Leading Sites of New Cancer Cases and Deaths – 2011 Estimates
Estimated Deaths

Estimated New Cases*
Male
Prostate
240,890 (29%)
Lung & bronchus
115,060 (14%)
Colon & rectum
71,850 (9%)
Urinary bladder
52,020 (6%)
Melanoma of the skin
40,010 (5%)
Kidney & renal pelvis
37,120 (5%)
Non-Hodgkin lymphoma
36,060 (4%)
Oral cavity & pharynx
27,710 (3%)
Leukemia
25,320 (3%)
Pancreas
22,050 (3%)
All sites
822,300 (100%)

Female
Breast
230,480 (30%)
Lung & bronchus
106,070 (14%)
Colon & rectum
69,360 (9%)
Uterine corpus
46,470 (6%)
Thyroid
36,550 (5%)
Non-Hodgkin lymphoma
30,300 (4%)
Melanoma of the skin
30,220 (4%)
Kidney & renal pelvis
23,800 (3%)
Ovary
21,990 (3%)
Pancreas
21,980 (3%)
All sites
774,370 (100%)

Female
Male
Lung & bronchus
Lung & bronchus
71,340 (26%)
85,600 (28%)
Breast
Prostate
39,520 (15%)
33,720 (11%)
Colon & rectum
Colon & rectum
24,130 (9%)
25,250 (8%)
Pancreas
Pancreas
18,300 (7%)
19,360 (6%)
Ovary
Liver & intrahepatic bile duct
15,460 (6%)
13,260 (4%)
Non-Hodgkin lymphoma
Leukemia
9,570 (4%)
12,740 (4%)
Leukemia
Esophagus
9,040 (3%)
11,910 (4%)
Uterine corpus
Urinary bladder
8,120 (3%)
10,670 (4%)
Liver & intrahepatic bile duct
Non-Hodgkin lymphoma
6,330 (2%)
9,750 (3%)
Brain & other nervous system
Kidney & renal pelvis
5,670 (2%)
8,270 (3%)
All sites
All sites
271,520 (100%)
300,430 (100%)

*Excludes basal and squamous cell skin cancers and in situ carcinoma except urinary bladder.
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definitive diagnosis. Annual screening using magnetic resonance
imaging (MRI) in addition to mammography is recommended
for women at high lifetime risk of breast cancer starting at age
30. (For more information, see Saslow et al. CA Cancer J Clin 2007;
57:75-89.) Concerted efforts should be made to improve access to
health care and to encourage all women 40 and older to receive
regular mammograms.
Treatment: Taking into account tumor size, extent of spread,
and other characteristics, as well as patient preference, treatment
usually involves lumpectomy (surgical removal of the tumor with
clear margins) or mastectomy (surgical removal of the breast).
For women whose cancer has not spread to the skin, chest wall,
or distant organs, numerous studies have shown that long-term
survival rates after lumpectomy plus radiation therapy are simi
lar to survival rates after mastectomy. For women undergoing
mastectomy, significant advances in reconstruction techniques
provide several options for breast reconstruction, including the
timing of the procedure (i.e., during mastectomy or in the time
period following the procedure).
Removal of some of the underarm lymph nodes during surgery is
usually recommended to determine whether the tumor has
spread beyond the breast. In women with early stage disease,
sentinel lymph node biopsy (SLNB), a procedure in which only
the first lymph nodes to which cancer is likely to spread are
removed, is as effective as and less damaging than full axillary
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node dissection, in which many underarm nodes are removed.
For women with smaller tumors whose cancer has spread to
only one or two nearby lymph nodes, the use of SLNB, in addition
to treatment with whole-breast radiation and chemotherapy or
hormone therapy, results in the same outcomes and fewer com
plications as axillary node dissection.
Treatment may also involve radiation therapy, chemotherapy
(before or after surgery), hormone therapy (tamoxifen, aromatase
inhibitors), or targeted therapy. Postmenopausal women with
breast cancer that tests positive for hormone receptors benefit
from treatment with an aromatase inhibitor (i.e., letrozole, anas
trozole, or exemestane), either after, or instead of, tamoxifen.
For women whose cancer tests positive for HER2/neu, approved
targeted therapies include trastuzumab (Herceptin) and, for
advanced disease, lapatinib (Tykerb). After granting accelerated
approval of bevacizumab (Avastin) for the treatment of meta
static breast cancer in 2008, the US Food and Drug Administration
(FDA) began the process of removing approval of the drug in
early 2011 because subsequent studies have shown minimal
benefit combined with some potentially dangerous side effects.
It is recommended that all patients with ductal carcinoma in situ
(DCIS) be treated to avoid the potential development of invasive
cancer. Treatment options for DCIS include lumpectomy with
radiation therapy or mastectomy; either of these options may be
followed by treatment with tamoxifen if the tumor is hormone

