
safety of bovine gangliosides was carried out in Ferrara,
Italy. No case of Guillain-Barre syndrome was found,
but the sample was small (18 945 person years) given
the incidence of the syndrome (0-6 to 19/100000
population yearly).'

Studying the aetiology of conditions whose patho-
physiology and clinical course are poorly understood
may be difficult and controversial. Formal epidemio-
logical studies in this setting, however, can be justified
only if the efficacy of the suspected causal drug is
clearly delineated. This is not the case with ganglio-
sides, and hence the Spanish National Commission of
Pharmacovigilance has proposed their withdrawal.
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The incidences oflung cancer
and breast cancer in women in
Glasgow

Charles R Gillis, David J Hole,
DouglasW Lamont, Ann C Graham,
Stella Ramage

Death rates from lung cancer have been increasing
steadily in women since the 1950s.' We report changes
since 1975 in the incidence of breast and lung cancer in
women in Glasgow, an area where the incidence of lung
cancer is particularly high.2

Methods and results
We studied all incident cases of lung cancer (ICD

(ninth revision) code 162) and breast cancer (ICD
(ninth revision) code 174) that occurred during
1975-90 in women resident in the City of Glasgow
local government district (population in 1990,689 000).
Incidence rates were standardised for age against the
population for 1981. Population data were obtained
from the annual reports of the registrar general for
Scotland.
The age standardised incidence of lung cancer

increased from 52/100000 in 1975 to 115/100000 in
1990. That of breast cancer increased slightly from
97/100000 in 1975 to 105/100000 in 1990 (figure).
Women aged 55-64 were the youngest group in whom
the incidence of lung cancer increased. The steepest
increase occurred in women aged 65-74: in these
women the rate for 1990 was 3-6 times that for 1975
(p < 0001). Women born during 1915-29 experienced
the highest rates of lung cancer. The incidence for a
given age progressively decreased for women born
after 1930. The median age at diagnosis of lung cancer
was 62 for women born during 1915-29.

Ratios of mortality to incidence for breast and lung
cancer in Glasgow changed little between 1975 and
1990. Registrations based solely on death certification
data showed a similar pattern for both sites over the
period.

Comment
The increase in the incidence of lung cancer is

unlikely to be due to bias in the registration of cancer in
Glasgow. It is also unlikely to be an artefact of lung
cancers being registered without histological verifi-

cation. A case-control study carried out in westem
Scotland during 1976-81 compared exposure to
cigarette smoke for patients with lung cancer with and
without histological verification and showed no differ-
ence in the relative risk.2
Our results are consistent with the considerable time

lag between exposure to risk and onset of lung cancer.
Smoking became common among men before the first
world war and among women some 40 years later.' The
first effects of this on rates of lung cancer were
observed in men from the late 1940s onwards,' consis-
tent with a latent period for lung cancer related to
smoking of roughly 40 years.3 Comparable mortality
from lung cancer in women was seen from 1980
onwards.2 The highest age specific rates of lung cancer
in Glasgow were found in women bom during 1915-29.
On average, these women started smoking at the age of
20 and developed lung cancer at 62. A case-control
study of smoking and lung cancer in Glasgow and
westem Scotland2 and a study of a cohort of the general
population of Renfrew and Paisley4 suggest that these
women were more likely to have taken up cigarette
smoking, were less likely to have given up, smoked
more per day, and started smoking earlier than women
bom before 1915. Women bom after 1930 had similar
smoking habits to those bom in 1915-29 except that a
higher proportion smoked lower tar cigarettes.
The risk of lung cancer is now set for many women.

Only a reduction in cigarette smoking will prevent
young women experiencing the premature morbidity
of their elders, but they are unlikely to achieve this
without help. More effective methods of preventing
and stopping smoking are required. Forty years after
Doll and Hill's seminal paper linking lung cancer to
cigarette smoking' this cancer, for which prospects for
long term prevention are good, has paradoxically
become more common than breast cancer, whose
causes are less well understood and for which prospects
for primary prevention seem limited.
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1 Royal College of Physicians of London. Smoking and health now. London:
Pitman, 1971.

2 Gillis CR, Hole DJ, Boyle P. Cigarette smoking and male lung cancer in an area
of very high incidence. I. Report of a case-control study in the west of
Scotland.jEpidemiol Community Health 1988;42:38-43.

3 Schottenfeld D, Fraumeni JF. Cancer epidemiology and prevention. Philadelphia:
W B Saunders, 1982.

4 Gillis CR, Hole DJ, Hawthorne VM. Cigarette smoking and male lung cancer in
an area of very high incidence. II. Report of a general population cohort study
in the west of Scotland. I Epidemiol Community Health 1988;42:44-8.

5 Doll R, Hill AB. A study of the aetiology of carcinoma of the lung. BMJ
1952;ii: 1271-86.

(Accepted 30 September 1992)

West ofScotland Cancer
Surveillance Unit, Ruchil
Hospital, Glasgow G20
9NB
Charles R Gillis, consultant
epidemiologist
David J Hole, principal
epidemiologist
DouglasW Lamont, senior
statistician
Ann C Graham, cancer
records officer
Stella Ramage, programmer

Correspondence to: Dr
Gillis.

BM_ 1992;305:1331

au 125
u

C: E 100 Breast

0 LungCo75
C O

< 50LC)

M u

25

0Zo
\ \go \q0 \q9

Year
Incidence ofbreast and lung
ca*lcer in women in the City of
Glasgow, 1975-90

BMJ VOLUME 305 28 NOVEMBER 1992 1331

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.305.6865.1331 on 28 N
ovem

ber 1992. D
ow

nloaded from
 

http://www.bmj.com/

