Socioeconomic deprivation and
inequalities in lung cancer: time to

delve deeper?

Helen A Powell

Inequalities in lung cancer care between
the richest and poorest in society attract
attention and rightly so; the disease is
most prevalent and survival poorest in
those who are deprived." Through
improved awareness, earlier diagnosis and
higher rates of curative treatment,
predominantly by surgical resection, we
have seen improvements in lung cancer
survival over the last decade. Unfortu-
nately, there is evidence to suggest that
deprived people are less likely to benefit
from any of these interventions compared
with the more affluent. Socioeconomic
deprivation is associated with reduced
participation in lung cancer screening
trials.” This is due, at least in part, to
perceptions that lung cancer is an uncon-
trollable, self-inflicted, smokers’ disease.’
Encouraging results from a study of ‘Lung
Health Checks’ in Manchester suggest
that it is possible to reach more deprived
people if the service is designed
appropriately.*

Survival differences between the most
and least deprived patients with lung
cancer may be related to comorbidity;
it is well recognised that overall survival
from cancer is worse in poorer people.’
In lung cancer specifically, this may
reflect differences in treatment rates and,
even without the specific effects of socio-
economic variation, there are geograph-
ical variations in lung cancer treatment
rates, attributed by some to varying
practice  between  multidisciplinary
teams (MDT). In this issue of Thorax,
Belot et al’ add to the growing body
of evidence that the higher the level of
deprivation, the less likely people are to
have surgery for lung cancer. The focus
of the study is factors affecting surgical
resection which is described as ‘major’
but is assumed to be equivalent to surgery
with curative intent. Also considered
were age, stage, COPD, cerebrovascular
disease and heart failure. Unsurprisingly,
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older people with advanced stage lung
cancer and comorbidities were least
likely to have had surgery. These factors
did not completely explain the variation
by socioeconomic status. The study tells
us that the deprived people were less
likely to have had surgery, but cannot
explain why this was the case. There
are two main hypotheses for this: (1)
deprived patients were less likely to
be assessed as fit enough, that is, there
is comorbidity associated with depri-
vation that is not accounted for in the
study, and thus they were not offered
surgery, or (2) they were deemed fit
enough but declined the recommended
treatment.

One factor influencing fitness which
Berlot and colleagues were not able to
account for is whether or not patients
smoked. We know that rates of smoking
are significantly higher in more deprived
areas,” and are linked to development of
lung cancer and in the pathogenesis of
many comorbidities which may preclude
surgery. Heavy smoking may affect severity
of COPD and smoking itself may reduce
the likelihood of patients being offered or
accepting of surgery, despite clear recom-
mendations that one should not wait for
a patient to stop smoking before offering
lung cancer resection. Obesity, alcohol
and substance abuse are also more prev-
alent among deprived people and may
contribute to an assessment that a patient
is not fit for surgery. We also know that
risk prediction models based on clinical
factors such as performance status do
not perform particularly well in trying to
predict postoperative mortality,” and there
is variation in practice between surgeons in
how they assess fitness for surgery. More
deprived patients with a higher incidence
of smoking (and therefore related comor-
bidities) have poorer health outcomes and
survival overall,'’ and may be less likely
to be deemed ‘fit’ either through subjec-
tive or objective measures (such as cardio-
pulmonary exercise testing) than less
deprived (more affluent) patients with the
same performance status, age, stage, and
so on.

We do not know how many patients
in this study were offered surgery but

declined. In a study based in the USA, 3%
of 166000 patients with stage 1A lung
cancer who were offered surgery, 11%
of those offered chemotherapy and 6%
of those offered radiotherapy declined,
and poorer people were more likely
to decline recommended treatment.'!
This would be an interesting study to
conduct in the UK where treatment is
free to all, and also in other European
countries with free healthcare and better
lung cancer survival. There is very little
research looking at why patients turn
down recommended treatment but it
is likely to be due to a combination of
psychosocial factors and different health
behaviours such as willingness to seek
medical advice. Anecdotally, patients
may have a fear of hospitals, an unwill-
ingness to venture into an unknown
larger town or city, be socially isolated
with no-one to care for them after
treatment, or have caring or financial
commitments that would suffer if they
spent time in hospital and recovering
from surgery. Population-based data
suggest that increasing distance from
the surgical centre reduces the likeli-
hood of patients having surgery.'? If this
is due to financial pressures and people
being unable or unwilling to travel
long distances for treatment it is likely
to affect deprived people more than
affluent. Interestingly, in another UK
study there was no association between
socioeconomic status and likelihood
of having surgery for lung cancer after
accounting for the finding that patients
first seen at a surgical centre were more
likely to receive surgery than those first
seen at a peripheral hospital."® If surgical
services are centralised due to evidence
suggesting that higher case volume is
associated with better outcomes, this
needs to be balanced with access in order
not to discriminate against people who
are unable or unwilling to travel a long
distance for treatment.'

There is compelling evidence for social
inequalities affecting whether or not
patients have surgery for lung cancer,
which cannot be explained simply by
differences in age, performance status
and a limited number of comorbidities.
With earlier detection through awareness
campaigns and the introduction of lung
cancer screening in the UK, we hope that
curative surgery will be an option for a
much higher proportion of patients. The
more deprived patients may be harder to
engage in such programmes and treatment
may also present a challenge. The only
way to unpick this is to examine each
patient on a level that routinely collected
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data cannot provide; to delve into patient
understanding, preference and choice
and see whether this is what precludes
treatment, or whether they are truly less
fit in a way that is not represented by
crude assessments such as performance
status and a selection of comorbidities.
A prospective, more qualitative study of
patients who appear on paper to be fit but
do not receive surgery, with knowledge
of the MDT recommended treatment, is
more likely to determine whether there
are modifiable non-clinical factors which
really influence treatment decisions.
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