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Note: This column is made possible
through an educational grant from C-
Change, a Washington, DC, based orga-
nization comprising the nation’s key
cancer leaders from government, busi-
ness, and nonprofit sectors. These
cancer leaders share the vision of a
future where cancer is prevented,
detected early, and cured or is man-
aged successfully as a chronic illness.
The mission of C-Change is to leverage
the combined expertise and resources
of its members to eliminate cancer as a
(major) public health problem at the
earliest possible time. C-Change is
both a forum and a catalyst for identi-
fying issues and major challenges fac-
ing the cancer community and for ini-
tiating collaborative actions to com-
plement the efforts of individual C-
Change members. Medical-Surgical
nurses are invited to learn more about
this important organization by visiting
www.ndoc.org
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Let’s Talk ‘Cancer Prevention’

In the inaugural column of this fea-
ture, Dr. Connie Curran (2005),

executive director of C-Change,
talked about her belief that med-
ical-surgical nurses are at the fore-
front of health care delivery in the
United States. I could not agree
more! Because of their roles, med-
ical-surgical nurses interface with
various types of patients on mixed
medical-surgical units and in clinics
or physician practices. Addi-
tionally, we interface with cancer
survivors as our patients or as fam-
ily members of patients, and we
work with well people to maintain
their health. Last, but not least

important, medical-surgical nurses
work with our colleagues who may
be at risk for cancer, receiving treat-
ment for cancer, or celebrating sur-
vivorship. Cancer prevention and
early detection are important to all
of us because we know that if can-
cer is detected early, it is more man-
ageable. With that in mind, the pur-
pose of this column is to provide an
overview of prevention and early
detection. Some of the concepts
may be familiar and will serve as a
review, while other information will
be new and useful to your practice.

Cancer Prevention
Cancer prevention is defined as

the reduction of cancer mortality
by reducing the incidence of can-
cer. This can be accomplished by
avoiding a carcinogen or altering its
metabolism; pursuing lifestyle or
dietary practices that modify can-
cer-causing factors or genetic pre-
dispositions; and/or medical inter-
vention (chemoprevention) to suc-
cessfully treat precancerous lesions
(National Cancer Institute [NCI],
2005). Preventive health care is
more dynamic than health mainte-
nance because it requires the indi-
vidual to enhance his or her health
status actively, rather than main-
tain the status quo. The three levels
of prevention are primary, sec-
ondary, and tertiary (Haas &
Hackbarth, 2001).

Primary prevention. Primary
prevention consists of health pro-
motion activities that are focused
on protecting against the occur-
rence of cancer. It includes teaching
patients about healthy lifestyle
behaviors such as smoking cessa-
tion. The most consistent finding,

over decades of research, is the
strong association between tobacco
use and cancers of many sites.
Hundreds of epidemiologic studies
have confirmed this statistical rela-
tionship. Further support comes
from the fact that lung cancer death
rates in the United States have mir-
rored smoking patterns, with
increases in smoking followed by
dramatic increases in lung cancer
death rates and, more recently,
decreases in smoking followed by
decreases in lung cancer death
rates in men. Additional examples
of modifiable cancer risk factors
that are amenable to primary pre-
vention include alcohol consump-
tion (associated with increased risk
of oral, esophageal, breast, and
other cancers), physical inactivity
(associated with increased risk of
colon, breast, and possibly other
cancers), and being overweight
(associated with colon, breast,
endometrial, and possibly other
cancers). Based on current evi-
dence, it is now thought that avoid-
ing excessive alcohol consumption,
being physically active, and main-
taining recommended body weight
may all contribute to reductions in
risk of certain cancers; however,
compared with tobacco exposure,
the strength of the effect is modest
or small, and therefore the strength
of evidence is often weaker. Other
lifestyle and environmental factors
known to affect cancer risk (either
beneficially or detrimentally) in-
clude certain sexual and reproduc-
tive practices, the use of exogenous
estrogens, exposure to ionizing radi-
ation and ultraviolet radiation, cer-
tain occupational and chemical
exposures, and infectious agents
(NCI, 2005).

Secondary prevention. Sec-



ondary prevention refers to health
behaviors that promote early detec-
tion, early treatment, and limited
disability. For example, genetic test-
ing for high-risk individuals, with
enhanced surveillance or prophy-
lactic surgery for those who test
positive, is already available for cer-
tain types of cancer, including
breast and colon cancers. Screening
for colon cancer through fecal
occult blood testing can reduce
both colon cancer incidence and
mortality, presumably through the
detection and removal of precan-
cerous polyps. Similarly, cervical
cytology testing (using the Pap test)
leads to the identification and exci-
sion of precancerous lesions. Over
time, such testing has been followed
by a dramatic reduction of cervical
cancer incidence and mortality
(Haas & Hackbarth, 2001).

Tertiary prevention. Tertiary
prevention is directed toward reha-
bilitation after a disease or condi-
tion already exists to minimize dis-
ability and help the person to live
productively with limitations.
Tertiary prevention is used when
disability is permanent and irre-
versible. This type of prevention is
aimed at minimizing disease pro-
gression effects and disability.

Prevention and Early
Detection Resources

Each year the American Cancer
Society (ACS) provides estimates of
the number of new cancer cases
and deaths expected in the current
year. It uses information from the
NCI and the National Center for
Health Statistics to compile the
most recent data regarding inci-
dence, mortality, and survival. In
their recent statistical summary of
these data, Jemal et al. (2005) pro-
vided tables and charts displaying
estimates of new cancer cases by
state and by anatomic sites in both
males and females. It is sobering to
note that 1,372,910 new cases of
cancer are estimated to be diag-
nosed and 570,280 people are pro-
jected to die from this disease in
2005. Cancer continues to be one of
the five leading causes of death,
ranking second only to heart dis-
ease in all ages. When age-adjusted
death rates are analyzed, cancer is
the leading cause of death among
both genders under age 85.

Alarmingly, cancer is the leading
cause of death for women aged 40
to 79 and men aged 60 to 79 (Jemal
et al., 2005). 

Clearly, screening and early
detection are challenging in any dis-
ease, but the possibility of receiving
a cancer diagnosis remains a barri-
er for some individuals when they
suspect an abnormality. In January
2000, the ACS began publishing an
annual summary of its recommen-
dations for early cancer detection,
including updates (Smith,
Cokkinides, & Eyre, 2005). The ACS
recommendations for the early
detection of cancer in average-risk
asymptomatic individuals are sum-
marized in Table 1. For a more
detailed discussion of the rationale
for these recommendations, see
Smith and colleagues (2005).
Additionally, guideline reviews and
detailed guideline updates can be
found at http://CAonline.AmCancer
Soc.org.

The NCI also provides informa-
tion in the “Cancer Pre-
vention” section of the PDQ
(Physician Data Query), which is
NCI’s comprehensive cancer data-
base (NCI, 2005). It contains peer-
reviewed summaries about cancer
treatment, screening, prevention,
genetics, supportive care, and com-
plementary and alternative medi-
cine. It also consists of a registry of
approximately 2,000 open and
13,000 closed cancer clinical trials
from around the world, as well as
directories of physicians and other
health care professionals who pro-
vide genetic services. Additionally,
organizations that provide cancer
care are  identified in the PDQ.

C-Change also provides infor-
mation about cancer prevention,
early detection, and related infor-
mational Web sites at http://
www.ndoc.org. C-Change is com-
prised of about 130 members —
including the heads of federal and
state governmental agencies, pri-
vate businesses, the motion picture
industry, and nonprofit groups —
whose missions relate to cancer
research, control, and/or patient
advocacy. Other individuals with a
deep concern about cancer and
who have achieved prominence in
the entertainment, news, and other
industries or endeavors also are
engaged in C-Change.

Teachable Moments
From the recommendations in

Table 1, it is evident that cancer
screening should occur in the con-
text of health and wellness exami-
nations. As individuals age, they
may acquire chronic health prob-
lems. In the midst of ongoing care
for these problems, cancer screen-
ing and early detection should con-
tinue. Medical-surgical nurses meet
people in a variety of settings with-
in health care, as well as in social
situations. They must use these
opportunities to serve as role mod-
els by engaging in appropriate
screening practices themselves and
must make use of the “teachable
moments” to educate patients, fam-
ily, and friends about cancer risk
factors, screening, and early detec-
tion. Many challenges exist in this
regard; Smith et al. (2005) stated
that among adult women 50+ years,
34% were adherent with all the
early detection tests for breast, cer-
vical, and colorectal screening; 25%
were adherent with breast and cer-
vical cancer screening; and 41%
were not adherent with any of the
screening recommendations. The
statistics are equally poor for men
aged 50+. Only 9% were adherent
with colorectal cancer screening,
41% reported undergoing colorec-
tal screening and PSA testing, 23%
reported PSA testing alone, and
27% reported not receiving any
screening for colorectal cancer or
PSA testing for prostate cancer
detection. 

It would be naive to think that
health care access factors do not
play a role in screening adherence.
Factors such as health insurance
coverage and having a regular
provider and a usual source of care
are related to adherence with
screening recommendations. De-
layed access or late reporting of
symptoms is clearly related to late-
stage cancer at diagnosis. Late-
stage diagnosis is found among the
uninsured, the underinsured, older
adults, and underserved ethnic and
socially disadvantaged groups.
Even for insured groups, barriers of
time constraints in hectic sched-
ules and lack of reminder systems
for patients have played a role in
reducing screening.



Table 1.
American Cancer Society Recommendations

Cancer Site Population Test or Procedure Frequency

Cancer-related
physical exam
(check-up)

Breast

Cervix

Endometrial

Men and women
aged 20+

Women aged 20+ 

Women aged 18+

Women at
menopause

Should include exam for cancers of the
thyroid, lymph nodes, oral cavity, skin, tes-
ticles, ovaries, uterus, as well as health
counseling about tobacco cessation, sun
exposure, diet and nutrition, sexual prac-
tices, environmental and occupational
exposures, and other applicable risk fac-
tors.

Breast self-exam (BSE)

Clinical breast exam (CBE)

Mammography

Pap test

At menopause, women at average risk
should be counseled about risks and
symptoms of endometrial cancer and
strongly encouraged to report any unex-
pected bleeding or spotting to their physi-
cians.

At routine physical exam for age.

Beginning in their early 20s, women
should be instructed about the bene-
fits and limitations of BSE, as well as
need for prompt reporting of any
abnormal findings. Women should
receive appropriate instruction and
have their technique reviewed at the
time of their periodic health exam. It
is acceptable for women to choose
not to perform BSE or to perform
BSE irregularly.

CBE should be part of a periodic
health exam for women in their 20s
and 30s, preferably at least every 
3 years. Asymptomatic women aged
40+ should receive CBE as part of
their health exam, preferably 
annually.

Begin annual mammography at age
40 (annual CBE should be performed
prior to mammography).

Cervical cancer screening should
begin about 3 years after a woman
begins having vaginal intercourse,
but no later than 21 years of age.
Screening should be conducted
annually with conventional Pap tests
or every 2 years using liquid-based
Pap tests. At or after age 30, women
who have had three normal tests
sequentially may get screened every
2-3 years with cervical cytology, or
every 3 years with HPV DNA testing
plus cervical cytology. Women 70+
years of age who have had three or
more normal Pap tests and no abnor-
mal pap tests in the last 10 years,
and women who have had a total
hysterectomy may choose to stop
cervical cancer screening.



Have You Been Screened?
As medical-surgical nurses, we

must use every opportunity we
have in our practice to educate
about screening and early detec-
tion, whether we use marketing
tools from ACS or other cancer-
related organizations. Additionally,
we can work with the media to edu-
cate members of our local commu-
nities about screening recommen-
dations and the positive outcomes
of early detection. The ACS, the
American Diabetes Association,
and the American Heart Asso-
ciation recently announced a col-
laboration to address a common
preventive health agenda (Eyre,
Kahn, & Robertson, 2004a; Eyre,
Kahn, & Robertson, 2004b; Eyre,
Kahn, & Robertson et al., 2004a;
Eyre, Kahn, & Robertson et al.,
2004b). The goal of this partnership
is to stimulate substantial improve-
ments in primary prevention and
early detection through teamwork
with key organizations, legislative
action that produces increased
funding for and access to primary
prevention programs and research,
greater public awareness about
healthy lifestyles, and reconsidera-
tion of the periodic medical exami-
nation as an effective platform for
prevention, early detection, and

treatment. When I read about this
alliance, I asked myself, “Where are
the nurses?” Nurses have been
focused on prevention since the
time of Nightingale, so why are we
not part of such a joint venture to
improve the health care of our
nation? Nurses are pervasive in the
health care system and we should
be able to problem-solve these
issues with creative, innovative
ideas, as well as plain old-fashioned
education. So let me take this
opportunity to ask: “Have you
undergone cancer screenings late-
ly?”■

References
Curran, C.R. (2005). Enlisting medical-surgical

nurses in the battle against cancer.MED-
SURG Nursing, 14(1), 73-74.

Eyre, H., Kahn, R. & Robertson, R.M., & the
American Cancer Society, the American
Diabetes Association, and the American
Heart Association Collaborative Writing
Committee. (2004a). Preventing cancer,
cardiovascular disease, and diabetes: A
common agenda for the American can-
cer Society, the American Diabetes
Association, and the American Heart
Association. CA: A Cancer Journal for
Clinicians, 54(4), 190-207.

Eyre, H., Kahn, R., Robertson, R.M. & the
American Cancer Society, the American
Diabetes Association, and the American
Heart Association Collaborative Writing
Committee. (2004b). Preventing cancer,
cardiovascular disease, and diabetes: A
common agenda for the American
Cancer Society, the American Diabetes

Association, and the American Heart
Association. Diabetes Care, 27(7), 1812-
1824.

Eyre, H., Kahn, R., Robertson, R.M., Clark,
N.G., Doyle, C., Hong, Y., et al. (2004a).
Preventing cancer, cardiovascular dis-
ease, and diabetes: A common agenda
for the American Cancer Society, the
American Diabetes Association, and the
American Heart Association. Circulation,
109(25), 3244-3255.

Eyre, H., Kahn, R., Robertson, R. M., Clark,
N.G., Doyle, C., Hong, Y., et al. (2004b).
Preventing cancer, cardiovascular dis-
ease, and diabetes: A common agenda
for the American Cancer Society, the
American Diabetes Association, and the
American Heart Association. Stroke,
35(8), 1999-2010.

Haas, S.A., & Hackbarth, D.P. (2001). In J.M.
Black, J.H. Hawks, & A.M. Keene (Eds.),
Medical-surgical nursing: Clinical man-
agement for positive outcomes (6th edi-
tion) (pp. 84-87). Philadelphia: W.B.
Saunders.

Jemal, A., Murray, T., Ward, E., Samuels, A.,
Tiwari, R.C., Ghafoor, A., et al. (2005).
Cancer statistics, 2005, 55(1), 10-30.

National Cancer Institute (NCI). (2005).
Cancer topics. Retrieved April 8, 2005
from http://www.cancer.gov/cancer
topics/pdq/prevention/overview/health
professional/allpages.

Smith, R.A., Cokkinides, V., & Eyre, H.J.
(2005). American Cancer Society guide-
lines for the early detection of cancer,
2005. CA: A Cancer Journal for
Clinicians, 55(1), 31-44.

Table 1. (continued)
American Cancer Society Recommendations

Colorectal

Prostate

Men and women
aged 50+

Men aged 50+

Fecal occult blood test (FOBT) or fecal
immunochemical test (FIT) 

Flexible sigmoidoscopy
(Flex sigmoidoscopy plus FOBT is pre-
ferred compared with FOBT alone.)

Fecal occult blood test (FOBT) or fecal
immunochemical test (FIT), and flexible
sigmoidoscopy

Colonoscopy

Double contrast barium enema

Digital rectal exam (DRE) and prostate-
specific antigen (PSA)

Annual starting at age 50

Every 5 years starting at age 50

Annual FOBT or FIT, and flexible sig-
moidoscopy every 5 years starting at
age 50

Every 10 years starting at age 50

Every 5 years starting at age 50

PSA test and DRE should be offered
annually starting at age 50 for men
who have a life expectancy of at least
10 years. (Information should be
given to men about the benefits and
limitations of testing so the men can
make an informed decision about
testing.)

Cancer Site Population Test or Procedure Frequency


