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Abstract
Cancer is one of the communicable diseases killing the mankind and is likely to be a global pandemic by
year 2050. Fifty percent of cancers are preventable because of the causal association with modifiable risk factors.
Preventive oncology is any measure that is taken to prevent development or progression of malignant process.
Around one third of cancer deaths are due to the 5 leading behavioral and dietary risks: high body mass index, low
fruit and vegetable intake, lack of physical activity, tobacco use, alcohol use. History of the science dates back to as
early as 1912 when tobacco was coined as a culprit for lung tumors. Preventive oncology is very important not only
because of its health impact but also for huge impact on economy. The total economic impact of premature death
and disability from cancer was $ 895bilion in 2008 which is 1.5% of world’s Gross Domestic Product (GDP).
More than 30% of cancer deaths could be prevented by modifying or avoiding key risk factors like tobacco use,
obesity, unhealthy diet with low fruit and vegetable intake, lack of physical activity, alcohol use, sexually transmitted
HPV-infection, infection by HBV, ionizing and non-ionizing radiation, urban air and water pollution, adulteration of
food with harmful chemicals and indoor smoke from household use of solid fuels. Non modifiable risk factors like
Genetic and hereditary risk factors play a role in 10% of cancers where mutations in susceptible genes are found as
a part of hereditary cancer syndromes.
There are various risk groups identified and risk models are available to target the population for the effective
preventive measures in the community. Curtailing tobacco use, dietary and life style modification and avoiding
chemical carcinogens as an occupational hazard are important aspects. Certain viruses are known to be
carcinogenic. Prevention of transmission and vaccination for the same is important step forward towards prevention
of diseases like hepatitis B/C and HCC, HPV and cervical and anal cancer. Screening for early detection of cancer
is an important strategy for breast, cervical, lung, colorectal, prostate and skin cancers. There are chemo-preventive
agents for risk reduction for certain risk groups like tamoxifen, raloxifen, aspirin, finasteride and vitamin D. Surgical
risk reduction is recommended for certain genetic syndromes. Preventive oncology is the future of oncology as we
come to know more and more about the etiological aspects, understand molecular epidemiology and molecular
basis of the dreadful disease. This is the only way out to tackle the cancer which is slowly and silently becoming a
pandemic.
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Introduction
By definition, preventive oncology is any measure that is taken to
prevent development or progression of malignant process.
Cancer is the most dreadful of all the illnesses. Etiology lies in a
genetically predisposition modified with environmental exposure.
Around one third of cancer deaths are due to the 5 leading behavioral
and dietary risks: high body mass index, low fruit and vegetable intake,
lack of physical activity, tobacco use, alcohol use. Tobacco use is the
most important risk factor for cancer causing around 20% of global
cancer deaths and around 70% of global lung cancer deaths. Cancer
causing viral infections such as HBV/HCV and HPV are responsible
for up to 20% of cancer deaths in low- and middle-income countries
[1]. More than 60% of world’s total new annual cases occur in Africa,
Asia and Central and South America. These regions account for 70%
of the world’s cancer deaths [2]. It is expected that annual cancer cases
will rise from 14 million in 2012 to 22 within the next 2 decades [2].
Therefore, prevention is a better strategy. The art of it basically sits on
understanding etiology, epidemiology, mechanism and the genetics,
racial and geographic variability.
Cancer prevention occurs at 3 stages: Primary prevention: Before
the development of disease by modifying or averting the risk factors;
Secondary prevention: Before onset of the clinical symptoms or signs
and tertiary prevention: After development of disease by decreasing
complications and recurrence of the disease.
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History
Michael Shimkin, M.D., of the University of California, San Diego,
declared the new specialty, Preventive Oncology in 1975. Shimkin
(Preventive Medicine, June 1975) coined the terminology of primary
and secondary prevention explaining premalignant lesions and the
efficacy of screening mammography. John Lee, M.D., of the University
of Washington, Seattle, acclaimed progress against occupational
carcinogens.
In 1898, medical students by the name of Hermann Rottmann in
Würzburg proposed that tobacco dust-not smoke-might be causing the
elevated incidence of lung tumors among German tobacco workers. In
1912, Adler proposed that smoking might be the factor for the growing
incidence of pulmonary tumors [3]. Later, on January 11, 1964, Luther
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L. Terry, M.D., Surgeon General of the U.S. Public Health Service,
released the first report of the Surgeon General’s Advisory Committee
on Smoking and Health based on 7,000 articles, relating to smoking
and disease in the biomedical literature, the Advisory Committee
concluded that cigarette smoking is the cause of lung cancer and
laryngeal cancer in men, probable cause of lung cancer in women and
the most important cause of chronic bronchitis [4].
Professor Harald zur Hausen discovered HPV as a causative factor
for cervical cancer and was awarded the noble prize for medicine. Ian
Hector Frazer, an immunologist and Jian Zhou, a virologist discovered
HPV vaccine. There are various milestones or landmarks building the
trail of the preventive oncology.

Why preventive oncology?
Apart from huge impact on the health of the individual and the
family and the society, cancer impacts our economy negatively. The total
economic impact of premature death and disability from cancer was $
895bilion in 2008 which is 1.5% of world’s Gross Domestic Product
(GDP). This economic toll is 19% higher than the heart disease putting
it behind, second in the rank. This burden is not evenly distributed
among the nations. In U.S.A. it is 1.7% of its G.D.P. while in Hungary
it is 3.05%. Twenty five nations are losing 2% of their G.D.P. for the
cancer death and morbidity. Sixty percent of the deaths and more than
12.4 million cases diagnosed every year occur in developing countries
where preventable cancers are taking a disproportionate toll. So, cancer
is becoming a “silent pandemic” especially in low and middle income
countries. It is predicted that tobacco will kill 7 million people in 2020
and 8 million in 2030, with more than 80% of the deaths occurring in
low and middle income countries. More than one third of the deaths
will be from cancer. Similarly, cervical cancer takes 274000 lives yearly
out of which 241000 are from low and middle income countries though
it is a preventable disease. Thus, cancer causes the highest economic
loss than any of the ailments and has many preventable causes [5].

Domains of preventive oncology
For the prevention, we must know the etiology, know the risk
groups and then apply the tools and strategy for risk reduction or
prevention.
More than 30% of cancer deaths could be prevented by modifying
or avoiding key risk factors like tobacco use, obesity, unhealthy diet
with low fruit and vegetable intake, lack of physical activity, alcohol
use, sexually transmitted HPV-infection, infection by HBV, ionizing
and non-ionizing radiation, urban air and water pollution, adulteration
of food with harmful chemicals and indoor smoke from household use
of solid fuels. Tobacco use is the single most important risk factor for
cancer causing about 20% of global cancer deaths and around 70% of
global lung cancer deaths. In many low-income countries, up to 20% of
cancer deaths are due to infection by HBV and HPV [6].
Risk assessment tools: Risk groups are identified for various types
of cancers based on individual’s medical illness, family history, race,
ethnicity, gender, life style, age and occupation etc. Individuals are at
increased risk because of modifiable or non-modifiable risk factors and
are mainly targets for the preventive strategy.
Genetic and hereditary risk factors play a role in 10% of cancers
where mutations in susceptible genes are found as a part of hereditary
cancer syndromes. Gail model is to define the women at high risk of
breast cancer [7]. The other models include Claus, [8] Tyrer-Cuzick,
[9] and other models [10-12] BRCAPRO [13] and Breast and Ovarian
Analysis of Disease Incidence and Carrier Estimation Algorithm
Adv Cancer Prev, an open access journal
ISSN: 2472-0429

(BOADICEA) [14] are more commonly used to estimate the risk based
of BRCA mutations.
There are various criteria designed for various genetic cancer
syndromes like hereditary breast and/or ovary cancer syndrome
include BRCA1/2, Li- Fraumani syndrome, Cowden syndrome, PTEN
Hamartoma syndrome; Hereditary colorectal cancer syndromes like
Lynch Syndrome, Classical Familial Adenomatous Polyposis (FAP),
Peutz- Jeghers Syndrome, Juvenile polyposis syndrome etc. If the
specified criteria are met, the individual is advised to undergo genetic
counseling followed by genetic testing and risk reduction approach.
Modifiable risk factors: Tobacco use –cigarettes, bidis and shisha
or smokeless forms (gutkha, quid, mava and snuff etc) leads to cancers
and about one third of the cancer deaths in USA are attributed to
tobacco. Smokeless tobacco leads to cancers of oral cavity and upper
aero-digestive tract. To fight the mammoth, measures like de addiction,
replacement with variety of pharmacological substances, ban of tobacco
selling and related legislature are applied. Detailed discussion is beyond
the scope of the article.
Exposure to UV rays is also directly related to melanoma and
non-melanoma skin cancers [15]. Intense UV exposure is associated
with melanoma while chronic sun exposure leads to squamous
cell carcinoma [16,17]. Avoiding sun exposure and protective sun
screens like oxybenzone, avobenzone, titanium dioxide, or zinc
oxide must be used in a proper way. This protects against squamous
cell carcinoma and has a doubtful role in melanoma and basal cell
carcinoma [18]. Recent data [19,20] suggest the role of vitamin D in
cancer prevention. Strong evidence indicates that intake or synthesis
of vitamin D is associated with reduced incidence and death rates of
colon, breast, prostate, and ovarian cancers [21]. Exposure to sunlight
is the physiological mechanisms for synthesis of vitamin D in our body.
Therefore, avoiding sun exposure is now perplexing.
Diet and exercise are 2 life style factors which can be modified
to reduce the cancer risk. There are no direct evidences but pooled
data suggest a 25% reduction in the incidence of distal (but not
proximal) colon cancer in those who consumed more than 800 g of
fruits and vegetables per day [22]. Sedentary lifestyle is responsible
for approximately 5% of cancer death [23]. Higher levels of physical
activity have been associated with decreases in the risks of colon and
breast cancers, and possible decreased risks of endometrial, prostate,
liver, pancreatic, stomach, and lung cancers have been described as
well. Obesity is responsible for 10-40% of colorectal, endometrial,
renal, esophageal, and postmenopausal breast cancers [24] and weight
reduction decrease the risk by 60%.
The Women’s Health Initiative trial [25] suggests that combination
therapy with estrogen-progestin hormone replacement had a
significantly increased risk, with a hazard ratio of 1.2.
Epidemiological studies have showed that people living in southern
latitudes had low incidence of cancers as compared to northern
latitudes which was correlated with sun exposure and vitamin D levels
[21]. Experimental evidences also support the role of vitamin D as a
preventive agent for breast, colorectal and prostate cancer. 1.25(OH)
2D3 has been shown to inhibit cancer cell growth, induce cancer cell
maturation, induce apoptosis, and decrease angiogenesis. Vitamin
D supplementation is a much needed, low cost, effective, and safe
intervention strategy for breast cancer prevention that should be
implemented. It has been shown that vitamin D levels are lower in
ovarian cancer patients. Low 25(OH) D concentration associated with
lower overall survival rate might suggest for the important role of
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severe deficiency in more aggressive course of ovarian cancer. There
are myriads of studies depicting supplementation and benefits for
cancer prevention. However, USPSTF has assigned recommendation
statement- I for such nutrient supplement [26].
Occupational exposures to chemicals such as coal-tar–based
products, benzene, cadmium, uranium, asbestos, or nickel can
significantly increase cancers like bladder cancer, lung cancer and
mesothelioma. IARC defined two kinds of carcinogens depending on
the causality [27]. This can be prevented with avoiding such agents by
spreading public awareness, legislature against use of the substances
and adopting sustainable industrial growth.

Infections with viruses
Approximately 17% of cancers occurring worldwide may be
attributed to an infectious etiology [28].
Cervical and anogenital cancers are caused by Human
Papillomavirus (HPV), Hepatocellular Carcinoma (HCC) by hepatitis
B (HBV) and C (HCV), Kaposi sarcoma by Human Herpes Virus
(HHV-8) and Adult T-cell Leukemia human T-cell lymphotropic virus -1
(HTLV-I)), Several types of non-Hodgkin lymphoma by Epstein-Barr
virus and HHV-8). Infection with Human Immunodeficiency Virus (HIV)
increases the risk of Kaposi sarcoma and non-Hodgkin lymphoma. Certain
cancers may be Acquired Immunodeficiency Syndrome (AIDS)-defining
malignancies.
These viruses spread via transfusion of blood or other such
contamination. The estimated risk of hepatitis infection via blood
transfusion is approximately 1 in 58,000 to 269,000 for HBV and 1 in 2
million for HCV. Risk of transmission of HTLV-1 by transfusion is 1 in
2 million, and that of HIV infection by transfusion is approximately 1
in 2 million [29]. Measures to prevent the infection are use of effective
donor screening, sterilized needles and vaccination. Treatment of HIV
infected individual with highly active antiretroviral therapy prevents
development of NHLs. Cervical cancer can be prevented with HPV
vaccination. Chronic infection with HBV has been estimated to
increase the risk of HCC by up to 100-folds.
Prevention lies in 3 steps: Public health intervention, treatment
of hepatitis B/C with anti retroviral therapy and early detection. Public
health intervention involves Hepatitis B vaccination and has 85-95%
efficacy preventing chronic HBV infection resulting into prevalence of
less than 1% of chronic HBV infection in children in endemic areas.
Although there have been no randomized trials of such screening,
observational data suggest that serial ultra-sound examination and
a-fetoprotein testing are useful or for identifying early cases of HCC
that may be more amenable to successful treatment [30].

Screening for Cancer
Certain cancers can be prevented by using various screening
modalities.

Breast cancer screening
The components of a breast screening evaluation include
Breast awareness (i.e., patient familiarity with her breasts), Physical
examination, Risk assessment, Screening mammography and screening
breast Magnetic Resonance Imaging (MRI) in selected cases.
Self breast examination: Data from a large randomized trial of
Breast Self-Examination (BSE) screening has shown that instruction
in BSE has no effect on reducing breast cancer mortality. In this study,
266,064 women were randomly assigned to either receive instruction
Adv Cancer Prev, an open access journal
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in BSE or not [31]. Compliance was encouraged through feedback and
reinforcement sessions. After 10 to 11 years of follow-up, 135 breast
cancer deaths in the instruction group and 131 in the control group
were observed and the cumulative breast cancer mortality rate was not
significantly different between the two arms(RR, 1.04; 95% CI, 0.82–
1.33; P=.72).
Risk assessment: Women can be stratified into two basic categories
for the purpose of screening recommendations: those at average risk
and those at increased risk. Women with a lifetime risk of breast cancer
less than 15 percent are considered to be at “average risk” and those
with a lifetime risk greater than 20 to 25 percent are considered to be at
“increased risk.” The increased risk category consists of 6 groups:
(1) Women with a prior history of breast cancer
(2) Women 35 years or older with a 5-year risk of invasive breast
carcinoma ≥ 1.7% by per Gail model
(3) Women with a lifetime risk of breast cancer > 20% based on
models largely dependent on family history
(4) Women who have previously received therapeutic thoracic
irradiation (e.g. mantle irradiation) between the ages of 10-30
years
(5) Women with Lobular Carcinoma In Situ (LCIS)
(6) Women with a pedigree suggestive of or with a known genetic
predisposition.
Mamography: For women aged 40 years and older, the NCCN
Panel recommends annual Clinical breast examination and screening
mammography. The recommendation that women at normal risk
begin annual mammographic screening at age 40 years is based on
a consensus statement from the American Cancer Society (ACS)
and National Cancer Institute in 1997 and is supported by the ACS
guidelines for breast cancer screening published in 2003 [32], 15 as
well as the results and meta-analyses of randomized clinical trials.
The NCCN Panel believes that the benefits of yearly mammography
outweigh the risks of the procedure as breast cancer mortality is lower
with annual compared to biennial screening mammograms [33]. To
reduce mortality from breast cancer, yearly screening is thought to be
more beneficial. Additionally, mammograms can often detect a lesion
2 years before the lesion is discovered by CBE.
Women with a Lifetime Risk of Breast Cancer >20% based on
model largely dependent on family history: According to the ACS
guidelines for breast screening, MRI may be performed as an adjunct
to mammography in a high risk woman if her lifetime risk of breast
cancer is approximately 20% or greater based on models that rely
mainly on family history. A cancer genetic professional should be
involved in determining the lifetime risk of the individual based on
models dependent on family history. For a woman aged 35 years or
older with a 5-years risk ≥ 1.7%, the NCCN Panel encourages breast
awareness and recommends CBE every 6 to 12 months and annual
mammography. (Table 1 and 2) summarizes the risk- benefits and
results of Meta analyses for mammography.
Risk models available for risk assessment: Women with a Lifetime
Risk of Breast Cancer >20% based on model largely dependent on
family history: In determining the lifetime risk of the individual based
on models dependent on family history various models are available.
These include Claus, [8] Tyrer-Cuzick [9] and other models [10-12].
BRCAPRO [13] and Breast and Ovarian Analysis of Disease Incidence
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No

Varaible

Data source
Benefits

1

Mortality rate reduction Primary end point in RCTs and meta analysis

2

Morbidity rate reduction

Secondary end point in RCTs and
observational studies

3

Reassurance

No direct and indirect evidence

4

Radiation induced
cancer

No direct evidence, indirect evidence from
prospective and retrospective studies

5

False positive test and
consequences

Prospective and retrospective cohort studies

6

Over diagnosis

Indirect evidence from time trend and cross
sectional studies

7

False reassurance

No direct and indirect evidence

8

Pain and discomfort

Prospective cohort study

Risks

Table 1: Pros and cons of mammography.

Age

No. of included
trials

RR for breast cancer
mortality
(95% CrI)

NNI to prevent I breast
cancer death
(95% CrI)

39-49

8 [34]

0.85 (0.75-0.96)

1,904 (929-6,378)

50-59

6 [35]

0.86 (0.75-0.99)

1,339 (322-7,455)

60-69

2 [36]

0.68 (0.54-0.87)

377 (230-1,050)

70-74

1 [39]

1.12 (0.73-1.72)

Not available

Table 2: Summary of meta-analyses of risk ratios for breast cancer mortality from
mammography screening trials for all ages.

and Carrier Estimation Algorithm (BOADICEA) [14] are more
commonly used to estimate the risk based on BRCA mutation.
Women aged 35 years or older with a 5-years risk of Invasive
Breast Carcinoma Greater Than or Equal to 1.7%. The modified Gail
model assesses the risk of invasive breast cancer as a function of age,
menarche, age at first live birth or nulliparity, number of first-degree
relatives with breast cancer, number of previous benign breast biopsies,
atypical hyperplasia in a previous breast biopsy, and race.
The Gail model should not be used for women with a predisposing
gene mutation, a strong family history of breast or ovarian cancer
suggestive of a genetic predisposition, women with a prior history of
thoracic radiation, or for those with LCIS.
Pitfalls of mammography:
•

Health Insurance Plan of Greater New York (38), Canadian
National Breast Screening Study-1 (39), Stockholm (37), Malmo
(37), Swedish Two-County (2 trials) (37, 42), Gothenburg (41),
Age (40).

•

Canadian National Breast Screening Study-2 (43), Stockholm
(37), Malmo (37), Swedish Two-County (two trials) (37, 42),
Gothenburg (41).

•

Malmo (37) and Swedish Two-County (Ostergotland) (37).

•

Swedish Two-County trial (Ostergotland) (37).

a. Although, meta- analyses provide positive evidence of
effectiveness of screening in average risk women, it does not reflect the
better effectiveness of contemporary treatment of cancer treatment.
Therefore, screening must be based on individual’s actual risk and
shared decision making.
Breast magnetic resonance imaging: Guidelines published by the
American Cancer Society recommend annual breast MRI (usually in
addition to annual mammography) for the following patients:
1) Women who are carriers of mutations in the BRCA genes or
other germ line mutation carriers with a known markedly increased
risk of breast cancer
2) First-degree relatives of mutation carriers who have not been
tested themselves
3) Women who have a history of radiation to the breast between
the ages of 10 and 30 years
4) Women with a lifetime risk of breast cancer estimated at 20% or
greater according to family history–based risk assessment models (e.g.,
BRCAPro, Myriad, Tyrer-Cusick).

Cervical Cancer Screening
The two main types of cervical cancer: are squamous cell carcinoma
and adenocarcinoma, the first one being more prevalent. Screening can
detect precursors and early-stage disease for both types. Treatment of
precursors and early-stage disease can prevent the development of
invasive cervical cancer.
Two tests are available: Pap (Papanicolaou) smear with conventional
method or liquid based cytology and HPV testing.

Pap smear
Low-grade lesions and atypical squamous or glandular cells
are better detected by the liquid-based technique and that the same
specimen may be used for the Pap smear and for HPV testing [38-43].
Sensitivity and specificity of this test vary substantially: estimates of the
sensitivity range from 30% to 87%, whereas specificity is reported as
86-100% [44]. In a meta-analysis of 12 case-control studies, cytology
screening was associated with decreased risk of invasive cervical cancer
(odds ratio 0.35, 95% CI 0.30-0.41 [45].

HPV testing
Out of various HPV genotypes infecting the genital tract mucosa,
types 16 and 18 are responsible for about 70% of cervical cancer and
50% of cervical cancer precursor lesions. There is a high prevalence
of HPV infection in sexually active women, particularly in younger
women. Most young women will clear the HPV infection within 8 to
24 months. The prevalence of cervical HPV infection decreases after
the age of 30, but the likelihood of persistent infection increases [46].

•

Breast cancer mortality benefit for all age groups between age
39 to 69

•

Insufficient data for older women

•

False positive results are common in all age groups and lead to
additional imaging and biopsies.

HPV testing, either alone or in combination with cervical cytology,
is more sensitive than cervical cytology alone in detecting cervical
histopathology, including adenocarcinoma. Randomized trials have
demonstrated a decrease in the overall incidence of cancer with HPV
testing, although a mortality benefit has not been demonstrated
Strategies that include HPV testing increase the number of positive
results and colposcopies performed and long-term outcomes are
uncertain [47,48].

•

Women age 40 to 49 experiences the highest rate of additional
imaging while their biopsy rate is lower than older women.

In co-testing, both Pap test and HPV testing are performed. Cotesting may detect earlier cervical abnormalities than Pap test alone,

Key points of the Meta analysis and trials that indicates:
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but also leads to an increased rate of follow-up testing (colposcopy),
and does not appear to affect mortality.

0.3 (95% CI 0.2, 0.4); ages 42 to 44 OR 0.37 (95% CI 0.29, 0.48); ages 52
to 54 OR 0.26 (95% CI 0.19, 0.36) [50].

In primary HPV testing, the 2015 interim guidelines from the
Society of Gynecologic Oncology (SGO) and the American Society for
Colposcopy and Cervical Pathology (ASCCP) suggested primary HPV
testing as an option for women starting at age 25 years [49].

Colorectal Cancer Screening

Other US guidelines have not made recommendations regarding
primary HPV testing. The Cobas HPV test has been approved by the
FDA for primary HPV testing in women age ≥ 25 years.
Reflex (triage) HPV testing is done for equivocal cytology test
results (atypical squamous cells of undetermined significance, ASCUS) It may be a useful tool as an alternative. HPV testing is approved
for use in two contexts: (1) as a second (i.e., triage) test following an
equivocal cytology result of ASCUS; and (2) for primary screening in
conjunction with cervical cytology for women aged 30 years and older
to conventional follow-up.
The USPSTF recommends (Table 3) screening women ages 21 to 65
years with cytology every 3 years or, for women ages 30 to 65 years who
want to lengthen the screening interval, screening with a combination
of cytology and HPV testing every 5 years. (Grade A)
The meta- analysis (Table 4) indicates that Given the available
evidence we were not able to definitively answer the question regarding
ages to initiate and discontinue cervical screening, however we were
able to draw a few themes from the data Despite very high participation
among younger women, the benefit of screening below age 30 is unclear.
The evidence indicates exposure to cytology screening provides a
substantial protective effect in women 30 years and older (for example,
screened at ages 30 to 65 OR 0.40 (95% CI 0.34, 0.47); ages 40 to 59 OR

Most Colorectal Cancers (CRCs) arise from adenomas, many of
which are polyps that progress from small to large (>1 cm) polyps, and
then to dysplasia and cancer. The malignant transformation may result
from acquired and or genetic syndromes. Some colon cancers arise
from nonpolypoid adenomas that are flat or depressed and account
for 22 to 36 percent of identified adenomas. Removal of adenomatous
polyps prevents cancer. It is difficult for non polypoid adenoma. Risk
factors include family history, age, geographic area, race, gender,
dietary habits, and smoking. Currently, risk factors other than age
and family history are not taken into account in most screening
recommendations. There are High-risk genetic syndromes like Lynch
syndrome (hereditary nonpolyposis colon cancer) and Familial
adenomatous polyposis. There are basically 2 methods of testing: stool
based detecting abnormality at earlier stage and radiological testing
having an advantage of simultaneously removing the polyps.
Screening with gFOBT has been demonstrated to reduce mortality
from colorectal cancer in randomized trials [51-53]. Other endoscopic
and radiographic tests include Optical colonoscopy, DoubleContrast Barium Enema (DCBE), CT Colonography (CTC, formerly
referred to as “virtual colonoscopy”). In the larger trial involving
170,432 participants between the ages of 55 and 64 years, one-time
screening with sigmoidoscopy, compared with no screening, led to a 23
percent decrease in the incidence of CRC and a 31 percent decrease in
CRC mortality after a median follow-up of 11.2 years [54].
Multi-Society Task Force guidelines, USPSTF guidelines, American
College of Gastroenterology guidelines, National Comprehensive

Population

Women ages 21 to 65

Women ages 30 to 65

Women
younger than
age 21

Recommendation

Screen with cytology
(Pap smear) every 3
years. Grade: A

Screen with cytology
every 3 years or cotesting (cytology/HPV
testing) every 5 years.
Grade: A

Do not screen.
Grade: D

Women older than
Women after hysterectomy
age 65 who have
with removal of the cervix
had adequate
and with no history of high
prior screening
grade precancer or cervical
and are not high
cancer
risk
Do not screen.
Grade: D

Do not screen. Grade: D

Women younger than
age 30

Do not screen with HPV
testing (alone or with
cytology). Grade: D

Table 3: Clinical summary of U.S. preventive services task force recommendation.
Assumed risk for no Corresponding risk for
Relative effect (95% Number of participants
screening Number per screening Number per
CI)
(Number of studies)
million
million (95% CI)

Outcome

GRADE quality of
evidence

Cervical cancer mortality (invited to HPV test
or cytology versus no screening) RCT; followup: 8 years

2,033

1,330 (964, 1834)

RR 0.65 (0.47, 0.90)

97,672

Moderate

Incidence of stage II+ cervical cancer (invited
to HPV test or cytology versus no screening)
RCT; follow-up: 8 years

2,604

1,466 (1,093, 1,966)

RR 0.56 (0.42, 0.75)

97,672

Moderate

Incidence of invasive cervical cancer (invited
to HVP test or cytology versus no screening)
RCT; follow-up: 8 years

3,747

4,216 (3,401, 5,226)

RR 1.12 (0.91, 1.39)

97,672

Moderate

Incidence of invasive cervical cancer (cytology
versus no screening) cohort study; follow-up:
3 years

1,596

609 (368, 1,006)

RR0.38 (0.23, 0.63)

116,022

Low

Exposure to cytology screening (cases:
diagnosed with invasive cervical cancer;
controls: no cervical cancer); exposure: in
previous 3 years to lifetime

4,781 cases and 17,916
controls

OR 0.35 (0.30, 0.41)

22,697

Very Low

Table 4: Summary of findings for effects of screening on cervical cancer mortality and incidence.
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Cancer Network consensus guidelines and Council of the European
Union all defer regarding the standard screening approach.
The USPSTF recommends three screening options for adult’s age
50 to 75 years:
•

Annual Fecal Occult Blood Testing (FOBT) with a sensitive test

•

Flexible sigmoidoscopy every five years, with sensitive FOBT
every three years

•

Colonoscopy every 10 years

•

Screening people at increased risk

For FAP, Screening of gene carriers or at-risk family members and
if uninformative or negative, flexible sigmoidoscopy or colonoscopy
every 12 months starting around age 10 to 12 years and continuing
until age 35 to 40 years if negative. Colectomy near the time of initial
diagnosis in patients with profuse polyposis, multiple large (>1 cm)
adenomas, or adenomas with villous histology and/or high-grade
dysplasia [55]. Patients with sparse, small (<5 mm) adenomas can
usually be followed endoscopically. Recommendations for extra
intestinal lesion in FAP have also been suggested:
Annual clinical examination of the thyroid and a baseline thyroid
ultrasound in the adolescent age group is recommended for all patients
with FAP. Other benign conditions like desmoids tumors, adrenal
tumors and osteoma also need screening in appropriate way.

Individuals with Lynch syndrome should undergo screening
for CRC and extracolonic cancers:
Annual colonoscopy starting between the ages of 20 and 25 years, or
two to five years prior to the earliest age of CRC diagnosis in the family.
Genetic testing for MSH6 or PMS2 mutations is done as indicated.
Annual screening for endometrial and ovarian cancer with pelvic
examination, endometrial biopsy, transvaginal ultrasound beginning at
age 30 to 35 years, or three to five years earlier than the earliest age of
diagnosis of these cancers in the family.

Lung Cancer Screening
Lung cancer is the second most cancer killer in men. Following
facts about lung cancer makes it an attractive disease for screening:
The at risk population is known, the prevalence is high, morbidity and
mortality is high, detection at early stage leads to better outcome.
PLCO Cancer Screening Trial, Mayo Lung Project, National Lung
Screening Trial, NELSON trial and UKLC trial have evaluated various
screening modalities in at risk and average risk population [56-59].
The National Body
US Preventive Services Task Force [59]

Individuals age 55 to 74 years with a 30 or more pack-year history of
smoking tobacco who currently smoke or, if former smoker, have quit
within 15 years (category 1). Individuals age 50 years or older with a 20
or more pack-year history of smoking tobacco and with one additional
risk factor (category 2A). Additional risk factors are cancer history,
lung disease history, family history of lung cancer, radon exposure, and
occupational exposure to carcinogens (Table 5).

Risks and benefits of lung cancer screening
•

Effective lung screening may prevent more than 12,000
premature lung cancer deaths per year.

•

The NLST [55] results showed that annual LDCT decreased the
RR of death from lung cancer by 20%.

•

Quality of life improves and reduction in disease and treatment
related morbidity is observed.

•

The risks involved in screening are false-Positive Results, falseNegative Results, futile Detection of Small Aggressive Tumors
or of Indolent Disease and Radiation Exposure with LDCT.
Shared decision making may be recommended in view of all
the harms [56-61].

Ovarian Cancer Screening
The US Preventive Services Task Force (USPSTF) recommends
against screening for ovarian cancer, with their initial recommendation
reaffirmed in 2008 for women in general.
For women at increased risk like those with possible inherited
breast-ovarian cancer syndrome, genetic counseling and genetic testing
for BRCA-1 and BRCA-2 and Lynch mutation is recommended.
National Comprehensive Cancer Network (NCCN) recommend
screening every six months with CA 125 and TVUS beginning between
the ages of 30 and 35 years or 5 to 10 years earlier than the earliest age
of first diagnosis of ovarian cancer in the family.
Prostate and endometrial cancer is other diseases where issue of
screening is taken up through various trials.

Prevention with vaccines and medicines
Fifty percent of cancer is preventable [62]. This is because of the
modifiable risk factors involved in the process of carcinogenesis.
Primary prevention i.e. reduction in the risk of cancer can be done with
medications in high risk population. This is called chemoprevention.
Breast cancer, prostate cancer, cervical cancer, colorectal cancer is the
examples of such strategy.

Guidelines
Annual low-dose CT scan screening for high-risk individuals (ages 55 to 80 years with a 30 pack-year history of smoking
and current smoker or quit within past 15 years). Discontinue when person has not smoked for 15 years or if limited life
expectancy.

American Cancer Society [60]

Annual low-dose CT scan screening for high-risk individuals (age 55 to 74 years with 30 pack-year history of smoking and
current smoker or quit within past 15 years). Informed individual decision making before testing.

American College of Chest Physicians/
American Society of Clinical Oncology

Annual low-dose CT scan screening for high-risk individuals (age 55 to 74 years with 30 pack-year history of smoking and
current smoker or quit within past 15 years).

American Association of Thoracic Surgery Annual low-dose CT scan screening for high-risk individuals (age 55 to 74 years with 30 pack-year history of smoking and
(AATS)
current smoker or quit within past 15 years) or age 50 with cumulative risk >5 percent over next five years
National Comprehensive [61] Cancer
Network

Annual low-dose CT scan screening for high-risk individuals (age 55 to 74 years with 30 pack-year history of smoking or 20
pack-year history with an additional risk factor).

Canadian Task Force on the Periodic
Health Examination

Advises against the use of chest x-ray in asymptomatic persons. Evidence is insufficient to recommend for or against
screening with spiral CT in asymptomatic persons.
Table 5: Guidelines for Lung cancer screening.
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Breast Cancer
Tamoxifen and Raloxifen are two SERMS approved for women
with high risk of breast cancer defined as history of Lobular Carcinoma
In Situ (LCIS), a five-year estimated risk for breast cancer of at least
1.66 percent as determined by the Gail model, [63] or family history
of the disease. Tamoxifen was studied in various trials [64,65]. Use
of Tamoxifen is associated with side effects like endometrial cancer
and thromboembolic events. The greatest benefit is derived in
premenopausal women (who are less likely to have thromboembolic
sequelae and uterine cancer), women without a uterus, and women at
higher breast cancer risk. A meta-analysis [66] concluded that use of
tamoxifen reduced breast cancer risk by 38% and doubled the risk of
endometrial cancer and thromboembolic events, but it did not affect
overall mortality.
In STAR trial [67] both SERMS were directly compared
where raloxifen had a fewer side effects .The US Food and Drug
Administration (FDA) approved raloxifene for use for breast cancer
chemoprevention in postmenopausal women. There are no reports on
the use of raloxifene in BRCA mutation carriers.
The benefit of an AI as prevention was demonstrated in the
International Breast cancer Intervention Study [68] where high risk
was defined as high risk was defined as two or more blood relatives
with breast cancer, mother or sister with breast cancer before 50 years,
mother or sister with bilateral breast cancer, or high risk benign breast
disease. There was a 50 percent reduction in the number of invasive
breast cancer with anastrozole compared with placebo (32 [2 percent]
versus 64 [3 percent], respectively, Hazard Ratio [HR] 0.47, 95% CI
0.32-0.68). Anastrazole led to more musculoskeletal side effects (64
versus 58 percent), hypertension (5 versus 3 percent), vaginal dryness
(19 versus 16 percent,), and vasomotor symptoms (57 versus 49
percent). (USPSTF) and the American Society of Clinical Oncology
(ASCO) support endocrine therapy in form of Selective Estrogen
Receptor Modulators (SERMs) for women at high risk for breast
cancer.Only ASCO considers the use of the Aromatase Inhibitor
(AI) as a reasonable alternative in post menopausal women.
The cost of the AIs and long term side effects like osteopenia, hot
flashes and cardio vascular ailments are the concerns for the long term
usage.

Cervical Cancer
Gardasil (quadrivalent) and Cervarix (bivalent) are two vaccines
recommended for prevention which act against HPV genotypes 6, 11,
16, and 18. The HPV-16 and HPV-18 genotypes cause almost two thirds
of all cervical cancers and Cervical Intraepithelial Neoplasia (CIN) 2
and 3, whereas the the HPV-6 and HPV-11 genotypes are implicated in
genital warts. Gardisal was studied in large randomized trials involving
more than 17000 young girls (Quadrivalent vaccine against human
papillomavirus to prevent anogenital diseases.

results (Efficacy of Human Papillomavirus (HPV)-16/18 AS04adjuvanted vaccines against cervical infection and precancer caused by
oncogenic HPV types (PATRICIA): final analysis of a double-blind,
randomized study in young women.
The United States Advisory Committee on Immunization Practices
(ACIP) recommends the bivalent, quadrivalent, or 9-valent HPV
vaccine for females aged 11 to 12 for the prevention of cervical, vaginal,
and vulvar cancer and the related precursor lesions caused by the HPV
types targeted by these vaccines.
(Advisory Committee on Immunization Practices (ACIP)
recommended immunization schedules for persons aged 0 through 18
years and adults aged 19 years and older-United States, 201 Centers for
Disease Control and Prevention (CDC).
World Health Organization (WHO) position paper suggests that
girls within the age range of 9 through 13 years should be the primary
target population for HPV immunization. Local public health programs
should recommend vaccination of older females only if it is affordable
and cost effective and does not divert resources from vaccinating the
primary target population or screening for cervical cancer. Catch-up
vaccination is also recommended for females aged 13 to 26 years who
have not been previously vaccinated or who have not completed their
vaccine series. Catch uo vaccine is not recommended by WHO or ACS.
The Advisory Committee on Immunization Practices (ACIP)
recommends the routine use of quadrivalent or 9-valent HPV vaccine
in males aged 11 or 12 years (Advisory Committee on Immunization
Practices (ACIP) recommended immunization schedules for persons
aged 0 through 18 years and adults aged 19 years and older-United
States, 201 Centers for Disease Control and Prevention (CDC).
The quadrivalent vaccine (Gardasil) and 9-valent vaccine (Gardasil
9) are typically administered in three doses at time zero, and at two and
six months of follow-up. The bivalent vaccine (Cervarix) is typically
administered in three doses at time zero, and at one and six months of
follow-up. HPV vaccine can be safely administered at the same time as
other age-appropriate vaccines at a different anatomic site.
COST EFFECTIVENESS is studied for HPV vaccination. (Health
and economic implications of HPV vaccination in the United States.
Evaluating human papillomavirus vaccination programs. In various
models, vaccinating both males and females is predicted to be more
beneficial in reducing HPV infection and disease than by vaccinating
only females, but at a higher cost than vaccinating females alone

Prostate Cancer

Among HPV-naïve populations, the efficacy of 9-valent vaccine for
preventing CIN2 or more severe disease, VIN2 or 3, and VaIN2 or 3
associated with HPV types 31, 33, 45, 52, and 58 was 97 percent.

Prostate cancer is the second most common cancer in men
worldwide, with an estimated 1,100,000 cases and 307,000 deaths in
2012. The long latency period between the initial evidence of prostate
cancer and the development of overt or fatal disease, the androgen
dependency of these tumors along with HG-PIN as an end point had
made it a target for chemoprevention. Inhibition of 5-AR blocks
production of the most potent androgen involved in prostate cancer
pathogenesis.

In the overall population of study participants (with and without
prior HPV infection), the rates of high-grade cervical, vaginal,
and vulvar disease were the same among women who received the
9-valent vaccine and those who received the quadrivalent vaccine
(14 cases/1000 person years in both groups).

Finasteride (Prostate Cancer Prevention Trial-PCPT) and
Dutasteride (Reduction by DUtasteride of prostate Cancer EventsREDUCE) have been studied. Meta-analysis of 5-alpha reductase
inhibitor studies indicates that these agents decrease the risk of prostate
cancer by approximately 25% [16].

Bivalent HPV vaccine was also studied in a trail giving the similar

CPT the influence of finasteride on the development of prostate
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cancer, Side effects of these agents include gynecomastia, decreased
libido, erectile dysfunction, and decreased ejaculate volume. At the same
time, these agents may decrease urinary tract symptoms due to benign
prostatic hyperplasia. Incresde rate of high-grade prostate cancers have
been observed in patients taking finasteride and dutasteride. US Food
and Drug Administration (FDA) has not approved the use of these
agents for prostate cancer prevention due to potential concerns about
risks and long-term safety
Guidelines from the American Society of Clinical Oncology and
the American Urologic Association recommend that men discuss the
risks and benefits of chemoprevention with these medications with
their physicians (Table 6).

Colorectal cancer (CRC)
The protective agents like aspirin and other nonsteroidal antiinflammatory drugs (NSAIDs) are evaluated in various trials for
CRC. Meta-analyses and systematic reviews suggest that Regular use
of aspirin reduced the incidence of colonic adenomas in randomized
controlled trials (relative risk [RR] 0.82, 95% CI 0.7-0.95), in casecontrol studies (RR 0.87, 95% CI 0.77-0.98), and in cohort studies (RR
0.72, 95% CI 0.61-0.85). The use of aspirin for primary prevention of
colorectal cancer: a systematic review prepared for the U.S. Preventive
Services Task Force. Ann Intern Med 2007; 146:365.) Consider risk
versus benefit ratio when initiating aspirin for this indication.
Aspirin and other Nonsteroidal Anti-Inflammatory Drugs
(NSAIDs) are associated with a 20 to 40 percent reduction in the risk
of colonic adenomas and colorectal cancer in individuals at average
risk. High doses of aspirin (600 mg/day) appear to provide a benefit
for patients with hereditary nonpolyposis colorectal cancer (Table 7).

Surgical prevention
An individual with hereditary genetic predisposition, surgical
removal of the risk organ is an alternate to chemoprevention. The
examples of surgical management as a risk reduction strategy are
prophylactic mastectomy in BRCA mutation carriers, prophylactic
salpingo-oophorectomy in BRCA carriers and mismatch repair
Study
PCPT

REDUCE

Drug and
Daily Dose

N=

Treatment
Duration
(years)

Finasteride 5
18880
mg Placebo
Dutaseride
0.5 mg
Placebo

6729

Entry Criteria

Overall
outcome HR
(95% CI)

7

Age ≥ 55 y, PSA
0.70 (0.65-0.76)
≤ 3 ng/mL

4

Age 50-75 y,
PSA 2.5-10.0 ng/ RR = 0.77 (0.70mL, core biopsies
0.85)
within 6 mos

Table 6: The prevention of prostate cancer.
Population

Drug (Dose),
Phase End points
Duration

Familial
Sulindac
adenomatous (300400 mg/d,
polyposis (FAP) divided doses)
Hereditary
nonpolyposis
colon cancer
(Lynch
syndrome)

Aspirin 600
mg/d, resistant
starch

IIb

III

Outcome

Polyp
regression

Colorectal and
duodenal polyps
regressed in ~50%

cancer

≥ 2 yr, hazard ratio
(HR) colon cancer
0.41; 95% CI,
0.190.86; all cancers
Incidence rate ratio
0.37; 95% CI,
0.180.78; no effect of
starch

Table 7: Summary of clinical trials of nonsteroidal anti-inflammatory drugs as
colorectal cancer risk-reducing agents in genetic conditions.
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gene mutation carriers, and prophylactic colectomy in individuals
with Familial Adenomatous Polyposis (FAP).
The majority of patients with hereditary breast and ovarian cancers
have mutations in either the breast cancer type 1 or 2 susceptibility
genes (BRCA1 and BRCA2; referred in this topic as BRCA).
Mutations in these genes are implicated in about 15 percent of women
with familial breast cancer and a similar proportion of all women with
incident ovarian cancers. Other hereditary conditions, such as LiFraumeni and Cowden syndromes, which are related to mutations in
the TP53 and PTEN genes, respectively
For women without a personal history of cancer in whom
a BRCA mutation is identified, national guidelines recommend riskreducing Bilateral Salpingo-Oophorectomy (BSO) between the ages
of 35 and 40, and once childbearing is complete. Studies show that
BSO significantly reduces the risk of ovarian cancer. The breast cancer
risk reduction associated with bilateral prophylactic mastectomy is
approximately 90%.
Despite the considerable risk reduction associated with this
procedure, utilization of prophylactic mastectomy remains far less than
that of prophylactic salpingo-oophorectomy. Possible reasons for the
discrepancy between the rates of these prophylactic surgeries include
lack of data proving survival benefit, concerns about appearance and
sexuality following mastectomy, availability of medications that reduce
breast cancer risk, and the options of screening modalities that can
detect breast cancer at a premalignant or early stage.
The decision-making around which strategies to pursue for
cancer risk-reduction (i.e., surveillance, risk-reducing surgery, and/
or chemoprevention) involve a trade-off between life expectancy and
quality of life.

Prophylactic salpingo-oophorectomy
For women with a BRCA mutation, risk-reducing SalpingoOophorectomy (BSO) is indicated by age 35 to 40 and when childbearing
is completed. BSO is also indicated for carriers who are diagnosed with
early-stage breast cancer. It is also appropriate for women with Lynch
syndrome. This procedure provides premenopausal BRCA mutation
carriers with protection from both ovarian cancer (90-95% risk
reduction) and breast cancer (50% risk reduction); for postmenopausal
carriers, it provides protection from ovarian cancer only. Rebbeck
TR, Lynch HT, Neuhausen SL, Narod SA, Van’t Veer L, Garber JE.
Prophylactic oophorectomy in carriers of BRCA1 or BRCA2 mutations.
Risk-reducing salpingo-oophorectomy in women with a BRCA1 or
BRCA2 mutation.
Prophylactic hysterectomy at the time of oophorectomy remains
a point of some debate. For women with Lynch syndrome, the risk of
endometrial cancer is also increased, and it is appropriate to remove
the uterus at the time of oophorectomy. Another issue of debate is the
use of hormone replacement therapy after prophylactic oophorectomy,
which remains controversial in this population due to the risks of breast
cancer. At least one report has found that short-term use of hormone
replacement to treat menopausal symptoms after oophorectomy
in BRCA carriers did not increase the incidence of cancers. Effect
of short-term hormone replacement therapy on breast cancer risk
reduction after bilateral prophylactic oophorectomy in BRCA1 and
BRCA2 mutation carriers: the PROSE Study Group.
It is a common practice to prescribe HRT from the time of BSO
until about age 50, particularly for those undergoing risk-reducing
mastectomy.
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Colectomy
Individuals with the hereditary syndrome familial adenomatous
polyposis are often afflicted with hundreds to thousands of colorectal
polyps and have a virtual certainty of developing colorectal cancer in
their lifetime if their disease is unchecked
A standard risk-reducing measure in this population is prophylactic
colectomy, which is generally undertaken at the appearance of
adenomas in known mutation carriers. Generally undertaken at
the appearance of adenomas in known mutation carriers (Practice
parameters for the treatment of patients with dominantly inherited
colorectal cancer (familial adenomatous polyposis and hereditary
nonpolyposis colorectal cancer).

Status of cancer screening in India
The common sites for cancer in India are oral cavity, lungs,
oesophagus and stomach in males and cervix, breast and oral cavity
among females. Over 70% of the cases report for diagnostic and
treatment services in advanced stages of the disease, resulting in poor
survival and high mortality rates.
Screening for Breast Cancer: It has been suggested that given the
socio-economic realities of a developing country such as India and the
unsuitability of mammography, CBE may be an attractive screening
procedure. Screening for Cervix Cancer the VIA-VILI combination
test may be an acceptable simple technological tool for cervix cancer
screening in resource poor countries like India. In India, it can always be
debated whether introduction of cervical cancer screening programme
at this juncture is at all practicable or we should straightaway settle for
a HPV vaccine based primary prevention strategy.

Future of preventive oncology
With advances in molecular biology, we understand the stages of
cancer development: initiation, promotion and progression. It involves
multiple steps at genetic level and we can target it with molecules called
chemo-preventive agents. Incresing use of technologies like I-robot
and nanotechnology, the diagnosis may be in the earliest stages to
make it amenable to therapeutic strategy. The important role played
by new blood vessel growth in tumors, led to the development of
antiangiogenic drugs now in clinical trials to treat cancer. Because
angiogenesis begins early in cancer, such agents may also turn out to be
useful in prevention. Regulation of certain oncogenes before conception
has led the way to prevention of neonatal cancers. Perhaps some of
the so-called congenital tumours- retinoblastoma and neuroblastoma
- could be prevented.
References
1. de Martel C, Ferlay J, Franceschi S, Vignat J, Bray F, et al. (2012) Global
burden of cancers attributable to infections in 2008: a review and synthetic
analysis. Lancet Oncol 13: 607-615.
2. Stewart BW, Wild CP (2014) World Cancer Report 2014 by the International
Agency for Research on Cancer.
3. Proctor RN (2012) The history of the discovery of the cigarette-lung cancer
link: evidentiary traditions, corporate denial, global toll. Tob Control 21: 87-91.
4. www.cdc.gov/tobacco/data_statistics/sgr/history
5. http://www.cancer.org/aboutus/globalhealth/global-economic-cost-of-cancerreport

8. Claus EB, Risch N, Thompson WD (1994) Autosomal dominant inheritance of
early-onset breast cancer: Implications for risk prediction. Cancer 73: 643-651.
9. Tyrer J, Duffy SW, Cuzick J (2004) A breast cancer prediction model
incorporating familial and personal risk factors. Stat Med 23: 1111-1130.
10. Amir E, Evans DG, Shenton A, Lalloo F, Moran A, et al. (2003) Evaluation of
breast cancer risk assessment packages in the family history evaluation and
screening programme. J Med Genet 40: 807-814.
11. Evans DG, Howell A (2007) Breast cancer risk-assessment models. Breast
Cancer Res 9: 213.
12. Saslow D, Boetes C, Burke W, Harms S, Leach MO, et al. (2007) American
Cancer Society guidelines for breast screening with MRI as an adjunct to
mammography. CA Cancer J Clin 57: 75-89.
13. Parmigiani G, Berry D, Aguilar O (1998) Determining carrier probabilities for
breast cancer-susceptibility genes BRCA1 and BRCA2. Am J Hum Genet 62:
145-158.
14. Antoniou AC, Cunningham AP, Peto J, Evans DG, Lalloo F, et al. (2008) The
BOADICEA model of genetic susceptibility to breast and ovarian cancers:
updates and extensions. Br J Cancer 98: 1457-1466.
15. Armstrong BK, Kricker A (2001) The epidemiology of UV induced skin cancer.
J Photochem Photobiol B 63: 8-18.
16. Rosso S, Zanetti R, Martinez C, Tormo MJ, Schraub S, et al. (1996) The
multicentre south European study ‘Helios’. II: Different sun exposure patterns
in the aetiology of basal cell and squamous cell carcinomas of the skin. Br J
Cancer 73: 1447-1454.
17. Zanetti R, Rosso S, Martinez C, Nieto A, Miranda A, et al. (2006) Comparison
of risk patterns in carcinoma and melanoma of the skin in men: a multi-centre
case-case-control study. Br J Cancer 94: 743-751.
18. Karagas MR, Stannard VA, Mott LA, Slattery MJ, Spencer SK, et al. (2002) Use
of tanning devices and risk of basal cell and squamous cell skin cancers. J Natl
Cancer Inst 94: 224-226.
19. Pietinen P, Malila N, Virtanen M, Hartman TJ, Tangrea JA, et al. (1999) Diet
and risk of colorectal cancer in a cohort of Finnish men. Cancer Causes Control
10: 387-396.
20. Garland C, Shekelle RB, Barrett-Connor E, Criqui MH, Rossof AH, et al.
(1985) Dietary vitamin D and calcium and risk of colorectal cancer: a 19-year
prospective study in men. Lancet 1: 307-309.
21. Garland CF, Garland FC, Gorham ED, Lipkin M, Newmark H, et al. (2006) The
role of vitamin D in cancer prevention. Am J Public Health 96: 252-261.
22. Koushik A, Hunter DJ, Spiegelman D, Beeson WL, van den Brandt PA, et al.
(2007) Fruits, vegetables, and colon cancer risk in a pooled analysis of 14
cohort studies. J Natl Cancer Inst 99: 1471-1483.
23. [No authors listed] (1996) Harvard Report on Cancer Prevention. Volume 1:
Causes of human cancer. Cancer Causes Control 7 Suppl 1: S3-59.
24. Vainio H, Kaaks R, Bianchini F (2002) Weight control and physical activity in
cancer prevention: international evaluation of the evidence. Eur J Cancer Prev
2: S94-S100.
25. Chlebowski RT, Hendrix SL, Langer RD, Stefanick ML, Gass M, et al. (2003)
Influence of estrogen plus progestin on breast cancer and mammography in
healthy postmenopausal women: the Women’s Health Initiative Randomized
Trial. JAMA 289: 3243-3253.
26. http://www.uspreventiveservicestaskforce.org/
27. http://monographs.iarc.fr/ENG/Preamble/CurrentPreamble.pdf
28. http://www.cancer.org/acs/groups/content/@nho/documents/document/
caff2005f4pwsecuredpdf.pdf
29. Busch MP, Glynn SA, Stramer SL, Strong DM, Caglioti S, et al. (2005) A new
strategy for estimating risks of transfusion-transmitted viral infections based on
rates of detection of recently infected donors.Transfusion 45: 254-264.

6. http://who.int/mediacentre/factsheets/fs297/en/

30. Llovet JM, Burroughs A, Bruix J (1989) Hepatocellular carcinoma. Lancet 244:
362-364.

7. Gail MH, Brinton LA, Byar DP, Corle DK, Green SB, et al. (1989) Projecting
individualized probabilities of developing breast cancer for white females who
are being examined annually. J Natl Cancer Inst 81: 1879-1886.

31. Thomas DB, Gao DL, Ray RM, Wang WW, Allison CJ, et al. (2002) Randomized
trial of breast self-examination in Shanghai: final results. J Natl Cancer Inst 94:
1445-1457.

Adv Cancer Prev, an open access journal
ISSN: 2472-0429

Volume 1 • Issue 1 • 1000104

Citation: Panchal HP (2016) Trailing the Path to Preventive Oncology. Adv Cancer Prev 1: 104. doi:10.4172/2472-0429.1000104

Page 10 of 10
32. Smith RA, Saslow D, Sawyer KA, Burke W, Costanza ME, et al. (2003)
American Cancer Society guidelines for breast cancer screening: update 2003.
CA Cancer J Clin 53: 141-169.

50. Sasieni P, Castanon A, Cuzick J (2009) Effectiveness of cervical screening
with age: population based case control study of prospectively recorded data.
BMJ 339: b2968.

33. Mandelblatt JS, Cronin KA, Bailey S, Berry DA, de Koning HJ, et al. (2009)
Effects of mammography screening under different screening schedules:
model estimates of potential benefits and harms. Ann Intern Med 151: 738-747.

51. Mandel JS, Church TR, Ederer F, Bond JH (1999) Colorectal cancer mortality:
effectiveness of biennial screening for fecal occult blood. J Natl Cancer Inst
91: 434-437.

34. Miller AB, To T, Baines CJ, Wall C (2002) The Canadian National Breast
Screening Study-1: breast cancer mortality after 11 to 16 years of follow-up. A
randomized screening trial of mammography in women age 40 to 49 years. Ann
Intern Med 137: 305-312.

52. Kronborg O, Fenger C, Olsen J, Jørgensen OD, Søndergaard O (1996)
Randomised study of screening for colorectal cancer with faecal-occult-blood
test. Lancet 348: 1467-1471.

35. Miller AB, To T, Baines CJ, Wall C (2000) Canadian National Breast Screening
Study-2: 13-Year Results of a Randomized Trial in Women Aged 50–59 Years.
JNCI J Natl Cancer Inst 92: 1490-1499.
36. Tabár L, Vitak B, Chen TH, Yen AM, Cohen A, et al. (2011) Swedish two-county
trial: impact of mammographic screening on breast cancer mortality during 3
decades. Radiology 260: 658-663.
37. Tabár L, Vitak B, Chen THH, Ming-Fang Yen A, Cohen A, et al. (2011) Swedish
Two-County Trial: Impact of Mammographic Screening on Breast Cancer
Mortality during 3 Decades. RSNA 260: 3.
38. Ronco G, Cuzick J, Pierotti P, Cariaggi MP, Dalla Palma P, et al. (2007)
Accuracy of liquid based versus conventional cytology: overall results of new
technologies for cervical cancer screening: randomised controlled trial. BMJ
335: 28.
39. Davey E, d’Assuncao J, Irwig L, Macaskill P, Chan SF, et al. (2007) Accuracy of
reading liquid based cytology slides using the ThinPrep Imager compared with
conventional cytology: prospective study. BMJ 335: 31.
40. Beerman H, van Dorst EB, Kuenen-Boumeester V, Hogendoorn PC (2009)
Superior performance of liquid-based versus conventional cytology in a
population-based cervical cancer screening program. Gynecol Oncol 112: 572576.

53. Shaukat A, Mongin SJ, Geisser MS, Lederle FA, Bond JH, et al. (2013) Longterm mortality after screening for colorectal cancer. N Engl J Med 369: 11061114.
54. Atkin WS, Edwards R, Kralj-Hans I, Wooldrage K, Hart AR, et al. (2010) Onceonly flexible sigmoidoscopy screening in prevention of colorectal cancer: a
multicentre randomised controlled trial. Lancet 375: 1624-1633.
55. National Lung Screening Trial Research T, Aberle DR, Adams AM, Berg CD,
Black WC, et al. (2011) Reduced lung-cancer mortality with low-dose computed
tomographic screening. N Engl J Med 365: 395-409.
56. Horeweg N, van der Aalst CM, Thunnissen E, Nackaerts K, Weenink C, et al.
Characteristics of lung cancers detected by computer tomography screening
in the randomized NELSON trial. Am J Respir Crit Care Med 187: 848-854.
57. Ru Zhao Y, Xie X, de Koning HJ, Mali WP, Vliegenthart R, et al. (2011)
NELSON lung cancer screening study. Cancer Imaging S79-S84.
58. Horeweg N, van der Aalst CM, Vliegenthart R, Zhao Y, Xie X, et al. (2013)
Volumetric computed tomography screening for lung cancer: three rounds of
the NELSON trial. Eur Respir J 42: 1659-1667.
59. h t t p : / / w w w . u s p r e v e n t i v e s e r v i c e s t a s k f o r c e . o r g / P a g e / D o c u m e n t /
UpdateSummaryFinal/lung-cancer-screening
60. Wender R, Fontham ET, Barrera E Jr, Colditz GA, Church TR, et al. (2013)
American Cancer Society lung cancer screening guidelines. CA Cancer J Clin
63: 107-117.

41. Lee KR, Darragh TM, Joste NE, Krane JF, Sherman ME, et al. (2002)
Atypical glandular cells of undetermined significance (AGUS): Interobserver
reproducibility in cervical smears and corresponding thin-layer preparations.
Am J Clin Pathol 117: 96-102.

61. Wood DE (2015) National Comprehensive Cancer Network (NCCN) Clinical
Practice Guidelines for Lung Cancer Screening. Thorac Surg Clin 25: 185-197.

42. Bai H, Sung CJ, Steinhoff MM (2000) ThinPrep Pap Test promotes detection of
glandular lesions of the endocervix. Diagn Cytopathol 23: 19-22.

62. Wolin KY, Carson K, Colditz GA (2010) Obesity and cancer. Oncologist 15:
556-565.

43. Bernstein SJ, Sanchez-Ramos L, Ndubisi B. (2001) Liquid-based cervical
cytologic smear study and conventional Papanicolaou smears: a metaanalysis
of prospective studies comparing cytologic diagnosis and sample adequacy.
Am J Obstet Gynecol. 185: 308-317.

63. http://www.cancer.gov/bcrisktool/

44. Nanda K, McCrory DC, Myers ER, Bastian LA, Hasselblad V, et al. (2000)
Accuracy of the Papanicolaou test in screening for and follow-up of cervical
cytologic abnormalities: a systematic review. Ann Intern Med 132: 810-819.
45. Peirson L, Fitzpatrick-Lewis D, Ciliska D, Warren R (2013) Screening for
cervical cancer: a systematic review and meta-analysis. Syst Rev 2: 35.
46. Ho GY, Bierman R, Beardsley L, Chang CJ, Burk RD (1998) Natural history of
cervicovaginal papillomavirus infection in young women. N Engl J Med 338:
423-428.
47. Ronco G, Giorgi-Rossi P, Carozzi F, Confortini M, Dalla Palma P, et al. (2010)
Efficacy of human papillomavirus testing for the detection of invasive cervical
cancers and cervical intraepithelial neoplasia: a randomised controlled trial.
Lancet Oncol 11: 249.
48. Castle PE, Katki HA (2010) Benefits and risks of HPV testing in cervical cancer
screening. Lancet Oncol 11: 214-215.

64. Fisher B, Costantino JP, Wickerham DL, Redmond CK, Kavanah M, et al.
(1998) Tamoxifen for Prevention of Breast Cancer: Report of the National
Surgical Adjuvant Breast and Bowel Project P-1 Study. J Natl Cancer Inst 90:
1371-1388.
65. Powles TJ, Ashley S, Tidy A, Smith IE, Dowsett M (2007) Twenty-year followup of the Royal Marsden randomized, double-blinded tamoxifen breast cancer
prevention trial. J Natl Cancer Inst 99: 283-290.
66. Cuzick J, Powles T, Veronesi U, Forbes J, Edwards R, et al. (2003) Overview
of the main outcomes in breast-cancer prevention trials. Lancet 361: 296-300.
67. Vogel VG, Costantino JP, Wickerham DL, Cronin WM, Cecchini RS, et al.
(2006) Effects of tamoxifen vs. raloxifene on the risk of developing invasive
breast cancer and other disease outcomes: the NSABP Study of Tamoxifen
and Raloxifene (STAR) P-2 trial. JAMA 295: 2727-2741.
68. Cuzick J, Sestak I, Forbes JF, Dowsett M, Knox J, et al. (2014) Anastrozole
for prevention of breast cancer in high-risk postmenopausal women (IBIS-II):
an international, double-blind, randomised placebo-controlled trial. Lancet 383:
1041-1048.

49. Huh WK, Ault KA, Chelmow D, Davey DD, Goulart RA, et al. Use of primary
high-risk human papillomavirus testing for cervical cancer screening: interim
clinical guidance. Obstet Gynecol 125: 330.

Citation: Panchal HP (2016) Trailing the Path to Preventive Oncology. Adv
Cancer Prev 1: 104. doi:10.4172/2472-0429.1000104

Adv Cancer Prev, an open access journal
ISSN: 2472-0429

Volume 1 • Issue 1 • 1000104

