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475and depression. Self-image is often seriously compromised by deform-
ing surgery and loss of hair. Women who receive cosmetic advice that 
enables them to look better also feel better. Loss of control over how 
one spends time can contribute to the sense of vulnerability. Juggling 
the demands of work and family with the demands of treatment may 
create enormous stresses. Sexual dysfunction is highly prevalent and 
needs to be discussed openly with the patient. An empathetic health 
care team is sensitive to the individual patient’s needs and permits 
negotiation where such flexibility will not adversely affect the course 
of treatment.

Cancer survivors have other sets of difficulties. Patients may have 
fears associated with the termination of a treatment they associate with 
their continued survival. Adjustments are required to physical losses 
and handicaps, real and perceived. Patients may be preoccupied with 
minor physical problems. They perceive a decline in their job mobility 
and view themselves as less desirable workers. They may be victims 
of job and/or insurance discrimination. Patients may experience dif-
ficulty reentering their normal past life. They may feel guilty for hav-
ing survived and may carry a sense of vulnerability to colds and other 
illnesses. Perhaps the most pervasive and threatening concern is the 
ever-present fear of relapse (the Damocles syndrome).

Patients in whom therapy has been unsuccessful have other prob-
lems related to the end of life.

Death and Dying  The most common causes of death in patients with 
cancer are infection (leading to circulatory failure), respiratory fail-
ure, hepatic failure, and renal failure. Intestinal blockage may lead to 
inanition and starvation. Central nervous system disease may lead to 
seizures, coma, and central hypoventilation. About 70% of patients 
develop dyspnea preterminally. However, many months usually pass 
between the diagnosis of cancer and the occurrence of these compli-
cations, and during this period, the patient is severely affected by the 
possibility of death. The path of unsuccessful cancer treatment usually 
occurs in three phases. First, there is optimism at the hope of cure; 
when the tumor recurs, there is the acknowledgment of an incurable 
disease, and the goal of palliative therapy is embraced in the hope of 
being able to live with disease; finally, at the disclosure of imminent 
death, another adjustment in outlook takes place. The patient imagines 
the worst in preparation for the end of life and may go through stages 
of adjustment to the diagnosis. These stages include denial, isola-
tion, anger, bargaining, depression, acceptance, and hope. Of course, 
patients do not all progress through all the stages or proceed through 
them in the same order or at the same rate. Nevertheless, developing 
an understanding of how the patient has been affected by the diagnosis 
and is coping with it is an important goal of patient management.

It is best to speak frankly with the patient and the family regarding 
the likely course of disease. These discussions can be difficult for the 
physician as well as for the patient and family. The critical features of 
the interaction are to reassure the patient and family that everything 
that can be done to provide comfort will be done. They will not be 
abandoned. Many patients prefer to be cared for in their homes or 
in a hospice setting rather than a hospital. The American College of 
Physicians has published a book called Home Care Guide for Cancer: 
How to Care for Family and Friends at Home that teaches an approach 
to successful problem-solving in home care. With appropriate plan-
ning, it should be possible to provide the patient with the necessary 
medical care as well as the psychological and spiritual support that will 
prevent the isolation and depersonalization that can attend in-hospital 
death.

The care of dying patients may take a toll on the physician. A “burn-
out” syndrome has been described that is characterized by fatigue, dis-
engagement from patients and colleagues, and a loss of self-fulfillment. 
Efforts at stress reduction, maintenance of a balanced life, and setting 
realistic goals may combat this disorder.

End-of-Life Decisions  Unfortunately, a smooth transition in treat-
ment goals from curative to palliative may not be possible in all cases 
because of the occurrence of serious treatment-related complications 
or rapid disease progression. Vigorous and invasive medical support 
for a reversible disease or treatment complication is assumed to be 

justified. However, if the reversibility of the condition is in doubt, 
the patient’s wishes determine the level of medical care. These wishes 
should be elicited before the terminal phase of illness and reviewed 
periodically. Information about advance directives can be obtained 
from the American Association of Retired Persons, 601 E Street, NW, 
Washington, DC 20049, 202-434-2277, or Choice in Dying, 250 West 
57th Street, New York, NY 10107, 212-366-5540. Some states allow 
physicians to assist patients who choose to end their lives. This subject 
is challenging from an ethical and a medical point of view. Discussions 
of end-of-life decisions should be candid and involve clear informed 
consent, waiting periods, second opinions, and documentation. A full 
discussion of end-of-life management is in Chap. 10.
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Improved understanding of carcinogenesis has allowed cancer pre-
vention and early detection (also known as cancer control) to expand 
beyond the identification and avoidance of carcinogens. Specific inter-
ventions to prevent cancer in those at risk, and effective screening for 
early detection of cancer, are the goals.

Carcinogenesis is not an event but a process, a continuum of dis-
crete tissue and cellular changes over time resulting in aberrant physi-
ologic processes. Prevention concerns the identification and manipu-
lation of the biologic, environmental, social, and genetic factors in the 
causal pathway of cancer.

EDUCATION AND HEALTHFUL HABITS

Public education on the avoidance of identified risk factors for cancer and 
encouraging healthy habits contributes to cancer prevention and control. 
The clinician is a powerful messenger in this process. The patient-pro-
vider encounter provides an opportunity to teach patients about the haz-
ards of smoking, the features of a healthy lifestyle, use of proven cancer 
screening methods, and avoidance of excessive sun exposure.

SMOKING CESSATION
Tobacco smoking is a strong, modifiable risk factor for cardiovascular 
disease, pulmonary disease, and cancer. Smokers have an approxi-
mately 1 in 3 lifetime risk of dying prematurely from a tobacco-related 
cancer, cardiovascular, or pulmonary disease. Tobacco use causes 
more deaths from cardiovascular disease than from cancer. Lung can-
cer and cancers of the larynx, oropharynx, esophagus, kidney, bladder, 
pancreas, and stomach are all tobacco-related.

The number of cigarettes smoked per day and the level of inhalation 
of cigarette smoke are correlated with risk of lung cancer mortality. 
Light- and low-tar cigarettes are not safer, because smokers tend to 
inhale them more frequently and deeply.

Those who stop smoking have a 30–50% lower 10-year lung cancer 
mortality rate compared to those who continue smoking, despite the 
fact that some carcinogen-induced gene mutations persist for years 
after smoking cessation. Smoking cessation and avoidance would save 
more lives than any other public health activity.

The risk of tobacco smoke is not limited to the smoker. Environmental 
tobacco smoke, known as secondhand or passive smoke, causes lung 
cancer and other cardiopulmonary diseases in nonsmokers.

Tobacco use prevention is a pediatric issue. More than 80% of 
adult American smokers began smoking before the age of 18 years. 
Approximately 20% of Americans in grades 9 through 12 have smoked 
a cigarette in the past month. Counseling of adolescents and young 
adults is critical to prevent smoking. A clinician’s simple advice can 
be of benefit. Providers should query patients on tobacco use and offer 
smokers assistance in quitting.
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