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This study concerns the survival of European patients diagnosed between 1978 and 1989 with cancer of

corpus and cervix uteri and ovary. Variations in survival in relation to age, country and period of

diagnosis were examined. Data from the EUROCARE study were supplied by population-based can-

cer registries in 17 countries to a common protocol. Five years after diagnosis, relative survival rates

were 75, 62 and 35% for cancers of the endometrium, cervix and ovary, respectively. Survival

decreased markedly with age. The decrease was especially evident for ovarian cancer, which declined

from 65% (15±45 years) to 18% (75 + years). In 1985±1989 there were important inter-country diVer-

ences in survival for European women with gynaecological cancers: Eastern European countries were

characterised by low 5-year relative survival whilst in Sweden, Austria, The Netherlands and Swit-

zerland survival was generally higher than for other European countries. From 1978±1989, 5-year

relative survival improved slightly for cervical cancer and improved more among the oldest patients.

Prognosis also improved slightly for patients with ovarian tumours and this increase (around 20%)

was concentrated among patients between 15 and 64 years of age. Intercountry diVerences in survival

did not in general reduce over time, although for ovarian cancer survival diVerences narrowed prob-

ably in relation to the more widespread use of more eVective chemotherapy. Intercountry and time

diVerences in survival for cervical cancer are almost certainly related to variations in the eVectiveness

of cervical screening programmes. For corpus uteri cancer there was no improvement in survival over

the period of this study and intercountry survival diVerences for this cancer are probably related to

diVerences in patient management. # 1998 Elsevier Science Ltd. All rights reserved.
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INTRODUCTION

In Europe, gynaecological tumours (those aVecting the cor-

pus and cervix uteri and ovary) are the third most common

malignancies in women after breast cancer and colorectal

cancer [1]. In most European populations the frequencies of

ovarian and endometrial cancers are either decreasing or

stable and the incidence of invasive cervical cancer is

decreasing [2]. Whilst the patterns of incidence of ovarian

and endometrial cancer seem to correlate with the use of

combined oral contraceptives which have a protective eVect

against these malignancies [3], the reduction in cervical can-

cer incidence is often explained as the result of the introduc-

tion of screening, even though a decline was evident before

the widespread aYrmation of this procedure. Screening

identi®es premalignant lesions, which can be eliminated,

thereby reducing the incidence of malignant lesions. Screen-

ing also anticipates the diagnosis of malignant lesions which

respond more eVectively to therapy and for this reason some

survival studies report improvements in the prognosis for this

cancer site. There is also some evidence that the survival of

patients with ovarian cancer has improved in recent years,
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due to earlier stage at diagnosis and possibly to the introduc-

tion of chemotherapy combinations containing cisplatin [3].

The present study concerns the survival of European

patients diagnosed with cancer of the cervix and corpus uteri

(ICD-9 180 and 182, respectively) and ovary (ICD-9 183)

[4]. Variations in survival in relation to country, age and

period of diagnosis are analysed.

PATIENTS AND METHODS

The study considered all cases of gynaecological cancer

recorded in population-based cancer registries from 17 Eur-

opean countries of the EUROCARE database. Cases ana-

lysed had a follow-up of at least 5 years. Only primary, ®rst

occurrence, malignant invasive tumours, as de®ned by ICD-

O behaviour code 3 or higher [4] were included; in situ,

uncertain and borderline tumours were excluded. Both his-

tologically veri®ed and non-veri®ed cases were included, but

cases known to registries by death certi®cate only (DCO) or

discovered incidentally at autopsy, were excluded.

Descriptions of the cancer registries, their data gathering

methods, and the standardised procedures for ensuring data

comparability were published in the ®rst and will be pub-

lished in the second EUROCARE monographs [5, 6].

Table 1 provides a breakdown, according to cancer site

and country, of the total of 82 192 gynaecological cancer

cases diagnosed in 1985±1989. The registries of Finland,

Denmark, Iceland, Scotland, Estonia, Slovakia and Slovenia

cover the entire populations of those countries. English

registries cover a large fraction of the whole population; other

countries are represented by one or more local or regional

registries. Table 1 also gives information on cancer site, his-

tiotype, proportion of histologically or cytologically veri®ed

cases (microscopically veri®ed), DCOs, cases lost to follow-

up, and the proportion of patients aged more than 74 years.

For cervical cancer, 12% of cases were over 74 years of age,

varying from 25% (Finland) to less than 10% (Iceland, Slo-

vakia and Slovenia). For the other cancer sites, the propor-

tion of cases over 74 years of age was high: 20 and 22% for

endometrial and ovarian cancer, respectively. There was no

considerable intercountry variation in the proportion of cases

over 74 years, but for these two cancer sites Switzerland

always had the highest proportion of such patients and Slo-

vakia the lowest.

Overall, 93% of cervical and endometrial cancers and 82%

of ovarian cancers were microscopically veri®ed. For England

the percentages were relative low and for the Nordic coun-

tries, The Netherlands, Switzerland and France percentages

were high, but intercountry variability in these ®gures was

relatively minor. Ten per cent of cervical cancers were ade-

nocarcinomas, with lower percentages in Eastern European

countries and Austria (< 10%) and higher percentages (19%)

in Finland and Sweden. Five per cent of corpus uteri cancers

were sarcomas and there was little intercountry variation.

Austria (12%) and Iceland (9%) had the highest proportions

of these histotypes. Five per cent of ovary cancers were non-

epithelial, ranging from 4% in Austria, England, Finland,

Slovenia and Sweden to 10% in Iceland.

Trends in survival over time were analysed for 13 countries

for which registries could provide data for the whole period

1978±1989, a total of 135 613 cases were included.

Relative survival rates were calculated as the ratio of the

observed survival in a given patient group to the expected

survival derived from the mortality rates of the general popu-

lation, according to the Hakulinen method [7]. Overall

(European) relative survival was estimated as the weighted

average of the relative survival of the individual countries,

with weightings proportional to the number of incident cases

yearly in each country. Age-standardised survival rates were

calculated from age-speci®c rates in the ®ve age classes con-

sidered: 15±44, 45±54, 55±64, 65±74 and 75±99 years. The

age distribution of cases in the entire European sample was

used, for all periods, both sexes and all geographical areas, as

the standard distribution. In order to compare survival trends

and diVerences, the relative risks of death are given; these

were calculated as the ratio of the logarithm of relative survi-

val for the category of interest (e.g. age class or period of

diagnosis) to that of a corresponding reference category.

RESULTS

The eVect of site and age on survival

Figure 1 shows relative survival rates at 1, 3 and 5 years

after diagnosis for cancers of the cervix (cervix uteri), endo-

metrium (corpus uteri) and ovary in European patients. Sur-

vival for endometrial cancer was higher than for the other

cancers, whilst ovarian cancer survival was lowest. Five years

after diagnosis, relative survival rates were 75, 62 and 35%

for cancers of the endometrium, cervix and ovary, respec-

tively. Figure 2 shows the eVect of age on survival. For all

tumours, 5-year relative survival decreased markedly with

age. The decrease was especially evident for ovarian cancer,

which declined from 65 to 18% from the youngest to the

oldest age group. For patients aged 75 years and over, the

relative risk of dying compared with the youngest patients

(15±45 years) was 6 for ovarian cancer and around 4 for cer-

vical and endometrial cancers.

Intercountry diVerences in survival

Figure 3 shows the eVect of country on age-standardised 5-

year relative survival. Countries divide into three groups

according to survival ®gures: those with survival close to the

Figure 1. Relative survival for gynaecological cancers in
European countries, 1985±1989 (EUROCARE II).
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European average (RR of dying from 0.9 to 1.1 versus Eur-

ope), those with high survival (RR of dying less than 0.9) and

countries with low survival (RR of dying greater than 1.1).

For all sites, Eastern European countries were characterised

by low 5-year relative survival. Scotland had low survival for

cervical and endometrial tumours. In Sweden, Austria, The

Netherlands, Iceland and Switzerland survival was generally

higher than for other European countries.

Time trends in survival

Table 2 shows the eVect of time (from 1978±1989) on 5-

year relative survival according to age. Five-year relative sur-

vival for cervical cancer improved slightly over the entire

period (RR of dying reduced by 7%) and it is interesting that

survival improved most (RR = 0.7) among the oldest patients

(75 + years). The prognosis also improved slightly for patients

with ovarian cancer (RR = 0.9) and this improvement

Table 1. Data quality of gynaecological tumour cases by country (EUROCARE II)

Cervix uteri

(ICD-9 180) Country

No. of

cases

% � 75 years

of age % MV % Adeno

% Lost to

follow-up

%

DCO

Northern Europe

Iceland 65 5 100 11 (0) 0.0 0.0

Finland 686 25 99 19 (3) 0.0 0.2

Sweden* 438 15 100 19 (0) 0.0 0.0

Denmark 2791 12 99 12 (1) 0.0 0.0

U.K.

Scotland 2109 10 91 10 (1) 0.0 0.8

England 10 627 10 89 10 (3) 0.1 2.8

Western and Central Europe

The Netherlands* 166 15 99 13 (1) 5.4 0.0

Germany* 434 14 98 n.a. 0.0 1.0

Austria* 175 10 94 8 (15) 0.0 4.6

Switzerland* 185 17 99 13 (1) 6.0 0.5

France* 752 14 99 11 (1) 0.8 n.a.

Southern Europe

Spain* 668 11 98 11 (2) 1.5 1.7

Italy* 1324 16 96 10 (5) 0.7 0.4

Eastern Europe

Slovenia 807 9 99 9 (0) 0.9 0.1

Slovakia 2461 6 97 6 (4) 0.0 2.2

Poland* 856 11 94 6 (7) 1.4 1.2

Estonia 806 11 97 6 (6) 1.4 0.0

Europe 25 350 12 93 10 (5) 0.4 1.6

Corpus uteri

(ICD-9 182) Country

No. of

cases

% � 75 years

of age % MV % Sarcomay
% Lost to

follow-up

%

DCO

Northern Europe

Iceland 78 23 100 9 (1) 0.0 0.0

Finland 2313 22 99 5 (2) 0.0 0.1

Sweden* 715 19 100 0 (0) 0.0 0.0

Denmark 3092 19 100 7 (1) 0.0 0.0

U.K.

Scotland 1568 22 91 7 (2) 0.0 1.3

England 9505 24 85 4 (8) 0.1 3.6

Western and Central Europe

The Netherlands* 300 16 100 6 (0) 2.7 0.0

Germany* 658 24 98 n.a. 0.0 1.5

Austria* 121 24 93 12 (8) 0.0 5.8

Switzerland* 441 27 100 8 (1) 3.0 0.2

France* 748 24 100 5 (1) 1.5 n.a.

Southern Europe

Spain* 1111 14 98 8 (2) 2.2 1.3

Italy* 2278 18 97 6 (3) 0.5 0.1

Eastern Europe

Slovenia 933 15 98 6 (2) 0.6 1.1

Slovakia 2496 11 95 5 (5) 0.0 3.1

Poland* 615 11 93 7 (8) 2.9 1.1

Estonia 763 16 98 8 (5) 1.1 0.1

Europe 27 735 20 93 5 (7) 0.4 1.8

(continued)
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(around 20%) was concentrated among patients 15±64 years

of age. No improvement in survival over time was observed

for endometrial cancer, whilst among young women there

seemed to be a decrease in survival for this malignancy.

Table 3 shows the eVect of period of diagnosis on relative

survival by country. In this table, the 95% con®dence inter-

vals (CI) for relative survival refer to the last diagnosis period

only, but since the number of patients diagnosed in each

Table 1 (continued).

Ovary

(ICD-9 183) Country

No. of

cases

% �75 years

of age % MV

% Non

epithelialy
% Lost to

follow-up

%

DCO

Northern Europe

Iceland 88 22 98 10 (1) 0.0 0.0

Finland 1901 20 97 4 (7) 0.1 0.3

Sweden* 864 20 100 4 (2) 0.0 0.0

Denmark 2932 21 98 6 (3) 0.0 0.0

U.K.

Scotland 2547 23 82 6 (5) 0.0 2.8

England 12 551 22 71 4 (14) 0.0 7.7

Western and Central Europe

The Netherlands* 261 11 99 7 (0) 0.8 0.0

Germany* 460 23 81 n.a. 0.0 11.1

Austria* 138 23 86 4 (23) 0.0 10.1

Switzerland* 361 24 99 7 (1) 3.6 0.8

France* 707 20 96 6 (5) 0.9 n.a.

Southern Europe

Spain* 750 15 93 6 (6) 0.1 3.6

Italy* 1737 19 83 5 (20) 0.9 2.5

Eastern Europe

Slovenia 714 15 94 4 (4) 0.6 2.0

Slovakia 1689 10 90 9 (12) 0.0 4.5

Poland* 643 13 78 8 (25) 1.9 3.4

Estonia 764 16 88 6 (36) 0.3 0.0

Europe 29 107 22 82 5 (13) 0.2 4.4

* < 20% of the national population covered. yIn parenthesis proportion of cases with histotype not speci®ed. n.a., not available.; DCO, death

certi®cate only; MV; microscopically veri®ed; Adeno, adenocarcinoma.

Figure 2. Five-year relative survival by age for gynaecological
cancers diagnosed between 1985 and 1989 by country

(EUROCARE II).

Table 2. Five-year relative survival by age and period of diagnosis

in Europe for gynaecological cancers (EUROCARE II)

Cervix uteri

(No. of cases)

1978±1980

(9996)

1981±1983

(10 506)

1984±1986

(10 709)

1987±1989

(10 575) RR*

Age

15±44 72 73 79 76 0.8

45±54 66 63 57 64 1.1

55±64 61 62 63 58 1.1

65±74 50 48 52 55 0.9

75 + 31 29 33 43 0.7

Overall 61 60 63 64 0.9

Corpus uteri

(No. of cases)

1978±1980

(10 386)

1981±1983

(11 545)

1984±1986

(11 507)

1987±1989

(11 471) RR*

Age

15±44 91 92 88 87 1.5

45±54 85 82 88 85 1.0

55±64 82 78 78 80 1.1

65±74 67 69 69 71 0.9

75 + 54 54 64 56 0.9

Overall 75 73 75 75 1.0

Ovary

(No. of cases)

1978±1980

(10 993)

1981±1983

(12 440)

1984±1986

(12 595)

1987±1989

(12 889) RR*

Age

15±44 57 61 70 64 0.8

45±54 33 38 46 44 0.7

55±64 28 32 34 34 0.8

65±74 21 21 22 20 1.0

75 + 20 22 18 18 1.1

Overall 30 33 35 33 0.9

*Relative risk of dying 1987±1989 versus 1978±1980.
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Table 3. Age-standardised 5-year relative survival for gynaecological cancers by period of diagnosis and countryz (EUROCARE II)

1978±1980 1981±1983 1984±1986 1987±1989 (95% CI) RR of dyingy
(a) Cervix uteri (No. of cases) 9996 10 506 10 709 10 575

Northern Europe

Iceland 62.9 60.4 83.9 79.8 (66.0±88.9) 0.49

Finland 58.8 63.8 59.3 59.3 (54.0±64.4) 0.94

Sweden* 65.7 64.7 68.3 65.7 (59.1±71.8) 1.00

Denmark 61.4 61.9 61.6 64.4 (62.0±66.7) 0.90

U.K.

Scotland 51.4 53.5 56.6 56.5 (53.6±59.3) 0.86

England 55.3 58.3 60.3 62.1 (60.7±63.4) 0.81

Western and Central Europe

The Netherlands* 58.4 60.3 65.5 67.8 (56.6±77.2) 0.72

Germany* 63.3 58.6 63.1 64.8 (57.8±71.2) 0.95

Switzerland* 74.0 51.7 78.1 68.0 (53.6±79.6) 1.28

France* 68.3 64.9 67.5 62.8 (57.3±69.1) 1.22

Southern Europe

Italy* 63.3 64.2 62.7 68.0 (59.1±75.7) 0.84

Eastern Europe

Poland* 48.1 55.6 49.4 49.1 (42.9±55.2) 0.97

Estonia 55.2 55.9 54.2 58.2 (53.0±63.3) 0.91

Europe 60.4 59.5 61.9 62.6 (59.9±65.2) 0.93

(b) Corpus uteri (No. of cases) 10 386 11 545 11 507 11 471

Northern Europe

Iceland 68.1 69.8 69.1 83.3 (62.8±93.7) 0.48

Finland 73.2 78.3 75.5 76.4 (73.7±79.0) 0.86

Sweden* 78.7 79.6 80.7 82.9 (77.9±87.0) 0.78

Denmark 73.5 76.1 75.4 76.3 (73.8±78.6) 0.88

U.K.

Scotland 65.2 67.3 68.2 70.7 (67.2±74.0) 0.81

England 69.8 70.5 73.0 72.6 (71.1±74.0) 0.89

Western and Central Europe

The Netherlands* 74.3 72.4 85.2 83.4 (73.9±89.9) 0.61

Germany* 75.6 74.1 75.6 72.7 (66.1±78.4) 1.13

Switzerland* 69.8 74.0 76.0 71.5 (62.2±79.2) 0.93

France* 74.4 65.5 71.3 75.5 (67.0±82.4) 0.95

Southern Europe

Italy* 68.3 69.4 73.1 73.5 (67.2±78.0) 0.69

Eastern Europe

Poland* 56.7 52.8 54.8 65.3 (56.8±73.0) 0.63

Estonia 58.9 66.8 63.9 66.1 (60.6±71.2) 0.78

Europe 72.7 71.7 74.2 73.8 (70.8±76.5) 0.95

(c) Ovary (No. of cases) 10 993 12 440 12 595 12 889

Northern Europe

Iceland 39.8 26.9 38.0 32.4 (20.6±47.0) 1.22

Finland 33.4 33.6 33.9 36.9 (34.0±39.8) 0.91

Sweden* 38.3. 45.9 44.6 44.2 (40.0±48.6) 0.85

Denmark 24.4 25.8 30.4 30.5 (28.3±32.7) 0.84

U.K.

Scotland 26.5 29.2 29.1 28.8 (26.4±31.2) 0.94

England 25.9 29.3 29.6 30.4 (29.2±31.6) 0.88

Western and Central Europe

The Netherlands* 22.1 34.1 34.6 31.7 (24.4±40.1) 0.76

Germany* 30.8 30.7 35.5 31.5 (25.4±38.3) 0.98

Switzerland* 37.5 29.2 41.1 40.4 (31.6±49.8) 0.92

France* 34.4 35.2 36.0 38.0 (30.1±46.6) 0.91

Southern Europe

Italy* 24.5 29.2 35.5 28.7 (23.4±34.8) 0.89

Eastern Europe

Poland* 23.6 26.0 22.5 26.2 (20.1±33.3) 0.93

Estonia 20.3 21.6 25.1 25.4 (21.1±30.2) 0.86

Europe 28.9 31.4 33.5 32.2 (30.0±34.4) 0.91

95% CI, 95% con®dence interval for survival in period 1987±1989. * < 20% of the national population covered. yRelative risk of dying 1978±

1980 versus 1987±1989. zOnly 13 countries contributed data for the entire period 1978±1989.
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period was similar, the width of the CIs did not change sub-

stantially for the diVerent periods. For cervical cancers, in the

U.K., Italy, Iceland, Estonia, Denmark and The Netherlands

the improvement in survival with time was greater than the

European average. By contrast, in France and Switzerland

survival declined with time, although survival remained above

the European average. For endometrial cancer, survival

improved markedly over time in The Netherlands, Estonia,

Iceland, Italy, Poland and Sweden. For ovarian cancer survi-

val improved in Sweden, but also in countries with low sur-

vival ®gures such as Italy, Estonia, England, The Netherlands

and Denmark. In the last diagnosis period (1987±1989), the

variation in survival between countries was reduced com-

pared with earlier periods. Relatively steep increases in survi-

val for ovarian cancer were seen in The Netherlands, U.K.

and Sweden between 1978±1980 and 1981±1983. In most

other countries relatively steep increases were seen from

1981, whilst for Finland and France a major increment in

survival was only evident from 1984.

DISCUSSION

A comparison of 5-year European survival with other non-

European Western countries is given in Table 4, for cancers

of the cervix, corpus uteri and ovary [8±10]. Survival from the

clinical series of the international multicentric FIGO study is

also given [11]. European survival rates do not diVer greatly

from those in either the population-based or clinical series.

Survival from ovarian cancer in the FIGO series was higher

than in the population series; the mean age of this series (57

years) was lower than the European cases. The greatest sur-

vival diVerence was between caucasian and black American

patients for cancers of the cervix and corpus uteri. This was

carefully studied by the SEER programme [12] considering

the impact of stage, histology and age. For cervix the racial

diVerences largely disappeared after adjusting for stage,

whereas for endometrial cancer race remained an indepen-

dent prognostic factor.

Stage may in part explain the survival diVerences between

European populations for cervical cancer. Screening can

diagnose malignant disease when it is still asymptomatic and

therapies are more eVective when it is diagnosed early. In

countries characterised by relatively poor survival for cervical

cancer at the end of the 1970s, 5-year relative survival

increased at a greater rate than the European average; this

was particularly evident in England and Scotland. By con-

trast, in countries with well-organised screening programmes

(e.g. Finland, Sweden and Germany) survival did not

improve and incidence continued to decline to very low levels

[2]. This again points to screening having a bene®cial eVect

on the population at risk by identifying premalignant lesions

and removing them from the incidence statistics. The cases

that remain include both early-stage cancers and aggressive

malignancies (the so-called interval cases); the latter are now

present in an increased proportion and, therefore, have an

adverse eVect on survival ®gures. Note also that adenocarci-

nomas, which are not easily identi®ed by screening, are also

present in higher proportions in countries (Finland and Swe-

den) where the incidence of cervical cancer has declined to

low levels. In France and Switzerland, which have `opportu-

nistic' screening procedures that probably still have a wide

coverage, 5-year survival seemed to worsen during the period

of this study (see Table 3). Nevertheless at the end of 1970s

these countries had the best survival for this cancer, and survi-

val was still above the European mean at the end of the 1980s.

An association between deprivation and survival has been

found for cancers of the uterus [13] and cervix [13, 14]. A

population-based study conducted in the South Thames

(London, U.K.) area [13] investigated disease stage at diag-

nosis. It was found that patients from aZuent areas had bet-

ter survival than patients from deprived areas but stage

diVerences did not explain this diVerence. A possible expla-

nation is a diVerence in the management of cancer patients

according to deprivation category. For ovarian cancer, survi-

val did not vary by deprivation category [13].

Age at diagnosis was an important prognostic factor for all

the tumours considered in this study. As age increased survi-

val was found to decrease and this eVect was more marked

than for the common cancer sites (e.g. breast, colorectal and

lung cancers) [5, 6]. For patients aged 75 years and over, the

relative risk of dying compared with the youngest patients

(15±45 years) was 6 for ovarian cancer and around 4 for cer-

vical and endometrial cancers. Furthermore except for cervi-

cal cancer, the prognosis of the oldest patients did not

improve over time (see Table 2). The SEER study on prog-

nostic factors in gynaecological cancers [12] found that age

was an independent prognostic factor and that the decrease in

survival with age was also present within stage. Some authors

[15, 16] have reported that the proportions of staged and

histologically con®rmed cases are lower for older than

younger patients. Furthermore, staging was deemed insuY-

cient and treatment inappropriate more frequently in older

patients. Specialists may undertreat older patients in part

because therapies have not been demonstrated eVective (in

this subgroup of patients) in randomised clinical trials. Note

also that in the present study, approximately 20% of corpus

uteri and ovarian cancer cases occurred in women aged 75

years or more, thus, in no small measure these are diseases of

the elderly.

Survival in ovary cancer patients less than 65 years of age,

and especially those in the 45±54 age class, improved with

Table 4. Comparison of 5-year relative survival for gynaecological cancers in population-based studies in Europe, U.S.A., Australia,

Japan and an international clinical series

Europe*

1985±1989

USAy 1983±1987

white, black

Osaka, Japanz
1984±1986, 1987±1989

South Australiax
1977±1990

FIGO clinical seriesk
1990±1992

Cancer sites

Corpus uteri 75 84, 54 74, 68 79 73

Cervix uteri 64 68, 55 72, 69 70 65

Ovary 33 39, 37 34, 37 36 42

*This study. yFrom the SEER program. zFrom the Osaka Cancer Registry. xFrom South Australia Cancer Registry. kFrom the FIGO

(International Federation of Gynaecology and Obstetrics) annual report.
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period of diagnosis over the period of this study. The

improvement was most marked in the periods 1978±1980

and 1981±1983 and is likely due to the introduction and

aYrmation of cisplatin-based treatment protocols [3].

Finally, the between-country diVerences in survival for ovar-

ian cancer reduced over time, possibly as a result of the

increased application of more eVective chemotherapy.

In conclusion, there are major between-country diVerences

in survival for European women with gynaecological cancers.

These diVerences did not, in general reduce over time,

although for ovarian cancer survival diVerences narrowed,

probably in relation to the introduction of more eVective

chemotherapy. Intercountry and time diVerences in survival

for cervical cancer are almost certainly related to variations in

the eVectiveness of cervical screening programmes. For cor-

pus uteri cancer there was no improvement in survival over

the period of this study and intercountry survival diVerences

for this cancer are probably related to diVerences in patient

management. We emphasise the markedly poorer survival for

the oldest patients who develop gynaecological cancers and

suggest that the country and age-related survival inequalities

con®rmed by this population-based study should be further

investigated as part of an eVort to improve the outlook for all

European women suVering from gynaecological malignancies.
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APPENDIX

The EUROCARE Working Group for this study is: Austria: W.
Oberaigner (Cancer Registry of Tirol). Denmark: H. Storm (Danish
Cancer Society). Estonia: T. Aareleid (Estonian Cancer Registry).
Finland: T. Hakulinen (Finnish Cancer Registry). France: J. Mace-
Lesec'h (Calvados General Cancer Registry), G. Chaplain (CoÃte
d'Or Gynaecologic Cancer Registry), P. Arveux (Doubs Cancer
Registry), J. EsteÁve (International Agency for Research on Cancer),
N. Raverdy (Somme Cancer Registry). Germany: H. Ziegler (Saar-
land Cancer Registry). Iceland: L. Tryggvadottir, H. Tulinius (Ice-
landic Cancer Registry). Italy: F. Berrino (Project Leader), P.
Crosignani, G. Gatta, A. Micheli, M. Sant (Lombardy Cancer Reg-
istry), E. Conti (Latina Cancer Registry), M. Vercelli (Liguria Can-
cer Registry-NCI, Genova), M. Federico, L. Mangone (Modena
Cancer Registry), V. De Lisi (Parma Cancer Registry), R. Zanetti
(Piedmont Cancer Registry), L. GafaÁ, R. Tumino (Ragusa Cancer
Registry), F. Falcini (Romagna Cancer Registry), A. Barchielli (Tus-
can Cancer Registry), R. Capocaccia, G. De Angelis, F. Valente, A.
Verdecchia (National Institute of Health, Rome). Poland: J. Pawlega,
J. Rachtan (Cracow Cancer Registry), M. Bielska Lasota, Z. Wron-
kowski (Warsaw Cancer Registry). Slovakia: A. Obsitnikova, I.
Plesko (National Cancer Registry of Slovakia). Slovenia: V. Pompe
Kirn (Cancer Registry of Slovenia). Spain: I. Izarzugaza (Basque
Country Cancer Registry), P. Viladiu (Girona Cancer Registry), I.
Garau (Mallorca Cancer Registry), E. Ardanaz, C. Moreno (Navarra
Cancer Registry), J. Galceran (Tarragona Cancer Registry). Sweden:
T. MoÈller (Southern Swedish Regional Tumour Registry). Switzer-
land: J. Torhorst (Basel Cancer Registry), C. Bouchardy, L. Ray-
mond (Geneva Cancer Registry). The Netherlands: J.W.W.
Coebergh (Eindhoven Cancer Registry). Scotland: A. Gould, R.J.
Black (Scottish Cancer Registry). England: T.W. Davies, D. Stock-
ton (East Anglian Cancer Registry), M.P. Coleman (London School
of Hygiene and Tropical Medicine), E.M.I. Williams, J. Littler
(Merseyside and Cheshire Cancer Registry), D. Forman (Northern
and Yorkshire Cancer Registry and Information Service), M.J. Quinn
(OYce for National Statistics), M. Roche (Oxford Cancer Intelli-
gence Unit), J. Smith (South and West Cancer Intelligence Unit), J.
Bell (Thames Cancer Registry), G. Lawrence (West Midlands
Cancer Intelligence Unit).
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