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Special Section: Lung Cancer

Introduction
Lung cancer is the second most commonly diagnosed 
cancer in both men and women but the most common 
cause of cancer death, leading to more deaths in 2020 
than breast, colorectal, and prostate cancers combined. 
This burden disproportionately affects people with 
lower socioeconomic status. Although approximately 
80% of lung cancers are caused by cigarette smoking,1 
the toll among people who have never smoked is 
substantial, ranking among the top 10 causes of cancer 
death when categorized separately.2 

Lung cancer is usually fatal because most cases are 
diagnosed at a late stage and treatment has generally 
been ineffective. However, over the past two decades, 
advances in the understanding of tumor biology and 
the development of targeted treatment, coupled with 
the introduction of screening, have led to exciting 
improvements in survival. This special section provides 
an overview of lung cancer occurrence in the US, 
including information about risk factors, prevention, 
and early detection, as well as what the American 
Cancer Society is doing to reduce the burden.

Lung Anatomy
The lungs are a pair of large, spongy, cone-shaped 
organs in the chest that are part of the respiratory 
system, which also includes the trachea (windpipe) and 
the muscles of the chest wall and diaphragm (Figure S1). 
The lungs are separated from one another by a cavity 
called the mediastinum, which houses the heart, 
trachea, esophagus, and many lymph nodes. The right 
lung is made up of three lobes and is slightly larger than 
the left lung, which has two lobes. The main function of 
the lungs is to facilitate respiration by moving air and 
transferring oxygen into the bloodstream while clearing 
the body of carbon dioxide and other waste gases. Air 
enters the lungs through the trachea during inhalation 
and passes into bronchi (branch-like air passages) that 
subdivide into tiny bronchioles ending in air sacs called 
alveoli, where gas transfer occurs. Carbon dioxide and 

other waste gases are expelled through the trachea 
during exhalation. The lungs also serve a vital role in 
the defense of the body by filtering inhaled, potentially 
harmful particles, such as dust, mold, viruses, and 
bacteria. However, some inhaled toxins contribute to 
lung cancer occurrence. 

What Are the Different Types of  
Lung Cancer?
Lung cancer encompasses a variety of biologically 
distinct tumors.3 The two primary types of lung cancer 
are non-small cell lung cancer (NSCLC), which accounts 
for 81% of cases, and small cell lung cancer (SCLC), 
which accounts for 14% of cases. NSCLC is further 
categorized as adenocarcinoma, which is slightly more 
common in women, followed by squamous cell 
carcinoma and large cell carcinoma (Figure S2).4 
Squamous cell carcinoma was the most common 
subtype prior to the 1960s and the introduction of 
filtered cigarettes, which are thought to contribute  
to increased incidence of adenocarcinoma via deeper 
inhalation and increased exposure to smoke toxicants.5 
Adenocarcinoma originates in the glands that secrete 
mucus. It is generally more treatable than other 
subtypes because it is more likely to be located in the 

Source: https://www.cdc.gov/cancer/lung/basic_info/what-is-lung-cancer.htm. 

Figure S1. Anatomy of the Respiratory System
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lung periphery and to have mutations that can be 
targeted by treatment.6-8 (For more information, see 
page 36.) Squamous cell carcinoma is more aggressive 
than adenocarcinoma and originates in cells that line 
the lung airways.9 Large cell carcinoma can originate 
in any portion of the lung and is more aggressive than 
the other two NSCLC subtypes. 

SCLC is named for the small, round appearance of the 
cells under a microscope. The most common subtype  
is small cell carcinoma (oat cell cancer), followed by 
combined small cell carcinoma. SCLC is slightly more 
common in women (14%) than in men (13%) and is 
generally more aggressive than NSCLC. Consequently, 
SCLC patients are more likely than NSCLC patients to 
have disease that has spread beyond the lungs at the 
time of diagnosis (94% versus 70%),10 making treatment 
difficult.11 Even for those patients who successfully 
undergo chemotherapy, which is the primary treatment, 
only a limited number achieve long-term disease control. 

How Many Lung Cancer Cases and 
Deaths Are Expected to Occur in 2023?
In 2023, an estimated 238,340 people (117,550 men and 
120,790 women) will be diagnosed with lung cancer, 
and 127,070 people will die from the disease (Table 1). 

How Many People Alive Today Have  
a History of Lung Cancer?
As of January 1, 2022, there were 654,620 men and 
women in the US with a history of lung cancer,12 many 
of whom were living with metastatic disease.13 About 
80% of these individuals were 65 years of age or older, 
reflecting the advanced median age of diagnosis (71 
years).14 More than half (55%) of lung cancer survivors 
were diagnosed within the past 5 years because of the 
low survival.12 (See page 36.) 

What Is the Risk of Developing  
Lung Cancer?
The lifetime risk of developing lung cancer is 
approximately 6.2% among men and 5.8% among 
women, or 1 in 16 men and 1 in 17 women during their 
lifetime (Table 6). However, these probabilities are based 
on lung cancer occurrence in the general population so 
the risk is substantially higher for those with a history 
of smoking.15

The risk of lung cancer also increases with age, partly 
because the disease grows for many decades before 
symptoms develop. More than half (53%) of cases are 
diagnosed at age 70 or older, and 83% of cases are 
diagnosed at ages 65 and older. However, the age 
distribution varies by histologic subtype and race and 

SCLC: Small cell lung cancer; NSCLC: Non-small cell lung cancer. Percentages for NSCLC subtypes represent the proportion of total NSCLC cases. Percentages may not total 
100% because of rounding.
Source: North American Association of Central Cancer Registries, 2022.

©2023, American Cancer Society, Inc., Surveillance and Health Equity Science

Figure S2. The Distribution of Lung Cancer by Histologic Subtype (%), US, 2015-2019
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ethnicity. For example, NSCLC incidence peaks in ages 
80-84 for men but in ages 75-79 for women,16 likely 
reflecting sex differences in smoking. (See page 37.) For 
SCLC, incidence peaks in ages 75-79 among both men 
and women. Incidence among Black men peaks about 5 
years earlier than among White men for both NSCLC 
and SCLC. 

How Does Lung Cancer Risk Vary 
Between Different Population 
Groups? 
Sex
Lung cancer incidence during 2015-2019 was 27% 
higher among men (64.1 per 100,000) than women (50.3 
per 100,000; Figure S3), largely due to historically higher 
smoking prevalence in men (Figure S4). However, this 
pattern varies by age and racial and ethnic group. For 
example, young non-Hispanic White (hereafter White) 
and Hispanic women have higher lung cancer rates 
than their male counterparts.17, 18 Notably, this reversal 
in risk is not fully explained by smoking patterns. The 
sex gap for mortality is wider than for incidence, with 
death rates in men (42.2 per 100,000 during 2016-2020) 
44% higher than those in women (29.3 per 100,000). 
This is due in part to differences in the distribution of 
subtypes and lower survival in men. (See information 
on lung cancer survival on page 36.)

Race & Ethnicity
Lung cancer incidence is highest among Black men, 
whereas mortality is highest among both Black and 
American Indian and Alaska Native (AIAN) men  
(Figure S3). AIAN men and women have had the highest 
smoking prevalence by far since at least the early 
1990s, when data first became available (Figure S4). In 
some regions, including the East, Northern Plains, and 
Pacific Coast, lung cancer incidence among AIAN 
women is similar to or higher than among their male 
counterparts.19 AIAN women have the highest 
mortality of any racial or ethnic group, 10% higher 
than White women, who rank second (Figure S3). 

Lung cancer incidence and mortality among Asian 
American and Pacific Islander (AAPI) and Hispanic 
individuals is lower than that among other racial and 
ethnic groups (Figure S3) due to historically lower 
smoking prevalence (Figure S4). However, data for 
broadly defined racial and ethnic groups mask large 
differences within these heterogeneous populations, of 
which there are many examples.20 Although lung 
cancer incidence in AAPI men overall is about 40% 
lower than in White men, one study found that it is 40% 
higher among Samoan men.21 Another study reported 
that among never-smoking women in California and 
Hawaii, lung cancer was higher in AAPI women than in 
White women, and was highest in Chinese American 

AAPI: Asian American and Pacific Islander individuals; AIAN: American Indian and Alaska Native individuals. *Age adjusted to the 2000 US standard population. †For AIAN 
individuals, incidence data are restricted to Purchased/Referred Care Delivery Area counties, and mortality data are adjusted for misclassification on death certificates. All 
racial groups are exclusive of individuals identifying as Hispanic.
Sources: Incidence, North American Association of Central Cancer Registries 2022; Mortality, National Center for Health Statistics 2022.
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Figure S3. Lung Cancer Incidence and Mortality Rates* by Sex, Race, and Ethnicity, US
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women.22 Similarly, among Hispanic individuals in 
Florida, lung cancer mortality rates among Cuban men 
were more than 50% higher than in Puerto Rican men 
and double those in men of other Hispanic origin groups, 
although rates were still lower than those in Whites.23 

Socioeconomic Status
The risk of lung cancer is greater in persons with lower 
socioeconomic status (SES).24 For example, lung cancer 
death rates in individuals ages 25-74 with ≤12 years of 
education are nearly 5 times higher in men and 4 times 
higher in women compared to those in persons with 
≥16 years of education.25 This disparity reflects 
historical differences in smoking prevalence that 
remain today. In 2021, for example, 21% of individuals 
without a high school diploma and 31% of individuals 
with a GED smoked cigarettes compared to 3% of 
individuals with a graduate degree. (See page 55.) 
Persons with low SES are also more likely to be 
diagnosed with advanced-stage disease26 and lack 
access to high-quality cancer care.27, 28 

Place of Residence
The states with the highest lung cancer mortality rates 
are Kentucky, West Virginia, Mississippi, and Arkansas 
(Table 5), all of which have the highest historical and 

current smoking prevalence.29 However, there are also 
pockets of high lung cancer mortality in other states, 
including in the South and Appalachia (Figure S5). 
Among AIAN individuals, incidence for those living in 
the Northern Plains is nearly 5 times higher than for 
those living in the Southwest, where rates are 64% 
lower than White individuals living in the region.19

How Has Lung Cancer Occurrence 
Changed Over Time?
Lung cancer incidence and mortality trends closely 
mirror the tobacco epidemic with a lag of several 
decades.30 As a result, lung cancer patterns differ by sex 
because women started smoking in large numbers later 
than men and were also much slower to begin quitting.15 
Lung cancer mortality rates rose from 3 to 4 per 100,000 
in 1930, peaked at 91 per 100,000 men in 1990 and 42 
per 100,000 women in 2002 before declining by 58% (38 
per 100,000) and 36% (27 per 100,000), respectively, 
through 2020 (Figure S6). Reductions in mortality began 
several decades after the release of the first US Surgeon 
General’s Report on Smoking and Health in 1964, which 
motivated people to quit smoking.31 

Continued reductions in smoking are reflected in 
steady declines in lung cancer incidence of 2.6% per 

Figure S4. Trends in Smoking Prevalence by Sex, Race, and Ethnicity, US, 1965-2021
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AAPI: Asian American and Pacific Islander individuals; AIAN: American Indian and Alaska Native individuals. *Ever smoked 100 cigarettes in lifetime and now smoke 
every day or some days. All racial groups are exclusive of individuals identifying as Hispanic beginning in 1990. All estimates are age adjusted. Due to changes in National 
Health Interview Survey (NHIS) survey design, estimates from 2019 onward are not directly comparable to prior years and are separated from the trend line. 
Sources: Adult cigarette smoking prevalence 1965-2018, Health United States: 2019; NHIS 1990-2021.
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year in men and 1.1% per year in women since around 
2006. However, an increase in the incidence of 
localized-stage disease of 4.5% per year from 2014 
through 201832 suggests that people are being diagnosed 
earlier. This is probably at least in part due to the 
uptake of screening, which was first recommended for 
people at high risk of lung cancer in 2013,33 as well as 
increased access to care through the Affordable Care Act. 
At the same time, the decline in mortality has accelerated 
from 3% per year in men and 2% per year in women 
during 2005 to 2014 to 5% and 4% per year, respectively, 
during 2014 to 2020.2 This progress outpaces declines in 
incidence and likely reflects recent advances in 
treatment,34, 35 as well as earlier detection.36 

Differences by Race and Ethnicity
Among men, lung cancer mortality rates have been 
declining since at least 1990 in each racial and ethnic 
group, with the steepest drop among Black men (Figure S7). 
The more favorable trend in Black men likely reflects 
rapid historic declines in cigarette smoking prevalence 

(Figure S4) driven by steeper reductions in adolescent 
cigarette smoking initiation compared to other racial 
and ethnic groups.37-41 As a result, the disparity in lung 
cancer mortality among Black versus White men 
dropped from 40% higher in the early 1990s to 14% 
higher during 2016-2020 (Figure S3). 

Among women, lung cancer mortality rates continued 
to increase until the early or late 2000s in all racial and 
ethnic groups, with the steepest rise in AIAN women 
(Figure S7). Consequently, lung cancer mortality in AIAN 
women surpassed that in Black and White women circa 
2000, reflecting their high smoking prevalence (Figure S4). 
Since the early to late 2000s, mortality has declined 
among women in all racial and ethnic groups, with the 
fastest pace among Black women. As a result, the lung 
cancer mortality rate in Black women was 4% lower 
than White women in 1990 but 17% lower in 2020. Like 
Black men, the more favorable lung cancer mortality 
trend in Black women reflects steeper declines in 
smoking prevalence.37-41 

Figure S5. Lung Cancer Mortality Rates* by County, 2016-2020

*Age adjusted to the 2000 US standard population.
Source: National Center for Health Statistics, 2022.

Deaths per
100,000 population

5.7-32.2
32.3-39.1
39.2-44.8
44.9-52.4
52.5-119.4
<10 deaths

 



36      Cancer Facts & Figures 2023

Mortality rates among Hispanic individuals have 
consistently been lower than any other racial and 
ethnic group (Figure S7), largely due to their low 
smoking prevalence (Figure S4) and intensity of smoking. 
Hispanic smokers are more likely to be light (≤10 
cigarettes/day) or intermittent smokers than any other 
racial or ethnic group.42, 43

Lung Cancer Survival
After decades of little improvement, recent advancements 
in treatment have led to longer survival for lung cancer 
patients.8, 35 Progress is mostly confined to NSCLC and 
is more evident in 2-year versus 5-year relative survival 
rates. For example, among women, 2-year relative 
survival for NSCLC increased slightly from 32% in 
1975-1976 to 36% in 1997-1998, then rose to 54% in 
2017-2018 (Figure S8). Increases were similar in men, 
from 25% to 28% to 43%, respectively. Advances in 
treatment that have likely contributed to this progress 
include molecular therapies targeting important 
mutations, such as in the epidermal growth factor 
receptor (EGFR) and anaplastic lymphoma kinase (ALK) 
genes;44 immune checkpoint inhibitors, which boost 
patient immune response;45, 46 improvements in staging;47 
and video-assisted surgery.34 In contrast, 2-year relative 
survival for SCLC has increased little in absolute terms 

but doubled in relative terms, from 10% and 8% among 
women and men, respectively in 1975-1976, to 15% and 
13% in 1997-1998 and 19% and 16% in 2017-2018 (Figure S8).

Lung cancer survival rates are higher among women 
than men (Figure S9), partly reflecting earlier-stage 
diagnosis and differences in subtype distribution. For 
example, 28% of women are diagnosed at a localized 
stage compared to 23% of men (Figure S10). However, 
5-year survival rates are higher among women at every 
stage of diagnosis, albeit mostly confined to NSCLC 
(Figure S11). Reasons for higher survival in women  
are unclear but may reflect differences in tumor 
characteristics and hormones that influence treatment 
response.48, 49 Female lung cancer patients are also more 
likely to have tumors with genetic mutations, such as in 
the EGFR gene, that are amenable to targeted therapies.50 

Survival rates also vary by race and ethnicity, ranging 
from 26% among AAPI individuals to 19% among AIAN 
individuals (Figure S9), in part because of higher frequency 
of EGFR mutations among AAPI individuals diagnosed 
with lung cancer.50 However, White individuals are most 
likely to be diagnosed with localized-stage disease among 
both men and women (Figure S10). Lower survival in 
some groups likely reflects less access to early detection, 
curative-intent surgery, and new therapies.51-53 Survival 

Figure S6. Trends in Tobacco Consumption and Lung Cancer Mortality Rates* by Sex, 1900-2020
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*Age adjusted to the 2000 US standard population. Rates exclude deaths in Puerto Rico and other US territories. Note: Due to changes in ICD coding, numerator 
information for mortality rates has changed over time.
Source: Death rates: US Mortality Data, 1960-2020, US Mortality Volumes, 1930-1959, National Center for Health Statistics. Cigarette consumption: 1900-1999: US 
Department of Agriculture. 2000-2015: Consumption of Cigarettes and Combustible Tobacco – United States, 2000-2015. MMWR Weekly Rep 2016; 65(48);1357-1363.
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data for AAPI, Hispanic, and AIAN people should be 
interpreted with caution due to potential loss to 
follow-up and racial misclassification.54

What Are the Risk Factors for  
Lung Cancer?
The primary risk factor for lung cancer is cigarette 
smoking, which accounts for about 80% of lung cancer 
cases and deaths (Figure 4).1 Cigarette smoking increases 
the risk of lung cancer 25-fold in both men and women 
compared to people who never smoked.15 Other exposures 
that increase risk include secondhand smoke, radon, 
asbestos and some other occupational exposures, air 
pollution, and arsenic in drinking water. Low fruit and 
vegetable intake may increase risk although evidence is 
still accumulating.55

Tobacco Use
Cigarette Smoking
Cigarette smoking began to increase in the early 20th 
century among men, and after World War II among 
women,56-58 peaking in the mid-1960s with adult smoking 
prevalence in 1965 at 51% among men and 34% among 
women (Figure S4, and Figure S6). While consumption 
cannot be differentiated by sex before 1965, studies 
suggest that the decline among men began in the 

mid-1950s, with increases in consumption among women 
outweighing the decline among men until the 1960s.30 
The pace of the decline in smoking prevalence has been 
steeper in men than in women because of differences 
in cessation and transient upticks in female smoking.17 
In 2021, adult cigarette smoking was 13% in men and 
10% in women,43 a 75% and 70% relative reduction, 
respectively, since 1965 because of increased awareness 
about the health hazards of cigarette smoking, increased 
excise taxes on cigarette products, prohibiting smoking 
in public places, and counteradvertising among other 
tobacco control policies. (See Tobacco Control Policies 
section, page 40.)

Historically, smoking prevalence was much higher 
among Black men than White men, but the gap has 
narrowed since around 1990 and been eliminated as of 
2021 (Figure S4). In contrast, smoking prevalence among 
Black women was similar to White women prior to 1990 
but has since been several percentage points lower. 
According to data from the National Health Interview 
Survey, current adult cigarette smoking prevalence in 
2021 was 14% in both Black and White men, but 10% 
and 12% in Black and White women, respectively. The 
favorable trends in Black individuals are largely due to 
the sharp decline in smoking initiation among Black 
adolescents beginning in the late 1970s.37 Additionally, 

Figure S7. Trends in Lung Cancer Mortality Rates* by Sex, Race, and Ethnicity, US, 1990-2020
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AAPI: Asian American and Pacific Islander individuals; AIAN: American Indian and Alaska Native individuals. *Age adjusted to the 2000 US standard population. 
†Data for AIAN individuals begin with 1997 to include Oklahoma and are adjusted for racial misclassification on death certificates. All racial groups are exclusive of 
individuals identifying as Hispanic. 
Source: National Center for Health Statistics, 2022.
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compared to White people, Black people are more likely 
to smoke lightly or intermittently.42 A majority (80%) of 
Black people who smoke consume menthol cigarettes 
compared to 34% of White people who smoke.59 While it 
has been hypothesized that menthol cigarette smoking 
may contribute to elevated lung cancer burden among 
Black men, research findings have not generally 
supported this hypothesis.60-62 Research does suggest 
that Black people are more susceptible to smoking-
related lung cancer compared to White people.63

AIAN individuals have the highest smoking prevalence 
of any racial or ethnic group, with 25% of AIAN adults 
currently smoking cigarettes in 2020.29 Unlike most 
racial and ethnic groups, smoking prevalence among 
AIAN women has been similar to men since the early 
1990s, when data first became available (Figure S3). 
However, smoking varies by region, with the highest 
reported prevalence in the Northern Plains (42% in 
both men and women) and the lowest in the Southwest 
(19% in men and 15% in women).64 Higher prevalence 
of smoking is largely due to historical and ongoing 
structural racism that has contributed to lower education 
and income levels65 and inadequate access to quality 
health care,66, 67 as well as targeted deceptive tobacco 
product advertising.68-70 There is also a lack of tailored 

smoking-cessation programs71 that recognize the 
cultural importance of traditional tobacco use in some 
regions.72 As a result, AIAN individuals have fewer quit 
attempts and slower cessation compared to other racial 
and ethnic groups.29 

Cigarette smoking varies considerably by country of 
origin and nativity. For example, among the Hispanic 
population, smoking prevalence is higher among 
US-born versus foreign-born women and among Puerto 
Rican individuals (17% in men and 16% in women in 
2017-2019) than Cuban individuals (7% and 12%, 
respectively), though Cuban individuals are more likely 
to smoke heavily.73 Similarly, cigarette smoking 
prevalence among AAPI individuals is higher among 
Filipino (12%) individuals than Chinese (7%) or Asian 
Indian (6%) individuals.21 Smoking prevalence among 
Native Hawaiian individuals is higher than any other 
AAPI group, similar to that among AIAN individuals, 
with 19.6% of Native Hawaiians living in Hawaii 
reporting current cigarette smoking during 2018 to 
2020.74 Native Hawaiian individuals, along with Black 
individuals, have a higher smoking-related risk of lung 
cancer compared to White, Japanese American, or 
Hispanic individuals.59

Figure S8. Trends in 2-year Relative Survival Rates for 
Lung Cancer by Sex and Subtype, US, 1975-2018
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NSCLC: Non-small cell lung cancer; SCLC: Small cell lung cancer. Survival is based 
on patients diagnosed during 1975 through 2018, followed through 2019.
Source: Surveillance, Epidemiology, and End Results 8 Registries, 2022.
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Figure S9. 5-year Relative Survival Rates for Lung Cancer 
by Sex, Race, and Ethnicity, US, 2012-2018
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AAPI: Asian American and Pacific Islander individuals; AIAN: American Indian 
and Alaska Native individuals. Survival rates are for patients diagnosed during 
2012-2018, all followed through 2019. All racial groups exclude individuals 
identifying as Hispanic.
Source: Surveillance, Epidemiology, and End Results 17 Registries, 2022.
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Other Combustible Tobacco Products
Other forms of combustible tobacco products 
associated with an increased risk of lung cancer 
include cigars, pipes, and waterpipes. Current cigar 
users are more than three times as likely to die from 
lung cancer compared to individuals who have never 
smoked any combustible tobacco product.75 Compared 
to White people, Black people are more than twice as 
likely to smoke cigars.76 In contrast to patterns of 
cigarette use, waterpipe use is more prevalent among 
younger individuals and individuals with higher 
educational attainment.77 For more information about 
other combustible tobacco products, see page 55.

Secondhand Smoke
Secondhand smoke, or involuntary exposure to tobacco 
smoke, is the third most common cause of lung cancer 
in the US,78 with a disproportionate influence on Black 
individuals and families with lower income.79 
Secondhand smoke contains numerous toxic chemicals, 
including at least 50 known carcinogens,80 and is 
associated with the greatest risk for small cell lung 
cancer.81 For more information about secondhand 
smoke, see page 56. 

Personal and Family History
A history of lung disease, including asthma, chronic 
bronchitis, COPD, emphysema, pneumonia, and 
tuberculosis, is associated with increased risk of lung 
cancer.82, 83 These diseases are thought to influence 
cancer risk through chronic inflammation of lung 
tissue.84-87 The estimated excess lung cancer risk ranges 
from 16% among those with a history of asthma to 
2.5-fold among those with a history of COPD.88

In addition, some people are at increased risk because 
of genetic predisposition.89 Knowledge of inherited lung 
cancer dates to the 1960s, when excess mortality was 
noted among relatives of 270 lung cancer patients.90 The 
International Lung Cancer Consortium estimates that 
individuals with a first-degree relative with lung cancer 
are at a 50% increased risk of the disease, with the 
strongest association for a diagnosed sibling (82%).91 
Specific genetic syndromes and mutations that have 
been associated with excess risk include Li-Fraumeni 
syndrome (variants in the TP53 tumor-suppressor 
gene),92 EGFR pathogenic variants,93, 94 and possibly 
BRCA2, which has been associated with earlier onset of 
lung cancer by about 12 years95 and risk among women.96

AAPI: Asian American and Pacific Islander individuals; AIAN: American Indian and Alaska Native individuals. *Data for AIAN individuals are restricted to Purchased/Referred 
Care Delivery Area counties. All racial groups are exclusive of individuals identifying as Hispanic.
Source: North American Association of Central Cancer Registries, 2022.
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Figure S10. Stage at Diagnosis by Sex, Race, and Ethnicity, US, 2015-2019
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Environmental Exposures
Radon
Radon gas is a direct by-product of the radioactive 
decay of radium-226, part of a lengthy chain of 
radioactive decay for uranium-238, which is present 
naturally in rocks and soils.97 Radon is thought to be 
the second-leading cause of lung cancer after cigarette 
smoking,98 with the greatest risk for people who 
smoke.99, 100 Individuals can lower their risk of radon 
exposure by having their home tested for the gas, 
regardless of where they live, and taking recommended 
steps to mitigate exposure when necessary (cdc.gov/
radon/radon-action.html).101, 102 

Asbestos and Other Occupational Exposures
Occupational exposures associated with increased lung 
cancer risk include chemical mixtures, such as soot and 
coal-tar pitch, and compounds such as nickel, chromium, 
and asbestos.103 In addition, people who work in 
aluminum production, painting, and steel founding have 
elevated risk. Work that involves heavy asbestos exposure 
increases the risk of lung cancer by approximately 70%,104 
with exposure to longer and thinner fibers associated 
with stronger risk.105 Studies of the effectiveness of 
workplace interventions to limit exposure and mitigate 
risk remain scarce.

Air Pollution
Air pollution is estimated to account for about 1%-2% of 
lung cancer deaths in the US.106 Outdoor air pollution is 
made up of a variety of pollutants from many sources, 
including power generation, transportation, and 
industrial and agricultural emissions.107, 108 Inhaling 
particulate matter, a microscopic mixture of solid and 
liquid pollutants, is linked to an 8%-9% increased risk 
of lung cancer.108-110 Levels of particulate matter are 
highest in the Eastern US, but are generally low 
compared to other parts of the world, such as Asia, 
North Africa, and the Middle East. Sources of indoor 
air pollution include coal use in homes,111, 112 burning  
of biomass for cooking and heating,113 and cooking oil 
fumes.114, 115 The use of electricity or natural gas for 
heating and cooking, as well as improved home 
ventilation, can help prevent increased lung cancer  
risk due to poor indoor air quality. 

Arsenic
High levels of arsenic in drinking water (at least several 
hundred micrograms per liter) have been strongly 
associated with lung cancer in Chile and Taiwan,116-118 
but the risk for lower levels, as found in the US, is less 
clear.116, 119-122 Only a few US counties, mostly in the 
Southwest, have mean concentrations exceeding 10 µg/L, 
the Environmental Protection Agency’s maximum 
concentration limit.122, 123 

Tobacco Control Policies
Since the publication of the landmark 1964 Surgeon 
General’s Report on the health hazards of cigarette 
smoking, tobacco control has led to dramatic declines 
in cigarette consumption (Figure S6) and, consequently, 
lung cancer incidence and mortality. Some of the most 
important tobacco control measures include insurance 
coverage of tobacco cessation, tobacco excise taxes, laws 
against smoking in public places, counteradvertising, 
increasing the tobacco sales age to 21, federal regulation, 
and funding for evidence-based tobacco control 
programs.124 Collectively, these measures have 
contributed to substantial declines in tobacco use in 
the US.

Figure S11. 5-year Relative Survival Rates for Lung Cancer 
by Subtype, Stage at Diagnosis, and Sex, US, 2012-2018
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NSCLC: Non-small cell lung cancer; SCLC: Small cell lung cancer. Survival rates 
are for patients diagnosed during 2012-2018, all followed through 2019.
Source: Surveillance, Epidemiology, and End Results 17 Registries, 2022.
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Tobacco Excise Taxes
Increasing excise taxes on tobacco products regularly 
and significantly is one of the most effective tobacco 
control policies. It promotes smoking cessation among 
adults, discourages initiation in adolescents, and lowers 
the number of cigarettes smoked among those unable 
to quit. For each 10% increase in the price of cigarettes, 
cigarette consumption decreases by an estimated 
3%-5%.125 The decrease is nearly double among youths 
and individuals with lower SES.125-128 The federal 
cigarette tax has been $1.01 since 2009, and the average 
state tax was $1.91 as of October 1, 2022,129 ranging from 
$0.17 in Missouri to $4.50 in the District of Columbia.29 

Smoke-free Public Places
Comprehensive smoke-free laws (prohibiting smoking 
in workplaces, restaurants, bars, and gaming facilities) 
reduce secondhand smoke exposure and youth 
initiation while increasing cessation, thereby reducing 
the risk of smoking-related diseases.78, 125 As of October 
2022, 62.5% of the US population lived in areas covered 
by 100% smoke-free laws in the workplace, restaurants, 
and bars.130 

Smoking Cessation
Smoking cessation is associated with a reduced risk of 
lung cancer and is beneficial at any age, with benefits 
increasing with earlier age at successful cessation.125 
Those people who smoke and quit before age 40 reduce 
their risk of lung cancer by 90% compared to those who 
continue to smoke throughout their lifetime. In 
general, people who smoke for their entire adult life 
lose a decade or more of life compared to people who 
never smoke because of premature death from lung 
cancer and other smoking-related diseases.131, 132 
Successful cessation usually takes an average of six 
attempts and increases with the use of FDA-approved 
cessation medications with counseling.125, 133, 134 
Although cessation attempts are highest among Black 
and AAPI individuals, successful cessation is highest 
among White individuals,29 perhaps related to the use 
of cessation aids.135 For more information about 
reducing tobacco use and exposure, see page 57.

Lung Cancer Screening
Lung cancer screening trials in the 1970s using chest 
radiography (x-rays) with or without sputum (mucus and 
other matter brought up from the lungs by coughing) 
examination showed no improvement in patient 
outcomes.136 In 2011, however, screening high-risk 
individuals (ages 55 to 74 years with a 30+ pack-year 
smoking history) with annual low-dose computed 
tomography (LDCT)137, 138 in the National Lung Screening 
Trial (NLST) was associated with a 20% reduction in lung 
cancer mortality compared to chest radiography. More 
recently, two European trials reported even larger 
mortality reductions among participants with more 
moderate disease risk.139, 140 The American Cancer 
Society and the US Preventive Services Task Force 
(USPSTF) began recommending lung cancer screening 
using LDCT for high-risk individuals in 2013,35 and have 
since expanded the eligibility criteria to people ages 
50-80 years with a 20+ pack-year smoking history who 
currently smoke or have quit within the past 15 years.141 
Pack-years is a measurement of smoking history that 
takes into account duration and quantity of cigarette 
consumption, both of which determine lung cancer risk. 
An individual who smokes one pack a day for 20 years 
and one who smokes two packs a day for 10 years both 
have a 20 pack-year smoking history. Individuals who do 
not meet the 20 pack-year threshold, or who do but quit 
more than 15 years ago, are still at a 10-fold increased 
risk of lung cancer compared to people who have never 
smoked.142 There were approximately 8.5 million adults 
eligible for lung cancer screening in 2020.

Despite evidence that screening in high-risk populations 
reduces lung cancer mortality, uptake has been low, 
especially in several Southern states with a high lung 
cancer burden.143 The exception to this pattern is 
Kentucky, which although still low, has one of the 
highest screening rates in the country (13.7% in 2018)  
as a result of community-engaged programs,144 
governmental support,145 expanded Medicaid eligibility, 
and no preauthorization requirement for lung cancer 
screening in Medicaid fee-for-service coverage.143, 146 
Despite generally low uptake, the proportion of cases 
diagnosed at a localized stage began to increase 
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following the 2013 USPSTF guideline update, surpassing 
regional stage in 2016 (Figure S12). 

In contrast to recent screening rates for some other 
cancers,147 lung cancer screening rates did not decline 
in the first year of the COVID-19 pandemic and, in fact, 
increased in 19 states between 2019 and 2020.148 While 
this increase is promising, national screening rates 
among eligible high-risk individuals (about 8.5 million 
people) remain low (6.5% in 2020). People who are 
screened are more likely to be older, female, and 
current smokers,149 with the greatest barriers to 
screening among Black and socioeconomically 
disadvantaged individuals.150 Patient and provider 
education is important for increasing uptake among 
eligible adults, with patients often placing trust in the 
decision of their provider.151 

The Economic Impact of Lung Cancer
Lung cancer causes a substantial loss of earnings in the 
US, approximately $13 billion in 2019,152 which does not 
include the costs associated with a cancer diagnosis 
such as treatment and caregiving. As cancer treatment 
advances, as it has for lung cancer, the cost of those 
treatments increases, causing cancer patients and their 
families to face increasing out-of-pocket costs to 

receive treatment.153-155 The high cost associated with a 
lung cancer diagnosis likely exacerbates economic 
disparities among diagnosed individuals, a 
disproportionate number of whom are already 
impoverished due to higher smoking prevalence among 
those with low SES.24 

What Is the American Cancer Society 
Doing About Lung Cancer?
Research
The American Cancer Society, through our Extramural 
Discovery Science program, funds individual 
investigators at medical schools, universities, research 
institutes, and hospitals throughout the US. Currently, 
this program is funding $28 million in lung cancer 
research through 70 research grants. Ongoing research 
includes:

•  Determining how to deliver high-quality cancer 
care that maximizes patient quality of life and 
delivers care that is consistent with patients’ values 
and preferences

•  Targeting cancer stem cells to induce anti-tumor 
immunity in small cell lung cancer

Figure S12. Trends in Lung Cancer Incidence Rates* by Race and Stage, US, 2004-2019
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*Age adjusted to the 2000 US Standard Population and adjusted for delays in case reporting. Rates for White and Black individuals are exclusive of individuals 
identifying as Hispanic. 
Source: Surveillance, Epidemiology, and End Results 17 Registries, 2022.
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•  Predicting and tracking response to 
immunotherapy by harnessing information from 
cell-free DNA in the blood

•  Developing diagnostic tools for the early detection of 
lung cancer and the discovery of precision medicine 
to provide personalized targeted treatment

•  Utilizing an updated CRISPR approach to identify 
new tumor-specific vulnerabilities that can be 
targeted in combination with existing therapies in 
non-small cell lung cancers

National Lung Cancer Roundtable 
Since its inception in 2017, the American Cancer 
Society National Lung Cancer Roundtable (NLCRT) has 
galvanized more than 190 organizations and over 200 
leading experts, as well as patient and caregiver 
advocate representatives, at the national, state, and 
local levels to collectively partner to problem-solve and 
achieve enduring systematic change to reduce deaths 
from lung cancer. The NLCRT engages experts in 
multidisciplinary problem-solving collaborations, 
catalyzes action to create, build, and strengthen 
innovative solutions, and develops and disseminates 
evidence-based interventions and best practices. The 
work of the roundtable is guided by its Steering 
Committee and conducted through the efforts of its 10 
strategic priority task groups. 

The NLCRT engages in public and provider education, 
targeted research, and health policy initiatives. The 
roundtable advances lung cancer-related health equity 
by identifying and working to overcome barriers to 
equitable access to promote implementation, uptake, 
and adherence of lung cancer screening and nodule 
detection and management, promote guideline-
concordant staging, and optimize the use of biomarker 
testing to guide appropriate and timely therapy and 
care, eliminate the pervasive stigma associated with 
lung cancer, and strengthen state-based initiatives. 

The NLCRT was recommended by the 2022 President’s 
Cancer Panel Report as a priority cancer control model that 
effectively harnesses the collective power and expertise 

of the entire lung cancer community to close gaps in 
cancer screening by connecting people, communities, 
and systems to improve equity and access. The NLCRT’s 
mission is to create lung cancer survivors. 

Visit NLCRT.org for more information. 

Advocacy
Our advocacy affiliate, the American Cancer Society 
Cancer Action NetworkSM (ACS CAN), is involved in 
advocacy efforts at both the federal and state levels that 
reduce the prevalence of tobacco product use and 
increase access to quality lung cancer screening, 
treatment, and care. Following are some of the ways 
ACS CAN is fighting to reduce the impact of tobacco 
and lung cancer in the US.

•  ACS CAN advocates for insurance coverage for 
comprehensive biomarker testing in state-regulated 
insurance plans including Medicaid when 
supported by medical and scientific evidence. 

•  The organization sponsors research seeking to 
better understand private insurance coverage for 
comprehensive biomarker testing in lung cancer. 

•  ACS CAN works to improve clinical trial diversity 
and searchability, including for lung cancer, by 
improving clinicaltrials.gov, enabling electronic 
health records to automatically screen patients for 
trials, and modernizing outdated eligibility criteria 
for trial entry.

•  The organization advocates for evidence-based 
tobacco control policies to prevent initiation and 
aid in cessation, including increases in tobacco 
excise taxes, comprehensive smoke-free laws, 
insurance coverage for tobacco cessation services, 
funding for tobacco control programs, and federal 
regulation of tobacco products, including the 
prohibition of all flavors in all tobacco products.

•  ACS CAN advocates for insurance coverage with no 
cost sharing of lung cancer screening by all payers, 
including Medicare, Medicaid, and private insurers.

https://prescancerpanel.cancer.gov/report/cancerscreening/Recommendations.html
https://prescancerpanel.cancer.gov/report/cancerscreening/Recommendations.html
http://NLCRT.org
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•  The organization believes that the American public 
should be made aware of the known information 
concerning the potential problem of radon 
contamination in certain housing areas in the US 
and how to reduce such a risk. ACS CAN urges 
federal, state, and local governments to approve 
legislation that reduces the potential health threat 
posed by radon by implementing public awareness 
campaigns and requiring disclosure of radon levels 
by builders, homeowners, schools, and daycare 
facilities.

•  ACS CAN supports a cap on total out-of-pocket 
spending for Medicare beneficiaries.

•  The organization advocates that Medicare and 
Medicaid provide coverage of patient navigation 
services. Patient navigators have shown to help 
increase cancer screening rates among historically 
marginalized racial and ethnic populations by 
providing access to disease prevention education, 
conducting community outreach, and facilitating 
public education campaigns. Additionally, given 
that many cancer screening guidelines are based 
on family history and personal risk factors, patient 
navigators can offer individualized advice and help 
patients assess individual eligibility, improving 
compliance by increasing a patient’s cancer 
knowledge and understanding their unique health 
risks. As such, health care systems should 
prioritize the use of patient navigators for helping 
to move cancer patients smoothly and effectively 
through separate phases of cancer care.

Resources for Lung Cancer Patients 
and Their Families
Lungevity 
lungevity.org 
Lung Cancer HELPLine: 1-844-360-5864

Lungevity is the nation’s leading lung cancer-focused 
nonprofit organization. Their goal is to change 
outcomes for people with lung cancer through 
research, education, and support. They have numerous 
education and supportive resources available to lung 

cancer patients, including peer-to-peer support and 
survivorship programs.

CancerCare
cancercare.org/diagnosis/lung_cancer

CancerCare provides free professional support services 
for lung cancer patients and their families. These 
include financial assistance, support groups, and 
educational materials.

American Lung Association 
lung.org
Lung HelpLine: 1-800-LUNG-USA (1-800-586-4872)

The American Lung Association is the nation’s leading 
organization working to save lives by improving lung 
health and preventing lung disease through education, 
advocacy, and research. They provide education on and 
supportive resources for lung cancer patients and their 
families, as well as resources to help with smoking 
cessation.

References
1. Islami F, Goding Sauer A, Miller KD, et al. Proportion and 
number of cancer cases and deaths attributable to potentially 
modifiable risk factors in the United States. CA Cancer J Clin. Jan 
2018;68(1):31-54. doi:10.3322/caac.21440.
2. Siegel RL, Miller KD, Sandeep-Wagle N, Jemal A. Cancer 
Statistics, 2023. CA Cancer J Clin. 2023.
3. Nicholson AG, Tsao MS, Beasley MB, et al. The 2021 WHO 
Classification of Lung Tumors: Impact of advances since 2015. J 
Thorac Oncol. Nov 19 2021;doi:10.1016/j.jtho.2021.11.003.
4. Wakelee HA, Chang ET, Gomez SL, et al. Lung cancer incidence 
in never smokers. J Clin Oncol. Feb 10 2007;25(5):472-8. doi:10.1200/
JCO.2006.07.2983.
5. Song MA, Benowitz NL, Berman M, et al. Cigarette Filter 
Ventilation and its Relationship to Increasing Rates of Lung 
Adenocarcinoma. J Natl Cancer Inst. Dec 1 2017;109(12)doi:10.1093/
jnci/djx075.
6. Araujo LH, Horn L, Merritt RE, Shilo K, Xu-Welliver M, Carbone 
DP. Cancer of the lung: non-small cell lung cancer and small cell 
lung cancer. Abeloff’s clinical oncology. Elsevier; 2020:1108-1158. e16.
7. Chu ZG, Yang ZG, Shao H, et al. Small peripheral lung 
adenocarcinoma: CT and histopathologic characteristics and 
prognostic implications. Cancer Imaging. Dec 28 2011;11(1):237-46. 
doi:10.1102/1470-7330.2011.0033.
8. Thai AA, Solomon BJ, Sequist LV, Gainor JF, Heist RS. Lung 
cancer. Lancet. Aug 7 2021;398(10299):535-554. doi:10.1016/S0140-
6736(21)00312-3.

http://lungevity.org
http://cancercare.org/diagnosis/lung_cancer
http://lung.org


Cancer Facts & Figures 2023      45

9. Surveillance, Epidemiology, and End Results (SEER) Program 
(www.seer.cancer.gov) SEER*Stat Database: Incidence – SEER Research 
Data, 17 Registries, Nov 2021 Sub (2000-2019) – Linked To County 
Attributes – Time Dependent (1990-2019) Income/Rurality, 1969-
2020 Counties, National Cancer Institute, DCCPS, Surveillance 
Research Program, released April 2022, based on the November 
2021 submission. 
10.Data from: SEER*Stat Database: NAACCR Incidence Data – CiNA 
Research Data, 1995-2019, with Race/Ethnicity, Standard File, ACS 
Facts & Figures projection Project (which includes data from CDC’s 
National Program of Cancer Registries (NPCR), CCR’s Provincial 
and Territorial Registries, and the NCI’s Surveillance, Epidemiology 
and End Results (SEER) Registries), certified by the North 
American Association of Central Cancer Registries (NAACCR) as 
meeting high-quality incidence data standards for the specified 
time periods, submitted December 2021. 
11. Byers LA, Rudin CM. Small cell lung cancer: where do we go 
from here? Cancer. Mar 1 2015;121(5):664-72. doi:10.1002/cncr.29098.
12. Miller KD, Nogueira L, Devasia T, et al. Cancer treatment 
and survivorship statistics, 2022. CA Cancer J Clin. Jun 23 
2022;doi:10.3322/caac.21731.
13. Gallicchio L, Devasia TP, Tonorezos E, Mollica MA, Mariotto 
A. Estimation of the numbers of individuals living with 
metastatic cancer in the United States. J Natl Cancer Inst. Aug 22 
2022;doi:10.1093/jnci/djac158.
14. Howlader N NA, Krapcho M, Miller D, Brest A, Yu M, Ruhl J, 
Tatalovich Z, Mariotto A, Lewis DR, Chen HS, Feuer EJ, Cronin KA 
(eds), ed. SEER Cancer Statistics Review, 1975-2018. 2021. https://seer.
cancer.gov/archive/csr/1975_2018/, based on November 2020 SEER data 
submission, posted to the SEER web site, April 2021.
15. Thun MJ, Carter BD, Feskanich D, et al. 50-year trends in 
smoking-related mortality in the United States. N Engl J Med. Jan 24 
2013;368(4):351-64. doi:10.1056/NEJMsa1211127.
16. Data from: SEER*Stat Database: NAACCR Incidence Data - CiNA 
Research Data, 2015-2019, Delay Adj Factors - ACS Facts & Figures 
(which includes data from CDC’s National Program of Cancer 
Registries (NPCR), CCR’s Provincial and Territorial Registries, 
and the NCI’s Surveillance, Epidemiology and End Results (SEER) 
Registries), certified by the North American Association of Central 
Cancer Registries (NAACCR) as meeting high-quality incidence 
data standards for the specified time periods, submitted December 
2021. 
17. Jemal A, Miller KD, Ma J, et al. Higher Lung Cancer Incidence in 
Young Women Than Young Men in the United States. N Engl J Med. 
May 24 2018;378(21):1999-2009. doi:10.1056/NEJMoa1715907. 
18. Data from: SEER 22 Incidence and Mortality, 2000-2019, with 
Kaposi Sarcoma and Mesothelioma. 
19. Kratzer TB, Jemal A, Miller KD, et al. Cancer statistics for 
American Indian and Alaska Native individuals, 2022: Including 
increasing disparities in early onset colorectal cancer. CA Cancer J 
Clin. 2022.
20. Taparra K, Pellegrin K. Data aggregation hides Pacific Islander 
health disparities. Lancet. Jul 2 2022;400(10345):2-3. doi:10.1016/
S0140-6736(22)01100-X.
21. Torre LA, Sauer AM, Chen MS, Jr., Kagawa-Singer M, Jemal A, 
Siegel RL. Cancer statistics for Asian Americans, Native Hawaiians, 
and Pacific Islanders, 2016: Converging incidence in males and 
females. CA Cancer J Clin. May 2016;66(3):182-202. doi:10.3322/
caac.21335.

22. DeRouen MC, Canchola AJ, Thompson CA, et al. Incidence 
of Lung Cancer Among Never-Smoking Asian American, Native 
Hawaiian, and Pacific Islander Females. J Natl Cancer Inst. Jan 11 
2022;114(1):78-86. doi:10.1093/jnci/djab143.
23. Pinheiro PS, Callahan KE, Siegel RL, et al. Cancer Mortality 
in Hispanic Ethnic Groups. Cancer Epidemiol Biomarkers Prev. Mar 
2017;26(3):376-382. doi:10.1158/1055-9965.Epi-16-0684.
24. Hiscock R, Bauld L, Amos A, Fidler JA, Munafò M. 
Socioeconomic status and smoking: a review. Ann. N. Y. Acad. Sci. 
2012;1248(1):107-123. 
25. Ma J, Jemal A. Temporal Trends in Mortality From Major 
Cancers by Education in the United States, 2001–2016. JNCI Cancer 
Spectrum. 2019;3(4)doi:10.1093/jncics/pkz087.
26. Gupta A, Omeogu CH, Islam JY, Joshi AR, Akinyemiju TF. 
Association of area-level socioeconomic status and non-small 
cell lung cancer stage by race/ethnicity and health care-level 
factors: Analysis of the National Cancer Database. Cancer. Jun 20 
2022;doi:10.1002/cncr.34327.
27. Moscelli G, Siciliani L, Gutacker N, Cookson R. Socioeconomic 
inequality of access to healthcare: Does choice explain the 
gradient? J Health Econ. Jan 2018;57:290-314. doi:10.1016/j.
jhealeco.2017.06.005.
28. Fitzpatrick AL, Powe NR, Cooper LS, Ives DG, Robbins JA. 
Barriers to health care access among the elderly and who perceives 
them. Am. J. Public Health. 2004;94(10):1788-1794. 
29. American Cancer Society. Cancer Prevention & Early Detection 
Facts & Figures 2022 Tables and Figures. 2022. 
30. Thun M, Peto R, Boreham J, Lopez AD. Stages of the cigarette 
epidemic on entering its second century. Tob Control. Mar 
2012;21(2):96-101. doi:10.1136/tobaccocontrol-2011-050294.
31. Smoking USSGsACo. Smoking and Health: Report of the Advisory 
Committee to the Surgeon General of the Public Health Service. US 
Department of Health, Education, and Welfare, Public Health 
Service; 1964.
32. Siegel RL, Miller KD, Fuchs HE, Jemal A. Cancer statistics, 2022. 
CA Cancer J Clin. Jan 2022;72(1):7-33. doi:10.3322/caac.21708.
33. Humphrey LL, Deffebach M, Pappas M, et al. Screening for lung 
cancer with low-dose computed tomography: a systematic review 
to update the US Preventive Services Task Force recommendation. 
Ann. Intern. Med. 2013;159(6):411-420. 
34. Jones GS, Baldwin DR. Recent advances in the management 
of lung cancer. Clin Med (Lond). Apr 1 2018;18(Suppl 2):s41-s46. 
doi:10.7861/clinmedicine.18-2-s41.
35. Howlader N, Forjaz G, Mooradian MJ, et al. The Effect of 
Advances in Lung-Cancer Treatment on Population Mortality. N 
Engl J Med. Aug 13 2020;383(7):640-649. doi:10.1056/NEJMoa1916623.
36. Siegel RL, Miller KD, Fuchs HE, Jemal A. Cancer Statistics, 2021. 
CA Cancer J Clin. 2021;71(1):7-33. doi:https://doi.org/10.3322/caac.21654.
37. Health, United States, 2019. Hyattsville, Maryland. 2021. DOI: 
https://dx.doi.org/10.15620/cdc:100685. 
38. Jemal A, Center MM, Ward E. The convergence of lung cancer 
rates between blacks and whites under the age of 40, United States. 
Cancer Epidemiol. Biomarkers Prev. 2009;18(12):3349-3352. 
39. Fiore MC, Novotny TE, Pierce JP, Hatziandreu EJ, Patel KM, 
Davis RM. Trends in cigarette smoking in the United States: the 
changing influence of gender and race. JAMA. 1989;261(1):49-55. 

http://www.seer.cancer.gov
https://seer.cancer.gov/archive/csr/1975_2018/
https://seer.cancer.gov/archive/csr/1975_2018/
https://doi.org/10.3322/caac.21654
https://dx.doi.org/10.15620/cdc:100685


46      Cancer Facts & Figures 2023

40. Anderson C, Burns DM. Patterns of adolescent smoking 
initiation rates by ethnicity and sex. Tob. Control. 2000;9(suppl 
2):ii4-ii8. 
41. US Department of Health and Human Services. Tobacco use 
among US racial/ethnic minority groups—African Americans, 
American Indians and Alaska Natives, Asian Americans and Pacific 
Islanders, and Hispanics: A report of the surgeon general. National 
Center for Chronic Disease Prevention and Health Promotion, 
Office on Smoking and Health. 1998;90.
42. Reyes-Guzman CM, Pfeiffer RM, Lubin J, et al. Determinants of 
Light and Intermittent Smoking in the United States: Results from 
Three Pooled National Health Surveys. Cancer Epidemiol Biomarkers 
Prev. Feb 2017;26(2):228-239. doi:10.1158/1055-9965.EPI-16-0028.
43. Felicitas-Perkins JQ, Sakuma KLK, Blanco L, et al. Smoking 
among Hispanic/Latino nationality groups and whites, 
comparisons between California and the United States. Nicotine Tob 
Res. 2018;20:1085-1094.
44. Minguet J, Smith KH, Bramlage P. Targeted therapies for 
treatment of non‐small cell lung cancer—recent advances and 
future perspectives. Int. J. Cancer. 2016;138(11):2549-2561. 
45. Rittmeyer A, Barlesi F, Waterkamp D, et al. Atezolizumab 
versus docetaxel in patients with previously treated non-small-cell 
lung cancer (OAK): a phase 3, open-label, multicentre randomised 
controlled trial. Lancet. 2017;389(10066):255-265. 
46. Vokes EE, Ready N, Felip E, et al. Nivolumab versus docetaxel 
in previously treated advanced non-small-cell lung cancer 
(CheckMate 017 and CheckMate 057): 3-year update and outcomes 
in patients with liver metastases. Ann. Oncol. 2018;29(4):959-965. 
47. Rami-Porta R, Call S, Dooms C, et al. Lung cancer staging: a 
concise update. Eur Respir J. 2018;51(5).
48. Chang JW, Asamura H, Kawachi R, Watanabe S. Gender 
difference in survival of resected non-small cell lung cancer: 
histology-related phenomenon? J Thorac Cardiovasc Surg. Apr 
2009;137(4):807-12. doi:10.1016/j.jtcvs.2008.09.026.
49. Rodriguez-Lara V, Hernandez-Martinez JM, Arrieta O. 
Influence of estrogen in non-small cell lung cancer and its clinical 
implications. J Thorac Dis. Jan 2018;10(1):482-497. doi:10.21037/
jtd.2017.12.61.
50. Midha A, Dearden S, McCormack R. EGFR mutation incidence 
in non-small-cell lung cancer of adenocarcinoma histology: a 
systematic review and global map by ethnicity (mutMapII). Am. J. 
Cancer Res. 2015;5(9):2892. 
51. Javid SH, Varghese TK, Morris AM, et al. Guideline-concordant 
cancer care and survival among American Indian/Alaskan Native 
patients. Cancer. Jul 15 2014;120(14):2183-90. doi:10.1002/cncr.28683.
52. Lovly CM. Expanding Horizons for Treatment of Early-Stage 
Lung Cancer. N Engl J Med. May 26 2022;386(21):2050-2051. 
doi:10.1056/NEJMe2203330.
53. Lansdorp-Vogelaar I, Kuntz KM, Knudsen AB, van Ballegooijen 
M, Zauber AG, Jemal A. Contribution of screening and survival 
differences to racial disparities in colorectal cancer rates. Cancer 
Epidemiol Biomarkers Prev. May 2012;21(5):728-36. doi:10.1158/1055-
9965.Epi-12-0023.
54. Pinheiro PS, Morris CR, Liu L, Bungum TJ, Altekruse SF. The 
impact of follow-up type and missed deaths on population-based 
cancer survival studies for Hispanics and Asians. J Natl Cancer Inst 
Monogr. Nov 2014;2014(49):210-7. doi:10.1093/jncimonographs/lgu016.

55. Vieira AR, Abar L, Vingeliene S, et al. Fruits, vegetables and 
lung cancer risk: a systematic review and meta-analysis. Ann Oncol. 
Jan 2016;27(1):81-96. doi:10.1093/annonc/mdv381.
56. Holford TR, Levy DT, McKay LA, et al. Patterns of birth 
cohort-specific smoking histories, 1965-2009. Am J Prev Med. Feb 
2014;46(2):e31-7. doi:10.1016/j.amepre.2013.10.022.
57. Anderson CM, Burns DM, Dodd KW, Feuer EJ. Chapter 2: 
Birth-cohort-specific estimates of smoking behaviors for the U.S. 
population. Risk Anal. Jul 2012;32 Suppl 1:S14-24. doi:10.1111/j.1539-
6924.2011.01703.x.
58. Burns D, Lee L, Shen L, et al. Cigarette smoking behavior in 
the United States: changes in cigarette-related disease risks and 
their implication for prevention and control. Smoking and tobacco 
control monograph no. 8. Bethesda, MD: National Cancer Institute, 
1997:13-112. (NIH publication no. 97-4213.). 
59. U.S. Department of Health and Human Services, Substance 
Abuse and Mental Health Services Administration, Center for 
Behavioral Health Statistics and Quality. National Survey on Drug 
Use and Health, 2020. Accessed August 3, 2022. https://datafiles.
samhsa.gov/.
60. Rostron B. Lung cancer mortality risk for U.S. menthol cigarette 
smokers. Nicotine Tob Res. Oct 2012;14(10):1140-4. doi:10.1093/ntr/
nts014.
61. Brooks DR, Palmer JR, Strom BL, Rosenberg L. Menthol 
cigarettes and risk of lung cancer. Am J Epidemiol. Oct 1 
2003;158(7):609-16; discussion 617-20. doi:10.1093/aje/kwg182.
62. Blot WJ, Cohen SS, Aldrich M, McLaughlin JK, Hargreaves 
MK, Signorello LB. Lung cancer risk among smokers of menthol 
cigarettes. J Natl Cancer Inst. May 18 2011;103(10):810-6. doi:10.1093/
jnci/djr102.
63. Haiman CA, Stram DO, Wilkens LR, et al. Ethnic and racial 
differences in the smoking-related risk of lung cancer. N Engl J Med. 
2006;354(4):333-342. 
64. Cobb N, Espey D, King J. Health behaviors and risk factors 
among American Indians and Alaska Natives, 2000-2010. Am J 
Public Health. 2014;104(suppl 3): S481–S489. doi:10.21 05/A JPH.  
2014 .301 879
65. Garrett BE, Dube SR, Trosclair A, et al. Cigarette smoking – 
United States, 1965-2008. MMWR Suppl. Jan 14 2011;60(1):109-13. 
66. Smoking Cessation: A Report of the Surgeon General. 2020. 
Publications and Reports of the Surgeon General.
67. Cromer KJ, Wofford L, Wyant DK. Barriers to Healthcare Access 
Facing American Indian and Alaska Natives in Rural America. J 
Community Health Nurs. Oct-Dec 2019;36(4):165-187. doi:10.1080/0737
0016.2019.1665320.
68. Odani S, Armour BS, Graffunder CM, Garrett BE, Agaku 
IT. Prevalence and Disparities in Tobacco Product Use Among 
American Indians/Alaska Natives – United States, 2010-2015. 
MMWR Morb Mortal Wkly Rep. Dec 22 2017;66(50):1374-1378. 
doi:10.15585/mmwr.mm6650a2.
69. Services USDoHaH. Tobacco use among U.S. racial/ethnic groups—
African Americans, American Indians and Alaska Natives, Asian 
Americans and Pacific Islanders, and Hispanics: a report of the Surgeon 
General. 1998. 
70. Xu X, Pesko MF, Tynan MA, Gerzoff RB, Malarcher AM, 
Pechacek TF. Cigarette price-minimization strategies by U.S. 
smokers. Am J Prev Med. May 2013;44(5):472-6. doi:10.1016/j.
amepre.2013.01.019.

https://datafiles.samhsa.gov/
https://datafiles.samhsa.gov/


Cancer Facts & Figures 2023      47

71. Choi WS, Beebe LA, Nazir N, et al. All Nations Breath of Life: A 
Randomized Trial of Smoking Cessation for American Indians. Am J 
Prev Med. Nov 2016;51(5):743-751. doi:10.1016/j.amepre.2016.05.021.
72. Kunitz SJ. Historical Influences on Contemporary Tobacco Use 
by Northern Plains and Southwestern American Indians. Am J 
Public Health. Feb 2016;106(2):246-55. doi:10.2105/AJPH.2015.302909.
73. Miller KD, Ortiz AP, Pinheiro PS, et al. Cancer statistics 
for the US Hispanic/Latino population, 2021. CA Cancer J Clin. 
2021;71(6):466-487. 
74. Data from: Hawai’i Health Data Warehouse: Cigarettes – 
Current Smoking, Adult. 
75. Christensen CH, Rostron B, Cosgrove C, et al. Association 
of cigarette, cigar, and pipe use with mortality risk in the US 
population. JAMA Intern. Med. 2018;178(4):469-476. 
76. Chen-Sankey JC, Mead-Morse EL, Le D, et al. Cigar-Smoking 
Patterns by Race/Ethnicity and Cigar Type: A Nationally 
Representative Survey Among U.S. Adults. Am J Prev Med. Jan 
2021;60(1):87-94. doi:10.1016/j.amepre.2020.07.005.
77. Park SH, Duncan DT, Shahawy OE, et al. Analysis of State-
Specific Prevalence, Regional Differences, and Correlates 
of Hookah Use in U.S. Adults, 2012-2013. Nicotine Tob Res. 
2016;19(11):1365-1374. doi:10.1093/ntr/ntw229.
78. US Department of Health and Human Services. The health 
consequences of smoking – 50 years of progress: a report of the Surgeon 
General. Atlanta, GA: US Department of Health and Human 
Services, Centers for Disease Control and Prevention; 2014.
79. Brody DJ, Faust E, Tsai J. Secondhand smoke exposure among 
nonsmoking adults: United States, 2015-2018. 2021.
80. US Centers for Disese Control and Prevention, Office on 
Smoking and Health. How tobacco smoke causes disease: The 
biology and behavioral basis for smoking-attributable disease: A 
report of the surgeon general. 2010.
81. Kim CH, Lee YCA, Hung RJ, et al. Exposure to secondhand 
tobacco smoke and lung cancer by histological type: a pooled 
analysis of the International Lung Cancer Consortium (ILCCO). Int. 
J. Cancer. 2014;135(8):1918-1930. 
82. Brenner DR, Boffetta P, Duell EJ, et al. Previous Lung Diseases 
and Lung Cancer Risk: A Pooled Analysis From the International 
Lung Cancer Consortium. Am. J. Epidemiol. 2012;176(7):573-585. 
doi:10.1093/aje/kws151.
83. Brenner DR, McLaughlin JR, Hung RJ. Previous lung diseases 
and lung cancer risk: a systematic review and meta-analysis. PloS 
one. 2011;6(3):e17479. 
84. Rutgers SR, Postma DS, Ten Hacken NH, et al. Ongoing airway 
inflammation in patients with COPD who do not currently smoke. 
Thorax. 2000;55(1):12-18. 
85. Moldoveanu B, Otmishi P, Jani P, et al. Inflammatory 
mechanisms in the lung. J. Inf lamm. Res. 2009;2:1. 
86. Engels EA. Inflammation in the development of lung cancer: 
epidemiological evidence. Expert Rev. Anticancer Ther. 2008;8(4):605-
615. 
87. Brody JS, Spira A. State of the art. Chronic obstructive 
pulmonary disease, inflammation, and lung cancer. Proc. Am. 
Thorac. Soc. 2006;3(6):535-537. 
88. Ang L, Ghosh P, Seow WJ. Association between previous lung 
diseases and lung cancer risk: a systematic review and meta-
analysis. Carcinogenesis. 2021;42(12):1461-1474. doi:10.1093/carcin/
bgab082.

89. Benusiglio PR, Fallet V, Sanchis-Borja M, Coulet F, Cadranel 
J. Lung cancer is also a hereditary disease. Eur Respir Rev. Dec 31 
2021;30(162)doi:10.1183/16000617.0045-2021.
90. Tokuhata GK, Lilienfeld AM. Familial aggregation of lung 
cancer among hospital patients. Public Health Rep (1896). Apr 
1963;78:277-83. 
91. Cote ML, Liu M, Bonassi S, et al. Increased risk of lung cancer in 
individuals with a family history of the disease: a pooled analysis 
from the International Lung Cancer Consortium. Eur J Cancer. Sep 
2012;48(13):1957-68. doi:10.1016/j.ejca.2012.01.038.
92. Bougeard G, Renaux-Petel M, Flaman JM, et al. Revisiting 
Li-Fraumeni Syndrome From TP53 Mutation Carriers. J Clin Oncol. 
Jul 20 2015;33(21):2345-52. doi:10.1200/JCO.2014.59.5728.
93. Lou Y, Pecot CV, Tran HT, et al. Germline Mutation of 
T790M and Dual/Multiple EGFR Mutations in Patients With 
Lung Adenocarcinoma. Clin Lung Cancer. Mar 2016;17(2):e5-11. 
doi:10.1016/j.cllc.2015.11.003.
94. Gazdar A, Robinson L, Oliver D, et al. Hereditary lung cancer 
syndrome targets never smokers with germline EGFR gene 
T790M mutations. J Thorac Oncol. Apr 2014;9(4):456-63. doi:10.1097/
JTO.0000000000000130.
95. Reckamp KL, Behrendt CE, Slavin TP, et al. Germline 
mutations and age at onset of lung adenocarcinoma. Cancer. Aug 1 
2021;127(15):2801-2806. doi:10.1002/cncr.33573.
96. Li S, Silvestri V, Leslie G, et al. Cancer Risks Associated With 
BRCA1 and BRCA2 Pathogenic Variants. J Clin Oncol. May 10 
2022;40(14):1529-1541. doi:10.1200/JCO.21.02112.
97. IARC Monographs on the Evaluation of the Carcinogenic Risks to 
Humans: Man-made Mineral Fibres and Radon. 1988. 
98. National Research Council (U.S.). Committee on Health Risks of 
Exposure to Radon. Health effects of exposure to radon. Beir. National 
Academy Press; 1999:xiv, 500 p.
99. World Health Organization. WHO handbook on indoor radon : a 
public health perspective. World Health Organization; 2009:xiv, 94 p.
100. Darby S, Hill D, Auvinen A, et al. Radon in homes and risk 
of lung cancer: collaborative analysis of individual data from 13 
European case-control studies. BMJ. Jan 29 2005;330(7485):223. 
doi:10.1136/bmj.38308.477650.63.
101. A Citizen’s Guide to Radon: The Guide to Protecting Yourself and Your 
Family from Radon. 2012. Accessed August 12, 2022. https://www.epa.gov/
sites/default/files/2016-02/documents/2012_a_citizens_guide_to_radon.pdf.
102. Agency UEP. Consumer’s Guide to Radon Reduction. How to 
Fix Your Home. 2016.
103. Field RW, Withers BL. Occupational and environmental causes 
of lung cancer. Clin. Chest Med. 2012;33(4):681-703. 
104. Järvholm B, Aström E. The risk of lung cancer after cessation 
of asbestos exposure in construction workers using pleural 
malignant mesothelioma as a marker of exposure. J Occup Environ 
Med. Dec 2014;56(12):1297-301. doi:10.1097/jom.0000000000000258.
105. Loomis D, Dement J, Richardson D, Wolf S. Asbestos fibre 
dimensions and lung cancer mortality among workers exposed to 
chrysotile. Occup Environ Med. Sep 2010;67(9):580-4. doi:10.1136/
oem.2009.050120.
106. Alberg AJ, Samet JM. Epidemiology of lung cancer. Chest. 
2003;123(1):21S-49S. 
107. Unger N, Bond TC, Wang JS, et al. Attribution of climate forcing 
to economic sectors. Proc. Natl. Acad. Sci. U.S.A. 2010;107(8):3382-3387. 

https://www.epa.gov/sites/default/files/2016-02/documents/2012_a_citizens_guide_to_radon.pdf
https://www.epa.gov/sites/default/files/2016-02/documents/2012_a_citizens_guide_to_radon.pdf


48      Cancer Facts & Figures 2023

108. International Agency for Research on Cancer. IARC monographs 
on the evaluation of carcinogenic risks to humans: vol. 109, outdoor air 
pollution. Lyon, France: IARC. 2015.
109. Hamra GB, Guha N, Cohen A, et al. Outdoor Particulate Matter 
Exposure and Lung Cancer: A Systematic Review and Meta-
Analysis. Environ. Health Perspect. 2014;122(9):906-911. doi:10.1289/
ehp/1408092.
110. Brauer M, Amann M, Burnett RT, et al. Exposure assessment 
for estimation of the global burden of disease attributable to 
outdoor air pollution. Envrion. Sci. Technol. 2012;46(2):652-660. 
111. Hosgood III HD, Wei H, Sapkota A, et al. Household coal use 
and lung cancer: systematic review and meta-analysis of case–
control studies, with an emphasis on geographic variation. Int. J. 
Epidemiol. 2011;40(3):719-728. 
112. Lan Q, Chapman RS, Schreinemachers DM, Tian L, He X. 
Household stove improvement and risk of lung cancer in Xuanwei, 
China. J. Natl. Cancer Inst. 2002;94(11):826-835. 
113. Smith KR, Aggarwal A, Dave R. Air pollution and rural 
biomass fuels in developing countries: a pilot village study in India 
and implications for research and policy. Atmos. Environ (1967). 
1983;17(11):2343-2362. 
114. Chiang T-A, Wu P-F, Ko Y-C. Identification of carcinogens in 
cooking oil fumes. Environ Res. 1999;81(1):18-22. 
115. Shields P, Xu G, Blot W, et al. Mutagens from heated Chinese 
and US cooking oils. J. Natl. Cancer Inst. 1995;87(11):836-841. 
116. Ferreccio C, González C, Milosavjlevic V, Marshall G, Sancha 
AM, Smith AH. Lung cancer and arsenic concentrations in drinking 
water in Chile. Epidemiology. 2000:673-679. 
117. National Research Council. Arsenic in Drinking Water. 1999. 
https://nap.nationalacademies.org/catalog/6444/arsenic-in-drinking-water. 
118. Gallicchio L, Boyd K, Matanoski G, et al. Carotenoids and the 
risk of developing lung cancer: a systematic review. Am. J. Clin. 
Nutr. 2008;88(2):372-383. 
119. Hinwood AL, Jolley DJ, Sim MR. Cancer incidence and high 
environmental arsenic concentrations in rural populations: results 
of an ecological study. Int. J. Environ. Health Res. 1999;9(2):131-141. 
120. Lewis DR, Southwick JW, Ouellet-Hellstrom R, Rench J, 
Calderon RL. Drinking water arsenic in Utah: A cohort mortality 
study. Environ. Health Perspect. 1999;107(5):359-365. 
121. Bates MN, Smith AH, Cantor KP. Case-control study of 
bladder cancer and arsenic in drinking water. Am. J. Epidemiol. 
1995;141(6):523-530. 
122. Mendez WM, Eftim S, Cohen J, et al. Relationships between 
arsenic concentrations in drinking water and lung and bladder 
cancer incidence in U.S. counties. J. Expo. Sci. Environ. Epidemiol. 
2017/05/01 2017;27(3):235-243. doi:10.1038/jes.2016.58.
123. Desimone LA, McMahon PB, Rosen MR. Water Quality in 
Principal Aquifers of the United States, 1991-2010. US Department of 
the Interior, US Geological Survey; 2014.
124. Bandi P, Minihan AK, Siegel RL, et al. Updated Review of 
Major Cancer Risk Factors and Screening Test Use in the United 
States in 2018 and 2019, with a Focus on Smoking Cessation. Cancer 
Epidemiol. Biomarkers Prev. 2021;30(7):1287-1299. doi:10.1158/1055-
9965.Epi-20-1754
125. Office USPHS. Smoking Cessation: A Report of the Surgeon 
General. https://www.hhs.gov/sites/default/files/2020-cessation-sgr-full- 
report.pdf. 2020;

126. US Department of Health and Human Services. Reducing 
tobacco use: a report of the Surgeon General. 2000. US Government 
Printing Office: Washington, DC. 2000.
127. Chaloupka FJ, Straif K, Leon ME. Effectiveness of tax and price 
policies in tobacco control. Tob. Control. 2011;20(3):235-238. 
128. Wallace RB, Stratton K, Bonnie RJ. Ending the tobacco problem: a 
blueprint for the nation. National Academies Press; 2007.
129. State Cigarette Excise Tax Rates. Accessed October 21, 2022. 
https://www.tobaccofreekids.org/assets/factsheets/0097.pdf.
130. Foundation ANR. Overview List – Number of Smokefree and 
Other Tobacco-Related Laws. 2022. September 12, 2022. https://
no-smoke.org/wp-content/uploads/pdf/mediaordlist.pdf.
131. Jha P, Ramasundarahettige C, Landsman V, et al. 21st-century 
hazards of smoking and benefits of cessation in the United States. N 
Engl J Med. 2013;368(4):341-350. 
132. Inoue-Choi M, McNeel TS, Hartge P, Caporaso NE, Graubard 
BI, Freedman ND. Non-Daily Cigarette Smokers: Mortality Risks 
in the U.S. Am J Prev Med. Jan 2019;56(1):27-37. doi:10.1016/j.
amepre.2018.06.025.
133. Use T, Panel D. Clinical Practice Guideline: Treating Tobacco Use 
and Dependence-2008 Update. Books Express Publishing; 2008.
134. Krist AH, Davidson KW, Mangione CM, et al. Interventions for 
tobacco smoking cessation in adults, including pregnant persons: 
US Preventive Services Task Force recommendation statement. 
JAMA. 2021;325(3):265-279. 
135. Cokkinides VE, Halpern MT, Barbeau EM, Ward E, Thun MJ. 
Racial and ethnic disparities in smoking-cessation interventions: 
analysis of the 2005 National Health Interview Survey. Am J Prev 
Med. 2008;34(5):404-412. 
136. Humphrey LL, Teutsch S, Johnson M, Force USPST. Lung 
cancer screening with sputum cytologic examination, chest 
radiography, and computed tomography: an update for the 
U.S. Preventive Services Task Force. Ann Intern Med. May 4 
2004;140(9):740-53. doi:10.7326/0003-4819-140-9-200405040-00015.
137. National Lung Screening Trial Research T, Aberle DR, Adams 
AM, et al. Reduced lung-cancer mortality with low-dose computed 
tomographic screening. N Engl J Med. Aug 4 2011;365(5):395-409. 
doi:10.1056/NEJMoa1102873.
138. de Koning HJ, van der Aalst CM, de Jong PA, et al. Reduced 
Lung-Cancer Mortality with Volume CT Screening in a Randomized 
Trial. N Engl J Med. Feb 6 2020;382(6):503-513. doi:10.1056/
NEJMoa1911793.
139. de Koning HJ, van der Aalst CM, de Jong PA, et al. Reduced 
lung-cancer mortality with volume CT screening in a randomized 
trial. N Engl J Med. 2020;382(6):503-513. 
140. Becker N, Motsch E, Trotter A, et al. Lung cancer mortality 
reduction by LDCT screening—results from the randomized 
German LUSI trial. International journal of cancer. 2020;146(6):1503-
1513. 
141. Jonas DE, Reuland DS, Reddy SM, et al. Screening for lung 
cancer with low-dose computed tomography: updated evidence 
report and systematic review for the US Preventive Services Task 
Force. JAMA. 2021;325(10):971-987. 
142. Faselis C, Nations JA, Morgan CJ, et al. Assessment of Lung 
Cancer Risk Among Smokers for Whom Annual Screening Is Not 
Recommended. JAMA Oncol. 2022;8(10):1428-1437. doi:10.1001/
jamaoncol.2022.2952.

https://nap.nationalacademies.org/catalog/6444/arsenic-in-drinking-water
https://www.hhs.gov/sites/default/files/2020-cessation-sgr-full-report.pdf
https://www.hhs.gov/sites/default/files/2020-cessation-sgr-full-report.pdf
https://www.tobaccofreekids.org/assets/factsheets/0097.pdf
https://no-smoke.org/wp-content/uploads/pdf/mediaordlist.pdf
https://no-smoke.org/wp-content/uploads/pdf/mediaordlist.pdf


Cancer Facts & Figures 2023      49

143. Fedewa SA, Kazerooni EA, Studts JL, et al. State Variation 
in Low-Dose Computed Tomography Scanning for Lung 
Cancer Screening in the United States. J Natl Cancer Inst. Aug 2 
2021;113(8):1044-1052. doi:10.1093/jnci/djaa170.
144. Kentucky LEADS Collaborative. Accessed August 25, 2022. 
https://www.kentuckyleads.org/.
145. Gov. Beshear Signs Bill Establishing Lung Cancer Screening 
Program. University of Kentucky College of Medicine; July 22, 2022, 
2022. https://medicine.uky.edu/news/gov-beshear-signs-bill-establishing-lung-
cancer-2022-07-22t08-19-34.
146. Zeliadt SB, Hoffman RM, Birkby G, et al. Challenges 
implementing lung cancer screening in federally qualified health 
centers. Am J Prev Med. 2018;54(4):568-575. 
147. Fedewa SA, Star J, Bandi P, et al. Changes in Cancer Screening 
in the US During the COVID-19 Pandemic. JAMA Netw Open. Jun 1 
2022;5(6):e2215490. doi:10.1001/jamanetworkopen.2022.15490.
148. Fedewa SA, Bandi P, Smith RA, Silvestri GA, Jemal A. Lung 
Cancer Screening Rates During the COVID-19 Pandemic. Chest. Feb 
2022;161(2):586-589. doi:10.1016/j.chest.2021.07.030.
149. Silvestri GA, Goldman L, Burleson J, et al. Characteristics of 
Persons Screened for Lung Cancer in the United States: A Cohort 
Study. Ann Intern Med. 2022.

150. Sosa E, D’Souza G, Akhtar A, et al. Racial and socioeconomic 
disparities in lung cancer screening in the United States: A 
systematic review. CA Cancer J Clin. Jul 2021;71(4):299-314. 
doi:10.3322/caac.21671.
151. Sedani AE, Davis OC, Clifton SC, Campbell JE, Chou AF. 
Facilitators and Barriers to Implementation of Lung Cancer 
Screening: A Framework Driven Systematic Review. J Natl Cancer 
Inst. Aug 22 2022;doi:10.1093/jnci/djac154.
152. Islami F, Marlow EC, Zhao J, et al. Person-years of life lost and 
lost earnings from cigarette smoking-attributable cancer deaths, 
United States, 2019. Int J Cancer. Aug 10 2022;doi:10.1002/ijc.34217.
153. Shih Y-CT, Xu Y, Liu L, Smieliauskas F. Rising prices of targeted 
oral anticancer medications and associated financial burden on 
Medicare beneficiaries. J. Clin. Onc. 2017;35(22):2482. 
154. Dusetzina SB, Huskamp HA, Keating NL. Specialty drug 
pricing and out-of-pocket spending on orally administered 
anticancer drugs in Medicare Part D, 2010 to 2019. JAMA. 
2019;321(20):2025-2028. 
155. Shih Y-CT, Smieliauskas F, Geynisman DM, Kelly RJ, Smith 
TJ. Trends in the cost and use of targeted cancer therapies 
for the privately insured nonelderly: 2001 to 2011. J. Clin. Onc. 
2015;33(19):2190. 

https://www.kentuckyleads.org/
https://medicine.uky.edu/news/gov-beshear-signs-bill-establishing-lung-cancer-2022-07-22t08-19-34
https://medicine.uky.edu/news/gov-beshear-signs-bill-establishing-lung-cancer-2022-07-22t08-19-34

	Basic Cancer Facts
	 
	 
	Table 1. Estimated Number* of New Cancer Cases and Deaths by Sex, US, 2023
	Table 2. Estimated Number* of New Cases for Selected Cancers by State, US, 2023
	Table 3. Estimated Number* of Deaths for Selected Cancers by State, US, 2023
	Table 4. Incidence Rates for Selected Cancers by State, US, 2015-2019
	Table 5. Death Rates for Selected Cancers by State, US, 2016-2020
	 

	Selected Cancers
	Breast
	Cancer in Children and Adolescents
	Table 6. Probability (%) of Developing Invasive Cancer During Selected Age Intervals by Sex, US, 2017-2019*
	Colon and Rectum
	Kidney and Renal Pelvis
	Leukemia
	Table 7. Trends in 5-year Relative Survival Rates* (%) by Race, US, 1975-2018
	Liver
	Lymphoma
	Oral Cavity and Pharynx
	Ovary
	Table 8. Five-year Relative Survival Rates* (%) by Stage at Diagnosis, US, 2012-2018
	Pancreas
	Prostate
	Skin
	Thyroid
	Urinary Bladder
	Uterine Cervix
	Uterine Corpus (Endometrium)

	Special Section: Lung Cancer
	Cancer Disparities
	Table 9. Incidence and Mortality Rates for Selected Cancers by Race and Ethnicity, US

	Tobacco Use
	 

	Nutrition & Physical Activity
	 

	The Global Cancer Burden
	The American Cancer Society
	Sources of Statistics
	American Cancer Society Recommendations for the Early Detection of Cancer in Average-risk Asymptomatic People* 


