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Introduction

· Disease, illness and ill health are often used interchangeably, although they have very different meaning.
· Disease is delivered from the word disease, meaning uneasiness or discomfort.
· Disease is an objective state of ill health which can be verified through microscopic analysis.
· For example, microscopic analysis of a particular cell may yield evidence of a change in structure resulting into diagnosis of cancer or disease.
· According to a dictionary definition, disease (from old French and ultimately Latin) is literally the absence of ease that is an impediment to free movement.
· Also, according to New Shorter Oxford Dictionary (1993), disease is a “disorder of structure or function in an animal or plant of such a degree that can produce or threaten to produce detectable illness or disorder”-or
· “a definable variety of such a disorder, usually with specific signs or symptoms or affecting a specific location” (Boyd, 2000; Brown 1993)
· Prevalence is a statistical concept referring to the “number of new and old cases of a disease that are present in a particular population at a given time”.
· Whereas incidence refers to the “number of new cases of a disease that develop in a given period of time”.
· Disease prevalence is “the number of individuals within a population who have a particular disease at a given time”.
· Disease incidence is “the number of new cases of a particular disease within a population in a given time period”.

Body

I want to talk about Cancer disease.
Cancer control is a discipline that began in the early 1900s with an emphasis on early detection (through prompt recognition of signs and symptoms) and surgical treatment of disease. It became a formal scientific discipline in the 1950s with the dissemination of the Papanicolaou test and the discovery that tobacco causes lung cancer. Today, the National Cancer Institute (NCI) defines cancer control as activities to reduce the cancer burden through dissemination and delivery of evidence-based interventions. These interventions can focus on prevention, early detection, or treatment.1
There are 3 measurements of population data that are commonly used to assess progress in cancer control-incidence rates, survival rates, and death rates. All 3 metrics are useful, but, as a single measure of progress, death rates are the most informative. Population-level incidence rates are chiefly affected by levels of exposure to risk factors and availability and use of early-detection tests. Of note, effective screening can lead to increased cancer incidence rates through detection of prevalent cases or reductions in incidence when the cancer has a treatable precursor lesion. The introduction and dissemination of new diagnostic techniques such as imaging also affects incidence rates through detection of indolent cancers. Differences in screening prevalence and detection practice over time and among population segments thus can limit the interpretation of incidence rates. Increases in survival rates, and especially 5-year survival rate, can indicate progress, but this metric is similarly susceptible to detection-related biases and is commonly misunderstood and misused. Because the cancer mortality or death rate is less affected by detection practices and reflects the overall outcome of prevention, early detection, and treatment, a downward trend in this measure is the best indication of cancer control progress.2,3.
Assessment of outcomes is impossible without high-quality, population-based data. These data are gathered by registrars working in treatment facilities in communities throughout the United States and in central cancer registries that are funded by the US Centres for Disease Control and Prevention and/or the NCI.4 The Surveillance, Epidemiology, and End Results (SEER) program of the NCI reports long-term, population-based incidence data covering up to 28% of the US population. The North American Association of Central Cancer Registries (NAACCR) compiles and reports incidence data from cancer registries that participate in the SEER program or the Centres for Disease Control and Preventions National Program of 
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Worldwide, between 1990 and 2001, mortality rates from all cancers fell by 17% in those aged 30-69 years and rose by 0.4% in those aged older than 70 years.1,2 This decline was lower than the fall in mortality rates from cardiovascular diseases, which declined by 9% and 14% in men aged 30-69 years and 70 years or older , respectively, and of 15% and 11% for women in the same age groups.1,2
Age-specific mortality rates for chronic diseases are driven by changes in exposure to risk factors, and by availability of screening systems and treatment. Advances in primary and secondary prevention and in treatment have been effective in reducing mortality from cardiovascular diseases over the past few decades, at least in developed countries.3 Therapeutic interventions have had less success in reducing deaths from most cancers. For example, in the USA, age-adjusted death rates for all cancers combined fell slightly in the 1990s (on average 1.5% per year in men and 0.6% per year women between 1992 and 1999).4 The fall in overall cancer mortality in men w mainly a result of reductions in mortality from lung, prostate, and colorectal cancers.4 In women, mortality due to lung cancer increased in the 1990s, but there was a decrease in death rates from breast and colorectal cancers.4 The fall in lung-cancer mortality in men was mostly due to lower incidence,4 itself a result of a reduction in smoking. The causes of decreased mortality from prostate cancer remain uncertain, since incidence figures over time might not be comparable because of changes in diagnostic techniques and death certification.5 Rates of death from colorectal cancer might have fallen because of early detection and removal of precancerous polyps, early detection of tumours, and improved treatment.6 For breast cancer in women , increased coverage of mammography screening 7 and successful treatment with multi-agent chemotherapy and tamoxifen have been effective in reducing mortality.8 Treatment has also been effective for some cancers in children and young adults-e.g., leukaemia and testicular cancer.9,10 5-year survival rates remain relatively low, however, for lung, oesophageal, liver, stomach, and pancreatic cancers (all<25%).9
Although a combination of screening and treatment is increasingly effective in reducing mortality from some cancers, limitations in availability of clinical interventions for other cancers, and in access to and use of existing technologies, clearly constrain the effects of treatment on population trends cancer mortality, even in developed countries. As such, primary prevention through lifestyle and environmental interventions might offer the best option for reducing the large and increasing burden of cancers worldwide.
Policies and programmes to implement such interventions depend on reliable and comparable analyses of the effect or risk factors for cancer at the population level.
Several reports have quantified the effects of risk factors on cancer incidence and mortality, as summarised in the World Cancer Report.11 Most of these studies, however, are restricted to one risk factor, one site of cancer, or one population.12,13,14,15,16,17,18.
Pisani and colleagues19 estimated the worldwide proportion of cancer incidence attributable to selected infectious agents to be about 16% Parkin and colleagues20 presented attributable fractions for several risk factor-cancer site combinations based on a review of published studies. Our aim was to estimate the worldwide and regional mortality from site-specific cancers attributable to specific risk factors, individually and jointly.

BACKGROUND—Several recent studies have reported associations between short term changes in air pollution and respiratory hospital admissions. This relationship was examined in two cities with substantially different levels of sulphur dioxide (SO2) but similar levels of airborne particles to separate the effects of the two pollutants. Significant differences in weather between the two cities allowed the evaluation of that potential confounder also. METHODS—Daily counts of admissions to all hospitals for respiratory disease (ICD 9 460-519) were constructed for persons aged 65 years older in two cities – New Haven, Connecticut and Tacoma, Washington, each city was analysed separately. Average daily concentrations of SO2, inhalable particles (PM10), and ozone were computed from all monitors in each city, and daily average temperature and humidity were obtained from the US weather service. Daily respiratory admission counts were regressed on temperature, humidity, day of the week indicators, and air pollution. A 19-day weighted moving regression filter was used to remove all seasonal and sub seasonal patterns from the data. Possible U-shaped dependence of admissions on temperature was dealt with using indicator variables for eight categories each of temperature and humidity. Each pollutant was first examined individually, and then multiple pollutant models were fitted. RESULTS—All three pollutants were associated with respiratory hospital admissions of the elderly. The PM10 associations were little changed by control for either ozone or SO2. The ozone association was likewise independent of the other pollutants. The SO2 association was substantially attenuated by control for ozone in both cities, and by control for PM10 in Tacoma. The magnitude of the effect was small (relative risk 1.06 in New Haven and 1.10 in Tacoma for a 50 micrograms/m3 increase in PM10, for example) but, given the ubiquitous exposure, this has some public health significance. CONVCVLUSIONS—Air pollution concentrations within current guidelines were associated with increased respiratory hospital admissions of the elderly. The strongest evidence for an independent association was for PM10, followed by ozone. These results are consistent with other studies and suggest that lowering air pollution concentrations would have some impact on public health.

Noncommunicable diseases (NCDs), including cardiovascular disease, diabetes, chronic lung disease, allergy, some forms of cancer, cognitive decline, osteoporosis, sarcopenia, and effective disorders, are the worlds biggest killers. They account for 35 million deaths per year, which is 60% of all deaths globally. Although the focus of much preventive strategy is on NCD in developed countries, the world Health Organisation (WHO) statistics suggest that 80% of these deaths occur in low-and middle-income countries (1). This is especially true as developing countries undergo socioeconomic improvements after reductions in infectious disease. Worse still, the WHO predicts an increase of 17% in NCD over the next decade globally. NCDs are preventable, but such a prevention strategy is absent from the millennium development goals. However, the UN General Assembly recently agreed that an international summit should be held to address the challenge of NCD, especially in low-and middle-income countries.
In this review, we address 3 points. First, we emphasize that all children are affected by their early developmental conditions, not just children exposed to a very deficient environment, and tat this has long-term consequences for their predisposition to NCD. Second, we highlight the biomedical implications of the developmental origins of health and disease (Doodad) concept of NCD. Last, we emphasize the policy implications of these issues.

Worldwide, deaths due to malignancy are the second common leading cause of mortality.
Globally, about one in six deaths is due to malignancy. Roughly, 70% of fatality from cancers occur in low-and middle-income countries.1 Cancer mortality in India has increased twofold from 1990 to 2016.2 Cancer in India has approximated 1.15 million new cancer patients in 2018 and is anticipated to almost double as a result of demographic changes alone by 2040.3.
Classical end points in clinical therapeutic trials in oncology have been usually defined by total, recurrence-free, or systemic disease-free survival. Primarily, these allow an adequate description of the biological course of the disease. In current oncological research, positive developments in the management of cancer patients as measured by such end points must be presumed to be only of a rather small magnitude. This signifies, on the one hand, that. Prospectively only by large-scale multicentre trials and retrospectively only by meta-analyses of commensurate trials can adequately numbers of patients be reached to allow a detection of treatment benefits of a pragmatic size.

Conclusion

In 2003, based on the positive results of the Europe Against Cancer programme, the council of the European Union recommended implementation of respective screening programmes in the Members States, according to European quality assurance guidelines where they exist. This report focuses on the implementation of the Council Recommendation on Cancer Screening in the EU, prepared four years after adoption, and shows that Europe leads the way worldwide in implementation of population-based screening, with over 50 nationwide programmes for breast, cervical or colorectal cancer currently running or being established and over half a billion examinations, at current levels, being performed over a 10-year period in the EU. The lessons learned in Europe in managing, monitoring and improving the quality of screening on such a large scale will be instructive for other regions of world preparing to implement and expand population-based screening programmes in coming years. The first report on implementation of the Council importance of providing adequate sustainable resources for planning and piloting population-based cancer screening programmes before they are rolled out across a country.
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