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Editorial

Dr Jacquie Chirgwin
Medical Oncologist
Box Hill & Maroondah Hospitals

erry Christmas to you all, and best
M wishes for 2005. We bring you another

(delayed) edition of the Breast Cancer
Update.

Firstly, the Cancer Council of Victoria is to be
congratulated on the wonderful celebration held
at Government House on the 26" November in
honour of Don Metcalf's 50 years of research
supported by the Cancer Council. Read more
on page 4.

This edition certainly lives up to its name
“Update”. There are several conference reviews
(including ASCO and the ANZ Breast Cancer
Trials Meeting) and two critical reviews of
important journal articles (“late Letrozole” and
radiotherapy delay).

There is considerable contribution from
consumers, including information about the
website developed by Rosetta Manaszewicz, to
assist patients with decision making and the
Breast Cancer Action Group’s perspective on
the LIV Kit — work for which they must be
congratulated.

Towards the back there are reports of
Government and various agency’s recent
activities in progressing cancer care in general
and breast cancer in particular. There is also an
Information Sheet on alternative treatments,
which appears very useful and informative for
patients.

So... there is plenty to occupy you; there is much
happening in the Breast Cancer field and clearly
many, many hard working and enthusiastic
people contributing from all angles. | am very
pleased to receive articles of interest from
anybody and most particularly consumers. We
need to listen to their comments and what is
important to them, because it is often not what
we would think (to this end | plan to make the
theme of the next issue “Consumer Views” ) —
so please, keep the articles coming!

The articles in the Breast Cancer Update have been published to contribute to professional debate and
exchange. The opinions expressed are not necessarily those of The Cancer Council Victoria.

Contributions Welcome

The Breast Cancer Update welcomes contributions
— conference reports, review of an area of interest,
reviews of recent journal articles, clinical trial
updates.

Deadline Issue Date
Mid-year issue 1 June 1 July
Year-end issue 1 November 1 December

Contributions should be forwarded to:

The Editor, Breast Cancer Update

C/- Centre for Clinical Research in Cancer
The Cancer Council Victoria

1 Rathdowne Street

CARLTON VIC 3053

Leigh.Williams@-cancervic.org.au
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Professor Don Metcalf Honoured for Out

standing

Contribution to Cancer Research

Ms Zoe Furman
Communications Manager
The Cancer Council Victoria

T he Cancer Council Victoria recently
honoured leading medical researcher
Professor Donald Metcalf for his
outstanding contribution to cancer research.
Hailed as “Australia’s most distinguished cancer
researcher”, Professor Metcalf was recognised
for his life-saving research at a special function
at Government House, Melbourne, in late
November, to celebrate his 50 years as the
Cancer Council’'s Carden Fellow.

Since being appointed Carden Fellow in Cancer
Research in 1954, Professor Metcalf has been
based at the Walter and Eliza Hall Institute for
Medical Research. His research has led to the
development of the major supportive cancer
therapy, colony stimulating factors (CSF), which
has so far benefited around five and a half million
cancer patients worldwide.

Cancer Council Director Professor David Hill said
the Cancer Council was proud to have supported
the work of a world-class researcher over the
last 50 years.

“There are very few medical researchers whose
work has had such a profound impact on cancer
treatment.”

Associate Professor Richard Bell said CSFs
have had a major impact on the treatment of
human disease.

“Clinicians have experienced a dramatic
improvement in our ability to treat cancer
because of Professor Metcalf's discovery. His
work has lead to a large and productive network
of biologic and clinical trials research. We
continue to learn of new and better ways to use
his discoveries to benefit our patients.”

Former Walter and Eliza Hall Institute Director
Sir Gustav Nossal said Professor Metcalf is one
of the few medical scientists who have seen his
discoveries flourish from laboratory bench to the
patient’s bedside.

Around 30 people who received CSF therapy
as part of their treatment for cancer and other
medical conditions attended the special
celebration, and had the opportunity to meet
Professor Metcalf.

As Professor Metcalf commented, this
interaction between a researcher and those who
have benefited from research is most unusual.

“It's quite uncommon to discover something that
gets into the clinic and is used in treating people.
Not many people have the good fortune to
discover something that can be applied like this.”

The opportunity to meet the man responsible for
a treatment that had helped their recovery was
clearly a highlight for the patients, with many
traveling from country areas to attend the jubilee

Image courtesy of Walter & Eliza Hall Institute of Medical Research
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celebration. Several former patients had
participated in clinical trials of G-CSFs at Royal
Melbourne Hospital in the early 1990’s, while
others had undergone cancer treatment as
recently as this year.

Annie Donaldson, who has had two G-CSF
supported stem cell transplants as part of her
treatment for multiple myeloma, was one of the
guests at the special event.

Ms Donaldson said it was an honour to be able
to meet the man whose research has helped
save her life.

“Professor Metcalf's discovery of CSFs is the
reason | am alive today, and it is wonderful to be
able to meet such a dedicated and gifted scientist
whose work has helped so many people like me.”

The Carden Fellowship was established as a
result of an initial generous bequest to the Cancer
Council in 1945 from George Frederick Carden,
a prominent Melbourne businessman. The
Carden family’s link with the Cancer Council
extends to VCOG,; longstanding VCOG member
Tony Carden, who has been involved in the
Gastrointestinal Committees for many years, is
Carden’s grandson. Tony, along with a number
of Carden’s descendents attended the jubilee
celebration at Government House.

One of the highlights of the day was a special
performance by another Carden family member,
renowned Australian opera singer Joan Carden.
The operatic touch was fitting given the well-
publicised link between G-CSF and another
famous opera singer, Spanish tenor Jose
Carreras. After developing acute myeloid
leukaemia, which did not respond to initial
treatment, Carreras received a treatment regime
that included CSF therapy in 1987. He
responded positively and recovered
successfully. Senor Carreras was one of a
number of luminaries to send congratulations for
the Metcalf jubilee celebration.

Professor Metcalf’'s work has been
acknowledged by some of the highest honours
in the world of contemporary science. Still
considered to be at the forefront of cancer
research today, his work is a remarkable success
story of cancer research, of generous
philanthropy and of the benefit of prolonged,
sustained and secure support from The Cancer
Council Victoria in a funding relationship that is
probably unique in medical research in Australia.

Professor Metcalf's career in research illustrates
perfectly the significant dividends that can come
from channelling long-term support into the work
of a world-class researcher.

Highlight s of the
40th American Society of Clinical Oncology Meeting

5 — 8 June 2004, New Orleans, Louisiana, USA

Dr Andrew Strickland
Medical Oncologist
Monash Medical Centre

SCO 2004 was held in New Orleans. It
Awas a huge meeting, the largest ASCO

ever, with 28,000 registrants. Being a
general oncology meeting there were many
sessions for clinicians interested in every tumour
site making it impossible to see everything you
wanted to. Sessions in breast cancer alone
specifically focussed on adjuvant therapy, locally
advanced disease, metastatic disease, breast

cancer genomics, radiation techniques, breast
cancer prevention, breast cancer imaging,
hormonal therapy and so on.

Neoadjuvant Therapy

Some of the most exciting data presented
included a trial testing Herceptin in the
neoadjuvant setting. Aman Buzdar presented a
small trial that was stopped early due to the very
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marked benefit conferred by Herceptin. 42
women with HER2 positive operable breast
cancer all received 4 cycles of paclitaxel
(225mg/m?) IV q3w followed by 4 cycles of FEC
(epirubicin 75mg/m?) IV q3w. In addition 18 were
randomised to receive Herceptin 4mg/kg IV D1
then 2mg/kg IV weekly. The groups were well
matched for prognostic factors. The planned
sample size was 164 pts but after 34 had
completed therapy, the Data Monitoring
Committee stopped the trial due to the clear cut
benefit seen with Herceptin. The pathological
complete response rate in the control arm was
25% (n=16) as compared with 67% in the
experimental arm (n=18, p=0.02). The benefit
was seen over both receptor positive and
negative subgroups. A decrease in cardiac
ejection fraction (>10%) was observed in 6 and
4 pts respectively in the chemo alone and
Herceptin arms. No patients had clinical heart
failure or other clinically relevant cardiac toxicity.
The major difference in toxicity was more grade
4 neutropenia seen in the experimental arm.

Adjuvant Chemotherapy

Early results were presented from an AGO trial

that suggested a benefit for dose-dense
sequential chemotherapy as compared with
conventional dose chemo in high-risk patients
(at least four nodes positive). The experimental

arm received three courses each of

epirubicin(150 mg/n¥), paclitaxel (225 mg/m?)

and cyclophosphamide (2500 mg/m?) at two

week intervals with G-CSF support (ETC). In the

standard arm four courses of conventional dose

epirubicin and cyclophosphamide (90/600 mg/

m?) were followed by four courses of paclitaxel

(175 mg/m?) (both g3wks). There was also a

second randomisation within the experimental
arm to receive Epoetin-alpha three times a week.

1169 pts were fully evaluable with a median
follow-up of 17 months. An overall survival benefit
was seen for ETC with 60% alive at 28 months

as compared with 43% in the control arm

(p=0.03). Relapse free survival was also longer

in the ETC arm (p=0.0009). There was more

neutropenia and thrombocytopenia in the ETC
arm but generally the regimen was well tolerated
with no significant difference in febrile
neutropenia and no treatment-related mortality.

No excess cardiotoxicity was seen. There was

significantly less anemia in the patients receiving
Epoetin-alpha with no effect on survival apparent

at this point.

Systemic Chemotherapy for Advanced

Disease

Kathy Albain presented the initial results of a first
line study in advanced disease testing the
addition of gemcitabine to paclitaxel. This was a
global phase 3 randomized trial enrolling patients
from 98 centres in 19 countries. Single agent
paclitaxel (given at a dose of 175 mg/m? every
3 weeks in this trial) has previously been a widely
used first line regimen in patients with newly
diaghosed advanced disease. This trial
compared Taxol alone with the combination of
Taxol and gemcitabine (given at a dose of 1250
mg/m? D1 and D8). In a trial that enrolled 529
patients a clear cut benefit was seen with the
combination. The response rate was higher
(40.8% cf 22.1%), median overall survival longer
(18.5 moths cf 15.8 months) and more patients
were alive at 1 year (70.7% cf 60.9%). As
expected toxicity was greater in the gemcitabine
arm with the major difference being in the rate of
haematological toxicity. This presentation was
only an initial report and more definitive
conclusions await longer follow up.

In another trial that looked at ways of improving
on paclitaxel given every three weeks for
advanced disease, Seidman et al compared
standard paclitaxel (q3w) with a weekly regimen
of the same drug. Initially the experimental arm
was given as 100 mg/n? weekly for six weeks
on and two weeks off but after the first 116
patients the regimen was changed to 80 mg/m?/
week administered without interruption. In total
585 patients entered the study. After 171 patients
were enrolled, data became available confirming
a benefit from Herceptin in patients with HER2
positive tumours. As a result all subsequent
patients with HER2 positive disease also received
Herceptin at conventional doses using the
standard weekly regimen. The role of Herceptin
in HER2 negative patients was at that time
uncertain and as such these patients were then
randomised to either receive paclitaxel alone or
in combination with Herceptin in a two-by-two
factorial design. 158 additional patients treated
with standard third weekly paclitaxel in the setting
of another CALGB study were also included in
the analysis in what was a pre-designed
manoeuvre to conserve patient resources.
Despite the complex study design the results
clearly suggested a benefit for the weekly
regimen. Overall response rate for all patients in
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the analysis receiving standard paclitaxel was
28% compared with 40% (p=0.017) for patients
receiving the weekly regimen. Time to
progression was 5 months cf 9 months
(p=0.0008). There was a trend towards a
survival benefit (16 months cf 24 months, p=0.17)
but this failed to reach statistical significance. No
apparent benefit was seen on any index for the
addition of Herceptin in HER2 negative patients.
Haematological toxicity was lower in the weekly
paclitaxel patients though generally mild in all
treatment arms. Neurological toxicity was
significantly greater in the patients treated
weekly.

A poster presented by Nicholas Robert looked
at whether the addition of carboplatin to paclitaxel
and Herceptin confers additional benefit to
patients with HER2 positive metastatic disease.
There is in vitro evidence of synergy between
these agents and phase 2 data suggesting
significant activity but this is the first phase three
data presented. Third weekly paclitaxel and
weekly Herceptin were given at conventional
doses to both arms. The experimental arm was
also treated with carboplatin at a target dose of
AUCG6. The combination arm had a significantly
higher overall response rate (52% cf 36%,
p=0.04) and significantly longer time to
progression (10.7 months cf 7.0, p=0.02). There
was a trend towards longer overall survival (36
cf 32 months, p=NS) and a higher proportion of
patients alive at 4 years (40% cf 31%).
Differences were more pronounced in patients
with disease that was HER2 3+ positive. Both
regimens were well tolerated although grade 3/
4 neutropenia and thrombocytopenia were more
common in the experimental arm.

Axillary Surgery

First results from the IBCSG Trial 10 were
presented which looked at the importance of
axillary dissection in women over the age of 60.
Patients with clinically node negative operable
early breast cancers were randomised to either
primary surgery for the breast cancer plus
axillary clearance or to primary surgery alone.
All patients went on to receive tamoxifen
regardless of receptor status. The primary
endpoints were morbidity and quality of life
measures which favoured patients receiving
breast surgery alone. There were no significant
differences in disease free survival or overall
survival although this trial was not adequately

powered to detect small differences. Also it was
notable that this trial took 9 years to recruit 473

patients and that the median age was 74 years,
leading to concerns that patients were highly
selected and the results not readily generalisable.

Robert Mansel then went on to present the first
data available from the ALMANAC study. This
was a randomised trial undertaken in the United
Kingdom that compared sentinel node biopsy
with axillary dissection in clinically node negative
patients. Subjects with positive sentinel nodes
went on to receive either axillary radiotherapy
or completion surgery at the investigator’s
discretion. Morbidity and quality of life measures
were presented along with a cost analysis. Again
a benefit was demonstrated for avoiding axillary
dissection, with significantly better outcomes on
the sentinel node biopsy arm. There was no
increase in anxiety on the experimental arm and
in addition to the quality of life benefits there were
cost advantages seen with the new procedure.

In her discussion of these two trials Monica
Morrow made the point that the impact of axillary
dissection on survival remains uncertain though
hopefully will be better understood once the
results of an American College of Surgeons
study comparing axillary dissection with
observation in patients with a positive sentinel
node are available. She emphasised that the most
compelling argument for axillary surgery was to
allow a better estimation of the risk-benefit ratio
of systemic therapy. It is possible to treat a
subgroup of patients with no axillary surgery but
the loss of prognostic information is a limitation
of this approach. She concluded that sentinel
node biopsy is now the staging procedure of
choice for the clinically node negative axilla.

Hormonal Therapy

Three trials were presented looking at the safety,
efficacy and toxicity of the steroidal aromatase
inhibitor exemestane. The non-steroidal inhibitors
letrozole and anastrozole now have a well
established role in the first line treatment of
advanced disease but the first phase three data
testing exemestane in the same setting were
presented here. 382 patients were randomised
to either exemestane or tamoxifen as first line
hormonal therapy for advanced disease. One
prior regimen of chemotherapy was permitted as
treatment for advanced disease and adjuvant
tamoxifen was allowed although a treatment free
interval of at least six months was mandated.

Vol 53 v December 2004
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Exemestane proved to be well tolerated with a
trend towards longer progression free survival
as compared with tamoxifen (9.9 cf 5.8 months,

p=0.12). Overall response rate was significantly
higher (46% cf 31%) but there was no overall
survival advantage. The benefit appeared to be
similar in magnitude to that conferred by other
aromatase inhibitors, and the toxicity similar to
the non-steroidal agents. The authors concluded
that exemestane may have arole in the adjuvant
setting and that the ongoing adjuvant studies
comparing exemestane with both tamoxifen and
non-steroidal aromatase inhibitors are warranted.

Data comparing menopausal symptoms suffered
by women taking either exemestane or tamoxifen
was presented from one of the ongoing adjuvant
trials comparing these agents. All women
enrolled onto the trial were already post-
menopausal. A self administered questionnaire
was performed at baseline and every three
months and data from the first year of treatment
in the first one thousand women on study was
analysed. The significant differences were a
greater likelihood of bone and muscle aches on
the exemestane arm; and greater vaginal dryness
on the exemestane arm and greater vaginal
discharge on the tamoxifen arm. Hot flashes
peaked at three months and then progressively
decreased with a trend towards fewer on the
exemestane arm. There were no significant
differences in vaginal bleeding, mood alteration,
impaired word finding, low energy, difficulty
sleeping or loss of libido.

There is evidence that tamoxifen preserves bone
mineral density in the lumbar spine and that non-
steroidal aromatase inhibitors increase the rate
of bone loss. A trial presented by Per Lonning
examined the effect of exemestane on bone. This
randomised trial compared exemestane in the
adjuvant setting with placebo. 147 post-
menopausal women at low risk of relapse were
randomised. All had bone mineral density within
2 standard deviations of the mean for a woman
of 65 years. Exemestane moderately increased
bone loss in both the spine and femoral neck with
loss in the femoral neck statistically significantly
higher than in the placebo group. There was no
increase in the rate of osteoporosis or fracture.

It was notable that as well as in the treatment
arm, the rate of bone loss was higher than
expected in the placebo group. This trial excluded
patients that had been taking vitamin D and/or
calcium supplements in the previous six months
and the question was raised as to whether this
may have contributed to the higher than expected
rates of bone loss in both arms. It was suggested
that vitamin D levels should be checked in post
menopausal women who are being treated with
aromatase inhibitors.

ASCO 2004 lived up to its reputation of being
one of the key forums for presentation of new
developments in oncology. Not only was it an
opportunity to be updated on new clinical data, it
was also exciting and inspiring to see the quality
and breadth of new work being pursued in our
field.

Sydney Breast Cancer T rials Symposium

12 - 17July 2004, Sydney , NSW

Dr Jacquie Chirgwin
Medical Oncologist
Box Hill & Maroondah Hospitals

Clinical Researchers began their

collaboration with the IBCSG (27 years
ago, | believel!), Australia hosted the annual
meeting of the group. The first 2 ¥ days were
allocated to the joint scientific meeting, including
trial planning sessions.

For the first time since ANZ Breast Cancer

It was good to see many of the core IBCSG
Members from Europe and from the Statistical
centres in the USA and to hear of their Australian
holiday exploits. However, | have to be honest,
and say that as a result of the difficulties we are
experiencing in timely trial activation (which if
anything seems worse in Australia than
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elsewhere), it is hard to maintain enthusiasm in

discussions regarding potential trial designs etc.

Indeed, there is a paucity of near future trial
prospects. However, we must “hang in there”
as perhaps, just around the corner, is the exciting
prospect of so much progress with targeted
treatments and greater direct links with the
laboratory molecular and genetic researchers.

The second part of the meeting, the actual
“Sydney Breast Cancer Trials Symposium” was
in my opinion, hugely successful, with many
superb presentations by the world’s best. There
were ideas and interpretations (and summaries)
of relevant recent data; discussions by world
experts on the way forward in the clinical
research of Breast Cancer and much more —
John Forbes and his organising/scientific
committee are to be highly congratulated.

The highlights for me were —

u The Future of the Oxford Overview

The Overview has provided us with much useful
guidance over the years, but it is probably too
blunt a tool to continue to do so, at least in its
present form. It's focus on looking at patient
subsets and treatment modalities needs to
change to determining subsets according to
“responsiveness”, to facilitate tailoring of
treatments. Perhaps, too, in this time of huge
trial size, the need for meta-analysis has passed.

v Tumour Micro-arrays

We have heard before of the new classification
of breast cancers into 5 subsets based on DNA
micro-arrays: Basal, Luminal A, Luminal B,
Normal type breast and CerbB2 type. These 5
types appear to have distinct natural histories.
Identification of sub type may allow us to avoid
adjuvant chemotherapy in some patients, and
tailor appropriate treatment in others.

w The Dangers of DFS as a Surrogate
for LOL and QOL

not all disease specific events are equally
lethal

- adverse events of treatment may wipe out
benefits

- early stopping may exaggerate benefits

The remit for Data Monitoring Committees needs

to be clearly thought out to protect patient safety
on the one hand; and to allow trials to continue
for sufficient time for meaningful results to be
generated, on the other.

x Early Detection of Relapse

Various serum biomarkers (eg. circulating MUC1,
p 53, CerbB2 and cmyc autoantibodies;
circulating DNA/RNA) are being studied for their
ability to detect early relapse (or indeed initial
BC diagnosis at an earlier stage). Although the
dogma for some years has been that early
detection of metastatic disease is of no benefit,
this is based on data from an era where there
were poor methods of detection and fewer
intervention options. The era of molecular
markers and tailored treatments may change
this. This is an area for further research.

y AdjuvantT rials

Although many questions remain about optimal
treatments, and the relative merits of different
adjuvant chemotherapy “recipes” and endocrine
sequences and we are still in the infancy of
tailoring treatments to tumour characteristics, we
are suffering a major shortfall in available clinical
trials in which to enter our patients.

Trials are being developed for population subsets
(eg. elderly; young endocrine sensitive), but we
are a long way from our optimal position of being
able to offer a trial to almost all patients. However,
if our ability to analyse disease responsiveness
via micro-arrays and other molecular studies,
provides relatively rapid dividends in the study
of neo-adjuvant (and perhaps also in advanced
disease) treatment, this may provide the needed
change.

We may be on the brink of some major changes
in the way we move forward.

Itis imperative however, that we find ways around

our other major impediments — the regulatory,

indemnity and funding issues. These are issues
bigger than our research group — these are

issues for government policy.

z Advanced Disease

Survival from diagnosis of ABC has already been
extended from a median of two, to four years. It
is improbable that we will not make more gains.
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It is likely that new paradigms need to be
explored —

Much may be obtained from biopsies of
advanced disease and correlation of
molecular markers and response to
treatments.

Identification of sub-populations that
respond to new targeted treatments vital —
useful treatments can easily be discarded
because of low RR in “un-targeted”
population.

RR may be an inappropriate measure of the
value of biological treatments.

{ Neo-adjuvant T reatment/
Translational Research

For many years now, it has been said that this is
the area of breast cancer research where
answers can be quickly come by. To a large

extent, Australians have not been keen
supporters of this approach, often preferring to
operate if the cancer is “operable” — despite
NSABP B18 telling us OS is equivalent for neo-
adjuvant or adjuvant chemotherapy approaches.
We need to change this. An ANZ protocol is
being developed by Nicole McCarthy and
Michael Friedlander, incorporating molecular
analysis and various chemotherapy regimens
include Gemcitabine. | hope this will encourage
more support in this area.

Funding

Our challenge here is to find $ that do not have
the ulterior motive of providing data to secure a
position in the market for a pharmaceutical
company product. Good science and a
commitment to providing better outcomes for our
patients, is the order of the day.

Liv Kit — Breast Self- Examination
Supplement ary Tool

Ms Sue Lockwood
Breast Cancer Action Group

the Liv Kitin Australia. The Liv Kitis siliconin

a plastic sleeve, which is placed over the
breast to improve the detection of lumps. Itwas
advertised in the New Idea and is being sold in
pharmacies throughout Victoria. It was priced
at $49.95 + $6.95 for packaging and postage.
$5 from the sale of each kit went to the Austin
Hospital for use in the Olivia Newton-John Cancer
Centre.

I n June this year, Olivia Newton-John launched

The advertising claimed that the Liv Kit magnified
lumps making them easier to detect and that as
such it was a useful adjunct to breast self
examination. The Breast Cancer Action Group
requested details of the evidence underpinning
such a claim from the distributors in Australia Dr
LeWinn’s Private Formula. The evidence which
was provided to the Group did not seem to
support these claims. Thus the Breast Cancer
Action Group complained to the Complaints
Resolution Panel of the Therapeutic Goods

Advertising Council. The Panel first heard the
complaint in October and then, after seeking
more information from New Idea, again on 18
November.

The Panel supported our assertion that there was
no evidence to support these claims. It agreed
that the advertising was likely to

- arouse unwarranted and unrealistic
expectations of the product effectiveness

- mislead by asserting that the kit makes it
easier to detect lumps

- abuse the trust or exploit the lack of knowledge
of consumers, by playing on the fears of
young women about their risk of developing
breast cancer.

They did not agree with our assertion that the
product was likely to lead consumers to self
diagnose and were unable to deal with our
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complaint that the advertising material was
socially irresponsible.

As a result the advertising that the Liv Kit
“magnifies lumps, making them easier to detect
at an earlier stage” must be withdrawn from
further publication and not used in this form in
any other advertising. There are options for
removing the product from listing if this advertising
continues.

The Breast Cancer Action Group is delighted with
the outcome. It is time that products such as
this were required to demonstrate some
effectiveness before they can be sold to the
general public. Our members will follow this
matter up with pharmacies that continue to sell
the product on the basis of this type of
advertising.

Where One Size Does Not Fit All!
The Breast Cancer Knowledge Online Port  al

Ms Rosetta Manaszewicz
Breast Cancer Action Group
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and Fiona Ross (SIMS), research students Pooja
Malhotra, Jane Moon and Chan Cheah, and
programmer, Sergio Viademonte. The portal may
be accessed via:
http://www.bckonline.monash.edu.au
and the project website at:
http://www.sims.monash.edu.au/research/eirg/
bcko.html.

Introduction

...times have changed. A better educated population,
exposed to the idea of choice and impressed by the
language of rights, ...see themselves differently.
They..(are)...not passive receivers of goods and
services, but consumers with choices.[1]

The new patient-physician relationship.....features
informed, activated patients in partnership with their
physicians.[2]

These words reflect the revolution in healthcare
philosophy over the past two decades. ‘Patient
empowerment’, ‘shared decision-making’, and
‘patient centred medicine’, are the slogans which
have become the mantra of governments,
consumer and advocacy groups, and
professional associations committed to reducing
escalating health care expenditures, and
improving overall population health outcomes.
Information, and its accessibility, relevance and
quality, thus become the cornerstone of individual
empowerment and proactive engagement with
health systems and health professionals.

The majority of current health information
provision strategies however, remains
‘unidirectional’ [3] — either medical professionals
provide the information they deem the patient
may require, or the consumer independently
accesses alternate sources such as the Internet,
friends, mass media, help or support groups.
Attempts at ‘tailoring’ information to meet the
needs of various target groups within individual
disease categories are still in its infancy. What
do exist are informatics projects linking generic
information with medical records [4], or
computerised behavioural intervention/patient
education programs generally intended for short-
term use within the confines of hospitals and
emergency centres. Research on content
‘tailoring’ also relies on either ‘providing critical
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but basic information in lay vocabulary’ [5] or
presenting generic medical information in
predetermined formats [6]. The user has little
control or choice over the type of information she
receives - its scientific nature, its textual or visual
appearance, its detail or brevity, nor its specific
relevance to psychosocial as opposed to medical
information needs. In short, many current systems
of information provision rely on the
‘unidirectional’ model of communication where
the user remains the passive recipient of
knowledge.

BCKOnline places the user at its centre.
Underpinning the conceptual development of the
portal are the following assumptions:

The potential audience for the BCKOnline
portal is not homogeneous. It represents a
diversity of information need, format
preference, level of ‘readability’ requirements,
learning styles and type of resource desired.

‘Knowledge’ is contextual — that is, its ‘value’
to the individual is a dynamic interplay of
personal, social, psychological, ethnic, and
cultural factors.

The perspectives of people with direct and/
or personal experience of breast cancer
provides a valuable information resource and
insight which both complements and
enhances the scientific/biomedical view of
breast cancer treatment, management and
research.

Users need to be provided with standardised
information about the provenance, authority,
accuracy and reliability of the resources they
discover through the portal, so they can make
their own judgements about their quality with
reference to their needs, purposes and value
systems.

Project Phases

The project involved several distinct and, at
times, overlapping phases. These are described
below.

An extensive, qualitative user-needs analysis
via individual interviews and focus groups.
Participants included — 59 women
representing various disease stages, age,
geographic location; educational levels and
ethnicity. 11 breast care nurses working in both
the public and private sectors; 7 family

members. This phase enabled researchers to
determine current information gaps, the type
of resources women felt they needed as well
as its format, depth and/or brevity, problems
in navigating current online information
resources, and issues of quality assessment.

resource identification based on data gleaned
from the user needs study. Stringent selection
and quality criteria were developed. The
properties of the Quality element were
developed using a conceptual analysis
framework derived from examination of
existing quality standards and codes, e.g.
Health on the Net HonCode, the AMA
Guidelines for Medical and Health Information
Sites, HiEthics, MEDCERTAIN, DISCERN
and OMNI, coupled with an analysis of the
findings of the user needs study relating to
quality

Interface design and Metadata Repository:
researchers were cognisant of the need to
create an interface which would meet the
needs of both the novice online user as well
as the experienced internet user.
Furthermore, the interface had to be intuitive
and self-evident as well as supplying the user
with essential ‘up-front’ information which
would facilitate both relevant information
retrieval and quality assessment. This latter
aspect was addressed through the
construction of a metadata repository of
‘user-aware’ resource descriptions which
were then able to link self-selected user
profiles with the resources themselves.

Usability testing: extensive functionality and
content evaluation was carried out through
two phases of usability testing.

The ‘Portal’

The following section describes the major feature
of the portal and its rationale. Whilst there are
three main search options, the most innovative
aspect of the portal is found in the ‘personalised
search’ page.

The “Personalised Search”

The information needs of a 35 year old mother
of two with early breast cancer are likely to be
vastly different to the information required by a
65 year old widowed grandmother. The former
may desire information on how to communicate
with her young children as well as an
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understanding of fertility issues and treatment
options. BCKOnline's ‘personalised search’
empowers the user to select information
according to age, disease stage, user type (i.e.
self, partner/spouse, etc.) and to determine the
depth and nature of the retrieved information. The
user is free to select none, or any, of the options
and thus tailor her search to meet her specific
requirements.

The ‘Results’ Page

Usability testing has confirmed the value of
providing users with a short abstract outlining
content, geographic origin, format, and specific
features of the resource. Users considered this
enabled them to quickly gauge potential
relevance. The narrative ‘quality report’ was also
viewed as a major positive enabling users to
determine the source, publisher, evidence based
character, as well as the purpose and potential
controversial nature of the content.

Conclusion

The ability of patients, their families, breast care
nurses and other health professionals to
successfully utilise information which will assist
in medical decision making largely depends on
the availability, accessibility, and relevance of
the health information they receive. Information
is pivotal in informed decision making and
chronic disease management. Current
information provision strategies however, leave
little room for patient autonomy or choice. The
predominant model of information transfer
generally assumes the ‘generic’ patient, and
consequently supplies ‘generic information’.
BCKOnline, through its user profiles, innovative
metadata repository of user-centric resource
descriptions, and extensions to current schemas,
attempt to empower the consumer. The passive
recipient of information can thus be transformed
into an ‘active patient’ in charge of her health
and wellbeing.

Clinical Practice Guidelines

T here has been a widespread move
towards developing clinical practice
guidelines, which are designed to
improve the quality of health care, to reduce the
use of unnecessary, ineffective or harmful
interventions, and to facilitate the treatment of
patients with maximum change of benefit, with
minimum risk of harm, and at an acceptable cost.
Recent research has shown that clinical practice
guidelines can be effective in bringing about
change and improving health outcomes. But they
are just one element of good medical decision
making, which also takes account of patients’
preferences and values, clinicians’ values and
experience, and the availability of resources.
(Quote from NHMRC A Guide to the
development, implementation, and evaluation of
clinical practice guidelines, November 1998.)

The Cancer Council Victoria is supportive of the
development of national clinical practice
guidelines for management of cancer. The
Cancer Council and members of the Victorian
Cooperative Oncology Group have contributed
to the development of national clinical practice

guidelines through the Australian Cancer
Network and National Breast Cancer Centre.
Clinical practice guidelines are extensively
reviewed before being endorsed by the National
Health and Medical Research Council.

The following clinical practice guidelines are
available from the NHMRC website (links are also
provided at www.cancervic.org.au/cancerl/
professionals/guidelines.htm):

Breast Cancer

* Clinical practice guidelines for the management
of advanced breast cancer (Endorsed January
2001)

www.nhmrc.gov.au/publications/synopses/
cp76syn.htm

* Clinical practice guidelines for the management
of early breast cancer — 2" Edition (Endorsed
August 2001)

www.nhmrc.gov.au/publications/synopses/
cp74syn.htm
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* Psychosocial clinical practice guidelines:
Providing information, support and counselling
for women with breast cancer (Endorsed
December 1991)
www.nhmrc.gov.au/publications/synopses/
cp61syn.htm

Colorectal Cancer

* Clinical practice guidelines for the prevention,
early detection and management of colorectal
cancer (Endorsed March 1999)
www.nhmrc.gov.au/publications/synopses/
cp62syn.htm

*Guidelines for the prevention, early detection
and management of colorectal cancer: A guide
for patients, their families and friends (Endorsed
February 2000)
www.nhmrc.gov.au/publications/synopses/
cp63syn.htm

*Guidelines for the prevention, early detection
and management of colorectal cancer: A guide
for general practitioners (Endorsed 1999)
www.nhmrc.gov.au/publications/synopses/
cp64syn.htm

Familial Cancer

* Familial aspects of bowel cancer: A guide for
health professionals (Endorsed February 2002)
Www.cancer.org.au/
content.cfm?randid=408243

* Clinical practice guidelines: Familial aspects of
cancer: A guide to clinical practice (Endorsed
November 1999)
www.nhmrc.gov.au/publications/synopses/
cp67syn.htm

Lung Cancer

* Clinical practice guidelines for the prevention,
diagnosis and management of lung cancer
(Endorsed March 2004)
http://www.nhmrc.gov.au/publications/pdf/
cp97.pdf

Ovarian Cancer

* Clinical practice guidelines for the management
of women with epithelial ovarian cancer
(Endorsed March 2004)
http://www.ovariancancerprogram.org.au/
about/guidelines.html

Prostate Cancer

*Clinical practice guidelines: Evidence-based
information and recommendations for the
management of localised prostate cancer
(Endorsed October 2002)
www.nhmrc.gov.au/publications/synopses/
cp88syn.htm

Skin Cancer

* Clinical practice guidelines for the management
of cutaneous melanoma (Endorsed December
1999)
www.nhmrc.gov.au/publications/synopses/
cp68syn.htm

*Clinical practice guidelines: Non-melanoma
skin cancer: Guidelines for treatment and
management in Australia (Endorsed October
2002)
www.nhmrc.gov.au/publications/synopses/
cp87syn.htm

Psychosocial Guidelines

*Psychosocial clinical practice guidelines:
Providing information, support and counselling
for women with breast cancer (Endorsed
December 1999)
www.nhmrc.gov.au/publications/synopses/
cp61syn.htm

* Clinical practice guidelines for the psychosocial
care of adults with cancer (Endorsed April
20003)
www.nhmrc.gov.au/publications/synopses/
cp90syn.htm

Clinical practice guidelines for the management
of colorectal cancer and lymphoma are currently
being developed under the auspice of the
Australian Cancer Network (2004).
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Letrozole af ter Tamoxifen in Early Breast Cancer

Dr Geraldine Goss
Medical Oncologist
Box Hill & Maroondah Hospitals

Goss P, Ingle J, Martino S et al. A randomized trial
of letrozole in postmenopausal women after five
years of tamoxifen therapy for early-stage breast
cancer. New England Journal of Medicine 2003;
349(19): 1793-1802.

Objective

o test the effectiveness of 5 years of letrozole
therapy as treatment for early breast cancer

(EBC) in postmenopausal women after 5
years of tamoxifen therapy.

Study Design

This was a randomized, double-blind, placebo-
controlled trial in which women in North America
and Europe were randomly assigned to receive
letrozole 2.5mg/day or placebo. Eligibility criteria
were:

Completion of 4.5-6 years of tamoxifen as
treatment for EBC within 3 months prior to study
entry

Postmenopausal status or >50 years at start of
tamoxifen therapy

Positive hormone receptor status.

Imaging studies to exclude metastatic disease were
performed only if women were symptomatic or blood
tests were abnormal.

The primary endpoint was disease-free survival
(DFS). Secondary endpoints were overall survival
(0S), quality of life (QOL) and long-term safety.
The sample size was calculated to detect a 2.5%
difference in DFS at 4 years, with 80% power at a
two-sided alpha level of 0.05. The study was
terminated at the first interim analysis on the
recommendation of the data and safety monitoring
committee, and study participants were informed
of the results

Results

5187 women randomized between August 1998 and
September 2002 were followed-up for a median of
2.4 years. During this period, 207 breast cancer
events were recorded (letrozole: 75 events; placebo:
132 events; absolute difference: 2.2%) (HR 0.57,
95% Cl, 0.45-0.75, p<0.001). Projected differences
for letrozole vs placebo at 4 years of follow-up were:
4-year DFS: 93% vs 87% (p<0.001); 4-year OS: 96%
Vs 94% (p=NS). An unplanned subgroup analysis
showed a comparable benefit of letrozole among
women with node-negative or node-positive disease.

In comparing the letrozole and placebo groups, 14
vs 26 new primary tumours developed in the
contralateral breast (46% relative reduction), and
distant metastases developed in 47 vs 76 women
(39% relative reduction). Overall, 73 deaths were
recorded (31 vs 42); 26 of these were due to breast
cancer (9 vs 17).

Equal numbers in each group chose to discontinue
treatment due to side effects. Hot flushes, arthralgia,
arthritis and myalgia were significantly more
common in the letrozole group (p<0.05). There were

a trend towards a higher rate of newly diagnosed
osteoporosis in the letrozole group and slightly more
women in the letrozole group had a cardiovascular
event or new bone fracture compared with those

receiving placebo. QOL was measured but not
reported in this paper.

Conclusion

After completion of standard tamoxifen therapy for
EBC, letrozole significantly improves DFS for
postmenopausal women.

Comment ary

he study was appropriately randomized,
controlled and adequately powered.

discontinued at median follow-up of 2.4 years,
when predetermined criteria for closure were
met, limiting the clinical information provided.
Indeed the primary aim — to evaluate 5 years of

Weaknesses include the immaturity of OS and therapy — was not achieved in any patient
long-term safety data. The study was enrolled.
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DFS was significantly higher for women taking
letrozole than for those taking placebo (p<0.001).
There was not significant difference in OS at 2.4
years; it is unlikely that any survival differences
will be detected with longer follow-up, as women
randomized to receive placebo could crossover
to the active treatment arm at study closure. No
women received letrozole for 5 years and only
25% were followed-up for more than 30 months.
The conclusions only apply to 2-3 years of follow-
up, and the optimal duration of therapy is unclear.
Results of clinical trials that are stopped early
are likely to exaggerate the magnitude of a
treatment effect.!Early differences in DFS do not
always result in improvements in OS: women
who relapse following adjuvant treatment with
tamoxifen for 5 years may still respond to
aromatase inhibitors (Als) and may achieve
similar OS to those receiving continuous
treatment. In addition, events such as
contralateral breast cancer and local relapse
may be curable, and may not impact on OS.

The optimal duration of adjuvant hormonal
therapy for breast cancer is unknown. Five years

of tamoxifen is superior to 2 years,? however
therapy with tamoxifen beyond 5 years remains
controversial.®* Recently Coombes et al.

reported an absolute improvement in DFS of
4.7% at 3 years among women with oestrogen

receptor-positive breast cancer who switched to

exemestane after 2-3 years of tamoxifen therapy

compared with 5 years of therapy with tamoxifen

only.® In the Italian tamoxifen trial, patients were
randomized following 2-3 years of tamoxifen to
complete 5 years of therapy with tamoxifen or

anastrozole.® At median follow-up of 36 months

significant improvements in event-free and
progression-free survival were noted among
patients who switched to anastrozole. Thus the
benefits of combined therapy with tamoxifen and
Als may depend on the sequence rather then
the duration of therapy. Results from the Breast
International Group 01-98 trial, which examines
different sequences of tamoxifen with letrozole,

are awaited to further clarify the optimal use of
adjuvant tamoxifen and Als.

Goss et al. reported that letrozole was generally
well tolerated. QOL data were assessed but not
reported. While short-term toxicities associated
with Als are well documented, adjuvant studies
have not yet defined their long-term toxicities,
especially with regard to bone density,
cardiovascular health and QOLJS" Detailed

toxicity data are critical in evaluating risk/benefit
ratios for adjuvant therapies. All Als increase
bone resorption, and adjuvant studies have
indicated an increase in osteoporosis and
fractures among women taking adjuvant Als.>’
Arthralgias are more common among women
taking Als compared with tamoxifen.® Long-term
effects of profound oestrogen suppression on
cognitive function are unknown. The Tamoxifen
Exemestane Adjuvant Multinational (TEAM) trial
is currently randomizing patients with EBC to
either exemestane or tamoxifen. Analysis after
1 year of therapy has found significantly higher
rates of impaired word-finding among women
treated with exemestane compared with
tamoxifen.®

The benefit of extended therapy is likely to be
greater among some subgroups of women. Half
the events reported by Goss et al. comprised
locoregional recurrence or a new contralateral
primary breast cancer. The individual risk for
these events is determined by the primary tumour
characteristics at diagnosis, and by treatment
such as local radiation therapy or bilateral
mastectomy; reduction in numbers of these
events will not necessarily impact survival. Prior
therapy may also influence individual risk. In the
Arimidex, Tamoxifen, alone or in Combination
(ATAC) study,’ the additional benefit of
anastrozole (Arimidex) over tamoxifen was not
seen among women who had received prior
chemotherapy or who had 4 or more involved
nodes. In the current study, benefit was as great
for women with lymph node-negative and positive
disease, although further analyses were not
reported.

Upregulation of protein kinase receptors, in
particular Her-2 and epidermal growth factor
receptors has been associated with resistance
to tamoxifen.* The relationship of Her-2/neu
expression and response to endocrine therapy
is complex.**** Trials among women with
metastatic breast cancer have produced
conflicting evidence on whether Her-2/neu
tumours are truly tamoxifen resistant.1*%In the
neoadjuvant setting however, data suggest that
patients with Her-2/neu-positive tumours may be
better treated with an Al than with tamoxifen.’

Clinical response was correlated with Her-2/neu
status in the IMPACT trial.*® Tissue is available
from women involved in the ATAC trial, which
may allow measurement of the correlation
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between Her-2/neu status and outcome.
Whether a relationship exists between benefit
from extended therapy with letrozole and
expression of protein tyrosine kinase receptors
in the current study would be of interest.

How will this study impact on clinical practice in
Australia? Itis important to note that the prognosis
for those women who were disease free after 5
years of tamoxifen was excellent, with 95%
remaining disease free (irrespective of trial
group) at a median follow-up of 2.4 years. Of
5187 women randomized in this trial, there were
only 26 deaths from breast cancer. While small
incremental gains from adjuvant therapy can
translate into significant population benefit, cost
and toxicity must also be considered, especially

given that 95% of women treated may not
benefit.

Letrozole is not currently licensed in Australia
for use as described by Goss et al. and there is
no Pharmaceutical Benefits Scheme subsidy for
letrozole as adjuvant therapy (Schedule of
Pharmaceutical Benefits listed price: $217.05 for
30 tablets). Other costs may include monitoring
and treatment for potential side effects such as
osteoporosis. Meanwhile, more data regarding
the use of Als in the primary adjuvant setting are
emerging. If Als become more widely adopted
in this setting, it will be difficult to evaluate the
role of extended adjuvant therapy beyond 5
years.
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Report of the
National Cancer Control Initiative (NCCI)

Australian Clinical Management
Surveys in Cancer

have been conducted for a number of different

cancers and in various locations. The NCCI
was interested in identifying clinical management
surveys for cancer in Australia, including
surveys that have been published, are ongoing
or are planned. A report Australian Clinical
Management Surveys in Cancer identifies 25
published and 26 ongoing or planned clinical
management surveys in cancer that have alarge
population base, ideally national or state-wide
and lists the identified surveys. A table
summarising the information contained in the
published clinical management surveys is also
provided. The report is available on the NCCI
website at www.ncci.org.au

In Australia, clinical management surveys

Core Clinical Data Set and Dictionary

Since 1982, Australia has had full coverage of
cancer incidence by population-based state
cancer registries allowing trends to be monitored.
Mortality and overall survival rates by type of
cancer can also be assessed but this information
is insufficient to assess how the diagnosis,
treatment and outcome of cancer patients
compare to best practice. In 1999, the NCCI
commenced a project to develop a core data set
that would capture the most important data items

relevant to the diagnosis and primary
management and prognosis of cancer at the
clinical level. A nationwide consultation was
undertaken by Professor Alan Coates, on behalf
of the NCCI, with input from a wide range of
clinicians, hospital staff, all Australian cancer
registries, the AIHW and other groups. The items
adopted for the NCCI Clinical Cancer Core Data
Setreflected ‘a reasonable compromise between
a settoo large to be attainable and one too small
to be interesting’ and included details of the stage
of cancer at diagnosis, initial treatments and
treatment outcomes.

The items in the NCCI Clinical Cancer Core Data
Set were submitted to the National Health Data
Committee (NHDC) for inclusion in the National
Health Data Dictionary (NHDD). In June 2004
all but two data items were approved under the
titte Cancer (clinical) Data Set Specification. The
two items not approved for inclusion in the NHDD
were Performance status score at diagnosis and
Cause of deathbut both of these are stillincluded
in the full NCCI Clinical Cancer Core Data Set.
All items in the data set have been updated in
line with the approved definitions and coding and
are now available on the NCCI website
www.ncci.org.au. The approved data items are
also available via the Australian Institute of Health
and Welfare knowledge base at
www.aihw.gov.au/knowledgebase/index.html.

Reprinted from Wongi Yabber August 2004; 11(3): 3.
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Delay in S tarting Radiotherapy:
Does it Make Any Difference?

Dr Boon Chua
Radiation Oncologist
Peter MacCallum Cancer Centre

Huang J, Barbera L, Brouwers M et al.
Does delay in starting treatment affect the
outcomes of radiotherapy? A systematic review.
JCO 2003;21:555-563.

Objective

o synthesize published research regarding
the relationship between delay in

radiotherapy (RT) and outcomes of RT for
patients with cancer. This clinical Update
commentary focuses on the breast cancer
component of the systematic review only.

Methods

A systematic literature review was conducted to
identify studies that described the association
between delay in RT and the probability of local
control, metastasis and/or survival. Search
strategies included electronic searching of
MEDLINE and CANCERLIT; manual searching of
relevant conference proceedings; scanning of
reference lists from key articles; and
communicating with experts in the field.

Studies were included in the review if all patients
were treated by RT; the delay in starting RT was
defined; and the outcomes were measured
quantitatively. Studies were classified by clinical
and methodologic criteria. As studies differed in
their definitions, the authors used the most
frequently reported definition of delay: more than
8 weeks after surgery for breast cancer.

Two independent reviewers assessed and rated
the studies using a quality scale developed to
distinguish between studies with greater or lesser
potential for bias.

Results from individual studies were combined for
analysis using a random-effects model.
Heterogeneity was tested and the robustness of
findings was assessed by excluding lower quality
studies.

Results

A total of 46 studies met the inclusion criteria: 42

were retrospective case series and 4 were

randomized controlled trials. Rates of local
recurrence, distant metastases and survival were
described in 39, 21 and 19 studies, respectively.
The relationship between delay and the outcomes
of RT for breast cancer was examined in 21
studies. Combined analysis of eight studies,
involving 6303 women with breast cancer,

showed that the 5-year local recurrence rate

(LRR) was significantly higher in women treated
with adjuvant RT more than 8 weeks after surgery

than in those treated within 8 weeks of surgery

(9.1% vs 5.8%; odds ratio [OR]: 1.62, 95% ClI,
1.21-2.16).

The pooled random-effects OR from a combined

analysis of 11 studies involving 1927 women with
breast cancer that included analysis of optimum

sequencing of adjuvant RT and chemotherapy

was 2.28 (95% CI, 1.45-3.57). This finding

corresponded with a difference in 5-year LRR of

6% in the RT-first group and 16% in the

chemotherapy-first group. The relationships

remained significant when low-quality studies
were excluded and there was no significant

heterogeneity among the studies.

There was little evidence about the impact of RT
delay on metastases risk or long-term survival
probability in any situation.

Conclusion

Delays of more than 8 weeks in starting RT after
surgery in patients with breast cancer are
associated with an increase in 5-year LRR. Delays
in starting RT should be as short as reasonably
achievable.
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Comment ary
Findings

This systematic review found a significantly
higher risk of LRR with RT delay of over 8 weeks
compared with a delay of less than 8 weeks.
Analysis of the sequencing of postoperative RT
and chemotherapy for breast cancer also found
a higher LRR in the chemotherapy-first group
than in the RT-first group. However, no
differences were detected in the rate of
metastatic spread or survival between the two
groups.

Potential Biases

Huang et al.’s findings should be interpreted with
caution because of the potential biases inherent
to observational studies. The authors
acknowledge that their finding could be
confounded by publication bias in favour of
studies that found an effect. Such a bias could
lead to overestimation of the effect of RT delay
on outcomes, although any unpublished studies
would have to be large and/or numerous to
substantially influence the conclusions. The
impact of RT delay on outcomes may also be
modified by patient, tumour and treatment-related
factors that the authors did not discuss. For
example, the status of resection margins may
modify the impact of RT delay on local control.t

On the other hand, selection bias could have led
to an underestimation of the effect of RT delay.
For example, women with more advanced breast
cancer may have been treated with less delay
than women with earlier staged breast cancer,
thereby diminishing the potential impact of
treatment delay on outcomes. Difficulties in
retrospective identification of patients whose
health deteriorated to the extent that RT was no
longer indicated, resulting in their exclusion from
the studies, may also have led to an
underestimation of the effect of treatment delay.
In addition quantification of the risks of RT delay
is inherently difficult because the causes of
disease recurrence are indistinguishable.

Defining Limits for Delays

Huang et al. used more than 8 weeks after
surgery to define RT delay in breast cancer
because it was the most frequently used definition

in the studies reviewed. However, the issue of
how best to define the upper limit of acceptable
delay in starting postoperative RT in patients not
receiving chemotherapy remains uncertain. An
important consideration in defining the upper limit
of acceptable delay is the magnitude of risk
considered acceptable by patients and service
providers. Further research is necessary to
estimate the risk of delay per unit time and the
economic consequences of minimizing delay.
There may be a limit beyond with the resources
required to reduce the delay further are
considered to outweigh any outcome benefits.

Planned RT delay to allow completion of
chemotherapy requires separate consideration
from RT delay due to waiting times. Whilst
concurrent chemoradiation has the advantage
of delivery of both treatment modalities without
delay, enhanced radiation toxicity may result
from concurrent use of cytotoxic regimens
incorporating an anthracylcine and/or taxane.
Therefore, such concurrent use should be
avoided. Further research is needed to evaluate
new cytotoxic regimens that avoid excessive RT
delays and to define the maximum duration of
chemotherapy before RT is administered without
compromising treatment outcomes.

Impact of RT Delays

Uncertainty persists about the possible impact
of RT delay on survival of women with breast
cancer. This systematic review demonstrates the
paucity of data regarding the relationship
between RT delay and the risk of distant
metastases or probability of survival. A meta-
analysis by Whelan et al. demonstrated a higher
mortality rate in women given post-operative
locoregional RT 6 months or longer after initiation
of systemic therapy (OR: 0.78 vs 1.14; p=0.05).2
This finding requires further qualification as it
involved an indirect non-randomised comparison
between trials. In addition, there is the risk of a
false-positive conclusion given the small number
of trials. Nonetheless, a relationship between RT
delay and the risk of distant metastases and
probability of long-term survival is biologically
plausible 2 Evidence that primary tumour size and
local recurrence after RT are associated with the
risk of distant metastases warrants further
study.**

Itis generally accepted that RT delay decreases
quality of life for patients due to persistence of
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worsening of symptoms and psychological
distress. However, it is less certain whether delay
compromises the long-term outcomes of RT.
While there is a sound radiobiological basis for
proposing that delay decreases the effectiveness
of curative RT by decreasing the probability of
local control and increasing the probability of
spread beyond the irradiated field? evaluation
and quantification of the effects of RT delay on
outcomes are difficult. Randomised trials
comparing timely RT with delayed RT would be
the most robust way of evaluating the effects of
delay. However, there is no scope for such a
trial because there is no conceivable benefit in
delay. Studies that examine the sequencing of
RT and systemic therapy are compromised by
interactions between treatments. Inherent
weaknesses aside, it is necessary to rely on
observational studies to examine the impact of
RT delay on outcomes, taking into account
potential confounding factors.

The Australian Context

There has been considerable media and public
attention on waiting times for RT. In September
2003, the Radiation Oncology Jurisdictional
Implementation Group (ROJIG) delivered its final
report, outlining its recommendations for
implementation mechanisms and timelines for
improvement to the organization, delivery and
funding of RT services in Australia.* ROJIC was
established to respond to the Radiation Oncology
Inquiry, chaired by Professor Baume,” which
highlighted that waiting times for RT were too
long. Waiting lists of 14 weeks or longer have
been reported in Australia and in other countries,
including New Zealand, Canad& and the UK.91°

A recent study found that only one in four
Australian cancer patients commence
radiotherapy within standard good practice
times.'

The Baume Inquiry identified key factors that
contribute to the waiting times for RT, including
fragmentation in responsibilities for radiation
oncology between levels of government leading
to delays in corrective action; workforce
shortages, and anomalies in the Australian
Government’s funding mechansism! Increasing
demand for RT is also contributing to waiting
times for RT. Crude cancer incidence in Australia
is rising because of the ageing population? and

the indications for RT have been broadened.

A systematic review of evidence-based
treatment guidelines on the use of RT for breast
cancer indicated an optimal utilization rate of
83%.1% The 1995 Australian national survey of
the surgical management of breast cancer found
an actual RT utilization rate of 41%, substantially
lower than the optimum.** Waiting times for RT
may continue to deteriorate with the trend toward
increasing utilization of RT. In their response to
the Baume Inquiry, the Australian government
endorsed proposed key recommendations to
ensure patients are able to have timely access
to RT.” The ROJIG report outlines
implementation strategies and timelines for the
required RT reforms.® Collaboration is now
required by governments, the radiation oncology
profession and the broader oncology community
to implement standards of practice and strategies
in a timely fashion to improve outcomes for
patients. Delivery of RT service is resource
intensive, requiring not only a substantial funding
commitment from governments but also strategic
planning and organization to meet workforce,
equipment and infrastructure requirements of the
service.

Conclusion

In conclusion, in the absence of better evidence,
recommendations regarding the time interval
between surgery and RT must be guided by
general principles. As concluded by Huang et
al., undue delay should be avoided and delays
in starting RT should be as short as reasonably
achievable.
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Working Parties for
Credentialing and Guideline Implement

Accredit ation,
ation

T he Australian Cancer Network ~ (ACN)
is developing wider, strong and active
links with individuals and organisations
working to strengthen the quality of care in the
management of cancer patients. Itis also working

to ensure that cancer care is based on the best
level of information available.

Working Party to Establish
Accreditation of Cancer Services

This activity is progressing well. Significant
discussions have occurred and the possibility of
expanding interaction with state bodies is to be
embraced. Elizabeth Metelovski has been
appointed Project Officer and together with Dr
Karen Luxford of the National Breast Cancer
Centre (NBCC) in association with the National
Cancer Control Initiative (NCCI), is carrying out

a scoping study following the signing of an MOU
between ACN and NBCC. The first draft of this
report was considered by the Steering
Committee on 28 September. This was a
proactive review and many members have
contributed. An extension of time has been
granted and the Committee will meet again by
phone to finalise the document in the second
week in December.

Working Party to Establish
Credentialing Processes for Medical
Staff of Cancer services

Credentialing is recognised as one of the more
significant steps in developing best practice in
Cancer Units and the introduction of optimal
multi-disciplinary care. This Working Party has
made headway; however, it requires a good deal
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more work to produce appropriate procedures

to ensure that the process has best practice
outcomes. Itis timely to expand activities of this
Committee through a scoping study. It is hoped
to appoint a Project Officer to carry this forward

in the next few weeks. This appointment should
lead to more substantive progress.

Working Party to Promote
Implementation of Best Practice
Guidelines

A Cancer Guideline Implementation Workshop
was held on 14 October 2004 at Level 3, Medical
Foundation Building.

The meeting was held under the auspices of the
National Institute of Clinical Studies (NICS),
NBCC and ACN. It was facilitated by Professor
Dave Davis from Toronto and was positive in

every respect. Apart from identifying and

discussing a range of issues in a positive manner,
it allowed a number of people with like interests
to learn of each other’s existence. It will also have

impact on the matrix being developed for the
ACN Guideline Implementation Steering
Committee. Guideline development activities
continue with progress being made in a number
of important areas.

Reprinted from Wongi Yabber November 2004; 11(4):
1-2.

National Breast Cancer Centre Report

Pink Ribbon Breakfast Celebrates 10
Years of Progress

and care were highlighted at the 10"

Anniversary Pink Ribbon Breakfast hosted by
the National Breast Cancer Centre (NBCC) in
Sydney on 1 October. The Breakfast was themed
“Ten years of breast cancer progress” and
included contributions from Breast Cancer
Network Australia, National Breast Cancer
Foundation and The Cancer Council Australia.
Over 850 people heard from speakers including
Mrs Janette Howard, Minister for Health & aging
Tony Abbott and two women who had undergone
treatment for breast cancer, one more than ten
years ago and one more recently.

I mprovements in breast cancer survival rates

Increased Funding for NBCC

Minister for Health & Ageing, The Hon Tony
Abbott, announced on October 1 that the National
Breast Cancer Centre would receive additional
funding to expand programs to improve
community awareness about breast cancer. The
Australian government has committed an
additional $750,000 per year to the NBCC over
the next four years.

New Position Statement on Early
Detection

A new position statement from the NBCC
provides evidence-based recommendations
about screening methods for the early detection
of breast cancer and information for women,
tailored for women of different ages and at
different levels of risk. The early detection
methods covered by the position statement and
information for women are:

Breast awareness — awareness by a woman
of the normal look and feel of her breasts

Clinical breast examination — physical
examination of an asymptomatic woman’s
breasts by a medical or allied health
professional.

Screening mammography - use of
mammography in asymptomatic women to
detect breast cancer at an early stage.

The position statement and information for
women was developed in consultation with key
professional collegues, cancer organisations and
consumer groups. The full position statement is
available at www.nbcc.org.au/media/
nbccposition.html Information for women is
available at www.breasthealth.com.au/
earlydetection

Reprinted from Wongi Yabber November 2004; 11(4):
5.
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Cancer Council Advocates National
Approach to Cancer Prevention

A concerted and comprehensive national
approach to cancer prevention is the theme of
The Cancer Australia’s National Cancer
Prevention Policy (2004-2006), launched in
July 2004. The National Cancer Prevention
Policy sets out measures to help reduce the
impact of preventable risk factors, such as
smoking, ultraviolet radiation, inadequate diet
and physical inactivity. It also outlines the
benefits for screening for early detection of
breast, cervical, bowel and prostate cancers and
melanoma.

The Cancer Council Australia’s Chief Executive
Officer, Professor Alan Coates, said Australia
was a world leader in the prevention of many
cancers and much of that success was derived
from the collaborative work of cancer councils
and federal, state and territory governments.

“However, we could do much better,” Professor
Coates said. “Many of the 85,000 new cases of
cancer diagnosed in Australia each year could
be prevented through risk minimisation or treated
more effectively through early detection.”

The National Cancer Prevention Policy, which
establishes a framework for governments to
investin improved cancer prevention, is the result
of detailed work by the public health workers and
clinicians who comprise The Cancer Council
Australia’s Public Health Committee and its sub-
committees. Professor Coates paid tribute to the
authors of the policy, in particular Dorothy
Reading (Chair of the Public Health Committee)
who coordinated its development and production.
The National Cancer Prevention Policy (2004—
2006) is available online at www.cancer.org.au.

Reprinted from Wongi Yabber August 2004; 11(3): 4.

Unprecedented Political Support

For the first time in a federal election, both the
Coalition and the ALP included detailed cancer
control policies among their campaign promises,
with commitments that reflected much of The
Cancer Council Australia’s recommended policy
platform.

In separate announcements in September, the
ALP committed to more than $112 million in
prevention and treatment initiatives, while the
Coalition launched its comprehensive $137
million policy, Strengthening cancer care, in

October. The Cancer Council Australia publicly
endorsed both policies, particularly the many
initiatives consistent with the evidence-based
position we put forward to all federal

parliamentarians in June. One of the most
significant announcements was the Coalition’s
pledge to establish a national cancer care
agency, Cancer Australia, at $10 million over
four years, which was a key Cancer Council

priority. There was unanimous support for

funding independent clinical trials capacity
building, with the Coalition and the ALP
committing to $15 million and $12 million
respectively over four years. The Cancer

Council Australia had sought $5 million per
annum.

Both sides also committed to rolling out a national
bowel cancer screening program, as well as
funding for national SunSmart campaigns. The
ALP allocated $21 million for a tobacco control
program aimed at a five percent decrease in
national smoking rates, while the Coalition
announced $4 million to reduce smoking in
pregnancy. The ALP’s commitment to
introducing a Medicare Benefits Schedule item
for cancer multi-disciplinary care reflected The
Cancer Council Australia’s overarching theme
of improving multi-disciplinary care.

The Cancer Council Australia CEO, Professor
Alan Coates, said considerable effort went into
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engaging with both sides of politics in the lead-
up to the election.

“We continue to emphasise the fact that, while
there have been improvements in cancer
outcomes for Australians over recent years,
cancer remains the nation’s deadliest disease
and there is great scope for federal policy makers
to reduce the burden,” Professor Coates said.

“We were very pleased to see both sides of
politics show strong leadership in cancer control
and look forward to continuing to build good
relationships with our supporters in Federal
Parliament.”

Reprinted from Wongi Yabber November 2004; 11(4):
34.

Cancer Information and Support Service (CISS)

T he Cancer Information and Support
Service (CISS) is a body of The Cancer
Council Victoria that aims to alleviate the
stresses that cancer places upon people through

provision of information and support. CISS runs
a number of services, including:

The Cancer Helpline

* Staffed by oncology nurse counsellors and
trained enquiries officers

* Alocal call from anywhere in Victoria — 13
11 20

e Confidential provision of information and
emotional support with referral to local
community services

* Printed information on many cancer-related
topics can be mailed to callers at no cost

* In 2003, the Cancer Helpline responded to
over 49,000 contacts. This included over
6500 contacts with patients, 5500 contacts
with family / relatives, 9200 contacts with
the general public and 8000 contacts with
health professionals

Multilingual Cancer Information Line

» Enabling people from non-English speaking
backgrounds to access the Cancer Helpline
via an interpreter

Cancer Connect

A telephone peer support service that puts
people in touch with others who have had a
similar cancer experience

Over 500 referrals and around 900 contacts
were made in 2003

Cancer Support Groups

CISS provides training and accredits nearly
120 groups within Victoria

Financial Assist ance

Including welfare grants and no interest loans

Living With Cancer Education Program
/ Living Well forums

In 2003, there were 35 LWCEP run in
Victoria with over 400 attendees

Look Good, Feel Better workshops

Holiday Respite Program

CISS would like to encourage you to refer your
cancer patients and their carers to our
professional services.

If you would like to receive brochures or any

other information regarding any of the above

please call the Cancer Helpline on 13 11 20.
Alternatively contact the Director of CISS,

Doreen Akkerman (Ph: 03 9635 5129 / E-mail:

Doreen.Akkerman@cancervic.org.au) or

Michael Jefford, Clinical Consultant, CISS (E-
mail: Michael.Jefford@cancervic.org.au).
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Information Sheet

Established treatment s, treatment s being trialled and

alternative (unproven) treatment

s for cancer

If you have been diagnosed with cancer, it is possible that different treatments have been suggested
to you. The Cancer Council has produced this information to help you decide between treatments
that may help you and treatments that are unlikely to help you.

Your doctor will recommend one or more established
treatments or suggest that you consider taking part in
a clinical trial of a new treatment. You may be thinking
about using complementary therapies along with
treatments suggested by your doctor. You may also
have read about, or been told about, an alternative
treatment that may help.

How are they different?

Established treatments

These are proven treatments such as radiotherapy,
chemotherapy, hormone therapy, immunotherapy and
surgery. These are also known as ‘medical’,
‘conventional’ or ‘mainstream’ treatments.

These treatments have been tested in clinical trials
and shown to be effective. (See the description of
clinical trials below.) For example, it has been proven
in clinical trials that:

removing a skin cancer at an early stage prevents
it from growing or spreading

many childhood leukaemias can be cured with
chemotherapy

tamoxifen can prevent some breast cancers from
recurring.

Established treatments are prescribed by general
practitioners, cancer specialists (oncologists) and
other medical specialists. You have these treatments
in hospitals and doctors’ surgeries and sometimes at
home.

Treatments being trialled

These are treatments that are being tested in clinical
trials. Clinical trials test new drug therapies,
procedures, treatment combinations, preventative
measures, screening methods and alternative
treatments to see if they are better than the established
treatments.

Clinical trials examine treatments that have shown
promise during initial testing. For example, a
researcher may think that a chemical that affects cell
growth could be used to destroy cancer cells. Tests
evaluating its safety and effectiveness will be done in
the laboratory and then on animals. If itis thought to
be safe and effective enough, it will be tested on
people in a clinical trial.

There are three clinical trial phases. The cancer
specialists carefully watch the effects of the new
treatment on the people in the trial. If the treatment
goes through to the end of the third clinical trial phase,
the results of the new treatment are compared with
established treatments. If the treatment that was
trialled is better, and usually after it has been confirmed
with other trials, it will be recommended to other
doctors for their patients.

A clinical trial will only be conducted if the new
treatment is thought to be at least as effective as the
established treatment for a cancer.

Clinical trials are conducted and monitored according
to strict guidelines. The treatments are given strictly
to plan. Results are collected, analysed and published
in scientific journals.

September 2004

Cancer
Helpline
131120

1 Rathdowne St Carlton Vic 3053 Australia
Telephone: (03) 9635 5000 Facsimile: (03) 9635 5270
E-mail: enquiries@cancervic.org.au
Internet: www.cancervic.org.au

The Cancer Council Victoria
is a business name of the
Anti-Cancer Council
of Victoria
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People in trials are treated according to an agreed
document that sets out the terms of treatment (known
as atreatment protocol). They are reviewed frequently
during and for a time after the treatment phase, and
so receive very high quality care. Some studies have
shown that people treated in clinical trials have better
outcomes than people who do not join clinical trials.

People are told about clinical trials by their doctor or
they may hear about them from the media, the Internet
or other sources. They can volunteer to join the trial.

Alternative (unproven) treatments

These are treatments that are said—by the people
who provide them—to be alternative to established
treatments. People who provide alternative
(unproven) treatments say they will or may cure
cancer, but this has not been shown in clinical trials

An alternative treatment may have been tested
but ‘no evidence of benefit’ found. This means it
is uncertain whether it works or not.

‘Evidence of no benefit’ means a treatment has
been tested and shown not to work against
cancer.

Alternative (unproven) treatments are also known as
integrative, unproven, holistic, non-mainstream and
unconventional treatments or remedies.

Alternative cancer treatments for which ‘miracle cures’
have been claimed include magnets, various diets,
coffee enemas, fresh cell therapy, microwave therapy,
oxygen therapy and laetrile and other plant products.
Be wary of these claims. Ask the alternative
practitioner to give you evidence to back them. One
or two books by people who deliver a certain
treatment is not strong evidence. Look for articles in
recognised medical or scientific journals. Recognised
medical journals are listed in PubMed, an international
database of biomedical journals. You can search the
database through http://www.ncbi.nlm.nih.gov/
entrez/query.fcgi. Itis even more important to discuss
these ‘apparent cures’ with the doctors treating you.
Your doctors will usually have up-to-date information
on the claims.

Complementary therapies

These are therapies such as massage, aromatherapy
and meditation. People may feel a greater sense of
wellbeing while they take the treatments. These are
often called ‘supportive therapies’. They are not
promoted as cancer treatments or cures in their own
right.

Some, like massage, have been used for centuries to
complement mainstream medicine. They may help
people feel more relaxed and able to cope better with
the impact of their illness.

2/5

Key points

Established treatments are known to cure some
cancers and provide relief from symptoms of
cancer.

Treatments being trialled are promising
treatments that are tested in clinical trials. They
are only tested if they are predicted, on initial
testing, to be at least as effective as the
established treatment for a cancer.

Alternative treatments have not been shown in
clinical trials to cure or slow cancer down because
trials have not been done (‘no evidence of
benefit’). Others have been tested and shown to
be ineffective (‘evidence of no benefit’).

Complementary therapies may be used to
enhance established treatments.

How can they help?

When choosing a cancer treatment, you will be
seeking one or more of the following:

cure
relief from symptoms

help with a problem related to your iliness (like
anxiety)

reassurance that you are doing all you can.
How established treatments may help

Your doctor will tell you if there is a cure for your
cancer, or treatment that may slow its process. For
over half of all cancers, surgery and/or radiotherapy
and/or chemotherapy will kill the cancer cells and
stop them from coming back. Although the treatment
itself may cause side effects and be upsetting, most
people are prepared to put up with this to try to get
rid of the cancer.

Sometimes, the doctor won't be able to reassure you
that the cancer will be cured. Sometimes, a few cancer
cells escape and slowly grow into a new spot of cancer
elsewhere in the body. Many people who have
established treatment for cancer won’'t know for
several years whether their cancer has gone away. If
the cancer has not reappeared (recurred) within five
years of treatment, then often you have a high chance
of having been cured.

It is possible that there is no cure for your cancer.
There may be no effective established treatment and/
or the cancer may be advanced when you are
diagnosed. There are still established treatments that
can help you. Established treatments may be able to
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reduce the size of the cancer or delay its growth, so
that it doesn’t affect how your body normally functions.
They can also relieve pain and other problems caused
by the cancer. This is called ‘palliative treatment’.
Some people can still have years of high quality life
even though their cancer has not been cured.

If you want more information about the treatment your
doctor recommends, you can ask for a second opinion
from another specialist. Your doctor should not be
offended: it is quite normal to want to know that your
treatment is the best available.

How treatments that are being trialled may
help

Your doctor may suggest that you join a clinical trial.
This might happen if:

there is no established treatment that will cure
you

there is a promising new treatment being tested
for your cancer.

Remember, treatments being trialled are not certain
to cure you. They may turn out to be only as effective
as the existing treatment for your cancer.

Treatments being trialled often have side effects.
These will be explained in the patient information/
consent sheet that you will be asked to read and sign
before the trial begins. Just because a treatment is
new, it does not mean it is better—that is what the
trial is trying to find out.

Sometimes, people participating in a clinical trial might
receive an inactive or ‘placebo’ treatment, or be
treated to control symptoms. In these cases, no
established treatment is required; in other words, you
are not missing out on any treatment you should
otherwise be having.

How alternative treatments may help

Some people with cancer want to experiment with
alternative treatments. A questioning approach helps
people make their way through the many alternative
treatments on offer. See ‘Questions to ask’ in this
brochure.

How complementary therapies may help

Complementary therapies can help you to cope better
with the challenges you face as a person with cancer.
Physical therapies like yoga, massage and t'ai chi can
help you to feel more relaxed and stronger. Measures
like aromatherapy and music therapy will help if these
are the sorts of therapies that you enjoy. If you are
spiritually inclined, you will find comfort and strength
in formal or informal services and rituals related to
your beliefs.

3/5

Key points

Established treatments can cure many cancers
and provide relief for symptoms that cannot be
cured.

A treatment being tested in a clinical trial may
be an option for you if the established treatment
for your cancer is not adequate or a promising
new treatment is being compared with the
established treatment.

Complementary therapies can be useful in easing
symptoms like anxiety or tension associated with
fears and uncertainties about having cancer.

When should alternative (unproven)
treatments be avoided?

When they will delay diagnosis of cancer

If you have a troubling symptom and you wish to seek
the advice of an alternative therapist, itis a good idea
to also see a medical practitioner. Some symptoms
of cancer may not be noticed or may be misdiagnosed
by an alternative therapist.

Symptoms that should always be checked by a doctor
include any new or unexplainable swelling, bleeding,
pain and continued hoarseness or coughing. These
symptoms don’t necessarily mean that you have
cancer, but should be checked.

When they will interfere with established treatment

Many alternative treatments are probably harmless,
but not all. Some herbs and vitamins can interact with
chemotherapy and radiotherapy so that they don't
work as they should, or can cause harm. Before you
begin a therapy prescribed by an alternative therapist,
check with your cancer specialist that it is safe and
won't affect your medical treatment, reduce the
effectiveness of the medical treatment, and/or increase
the risk of side effects.

When they will prolong or worsen the disease
experience

Some people find that complementary therapies like
relaxation, yoga and massage can improve their
experience of established treatment, making them feel
less anxious and more in control.

For some people, alternative therapies can make the
experience much worse. This can happen:

if you rely on alternative treatments that are not
proven to work

if your alternative therapist makes you feel
responsible when their treatment doesn’t make
you better
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if it makes you sicker

if it upsets you or costs more than you can really
afford.

When they stop you using medical treatment that
could improve your health

Some alternative therapists suggest to people they
treat not to have established medical treatments or to
cease them. The alternative therapist may warn that
medical treatment will stop the alternative therapy
working. Be very wary of claims like this. Always get
an opinion from a cancer specialist.

Key points

Beware of ‘magic’ or ‘miracle’ cures. Always get
an informed opinion from your cancer specialist
and/or the Cancer Helpline.

Complementary therapies can be helpful additions
to established treatment for people with cancer.

Most alternative therapists cannot diagnose
cancer.

Some alternative treatments can interfere with
established treatments and worsen your
experience of cancer.

Questions to ask

Whether you are choosing a cancer specialist (surgeon
and/or medical oncologist and/or radiation oncologist)
or an alternative therapist, you need to be able to
trust and talk openly with that person. This does not
mean that you need to have warm feelings for each
other. The person you choose may not even be very
friendly! However, you will need to feel that they are
expert, approachable, respectful, supportive and able
to meet your needs for information and advice.

One way of finding out if the person is expertis to ask
questions about their qualifications and experience.
Here are some questions that may help when you
choose a medical or alternative practitioner. (You
could ask your general practitioner some of these
guestions, if he or she is referring you to a specialist.)

What training does the practitioner have? Is their
degree from an educational institution you know
of or can find out about?

Does the practitioner treat patients in hospitals
where doctors are trained?

What will the practitioner charge for a visit? How
many visits will you need to make?

Are there additional costs, for example, for
different stages of treatment or additional
expertise?
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Is the practitioner willing to refer you to
publications that demonstrate that the treatment
works?

Are they members of a professional group that
registers and represents that group of specialists
in dealing with state and federal departments of
health?

Also ask yourself if you are comfortable with the
practitioner. Do you feel that they are attentive,
trustworthy and level-headed?

Do you know other people who have been patients or
clients of the practitioner? What do they say about
them?

You may wish to find out more about the treatment
the practitioner recommends. To find out if a treatment
is worth trying, be cautious, ask questions and confirm
claims.

Be cautious

You don't have to uncritically accept any claims made
by a person seeking to treat you. You may trust the

practitioner, and still wish to independently check their
advice. Beware of ‘pseudoscience’—things that sound
very scientific and plausible but which are not actually
backed up by evidence of proven benefit.

Ask questions

You will be surer of the treatment if you get satisfactory
answers to the following questions:

In what way will this treatment benefit me?
What results can | expect to see?

Are there any long-term risks associated with
this treatment? If so, what are they?

What side effects do people have with this
treatment?

How much will it cost?

Will Medicare / my private health insurance cover
the cost?

How long will the treatment take?

When could | expect to see a result from the
treatment?

How many people have received this treatment?
How many of them responded?
What happened to the ones that didn’t respond?

What's in it for the person offering me this
treatment?
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Confirm claims

Established treatments are subjected to scientific
testing. This means:

the theory behind a proposed treatment is based
on accepted scientific principles

testing on animals usually occurs before a new
treatment is tested on humans

the results of these trial/s are published in ‘peer-
reviewed’ medical and scientific journals. This
means that other specialists with expertise in the
field check that the study was conducted
correctly and that the results are valid.

the results of trials are also verified by trials from
specialist cancer hospitals throughout the world.

If you want to check that a treatment has been trialled
and the results published, you can do a literature
search through a medical library or via Medline on
the Internet. A health information service for
consumers may be able to help you, for example the
Cancer Helpline 13 11 20.

Key points

Ask your cancer specialist questions that are
important to you: Will the treatment work? How
do they know the treatment will work? When will
| see results? What side effects can occur? How
much will it cost?

Be sure that you have confidence in the
practitioner. If you don’t have confidence in a
cancer specialist, ask your general practitioner
for referral to another specialist. If you are seeking
to change alternative practitioners, your general
practitioner or a trusted friend or adviser may be
able to refer you on.
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A final word

You have the right to choose whatever treatment you
want for your cancer. Most people choose established
treatments for their disease, and many also choose
complementary therapies for some symptoms. A few
choose no treatment, or a ‘miracle cure’. We
recommend that you make an informed choice where
you can. This will include asking the opinion of people
you respect and researching your options. You are
welcome to call the Cancer Helpline on 13 11 20 to
talk about the choices before you.

Useful websites

You may be interested in looking for information about
cancer treatments on the Internet. While there are
some very good websites, you need to be aware that
some websites provide wrong or biased information.
The following websites contain reliable information.

National Center for Complementary and
Alternative Medicine (NCCAM)
http://nccam.nih.gov

Includes publications, information for researchers,
frequently asked questions, and links to other related
resources.

Quackwatch
www.quackwatch.com

Aimed at combating health-related frauds, myths, fads
and fallacies.

Therapeutic Goods Administration (TGA)
www.health.gov.au/tga

The Cancer Council Victoria
Www.cancervic.org.au

Provides general information on cancer, including
diagnosis, treatment and support services.
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Key Published Articles Listing—Breast Cancer

Title Author & Journal
The management of early breast carcinoma White V, Pruden M, Giles G, et al.
before and after the introduction of clinical Cancer 1 Aug 2004; 101(3): 476-485.

practice guidelines.

Breast cancer screening with MRl — What are Liberman L.

the data for patients at high risk? (Editorial) The NEJM July 2004; 351: 5.

Efficacy of MRI and mammography for breast- Kriege M, Brekelmans CTM, Boetes C, et al.

cancer screening in women with a familial or The New England Journal of Medicine July 2004; 351:
genetic predisposition background 427-437.

“Evidence of me” in evidence based medicine? S Lockwood

BMJ 2004; 329: 1033-5

Key Published Articles Listing—General

Title Author & Journal
Clinical trial registration: A statement from the De Angelis C, Drazen JM, Frizelle FA, et al.
International Committee of Medical Journal The NEJM 16 Sep 2004; 351(12): 1250-1251.

Editors (Editorial)

Forthcoming Meetings

Date / Place Meeting / Contact

16-21 January 2005 9" European Winter Oncology Conference

Films, Switzerland Federation of European Cancer Societies, Av E Mounier 83, Brussels 1200
Belgium
Ph: +322 7750201

Fax: +322 7750200
E-mail: ewoc-9@fecs.be

Website: www.fecs.be

26—-29 January 2005 9" International Conference on Primary Therapy of Early Breast Cancer

St Gallen, Switzerland PBC 2005, c/o Center for Tumor Detection & Prevention, Rorschacherstr 150,
POB St Gallen 9006 Switzerland
Ph: +41 712430032

Fax: +41 71 245 6805
E-mail: info@oncoconference.ch
Website www.oncoconferences.ch/index.html
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Forthcoming Meetings

Date / Place

Meeting / Contact

29-30 January 2005
St Gallen, Switzerland

10-13 February 2005
Phillip Island, Vic, Australia

10-14 February 2005
Paris, France

23-26 February 2005
Miami, Florida, USA

24-25 February 2005
Melbourne, VIC, Australia

3-6 March 2005
Atlanta, Georgia, USA

16-20 April 2005
Anaheim, California, USA

28" Annual Meeting of the International Breast Cancer Study Group
(IBCSG)

IBCSG Coordinating Center, Effingerstrasse 40, 3006 Bern, Switzerland
Ph: +41 313899187

Fax: +41 31 389 93 92

E-mail: ibcsg meeting@ibcsg.org

17" Lorne Cancer Conference — At Phillip Island, Victoria
Secretariat: ASN Events Pty Ltd

Ph: (03) 5983 2400

E-mail: cancer@asnevents.net.au

Website: www.lornecancer.org

16™ International Congress on  Anti-Cancer T reatment

Travel Congress Organisation (TCO), 2 rue de Berri, Paris 72008, France
Ph: +3314294 8732

Fax: +3314294 8733

E-mail: info@icact.com

Website: www.icact.com

22" Annual Miami Breast Cancer Conference

Miami Cancer Conference Inc, PO Box 266948, Weston Florida 33326 USA
Ph: +1 954 888 9472

E-mail: info@cancerconf.com

Website: www.cancerconf.com

7™ National Breast Care Nurses Conference

Rick Rundle, CISS, The Cancer Council Victoria, 1 Rathdowne Street Carlton
VIC 3053

Ph: (03) 96355198

Fax: (03) 9635 5290

E-mail: breast2005@-cancervic.org.au

Website: www.cancervic.org.au/breast2005

58" Annual Cancer Symposium of the Society of Surgical Oncology

(SS0O)

Society of Surgical Oncology, 85 W Algonquin Rd, Suite 55 Arlington Heights,
IL 60005, USA

Ph: +1847 427 1400

Fax: +1 847 427 9656

E-mail: diannekubis@acaai.org

Website: www.surgonc.org

96" Annual Meeting of the American Association for Cancer Research
(AACR)

AACR, Public Ledger Building, Suite 826, 150 South Independence Mall
West, Philadelphia PA 19106-3 USA

Ph: +1 2154409300

Fax: +1 2153519165

E-mail: meetings@aactr.org

Website: www.aacr.org
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28 April — 1 May 2005
Orlando, Florida, USA

8-11 May 2005
Wellington, New Zealand

9-13 May 2005
Perth, WA, Australia

13-17 May 2005
Orlando, Florida, USA

18-21 May 2005
Darwin, NT, Australia

1-4 June 2005
Athens, Greece

8-12 June 2005
Halifax, Novia Scotia, Canada

6 —9 July 2005
Perth, WA, Australia

30" Annual Congress of the Oncology Nursing Society
Oncology Nursing Society, 125 Enterprise Drive, Pittsburgh PA
15275-1214 USA

Ph: +1 866 257 4667

Fax: +1 866 369 5497

E-mail: meetings@ons.org

Website: www.ons.org

Annual Scientific Meeting of the Royal Australasian College
of Physicians (RACP)

Contact: Anne Chang

E-mail: racpasm@racp.edu.au

Website: www.racp.edu.au

Annual Scientific Congress of the Royal Australasian
Colleges of Surgeons (RACS)
Website: www.racs.edu.au

41 Annual Meeting of the American Society of Clinical
Oncology (ASCO)

ASCO, 1900 Duke Street, Suite 200 Alexandria, VA 22314 USA
Ph: +1703299 0150

E-mail: asco@asco.org
Website: www.asco.org

Annual Scientific Meeting of the T rans-Tasman Radiation
Oncology Group (TROG)

Ph: (02) 9280 0577

Fax: (02) 9280 0533

E-mail: conferences@pharmaevents.com.au

13" Reach to Recovery International Breast Cancer Support
Conference

Hellenic Association of Women with Breast Cancer, 21-23
Leosthenous str., Piraeus 185 36 Greece

Ph: +30 21041 80 006

Fax: +3021041 80016

E-mail: breastca@otenet.gr

Website: www.breastcancerhellas.gr

4™ World Conference on Breast Cancer

World Breast Cancer Organization Inc, 841 Princess Street,
Kingston, Ontario K7L 1G7, Canada

Ph: +1613549 1118

Fax: +1613549 1146

E-mail: admin@wbco.ca

Website: www.wbco.ca

ANZBCTG Annual Scientific Meeting
Contact: ANZ BCTG Operations Office
Ph: (02) 4985 0136

Fax: (02) 4985 0140

E-mail: asm@anzbctg.newcastle.edu.au
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The Cancer Council Victoria

The Cancer Council Victoria is a public institution set up by an Act of Parliament in 1936. It operates as
a charity, relies heavily on volunteer support, and raises and spends $3-$4 per head of population

annually. It is governed by the Council and Executive and other committees. It's mission is to lead,
coordinate and evaluate action to minimise the human cost of cancer for all Victorians. The Cancer

Council houses three research divisions (behavioural science, clinical research, epidemiology) and units
undertaking public and professional education, cancer registration, cancer information and support
services, anti-smoking campaign (QUIT), finance, administration and fund raising. It employs about 150
staff. The Cancer Council also auspices a cooperating network of cancer specialists through the Victorian

Cooperative Oncology Group and resources an expert Medical & Scientific Committee to dispense
studentships, scholarships, fellowships and research grants to other academic, research and medical
institutions.

Centre for Clinical Research in Cancer — Victorian Cooperative Oncology Group

The Centre for Clinical Research in Cancer (CCRC) formed in 1997, provides a coordinated and effective
resource for collaborative clinical research and development in Victoria. The Centre provides administrative
and research support for the Victorian Cooperative Oncology Group, which brings together Victoria’'s
cancer specialists. The Centre fosters and facilitates the development and promotion of a range of
collaborative clinical measures to optimise cancer management.

The Victorian Cooperative Oncology Group (VCOG) established in 1976, provides advice to the Cancer
Council Victoria, through the CCRC, on all clinical aspects of cancer control, in particular research,

screening, diagnosis, treatment, palliative medicine, cancer genetics and professional education. The
strategic role of VCOG is to have a ‘parliament’ of clinical cancer specialists with a view to promoting a

range of cooperative measures to optimise cancer treatment in Victoria. VCOG consists of a primary

committee, 9 cancer-site and 3 task-specific advisory committees, and 5 trial research sub-committees.

These committees bring together in regular meetings approximately 400 key specialist health care
professionals and scientists, representing the various treatment disciplines and centres in Victoria. VCOG
has established unique linkages between public and private health care professionals, institutions and
governments.

Centre for Clinical Research in Cancer

CCRC-VCOG Executive Committee CCRC
|
Victorian Cooperative Oncology Group: 1976 Administrative Secretariat
Clinical Trials Office
Breast: 1978 Gastrointestinal: 1981
Breast Trials: 1978 Gastrointestinal Trials: 1994
Gynaecological: 1984 Palliative Medicine: 1988

Palliative Research: 2000

Lung: 1993

Urological: 1994

Cancer Genetics: 1995
Hereditary Bowel: 2000 Skin: 1997

Psycho-Oncology: 1998
Psych-Onc Research: 2002 Head & Neck: 1999

Neuro-Oncology: 1999 Haemato-Oncology: 2004




