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T
he incidence of skin cancer is on the rise, with the 
Skin Cancer Foundation estimating that one of 
every six Americans will develop skin cancer in their 
lifetime.1 In order for there to be optimum detec-

tion and treatment, primary prevention in the form of regu-
lar, yearly screening and detection of skin cancer is impera-
tive. Furthermore, regular screening is necessary in order to 
more successfully perform secondary preventive/treatment 
measures, such as excision and biopsy. Primary care physi-
cians play a central role in this screening because of the 
frequency of patient contacts. Skin cancer screening rates in 
primary care settings have been low, with one national study 
reporting a rate of 15.8 percent among family practitioners 
and internists.2 Considering that 40 percent of doctors visits 
are to a primary care physician, an improvement in their 
screening rates can lead to a significant increase in the detec-
tion and prevention of skin cancer.3 

One reason for the low screening rates may be the 
ambiguous screening guidelines offered to physicians. 
Many different organizations have published their sugges-
tions, but no consensus statement has been issued. The 
United States Preventive Services Task Force (USPSTF) 
has concluded that the current evidence is “insufficient 
to assess the balance of benefits and harms of using a 

whole-body skin examination by a primary care clinician 
or patient skin self-examination for the early detection 
of cutaneous melanoma, basal cell cancer, or squamous 
cell skin cancer in the adult general population.”4 The 
American Cancer Society suggests periodic screening 
for skin cancer during routine cancer-related checkups, 
although no specific exam frequency is specified.5 The 
American Academy of Dermatology suggests initial screen-
ing for those who have never had an assessment and regu-
lar follow-up for those previously diagnosed with skin can-
cer but gives no interval for screening frequency because of 
the variability of need from person to person.6 

While the above organizations heavily advocate sun pro-
tection for the prevention of skin cancer, it is important to 
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take note that other factors play a role in the development 
of skin cancer, especially in different ethnic groups. Non-
melanoma skin cancer is more common in fair-skinned 
people and is uncommon in Black, Hispanic, and Asian 
populations. Unlike in the Caucasian population, amount 
of sun exposure does not correlate to formation of squa-
mous cell carcinoma in black populations. Black popula-
tions tend to develop squamous cell carcinomas in non-
sun exposed areas and in sites of prior scars, trauma, burn 
injuries, ulcers, and inflammatory skin conditions.1

Despite the fact that skin cancer is the most prevalent 
cancer in the United States, vague screening recommen-
dations and inadequate screening are still commonplace. 
Considering the widely accepted fact that early detec-
tion of skin cancer leads to more favorable outcomes, 
it is imperative that primary care providers be diligent 
in screening. The objective of our study was to perform 
a qualitative assessment through a retrospective chart 
review to assess whether our student-run primary care 
clinic was meeting the guidelines set forth by the USPSTF, 
American Cancer Society, and the American Academy of 
Dermatology. 

Materials and Methods
A chart review was conducted in the Student Family 
Healthcare Center (SFHCC), Newark, NJ, a student-run 

volunteer healthcare center 
that provides services to adults 
in the Newark, NJ area. Each 
patient is examined by a team 
of four to five medical students 
at various levels of education 
and then seen by a supervising 
attending physician. Students 
are responsible for gathering 
patient history, preliminary 
physical examination, as well 
as preventive counseling. Fifty 
charts were randomly selected 
for review. Information from all 
visits were reviewed to assess 
skin cancer screening as defined 
by the guidelines set forth by 
the USPSTF, American Cancer 
Society, and American Academy 
of Dermatology. Other data, 
including age, ethnicity, gender, 
whether patient was screened 
for skin cancer, how many times 
they were screened, length of 
time the person had been a 

patient at the clinic, and whether they had any risk factors 
for the development of skin cancer based upon their eth-
nicity, were also assessed. Positive screening was defined as 
any notation in the patients’ chart mentioning skin cancer 
screening during any encounter. 

Analysis
Fifty randomly selected charts were reviewed during fall 
2012. The median age of the patients was 46.76. The gender 
distribution was 38 percent male and 62 percent female. 
Racial/ethnic distribution was 48 percent African American, 
24 percent Hispanic, four percent Caucasian, four percent 
Asian, two percent Portuguese, two percent Filipino, and 
16 percent for whom race was not indicated (Figure 1). The 
average length of time as a patient of the SFHCC was 29.44 
months. Of these patients, a total of 40 (80 percent) had 
been screened for skin cancer at some point during their 
time as a patient at the SFHCC. These patients had been 
screened for skin cancer a total of 110 times for an average 
of 2.75 screenings per person. Given the average length of 
time as patient being 29.4 months or 1.2 years, the average 
person received 2.2 screenings per year. 

Among African Americans, 18 of the 24 (75 percent) 
included in the study were screened for skin cancer. Of the 
18 screened, 10 (56 percent) had risk factors, such as trauma 
and previous scars, that predisposed them to the develop-

Figure 1. Race/ethnicity distribution of patients reviewed.
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ment of skin cancer. Two patients with risk factors were not 
screened for skin cancer. 

Discussion
Skin cancer screening rates in this student-run health care 
clinic were 80 percent—higher than the 15.8 percent report-
ed by a national study of family practitioners and internists; 
no studies were available through our PubMed search 
regarding screening rates in other student-run clinics. The 
high screening rates could be attributed to many causes, 
including increased emphasis on screening in medical stu-
dent education, prompts present in the electronic medical 
record system that may increase the frequency with which 
screening is conducted, and expanded amounts of time for 
patient visits, which allows for greater attention to preven-
tive care services. Given the urban population that the clinic 
serves, it is important to screen not only every patient but 
also pay particular attention to risk factors specifically for 
the African American community. Special care should be 
taken to routinely examine any areas of trauma, scars, burn 
injuries, or inflammatory conditions. 

Further assessment of skin cancer screening among 
medical students in this clinic can be studied through 
surveys of students, assessing their knowledge of currently 
recommended skin cancer screening, how often screening 
is performed, and their knowledge of culturally specific 
parameters for screening. In one study, fourth-year medi-
cal students from seven medical schools were surveyed 
regarding their experience with and the amount of edu-
cation received during medical school about skin cancer 
examinations and their level of comfort when performing 
the exam. Among the 659 students who completed the 
survey, 22.9 percent had never observed a skin cancer 
examination, 26.7 percent had never been trained to per-
form a skin cancer examination, and 43.4 percent reported 
never having had a chance to practice the examination. 
When asked if skin cancer examination was underempha-
sized in their medical education, 46.6 percent of students 
somewhat agreed, and 22 percent strongly agreed. With 
regard to skill level when performing a skin cancer exami-
nation, 18.8 percent of students described themselves as 
very unskilled, while 32.3 percent described themselves as 
somewhat unskilled.7 Such results are especially disturbing, 
considering that anywhere from 30 percent to 54 percent 
of students surveyed at each medical school reported their 
intention of entering the field of primary care, a field which 
traditionally has arguably the greatest opportunity to per-
form screenings because of increased patient encounters.2,7 

Providing students with more tools, such as dermo-
scopes, may also increase the accuracy of screening. Past 
studies have found that providing students with both 

tools and teaching can enhance their skin cancer screening 
efficacy. In one study, medical students were divided into 
two groups: one receiving a skin cancer examination lec-
ture alone and one receiving the same lecture as well as a 
dermoscopy tutorial. Students were asked to assess images 
of 10 lesions prior to and after their respective interven-
tions. Those receiving the dermoscopy tutorial were also 
given dermosocopic images along with the lesional images. 
When comparing pre- and post-intervention diagnosis, 
students in the group that received both the lecture and 
dermoscopy tutorial had significant improvement in cor-
rectly identifying lesions, compared to the group who 
received only a lecture (p<.001). Overall, the group receiv-
ing the combination intervention rather than lecture alone 
had less of a decline in diagnostic accuracy in seven of the 
10 lesions.8

Documentation regarding recommendations for self-
skin examinations, yearly in-office skin examinations, and 
suggestions for sunscreen use were not seen in any of the 
charts reviewed. This counseling is essential for the contin-
ued preventive care of patients against skin cancer. Studies 
have shown the rates of yearly self-skin examination to be 
between 23 percent to 61 percent and yearly clinical skin 
exams to be between eight percent to 21 percent.9 Based 
upon these results, there is clearly room for improvement. 
Diligent screening is especially important in high-risk popu-
lations, including those with a family history for skin cancer 
and for whom occupational exposure predisposes them to 
skin cancer development. In a study of patients at high-risk 
for developing skin cancer, surveys were distributed to 1,000 
physicians who devoted at least 50 percent of their prac-
tice to primary care and could be contacted by telephone 
and fax. Non-responders received a follow-up mailing one 
month later, and three weeks later the survey was faxed 
again to the remaining physicians who had not returned 
them. Of those who responded, 59 percent of practitioners 
reported performing routine skin examinations on their 
high-risk patients, while only 32 percent performed regular 
skin examinations on their average-risk patients. Rates for 
counseling about regular skin exams, sun protection, and 
avoidance of tanning booths were also lower among aver-
age-risk patients than high-risk individuals. A major obstacle 
cited by 64 percent of practitioners who returned the survey 
was patient reluctance about screening.3 

Given the fact that the SFHCC serves an urban popu-
lation with little other access to regular healthcare, it 
is imperative that we integrate as much screening and 
education about skin cancer as possible. Early screening 
visits as well as education about sun protection should 
be a mainstay of care. In addition, many organizations 
provide instructional material for both patients and 
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healthcare providers regarding the detection and surveil-
lance of the skin. Making these tools available to our 
patients will only help to reinforce self-skin examinations. 
While practitioners have cited time as an impediment to 
screening, our unique position as a student-run clinic with 
expanded time allows for proper history-taking and physi-
cal exam; this negates lack of time as a barrier to screening. 
Continued emphasis and possible checklists to be used at 
yearly physical exams indicating all of the necessary screen-
ing and counseling should help to improve counseling rates. 

	
Vigilant Screening Works
Skin cancer can be easily prevented through vigilant screen-
ing, with primary care physicians serving as the main inter-
face for screening. Rates in our student-run clinic for skin 
cancer screening were over 80 percent; however, the use 
of an electronic medical record system with evaluation 
prompts may have increased the amount of screening per-
formed. Further analysis, such as surveys among students 
in the clinic regarding the extent of screening performed 
during their patient encounters and their knowledge about 
the currently recommended skin cancer screening regimens, 
can also aid in assessing how well our clinic is providing 
information regarding skin cancer preventive care. Equally 
important is whether students are educated about and 

being vigilant about assessing race-specific risk factors, such 
as scars and areas of inflammatory changes.  n
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