year relative survival ratio

conditional upon surviving 1, 2, 3, 4 and 5 years from diagnosis, compared to the standard 5-year survival at 

diagnosis (or at 0 years). 

Why are We meaSurinG thiS?

• Survival is a key indicator of the overall effectiveness of health care systems in managing patients with cancer.

Survival patterns have helped to shape and assess national cancer strategies, as exemplified in places like

Denmark, Norway and the UK. Survival is also of interest to clinicians providing direct care and to patients,

who usually want this information as part of their prognosis.152

• Conditional relative survival statistics are particularly helpful in that they provide an estimate of survival 

presuming an individual has survived the early period following diagnosis, when the risk of death is greatest.

What Do the reSuLtS ShoW?

• Conditional survival patterns varied by type of cancer.

� A conditional relative survival ratio of 90% or higher was achieved for breast cancer after two years and 

remained close to that level with each year survived topping up at 93% after five years (Figure 89). 

� In contrast to breast cancer, the conditional relative survival ratio for colorectal cancer showed more

marked improvement with each year survived but was always slightly higher for women than for men. 

A 5-year survival of 90% or higher was conditional on surviving three years for women versus four years 

for men (Figure 90).

• patient age was a factor in conditional survival for lung cancer bur not colorectal cancer.

� The conditional relative survival ratio for colorectal cancer over time showed little difference by age 

(Figure 91).

� In contrast to colorectal cancer, the conditional relative survival ratio for lung cancer differed over age groups

at each year from diagnosis onward (Figure 92). Over time, the conditional relative survival ratio increased

most sharply for adults aged 15−44 and 45−54 within the first and second year since diagnosis. Improvements

in conditional relative survival levelled out over time for all age groups. 
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What iS haPPeninG internationaLLy?

• According to data on cases diagnosed during 1990 to 2001 and followed through 2006 from the Surveillance

Epidemiology and End Results (SEER) program, the five-year relative survival probabilities generally tended 

to increase the longer that the patient survived, but at a decreasing rate.153

• A Danish study on conditional survival found that there were age-related differences in colorectal cancer survival

at the time of diagnosis, these disappeared as time from diagnosis passed; whereas in lung cancer, while only

small age differences existed at the time of diagnosis, they became more visible with time since diagnosis

which is the pattern observed in this report.154

What ShouLD you Be aWare of aBout Data anD meaSurement?

• These findings are population-based and so cannot be extrapolated to determine individual prognosis.

• These findings exclude data from the province of Quebec mainly because of issues in ascertaining the vital status

of cases. Also excluded were records where age at diagnosis was outside of the range of 15–99, diagnosis was

established through autopsy or death certificate only, and the year of birth or death was unknown. 

• The period method, a more conservative but timely prediction of the survival eventually observed, was used

to derive survival.

• Detailed calculation methodology is provided in the Technical Appendix (see page 165).

LO
N

G
-T

E
R

M
 O

U
T

C
O

M
E

 I
N

D
IC

A
T

O
R

S
 

124 THE 2011 CANCER SySTEM PERFORMANCE REPORT



LO
N

G
-T

E
R

M
 O

U
T

C
O

M
E

 I
N

D
IC

A
T

O
R

S
 

THE 2011 CANCER SySTEM PERFORMANCE REPORT    125

FIGURE 89 
Five-year condi onal rela ve 
survival–breast cancer
FEMALES, CANADA�2004 2006
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FIGURE 90 
Five-year condi onal 
rela ve survival–colorectal cancer
BY SEX, CANADA�2004 2006
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FIGURE 91 
Five-year condi onal rela ve 
survival–colorectal cancer
BY AGE, CANADA�2004 2006

 Analyzed by Sta!s!cs Canada–Health Sta!s!cs Division
 Data source: Sta!s!cs Canada–Canadian Cancer Registry
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FIGURE 92 
Five-year condi onal rela ve 
survival–lung cancer
By age, Canada–2004-2006

 Analyzed by Sta s cs Canada–Health Sta s cs Division
 Data source: Sta s cs Canada–Canadian Cancer Registry
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Developmental and Interim Indicators

This chapter of the Report includes two types of indicators:

1. Developmental indicators that are still under development and require some additional 

refinement or validation before they can be included as performance indicators.

2. Interim indicators that are not the preferred measures of performance for the specific domain

but that are still useful to show until better indicators become available. Interim indicators

may also be included because they are used internationally and allows for inter-jurisdictional

comparisons.

In future reports, developmental indicators may be moved to the main chapters as full system performance 

indicators when the developmental issues are addressed. Similarly, interim indicators may be phased out when

more meaningful indicators become available or may be modified to qualify as system performance indicators.

Developmental and interim indicators are included in this Report because they fill measurement gaps that would

otherwise be entirely unaddressed and also to highlight where work is in progress to develop better measures

for future reports. 

The following indicators are included in this chapter:

• Pet Scanner Capacity and use

• radiation therapy utilization ratio

• Symptom assessment
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Pet SCanner CaPaCity anD utiLization

The benefits of PET scanning for cancer diagnosis and treatment (including staging, detection of recurrence, 

etc.) are still being evaluated through a number of evidence-generating clinical trials.155 While by no means an

ideal indicator of the availability and use of this emerging technology, the number of PET scanners per capita

continues to be used as a common measure of diagnostic technology capacity in health care in general and 

cancer care specifically.156

This indicator assesses PET scanner capacity by measuring the number of PET scanners available for cancer 

diagnosis and treatment per million people in each province in 2009 and 2010. The indicator also includes a 

utilization rate expressed as the number of exams conducted per million persons. This is a measure of machine

capacity and general clinical utilization; it does not reflect efficiency or appropriateness of PET scan use.

The results showed significant variability across the country in the availability and use of PET scanners. 

More specifically:

• The number of PET scanners per million people ranged from 0 in Prince Edward Island, Newfoundland and

Labrador and Saskatchewan to 1.8 in Quebec (Figure 93). The difference between Ontario’s results (at 0.5 

machines per million) and Quebec’s suggests that the variation is not necessarily related to the size of 

the province. 

• The variation persists when examining PET scanner utilization by calculating the number of cancer-related 

PET scans per million people with a range of 515 in ON to 1,819 in Nova Scotia (Figure 94). 

• Utilization appeared to be increasing in 2010 vs. 2009 for three of the four provinces that provided data 

for both years, suggesting expanding uptake of the modality. 

A 2004 survey of 14 members of the International Network of Agencies for Health Technology Assessment 

(INAHTA) identified the number of PET scanners per million ranging from 0.25 in the Netherlands to 1.26 in

Belgium, with Australia at 0.65, the United States at 0.83 and Canada at 0.39 (compared to 0.9 as measured in

2010).157 If the surveyed countries’ rates grew proportionately from 2004, then Canada is likely to still be at 

the lower end of per capita PET capacity.

PET scanners per capita and the utilization rate results presented here are temporary proxies for more definitive

measures of accessibility and evidence-based use of PET scanner technology. As such, interprovincial variations

in the current indicator results should be interpreted with caution. Other important issues to note in the 

calculation of this indicator are as follows:

• A proration was applied for PET scanners commissioned or decommissioned partway through the year based

on number of days in service.

• Only publicly funded PET scanners used for cancer diagnosis and treatment were included in the calculations.

PET scanners used exclusively for research were excluded.
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FIGURE 93 
PET machines* per million persons  
BY PROVINCE 2009 AND 2010 

* Cancer use only
 “—” Data not available

Data source: Provincial cancer agencies
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FIGURE 94 
PET exams* per million persons 
BY PROVINCE–2009 AND 2010 

* Cancer exams only
 “—” Data not available
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Data source: Provincial cancer agencies



• Provinces have taken different approaches to PET use and the extent to which clinical criteria are applied in

deciding which patients obtain a PET scan. This contributes to variations in PET scanning utilization rates between

provinces, which cannot, at this time, be interpreted as differences in quality or appropriateness of care.

• Detailed calculation methodology is provided in the Technical Appendix (see page 165).

The Partnership will continue to work with its partners and other stakeholders to improve the ability to measure

and assess PET scanner availability and the appropriateness of its use for cancer care. Efforts will be made to 

ensure future measures are more closely linked to standards of practice, where they exist.
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raDiation theraPy utiLization ratio

The treatment chapter of this Report includes a radiation therapy utilization rate that measured the percentage

of cancer patients treated with radiation within the first two years after diagnosis. While the two-year cut-off is

methodologically necessary, it does not allow for comparison to the generally cited benchmark of 50% of cancer

patients receiving radiation therapy at some point during the course of their disease.88-89 To allow closer 

comparison to that benchmark, a proxy measure is used, which is the ratio of courses of radiation therapy to 

incident cases in a given year. Detailed calculation methodology is provided in the Technical Appendix (page 166).

The 2009 radiation therapy utilization ratio ranged from 0.36 in Manitoba to 0.71 in Ontario with an overall 

average of 0.54. There was no consistent trend between 2007 and 2009 (Figure 95). There were also provincial

variations in the radiation therapy ratio by disease site for the top four cancers (Figure 96); for example, in Lung,

the ratio ranged from 0.31 in Manitoba to 0.95 in Newfoundland and Labrador. Breast had the highest radiation

therapy ratio among the top four in all six participating provinces except Newfoundland and Labrador and Prince

Edward Island.

The radiation utilization ratio is considered an interim indicator because the numerator and denominator are not

linked, and so courses of radiation therapy include treatment given for recurrent cases or for palliative purposes.

This explains why the ratio can exceed one at the disease site level. The more definitive indicator would be the

percentage of cancer patients who receive radiation therapy at some point in the course of their disease.
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FIGURE 95 
Courses of radia on to new invasive incident cases    
TIME TREND BY PROVINCE 2007 TO 2009    

AB data is for fiscal year
See technical appendix for defin!on of “courses”
Data sources: Provincial cancer agencies (RT course), and Canadian Cancer Registry (incident cases)
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SCreeninG for DiStreSS

Research has shown that 35% to 40% of cancer patients feel enough distress that they would benefit from 

professional support services.158 Routine screening for pain and emotional distress, which are often referred 

to as the fifth and sixth vital sign159 respectively, helps to identify any problems early on, so that the appropriate

support services can be offered to address a patient’s specific needs. Negative outcomes associated with 

heightened distress include poorer adherence to treatment recommendations,160 worse satisfaction with care161

and worse quality of life.162 The use of tools for standardized symptom screening for distress signals the extent 

to which symptoms of pain and emotional distress are being experienced by patients and identified by health

care providers. 

This indicator measures the extent to which provinces and their cancer agencies have implemented standardized

symptom screening tools for pain and emotional distress. Detailed calculation methodology is provided in 

the Technical Appendix (page 166). There is significant provincial variation in the use of standardized symptom 

assessment tools within provincial cancer centres (Table 2):

• Alberta, British Columbia, Manitoba and Quebec have undertaken standardized symptom screening for 

at least a portion of patients at selected provincial cancer centres and are in the process of rolling out a 

standardized screening tool.

• Ontario, Saskatchewan and Nova Scotia use a standardized symptom screening tool for at least a portion 

of patients at all provincial cancer centres.

• New Brunswick and Prince Edward Island are in the beginning stages of planning use of a standardized screening

tool, although no standardized symptom screening is undertaken at provincial cancer centres currently.

• In other provinces, there is no standard tool; however, some cancer centres use a symptom assessment 

tool on an ad hoc basis.

• ESAS is the most commonly used screening tool in Canada. 

Progress is being made in countries such as Australia,163 the UK164 and the US,165 where recommendations 

that screens for distress are being/have been incorporated as a standard.166

In 1999, the National Comprehensive Cancer Network (NCCN) in the United States published guidelines 

recommending that all patients be screened for distress at their initial visit and at appropriate intervals there-

after.167 However, progress to follow up on this recommendation by implementation of a routine screening 

tool has been slow.168
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In 2008, screening for distress was endorsed by Accreditation Canada and five professional and patient 

organizations. In the spring of 2009, the Partnership endorsed a minimum dataset for screening for pain and 

distress. The data elements identified as part of this minimum dataset are contained in the Edmonton Symptom

Assessment Scale (ESAS) and the Canadian Problem Checklist (CPC).169 Figure 97 shows a sample image of the

ESAS and CPC tool. Currently the Cancer Journey Advisory Group of the Partnership is partnering with eight 

jurisdictions in seven Canadian provinces that will complete their implementation of Screening for Distress 

programs by early 2012. The main goal of screening for distress initiatives is to help shape the system so that 

all cancer patients will be asked about and observed for distress when they are first diagnosed and at several

other times during their treatment. Health care workers will use questionnaires and symptom checklists that

have been proven through research to identify distress symptoms.

Future reports will move towards reporting the percentage of cancer patients that are screened through 

a standardized assessment tool as well as developing more specific measures of this important aspect of 

patient care. 
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TABLE 2
Extent of usage of standardized symptom assessment tools across 
clinics within the provincial cancer agencies    
    

Defini�ons:
Province-wide implementa�on: Standardized symptom screening is undertaken for at least a por�on of pa�ents at each provincial cancer centre. 
Selected centres – (provincially supported): Standardized symptom screening is undertaken for at least a por�on of pa�ents at selected provincial cancer centres.
Not centrally managed – use varies by centre: Provincially managed implementa�on of symptom screening does not exist, however some centres may use a screening tool.

  PROVINCE PROVINCE-WIDE  IMPLEMENTATION SELECTED CENTRES – (PROVINCIALLY SUPPORTED) NOT CENTRALLY MANAGED – USE VARIES BY CENTRE

 BC    X

 AB    X

 SK  X

 MB    X

 ON  X

 QC    X

 NB      X

 NS    X

 PE    X

 NL      X
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fiGure 97
eSaS Screening tool with the Canadian Problem Checklist
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Moving Forward

This 2011 Report represents the third annual compendium of indicators measuring the performance of Canadian

cancer control systems. The Partnership’s first forays into system performance measurement in 2009 and 

2010 were driven primarily by what data were available and were of adequate validity and consistency to allow

for meaningful comparisons across provinces. The 2011 Report has built on the first two foundational reports 

by expanding the number of indicators but also, particularly with the treatment pattern measures, beginning to

present multi-year data to inform identification of trends. The work done over the three-year period, in close 

collaboration with partners at the provincial and national level, has built a strong foundation of confidence in 

the integrity of the development process and belief in the value of the work’s outcome.

Looking ahead, system performance measurement and reporting will move from its “opportunistic” beginnings to

a more deliberate, systematic approach. As always, the work will be informed and guided by broad consultations

with experts and knowledge leaders and close collaborations with partners and other key stakeholders.

Some of the key planned directions for 2012 and beyond include:

• Working with partners to build on existing information resources to expand the availability of indicators in 

relatively under-measured domains, particularly patient experience and the concept of patient-centred care.

• Researching and developing indicators that assess system efficiency.

• Developing and incorporating evidence-based performance targets and incorporating them into the reporting. 

• More closely assessing the impacts of key determinants of health (e.g., socio-economic status) and issues 

related to special populations (e.g., rural and remote communities, new immigrants, etc.).

• Conducting exploratory studies to better explain variations and other patterns in the performance results.

Plans are also in place to develop several categories of reports including:

• System Performance Reports limited to measures for which there are clearly established targets, standards 

or norms.

• Reports on Emerging Trends and Developmental Measures, which would contain new and exploratory 

indicators as well as new trends requiring further investigation.

• Thematic reports that will focus on disease sites, modalities (e.g., diagnosis, systemic therapy, surgery, etc.)

and/or sub-populations to provide a deeper understanding in specific areas to inform quality improvements.

Finally, efforts will be made to expand the dissemination and reach of system performance information and to

improve access and usability.
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Prevention

inDiCator: SmoKinG PreVaLenCe

Definition:

Percentage of population aged 12 years and older in each 

specified group—daily, occasional, former or never smokers 

numerator:

Number of daily, occasional, former, or never smokers, aged 12+

Denominator:

Total population, aged 12+

Data Source:

Canadian Community Health Survey

measurement timeframe:

2003 (CCHS Cycle 2.1); 2009 (CCHS 2009)—Pan-Canadian data

CChS Variables:

• Have smoked 100 or more cigarettes during lifetime

• Ever smoked a whole cigarette

• Type of smoker at present time

• Ever smoked cigarettes daily

Stratification Variables: 

Province/territory, age, sex, income, education, urban/rural/

rural-remote/rural-very remote (see CCHS stratification variables)

notes:

CCHS data is based on a representative sample which is then 

extrapolated to the overall population.

inDiCator: SmoKinG CeSSation

Definition:

Percentage of recent smokers aged 20 and older that quit smoking

in the previous 2 years

numerator:

Recent quitters: former smokers who were no longer smoking 

at the time of the survey who have quit in the last 2 years

Denominator:

Recent quitters plus current smokers (those who are currently

daily or occasional smokers)

Data Source:

Canadian Community Health Survey

measurement timeframe:

2003 (CCHS Cycle 2.1); 2009 (CCHS 2009)—Pan-Canadian data

CChS Variables:

• Current smoking status

• Number of years stopped smoking daily

• Number of years stopped smoking completely

Stratification Variables:

Province/territory, age, sex, income, education, urban/rural/

rural-remote/rural-very remote (see CCHS stratification variables)

notes:

1. This indicator could not be derived in Cycle 1.1 (2000–01) 

because respondents were asked only whether they had

stopped smoking daily. As someone could have switched from

being a daily smoker to an occasional smoker, it was impossible

to determine if they had stopped smoking completely. From

Cycle 2.1 onward, an additional question, “When you stopped

smoking daily, was this when you completely stopped? If not,

when did you stop smoking completely?” was asked.

2. CCHS data based is on a representative sample which is then 

extrapolated to the overall population.

inDiCator: SeConD-hanD SmoKe exPoSure

Definition:

Percentage of non-smokers aged 12 years and older regularly 

exposed to second-hand smoke at home, in vehicles, or in 

public spaces

numerator:

• Number of non-smokers who reported someone smoking 

inside the home every day or almost every day

• Number of non-smokers who reported being exposed to 

second-hand smoke in private vehicles every day or almost

every day in the past month

• Number of non-smokers who reported being exposed to 

second-hand smoke in public places every day or almost every

day in the past month

Denominator:

Non-smokers, aged 12+

Data Sources:

Canadian Community Health Survey

measurement timeframe:

2003 (CCHS Cycle 2.1); 2005 (CCHS Cycle 3.1); 2007 (CCHS 2007),

2008 (CCHS 2008), 2009 (CCHS 2009)—Pan-Canadian data

CChS Variables:

• Including both household members and regular visitors, does

anyone smoke inside your home, every day or almost every day?

• In the past month, were you exposed to second-hand smoke

every day or almost every day, in a car or other private vehicle?

• (In the past month,) were you exposed to second-hand smoke,

every day or almost every day, in public places?
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Stratification Variables: 

Province/territory, age

notes:

CCHS data is based on a representative sample which is then 

extrapolated to the overall population.

inDiCator: aLCohoL ConSumPtion—LoW-riSK 

DrinKinG GuiDeLine

Definition:

Percentage of adults aged 18 and older that reported exceeding

the low-risk drinking guideline as defined below: 

Low-Risk Drinking Guideline: An AVERAGE of no more than 2

drinks per day for males, and an AVERAGE of no more than 1 

drink per day for females. The daily average was calculated based

on the total number of drinks the respondent reported consuming

in the week prior to the CCHS interview, divided by 7 days. 

numerator:

Number of adults (>18 years) who reported exceeding the low-risk

drinking guideline 

Denominator:

Total population (>18 years) 

Data Source:

Canadian Community Health Survey

measurement timeframe:

2003 (CCHS Cycle 2.1); 2005 (CCHS Cycle 3.1)—Pan-Canadian data

CChS Variables:

• During the past 12 months, have you had a drink of beer, wine,

liquor or any other alcoholic beverage? 

• Thinking back over the past week, did you have a drink of beer,

wine, liquor or any other alcoholic beverage?

• How many drinks did you have on each day during the past week?

Stratification Variables: 

Province/territory, income, education, urban/rural/rural-remote/

rural-very remote (see CCHS stratification variables)

notes:

1. The total population differed slightly between 2003 and 2005.

The universe for 2003 included people who drank over the

past week, while the universe for 2005 not only included 

people who drank over the past week, but also those who 

answered “don’t know” or refusal—approximately 0.2% of 

the universe. 

2. This indicator is presented for 2005 as data are not available

for all provinces/territories in later survey cycles.

3. The word drink means: 1 bottle or can of beer or a glass of

draft, 1 glass of wine or a wine cooler, or 1 drink or cocktail

with 1 1/2 ounces of liquor.

4. CCHS data is based on a representative sample which is then 

extrapolated to the overall population.

inDiCator: aLCohoL ConSumPtion—no aLCohoL

Definition:

Percentage of adults aged 18 years and older that reported no 

alcohol drinking in the past 12 months

numerator:

Number of people aged 18+ who reported drinking no alcohol 

in the past 12 months

Denominator:

Total population, aged 18+

Data Source:

Canadian Community Health Survey

measurement timeframe:

2003 (CCHS Cycle 2.1); 2009 (CCHS 2009)—Pan-Canadian data

CChS Variables:

During the past 12 months, have you had a drink of beer, wine,

liquor or any other alcoholic beverage?

Stratification Variables: 

Province/territory, income, education, urban/rural/rural-

remote/rural-very remote (see CCHS stratification variables)

notes:

1. The word drink means: 1 bottle or can of beer or a glass of

draft, 1 glass of wine or a wine cooler, or 1 drink or cocktail

with 1 1/2 ounces of liquor.

2. CCHS data is based on a representative sample which is then 

extrapolated to the overall population.

inDiCator: fruit & VeGetaBLe ConSumPtion

Definition:

Percentage of population aged 12 years and older in each level 

of fruits and vegetables consumption: 5 to 10 times daily or 

>10 times daily

numerator:

Number of population aged 12+ reporting consuming fruits and

vegetables 5 to10 times daily or >10 times daily

Denominator:

Total population, aged 12+

Data Source:

Canadian Community Health Survey

measurement timeframe:

2000–2001 (CCHS Cycle 1.1); 2003 (CCHS Cycle 2.1); 2007 (CCHS

Cycle 4.1); 2008 (CCHS Cycle 5.1); 2009—Pan-Canadian data

CChS Variables:

Derived from FVCGTOT (daily consumption—total fruits and 

vegetables); included daily consumption of fruit juice, fruit 

(excluding fruit juice), green salad, potatoes (excluding French

fries, fried potatoes or potato chips), carrots and other vegetables

(excluding carrots, potatoes or salad)
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Stratification Variables: 

Province/territory, income, education, urban/rural/rural-

remote/rural-very remote (see CCHS stratification variables)

notes:

1. The CCHS measures the number of times (frequency), not the

amount consumed.

2. This indicator is not presented for 2005 as data are not 

available for all provinces/territories.

3. CCHS data is based on a representative sample which is then 

extrapolated to the overall population.

inDiCator: PhySiCaL aCtiVity – LeiSure

Definition:

Percentage of population aged 18 and older in each physical 

activity level—inactive (EE <1.5 KKD); moderately active (1.5

KKD<=EE<3.0 KKD); active (3.0 KKD<=EE<4.5 KKD); very active

(EE>=4.5 KKD) 

Daily energy expenditure (EE) is calculated for each leisure physical

activity and measured in kilocalories per day (KKD). The daily EE

values from each activity are added up, resulting in an overall daily

EE value for leisure-time physical activity.

numerator:

Number of people aged 18+ who are inactive, moderately active,

active and very active

Denominator:

Total population, aged 18+

Data Source:

Canadian Community Health Survey

measurement timeframe:

2003 (CCHS Cycle 2.1); 2009 (CCHS 2009)—Pan-Canadian data

CChS Variables:

• Type of physical activities for leisure

• Number of times spent on each physical activity for leisure

• Amount of hours spent on each physical activity for leisure

Stratification Variables: 

Province/territory, sex, income, education, urban/rural/rural-

remote/rural-very remote (see CCHS stratification variables)

notes: 

1. Daily EE for each activity = (N x 4 x D x MET value)/365

Where:

N = the number of times a respondent engaged in an activity

over a 3-month period (N is further multiplied by 4 in order to

get the number of times respondent engaged in the activity

over a 12-month period)

D = the average duration in hours of the activity

MET value = the energy cost of the activity expressed as 

kilocalories expended per kilogram of body weight per hour 

of activity (kcal/kg per hour)/365 (to convert yearly data into

daily data)

2. Examples of leisure activities include gardening, walking, 

playing soccer and skiing. 

3. CCHS data is based on a representative sample which is then 

extrapolated to the overall population.

inDiCator: oVerWeiGht & oBeSity rateS—aDuLtS

Definition:

Percentage of adults aged 18 years and older in each BMI group—

underweight (BMI < 18.50); normal weight (BMI 18.50–24.99);

overweight (BMI 25.00–29.99); obese II (BMI 35.00–39.99); obese

III (BMI 40.00+) or obese (BMI 30.00+)

numerator:

Number of adults (age 18+) underweight, normal weight, 

overweight or obese 

Denominator: 

Total number of adults (age 18+) with valid height and weight 

responses

Population exclusions:

Pregnant women, lactating women, persons less than 3 feet tall 

or greater than 6 feet 11 inches

Data Source:

Canadian Community Health Survey

measurement timeframe:

2003 (CCHS Cycle 2.1); 2009 (CCHS 2009)—Pan-Canadian data

CChS Variables:

• Self-reported weight (kg) 

• Self-reported height (m)

• Calculated BMI values: BMI=weight/(height)2

Stratification Variables: 

Province/territory, sex, income, education, urban/rural/rural-

remote/rural-very remote (see CCHS stratification variables)

notes:

1. Although heights and weights were reported in CCHS Cycle 1.1

(2000 to 2001), they are not included in this analysis because

the age range differed from subsequent years (Adults: 20–64).

2. CCHS data is based on a representative sample which is then

extrapolated to the overall population.
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inDiCator: oVerWeiGht & oBeSity rateS—aDoLeSCentS

Definition:

Percentage of adolescents aged 12–17 in each BMI group—

overweight or obese according to the age- and sex-specific BMI

cut-off points as defined by Cole et al

numerator:

Number of adolescents (aged 12-17) overweight or obese 

Denominator:

Total number of adolescents (aged 12-17) with valid height and

weight responses

Population exclusions:

Female respondents aged 15–17 who were pregnant or did not

answer the pregnancy question, lactating female respondents,

persons less than 3 feet tall or greater than 6 feet 11 inches

Data Source:

Canadian Community Health Survey

measurement timeframe:

2005 (CCHS Cycle 3.1); 2009 (CCHS 2009)—Pan-Canadian data

CChS Variables:

• Self-reported weight (kg) 

• Self-reported height (m)

• Calculated BMI values: BMI=weight/(height)2

• Date of birth

• Date of interview

• Sex

Stratification Variables: 

Province/territory, age, sex, income, education, urban/rural/

rural-remote/rural-very remote (see CCHS stratification variables)

notes:

1. Adolescents age 12–17 are classified as “overweight” or

“obese” according to the age-and-sex-specific BMI cut-off

points as defined by Cole et al and are based on pooled 

international data (Brazil, Great Britain, Hong Kong,

Netherlands, Singapore and United States) for BMI and linked

to the widely internationally accepted adult BMI cut-off points

of 25kg/m2 (overweight) and 30kg/m2 (obese).46

2. Data from 2005 (CCHS Cycle 2.1) are not included because 

actual height and weight values were not available and thus

BMI categories could not be determined.

3. CCHS data is based on a representative sample which is then 

extrapolated to the overall population.

inDiCator: hPV VaCCination ProGram uPtaKe 

Definition:

The proportion of females in the targeted cohort to receive the

first of 3 doses of the HPV vaccination.

numerator:

Number of females who have received the first dose of the HPV

vaccination through the provincially/territorially organized 

program 

Denominator:

Number of females in the target grade/age group (which varies 

by province) in schools where the provincial HPV vaccination 

program has been offered 

Data Source:

Pan-Canadian Cervical Screening Initiative

measurement timeframe:

2008 to 2009 school year (approximately September 1st, 2008 

to August 31st, 2009)

Stratification Variables: 

Province/territory

Provinces Submitting Data:

AB, BC, MB, NB, NL, NS, NT, ON, PE, QC, SK

Province Specific notes:

AB Data are for 3rd dose of HPV vaccine.

NT Data reported are based on estimate.

ON Data are for 3rd dose of HPV vaccine.

PE Data reported are based on estimate.

General notes:

Provincial/territorial programs have different target populations,

different implementation/roll-out plans (phase in) and different

phases of implementation. As provinces continue with the 

implementation of the vaccine programs, it is expected that per-

centages will increase and interprovincial variation will decrease.
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Screening

inDiCator: CerViCaL CanCer SCreeninG—PartiCiPation

Definition:

Percentage of women aged 20–69 who had at least 1

Papanicolaou (Pap) smear from 2006 to 2008

numerator:

Number of women (20–69) who had at least 1 Pap test in the last

3 years

Denominator:

Total number of women aged 20–69

Data Source:

Cervical Cancer Screening in Canada: Monitoring Program

Performance (Draft Report)

measurement timeframe:

2006 to 2008

Provinces submitting data:

AB, BC, MB, NL, NS, ON, SK

Stratification Variables: 

Province, age, hysterectomy correction

Province Specific notes:

AB AB provided data for the areas in which the organized 

program operated during these years (approximately 40% 

of the population).

BC BC excluded all non-cervical cytology tests (e.g., vaginal vault

tests) and adjusted the denominator based on historical 

hysterectomy rates within the province. 

NL NL provided historical data from 2005 to 2007.

ON ON provided participation rates corrected for hysterectomy;

method used administrative data to identify women who had

a prior hysterectomy and previously published hysterectomy

rates to adjust participation. 

inDiCator: CerViCaL CanCer SCreeninG—retention

Definition:

Percentage of women aged 20–69 who had a Pap test within 3

years after a negative Pap test between 2004 and 2005

numerator:

Number of women who had a Pap test within 3 years after a 

negative Pap test

Denominator:

Total number of women aged 20–69

Data Source:

Cervical Cancer Screening in Canada: Monitoring Program

Performance (Draft Report)

measurement timeframe:

2004 and 2005

Provinces submitting data:

AB, MB, NL, NS, SK (non-hysterectomy corrected) and BC, ON 

(hysterectomy corrected) 

Stratification Variables: 

Province, age

Province Specific notes:

AB AB provided data for the areas in which the organized 

program operated during these years (approximately 40% 

of the population). 

NL NL provided historical data from 2005 to 2007.

ON ON data are for 2003 and 2006 for approximately 85% of 

all Pap tests performed in the province.

inDiCator: CoLoreCtaL CanCer SCreeninG—

aSymPtomatiC

Definition:

Percentage of asymptomatic individuals aged 50–74 who 

reported undergoing a colorectal cancer (CRC) screening test

where asymptomatic is defined as: 

Asymptomatic: Respondents who reported having a CRC 

screening test for any of the following reasons: 

• Family history; Part of routine check-up/screening; Age; Race

And not for any of the following reasons: 

• Follow-up of a problem; Follow-up of colorectal cancer 

treatment; Other Reason

numerator:

1. Number of asymptomatic individuals aged 50–74 reporting

having had an FOBT within the past 2 years

2. Number of asymptomatic individuals aged 50–74 reporting

having had an FOBT within the past 2 years and/or a

colonoscopy/sigmoidoscopy within the past 5 years

Denominator:

Total number of asymptomatic individuals aged 50–74

Data Source:

Canadian Community Health Survey

measurement timeframe:

2009 (CCHS 2009) 

CChS Variables:

• Have you ever had an FOBT test? When was the last time?

Why did you have it?

• Have you ever had a colonoscopy or sigmoidoscopy? 

When was the last time? Why did you have it? 

Provinces/territories Submitting Data:

NB, NS, NL, NT, NU, ON, PE, SK, yT

Stratification Variables: 

Province
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notes:

1. CRC screening participation was an optional component 

of the CCHS 2009 survey. 

2. CCHS data is based on representative sample which is 

then extrapolated to the overall population. 

inDiCator: CoLoreCtaL CanCer SCreeninG—

aVaiLaBiLity

Definition:

Percentage of individuals in the target population for whom 

organized colorectal cancer screening programs are available 

(0%, 1-9%, 10-49%, 50-99%, 100%)

numerator:

Individuals in the target population who could access the 

colorectal cancer screening entry test

Denominator:

Total number of individuals aged 50–74

Data Source:

National Colorectal Cancer Screening Network

measurement timeframe:

Availability in 2011

Province Specific notes:

NB Currently in planning phase of program

NL Currently in planning phase of program

QC Currently in planning phase of program

General notes:

Target population for provincial screening programs is adults 

aged 50–74.

Diagnosis

inDiCator: CaPture of StaGe Data

Definition:

Percentage of incident cancer cases for which stage data are 

available in provincial cancer registries 

numerator:

Number of incident cancer cases for which stage data is available

in the provincial cancer registry 

Denominator:

Total number of incident cancer cases in the provincial cancer registry 

Data Source:

Reported by provincial cancer agencies or equivalents to the

Canadian Partnership Against Cancer

measurement timeframe:

2007, 2008, 2009 diagnosis years

Stratification Variable 

Province, cancer type:

1. All invasive cancers

2. Breast

3. Colorectal

4. Lung

5. Prostate

Provinces Submitting Data:

AB, BC, MB, NB, NL, NS, ON, PE, SK

Province Specific notes:

NB • Data submission contains stage data only for prostate 

cases that underwent radical prostatectomy.

• Data submission includes incident cases that are stageable 

as per AJCC Cancer Staging Manual 6th edition (AJCC 7th

edition did not come into effect until January 1, 2010).

General notes:

1. Only invasive incident cases that are stageable as per AJCC

Cancer Staging Manual 7th Edition are included in denominator.

2. Indicator is based on data reported directly by the provinces

for this Report. No separate validation or verification of the

submitted data was done. 

3. Staging can be based on AJCC TNM staging reported directly 

by clinicians and/or based on the Collaborative Staging

methodology. Data from other staging systems or standards

were not included as valid stage data in the indicator. 

4. The Canadian Partnership Against Cancer has recently

launched an initiative to support the implementation of

Collaborative Staging across the country. Upon the conclusion

of this initiative, complete staging is expected to be available

from the participating provinces for the top four disease sites:

breast, prostate, lung and colorectal.
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inDiCator: Wait timeS, aBnormaL BreaSt SCreen to

reSoLution

Definition:

Time (in weeks) from abnormal breast screen to resolution (test

date of definitive diagnosis)

Population:

Women aged 50–69 participating in the organized breast screening

program with an abnormal breast screen result (mammogram or

clinical breast examination):

1. Requiring a tissue biopsy

2. Not requiring a tissue biopsy

measures:

1. 90th percentile 

2. Percentage with resolution within the target wait time—

targets are 7 weeks for women requiring a tissue biopsy 

and 5 weeks for women not requiring a tissue biopsy169

Data Source:

Provincial breast cancer screening database

measurement timeframe:

2009 

Data reported:

AB, BC, MB, NB, NL, NS, ON, QC

Province Specific notes:

AB Data reported are from the Screen Test program only. 

Screen Test is an organized program that conducts 

approximately 6% of screening mammograms in the

province, about 65% of which are performed in mobile

screening units.

ON 90th percentile data were not provided.

QC QC data are for 2007.

General notes:

1. The wait times presented must be evaluated in the context of

the overall participation in organized breast cancer screening

programs. The figure (below) represents the population in

which the indicator is based. Participation in organized breast

cancer screening programs across Canada was calculated in 

2-year intervals due to biennial recall. The figure (below) 

displays the participation rate by province, for women aged

50–69, for 2009 and 2010. Statistics Canada data for 2003 

and 2004 (from the July 2008 population file) were used for

the denominator values. These values are slightly different

from the denominators used in previously published reports,

and therefore the participation rates are not identical to 

those published.

2. Tissue biopsy includes open and core/needle biopsy. 
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Treatment

inDiCator: raDiation theraPy Wait timeS

Definition:

1. The 90th percentile elapsed time from ready-to-treat to start of

radiation therapy measured in days/weeks

2. The percentage of radiation therapy cases for which the above

wait time was within target timeframes

included Population:

All cancer patients receiving radiation therapy who have wait time

data collected as consistent with the specifications of this indicator

measures:

1. 90th percentile wait time in days

2. Percentage of patients starting treatment within target 

timeframe (4 weeks after ready-to-treat) 

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2008, 2009 and 2010 treatment years

Stratification Variables:

Province

Provinces Submitting Data:

AB, BC, MB, NB, NL, NS, ON, QC, PE, SK

Province Specific notes:

AB Province began reporting data for 2009.

QC 90th percentile data were not reported.

NB 90th percentile data were not available.

• New Brunswick Cancer Network reports wait times for 

radiation therapy for the following areas: brain and CNS, 

breast, gastro-intestinal, genitourinary, gynecology, head 

& neck, leukemia, lung, lymphoma, malignant melanoma, 

sarcoma, skin, benign cancer.

NS NS did not collect the ready-to-treat date prior to 2010. The

wait times reported for 2008 and 2009 are based on a proxy

developed by the province.

General notes:

1. The source data for this indicator were submitted by the

provincial cancer agencies based on definitions provided 

by the Canadian Partnership Against Cancer. 

2. There are known discrepancies in the ways in which different

provinces measure wait times. One of the key sources of 

variation is the way the “Ready-to-Treat” timeframe is 

defined. Efforts are underway to standardize these definitions.

The following table outlines the definitions used by the 

different provinces.

Definition of reaDy-to-treat for the raDiation Wait

time inDiCator 

Province “reaDy-to-reat” Definition 

AB The date when the patient is physically ready to commence

treatment.

BC The date at which both oncologist and patient agree that

treatment can commence. Being ready to treat requires that

all diagnostic tests and procedures required to assess the 

appropriateness of, indications for, and fitness to undergo 

radiation therapy are complete.

MB The date when a decision has been made by the radiation 

oncologist and is agreed to by the patient that radiation 

therapy is appropriate and should commence AND the 

patient is medically ready to start treatment AND the patient

is willing to start treatment.

NB The date when any planned delay is over and the patient is

ready to begin treatment from both a social/personal and

medical perspective.

NL The date when all pre-treatment investigations and any

planned delay are over, and the patient is ready to begin the

treatment process from both a social/personal and medical

perspective.

NS The date when all pre-treatment investigations and any

planned delay are over, and the patient is ready to begin the

treatment process from both a social/personal and medical

perspective. Nova Scotia did not have a ready-to-treat date

until February 2010; a proxy date was used prior to this time.

ON The time from when the specialist is confident that the pa-

tient is ready to begin treatment to the time the patient re-

ceives treatment.

PE The date when all pre-treatment investigations and any

planned delay are over, and the patient is ready to begin the

treatment process from both a social/personal and medical

perspective.

QC At consultation, the radiation oncologist enters the date 

at which the patient will be ready to treat on a formulary 

requesting treatment.

SK The date when the patient is ready to receive treatment, 

taking into account clinical factors and patient preference. In

the case of radiation therapy, any preparatory activities (e.g.,

simulation, treatment planning, dental work) do not delay

the ready-to-treat date.
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inDiCator: LinaC CaPaCity anD utiLization

Definition:

Per Capita Linear Accelerator Availability / Linear Accelerator

Utilization Rate

numerator:

1. Number of operational linear accelerators (available for 

radiation therapy) in province 

2. Number of radiation therapy treatments delivered through 

linear accelerators

Denominator:

1. Total provincial population 

2. Number of operational linear accelerators (available for 

radiation therapy) in province 

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

Population from CANSIM table 051-0001—Estimates of population,

by age group and sex for July 1, Canada, provinces and territories,

annual (persons) accessed from www.statcan.gc.ca

measurement timeframe:

2009 and 2010 calendar year

Stratification Variables:

Province

Provinces Submitting Data:

AB, BC, MB, NB, NL, NS, ON, PE, QC, SK 

Province Specific notes:

MB Data are for fiscal year 2010/2011.

QC Number of radiation therapy treatments was not available.

General notes:

1. “Radiation treatments” refers to the session of radiation 

delivered to a patient. Patients typically receive multiple 

treatments over several weeks during the treatment period. 

In some cases, patients may even receive 2 treatments on the

same day. For the purposes of this indicator, 1 treatment is

counted whenever a patient is taken into a treatment bunker,

given radiation therapy and then taken out.

2. LINACS were pro-rated for partial availability.

inDiCator: raDiation theraPy utiLization

Definition:

Percentage of cancer cases receiving radiation therapy within 2

years of diagnosis

numerator:

Total number of cancer incident cases diagnosed during the year

who have received radiation therapy within two years of diagnosis

Denominator:

Total number of cancer incident cases diagnosed during the year

Denominator exclusions:

• In situ cases 

• Non-melanoma skin cancer

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province, age

Provinces Submitting Data:

AB, BC, MB, NL, NS, ON, PE, SK

Province Specific notes:

AB Cannot confirm site of RT treatment (used all initial or 

post-initial RT treatments within timeframe)

NS • Cases from Cumberland Health Authority were excluded 

because they may be receiving treatment in New 

Brunswick, and Nova Scotia does not have out-of-province 

treatment data.

• Data includes external beam radiation therapy only. 

PE No patient age or sex breakdown was provided.

General notes:

1. Treatments associated with Brachytherapy treatment are 

included.

2. The “incident case” is at the patient/primary disease level 

as per Canadian Cancer Registry. The same person with 2 

separate primaries would be treated as 2 incident cases

(within applicable CCR/NAACCR rules). 

3. Cases for patients under 18 years of age were excluded. 
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inDiCator: neoaDJuVant raDiation for StaGe ii anD iii

reCtaL CanCer 

Definition:

Percentage of resected stage II and III rectal cancer cases receiving

neoadjuvant (pre-operative) radiation therapy

numerator:

Stage II and III rectal cancer cases diagnosed during the year 

receiving neo-adjuvant radiation therapy up to 120 days before 

resection

Denominator:

Stage II and III rectal cancer cases diagnosed in the province 

during the year and having a rectal resection within one year 

of diagnosis

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province, age, sex

Provinces Submitting Data:

AB, BC, MB, NL, NS, ON, PE 

Province Specific notes:

AB Radiation therapy was not limited to primary tumour site.

BC Data include only cases referred to cancer centres, which 

in 2008 represented approximately 66% of BC residents 

diagnosed with rectal cancer. 

MB Radiation therapy was not limited to primary tumour site.

NS • Cases from Cumberland Health Authority were excluded as

they may be receiving cancer care in New Brunswick, and 

Nova Scotia does not have out-of-province treatment data. 

• In the event of synchronous primaries, analysis restricted 

to a single disease.

NL Radiation therapy was not limited to primary tumour site.

ON Radiation therapy was not limited to primary tumour site.

General notes:

1. Rectal cases defined as ICDO3 codes: C19.9 or C20.9, AJCC

Group Stage at Diagnosis = II or III.

2. Rectal resections defined as CCI codes 1NQ59 or 1NQ87 or

1NQ89.

3. Resected cases included regardless of margin status (due to

data limitations).

4. Last resection date (if multiple)—diagnosis date ≤365 days

5. Cases for patients under 18 years of age were excluded. 

inDiCator: SimPLifieD meaSure—raDiation theraPy

for StaGe ii anD iii reCtaL CanCer 

Definition:

Percentage of stage II and III rectal cancer cases receiving 

radiation therapy 

numerator:

Stage II and III rectal cancer cases diagnosed during the year 

receiving radiation therapy within 120 days of diagnosis

Denominator:

Stage II and III rectal cancer cases diagnosed in the province 

during the year

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province

Provinces Submitting Data:

AB, BC, MB, NL, NS, ON, PE, SK

Province Specific notes:

AB Radiation therapy was not limited to primary tumour site.

BC Data include only cases referred to cancer centres, which 

in 2008 represented approximately 66% of BC residents 

diagnosed with rectal cancer. 

MB Radiation therapy was not limited to primary tumour site.

ON Radiation therapy was not limited to primary tumour site.

NL Radiation therapy was not limited to primary tumour site.

NS Cases from Cumberland Health Authority were excluded as

they may be receiving cancer care in New Brunswick, and

Nova Scotia does not have out-of-province treatment data. 

General notes:

1. No filter for treatment intent was used.

2. Rectal cases defined as ICDO3 codes: C19.9 or C20.9, AJCC 

Group Stage at Diagnosis = II or III.

3. Resected cases included regardless of margin status (due to

data limitations).

4. Cases for patients under 18 years of age were excluded. 
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inDiCator: aDJuVant raDiation theraPy foLLoWinG

BreaSt-ConSerVinG SurGery for StaGe i anD ii BreaSt

CanCer 

Definition:

Percentage of stage I and II breast cancer cases receiving adjuvant

radiation therapy following breast-conserving surgery

numerator:

Stage I and II breast cancer cases diagnosed in the province during

the year and starting radiation therapy within 270 days following

breast-conserving surgery

Denominator:

Stage I and II breast cancer cases diagnosed in the province during

the year and receiving breast-conserving surgery within one year

of diagnosis

exclusions:

Cases receiving a mastectomy

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province, age, sex

Provinces Submitting Data:

AB, BC, MB, ON 

Province Specific notes:

AB • Segmental resections were included as lumpectomy.

• Radiation therapy was not limited to primary tumour site.

BC Includes only cases referred to cancer centres, which in 2008

represented approximately 86% of BC residents diagnosed

with breast cancer. 

MB Radiation therapy was not limited to primary tumour site.

ON Radiation therapy was not limited to primary tumour site.

General notes:

1. Breast cases identified as ICDO3 codes: C50.0 to C50.9, AJCC

Group Stage at Diagnosis = I or II.

2. Only cases receiving breast-conserving surgery and no 

subsequent mastectomy are included. Include CCI Codes:

1yM87 or 1yM88; exclude CCI Codes = 1yM89 to 1yM92 in

specified time period. 

3. Resected cases included regardless of margin status (due to

data limitations).

4. Timeframe: Last resection date (if multiple) ≤365 days from 

diagnosis date.

5. Cases for patients under 18 years of age were excluded. 

inDiCator: SimPLifieD meaSure—raDiation theraPy

for StaGe i anD ii BreaSt CanCer 

Definition:

Percentage of stage I and II breast cancer cases receiving radiation

therapy 

numerator:

Stage I and II breast cancer cases diagnosed during the year and

starting radiation therapy within 1 year plus 270 days (635 days)

following diagnosis

Denominator:

Stage I and II breast cancer cases diagnosed in the province 

during the year

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province

Provinces Submitting Data:

AB, BC, MB, NL, NS, ON, PE, SK

Province Specific notes:

AB • Radiation therapy was not limited to primary tumour site.

• Used radiation information (whether radiation therapy 

was given within the timeframe), but no details related to 

treatment intent or site of RT treatment.

BC • Includes only cases referred to cancer centres, which in 

2008 represented approximately 86% of BC residents 

diagnosed with breast cancer. 

• Applied filter for treatment intent to restrict to adjuvant 

therapy.

MB Radiation therapy was not limited to primary tumour site.

NL Radiation therapy was not limited to primary tumour site.

NS Cases from Cumberland Health Authority were excluded as

they may be receiving cancer care in New Brunswick, and

Nova Scotia does not have out-of-province treatment data. 

PE Radiation therapy was not limited to primary tumour site.

SK Radiation therapy was not limited to primary tumour site.

General notes:

1. No filter for treatment intent was used, unless otherwise 

specified in the province specific notes. 

2. Cases for patients under 18 years of age were excluded. 

3. Breast cases identified as ICDO3 codes: C50.0 to C50.9, AJCC

Group Stage at Diagnosis = I or II. 

4. Resected cases included regardless of margin status (due to

data limitations).

5. Cases for patients under 18 years of age were excluded. 
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inDiCator: aDJuVant ChemotheraPy for StaGe iii

CoLon CanCer 

Definition:

Percentage of stage III colon cancer cases receiving chemotherapy

following surgical resection

numerator:

Stage III colon cancer cases diagnosed during the year starting 

adjuvant chemotherapy within 120 days of surgery

Denominator:

Stage III colon cancer cases diagnosed in the province during the

year and having a colon resection within one year of diagnosis

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province, age, sex

Provinces Submitting Data:

BC, AB, MB, ON, NL, PE

Province Specific notes:

BC • Data include only cases referred to the regional cancer 

centres, which in 2008 represented approximately 49% 

of all BC residents diagnosed with colon cancer (in situ

or invasive).

• Treatment intent filter was used to identify adjuvant therapy.

MB Oral drugs are included but may be undercounted.

ON Chemotherapy data exclude most oral chemotherapy since

that data are not reliably reported to Cancer Care Ontario.

General notes:

1. No filter for treatment intent was used, unless otherwise 

specified by province.

2. Colon cases defined as ICDO3 codes: C18.0 to C18.9, AJCC

Group Stage at Diagnosis = III.

3. Colon resections defined as CCI codes: 1NM87 or 1NM89 or

1NM91.

4. Resected cases included regardless of margin status (due to

data limitations).

5. Last resection date (if multiple)—diagnosis date ≤365 days.

6. Cases for patients under 18 years of age were excluded.

inDiCator: SimPLifieD meaSure—aDJuVant

ChemotheraPy for StaGe iii CoLon CanCer 

Definition:

Percentage of stage III colon cancer cases receiving chemotherapy 

Chemotherapy started within 1 year + 120 days of diagnosis

numerator:

Stage III colon cancer cases diagnosed during the year starting 

adjuvant chemotherapy within 1 year + 120 days of diagnosis

Denominator:

Stage III colon cancer cases diagnosed in the province during 

the year

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province

Provinces Submitting Data:

AB, BC, MB, NL, NS, ON, PE, SK

Province Specific notes:

BC BC data include only cases referred to the regional cancer

centres, which in 2008 represented approximately 49% of all

BC residents diagnosed with colon cancer (in situ or invasive).

MB Oral drugs are included but may be undercounted.

ON Chemotherapy data excluded most oral chemotherapy since

that data are not reliably reported to Cancer Care Ontario.

NS Cases residing outside the two District Health Authorities

that host the provincial cancer centres (Cape Breton DHA 

and Capital Health) were excluded because chemotherapy

treatment information was not available.

General notes:

1. No filter for treatment intent was used.

2. Colon cases defined as ICDO3 codes: C18.0 to C18.9, AJCC

Group Stage at Diagnosis = III.

3. Resected cases included regardless of margin status.

4. Cases for patients under 18 years of age were excluded.

T
E

C
H

N
IC

A
L 

A
P

P
E

N
D

Ix

158 THE 2011 CANCER SySTEM PERFORMANCE REPORT



inDiCator: aDJuVant ChemotheraPy for StaGe ii anD

iiia non-SmaLL CeLL LunG CanCer 

Definition:

Percentage of stage II and IIIA non-small cell lung cancer cases 

receiving chemotherapy following surgical resection

numerator:

Stage II and IIIA non-small cell lung cancer cases diagnosed during

the year starting adjuvant chemotherapy within 120 days of surgery

Denominator:

Stage II and IIIA non-small cell lung cancer cases diagnosed in the

province during the year and having a lung resection within one

year of diagnosis

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer 

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province, age, sex

Provinces Submitting Data:

AB, BC, MB, ON, SK

Province Specific notes:

AB Resections nor necessarily limited to the specified types

(lobectomy, pneumonectomy or segmentectomy).

BC Data include only cases referred to the regional cancer centres,

which in 2008 represented approximately 66% of all BC 

residents diagnosed with non-small cell lung cancer.

MB 2008 data are not available for reporting.

General notes:

1. Non-small cell lung cases defined as ICDO3 codes: C34.0 to

C34.9. Exclude histology codes: 8002, 8041, 8043, 8044,

8045, 8073, 8803. Exclude lymphoma codes: (M-95 to M-98).

2. AJCC Group Stage at Diagnosis = II or IIIA.

3. Resections defined as CCI codes: 1GR87, 1GR89, 1GR91,

1GT59, 1GT87, 1GT89 or 1GT91.

4. All resected cases are included regardless of margin status

(due to data limitations).

5. Cases included where last resection date (if multiple) is 

≤365 days from diagnosis date.

6. No filter for treatment intent was used, unless otherwise

specified by province.

7. Cases for patients under 18 years of age were excluded.

inDiCator: remoVaL of 12 or more LymPh noDeS for

CoLon CanCer reSeCtionS 

Definition:

The number of colon cancer resections for which 12 or more

lymph nodes were removed and examined 

numerator:

Colon cancer cases diagnosed during the year and resected 

within 1 year of diagnosis for which 12 or more lymph nodes 

were removed and examined

Denominator:

All colon cancer cases diagnosed in the province during the year

and resected within 12 months of diagnosis

exclusions:

Cases with unknown number of nodes removed and examined

were excluded from both numerator and denominator.

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer, typically form collaborative

staging data.

measurement timeframe:

2007 and 2008 diagnosis year

Stratification Variables:

Province, age, sex

Provinces Submitting Data:

AB, BC, MB, NB, NS, ON, PE, SK 

Province Specific notes:

AB Did not limit data to complete resections (colectomy).

BC Data include only cases referred to the regional cancer 

centres, which in 2008 represented approximately 49% of all

BC residents diagnosed with colon cancer (in situ or invasive).

ON • 2008 data were based on 41% of colon cases for which 

collaborative staging data were collected in 2008.

• 2007 data included only hospitals with synoptic reporting.

PE Resections identified through CS Extension Evaluation 

code (=3) which was used to meet AJCC pathological criteria

for staging.

General notes:

1. Colon cases defined as ICDO3 codes: C18.0 to C18.9.

2. Colon resections identified as CCI codes: 1NM87 or 1NM89 

or 1NM91.

3. Resected cases included regardless of margin status (due to

data limitations).

4. Last resection date (if multiple)—diagnosis date ≤365 days.

5. Cases for patients under 18 years of age were excluded.
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Research

inDiCator: PeDiatriC CLiniCaL triaL PartiCiPation ratio

Definition:

The ratio of the total number of all patients (≤18 years) enrolled 

in cancer-related therapeutic trials or clinical research studies in

2010 to the total number of new cancer cases (≤18 years) 

diagnosed at pediatric cancer centres in 2010

numerator:

All patients (≤18 years) newly enrolled in cancer-related 

therapeutic trials or clinical research studies during the year 

Denominator:

New cancer cases (≤18 years) newly registered at pediatric cancer

centres during the year

Data Source:

Reported by C17 Council to the Canadian Partnership Against

Cancer, collected August 2011

measurement timeframe:

2009 and 2010 calendar year

Provinces Submitting Data:

AB, BC, MB, NL, NS, ON, QC, SK

notes:

1. For the purposes of registration, a clinical trial is any cancer-

related research study that prospectively assigns human 

participants to a health-related intervention to evaluate the 

effects on health outcomes. 

2. Data exclude enrolments in biology studies and include Phase I

to Phase IV clinical trials.

inDiCator: aDuLt CLiniCaL triaL PartiCiPation ratio

Definition:

The ratio of the total number of all patients (≥19 years) newly 

enrolled in cancer-related therapeutic trials or clinical research

studies in 2010 to the total number of cancer cases (≥19 years)

newly registered to provincial cancer centres in 2010

numerator:

Cancer patients (≥19 years), whether incident or previously 

diagnosed, newly enrolled in therapeutic clinical trials at provincial

cancer centres during the year

Denominator:

Cancer centre patients, whether incident or recurrent, newly 

registered to provincial cancer centres for the first time during 

the year

Stratification Variables: 

Province, cancer type:

1. All invasive cancers

2. Breast

3. Colorectal

4. Lung

5. Prostate

exclusions:

See table on the next page

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

2009 and 2010 calendar year

Provinces Submitting Data:

AB, BC, MB, NB, NL, NS, ON, QC, PE, SK

Province Specific notes:

AB For 2010 data: Disease site groupings for 2009 may vary fro

2010 due to use of tumour groups (i.e., GI, GU, etc.), whereas

for 2010, data use the same AJCC groupings.

For 2009 data: Data are from the 2 tertiary centres only.

Clinical trial accrual does not generally occur at the associate

cancer centres in the province. 

BC Data by cancer disease site are not available.

MB • Several patients were entered into more than 1 clinical 

trial. These patients were counted for each trial they 

participated in.

• In situ trials were excluded, with the exception of 1 trial 

that accrued a large number of patients with both in situ

and invasive tumours.

NB Data by cancer disease site are not available.

NS Data are from Nova Scotia Cancer Centre only.

PE Data by cancer disease site are not available.

SK • All invasive includes patients from the following disease 

sites: breast, colorectal, lung, prostate, brain, melanoma, 

renal cell, hematologic, and head & neck cancers. 

• Includes symptom control trials.

General notes:

See following table for indicator inclusion and exclusion 

by province.
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Cases for non-therapeutic trials are 

exCLuDeD from the numerator

Cases registered for longer-term follow-up

are exCLuDeD from the numerator

Questionnaire/interview studies without 

intervention are exCLuDeD

Cases identified but did not commence 

intervention in 2010 are exCLuDeD

Persons who did not have a cancer 

diagnosis are exCLuDeD from the numerator

Persons with borderline tumours are 

exCLuDeD from the numerator

Persons with in situ cancer are exCLuDeD

from the numerator

Persons who did not have a cancer diagnosis

are exCLuDeD from the denominator

Persons with borderline tumours are 

exCLuDeD from the denominator

Persons with in situ cancer are exCLuDeD

from the denominator

aB BC mB nB nL nS Pe SK

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

yeS

numerator: Cancer cases (≥19 years), whether incident or previously diagnosed, newly enrolled in therapeutic clinical trials at

provincial cancer centres in 2010

Denominator: Cancer centre cases, whether incident or previously diagnosed, newly referred to provincial cancer centres in 2010

yeS1

no

yeS

yeS2

yeS

yeS

yeS

yeS

yeS

yeS

no

no

no

no

yeS

yeS

yeS

yeS

no*

no*

yeS

yeS

yeS

yeS

yeS

yeS

yeS

no

no

no

yeS

yeS

yeS

yeS

yeS

yeS

no†

no

no

no

yeS

yeS

yeS

yeS

yeS

yeS

yeS3

no

no

no

taBLe a: CLiniCaL triaL inDiCator DefinitionS, exCLuSionS

†2 of 3 centres excluded persons with in situ cancers from the numerator
*If answered “unsure”, response displayed as “no” (i.e., no exclusion process was undertaken
1With caveat that some IGAR studies appeared interventional
2Patients who had consented but not randomized would be excluded
3Except for enrolment to a trial that allowed both in situ and invasive cancers



Patient Experience

inDiCator: Patient rePorteD outComeS—

CoorDination anD Continuity of Care

Definition:

NRC Picker AOPSS Survey (self-reported data)—provincial % 

positive score (% of valid respondents that replied “good”, “very

good” or “excellent”) for the 8 dimensions of coordination and

continuity of care:

1. Knew next step in care 

2. Knew who to go to with questions 

3. Providers knew enough regarding oncology patient therapy 

4. Providers aware of test results 

5. Never given confusing/conflicting info 

6. Providers aware of medical history 

7. Knew who was in charge for each therapy 

8. Family doctor knew enough regarding oncology patient 

cancer care

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

measurement timeframe:

Most recent year available (see below)

Provinces Submitting Data:

AB, BC, MB, NS, ON, PE, SK 

Province Specific notes:

AB Survey date: 2008

BC Survey date: November 2005–May 2006

MB Survey date: 2007/08

NS Survey date: July–December 2009 

ON Survey date: April–September 2010

PE Survey date: 2008

SK Survey date: 2009/10

inDiCator: PLaCe of Death

Definition:

The percentage of patients who die of cancer by location of death:

hospital, other health care facility, other specified location, private

home, or unknown location 

numerator:

Number of patients who die of cancer in: hospital; other health care

facility; other specified location; private home or unknown location

Denominator:

Number of patients who died of cancer

Data Sources:

Canadian Vital Statistics—Death Database (annual file) 

measurement timeframe:

2003 to 2007

Stratification Variables: 

Province

notes:

1. All deaths in British Columbia in 2005 and 2006 were recorded

as unknown location.

2. In the figure, Cancer patient place of death, by province—

2007, unknown locality was excluded. Other included other

specified location and private home.
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Long-Term Outcomes

inDiCator: aGe-StanDarDizeD inCiDenCe rateS

Definition:

The incidence rate that would have occurred if the age distribution

in the population of interest was the same as that of the standard,

where incidence rate is defined as the number of cases of cancer

(malignant neoplasms) newly diagnosed during a year, per 100,000

population at risk 

numerator:

Number of new cancer cases (all ages)

1. All cancers

2. Breast (female)

3. Colorectal

4. Lung

5. Prostate

Denominator:

1., 3., 4. Annual population estimates in hundreds of thousands

2. Annual female population estimate in hundreds of thousands

5. Annual male population estimate in hundreds of thousands

age Standardization:

Direct method using the 1991 Canadian Census population

Data Sources:

Canadian Cancer Registry (CCR) Database (July 2011 file)—cancer

incidence data

Demography Division of Statistics Canada—population estimates 

measurement timeframe:

All cancers: 1995 to 2007; Breast, Colorectal, Lung and Prostate

cancer: 1992 to 2007

Stratification Variables: 

Province

notes:

1. World Health Organization, International Classification of

Diseases for Oncology, Third Edition (ICD-O-3) and the

International Agency for Research on Cancer (IARC) rules for

determining multiple primaries sites were used: colorectal

(ICD-O-3 C18.0 to C18.9, C19.9, C20.9, C26.0), lung and

bronchus (ICD-O-3 C34.0 to C34.9), female breast (ICD-O-3

C50.0 to C50.9) and prostate (ICD-O-3 C61.9). The four 

categories are excluding morphology types M-9050 to M-9055,

M-9140, and M-9590 to M-9989. Included are all invasive sites

and in situ for bladder.

inDiCator: aGe-StanDarDizeD mortaLity rateS

Definition:

The mortality rate that would have occurred if the age distribution

in the population of interest was the same as that of the standard,

where mortality rate is defined as the number of deaths due to cancer

(malignant neoplasms) in a year per 100,000 population at risk 

numerator:

Number of deaths from cancer (all ages) 

1. All cancers

2. Breast (female)

3. Colorectal

4. Lung

5. Prostate

Denominator:

1., 3., 4. Annual population estimates in hundreds of thousands

2. Annual female population estimate in hundreds of thousands

5. Annual male population estimate in hundreds of thousands

age Standardization:

Direct method using the 1991 Canadian Census population

Data Sources:

Canadian Vital Statistics—Death Database (annual file)—cancer

mortality data 

Demography Division of Statistics Canada—population estimates 

measurement timeframe:

All cancers: 1995 to 2007; 

Breast, Colorectal, Lung and Prostate cancer: 1992 to 2007

Stratification Variables: 

Province, sex

notes:

1. Up to the year 1999, causes of death were coded according to

World Health Organization (WHO), International Classification

of Diseases, Ninth Revision (ICD-9): All cancers (ICD-9: 140-208),

colorectal (ICD-9 153-154), lung (ICD-9 162), female breast

(ICD-9: 174) and prostate cancer (ICD-9: 185).

2. After the year 1999, causes of death were coded according to

the World Health Organization (WHO), International Statistical

Classification of Diseases and Related Health Problems, Tenth

Revision (ICD-10): All Cancers (ICD-10: C00-C97), colorectal

(ICD-10:C18-C20, C26), lung (ICD-10 : C34), female breast 

(ICD-10: C50) and prostate cancer (ICD-10: C61).
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inDiCator: reLatiVe SurViVaL ratioS

Definition:

Relative survival is the ratio of the observed survival for a group 

of cancer patients (malignant neoplasms) to the expected survival

for members of the general population who have the same main

factors affecting survival (sex, age, place of residence) as the cancer

patients (referred to as the comparison population).

numerator:

Observed survival of cancer patients (aged 15–74) who were alive

for 1, 2, 3, 4 and 5 years after diagnosis for patients with follow-up

in 2004 to 2006.

1. Breast (female, aged 15–79)

2. Colorectal

3. Lung

Denominator:

Expected survival of comparison population that was alive for 

1, 2, 3, 4 and 5 years for patients with follow-up in 2004 to 2006.

1. Females

2.,3. Both sexes

age Standardization:

Direct method by weighing age-specific estimates for a given 

cancer to the age distribution of persons diagnosed with cancer

during 1992 to 2001

Population exclusions:

• Age <15 or >74 at time of diagnosis for colorectal and lung; age

<15 or >79 at time of diagnosis for breast cancer

• Subjects diagnosed through autopsy only or death 

certificate only

• Subjects with an unknown year of birth or death

Data Sources:

Canadian Cancer Registry (July 2010 with death clearance complete

up to 2006)

Provincial life tables (Statistics Canada)

Urban Canada by income quintile life tables (Statistics Canada)

measurement timeframe:

Patients with follow-up in 2004 to 2006

Stratification Variables: 

Province, income (see Canadian Census 2006 stratification variables)

notes:

1. World Health Organization, International Classification of

Diseases for Oncology, Third Edition (ICD-O-3) and the

International Agency for Research on Cancer (IARC) rules for

determining multiple primaries sites were used: colorectal

(ICD-O-3 C18.0 to C18.9, C19.9, C20.9, C26.0), lung and

bronchus (ICD-O-3 C34.0 to C34.9), female breast (ICD-O-3 

C50.0 to C50.9) and prostate (ICD-O-3 C61.9). The four 

categories are excluding morphology types M-9050 to M-9055, 

M-9140, and M-9590 to M-9989. Included are all invasive 

sites and in situ for bladder.

2. “Canada” represents all provinces and territories, minus

Quebec. Data from Quebec have been excluded, in part, 

because the method of ascertaining the date of cancer 

diagnosis differs from the method used by other registries 

and because of issues in correctly ascertaining the vital status

of cases.

3. Survival estimates from Newfoundland and Labrador are 

included in the national average but are not shown in this

Report. In the years under study, there was a known under-

reporting of cancer cases in Newfoundland and Labrador.

There is likely to be some overestimation of survival for this

province as the survival of such ‘missed’ cases is generally less

favourable than that of cases in the registry population.

Relative survival was calculated using the period method and

all primary cancers.170

4. Expected survival proportions were derived from sex-specific

complete provincial life tables produced by Statistics Canada,

using the Ederer II approach.135

5. Abridged life tables with 5-year age group for 1991, 1996 and

2001 of urban Canada by income quintile were produced by

Statistics Canada and then extended to complete life tables

with each single year of age using Elandt-Johnson method.

Complete life tables between any 2 census years were 

estimated by using linear interpolation171, 172

6. Patients aged >75 (or >80 for breast cancer) are excluded from

the analysis because there was empirical evidence of systematic

bias in provincial survival estimates for older patients.
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inDiCator: ConDitionaL reLatiVe SurViVaL ratio

Definition:

Conditional survival is the probability of living an additional 

number of years (y) given that the person has already survived

at x years 

Conditional five-year relative survival expresses the likelihood of

surviving 5 years into the future at x (x = 0, 1, 2, 3, 4, 5) years since

diagnosis, relative to the expected survival of similar people in the

general population

numerator:

Cumulative survival at x + 5 (x = 0, 1, 2, 3, 4, 5) years of cancer 

patients (aged 15–74) for cohort 2004–2006.

1. Breast (female, aged 15–79)

2. Colorectal

3. Lung

Denominator:

Cumulative survival at x (x = 0, 1, 2, 3, 4, 5) years of cancer 

patients (aged 15–74) for cohort 2004–2006.

Data Sources:

Canadian Cancer Registry (July 2010 with death clearance 

complete up to 2006)

Provincial life tables (Statistics Canada)

Urban Canada by income quintile life tables (Statistics Canada)

measurement timeframe:

Patients with follow-up in 2004 to 2006

Stratification Variables:

Age and sex

notes:

See above for relative survival. 

Analysis provided by Health Statistics Division, Statistics Canada

Developmental and Interim Indicators

inDiCator: Pet SCanner CaPaCity anD utiLization

Definition:

1. Per capita PET scanner machine availability 

2. Per capita PET scanner exam rate 

numerator:

1. Total number of operational PET Scanners in the province 

used for cancer patient diagnosis and treatment 

2. Total number of diagnostic exams performed on cancer 

patients with PET scanners

Denominator:

1. Total provincial population in millions

2. Total provincial population in millions

Data Source:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

Population from CANSIM table 051-0001—Estimates of population,

by age group and sex for July 1, Canada, provinces and territories,

annual (persons) accessed from www.statcan.gc.ca

measurement timeframe:

2009 and 2010 calendar year

Stratification Variables:

Province

Provinces Submitting Data:

AB, BC, MB, NB, NL, NS, ON, PE, QC, SK 

Province Specific notes:

MB Data are for fiscal year 2009/2010.

NS Data are for fiscal year 2009/2010.

NL No PET scanners in province

ON Criteria for PET scanner use:

• an insured service where there is sufficient evidence to 

demonstrate clinical utility 

• as part of a registry to build evidence where there is

compelling but insufficient evidence to include the 

indication in the insured program 

• as part of provincially run clinical trials, and through the 

PET Access Program, where a physician is able to request 

expert panel review of referrals for patients who may 

benefit from a PET scan but do not otherwise meet criteria

PE No PET scanners in province

QC • 90% of machine use is for cancer. 

• Number of PET exams was not provided.

SK No PET scanners in province

General notes:

1. A proration was applied for PET scanners commissioned or 

decommissioned partway through the year based on number

of days in service.
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2. Only PET scanners used for cancer patient diagnosis and 

treatment were included in the calculations. This includes 

PET scanners and exams used in clinical trials.

inDiCator: raDiation theraPy utiLization ratio

Definition:

Ratio of the number of courses of radiation therapy delivered in a

year (for all intents) to number of new cases of invasive cancer in

that year

numerator:

Number of courses of radiation therapy (any reason, any indication,

including palliative, curative, benign disease, first and subsequent

courses) in each for given year 

Denominator:

Total number of incident cancer cases diagnosed in a given 

year denominator

exclusions:

• In situ cases 

• Non-melanoma skin cancer

Data Sources:

numerator: 

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer

Denominator: 

CANSIM table 103-0550—New cases for ICD-O-3 primary sites of

cancer (based on the July 2010 CCR tabulation file), by age group

and sex, Canada, provinces and territories, annual accessed from

www.statcan.gc.ca

Stratification Variables:

Province, cancer type:

1. All invasive cancers

2. Breast

3. Colorectal

4. Lung

5. Prostate

Provinces Submitting Data:

AB, BC, MB, NB, NL, NS, ON, PE, SK 

measurement timeframe:

2007, 2008 and 2009

Province Specific notes:

AB • Data are for fiscal years: 2007/2008, 2008/2009,

2009/2010.

• Disease site specific data were not available.

NB Disease site specific data were not available.

General notes:

1. Cases for patients under 18 years of age were excluded.

2. A course of treatment usually includes a series of radiation

therapy sessions over a defined period of time, in accordance

with a treatment or symptom management plan. The same 

patient may receive multiple radiation treatment courses 

as part of the treatment and management of the disease, and

within each course will be multiple radiation treatment sessions.

3. Courses associated with Brachytherapy treatment are included.

4. The “case” is at the patient/primary disease level as per

Canadian Cancer Registry. The same person with 2 separate

primaries would be treated as 2 incident cases (within applicable

CCR/NAACCR rules).

inDiCator: SCreeninG for DiStreSS

Definition:

Extent to which provincial cancer agencies undertake centralized

data collection of screening for distress results. Examples of such

tools include the Edmonton Symptom Assessment Scale (ESAS)

and the Canadian Problem Checklist (CPC).

information requested:

• Identify if any cancer centres in the province implemented

standardized screening for distress tools at time of data 

request (June 2009). 

• Identify total number of unique patients assessed using 

such tools. 

• Identify total number of assessments completed. 

• Description of the role of the provincial cancer agency in 

managing the implementation of standardized symptom 

assessment and screening for distress tools.

• Information on the number of centres in each province using

standardized tool(s). This will include only instances where 

the tool has been implemented centrally, on behalf of the

provincial cancer agency.

• Who gets screened? What percentage of patients are

screened?

• How often are they screened?

information Sources:

Reported by provincial cancer agencies or equivalent to the

Canadian Partnership Against Cancer for this Report, as well 

as from the Canadian Partnership Against Cancer’s Cancer 

Journey Group

information availability:

Information was collected on a free-form basis based on the 

general questions posed above. Provinces were free to select 

a timeframe of their choosing.

Provinces Submitting Data:

BC, AB, SK, MB, ON, QC, NB, NS, PE, NL

Most provinces provided descriptive information but did not 
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CChS StRAtIFICAtIoN VARIABLeS

1. income Quintiles (Socio-economic status)

Definition: A relative measure of each respondent’s household income to the household incomes of all other respondents. The 

measure is a ratio of the total household income to the low income cut-off (LICO) (varies according to the size of the household 

and the community where the household is located). After calculating the ratio between the household income and its corresponding

low income cut-off (LICO), the ratios are standardized across all regions of Canada and then ordered from lowest to highest and then

divided into 5 equal groups to get the quintiles.

2. urban/rural/rural-remote/rural-Very remote Status

Definition: Whether the respondent lives in an urban or rural area. Rural area is subcategorized into ‘Rural’, ‘Rural-Remote’ and 

‘Rural-Very Remote’. 

• Urban areas are areas having a population concentration of 10,000 or more and adjacent areas with 50% or more of the 

population who commute to the urban core.

• Rural areas are areas with a population less than 10,000 and proportion of population who commute to an urban area of 

30% to 49%.

• Rural-Remote areas are areas with a population less than 10,000 and proportion of population who commute to an urban 

area of 5% to 29%.

• Rural-Very Remote areas are areas with a population less than 10,000 and proportion of population who commute to an 

urban area of 0% to less than 5%. This category includes non-urban parts of territories.

3. highest Level of education

Definition: Highest level of education acquired by the household:

• Less than secondary school graduation

• Secondary school graduation

• Some post-secondary

• Post-secondary graduation

• Not stated

CanaDian CenSuS 2006 StRAtIFICAtIoN VARIABLeS

1. neighbourhood income Quintiles (Socio-economic status)

Definition: Neighbourhood income per person equivalent is a household size-adjusted measure of household income, based on 

2006 census summary data at the Dissemination Area (DA) level and using person-equivalents implied by the 2006 low income 

cut-offs (LICOs).

1. The postal code of each subject’s (non-institutional 

population) usual place of residence at the time of diagnosis was ascertained with the Postal Code Conversion File 5C+3.

2. Quintiles of population by neighbourhood (Dissemination Area) are derived within Census Metropolitan Areas, Census

Agglomerations or Residual areas within each province and then pooled across areas. The reason for creating the quintiles 

within each area is that housing costs vary enormously across Canada.

2. urban/rural/rural-remote/rural-Very remote Status

Definition: Whether the respondent lives in an urban or rural area. Rural area is subcategorized into ‘Rural’, ‘Rural-Remote’ and 

‘Rural-Very Remote’. 

• Urban areas are areas having a population concentration of 10,000 or more and adjacent areas with 50% or more of the 

population who commute to the urban core.

• Rural areas are areas with a population less than 10,000 and proportion of population who commute to an urban area of 

30% to 49%.

• Rural-Remote areas are areas with a population less than 10,000 and proportion of population who commute to an urban 

area of 5% to 29%.

• Rural-Very Remote areas are areas with a population less than 10,000 and proportion of population who commute to an urban

area of 0% to less than 5%. This category includes non-urban parts of territories.



1. The postal code of each subject’s (non-institutional population) usual place of residence at the time of diagnosis was ascertained

with the Postal Code Conversion File 5C+ (see reference 1 below).

2. Community Size is defined in terms of the 2006 census population in each census metropolitan area or census 

agglomeration (CMA or CA), as shown above. Community Size 1 consists of Toronto, Montreal and Vancouver CMAs. Community

Size 2 consists of Ottawa-Gatineau, Edmonton, Calgary, Quebec City, Winnipeg and Hamilton CMAs. Community Size 3 includes 

all 18 other CMAs plus 7 of the larger CAs. Community Size 4 includes all 106 other CAs. Community Size 5—“rural and small 

town Canada”—includes all places not included in any CMA or CA. (i.e., places with an urban area population less than about

10,000, plus rural areas).

3. For rural postal codes and for urban postal codes of outlying suburban and rural areas, the same postal code is generally used 

for multiple enumeration areas or dissemination areas. The selection of a single such area for coding purposes is random but 

with probabilities respecting the proportions of population with that postal code in each of the possible small areas. Thus, the 

coding is far less precise than for centralized urban postal codes, which are usually linked only to a single enumeration area or 

dissemination area.

3. education Level 

Note this variable was not available from the census data.
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