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Cancer prevalence estimates based on tumour
registry data in the Surveillance, Epidemiology,
and End Results (SEER) Program

Ray M Merrill,? Riccardo Capocaccia,b Eric J Feuer® and Angela Mariotto?

Background The Connecticut Tumor Registry (CTR) has collected cancer data for a sufficiently
long period of time to capture essentially all prevalent cases of cancer, and to pro-
vide unbiased estimates of cancer prevalence. However, prevalence proportions
estimated from Connecticut data may not be representative of the total US,
particularly for racial/ethnic subgroups. The purpose of this study is to apply the
modelling approach developed by Capocaccia and De Angelis to cancer data from
the Surveillance, Epidemiology, and End Results (SEER) Program of the National
Cancer Institute to obtain more representative US site-specific cancer prevalence
proportlon estimates for white and black patlents

Methods Incidence and relative survival were modelled and used to obtain estimated com-
pleteness indices of SEER prevalence proportions for all cancer sites combined,
stomach, cervix uteri, skin melanomas, non-Hodgkin’s lymphomas, lung and
bronchus, colon/rectum, female breast, and prostate. For validation purposes,
modelled completeness indices were computed for Connecticut and compared
with empirical completeness indices (the ratio of Connecticut based prevalence
proportion estimates using 1973-1993 data to 1940-1993 data). The SEER-based
modelled completeness indices were used to adjust SEER prevalence proportion
estimates for vvhlte and black patrents

Results Model validation showed that the adJusted SEER cancer prevalence proportlons
provided reasonably unbiased prevalence proportion estimates in general, although
more complex modelling of the completeness indices is necessary for female
cancers of the colon, melanoma, breast, cervix, and all cancers combined. The
SEER-based cancer prevalence proportions are incomplete for most cancer sites,
more so for women, whites, and at older ages. For all cancers combined, prevalence
proportions tended to be higher for whites than blacks. For the site-specific
cancers this was true for stomach, prostate, cervix uteri, and lung and bronchus
(men only). For colon/rectal cancers the prevalence proportions were higher for
blacks through ages 59 (men) and 64 (women), and then for the remaining ages
they were higher for whites. Prevalence proportions were lowest for stomach
cancer and highest for prostate and female breast cancers. Men experienced
higher prevalence proportions than women for skin melanomas, non-Hodgkin’s
lymphomas lung and bronchus and colon/rectal cancers.

Conclusion The modelhng approach apphed to SEER data generally provrded reasonable
estimates of cancer prevalence. These estimates are useful because they are more
representatrve of cancer prevalence than prevrously obtalned and reported in the US
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Prevalence of disease or health-related conditions are measures
of primary interest in public health because they identify a level
of burden in the population and on the health care system.
Such information is useful in public policy debates when con-
sidering allocation of health resources and services. Prevalence
represents the proportion of new and pre-existing disease cases
or attributes in the population during a specified period of time.
This statistic incorporates the combined effects of several factors
acting on the population, including disease incidence and sur-
vival. The term prevalence used in this study treats an individual
diagnosed with the disease as a prevalent case until death. This
definition is commonly adopted in prevalence studies!™®
because problems faced by the survivors can be acute, such as
recurrence, but there may also be subtle physical and psycho-
logical difficulties as a result of treatment.

Population-based cancer prevalence estimates are only com-
plete if obtained from tumour registry data which have been
collected over a sufficiently long period of time to capture all
prevalent cases of the disease.>~>6 Although incomplete
prevalence estimates may be appropriate for determining re-
quired treatment in the population for diseases which primarily
involve short term care,” complete prevalence estimates provide
a better assessment of the disease burden for those conditions
in which recurrence is common and long term physical and
psychological care needed. The Connecticut Tumor Registry
(CTR) has information on cancer cases from as early as 1935,%°
and is the only registry in the US with sufficient follow-up
data to directly estimate cancer prevalence. In the mid 1980s,
Feldman et al. derived prevalence estimates based on 47 years of
incidence data from the CTR.2 These estimates have more recently
been updated using 59 years of incidence data.” Nevertheless,
the use of CTR data to estimate complete prevalence is limited
in that Connecticut incidence and survival data may not be
representative of the US population, particularly for racial/ethnic
subgroups. Neither of these two CTR-based studies reported
prevalence estimates for racial/ethnic subgroups.

Since 1973, the Surveillance, Epidemiology, and End Results
(SEER) Program of the National Cancer Institute began actively
collecting and reporting cancer incidence and survival data.'?
The nine standard cancer registries in the SEER Program cover
about 10% of the US population. These registries are thought to
be reflective of the US cancer experience, and are the primary
source of national estimates of cancer incidence and survival.
Prevalence proportions based on SEER data are of interest
because they better reflect US prevalence among racial sub-
groups in the population. However, such estimates will be biased
for many cancer sites because unobserved cases diagnosed
before the start of active data collection by the cancer registries
in SEER are not included in the prevalence measure.

In the current study, we determine the degree of com-
pleteness of SEER prevalence estimates for both white and black
cancer patients using the modelling approach of Capocaccia and
De Angelis (1997),ll This approach is validated using CTR data.
The SEER prevalence estimates are then computed and reported,
adjusted by the modelled index of completeness. The primary
aim of this study is to provide more representative prevalence
estimates for the US as well as to provide, for the first time using
SEER data, prevalence estimates for blacks. The analysis focuses
on ten cancer sites (stomach, cervix uteri, melanomas-skin,
non-Hodgkin’s lymphomas, lung and bronchus, colon/rectum,

female breast, and prostate) which represent a wide range of in-
cidence and survival rates, from low incidence and low survival
resulting in low prevalence to high incidence and high survival
resulting in high prevalence.

Materials and Methods

Tumour registry data and selected cancer sites

Prevalence proportion estimates are based on SEER cancer reg-
istry data among patients diagnosed in five states (Connecticut,
Iowa, New Mexico, Utah, and Hawaii) and four metropolitan
areas (Detroit, Atlanta, San Francisco-Oakland, and Seattle-Puget
Sound) between 1 January 1973 and 1 January 1994, and fol-
lowed through 1993 for vital status. We also estimate prevalence
using data from the Connecticut Tumor Registry (CTR) between
1 January 1940 and 1 January 1994. The population at 1 January
1994 was estimated by taking the average of the mid year popu-
lations obtained from the Bureau of the Census in 1993 and
1994. Although the CTR began keeping records in 1935, we
did not use the first five years of data because of quality issues
(i.e. underreporting and misclassification). The SEER registries
ensure cancer patient ascertainment and diagnostic information
by abstracting hospital records, clinical and nursing home records,
records from private pathology laboratories and radiotherapy
units. Vital status and cause of death were recorded from death
certificates.

A diagnosed case contributes to the pool of prevalent cases
until death. Only the first primary for a given cancer type is
considered. Cases diagnosed by autopsy and death certificate are
not treated as prevalent cases and thus excluded from analysis.
Incidence rates were computed by single year of age. Population
denominators from the US Bureau of the Census required to
compute rates were available in 5-year age groups, with single
year ages derived by Beers’ ‘Ordinary’ Formula.!2

We selected the cancer sites shown in Table 1 because, in
addition to providing a good representation of various levels
of prevalence, they also represent cancers for which extensive
screening and prevention efforts have been made in this
country.

Modelled completeness index

If a number of people diagnosed with cancer before a registry
began recording data are still alive at the reference time when
the prevalence proportion is estimated, the prevalence measure
will be underestimated. In contrast to the SEER registries where
an underestimation bias occurs for the majority of cancer sites,
the CTR is sufficiently old so that the prevalence proportion
includes essentially all diagnosed cases. A method has recently
been developed for measuring the underestimation bias of pre-
valence when computed in relatively young cancer registries,
such as those participating in the SEER Program. A description
of this general methodology can be referred to elsewhere.!!
The general methodology considers a single birth cohort with
the completeness index a combination of incident and survival
functions. Now consider that the birth cohort is observed for
a time period of L years. The proportion of the population of
individuals with cancer at age x may be separated into a part
which derives from the incident cases observed in a registry
between the age interval [x-L, x], and a part of unobserved cases
in the registry diagnosed at previous ages and still living at x;
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Table 1 Invasive cancer sites considered in this study, according to their incidence and survival rate combinations®

Survival

Poor Medium Good
Incidence (5-year RSR <30%) (5-year RSR 30-80%) (5-year RSR >80%)
Low Stomach Cervix Melanomas-Skin
N
Medium Lung & Bronchus Colorectal
ngh e e Breast(femaleonly)
(AIR >100) Prostate

@ Age-adjusted incidence rates (AIR) and 5-year relative survival rates (RSR),

that is, the prevalence at age x consists of the unobserved and
observed cancer cases living in the registry:

x-L
N(x) = Ny(x, L)+ N,(x,L) = J’ I(t)S(t, x —t)dt + I I(t)S(t, x — t)dt
0 x-L

X

where I(t) is the incidence hazard for the disease of interest
at the time of diagnosis and S(t, x-f) is the relative survivall3
from the time of diagnosis to age x. A measure of the observed
prevalence relative to the total prevalence is called the com-
pleteness index, expressed as

N,(xL)
N(x)

The completeness index, R, varies between zero and one, where
one means that all the diagnosed cases were included in the
prevalence estimate during the reference period.

Incidence functions

The incidence function used for describing the relationship
between cancer incidence and age, adjusting for birth cohort, is
expressed as

I(x,k) = eXp(ak)xb

where a; is a categorical birth cohort variable coded with k = 16
levels (1888-1892, 1893-1897, ..., 1958-1962, 1963-1968), x is
the current age, and » is the slope parameter. The validity of this
function has been previously determined to have a biological
rationale for a general class of cancers, given the multistage
theory of carcinogenesis.l‘l'15 A linear relationship between
log(incidence) and log(age) is obtained by taking the log of
both sides of the equation. When the incidence of disease is
sufficiently rare, as is true for the cancer sites we consider, this
expression can be approximated by a logistic model:

I(x,k) = (1 +exp - (a; + blog(x)))’1

where a, is the logit of incidence at the k birth cohort when age
equals zero. Hence we were able to use standard logistic regres-
sion software which made the estimates easier to compute. This
model provides a good fit to the data for each of the cancer sites
except all cancers combined, cervix uteri, female breast, and
prostate cancers. For these sites the modelled incidence age

as

reported in the SEER Cancer Statistics Review, 1973-1994.10

curve employed a logistic function having as argument a sixth
degree polynomial function of age:

1

6
I(x,k) = E +exp—[a, +y b(x/30-x,/30))]
O i=1

oo,

where a, is the logit of incidence at the & birth cohort when age
equals the reference age (chosen to be 55), and the constant
30 is an arbitrary scale factor used to avoid very large numbers
and numerical instability which arise when taking powers. The
predictions used for this method have been previously con-
sidered as suitable for many cancer sites, particularly those
in which tumour progression and growth are modulated by
hormonal factors.

The models were fit to strata defined by various combinations
of area (SEER, Connecticut only), gender, and race (white, black)
to obtain estimates of the incidence slope parameter » used to
derive the completeness index, R. Because prevalence for a
specific age group is estimated from a single cohort, the numer-
ator and denominator of the prevalence calculation for the com-
pleteness index are both scaled by the same cohort parameter,
and thus the cohort parameter cancels out of the calculation.
The incidence slope estimates were similar between white and
black males and white and black females for all cancers com-
bined, stomach, non-Hodgkin’s lymphomas, lung and bronchus,
and colon/rectum, so the estimated values used to compute the
completeness indexes for these sites were based on white and
black cases combined. For melanomas, which are very rare
among blacks, we only conducted the analysis for whites.

Incidence slope parameter estimates were derived from SEER
and Connecticut data by cancer site and gender, for the first in-
cidence function, where b is the slope parameter measuring the
log-log linear relationship between incidence and age (estimates
not shown). Incidence slope parameter estimates were also
derived for the cancer sites assessed using the second incidence
function, where b; is the slope parameter of a polynomial logistic
relationship between incidence and age (estimates not shown).
The cohort parameters were estimated along with the slope para-
meters, but as noted they cancel out of the calculation of the
completeness index.

Modelling survival

A survival model with cure was fit to the SEER data. Similar
models have been successfully applied previously.16'17 This
model assumes that only a portion of the patients have an ex-
cess mortality rate while the remainder have the same mortality
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rate as the general population and can be considered with
regard to the death risk as cured.

In the survival model, a Weibull function was assumed for
fatal cases and the influence of time of diagnosis and race was
modelled with an exponential factor of the entire relative sur-
vival function. The cumulative relative survival up to age x of a
patient diagnosed at age t and year y was assumed as:

S(x) = [(1 = 4) + Aexp (~(A(x = 1)) ¥PP1 (01 tB200)+0)
where f; is the reference age and y,, is the reference time. The
parameter A represents the proportion of fatal cases (i.e. they
are bound to die from the disease) in the patient population,
and A and y are the respective scale and shape parameters of
the Weibull distribution. The parameters B; and (3, are the log
relative risk of being diagnosed one year older and one year
later, respectively. Finally, dis the log relative risk of being black.
Raising the survival function to a power of the parameters, as
shown, gives a proportional hazards formulation.!8 The para-
meters A, A, and y retain their meaning only for the reference
that we fixed at the median age 62 (except for prostate in which
we used age 72), the period 1988-1993, and white race. The
mean survival time for fatal cases is computed as 1/A (1/( 1+Y)
where I' is the gamma function.

Relative survival estimates using the life table method were
computed using the SEER Portable Survival System.!® Relative
survival was stratified according to 5-year age intervals (25-29,
30-34, ..., 75-79, 80-84; except for all cancers, which included

earlier age intervals), period of diagnosis (1973-1977, 1978-1982,
1983-1987, 1988-1993), gender, and race (white and black). A
20-year follow-up period was considered and we constrained the
relative survival not to increase over follow-up time. Exclusions
were made of cases with second or later primaries, cases diagnosed
by death certificates and at autopsy, and cases not actively
followed. Files containing the empirical relative survival rates
and standard errors, together with the corresponding values of
time since diagnosis, age, time of diagnosis, gender, and race were
exported from the portable survival package. The parameters A,
A, Y, By, and B, were then estimated using the SAS NLIN pro-
cedure from the exported relative survival results (estimates not
shown). On the basis of these parameter estimates, cancer site,
gender, and race specific completeness indices were derived.
Figure 1 provides an illustration of 3-, 5-, 7- and 10-year
modelled and observed relative survival for white women with
breast cancer, presented by year of diagnosis in Connecticut and
SEER for the reference age 62. We only use SEER data from 1973
through 1993 to model survival. However, modelled estimates
from these years and those back-projected to earlier years (not
shown) are used in the denominator of the completeness index
R. For Connecticut, where we have observed survival to com-
pare with projected survival from 1940 onward, we compared
back-projected and observed survival for breast cancer. The
projected survival underestimates the observed survival in early
years. This notwithstanding, modelled total prevalence of breast
cancer is very close to the observed, as shown in Table 3. This
indicates that estimation of completeness indices is scarcely
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Figure 1 Breast cancer (invasive only) three, five, seven, and 10 year modelled and observed relative survival for white women in
Connecticut at reference age 62,% by year of diagnosisb



sensitive to the values of the survival function at =20 years
before the index date.

Validation of completeness indices

In order to validate the modelled completeness indices, we
considered prevalence estimates computed using the Feldman
et al. method, which involves using a longstanding registry (i.e.
the Connecticut Tumor Registry) to derive the number alive on
a certain date, and then making an adjustment for cases lost
to follow-up.2 The life table method was used to estimate the
number who would have survived until 1 January 1994 among
those lost to follow-up. Life tables were estimated for five cohorts
of cases (1940-1953, 1954-1963, 1974-1983, and 1984-1993).
The ratio between prevalence based on 1973-1993 data to pre-
valence based on 1940-1993 was used as an empirical estimate
of completeness, and computed for whites by cancer site and
gender. We then compared these empirical completeness indices
with the corresponding indices obtained through the modelling
effort, which we refer to as modelled completeness indices.
Modelled completeness indices were obtained for Connecticut
whites for validation purposes. Modelled completeness indices
were also computed for SEER whites and blacks. We did not
attempt to compute modelled completeness indices for
Connecticut blacks because of sparse data.

Adjusted prevalence proportions

Cancer site and age-group specific prevalence proportions on
1 January 1994 were estimated per 100 000 using the Feldman
et al. method.? This method was applied to four data sets: (1)
Connecticut white cases diagnosed 1940-1993, (2) Connecticut
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white cases diagnosed 1973-1993, (3) SEER white cases diagnosed
1973-1993, (4) Connecticut black cases diagnosed 1940-1993,
and (5) SEER black cases diagnosed 1973-1993. The method
applied to (1) and (4) provides the conventional prevalence
proportion estimates. We compare these estimates with those
obtained by applying the Feldman et al. method to (2), (3), and
(5), which were adjusted by dividing the cancer site, age group,
area-, and race-specific computed prevalence proportions by the
corresponding modelled completeness indices obtained from
the Capocaccia and De Angelas method.!!

Results

Empirical and modelled completeness indices for all cancer sites
combined based on 21 years of follow-up for whites in Connecticut
and whites and blacks in SEER (modelled only) are reported by
age and gender (Figure 2). The empirical and modelled com-
pleteness indices for whites in Connecticut are similar for men
but those modelled are lower than the empirical for women.
The modelled completeness indices for whites in SEER are
similar to the modelled completeness indices in Connecticut.
The indices vary according to age and gender, with black men
and women in SEER having higher modelled completeness
indices than white men and women across all age groups.
Site-specific completeness indices for whites in Connecticut
are presented in Figure 3. They tend to be similar or lower
(colon/rectal cancers, and melanomas) for women than men,
particularly in the older ages. The degree of completeness varies
by cancer site and decreases with age. Only for prostate cancer
are 21-years of follow-up sufficient to achieve a completeness

Women
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Figure 2 All cancers combined. Empirical and modelled completeness indices with 21-years of follow-up for whites in

Connecticut and whites and blacks in SEER by age and gender
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Figure 3 Empirical and modelled completeness indices with 21-years of follow-up for whites in Connecticut by cancer site, age, and
gender



index of unity, except in the last age category 85-89. Cervical
cancer presents the lowest level of completeness, falling below
50% for ages over 65. For the other sites, 21 years of follow-up
explain a fraction of prevalence ranging between 75% and 95%,
even in the oldest age groups. A comparison of the empirical
and modelled completeness indices indicates that the modelled
indices generally capture the level of completeness for these
cancer sites, with a few exceptions. The modelled completeness
indices are lower than the empirical completeness indices among
women in colon/rectal cancers for ages 30-49, in melanomas
for ages 80-89, and in cervical cancer for ages 70-89.

The completeness indices were typically higher for blacks than
whites for colon/rectum, lung and bronchus, non-Hodgkin’s
lymphomas, and female breast cancers (Figure 4). The com-
pleteness indices were similar between whites and blacks across
age groups for stomach, melanomas, prostate, and cervix uteri
cancers (data not shown).

Cancer site and age group specific prevalence proportions
on 1 January 1994 per 100 000 are reported for men (Table 2)
and women (Table 3). A comparison of prevalence proportion
estimates in (1) and (2) gives the relationship between con-
ventional and modelled estimates for whites in Connecticut.
This is a measure of the validity of the modelled prevalence
estimates. Comparing prevalence proportions in (2) and (3)
allows us to identify differences in the modelled prevalence
estimates between Connecticut and SEER. This demonstrates
the representativeness of Connecticut prevalence to SEER.
Comparing prevalence proportion estimates in (1) and (4) or
(3) and (5) show differences between estimates for whites and
blacks in Connecticut and SEER, respectively.
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For men, conventional and modelled prevalence estimates
appeared similar for all cancers combined and for each of the
selected cancer sites. For women, modelled prevalence estimates
tended to be higher than conventional prevalence estimates for
all cancers combined, and higher in the older age groups for
melanomas, colon/rectum and cervix uteri cancers. Modelled
prevalence estimates were generally higher for whites in
Connecticut for stomach, non-Hodgkin’s lymphomas, and
colon/rectal cancers, and higher for whites in SEER for prostate
and cervix uteri cancers. Conventional and modelled pre-
valence estimates were similar between Connecticut and SEER
areas for breast, lung and bronchus cancers.

For all cancers combined, prevalence estimates tended to be
higher for whites than blacks. For the site-specific cancers this
was true for stomach, prostate, cervix uteri, and lung and bronchus
(men only). For colon/rectal cancers the prevalence estimates
were higher for blacks through ages 59 (men) and 64 (women),
and then for the remaining ages they are higher for whites.

As expected, based on the incidence and survival rate
combinations reported in Table 1, stomach cancer for men and
women had the lowest prevalence estimates whereas prostate
and breast cancers had the highest prevalence estimates. Higher
prevalence estimates were experienced by men than women
for skin melanomas, non-Hodgkin’s lymphomas, lung and
bronchus, and colon/rectal cancers.

Discussion

Although the generic survival function used for all of the cancer
sites did not fit the data as well as could possibly be done using
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Figure 4 Modelled completeness indices with 21-years of follow-up for whites and blacks in SEER by cancer site, age, gender,

and race
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Table 2 Cancer Site and Age Group Specific Prevalence Proportion Estimates for Men per 100 000 on 1 January 19942

Age Group

Cancer Site (Invasive)

25-29 30-34 35-39 40-44 45-49 50-54

55-59 60-64 65-69 75-79 80-84 85-89

All Cancers

6773 10724 15971 17 245 19 794 18 690

SEER Blacks, 1973-93P 0 1 1

9474 10 945 13 090 12 200

@ Prevalence proportions estimated using the Feldman ez al. method.

b Estimates were adjusted using the corresponding modelled completeness index.

more specific survival functions for the various cancer sites, the
modelled and empirical completeness indices were fairly close
except possibly for certain cancers among women (i.e. colon,
melanomas, breast, cervix, and all cancers combined). Using
more complex survival functions is an area for further research.
We illustrated that incompleteness due to limited length of follow-
up is a major problem in estimating prevalence in most cancer
registry areas. The majority of cancers considered required a
longer registration period than 21 years to avoid underestimation

bias. While the registration period was almost sufficient for pros-
tate cancer and explained about 90% or better of all prevalent
cases for stomach, lung and bronchus, and non-Hodgkin’s lymph-
omas, it was insufficient for breast, colon/rectum, melanomas of
the skin and, to a much larger extent, cervical cancer.

Cancer prevalence, which reflects in a single measure the
effects of incidence and survival, is an important indicator of
the burden of this disease in the population and on the health
care system. Currently the Connecticut Tumor Registry is the
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Table 3 Cancer Site and Age Group Specific Prevalence Proportion Estimates for Women per 100 000 on 1 January 19942

Age Group
Cancer Site (Invasive) 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75-79 80-84 85-89
All Cancers

SEER Blacks, 1973-93P 23 58 111 220 306 452 547 710 934 1281 1524 2069 2573

@ Prevalence proportions estimated using the Feldman ef al. method.
b Estimates were adjusted using the corresponding modelled completeness index.
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only source of data in the US which allows us to directly com-
pute prevalence. However, prevalence in Connecticut does
not necessarily mirror that in the SEER areas (as suggested by
differences in incidence and survival rates)11 or the total US.
For example, the estimated number of prevalent cases of any
cancer for white men ages 70-74 in the US on 1 January 1994
(obtained by multiplying our modelled prevalence proportion
estimates by the average of the populations in 1993 and 1994
from the Bureau of the Census), is 495 225 in Connecticut and
526 433 in SEER. Based on the modelled prevalence pro-
portions on 1 January 1994 and projections of the white male
population from the Bureau of the Census middle series,?°
in the year 2020 the estimated number of prevalent cases is
829 840 in Connecticut and 882 134 in SEER. Hence, the burden
of cancer for white men in the US appears to be potentially very
different when based on Connecticut data versus SEER data.
The aim of this study was to provide prevalence proportions
which better reflect the US white and black populations.

Factors influencing the number of years of follow-up required
before the registration period is sufficient to capture the majority
of prevalent cases includes the age in which the disease is
common and the lethality of the disease. For example, the
registration period was essentially sufficient for prostate cancer
because it primarily occurs in old age where the life expectancy
is relatively short. The registration period was also almost
sufficient for lung and bronchus cancers because of the short
survival associated with these diseases. On the other hand, for
cancer of the cervix uteri the relatively young age at diagnosis
and good survival require many more years of follow-up to
capture prevalence. In general, women needed more years of
follow-up than men, and whites more years of follow-up than
blacks. This is because of better survival in women than men,
and in whites than blacks.

The empirical completeness indices for whites from
Connecticut could have been used to correct the SEER-based
prevalence estimates rather than the modelled completeness
indices for whites from SEER. However, random variation in
the empirical estimates, and uncertainty about the represent-
ativeness of the Connecticut-based completeness indices to
SEER indicated the need for modelled completeness indices.
Further, sparse data limited us from obtaining empirical com-
pleteness indices for blacks in Connecticut. Yet although the
modelled completeness indices based on SEER data are more
stable, and can be obtained for blacks, they require certain
assumptions about the cure fraction and distribution function of
survival. Hence, limitations exist for both approaches.

Modelled prevalence estimates for whites in Connecticut
compared to SEER were higher for stomach, non-Hodgkin’s
lymphomas, and colon/rectal cancers, and lower for prostate
and cervix uteri cancers. This may be explained by higher
incidence rates in Connecticut than in SEER for the former set
of cancers but lower incidence rates in Connecticut compared to
SEER for the latter set of cancers.'? Prevalence estimates for
blacks could not be directly compared between Connecticut and
SEER, but we would expect that they would be higher in those
areas displaying higher incidence rates. The incidence rates be-
tween Connecticut and SEER vary greatly for blacks for certain
cancers (all cancers combined, stomach, lung and bronchus,
prostate, and cervix uteri).lo Hence, the modelled prevalence
estimates among blacks in SEER for these cancer sites would be

different than in Connecticut and better reflect US prevalence.

While the modelled SEER-based prevalence estimates provide
a better representation of US prevalence, methods to obtain
US and state level prevalence estimates are of primary interest.
This has led to prevalence estimates obtained from national
surveys,>! Medicare data, 2% and a recent effort based on
general methods using mortality and survival data.?> The
National Cancer Institute is currently sponsoring a project
developing and applying methods to obtain estimates of US
incidence and prevalence. The estimates presented in the
current work are important for validating estimates obtained in
further modelling efforts.
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