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Introduction

This report is the first Cancer Observatory for the A.C. Camargo Cancer Center's (ACCCC's) Hospital
Cancer Registry (HCR), containing information about the cancer cases diagnosed and treated at the
institution between 2000 and 2020.

HCRs are sources of information about cancer, including diagnoses, clinical characteristics,
treatment, and short- and long-term outcomes. They contribute to cancer control programs and
population-based cancer registries (Curado, 2019). Thus, they are data sources that help to inform health
professionals, patients, the scientific community, and society about the profile of patients treated, including
sociodemographic, clinical, diagnostic, and treatment characteristics, as well as overall survival
information.

We would like to pay tribute to the founders of the registry of cancer patients at ACCCC since its
creation in 1953, including the pathologist Dr. Humberto Torloni (1924-2016), who contributed greatly
to the registry and the description of tumors, and Hirde Contesini (1924-), head of the Medical Archive
Service, who, in partnership with Dr. Torloni, has contributed significantly to the institution's records
and archives of cancer cases. Our tribute also goes to Dr. Massaki Udiahara (1913-1981), a member of
ACCCC's Technical Board, which began the work of developing a registry of cancer cases (Bueno, 2015).

We hope that the information presented here constitutes a valuable contribution to doctors, health
professionals, scientists, graduate students, and cancer patients.

Maria Paula Curado
Epidemiologist, Head of the Epidemiology and Statistics Group

José Humberto Tavares Guerreiro Fregnani
Superintendent of Teaching and Research
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The Hospital
Cancer Reqgistry (HCR)

1.1. What is a Hospital Cancer Registry?

A Hospital Cancer Registry is an information system maintained by a work group specializing in the
extraction, coding, and validation of data on patients treated for cancer at a particular institution. Each
cancer case record includes information about the patient's sociodemographic status, diagnosis, cancer
staging, and treatment, as well as follow-up.

The HCR team consists of cancer registrars trained in the extraction, classification, and coding of
cancer cases according to the International Classification of Diseases for Oncology, 3rd edition (ICD-03).

In 1993, the Brazilian Health Ministry, via Ordinance 170, mandated that hospitals providing cancer care
through the Unified Health System establish HCRs. Ordinance MS 3.535/1998 made it obligatory for
advanced cancer treatment centers in Brazil to have and continue the activities of hospital registries (MS,
1998).

In the state of Sao Paulo, Resolution SS-15 charged the Fundagao Oncocentro de Sao Paulo (FOSP)
with the coordination and processing of cases registered in the state's HCRs (SESSP, 2000). In 2000,
a standardized form for the collection of patient data (including information as sociodemographic
tumor diagnosis, staging, treatment, and outcomes) was developed. This form facilitates systematic data
collection by all public and private hospital units that treat cancer patients in the state of Sao Paulo.

1.2. General objective of the HCR
To describe cancer cases treated at the ACCCC.

1.3. Specific objectives

To describe the sociodemographic, epidemiological, and clinical patterns of cancer cases.
To describe neoplasm staging at diagnosis.
To estimate the overall survival of patients treated.
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1.4. The HCR rules for abstracting
Single and/or multiple tumors

The HCR contains records of all malignancies diagnosed in individual patients. One or more
tumors may be registered for the same patient at same time or at different date. Morphological
diagnoses are recorded for each tumor based on the anatomopathological description available as the gold
standard for diagnostic confirmation. Multiple
tumors can be synchronous, meaning that two

International primary tumors are diagnosed at the same time

C|assiﬁcation of o in a short interval period, in the same organ or
Diseases for different organs; or metachronous, meaning that

a new tumor is diagnosed six or more months
OnCOIOQY after the primary tumor. The second primary (or

third) tumor may present with or without the same
histological type.

Third Edition

o mevieon Steps for malignant tumor
recording

The database contains information on all patients
who receive partial or complete cancer treatment
at the institution in each calendar year. Cancer
cases are recorded retrospectively, with a delay
of about six months to one year relative to the
current calendar year.

{@\@ World Health n —
NS % Organization The first step for the recording of a new cancer
case is the identification of the new case from the
data sources available; at the hospital through
Figure 1. International Classification of Diseases for .
Oncology — 3rd edition, 2013. referral from a department of anatomical
pathology, chemotherapy, or radiation therapy
or an oncological clinic. After the case is identified as cancer, the patient is admitted, a process that
includes the collection of data on variables required for the HCR (Appendix) via the analysis of the
patient’s medical records.

The classification and coding are performed based on the tumor’s topography and morphology, using
the 2005 Portuguese version of the ICD-0O3 as a reference (Figure 1). At this time, the hospital staff also
collects information about the tumor’s clinical stage, pathology classification, and abstract the treatments
administered; finally, it records the patient’s vital status (alive or dead).

Cases are registered in the ACCC's HCR, as in other HCRs in the state of Sao Paulo, using the
SISRHC® 2007 (version 6.72) software developed by the FOSP. This software has rules of compatibility
and validation for Topography/Morphology, Sex/Topography, and Age/Morphology. After all cases for a
calendar year have been recorded, a new verification of data consistency and validity is performed using
the IARCcrglools®© 2005 (version 2.13) software developed by the International Agency for Research on
Cancer. Checks for duplicate cases are performed using the Linkage Plus 2007 (version 2.0) software
developed by the Centers for Disease Control and Prevention.
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The consolidated database is backed up monthly and sent to the FOSP every three months. The FOSP
send the recorded cases on to the National Cancer Institute (INCA).

The FOSP disseminates the data by making it available to the public via its institutional website, on the
TabNet platform (http://www.fosp.saude.sp.gov.br). Aggregated data is also available on the TabNet
platform in the ACCCC's internal institutional network (http://10.11.39.42:8080/cgi-bin/dh?rhc/RHC-Ge-

ral.def).
coding duplication
Data sources Collection of Topography and IARCcrgTools Linkplus software Database Status vital of Divulgation of
essential variables Morphology software (linkage) consolidated patient results
- Pathological Medical records Classification Topo/Morpho Identification and - Monthly backup of - Hospital death - Articles
Anatomy analysis according to Sex/Topo exclusion of database on the record - Classes
- Record of - Patient’s the ICD-03 Age/Morpho duplicate cases A.C.Camargo data - Fundag3o Seade - Conference
hospital death medical records center - Telephone contact presentations
- Medical - Imaging exams
records (radio - Clinical evolution - Sending database
and - Treatment to FOSP every thee
chemotherapy months

— 12 Figure 2. Flow of the registry of new cancer cases in the HCR of the ACCCC, S&o Paulo, 2022.
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HCR data quality
iNdicators

The data quality indicators for the HCR are the proportions of cases confirmed histologically, of
“Neoplasm malignant” (8000/3) and “Unknown primary site” (C80.9), and without clinical code X staging.
Periodic monitoring of these indicators enables the identification of flaws, improvements, and advances
in the quality of information generated in the HCR.

The Ministry of Health/INCA's Manual for Cancer Registries (2010) contains recommendations for quality
indicator evaluation. in the state of Sdo Paulo, the FOSP evaluates the same indicators. Table 1 shows
values for the data quality indicators for the ACCCC'’s HCR for the period of 2000-2020.

Tablel 1. Data Quality indicators for the Hospital Cancer Registry of the A.C. Camargo Cancer Center,
2000-2020.

. A.C. Fundacao National Cancer 13 —
Indicators Oncocentro de Institute (INCA)b
CAMARGO Séo Paulo (FOSP)a

Proportion of cases ) .
with microscopic 98.8% 98.3% = 95.0% - <100%

confirmation
(histology)

Proportion of cases
coded as “Neoplasm 0.2% 0.9% < 3.0%
malignant -
(BOOCII 3)"

Proportion of cases

coded as “Unknown 0.7% 1.4% <2.5%

primary site”
(c80.9)

Proportion of cases

without staging 5.1% 4.1% <10.0 %
(code “X)

a) HCRs from the state of Sao Paulo, 2000-2016. Source: FOSP, August 2022.
b) National Cancer Institute (Brazil), Hospital Cancer Registries: planning and development. 2nd ed. rev.
Rio de Janeiro: INCA, 2010.
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The Cancer Observatory
methods

3.1. Descriptive

The descriptive analysis was performed with data from patients diagnosed with cancer between 2000
and 2020 and treated fully at the Institution, extracted from the HCR database on August 10, 2022.

Absolute and relative frequencies were calculated for the following variables: year of diagnosis, sex,
age range, municipality of residence in the state of Sao Paulo, type of cancer (topography), and ACCCC
reference center (RC).

The analyses were performed using Microsoft Excel (Microsoft 365) and IBM® SPSS Statistics (version
23). A thematic map was plotted using the QGIS geoprocessing software (version 3.24.2) and a WGS 84
projection of the cartographic base for municipalities in the state of Sdo Paulo.

3.2. Survival

The survival analysis was performed with data on cases of cancer diagnosed between 2000 and 2017
and treated at the ACCCC. For each sex, the ten most common malignant neoplasms were chosen
based on topography (solid malignancies) and ICD-O3 classification, and presented according to the
International Classification of Diseases, 10th revision (Chart 1).

Survival was calculated as the difference between the dates of diagnosis and death (of any cause) or
latest record, with vital status to June 1, 2022. Overall survival was calculated by sex for three five-year
periods (2000-2004, 2005-2009, and 2010-2014) and one three-year period (2015-2017).

An analysis of overall survival by sex that was stratified by clinical stage (I-1V) according to the TNM clas-
sification of malignant tumors was also performed. Excluded from this analysis were tumors exclusive to
a single sex (e.g., female breast, cervix uterine, and prostate) and Hodgkin's lymphoma, for which TNM
staging is not used. Overall five-year survival during the period 2000-2017 was examined in this analysis.

Survival curves were produced using the Shiny package of the RStudio® 2018 (version 11.463) software,
and survival probabilities at 60 months were estimated. The survival curves were compared using the
log-rank test with a significance level of p < 0.05 using IBM® SPSS Statistics (version 23).
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Chart 1. Histological types of cancer induded in the analysis of survival by sex, 2000-2017.
Histological type (ICD-10) Topography (CID- Morphology (ICD-03) Sex
o]
Squamus cell carcinomas
of oropharynx Co1, C02.4, 80523, 80703, 80713, 80723,
C01, C02.4, C05.1, C05.2, C05.1, C05.2, 80743, BO763, B0833 Msie/-emme
10) C09-C10
Squamous cell carcinomas
C02-C06 except 80703, BOT13, BOT23, BOT43,
OF SR CIRY. (ULE-C0) C05.1 and 80753, 0763, 80833 Male/Female
C05.2
81403, 61443, 62013, 82103,
Adenocarcinomas of 82113, 82433, 82513, 82553
stomach (C16) C16 82603, 82633, 83103, 83233, Male/Female
84803, 84813, 84903, 85503
81403, 82103, 82113, 82203,
Adenocarcinomas of colon C18, C19, C20 82213 82613 82623, 82633 Male/Female
2nd rectum (C18-C20) 84703, 84803, 84813, 84903
81403, 62003, 82013, 82113,
Asenocarcnome.of g (M) c34 52008 '::5-?1?:533' — Male/Female
83233, B3333, 84303, 84803,
84813, 84903, 85503, 85743
85763
87203 - 87233, 87303, 87403
Melanoma of skin (C43) C44 — 87463, 8T613, 87703 - Male/Female
87723, 8TBO3
Invasive breast carcinoma of
1 ARSI (GO C50 85003, 85213 Female
Squamous cell carcinomas of
cervix (C53) C53 oS3, 53:;:]2]333* B, Female
80843
Endometrial
adenocarcinoma of ulerus ChHd B3803 Femals
(C54)
?é’;“}“a“‘"“'““ S o CH1 81403, 85003, 85503 Male
Renal cell carcinoma 81203, 81303, 82603, 82903,
(CB4) cal 83103 — 83193, 83233, Bago3 |  MalefFemale
80103, 80203, 80413, 80503,
Carcimomas of bladder (C&7) CaT BOTO3, 81203, 81303, 81403, Male/Female
82113, 83103, 84803, 84903
Papiltary thyroid carcinoma 80503, 82603, 83413, 83433,
©73) c73 e LA Male/Female
96503, 96513, 96523, 96533,
Hodgkin's lymphoma (C81) crr 96593, 96633, 96643, 96653, MaleFemale

95673

15 —
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Cancer Observatory
results

4.1 Descriptive

From January 2000 to December 2020, 98,711 analytical cases of cancer (i.e.,, cancer in patients without
prior cancer treatment) were recorded in the HCR of the ACCCC.

The annual number of cases ranged from 2,031 in 2000 to 6,119 in 2020, with a reduction in 2020 relative
to 2013-2019 due to the COVID-19 pandemic.

The data show a trend of an 11.0% (95% Cl, 9.3-12.9%) annual increase in the number of cases from 2000
to 2017, with an insignificant reduction of 9.7% (95% Cl, 13.8-28.4%) between 2017 and 2020. For the
whole period 2000-2020, the trend was a 7.7% (95% Cl 4.0-11.4%) annual increase in the number of
cases (Figure 3).

— 16 9,000
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7,000
3 6,000
(2]
[+]
[&]
2 5000
[
ks
5 4,000
L
£
= 3,000
2,000
1,000
- ~ wn ~ O [+¢] o~ (=] wn O < ~ (=] (3] o
(3] wn (=3 o« wn o~ =23 wn -3 ~ < = ~ n -
(=} (=] (-] (=] — ™~ — =T 0 - (=] -] (-} — —
0 GBS o o ocolB<BoEB~E~HN~ ) v
) N 4 4] ] %) lo A el O O N Q% %) ™ ) o A Q@ 9 (N
Q ) QS QS Q Q Q Q Q Q N N N N N N N AN A N a9
FEETETEFTE TS S S
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Figure 3. Numbers of new cancer cases recorded in the HCR of ACCCC, 2000-2020.
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Fifty-three percent (n= 51,944) of the cases, including those of non-melanoma skin cancer, recorded in
2000-2020 were in female patients (Figure 4).

5,000
4,500
4,000

3,500

[ ]
3,000 /
2,500 / %o
2,000
1,500 4 :::'ﬁ:/
_.-3%3/ i

1,000 06—o—o—0—o—*
O _g—0——

Number of new cases

500

&

> H A K H D N A B =B H A
£ P » O B oAl AT AT Al
S O O Q¥ O "\9'}9'\9 r\’%r\?@q&)

P
A P
Year of diagnosis

@ wale @ Feminino

Figure 4. Numbers of new cancer cases (including non-melanoma skin cancer) recorded in the HCR of ACCCC,
2000-2020, by sex.

Two percent of the cases registered between 2000 and 2020 occurred in adolescents and children (933 in

males and 930 in females). For males, 7% (n= 3262) of cases were in young adults, 32% (n = 14,744) were

in adults, and 60% (n = 27,828) were in elderly adults. For females, these proportions were 16% (n = 8404) 17 —
for young adults, 40% (n = 20,790) for adults, and 42% (n = 21,820) for elderly adults (Figure 5).

Children and adolescents ‘Young adults Adults Elderly
2% (M/F) 7% (M) | 16% (F) 32% (M) | 40% (F) 60% (M) | 42% (F)
7000
6000

5000

4000

3000

2000

Number of new cases

1000

BT TR S Y N S .- T X SRS St S I SR S
R N P BN I I S " I R -
& A B A

Age group

AXIIE iy
B S ®

@ mMale @ Female

Figure 5. Distribution of the 98,711 cases of cancer recorded in the HCR of ACCCC, 2000-2020, by age and sex.
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The majority [94% (n = 92,814)] of patients treated at the ACCCC lived in the state of Sao Paulo; of these,
65% (60,522) lived in the city of S&do Paulo, 22% (n = 20,563) lived in the Sdo Paulo metropolitan region, and

13% (n =11,729) lived in elsewhere in the state (Figure 6).

Belo Horizonteo

e
Gk,
NI
f’f},/ ; v‘@. A Tses
SN

gl

MG

Number of cases
[1 No cases

[ Jupto10

[ 10 - 100

I 100 - 500

I 500 - 5,000
I 5,000 - 60,522

o Curitiba

e, 56

Figure 6. Numbers of new cancer cases (including non-melanoma skin cancer) recorded in the HCR of ACCCC, 2000-

2020, by sex.
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Distribution of malignant neoplasms by topography and sex

Among the female patients, the most common malignant neoplasms were breast, non-melanoma skin
cancer, thyroid, cervix, and colorectal cancers. Among the male patients, the most common malignancies
were non-melanoma skin cancer, prostate, melanoma skin, colorectal, and lung cancers (Figure 7).

Female Male

Non-melanoma skin Prostate
Thyroid Melanoma
Cervix Colon and rectum
Colon and rectum Lung
Melanoma Thyroid
Lung Stomach
Uterus “L Kidney

Stomach =R Bladder

19 —

Ovary EEfEEE Lymphomas

16,000 14,000 12,000 10,000 8,000 6,000 4,000 2,000 0 2000 4,000 6,000 8000 10,000 12,000 14,000 16,000

Figure 7. The ten malignant neoplasms, including non-melanoma skin cancer, treated most at the ACCCC in male and

fermale patients. HCR, 2000-2020.
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Distribution of cancer cases by ACCCC Reference Center for treatment

The cancer center model is a comprehensive approach that combines the pillars of diagnosis, treatment,
research, and teaching to improve the well-being of cancer patients. This model is implemented through
Reference Center, which are staffed by multidisciplinary teams of oncologists dedicated to providing
patients with the best possible care in terms of prevention, diagnosis, treatment, and rehabilitation.

The ACCCC has 12 specialized Reference Center that focus on breast, gynecological, skin, lung and
thoracic, pediatric, upper gastrointestinal tract, central nervous system, colorectal, urological, and head
and neck tumors, neoplastic blood diseases, sarcomas and bone tumors.

More than 30% (n = 31,776) of the cases recorded in the HCR between 2000 and 2020 were treated at
the Skin Tumor RC, which includes non-melanoma skin cancers such as basal cell and squamous cell
carcinomas, as well as melanoma. The Breast Tumor and Head and Neck Tumor RCs treated 13.6% and
13.1% of cases, respectively (Figure 8).

Skin Tumors (N=31,776)

T 20 Breast Tumors (N=13,441)
Head and Neck Tumors (N=12,965)

Urological Tumors (N=12,644)

Upper Gastrointestinal Tract Tumors (N=5,723)

Colorectal Tumors (N=5,506)

Gynecological Tumors (N=5,353)

Lung and Thorax Tumors (N=3,898)

Hematological Neoplasms (N=2,840)

Pediatric Tumors (N=1,726)

Sarcomas and Bone Tumors (N=1,596)

Central Nervous System Tumors (N=439)

0 5 10 15 20 25 30 35
Percentage

Figure 8. Proportions of the 98,711 cancer cases recorded in the HCR of ACCCC, 2000-2020, treated at the RCs.
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Table 2 shows the distribution of cases recorded in 2000-2020 by topography (ICD-O3 C0O0-C80) and
year of diagnosis.

Table 2. Distribution of new cancer cases recorded in the HCR of ACCCC, 2000-2020, by topography
(ICD-03 code) and year of diagnosis for both sexes.

Topography (CD-03) 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020  Total |
€00 Lip 2zl 7 |o| 3| 3| 7| &] 3] 5| 7| 7] a|w] 7] 13| s 68| 3] 2| 4| 5|1

CiH Base of tongue 13 12 T 11 7 1 & 13 14 15 18 29| 14 17 32 17 14 18 17 1 14 il

CI2 Other and urspecified portsof | g | w7 15| | 1| 8| 2| 8| 20| 2| ]| | 35| 0| 5| 8| 9| 2| =] 8| 2 |

C03 Gum 1| & ¥ 8 9 5] & V| & 1 10 1] 13| & 7 14| 8 9 4| 14 8 | 176
COM4 Floor of mouth 12 T 0| 3 5 ] L 1 9 8 | 9 2] 15 0] 1| 14 13 9 [ W03
C05 Palate 9 nin 6 4 1" L] 6| 10| 7 § 17 17| 19| 18| 12| 16| 16 14] 12 0 | 2583

L06 Other and unspecified partsof | 43 | o | 13| 6| 5| s | & | o] o | 10| o] | 16| 5] ]| 2| 2] 9] 18] 5] 13 | =

mauth

COF Parobid gland 4 [ -1 £l 7 3 7 B 3 T k] " 1] 12 14 9 13 19 12 18 10 | 203
fmmm major 1| 4]zl 2] o]l al vzl o] 2] a) 1] 2l alz] af] 2] 4 4| 2 4 83
CO09 Tonsil 14 " 9 13 1 9 13 13 12 10 13 18 2 23 2 F.rd i} 7 20 15 12 3B
10 Oropharynx ] 4 4 4 2 3 ] 12 " 10 14 14| 12 ki 17 " 17 2 10 14 12 m
C11 Hasopharynx 13 10 7 13 & 10 i B 17 10 13 13 13 ir Fi 10 B 9 & a 7 228
€12 Pyriform sims ) 2|2]|s) «]3]|7|3|]n|2|s|s5]|e]e]w]s] 7| 3| 3 3| 138
C13 Hypopharynx o]l 7]ls]s]|s]z2]s 9] 3| s]| &) 3| s| w| a|] s8] s s 5| & 1] 1 21 —
mmﬂm sesinlipd o) o | o| 1| o] 1] o] ol o] o]l o] ol o] @) o o) 1] 1] 1] 2 0| 7
C15 Esophagus s 23|20 ;0] | 17| w| w| | 0| w| s| v| 2| u]| | W] u|n|n 17 | &8
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4.2. Survival

The probability of five-year survival of the 10 most common cancers increased during 2000-2017
in both sexes, but to a greater extent among females. For adenocarcinoma of the lung (C34), the
survival rate rose from 10.4% (2000-2004) to 51.1% (2015-2017) in men and from 18.8% (2000-2004) to
59.0% (2015-2017) in women. For adenocarcinoma of the stomach, the probability of five-year overall
survival increased from 25.2% (2000-2004) to 51.0% (2015-2017) in men and from 31.3% (2000-2004)
to 58.5% (2015-2017) in women (Tables 3 and 4). Increases in survival occurred for papillary thyroid
adenocarcinoma in men and Hodgkin's lymphoma in both sexes, although with no difference among
periods. Survival decreased for bladder carcinoma in women during the period 2015-2017.

The most common neoplasms showed survival increments. For males, squamous cell carcinomas of the
oropharynx and oral cavity; adenocarcinomas of the stomach, colon, and rectum; lung cancer; prostate
cancer; carcinomas of the bladder and kidneys; papillary thyroid carcinoma; Hodgkin's lymphoma; and
melanomas of the skin were analyzed. For women, the same tumors, as well as invasive breast cancer
of no special type, cervical squamous cell carcinoma, and uterine endometrial adenocarcinoma, were
analyzed. Figures 9-22 show overall survival probability curves by sex.

Overall survival rates for these cancers increased gradually, with better survival observed in the most
recent period (2015-2017) in women. ACCCC has embraced innovations and advances in oncological
diagnosis and treatment, offering patients better opportunities and increasing their survival.
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Table 3. Overall five-year survival probabilities for the most common malignant neoplasms in male
patients recorded in the HCR of the ACCCC, 2000-2017.

Five-year global survival rate

Log-
Cancer type (ICD-10) — 2000-2004 2005-2009 2010-2014 2015-2017 rt:I;:
Males Deaths/ Deaths/
0,
Deaths/total % Deathsi/total % total % total o p-value

Squamous cell carcinomas of
oropharynx (C01, C02.4, C05.1, 75115 348 62/128 514 117/233 472 44/143 64.0 =0.001
C05.2, C09-C10)

Squamous cell carcinomas of oral
cavity (C02-C06. except C05.1 and 81/142 430 69/136 492 82/201 56.2 42/164 702 =0.001
C05.2)

Adenocarcinomas of stomach (C16) 101135 252 129/199 352 196/323 36.3 81/197 51.0 =0.001
Adenocarcinomas of colon and

82/206 60.2 152/423 63.9 218/760 68.7 118/560 747 0.001

rectum (C18-C20)
Adenocarcinomas of lungs (C34) 129/144 104 96/118 179 162/271 342 761187 51.1 =0.001
Melanoma of skin (C43) 31111 719 48/268 820 71/503 830 23/423 929 =0.001

Adenocarcinomas of prostate (C61) 1207728 834 146/1519 90.0 230/3151 913 §7/2084 942 =0.001

Renal cell carcinoma (C64) 27157 52.6 24/98 75.4 55/342 81.4 29/349 89.3 =0.001
Bladder carcinomas (C67) 39/84 53.3 57/118 51.2 64/220 67.8 271106 68.1 0.002
Papillary thyroid carcinoma (C73) 2164 96.9 2118 98.2 9/383 97.3 2/349 99.4 0.306
— 24 Hodgkin's lymphoma (C81) 9/63 85.7 8/64 87.5 10/90 88.1 354 93.1 0.640

Table 4. Overall five-year survival probabilities for the most common malignant neoplasms in female
patients recorded in the HCR of the ACCCC, 2000-2017.

Five-year overall survival rate

Log-
Cancer type (ICD-10) - 2000-2004 2005-2009 2010-2014 2015-2017 rta:;!:
Female patients Deaths/ ” Deaths/ " Deaths/ o Deaths/ " “alue
total o total total o total P-

Squamous cell carcinomas of oral
cavity (C01, C02.4. C05.1, C05.2, 10/18 444 15/26 423 14/46 66,5 7/31 68,7 0,048
C09-C10)
Squamous cell carcinomas of oral
cavity (C02-C086, except C05.1 and 30/62 50,8 30/68 54,4 39/123 65,3 19/94 76,5 0,013
C05.2)
Adenocarcinomas of stomach (C16) 68/99 313 80/125 36,0 110/214 453 41/114 58,5 0,001

Adenocarcinomas of colon and

rectum (C18-C20) 101/239 57,7 133/367 63,6 190/685 69,5 87/479 79,2 | <0,001

Adenocarcinomas of lungs (C34) 56/69 188 | 80108 | 249 | 119238 | 428 | 73210 | 590 | <0,001
Melanoma of skin (C43) 341148 767 | 381267 | 853 | 41472 | 9041 | 12384 | 958 | <0001
Invasive breast carcinomas of no

special type 18911127 | 832 | 1931311 | 852 | 2052191 | 900 | 10211835 | 936 = <0,001
(C50)

?gg';‘)mous cell carcinomas of cervix 63/161 609 | 48109 | 555 | 461188 | 698 | 161111 | 836 | <0001

Endometrial adenocarcinoma of

Stering corpus (o) 24/88 727 | 20133 | 848 | 26304 907 19/230 903 | <0,001
Renal cell carcinoma (C64) 15/40 625 13/62 78,8 171165 885 18/185 890 | <0,001
Bladder carcinomas (C67) 13/26 486 23154 57,2 26171 60,9 16/43 576 | 0,751
Papillary thyroid carcinoma (C73) 10/352 97.1 5/571 991 | 191475 | 984 | 41313 996 | 0,003

Hodgkin's lymphoma (C81) 8/53 84,9 7144 93,6 10/99 88,9 366 28 | 0317
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Figure 9. Estimated five-year survival for squamous cell carcinomas of the oropharynx (CO1, C02.4, CO5.1, C05.2, CO9-C10)

recorded in the HCR of the ACCCC, 2000-2017.
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Figure 10. Estimated five-year survival for squamous cell carcinomas of the oral cavity (C0O2-CO6 except CO5.1and C05.2) in
the HCR of the ACCCC, 2000-2017.
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Figure 11. Estimated five-year survival for adenocarcinomas of the stomach (C16) in the HCR of the ACCCC, 2000-2017.
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Figura 12. Estimated five-year survival for adenocarcinomas of the colon and rectum (C18-C20) in the HCR of the ACCCC,
2000-2017.
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Figure 13. Estimated five-year survival for adenocarcinomas of the lung (C34) in the HCR of the ACCCC, 2000-2017.
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Figure 14. Estimated five-year survival for melanomas of the skin (C43) in the HCR of the ACCCC, 2000-2017.
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Figure 15. Estimated five-year survival for invasive breast carcinomas of no special type (C50) in the HCR of the ACCCC,

2000-2017.
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Figure 16. Estimated five-year survival probabilities for squamous cell carcinomas of the cervix (C53) recorded in the HCR
of the ACCCC, 2000-2017.
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Figura 17. Estimated five-year survival probabilities for endometrial adenocarcinomas of the uterine corpus (C54) recor-

ded in the HCR of the ACCCC, 2000-2017.
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Figura 18. Estimated five-year survival probabilities for invasive adenocarcinomas of the prostate (C61) recorded in the
HCR of the ACCCC, 2000-2017.

29 —




CANCER

OBSERVATORY A.C.Camargo Cancer Center
Male Female
104 10k Diagnostic period
%n —12000-2004
M R 2002
L - > 2010-2014
T —/ —12015.2017
08 + 08 + 3
a . —|_|_\
061 06
; — ;
" + [
[ -
@ [
> >
O 047 O 04
0.2 0.2+
log-rank p<0,001 log-rank p<0,001
00 T T T T T T 00 T T T T T T
10 20 0 40 50 60 0 10 20 30 40 50 60

Time (months) Time (months)

Figure 19. Estimated five-year survival for renal cell carcinomas (C64) r in the HCR of the ACCCC, 2000-2017.
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Figure 20. Estimated five-year survival for bladder carcinomas (C67) in the HCR of the ACCCC, 2000-2017.
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Figure 21. Estimated five-year survival for papillary thyroid carcinomas (C73) in the HCR of the ACCCC, 2000-2017.
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Figure 22. Estimated five-year survival for Hodgkin's lymphomas (C81) in the HCR of the ACCCC, 2000-2017.

Overall survival

Female
10 e +
—h PP g
+—+
0,84
067
0,4
0,24
log-rank p=0,317
00 T T T T T T

20 30 40 S0 60
Time (months)

31 —

Diagnostic period
—I112000-2004
1120052009
2010-2014
—M2015-2017




CANCER
OBSERVATORY A.C.Camargo Cancer Center

Survival stratified by sex and clinical stage

We observed a greater increase in survival among female than among male patients for the majority of
cancers studied, by five-year period overall. Differences in overall five-year survival between female and
male patients were significant for squamous cell adenomas of the oral cavity (CO2-C06 except C05.1 and
C05.2; 64.9% vs. 57.0%, p = 0.042), adenocarcinomas of the lung (C34; 45.1% vs. 33.0%, p < 0.001) and
melanoma of the skin (C43; 89.3% vs. 86.2%, p = 0.005; Table 5).

The analysis stratified by clinical stage revealed survival differences favoring female and male patients,
respectively, for stage-1 adenocarcinomas of the lung (C34; 84.4% vs. 72.6%, p < 0.004) and stage-l|
renal cell carcinomas (C64; 77.4% vs. 94.4%, p = 0.009; Table 6). No sex difference was observed for any
stage-lll; the survival of stage-IV adenocarcinoma of the lung (C34) was better for female than for male
patients (16.9% vs. 10.4%, p < 0.001; Table 7).

— 32
Table S. Overall five-year survival rates for malignant neoplasms recorded in the HCR of the
ACCCC, 2000-2017, stratified by sex.

Male Female
Cancer e (E-10) Deathsitotal °’s°l?r:fvr:|" Deaths/total °g.uc::;r;u L°?}'_Ta’:ﬁ :e st
(Sé‘gfim(:“o”; 4°ie(”:§53_r1°ii"é’{’;%?25i [(’:f{%"cp?g)’y n 311/728 52,8 49/146 616 0.072
(sgo“;_’(‘:"gsu_sEii'L;f Ec(',g";"::$°éo?z') cavity 288/753 57.0 128/414 64.9 0.042
Adenocarcinomas of stomach (C16) 533/968 396 320/621 442 0.156
ggggmcarcinomas of colon and rectum (C18- 619/2345 696 549/2160 710 0374
Adenocarcinoma of lung (C34) 512/883 330 363/801 451 <0.001
Melanoma of skin (C43) 179/1718 86.2 131/1594 893 0.005
Renal cell carcinoma (C64) 149/1092 831 71/564 858 0.334
Bladder carcinomas (CG7) 204/591 61.2 84/223 588 0.363

Papillary thyroid carcinoma (C73) 17/1244 98.2 41/4742 98.8 0.075
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Table 6. Overall five-year survival rates for selected cancers recorded in the HCR of the ACCCC,
2000-2017, stratified by clinical stages | and Il and sex.

Clinical Stage | Clinical Stage Il
Cancer type (ICD-10) Male Female Male Female
Log-rank Log-
Deaths/ Deaths/ Deaths/ Deaths/
Total % Total % test Total % Total % rank test
pvalue p-value

Squamous cell carcinomas of
oropharynx (C01, C02.4, C051, 6/40 813 2/18 778 0.881 13/48 662 2/9 778 0531
C05.2, C09-C10)

Sguamous cell carcinomas of oral

cavity (C02-C08, except C05.1 and 22/158 828 10127 896 0150 | 351138 714 17/69 711 0.897
C05.2)
Adenocarcinomas of stomach (C16)  24/158 83.0 12112 884 0279 | 461168 694 2711 736 0.57

Adenocarcinomas of colon and

rectum (G18-G20) 42/459 88.9 31/452 915 0.215 72/526 842 62/448 846 0.929
Adenocarcinoma of lung (C34) 41190 72.6 27/234 844 0.004 16/51 646 8/40 76.1 0.162
Melanoma of skin (C43) 37/1167 95.3 28/1159 96.5 0.186 39/253 796 33/211 814 0.599
Renal cell carcinoma (C64) 26/633 94.4 11/355 96.3 0.309 3167 944 6/31 774 0.009
Bladder carcmomas (C67) 33/232 82.5 10/74 846 0.865 28/88 62.7 14/33 482 0.285
Papillary thyroid carcinoma (C73) 9/980 98.8 27/4085 991 0.320 1/31 96 .6 4/102 954 0.950

33 —

Table 7. Overall five-year survival rates for selected cancers recorded in the HCR of the ACCCC,
2000-2017, stratified by clinical stages Ill and IV and sex.

Clinical stage lll Clinical stage IV
Male Female Male Female
Cancer type (ICD-10) Too- Tog-
Deaths/ rank Deaths/ Deaths/ rank
Total  ©°  DeathsN test | Total % Total % test
p-value p-value
Squamous cell carcinomas of oropharynx (COT, - ye4g 57 1127 430 0142 | 237478 462 34/89 506 0069
C02.4, C05.1, C05.2, CO9-C10)
Squamous cell carcinomas of oral cavity (C02-
C06. except C05.1 and C05.2) 46/127  59.2 24/61 586 0.681 180/315 36.5 73142 436 0435
Adenocarcinomas of stomach (C16) 86/190 489 53113 475 0958 | 322/378 33 181/218 6.3 0.968

Adenocarcinomas of colon and rectum (C18-C20) 127/690 77.7  120/681 792 0.594 | 332/585 341 304/512 311 0642

Adenocarcinoma of lung (C34) 59/119 397 45108 472 0.126 | 374/479 10.4 261/377 16.9 <0.001
Melanoma of skin (C43) 62/186 589 34127 68.5 0.053 30/58 412 21/35 30.7 0953
Renal cell carcinoma (C64) 241113 1.7 9/70 86.3 0.146 82/124 21.0 34/46 23.0 0.825
Bladder carcinomas (C67) 31/73 493 19/40 498 0.891 73/106 251 29/43 273 0691

Papillary thyroid carcinoma (C73) 2/159 98.6 6/447 98 4 0.930 5/64 88.6 3/54 941 0.568
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5 Access to the HCR
database

A.C.Camargo Cancer Center

Access to this information is available on the A.C. Camargo
internet using the Tabnet tool, at: -
https://intranet.accamargo.org.br/sistemas/rhc-tabnet ’ "

J

Access to the HCR is gained through the Tabnet tool, which enables the construction of tables of a
nonymized data showing the numbers of cancer cases according to variables of interest such as:
previous treatment/diagnosis, state of birth, state of residence, age range, sex, educational level, tumor
topography, morphology, clinical stage, and treatment. Non-anonymized data may be used for specific
research projects with the approval of the (Institutional Review Board - IRB), and requests for access to it
are made by emailing the supervisor of HCR authority with the IRB approval attached.

The HCR data reflect the care provided at the ACCCC and the characteristics of the patients treated at the
Institution. The numbers of cases reported here do not reflect the total numbers of new cases occurring
among residents of the city of Sdo Paulo, only those treated at the ACCCC.
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Conclusions

The HCR of the ACCCC has existed for more than twenty years and contains consolidated data
recorded by experienced registrars. Its data quality indicators are highly standards above the standards
recommend by INCA/MS and FOSP (Fundacao Oncocentro de Sao Paulo).

During the period of 2000-2020, more than 98,000 new cases of cancer were registered, with the
greatest number of cases occurring in women and in residents of the city of Sao Paulo. For women,
the most common malignant neoplasms were breast, non-melanoma skin, thyroid, cervical, and
colorectalcancers.Formen, they werenon-melanomaskinandprostatecancers, melanomaoftheskin,and
colorectal and lung cancers. The largest number of malignant neoplasms was seen at the Skin Tumor
RC, followed by the RCs for breast and head and neck tumors.

The overall five-year survival rate for the most common cancers in women increased in recent
periods. No survival difference between periods was observed for papillary thyroid carcinoma in men or
Hodgkin's lymphoma in both sexes, probably because the survival rates for these tumors were already
high due to their biological behavior (more indolent) For bladder carcinoma in women, the survival rate
decreased, but not significantly, in the most recent period (2015-2017).

Increases in survival in both sexes. were greater for female patients for the majority of
topographies studied, with significant sex differences observed for cancers of the oral cavity and lung
in 2000-2017, Overall five-year survival rates stratified by clinical stage were better for women with
stage-l and -1V lung cancer and men with stage-Il kidney cancer.

The observed increases in survival during the period 2000-2017 reflect innovations and advances in
oncological diagnosis and treatment that the ACCCC has embraced, which has enabled us to offer
patients better resources for therapeutic success.
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HCR contacts

For more information, please contact:

- Email: diego.rodrigues@accamargo.org.br (Diego Rodrigues)

- Telephone: +55 (11) 2189-5000, Extension 2942.

- Address: Rua Tagua, n. 440 - Centro Internacional de Pesquisa, CEP 01508-010 Liberdade -
Sao Paulo/SP

Contact information is also available at:

1. The Institutional Intranet (Institucional > Recursos > RHC):
https://intranet.accamargo.org.br/institucional/recursos/registro-hospitalar-de-cancer-rhc

2. The A.C. Camargo webpage (HCR):
https://accamargo.org.br/pesquisa/registro-hospitalar-de-cancer
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The HCR
feam

Superintendent of Teaching and Research
Dr. José Humberto Tavares Guerreiro Fregnani

Epidemiologist
Dr. Maria Paula Curado

Operations Manager
Dr. Bernardo Rodrigues Peixoto

Review Pathologist
Dr. Stephania Martins Bezerra

Data Manager Supervisor
Diego Rodrigues Mendonca e Silva

Cancer Registrars

Célia de Souza

Katia Mancini Kolpaert

Mariana de Souza Silva

Maria Rita de Cassia Gomes dos Santos

A.C.Camargo Cancer Center
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F LK P oo s FICHA DE ADMISSAO
/—-—\ Regirtio Hozptia Brde Cqwcer
Instituicao: Niamero RHC:
IDENTIFICAGAQ DO PACIENTE
Prontuério: Categoria Atend.: D 1. 5UE /2 Canvdnia f Data de Mascimento: i
1. Parlicular
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EstadoPais de hascimento:

Residéncia aud

Logradourao: %

Complementa: Tel.: CEF: | | || | | |
Cidade: UF:
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SITUACAO DO PACIENTE AADMSSAO

Data da prifmeirs consults: P Clinica do atendimenta:

4.qulaz

Diagnasticoftratamento anterior: |:|

Instituigdo de arigern:

1. =am diagnd=ticafsam Lalamania } 2. cam Fagn d=lica/sem Latamanta [} 1oam diagndslicolcam palamenla

INFORMACOES SOBRE ADOENCA

Data do 1° disgndstico: oo

Base para realizacdo do diagnastico: Dme chinica } 2 mcurzmax ausliaes nfa micmnclpioas 4 Toanlimacia micunclpics } S zam nlaimagia

Caracterizacio do tumor principal

Localzagdo primaria:

Lateralidade ; D

Tipo histoldgic o | |

B - N3a == aplca
1-Da=ia
2 - Ezqueda

Estadio clinico: | T N:| | | | M
=h [EX Fatores de Ria:u:| | |
Estadio pas-cirdrgico: PT;l | | | pN;| | | | | lpr-n:| | |

Metastases:

Outro estadiamenta:
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FICHA DE ADMISSAO
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Data : 20/02/2013

pag:2/2

Instituigao:

Nimero RHC:

EVENTOS DESSEATENDIMENTO

Data de inicio do tratamento no hospital:

Tratamento recebido no Hospital:

DNenhum DCirurgia

DRadioterapia Quimioterapia

DHormonioterapia T™MO

Imunoterapia

DOutros

Razao para ndo realizacao do tratamento
no hospital :

Data do 6bito: / !

OBSERVACOES

N

Data de preenchimento: / /

Fora do hospital antes da admissio:

D Nenhum DCirurgia

Radioterapia Quimioterapia

| L

Hormonioterapia T™MO

D Imunoterapia DOutros

D Sem informagao

9. Sem infomagao

Fora do hospital durante efou apés

admissao:
DNenhum DCirurgia
Quimioterapia

Radicterapia

[ |

Hormonicterapia ™O

D Imunoterapia DOutros

D Sem informacdo

Recusa do tratamento/ 2.Doenga avangada, Falta de condigdes clinicasf 3.0utras doengas associadas
4.Abandono tratatamento/ 5.0bito por cincerf 6.0bito por outras causas, SOEf 7.0utras/ 8.Mdo se aplica

1.Sem evidéncia da doenga f 2.Remissao parcial f 3.Doenga estavel/ 4.Doenga em progressao
Estado da doenga ao final do tratamento: D 5.Fora de possibilidade/ 6.0bito por ciincerf 7 .0bito por outras causas,SOE/ 8.Tratamento ndo concluido

9.M&do se aplica/ 10.Sem informagdo

Registrador:
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Data : 20/02/2013

FICHA DE SEGUIMENTO

Instituigio:

IDENTIFICACAO DO PACIENTE

Prontuario: Documento:

4. CPF/ 5. Cartdo SUS
Dt. Nascimento: / / Sexo: D 1. Masculino / 2. Feminino
Nome:

Namero RHC:

1. PIS/PASEP / 2. RG / 3. Certiddo de Nascimento N™:

ULTIMA INFORMACAO DOPACIENTE

Situagao Atual: D 1.Vivo com céncer / 2.Vivo, SOE / 3.0bito por cincer / 4.0bito, SOE

Data da Informacéo: I /

Tratamento Realizado D Nenhum
no hospital:

DCirurgia DRadioterapia
L]

Hormonicterapia T™MO Imunoterapia

Tratamento Realizado D Nenhum
fora do hospital: D

DRadioterapia

Qutros

DCirurgia

TMO Imunoterapia

DQuimioterapia
]

Qutros

DQuimioterapia

Sem informacéo

D Hormonioterapia

Recidiva: Dl Local f 2.Regional f 3.Ndo / 9.Sem Informagdo

Data da Recidiva/Metastase: ! /

Metastase:

Data do Obito: i

Data do Preenchimento: L Registrador:

OBSERVACOES
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ELRP

GABARITOC DO ARQUIVO DBF
CAMPO DESCRIGAO
IBGE Cédigo do municipio brasileiro, segundo o IBGE, onde reside o paciente
ESCOLARI Escolaridade: 1 — Analfabeto 2 — Ensino Fundamental Incompleto
3 - Ensino Fundamental completo 4 — Ensino Médio Completo
5 — Ensino Superior 9 — Ignorado
IDADE Idade do paciente

DTNASC  Data de nascimento

SEXO Sexo do paciente: 1 — Masculino 2 — Feminino

UFNASC  Estado (UF) de nascimento
UFRESID Estado (UF) da residéncia
DTOBITO Data do 6bito

DIAGPREV Diagnéstico e tratamento anterior:
1 — Sem diagnéstico e sem tratamento 2 — Com diagnéstico e sem tratamento

CATATEND Categoria de atendimento a admissao: forma do atendimento realizado no hospital, no momento da
admisséao, de acordo com:

SUS Convénio Particular
{a partir de margo/2013)
SITUACAO Estado atual apés o primeiro tratamento:
— 42 01 — Sem evidéncia da doenga 06 — Obito por cancer
02 — Remissdo parcial 07 — Obito por outras causas
03 — Doenga estavel 08 — Tratamento n&o concluido
04 — Doenga em progresséo 09 — Né&o se aplica
05 — Fora de possibilidades terapéuticas 10 — Sem informacéo
NAOTRAT Razé&o para a ndo realizagdo do tratamento:
1 - Recusa do tratamento 6 — Obito por outras causas
2 — Doenga avangada, falta de condig8es clinicas 7 — Outras razdes
3 — Qutras doengas associadas 8 — Né&o se aplica
4 — Abandeono do tratamento 9 — Sem informagéo

5 — Obito por cancer

BASEDIAG Base utilizada para o diagnostico:

1 — Exame clinico 3 — Confirmag&o microscopica
2 — Recursos auxiliares ndo microscépicos 9 — S8em informagéo
TOPO Topografia. Localizagéo do tumor primario (CID-O, 22 e 32 edigdes)
MORFO Morfologia. Tipo histolégico do tumor primario (CID-O, 22 e 3?2 edigbes)
DTCONSULTA Data da primeira consulta
DTDIAG Data do diagnéstico do tumor
EC Estadio clinico (TNM, 57 e 67 edi¢bes)
Cédigo T (TNM, 5% e 62 edigdes)
N Cédigo N (TNM, 5% e 62 edi¢des)

M Cédigo M (TNM, 52 e 67 edigbes)




CANCER
A.C.Camargo Cancer Center OBSERVATORY

Q
EOSP

DTTRAT Data de infcio do primeiro tratamento
TRATAMENTO Tipo(s) de tratamento(s) proposto(s):
A — Cirurgia G - Cirurgia + Radio + Quimio
B - Radioterapia H — Cirurgia+Radio+Quimio+Hormonio

C - Quimioterapia I -
Outras combinagfes de tratamento D
— Cirurgia + Radioterapia J-
Nenhum tratamento realizado

E - Cirurgia + Quimioterapia K

— Sem informac¢é&o do tratamento F

— Radioterapia + Quimioterapia

META01 Localizagéo da

metastase (CID-O, 2% e 3% edigbes)

META02 Localizagéo da

metéstase (CID-O, 27 e 37 edigbes)

METAO03 Localizagdo  da

metéstase (CID-O, 22 e 32 edigbes)

METAO04 Localizagdo da metastase (CID-O 22 e 32 edi¢des)

DTULTSEG Data do ultimo seguimento informado

A) SITULTSEG Situagéo do paciente no Ultimo seguimento informado: 43 —

(até dezf2011) 1 - Vivo com cancer 3 — Obito por cancer 5 — Liberado de seguimento
2 - Vivo, SOE 4 — Obito, SOE 9 - Sem informagao

B) SITULTSEG Situagao do paciente no ultimo seguimento informado:

(a partir de mar/2012) 1 - Vivo com cancer 3 — Obito por cancer 5 — Perda de seguimento

2 - Vivo, SOE 4 — Obito, SOE

ANODIAG Ano do diagnéstico do tumor

ECGRUP Estadiamento TNM agrupado

TOPOGRUP Topografia. Localizagéo do tumor primario (CID-O, 22 e 32 edig8es), com

3 digitos

CICI Estadiamento Infantil - Grupo + Subgrupo

CICIGRU Descrigdo do Estadiamento Infantil (CICI) — Grupo

CICISUBGRU Descrigéo do Estadiamento Infantil (CICI) — Subgrupo

FAIXAETARI Faixa etaria (de 10 em 10 anos)
A) LATERALI Localizagdo (lateralidade) de tumores em 6rgéos,
glandulas e cavidades em pares 1 — Direita 2 —
Esquerda 3 - Indiferente
B) LATERALI Localizagdo (lateralidade) de tumores em 6rgéos, glandulas e cavidades
em pares
(a partir de set/2011) 1 - Direita 2 - Esquerda 3 — Nédo se aplica
DSCTOPO Descrigédo da topografia. Localizagdo do tumor primario (CID-0, 2% e 32
edigdes)
DSCMORFO Descrigdo da morfologia. Tipo histolégico do tumor primario (CID-O, 22 e

3? edigdes)
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