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Pancreatic cancer mortality trends in the United States: how much 
have we moved the needle?
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Background: Despite advances made in pancreatic cancer treatment, the extent of progress made in 
pancreatic cancer mortality at the population level remains unclear. Our cross-sectional study sought to 
measure trends in pancreatic cancer mortality in the United States in the last 2 decades.
Methods: Patients with pancreatic cancer mortality from 1999 to 2020 were analyzed from the Centers 
for Disease Control and Prevention’s Wide-Ranging Online Data for Epidemiologic Research (CDC 
WONDER). Age-adjusted mortality rates (AAMRs) per 100,000 individuals were measured. We used 
joinpoint trend analysis to determine average annual percent change (AAPC) in AAMR trends.
Results: From 1999 to 2020, pancreatic cancer accounted for 809,197 deaths. Overall, the AAMRs of 
pancreatic cancer increased from 20.74 per 100,000 individuals in 1999 to 21.60 per 100,000 individuals in 
2020. The highest AAMR was recorded in non-Hispanic Black males (30.11 per 100,000 individuals), and 
the lowest, in non-Hispanic White females (18.51 per 100,000 individuals). Patients aged 75–84 years had 
the highest AAMR (6.87 per 100,000 individuals) compared to the younger patients. The highest AAMR 
was observed in the Northeast region (22.07 per 100,000 individuals) and rural regions (21.29 per 100,000 
individuals). 
Conclusions: There was no improvement in pancreatic cancer mortality in the last two decades. These 
findings emphasize the importance of efforts to increase access to multidisciplinary cancer care with the 
realization that without it, improvements in treatment standards will not translate to lower cancer mortality 
at the population level.
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Introduction

Pancreatic cancer is the third leading cause of cancer death in 
the United States (U.S.). It is known as one of the most fatal 
types of cancer for its low 5-year survival rate ranging from 
2–9% (1), which can be attributed to its inherent aggressive 
biology, late-stage at diagnosis, and limited efficacy of 
treatment options (2). While there have seemingly been 
advances in the treatment of pancreatic cancer through 
improved chemotherapeutics and better sequencing of 
therapies (3,4), it is not well-established if pancreatic cancer 
mortality has improved at the population level over time. 
Our study sought to measure trends in pancreatic cancer 
mortality from 1999 to 2020 and investigate potential 
disparities across different demographics. We present 
this article in accordance with the STROBE reporting 
checklist (available at https://jgo.amegroups.com/article/
view/10.21037/jgo-24-213/rc).

Methods

Data source

Death certificate data from the Centers for Disease 
Control and Prevention’s Wide-Ranging Online Data for 

Epidemiologic Research (CDC WONDER) U.S. was 
analyzed from 1999 to 2020 to determine the longitudinal 
trends of pancreatic cancer mortality among the U.S. 
population aged ≥35 years. CDC WONDER is a publicly 
available online database that contains public health data, 
including mortality data, since the year 1999. It is more 
nationally representative compared to other existing 
database as it captures data based on death certificates of 
the U.S. residents and is inclusive of all races. Institutional 
review approval is not required as the population data is de-
identified. Patients with pancreatic cancer mortality were 
identified using the International Statistical Classification of 
Diseases and Related Health Problems-10th Revision (ICD-
10 codes C25.0–C25.9 being listed as the underlying cause 
of death). Those aged below 35 years old were excluded 
due to low case numbers. The datasets generated during 
and/or analyzed during the current study are available in 
the CDC WONDER, https://wonder.cdc.gov/. Further 
information is available from the corresponding author 
upon request. The study was conducted in accordance with 
the Declaration of Helsinki (as revised in 2013).

Statistical analysis

Age-adjusted mortality rates (AAMRs) per 100,000 
individuals were calculated by standardizing the year 2000 
U.S. population. We organized the data into line graphs 
to show the overall AAMR trends of the individuals with 
pancreatic cancer over the study period. We then grouped 
the data based on different demographic characteristics 
including sex, race, age, US census region, urbanization 
level. The Joinpoint regression program (version 4.9.1.0; 
National Cancer Institute) was employed to analyze trends 
in AAMR across various subgroups. This approach assesses 
the significance of changes in AAMR over time through 
log-linear regression models that account for temporal 
variations. The annual percent change (APC) in AAMR, 
along with its 95% confidence interval (CI), was determined 
using the Monte Carlo permutation test at identified 
segments connecting Joinpoints. Subsequently, the average 
annual percent change (AAPC), representing the weighted 
averages of the APCs, was calculated with corresponding 
95% CIs. Statistical significance was considered at P≤0.05 
using a two-tailed t-test for all analyses. 

Results

From 1999 to 2020, pancreatic cancer attributed to 809,197 

Highlight box

Key findings
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increased from 20.74 per 100,000 individuals in 1999 to 21.60 per 
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• The highest AAMR was observed in non-Hispanic Black males 
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and improving patients’ access to multidisciplinary cancer care.
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deaths. The demographic characteristics of patients who 
met the inclusion criteria are shown in Table 1. The overall 
AAMR of pancreatic cancer is 21.26 (95% CI, 21.22–21.31) 
which increased significantly from 20.74 (95% CI, 20.50–
20.97) per 100,000 individuals in 1999 to 21.60 (95% CI, 
21.40–21.80) per 100,000 individuals in 2020, with AAPC 
of +0.23 (95% CI, 0.17–0.28). When stratified by race and 
sex, the highest AAMR was observed among non-Hispanic 
Black males [30.11 (95% CI, 29.82–30.41) per 100,000 
individuals], followed by non-Hispanic White males [24.83 
(95% CI, 24.74–24.91) per 100,000 individuals], non-

Hispanic Black females [24.40 (95% CI, 24.19–24.62) per 
100,000 individuals], and non-Hispanic White females 
[18.51 (95% CI, 18.44–18.58) per 100,000 individuals] 
(Figure 1A).

More than 90% of the deaths from pancreatic cancer 
occur among patients aged 55 years and older. Increasing 
trends of AAMR across the years were recorded among 
patients aged 55 years and older. The highest AAMR [6.87 
(95% CI, 6.85–6.89) per 100,000 individuals] was reported 
in patients aged 75–84 years, whereas the lowest AAMR 
[0.37 (95% CI, 0.37–0.37) per 100,000 individuals] was 

Table 1 Demographic characteristics of pancreatic cancer decedents in the United States, 1999–2020

Variable N (%) AAMR per 100,000 (95% CI) AAPC (95% CI)

Overall 809,197 (100.00) 21.26 (21.22–21.31) 0.23 (0.17–0.28)

Sex

Male 408,292 (50.46) 24.43 (24.35–24.50) 0.24 (0.17–0.23)

Female 400,905 (49.54) 18.60 (18.54–18.66) 0.18 (0.11–0.24)

Race

Non-Hispanic White 638,815 (78.94) 21.35 (21.30–21.40) 0.39 (0.33–0.45)

Non-Hispanic Black 95,519 (11.80) 26.92 (26.74–27.09) −0.21 (−0.29 to −0.13)

Asian or Pacific Islander 21,632 (2.67) 14.85 (14.65–15.05) −0.02 (−0.23 to 0.18)

American Indian 3,383 (0.42) 15.83 (15.26–16.39) 0.65 (−0.02 to 1.32)

Hispanic 48,363 (5.98) 16.63 (16.48–16.78) 0.19 (0.02–0.36)

Age, years

35–44 10,938 (1.35) 0.37 (0.37–0.37) −0.90 (−1.22 to −0.57)

45–54 57,896 (7.15) 1.65 (1.63–1.67) −0.19 (−0.34 to −0.03)

55–64 153,862 (19.01) 3.43 (3.41–3.45) 0.40 (0.28–0.52)

65–74 228,115 (28.19) 5.77 (5.75–5.79) 0.19 (0.08–0.31)

75–84 233,603 (28.87) 6.87 (6.85–6.89) 0.37 (0.26–0.48)

85+ 124,783 (15.42) 3.17 (3.15–3.19) 0.17 (−0.03 to 0.38)

US census region

Northeast 163,253 (20.17) 22.07 (21.96–22.17) 0.11 (0.02–0.20)

Midwest 186,985 (23.11) 21.95 (21.85–22.05) 0.52 (0.44–0.59)

South 294,100 (36.34) 21.08 (21.01–21.16) 0.24 (0.17–0.30)

West 164,859 (20.37) 20.16 (20.07–20.26) 0.08 (−0.03 to 0.19)

2013 urbanization

Urban 667,520 (82.49) 21.25 (21.20–21.30) 0.15 (0.09–0.21)

Rural 141,677 (17.51) 21.29 (21.18–21.40) 0.63 (0.53–0.72)

AAMR, age-adjusted mortality rate; AAPC, average annual percent change; CI, confidence interval.



Tan et al. Pancreatic cancer mortality trends in the US1792

© Journal of Gastrointestinal Oncology. All rights reserved.   J Gastrointest Oncol 2024;15(4):1789-1795 | https://dx.doi.org/10.21037/jgo-24-213

reported in patients aged 35–44 years. By U.S. census 
region, the Northeast region had the highest AAMR from 
pancreatic cancer [22.07 (95% CI, 21.96–22.17) per 100,000 
individuals], followed by the Midwest region [21.95 (95% 
CI, 21.85–22.05) per 100,000 individuals], the South region 
[21.08 (95% CI, 21.01–21.16) per 100,000 individuals], 
and the West region [20.16 (95% CI, 20.07–20.26) per 
100,000 individuals] (Figure 1B). The rural population had 
a higher AAMR than the urban population [21.29 (95% CI, 
21.18–21.40) vs. 21.25 (95% CI, 21.20–21.30) per 100,000 

individuals] with a higher AAPC as well [+0.63 (95% CI, 
0.53–0.72) vs. +0.15 (95% CI, 0.09–0.21)].

Discussion

This study provides important insights into the trends 
of pancreatic cancer mortality. Our study demonstrates a 
slowly but constantly increasing trend of pancreatic cancer 
mortality by 0.23% per year from 1999 to 2020. While 
the clinical significance of such an increase can be debated, 

Figure 1 Age-adjusted mortality rates of pancreatic cancer. (A) Trends in age‐adjusted mortality rates of pancreatic cancer stratified by 
race and sex; (B) age-adjusted mortality rates of pancreatic cancer stratified by state. Produced with permission from Americas Hepato-
Pancreato-Biliary Association.
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the lack of improvement in the setting of advances made 
in treatment therapeutics is disappointing. Progress has 
been made in pancreatic cancer treatment over the years, 
with gemcitabine surpassing single-agent 5-fluorouracil 
as the systemic treatment of choice in 2000 (5), and the 
PRODIGE 4 trial demonstrated superior survival in 
patients with metastatic pancreatic cancer treated with 
FOLFIRINOX versus gemcitabine in 2011 (3). However, 
there is an incongruency between therapeutic advances 
and non-improvement in cancer-specific mortality rates. 
This may be explained by multiple factors. First, the aging 
population (6) and increasing prevalence of obesity (7) 
may contribute to the increasing mortality trend. Obesity 
is associated with higher incidences of pancreatic cancer 
and disease-specific mortality as well (8,9). Additionally, 
patients with obesity are more likely to present with 
advanced pancreatic cancer (10), and this is hypothesized 
to be due to chronic inflammation and the higher 
postoperative complications among patients with obesity 
after pancreatoduodenectomy (11). Additionally, access to 
care may represent a significant barrier to improvement in 
pancreatic cancer mortality. More than 70% of patients with 
stage I pancreatic cancer do not undergo surgical resection, 
the only treatment modality that offers an opportunity 
at cure, with patients on Medicaid being less likely to be 
offered surgery and more likely to refuse surgery (12). 
The aforementioned advances may only benefit a small, 
select group of patients who are treated at tertiary referral 
cancer centers and are inadequate in moving the needle in 
efforts to improve pancreatic cancer mortality (13). Finally, 
intraductal papillary mucinous neoplasms (IPMN) are 
precursor lesions to pancreatic cancer and were thought to 
be an opportunity to intervene before cancer progression. 
Disappointingly, the rise in resection for incidentally 
discovered IPMN pancreatic cystic lesions has not moved 
the needle in pancreatic cancer mortality (14).

Our study shows higher AAMR among male and 
black individuals, similar to previous studies (15,16). 
This disparity may be explained by the higher burden of 
modifiable risk factors such as tobacco smoking, alcohol 
intake, diabetes mellitus, and obesity among these two 
populations (17,18). Additionally, it was found that black 
individuals with clinical stage I pancreatic cancer are less 
likely to be offered surgery (12). They are also associated 
with worse postoperative outcomes, including higher 
rates of sepsis and postoperative bleeding (19). Our study 
also shows that the rural population has a higher AAMR 
compared to the urban population, which is consistent 

with a study done by Brooks and colleagues (20). This can 
be explained by the lack of access to primary medical care 
in rural areas, which may potentially result in late-stage 
detection of pancreatic cancer (21) and pancreatectomy 
among the rural population (20). 

A previous SEER study examining pancreatic cancer-
related mortality rates over the last 4 decades similarly 
demonstrated an increase in mortality rates over time albeit 
not finding any racial disparities in mortality rates (15). 
However, it is important to note that SEER covers 16 
participating states that account for approximately 48% 
of US cancer incidences. Additionally, validation study 
has demonstrated that SEER only captures 42% of White 
patients and up to 70% of Asian patients, making the 
dataset less appropriate for disparities-based analyses (22). 
Our study utilizes CDC WONDER that captures mortality 
across all races in the US and is better reflective of real-
world trends. While our study corroborates the findings 
of rising pancreatic cancer-associated mortality rates over 
time, it uncovered important racial disparities that were 
previously not reported. A single state analysis capturing 
patients of all races had similarly reported racial disparities 
in pancreatic cancer mortality (16); our study went beyond 
that and demonstrated that this disparity unfortunately 
extends nationally as well.

There are some limitations in our study. First, we are 
unable to determine treatment rates that might explain the 
observed pancreatic cancer mortality rates. We are also 
unable to account for important confounders of mortality, 
such as comorbidity burden and performance status. In 
addition, this study relies heavily on accuracy in coding 
due to the nature of the CDC WONDER database which 
captures data based on death certificates. However, the 
CDC WONDER is one of the only datasets that will allow 
a complete capture of cancer-specific deaths across the 
country, providing an accurate assessment of progress (or 
lack thereof) made throughout the years.

Conclusions

Despite the aforementioned limitations, our study provides 
critical information on contemporary, temporal trends of 
pancreatic cancer mortality that have not improved in the 
last two decades despite improved chemotherapeutics and 
treatment sequencing. These sobering findings emphasize 
the dire need for increased funding and patient advocacy 
to support efforts in advancing systemic therapy and 
improving patients’ access to multidisciplinary cancer care.



Tan et al. Pancreatic cancer mortality trends in the US1794

© Journal of Gastrointestinal Oncology. All rights reserved.   J Gastrointest Oncol 2024;15(4):1789-1795 | https://dx.doi.org/10.21037/jgo-24-213

Acknowledgments

This research article was submitted as an abstract, which 
was accepted for a poster presentation at the Americas 
Hepato-Pancreato-Biliary Association conference.
Funding: None.

Footnote

Reporting Checklist: The authors have completed the 
STROBE reporting checklist. Available at https://jgo.
amegroups.com/article/view/10.21037/jgo-24-213/rc

Peer Review File: Available at https://jgo.amegroups.com/
article/view/10.21037/jgo-24-213/prf

Conflicts of Interest: All authors have completed the ICMJE 
uniform disclosure form (available at https://jgo.amegroups.
com/article/view/10.21037/jgo-24-213/coif). The authors 
have no conflicts of interest to declare.

Ethical Statement: The authors are accountable for all 
aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved. The study was 
conducted in accordance with the Declaration of Helsinki (as 
revised in 2013). 

Open Access Statement: This is an Open Access article 
distributed in accordance with the Creative Commons 
Attribution-NonCommercial-NoDerivs 4.0 International 
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article with 
the strict proviso that no changes or edits are made and the 
original work is properly cited (including links to both the 
formal publication through the relevant DOI and the license). 
See: https://creativecommons.org/licenses/by-nc-nd/4.0/.

References

1. McGuigan A, Kelly P, Turkington RC, et al. Pancreatic 
cancer: A review of clinical diagnosis, epidemiology, 
treatment and outcomes. World J Gastroenterol 
2018;24:4846-61.

2. Kommalapati A, Tella SH, Goyal G, et al. Contemporary 
Management of Localized Resectable Pancreatic Cancer. 
Cancers (Basel) 2018;10:24.

3. Conroy T, Desseigne F, Ychou M, et al. FOLFIRINOX 

versus gemcitabine for metastatic pancreatic cancer. N 
Engl J Med 2011;364:1817-25.

4. Versteijne E, van Dam JL, Suker M, et al. Neoadjuvant 
Chemoradiotherapy Versus Upfront Surgery for Resectable 
and Borderline Resectable Pancreatic Cancer: Long-Term 
Results of the Dutch Randomized PREOPANC Trial. J 
Clin Oncol 2022;40:1220-30.

5. Burris HA 3rd, Moore MJ, Andersen J, et al. Improvements 
in survival and clinical benefit with gemcitabine as first-
line therapy for patients with advanced pancreas cancer: a 
randomized trial. J Clin Oncol 1997;15:2403-13.

6. The global, regional, and national burden of pancreatic 
cancer and its attributable risk factors in 195 countries and 
territories, 1990-2017: a systematic analysis for the Global 
Burden of Disease Study 2017. Lancet Gastroenterol 
Hepatol 2019;4:934-47.

7. Bracci PM. Obesity and pancreatic cancer: overview of 
epidemiologic evidence and biologic mechanisms. Mol 
Carcinog 2012;51:53-63.

8. Genkinger JM, Spiegelman D, Anderson KE, et al. A 
pooled analysis of 14 cohort studies of anthropometric 
factors and pancreatic cancer risk. Int J Cancer 
2011;129:1708-17.

9. McWilliams RR, Matsumoto ME, Burch PA, et al. Obesity 
adversely affects survival in pancreatic cancer patients. 
Cancer 2010;116:5054-62.

10. Yuan C, Bao Y, Wu C, et al. Prediagnostic body mass index 
and pancreatic cancer survival. J Clin Oncol 2013;31:4229-34.

11. Zorbas K, Wu J, Reddy S, et al. Obesity affects outcomes of 
pancreatoduodenectomy. Pancreatology 2021;21:824-32.

12. Bilimoria KY, Bentrem DJ, Ko CY, et al. National failure 
to operate on early stage pancreatic cancer. Ann Surg 
2007;246:173-80.

13. Fong ZV, Loehrer AP, Fernández-Del Castillo C, et al. 
Potential impact of a volume pledge on spatial access: 
A population-level analysis of patients undergoing 
pancreatectomy. Surgery 2017;162:203-10.

14. Roldán J, Harrison JM, Qadan M, et al. "Evolving 
Trends in Pancreatic Cystic Tumors: A 3-Decade Single-
Center Experience With 1290 Resections". Ann Surg 
2023;277:491-7.

15. Saad AM, Turk T, Al-Husseini MJ, et al. Trends in 
pancreatic adenocarcinoma incidence and mortality in the 
United States in the last four decades; a SEER-based study. 
BMC Cancer 2018;18:688.

16. Nduma B, Ambe S, Ekhator C, et al. Gender and racial 
disparities in the incidence and mortality of pancreatic 
cancer in Mississippi State from 2003 to 2019. J 

https://jgo.amegroups.com/article/view/10.21037/jgo-24-213/rc
https://jgo.amegroups.com/article/view/10.21037/jgo-24-213/rc
https://jgo.amegroups.com/article/view/10.21037/jgo-24-213/prf
https://jgo.amegroups.com/article/view/10.21037/jgo-24-213/prf
https://jgo.amegroups.com/article/view/10.21037/jgo-24-213/coif
https://jgo.amegroups.com/article/view/10.21037/jgo-24-213/coif
https://creativecommons.org/licenses/by-nc-nd/4.0/


Journal of Gastrointestinal Oncology, Vol 15, No 4 August 2024 1795

© Journal of Gastrointestinal Oncology. All rights reserved.   J Gastrointest Oncol 2024;15(4):1789-1795 | https://dx.doi.org/10.21037/jgo-24-213

Gastrointest Oncol 2023;14:1478-87.
17. Bosetti C, Lucenteforte E, Silverman DT, et al. Cigarette 

smoking and pancreatic cancer: an analysis from the 
International Pancreatic Cancer Case-Control Consortium 
(Panc4). Ann Oncol 2012;23:1880-8.

18. Alsamarrai A, Das SL, Windsor JA, et al. Factors that 
affect risk for pancreatic disease in the general population: 
a systematic review and meta-analysis of prospective 
cohort studies. Clin Gastroenterol Hepatol 2014;12:1635-
44.e5; quiz e103.

19. Alwatari Y, Mosquera CM, Khoraki J, et al. The impact of 
race/ethnicity on pancreaticoduodenectomy outcomes for 
pancreatic cancer. J Surg Oncol 2023;127:99-108.

20. Brooks GA, Tomaino MR, Ramkumar N, et al. Association 
of rurality, socioeconomic status, and race with pancreatic 
cancer surgical treatment and survival. J Natl Cancer Inst 
2023;115:1171-8.

21. Segel JE, Hollenbeak CS, Gusani NJ. Rural-Urban 
Disparities in Pancreatic Cancer Stage of Diagnosis: 
Understanding the Interaction With Medically 
Underserved Areas. J Rural Health 2020;36:476-83.

22. National Cancer Institute: Surveillance, Epidemiology, and 
End Results Program. Number of Persons by Race and 
Hispanic Ethnicity for SEER Participants (2020 Census 
Data). Available online: https://seer.cancer.gov/registries/
data.html

Cite this article as: Tan JY, Yeo YH, Ng WL, Chiang CH, 
Stucky CC, Wasif N, Fong ZV. Pancreatic cancer mortality 
trends in the United States: how much have we moved 
the needle? J Gastrointest Oncol 2024;15(4):1789-1795. doi: 
10.21037/jgo-24-213

https://seer.cancer.gov/registries/data.html
https://seer.cancer.gov/registries/data.html

