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Abstract
Background
The incidence of non-Hodgkin's lymphoma (NHL) has risen steadily during the last few decades in all geographic regions covered by cancer registration for reasons that remain unknown. The aims of this study were to assess the relative contributions of age, period and cohort effects to NHL incidence patterns and therefore to provide clues to explain the increasing incidence.

Methods
Population and NHL incidence data were provided for the Doubs region (France) during the 1980-2005 period. NHL counts and person-years were tabulated into one-year classes by age (from 20 to 89) and calendar time period. Age-period-cohort models with parametric smooth functions (natural splines) were fitted to the data by assuming a Poisson distribution for the observed number of NHL cases.

Results
The age-standardised incidence rate increased from 4.7 in 1980 to 11.9 per 100,000 person-years at risk in 1992 (corresponding to a 2.5-fold increase) and stabilised afterwards (11.1 per 100,000 in 2005). Age effects showed a steadily increasing slope up to the age of 80 and levelled off for older ages. Large period curvature effects, both adjusted for cohort effects and non-adjusted (p < 10-4 and p < 10-5, respectively), showed departure from linear periodic trends; period effects jumped markedly in 1983 and stabilised in 1992 after a 2.4-fold increase (compared to the 1980 period). In both the age-period-cohort model and the age-cohort model, cohort curvature effects were not statistically significant (p = 0.46 and p = 0.08, respectively).

Conclusions
The increased NHL incidence in the Doubs region is mostly dependent on factors associated with age and calendar periods instead of cohorts. We found evidence for a levelling off in both incidence rates and period effects beginning in 1992. It is unlikely that the changes in classification (which occurred after 1995) and the improvements of diagnostic accuracy could largely account for the 1983-1992 period-effect increase, giving way to an increased exposure to widely distributed risk factors including persistent organic pollutants and pesticides. Continued NHL incidence and careful analysis of period effects are of utmost importance to elucidate the enigmatic epidemiology of NHL.
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Background
The aetiology of the most common forms of non-Hodgkin's lymphoma (NHL) remains elusive [1]. The incidence of NHL, however, has risen steadily in many countries during the second half of the 20th century, making this group of malignancies an increasingly important contributor to the overall cancer burden. This upward trend was observed in all geographic regions covered by cancer registration and was not restricted to any particular age group or gender or to predominantly rural or urban areas [2]. This epidemic of NHL has now begun to level off in North America and Europe [3], with a recent downturn among white males aged 25-54 years in the USA [4] and among males aged 30-39 years in the Nordic countries [5]. In France, incidence trends showed an increase in both genders between 1980 and 2005 (age-standardised incidence rates: 6.2 to 12.1 and 4.0 to 8.2 for males and females, respectively), with a slower rate of increase from 2000 onwards [6]. The interpretation of long-term trends in the incidence of NHL has attracted much speculation in the absence of a clear understanding of the risk factors. The generalised increases in NHL incidence do not appear to be explicable only in terms of better diagnostics or classification [7]. Moreover, it is now clear that AIDS-related NHL accounts for a limited proportion of this increase in developed countries [8]. Thus, most authors agree that the steady increases in NHL rates up to the late 1990s almost certainly reflect real increases in disease incidence [9].
The escalation in NHL incidence suggests increasing exposure to one or more ubiquitous lymphomagenic agents [1] and could therefore be partly explained by environmental exposure to common chemicals (such as persistent organic pollutants or pesticides). One dioxin congener (2,3,7,8-T4CDD or TCDD) and one furan congener (2,3,4,7,8-P5CDF) are considered carcinogenic to humans by the International Agency for Research on Cancer for all cancers combined [10]. For NHL specifically, increased incidence and mortality have been reported in several investigations conducted on cohorts of workers exposed to TCCD [11–14], on the population exposed to the accidental industrial release in Seveso (Italy) [15] and among neighbours of municipal solid waste incinerators [16, 17]. Polychlorinated biphenyl (PCB) 126 is also classified as a known human carcinogen [10] and there is mounting evidence of a relationship between PCBs and NHL risk [18–21]. Recent reviews have highlighted pesticide exposure as one of the likely occupational risk factors for NHL [22, 23].
Further elucidation of the temporal changes in NHL incidence has important epidemiologic and public health implications [4]. In this context, it is important to understand whether these time trends are related to age, calendar period or birth cohort because these time scales are surrogates or proxy measures for other influences. Although age-period-cohort (APC) models are descriptive tools, the identification of changes in the magnitude of long-term trends can have important aetiological implications [24]. They are therefore likely to further our knowledge of the enigmatic aetiology of NHL [2, 25]. More precisely, if the environmental hypothesis holds, it should result in increased period effects (indicative of changes in risk factors that affect all ages equally). Additionally, prenatal exposure to environmental risk factors during a given time period would induce a birth cohort effect.
Cancer registration does not cover the whole French population. In 1992, the situation was particularly unfavourable, as cancer registration covered only 3% of the population and this included specialized cancer registries that collect data on certain types of cancer only [26]. Established in 1976, the Doubs Cancer Registry is the second oldest cancer registry in France. This long tenure provides a unique opportunity to explore temporal changes in French cancer incidence.
The aims of this study were to assess the relative contributions of age, period and cohort effects to NHL incidence patterns and therefore to provide clues to explain the increasing incidence in the French Doubs region.

Methods
Study site
The Doubs region (5233 km2, 499 162 inhabitants in 1999) is located in eastern France along the Swiss border. Mainly rural, this region is, however, industrialized in its north-eastern part.

Population data
Population data were available from the French Census Bureau from 1980 to 2005. The person-years of observation were tabulated into one-year classes by age (from 0 to 99+) and calendar time period (from 1980 to 2005) [6, 27].

Cancer cases
Although the Doubs Cancer Registry was established in 1976, only NHL incidence data registered between 1980 and 2005 were included to minimise the risk of under-registration in the early years. With only one tertiary referral hospital in the region (the University Hospital), reporting is homogeneous and complete, as ascertained by the ratio of the number of deaths to the number of cases registered during 1983-1987, which at 47% is very similar to those reported in other Western countries [28]. Virtually all cases were histologically verified (99%). The International Classification of Disease for Oncology, third edition (ICD-O-3), has been used to classify cases since the 2002 diagnosis year, but for cases diagnosed before 2002 and classified according to earlier versions of ICD O, the IARCtools program was used to convert codes to ICD-O-3 [29]. When required by the software, a hand review was performed by a medical expert in cancer registration for complete conversion. The Doubs cancer registry extracted anonymous NHL cases (using the ICD-O-3 morphology codes M9590-9596/3, M9670-9719/3, M9727-9729/3 and 9832-9834/3) and tabulated them into one-year classes by age and calendar time period. The lack of an adequate sample size precluded analyses by histological subtype. The procedures at the Doubs cancer registry were approved by the French National Cancer Registry Committee and the National Commission for the Confidentiality of Computerized Data.

Statistical analysis
Age-standardised rates were calculated with the World Health Organization (WHO) world population serving as the standard [30].
We restricted the APC analysis to cases aged 20-89 because of too few events in the younger age groups and lower data quality in the oldest age group. To obtain the effects of age, period and cohort, a log-linear model was fitted to the data by assuming a Poisson distribution for the observed number of NHL cases. The general form of the multiplicative APC model for rates, λ(a, p) at age a in period p for persons in cohort c = p - a, is as follows:[image: A12940_2010_Article_346_Equa_HTML.gif]




where a, p and c represent the mean age, period and cohort, respectively, for the observational units; f, g and h are parametric functions.
The "classical" approach to modelling APC effects, in which variables are defined as "factors", uses one parameter per distinct value of age, period and cohort to accommodate the non-linearity of the effects. Because the three variables of age, period and cohort were originally continuous, we modelled these effects by parametric smooth functions. Restricted B-splines (natural splines) with seven parameters for the age, period and cohort terms were incorporated in the APC model to reduce random variation. We arranged the relevant submodels into a sequence that gives all the relevant comparisons between adjacent lines from an analysis of deviance. To test for the significance of effects between nested models, we compared the difference in deviance between these different models using the F test. Statistical significance was attributed to two-sided p-values < 0.05.
To allow reconstruction of the fitted rates from the reported values and to overcome the so-called identifiability problem, we chose the following parameterisation proposed by Carstensen [31]. We had an a priori assumption that mainly period-effects drive the change in rates, considering that the whole population would be equally exposed to environmental risk factors and supported by the fact that risk factors for NHL seem to be unrelated to birth cohort [32]. We therefore fitted models sequentially. First, we fit an age-period model, choosing the first year (1980) as the reference period. Second, the logarithms of the fitted values from this model were used as an offset variable in a model with cohort effects. Third, the cohort effects from this model were used as the residual log rate ratios by cohort. The drift parameter (representing a linear secular trend not exclusively identifiable as a period or cohort effect) was extracted using the weighted average (by marginal number of cases). The age function is interpretable as the log of the age-specific rates for the reference period (i.e., cross-sectional rates). The period function represents the log-rate ratios relative to the reference period, while the cohort function represents the log-rate ratios relative to the age-period prediction (residual log-rate ratios). In examining these functions, minor fluctuations should not lead to direct, thus limited, interpretation; only the major overall trends should be considered.
All data were analysed using the R 2.10.0 statistical software (Epi 1.1.9 package) (R Development Core Team, 2009).


Results
Descriptive data
A total of 1,457 incident cases of NHL were registered in the Doubs region between 1980 and 2005 in the age group from 20-89 years, for a corresponding population of 367,842 in 1999 (census data).
The age-standardised incidence rate increased from 4.7 in 1980 to 11.9 per 100,000 person-years at risk in 1992 (corresponding to a 2.5-fold increase) and stabilised afterwards (11.1 per 100,000 in 2005). The observed rates, aggregated into 5-year periods and 10-year age classes to produce fairly stable rates, are plotted in Figure 1. A clear gradient of higher NHL incidence rates with increasing age is observed throughout the analysed period. No interaction between age and period is noticeable, as indicated by the parallel lines (on a log scale) in the first and third plots. Age-specific rates are therefore proportional between periods, suggesting an age-period model. There is a clear tendency in the 1980-1984 period that shows lower rates than subsequent periods. No clear pattern emerges from the cohort curves.[image: A12940_2010_Article_346_Fig1_HTML.jpg]
Figure 1
Incidence of non-Hodgkin's lymphoma per 100,000 person-years by age and birth cohort (age group 20-89 years, 1980-2005, Doubs region, France). Top left: Age on the x-axis; the rates corresponding to the same period are connected by lines. Top right: Age on the x-axis; the rates corresponding to the same cohorts are connected by lines. Bottom left: Period on the x-axis; the rates corresponding to the same age groups are connected by lines. Bottom right: Cohort on the x-axis; the rates corresponding to the same age groups are connected by lines.






Age-period-cohort analysis
The data supported a development of NHL incidence more complex than a mere linear trend over time. Table 1 shows the changes in deviance in the sequential building of the model. The age-drift model significantly improved the fit over the age-only model (p < 10-15). Large period curvature effects, both adjusted for cohort effects and non-adjusted (p < 10-4 and p < 10-5, respectively), showed departure from linear periodic trends. In both the APC model and the AC model, cohort curvature effects were not statistically significant (p = 0.46 and p = 0.08, respectively).Table 1Comparison of age-period-cohort submodels for the incidence of non-Hodgkin's lymphoma to separate contributions from each of the time variables (age group 20-89 years, 1980-2005, Doubs region, France).


	Terms in model
	Da (df)
	Effect
	ΔD (Δdf)
	p value

	Age
	1848 (1812)
	-
	-
	-

	Age + Drift
	1764 (1811)
	δb|A
	84 (1)
	< 10-15


	Age + Period
	1727 (1805)
	Pc|A
	37 (6)
	< 10-5


	Age + Period + Cohort
	1721 (1799)
	Cc|A, P
	6 (6)
	0.46

	Age + Cohort
	1753 (1805)
	Pc|A, C
	32 (6)
	< 10-4


	Age + Drift
	1764 (1811)
	Cc|A
	11 (6)
	0.08



a deviance

b drift or linear secular trend

c curvature or non-linear effect

d the submodels are arranged in a sequence that gives all the relevant tests as comparisons between adjacent lines (using the difference in deviances and the F test). The successive tests (all adjusted for age) refer therefore to the drift, the non linear effect of period, the non linear effect of cohort (adjusted for period), the non linear effect of period (adjusted for cohort) and the non linear effect of cohort.




The age, period and cohort effects are displayed in Figure 2 on a directly comparable scale, allowing the slopes of the effects to be compared. Age effects showed a steadily increasing slope up to the age of 80, levelling off for older ages. From the period-effect curve, two non linear and thus identifiable changes merit special attention: period effects jumped markedly in 1983 and stabilised in 1992 after a 2.4-fold increase (compared to the 1980 period), which was statistically significant. The conditional cohort rate ratios remained close to one and did not vary significantly (all rate ratio 95% confidence intervals included one, while broadening at the extremes due to low NHL counts).[image: A12940_2010_Article_346_Fig2_HTML.jpg]
Figure 2
Estimated effects from the age-period-cohort model (non-Hodgkin's lymphoma, age group 20-89 years, 1980-2005, Doubs region, France). The centermost curve represents the age-specific rates for 100,000 person-years at risk during the reference period (1980). The median curve shows the rate ratios of cohorts conditional on the estimated age and period effects. The rightmost curve shows the rate ratios of periods relative to the reference period (1980). Fitted values are plotted together with 95% confidence limits.







Discussion
The detailed tabulation combined with parametric smooth functions allowed relevant features to be captured. The striking observation from this APC analysis concerns the strong 1983-1992 period effect highlighted in the Doubs region. These two inflection points are second-order features and are therefore not an artefact of the parameterisation.
We took advantage of the long tenure of the Doubs registry database to analyse trends in the incidence of NHL over a sufficiently extended time period (26 years). NHL comprises many histologically distinct lymphocyte malignancies, each with putatively distinct aetiologies (and time scale patterns). Unfortunately, in this study, the NHL subtypes were not considered because small case counts precluded the detection of subtle changes in APC effects.
In the Doubs region, age-standardised NHL incidence rates and trends are similar to those reported from other European countries [3, 33]. Although changes in the NHL incidence are discussed at length in the medical literature, few studies have attempted to separate the respective contributions of the three time-scales to the observed trends. Using the Clayton-Schiffers method, McNally et al. found no evidence of non-linear period or non-linear cohort effects during the period from 1978-1991 in Yorkshire (UK) [34]. Pollan et al. carried out APC analyses but replaced the period of diagnosis with a variable reflecting the availability of new medical technologies (to avoid the identifiability problem), which is a questionable assumption [9]. They ascribed the increase in incidence (Spain, 1973-1991) to period and cohort effects. Bray et al. used Bayesian APC models (mainly to project NHL incident rates) and concluded there was a mixture of period and cohort effects (without further specification) in nine different countries (1973-1992) [2]. Liu et al. concluded that period effects played a major role in NHL incidence trends between 1970 and 1996 in Canada [34]. Sandin et al. stressed the predominance of calendar period over birth cohort effects in the Nordic countries from 1960 through 2003 [5]. Adamson et al. modelled only the drift [32].
The overall time trend patterns of our study fit with the APC-specific assessments by Sandin et al. and Liu et al. [5, 35]. In terms of the interpretation of period effects, three factors may have affected the observed trends: multiple schemes for lymphoma classification, advancements in diagnosis and widely distributed risk factors.
The complex and evolving classification may have had some role particularly between 1995 and 2001. During this period, diagnoses were originally described by pathologists using the WHO classification (an extension of the former Revised European American classification of Lymphoid Neoplasms [REAL]), but diagnoses were coded by cancer registries as ICD-O-2 (incorporating another scheme, the Working Formulation) [33]. Conversely, ICD-O-3, used by cancer registries to classify cases from 2002 onwards, is known to reduce misclassification bias [36, 37]. Considering the time lag between the increase in period effects (1983-1992) and the evolving classification (from 1995 onwards), it is unlikely that the latter could explain the former.
An increase in period effects may also relate to the combined effects of improvements in NHL detection (lowering the threshold of detection) and the widespread use of new methods and techniques (allowing greater access to interventions) [35]. In this scenario, NHL incidence rates would be maintained at their current level (due to the full implementation of modern diagnostic procedures), reflecting the totality of disease in a population.
The changes in classification and the improvements of diagnostic accuracy cannot largely account for the steady increases registered in NHL incidence rates up to the late 1990s [3, 7], giving way to an increasing exposure to risk factors as the more likely explanation. Because everyone broadly consumes the same food items and shares essentially the same outdoor environment, toxicants present in the food chain or in the environment could influence disease incidence. However, the contribution of other potential risk factors (diet rich in proteins and fats, or medical drugs) cannot be ruled out [35].
The 1983-1992 period-effect increase highlighted in the present study, affecting all ages equally, could be due to one or more exposures that emerged during the 1960s (considering a 20-year latency period), with a wide and increasing use and release into the environment. Agents with immunosuppressive activity, such as persistent organic pollutants (dioxins, chlorophenols and polychlorinated biphenyls) and pesticides (particularly the phenoxyacetic acids) meet these criteria [38, 39]. Although exposure to pesticides has mainly been occupational, the situation for persistent organic pollutants is quite different because the whole population was exposed, mainly thorough the food chain (e.g., fatty fish, meat, dairy products). In this respect, the majority of exposure would not come from the Doubs region because most of these food products were not produced locally but rather had been transported over hundreds of kilometres. These suspected widely distributed risk factor first increased and subsequently decreased (because of regulations enforced in France in the 1980s and the 1990s). Thus, if the environmental hypothesis holds, the period effects of NHL incidence (and not only the incidence rates) are expected to start their decline in the near future.

Conclusions
The increased NHL incidence in the Doubs region is mostly dependent on factors associated with age and calendar periods instead of cohorts. We found evidence for a levelling off in both incidence rates and period effects beginning in 1992. Continued NHL incidence surveillance and careful analysis of period effects are of utmost importance to elucidate the enigmatic epidemiology of NHL.

References
1.
Blinder V, Fisher SG: The role of environmental factors in the etiology of lymphoma. Cancer Investigation. 2008, 26: 306-316. 10.1080/07357900701805686.CrossRef

2.
Bray I, Brennan P, Boffetta P: Recent trends and future projections of lymphoid neoplasms - a Bayesian age-period-cohort. Cancer Causes Control. 2001, 12: 813-820. 10.1023/A:1012240117335.CrossRef

3.
Bosetti C, Levi F, Ferlay J, Lucchini F, Negri E, La Vecchia C: Incidence and mortality from non-Hodgkin lymphoma in Europe: the end of an epidemic?. Int J Cancer. 2008, 123: 1917-1919. 10.1002/ijc.23722.CrossRef

4.
Clarke CA, Glaser SL: Changing incidence of non-Hodgkin lymphomas in the United States. Cancer. 2002, 94: 2015-2023. 10.1002/cncr.10403.CrossRef

5.
Sandin S, Hjalgrim H, Glimelius B, Rostgaard K, Pukkala E, Askling J: Incidence of non-Hodgkin's lymphoma in Sweden, Denmark, and Finland from 1960 through 2003: an epidemic that was. Cancer Epidemiol Biomarkers Prev. 2006, 15: 1295-1300. 10.1158/1055-9965.EPI-05-0958.CrossRef

6.
Belot A, Grosclaude P, Bossard N, Jougla E, Benhamou E, Delafosse P, Guizard AV, Molinié F, Danzon A, Bara S, Bouvier AM, Trétarre B, Binder-Foucard F, Colonna M, Daubisse L, Hédelin G, Launoy G, Le Stang N, Maynadié M, Monnereau A, Troussard X, Faivre J, Collignon A, Janoray I, Arveux P, Buemi A, Raverdy N, Schvartz C, Bovet M, Chérié-Challine L, Estève J, Remontet L, Velten M: Cancer incidence and mortality in France over the period 1980-2005. Rev Epidemiol Sante Publique. 2008, 56: 159-175. 10.1016/j.respe.2008.03.117.CrossRef

7.
Levi F, Lucchini F, Negri E, La Vecchia C: Trends in mortality from non-Hodgkin's lymphomas. Leukemia Research. 2002, 26: 903-908. 10.1016/S0145-2126(02)00031-0.CrossRef

8.
Hooper WC, Holman RC, Clarke MJ, Chorba TL: Trends in non-Hodgkin lymphoma (NHL) and HIV-associated NHL deaths in the United States. Am J Hematol. 2001, 66: 159-166. 10.1002/1096-8652(200103)66:3<159::AID-AJH1039>3.0.CO;2-2.CrossRef

9.
Pollán M, López-Abente G, Moreno C, Vergara A, Aragonés N, Ruiz M, Ardanaz E, Moreo P: Rising incidence of non-Hodgkin's lymphoma in Spain: analysis of period of diagnosis and cohort effects. Cancer Epidemiol Biomarkers Prev. 1998, 7: 621-625.

10.
Baan R, Grosse Y, Strai K, Secretan S, El Ghissassi F, Bouvard V, Benbrahim-Tallaa L, Guha N, Freeman C, Galichet L, Cogliano V: A review of human carcinogens - Part F: Chemical agents and related occupations. Lancet Oncology. 2009, 10: 1143-1144. 10.1016/S1470-2045(09)70358-4.CrossRef

11.
Becher H, Flesch-Janys D, Kauppinen T, Kogevinas M, Steindorf K, Manz A, Wahrendorf J: Cancer mortality in German male workers exposed to phenoxy herbicides and dioxins. Cancer Causes Control. 1996, 7: 312-321. 10.1007/BF00052936.CrossRef

12.
Kogevinas M, Becher H, Benn T, Bertazzi PA, Boffetta P, Bueno-de-Mesquita HB, Coggon D, Colin D, Flesch-Janys D, Fingerhut M, Green L, Kauppinen T, Littorin M, Lynge E, Mathews JD, Neuberger M, Pearce N, Saracci R: Cancer mortality in workers exposed to chlorophenoxy herbicides, chlorophenols and dioxins: an expanded and updated international cohort study. Am J Epidemiol. 1997, 145: 1061-1075.CrossRef

13.
Hooiveld M, Heederik DJ, Kogevinas M, Boffetta P, Needham LL, Patterson DG, Bueno-de-Mesquita HB: Second follow-up of a Dutch cohort occupationally exposed to phenoxy herbicides, chlorophenols, and contaminants. Am J Epidemiol. 1998, 147: 891-901.CrossRef

14.
Bodner KM, Collins JJ, Bloemen LJ, Carson M: Cancer risk for chemical workers exposed to 2,3,7,8-tetrachlorodibenzo-p-dioxin. Occup Environ Med. 2003, 60: 672-675. 10.1136/oem.60.9.672.CrossRef

15.
Consonni D, Pesatori AC, Zocchetti C, Sindaco R, D'Oro LC, Rubagotti M, Bertazzi PA: Mortality in a population exposed to dioxin after the Seveso, Italy, accident in 1976: 25 years of follow-up. Am J Epidemiol. 2008, 167: 847-858. 10.1093/aje/kwm371.CrossRef

16.
Floret N, Mauny F, Challier B, Arveux P, Cahn JY, Viel JF: Dioxin emissions from a solid waste incinerator and risk of non-Hodgkin lymphoma. Epidemiology. 2003, 14: 392-398.

17.
Viel JF, Daniau C, Goria S, Fabre P, de Crouy-Chanel P, Sauleau EA, Empereur-Bissonnet P: Risk for non Hodgkin's lymphoma in the vicinity of French municipal solid waste incinerators. Environ Health. 2008, 7: 51-10.1186/1476-069X-7-51.CrossRef

18.
Hardell E, Eriksson M, Lindstrom G, Van Bavel B, Linde A, Carlberg M, Liljegren G: Case control study on concentrations of organohalogen compounds and titers of antibodies to Epstein-Barr virus antigens in the etiology of non-Hodgkin lymphoma. Leuk Lymphoma. 2001, 42: 619-629. 10.3109/10428190109099322.CrossRef

19.
De Roos AJ, Hartge P, Lubin JH, Colt JS, Davis S, Cerhan JR, Severson RK, Cozen W, Patterson DG, Needham LL, Rothman N: Persistent organochlorine chemicals in plasma and the risk of non-Hodgkin's lymphoma. Cancer Res. 2005, 65: 11214-11226. 10.1158/0008-5472.CAN-05-1755.CrossRef

20.
Spinelli JJ, Ng CH, Weber JP, Connors JM, Gascoyne RD, Lai AS, Brooks-Wilson AR, Le ND, Berry BR, Gallagher RP: Organochlorines and risk of non-Hodgkin lymphoma. Int J Cancer. 2007, 121: 2767-2775. 10.1002/ijc.23005.CrossRef

21.
Engel LS, Laden F, Andersen A, Strickland PT, Blair A, Needham LL, Barr DB, Wolff MS, Helzlsouer K, Hunter DJ, Lan Q, Cantor KP, Comstock GW, Brock JW, Bush D, Hoover RN, Rothman N: Polychlorinated biphenyl levels in peripheral blood and non-Hodgkin's lymphoma: a report from three cohorts. Cancer Res. 2007, 67: 5545-5552. 10.1158/0008-5472.CAN-06-3906.CrossRef

22.
Baris D, Zahm SH: Epidemiology of lymphomas. Curr Opin Oncol. 2000, 12: 383-394. 10.1097/00001622-200009000-00002.CrossRef

23.
Fisher SG, Fisher RI: The epidemiology of non-Hodgkin's lymphoma. Oncogene. 2004, 23: 6524-6534. 10.1038/sj.onc.1207843.CrossRef

24.
Tarone RE, Chu KC: Evaluation of birth cohort patterns in population disease rates. Am J Epidemiol. 1996, 143: 85-91.CrossRef

25.
McNally RJ, Cairns DP, Eden OB, Kelsey AM, Taylor GM, Birch JM: Examination of temporal trends in the incidence of childhood leukaemias and lymphomas provides aetiological clues. Leukemia. 2001, 15: 1612-1618. 10.1038/sj.leu.2402252.CrossRef

26.
Verdecchia A, Micheli A, Colonna M, Moreno V, Izarzugaza MI, Paci E: A comparative analysis of cancer prevalence in cancer registry areas of France, Italy and Spain. Ann Oncol. 2002, 13: 1128-1139. 10.1093/annonc/mdf160.CrossRef

27.
Remontet L, Estève J, Bouvier AM, Grosclaude P, Launoy G, Menegoz F, Exbrayat C, Tretare B, Carli PM, Guizard AV, Troussard X, Bercelli P, Colonna M, Halna JM, Hedelin G, Macé-Lesec'h J, Peng J, Buemi A, Velten M, Jougla E, Arveux P, Le Bodic L, Michel E, Sauvage M, Schvartz C, Faivre J: Cancer incidence and mortality in France over the period 1978-2000. Rev Epidemiol Sante Publique. 2003, 51: 3-30.

28.
Parkin DM, Muir C, Whelam SL, Gao YT, Ferlay J, Powell J: Cancer incidence in five continents. 1992, IARC Scientific Publications No. 120, Vol VI. Lyon, France: IARC Press

29.
Ferlay J: IARCtools version 2.0. 2000, Lyon, France: IARC Press, [Computer program]

30.
Ahmad OE, Boschi-Pinto C, Lopez AD, Murray CJL, Lozano R, Inoue M: Age standardization of rates: a new WHO standard. GPE Discussion Paper Series. 2000, World Health Organization, Geneva, Switzerland, 31-

31.
Carstensen B: Age-period cohort models for the Lexis diagram. Statist Med. 2007, 26: 3018-3045. 10.1002/sim.2764.CrossRef

32.
Zheng T, Mayne ST, Boyle P, Holford TR, Liu WL, Flannery J: Epidemiology of non-Hodgkin lymphoma in Connecticut. 1935-1988. Cancer. 1992, 70: 840-849. 10.1002/1097-0142(19920815)70:4<840::AID-CNCR2820700420>3.0.CO;2-I.CrossRef

33.
Adamson P, Bray F, Costantini AS, Tao MH, Weiderpass E, Roman E: Time trends in the registration of Hodgkin and non-Hodgkin lymphomas in Europe. Eur J Cancer. 2007, 43: 391-401. 10.1016/j.ejca.2006.10.008.CrossRef

34.
McNally RJ, Alexander FE, Staines A, Cartwright RA: A comparison of three methods of analysis for age-period-cohort models with application to incidence data on non-Hodgkin's lymphoma. Int J Epidemiol. 1997, 26: 32-46. 10.1093/ije/26.1.32.CrossRef

35.
Liu S, Semenciw R, Mao Y: Increasing incidence of non-Hodgkin's lymphoma in Canada, 1970-1996: age-period-cohort analysis. Hematol Oncol. 2003, 21: 57-66. 10.1002/hon.703.CrossRef

36.
Clarke CA, Undurraga DM, Harasty PJ, Glaser SL, Morton LM, Holly EA: Changes in cancer registry coding for lymphoma subtypes: reliability over time and relevance for surveillance and study. Cancer Epidemiol Biomarkers Prev. 2006, 15: 630-638. 10.1158/1055-9965.EPI-05-0549.CrossRef

37.
Morton LM, Wang SS, Devesa SS, Hartge P, Weisenburger DD, Linet MS: Lymphoma incidence patterns by WHO subtype in the United States, 1992-2001. Blood. 2006, 107: 265-275. 10.1182/blood-2005-06-2508.CrossRef

38.
Hardell L, Eriksson M: Is the decline of the increasing incidence of non-Hodgkin lymphoma in Sweden and other countries a result of cancer preventive measures?. Environ Health Perspect. 2003, 111: 1704-1706. 10.1289/ehp.6270.CrossRef

39.
Dreiher J, Kordysh E: Non-Hodgkin lymphoma and pesticide exposure: 25 years of research. Acta Haematol. 2006, 116: 153-164. 10.1159/000094675.CrossRef



Competing interests
The authors declare that they have no competing interests.

Authors' contributions
JFV designed the study, performed the statistical analyses and drafted the manuscript. EF managed the data and revised the paper. AD supervised data collection and revised the paper. All authors read and approved the final draft.


OEBPS/sidebar.gif





OEBPS/A12940_2010_Article_346_Equa_HTML.gif
log[R(a, p)] = f(a) + g(p) + hi<),





OEBPS/A12940_2010_Article_346_Fig2_HTML.jpg
Rate
5e-05

2e-04

1e-04

2e-05

1e-05

20

T
30

T
40

T T
50 60
Age

T
70

T
80

T
90

1900

T
1920

T
1940

1960 1980
Calendar time

T
2000

2020

05

0.2





OEBPS/contact.gif





OEBPS/A12940_2010_Article_346_Fig1_HTML.jpg
_.
o
T

= N
T 3

Incidence rates (per 100.000)
b

_A
o
3

[41]
=]
1

= n
7 3

(&)
|

Incidence rates (per 100.000)

4]
S
|

2000
1990

1980

T T T T T T
20 30 40 50 60 70 80

Age (10 year intervals)

100

Incidence rates (per 100.000)

1007

Incidence rates (per 100.000)

g
1

N
T

]
I

;]
|

S

20

30 40 50 60 70 80
Age (10 year intenals)

8
1

n
1

A
9

(&)
|

80

/f70
/\eo
/,/

n.
=

1

T
980 1990 2000
Period (5 year intenvals)

T
1900

.

1920 1940 1960
Cohort (5 year intervals)

1980






