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Cancer News at Christmas: An Epidemiologic Epiphany

Call me sentimental, but I find it impossible not to get swept up in the aspirations that adorn this season.  Good cheer, good deeds, good will toward all.  
So it seemed to me that by providing a report on the global toll of cancer near Christmas time (http://www.cancer.org/docroot/STT/content/STT_1x_Global_Cancer_Facts_and_Figures_2007.asp), the American Cancer Society had adopted the role of Scrooge.  The news that roughly 12 million people will receive a cancer diagnosis, and nearly 8 million of us will die from cancer each year is not exactly in the holiday spirit.  

But between the lines of this report, the Cancer Society has delivered a message of hope, and perhaps even the opportunity for redemption.  What could be better suited to the Christmas season than that?

What is most provocative in the report is not the total global burden of suffering and death cancer causes, dramatic though that may be.  Rather, it is the variations in cancer occurrence around the world, and the insights provided about how much of cancer’s toll need not occur at all.


In developing countries, cancer of the cervix is a leading cause of mortality in women, causing over 270,000 deaths per year.  Yet this infection-related cancer is now preventable by vaccine, and has long been treatable when detected early using the Pap smear.  As a result, death from cervical cancer in developed countries is relatively rare (roughly 40,000 deaths per year). If women around the world are dying for want of a Pap smear, we have a compelling reason to ask ourselves why we are permitting that.

Cancer of the liver, related to the transmission of hepatitis, is a leading cause of death in developing countries, but not so in developed countries.  Again, an infection preventable with vaccine is causing death because of inequities in the distribution and use of existing resources. Vaccines and sanitary practices to prevent the transmission of hepatitis make liver cancer a generally remote concern, but these practices are not applied equitably across the globe.

In contrast, prostate and colon cancers are common in developed countries, where they likely relate to such factors as epidemic obesity, physical inactivity, caloric excess, and associated excesses of sugar, salt, and the wrong kinds of dietary fat. A comparison to developing countries shows that these conditions need not occur nearly so often. 


There is one equal-opportunity killer in this report, and that's tobacco. Lung cancer is a leading cause of death around the globe, and even that is just part of the devastation tobacco imposes. From a public health perspective, tobacco is nothing less than a plague, killing more than 5 million people a year, roughly a third of them with lung cancer.  Does any amount of profit justify the continued marketing of such a product? 

Variation in cancer epidemiology around the world owes very little to differences in genetic vulnerability.  The genetic variation among a Rhode Islander, a Rwandan, a Russian, and for that matter a radish- is much less than that among diverse strains of bacteria.  Of course we differ importantly, even dramatically from one another and other species at the level of our genes.  But our differences occur within a range of colossal similarity.  From the flight path of our dreams, to the form and function of our DNA, we are deeply alike.

There is vastly more cultural than genetic variation among human populations across the globe. When disease rates differ among populations, this generally has a lot to do with environments, exposures, and resources- and relatively less to do with genes, with rare if noteworthy exceptions. This is good news, since we have far more capacity to alter environments and exposures and the use of resources, than we do our genes, at least for now.

That cancer kills nearly 8 million of us a year is a dramatic fact, but not specifically a call to arms. After all, what number should we be aiming for? That different cancers prevail in different societies offers a much clearer mandate for action.   Each population group has the potential to experience the lower disease rates of the other if we were to apply what we know both effectively, and equitably.

People are people all around the world. Comparing ourselves to one another shines a spotlight on the magnitude of preventable suffering and death our current behaviors, policies, and priorities condone. The lower frequency of specific cancers and cancer death developed and developing countries observe in the other is the target for which each should aim.   When we have the knowledge to hit those targets, are we not morally obligated to apply it?  

Between the lines, this global report on cancer offers a seasonal epiphany along with the cold, hard facts of epidemiology.  It reminds us of our common vulnerabilities.  Used well, it offers developed and developing countries alike the hope of the lower rates of specific cancers experienced by the other.  When it comes to health, we may live worlds apart, but we are, it seems, all in the same boat.  
We ignore this at our collective peril, as the aggregate toll and glaring disparities in this report illustrate.  If and only if we recognize our common humanity and embrace its implications may we hope to chart and follow a course to better health, and brighter destinies for our extended, human family.  After all, whatever your position in the boat- there is but one horizon.
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