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OUTLINE OF THE REPORT

The report is organized into five main parts as outlined below:
Part I-Materials and Methods

This part of the report presents the background and methods used by the National Cancer Registry
in data collection, management, analysis and reporting of the results. Rules and guidelines
followed by the registry are demonstrated including coding and classification of tumor topography,
morphology, and extent of disease at the time of diagnosis. Also, we describe the software
programs we have used to analyze the data, in addition to the statistical methods.

Part 11-Overview of Cancer Incidence in Libya

This part presents the overall cancer incidence among Libyans diagnosed between the first of
January and December 31, 2020. Tables, figures, and line/bar charts are used to present the age
group and gender distribution of cancer, morphological types and geographic distribution.

Part I11- Most Common Cancer Sites

In this part, the most common ten cancers reported among Libyan males and females and the
ranking for each gender are presented.

Part IV- Cancer by Site

In this part, the statistics of selected cancers are outlined. For each cancer site, the age group
distribution and age-specific incidence rates are presented. In addition, the age-standardized rate
for each cancer is internationally compared with the age-standardized rates reported from
neighboring and other selected countries worldwide. Furthermore, histological types are presented
graphically.

Part V- Annexes
Part VI- Arabic summary

Part VI1I- References
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FORWARD

The National Cancer Control Program appreciates the pressing need to understand the cancer care
needs in Libya. The program's priority was the establishment of an all-Libya cancer registry in line
with international standards. With persistence and hard work over the last three years, the National
Cancer Registry of Libya was established. it is a population-based cancer registry that covers the
whole country and operates through five regional registries (Eastern, Middle, Tripoli, Southern,
and Western regional registries). Now and for the first time, we are reaping the fruit of our hard
labour of the National Cancer Registry staff. The results on cancer status in Libya are now
available.

I would like to express my gratitude to the professionals who established the registry. I would
especially like to thank the cancer registration team for their hard work and dedication; you are
making a difference in the lives of many people who are affected by cancer, as well as advancing
the scientific knowledge and understanding of this disease in Libya. Your efforts are invaluable
and appreciated. | am proud to be part of such a professional and compassionate team. Please keep
up the good work and know that you have my full support and gratitude, I hope this report will
close the gap and provide useful information on cancer incidence and prevalence.

This report will help us in mapping and planning our strategy in national cancer control. We
continue to improve our national cancer services and community satisfaction.

Dr. Elhusain Kamoka

General Director of National Cancer Control Program
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PREFACE

An essential element to understanding a community’s cancer care needs is collecting good-quality
data. This, in turn, will inform the development, implementation, and monitoring of different
cancer care programs. The process of data collection and analysis is called cancer registry. The
National Cancer Registry is a population-based cancer registry where data is collected from
different sources in a well-defined population.

The Cancer Registry Team strongly believes that there is an urgent need for accurate all-Libya
cancer statistics. The National Cancer Registry aims to provide an accurate reflection of the extent
and the magnitude of the cancer problem as well as the community’s cancer care needs. This, in
turn, allows for higher-level strategic planning and implementation of services and projects to meet
those needs. It will subsequently reflect positively on the provision of better cancer patient care.

The last few years in Libya have been difficult in particular due to the political unrest and all the
negative consequences that follow. In addition, the negative impact of the COVID-19 pandemic
has added to the challenges. Despite all that, the Cancer Registry Team appreciates the importance
of keeping an up-to-date registry and will continue to maintain it. The Cancer Registry Team's
priority plan is to produce and disseminate written reports for the year 2020 and the years after.

We are calling upon all Libyan cancer care centers, oncology private clinics, diagnostic centers
and private histopathology laboratories to join hands with the National Cancer Registry to achieve
a better understanding of the cancer problem in Libya.

The Cancer Registry Team has completed a major part of the data collection and analysis for the
years 2020, 2021 and 2022. The work is still ongoing. This annual report is completed to
communicate the findings of this project. This work is considered an important step in ensuring
the delivery of quality cancer care.

Here, we present to you the first National report for the year 2020. We acknowledge that despite
all our efforts and good intentions, mistakes may still occur. We encourage our readers to provide
constructive feedback to us. We welcome feedback to improve this project in the future.

Dr. Waled Masaud

Director of National Cancer Registry
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ACRONYMS AND ABBREVIATIONS

e HBCR Hospital-based cancer registry

e PBCR Population-based cancer registry

e NCRL National Cancer Registry, Libya

e NCCP National Cancer Control Program

e ICD-O International Classification of Diseases for Oncology

e [ICD-10 International Classification of Diseases and Related Health Problems, tenth
edition

e ICCC-3 International Classification of Childhood cancer

e TNM Tumor, Node and Metastasis

e IARC International Agency for Research on Cancer

e |ACR International Association of Cancer Registries

e DCN Death-certificate-notified

e DCO Death certificate-only

e ASR Age-Standardized Rate

e AIR Age-Specific Incidence Rate

e CIR Crude Incidence Rate

e MV morphological verification
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PART |
MATERIAL AND METHODS

This part of the report presents the background and methods used by the National Cancer Registry
in data collection, management, analysis and reporting of the results. Rules and guidelines followed
by the registry are demonstrated including coding and classification of tumor topography,
morphology, and extent of disease at the time of diagnosis. Also, we describe the software programs
we have used to analyze the data, in addition to the statistical methods.
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INTRODUCTION

Cancer is a heterogeneous group of diseases that involve abnormal cell growth with the potential
to invade or spread to other parts of the body. Over the years« cancer has been one of the leading
causes of death worldwide. It affects millions of people every year, and because of its major impact
on affected individuals and societies as a whole, it became a major global public health problem
that required more study and research.

An essential element of cancer research is achieved through the establishment of a well-organized
cancer registry. It facilitates the identification of emerging cancer trends and the determination of
the magnitude of cancer. In addition, it provides a baseline and framework for further
investigations.

A cancer registry is the systematic collection, management, and analysis of data on persons with a
diagnosis of cancer. The data is collected by cancer registrars. They record all relevant information
concerning the patient, including their diagnosis and survival status. There are two main types of
cancer registries: hospital-based cancer registry (HBCR) and population-based cancer registry
(PBCR). PBCR is the gold standard for obtaining accurate cancer incidence in any given
population but they are more resource-intensive.

Hospital-based cancer registries

HBCRs collect information on patients with a diagnosis of cancer who avail to a particular medical
facility for diagnosis or treatment. HBCRs focus primarily on improving patient care in hospitals
and provide useful information that can be used to guide resource allocation, service development,
and administrative purposes. HBCRs are essential sources of information for PBCRs. Despite their
limitations in not being able to provide incidence statistics. HBCRs can deliver helpful information
in resource-constrained areas where PBCRs are lacking. This information can be used to identify
a hospital's catchment area, describe referral trends, formulate patient care policies, and fund
cancer prevention activities.

Population-based cancer registries

PBCR systematically gathers data on all reportable neoplasms that occur in a population that is
defined geographically from a variety of sources. In contrast to hospital-based registries,
population-based registries are designed to determine cancer patterns among various populations
or sub-populations. PBCRs monitor cancer trends over time, guide the planning and evaluation of
cancer control efforts, help prioritize health resource allocations, and advance clinical,
epidemiological, and health services research. PBCRs are a core component of the cancer control
program.
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BACKGROUND AND POPULATION

BACKGROUND

Libya

Libya is a vast country located on the Mediterranean coast in North Africa with an area of almost
1.8 million km2 (700,000 sg. mi), it is the fourth-largest country in Africa and the Arab countries,
and the 16th largest country in the world. It is characterized by a relatively small population (about
6.876635 million) concentrated very narrowly along the coast. Ninety percent of the population
lives along the coast in less than ten percent of the land.

Administrative divide in Libya

In Libya, there are currently 143 municipalities and second-level administrative subdivisions. The
first-level administrative divisions in Libya are currently the governorates, which have yet to be
formally delineated.

Before 2013, there were twenty-two first-level administrative subdivisions known by the name
Shabiyah which constituted the districts of Libya. These districts are shown in the figure below

Figure 1 Admisitrative divisions in Libya

/

1- Tobruk 2-Dema, 3- Aljabal al-Akhdar 4- Almarj 5- Benghazi 6- Ejdabia/Al-Wahat 7- Alkufra 8- Sirt
9- Aljufra 10- Misata 11- Almargeb 12- Tripoli 13- Jafara 14- zawiya 15- Nugat al-Khams 16- Aljabal
Al-Gharbi 17- Nalut 18- sebha 19- Wadi Ashati 20- Morzuq 21- Wadi al-Hayat 22- Ghat.
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The Bureau of Statistics and Census debated whether the National Cancer Registry should adopt
the municipality administrative system or the district system. The district system was eventually
chosen. One of the main reasons for adopting this system is the availability of accurate and
regularly published population figures by sex and five-year age group for the twenty-two districts.

CANCER SERVICES IN LIBYA

Cancer services are provided free of charge for all citizens in Libya through governmental medical
facilities. These facilities are distributed throughout the country ranging from hospital departments
to tertiary centers. These include cancer institutes that provide comprehensive oncological services,
cancer centers with less comprehensive services, histopathology departments, medical oncology-
hematology, pediatric oncology, and radiotherapy and nuclear medicine departments.

Figure 2 Distribution of cancer services in Libya
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Because of the availability and the ease of accessibility of cancer services in different regions of
the country, it is presumed that the great majority of cancer patients will come into contact with
the healthcare system at some point in their treatment journey and consequently get captured by
the registration process.
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Although there is a percentage of cases that go for treatment abroad, this happens through the out-
of-country treatment committee which requires a medical report from one of these facilities with
evidence of registration.

In recent years, however, with the development of the private healthcare sector, some oncology
services have been provided at private clinics and laboratories, especially in big cities such as
Tripoli.

HISTORY OF CANCER REGISTRATION IN LIBYA

Cancer registration in Libya started in 1997 as a hospital-based cancer registry at the National
Cancer Institute-Sabratha. A pro forma was developed with the help of the International Agency
for Research on Cancer and systematic data collection was initiated.

The first regional population-based cancer registry in Libya was the Benghazi Cancer Registry,
which was established in 2002. under the auspices of the University of Modena and the Italian
Istituto Superiore di SanitaCovered. The registry covered the residents in a vast area of Eastern
Libya. The first report was published in 2006. The registry succeeded in reporting the incidence
and mortality for the years 2003-2005 and submitted its data to be published in Cancer Incidence
in Five Continents Volume X (CI5).

The Secretary of the General Committee of Health and Environment decided to establish the
National Cancer Registry Program-Libya in 2007. As a part of this program, the whole country
was envisaged to be divided into five regional cancer registries as follows:

Benghazi cancer registry, Misrata Cancer registry, Tripoli Cancer registry, Sabratha Cancer
Registry, and Sabha Cancer Registry.

Benghazi Cancer Registry, implements the cancer registry program in the following districts:
Tobruk, Derna, Aljabl Al-Akhdhar, Almarj, Alkufra, Ajdabiya and Al-Wahat.

Misrata Cancer Registry, implements the cancer registry program in the following districts:
Misurata, Sirte, Jufra.

Tripoli Cancer Registry, implements the cancer registry program in the following districts:
Tripoli, Jafara, Al-Mergeb, ALjabl Al-Gharbi.

Sabratha Cancer Registry, implements the cancer registry program in the following districts:
Negat Al-Kkhams, Zawiya, Nalut.

Sabha Cancer Registry, implements the cancer registry program in the following districts:

Murzug, Wadi Al-Hayat, Wadi Al-Shati, Ghat.

National Cancer Registry 24



This subsequently led to the establishment of Sabratha Cancer Registry in 2007 which covered the
residents in the area of Western Libya. The registry has reported the incidence of cancer in the
covered area for the years 2006 and 2007.

THE REGISTRY ORGANIZATION

National Cancer Control Program, Libya

The National Cancer Control Program (NCCP) in Libya was established based on Presidential
Decree No. (1626) of 2018 from the Presidential Council of the Government of National Accord.
This program consists of the following basic activities: National Cancer Registry - Prevention and
Health Education - Early Detection and Screening - Diagnosis and Evidence-Based Treatment -
Palliative Care and Psychological Support - Cadre training - Cancer Research - Accreditation and
Quality Control of cancer service centers. Based on this decision, the National Cancer Registry
was activated.

The National Cancer Control Program is the legally authorized body to monitor/supervise the work
of The National Cancer Registry. This program has been operating since 2020.

National Cancer Registry, Libya

The National Cancer Registry is a population-based cancer registry that collects information on all
reportable neoplasms all over Libya from different data sources. The registry was first commenced
in October 2020.

The reference date of the registry is 1/1/2020. Systematic collection of data was initiated in
November 2020 after forming the cancer registry teams and after training workshops on the basics
of cancer registration (Case-finding, data abstraction, international classification of disease for
oncology, TNM Staging, Data entry and quality control procedures) were held at different regions.
A cancer registry abstract form containing the minimum basic information was developed earlier
with the help of the International Agency of Research on Cancer (IARC). The National Cancer
Registry is further subdivided into five regional registries (Eastern, Middle, Tripoli, Southern, and
Western regional registries).

Location and organizational structure

The National Cancer Registry, Libya developed to monitor the cancer burden in the whole Libyan
population. The registry is an office of the National Cancer Control Program. The main office is
located at the National Cancer Control Program headquarters in the capital city, Tripoli

The NCRL consists of the central office which oversees all registry operations all over the country
through five regional offices to ensure full coverage of all healthcare facilities in different regions
as illustrated in the figure below.
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Figure 3 Organizational structure of the National Registry
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The Central Office is also responsible for data management and consolidation besides supervising
regional offices to ensure accuracy and quality of data collected from all regions. Each of the
NCRL regional offices operates under a regional director who is responsible for the daily
management.

Preparation of annual reports for publication and dissemination is done conjointly by the director
of the national registry as well as the directors of the five regional registries.

The registry’s advisory committee provides scientific guidance and provides help in disseminating
reliable information. In addition, it ensures data confidentiality according to the national and
international guidelines.

THE REGISTRY SOFTWARE
The NCRL utilizes two software:

The National Electronic Registry System

After an official sponsorship agreement between Al-Madar Al-Jadeed Company (A national
Libyan mobile network operator) and the National Cancer Control Program, the electronic registry
system was created according to international specifications and standards for cancer registration.
and is hosted on the Al-Madar Cloud (a local cloud service with high-security standards).

This system connects all data sources within the catchment area with their respective regional
registry. The five regional registries are in turn connected centrally to this system. This system is
also linked to the national 1D number inquiry system from the national database which is under
the auspice of the General Information Authority. This system, in addition, enables us to inquire
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about patients’ conditions (mortality status) which will allow the study of death and survival rates
for each type of cancer in the future.

The system enhances the matching of cases and the compiling of data. It uses the international
classification of diseases for oncology (ICD-O) coding system along with other standardized
coding schemes for behavior, basis of diagnosis and grade. It enables group staging of tumors
given the tumor size, lymph node status and distant metastasis. In addition, it allows data to be
exported in a ready-to-import format that is compatible with canreg5 software. See the electronic
system in the annexes part. The system was launched in February 2022.

Canregb Software

CanReg5 is an open-source tool developed by the International Agency for Research on Cancer
(IARC) specially designed to input, store, check and analyze cancer registry data. It has modules
to do data entry, quality control, consistency checks and basic analysis of the data.

CONFIDENTIALITY AND SECURITY

Legal framework

As mentioned earlier, The National Cancer Control Program established the National Cancer
Registry and has an oversight and supervision role over the registry. Official job positions are
given by NCCP for all member staff at the National Cancer Registry office, including heads of the
regional cancer registries, cancer registrars, and data entry personnel.

The NCRL recognizes the crucial significance of collaboration of the medical community and its
critical importance to the registry's operational efficiency. The great majority of the high-yield data
sources participated in the cancer registry team.

Because cancer is not yet a notifiable disease in Libya, the registration process has started
voluntarily at most data sources, The National Cancer Control Program sends official written
letters to all potential data sources in the country and most times that is all that is required for
giving access to the data and allowing the registry team to register the data.

Confidentiality

Ensuring the quality of the data maintained by the registry requires the acquisition of identifying
information on the data subject. For example, the ID number and names ensure accurate
identification of patients, and the date of birth, diagnosis and death are needed for public health
surveillance or research.

Confidentiality is the set of rules that govern private or sensitive health information that an
individual has chosen to share with a treating physician or other healthcare provider but which
should not be revealed to others.

At the NCRL, confidentiality is an issue of major importance, the registry follows the
confidentiality guidelines of the IACR/IARC (2004) and upholds the same standards of
confidentiality that are often applied to doctor-patient relationships. The cancer registry adheres to
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these standards throughout all registry operations i.e. during collection, storage, use and
transmission of identifying data

Members of the registry staff are aware of confidentiality and have signed a declaration that they
will not release confidential information to unauthorized persons or bodies.

The dissemination of information describing cancer epidemiology is the responsibility of the
director and the regional registries’ directors. The release of identifiable data on individuals
registered with cancer is restricted and as per the national legislation. It goes through a strict
process to ensure that the relevant legal and professional aspects are followed and that
confidentiality is preserved, requests for such disclosure require special permission and should be
made in writing to the registry with clearly defined purposes.

Electronic system and data storage

The registry’s electronic software is designed with different levels of function in hierarchical order.
Data sources feed their collected data to the regional registries with electronic access limited to
their respective regions. The central office has full access and oversight of all electronic records.

A high level of security is maintained by technical measures administered for system and data
protection, in addition to the following measures: Access to the electronic system is restricted to
the registry staff according to the specific task assigned to each staff member. The link to the
software is given only to authorized staff members and passwords do not appear on the screen
when typed.

For different levels of access to the database, the Director keeps an updated list of persons who are
allowed each level of access. Sessions which have been inactive for more than 15 minutes are
automatically closed and instructions are given to staff to close sessions immediately after use.

POPULATION

The last census conducted in Libya was in 2006 by the bureau of statistics and census, before
which was conducted almost every ten years. According to the bureau of statistics and census the
estimated population of Libya in 2020 was 6875635. of these 3388018 (49%) were females and
3487617 (51%) were males. Similar to other countries in the region, the Libyan population is
young population; more than 31% of the population is under 15 years of age and only 4% are over
65 years.
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Figure 4 Libyan population pyramid

85+
80-84
75.79
70-74
6569
60-64
55.50
50-54
4549
40-44
35.39
30-34
25.29
20-24
15-19
10-14

59

0-4

National Cancer Registry

0
% of total population

I vale I Female

29



METHODS

SOURCE OF DATA
The National Cancer Registry collects information from various data sources all over the country,
they include:

- Cancer centers and oncology departments at governmental hospitals.
- Private clinics that provide oncological services.

- Governmental and private histopathology laboratories.

- Death certificate from civil registry.

- Out of the country treatment authority.

- General hospitals.

Table 1 Number of cases for each broad category data sources

Data source Number of Cases
Cancer centers 3130

Tertiary centers and general hospitals 3031

Private clinics 253

Histopathology Labs (Governmental and private) 2617

Out of country treatment 1089
Civil registry (Death notifications) 1003
Total 11123

The filing system at data sources varies considerably from one facility to another. Subsequently,
the completeness of registration of the items required by the registry varies from one source to
another. For the sake of improving the quality of data registered it is worth mentioning some of
the challenges at data sources and the suggested solutions here.

One of the most noticeable problems is the incomplete registration of personal information (esp.
the patient’s residence) at some diagnostic histopathology labs and the reason for that is most
histopathology labs do not directly deal with the patient, instead, they receive samples with
incompletely filled histopathology request forms from the surgical departments. The registry
emphasizes the importance of proper and complete registration of this information at data sources
as they are crucial in identifying cancer patients and checking for duplicate registrations as well as
in preventing the accumulation of improperly identified cases at the registry database over the
years, in addition, some personal data items e.g. dates of birth, diagnosis and death and patient’s
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residence are needed for purposes related to public health surveillance or research. and should be
addressed properly in collaboration between surgical departments and histopathology labs.

As we can see from the table above, the number of registered cases from private clinics is low
compared to other sources. This is believed to be due to a lack of familiarity and experience with
the registration process as the provision of private oncological servicesis a relatively new
endeavour in Libya. The registration system needs to be improved at these sources.

The Registry highly appreciates the full collaboration and participation of the administrators,

healthcare professionals and employees at those facilities:

Tripoli University Hospital

Tripoli Central Hospital

Tripoli Cancer Center

National Cancer Institute-Sabratha
National Cancer Institute-Misrata
National Cancer Center Benghazi
Abwab Alrahma Histopathology
Laboratory

Al-Safa Histopathology Laboratory
Alweam Histopathology Laboratory
Alnoon Histopathology Laboratory
Tubrok Medical Center

Alnoran Diagnostic Center
Benghazi Medical Center

Sirte Oncology Center

Alhelal Altabi Abad Hospital
Alrayan Hospital

Onco-care Clinic

Qurtoba Histopathology Laboratory
Misarata Central Laboratory
Al-Sendan Medical Center

Medical Affairs Department (Out of
country treatment committee) at the
Ministry of Health

REPORTABLE LIST
It is prudent to clarify the type of cases entered on the Cancer Registry database. In general,
neoplasms can be categorized into four different categories according to their behavior:

0- Benign.

National Cancer Registry

Department of support and
development of medical services
Al-Zohor Hospital

Alhadhba Alkhadra Hospital
Emhemed Almagryaf Hospital
Zletin Teaching Hospital
Al-Yashfeen Clinic

Burn and Plastic Surgery Hospital
Sabha Oncology Center
Almassara Clinic

New Tripoli Clinic

Aljesser Aljadeed Hospital
Ain-Alhayat Hospital

Albaraa Hospital

Anwar Assalam Hospital
Alfairoz histopathology laboratory
Alandolus histopathology laboratory
Benghazi Pediatric Hospital
Albdha Medical Center

Civil Registry Authority (Death
Certificate)

Nalut General Hospital

Zentan General Hospital
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1- Uncertain whether benign or malignant, borderline malignancy, low malignant potential,
uncertain malignant potential.

2- Carcinoma in situ, intraepithelial, non-infiltrating, non-invasive.
3- Malignant, primary site (invasive).

In addition to behavioral codes 2 and 3, the National Cancer Registry collects data on borderline
malignancies and benign CNS neoplasms, these behavioral categories (i.e. 0 and 1) are not
included in the registry database and are kept in separate files in the registry for utilization in future
projects. The Registry reports data only on the last two categories: codes 2 and 3(in situ and
invasive).

METHODS OF DATA COLLECTION

The registry’s method for data collection is an active method; which involves the registry staff
retrieving and reviewing source documents and collecting data on newly diagnosed cases
according to the reportable list. The advantages of this method are its thoroughness and accuracy.
This is because the registry personnel know the criteria and terminology to recognize reportable
cases.

The notification method was approved only in certain low-yield highly reliable data sources
because there are no legislations obligating notification on cancer in Libya. The Registry is
working on approving the notification for other selected sources. See the notification form in the
Annexes part.

Data is abstracted by on-the-job-trained physicians in a Standardized format containing essential
data items and other optional data (see the Cancer registry abstract form in the Annexes part). After
abstracting the data, it is coded according to the International Classification of Disease for
Oncology coding (ICD-O).

DEATH CERTIFICATES

Mortality data plays a crucial role in measuring progress in cancer control, as well as being an
essential data source for cancer registration both in terms of estimating cancer incidence and
survival, and evaluating registry data validity and completeness.

The NCRL received 1003 death-certificate-notified (DCN) cases (those cases which are first
notified by a death certificate mentioning cancer as one of the causes of death.) from the civil
registry authority in the year 2020. A trace-back process was initiated and some of these cases
(275 cases) were successfully traced back and consequently registered from the appropriate
sources. However, as mentioned earlier the reference date of our national cancer registry is
1/1/2020. The death certificates of the cancer death cases in 2020 did not include the year of
diagnosis of cancer which means that there is a large probability that their date of incidence was
in the years before the reference date of the registry. Therefore, they should not be considered as
2020 incident cases.
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For this reason, the registry’s advisory committee advised building up a hospital registry database
for the years before the registry’s reference date to follow back all of these cases. The remaining
cases after the completion of this trace-back process will be registered as death certificate-only
(DCO) cases. The Registry has started this process and the results will be included in the database
and the report will be updated accordingly at a later date.

VARIABLES

The data collected by the cancer registry include demographic information, tumor information,
source information, and follow-up information. Demographic data is the patient's personal
information, such as the patient's name, ID number, age, gender, birthplace, residence, etc. This
information individually identifies the cancer patient. These data are also used to check for
duplicate registrations. Tumor information includes the primary site of the malignancy, incidence
date, sequence, laterality, and histopathological characteristics which are coded using the
nationally standardized guidelines for coding namely the World Health Organization (WHO)
International Classification of Disease for Oncology (ICD-0). Information regarding the extent of
the disease is also gathered, including the pathological tumor-node-metastasis (TNM) information
and the clinical information which is used for determining the stage at diagnosis. Information
regarding the date of last contact as well as the patient’s survival status is recorded. See the abstract
form in the annexes part.

CLASSIFICATION AND CODING

The National Cancer Registry ensures comparability by adopting a set of international standards
and rules for cancer registration including the International Classification of Diseases for
Oncology (ICD-0). ICD-0 provides; a standard coding of topography, morphology, behavior and
grade of neoplasms, and a standard coding scheme for recording the basis of diagnosis. In addition
to the ICD-O, The National Cancer Registry uses the TNM staging system; the international
standard for coding the anatomical extent of most solid tumors, which is developed and maintained
by the American Joint Cancer Committee (AJCC) and the Union for International Cancer Control
(UICC). Furthermore, the national registry strictly follows the International Agency for Research
on Cancer (IARC) Rules for defining the date of incidence and IARC/IACR rules for reporting
multiple primaries.

DATA MANAGEMENT AND QUALITY CONTROL

Data are entered into the registry online software, the filled abstract forms are delivered to the
central office where data management, duplication checks and consolidation of data are done. The
data are then exported from the system onto the Canreg5 software for further management and
analysis.

To accomplish the PBCR goal(s), it is imperative to ensure the quality of data gathered and the
results examined. Therefore, quality control measures are a vital component of the NCRL.

National Cancer Registry 33



All four dimensions of quality control of the cancer registry are carefully considered during the
establishment of the national cancer registry. Most procedures of quality control are implemented
or planned to be implemented while work progresses.

Comparability; A measure of adherence to international coding and best practice, was
addressed above under classification and coding.

Validity (accuracy); The proportion of cases in a dataset with a given characteristic that
truly has the attribute. To ensure validity, the National Cancer Registry depends largely on;
the staff's “skills” in abstracting and coding. The Registry focuses on capacity building and
strengthening the Registry personnel’s skills in abstracting and coding. Re-abstraction and
recoding audits were used to assess accuracy and reproducibility at certain selected data
sources. Diagnostic criteria methods such as microscopically verified percentages were
compared against standards. The Registry uses both automated and manual methods for
quality control. Before and during data entry, essential demographic data such as age or
date of birth, sex and address are checked regularly for missing information to ensure
completeness of registration. Providing feedback to data sources on the more frequently
missed items would certainly improve quality in future. Cases with uncertain primary sites
have also been assessed. In addition, the National Cancer Registry ensures the quality of
data entry by conducting consistency checks. The consistency checks include comparing
the values of certain variables against others. The registry program's validity and
completeness have been enhanced by the use of consistency checks by the registry software
and the linking of various data sources. A major part of consistency checks is carried out
when importing data into the Canreg>.

Timeliness; the minimum interval between registration of a case, and its availability for
calculation of incidence or survival. There are no international standards or guidelines for
the timeliness of cancer registry data, a period of 12-24 months after year-end represents a
“standard” (before COVID pandemic). In a survey of European registries, Zanetti et al
(2015) found that the median time to completion of the last year’s incidence was 18 months,
with wide variations (mean: 21 months).

Completeness of registration; The degree to which all of the incident cases of cancer in the
target population have been included in the registry database. Qualitative procedures of
completeness are used, for example, Historic data methods; Shape of age-specific curves
and Incidence rates of childhood cancers were used. International comparisons of age-
standardized incidence rates among the Libyan population for different cancer sites with
incidence rates of neighboring countries and countries in the same region as well as other
countries with similar circumstances to Libya are presented in this report. Globocan cancer
estimates for the year 2020 were used for international comparisons.

We would like to highlight the reciprocal relationship between the two data quality dimensions
(timeliness and completeness). The Registry aims to achieve maximum coverage; therefore, the
time needed to complete the process and publish the report will be prolonged. Despite the
increasing pressure to publish the results at a prior date, the Registry preferred to delay the results
to maximize coverage. The registry had to ensure the maximum achievable coverage of all
potential data sources (completeness) so that the results would be a true representation of the real
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cancer figures in the community. Consolidation of data from all sources into a single record
containing the most accurate information available, is time-consuming and labor-intensive work.
in addition, the Registry has two other main challenges namely: 1- The legislation obligating
cancer notification and 2- The limited financial support. We hope that publishing this report will
increase the visibility of the registry which will in turn make the process of data collection easier
and less time-consuming.

STATISTICAL METHODS

Incidence.

Incidence is the number of new cases occurring in a given period in a specified population. It can
be expressed as an absolute number of cases per year or as a rate per 100,000 persons per year (see
different rates below).

Crude Incidence Rate (CIR).

The crude rate is the number of new cases occurring in a specified population per year, usually
expressed as the number of cases per 100,000 population at risk. Crude rates are influenced by the
underlying age distribution of the population which could change over time. Therefore, to assess
time trends of cancer in the same population or to compare incidence between different populations,
it is necessary to standardize the rates for age.

Age-specific rate

The age-specific rate is calculated by dividing the number of new cancer cases observed in a given
age category during a given period by the corresponding number of person-years in the population
at risk in the same age category and period. For cancer, the result is usually expressed as a rate per
100,000 person-years

Age-standardized rate

The age-standardized rate is the summary rate that would have been observed, given the schedule
of age-specific rates, in a population with the age composition of a defined reference population,
called the standard. The most widely used reference for global comparisons is the world standard,
as proposed by Segi, and modified by Doll et al. Standardization is necessary when comparing
several populations that differ concerning age because age has a powerful influence on the risk of
developing cancer. The ASR is a weighted mean of the age-specific rates; the weights are taken
from the population distribution of the standard population. The ASR is commonly expressed per
100,000 for all ages, and, given its relative rarity, per 1,000,000 for children and adolescents.

Cumulative risk

Cumulative incidence is the probability or risk of individuals developing the disease during a
specified period. For cancer, it is expressed as the number of new born children (out of 100, or
1000) who would be expected to develop particular cancer before the age of 75 years (or 65 or 70),
if they had the age-specific incidence rates of cancer observed in the defined period, in the absence
of competing causes. As a measure of direct standardization, it permits comparisons between
populations of different age structures, though it has some advantages over the ASR; it avoids the
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use of an (arbitrary) standard population, and, as the measure is readily interpretable, it is easier to
communicate to general audiences.
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PART i

OVERVIEW OF CANCER INCIDENCE IN
LIBYA

This part presents the overall cancer incidence among Libyans diagnosed between the first of
January and December 31, 2020. Tables, figures, and line/bar charts are used to present the age
group and gender distribution of cancer, morphological types and geographic distribution.
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OVERVIEW OF CANCER INCIDENCE

SUMMARY OF RESULTS

This report includes all cancer cases with date of incidence in the year 2020 that have been
collected and accessioned into the national cancer registry database. The data were gathered from
November 2020 to December 2023 inclusive. The registry collected a sum of 11235 new abstract
forms on tumor cases with tumor incidence dates from 1/1/2020 to 31/12/2020 from different data
sources all over Libya.

As for the year 2020. The total number of new non-duplicated cancer cases for the year 2020 was
(6830). Out of those cases, 153 (2.24%) were non-Libyans.

Among Libyans, a total of 6677 new cancer cases were registered; 2,920 (43.7%) among men and
3,757 (56.3%) among women with a male-to-female ratio of 0.78: 1. The overall median age at
diagnosis was 55 years (60 years for males and 51 years for females). The crude incidence rate of
all cancers among Libyans was 97.0 per 100,000 (83.7 for males and 110.8 for females). The Age
Standardized Incidence Rate (ASR) adjusted to the world standard population is 150.1 per 100,000
population (130.2 for males and 170.2 for females).

The top five cancers among Libyans (males and females) were: breast 1547 (23.2%), colorectal
1089 (16.3%), Lung 435 (6.5%), lymphoma 360 (5.4%), and Prostate 325 (4.9%). Among Libyan
males, the top five cancers were: colorectal 577 (19.8%), lung 386 (13.2%), prostate 325 (11.1%),
lymphoma 198 (6.8%), and urinary bladder 177 (6.1%). While among Libyan females, the top five
cancer types were: breast 1535 (40.9%), colorectal 512 (13.6%), uterus 274 (7.3%), ovary 168
(4.5%) and lymphoma 163 (4.3%).

The distribution of cancer cases by region showed that 31.9% of the cases live in Tripoli region
(Tripoli city accounted for 17.7%), 24.3% in the eastern region, 10.8% in the western region,
10.3% in the middle region, 4.4% in the south region.

In the pediatric age group (0-14 years) the total number of cancer cases was 297 accounting for
(4.45%) of all cancer cases in Libya with a male-to-female ratio of 1.4:1. The crude rate was 139.0
per 1000,000 and the age-standardized rate was 141.3 per 1000.000.

The top five cancer types in the pediatric age group were leukemia 42.1%, brain and CNS 15.5%,
lymphoma 12.0%, neuroblastoma 8.7%, and soft tissue 6.1%.
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Table 2 Summary of data

Male Female
Total number = 2920 Total number = 3757
Cancer site Percentage Percentage Cancer site
Colon-rectum 20% 41% Breast
Lung 13% 14% Colon-rectum
Prostate 11% 7% Uterus
Lymphoma 7% 5% Ovary
Bladder 6% 4% Lymphoma
Leukemia 6% 4% Thyroid
Brain & CNS 4% 3% Leukemia
Mouth & 4% 2% Brain & CNS
Pharynx
Pancreas 3% 2% Pancreas
Stomach 3% 2% Cervix
Other sites 23% 16% Other sites
Table 3 Summary of statistics
Statistics Males Females
Number of cases 2920 3757
Percentage of all cancers 43.7 56.3
Crude rate (per 100,000) 83.7 110.8
World Age Standardized Rate (per 100,000) 130.2 170.2
Cumulative risk (0-74 years) % 13.6 17.1

COMPARISON OF SUMMARY RATES WITH OTHER COUNTRIES
Compared with neighboring North African countries, the incidence of cancer amongst Libyan
males is the lowest along with the rate in Algeria. On the contrary, the incidence of cancer amongst
Libyan females is higher than the average for neighboring countries. See the diagram below.
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Figure 5 Comparison of age standardized incidene rate with incidence rates of other countries
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NUMBER OF CASES IN 2020, BY AGE GROUP AND SEX
The highest number of cancer cases for both sexes was reported for the age group (50-69), with a

total of 1209 (41.4%) cancer cases in males and 1544 (41.1%) in females. In males, the second
highest number of cases observed in age 70 years and above while, in females, the younger age

group (30-49) was the second most commonly affected.

Figure 6 Distribution of cases by age group and sex
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Figure 7 Distribution of all cancers but skin cancer by age group and sex
Female

Male

3.4%

4.6%

6.2%

Age Group || 0-14 [ 1529 [ 30-49 [ 50-69 [ 70+

National Cancer Registry 42



AGE-SPECIFIC INCIDENCE RATE

The age-specific incidence rate (AIR) decreased slowly in the late teens and early twenties then

increased with advancing age in both genders. The median age at diagnosis was 60 years for males,
and 51 years for females.

Figure 8 Age-specific incidence rate for all cancers, 2020
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GEOGRAPHIC DISTRIBUTION OF CANCER CASES

In general, the geographic distribution of cancer is consistent with the area’s population density;
the more populated the area, the more cancer cases are recorded. For instance, the largest
percentage of cases was registered in the Major Tripoli region (32%) where it constitutes about

40% of Libyan population. This was followed by the Eastern region with a percentage of (24%)
(about 28% of Libyan population).
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Figure 9 Distribution of cancer by regional areas

Unbkmowen
18.3%

Tripali region

31.9%

Southern region
4.4%

Middle region
10.35%

Western region
10.8% Eastern region

Figure 10 Population distribution according to the five regions
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As mentioned previously, there was a considerable percentage of cases where the residence was
not properly recorded at data sources, they constituted about 18% of all cases. The exact
distribution of cancer according to the five regional areas to a large extent is affected by this
percentage of cases with unknown residence, as patients travel across regions seeking diagnosis
and treatment, and accordingly, the distribution of cancer could change significantly if the
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residence was recorded properly. One of the purposes of this report is to provide an evaluation of
the filing systems at data sources and to give valuable feedback to these data sources to improve
the registration process. The cases of unknown residence are divided as follows according to
regional registries' catchment areas:

Table 4 Number of cases of unknown residence by region

Region Number of cases
Tripoli 938

Middle region 211

Western region 38

Eastern region 34

In all regions, females are more commonly affected by cancer than males even cases with unknown
residence females are more commonly affected. In all regions, Breast cancer was the most common
cancer followed by cancer of the colon and rectum. While the subsequent ranking of cancer varied
from one region to another.

Figure 11 Geographic distribution of cancer cases to gender
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Tripoli region

Table 5 Distribution of Tripoli region cancer cases by district

District Number of cases | Percentage of total Male Female
Almargeb 402 6.02% 194 208
Tripoli 1183 17.76% 448 735
Jafara 291 4.36% 112 179
Aljabal Al-Gharbi 255 3.82% 109 146
Total 2131 31.96% 863 1268

Figure 12 Most common five cancer sites in Tripoli region

Eastern region

Other cancer
39%

LUiterus

A%  Lymphoma Lung

65 T3

Table 6 Distribution of Eastern region cancer cases by district

District Number of cases Percentage Male Female
Tobruk 132 1,98% 62 70
Dema 114 1.71% 44 70
Aljabal al-Akhdar 197 2.93% 81 116
Almarj 144 2.16% 59 85
Benghazi 858 12.85% 382 476
Ejdabia/Al-Wahat 139 2.08% 52 87
Alkufra 40 0.60% 13 27
Total 1624 24.3% 693 931
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Figure 13 Most common five cancer sites in Eastern region
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Table 7 Distribution of Western region cancer cases by district

District Number of cases Percentage Male Female
Zawiya 325 4.87% 141 184
Nugat al-Khams 321 4.81% 144 177
Nalut 73 1.09% 36 37
Total 719 10.8% 321 398

Figure 14 Most common five cancer sites in Western region
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Middle region

Table 8 Distribution of Middle region cancer cases by district

District Number of cases Percentage Male Female
Sirte 108 1.62% 49 59
Aljufra 40 0.60% 16 24
Misrata 542 8.11% 268 274
Total 690 10.33% 333 357

Figure 15 Most common five cancers in Middle region
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Table 9 Distribution of Southern region cancer cases by district
District Number of cases Percentage Male Female
Sebha 142 2.13% 56 86
Wadi Ashati 41 0.61% 21 20
Morzuq 46 0.69% 23 23
Wadi al-Hayat 50 0.75% 17 33
Ghat 14 0.21% 6 8
Total 293 4.4% 2920 3757
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Figure 16 Most common five cancer sites in Southern region
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BASIS OF DIAGNOSIS

Basis of diagnosis indicates the nature of the best available evidence, i.e. whether at any time
during the patient's medical history, there was a microscopic confirmation of the morphology of
cancer. The vast majority of cancer cases (96.9%) have been morphologically verified, based on
cytology or histology (of the primary tumor, or a metastasis). The issue of death certificate-only
(DCO) cases has been discussed earlier in part | (material and methods).
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Table 10 Percentage of cases according to basis of diagnosis (DCO/ Clinical/ MV) by major cancer sites

No.

Cancer site ICD-10 Cases % total Basis of diagnosis
% DCO % Clinical % M.V
Mouth & pharynx C00-14 174 2.9 0.0 1.7 98.3
Oesophagus C15 37| 0.6 0.0 2.7 97.3
Stomach C16 147 | 2.5 0.0 4.1 95.9
Colon, rectum, anus C18-21 1,081 | 181 0.0 2.0 98.0
Liver Cc22 66| 1.1 0.0 18.2 81.8
Pancreas C25 148 | 25 0.0 12.8 87.2
Larynx C32 78| 1.3 0.0 2.6 97.4
Trachea, bronchus, lung | C33-34 430 | 7.2 0.0 7.2 92.8
Melanoma of skin C43 5| 01 0.0 0.0 100.0
Breast C50 1,539 | 25.8 0.0 0.7 99.3
Cervix C53 66 | 1.1 0.0 0.0 100.0
Corpus & uterus NOS C54-55 2711 45 0.0 15 98.5
Ovary & adnexa C56 165 | 2.8 0.0 3.0 97.0
Prostate C61 312 | 52 0.0 51 94.9
Testis C62 38| 0.6 0.0 0.0 100.0
Kidney & urinary NOS C64-66,68 122 | 2.0 0.0 6.6 934
Bladder C67 211 | 3.5 0.0 2.8 97.2
E;;ie”m& central nervous | 9.7, 206 | 35 0.0 16.0 84.0
Thyroid C73 165 | 2.8 0.0 0.6 99.4
Lymphoma C81-85,90,88,96 411 6.9 0.0 0.7 99.3
Leukaemia C91-95 290 | 4.9 0.0 0.0 100.0
All sites All 5,962 | 100.0 0.0 31 96.9
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QUALITY INDICATORS

Validity
Validity (accuracy): The proportion of cases in a dataset with a given characteristic which truly
have the attribute.

Table 11 Quality indicators of data

Number | Indicator Percentage
1 Morphologically verified (MV %) 96.9%

2 Primary site uncertain (PSU %) 1.4%

3 Age unknown (%) 0,07%

4 Gender unknown (0%) 0.0%

5 Number of sources/notifications per case 1.54%

6 Childhood cancer percentage of all cancers 4.45%

Canreg5 quality indicator tables (Number of cases by major sites, basis of diagnosis and gender)
The tables below show the number and percentage of cancer cases according to major sites and
the method of diagnosis (DCO/ Clinical/ MV) for males and females.

National Cancer Registry



Table 12 Number of incident cancer cases, by major site and basis of diagnosis, males (Canreg table)

Cancer Site Cases | % ASR(se) MV (% | CLIN( | DCO( ICD10
Total ) %) %)
All sites but C44 2828 |96.92 | 126.14(2.47) | 94.84 | 492 0 ALLbC44
Mouth & pharynx 116 3.98 5.27 (0.51) 96.55 3.45 0 C00-14
Oesophagus 27 0.93 1.19 (0.24) 96.30 3.70 0 C15
Stomach 84 2.88 3.92 (0.44) 94.05 | 5.95 0 C16
Colon, rectum, anus 577 19.77 27.44 (1.18) | 97.57 2.25 0 C18-21
Liver 38 1.30 1.88 (0.31) 81.58 | 18.42 0 C22
Pancreas 84 2.88 4.08 (0.46) 89.29 |10.71 0 C25
Larynx 76 2.60 3.79 (0.44) 96.05 | 3.95 0 C32
Trachea, bronchus, 386 | 13.23 18.88 (0.98) | 91.45 | 8.03 0 C33-34
lung
Pleura & other 7 0.24 0.24 (0.10) 100.00 | 0.00 0 C37-38
thoracic
Melanoma of skin 3 0.10 0.14 (0.08) 100.00 | 0.00 0 C43
Breast 12 0.41 0.58 (0.17) 100.00 | 0.00 0 C50
Prostate 323 11.07 14.96 (0.85) | 94.74 4.95 0 C61
Testis 38 1.30 0.98 (0.17) 100.00 | 0.00 0 C62
Kidney & urinary 75 2.57 3.39 (0.40) 92.00 | 8.00 0 C64-66,6
NOS 8
Bladder 177 6.07 8.65 (0.67) 96.61 | 3.39 0 C67
Brain & central 128 4.39 5.04 (0.47) 84.38 | 15.62 0 C70-72
nervous system
Thyroid 28 0.96 1.14 (0.23) 96.43 | 3.57 0 C73
[l—defined 39 1.34 1.82 (0.30) 89.74 | 10.26 0 C76—80
Lymphoma 227 7.78 8.51 (0.60) 98.68 1.32 0 C81-85,9
0,88,96
Leukaemia 171 5.86 5.62 (0.45) 100.00 | 0.00 0 C91-95
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Table 13 Number of incident cancer cases, by major sites and basis of diagnosis, females (Canreg table)

Cancer Site Cases | % ASR(se) MV(% | CLIN(% | DCO(% | ICD10
Total ) ) )
All sites but C44 3705 |98.69 |167.99(2.91) | 97.60 | 2.40 0 ALLbC44
Mouth & pharynx 62 1.65 2.65 (0.36) 98.39 | 1.61 0 C00-14
Oesophagus 10 0.27 0.42 (0.14) 100.00 | 0.00 0 C15
Stomach 65 1.73 3.10 (0.40) 96.92 | 3.08 0 C16
Colon, rectum, anus 512 13.64 24.85 (1.14) | 97.46 2.54 0 C18-21
Liver 30 0.80 1.66 (0.31) 80.00 | 20.00 0 C22
Pancreas 67 1.78 3.35(0.42) 85.07 | 14.93 0 C25
Larynx 3 0.08 0.13(0.08) | 100.00 | 0.00 0 C32
Trachea, bronchus, 49 1.31 2.45 (0.36) 97.96 2.04 0 C33-34
lung
Pleura & other 6 0.16 0.22 (0.10) 100.00 | 0.00 0 C37-38
thoracic
Melanoma of skin 3 0.08 0.14 (0.08) 100.00 | 0.00 0 C43
Breast 1534 | 40.86 68.62 (1.84) | 99.09 0.91 0 C50
Cervix 66 1.76 3.49 (0.45) 100.00 | 0.00 0 C53
Corpus & uterus NOS | 274 7.30 14.78 (0.91) | 98.18 1.82 0 C54-55
Ovary & adnexa 168 4.48 7.96 (0.64) 97.02 2.98 0 C56
Kidney & urinary 48 128 | 2.27(0.34) | 95.83 | 4.17 0 C64-66,6
NOS 8
Bladder 38 1.01 1.92 (0.32) 97.37 2.63 0 C67
Brain & central 88 2.34 3.64 (0.42) 79.55 | 20.45 0 C70-72
nervous system
Thyroid 142 3.78 5.40 (0.49) 99.30 0.70 0 C73
Il-defined 37 0.99 1.53(0.27) | 91.89 | 8.11 0 C76-80
Lymphoma & 193 5.14 7.25 (0.57) 98.96 1.04 C81-85,9
Myeloma 0,88,96
Leukaemia 122 3.25 4.45 (0.43) 100.00 | 0.00 0 C91-95
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PART Il
MOST COMMON CANCERS

In this part, the most common ten cancers reported among Libyan males and females and the
ranking for each gender are presented.
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MOST COMMON CANCER SITES

THE MOST COMMON CANCERS, BY SEX

The most frequently diagnosed malignancies among Libyans were breast 23.2% and colorectal
16.3% cancers respectively; together accounted for 39.5% of all Cancers. These were followed by
lung cancer 6.5%, lymphoma 5.4%, and prostate 4.8%. In females, the most frequent cancer sites
were breast 40,8% followed by colon and rectum 13.6%, uterus 7.3%, ovary 4.4% and lymphoma
4.3%. In males, the most frequent cancer sites were colon and rectum 19.8% followed by lung
13.2%, prostate 11.1%, lymphoma 6.8% and urinary bladder 6.1%. The first ten cancer sites
accounted for 74.7% of all cases, while all other sites accounted for 25.3%.

Figure 17 Top ten cancers, both sexes (Number of cases)
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Figure 18 Top ten cancer, both sexes (Age-standardized rate per 100,000
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Figure 19 Top ten cancers in male (number of cases)
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Figure 20 Top ten cancers in female (number of cases)
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Figure 21 Top ten cancers, males (Age-standardized per 100,000)
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Figure 22 Top ten cancers, females (Age-standardized rate per 100,1000)
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Figure 24 Top ten cancers, females (cumulative risk, 0-74 years)
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Figure 25 Age-specific incidence rates, males (Top five cancers)
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Figure 26 Age-specific incidence rates, females (top five cancers)
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PART IV
CANCER BY SITE

In this part, the statistics of selected cancers are outlined. For each cancer site, the age group
distribution and age-specific incidence rates are presented. In addition, the age-standardized rate
for each cancer is internationally compared with the age-standardized rates reported from
neighboring and other selected countries worldwide. Furthermore, histological types of are
presented graphically.
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INDIVIDUAL CANCER SITES

This part demonstrates selected cancers diagnosed during the period between January and
December 2020 among Libyans. Cancers are arranged according to ICD-10 (International
Classification of Diseases and Related Health Problems, tenth edition) in ascending order.

Nasopharynx (ICD-10 Code C11)

A total of 82 nasopharyngeal carcinomas were diagnosed in Libya during 2020. Nasopharyngeal
carcinoma is more frequent in men (71%) than women (29%). International comparisons show
that nasopharyngeal cancer incidence in Libya is lower than that observed in the neighboring Arab
Maghreb countries (Morocco, Tunisia and Algeria) and higher than the rate observed in Egypt.
The most common histological type was undifferentiated carcinoma (39%) followed by non-
keratinizing squamous cell carcinoma (22%).

Table 14 Nasophryngeal cancer statistics

Statistics Males Females
Number of cases 58 24
Percentage of all cancers (%) 2.0 0.6
Crude rate (per 100,000) 1.7 0.7
World Age Standardized Rate (per 100,000) 2.6 0.9
Cumulative risk (0-74 years) % 0.26 0.10

Figure 27 Age group distribution of nasopharyngeal cancer

EMale @ Femake

45
a0
g
2 30
: -
lll'
g 5
i
S|
15
10
5
. —I
0-14 15-29 30-44 45-59 60-74 5+

National Cancer Registry 65



Figure 28 Nasopharyngeal cancer age-specific incidence rate per 100.00
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Figure 29 Comparison of nasopharyngeal cancer incidence rate with other countries
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Figure 30 Histological types of nasopharyngeal cancer
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Stomach (ICD-10 Code C16)

A total of 149 new stomach cancers were diagnosed among Libyan nationals in 2020, accounting
for (2.2%) of all cancers. Males were slightly more affected (56%) than females (44%) by stomach
cancer. International comparisons show that the incidence of stomach cancer in Libya is one of the
lowest in the region and worldwide. The most common histological type was adenocarcinoma,
NOS (43%) followed by signet ring cell carcinoma (25%).

Table 15 Stomach cancer statistics

Statistics Males Females
Number of cases 84 65
Percentage of all cancers (%) 2.9 1.7

Crude rate (per 100,000) 2.4 19

World Age Standardized Rate (per 100,000) 3.9 3.1
Cumulative risk (0-74 years) % 0.47 0.38
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Figure 31 Age group distribution of stomach cancer

Percentage
s L & [

L

=]

0-14 15-249

Figure 32 Stomach cancer age-spesific incidence rate per 100,000
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Figure 33 Comparison of stomach cancer incidence rate with incidence rates of other countries
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Figure 34 Histological types of cancer stomach
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Colon, rectum and anus (ICD-10 Codes C18-C21)

A total of 1089 colon, rectum and anus cancer diagnoses were registered among Libyan citizens
in 2020. Colorectal cancer was the second most common cancer in both sexes, accounting for
16.3% of all cancers. It was the most common cancer in males accounting for 19.8% of all male
cancers, and the second most common cancer in females after cancer breast constituting 13.6% of
all female cancers. International comparisons show that the incidence of colon and rectal cancer
in Libya is the highest in the region (Northern Africa and the Middle East). The most common
histological type was adenocarcinoma, NOS (82%).

Table 16 Colon, rectum and anal cancer statistics

Statistics Males Females
Number of cases 577 512
Percentage of all cancers (%) 19.8 13.6
Crude rate (per 100,000) 16.5 15.1
World Age Standardized Rate (per 100,000) 27.4 24.8
Cumulative risk (0-74 years) % 3.17 2.80

Figure 35 Age group distribution of cancer colon, rectum and anus
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Figure 36 Age-specific rate of cancer colon, rectum and anus per 100,000
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Figure 37 Comparison of colorectal cancer incidence rate with incidence rates of other countries
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Figure 38 Histological types colorectal cancer
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Liver (ICD-10 Code C22)

Between January and December 2020, a total of 68 new cancers of the liver were diagnosed among
Libyan nationals. Liver malignancy is a relatively uncommon cancer in Libya, accounting for
about (1%) of all cancers. Men are slightly more commonly (56%) affected than women (44%).
Compared internationally, the incidence of liver cancer among Libyans is the lowest worldwide.
The highest incidence was observed in Egypt. The most common histological type was
hepatocellular carcinoma (63%) followed by cholangiocarcinoma (19%).

Table 17 Liver cancer statistics

Statistics Males Females
Number of cases 38 30
Percentage of all cancers (%) 1.3 0.8
Crude rate (per 100,000) 1.1 0.9
World Age Standardized Rate (per 100,000) 1.9 1.7
Cumulative risk (0-74 years) % 0.21 0.23
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Figure 39 Age group distribution of liver cancer
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Figure 40 Liver cancer age specific incidence rate per 100,000
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Figure 41 Comparison of liver cancer incidence rate with incidence rates of other countries
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Figure 42 Histological types of liver cancer
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Pancreas (ICD-10 Code C25)

Between January and December 2020, 151 new pancreatic cancer cases were diagnosed among
residents in Libya. Cancer of pancreas is slightly more common in males (55% of cancer pancreas
cases). The incidence of pancreatic cancer in Libya is within the average for North African
countries. The most common histological type was adenocarcinoma, NOS accounting for (55%)
of cases.

Table 18 Pancreatic cancer statistics

Statistics Males Females
Number of cases 84 67
Percentage of all cancers (%) 2.9 1.8
Crude rate (per 100,000) 2.4 2.0
World Age Standardized Rate (per 100,000) 4.1 34
Cumulative risk (0-74 years) % 0.47 0.40

Figure 43 Age group distribution of cancer pancreas

Ehlalz B Femals

Percentage

E K B B B8 &8 &

m

0-14 15-29 30-44 45-55

National Cancer Registry 75



Figure 44 Pancreatic cancer age-specific incidence rate per 100,000
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Figure 45 Comparison of pancreatic cancer incidence rate with incidence rates of other countries
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Figure 46 Histological types pancreatic cancer
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Larynx (ICD-10 Code C32)

A total of 80 new laryngeal cancer cases were diagnosed among Libyans in 2020, with a huge
predominance in males (95%). Overall, cancer of the larynx accounts for (1.2%) of all cancers
registered in Libya. The age-standardized rate is (3.8) for males and (0.2) for females, which is
similar to rates observed in Algeria and Egypt and less than those observed in Tunisia and Morocco.
The vast majority of laryngeal cancers were squamous cell carcinomas (82%).

Table 19 Laryngeal cancer statistics

Statistics Males Females
Number of cases 76 4
Percentage of all cancers (%) 2.6 0.1
Crude rate (per 100,000) 2.2 0.1
World Age Standardized Rate (per 100,000) 3.8 0.2
Cumulative risk (0-74 years) % 0.48 0.02
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Figure 47 Age group distribution of Laryngeal cancer
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Figure 48 Laryngeal cancer age-specific incidence rate per 100,000
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Figure 49 Comparison of laryngeal cancer incidence rate with incidence rates of other countries
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Lung (ICD-10 codes C33-C34)

During 2020, lung cancer was the third most common cancer registered in both sexes, accounting
for 6.5% of all cancer cases. It was the second most frequent cancer in males accounting for 13.2%
of male cancers. However, it was not frequent cancer in females. International comparisons show
that Libya has lower incidence rates of lung cancer, compared to neighboring countries (Tunisia
and Algeria) and higher than the rate observed in Egypt. The most common histological type of
lung cancer was adenocarcinoma (41%) followed by squamous cell carcinoma (19%) then small
cell carcinoma (9%).

Table 20 Lung cancer statistics

Statistics Males Females
Number of cases 386 49
Percentage of all cancers (%) 13.2 1.3
Crude rate (per 100,000) 11.1 14
World Age Standardized Rate (per 100,000) 18.9 2.4
Cumulative risk (0-74 years) % 2.33 0.31

Figure 51 Age group distribution of lung cancer
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Figure 52 Lung cancer age-specific rate per 100,000
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Figure 53 Comparison of lung cancer incidence rate with incidence rates of other countries
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Figure 54 Histological types of lung cancer
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Breast (ICD-10 Code C50)

Breast cancer was the most common cancer encountered in all registered cases, 1547 new cases
were registered during 2020, accounting for about 23% of all cancer cases. Female breast cancer
cases were 1535 constituting about 41% of all female cancers. Male breast cancer cases were 12
accounting for 0.8% of cancer breast.

Female breast cancer

International comparisons show that the age-standardized Incidence rate of breast cancer in Libya
is the highest in the region. The increased awareness and the increased availability of early
detection and diagnostic clinics in recent years could play a part. However, there are other factors,
in particular, environmental and genetic ones that could have an effect on the increased incidence.
This requires more attention and further research. The most common histological type of cancer
breast was invasive duct carcinoma (83%) followed by lobular carcinoma (4%).

Table 21 Breast cancer statistics, female

Statistics Females
Number of cases 1535
Percentage of all cancers (%) 40.9
Crude rate (per 100,000) 45.3
World Age Standardized Rate (per 100,000) 68.6
Cumulative risk (0-74 years) % 7.35
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Figure 55 Age group distribution of breast cancer
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Figure 56 Breast cancer age-specific incidence rate per 100,000
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Figure 57 Comparison of breast cancer incidence rates with incidence rates of other countries
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Figure 58 Histological types of breast cancer
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Cervix (ICD-10 Code C53)

Cervical cancer was the 10th most common cancer among Libyan women. During 2020, 66 new
cases were diagnosed with cancer cervix, accounting for 1.8% of female cancers. International
comparisons show that the incidence of cervical cancer in Libya was one of the lowest worldwide.
The most common histological type was squamous cell carcinomas (80%).

Table 22 Cervical cancer statistics

Statistics Females
Number of cases 66
Percentage of all cancers (%) 1.8

Crude rate (per 100,000) 1.9

World Age Standardized Rate (per 100,000) 3.5
Cumulative risk (0-74 years) % 0.45

Figure 59 Age group distribution of cervical cancer
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Figure 60 Cervical cancer age-specific incidence rate per 100,1000
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Figure 61 Comparison of cervical cancer incidence rate with incidence rates of other countries

South Africa I
Somalia I
Indonesia I S
Chad I
India I
Argentina I
Ukraine I
China I
Niger I
Morocco I
UK
Sudan I
Greece IS
France I
taly I
Oman I
UAE I
Usa I
Australia I
Spain NG
Algeriz I
Turkey I
Tunisia N
Qatar I
Libya I
Jordan N
Egypt I
Saudi Arabia I
Syria I
Yemen [
Irag N

National Cancer Registry

40

World ASR

86



Figure 62 Histological types of cervical cancer
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Uterus (ICD-10 Codes C54-55)

In the whole of Libya, a total of 274 cases of cancer uterus were recorded in 2020, accounting for
4.1% of all new cancers. Uterine cancer was the third most common cancer in females (7.23%)
after breast and colorectal cancers and the seventh most common cancer in both sexes. Compared
with countries in the same region, the incidence of uterine cancer amongst Libyan females is the
highest in the region. The most common histological type was endometroid adenocarcinoma

(63%).

Table 23 Uterine cancer statistics

Statistics Females
Number of cases 274
Percentage of all cancers (%) 7.3
Crude rate (per 100,000) 8.1
World Age Standardized Rate (per 100,000) 14.7
Cumulative risk (0-74 years) % 1.89

National Cancer Registry

87



Figure 63 Age group distribution of uterine cancer

140

120

=
=

Percentage
]

20

0-14 15-19

Figure 64 Uterine cancer age specific incidence rate per 100,000
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Figure 65 Comparison of uterine cancer incidence rate with incidence rates of other countries
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Figure 66 Histological types of uterine cancer
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Ovary (ICD-10 Code C56)

A total of 168 ovarian cancers were diagnosed in Libya during 2020, accounting for 4.5% of all
cancers in females. International comparisons show that the age-standardized incidence rate of
ovarian cancer in Libya is higher than the average rates of countries in the same region. The most
common histological type was serous adenocarcinoma (37%).

Table 24 Ovarian cancer statistics

Statistics Females
Number of cases 168
Percentage of all cancers (%) 4.5
Crude rate (per 100,000) 5.0
World Age Standardized Rate (per 100,000) 8.0
Cumulative risk (0-74 years) % 0.85

Figure 67 Age group distribution of ovarian cancer
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Figure 68 Ovarian cancer age-specific incidence rate per 100,000
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Figure 69 Comparison of ovarian cancer incidence rate with incidence rates of other countries

0\4_

[=]
5]
$a
=]
]
o

12 World ASR

Ukraine
Indonesia

Greece
UK
usa
Libya
Italy
Miger
Turkey
Spain
Argentina
Somalia
Irag
France
Sudan
Qatar
India
UAE
Australia
Chad
Syria
Egypt
Jordan
Maorocco
China
South Africa
Algeria
Tunisia
Saudi Arabia
Yemen
Oman

National Cancer Registry 91



Figure 70 Histological types of ovarian cancer
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Prostate (ICD-10 Code C61)

Prostate cancer was the fifth most common cancer with a total of 325 cases accounting for 4.9%
of all cancer cases. It was the third most common cancer in males after colorectal and lung
malignancies, accounting for 11.1% of all male cancers. Compared to other countries in the region,
Libya showed lower incidence rate of prostatic cancer. The most frequent histopathological type
was adenocarcinoma accounting for (90%).

Table 25 Cancer prostate statistics

Statistics Males
Number of cases 325
Percentage of all cancers (%) 11.1
Crude rate (per 100,000) 9.3
World Age Standardized Rate (per 100,000) 15.1
Cumulative risk (0-74 years) % 1.73
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Figure 71 Age group distribution of cancer prostate

8

Percentage
5E G B R &5 W &

m

[

— .
3044 45-55 &0

Figure 72 Prostatic cancer age-specific incidence rate per 100,000
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Figure 73 Comparison of prostate cancer incidence rate with incidence rates of other countries
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Figure 74 Histological types of cancer prostate
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Kidney (kidney and urinary tract) (ICD-10 Codes C64-66, C68)

A total of 124 renal cancers were diagnosed in Libya in 2020, accounting for 1.8% of all cancer
cases. Renal cancers are more common in males (60%) than females. International comparisons
show that renal malignancy incidence in Libya is just less than the incidence estimated for Egypt
but higher than that estimated for other neighboring countries namely, Tunisia, Morocco and
Algeria. The most commonly encountered histological type was renal cell carcinoma (68%).

Table 26 Kidney cancer statistics

Statistics Males Females
Number of cases 75 49
Percentage of all cancers (%) 2.6 13
Crude rate (per 100,000) 2.2 1.4
World Age Standardized Rate (per 100,000) 3.4 2.4
Cumulative risk (0-74 years) % 0.39 0.28

Figure 75 Age group distributionof kidney cancer
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Figure 76 Kidney cancer age-specific incidence rate per 100,000
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Figure 77 Comparison of kidney cancer incidence rate with incidence rates of other countries
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Figure 78 Histological types of kidney cancer
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Bladder (ICD-10 Code C67)

18%

Urinary bladder cancer was the ninth most commonly registered cancer with a total of 215 new

patients in 2020, accounting for 3.22% of all cancers, with enormous predominance in males (82%).

International comparisons show that the incidence of bladder cancer in Libya is the lowest in North
Africa, the highest incidence rate in North Africa was observed in Egypt (more than 2.5 folds than
that recorded in Libya). Transitional cell carcinoma was the most common histological type (79%
of all microscopically verified cases). Whereas 5% of bladder cancers were squamous cell

carcinoma.

Table 27 Bladder cancer statistics

Statistics Males Females
Number of cases 177 38
Percentage of all cancers (%) 6.1 1.0
Crude rate (per 100,000) 5.1 11
World Age Standardized Rate (per 100,000) 8.6 1.9
Cumulative risk (0-74 years) % 1.05 0.23
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Figure 79 Age group distribution of bladder cancer
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Figure 80 Bladder cancer age specific incidence rate per 100,000
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Figure 81 Comparison of bladder cancer incidence rate with incidence rates of other countries
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Figure 82 Histological types of bladder cancer
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Brain and Central Nervous System (ICD-O Code C70-72)

A total of 216 brain and central nervous system cancer cases were added to the national cancer
registry database accounting for (3.2%) of all cancer cases. Brain cancer was the eighth most
common cancer in Libya. Most brain tumors were gliomas; glioblastoma was the most common
type accounting for (41%) followed by astrocytoma and medulloblastoma, (13%) and (11%)
respectively.

Table 28 Brain and central nervous system cancer statistics

Statistics Males Females
Number of cases 128 88
Percentage of all cancers (%) 4.4 2.3
Crude rate (per 100,000) 3.7 2.6
World Age Standardized Rate (per 100,000) 5.0 3.6
Cumulative risk (0-74 years) % 0.48 0.38

Figure 83 Age group distribution of brain and central nervous system malignancy
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Figure 84 Brain and central nervous system cancer age-specific incidence rate per 100,000
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Figure 85 Comparison of brain and nervous system cancer incidence rate with incidence rates of other countries

=]
=
[
w
=
tn
[<1]
=l
o

=1 World ASR

Greece
France
Turkey
Italy
UK
Jordan

Spain

Australia

usa

Irag

Egypt
Syria

Moroccoo

Libya
Yemen
Ukraine

Algeria
Tunisia
China
Argentina
Oman
Indonesia
Qatar

India

Saudi Arabia
UAE

South Africa
Sudan
Somalia
Chad

MNiger

H Male BFemale

National Cancer Registry 101



Figure 86 Histological types of brain and central nervous system cancer

Thyroid (ICD-O Code C73)
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A total of 170 thyroid cancer cases were diagnosed in Libya during 2020 with an overwhelming
predominance in females (83.5%). According to international comparisons, Libya's thyroid cancer
rates are roughly comparable to those of other North African countries. The most common
histological type was the papillary carcinoma (69%).

Table 29 Thyroid cancer statistics

Statistics Males Females
Number of cases 28 142
Percentage of all cancers (%) 1.0 3.8
Crude rate (per 100,000) 0.8 4.2
World Age Standardized Rate (per 100,000) 1.1 5.4
Cumulative risk (0-74 years) % 0.12 0.52
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Figure 87 Age group distribution of thyroid cancer
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Figure 88 Thyroid cancer age-specific incidence rate per 100,000
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Figure 89 Comparison of thyroid cancer incidence rate with incidence rates of other countries
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Figure 90 Histological types of thyroid cancer
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Malignant Lymphoma (ICD-10 Codes C81-85, C96)

Lymphomas were the Fourth most commonly registered cancer in 2020, accounting for 5.41 % of
all cancers. A total of 205 non-Hodgkin lymphomas were added to the registry database,
constituting (56.78%) of all lymphomas, Compared to 124 Hodgkin lymphomas (34.35%).

Hodgkin Lymphoma (ICD-10 Code C81)

A total of 124 Hodgkin lymphoma cases were diagnosed in 2020 among Libyan residents,
accounting for 1.9% of all cancers. Similar to Algeria, the incidence amongst Libyan females is
slightly higher than the incidence among males and in contrast to other neighboring countries
where the incidence rates are higher among males. Overall, the incidence of Hodgkin lymphoma
in Libya is the lowest in Northern African countries. Apart from non-otherwise specified Hodgkin
lymphoma, nodular sclerosis was the most common form (40%) followed by mixed cellularity
(15%).

Table 30 Hodgkin lymphoma statistics

Statistics Males Females
Number of cases 59 65
Percentage of all cancers (%) 2.0 1.7
Crude rate (per 100,000) 1.7 1.9
World Age Standardized Rate (per 100,000) 1.7 1.8
Cumulative risk (0-74 years) % 0.13 0.15

Figure 91 Age group distribution of Hodgkin lymphoma
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Figure 92 Hodgkin lymphoma age-specific incidence rate per 100,000
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Figure 93 Comparison of Hodgkin lymphoma incidene rate with incidence rates of other countries
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Figure 94 Histological types of Hodgkin lymphoma
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Non-Hodgkin Lymphoma (ICD-10 Codes C82-85, C96)

A total of 205 non-Hodgkin lymphoma cases were diagnosed in 2020, accounting for 3.1% of all
cancers. It is more common in males (59.5%). Compared with neighboring North African countries
and similar to Algeria, Libya has a lower incidence rate of non-Hodgkin lymphoma. Apart from
non-Hodgkin lymphomas NOS (non-otherwise specified), diffuse large B cell lymphoma was the

most frequent non-Hodgkin lymphoma type (33%) followed by follicular lymphoma (6%).

Table 31 Non-Hodgkin lymphoma statstics

Statistics Males Females
Number of cases 122 83
Percentage of all cancers (%) 4.2 2.2
Crude rate (per 100,000) 3.5 2.4
World Age Standardized Rate (per 100,000) 4.8 3.5
Cumulative risk (0-74 years) % 0.49 0.36
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Figure 95 Age group distribution of non-Hodgkin lymphoma
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Figure 96 Non-Hodgkin lymphoma age-specific incidence rate per 100,000
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Figure 97 Comparison of non-Hodhkin lymphoma incidence rate with incidence rates of other countries
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Figure 98 Histological types of non-Hodgkin lymphoma
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Leukemia (ICD-10 Codes C91-95)

Between January and December 2020, 293 new leukemia cases were diagnosed in Libya. It was
the sixth most commonly diagnosed cancer, accounting for 4.39 % of all new cancer diagnoses.
About (42.7%) of leukemias affected children aged 0-14 years. The incidence of leukemias in
Libya is similar to that of Tunisia. Acute leukemias were more frequent than chronic leukemias.
Acute lymphoblastic leukemia (ALL) was the most common subtype (36% of cases) followed by
acute myeloid leukemia (AML) (29%) then chronic myeloid leukemia (18%).

Table 32 Leukemia statistics

Statistics Males Females
Number of cases 171 122
Percentage of all cancers (%) 5.9 3.3
Crude rate (per 100,000) 5.0 3.6
World Age Standardized Rate (per 100,000) 5.6 4.4
Cumulative risk (0-74 years) % 0.42 0.36

Figure 99 Age group distribution of Leukemia
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Figure 100 Leukemia age-specific incidence rate per 100,000
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Figure 101 Comparison of leukemia incidence rate with incidence rates of other countries
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Figure 102 Histological types of leukemia

CHILDHOOD CANCERS (0 TO 14 YEARS)

Between January and December 2020, a total of 297 new cancer cases were diagnosed among
children aged (0-14 years) in Libya, accounting for (4.45%) of all cancer cases. Boys were more
commonly affected than girls with a male to female ratio 1.4:1. The crude rate was 139.0 per
1000,000 and the age-standardized rate was 141.3 per 1000.000.

The most common cancer types in the pediatric age group (0-14 years) were leukemia 42.1%, brain
and nervous system cancer 15.5%, lymphoma 12.0%, neuroblastoma 8.7% and soft tissue
malignancy 6.1%.
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Table 33 shows incidence of childhood cancer, classified according to the international classification of chilhood

cancer (ICC-3) (Steliarova-Foucher et al, 2005).

ICCC3 Number of cases Rates per million
0,
0-4 5-9 | 10-14 All M/F tof)al 0-4 5-9 10-14 | crude | ASR
All 127 93 77 297 14 100.0 | 170.0 | 135.7 | 109.3 | 139.0 | 141.3
| Leukaemias 57 39 34 130 1.4 43.8 76.3 56.9 48.3 60.8 61.9
| Lymphomas 7 11 16 34 1.6 114 9.4 16.1 22.7 15.9 154
CNS
1 20 14 11 45 2.5 15.2 26.8 20.4 15.6 211 215
neoplasms
v Neuroblastoma | 15 4 4 23 11 1.7 20.1 5.8 5.7 10.8 11.3
PR | SO 12 |4 |2 18 |10 |61 |161 |58 |28 |84 |89
sarcomas
V Retinoblastoma | 6 1 0 7 0.4 2.4 8.0 15 0.0 3.3 3.6
VI Renal tumors 7 8 0 15 1.1 5.1 9.4 11.7 0.0 7.0 7.4
VIl | Hepatic tumors | 1 0 0 1 0.0 0.3 13 0.0 0.0 0.5 0.5
| e 1 7 |4 12 14 |40 |13 |102 |57 |56 |55
bone tumors
x | Germcel 1 2 |4 7 08 |24 |13 |29 |57 |33 |31
tumors
i:; Other 0 3 2 5 0.7 1.7 0.0 4.4 2.8 2.3 2.2
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ANNEXES

ABSTRACT FORM

€ 3
National Cancer Control Program
Libyan Cancer Registry
Abstracting Form
NCCP.LY
Cancer registry number:l I | ] I l |
PATIENT INFORMATION
Nationality: I:] 1- Libyan 2-Non- Libyan (..., )  9- Unknown

National ID/ Passport number (if non-l.ibyan)'l ] I ] ] ] | I ] 1 l I ]

First name(s): :] Father: |:]Grandfather I:]Surname :]
D M M e
Mother's name:| loos[ T T T T T 1 T lenedts T 1]

Sex :D 1-Male 2-Female 9-Unknown phone no.{ ]
Usual residence:| | Place of birth.:|
SOURCE INFORMATION
Hospital / Facility | | Regsraton Year [ T T T ]
Source of data: | |FileNumber | | | [ | [ | |
TUMOUR INFORMATION

Incidencedate:[ [ |[ [ [ T T | |

Sequence no.: D {00) One primary only, { 01) 1st of two Laterahty D {0 -Not paired) (1- Right) (2- Left)
primaries, (02) 2nd of two or more primaries ( 3- Bilateral) (9- Unknown)

Basis of diagnosis: D (0.Death certificate only) (1.Clinical only) (2.Clinical investigation) (3.Specific tumor marker)
(4.Cytology) (5. Histology of metastasis) (6. Histology of primary) (9- Unknown)

Primarvsite:[ IC[ I Il l
Morphology:[ IM[ ] I I ]

Behaviour: [ | (0.8enign) (1.Uncertain / Borderiine) (2.Carcinoma in-situ) (3.Malignant, Primary site{Invasive})

Grade:D 1.Well differentiated) (2. moderately diff. ) (3.Poorly diff.) (4. Undiff. or Anaplastic) (5.T cell, T-precursor)
(6.8 cell, pre B; B-precursor) {7.Null cell; non-T non-B) (8.Natural killer cell) (9.Unkown, Not applicable)

R 2 i N S as L1 v N[ _Jm[ ]
D D M M Year
Date oflastcontact:[ [ | | [ | | | | Statusatlastcontact :[ ] (1.alive) (2.0ieq)
Cause of death :| | (1.7his cancer) o orinse
(2.Other cause) FOIT BDSTTACYRU DY tivi iinsiiiamiaiusosmioas asmssssrasas sosesrses v
(9.Unknown)
Date B SIENANNE & i it s sonssins sbaissaviensiassiodiss
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NOTIFICATION FORM

o) Ol AadlSal il gl grali il

Q ] e g Jad)

Cancer Motification Form

ncep.ly _
ol S e Al 25 gal
s all il

...................... | = R S 1 | P N e WPy
2 S |:| Dondnll et D ¥ (D) 2N sl
B - N TR Aol £3) il 8 2 b1 [ | 1 il
[N N N N [ et SO Uy U Y 3
______________ : yan) N I I I g
_________________________________________________ (Raall) e (Rall) ) g

TUMOUR INFORMATION
Motifying Hospital / Center / Clinic*: I ‘

Dateof Incidence*:| | || | | | | |

{The date of first contact with the medical services
| for the cancer in guestion (if not available) then
consider the date of first diagnosis).

Primary Site*:

(Pleose speclfy primary o rgon or site of concer ond exoct locetion if possibla) *
Laterality: |:| [0 -Not paired) [1- Right) [2- Left) [3- Bilateral) (9

Basis of diagnosis: [ ] (0.Death certificate anly) (1.Clinical only) (2.Clinical investigation) (3.Specific tumour
marker) [4.Cytologyd [5. Histology of metastasis) (6. Histology of primary) [9.Unknown)

Morphology™*:

Behaviour: |:| [0.Benign) [1.Uncertain / Borderline) [2.Carcinomain-situ) (3.Malignant, Primary sitef Invashe))

Grade:[:|:1.welldiﬂerentiatedr[I.Mudemtergdiff.p (3. Poorly diff.) (4. Undiff. or Anaplastic) (5. T cell, T-
precursory (6.8 cell, pre B; B-precursor) [7.Null cell; non-T non-B) (8.Natural killer cell) [9.Unkown, Nat

=T ———— " S I LT LU

Datenf last | | || I || | | I | Status at last contact: D
Cause of death: |:| [1.This cancer) (1. Aive) {2.Cied) {9.Unknown)
[2.Other cause) o T =
sl pate of Notification| || 1 I 1 ] 1 |

[*}: MANDATORY DATA FIELDS; however,
every effort should be made to complete the STEMATLINED oot srmre e vreie vem s smnss sem vaes s s s s e s e e e e
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REPORTABLE NEOPLASMS

Cancer is a heterogeneous group of diseases characterized by uncontrolled growth and spread of
abnormal cells anywhere in the body.

CASES TO BE NOTIFIED™ ARE:

a) Malignant neoplasms such as carcinoma, sarcoma, leukemia, lymphoma and melanoma.

b) In-situ neoplasms.

¢) Neoplasms with borderline or uncertain malignant potential.

d) All tumours (malignant, in-situ, borderline and benign) of the brain and other parts of central
NErvous system.
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NATIONAL ELECTRONIC REGISTRY SYSTEM
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