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Simple Summary: This study aimed to determine the risk and rate of development of overall and
site-specific cancer in patients with type 2 diabetes mellitus compared with non-diabetic individu-
als. In this retrospective cohort study, excess incidence of cancer was found in patients with type
2 diabetes mellitus. While the incidence of cancer decreased in non-diabetic controls between 2015
and 2019 in most age groups and for several cancer sites, this decrease was less significant among
patients with type 2 diabetes mellitus. Therefore, the results of this study demonstrate that the
presence of type 2 diabetes mellitus leads to a higher incidence of cancer.

Abstract: (1) Background: Among the chronic complications of type 2 diabetes mellitus, cancer has
become the leading cause of death in several countries. Our objective was to determine whether
prevalent type 2 diabetes mellitus is associated with a higher incidence of cancer. (2) Methods: This
study comprised a nationwide analysis conducted in Hungary. The study population was divided
into two groups: a type 2 diabetes mellitus group vs. a non-diabetic group. The primary outcome
was the risk related to overall cancer incidence; a key secondary outcome was the overall incidence
of cancer in distinct study years; and a further outcome was the annual percent changes. (3) Results:
The odds ratio related to the overall incidence of cancer was 2.50 (95% confidence interval: 2.46–2.55,
p < 0.0001) in patients with diabetes as related to non-diabetic controls. The odds ratio was higher in
males than in females [ORmales: 2.76 (2.70–2.82) vs. ORfemales: 2.27 (2.22–2.33), p < 0.05 for male-to-
female comparison]. The annual cancer incidence rate declined in non-diabetic controls, but not in
patients with diabetes [−1.79% (−2.07–−1.52%), p < 0.0001] vs. −0.50% (−1.12–+0.10%), p = 0.0991].
Several types of cancer showed a decreasing tendency in non-diabetic controls, but not in patients
with type 2 diabetes. (4) Conclusions: Type 2 diabetes is associated with a higher risk of cancer. While
the cancer incidence decreased for non-diabetic individuals with time, it remained unchanged in
patients with T2DM.

Keywords: diabetes mellitus (type 2); cancer; incidence; age; epidemiology

1. Introduction

Type 2 diabetes mellitus (T2DM) is a disease with a worldwide high and increas-
ing prevalence [1]. In recent decades, cardiovascular and renal risk have become the
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focus of treatment of T2DM [2]. However, improvements in pharmacological and non-
pharmacological therapeutic approaches have ameliorated cardiovascular disease (CVD)
and renal outcomes [3]; therefore, CVD-related mortality decreases faster than the change
in cancer-related mortality [4]. In fact, research has shown that “Cancer is becoming the
leading cause of death in diabetes” [5]. For example, in Australia, between 1997 and 2010,
CVD-related mortality decreased while cancer-related mortality increased [6]. A study
from Hong Kong found that for those in the age group between 45–74 years, cancer was
the leading cause of mortality in patients with diabetes [7]. A Swedish national observation
study showed that CVD-related mortality decreased in patients with T2DM and in controls
between 1998 and 2012, whereas cancer-related mortality increased. The study suggests
that cancer would expectedly be the leading contributor to mortality in patients with T2DM
by 2030 and in the control group by 2040 [8]. Researchers from England found that for those
in the age groups between 75–85 and 85+ years, the risk of cancer increased by 1.2% and
1.6% annually [9]. Data from Scotland verified that mortality due to CVD has decreased,
while mortality related to cancer has become the leading cause of mortality in diabetes,
reaching 28% by 2018 [10]. Data from the Global Burden of Disease show that cancer is the
second most common cause of mortality worldwide, and, in fact, in high-income countries,
cancer is the most frequent cause [11]. Thus, research related to diabetes and cancer is
becoming an important area of interest.

As the majority of previous studies either selected one particular type of cancer or
focused on the effect of age and gender, providing data on temporal changes separately, the
present study aimed to obtain robust, nationwide data on the risk of cancer development
in patients with T2DM. Moreover, we also aimed to report on the effect of age and gender
and analyze temporal trends in order to present the results on these parameters for 20+
cancer sites in a single article. Furthermore, we aimed to provide a brief overview of the
pre-existing data of the literature. Thus, the present study is not merely a replication of
previous findings.

2. Materials and Methods

This study was carried out in accordance with the Declaration of Helsinki [12]. The
study protocol was approved by the Scientific and Research Ethics Committee of the Medi-
cal Research Council of Hungary (BMEÜ/325-1/2022/EKU). During the preparation of the
manuscript, the Strengthening the Reporting of Observational Studies in Epidemiology
(STROBE) guideline was followed.

The study population was also investigated according to decades of age. Furthermore,
subgroup comparisons of those aged 18–59 and 60+ years were performed. The study
population cut-off was 60 years of age for two reasons: (i) this is the cut-off age suggested
by the WHO to be used for the definition of the elderly population [13]; (ii) the 60+ age
subgroup comprises approximately 25% of the total population and nearly 33% of the
general adult population [14], providing sufficient data for analysis.

Data Sources

All data—consisting of data on patients with T2DM, the background population,
and cancer data related to cases or controls—were obtained from the same database, i.e.,
the National Health Insurance Fund (NHIF) database. The official data of the Central
Statistical Office (CSO) were only used to obtain the total Hungarian population number.
By subtracting the number of patients from the total population count, we determined the
number of non-diabetic controls. By subtracting the number of cases of cancer from the
total population count, we determined the number of patients at risk of developing cancer.
Based upon the ICD-10 codes, the NHIF data indicate whether a person did or did not
have diabetes at a given time and whether the person suffered from cancer. However, due
to data protection rules, we did not receive any person-level data; only data of selected
groups and subgroups were obtained. Furthermore, the NHIF database provided only
aggregated data for subgroups with ≥10 cases and the results of the statistical models.
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Cancer-related cases were identified according to previously applied methods [15,16]
and T2DM cases were identified similarly to those described in our previous articles [17–19].
Briefly, ICD-10 codes were used to identify patients with diabetes out of the patient pool.
We excluded patients with gestational diabetes and polycystic ovary syndrome (PCOS). In
the next step, we identified patients with type 1 diabetes mellitus based on a hierarchical
definition and excluded them from the pool of patients with diabetes mellitus. The full
details of the data sources and study process are provided in the Supplementary Materials
of this paper and the previously published first part of this study (part 1) [20].

Cases with an age of less than 18 years were excluded from this study. Similarly,
cases with type 1 diabetes mellitus, and, subsequently, cases with incident T2DM (newly
diagnosed cases with T2DM, diagnosed in the index calendar year, i.e., between 1 January
and 31 December of the given year) were excluded from the data of the adult population.
The remaining population was divided into groups of cases with prevalent T2DM and
non-diabetic controls (Figure 1).
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The analysis of the incidence of cancer was carried out using R (MASS package,
version 4.0.4). We used binomial logistic regression where the population in each year
included people without cancer on the 1st of January, who had T2DM already or did not
develop T2DM in one year. Prevalent T2DM patients and non-diabetic subjects who did not
develop T2DM during the calendar year were considered. We analyzed new T2DM cases
in our previously published article on this study (part 1). The dependent variable was the
incidence of cancer during the calendar year, while the independent variables were taken
to be the presence of T2DM, age group, gender, and the interactions of these parameters.

The odds ratio (OR) and annual percent change (APC) in the incidence rate were
calculated using bootstrap methods with one billion repetitions. The use of bootstrap
methods enabled the calculation of the 95% confidence intervals related to the main statistics
(OR or APC). The statistical analysis also considered interactions. We estimated the risk of
cancer development for all unique age–group + gender–group combinations. The marginal
estimates for age groups, genders, and the total population were calculated from these
estimates using weighted averages, employing the average number of baseline populations
of the subgroups during the study period as weights. The findings related to the OR in
different age groups were strengthened using a further statistic, i.e., Fisher’s test.

3. Results
3.1. Data on Total Cancer Incidence with Trends

The total cancer incidence in patients with type 2 diabetes mellitus and in controls
was investigated in the period from 2015 to 2019 in different age groups. The crude cancer
incidence was highest in the 80+ and 70–79 age groups (Figures 2 and 3). For example,
absolute incidence values around 3/1000 persons were found in the 40–49 age group in the
Non-Diab group, while values around 4/1000 persons were found in the same age group
in the T2DM group. In the 70–79 age group, the incidence of cancer varied in the range
of 20–25/1000 persons, with the T2DM group being slightly higher than the Non-Diab
group. In the 80+ age group, the crude incidence was approximately the same in the
two groups that were compared, and slightly declined between 2015 and 2019. The same
result was observed in analyses of male and female patients separately; however, overall
cancer incidence was higher in males than in females in the 60–69, 70–79, and 80+ age
groups (e.g., around 30/1000 persons in the elderly males with T2DM, while the range was
15–20/1000 persons in females with T2DM, as shown in Figure 2).

The crude cancer incidence was markedly different in patients with T2DM compared
with the Non-Diab group, and temporal trends were also different in the two groups
(Figure 3).
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Figure 2. Change in incidence of cancer cases per 1000 prevalent T2DM cases (A,C,E) and in nondi-
abetic controls (B,D,F) in the time interval of 2015-2019 in distinct age groups. (A,B) total population, 
(C,D) male patients, (E,F) female patients. Crude incidence data are shown. 

 

Figure 2. Change in incidence of cancer cases per 1000 prevalent T2DM cases (A,C,E) and in
nondiabetic controls (B,D,F) in the time interval of 2015–2019 in distinct age groups. (A,B) total
population, (C,D) male patients, (E,F) female patients. Crude incidence data are shown.
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Figure 3. Crude cancer incidence rates per 1000 prevalent T2DM cases (red lines) or per 1000 controls
(blue lines) in different age groups. Panels are: (A) 18–39 years, (B) 40–49 years (C) 50–59 years,
(D) 60–69 years, (E) 70–79 years, (F) 80–89 years. Please note that incidence data are shown in different
panels on different scales on the y axis, to underline the difference between the crude incidence of
cancer in distinct age groups.
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3.2. Age Group Distribution of Cases with Cancer

A comparison of the age distribution of the total cases (i.e., the total Hungarian
population was divided into cases with and without T2DM) showed that the 60+ age
groups dominated the T2DM group. Conversely, in the Non-Diab group, the <60 age
groups accounted for nearly 75% of all cases (Figure 4A).

The age pyramid of cases with incident cancer (with or without T2DM) shows that the
age distribution was markedly different in the two groups, with more young patients in
the Non-Diab group and more elderly patients in the T2DM group (Figure 4B).
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3.3. Cancer Risk and Temporal Changes in the Incidence of Cancer

Furthermore, we analyzed the odds of developing cancer and found that patients with
T2DM had a significantly higher cancer risk [OR: 2.50 (2.46–2.55)] than those in the Non-
Diab group. When analyzing the risk in different age groups, we found that an elevated
OR was present in all age groups [18–39 years, OR: 2.23 (1.58–3.25), p < 0.0001; 40–49 years,
OR: 1.26 (1.11–1.43), p < 0.0001; 50–59 years, OR: 1.27 (1.20–1.33), p = 0.0002; 60–69 years,
1.08 (1.05–1.11), p < 0.0001; 70–79 years, OR: 1.08 (1.05–1.11), p < 0.0001], except for the 80+
group [OR: 0.98 (0.94–1.03), p = 0.4568]. For sensitivity analysis, we used Fisher’s exact test
to check the OR of cancer in the 2015 cohort in the different age groups, and we received
identical results (Supplementary Materials, Table S1). Moreover, the overall cancer risk of
male patients was higher than that of female patients [OR: 2.76 (2.70–2.82) vs. OR: 2.27
(2.22–2.33), p < 0.05]. The OR was higher in females than in males in the 50+ age groups
[50–59 years: ORfemales: 1.39 (1.29–1.50) vs. ORmales: 1.17 (1.09–1.25), p < 0.05; 60–69 years:
ORfemales: 1.11 (1.06–1.16) vs. ORmales: 1.01 (0.97–1.05), p < 0.05; 70–79 years: ORfemales:
1.14 (1.09–1.19) vs. ORmales: 0.97 (0.93–1.01), p < 0.05; 80+: ORfemales: 1.05 (0.99–1.11) vs.
ORmales: 0.85 (0.80–0.91), p < 0.05], but was not different in the group of 40–49-year-olds
[ORfemales: 1.29 (1.09–1.53) vs. ORmales: 1.37 (1.14–1.64), p > 0.05] (Figure 5A).

Next, we studied the temporal change in overall cancer in the total population and
in different age groups. In the total population, no significant trend could be observed in
the T2DM group [APC: −0.50% (−1.12–0.10%), p = 0.0991], while a decreasing trend was
found in the Non-Diab group [APC: −1.79% (−2.07–−1.52%), p < 0.0001]. When analyzing
different age groups separately, in the T2DM group, there was a decreasing trend in the
50–59 age group [APC: −2.63% (−4.59–−0.66%), p = 0.0091] and the 80+ age group [APC:
−1.47 (−2.93–−0.01%), p = 0.049] only. In the Non-Diab group, there was a decreasing trend
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in all age groups [18–39 years: APC: −3.56% (−4.73–−2.38%), p < 0.0001; 40–49 years: APC:
−2.97% (−3.88–−2.07%), p < 0.0001; 50–59 years: APC: −1.80% (−2.46–−1.12%), p < 0.0001;
60–69 years: APC: −2.39% (−2.88–−1.90%), p < 0.0001; 80+: APC: −2.60% (−3.38–−1.83%),
p < 0.001], except for the 70–79 age group [APC: 0.34% (−0.23–0.92%), p = 0.2373]. No
difference could be detected between males and females in the APC, nor in patients with
T2DM [APCmales: −0.52% (−1.36–0.30%) vs. APC females: −0.47% (−1.36–0.41%), p > 0.05]
nor in the Non-Diab group [APCmales: −1.91% (−2.31–−1.52%) vs. APC females: −1.68%
(−2.06–1.29%), p > 0.05]. Overall, among patients with T2DM, there was no difference in
the APC between males and females in any age group (p > 0.05 for all), whereas in the
Non-Diab group, the APC showed a more marked decrease in the 50–59-year-old males
than in females [APCmales: −2.94% (−3.88–−1.98%) vs. APC females: −0.68% (−1.61–0.27%),
p < 0.05] (Figure 5B).
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Figure 5. Data related to incidental cancer development in different age groups, irrespective of
location and histological type. (A) odds ratio of cases with T2DM vs. controls is shown for the total
population, both males and females, respectively. (B) average annual percent changes in total cancer
incidence in cases with T2DM and controls. Also here, data of the total population, as well as male
and female cases are shown.
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3.4. Data on Site-Specific Incidence of Cancer
3.4.1. Site-Specific Distribution of Cancer Types in the T2DM vs. Non-Diab Groups

In both groups, the four most common cancer types (lung, colorectal, breast, and
prostate) accounted for approximately 50% of cancer cases (Figure 6).

The relative distribution of individual cancer sites was slightly different in the T2DM
and Non-Diab groups: colorectal, prostate, bladder, kidney, pancreas, stomach, uterus
corpus, and liver cancers accounted for a larger proportion of all cancer cases in the T2DM
group than in the Non-Diab group. On the contrary, lung, breast, melanoma, oral, leukemia,
non-Hodgkin lymphoma, ovary, brain, thyroid, larynx, and testis cancers accounted for a
larger proportion of cancer cases in the Non-Diab group than the T2DM group (Figure 6).
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(5.08–6.29)], followed by pancreas [OR: 4.35 (4.06–4.67)], gallbladder [OR: 3.66 (3.17–4.28)], 
uterus [OR: 3.60 (3.20–4.06)], kidney [OR: 3.40 (3.11–3.73)], and other types of cancer. On 
the contrary, the odds were lower in the T2DM group for testis cancer compared with the 
controls [OR: 0.49 (0.36–0.67)] (Figure 7). 

  

Figure 6. Cumulative frequency (crude, non-adjusted data) of different cancer types in non-diabetic
controls and in cases with Type 2 diabetes. (A) total data, (B) cancer site distribution in males,
(C) cancer site distribution in female patients.

The odds of developing new cancer were highest for those with liver cancer [OR: 5.65
(5.08–6.29)], followed by pancreas [OR: 4.35 (4.06–4.67)], gallbladder [OR: 3.66 (3.17–4.28)],
uterus [OR: 3.60 (3.20–4.06)], kidney [OR: 3.40 (3.11–3.73)], and other types of cancer. On
the contrary, the odds were lower in the T2DM group for testis cancer compared with the
controls [OR: 0.49 (0.36–0.67)] (Figure 7).
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When comparing males to females, the risk in males was higher for liver [ORmales: 6.42
(5.65–7.31) vs. ORfemales: 4.38 (3.63–5.33)], colorectal [ORmales: 3.24 (3.05–3.43) vs. ORfemales:
2.60 (2.42–2.79)], bladder [ORmales: 2.98 (2.70–3.29) vs. ORfemales: 2.36 (2.02–2.76)], lung
[ORmales: 2.44 (2.26–2.62) vs. ORfemales: 2.02 (1.84–2.22)], and melanoma cancers [ORmales:
2.75 (2.47–3.07) vs. ORfemales: 1.35 (1.18–1.54)], while it was higher in females than in males
for cancers of the lip, oral cavity, and pharynx combined [ORmales: 1.23 (1.08–1.42) vs.
ORfemales: 1.78 (1.46–2.18)] (Figure 7).

In younger patients (18–59 years), T2DM was associated with significantly higher odds
of developing cancer for most cancer types except for brain [OR: 1.33 (0.91–2.02), p = 0.1378],
cervix [OR: 1.31 (0.81–2.11), p = 0.2710], and testis cancers [OR: 0.80 (0.55–1.18), p = 0.2668].
In the older age group (60+), T2DM was associated with higher odds for several cancer
sites, except for bladder, myeloma, leukemia, non-Hodgkin lymphoma, ovary, thyroid,
brain, cervix, and testis cancers (p > 0.05 for the latter groups) (Figure 7).

When comparing the 18–59 and the 60+ age groups, the excess risk of diabetic patients
in the 18–59 age group was higher for nearly all cancer types (including colorectal, lung,
prostate, and breast cancers) (Figure 7).

3.4.2. Temporal Trends of Site-Specific Cancer Incidence

Analyzing temporal trends using the APC for the total population in the T2DM
group, we found a significant increasing tendency for esophagus cancer [APC: 7.92%
(0.71–14.35%), p = 0.0300], and a significant decreasing tendency for stomach [APC: −6.29%
(−9.97–−2.77%), p = 0.0007], thyroid [APC: −6.49% (−12.98–−0.45%), p = 0.0366], and testis
[APC: −14.47% (−25.65–−2.72%), p = 0.0181] cancers. As for the Non-Diab group, we found
an increasing trend for non-Hodgkin lymphoma [APC: 3.23% (1.25–5.15%), p = 0.0011] and
thyroid [APC: 3.07% (0.67–5.38%), p = 0.0112] cancers, and a decreasing trend for gallblad-
der [APC: −6.04% (−8.98–−3.20%), p < 0.0001], stomach [APC: −5.25% (−7.12–−3.43%),
p < 0.0001], colorectal [APC: −1.17% (−1.99–−0.37%), p = 0.0046], lung [APC: −2.93%
(−3.87–−2.01%), p < 0.0001], ovarian [APC: −2.60% (−4.58–−0.62%), p = 0.0105], brain
[APC: −2.46% (−4.62–−0.35%), p = 0.0227], esophagus [APC: −4.09% (−6.50–−1.75%),
p = 0.0007], pharynx [APC: −4.04% (−5.53–−2.58%), p < 0.0001], larynx [APC: −5.33%
(−7.36–−3.35%), p < 0.0001], and cervix [APC: −11.53% (−14.27–−8.75%), p < 0.0001]
cancers (Figure 8).

Comparing males to females, we only found a difference in the Non-Diab group
and only for lung cancer [APCmales: −4.01% (−5.22–−2.80%) vs. APCfemales: −1.37%
(−2.08–0.09%), p < 0.05], but not in the T2DM group and not for other cancer sites (Figure 8).

When comparing the 18–59 to the 60+ age groups, in the T2DM group, a decreasing
tendency was more expressed in the 18–59 age group for liver, gallbladder, and lung cancers,
but not for other types of cancer. In the Non-Diab group, the decreasing tendency was
more expressed in the 18–59 age group for liver, lung, pharynx, larynx, and cervix cancers,
while it was more expressed in the 60+ age group for leukemia. In the case of breast cancer,
the incidence significantly increased in the younger and significantly decreased in the
older non-diabetic patients. For thyroid cancer, the incidence increased significantly in the
younger but did not change in the older non-diabetic patients (Figure 8).

3.5. Relative Age Distribution

We also analyzed the percentages of the age groups within the cancer cases in the
two groups and found striking differences, especially for cervix, melanoma, non-Hodgkin
lymphoma, ovarian, leukemia, and breast cancer types, where the proportion of younger
age groups was higher in the controls than in the T2DM cases. On the other hand, patients
aged 70+ dominated the T2DM group for all individual cancer sites, while the relative
proportion of these patients was lower in the Non-Diab group (Figure 9).
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4. Discussion

The present study found that the incidence of cancer was generally higher in males
than in females, both in patients with T2DM and in the Non-Diab group. Cancer affected
different age groups differently in patients with T2DM and in the controls. In Non-Diab
cases, the incidence of cancer decreased overall and in several age groups. On the other
hand, there was no decrease in the incidence of cancer in the T2DM group. Moreover,
the site-specific distribution of cancer types was different, e.g., the relative contribution
of kidney, pancreas, and liver cancers was higher in patients with T2DM, whereas the
relative contribution of breast, oropharyngeal, and testis cancers was higher in the Non-
Diab groups. When analyzing the OR of cancer of individual sites in the T2DM vs. the
Non-Diab groups, we found that the odds were highest for liver, pancreas, gallbladder,
uterus, kidney, and colorectal cancers. For most cancer types, the OR of patients with
T2DM developing cancer was higher in the <60 age group vs. the 60+ age group. In the
Non-Diab group, the annual incidence declined for gallbladder, stomach, colorectal, lung,
brain, esophagus, pharynx, larynx, and cervix cancers, while in the T2DM group, only the
incidence of stomach, thyroid, and testis cancers decreased. In the Non-Diab group, the
annual incidence increased for non-Hodgkin lymphoma and thyroid cancers, while in the
Non-Diab group, it increased only for esophagus cancer.

Regarding the association between overall cancer risk and T2DM, we verified the
positive association suggested in the literature. Concerning the overall incidence of cancer,
the hazard ratio (HR) was 1.21 (1.16–1.26) in one analysis [21], whereas the SIR in another
study was 1.22 for male and 1.737 for female patients with T2DM [22]. An umbrella review
of meta-analyses found a positive association with T2DM for breast, liver, endometrium,
and colorectal cancers [23]. In a Swedish national study, overall cancer risk had a slight
positive association with T2DM [HR: 1.10 (1.09–1.12)] [8]. Italian authors found an incidence
rate ratio (IRR) of 1.22 (1.15–1.29) in patients with DM, with the strongest association with
liver, pancreas, colorectal, urinary bladder, and uterus corpus cancers [24], while in our
study, the strongest associations were found for liver, pancreas, gallbladder, uterus, and
kidney cancers.

Data from the literature are quite heterogeneous, and different measures (IRR, stan-
dardized incidence rate (SIR), relative risk (RR), HR, and OR) have been used in different
studies and for different study designs. At the same time, data can be markedly different
for different cancer sites (Table 1).

Table 1. Site-specific cancer risk in the literature and in our study.

Cancer Type Data from the Literature Our Data

Lung cancer OR: 1.16 (1.03–1.31) [25] HR: 1.21 (1.07–1.38)
[21]

OR: 2.26
(2.14–2.40)

Colorectal
cancer Meta HR: 1.21 (1.06–1.38) [26] RR: 2.05 (1.79–2.34)

[26]
OR: 2.94

(2.81–3.08)

Breast cancer Meta RR: 1.20 (1.12–1.28) Meta RR: 1.72
(1.47–2.00)

RR: 1.25 (1.20–1.29)
[27]

OR: 0.55 (0.45–0.66)
[25]

OR: 1.96
(1.88–2.04)

HR: 1.30 (1.20–1.41) [21]

Prostate cancer OR: 1.14 (0.93–1.40) [25] RR: 0.90 (0.80–1.02) OR: 2.89
(2.74–3.04)

Bladder cancer HR: 1.17 (1.05–1.30) [28] HR: 1.04 (0.85–1.28)
[21]

HR: 0.84 (0.63–1.13)
[29]

OR: 2.77
(2.55–3.01)

Melanoma RR: 0.93 (0.64–1.36) [22] OR: 1.97
(1.82–2.15)
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Table 1. Cont.

Cancer Type Data from the Literature Our Data

Oropharyngeal
cancer OR: 0.89 (0.76–1.04) [25] OR: 1.37

(1.23–1.54)

Kidney cancer OR: 1.7 (1.3–2.1) [30] HR: 1.36 (1.05–1.76)
[21]

OR: 3.40
(3.11–3.73)

Pancreas
cancer Rev. RR: 0.83–6.90 * [31] Rev. RR: 1.73–6.08

** [31]
HR: 2.13 (1.76–2.58)

[21]
OR: 1.40 (1.07–1.84)

[32]
OR: 4.35

(4.06–4.67)

Stomach cancer OR: 1.19 (0.97–1.46) [25] OR: 3.13
(2.83–3.48)

Endometrial
cancer Meta: RR: 2.74 (1.87–4.00) [27] HR: 1.85 (1.36–2.50)

[27]
HR: 1.79 (1.51–2.13)

[21]
rev. RR: 2.10

(1.75–2.53) [33]
OR: 3.60

(3.20–4.00)

Rev. RR: 1.81 (1.38–2.37) [33] Rev. HR: 1.81
(1.37–2.41) [33]

IRR: 1.84
(1.33–2.56) [24]

SIR: 1.75
(1.67–1.83) [34]

OR: 1.38 (1.07–1.80) [25]

Cervix cancer SIR: 1.18 (1.06–1.32) [34] SIR: 1.18
(1.06–1.32) [34]

OR: 1.24 (1.19–1.29)
[35] a

OR: 1.00 (0.95–1.05)
[35] b

OR: 0.87
(0.67–1.14)

Ovarian cancer Meta: OR: 1.17 (1.02–1.33) [27] HR: 0.84 (0.61–1.15)
[21]

RR: 1.05 (0.75–1.46)
[33]

OR: 0.83 (0.61–1.13)
[25]

OR: 1.97
(1.73–2.25)

Liver cancer OR: 1.81 (1.66–1.97) HR: 3.73
(2.50–5.56)

OR: 2.19
(1.76–2.72)

OR: 5.65
(5.08–6.29)

Thyroid cancer OR: 0.70 (0.46–1.06) [36] OR: 0.40 (0.20–0.81)
[36]

OR: 0.36 (0.23–0.58)
[25]

HR: 1.63 (1.14–2.34)
[21]

OR: 1.68
(1.44–2.01)

Non-Hodgkin
lymphoma RR: 1.21 (0.99–1.48) [22] OR: 2.27

(2.02–2.57)

Myeloma RR: 1.27 (0.98–1.66) [22] HR: 1.14 (0.80–1.65)
[21]

OR: 2.62
(2.24–3.10)

Leukemia RR: 0.88 (0.71–1.10) [22] HR: 1.07 (0.77–1.49)
[21]

OR: 2.57
(2.36–2.81)

Esophagus
cancer Meta: RR: 1.28 (1.12–1.47) [37] HR: 1.96 (1.36–2.82)

[21]
OR: 0.50 (0.35–0.71)

[25]
OR: 1.48

(1.25–1.78)

Gallbladder
cancer HR: 1.47 (0.91–2.39) [21] RR: 1.56 (1.36–1.79)

[38]
OR: 3.66

(3.17–4.29)

Testis cancer SIR: 0.94 (0.75–1.17) [34] OR: 0.49
(0.36–0.67)

HR: hazard ratio; OR: odds ratio; RR: relative risk; SIR: standardized incidence rate; Meta: result from a meta-
analysis; Rev.: data reported in a review; *: case–control studies; **: cohort studies; a: univariate analysis;
b: multivariate analysis.

In general, the risk of patients with T2DM developing cancer is higher in the present
study compared with the literature; this result might have multiple explanations. Obe-
sity is a well-known risk factor for both T2DM and cancer and has been found to act as
a confounder in epidemiological studies analyzing the association between T2DM and
cancer [39]. Several of the above-mentioned studies (e.g., [3,10,12,32,37,40–47]) used adjust-
ment to anthropometric markers including markers for obesity, such as body mass index
(BMI), which could have severely altered their results. In the present study, we did not
perform any adjustment for BMI or other anthropometric parameters, as BMI data were
not available from the NHIF database. This factor might have contributed to the higher OR
values compared with some studies from the literature. However, obesity is a hallmark of
T2DM for the majority of the patients in this study; thus, correcting for BMI in the analysis
could produce an inaccurate estimation of the real excess risk caused by T2DM. Moreover,
data on lifestyle factors such as exercise, smoking, and eating habits were not available
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from the NHIF database. We believe that correction in terms of these factors would have
“overcorrected” the statistical connection between T2DM and cancer.

Moreover, demographic and ethnic markers of the Hungarian population could also
have influenced the results compared with data taken from other geographic areas.

With regard to temporal trends, our data indicate a decreasing cancer incidence trend
in the Non-Diab group and nearly all age groups. However, in the T2DM group, no
beneficial trend could be observed, except for the 50–59 and 80+ age subgroups. Global
data on metabolic-associated cancer show a worldwide overall increasing trend [AAPC:
0.74 (0.71–0.76)] [48]. The Global Burden of Disease study also placed Hungary in the
category with a −0.9–0% annual percent change in cancer incidence; however, the results
of the present study demonstrated APC values of −1.78 and −0.5 for the Non-Diab and
T2DM groups, respectively [11].

The strengths of our study include its nationwide approach with an almost 100%
coverage of the Hungarian population, enabling robust results. The selected database also
facilitated simultaneous analysis of the effect of age groups, gender, individual cancer sites,
and temporal changes.

The limitations of our study include the lack of anthropometric (such as weight, BMI,
waist circumference, weight-to-hip ratio—that may influence the statistical relation, as
obesity is a known risk factor for several typers of cancer), clinical, and laboratory data (such
as HbA1c), as well as the retrospective nature of the research. Our results do not provide
any data about the risk of cancer in people with type 1 DM or adolescents. Moreover, the
major difference in the age distribution of the two groups was a significant impediment,
which could only be addressed by employing statistical tools.

5. Conclusions

The presence of T2DM indicates a 150% increase in the risk of developing cancer. The
results of this study demonstrate that the distribution of cancer site and age in the T2DM
and Non-Diab groups is different, and temporal trends are also less favorable in the T2DM
group. Altogether, the results of this study underline the importance of cancer surveillance
in patients with T2DM, who should be regarded as high-risk individuals.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/cancers16132414/s1. Table S1: Odds ratio of cancer incidence in cases
with T2DM as compared to non-Diab individuals. Overall data as well as age-group specific data
are shown. Odds ratio and 95% confidence data are provided. Data were analyzed using Fisher’s
exact test.
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Incident Cancer Risk in Patients with Incident Type 2 Diabetes Mellitus in Hungary (Part 1). Cancers 2024, 16, 1745. [CrossRef]

21. Hu, Y.; Zhang, X.; Ma, Y.; Yuan, C.; Wang, M.; Wu, K.; Tabung, F.K.; Tobias, D.; Hu, F.B.; Giovannucci, E.; et al. Incident Type 2
Diabetes Duration and Cancer Risk: A Prospective Study in Two US Cohorts. J. Natl. Cancer Inst. 2021, 113, 381–389. [CrossRef]

22. Munir, S.; Riaz, S. Type 2 Diabetes and Cancer. Ann. Clin. Endocrinol. Metab. 2020, 4, 1–6. [CrossRef]
23. Tsilidis, K.K.; Kasimis, J.C.; Lopez, D.S.; Ntzani, E.E.; Ioannidis, J.P.A. Type 2 Diabetes and Cancer: Umbrella Review of

Meta-Analyses of Observationlal Studies. BMJ 2015, 350, g7607. [CrossRef] [PubMed]
24. Ballotari, P.; Vicentini, M.; Manicardi, V.; Gallo, M.; Chiatamone Ranieri, S.; Greci, M.; Giorgi Rossi, P. Diabetes and Risk of Cancer

Incidence: Results from a Population-Based Cohort Study in Northern Italy. BMC Cancer 2017, 17, 703. [CrossRef] [PubMed]
25. Chiou, W.K.; Huang, B.Y.; Chou, W.Y.; Weng, H.F.; Lin, J. Der Incidences of Cancers in Diabetic and Non-Diabetic Hospitalized

Adult Patients in Taiwan. Asian Pacific J. Cancer Prev. 2011, 12, 1577–1581.
26. Guraya, S.Y. Association of Type 2 Diabetes Mellitus and the Risk of Colorectal Cancer: A Meta-Analysis and Systematic Review.

World J. Gastroenterol. 2015, 21, 6026–6031. [CrossRef]
27. Joung, K.H.; Jeong, J.W.; Ku, B.J. The Association between Type 2 Diabetes Mellitus and Women Cancer: The Epidemiological

Evidences and Putative Mechanisms. Biomed Res. Int. 2015, 2015, 11–20. [CrossRef]
28. Bogumil, D.; Cortessis, V.K.; Wilkens, L.R.; Le Marchand, L.; Haiman, C.A.; Maskarinec, G.; Setiawan, V.W. Interethnic Differences

in Bladder Cancer Incidence and the Association between Type 2 Diabetes and Bladder Cancer in the Multiethnic Cohort Study.
Cancer Res. Commun. 2023, 3, 755–762. [CrossRef] [PubMed]

29. Pan, Y.; Lee, C.Y.; Lee, L.M.; Wen, Y.C.; Huang, J.Y.; Yang, S.F.; Hsiao, C.H. Incidence of Bladder Cancer in Type 2 Diabetes
Mellitus Patients: A Population-Based Cohort Study. Medicina 2020, 56, 441. [CrossRef]

30. Tseng, C.H. Type 2 Diabetes Mellitus and Kidney Cancer Risk: A Retrospective Cohort Analysis of the National Health Insurance.
PLoS ONE 2015, 10, e0142480. [CrossRef]

31. Fisher, W.E. Diabetes: Risk Factor for the Development of Pancreatic Cancer or Manifestation of the Disease? World J. Surg. 2001,
25, 503–508. [CrossRef]

32. Elena, J.W.; Steplowski, E.; Yu, K.; Hartge, P.; Tobias, G.S.; Brotzman, M.J.; Chanock, S.J.; Stolzenberg-Solomon, R.Z.; Arslan,
A.A.; Amundadottir, L.; et al. Diabetes and Risk of Pancreatic Cancer: A Pooled Analysis from the Pancreatic Cancer Cohort
Consortium. Cancer Causes Control 2013, 24, 13–25. [CrossRef]

33. Anastasi, E.; Filardi, T.; Tartaglione, S.; Lenzi, A.; Angeloni, A.; Morano, S. Linking Type 2 Diabetes and Gynecological Cancer:
An Introductory Overview. Clin. Chem. Lab. Med. 2018, 56, 1413–1425. [CrossRef] [PubMed]

34. Harding, J.L.; Shaw, J.E.; Peeters, A.; Cartensen, B.; Magliano, D.J. Cancer Risk among People with Type 1 and Type 2 Diabetes:
Disentangling True Associations, Detection Bias, and Reverse Causation. Diabetes Care 2015, 38, 264–270. [CrossRef] [PubMed]

35. Mkuu, R.S.; Hall, J.M.; Galochkina, Z.; Cho, H.D.; Staras, S.A.S.; Lee, J.H.; Guo, Y.; Chakrabarti, C.; Barrow, S.B.; Ortega, S.; et al.
Does the Intersectionality of Race/Ethnicity and Type 2 Diabetes Increase the Odds of a Cervical Cancer Diagnosis? A Nested
Case–Control Study of a Florida Statewide Multisite EHR Database. Healthcare 2023, 11, 1863. [CrossRef] [PubMed]

36. Seo, Y.G.; Choi, H.C.; An, A.R.; Park, D.J.; Park, Y.J.; Lee, K.E.; Park, S.K.; Hwang, Y.; Cho, B. The Association between Type 2
Diabetes Mellitus and Thyroid Cancer. J. Diabetes Res. 2017, 2017, 5850879. [CrossRef] [PubMed]

37. Xu, B.; Zhou, X.; Li, X.; Liu, C.; Yang, C. Diabetes mellitus carries a risk of esophageal cancer. A meta-analysis. Medicine 2017, 96,
e7944. [CrossRef]

38. Gu, J.; Yan, S.; Wang, B.; Shen, F.; Cao, H.; Fan, J.; Wang, Y. Type 2 Diabetes Mellitus and Risk of Gallbladder Cancer: A Systematic
Review and Meta-Analysis of Observational Studies. Diabetes. Metab. Res. Rev. 2016, 32, 63–72. [CrossRef] [PubMed]

39. Gallagher, E.J.; LeRoith, D. Obesity and Diabetes: The Increased Risk of Cancer and Cancer-Related Mortality. Physiol. Rev. 2015,
95, 727–748. [CrossRef]

40. Kuo, H.-Y.; Lin, Z.-Z.; Kuo, R.; Shau, W.-Y.; Lai, C.-L.; Yang, Y.-Y.; Shao, Y.-Y.; Hsu, C.; Cheng, W.-F.; Cheng, A.-L.; et al. The
Prognostic Impact of Type 2 Diabetes Mellitus on Early Cervical Cancer in Asia. Oncologist 2015, 20, 1051–1057. [CrossRef]

41. Giovannucci, E.; Harlan, D.M.; Archer, M.C.; Bergenstal, R.M.; Gapstur, S.M.; Habel, L.A.; Pollak, M.; Regensteiner, J.G.; Yee, D.
Diabetes and Cancer: A Consensus Report. CA A Cancer J. Clin. 2010, 33, 1674–1685. [CrossRef]

42. European Commission; Eurostat; Corselli-Nordblad, L.; Strandell, H. Ageing Europe—Looking at the Lives of Older People in the EU:
2020 Edition; European Commission, Eurostat: Luxembourg, 2020.

43. Union for International Cancer Control (UICC): GLOBOCAN World Health Organization Estimated Age-Standardized Incidence
Rates (World) in 2020, World, Both Sexes, All Ages (Excl. NMSC). World Health Organization. 2020. Available online:
https://www.uicc.org/news/globocan-2020-global-cancer-data (accessed on 29 November 2023).

44. Kang, C.; LeRoith, D.; Gallagher, E.J. Diabetes, Obesity, and Breast Cancer. Endocrinology 2018, 159, 3801–3812. [CrossRef]
45. Pearson-Stuttard, J.; Papadimitriou, N.; Markozannes, G.; Cividini, S.; Kakourou, A.; Gill, D.; Rizos, E.C.; Monori, G.; Ward, H.A.;

Kyrgiou, M.; et al. Type 2 Diabetes and Cancer: An Umbrella Review of Observational and Mendelian Randomization Studies.
Cancer Epidemiol. Biomark. Prev. 2021, 30, 1218–1228. [CrossRef] [PubMed]

https://doi.org/10.1016/j.diabres.2019.107788
https://www.ncbi.nlm.nih.gov/pubmed/31326457
https://doi.org/10.3390/cancers16091745
https://doi.org/10.1093/jnci/djaa141
https://doi.org/10.29328/journal.acem.1001012
https://doi.org/10.1136/bmj.g7607
https://www.ncbi.nlm.nih.gov/pubmed/25555821
https://doi.org/10.1186/s12885-017-3696-4
https://www.ncbi.nlm.nih.gov/pubmed/29070034
https://doi.org/10.3748/wjg.v21.i19.6026
https://doi.org/10.1155/2015/920618
https://doi.org/10.1158/2767-9764.CRC-22-0288
https://www.ncbi.nlm.nih.gov/pubmed/37377897
https://doi.org/10.3390/medicina56090441
https://doi.org/10.1371/journal.pone.0142480
https://doi.org/10.1007/s002680020344
https://doi.org/10.1007/s10552-012-0078-8
https://doi.org/10.1515/cclm-2017-0982
https://www.ncbi.nlm.nih.gov/pubmed/29427549
https://doi.org/10.2337/dc14-1996
https://www.ncbi.nlm.nih.gov/pubmed/25488912
https://doi.org/10.3390/healthcare11131863
https://www.ncbi.nlm.nih.gov/pubmed/37444697
https://doi.org/10.1155/2017/5850879
https://www.ncbi.nlm.nih.gov/pubmed/28770232
https://doi.org/10.1097/MD.0000000000007944
https://doi.org/10.1002/dmrr.2671
https://www.ncbi.nlm.nih.gov/pubmed/26111736
https://doi.org/10.1152/physrev.00030.2014
https://doi.org/10.1634/theoncologist.2015-0111
https://doi.org/10.3322/caac.20078
https://www.uicc.org/news/globocan-2020-global-cancer-data
https://doi.org/10.1210/en.2018-00574
https://doi.org/10.1158/1055-9965.EPI-20-1245
https://www.ncbi.nlm.nih.gov/pubmed/33737302


Cancers 2024, 16, 2414 18 of 18

46. Jordt, N.; Kjærgaard, K.A.; Thomsen, R.W.; Borgquist, S.; Cronin-Fenton, D. Breast Cancer and Incidence of Type 2 Diabetes
Mellitus: A Systematic Review and Meta-Analysis. Breast Cancer Res. Treat. 2023, 202, 11–22. [CrossRef] [PubMed]

47. Muilwijk, M.; Ho, F.; Waddell, H.; Sillars, A.; Welsh, P.; Iliodromiti, S.; Brown, R.; Ferguson, L.; Stronks, K.; Van Valkengoed, I.;
et al. Contribution of Type 2 Diabetes to All-Cause Mortality, Cardiovascular Disease Incidence and Cancer Incidence in White
Europeans and South Asians: Findings from the UK Biobank Population-Based Cohort Study. BMJ Open Diabetes Res. Care 2019,
7, e000765. [CrossRef] [PubMed]

48. Zhang, Y.; Ding, Y.; Zhu, N.; Mi, M.; Lu, Y.; Zheng, J.; Weng, S.; Yuan, Y. Emerging Patterns and Trends in Global Cancer Burden
Attributable to Metabolic Factors, Based on the Global Burden of Disease Study 2019. Front. Oncol. 2023, 13, 1032749. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s10549-023-07043-6
https://www.ncbi.nlm.nih.gov/pubmed/37656235
https://doi.org/10.1136/bmjdrc-2019-000765
https://www.ncbi.nlm.nih.gov/pubmed/31908795
https://doi.org/10.3389/fonc.2023.1032749

	Introduction 
	Materials and Methods 
	Results 
	Data on Total Cancer Incidence with Trends 
	Age Group Distribution of Cases with Cancer 
	Cancer Risk and Temporal Changes in the Incidence of Cancer 
	Data on Site-Specific Incidence of Cancer 
	Site-Specific Distribution of Cancer Types in the T2DM vs. Non-Diab Groups 
	Temporal Trends of Site-Specific Cancer Incidence 

	Relative Age Distribution 

	Discussion 
	Conclusions 
	References

