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Abstract In considering the role of the cancer prevention
workforce in meeting the nation’s future health care needs, it
is vital to address the considerable gaps in information,
communication, training, professional development, roles,
and levels of collaboration among diverse disciplines, stake-
holders, and constituencies. As part of an October 2009
symposium at The University of Texas MD Anderson Can-
cer Center entitled “Future Directions in Cancer Prevention
and Control: Workforce Implications for Training, Practice,
and Policy,” the Health Policy and Advocacy Working
Group was convened to discuss barriers to closing these
gaps. Three major themes emerged from the group’s delib-
erations and are discussed here: (1) the role of critical health
literacy and evidence-based collaborations in cancer preven-
tion education, research, and practice; (2) the implications of
health advocacy for policy development and clinical and
public health practice; and (3) culturally and linguistically
appropriate cancer prevention programs and information

within advocacy/workforce collaborations. Mechanisms for
addressing these gaps are presented.
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The “Future Directions in Cancer Prevention and Control:
Workforce Implications for Training, Practice, and Policy”
Symposium focused on two central questions:

1. How can cancer prevention take a central role in the
strategic planning to meet and minimize the effect of the
future cancer burden?

2. Given the shortage anticipated for the oncology work-
force by 2020, does the cancer prevention workforce face
a similar shortage? And, what must be done?

In considering these questions, it is vital to address the
considerable gaps in information, communication, training,
professional development, roles, and levels of collaboration
among multiple disciplines, key stakeholders, and diverse
constituencies. Within this context, the Health Policy and
Advocacy Working Group discussed key barriers to closing
these gaps. These are described here and mechanisms for
addressing them are presented.

Encouraging Critical Health Literacy
and Evidence-Based Collaborations in Cancer
Prevention Education, Research, and Action Across
Disciplines and Constituencies

Cancer prevention is a process that involves multiple stake-
holders within and beyond the health arena. Educators strive
to promote and disseminate information and resources that are
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accurate, relevant, effective, and evidence-based. Clinicians
who promote the evidence-based model suggest that medical
decisions must be based on clinical expertise, patient prefer-
ences, and good evidence when it is available. Likewise, the
rise of medical consumerism centers on the availability of
reliable information as individuals are empowered to play an
active role of health decision-making. Increasingly, individuals
rely on health media and the Internet to learn about health and
illness. Many also become health advocates or join communi-
ties of advocates to increase their understanding of particular
conditions, gain leverage in medical decision-making, or in-
fluence public policy or the health care system.

Yet there remain unanswered questions related to health
literacy of patients and the public. For example, what evidence
is needed for decision-making; how evidence should be com-
municated; what skills are necessary for assessing evidence;
and what ethical considerations should be taken into account
when promoting education programs. Health literacy is likely
to require a judicious understanding of scientific research and
evidence-based practice, which involves the ongoing review of
the “science,” systematically developed statements to assist
practitioners and patients, the integration of the science with
clinicians’ training and experience, and patients’ active partic-
ipation in making decisions about their care [1].

Although there is a strong push toward evidence-based
practice, what happens when evidence is missing, partial,
controversial, or lacks clear translation to clinical practice?
How do stakeholders become health literate in the face of
such evidence? The current lack of collaboration in preven-
tion education, policy, and research across disciplines and
constituencies has historically been a barrier to answering
these questions. There are strategies for overcoming these
barriers that include, but are not limited to, ongoing profes-
sional training, inclusive curricula, and improved commu-
nication among key stakeholders.

Barrier: There is little career preparation or ongoing
professional development for cancer prevention profes-
sionals in the areas of multidisciplinary approaches, the
translation of multidisciplinary research in ways that
promote and improve health literacy, and skills to engage
with health media professionals.
Mechanism of support: (A) Increase awareness of the
levels of health literacy within cancer prevention educa-
tion and their roles in promoting the functional utilization
of evidence-based practices. (B) Support the develop-
ment and increased availability of education programs/
degrees in cancer prevention as well as workshops and
modular courses throughout the career track that include
online and/or live workshops that could be embedded in
existing curricula, presented in professional meetings and
conferences, or online as stand-alone modules. (C) Devel-
op strategies to increase understanding of evidence-based

approaches and promote collaborations with policy-
makers, advocates, and health journalists to improve pub-
lic health literacy about cancer prevention.

Case in Point: Health Literacy, Definitions, and Use

A. Increase awareness of the levels of health literacy within
cancer prevention education and their roles in promoting
functional utilization of evidence-based practices.

Health literacy is a multi-dimensional concept oriented
to education goals and intended outcomes for individuals
and communities. Functional health literacy is the foun-
dation of basic health knowledge, health decision-making,
and the effective use of health services (e.g., being able to
read and follow instructions on a prescription bottle, suc-
cessfully making and keeping appointments, and follow-
ing prescribed treatments.) Interactive health literacy
involves similar goals and outcomes with an improved
capacity for independent action based on learned knowl-
edge and an increased likelihood of engaging with social
groups and supportive environments to enhance decision-
making skills (e.g., support groups, online health commu-
nities, and other information-sharing outlets among peers).
Critical health literacy involves extracting information,
comprehending its relevance, and analyzing it effectively
so that it may be used for one’s own benefit and for the
benefit of one’s community, or society more broadly (e.g.,
advocacy groups oriented toward personal and commu-
nity empowerment to improve the social, economic, and
environmental determinants of health) [2].

If cancer prevention is to be fully integrated into the
health system and health promotion strategies, it is neces-
sary to target the multiple levels of health literacy. Both
interactive and critical health literacy are vital for under-
standing medical situations and making reasoned assess-
ments of medical options, including their benefits, risks,
and limitations. Critical health literacy is also a route
through which health education may be directed toward
engaging advocacy communities in changing public pol-
icy and organizational health practices. For individuals to
make optimal decisions about health theymust understand
potential risks and benefits sufficiently. If a diagnostic test
is inconclusive or does not coincide with symptomology
or family history, for example, a person may not know
what to do with that information. Awoman with a family
history of breast cancer who does not have a mutation on
either of the so-called breast cancer genes may have a
difficult time deciding whether to subject herself to med-
ical interventions such as prophylactic mastectomy or
oophorectomy, both of which have important risks and
long-term consequences. Beyond that individual decision
lies the extent to which health advocates and professionals
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promote such interventions and clearly communicate the
body of evidence about their potential outcomes.

B. Support the development and increased availability of
education programs/degrees in cancer prevention as well
as workshops and modular courses throughout the career
track that include online and/or live workshops that could
be embedded in existing curricula, presented in profes-
sional meetings and conferences, or online as stand-alone
modules.

Between 1989 and 1990, the American Association of
Cancer Education conducted the Cancer Education Sur-
vey II, which examined cancer prevention education
(CPE) within US medical schools. The AACE made
recommendations for the improvement of CPE that fo-
cused on instructional planning; the evaluation of learn-
ing objectives, processes, and effectiveness; and the
adaptability of these learning objectives and strategies
to a wide range of programs. It also emphasized the need
for computer-assisted instruction and formal studies to
examine ambulatory patient settings and cancer tumor
registries in the education of medical students. The Insti-
tute ofMedicine’s 2003 report, Fulfilling the Potential for
Cancer Prevention and Early Detection, found that the
considerable evaluation of cancer education in medical
schools still focused primarily on cancer diagnosis and
treatment rather than on cancer prevention [3].

A 2008 systematic inquiry into how far CPE had come
since the initial recommendations found that while there
had been headway in several medical schools, there was
still a need for concerted effort to develop core cancer
prevention competencies that could be tailored to indi-
vidual schools [4]. Similarly, it found that many medical
schools had developed computer-aided instruction to give
students simulated opportunities for applying prevention
strategies, yet there was little formal evaluation of these
programs or coordination among medical schools. Al-
though there have been strides to reform curricula to
include multidisciplinary, competency-based learning in
cancer prevention, more research is needed to evaluate
the effectiveness of multi-faceted approaches to develop
a comprehensive and coherent CPE platform.

C. Develop strategies to increase understanding of evidence-
based approaches and promote collaborationswith policy-
makers, advocates, and health journalists to improve pub-
lic health literacy about cancer prevention.

A strong CPE platform would recognize that the re-
search and best practices of health and medical science do
not live solely within the boundaries of the health care
system. Media outlets, advocacy and support communi-
ties, health policy, and the overwhelming array of health
information on the Internet makemedical science available
to the public and open to potential (mis)interpretation.
CPE professionals operate within this context and would

benefit from the cross-fertilization of ideas and efforts to
improve public health literacy across constituencies.

The US Food and Drug Administration recently pub-
lished a PDF book, “Communicating Risks and Benefits:
An Evidence-Based User’s Guide,”which targets the pub-
lic and regulated industries with the goal of strengthening
relevant science, policy, and capacity. The guidebook pro-
vides an introduction to evidence-based communication,
best practices, and best guesses. Overall, the guide gets to
heart of evidence-based practice in lay terms: 1.What does
the science say? 2. What are the practical implications of
the scientific results? 3. How can one evaluate communi-
cations based on that science? The book answers these
questions within a broad range of relevant topics, includ-
ing language, health care professions, news coverage, and
strategic planning. Intended to close the gap between
scientific knowledge, communication, and reception, each
chapter draws upon notable research and provides addi-
tional resources [5].With attention to what practical advice
the science can support (e.g., from communicating the
relative vs. absolute risks of screening or chemoprevention
to recommending practical approaches to changing risky
health behaviors), the book is a starting point for building
bridges across disciplines and stakeholders in CPE, and in
the health and illness arena generally.

It is crucial to recognize, though, that the quality, accu-
racy, and visibility of health care reporting are barriers to
evidence-based health communication. The Association of
Health Journalists has openly acknowledged that, “stories
that fail to explain how research findings…fit within the
broader body of evidence do not serve the interests of the
public.” Editor-at-Large for MedPage Today, George
Lundberg MD, argues further that the public and health
professionals alike need stringent criteria for evaluating the
plethora of “medical junk news” [6]. He refers to these
evaluation measures as “Medical Reporting Rules to live
(or die) by.” Developed by Health News Review the crite-
ria help readers to assess critical factors which can be
applied to any medical news story, such as the practical
need, availability, cost, and relative value of a newmedical
approach; the quality of evidence presented in a news
story, including a discussion of benefits, risks, and harms;
the novelty of a new approach as contextualized within a
full body of evidence; and, the quality of the news source
(i.e., a press release, expert testimony, or full study) as well
as potential conflicts of interest. Based on these criteria,
Lumberg states, “It is a rare medical news story…that gets
high marks. Pity. The network television reporters with the
largest viewership seem to get the worst grades; and they
seem not to care. An even greater pity.”

One of the reasons medical news often fails to achieve
high marks is that few scientists, physicians, and others
have had any preparation about responding to inquiries
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from journalists who are seeking knowledgeable sources.
Cancer centers and hospitals usually have departments of
public affairs and/or communication, which serve as a
journalist’s gateway to the organization’s experts. Some-
times these organizations provide preparation and tips
about responding to interviews. Medical and scientific
organizations such as ASCO, ASPO, and AACR often
prepare and assist their members at news conferences in
conjunction with their annual meetings, where the latest
breakthroughs are presented. This on-the-spot preparation
cannot provide the necessary background that would help
the scientist identify whether the journalist’s assignment
was a feature or news, whether the journalist needed a
sound bite, background, or in-depth information, or the
literacy level of the intended readers or viewers.

Experienced and clever physicians and scientists can
often inject prevention messages into even the most ab-
breviated new stories since journalists typically have a
desire to personalize their stories. For example, when
reporting on a new breast cancer treatment, the journalist
knows that the story may be of interest only to those who
currently have the disease, but to gain a wider audience
the story may be expanded to include a range of preven-
tion activities. Cancer prevention professionals can
identify opportunities to open the prevention discus-
sion by having a pre-interview conversation with
the reporter. All of this points to ways to capitalize
on the media for purposes of public cancer educa-
tion, a skill set CPE must incorporate if cancer prevention
professionals are to play a larger role in the production of
high-quality medical news.

Implications of Advocacy for Policy Development
and Clinical/Public Health Practice

Advocacy is one of the most misunderstood concepts in
disease prevention generally and in cancer prevention par-
ticularly. Advocacy involves activities to support a particu-
lar agenda, such as promoting HPV vaccine for young girls,
eating a certain diet, or influencing lawmakers to direct
taxpayer dollars to a particular prevention activity as op-
posed to a competing activity. The rise of advocacy groups
and entire movements came out of the social movements of
the 1960s and 1970s when individuals and lay interest
groups began to challenge expert authority within the med-
ical system. As the term “consumer” became the label of
choice within health and social services, those who used
health services were empowered to play a more active role
[7]. Likewise, representatives of science and government
have shown increased support for public involvement health
research and policy, particularly since the 1990s. A hallmark
of the Department of Defense Breast Cancer Research

Program is the partnering of scientists and consumers in
the proposal review process. The balance between scientific
objectivity and consumer direction in research is a delicate
one. To know what kinds of research would expand the
cancer prevention agenda, educators must consider the role
of advocates as both patients and consumers in light of the
variety of prevention strategies available and the extent to
which they could impact health outcomes and/or diminish
their preventive potential.

Barrier: Stakeholders in cancer prevention do not un-
derstand the implications of advocacy, or the lack of it,
for policy development to support cancer prevention in
clinical and public health practice.
Mechanism of support: (A) What are some of the
key implications of advocacy for policy develop-
ment in cancer prevention? (B) Research outcomes,
both positive and negative, need to be disseminated
for appropriate action through advocacy or policy
development, or both. (C) Develop training systems
to teach the workforce how to translate research out-
comes into policy, practice, and health communication
programs.

Case in Point: The Role of Advocacy

A. What are some of the key implications of advocacy for
policy development in cancer prevention?

The objectives of political advocacy are usually legis-
lation that affects cancer prevention behavior or the ap-
propriation of public funds to support research. Non-
governmental organizations, such as the American Can-
cer Society, American Lung Association, Lance Arm-
strong Foundation, Susan G. Komen for the Cure,
Women’s Cancer Network, and others, have developed
considerable expertise in galvanizing lay and profession-
al advocates to work on their behalf. Although advocacy
in support of a particular type of cancer can be a powerful
public influence, it also has the potential to create what
Dr. Otis Brawley of the American Cancer Society calls
the “Disease Olympics,” a situation when “advocates for
one disease try to increase funding for their disease by
decreasing funding for another disease” [8].

The National Cancer Institute’s investment in ovarian
cancer research increased to $110.1 million in FY 2009,
up from $97.7 million in FY 2005. The institute also
supported $16.2 million in ovarian cancer research in
FY 2009 using funding from the American Recovery
and Reinvestment Act [9]. In comparison, the National
Institutes of Health spend more than $700 million per
year on breast cancer research, and the Department of
Defense Breast Cancer Research Program has allocated
about $2.5 billion to peer-reviewed research since 1992
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[10]. The difference in research allocations within and
across different types of cancer may reflect differences in
levels of advocacy, publicity, and political will. Pink
ribbon products and events in cities across America from
pub crawls to pink-lighted buildings to the popular
walks/runs saturate the culture, demand media attention,
engage political leaders, shape research, and raise funds.
When large numbers of cancer survivors advocate for
actions related to one type of cancer, rare cancers, and
those with few survivors have few advocates and limited
exposure.

B. Research outcomes, both positive and negative, need to
be disseminated for appropriate action through advocacy
or policy development, or both.

Advocacy may, or may not, be based on sound scien-
tific knowledge. Proponents may in fact focus on specific
actions without necessarily presenting all of the evidence,
pro and con, to support it. The ongoing public debate over
screening mammography is an illustrative case. Since the
mid-1960s and 1970s, there has been ongoing scientific
and medical controversy about the benefits of population
levelmammography screening in reducingmortality com-
pared to the risks of high rates of false-positives, false-
negatives, overdiagnosis, and overtreatment [11–13]. In
addition to seven major randomized controlled clinical
trials conducted between 1963 and 1982 to analyze the
impact of screening mammography on mortality, system-
atic reviews of these trials to assess their quality and
evaluate the findings, and the adoption of new screening
protocols by notable doctors, organizations, and other
constituencies, the heated public debate over screening
reflects a deeper conflict among key stakeholders in the
breast cancer arena.

Since the inception of National Breast Cancer Aware-
ness Month in 1985, screening mammography has been
cast as the “best weapon” against breast cancer. Profes-
sional associations, breast cancer organizations, pharma-
ceutical companies, corporations, and the medical system
have institutionalized the message that early detection
through screening is the key to reducing breast cancer
deaths. Numerous public awareness and cause-marketing
campaigns echo this message while also selling various
products and services and raising funds for “the cause” or
for specific breast cancer organizations [14]. Since the
public most easily identifies with early detection as a
prevention strategy, the risks and limitations of this diag-
nostic tool may be downplayed. A 2006 survey in six
countries concluded that “one-sided propaganda about
breast screening…resulted in misconceptions about its
effects” [15]. An analysis of information given to women
invited for screening revealed that it did not mention the
risks of overdiagnosis or overtreatment. One third of invi-
tations said that screening leads to less invasive surgery or

simpler treatment even though overdiagnosis would
produce the opposite effect, and half of the invitations
mentioned only the possibility of pain as a risk, something
that is temporary and is the least serious harmful effect
[16].

With a bent toward highlighting the benefits and gloss-
ing over the limitations and risks of screening the entire
population rather than targeted, high-risk groups of wom-
en, it is not surprising that the public might feel frustrated
and uncertain about when, and how often, to be screened
for breast cancer. Unfortunately, news reporting of the
issue, particularly the recommendations released by the
US Preventive Services Task Force in 2009, added to the
confusion while screening turf wars mounted among
various stakeholders with little to no discussion about
how the rigors and limitations of scientific knowledge
figure into practical decision-making about the role of
screening. Health care journalism expert, Gary Schwitzer,
argued that it was “one of the worst such episodes” he had
witnessed to date [17]:

“Evidence was often ignored. Personal, emotional
anecdotes dominated many stories. Benefits of mam-
mography were exaggerated while potential harms
were downplayed or totally ignored. A public opinion
poll 17 months later showed that women were still
confused and misinformed about what the Task Force
had recommended.” [18]

Since public health relies to a large extent on public
policy, what happens if policymakers are drawn into such
debates without knowing how to evaluate scientific evi-
dence? How do advocacy groups themselves discern the
merits and potential outcomes of changes to health screen-
ing protocols? What happens when media spin takes the
place of well communicated health information about the
benefits, risks, and limitations of health-related products and
services? Answer: evidence gives way to popular opinion
and lobbying power. CPE professionals can turn the tide
toward a balanced understanding of the science and its
practical applications.
C. Develop training systems to teach the workforce how to

translate research outcomes into policy, practice, and
health communication programs.

To keep the balance of evidence and advocacy,
cancer professionals need to be skilled and involved
in the communication of medical information and
research. Yet political advocacy is another realm
where CPE professionals have few skills. Select
individuals may lend credence to the basic mes-
sages of advocacy activities or become non-critical
advocates of a cause they believe in, but few are
fully prepared to use their expertise and credibility to the
best advantage to provide balanced and thoughtful
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messages about prevention, as opposed to cure, in con-
junction with advocacy activities.

The most successful advocacy to change legisla-
tion has been in the realm of tobacco control, yet
surprisingly only a small proportion of cancer pre-
vention professionals have been at the forefront of
this effort. Even fewer have taken direct part in
advocacy efforts to influence lawmakers in increas-
ing funding to the NCI, CDC, NIEHS, and other
agencies. The reluctance of professionals to be in-
volved in political advocacy may stem from the
mystique of scientific impartiality or the reluctance
of professionals to advocate for something when the
evidence may be less strong. An historical example
is the general lack of professional advocacy for the
first Surgeon General’s Report on tobacco, when
many physicians and scientists were reluctant to take a
stand and when many of them were themselves, smoking
cigarettes.

For the most part it has been cancer survivors, or
their friends and relatives, who have championed
the triumphs of political advocacy. As the number
of advocacy groups and health social movements
have grown and gained momentum, scientists and
CPE professionals must take a far greater role in
engaging with communities of advocates, both to
touch ground on issues of key concern and to foster
an understanding of what science can and cannot
practically say about what ails us, and how we might
prevent it.

Culturally and Linguistically Appropriate Cancer
Prevention Programs and Information
Within Advocacy/Workforce Collaborations

Engaging communities, rather than proscribing actions for
them, is the key to culturally competent communication and
participatory research. Regardless of whether a prevention
modality is biologically or behaviorally based, the shaping
and transmission of effective, evidence-based prevention
messages must be culturally and linguistically appropriate
if they are to be heard, accepted, and acted upon by the
public as well as by community advocates. The CPE work-
force from researchers to public educators can increase their
effectiveness by understanding the cultural implications of the
concepts they seek to convey, the accessibility and impact of
the language they use to convey them, and the outcomes of
their messages.

Barrier: Although growing, understanding of the cultur-
al and linguistic issues involved in promoting cancer
prevention literacy and behaviors and connecting with

community stakeholders remains limited among the can-
cer prevention workforce.
Mechanism of support: (A) Increase culturally com-
petent research, practice, and dissemination strategies
and integrate them into the cancer prevention body of
knowledge; obtain support of key stakeholders in the
decision-making processes involved in culturally com-
petent prevention strategies. (B) Build the capacity and
leadership of communities and mobilize their efforts.

Case in Point: Overcoming Barriers and Engaging
Communities

A. Increase culturally competent research, practice, and
dissemination strategies and integrate them into the
cancer prevention body of knowledge; obtain support
of key stakeholders in the decision-making processes
involved in culturally competent prevention strategies.

As defined by Betancourt et al., cultural competence in
health care entails “understanding the importance of so-
cial and cultural influences on patients’ health beliefs and
behaviors; considering how these factors interact at mul-
tiple levels of the health care delivery system [organiza-
tional, structural, and clinical levels]; and finally, devising
interventions that take these issues into account to assure
quality health care delivery to diverse patient populations”
[19]. Specialists in the field of health disparities and
cancer prevention and control have demonstrated the
benefits of using culturally and linguistically appropriate
interventions as a means for improving the quality of care
and ultimately reducing disparities. However, a lack of
diversity in the workforce, limited structural supports in
meeting the needs of diverse populations, and differences
in communication styles between patients and health care
professionals that do not share common racial, ethnic, or
cultural backgrounds limit the medical system’s ability to
provide culturally competent care.

It is well established that there are disparities in cancer
incidence, mortality, and survival among racial, ethnic,
socioeconomic, and other groups. For breast cancer the
differences are compelling: Caucasian women experi-
ence higher incidence of breast cancer, but African-
American, Latina, American Indian/Alaska Native, and
Native Hawaiian women have lower 5-year survival rates
[20]. African-American women have a higher breast
cancer mortality rate at every age, and lower survival rate
than white women, and breast cancer is the most com-
monly diagnosed cancer and the leading cause of cancer
death among Latinas. Screening rates among under-
served populations (i.e., racial and ethnic minorities,
rural, lower socioeconomic status, low-literacy) also tend
to be lower, and frequently these groups of women
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present at the time of diagnosis with more aggressive
types of cancers. Increases in screening do not always
translate to earlier diagnoses [21]. In addition to differ-
ences in tumor biology and access to quality diagnostic
procedures, health outcomes also result from a lack of
health insurance, good medical care, health education,
and cultural and linguistic barriers.

A variety of sociocultural factors impact cancer pre-
vention strategies. Cultural barriers may include beliefs
and practices around issues such as modesty or embar-
rassment within the medical setting or the fear that a
diagnosis will lead to death (i.e., fatalism) [22]. Intercul-
tural barriers may also include a general mistrust of the
medical system, a lack of trust in, or intention to follow,
provider recommendations [23], or the failure of a phy-
sician of a different race/ethnicity to recommend a diag-
nostic procedure [22]. Linguistic barriers include
incomplete knowledge of the English language as well
as limited literacy, regardless of native language, both of
which contribute to lack of knowledge about risk factors,
screening guidelines, or knowledge about how to navi-
gate the health care system [24]. Key cancer prevention
information must be communicated in ways that reflect
the language proficiency, level of health literacy (as de-
scribed in section II above), and the cultural norms of the
communities served.

Culturally tailored interventions have been shown to
be successful in improving behavioral outcomes as com-
pared to standard interventions, not only for mammogra-
phy utilization [25, 26] but for other prevention-related
behaviors such as obtaining Pap smears [27], smoking
cessation [28], and weight management [29, 30]; much
research continues to focus on culturally and linguistically
appropriate interventions. At the same time the cancer
prevention workforce, including the academic research
community, institutional planning and implementation
professionals, funding sources, and service providers
may have limited understanding of important cultural
issues, including differences between their own commu-
nication styles and decision-making processes and those
used by the communities they serve and with whom they
partner. Such differences have the potential to affect
decision-making in numerous ways, including the ability
of patients to recognize and discuss symptoms, under-
stand prescribed treatment and potential alternatives, and
seek continued care. To fully facilitate the translation of
effective interventions, cultural awareness and cultural
competence training needs to permeate all levels and roles
of the research-to-intervention pipeline.

B. Build the capacity and leadership of communities and
mobilize their efforts.

The controversy surrounding mammography screen-
ing described previously illuminates a fundamental

problem in how evidence is used to make health and
medical decisions, and how it can be weighted for par-
ticular purposes when it is communicated. Programs and
organizations with large funding sources have a greater
public and political reach as well as more money to
disseminate information. While the information commu-
nicated may be labeled “evidence-based” because it
includes statistics, samples, and findings it is less clear
how people learn the skills necessary to evaluate the
evidence and determine for themselves how to use it to
make decisions.

Many breast cancer and other community-based advo-
cacy organizations have committed to evidence-based
assessments of scientific and medical information with
the goal of increasing their constituents’ understanding
of medical research and increasing the multiple dimen-
sions of health literacy, from functional to critical. The
National Breast Cancer Coalition’s Project LEAD, for
example, teaches laypersons about fundamental biological
concepts related to breast cancer, research methods, and
how to evaluate medical reporting in ways that empower
them to make decisions about breast cancer as well as
influence research and public policy agendas. The envi-
ronmental breast cancer movement also uses participatory
research models and biomedical knowledge to raise
awareness of environmental causes and promote precau-
tionary measures, including removing known toxic agents
from everyday products and environments [31].

Before the rise of community-based participatory re-
search, academic researchers, policymakers, and others
were more likely to be perceived as outsiders to the
advocacy community. Now, with increased collaboration
there is greater potential for cancer workforce to collabo-
rate with, and gain the buy-in of, specific communities of
interest. Engaging with those communities to foster an
understanding of how to access and evaluate scientific
evidence will go a long way toward creating cancer pre-
vention programs that are meaningful and effective. Such
programs must focus on health disparities and systemic
barriers; the relationship among overlapping health con-
cerns and chronic conditions (e.g., obesity, heart disease,
and cancer); and the shared role of individual behaviors
and societal conditions in creating the cancer burden.

Closing Statement

President of the Institute of Medicine Harvey Fineberg argues
that although prevention is a strong cultural value, it is still “a
hard sell.” There is a focus on curative versus preventive
approaches; delayed pay-off for, and invisibility of, successful
and persistent prevention measures; misalignment of incen-
tives for prevention activities; inconsistent advice about pre-
vention from authoritative bodies that accrue new evidence
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over time; bias against the real side effects of potentially
preventive measures; and conflicts of interest that are both
cultural and commercial. The readiness of the oncology work-
force to address these barriers to reduce the cancer burden
rests upon increased awareness of the role of prevention and
the need for multidisciplinary collaborations that involve key
stakeholders and diverse constituencies.
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