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Letter to the Editor

Glioblastoma incidence rate 
trends in Canada and the 
United States compared with 
England, 1995–2015

  
We are commenting on the reported rise in glioblastoma (GB) 
age-standardized incidence rates across all ages reported by 
Philips et al.1 To provide comparable incidence rates we show 
data from England1 complemented by new estimates from 
Canada and the United States, using data from the Canadian 
Cancer Registry and the Central Brain Tumor Registry of the 
United States, respectively. These new incidence rates were 
calculated for the same time period (1995–2015) and stand-
ardized to the same referent population2 as used in estimating 
the England rates.1 Incidence rates (per 100 000 persons/year) 
for all 3 countries (International Classification of Diseases for 
Oncology, third edition, codes 9440/3, 9441/3, and 9442/3) are 
shown in Fig. 1.

We make the following observations about GB rates by 
country specifically:

•	 An increase in GB rates is apparent in all 3 countries, but the 
magnitude of that increase and the patterns over time are 
different.

•	 In 1995, England had a lower incidence rate (2.39 per 100 000) 
than Canada (3.56 per 100 000) or the US (3.92 per 100 000).

•	 The crude percent changes in rates between 1995 and 2015 
in Canada (26.4%) and the US (10.2%) are moderate com-
pared with that of England (110%).

•	 In 2015, all 3 countries had incidence rates quite close to 
each other (Canada = 4.50, US = 4.32, England = 5.02).

The differences in the magnitude of these rates cannot be ex-
plained by differing age structures in the underlying popula-
tions, as the same reference population has been used for the 
US, Canada, and England estimates included here.2 The sim-
ilarity in the current rates may reflect a convergence of sev-
eral data-driven factors that have influenced patterns over 
time. We know that standardized diagnoses and reporting of 
all brain tumors have been emphasized in the last 30 years, so 
improvements in the precision of GB classification and coding 
in surveillance systems is expected.

Major World Health Organization classification changes for 
brain tumors (2000, 2007, and 20163) now include molecular 
markers, and improvements in radiology diagnoses have 
been significant.4 As such we anticipate that misclassification 
by histology is more likely in the earlier years reported than 
the later years. For example, a tumor coded “Glioma NOS” 
in the 1990s may now be coded as a GB using tumor markers 
which differentiate these categories.

With legislation in 2003 for the US and in 2007 for Canada4 
requiring reporting of all primary brain tumors, an emphasis 
on complete case ascertainment has resulted. For example, 
changes to cancer registration procedures may now include 
new data sources for primary brain tumors. A concurrent em-
phasis on training for coding of brain tumors and increased 
standardization of coding guidelines (eg, https://seer.cancer.
gov/tools/solidtumor/) may also have improved the accuracy of 
histology and site categories. While these changes may affect 
primarily the reporting of non-malignant tumors, an increase 
in the reporting of malignant primary brain tumors has been 
observed.5 Thus, it is important to note that since 2007, rates 
have stayed similar in both the US (−3.4%) and Canada (1.4%).

Our conclusion is that the divergent pattern historically be-
tween these countries is most likely due to factors related to 
improved data collection practices in surveillance systems. 
Given the similarity in 2015 incidence rates for GB tumors 
in all 3 countries and documented changes in information 
gathering, the attribution of any environmental factor as an 
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Fig. 1  Age-standardized incidence rates (per 100 000) for GBs diag-
nosed between 1995 and 2015 shown by country.
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explanation for past incidence rate patterns is premature. 
Hypothesis-driven epidemiology study designs are needed 
to address such questions. We agree with Philips et al1 that 
accurate data for all countries, including documentation of 
reporting practices,6 are needed as we work toward under-
standing emerging patterns of brain tumor incidence rates.
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