
Liu et al. BMC Public Health         (2023) 23:2522  
https://doi.org/10.1186/s12889-023-17467-w

RESEARCH Open Access

© The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom‑
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

BMC Public Health

The burden of brain and central nervous 
system cancers in Asia from 1990 to 2019 and its 
predicted level in the next twenty‑five years
Burden and prediction model of CNS cancers in Asia

Xin Liu1†, Lin‑Can Cheng1†, Teng‑Yu Gao1, Jie Luo1,2* and Chao Zhang1* 

Abstract 

Background  Primary brain and central nervous system cancer (collectively called CNS cancers) cause a significant 
burden to society. The purpose of this study was to evaluate the trends in the burden of CNS cancers from 1990 
to 2019 and to predict the incidence and mortality rates and the corresponding numbers for the next 25 years to help 
countries to understand the trends in its incidence and mortality, and to make better adjustments or formulation 
of policies and allocation of resources thereby reducing the burden of the disease.

Methods  The 2019 Global Burden of Disease Study provided incidence rates, death rates, and disability-adjusted 
life year (DALY) data in Asia from 1990 to 2019. To reflect the trends in the age-standardized incidence, mortality, 
and DALY rates, the estimated annual percentage change (EAPC) was determined. The Bayesian age-period cohort 
(BAPC) model was employed to predict the burden of CNS cancers in the next 25 years.

Results  The incidence, death, and DALY rates of CNS cancers all increased from 1990 to 2019. The age-standardized 
incidence rate (ASIR) for CNS cancers increased from 9.89/100,000 in 1990 to 12.14/100,000 in 2019, with an EAPC 
of 0.69 (95% confidence interval (CI): 0.65, 0.73). The ASDR and the age-standardized DALY rate both decreased, 
with EAPCs of − 0.08 and − 0.52, respectively. Before 2005, the age-standardized DALY rate in East Asia was much 
greater in females than in males, while in Central Asia, the age-standardized death and DALY rates in males 
both increased sharply after 2000. In contrast to 1990, the caseload increased for the 55–70 years age group. The num‑
ber of deaths decreased sharply among individuals aged younger than 20 years, especially in East Asia, accounting 
for only 5.41% of all deaths. The age group with the highest mortality rate was > 60 years, especially in Japan. The ASIR 
will continue to increase in Asia from 2020 to 2044, and the ASDR will gradually diminish. The incidence and number 
of deaths from CNS cancers in Asia are expected to increase over the next 25 years, especially among females.

Conclusions  The study identified an increasing trend in morbidity, mortality and disability-adjusted life-years (DALYs), 
with differences in age-standardized morbidity rates for different population groups. In addition, it is noteworthy 
that the burden of disease (as measured by disability-adjusted life-years (DALYs)) is higher among women in Central 
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Asia compared with other regions. ASIR will continue to increase over the next 25 years, with the increase in female 
cases and mortality expected to be more pronounced. This may need to be further substantiated by additional 
research, on the basis of which health authorities and policymakers can better utilize limited resources and develop 
appropriate policies and preventive measures.

Keywords  Global burden of disease, Brain and central nervous system cancers, Age-period-cohort, Asia, Cancer 
prediction

Introduction
Primary brain and central nervous system cancers (col-
lectively called CNS cancers) impose a considerable 
burden on society, as there were 33,000 incident cases 
of CNS cancer worldwide in 2016 [1, 2]. Due to the 
complex histology of central nervous system cancers, 
multiple types are listed in the World Health Organi-
zation International Classification of Neoplastic Dis-
eases, of which approximately 30.2% of CNS cancers 
are malignant and 69.8% are benign [3–6]. Glioblas-
toma was the most common malignant CNS cancers 
(accounting for 14.6% of all CNS cancers and 48.3% 
of malignant CNS cancers), and meningioma was the 
most common nonmalignant CNS cancers (accounting 
for 37.6% of all CNS cancers and 53.3% of nonmalig-
nant CNS cancers). Males were more likely to develop 
glioblastoma, whereas females were more likely to 
develop meningioma. CNS cancers (both malignant 
and nonmalignant) are the most common type of can-
cers among children aged 0–14 years, with an average 
annual age-adjusted incidence rate (AAAIR) of 5.74 per 
100,000 population [6]. According to several studies, 
some individuals experience ocular symptoms before 
CNS symptoms. Bilateral involvement or vision loss is 
the most typical ocular symptom [7]. CNS cancers have 
an immeasurable burden on society as a whole, fami-
lies, and individuals.

Some research showed that East Asia had the high-
est incidence of CNS cancers among males and females 
in 2016 (108,000 cases [98,000-122,000]), followed by 
Western Europe and South Asia. The top three coun-
tries with the most cases were China (106,207 cases), 
the United States (24,725 cases), and India (23,344 
cases) [2]. As China and India are the leading coun-
tries in Asia, it is evident that the burden of CNS can-
cers in Asia cannot be ignored; however, there is little 
research specifically studying the incidence, death, and 
DALY rates of CNS cancers by sex and age in Asia. Pre-
vious attempts to estimate the prevalence of CNS can-
cers have only examined particular nations, regions, 
or annual estimates. Therefore, there is a necessity for 
systematic studies on the impact and prediction of CNS 
cancers burden in Asia to help us better understand 
the epidemiological characteristics of the disease and 

provide new insights into the development of CNS can-
cers prevention programs and their management and 
prevention in different countries.

Data from the GBD 2019 Study were used to quan-
tify incidence, mortality, disability-adjusted life years 
(DALYs), and corresponding changes in CNS cancers, 
stratified by sex, age, and 48 countries in five subre-
gions of Asia over the past 30 years. Then, we predicted 
the burden over the next 25 years, thus providing guid-
ance for lowering the disease burden of CNS cancers in 
Asia and providing information to support government 
policy-making and public resource utilization control 
measures.

Materials and methods
Data resources
The GBD 2019 study (http://​ghdx.​healt​hdata.​org/​gbd-​
resul​ts-​tool) provided information on the annual inci-
dence, death, DALYs, respective age-standardized rate 
(ASR), and risk factors for brain and central nervous sys-
tem cancers. The definition of CNS cancers in the GBD 
study was based on the tenth edition of the International 
Classification of Diseases (ICD). Briefly, CNS cancers 
include cancers coded as C70 (meningeal malignancies), 
C71 (brain malignancies), and C72 (malignancies of the 
spinal cord, cranial nerves, and other parts of the CNS) 
[8]. This study grouped Asia into five divisions (East Asia, 
West Asia, Central Asia, South Asia and Southeast Asia) 
and extracted social-demographic index (SDI) from 48 
Asian nations to accurately examine the differences in 
incidence and mortality and DALYs and corresponding 
trends in Asia from 1990 to 2019. The SDI is a compos-
ite indicator of a country’s lag-distributed income per 
capita, average years of schooling, and the fertility rate in 
females under the age of 25 years. The 204 countries and 
territories were divided into five levels by SDI, high, high 
middle, middle, low middle, and low SDI was calculated 
using several social factors, including the fertility rate of 
the population aged < 25 years, the education level of the 
population aged > 15 years, and per capita income [9]. 
The GBD study data followed the Guidelines for Accurate 
and Transparent Health Estimation Reporting for Popu-
lation Health Research (GATHER), but the study may 
have some limitations as we only used data from the GBD 
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Table 1  The incident cases and ASIR in 1990 and 2019 and their temporal trends

Regions 1990 2019 1990–2019 
EAPC
No.(95% CI)Incident cases

No.(95% UI)
ASIR per 100,000
No.(95% UI)

Incident cases
No.(95% UI)

ASIR per 100,000
No.(95% UI)

Divisions
  Asia 89,649.56

(70,036.58,123,551.00)
9.89
(7.36,13.89)

188,660.34
(142,422.95,214,510.36)

12.14
(8.74,14.29)

0.69
(0.65,0.73)

    Female 38,326.03
(26,394.67,54,648.28)

2.87
(2.08,3.98)

88,790.47
(66,821.31,105,302.86)

3.77
(2.84,4.45)

0.88
(0.82,0.94)

    Male 51,323.52
(34,242.01,77,739.43)

3.73
(2.6,5.42)

99,869.87
(66,151.92,122,393.92)

4.33
(2.85,5.26)

0.54
(0.52,0.57)

  Central Asia 1942.89
(1732,2667.46)

9.68
(8.58,13.25)

4449.66
(3027.92,5334.47)

15.03
(9.9,17.97)

1.88
(1.69,2.06)

    Female 867.23
(752.02,1235.91)

2.66
(2.33,3.76)

1853.28
(1188.55,2246.27)

3.98
(2.57,4.8)

1.72
(1.54,1.90)

    Male 1075.65
(944.47,1491.55)

3.82
(3.36,5.21)

2596.37
(1658.79,3101.82)

6.09
(3.93,7.24)

1.99
(1.79,2.19)

  East Asia 47,262.86
(36,377.85,63,147.05)

13.29
(9.41,18.52)

96,818.14
(75,147.63,116,192.36)

16.93
(12.17,21.5)

0.74
(0.67,0.81)

    Female 21,409.15
(14,207.92,28,857.98)

4.06
(2.74,5.49)

48,598.53
(35,486.66,62,888.7)

5.73
(4.26,7.6)

1.04
(0.95,1.14)

    Male 25,853.71
(17,282.82,38,674.09)

4.81
(3.21,7.14)

48,219.61
(31,357.32,62,919.7)

5.58
(3.6,7.22)

0.48
(0.43,0.53)

  South Asia 19,935.9
(14,074.49,30,847.61)

6.08
(4.17,9.43)

37,190.71
(28,418.59,44,752.36)

6.84
(4.97,8.52)

0.27
(0.18,0.35)

    Female 6879.08
(4024.14,13,059.84)

1.46
(0.92,2.48)

15,061.66
(11,721.53,18,206.88)

1.87
(1.46,2.26)

0.71
(0.60,0.82)

    Male 13,056.82
(7845.65,21,148.62)

2.57
(1.69,3.95)

22,129.06
(14,856.18,29,025.43)

2.68
(1.78,3.52)

0.05
(−0.03,0.13)

  Southeast Asia 8372.21
(5974.05,11,979.36)

6.62
(4.52,9.44)

16,552.84
(10,921.37,19,910.91)

7.65
(4.77,9.53)

0.56
(0.52,0.59)

    Female 3827.36
(2381.18,6211.86)

2.00
(1.31,3.04)

7835.91
(5117.86,9716.94)

2.34
(1.53,2.91)

0.59
(0.53,0.64)

    Male 4544.85
(2762.34,7013.12)

2.42
(1.58,3.45)

8716.93
(4907.67,11,352.95)

2.76
(1.57,3.56)

0.54
(0.50,0.58)

  West Asia 464.49
(276.31,713.17)

4.73
(3.47,6.99)

1192.81
(694.47,1604.27)

6.01
(4.05,7.9)

0.98
(1.04,0.91)

    Female 193.15
(98.13,375.2)

4.03
(2.59,6.81)

528.44
(285.82,764.12)

5.41
(3.34,7.77)

1.21
(1.28,1.13)

    Male 271.34
(138.57,138.57)

5.41
(3.52,8.49)

664.38
(342.66,943.39)

6.64
(4.02,9.12)

0.83
(0.9,0.76)

Countries
  Afghanistan 501.7

(234.79,1143.16)
14.81
(6.42,35.6)

1264.06
(693.54,2275.52)

15.27
(7.93,31.32)

0.17
(0.07,0.27)

  Armenia 221.06
(181.21,273.23)

20.85
(15.97,26.39)

248.13
(192.81,299.35)

20.59
(15.66,25.41)

0.1
(−0.07,0.26)

  Azerbaijan 307.26
(255.92,376.94)

14.46
(11.03,18.28)

540.35
(379.24,685.32)

15.25
(9.65,20.56)

0.07
(−0.03,0.16)

  Bahrain 10.17
(7.39,13.22)

9.72
(6.4,13.75)

46.6
(28.48,61.49)

10.69
(6.74,14.09)

0.51
(0.34,0.67)

  Bangladesh 2231.03
(1256.51,3755.84)

6.73
(3.94,11.16)

2919.12
(1887.86,3972.58)

5.99
(3.57,8.74)

−0.52
(− 0.58,-0.46)

  Bhutan 10.84
(4.91,20.87)

6.24
(3.33,11.64)

15.48
(9.4,23.29)

7
(4.11,10.95)

0.2
(0.09,0.32)

  Brunei Darussalam 9.62
(7.18,15.66)

16.86
(12.31,26.58)

23.42
(18.27,28.79)

20.25
(14.25,25.19)

0.86
(0.72,1)

  Cambodia 211.9
(109.11,401.59)

7.92
(3.99,14.53)

429.03
(269.2584.32)

9.07
(5.3,13.45)

0.47
(0.41,0.54)
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Table 1  (continued)

Regions 1990 2019 1990–2019 
EAPC
No.(95% CI)Incident cases

No.(95% UI)
ASIR per 100,000
No.(95% UI)

Incident cases
No.(95% UI)

ASIR per 100,000
No.(95% UI)

  China 45,846.92
(35,180.53,61,348.34)

13.38
(9.44,18.72)

94,685.54
(73,400.6114091.97)

17.16
(12.27,21.87)

0.76
(0.69,0.83)

  Cyprus 41.38
(34.92,58.7)

15.42
(12.21,22.83)

130.49
(87.17,158.02)

23.27
(14.74,29.42)

1.81
(1.65,1.96)

  Democratic People’s Republic of Korea 836.4
(523.06,1241.18)

12.71
(7.28,20.01)

1146.37
(762.19,1511.78)

11.6
(7.38,15.85)

−0.2
(−0.28,-0.12)

  Georgia 388.98
(345.32,528.29)

17.27
(14.71,23.89)

865.46
(659.38,1094.08)

19.03
(13.85,25.24)

2.49
(2.16,2.82)

  India 14,958.45
(10,694.43,24,147.94)

5.95
(4.03,9.34)

28,102.76
(21,991.64,34,272.78)

6.64
(4.85,8.4)

0.19
(0.08,0.29)

  Indonesia 3239.49
(2239.96,4872.35)

6.39
(4.2,9.65)

5658.45
(3960.41,7306.55)

7.04
(4.58,9.56)

0.35
(0.27,0.43)

  Iran (Islamic Republic of ) 2522.54
(1433.78,3394.15)

16.78
(9.11,23.8)

5810.58
(2942.35,7045.75)

21.83
(10.39,27.45)

0.83
(0.55,1.12)

  Iraq 768.52
(541.03,1389.76)

17.58
(11.5,32.18)

2797.04
(2019.19,3628.3)

25.65
(17.87,33.89)

1.51
(1.21,1.82)

  Israel 287.46
(251.45,407.45)

18.03
(15.56,26.05)

930.42
(566.74,1239.22)

27.3
(15.98,37.18)

1.27
(1.05,1.5)

  Japan 4321.53
(3891.11,5995.49)

9.3
(8.21,13.27)

11,338.76
(5517.85,14,811.75)

15.45
(7.59,20.32)

2.28
(1.94,2.62)

  Jordan 85.77
(68.4118.57)

10.41
(7.67,15.27)

409.43
(295.47,507.84)

13.1
(8.79,17.13)

0.88
(0.83,0.92)

  Kazakhstan 206.29
(154.03,364.53)

4.05
(2.89,7.62)

653.25
(324.33,849.85)

10.6
(4.92,14.01)

4.59
(3.89,5.3)

  Kuwait 36.07
(30.69,46.8)

8.29
(6.91,11.52)

144.33
(101.36,180.84)

11.79
(7.98,15.44)

1.86
(1.65,2.08)

  Kyrgyzstan 62.87
(48.93,111.68)

4.95
(3.88,8.57)

163.34
(96.74,203.98)

8.53
(4.78,10.9)

1.91
(1.74,2.08)

  Lao People’s Democratic Republic 105.85
(48.59,221.34)

9.12
(4.09,19.4)

157.67
(100.77,217.95)

8.11
(4.83,11.95)

−0.47
(−0.52,-0.43)

  Lebanon 118.7
(91.17,161)

12.87
(9.27,18.28)

350.15
(251.65,447.06)

20.23
(13.77,27.07)

1.93
(1.7,2.15)

  Malaysia 304.39
(188.79,392.17)

6.62
(3.94,8.94)

684
(437.83,921.73)

6.82
(4.2,9.42)

−0.01
(−0.23,0.22)

  Maldives 5.04
(2.94,10.25)

9.33
(5.33,18.58)

11.66
(8.98,15.83)

8.38
(6.17,11.14)

−0.49
(− 0.69,-0.3)

  Mongolia 31.62
(21.31,62.31)

6.06
(4.07,11.91)

112.74
(75.72,150.44)

11.46
(6.92,15.62)

2.88
(2.46,3.31)

  Myanmar 945.99
(496.73,1893.36)

8.1
(3.99,16.19)

1358.43
(927.65,1816.29)

7.97
(5.11,10.91)

−0.18
(−0.27,-0.08)

  Nepal 353.2
(227.28,588.67)

5.78
(3.68,9.8)

514.05
(361.36,660.38)

5.8
(3.78,8.03)

0.13
(−0.02,0.27)

  Oman 27.84
(20.81,40.18)

6.45
(4.42,10.06)

123.45
(71.6161.47)

11.09
(6.47,14.9)

2.27
(2,2.53)

  Pakistan 2382.38
(1629.64,3664.51)

6.41
(4.68,9.09)

5639.3
(3968.01,7307.1)

8.24
(5.66,10.92)

0.91
(0.83,0.99)

  Palestine 117.53
(85.56,173.1)

25.99
(17.42,39.9)

323.99
(248.54,394.63)

28.43
(19.78,34.92)

0.26
(0.06,0.45)

  Philippines 1287.24
(1056.34,1691.52)

8.05
(6.26,10.25)

2432.19
(1849.86,2994.66)

7.55
(5.35,9.79)

−0.32
(− 0.53,-0.11)

  Qatar 8.94
(6.37,15.43)

11.64
(8.08,18.82)

96.77
(63.04,160.63)

16.29
(11.28,23.95)

1.38
(1.22,1.54)

  Republic of Korea 1513.02
(1080.29,2004.28)

12.54
(8.35,16.64)

4805.51
(2898.99,5975.96)

20.2
(11.77,26.11)

1.5
(1.34,1.66)
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database, whose completeness and accuracy may be con-
troversial, which may necessitate validation by further 
studies from other databases or official sources.

Statistical analysis
Age-standardized incidence rate (ASID), age-standard-
ized death rate (ASDR), age-standardized DALY rate, and 
the corresponding estimated annual percentage changes 
(EAPCs) were used to assess the trend in CNS cancers 
incidence and mortality.

To eliminate the influence of different age structures on 
disease outcomes when comparing the disease burden 
among different locations, the age-standardized rate 
(ASR) was employed. ASRs (per 100,000 population) 
were calculated based on the following formula: ASR= 

A

i=1 aiwi

A

i=1 wi

× 100, 000 . ai is the rate in the ith age group, and 

wi is the GBD standard population number of the same 
age group [10]. Years of life lost (YLLs) and years lived 
with disability (YLDs) were added together to calculate 
the value of DALYs [11].

The concept of EAPC was introduced to reflect 
trends in ASR within specified time intervals and 
indicated time trends in age-standardized incidence, 
death, and DALY rates of CNS cancers: y = α + βx + ε, 
where y refers to ln (ASR), x represents the calendar 
year, and β determines the positive or negative trends 
in ASR [12]. The formula for calculating EAPC is 
EAPC = 100 × (exp(β)-1), and its 95% confidence inter-
val (CI) was also obtained from the linear model. It has 
been shown that an upward trend in the ASR can be 
inferred if the EAPC value and its lower limit of 95% 
CI are both positive. In contrast, the ASR is thought to 
trend downwards if both the EAPC value and its upper 
boundary of the 95% CI are negative. Otherwise, ASR is 
regarded as stable [13]. We also created a similar scat-
ter plot to visualize the link between EAPC, ASR, and 
SDI. We progressively refined the analysis of the distri-
bution level of CNS cancers in Asia as a whole to the 
incidence, mortality, and DALY rates in the five major 
regions and individual countries, as well as analys-
ing the relationship between EAPC and ASIR, ASDR, 

Table 1  (continued)

Regions 1990 2019 1990–2019 
EAPC
No.(95% CI)Incident cases

No.(95% UI)
ASIR per 100,000
No.(95% UI)

Incident cases
No.(95% UI)

ASIR per 100,000
No.(95% UI)

  Saudi Arabia 178.66
(97.89,402.82)

5.14
(2.63,12.35)

1295.78
(944.39,1961.54)

12.28
(8.57,19.24)

3.46
(3.08,3.84)

  Singapore 76.96
(67.49,111.7)

9
(7.51,13.33)

308.78
(169.77,412.56)

13.81
(6.98,19.02)

1.8
(1.54,2.06)

  Sri Lanka 221.7
(183.07,327.5)

4.79
(3.9,7.29)

631.25
(336,891.77)

8
(4.05,11.51)

2.73
(2.37,3.09)

  Syrian Arab Republic 413.47
(304.89,633.43)

15.17
(9.98,21.37)

803.87
(567.54,1083.3)

18.16
(12.1,24.59)

0.6
(0.47,0.73)

  Taiwan (Province of China) 579.54
(501.13,721.49)

9.2
(7.47,11.7)

986.22
(611.63,1332.28)

10.79
(6.17,14.7)

0.29
(0.16,0.42)

  Tajikistan 220.86
(174.75,310.73)

16.6
(11.85,21.4)

465.58
(305.9600.37)

18.34
(11.35,23.78)

0.13
(−0.06,0.31)

  Thailand 1335.28
(827.59,1630.86)

8.38
(4.97,10.88)

2994.62
(1312.89,4407.61)

10.48
(4.5,15.2)

0.69
(0.51,0.86)

  Timor-Leste 12.58
(6.91,24.98)

6.36
(3.67,11.19)

26.86
(14.58,37.89)

7.58
(4.2,10.94)

0.65
(0.41,0.89)

  Turkey 2886.39
(1339.89,4371.33)

18.11
(7.83,30.69)

6355.15
(2999.03,8787)

22.82
(10.19,31.56)

1.2
(0.76,1.64)

  Turkmenistan 46.71
(24.22,134.59)

4.57
(2.42,12.85)

205.83
(138.7266.79)

12.92
(8.14,16.87)

4.45
(3.69,5.21)

  United Arab Emirates 64.52
(45.22,91.05)

15.22
(9.88,25.41)

478.58
(274.75,703.53)

16.56
(9.79,23.65)

0.24
(0.15,0.33)

  Uzbekistan 647.13
(567.79,812.26)

11.27
(9.22,15.19)

1794.57
(1178.42,2225.45)

17.7
(11.68,21.98)

1.84
(1.71,1.97)

  Viet Nam 673.95
(505.65,914.95)

3.88
(2.84,5.33)

2110.95
(1285.42770.35)

6.49
(3.8,8.56)

2.36
(2.13,2.58)

  Yemen 302.81
(149.55,624.77)

9.25
(4.48,19.23)

841.62
(503.06,1210.56)

11.65
(6.65,18.79)

1.07
(0.95,1.19)

ASIR Age-standardized incidence rate, CI Confidence interval, EAPC Estimated annual percentage changes, UI Uncertainty interval
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Table 2  The death cases and ASDR in 1990 and 2019 and their temporal trends

Regions 1990 2019 1990–2019 EAPC
No.(95% CI)

Death cases
No.(95% UI)

ASDR per 100,000
No.(95% UI)

Death cases
No.(95% UI)

ASDR per 100,000
No.(95% UI)

Divisions
  Asia 70,869.8

(55,089.26,97,707.31)
2.76
(2.21,3.7)

129,519.8
(96,994.74,146,915.01)

2.75
(2.06,3.1)

−0.08
(−0.13,-0.03)

    Female 29,666.46
(20,731.36,42,378.13)

2.34
(1.71,3.24)

56,375.09
(41,207.37,66,805.93)

2.35
(1.7,2.78)

−0.11
(− 0.17,− 0.05)

    Male 41,203.35
(28,029.93,61,555.62)

3.18
(2.26,4.69)

73,144.71
(47,240.14,89,396.9)

3.16
(2.03,3.85)

-0.05
(−0.09,0.01)

  Central Asia 1630.93
(1464.22204.36)

2.81
(2.55,3.73)

3751.78
(2550.84495.93)

4.31
(2.95,5.13)

1.85
(1.65,2.05)

    Female 726.89
(633.35,1035.34)

2.32
(2.02,3.27)

1550.25
(993.77,1879.5)

3.4
(2.19,4.1)

1.67
(1.48,1.87)

    Male 904.04
(798.22,1244.24)

3.42
(2.96,4.66)

2201.53
(1401.62,2625.56)

5.37
(3.49,6.38)

1.97
(1.76,2.17)

  East Asia 39,003.96
(29,980,51,606.41)

3.84
(3.02,5.04)

65,212.61
(48,947.82,78,579.95)

3.47
(2.61,4.15)

−0.49
(−0.58,-0.39)

    Female 17,186.71
(11,996.68,22,950.67)

3.41
(2.42,4.53)

28,658.54
(20,861.14,36,973.72)

2.99
(2.19,3.82)

−0.7
(− 0.82,-0.58)

    Male 21,817.25
(14,947.35,32,724)

4.31
(3.01,6.4)

36,554.07
(22,757.92,48,392.41)

4.01
(2.53,5.24)

−0.31
(− 0.39,-0.23)

  South Asia 16,209.12
(11,622.99,24,770.81)

1.82
(1.41,2.61)

30,747.63
(23,852.64,36,824.31)

1.95
(1.51,2.34)

0.13
(0.04,0.21)

    Female 5581.34
(3364.38,10,351.59)

1.3
(0.84,2.12)

12,532.45
(9572.915351.38)

1.61
(1.22,1.97)

0.62
(0.52,0.72)

    Male 10,627.78
(6579.49,16,654.05)

2.29
(1.54,3.42)

18,215.19
(12,505.95,23,770.62)

2.29
(1.56,2.99)

−0.12
(−0.21,-0.03)

  Southeast Asia 6976.67
(5057.04,9694.3)

1.99
(1.51,2.6)

14,172.35
(9387.67,17,247.45)

2.24
(1.49,2.7)

0.48
(0.43,0.53)

    Female 3191.35
(2051.95031.27)

1.8
(1.21,2.66)

6705.49
(4228.15,8266.69)

2.04
(1.28,2.51)

0.47
(0.4,0.54)

    Male 3785.32
(2352.75,5719.27)

2.19
(1.46,3.05)

7466.87
(4113.87,9708.53)

2.45
(1.36,3.16)

0.49
(0.45,0.54)

  West Asia 357.48
(216.19,536.71)

3.98
(2.89,5.87)

761.08
(438.87,1024.03)

3.99
(2.68,5.24)

0.09
(0.13,0.05)

    Female 148.53
(76.96,279.85)

3.36
(2.13,5.65)

340.75
(182.9493.51)

3.56
(2.19,5.13)

0.33
(0.38,0.29)

    Male 208.95
(108.71,343.64)

4.61
(2.97,7.23)

420.33
(215.46,591.25)

4.45
(2.68,6.06)

−0.05
(−0.01,-0.09)

Countries
  Afghanistan 422.35

(208.91,944.43)
4.52
(2.49,9.4)

1014.01
(569.36,1847.56)

4.66
(2.84,8.48)

0.89
(0.41,1.37)

  Armenia 190.84
(158.43,233.2)

6.2
(5.13,7.55)

220.36
(167.37,266.58)

5.8
(4.5,7)

−0.59
(−1.49,0.31)

  Azerbaijan 262.16
(216.97,317.53)

4.24
(3.46,5.1)

466.79
(327.26,589.61)

4.39
(3.16,5.51)

0.07
(−0.42,0.56)

  Bahrain 7.68
(5.47,10.02)

2.88
(2,3.99)

25.55
(15.88,34.14)

2.14
(1.44,2.75)

−2.27
(−2.63,-1.9)

  Bangladesh 1768.06
(1038.08,2874.07)

2.01
(1.36,2.88)

2449.8
(1560.43347.11)

1.71
(1.09,2.34)

−1.12
(−1.22,-1.01)

  Bhutan 8.58
(4.2,15.85)

1.86
(1.13,2.99)

12.7
(7.78,18.95)

1.99
(1.25,2.89)

0.13
(−0.08,0.35)

  Brunei Darussalam 6.18
(4.65,9.91)

3.97
(3.08,5.91)

13.59
(10.5,16.54)

3.97
(2.97,4.71)

1.14
(0.57,1.72)

  Cambodia 174.69
(93.48,321.25)

2.4
(1.48,3.91)

373.08
(232.71,509.74)

2.75
(1.72,3.75)

1.22
(1.08,1.36)
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Table 2  (continued)

Regions 1990 2019 1990–2019 EAPC
No.(95% CI)

Death cases
No.(95% UI)

ASDR per 100,000
No.(95% UI)

Death cases
No.(95% UI)

ASDR per 100,000
No.(95% UI)

  China 37,966.01
(29,102.47,50,213.17)

3.88
(3.04,5.11)

63,527.03
(47,792.73,76,948.19)

3.5
(2.62,4.21)

−1.78
(−2.15,-1.4)

  Cyprus 30.11
(25.14,42.11)

3.71
(3.12,5.23)

65.91
(41.53,80.41)

3.64
(2.34,4.41)

0.33
(0.02,0.64)

  Democratic People’s Republic 
of Korea

665.1
(435.37,947.72)

3.52
(2.36,4.89)

1027.96
(682.87,1346.05)

3.37
(2.24,4.36)

−0.28
(−0.4,-0.15)

  Georgia 174.35
(141.03,252.91)

2.91
(2.35,4.26)

244.92
(136.63,311.57)

4.89
(2.81,6.21)

10.49
(8.94,12.06)

  India 12,367.31
(9007.79,19,434.27)

1.79
(1.41,2.67)

23,740.26
(18,620.04,28,920.37)

1.91
(1.49,2.32)

0.14
(−0.05,0.33)

  Indonesia 2709.37
(1925.81,3967.33)

1.94
(1.44,2.64)

4987.9
(3396.78,6395.05)

2.15
(1.48,2.71)

0.81
(0.61,1)

  Iran (Islamic Republic of ) 1768.78
(1038.42266.84)

4.63
(2.81,5.94)

3493.94
(1750.98,4173.06)

4.57
(2.26,5.47)

0.18
(−1.16,1.54)

  Iraq 584.67
(413.91032.38)

5.07
(3.58,8.6)

1842.49
(1330.05,2362.3)

6.38
(4.69,8.17)

5.78
(4.23,7.35)

  Israel 195.87
(173.93,276.59)

4.1
(3.64,5.73)

513.79
(313.51,591.35)

4.77
(2.96,5.47)

1.52
(0.3,2.75)

  Japan 1454.62
(1333.32,2014.36)

0.99
(0.91,1.38)

3222.69
(1554.09,3889.15)

1.36
(0.69,1.6)

1.73
(1.5,1.96)

  Jordan 63.16
(49.63,87.09)

3.01
(2.4,4.25)

228.27
(162.41,282.34)

2.84
(2.04,3.53)

−0.55
(−0.78,-0.32)

  Kazakhstan 170.29
(123.77,310.12)

1.15
(0.82,2.11)

541.82
(266.86,706.22)

2.91
(1.43,3.79)

9.48
(7.84,11.14)

  Kuwait 19.41
(16.86,25.3)

1.87
(1.63,2.51)

59.19
(41.67,73.98)

1.89
(1.34,2.38)

1
(0.43,1.57)

  Kyrgyzstan 53.37
(42.08,92.52)

1.46
(1.17,2.44)

138.84
(79.84,174.52)

2.49
(1.42,3.15)

4.03
(3.68,4.39)

  Lao People’s Democratic Republic 88
(42.49,179)

2.76
(1.56,5.09)

135.86
(86.59,186.83)

2.49
(1.58,3.38)

−1.11
(−1.2,-1.02)

  Lebanon 92.26
(71.91,124.94)

3.56
(2.82,4.77)

168.34
(121.83,220)

3.23
(2.33,4.21)

−0.51
(− 0.89,-0.14)

  Malaysia 248
(156.34,317.51)

1.96
(1.3,2.44)

534.32
(349.64,710.05)

1.84
(1.23,2.42)

−0.61
(− 0.95,-0.26)

  Maldives 4.08
(2.41,7.86)

2.92
(1.92,4.99)

8.2
(6.22,10.81)

2.21
(1.65,2.81)

−2.88
(−3.24,-2.52)

  Mongolia 27.07
(18.31,52.16)

1.86
(1.27,3.36)

100.34
(65.48,134.81)

3.51
(2.13,4.7)

7.96
(6.75,9.18)

  Myanmar 793.7
(422.49,1477.39)

2.44
(1.43,4.3)

1185.45
(813.18,1578.22)

2.37
(1.63,3.13)

−0.44
(−0.69,-0.19)

  Nepal 280.74
(186.85,455.33)

1.71
(1.27,2.5)

440.32
(311.07,569.92)

1.72
(1.23,2.22)

0.26
(0.05,0.47)

  Oman 19.64
(14.63,28.77)

1.83
(1.32,2.77)

54.32
(32.47,70.09)

2.13
(1.4,2.64)

2.13
(1.52,2.75)

  Pakistan 1784.45
(1273.11,2595.61)

1.88
(1.44,2.54)

4104.57
(2847.05,5343.6)

2.27
(1.6,2.98)

1.39
(1.16,1.63)

  Palestine 88.25
(65.93,129.66)

7.53
(5.58,10.81)

209.98
(158.82,250.7)

7.24
(5.24,8.68)

−1.07
(−2.04,-0.08)

  Philippines 1067.82
(879.72,1356.65)

2.45
(2.06,2.93)

2073.06
(1561.21,2527.92)

2.27
(1.69,2.76)

−0.89
(−1.35,-0.42)

  Qatar 6.26
(4.49,10.65)

3.38
(2.63,5.23)

36.63
(24.23,61.63)

2.81
(2.06,3.99)

−1.8
(−2.18,-1.42)

  Republic of Korea 974.23
(689.21,1273.73)

2.74
(1.98,3.47)

1479.34
(923.78,1750.51)

1.91
(1.21,2.25)

−3.57
(−4.19,-2.95)
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DALY rate, and SDI, and finally interpreting the pre-
dicted results for the next 25 years.

The Nordpred package in R was employed to perform 
an age-period-cohort (APC) analysis by sex, taking 
into account the changing rates and changing popula-
tion structure, which has been fully demonstrated and 
acknowledged in prior studies, to predict the number 
of new cases and deaths from CNS cancers from 2020 
to 2044 [14]. The absolute number of events that would 
occur if the rates remained stable (baseline reference), 
decreased by 1% per year (optimistic reference), and 
increased by 1% per year (pessimistic reference), based 
on the actual observed rates in 2019, were also calcu-
lated to make comparisons with the predicted results 
easier. The Bayesian APC model integrated nested 
Laplace approximation (INLA) in R was then used to 
conduct a sensitivity analysis utilizing the BAPC and 
INLA packages to confirm the stability of the prediction 
results [15].

The ρ indices Pearson’s correlation coefficient and P 
values were derived from Pearson’s correlation analysis.

Uncertainty analysis
The uncertainty interval (UI) is calculated from the GBD 
database by multiple repeated sampling through the 
correlation matrix taking into account the differences 
between different calculation methods in different coun-
tries and the uncertainty of multiple filling of missing 
data values in different countries.

Results
Changes in the burden in Asia from 1990 to 2019
The number of cases of CNS cancers increased from 
89,649.56 (95% UI, 70,036.58-123,551.00) in 1990 to 
188,660.34 (95% UI, 142,442.95-214,510.36) in 2019 in 
all of Asia (Table 1). In contrast to the drastic increase 
in incident cases in the past 30 years, the ASIR was 
relatively steady, ranging from 9.89/100,000 persons 
(95% UI, 7.36–13.89) in 1990 to 12.14/100,000 persons 
(95% UI, 8.74–14.29) in 2019 (Table  1). The number 
of annual deaths increased from 70,769.80 (95% UI, 
55,089.26-97,707.31) to 129,519.80 (95% UI, 96,994.74-
146,915.01) in Asia, and the ASDR decreased slightly 

Table 2  (continued)

Regions 1990 2019 1990–2019 EAPC
No.(95% CI)

Death cases
No.(95% UI)

ASDR per 100,000
No.(95% UI)

Death cases
No.(95% UI)

ASDR per 100,000
No.(95% UI)

  Saudi Arabia 152.55
(82.09,344.95)

1.71
(0.91,3.94)

596.75
(436.6915.32)

2.27
(1.68,3.54)

2.75
(1.64,3.87)

  Singapore 37.86
(33.67,55.21)

1.5
(1.33,2.17)

96.92
(52.49,114.97)

1.37
(0.74,1.63)

−0.31
(− 0.63,0)

  Sri Lanka 186.76
(155,274.05)

1.46
(1.22,2.08)

524.53
(270.21,748.94)

2.18
(1.12,3.12)

4.54
(3.73,5.35)

  Syrian Arab Republic 325.81
(239.45,469.54)

4.58
(3.25,5.92)

566.3
(388.45,767.87)

4.46
(3.02,5.99)

−1.06
(−1.56,-0.57)

  Taiwan (Province of China) 372.86
(324.43,456.81)

2.09
(1.82,2.56)

657.63
(400.5886.89)

2
(1.23,2.67)

−1.05
(− 1.4,-0.7)

  Tajikistan 188.43
(149.36,246.78)

5.05
(3.75,6.06)

396.81
(257.23,511.98)

5.58
(3.56,7.17)

0.93
(0.04,1.83)

  Thailand 1092.99
(687.93,1322.85)

2.45
(1.55,2.95)

2517.89
(1064.55,3739.99)

2.74
(1.19,4.02)

0.92
(0.44,1.4)

  Timor-Leste 10.25
(6.04,18.8)

1.96
(1.35,3.01)

23.01
(13.12,32.2)

2.33
(1.38,3.24)

1.37
(0.95,1.79)

  Turkey 2340.16
(1117.34,3454.82)

5.31
(2.62,7.84)

4074.5
(1832.75,5723.9)

4.73
(2.15,6.6)

−0.58
(−2.43,1.31)

  Turkmenistan 38.12
(20,107.09)

1.35
(0.73,3.58)

172.76
(114.89,223.46)

3.71
(2.43,4.78)

11.41
(9.22,13.65)

  United Arab Emirates 46.73
(32.81,66.85)

4.5
(3.02,7.12)

314.22
(180.2465.15)

4.2
(2.62,5.75)

−1.02
(− 1.38,-0.66)

  Uzbekistan 526.34
(456.86,661.02)

3.25
(2.68,4.16)

1469.17
(975.05,1818.43)

5.06
(3.52,6.18)

7.92
(7.25,8.59)

  Viet Nam 577.67
(439.61,776.56)

1.18
(0.92,1.56)

1760.26
(1069.98,2320.37)

1.81
(1.11,2.35)

3.06
(2.72,3.39)

  Yemen 238.13
(125.32,474.86)

2.81
(1.74,5.11)

652.9
(397.99,949.52)

3.42
(2.19,5.06)

2.71
(2.4,3.02)

ASDR Age-standardized death rate, CI Confidence interval, EAPC Estimated annual percentage changes, UI Uncertainty interval
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Table 3  The DALYs and age-standardized DALY rate in 1990 and 2019 and their temporal trends

Regions 1990 2019 1990–2019 
EAPC
No.(95% CI)DALYs

No.(95% UI)
Age-standardized 
DALY rate per 
100,000
No.(95% UI)

DALYs
No.(95% UI)

Age-standardized 
DALY rate per 
100,000
No.(95% UI)

Divisions
  Asia 3,502,849.91

(2,531,323.74,5,105,631.75)
115.03
(86.22,162.92)

4,776,406.34
(3,638,971.48,5,463,357.9)

102.8
(78.16,117.75)

−0.52
(− 0.59,-0.46)

    Female 1,434,010.77
(913,361.44,2,208,875.41)

96.78
(64.28,144.8)

2,008,497.11
(1,520,951.91,2,385,839.72)

87.08
(66.3103.19)

−0.59
(− 0.69,-0.49)

    Male 2,068,839.14
(1,302,184.63,3,228,669.5)

132.55
(87.12,199.35)

2,767,909.22
(1,817,841.35,3,404,543.94)

118.2
(77.56,144.7)

−0.46
(− 0.51,-0.42)

  Central Asia 79,029.43
(68,763.69,110,071.63)

120.6
(107.31,164.36)

162,291.28
(109,999.98,194,835.32)

173.86
(118.7208.26)

1.56
(1.38,1.74)

    Female 34,883
(29,600.52,50,503.45)

101.53
(88.04,143.92)

65,905.38
(42,465.48,80,161.5)

138.16
(89.51,167.85)

1.36
(1.18,1.54)

    Male 44,146.43
(38,059.94,64,554.64)

142.34
(125.45,196.74)

96,385.9
(61,969.92,115,616.76)

212.87
(137.58,254.27)

1.71
(1.51,1.9)

  East Asia 1,817,549.89
(1,318,939.76,2,496,935.21)

159.74
(116.79,217.95)

2,110,763.86
(1,624,280.72585838.4)

125.41
(95.89,152.69)

−1.11
(− 1.25,-0.98)

    Female 784,957.4
(507,646.25,1,072,686.23)

142.49
(92.84,194.87)

900,249.17
(673,719.91,1,182,735.92)

108.7
(80.51,142.84)

−1.35
(− 1.54,-1.16)

    Male 1,032,592.49
(675,435.66,1,605,025.47)

176.62
(116.77,273.66)

1,210,514.7
(772,865.22,1,596,506.71)

142.09
(89.73,186.33)

−0.93
(−1.02,-0.83)

  South Asia 935,871.47
(607,953.45,1,518,962.03)

82.06
(58.04,126.21)

1,383,154.56
(1,081,666.99,1,662,443.04)

81.08
(63.4,97.76)

−0.17
(− 0.26,-0.09)

    Female 326,539.84
(176,873.91,675,086.98)

59.06
(35.13,111.04)

541,656.41
(422,887.68,662,721.45)

64.57
(50.56,78.43)

0.13
(0.03,0.24)

    Male 609,331.63
(342,372.13,1,012,990.3)

103.11
(63.22,162.79)

841,498.15
(575,663.06,1,081,983.03)

96.9
(65.99,124.72)

−0.31
(−0.39,-0.23)

  Southeast Asia 352,645.62
(234,131.47,535,670.32)

81.48
(57.45,116.47)

552,007.82
(379,458.87,669,066.56)

82.44
(57.08,99.53)

0.08
(0.05,0.11)

    Female 155,109.91
(91,555.89,271,689.27)

71.94
(44.86,117.87)

251,520.13
(164,225.28,312,149.65)

74.22
(49.04,91.68)

0.11
(0.05,0.18)

    Male 197,535.71
(109,760.96,329,724.13)

91.16
(55.49,140.86)

300,487.69
(172,848.95,393,313.84)

90.88
(52.74,118.46)

0.05
(0.03,0.08)

  West Asia 17,070.05
(9672.43,26,899.92)

146.81
(105.12,221.64)

29,169.61
(17,354.14,39,423.73)

138.45
(93.64,182.1)

−0.13
(− 0.09,-0.16)

    Female 7051.08
(3375,14,530.04)

124.22
(77.45,218.05)

12,900.48
(7072.91,19,353.14)

123.55
(76.82,181.06)

0.1
(0.14,0.06)

    Male 10,018.97
(4866.76,17,417.39)

168.68
(106.92,269.96)

16,269.14
(8550.94,23,226.95)

153.71
(93.49,211.07)

−0.26
(− 0.23,-0.3)

Countries
  Afghanistan 21,579.97

(8799.57,50,914.48)
186.91
(89.39,431.5)

54,529.27
(29,084.11,95,998.72)

176.03
(99.65,323.91)

−0.11
(− 0.24,0.02)

  Armenia 8293.06
(6677.54,10,428.99)

249.06
(204.07,310.16)

7508
(5907.47,9022.17)

219.3
(174.24,263.6)

−0.26
(− 0.44,-0.08)

  Azerbaijan 12,414.55
(10,246.53,15,993.46)

180.33
(149.67,222.14)

19,153.66
(13,499.01,24,307.15)

177.28
(127.45,224.7)

−0.24
(− 0.36,-0.13)

  Bahrain 356.87
(262.47,459.48)

97.32
(68.61,127.99)

1022.11
(617.93,1351.9)

72.99
(46.72,93.35)

−0.9
(−1,-0.81)

  Bangladesh 110,846.3
(57,856,197,112.85)

93.12
(55.89,149.03)

111,974.7
(74,206.4150290.76)

74.26
(48.9,99.6)

−0.82
(− 0.88,-0.77)

  Bhutan 529.06
(216.15,1074.06)

83.88
(41.96,152.89)

590.02
(348.24,909.54)

85.47
(51.07,130.05)

−0.19
(− 0.36,-0.02)

  Brunei Darussalam 316.72
(231.29,531.19)

146.81
(110.26,233.15)

562.4
(451.24,713.87)

139.73
(109.47,172.61)

0.08
(−0.09,0.25)
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Table 3  (continued)

Regions 1990 2019 1990–2019 
EAPC
No.(95% CI)DALYs

No.(95% UI)
Age-standardized 
DALY rate per 
100,000
No.(95% UI)

DALYs
No.(95% UI)

Age-standardized 
DALY rate per 
100,000
No.(95% UI)

  Cambodia 9690.45
(4561.67,19,425.57)

98.75
(53.96,176.28)

15,587.21
(9769.58,21,119.14)

101.14
(63.89,137.14)

0.06
(0,0.13)

  China 1,769,659.33
(1,286,808.74,2,432,375.2)

161.29
(118,220.25)

2,053,423.66
(1,584,338.44,2,524,971.56)

126.24
(96.01,154.8)

−1.13
(−1.27,-1)

  Cyprus 1007.23
(849.82,1425.88)

126.08
(106.41,179.8)

1919.37
(1271.94,2313.86)

118.6
(80.22,143.11)

−0.12
(− 0.18,-0.06)

  Democratic People’s Repub‑
lic of Korea

31,069.99
(18,794.58,47,524.82)

145.77
(91.68,215.33)

36,083.96
(24,028.348274.92)

125.19
(85.32,164.26)

−0.41
(− 0.48,-0.35)

  Georgia 10,103.04
(8965.14,13,446.38)

150.42
(132.85,200.54)

17,967.83
(14,429.36,22,063.81)

135.96
(110.9165.68)

2.21
(1.9,2.52)

  India 699,838.79
(463,196.48,1,161,227.73)

80.1
(57.24,126.44)

1,013,246.94
(802,753.13,1,241,603.16)

77.08
(61.02,94.35)

−0.32
(− 0.42,-0.22)

  Indonesia 141,953.13
(91,504.18,228,525.46)

81.2
(56.45,122.81)

201,930.16
(137,531.94,263,327.39)

79.72
(55.15,102.82)

−0.04
(− 0.11,0.02)

  Iran (Islamic Republic of ) 91,481.49
(49,513.61,123,035.58)

175.03
(102.02,223.69)

128,546.71
(67,681.65,153,605.56)

156.38
(81.96,187.04)

−0.31
(− 0.56,-0.07)

  Iraq 30,232.26
(20,988.25,56,241.26)

195.88
(139.32,342.11)

79,864.69
(57,728.03,103,168.15)

225.65
(162.92,289.01)

0.64
(0.42,0.86)

  Israel 7045.21
(6219.97,10,155.65)

146.3
(129.38,209.83)

15,795.59
(10,099.78,17,865.07)

158.24
(102.07,178.76)

0.12
(−0.08,0.33)

  Japan 56,617.15
(52,505.08,77,096.08)

43.63
(40.3,60.52)

88,580.82
(44,446.44,105,611.21)

54.37
(29.52,63.5)

1.02
(0.87,1.18)

  Jordan 3222.42
(2476.83,4376.6)

108.92
(85.37,150.66)

9737.27
(6955.98,12,041.62)

97.82
(69.49,120.61)

−0.45
(− 0.56,-0.34)

  Kazakhstan 8425.2
(6499.68,14,258.93)

52.12
(39.74,90.38)

22,415.97
(11,163.62,29,143.67)

118.13
(58.55,153.11)

4.01
(3.29,4.73)

  Kuwait 1042.23
(893.15,1339.11)

72.44
(62.78,94.78)

2477.72
(1736.02,3106.16)

66.18
(47.03,82.8)

0.22
(−0.02,0.47)

  Kyrgyzstan 2538
(1930.23,4622.91)

61.47
(48.02,107.45)

5935.61
(3626.57329.93)

96.47
(57.76,119.86)

1.58
(1.42,1.75)

  Lao People’s Democratic 
Republic

4875.24
(2002.29,10,819.99)

118.59
(57.39,238.3)

6168.85
(3908.77,8643)

94.87
(60.59,132)

−0.81
(− 0.85,-0.78)

  Lebanon 3813.61
(2840.25215.41)

128.89
(98.43,173.78)

6093.85
(4252.08,7858.05)

117.25
(82.62,151.49)

−0.17
(− 0.28,-0.05)

  Malaysia 11,972.5
(7140.83,15,390.55)

76.65
(47.57,98.24)

21,223.18
(13,292.23,28,837.73)

68.89
(43.62,93.06)

− 0.48
(− 0.72,-0.25)

  Maldives 223.3
(121.5459.49)

109.53
(67,205.81)

343.73
(266.02,473.65)

77.32
(59.56,102.92)

−1.33
(−1.51,-1.16)

  Mongolia 1348.81
(887.64,2776.24)

73.18
(48.71,142.22)

4144.72
(2890.59,5477.35)

127.14
(86.67,168.16)

2.53
(2.12,2.93)

  Myanmar 42,044.07
(19,768.06,86,234)

105.72
(54.63,201.07)

50,000.4
(33,503.31,68,455.5)

93.51
(62.6128.41)

−0.54
(− 0.66,-0.42)

  Nepal 17,122.5
(10,261.74,29,709.02)

78.93
(53.36,127.41)

19,582.43
(13,330.68,25,784.3)

68.94
(47.36,90.72)

−0.28
(− 0.44,-0.12)

  Oman 1001.57
(736.59,1425.1)

65.38
(48.6,97.07)

2519.74
(1453.33280.19)

72.57
(43.78,91.34)

0.8
(0.54,1.07)

  Pakistan 107,534.81
(69,104.32,170,537.13)

86.05
(62.68,124.58)

237,760.47
(161,751.61,309,213.33)

105.47
(72.77,137.31)

0.75
(0.66,0.83)

  Palestine 4147.16
(2973.75,6255.71)

255.22
(190.39,372.37)

8903
(6939.05,11,030.84)

232
(175.63,279.46)

−0.35
(− 0.48,-0.22)

  Philippines 54,877.17
(43,762.78,78,220.21)

96.71
(79.53,123.42)

90,815.42
(69,387.41,109,515.31)

86.56
(65.8104.73)

−0.44
(− 0.63,-0.25)
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with an EAPC of − 0.08 (95% CI, from − 0.13 to − 0.03), 
decreasing from 2.76/100,000 persons (95% UI, 2.21–
3.70) in 1990 to 2.75/100,000 persons (95% UI, 2.06–
3.10) in 2019 (Table 2). The number of DALYs in Asia 
increased from 3,502,849.91 in 1990 to 4,776,406.31 in 
2019 (95% UI, 3,638,971.48-5,463,357.90), and the age-
standardized DALY rate decreased from 115/100,000 
people (95% UI, 86–163) in 1990 to 103/100,000 peo-
ple (95% UI, 78–118) in 2019 (Table  3). In the mean-
time, we also observe that countries with higher SDI 
have lower ASDR with age-standardized DALY rates 
(Fig.  2C, D), which may be related to the fact that 
countries with high SDI levels can provide better 
healthcare conditions and resources, which reduces 
the mortality rate of the disease and the adjusted year 
of disability illness.

Changes in the burden in Asian divisions from 1990 
to 2019
The ASIR increased in all Asia divisions, with Central 
Asia leading the way with an EAPC of 1.88 (95% CI, from 
1.69–2.06) and South Asia having a gentle growth trend 
with an EAPC of 0.27 (95% CI, 0.18–0.35) (Table 1). The 
ASIR in West Asia was always at its highest level and had 
no obvious change (Fig.  1A). Moreover, EAPC showed a 
negative and weak correlation with both ASIR (ρ = − 0.31, 
P = 0.023, Fig. 2A) and SDI (ρ = − 0.39, P = 0.006, Fig. 2B). 
The ASDR was found to increase in most divisions besides 
in East Asia; Central Asia had the highest EAPC of 1.85 
(95% CI, from 1.65 to 2.05) (Table 2). The ASDR in Cen-
tral Asia soared in 2005 and has become the region with 
the highest ASDR, surpassing that in West Asia, which has 
been consistently high. Curiously, the ASDR in East Asia 

Table 3  (continued)

Regions 1990 2019 1990–2019 
EAPC
No.(95% CI)DALYs

No.(95% UI)
Age-standardized 
DALY rate per 
100,000
No.(95% UI)

DALYs
No.(95% UI)

Age-standardized 
DALY rate per 
100,000
No.(95% UI)

  Qatar 317.44
(222.75,546.51)

107.22
(79.36,176.24)

1692.29
(1129.56,2800.78)

85.5
(61.1128.41)

−0.77
(− 0.89,-0.65)

  Republic of Korea 43,710.22
(31,486.48,61,526.1)

108.12
(78.56,150.66)

46,150.05
(29,767.64,55,389.17)

71.43
(47.79,86.64)

−1.74
(−2.01,-1.47)

  Saudi Arabia 7543.08
(4058.77,16,619.18)

60.02
(31.97,138.12)

26,453.41
(19,219.22,39,839.35)

79.41
(59.21,120.87)

1.21
(0.83,1.58)

  Singapore 1728.69
(1534.75,2480.3)

64.08
(56.78,91.37)

3328.46
(1823.36,3953.17)

53.24
(29.26,63.75)

−0.54
(−0.8,-0.28)

  Sri Lanka 8131.68
(6646.89,12,330.34)

52.55
(43.3,77.94)

17,071.33
(9487.08,24,055.38)

71.82
(40.58,100.76)

1.92
(1.57,2.27)

  Syrian Arab Republic 15,173.08
(10,822.72,24,920.64)

155.29
(112.85,221.38)

20,391.06
(14,675.627540.06)

144.77
(104.67,194.09)

−0.36
(−0.51,-0.21)

  Taiwan (Province of China) 16,820.57
(14,545.89,20,690.01)

87.85
(76.1107.56)

21,256.24
(13,293.32,28,521.95)

79.59
(48.66,104.1)

−0.63
(− 0.76,-0.49)

  Tajikistan 9175.56
(6976.22,14,837.77)

203.64
(158,268.55)

18,572.03
(12,593.06,23,623.01)

216.7
(143.83,278.63)

−0.1
(− 0.3,0.11)

  Thailand 51,376.66
(30,546.17,63,490.24)

98.28
(59.15,120.62)

81,091.52
(36,563.3118513.65)

99.54
(48.12,141.87)

−0.14
(− 0.36,0.08)

  Timor-Leste 590.72
(287.75,1259.35)

79.59
(48.65,140.26)

1033.17
(520.54,1459.33)

86.93
(46,123.41)

0.31
(0.03,0.59)

  Turkey 106,743.6
(48,327.82,162,996.19)

198.78
(92.75,303.49)

132,888.53
(63,487.74,183,729.62)

158.27
(76.68,215.47)

−0.61
(−0.94,-0.27)

  Turkmenistan 2059.51
(1041.91,6218.48)

58.26
(30.6164.39)

7681.39
(5241.85,9913.45)

152.47
(103.55,196.33)

4.16
(3.42,4.91)

  United Arab Emirates 2549.32
(1751.93518.56)

169.61
(119.31,250.26)

14,328.37
(8217.521136.76)

151.49
(91.5206.73)

−0.4
(−0.45,-0.34)

  Uzbekistan 27,843.41
(24,505.64,35,187.04)

144.68
(126.53,177.47)

68,676.35
(44,839.62,85,680.91)

209.27
(139.09,259.09)

1.52
(1.39,1.64)

  Viet Nam 25,810.55
(19,017.47,36,303.68)

44.13
(33.04,59.63)

64,970.32
(39,208.09,85,385.63)

64.89
(39.75,84.07)

1.9
(1.67,2.13)

  Yemen 13,333.82
(5821.12,28,684.29)

107.04
(58.9206.86)

31,599.78
(18,697.52,46,414.79)

123.29
(74.87,181.54)

0.73
(0.61,0.84)

DALYs Disability-adjusted life years, CI Confidence interval, EAPC Estimated annual percentage changes, UI Uncertainty interval
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showed a downwards trend after 2000 (Fig. 1D). Further-
more, a negative correlation was found between EAPC and 
ASDR (ρ = − 0.39, P = 0.004, Fig. 2C), and a nonsignificant 
correlation was found between EAPC and SDI (P = 0.89, 
Fig.  2D). The age-standardized DALY rate increased in 
Asia overall. East Asia led the way with an EAPC of − 1.11 
(95% CI, from − 1.25 to − 0.98), followed by South Asia 
and West Asia. In addition, Central Asia and Southeast 
Asia showed an increasing trend (Table 3). There was no 
significant difference between the age-standardized DALY 
rate and ASDR; they showed the same trend. However, the 
difference is that the value of West Asia is higher, and the 
value of East Asia is lower in the age-standardized DALY 
rate than in ASDR (Fig.  1G). A negative correlation was 
found between EAPC and the age-standardized DALY rate 
(ρ = − 0.39, P = 0.004, Fig. 2E), and a nonsignificant correla-
tion was found between EAPC and SDI (P = 0.93, Fig. 2F).

Changes in the burden in different countries of Asia 
from 1990 to 2019
ASIR showed a rising trend in most countries. The 
increase was obvious in Kazakhstan and Turkmenistan, 

followed by Saudi Arabia and Mongolia, and mainly 
showed a downwards trend in Bangladesh, Maldives, 
and the Lao People’s Democratic Republic (Table 1). The 
top three countries with respect to ASIR were Palestine, 
Israel, and Iraq in 2019, and the countries with the lowest 
ASIR were Nepal, Bangladesh, and Vietnam (Fig. 3). Tajik-
istan, Turkey, and Israel had higher ASIRs among males 
than among females (Supplementary Fig.  1). The ASDR 
showed a downwards trend overall, and the Republic of 
Korea, Maldives, and Bahrain were the main countries 
with decreases. Nevertheless, the ASDR in Turkmenistan, 
Georgia, and Kazakhstan has increased substantially over 
the past 30 years. The top three countries with respect 
to ASDR were Palestine, Iraq, and Armenia in 2019, and 
the countries with the lowest ASDR were Japan, Singa-
pore, and Bangladesh (Table 2 and Fig. 3). Over the past 
30 years, the ASDR has continuously remained low in 
Nepal, Japan, and Singapore, with no appreciable changes 
(Supplementary Fig.  2). Among the GBD countries, the 
age-standardized DALY rate of Turkmenistan, Kazakh-
stan, and Mongolia was still on the obviously increasing, 
while other regions mostly were on the decline (Table 3). 

Fig. 1  The change trends of the ASIR, ASDR, and the age-standardized DALY rate among different Asia divisions. Note: A indicated both ASIR, 
B indicated female ASIR, C indicated male ASIR, D indicated both ASDR, E indicated female ASDR, F indicated male ASDR, G indicated 
the age-standardized both DALY rates, H indicated the age-standardized female DALY rate, I indicated the age-standardized male DALY rate
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The countries with the highest age-standardized DALY 
rates in 2019 were Yemen, Vietnam, and Uzbekistan; the 
countries with the lowest age-standardized DALY rates 
were Singapore, Japan, and Kuwait (Fig.  3). Georgia and 
Turkmenistan had a noticeable change in the age-stand-
ardized DALY rate (Supplementary Fig. 3).

Changes in the burden of CNS cancers in different sexes
Overall trends for both genders are comparable; however, 
after 2005, the ASIR among females increased consider-
ably in East Asia, and the ASIR among males increased 
significantly in Central Asia. Furthermore, the ASIR for 
both males and females in West Asia is still increasing 
(Fig.  1B&C). In West and East Asia, the female ASDR 
is much greater than the male ASDR, and both have 
increased rapidly in Central Asia since 2000 (Fig. 1E&F). 
Before 2005, the age-standardized DALY rate in East 
Asia was much greater in females than in males, while in 
Central Asia, the age-standardized DALY rate in males 

followed a similar trajectory to the ASDR, both of which 
increased sharply after 2000 (Fig. 1H&I).

In 1990, males and females sex ratio distributions 
for incidence, death cases, and DALYs were similar, 
with the highest ratio at 1–10 years old and decreasing 
thereafter and increasing at age 30. The only difference 
was that DALYs did not exhibit a statistically signifi-
cant peak in 55–56-year-olds (Fig. 4A-C). Age trends in 
2019 were comparable to those in 1990 for both sexes, 
with the highest risk group being 55 to 70 years old and 
a marked decline in morbidity and mortality between 
1 and 10 years; however, DALYs were still higher in the 
1–10 years old age range (Fig. 4D-F).

Changes in the burden of CNS cancers at different ages
South Asia had the highest number of incidences and 
deaths at < 20 years of age and the lowest number of inci-
dences and deaths at > 60 years of age in 1990 (Fig. 5A&C). 
In 2019, South Asia still had the highest prevalence among 
those under the age of 20, while Central Asia had the 

Fig. 2  The correlation between EAPC and both ASR (incidence, death, and DALY) and SDI. Note: A indicated ASIR, B indicated the EAPC of ASIR, 
C indicated ASDR, D indicated the EAPC of ASDR, E indicated the age-standardized DALY rate, F indicated the EAPC of the age-standardized DALY 
rate. The circles represent countries that were available on SDI data. The size of the circle represents the number of CNS cancers patients and one 
circle represents a specific country. The ρ indices Pearson’s correlation coefficient and P values were derived from Pearson’s correlation analysis. ASR, 
age-standardized incidence/death/DALYs rate; EAPC, estimated annual percentage change; SDI, socio-demographic index
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lowest prevalence among those over 60 (Fig.  5B). Nota-
bly, deaths among those under 20 years old dramatically 
declined, especially in East Asia, which accounted for only 
5.41%, while deaths were most frequent among those over 
60 years of age (Fig. 5D).

In the age structure of the 1990 CNS cancers popula-
tion, Bangladesh and Pakistan had the highest proportion 
of adolescent cases (more than 73%), whereas Japan had 
the highest proportion in the 40–59 and > 60 years old age 
groups. In addition, the smallest number of people were 
under the age of 20, accounting for only 17.81% of the 
overall number of cases (Fig. 5A). In most areas, the num-
ber of deaths in the 40–59 years and > 60 years age groups 
accounted for more than the number of cases, and the 
proportion of < 20-year-olds decreased (Fig.  5C). In con-
trast to 1990, the incidences of disease in those aged 40–59 
and > 60 years increased, while the incidence decreased 
among individuals < 20 years old. Nonetheless, Japan con-
tinued to have the highest prevalence of patients > 60 years 
old and the lowest prevalence of patients < 20 years old 
(Fig.  5B). The most common age at death was > 60 years 
old, particularly in Japan (72.17%) (Fig. 5D).

Predictions of CNS cancers incidence and death rates 
in Asia
The ASIR will continue to increase in Asia from 2020 to 
2044, but the growth rate of each division is not obvious 
(Fig. 6A). While this is happening, the ASDR in Asia will 
gradually decrease, with East Asia experiencing the most 
pronounced reduction and no other noteworthy changes 
(Fig.  6B). More evident than the decrease in morbidity 
was the decrease in mortality (Fig. 6).

From 2020 to 2044, both the incidence of and deaths 
from CNS cancers will continue to increase in Asia, espe-
cially among females. Our projections for both sexes are 
slightly higher than the negative reference of a 1% annual 
growth rate (Fig.  7). The incidence among females will 
increase from 92,506 in 2019 to 219,841, and the inci-
dence among males will increase from 104,183 in 2019 
to 200,282, both consistently above the baseline (Fig. 7A). 
The number of female deaths will increase from 90,603 in 
2019 to 148,186, always above the baseline, and the num-
ber of male deaths will increase from 101,971 in 2019 to 
162,581, always below the baseline (Fig. 7B).

Fig. 3  The spatial distribution of the ASIR, ASDR, and the age-standardized DALY rate in 1990 and 2019 in Asian countries
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Discussion
Based on results from the GBD 2019 study, the current 
study showed that the global burden of CNS cancers 
has increased in the past 30 years, as demonstrated by 
an increase in incident cases, death, and DALYs. Even 
though the ASIR increased, ASDR and the age-standard-
ized DALY rate showed a downwards trend (even though 
the change was not significant), which may be due to 
improvements in treatment and earlier, more precise 
diagnoses [2].

An in-depth analysis of the global burden of disease stud-
ies found that regional distribution, population growth, 
level of national development, age-specific incidence rates, 
changes in age structure, and gender may all be associated 
with cancers changes in incidence cases. Overall, the bur-
den of CNS cancers increases significantly in Central Asia 
and decreases in East Asia. The reason for this may be that 
the level of development varies from region to region, with 
East Asia having a more favourable prognosis for treat-
ment than other regions. It can therefore be inferred that 
DALYs associated with CNS cancers are negatively corre-
lated with areas of lower national development capacity, 
which may be an indication of a lack of access to the highly 

specialized services required to treat some complicated 
diseases. These inequalities could cause delays in diagnosis 
and make it difficult to use available treatments in a way 
that would prevent or postpone death.

From a country perspective, Kazakhstan and Turkmeni-
stan have the most significant CNS burden, while Japan and 
Singapore have the least. Age > 60 is the age group with the 
highest number of deaths, especially in Japan. While popu-
lation growth was identified as the primary cause of the rise 
in overall cancers incidence in the low SDI quintile, ageing 
and changes in incidence rates played an equal (12% each) 
role in low-middle SDI countries, and population ageing 
was the primary cause of the rise in incidence in high-mid-
dle and high SDI countries [16]. Additionally, CNS cancers 
are given less importance in environments with limited 
resources due to its relative rarity compared to other can-
cers in adults. Therefore, differences in access to these ser-
vices on various sociodemographic scales are accentuated. 
Our data indicate that age-standardized incidence rates are 
also at a higher level when socioeconomic development is 
high, but age-standardized mortality and DALY rates are 
reduced compared to low socioeconomic levels, which 
can be attributed to the level of care and more high-quality 

Fig. 4  Comparison between age patterns and of the incidence (A), death cases (B), and DALYs (C) in 1990 and the incidence (D), death cases (E), 
and DALYs (F) in 2019 in Asia countries
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resources that result from higher SDI. This finding is in line 
with the trend towards improved CNS cancers survival 
seen by the Surveillance, Epidemiology, and End Results 
Program of the National Cancer Institute (relative 5-year 
survival probability from 26 years for those diagnosed from 
8.20 to 1.20% for those diagnosed at 36 years) [17].

This study found that the highest number of deaths 
and DALYs was found in the 0–9 years age group in 
1990. Monogenic genetic diseases and ionizing radia-
tion are two primary risk factors for brain and other 
central nervous system malignancies in children, ado-
lescents, and adults. In reality, radiation appears to be 
more carcinogenic in children – particularly younger 
children – with a definite dose–response association 
[18–20]. In contrast to 1990, incident cases increased 
for the 55–70 years age group, and incidence rates and 
deaths decreased significantly for the 1–10 years age 
group. Deaths among individuals under 20 years of age 
declined sharply, especially in East Asia, accounting 
for only 5.41% of all deaths. Mounting evidence from 
diverse studies suggests that higher socioeconomic posi-
tion (SEP) is associated with an increased risk of adult 

CNS cancers compared to lower SEP individuals [21–
25]. Therefore, the prevention of cancers of the brain and 
central nervous system in populations of high socioeco-
nomic position should be emphasized.

We predicted that the ASIR would continue to 
increase in Asia from 2020 to 2044, but the ASDR will 
gradually diminish, with East Asia experiencing the 
most pronounced reduction. However, the number 
of cases and deaths related to CNS cancers in Asia is 
anticipated to increase as a result of population expan-
sion and ageing, especially among females. The expla-
nation for this could be due to the varied types of CNS 
cancers to which males and females are susceptible. 
Some studies have shown that the only neurological 
disorders that differ by less than 10% between males 
and females in terms of mortality and DALY rates are 
Alzheimer’s disease and other dementias, whereas only 
meningitis and epilepsy differ in terms of prevalence 
[17]. Policy-makers can use these predictive data to 
better avoid the emergence of cancers and enhance 
prognosis outcomes.

Fig. 5  Comparison of the age-stratified proportions of incidence (A), and death cases (C) in 1990 and the incidence (B), and death cases (D) in 2019 
in different Asian countries
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It is also crucial to keep in mind that these populations 
may experience a wide range of environmental exposures 
and influences. The only risk variables with reliable evi-
dence are the positive correlation with ionizing radiation 
and the negative association with atopic illness [26–30]. 
A causal association has not been substantiated by thor-
ough investigations of the relative influence of numerous 
other epidemiological risk variables in the population. 
Further research is required to determine how much 
environmental factors affect regional variations in inci-
dence rates.

This study provided information on the prevalence of 
CNS cancers in Asia and investigated the relationships 
between incidence, death, DALY, and different demo-
graphic parameters. Forecast data for CNS from 2020 to 
2044 are also provided. Policy-makers and governments 
require country-specific information on the global bur-
den of different diseases to adjust their national bench-
marks, implement relevant measures to reduce disease 
incidence, and allocate limited resources in their health 
care systems. Considering that the existing data in many 
countries are of low accuracy or missing, GBD research 
results can be used as a reference for studying the trends 
of different diseases in their respective locations.

There are several limitations in the study. Firstly, 
the uncertainty of GBD estimation, which results 

from the lack of actual illness burden data, is an una-
voidable limitation. In this analytical mode, it is also 
inevitable that there would be differences in the data 
obtained using various data extraction techniques and 
in the veracity of various studies. Secondly, instead of 
the actual change in the age rate of a certain age, the 
fluctuations in incidence and mortality may be par-
tially represented in the detection deviation linked 
to the modification in the screening system. Thirdly, 
data collected by cancer-related departments in vari-
ous countries may have varied diagnosis standards, 
causing confusion. Finally, the forecast of CNS cancers 
for the next 25 years is influenced by a range of fac-
tors, many of which are unknown in the future; thus, 
numerous uncertainties may have an impact on the 
forecast results. We do not influence these intricate 
factors. Nonetheless, the findings of this study have 
been quite informative.

Conclusions
Although the age-standardized death and DALY rates 
of CNS cancers have been declining, the number of 
cases, ASIR, deaths, and DALYs from CNS cancers have 
increased in Asia over the past 30 years. In contrast to 
1990, the caseload has increased among the 55–70 years 
age group; the number of deaths among individuals 

Fig. 6  Trends in the age-standardized incidence (A) and deaths (B) rates of CNS cancers by different Asia divisions: observed (solid lines) 
and predicted rates (dashed lines)
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younger than 20 years of age declined sharply, especially 
in East Asia, accounting for only 5.41% of all deaths; 
and the age group with the highest mortality rate was 
> 60 years, especially in Japan. The ASIR will continue to 
increase in Asia from 2020 to 2044, but the Asian ASDR 
will gradually diminish, with East Asia experiencing the 
most pronounced reduction. Nonetheless, the numbers 
of cases and deaths related to CNS cancers in Asia are 
anticipated to increase because of population expansion 
and ageing, especially among females. Taking these dif-
ferences into consideration, health authorities and pol-
icy-makers should make better use of limited resources 
and formulate policies and measures.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12889-​023-​17467-w.

Additional file 1. 

Acknowledgements
None.

Authors’ contributions
JL and CZ designed the research; XL, LCC and TYG collected the data and 
verified the accuracy of the data. XL and CZ verified the accuracy of the data; 
LCC, XL and JL contributed to data interpretation; XL, CZ and TYG performed 
the statistical analysis and visualization; XL and LCC wrote the manuscript. All 
authors read, critically reviewed, and approved the final manuscript.

Funding
None.

Availability of data and materials
To download the data used in these analyses, please visit the Global Health 
Data Exchange GBD 2019 data-input sources tool at http://​ghdx.​healt​hdata.​
org/​gbd-​2019/​data-​input-​sourc​es. No permission is required for anyone to 
access this data.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Fig. 7  Trends in the number of incidences (A) and death (B) cases of CNS cancers by sex in Asia. Note: Solid lines indicated observed rates 
and dashed lines indicated predicted rates. Shading indicates if the rate remained stable (baseline reference), decreased by 1% per year (optimistic 
reference, lower limit), and increased by 1% per year (pessimistic reference, upper limit) based on the observed rate in 2019

https://doi.org/10.1186/s12889-023-17467-w
https://doi.org/10.1186/s12889-023-17467-w
http://ghdx.healthdata.org/gbd-2019/data-input-sources
http://ghdx.healthdata.org/gbd-2019/data-input-sources


Page 19 of 19Liu et al. BMC Public Health         (2023) 23:2522 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Competing interests
The authors declare no competing interests.

Author details
1 Center for Evidence‑Based Medicine and Clinical Research, Taihe Hospital, 
Hubei University of Medicine, No.32, Renmin South Road, Shiyan 442000, 
China. 2 Department of Neurosurgery, Center for Evidence‑Based Medicine 
and Clinical Research, Taihe Hospital, Hubei University of Medicine, No. 32, 
Renmin South Road, Shiyan 442000, China. 

Received: 13 July 2023   Accepted: 12 December 2023

 References
	1.	 Wu K, Chen L, Chen Y, Tang SJ. Burden of brain and central nervous 

system cancers in China from 1990 to 2019. Eur Rev Med Pharmacol Sci. 
2022;26(20):7566–71.

	2.	 Patel AP, Fisher JL, Nichols E, Abd-Allah F, Abdela J, Abdelalim A, et al. 
Global, regional, and national burden of brain and other CNS cancer, 
1990-2016: a systematic analysis for the global burden of disease study 
2016. Lancet Neurol. 2019;18(4):376–93.

	3.	 Hanahan D, Weinberg RA. The hallmarks of cancer. Cell. 
2000;100(1):57–70.

	4.	 Hanahan D, Weinberg RA. Hallmarks of cancer: the next generation. Cell. 
2011;144(5):646–74.

	5.	 Louis DN, Perry A, Reifenberger G, von Deimling A, Figarella-Branger D, 
Cavenee WK, et al. The 2016 World Health Organization classification of 
tumors of the central nervous system: a summary. Acta Neuropathol. 
2016;131(6):803–20.

	6.	 Ostrom QT, Cioffi G, Gittleman H, Patil N, Waite K, Kruchko C, et al. 
CBTRUS statistical report: primary brain and other central nervous system 
tumors diagnosed in the United States in 2012-2016. Neuro-Oncology. 
2019;21(Suppl 5):v1–v100.

	7.	 Hong JT, Chae JB, Lee JY, Kim JG, Yoon YH. Ocular involvement in patients 
with primary CNS lymphoma. J Neuro-Oncol. 2011;102(1):139–45.

	8.	 Mohammadi E, Ghasemi E, Azadnajafabad S, Rezaei N, Saeedi 
Moghaddam S, Ebrahimi Meimand S, et al. A global, regional, and 
national survey on burden and quality of care index (QCI) of brain and 
other central nervous system cancers; global burden of disease system‑
atic analysis 1990-2017. PLoS One. 2021;16(2):e0247120.

	9.	 Yang X, Zhang T, Zhang H, Sang S, Chen H, Zuo X. Temporal trend of 
gastric cancer burden along with its risk factors in China from 1990 to 
2019, and projections until 2030: comparison with Japan, South Korea, 
and Mongolia. Biomark Res. 2021;9(1):84.

	10.	 Hung GY, Horng JL, Yen HJ, Lee CY, Lin LY. Changing incidence patterns 
of hepatocellular carcinoma among age groups in Taiwan. J Hepatol. 
2015;63(6):1390–6.

	11.	 Abubakar II, Tillmann T, Banerjee A. Global, regional, and national 
age-sex specific all-cause and cause-specific mortality for 240 causes 
of death, 1990-2013: a systematic analysis for the global burden of 
disease study 2013. Lancet. 2015;385(9963):117–71.

	12.	 Hankey BF, Ries LA, Kosary CL, Feuer EJ, Merrill RM, Clegg LX, et al. 
Partitioning linear trends in age-adjusted rates. Cancer Causes Control. 
2000;11(1):31–5.

	13.	 Zhou L, Deng Y, Li N, Zheng Y, Tian T, Zhai Z, et al. Global, regional, and 
national burden of Hodgkin lymphoma from 1990 to 2017: estimates 
from the 2017 global burden of disease study. J Hematol Oncol. 
2019;12(1):107.

	14.	 Møller B, Fekjaer H, Hakulinen T, Sigvaldason H, Storm HH, Talbäck M, 
et al. Prediction of cancer incidence in the Nordic countries: empirical 
comparison of different approaches. Stat Med. 2003;22(17):2751–66.

	15.	 Riebler A, Held L. Projecting the future burden of cancer: Bayesian age-
period-cohort analysis with integrated nested Laplace approximations. 
Biom J. 2017;59(3):531–49.

	16.	 Fitzmaurice C, Abate D, Abbasi N, Abbastabar H, Abd-Allah F, Abdel-
Rahman O, et al. Global, regional, and National Cancer Incidence, mor‑
tality, years of life lost, years lived with disability, and disability-adjusted 
life-years for 29 Cancer groups, 1990 to 2017: a systematic analysis for 
the global burden of disease study. JAMA Oncol. 2019;5(12):1749–68.

	17.	 Feigin VL, Abajobir AA, Abate KH, Abd-Allah F, Abdulle AM, Abera SF, 
et al. Global, regional, and national burden of neurological disorders 
during 1990–2015: a systematic analysis for the global burden of 
disease study 2015. The Lancet Neurology. 2017;16(11):877–97.

	18.	 Kleinerman RA. Cancer risks following diagnostic and therapeutic 
radiation exposure in children. Pediatr Radiol. 2006;36 Suppl 2(Suppl 
2):121–5.

	19.	 Ohgaki H, Kleihues P. Epidemiology and etiology of gliomas. Acta Neuro‑
pathol. 2005;109(1):93–108.

	20.	 Ostrom QT, Francis SS, Barnholtz-Sloan JS. Epidemiology of brain and 
other CNS tumors. Curr Neurol Neurosci Rep. 2021;21(12):68.

	21.	 Cote DJ, Ostrom QT, Gittleman H, Duncan KR, CreveCoeur TS, Kruchko C, 
et al. Glioma incidence and survival variations by county-level socioeco‑
nomic measures. Cancer. 2019;125(19):3390–400.

	22.	 Demers PA, Vaughan TL, Schommer RR. Occupation, socioeconomic 
status, and brain tumor mortality: a death certificate-based case-control 
study. J Occup Med. 1991;33(9):1001–6.

	23.	 Khanolkar AR, Ljung R, Talbäck M, Brooke HL, Carlsson S, Mathiesen T, 
et al. Socioeconomic position and the risk of brain tumour: a Swedish 
national population-based cohort study. J Epidemiol Community Health. 
2016;70(12):1222–8.

	24.	 Plascak JJ, Fisher JL. Area-based socioeconomic position and adult 
glioma: a hierarchical analysis of surveillance epidemiology and end 
results data. PLoS One. 2013;8(4):e60910.

	25.	 Porter AB, Lachance DH, Johnson DR. Socioeconomic status and 
glioblastoma risk: a population-based analysis. Cancer Causes Control. 
2015;26(2):179–85.

	26.	 Amirian ES, Zhou R, Wrensch MR, Olson SH, Scheurer ME, Il’yasova D, et al. 
Approaching a scientific consensus on the association between allergies 
and glioma risk: a report from the glioma international case-control 
study. Cancer Epidemiol Biomark Prev. 2016;25(2):282–90.

	27.	 Andersen ZJ, Pedersen M, Weinmayr G, Stafoggia M, Galassi C, Jørgensen 
JT, et al. Long-term exposure to ambient air pollution and incidence 
of brain tumor: the European study of cohorts for air pollution effects 
(ESCAPE). Neuro-Oncology. 2018;20(3):420–32.

	28.	 Mathews JD, Forsythe AV, Brady Z, Butler MW, Goergen SK, Byrnes GB, 
et al. Cancer risk in 680,000 people exposed to computed tomography 
scans in childhood or adolescence: data linkage study of 11 million 
Australians. Bmj. 2013;346:f2360.

	29.	 Pearce MS, Salotti JA, Little MP, McHugh K, Lee C, Kim KP, et al. Radia‑
tion exposure from CT scans in childhood and subsequent risk of 
leukaemia and brain tumours: a retrospective cohort study. Lancet. 
2012;380(9840):499–505.

	30.	 Taylor AJ, Little MP, Winter DL, Sugden E, Ellison DW, Stiller CA, et al. 
Population-based risks of CNS tumors in survivors of childhood 
cancer: the British childhood Cancer survivor study. J Clin Oncol. 
2010;28(36):5287–93.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	The burden of brain and central nervous system cancers in Asia from 1990 to 2019 and its predicted level in the next twenty-five years
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Data resources
	Statistical analysis
	Uncertainty analysis

	Results
	Changes in the burden in Asia from 1990 to 2019
	Changes in the burden in Asian divisions from 1990 to 2019
	Changes in the burden in different countries of Asia from 1990 to 2019
	Changes in the burden of CNS cancers in different sexes
	Changes in the burden of CNS cancers at different ages
	Predictions of CNS cancers incidence and death rates in Asia

	Discussion
	Conclusions
	Anchor 21
	Acknowledgements
	References


