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disparities

It is undeniable that the field of oncology has made great
strides to optimize methods of early detection and
treatment of different malignancies. Recently,
technological advancement has even established refined
associations between genetic factors such as single
nucleotide polymorphisms (SNPs) and proteomic
biomarkers, to cancer susceptibility, such as hematologic
malignancies'” . New personalized treatments to
specific oncogenic mutations have also been developed,
such as Gleevec; which specifically inhibits over-
activated enzymes in chromosomal translocations found
in B cell lymphomas™. Consequently, research in
developed countries, such as Canada, has secured greater
survival rates due to better detection, heightened
awareness of risk factors by the health care community,
and more efficacious treatment regimens. On the other
hand, little of the newly developed technologies have
been efficiently transferred to developing countries in a
financially accessible manner to the public®. In this
article, I aim to present a case for the impact of
economic inequalities on the ability of patients to access
care. The widening economic gap between different
classes of society globally has gradually heightened the
mortality risk for members of marginalized communities
worldwide. Some of the gaps in access to care can be
attributed to differing cultural contexts, such as the
tendency to self-medicate to avoid visiting doctors®.
However, the care gap remains largely attributable to the
cost burden on individuals in most developing countries

and in some impoverished areas of developed ones'®.

The common impression that cancer constitutes a
relatively minor problem in developing countries relative
to infectious pandemics has been steadily shifting in
recent years "', The situation is further exacerbated in
developing countries by the relatively poor health
infrastructure leading to lower detection, treatment and
palliative care. The inevitable consequence is that many

The malignant impact of socio-economic
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patients present with the disease at terminal stages when
treatment is more likely futile and costly. In addition,
many patients cannot afford the recommended
treatments, even if detected early enough to treat. For
instance, the scarcity of proficient mammography
facilities in Sub-Saharan Africa, and the relatively high
cost to the average individual adds to the problem of late
diagnosis of breast cancer™. In central Sudan, the
majority of breast cancer patients present at stage III or
later with frequent metastasis, rendering medical
intervention futile . This can also reflect the need to
educate the public on the importance of seeking early
medical attention, when feasible. For instance, the
implementation of cancer advocacy organizations in
certain developing countries in Asia, such as Nepal and
Pakistan, is expected to increase the rate of early
detection and treatment of common neoplasms'.

The global response to infectious pandemics such as
HIV/AIDS in developing countries is gaining
momentum and  attracting resources, including
researchers and heath care professionals globally!'.
However, the perception of cancer as a public health
emergency in developing countries is still in its infancy.
The weak health care infrastructure in developing
countries is not coincidental but can partly be traced to
global forces centered in the North, like the International
Monetary Fund (IMF). The IMF imposed structural
adjustment programs on many developing countries in
the 1990°s, which stipulated curtailment in public
spending on social services such as health care as a
precondition to receive aid"'* "*!. The tendency to spend
plenty health care resources on infectious diseases such
as HIV/AIDS and tuberculosis, although honourable, has
certainly eclipsed the need to fight the new cancer
epidemic emerging in these countries.

In the short-term, a crucial aspect of cancer treatment in
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poor countries, such as those in Sub-Saharan Africa, is to
focus on the treatment of pain and symptoms
experienced by terminal cancer patients through a
comprehensive palliative care approach, until a
sustainable framework of early screening and detection
can be funded"*. While the integration of palliative care
into national health policy remains a challenge in many
developing countries, some positive examples can be
learned from some low-resource countries, such as Cuba,
where all cancer patients receive primary care from a
team of health workers, including physicians, nurses and
social workers, at no cost!!!.

If the disparities of access to cancer treatments were due
to the infrastructure discrepancy between developed and
developing countries alone, one would predict that the
situation is less gloomy in developed countries.
However, in the United States, the absence of fully
universal health care system, still render low-income
individuals and communities highly susceptible to later
detection and poorer prognosis'®. Interestingly, some
countries offering universal health care, such as Canada,
still exhibit a negative association between socio-
economic status and susceptibility to cancer!'”. This
phenomenon showcases that basic access to health care,
without improving the living standards, is likely
insufficient to improve risk and prognosis in
impoverished communities.

In summary, socio-economic disparities remain an
under-explored influential factor for the prognosis and
potential survival of many cancer patients worldwide. As
concerned advocates in the cancer research community,
we should proceed towards establishing more equitable,
and ethical allocation of resources towards the diagnosis
and treatment across the board™!. The impressive strides
in cancer detection and treatment technologies should
not stop. Nonetheless, a new lens addressing the
inequities in technology transfer and resource
distribution to all citizens of the world needs to be
integrated in the cancer research agenda. This will
ensure that the goal of eradicating this pandemic is truly
genuine and efficacious.
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