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Abstract – Objective: Bladder cancer is the twelfth leading cancer and the fifteenth leading 
cancer-causing death worldwide. The present study was conducted to investigate recent patterns 
of bladder cancer incidence and mortality worldwide.  

Patients and Methods: In the present study, information on the incidence and mortality of 
bladder cancer in different regions of the world was extracted from the International Agency for 
Research on Cancer (IARC) (GLOBOCAN, 2018). We provided the Age-Standardized Incidence Rate 
(ASIR) and Age Standardized Mortality Rate (ASMR) of bladder cancer per 100,000 population.  

Results: During 2018, 549,393 new cases of bladder cancer were diagnosed worldwide, 125,311 
(22.80%) of whom were female and 424,082 (77.19%) were male. In general, the global ASIR of 
bladder cancer was 5.7 (2.4 in women and 9.6 in men). There were also 199,922 deaths from blad-
der cancer, 51,652 (25.83%) of whom were female and 148,280 (74.16%) were male. The global 
ASMR of bladder cancer was 1.9 (0.87 in women and 3.2 in men). 

Conclusions: The highest ASIR of bladder cancer was observed in North America, in regions with 
very high Human Development Index (HDI) and in Europe. The highest mortality due to bladder 
cancer was observed in Europe, in regions with very high human development index and in EMRO.
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conducted to investigate the recent patterns of blad-
der cancer incidence and mortality worldwide.

PATIENTS AND METHODS

To conduct this study, the data on the incidence and 
mortality of bladder cancer in 184 countries were 
drawn from the International Agency for Research on 
Cancer (IARC) (GLOBOCAN, 2018). GLOBOCAN is 
a database on various types of cancers that has been 
created by the World Health Organization (WHO). 
It covers information on the number, raw rates, and 
age-standardized incidence, prevalence and mortality 
from cancer in different regions and countries. 

The present study classified and reported the data 
on the Age-Standardized Incidence Rate (ASIR) and 
Age Standardized Mortality Rate (ASMR)  of blad-
der cancer for the continents (Asia, Africa, Oceania, 
Northern America, Latin America and Caribbean 
and Europe), world regions based on the development 
level (less developed regions and more developed re-
gions), Human Development Index (HDI) (low, medi-
um, high, very high), China and India, and the WHO 
regions [East Mediterranean region (EMRO), Africa 
region (AFRO), Europe region (EURO), Americas 
region (PAHO),  Western Pacific region (WPRO) 
and South-East Asia region (SEARO)]. We provided 
the information about the incidence and mortality of 
bladder cancer based on the number, raw rates and 
the age-standardized rates in 2018. The ASIR and 
ASMR of bladder cancer were expressed per 100,000 
population. Detailed descriptions of applied methods 
have been presented in previous studies20-23. 

RESULTS

The ASIR and ASMR of bladder 
cancer worldwide 

A total of 549,393 new cases of bladder cancer were 
diagnosed worldwide in 2018, of whom 125,311 
(22.80%) individuals were female and 424,082 
(77.19%) ones were male. The global ASIR of blad-
der cancer was 5.7 (2.4 in women and 9.6 in men). 
There were also 199,922 deaths from bladder cancer, 
51,652 (25.83%) of whom were female and 148,280 
(74.16%) were male. The global ASMR of bladder 
cancer was 1.9 (0.87 in women and 3.2 in men). 

Bladder cancer incidence and mortality 
according to continents

The ASIR of bladder cancer was 11.9 in North 
America (5.1 in women and 19.7 in men), 11.3 in Eu-
rope (4.3 in women and 20.2 in men), 5 in Oceania 

INTRODUCTION

Non-communicable diseases such as cancers are now 
among the most important causes of mortality in 
humans1. Many studies have been conducted on the 
causes of increased incidence of cancers2,3. Based on 
these results, this is due to the increased mean age 
of human communities and unhealthy behaviors, es-
pecially smoking, inaccurate nutritional patterns and 
physical inactivity4,5. Cancer is currently the main 
cause of mortality in some developed countries6. In 
developing countries, cancer is the second or third 
leading cause of death after cardiovascular diseas-
es7. Therefore, cancer is considered as a major health 
problem worldwide8. In the United States, one in ev-
ery four deaths occurs due to cancer9. 

Bladder cancer is the twelfth leading cancer and the 
fifteenth leading cancer causing death worldwide10. In 
addition, bladder cancer is the eighth leading cancer 
among women and the fourth leading cancer among 
men in Western countries11. The Age-Standardized In-
cidence Rate (ASIR) of bladder cancer is estimated to be 
26.9 and 5 per 100,000 population in men and women 
in EURO countries, respectively12. The incidence of this 
cancer is high in North America, the Eastern Mediterra-
nean, Southern and Western Europe, and some regions 
of North Africa. The highest mortality rate from bladder 
cancer has been reported in Egypt13. In all races, the inci-
dence of bladder cancer is 3-4 times higher in men than 
in women, and the incidence of this disease increases 
with aging14. The well-known risk factors for bladder 
cancer include smoking, unhealthy nutrition, physical 
inactivity, occupational exposure to aromatic amines, 
schistosomiasis, hair dye, and contaminants in drinking 
water15. Potential risk factors for this cancer include ad-
verse drug complications and side effects, geographical 
location and poor economic and social conditions16,17.

More than 420,000 new cases and over 165,000 
mortalities from bladder cancer are annually report-
ed worldwide18. Global geographical distribution of 
incidence and mortality of bladder cancer widely var-
ies, mainly due to diverse risk factors for this cancer 
in different regions of the world18. The incidence and 
mortality of bladder cancer are higher in developed 
countries than in developing countries15,19, so that the 
ASIR and ASMR of bladder cancer per 100,000 pop-
ulation are 9.5 and 2.5 in more developed regions and 
3.3 and 1.6 in less developed regions, respectively7. 
According to the available evidence, it has been esti-
mated that the incidence of bladder cancer will rise, 
especially in developing countries, in the upcoming 
years15. In the United States, the rates of incidence 
and mortality of bladder cancer were nearly con-
stant in men, but descending in women from 1997 to 
20066. Since the information about the incidence and 
mortality from this cancer can be useful for research 
activities and health planning, the present study was 
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women and 3 in men), 4.3 in regions with high HDI 
(1.8 in women and 7.1 in men), and 2.4 in regions 
with low HDI (1.8 in women and 3.1 in men), 1.5 
in India (0.65 in women and 2.4 in men) and 3.7 in 
China (1.6 in women and 5.9 in men). Of all cases 
of bladder cancer, 60.31% were observed in regions 
with very high HDI, 12.34% in regions with high 
HDI, 6.64% in regions with medium HDI, 2.26% in 
regions with low HDI, 14.98 % in China and 3.44% 
in India (Table 1).

The ASMR of bladder cancer was obtained 2.5 
in regions with very high HDI (1.1 in women and 
4.3 in men), 1.7 in regions with high HDI (0.76 in 
women and 2.9 in men), 1.2 in regions with medium 
HDI (0.54 in women and 2 in men), 1.6 in regions 
with low HDI (1.3 in women and 2 in men), 1.6 in 
China (0.76 in women and 2.6 in men) and 0.82 in 
India (0.33 in women and 1.3 in men). Of all cases 
of bladder cancer mortality, 48.89% were observed 
in regions with very high HDI, 13.21% in regions 
with high HDI, 9.71% in regions with medium HDI, 
3.93% in regions with low HDI, 19.12 % in China 
and 5.11% in India (Table 2).  

DISCUSSION

The present study was conducted using the 2018 
GLOBOCAN PROJECT data of the WHO to in-
vestigate the geographical distribution of inci-
dence and mortality of bladder cancer based on 
economic, political and geographical divisions 
at an international scale. In general, 549,393 new 
cases of bladder cancer were observed across the 
world in 2018. The ASIR of bladder cancer was 5.7 
per 100,000 population worldwide (2.4 in women 
and 9.6 in men). Furthermore, 199,922 mortalities 
from this disease occurred in this year. The global 
ASMR of bladder cancer was 1.9 worldwide (0.87 
in females and 3.2 in males).

Typically, men are 4-5 times more likely to be di-
agnosed with bladder cancer than women24,25. In the 
present study, 76.87% of incidence and 74.54% of 
mortality from bladder cancer were found to occur 
in males. In a study by Pakzad et al26 on the Asian 
countries, 68.7% of bladder cancer incidence and 
67% of deaths from it occurred in men, so that the 
sex ratio (male to female) of incidence was obtained 
2.19, and the sex ratio of mortality was obtained 
2.03. These results are consistent with the findings 
of other studies on bladder cancer in Spain27, En-
gland28, Canada29 and Pakistan30, indicating greater 
incidence and mortality from bladder cancer in men 
due to the higher prevalence of smoking and higher 
occupational exposure to risk factors of the disease 
among them31.

(2.1 in women and 8.4 in men), 3.6 in Asia (1.5 in 
women and 6 in men), 3.7 in Latin America and the 
Caribbean (2.0 in women and 6.3 in men), and 4.0 
in Africa (2.2 in women and 6.2 in men). The high-
est incidence rate of bladder cancer was observed in 
North America and the lowest rate was observed in 
Asia. From among all cases of this disease world-
wide, 36.2% occurred in Asia, 35.9% in Europe, 
16.7% in North America, 5.3% in Latin America 
and the Caribbean, 5.3% in Africa and 0.69% in 
Oceania (Table 1 and Figure 1 and 2). 

The ASMR of bladder cancer was 2.2 in North 
America (1.1 in women and 3.6 in men), 3 in Europe 
(1.2 in women and 5.6 in men), 2.1 in Oceania (1.0 in 
women and 3.4 in men), 1.5 in Asia (0.66 in women 
and 2.8 in men), 1.4 in Latin America and the Ca-
ribbean (0.76 in women and 2.2 in men), and 2.4 in 
Africa (1.4 in women and 3.6 in men). The highest 
percentage of mortality from bladder cancer was 
seen in Asia and the lowest was observed in Ocea-
nia, Latin America and the Caribbean, so that 42.4% 
of deaths were seen in Asia, 32.5% in Europe, 10.1% 
in North America, 8.2% in Africa, 5.9% in Latin 
America and the Caribbean,  and 0.91% in Oceania 
(Table 2 and Figure 1 and 2). 

The ASIR and ASMR of bladder cancer 
based on the WHO classification

The ASIR of bladder cancer was obtained 4.3 in 
WPRO (1.8 in women and 7 in men), 10.9 in EURO 
(4.1 in women and 19.8 in men), 7.7 in PAHO (3.5 
in women and 12.8 in men), 1.8 in SEARO (0.74 in 
women and 2.9 in men), 6.6 in EMRO (2.7 in women 
and 10.5 in men), and 2.7 in AFRO (1.8 in wom-
en and 3.7 in men). Of all cases of bladder cancer, 
24.6% were observed in WPRO, 38.6% in EURO, 
22% in PAHO, 6.1% in SEARO, 5.8% in EMRO and 
2.8% in AFRO (Table 1 and Figure 3 and 4). 

The ASMR of bladder cancer was obtained 1.6 
in the WPRO (0.75 in women and 2.6 in men), 3 
in EURO (1.1 in women and 5.6 in men), 1.8 in 
PAHO (0.91 in women and 2.9 in men), 0.96 in 
SEARO (0.39 in women and 1.6 in men), 3.1 in 
EMRO (1.3 in women and 4.9 in men), and 1.7 in 
AFRO (1.3 in women and 2.1 in men). Of all cases 
of mortality from bladder cancer, 27.7% were ob-
served in WPRO, 35.5% in EURO, 16% in PAHO, 
9% in SEARO, 7.3% in EMRO and 4.5% in AFRO 
(Table 2).  

Incidence and mortality of bladder cancer 
based on the HDI

The ASIR of bladder cancer was obtained 10.5 in 
regions with very high HDI (4.2 in women and 
18.1 in men), 2.3 in regions with medium HDI (1 in 
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TABLE 1. The standardized incidence rate of bladder cancer in different regions of world in 2018.

Continued

Population   All   Male   Female

 Numbers Crude Rate ASR (W) Numbers Crude Rate ASR (W) Numbers Crude Rate ASR (W)

WHO Africa region (AFRO) 15113 1.4 2.7 9 438 1.8 3.7 5 675 1.1 1.8
WHO Americas region (PAHO) 120 787 11.9 7.7 90 730 18.1 12.8 30 057 5.9 3.5
WHO East Mediterranean region (EMRO) 31 983 4.6 6.6 25 433 7.1 10.5 6 550 1.9 2.7
WHO Europe region (EURO) 212 285 23 10.9 166 679 37.2 19.8 45 606 9.6 4.1
WHO South-East Asia region (SEARO) 33 727 1.7 1.8 26 466 2.6 2.9 7 261 0.75 0.74
WHO Western Pacific region (WPRO) 135 386 7 4.3 105 248 10.7 7 30 138 3.2 1.8
Africa 28 954 2.2 4 20 368 3.2 6.2 8 586 1.3 2.2
Asia 198 753 4.4 3.6 156 184 6.7 6 42 569 1.9 1.5
Europe 197 105 26.5 11.3 153 849 42.8 20.2 43 256 11.3 4.3
Latin America and the Caribbean 29 098 4.5 3.7 20 386 6.3 5.8 8 712 2.6 2
North America 91 689 25.2 11.9 70 344 39 19.7 21 345 11.6 5.1
Oceania 3 794 9.2 5 2 951 14.3 8.4 843 4.1 2.1
China 82 270 5.8 3.7 64 278 8.8 5.9 17 992 2.6 1.6
High HDI 67 774 6.1 4.3 52 505 9.4 7.1 15 269 2.7 1.8
India 18 926 1.4 1.5 14 729 2.1 2.4 4 197 0.64 0.65
Low HDI 12 443 1.2 2.4 7 542 1.5 3.1 4 901 0.96 1.8
Medium HDI 36 473 2 2.3 27 858 3 3.7 8 615 0.95 1
Very high HDI 331 216 23.9 10.5 256 945 37.5 18.1 74 271 10.6 4.2
High income 309 177 25.4 11 240 225 39.6 18.6 68 952 11.3 4.5
Low income 12 020 1.6 2.9 7 340 2 3.9 4 680 1.2 2.1
Low middle income 60 480 2 2.4 46 869 3.1 3.9 13 611 0.92 1
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TABLE 1 (CONTINUED). The standardized incidence rate of bladder cancer in different regions of world in 2018.

Population   All   Male   Female

 Numbers Crude Rate ASR (W) Numbers Crude Rate ASR (W) Numbers Crude Rate ASR (W)

Upper middle income 164211 6.3 4.4 127260 9.6 7.3 36951 2.8 1.9
Australia and New Zealand 3558 12.1 5.3 2764 18.8 8.8 794 5.3 2.2
Caribbean 2721 6.2 4.3 1982 9.1 6.9 739 3.3 2.1
Central America 2682 1.5 1.5 1786 2 2.2 896 0.99 0.92
Central and Eastern Europe 47910 16.4 8.3 36561 26.6 16.1 11349 7.3 3.2
Eastern Africa 6192 1.4 2.8 3274 1.5 3.2 2918 1.3 2.4
Eastern Asia 128255 7.8 4.5 99717 11.8 7.3 28538 3.5 1.9
Melanesia 200 1.9 2.8 159 3 4.9 41 0.79 1.1
Micronesia 15 2.8 2.7 11 4.1 4.1 4 1.5 1.2
Middle Africa 953 0.57 1.2 503 0.6 1.3 450 0.53 1
North America 91689 25.2 11.9 70344 39 19.7 21345 11.6 5.1
Northern Africa 16509 6.9 8.4 13247 11.1 14.3 3262 2.8 3.2
Northern Europe 22827 21.8 8.7 16872 32.6 13.9 5955 11.2 4.2
Polynesia 21 3 3.1 17 4.8 5.2 4 1.2 1.2
South America 23695 5.5 4.4 16618 7.9 7 7077 3.3 2.3
South-Central Asia 34046 1.7 2 26710 2.6 3.2 7336 0.77 0.82
South-Eastern Asia 15553 2.4 2.4 12300 3.8 4.2 3253 0.99 0.91
Southern Africa 1763 2.7 3.3 1273 3.9 6.3 490 1.5 1.5
Southern Europe 59069 38.6 15.2 47473 63.5 26.5 11596 14.8 5.5
Western Africa 3537 0.93 1.8 2071 1.1 2.3 1466 0.77 1.4
Western Asia 20899 7.7 9.2 17457 12.3 16.4 3442 2.7 2.8
Western Europe 67299 34.7 13.2 52943 55.3 22.5 14356 14.6 5.1
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TABLE 2. The standardized mortality rate of bladder cancer in different regions of world in 2018.

Continued

Population   All   Male   Female

 Numbers Crude Rate ASR (W) Numbers Crude Rate ASR (W) Numbers Crude Rate ASR (W)

WHO Africa region (AFRO) 9 053 0.84 1.7 5 232 0.98 2.1 3 821 0.71 1.3
WHO Americas region (PAHO) 31 999 3.1 1.8 22 723 4.5 2.9 9 276 1.8 0.91
WHO East Mediterranean region (EMRO) 14 500 2.1 3.1 11 355 3.2 4.9 3 145 0.94 1.3
WHO Europe region (EURO) 70 932 7.7 3 54 254 12.1 5.6 16 678 3.5 1.1
WHO South-East Asia region (SEARO) 17 964 0.9 0.96 14 153 1.4 1.6 3 811 0.39 0.39
WHO Western Pacific region (WPRO) 55 434 2.9 1.6 40 518 4.1 2.6 14 916 1.6 0.75
Africa 16 464 1.3 2.4 10 982 1.7 3.6 5 482 0.85 1.4
Asia 84 669 1.9 1.5 63 937 2.8 2.4 20 732 0.93 0.66
Europe 64 966 8.7 3 49 309 13.7 5.6 15 657 4.1 1.2
Latin America and the Caribbean 11 772 1.8 1.4 8 048 2.5 2.2 3 724 1.1 0.76
North America 20 227 5.6 2.2 14 675 8.1 3.6 5 552 3 1.1
Oceania 1 824 4.4 2.1 1 319 6.4 3.4 505 2.4 1
China 38 208 2.7 1.6 28 692 3.9 2.6 9 516 1.4 0.76
High HDI 26 407 2.6 1.7 20 197 3.9 2.9 6 210 1.3 0.76
India 10 231 0.76 0.82 8 099 1.2 1.3 2 132 0.33 0.33
Low HDI 7 863 0.77 1.6 4 511 0.88 2 3 352 0.66 1.3
Medium HDI 19 415 1.1 1.2 14 673 1.6 2 4 742 0.51 0.54
Very high HDI 97 704 7 2.5 72 025 10.5 4.3 25 679 3.7 1.1
High income 88 943 7.3 2.5 65 237 10.8 4.2 23 706 3.9 1.1
Low income 7 253 0.97 1.8 4 139 1.1 2.3 3 114 0.83 1.4
Low middle income 32 356 1.1 1.3 25 080 1.6 2.1 7 276 0.49 0.53
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TABLE 2 (CONTINUED). The standardized mortality rate of bladder cancer in different regions of world in 2018.

Population   All   Male   Female

 Numbers Crude Rate ASR (W) Numbers Crude Rate ASR (W) Numbers Crude Rate ASR (W)

Upper middle income 70 000 2.7 1.8 52 904 4 3 17 096 1.3 0.76
Australia and New Zealand 1 697 5.7 2.1 1 217 8.3 3.4 480 3.2 1.1
Caribbean 1 199 2.7 1.7 817 3.7 2.6 382 1.7 0.96
Central America 1 458 0.81 0.75 1 010 1.1 1.2 448 0.5 0.42
Central and Eastern Europe 18 436 6.3 2.8 14 373 10.5 6 4 063 2.6 0.92
Eastern Africa 4 024 0.93 1.9 1 999 0.93 2.1 2 025 0.93 1.7
Eastern Asia 51 583 3.1 1.6 37 682 4.5 2.6 13 901 1.7 0.77
Melanesia 106 1 1.6 85 1.6 2.8 21 0.41 0.57
Micronesia 7 1.3 1.4 5 1.9 2 2 0.76 0.7
Middle Africa 666 0.4 0.85 336 0.4 0.95 330 0.39 0.78
North America 20 227 5.6 2.2 14 675 8.1 3.6 5 552 3 1.1
Northern Africa 8 601 3.6 4.4 6 768 5.7 7.5 1 833 1.5 1.7
Northern Europe 8 925 8.5 2.6 6 189 12 4.2 2 736 5.2 1.4
Polynesia 14 2 2.1 12 3.4 3.7 2 0.59 0.63
South America 9 115 2.1 1.6 6 221 2.9 2.5 2 894 1.3 0.85
South-Central Asia 16 630 0.85 0.96 13 172 1.3 1.6 3 458 0.36 0.39
South-Eastern Asia 8 215 1.3 1.3 6 373 1.9 2.2 1 842 0.56 0.5
Southern Africa 886 1.3 1.7 604 1.9 3.2 282 0.84 0.88
Southern Europe 17 408 11.4 3.2 13 692 18.3 6 3 716 4.7 1.1
Western Africa 2 287 0.6 1.3 1 275 0.66 1.5 1 012 0.53 1
Western Asia 8 241 3 3.6 6 710 4.7 6.5 1 531 1.2 1.2
Western Europe 20 197 10.4 3 15 055 15.7 5.2 5 142 5.2 1.3



8

higher in developed countries compared to develop-
ing regions. According to a research  by Wong et al32, 
there is a significant correlation between the ASIR of 
bladder cancer and the HDI worldwide. With regards 
to the division of countries into four groups based on 
the HDI (very high HDI, high HDI, medium HDI and 
low HDI), the highest and lowest ASIR and ASMR of 
bladder cancer were seen in regions with very high 
HDI and low HDI, respectively. 

 The highest ASIR of bladder cancer was observed 
in regions with very high HDI (ASIR=10.5) and high 
HDI (ASIR= 4.3), and the lowest ASIR of the disease 
was observed in regions with medium HDI (ASIR= 
2.3) and low HDI (ASIR =2.4). There was a big dif-
ference in the distribution of bladder cancer incidence 
worldwide, so that there was a difference of 7.5 times 
between regions with the highest and lowest ASIR 
of bladder cancer. The ASIR of bladder cancer was 

Fig. 1. The Age-Standard-
ized Incidence Rate (ASIR) 
and Age Standardized Mor-
tality Rate (ASMR) of Blad-
der cancer in the world in 
2018.

Fig. 2. The Age-Standard-
ized Incidence Rate (ASIR) 
of bladder cancer by gender 
in the world in 2018.



9

RECENT PATTERNS OF BLADDER CANCER

The high incidence of bladder cancer in devel-
oped regions with high or very high HDI can be at-
tributed to the higher prevalence of obesity, tobacco 
smoking, alcohol consumption, and the overuse of 
red meat in these regions15,33. The WHO has warned 
about the high prevalence of these risk factors across 
the European countries34. The  WHO report on the 
mortality attributable to tobacco, estimated the rela-
tive risk (RR) of mortality from bladder cancer due 
to tobacco smoking equal to 3 in men and 2.4 in 
women34. Although the prevalence of tobacco con-

The highest ASMR of bladder cancer was ob-
served in regions with very high HDI (ASMR=2.5) 
and high HDI (ASMR=1.7), but the lowest mor-
tality was observed in regions with medium HDI 
(ASMR=1.2) and low HDI (ASMR=1.6). There was 
a difference of 11.5 times between regions with the 
highest and lowest ASMR of bladder cancer33. Ac-
cording to a research by Wong et al32, a positive and 
significant correlation was observed between the 
HDI and ASMR of bladder cancer in men, but this 
correlation was not significant in women.

Fig. 3. Geographic distribution of new cases of bladder cancer worldwide in 2018.

Fig. 4. Geographic distribution of bladder cancer mortality worldwide in 2018.
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mation was not obtained from all studied regions 
who did not have the same quality and precision, 
and thus it is expected that the number of new cases 
and mortality from cancer has been underestimated 
in less developed regions due to their unsatisfactory 
disease registration and reporting systems55.

CONCLUSIONS

The highest ASIR of bladder cancer was observed 
in North America, Europe and regions with very 
high HDI. Besides that, the highest mortality from 
bladder cancer was observed in Europe, EMRO and 
regions with high and very high HDI.
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sumption is higher in developed countries than in 
other regions, these countries have designed and im-
plemented applied programs to control and reduce 
smoking in the general population and particularly 
in the population at risk of cancer. These interven-
tions have led to a decline in tobacco smoking in 
these societies; however, smoking has been rising in 
developing countries35,36. Given the role of tobacco 
as a risk factor for incidence and mortality of can-
cer, if developing countries do not design and im-
plement effective interventions to reduce the preva-
lence of cigarette smoking, the ASIR and ASMR of 
bladder cancer will be raising in these regions in the 
upcoming years. Another reason for the high inci-
dence of bladder cancer in developed regions of the 
world is the easier access of individuals to screening 
and diagnostic tests. Furthermore, people living in 
these regions are more environmentally and occu-
pationally exposed to carcinogenic agents such as 
aromatic amines used in painting industry37.

Most bladder cancer cases are secondary to ex-
posure to carcinogens through the gastrointestinal 
tract, respiratory system, or skin38. Risk factors for 
bladder cancer include  smoking tobacco38, canna-
bis39, and opium40, lack of using adequate fruits and 
vegetables in the daily diet41, carbohydrate foods 
with high glycemic index and glycemic load42, al-
cohol use43, low hydration44, arsenic or trihalometh-
anes in drinking water45, physical inactivity, eating 
processed meats and low levels of vitamins A, D 
and E46, radiotherapy in cancer patients47, cyclo-
phosphamide therapy48, pioglitazone treatment49, 
diabetes50, Schistosomiasis51, recurrent urinary tract 
infection52, family history of bladder cancer53, obe-
sity46 and genetic predisposition54. Varied distribu-
tion of bladder cancer risk factors appears to have 
led to differences in the geographical distribution of 
the disease across the globe.

The rate of mortality from bladder cancer has 
been declining over the past few years possibly 
due to the reduced incidence or early diagnosis of 
disease at primary stages when intervention and 
treatment measures are more effective32. Therefore, 
given the high incidence and mortality of bladder 
cancer worldwide, it is suggested that governments 
implement effective interventions as quickly as pos-
sible to reduce exposure to environmental, occupa-
tional and behavioral risk factors for the disease in 
the general population. It is also possible to improve 
the survival and prognosis of this type of cancer by 
providing necessary facilities and equipment for the 
early diagnosis and effective treatment. This study 
was designed and conducted based on the latest sta-
tistics of GLOBOCAN project. Despite the fact that 
this information is now the latest and most complete 
data on the incidence, prevalence, mortality and 
distribution of cancers across the world, the infor-
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