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data, and from hospital and other medical records. During
the period 1920-77 a total of 621 twins developed cancer of the
breast, colon, or rectum or leukaemia. The two main con-
clusions of the study are that the incidence of the four cancers
among twins is no higher than that in the general population;
and the occurrence of the cancers in both members of a twin
pair ("concordance") is not more frequent among monozygous
than dizygous twins.
By its design the study avoids a common bias in twin studies

which may lead to overreporting of monozygous twin pairs
concordant for a disease. Twins enter the Danish study
primarily because they are twins and not because of the
occurrence of a disease.
The finding ofa similar concordance rate among monozygous

and dizygous twins suggests that genetic determinants do not
exert a strong influence in the aetiology of these four types
of cancer-an encouraging conclusion from the viewpoint of
preventive medicine.

Other papers in this first issue of Cancer Surveys include
reviews of cancer genetics, analysis of cancer in families, the
genetic epidemiology of prostatic cancer, predisposition to
cancer in rare inherited disorders such as xeroderma
pigmentosum, and the association of cancer with chromosomal
abnormalities and DNA polymorphism. The quality of the
first issue suggests that this new journal will readily become
established.
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Patients who lose weight
Anyone who is overweight is likely to be warned of the risk of
cardiovascular disease and advised to slim. But what of those
patients who come to their doctors complaining of losing
weight ? Experience suggests that involuntary weight loss is a
sign of ill health, and recent publications seem to support this
view. Normal people tend to gain weight in early adulthood,
reaching a plateau in about the fourth decade.' 2 The relative
weight ofan individual (the ratio ofhis weight to the population
mean, expressed as a percentage) should not fall substantially
at any stage. Large epidemiological studies show that mortality
is lowest in patients with a relative weight of 100% to 115%
of the mean,2 3 but it is higher in groups above and below
this weight, giving a U-shaped curve of mortality versus
relative weight. Cardiovascular disease is often the cause of
death in the people with high weights, while cancer and other
causes predominate in those whose weights are low.
A recent study of the diagnostic and prognostic significance

of involuntary weight loss is therefore of interest.4 Half of the
patients who complained of losing weight had not in fact lost
any when weighed carefully. In 35%0 of those who had actual
loss of weight no physical cause was found. Nevertheless,
most of the 91 patients with confirmed loss of weight did have
a serious underlying disorder: 59 had physical disease and
eight had a psychiatric disorder. Twenty-one of the patients
with physical disease died within two years.
The diagnoses were not obscure; indeed, most were indi-

cated by the medical history, physical examination, and results
of screening laboratory tests and radiological examination.

Cancer was the most frequent diagnosis, accounting for 20%;
but gastrointestinal disorders such as malabsorption and
inflammatory bowel disease were also seen frequently. Heart
failure was the next most common cause, alcohol abuse,
obstructive airways disease, and poorly controlled diabetes
mellitus then followed. There was only one case of thyro-
toxicosis.
The purpose of this study was to develop a diagnostic

strategy that would distinguish patients with physical causes
of loss of weight from those without. The medical history and
the results of physical examination were the most useful
discriminators. Screening laboratory tests were less helpful.
Of the investigations, the chest x-ray film was the most useful
examination, showing up masses, infiltrates, heart failure, and
lymphadenopathy. Patients who had a change in appetite,
nausea or vomiting, or a cough were likely to have a physical
cause, while those who maintained the same level of physical
activity during loss of weight and who smoked little were not.

Despite these gloomy findings comfort may be found in the
possibility that, though diseases may cause loss of weight, the
loss of weight itself in turn may influence the course of the
disease.5 For example, low body weight has a favourable effect
on both the incidence and the prognosis of breast cancer
independent of any treatment regimen6-8; the effect appears
to be due to the effect of body weight on sex hormones. Obese
men and women have depressed blood concentrations of sex-
hormone-binding globulin and of gonadotrophins,9 but these
abnormalities can quickly be reversed by loss of weight. The
clinical course of other hormone-dependent tumours of both
animals and man can also be influenced by dietary manipula-
tion of the body weight.10

Endocrine changes are not the only result of changes in
weight. Loss of weight results in alterations of cardiovascular
and respiratory function and in reduction of basal metabolic
rate, all of which could influence the body's response to
disease. Might it be that involuntary loss of weight, as well as
being a sign of illness, is also a sign of vigorous self-defence ?
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