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Background. Dillerences in cancer incidence have been observed between urban and rural communities for many dec-
ades. These difforences have been attributed for the most part to lifestyle aspects. In Western populations, however, dif-
forances in lifestyle hayve diminished, This study addressed the question: For which cancer sites can differences in cancer
occurrance still be demonstrated betwean urban and rural communities in the Netherlands?

Methods. Cancor incidence data from 1989 to 1991 inclusive, were obtained from the Netherlands Cancer Registry.
Age-adjustod, site-specilic incidonce rates were calculated for five classes of municipalities classified by address densily.
Rosults. WIth increasing urbanization, slightly higher Incidence rates werae observed for all cancer sites combined (rate
ratio [RA] = 1.08 in males and 1.12 in females), Statistically significant RR of =1.4 were observed for Kaposi's sarcoma
(M), mosothelioma (m), cancor of the liver (m), mouth/pharynx (m « f), casophagus {f), larynx (f), lung (f), other respiratory
organs (f), cervix (f) and Hodgkin's disease (m). Significantly lower incidence rates were found in urban areas for non-
molanoma skin {m + ) and lip cancer (m).

Conclusions. [n malos, tho urban excess of tobacco-related cancer has largely disappeared. However, urban-rural differ-
oncoes In cancor incidonco still axist for other cancer siles and for tobacco-related cancer in females. Apparently, differ-

Printed in Great Britain

oncos in tho provalonce of lifastylo factors are still large enough to cause variation in cancer incidence,

Koywords: cancor incidenco, urbanizaetion, the Natherlands

Differences in cancer incidence have been observed
between urban and rural communities for many dec-
ades.! 7 In general, the risk of cancer is higher in urban
populations, However, these differences seem to have
diminished over the past Tew years, especially in in-
dustrialized countries.’

As in most other populations, urban-rural differences
in cancer mortality and incidence were also reported in
the Netherlands ™ Hoogendoorn found higher mortal-
iy rates for cancer of all sttes (males) and cancer of the
lung, Dladder and uterine cervix in the large cities than
in the total Duteh population. In the provinee of Lim-
burg, higher incidence rates were tound for cancer ol all
sites and cancer of the respiratory tract in urban com-
munitics.” The power of the latter study was too small
to detect any differences in cancer incidence for other
Nites,

* Depatment of Epidemiology, Uhiiversity ol Nigmegen, 10O Box
101, 6500 HB Nijmegen, The Netherlunds.

¢ Department of Cancer Registration, Comprehensive Caneer Centie
LREL, Mavsstrichit, The Nesherbunds,

"Department o Cancer Registration, Comprehensive Cancer Centie
IKO), Nipepen, The Netherlands.,
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The Netherlands is o small and densely populated
country. Access to health care 15 exeellent, both in
urban and rural arcas. Lifestyle differences between
urban and rural arcas are very small,

In view ol these aspecets, 1t is doubtiul whether there
are still any urban-rural differences in cancer incidence
in the Netherlands, An exeeption may be Kapost's sar-
coma, a tumour associated with the epidemic ol the
Acquired Tmmuno Deficiency Syndrome (ATDS), be-
cause this epidemic is concentrated in the larger cities, ™

This study was performed (o investigate whether
there are still any dilterences in cancer occurrence in
the Netherlands between urban and rural arcas.

MATERIALS AND MIEETHODS

Cancer incidence data from 1989 1o 1991 were obtained
[rom the nationwide population-based Netherlands
Cancer Registry by S-year age group, gender and muni-
cipality.'"!* Malignancies were classificd according to
the International Classification of Discases {or Ounceo-
logy, version | (1CDH-0)0." For the years T988- 1990, 1t
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TABLE | Population and average population density on [ January 1990 and the number of newly registered cancer cases froy

1991, by address density in the Netherlands

Nao. of cancer

o TRN IR L F TR el BE aad IR T -

No. of inhabitants

icipaliti jon densit
Class Urbanization of municipalities Populatfon y

- T Eve v e

ey,
vy

Males Females i Males

N N N/kmm* N
| ' ()7
] Non-urban (<500 addresses/km?) | 564 549 | 532 604 ;33 :t}% 2(:1
2 Sparse (500-< 1000 addresses/km?) 1 541 670 | 548 091 : “ 7 6!
3 Moderate (1000-< 1500 addresses/km?) 1 448 743 | 499 (48 §1 8 ;2,1
4 Dense (1500-<2500 addresses/km®) 1 497 216 | 565 114 1721 o

5 Very dense (2500 addresses/km?) | 305 107 | 388 796 3807 78
Total 7 357 285 7 533 653 439 {) 923

was estimated that the cancer registry was only 3.8% RESULTS

incomplete.'* The Netherlands Cancer Registry does
not record basal cell carcinoma of the skin.

Information about population figures by 3-year age
oroup, gender and municipality for 1 January 1989,
1990 and 1991 were obtained from the Dutch Central
Bureau of Statistics (CBS).!> The CBS has classified
municipalities by level of urbanization according to an
index based on the address density of the surround-
ings.'® Address density is defined as the number of
addresses within a radius of 1 kilometre of an average
address in the area. For each municipality the average
address density was calculated for an ‘average’ address.
Using this index, municipalitics were classified into
five groups: very dense urbanization (class 5), dense
urbanization (4), moderate urbanization (3), sparse
urbanization (2) and no urbanization (1) (Table 1).

To study cancer incidence in relation to urbanization,
analyses were performed for both sexes. Incidence rates
in the five urbanization groups were age adjusted, using
direct standardization to the European Standard Popula-
tion.'” This standard was chosen because it approximates
the age distribution of the population of the Netherlands
far better than the World Standard Population. Rate
ratios (RR) were calculated by dividing the incidence
rates of urbanization groups 2, 3, 4 and 5 by the rate
of group 1. Age-specific RR were inspected, because
heterogeneity can cause bias in the interpretation of
age-standardized RR. Age appeared not to be an effect
modifier. The 95% confidence intervals (95% CI) of
the RR were calculated using the method described
by Miettinen.'® The slope of linear trends of age-
standardized cancer incidence rates according to the

level of urbanization were determined using the method
described by Rothman.!?

The RR for densely urbanized versus rural
palitieg for cancer of all sites and for 30 separa
sites in males and 31 sites in females are pres
Figures | and 2. Rate ratios and an estimate o
ear trend with 95% CI for all the urbanizatio
compared to the rural municipalities are pre
the Appendix.

In males and females, slightly higher incide
were found for urban versus rural arcas for can
sites, In males, the RR was 1.08 (5% ('] : |.
and in females, the RR was 112 (95% 1@ L
In both males and females a statistically si
increasing tread of standardized fnctdence i
observed with group of urbanization for canc
sites.

An cxtremely farge urban excess wias obse
Kaposi’s sarcoma (males: RR = [5.97), meso
(m: RR = 3.27), malignancics of the fiver a
hepatic bile ducts (n: RR = 2.54) and cancer of
and bronchus (females: RR = 2.13),

A large urban excess (RR 2= 1.4) was observ
larynx (f: RR = 1.91), the nasal cavity and oth
atory organs (f; RR = |.83), the cervix (7 RR
the mouth and pharynx (m: RR = 1.64: I3 RR
the oesophagus (f: RR = 1.46) and {or Hodg|
ease (m: RR = 1.43). These observations were s
by statistically significant linear trends in i
rates, except for cancer of the nasal cavity in |

A smaller but significant urban excess was
for seven and six other cancer sites in male
males, respectively.

The finding of a higher risk in urban muni
was supported by an increasing trend with urb
for most of these sites (Appendix).
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Fisure b Rate ratioy and 95% confidence intervals (95% CI} for
cancer pecurrence in very densely wrbanized areas compared to
riural areas in the Netherlands, 1989--199] for males

Statistically significant lower RR were found in very
densely urbanized versus rural areas for non-melanoma
skin cancer (m: RR = 0.68; [: RR =(0,74) and lip (m: RR
= ().37). These findings were supported by a decreasing
lincar trend 1n cancer incitdence rates with urbanization
(Appendix),

DISCUSSION
In general, the cancer risk 1in the Netherlands is higher

in urban arcas and the risk increases with the level of

urbanization, A statistically significant increasing lin-
car trend of age-standardized incidence rates was demon-
strated with increasing address density for 15 out of the
30 sites in males and Tor 13 out of the 32 sites in fe-
males. For cancer of the lip (males) and non-melanoma
skin cancer (males and females), a rural excess was
found and the incidence rates decreased with increasing
urbanization.
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FIGURE 2 Rate ratios and 95% confidence intervals (9590 CI) for
cancer nccurrence in very densely urbanized areas compared 10
rural areas in the Netherlands, 19891991 for females

The site-specific results for Kaposi's sarcoma in females are coni-
bincd with the soft tissue malignancies because of small numbers,

The results of this study are in agreement with those
of most other reports in the literature."” Extreme
urban excesses have been reported for cancer of the
lung, liver, larynx, mouth and pharynx, bladder and
oesophagus; moderate urban excesses have been
reported for cancer of the colon, rectum, cervix uteri,
kidney, breast, ovary, brain and pancreas, while slight
urban cxcesses have been reported for Hodgkin's
disease, cancer of the testis, stomach, melanoma,
other skin, corpus utery, prostate, leukaemia and non-
Hodgkin lymphoma.” Two types of cancer have been
reported to occur at higher rates in rural areas, t.e. lip
cancer and eye melanoma.” The most likely explana-
tions for the differences in cancer incidence between
urban and rural areas are actiological factors, such as
the inhabitants’™ personal behaviour, air pollution and
occupational hazards. Examples of personal behaviour
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are cigarette smoking, alcohol consumption, sexunal
promiscuity, exposure to ultraviolet radiation, diet and

Family size.’ |
Cancer of the lip and non-melanoma skin cancer are

thought to be caused primarily by exposure to ultra-
violet radiation.2®?* People in rural areas are more
likely to be exposed to ultraviolet radiation because gf
outdoor work. The higher incidence of lip cancer in
rural areas is in agreement with other studies,’ but the
excess in the incidence of non-melanoma skin cancer 18
not. The higher incidence of eye malignancies in rural
areas could not be confirmed in this study.

In general, the incidence rates of tobacco-related
cancer,?! such as cancer of the lung, larynx, mouth and
pharynx, oesophagus, pancreas, cervix, urinary bladder,
renal pelvis and kidney, are higher in urban areas. How-
ever, in this study the urban excess was only observed
in females. In two earlier studies in the Netherlands, an
urban excess was found for cancer of the respiratory
tract in females and males.®” In the southeast of the
Netherlands, lung cancer incidence rates in males were
higher in urban areas until 1975; in females, the lung
cancer incidence rates have continued to rise in urban
areas.”® The difference between the sexes in the current
study and the findings in the other studies reflect the
pattern of smoking habits in the Netherlands.**

In 1963, 82% of all Dutch males were smokers. From
the 19708 onwards, smoking prevalence in males
decreased to 38% in 1993.% In 1963, only 32% of all
Dutch females smoked. But, in contrast to the trend in
males, smoking prevalence in females increased in
the1970s, especially in the urban population.?

A large urban excess was observed for malignant
mesothelioma 1n males. This malignancy is usually
located 1n the pleura and sometimes in the peritoneum.
Asbestos 1s known to be the main risk factor for pleural
mesothelioma.*! Many shipyards are located in the two
largest Dutch cities, Rotterdam and Amsterdam, and
shipyard workers have been exposed to asbestos in the
past.

It is difficull to interpret the results for cancer of the
prostate and breast. In the Netherlands, screening
programmes for these types of cancer have been started
fairly recently, which makes it difficult to unravel the
etfects of screening and the degree of urbanization.
Besides a screening effect, an cxplanation for the
urban-rural differences in breast cancer incidence can
possibly be found in parity. In the past decades the rate
of live births in the larger cities has remained lower
than that in the rest of the Netherlands.?’

A large urban excess was observed for cervical
cancer. Recently, a screening programme started for
this type of cancer. Main causes for cervix cancer are

AN SR G R & o PR T R —
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considered to be sexual promiscuity, smoking habits and

R
b
Sred A A

b .

" 2,

the human papillomavirus. The incidence ol the other

malignancies that are related to viruses, Kupf}si‘s Sar
coma and malignancies of the liver, are also increased
in urban areas. Kaposi’s sarcoma is associated with the
AIDS epidemic. Because of a deficient immunce Hy.‘ilt?nl.
people with AIDS are at increased risk for dcvclupm‘;x
Kaposi’s sarcoma. As in other countries, the ALDS epi-

demic in the Netherlands has settled down in the larger

cities, especially in Amsterdam. Liver cineer Is very
rare in the native Dutch population, However, the mceid-
ence rates of liver cancer are higher in sub Saharan
Africa, East and Southeast Asia and in Melanesia, ™

The Netherlands has a relatively large group of

immigrants [rom the former Duteh colonies (Indonesta,
Surinam and the Netherlands Antilles) and from many
other countries (especially Moroceo and Turkey, but
recently also from Ghana, Somalia and Cape Verdey,
[mmigrants tend to concentrate in the larger cities i the

v LU YT ‘ Cogo '
Western part of the country.”™ The urban excess ol lives

cancer in this study may purely rveflect the distribution
of these peoples.

In this study address density was used (0 estimale
urbanization, Address density is strongly correlated with

population density. The average populition density of

the very dense urbinized municipalities was in the siimnne
range as the highest urbanization classes ol the studies
conducted in New York and [llinois. ™" However, the
average population density of the non- urban wtinicipl
ities was higher than the rural communities in the
American studies. The contrast in population density in
our study was therefore smalier,

In addition to actiological factors, bins mav also
cause the urban-rural variations in risk., Bias can ocvur
due to incompleteness ol case ascertainment, cttons in
case registration and inaccurate resicential information.
In theory, underdiagnosis or incomplete records ol
cancer in the rural arcas can be a reason Yor the ditler
ences, However, this is unlikely in the Netherlands in
view of the good registration systems, both for vance
and place of residence as well as the nearly pertect
health care infrastructure,

Cuncer latency periods and the migration ol patients
to other areas is another potential source ol hids
ecological studies like this one, 1t is difficult w deter
mine what the effect is of migration, but it i thoupht
be small. Annually, 4% ol the Duteh population move
from one municipality to another,'™ the new mumer.
pality may have the swme class of urbanization. Mope
over, cancer risks are highest in the elderly, wheteis
most migration takes place in the younger population
(less than 2% of the population of 40 years and older
move annually),* *
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[n ondes, the urban excess of wbhacco-related cancer
has largely disappeared, while i females the opposite
is true Tor the occurrence of these types of cancer. Also,

ditterences in cancer mceidence have been observed for

several other cancer sites, Thevefore 1 1s likely that
differences o cancer incrdence still exist 10 the Nether-
lands  between urban and rueal arcas and that these
Jifferences can be attributed o a variety of lifestyle
factors,
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TABLE Al Number of cases, age-standardized rate ratios (ASR), estimate of linear trend and 955 confidence intervals for invasive

malignancies according ta site and address density for maley in the Netherlandy 1959-199]

L2 L B PRV

[CD-0O Pritnary site No. of ASR"
of malignancy cases  non-urban
nunicipalities

T140 Lip 520 4,32

TI41-149 Mouth and pharyax 1956 7.97

T150 Qesophagus | 508 7.8

T151-152 Stomach and 5021 25,53
small intesting

T153~154 Colon and rectum 1 1050 5258

T135 Liver and intrahepatic A4 )5}
bile ducls

T156-159 Other gastro-intestinal 2004 1 3.9
OrEins

T16] Larynx | 796 8.5

T162 L.ung and bronchuy o2 137 111,29

MY050-90583  Mesothelioma (LY } .8

T160, Nusal cavity amd other 32() RN

T164-1635 FOSPINIMOTY OPRnS

T170--171 Bone i soll tissue HEK 3.44)

MY 140 Katpost’s sarcomi 1] (.31

T173 and skin, melanoma 1RO 785

MKT20-878()

T173 Skin, nonp-melanoma® SWNR IR 10

T175 Breast 1 2R (.03

T18S Prostate 1714 58.26

T186-187 Testis and other 1203 5.37
male genital orgins

T188 Urinary bladder dORT 20,84

T189.0 Kidney 2207 143,35

T189.1-9 Other urinary organs SUS A

190 Lye and orbit 215 {). )

F191-192 Central nervous system [ 196 7.00

T193-- 19 Thyroid and ather RIER ].543
endoerine glands

MYOKI-96O07  Hodgkin's disease (13 2.4

MOUSHN-V593,  Non-Hadgkin lymphama RUEN R

MY67()--4723

MU730-9731 Morbus Kahler 145 APRR

Rate ratio according to address density®

o A Y P v — T Vb Y et - ¢

~

dos

Yy Chan g -

(0,72
(.58, (1L.91)
1.007
(0,92, 1.258)
(),99
(O.8:4, 1.10]
1.003
(0.9:4, 1.12)
.01
((LYs, 1.07)
| 4)
(0,41, 1.5
.0}
((}.8Y,
| ()7
(LU, 1.2h
().YY
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APPENDIEX

Tantl: Al Continued

1¢*1)-() l"rimn'ry sie Nu, ol ASR" Rate ratio according to address density® Fstimate of
ol malignancy CUSUS  NON-UFDII 7o - i e s s lineur trend!
mueipalities 2 3 4 3 (V566 C1")
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(0,93, 11.08)
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aeverdinge foo site and ceddress deasiny for temales in the Nethertandys 1989 199

P T s AT MM e A AT AN ¢ ST et vty STy Sy oAy PPy
[0 Primay e Nu., ol ASR’ Rate ratio according to address deasity* Listinte ot
(4 nml;;m;lm*y A non-urban ' ' - | Lineur tl‘m'ld‘I

mincipalities ) A q ; (95% C1")

T1-40 b W/ 1, 46 DN JOA 0.7 .54 .04
LOSR, 1Ry (0019, |1 (.37, 1.6) (.28, 123y ¢ 0.08,0401)

T4 1 Mivgth s phatyny kY R .32 ey bodel FotS ().14
(0849, LMy (000, 1,18) (1.18, 1.76] (1.18, 1.79) (().20, (1.58)

IR R Oewophiar e R Jold .10 |3 | .07 .40 (3.2()
(RO, 1.d41) (1.04, 1.66G) (084, 137 (1.16, 1.81) ((LOSJ, (L3

Tl bt SR RURY) JRIH .02 (1.UH .01 .03 ().06
arhd ot hntestme (o, 115 (G877, 11 (0.4, 1. 0:1) (0.0, 117 (-022,0,33)

IERE T AR Culop amd sectinm HRRE! 44,758 1.044 .01 .03 |01 ().0K
({LYG, 1.049) ((LYS, 1.08) (197, 1.00) ((LOS, 1.07) ( ()18, 0.6:1)

FR RN Daver anhimtgahiepatee R Y {171 (LR |40 R | el (). 10)
Inde it (LS4, 1Ay (b5, 220 (0.4K, 2.07) (.08, 2.0 (0,02, O.1R)

T4 1449 Oither eovdto e stinal AN (43 | .Y/ A4 | .04 A3 (.24
SRR (OS5 1.2 (10O, 1.13) (0,93, 1.17) (1.O1, 1.20)  (-(LOS, L.55)

Tinl | atvae RSTY 14,71 (3,97 A7 AIRE A (.22
(.58, 1.0y (089, 2.47) (1.53, 3..14 (121, 3.03) (0,12, 0.32)

Il L nne ad heonehae SRR | 1.45 |1+ o a4 AR 304
(LOF, 128y 1136, 1.70) (143, 17 {1,923, 2.30) (.70, 3.19)

NSO 44 Nesvdhehnoana 1.0 (), iy {, ) Y RTy |78 0,06
(.00, 246)  (0.66, 2.16) ((hL.74, 2.58) (0,095, 3.31) (- (LOL, 0.1

Tinb, Notndl caviy i BA 0,41 IRR! PR }oR R (100G
Tt 16 nther pespnratory onssans (072, 280 (0.7, 248) ((L71, 2.14) (LO5, LK) (000,013

THa T Haore i ol e’ T CNLY; | .{)4 K1Y, | .04 AR {).008
(O.RY, .31 (.85, 1.15) (.81, |.33) (0,90, 1.43) ( (.00, 1.25)

Ti/4 ul S, ntrlaopuna AR ). .12 .7 | .20 .13 (LA
MR N NN (O, 1Y (L2 1A (1.1, [.42) (1.00), 1.08) (013, 0.70)

IR A Sk, towd aeehaoeng IR B () ().9:1 (1492 ().5:1 ().74 ).l

((LRL, 1.06) (ORI, 1.O4) (0,71, 11LY5) (0.05, (.81 ( (.84, 0.40)

T Hivad d8 N {06 1.0 [.006 .10 A .97
(O, 1oy (Lh2 L) (1.05, 1.1-h (1.03, 1.1} (.00, Yot

TRy {esvis uless ARIR EATR [.{)4 PR | .41 Ot |2
(.89, L2 (1.0, 1.549) (1.25, 1.60) (147, 1.0-h 10,96, 1.52)

Tis Coppes uten AR 1Y 165,48 (),US (LU 3 (1,42 IRIN (.22

(1185, 1.05)

(LKL, 1.03)

(.83, 1.O

(.85, 1.058)

(- 0.59, 0. 1%



730 INTERNATIONAL JOURNAL OF EPIREMIOLOGY

TABLE A2 Continued
WW“_WW

M AP AT SR e vl

ICD-0O Primary site No. of ASR" Rate ratio according to address density' Estimate of
of malignancy ¢itses  non-urban e | | lincar (e
municipalities 2 3 .l D (W54 1M
T183.0 Ovary 3022 [-4.03 (190 1.07 1.0 ().U8 ().4)
(L80, 1.07) (096, 1.19) (LU 1L (OLRR, 10Uy ¢ 0.4 (LU
TI183.2- Other female 063 3.80 (L,8Y ().RY 081 (LHY 0.1
184.9 genital organs (0,72, 1.0y (0,72, 1.04) t.06, 1LIH)) 71, 10Ky UK, (L0
T1EK Urinary bladder | 318 3.097 1.07 |17 | .H) L0 (). A0
(.88, 1.3 ((LO7, 1.1 (099, 101 (1.17, .08} (L7, 050
T189.0 Kidney | 56 (.70) {).8Y (1.4} (}.RY (),534) 0.0,
(.75, 1.03) (().80, 1.10) (L7745, 1.0 (80, 1 TG ( 0.0, 0.0
T189.1-9 Other urinary orgams 296 .04 ()78 .12 {087 IRY, (0,07
(10,52, 1.17) (0,17, 1.04) ({154, |,K) (095, 1.90) 004 017
T190 foye and orbit 8S (.81 (1.X0 l.(}] PO | 013 (.0,
(0,84, 1.3 (0,045, |.0R8) (OGR, |.74) (hah, 1.6 (0060, 0.11)
TIO]-192 Central nervous system 18 4,08 .18 Fo1) ()95 {194 01
((LOK, [0 ({194, | A (LR, 1.15) 7, 1) { 035, 000600
T1O3- 1044 Thyroid and other 754 201 .02 ().O |.OY . 30 () 1K
endocrine glands (L8, LA 7, 1. ((LRO, 14X (AN, [0 LU, AN
MUOGSO-D067 Hodgkin’s disease 20 207 {.8() (LKA (7D (). 74 (.10
(.59, 1.4/ (Lo, 1 (3], (L UX) (09X, | .0 T B F R VA
MOSBO-9393,  Non-Hodgkin lymphoma 2486 R0 ol bl b1 | (447
MUGH) 9723 (DU, 1My (1) (M5, |, (114 IR (00, (/)
MUT73(-9731 Morbus Kahler )7 1.00 (.92 ().47 (LKA | .OX (.04
(IO R R Y (0,79, 1.1 (071, 1.0/ (ILHN, 1 ) ¢ (Ht b, T
MOROO--9HT() L.eukaemi | 537 0,0 ().RH |01 (.4} "/ 010
(.76, 1.0 (LRG0 ') (ORI KRNV IO O I IR O § IO U A AR
T195 Other sites 216 (),8{) |2 1).R4 (1.7.] TRy, (10360
(.82, LRRY (D87, 1 i) (47,1 11 L e Y I L R T O B IR W I K
T Unknown priniwry site 1A (0% |04 .06 .22 M [t/
(OO, 1.0y fed 1M (1.00, 1 47 T I IR 2 R 1 A5, (1)
1140199 All sites combined K1 OK7 200,54 1.0OA |.ON |4 ] 1. N N4
(LOL, LOM (1O, 11 (1.0, L1 e LY T AR I Y
Aot e384 8RS RSP 8wre AsBeseeitidimb tebpS e RS e s ot e e e eSSBS

T Ape-stimdardized incidence rate pev 100 000 inhabitants, according o the Ewopean Stamdand Fopubidion,
"95i confidence intervals.

" Classtheation address density;

| = Non-urban municipalities (- 500 addressesfhmy;

2 = Sparsely urbanized municipalities (300 1000 wddresses/km™

3 = Moderately urbamized municipalities (1000- 1500 addresses/bme' s,

4 = Densely urbanized municipalities (1500 2800 addresses/hm i,

S = Very densely wrbanized municipalities ¢ - 2500 adidresses/hm'y,

Uinear trend of standardized incidence rates as deseribed by Rothugin,

“ Basal cell carcinomas are not ineluced,

'Because ol the small number (N = 12) of Kaposi®s sarcomis among women, this malgtoaney s been comdaned wothe the catmases ol Thawe and s
Lissue’,



