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Highlight s from the 9 th St Gallen Conference
Primary Therapy of Early Breast Cancer

St. Gallen, Switzerland
26-29 January 2005

Dr Lara Lipton
Medical Oncologist

Alfred Hospital

T he 9th St Gallen Breast Cancer
conference was extremely well attended
with over 4000 registrations. Highlights

of the meeting included new information and
much debate regarding the use of third
generation aromatase inhibitors in treatment of
early breast cancer and excellent sessions on
the biology of breast cancer, new imaging
techniques and adjuvant chemotherapy.

Adjuvant Hormone Therapy

Of great interest was the presentation of the
Primary Core Analysis of the BIG 1-98 study.
This is a 4 arm trial which compares a) 5 years
Tamoxifen, b) 5 years Letrozole, c) Tamoxifen
for 2 years then Letrozole for 3 and d) Letrozole
for 2 years then Tamoxifen for 3. Only the results
of arms (a) and (b) as well as (c) and (d) pre
switching were presented. Based on 8010
patients, 1200 of which had over 5 years follow-
up, Letrozole showed superior DFS with HR 0.81
(0.7-0.93). Overall survival had not reached
statistical significance.  As with the ATAC data
the toxicities of hot flushes, PV bleeding/
discharge and venous thrombosis favoured the
Letrozole arms and bone pain and fracture the
Tamoxifen arms. Cardiac deaths (26 in Letrozole
arm and 13 in the Tamoxifen arm) and
cerebrovascular deaths (7 vs 1) caused an
excess of non-cancer deaths in the Letrozole
arms. Overall there was an absolute difference
of 2.6% in DFS at 5 years favouring Letrozole.

This data concurred with the current analyses
of the ATAC data. There appeared to be much
support among attendees for the use of
aromatase inhibitors for adjuvant treatment
particularly in women who are node positive or
ER+/PR-.

Apart from possible cardio-vascular side effects
the main drawback with AI’s appears to be

increased bone loss and fracture risk. The
estimated bone loss attributable to AIs is 1 to 3%
per year and incidence of fractures in ATAC was
11% for anastrazole vs 7.7% for Tamoxifen.
Bone mineral density scanning was advocated
with calcium and vitamin D supplementation for
women with T scores from -1 to -2.5 and
bisphosphonates for T scores < -2.5.

The use of AIs in premenopausal women was
also discussed. The IBCSG 12 study randomised
1800 premenopausal women to goserelin plus
Tamoxifen or anastrazole with a further
randomisation to 6 monthly or no Zometa. For
those who did not receive Zometa there was a
decrease in T score of -1.6 for AI and -1 for
Tamoxifen. Use of Zometa prevented bone loss.
The ZO-FAST and AZURE studies should further
clarify this area.

Endocrine Responsiveness

Several excellent talks explored current
concepts of breast cancer response to hormonal
manipulation. Tamoxifen and other SERMs,
although they block nuclear ER may cause
stimulation of membrane ER and through this
activate growth factor signalling (including EGFR
and HER2). This activation inhibits transcription
of the PR gene. PR negativity may be a surrogate
for increased growth factor signalling. Corollaries
of this are a) that an AI which blocks activation
of surface ER also may be more effective than
Tamoxifen in these tumours and b) the
combination of AI or Tamoxifen with growth
factor receptor targeted therapy may be the
treatment of choice in these tumours.

Breast Cancer Genetics
and Chemo-Prevention

Jack Cuzick gave a summary of our current
knowledge of the biology of BRCA1 and 2
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tumours. Breast tumours in BRCA1 mutation
carriers tend to be ER-/PR-/HER2-, have a
basal-like histology and a high incidence of p53
mutations. Theoretically they are deficient in
double stranded DNA repair which may lead to
increased sensitivity to ionising radiation and
platinum drugs (the MINDACT trial will attempt
to resolve the issue of platinum sensitivity).
BRCA2 carriers have increased RR of other
cancers (stomach, pancreas, melanoma and
prostate) and no specific histological type of
breast cancer.

Although Tamoxifen reduces breast cancer risk
by 30-40% in available studies, risks of
increased endometrial cancer and
thromboembolic events limit its usefulness in an
average risk population. Both prophylactic
oophorectomy and Tamoxifen may provide
useful risk reduction in mutation carriers and
other high risk women.

Adjuvant Chemotherapy

Little new data was presented at the meeting
although good summaries of current data were
given. Dr J Bergh discussed a tailored approach
to chemotherapy dosing, increasing or
decreasing to a standard haematological toxicity.
Very young women were considered separately.
Under 40 year olds have an increased risk of
both local and distant relapse. Effectiveness of
chemotherapy may be in large part related to
the cessation of endocrine function and little data
exists for the added benefit of chemotherapy
added to ovarian ablation for ER+ tumours. In
most chemotherapy studies, amenorrhoea is a
prognostic factor for better outcome.

Cliff Hudis discussed the data regarding taxanes
in the adjuvant setting. Both the CALGB 9344
and NSABP B28 used 4 cycles of AC followed
by 4 of Paclitaxel. The CALGB study showed a
hazard ratio of 0.75 for overall survival in ER-
patients only whilst NSABP B28 showed a 17%
increase in DFS but no effect thus far on overall
survival. The PACS 01 study compared FEC X
6 with FEC X 3 then Docetaxel X 3 and showed
improved OS (86.7% vs 90.7%, p<0.05).

The Consensus

There was almost complete agreement on the
following points; that choice of systemic therapy
should be based on degree of endocrine

responsiveness and that there are clear
conditions of oestrogen responsive and non-
responsive tumours. 54% of the panel
considered that HER2 amplification could
confidently be used to assess endocrine
responsiveness. For endocrine responsive
tumours 79% considered  that risk of relapse was
lower and the majority did not feel that age or Ki
67 status had any bearing on this. In
premenopausal women with hormone responsive
disease 52% considered that ovarian
suppression should be added to chemotherapy
in node positive patients and this increased to
79% for young (no definition given) N+ patients.
A majority felt that Tamoxifen +/- ovarian
suppression added to survival in the absence of
chemotherapy. It appeared however that most
of the panel would support Tamoxifen without
the addition of ovarian suppression where
chemotherapy is also used. For premenopausal
patients where Tamoxifen is contraindicated
76% considered that the use of ovarian
suppression would prolong OS and 62%
considered that an AI + ovarian suppression
would.

In hormone responsive postmenopausal disease
79% considered that an AI should be used for
all, 72% that a switch from Tam to AI at 2-3 yrs
was appropriate, 46% a switch from Tam to AI
at 5 years. Interestingly 93% voted that an AI
should only be used for high risk disease and
59% that Tam should be used at initial diagnosis.
69% would use an AI if HER2 + and 72% if ER+/
PR-.

For ER negative disease, 93% would give
chemotherapy for all and 45% would add a
taxane for node +ve disease. 59% would give 8
cycles to node +ve  disease and 62% would start
less that 4 weeks from surgery. Important
prognostic features were considered to be
involved nodes and negative SLN. There was
much uncertainty about the impact of micro
metastases, IHC positive/ H&E negative nodal
involvement and isolated tumour ells.

Overall St Gallen provided an excellent up to the
minute discussion of primary breast cancer
therapies at that point in time and, despite minus
13 degree temperatures was very well attended
and enjoyed.
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Radiation Oncology Highlight s from the 27 th Annual
San Antonio Breast Cancer Symposium

December 8 -11, 2004

Dr Boon H Chua
Radiation Oncologist

Peter MacCallum Cancer Centre

This report focuses on key presentations from the symposium concerning local-regional
management issues of breast cancer.

Meta-Analysis on Local Therapy

A  meta-analysis on local therapy presented
by Prof. R. Peto of ICRF/MRC Clinical
Trials Service Unit, Oxford, highlighted

the importance of local therapy on breast cancer-
specific survival. The meta-analysis involved
42,000 women from 79 trials. A total of 21,000
breast cancer-related deaths were observed.
Forty-six of the 79 trials involving 24,000 women
examined the outcomes of women treated with
radiotherapy (RT) as part of their local-regional
therapy versus women who did not receive RT.
The local recurrence rates and breast cancer-
specific deaths of the two groups were 10.3%
versus 30.6% and 44% versus 48%,
respectively. Most of the breast cancer-specific
deaths occurred beyond the first five years after
diagnosis. The meta-analysis of clinical trials that
addressed the role of RT in the breast
conservation setting yielded similar results. The
10-year local recurrence rates and breast
cancer-specific deaths in women treated with
breast conserving surgery and RT versus breast
conserving surgery alone were 10.5% versus
31.9% and 20.9% versus 24.7%, respectively.
These findings suggest that optimisation of local
control with the addition of RT is not purely a
cosmetic consideration but a significant factor in
improving breast cancer-specific survival.

Radiation-Related Cardiovascular
Complications

Darby et al. reported the findings of their study
on the mortality from cardiovascular disease after
RT for breast cancer in 298,885 women
registered in the Surveillance, Epidemiology and

End Results (SEER) cancer registries during
1973-2000. Without RT, the mortality ratios, left
versus right did not differ significantly from unity
for breast cancer or cardiovascular disease. With
RT, they did not differ significantly from unity for
breast cancer. However, for cardiovascular
disease, the mortality ratio, left versus right with
RT was 1.11 (95% CI 1.04-1.19; p=0.001). The
hazard was reduced for women diagnosed more
recently (p=0.04).

The reduction in the risk of radiation-related
cardiovascular complication over time was
confirmed in the two studies from the MD
Anderson Cancer Centre. In the study by
Giordano et al., the 12 Registry 1973-2000
dataset from the NCI SEER program was used.
The study included 13,998 women who were
diagnosed with breast cancer between 1973 and
1989 and treated with surgery and RT. There
was a significant difference in 15-year cardiac
mortality between those with left versus right-
sided breast cancer in women who received RT
in 1973-1979 (6.9 vs. 5.6%, p=0.02) but not in
those treated in subsequent years. After 1979,
the left versus right hazard of cardiovascular
death declined by 6% (HR 0.94, 95% CI 0.91-
0.98) with each succeeding year and the
difference was eliminated by 1988.

In the study by Patt et al., 16,270 women from
the SEER database who were diagnosed with
non-metastatic breast cancer from 1986-1993
and underwent breast conserving surgery or
mastectomy and RT were included. At nine
years average follow-up, there were no significant
differences in cardiac morbidity for left and right-
sided breast cancer suggesting that modern
radiotherapy has improved cardiac safety.
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However, the authors caution that longer follow-
up is necessary to determine if differences will
emerge.

Partial Breast Irradiation

McCready et al. presented the findings of the
Canadian randomised trial of lumpectomy and
tamoxifen with or without breast RT for node-
negative patients ³ 50 years old to define a
subgroup of patients at low risk for local
recurrence and to provide natural history data
to clinicians contemplating trials of partial breast
irradiation (PBI). Eighty-three percent (639/769)
of the patients had tumours <2 cm. Actuarial
local recurrence including all patients was 0.6%
in the tamoxifen and RT group at 5 years and
7.7% in the tamoxifen alone arm (p<0.001).
Overall survival was 93% in both arms.
Subgroup analysis of the 611 patients with T1
receptor positive tumours showed a local
recurrence rate of 0.4% for tamoxifen and RT
arm and 5.9% for tamoxifen alone arm. For the
267 patients with tumours £1 cm, the respective
5-year local recurrence rates for the two arms
were 0.0% and 2.6%. The authors conclude that
PBI may provide similar benefits to whole breast
irradiation in patients with tumours £1 cm but
studies will require larger sample sizes.

Three groups reported their experience in PBI
using different modalities. In the Radiation
Therapy Oncology Group (RTOG) study 0319,
Vicini et al. prospectively evaluated external
beam three dimensional conformal radiation
therapy (3D-CRT) confined to the region of the
primary tumour bed after breast conserving
surgery for stage I/II breast carcinoma. The goal
of the study was to demonstrate whether the
technique is applicable in a multi-centre setting
prior to undertaking a phase III trial. Patients
received 38.5 Gy in 3.85 Gy per fraction
delivered twice daily. In the preliminary analysis
of the first 42 patients accrued from 19 centres,
accelerated PBI using 3D-CRT was shown to
be technically feasible and reproducible in a
multi-centre trial using strict dosimetric criteria.

Kuske et al. presented the long-term results of
the Ochsner Clinic prospective phase II breast
brachytherapy trial. Patients received 45 Gy in
3.5-5 days low dose rate brachytherapy (n=48)
or 34 Gy in 5 days high dose rate brachytherapy
(n=115) prescribed 2 cm beyond the lumpectomy
cavity. At a mean follow-up of 65 months, the 5-

year actuarial freedom from local failure, cause-
specific survival and overall survival were 98%,
96% and 91%, respectively. It was concluded
that brachytherapy alone in selected patients with
early breast cancer is an acceptable alternative
to whole breast RT after breast conserving
surgery, significantly reducing treatment time and
potentially increasing access to breast
conserving therapy.

Vicini et al. also reported on the first analysis of
patient demographics and technical
reproducibility of the American Society of Breast
Surgeons MammoSitea breast brachytherapy
registry trial in 801 patients treated with
accelerated PBI. In this registry trial involving 71
centres, the median age was 66 years (range,
36-93) and median tumour size was 11 mm
(range, 2-35 mm). Only 2% of the patients were
treated with skin distances of less than the
recommended 5 mm. The investigators
concluded that the study demonstrated
acceptable technical reproducibility in multiple
centres and use in appropriate groups of patients.
The MammoSiteä breast brachytherapy catheter
is FDA approved and will be used in a phase III
trial comparing PBI versus standard RT.

Lymphatic Mapping and
Sentinel Node Biopsy

There were a number of preliminary reports of
clinical trials involving sentinel node biopsy at the
Symposium. The following is a selection of the
key presentations on this subject.

NSABP-B32 is the largest prospective
randomised trial to compare sentinel node biopsy
(SNB) to conventional axillary dissection in
patients with clinically node-negative breast
cancer. In this trial, 5,611 patients were
randomised to SNB with immediate axillary
dissection (Group 1) or SNB without axillary
dissection (Group 2). Group 2 patients with
positive SN only underwent axillary dissection.
Julian et al. presented the preliminary technical
results of the study. In both groups, a SN was
identified in 97% of patients, 26% of whom were
SN-positive. In 61% of the SN-positive patients,
the positive SNs were the only positive nodes.
In Group 1 patients, the false-negative rate was
9.7% with a negative predictive value of 96.1%
and an accuracy of 97.2%. This false-negative
rate was higher than in single institution series.
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The ALMANAC trial is a randomised, multi-
centre trial in the UK comparing SNB to
conventional axillary treatment in patients with
clinically node-negative breast cancer. From
November 1999 to October 2003, 1031 patients
were randomised to undergo SNB (n=515) or
standard axillary treatment (n=516). SN-positive
patients proceeded to axillary dissection or
axillary RT. In the SNB group, the failed
localisation rate was 2%. Axillary metastases
were found in 25% of patients in the SNB group
and 24% of patients in the standard group.
Analyses comparing the SN-negative group with
the standard group showed that standard axillary
treatment significantly increased the sensory loss
and lymphoedema at three months compared to
the SNB group (p<0.001). Hospital stay, axillary
operative time and drain usage were also
significantly reduced in the SNB group. Quality
of life scores did not differ between groups at
baseline but were significantly better in the SNB
group at 3 months assessment. These benefits

were not at the cost of raised anxiety in the SNB
group. The investigators conclude that SNB is
associated with less arm morbidity and better
quality of life and is cost-effective compared to
standard axillary treatment.

In another report of the ALMANAC trial, Mansel
et al. presented the findings of the objective
assessment of lymphoedema, shoulder function
and sensory deficit after SNB. Lymphoedema
increased at three months after surgery but
decreased at six months in both groups.
However, it remained significantly less in the SNB
group at 18 months (p<0.0001). There was
significant impairment of shoulder flexion and
abduction in the standard group at one month
post-surgery but there was no significant
difference between the two groups at subsequent
assessments. Although sensory deficit improved
over time in both groups, it remained significantly
less in the SNB group at 18 months (p<0.0001).

Medical Oncology Highlight s from the 27th Annual
San Antonio Breast Cancer Symposium

December 8 - 1 1 2004

Dr Shane White
Medical Oncologist

Austin Health

A s always, San Antonio provided a
delightful and compact venue for a
meeting that is becoming increasingly

significant as a forum for new developments in
clinical research, as well as an ongoing
commitment to basic and translational research.
The days were surprisingly warm and at night,
the Christmas lights over the canal provided a
splendid backdrop to al fresco dinners.

And for the meeting. I suspect the results of
SABCS 2004 will be a faint memory following
the recent heady days of ASCO 2005, with its
promise of all things molecular.

Data from the adjuvant aromatase inhibitor trials
continues to mature. Tony Howell presented the
follow-up which was out to 68 mths. Anastrozole
(AN) remains superior to tamoxifen (TAM) in

regard to DFS (HR 0.87 P=.01) and time to
recurrence (HR 0.69 P=.0005). The important
endpoint of distant-disease free survival is
significant for intention-to treat (HR 0.86 P=.04)
but overall survival remains non-significant. The
point was made that survival gains of tamoxifen
in the Overview were not apparent either till 7
years out. A tantalizing piece of retrospective
data were the striking differences in benefit for
AN over TAM in the ER+PgR- subgroup.

Data from the studies examining the switch
approach were presented. The combined
analysis of ABCSG/ARNO 95 demonstrated
significant improvements in disease relapse-free
survival for a switch to AN after 2 years of TAM.
Similarly, Coombs provided a further update of
the IES study (switch from TAM to exemestane)
with ongoing benefit for local and distant
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recurrence, and a falling hazard ratio for overall
survival compared with the NEJM published data
(remaining non-significant). It should be noted of
course that the ‘switch’ approach does not guide
us in the management of new patients, as the
patients in the latter studies were randomized
after 2-3 years of freedom of disease whilst on
TAM (therefore representing a more favourable
group). Hopefully BIG 1-98 with its 4 arms
including 2 prospectively planned ‘switches’ will
inform us better in this regard.

The bone loss associated with AIs remains an
ongoing concern and it is therefore with interest
that the results of ABCSG-12 emerged. The 2x2
factorial design incorporated comparisons of AN
and TAM (and goserelin in a premenopausal
study), with or without the bisphosphonate
zoledronic acid. Zoledronic acid 4 mg was
administered at 6 mthly intervals. A comparison
of bone density (g/cm2 lumbar spine) identified
a 14.4% difference in control versus zoledronate
after 36 mths, confirming the protective effects
of these agents.

The role of taxanes as primary or adjuvant
chemotherapy was discussed further. The
analysis of B-27 was presented, with its 3 arm
design of Arm (i) 4 cycles of pre-op AC; Arm (ii)
4 cycles of AC followed by 4 cycles of docetaxel
(pre-operative), and; Arm (iii) 4 cycles or pre-op

AC then surgery and 4 cycles of adjuvant
docetaxel. The results of this study were eagerly
anticipated following the promise of the Aberdeen
study (preop CVAP x 4 Þ  docetaxel x 4 was>>
to CVAP x 8). Additionally, it was hoped that
the substantial difference in pCR rate (26% Arm
II vs. 13%) would translate into a survival
advantage. There was however, only a
difference in relapse-free survival. Arm (ii) > Arm
(i). It has been questioned whether the (now-
outdated) use of concurrent TAM attenuated
some of the chemotherapy benefit in this study.

On a more positive front, PACS-01 (a French
multi-centre) study compared FEC 100 x 6 (a
popular local standard) with FEC 100 x 3 Þ
docetaxel x 3 as adjuvant therapy in node-
positive disease. A significant improvement in
disease-free AND overall survival was
demonstrated (HR 0.77 P=0.05), supporting
previous data from CALGB 9344, B-28 and
BCIRG 001, suggesting an advantage for the
addition of taxanes. The haem toxicity of the
sequential therapy seemed more manageable
than was seen in the hefty TAC regimen of the
001 study.

Anyway, I’ll sign off after another bout of
Christmas shopping in the US!!!

A New Information Resource for People
with Cancer of Unknown Primary

and their Families and Friends

More than 3000 Australians are diagnosed
with cancer of unknown primary each
year. Patients and their families often find

the diagnosis confusing and difficult to
understand. Likewise, it can be difficult for
professionals to explain the diagnosis and
recommended management. A new
print resource has been developed to make the
subject easier for patients to comprehend. No
other materials exist. Dr Michael Jefford, from
Peter Mac, wrote the book. Several health

professionals and patients/consumers reviewed
it. The guide appears to have been well received
and a second printing is underway. The Cancer
Council Victoria and Sanofi Aventis, who
sponsored the development and printing of the
book, are distributing it. Contact the Cancer
Helpline (13 11 20), for free copies.
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Consumer Particip ation in
Southern Health Breast Services

Ms Sue Lockwood
Breast Cancer Action Group

“It’s hard to describe the enjoyment I get working with a group of women to
advocate for others less able to speak for themselves. …being able to make sense

of what is happening and translate that information for other women, is really
important to me”

(Southern Health Breast Services Consumer Reference Group Member 2005.)

“These women are real achievers… they are making a difference for others… they
have unique insight and experience which can improve the way health services

are provided”
 (Southern Health staff member 2005.)

In June 2001 Southern Health received BSEP
funding for a 12 month consumer participation
project, to establish effective and sustainable

consumer participation for Southern Health
Breast Services.  It was aimed to create a
productive role for consumers by involving them
in review and planning activities through the
establishment of a consumer reference group
(CRG). It was hoped that an environment could
be created whereby breast health professionals
at Southern Health would accept and welcome
consumer input.

Consumer participation was set up with reference
to Mary Draper’s definition:

“The process of involving health consumers in
decision-making about their own health care, health
service planning, policy development, setting priorities
and quality improvement in the delivery of health
services” (Draper, 1997).

Also, with the guidance of the Consumer Focus
Collaboration, who developed materials for
consumer participation in health (Consumer
Focus Collaboration, 2000a, 2000b, 2001a,
2001b).

Significant Activities from the Project

A consumer reference group was established to
provide consumer input for Southern Health
breast services. It remains the vehicle for all
consumer input to breast service activities.   At
the start of the project a consumer advisor was
appointed to help establish the group.  The

advisor worked closely with the project worker
to identify and recruit members.  The CRG has
a combined membership of women who attend
BreastScreen as well as women treated for
breast cancer. Since BSEP has ended, breast
services consumer support has been maintained
by the Monash BreastScreen Senior Community
Education Worker. This member of staff chairs
that group and provides executive support.
Group membership has ranged from 8-11,
formally meeting four times a year, although
much contact and project work happens outside
those meetings. Membership aims to reflect
diversity in terms of residential area, ethnicity,
age, and breast disease status.  Commitment to
a consumer advocate role is an essential attribute
for all prospective members.

A formal structure and terms of reference for the
CRG was developed to include recruitment and
selection, role expectations and orientation.
Orientation and training has been a high priority
and members have been helped to identify their
training needs and supported in gaining access
to training opportunities.  For example, most
members have been supported to undertake the
Breast Cancer Network Australia, Science and
Advocacy Training Program.

Consumers have taken an active role in the
following review activities:

· Patient Held Record Project review

· Breast Care Nurse Project review.
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· Lymphoedema ‘Early Detection may mean
Prevention’ project evaluation

· Monash BreastScreen complaints process
review.

· Monash BreastScreen accreditation

· End of Treatment group review

The CRG continues to make significant
contributions to Southern Health Breast Services
and has progressively increased its sphere of
influence.

Achievements of the Consumer
Reference Group in 2004

· Significant contribution to securing funding for
Breast Care Nurses at Southern Health

· Involvement in the planning for the Southern
Melbourne Integrated Cancer Service to
promote appropriate consumer representation

· Input into the adaptation of the My Journey
Kit for Southern Health

· Working with the Breast Care Nurses to
ensure appropriate information is available for
young women

· Suggestions for multidisciplinary Clinics to be
better explained to patients

· Lobbying for the availability of dental health
for people undertaking chemotherapy

· Working group was established to research
the financial issues pertinent to women
undergoing cancer treatment

· Support provided for the Victorian Breast
Prosthesis Subsidy Program

· Representation on the BreastScreen Victoria
Radiographer Training Centre Advisory
Committee

· Representation on BreastScreen Victoria
Consumer Advisory Committee

· Presentations made at the Breast Care
Nurses Conference in Brisbane on the
benefits of consumer involvement

· Advanced breast cancer and women’s issues
were investigated

· Involvement in the Monash BreastScreen
accreditation process

· Advocacy for breast services through
Southern Health’s Community Advisory
Committee

· Consumer presentation made at the Breast
Care windup forum

· Financial issues carried forward at the Breast
Cancer Network Australia Conference

· Speaker at Southern Health’s Multicultural
Day

The Future

We need to continually involve consumers and
build consumer skills and abilities so that
consumers can make a difference. Equally
important is for clinicians and managers to see
the roles that consumers can take and the
benefits they bring.  For consumer participation
to succeed, all those involved must work towards
developing an environment of trust, openness,
advocacy and support, responsiveness, shared
ownership and reflection.
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‘Woman to Woman’ Research on the Experience of
Rural Women with Breast Cancer and Implications for

the Provision of Health Services

Research carried out by
Angela Verde, Kate Cuss and Debra Parkinson and coordinated through

Women’s Health Goulburn North East

W oman to Woman’ was qualitative
participatory research designed to
explore the effects of breast cancer

and breast cancer treatment on rural women. It
documented the experiences of 20 women in the
Hume region of Victoria who have been
diagnosed and treated for breast cancer in the
previous three years. The women were asked
to reflect on the effect of breast cancer on their
lives generally and on the nature and quality of
the services they received. They spoke about
what was helpful to them and gave their views
on how services may be further enhanced.

Angela Verde, the researcher who conducted
the interviews is herself a breast cancer survivor
who disclosed her own experience of breast
cancer to the women being interviewed.

The women interviewed ranged in age from 34
to 70 years. All of the women resided within
Hume region, in major regional centres, smaller
towns and rural settings.

This participatory research was conducted as a
collaborative partnership between the
Department of Human Services (DHS - Hume
region), Women’s Health Goulburn North East
(WHGNE) and Breast Services Enhancement
Program (BSEP - Hume region). A partnership
agreement and work plan were developed as a
basis for this collaboration, and guidance was
provided by a Project Reference Group. The
research report has a companion volume of
excerpts from the 20 interviews, entitled,
‘Woman to Woman: insights from rural women
with breast cancer’.

A diagnosis of breast cancer is usually a
traumatic event in a woman’s life, and the impact
of breast cancer and its demands can be
significant. Breast cancer is the leading cause
of cancer death in Australian women. Over
11,300 Australian women are diagnosed with

breast cancer each year and 1 in 11 will be
diagnosed with the disease by the age of 74.

Up to 30% of Australian women diagnosed with
breast cancer live in rural or remote areas of
Australia and have been recognised as having
special needs and limited treatment options. High
levels of unmet supportive care needs among
women diagnosed with breast cancer have been
reported, yet there is a paucity of qualitative
research examining the needs and experiences
of breast cancer patients within the rural
Victorian setting.

Many women interviewed considered that it had
been important for them to actively participate in
decisions regarding their health at the time of
diagnosis and throughout subsequent treatment.
Women had to be assertive to have a voice in
treatment decisions. They had to advocate for
their right to an opinion, or to state a preference,
or to have treatment that they chose based on
comprehensive information.

Women’s perceptions regarding the manner in
which they were treated were mixed. While many
highly praised the specialists, the support
personnel and the facilities associated with their
treatment, many others were highly critical of
various aspects of their care. Some women
expressed dissatisfaction with the disrespectful
attitude of staff involved in their care and felt a
lack of trust in the competence of particular
professionals. Women appreciated the service
they received from Breast Care Nurses (BCNs)
in the region and were clear about needing
increased access to the care, support and
information offered by BCNs. The part-time
nature of the BCN employment means that
currently access to BCNs is limited.

Timely information and good communication with
health professionals are both critical to women
with breast cancer. Women are coping with
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physical and emotional assaults on their being
and struggle with confusion and fear of the
unknown.

The diagnosis of breast cancer brought with it
great challenges for each woman. Most poignant
was the effect on family. Support from family and
friends was essential to the women as a source
of great comfort and assistance, and for those
who did not receive it as expected, as a source
of great disappointment. The women spoke about
fear and grief, and loss of friends who did not
know how to offer support and so withdrew. Yet,
along with all of this, came a greater appreciation
of life and a new way of experiencing each day.

Women described concern for their children of
all ages as paramount. Caring for their babies
and toddlers was clearly a major issue for young
women. Young children and adolescent family
members often felt traumatised by the change
to their family life and the risk to their mother.
They feared for their family’s future. There is a
clear need for emotional support for them, and,
at the same time, a lack of accessible counselling
options.

Women with partners were very concerned
about the effect of their breast cancer diagnosis
on their partner. Men were frequently described
as not coping well and finding it very difficult to
express their feelings.  There were times when
support from other family members was not
forthcoming, and it was hurtful and disappointing
to the women.

The stereotypes of rural life appear to be true,
as women spoke of the calm atmosphere of the
country and friendliness and stoicism of country
people.  They appreciated the greater support
from small communities, where people know
each other and you’re treated as a person and
not just a number; where the breast care nurse
and the district nurse call in to offer advice and
support.  The flipside is that, where everyone
knows each other, it is impossible to keep things
private. As a result, some women felt forced to
tell their children and family of their breast cancer
before they were ready, and felt branded by their
illness.

There were many strategies which women
indicated had helped them along their journey
with breast cancer. They ranged from changes
in lifestyle and attitude - the way they viewed
life, its trials and tribulations - through to accessing
assistance via information sources, counselling,

support for themselves and family members, and
practical strategies to alleviate physical
discomfort. A key strategy was a determination
to live life to the fullest.

Counselling was seen as a very effective strategy
to deal with the emotional trauma associated with
the disease for the woman and her family. Access
to and affordability of counselling services was
again underscored as an issue in rural areas.

This research sought to gain an insight into the
experiences of women in Hume region living with
breast cancer and their experience of health
services in its treatment. The purpose of the
research was to improve health services to rural
women. The report is for health professionals to
read and consider. It is for the funding bodies of
health services to inform their decisions. It is for
the women who informed this research; for
women living with breast cancer; and for those
who will be diagnosed in future months.

The full report is available at
http://www.health.vic.gov.au/breastcare/pubs/
resources.htm,
as is the companion book of women’s stories.

Contact WHGNE for printed copies of the report
and companion book of women’s stories.

PO Box 853, Wangaratta, Victoria, 3677
Phone: 03 5722 3009
Fax: 03 5722 3020
Email: whealth@whealth.com.au
Webpage:www.whealth.com.au

Familial Aspect s of
Cancer:

A Guide to Clinical
Practice (1999)

Considerable work has been done for these
Guidelines and the work ahead is to dot
i’s and cross t’s before public

consultation. Professor Judy Kirk has worked
hard to produce a document that will clarify risk
based on family history. These Guidelines should
be ready for public consultation in the next
several months.

Reprinted from Wongi Yabber May 2005; 12(2): 2.
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“Evidence of me” in Evidence Based Medicine?
Ms Susan Lockwood

Breast Cancer Action Group

E vidence based medicine provides
independent, validated advice about
treatment options, but does it take

sufficient account of individual patients’ values
to provide them with an optimal health outcome?

Sackett et al define evidence based medicine
as “the integration of best research evidence
with clinical expertise and patient values.”1

Although there is extensive literature about the
role that patient values do and should play in
evidence based medicine, most of this has been
written from the perspective of clinical and
research communities (see appendix on bmj.com
for a discussion of the literature on this topic).
Virtually no articles consider the topic from the
patients’ perspective. Clinicians tend to
emphasise the rational, scientific, “objective” view
of the world. Patients usually do not approach
their decision making about their lives on this
basis. Although they make decisions based on
evidence, they view this evidence through a filter
that is based on their own individual values.
These values are derived from their lifetime
experiences. Thus the values that patients bring
to a clinical situation may be very different from
the values of their clinicians.2 This variety of
attitudes, approaches to life and decision making,
and values makes the use of evidence based
medicine at the individual level difficult for
patients and for the clinicians working with them.

Data Sources

This article is based on my 12 years’ experience
with treatment for breast cancer and eight years’
experience as a consumer representative on
many different committees, including the
development of guidelines for the treatment of
advanced breast cancer and ductal carcinoma
in situ in Australia. As chair of the Breast Cancer
Action Group, I have had many conversations
with clinicians and with patients and their families
about their experiences of breast cancer. The
opinions expressed are my own and not
necessarily those of the Breast Cancer Action
Group. Because of the paucity of evidence of
patients’ views of patient values, my article is

mainly based on “patient expertise.” The
illustrative quotes all come from women with
breast cancer who participated in various
consumer focus groups held as part of a joint
research project between Monash University
School of Information Management and Systems
with DHS BreastCare Victoria, and Breast
Cancer Action Group (Victoria). This project,
which is funded by the  Australian Research
Council, is looking at the information needs of
women with breast cancer and setting up a
website to meet these needs. For details of the
research project see www.sims.monash.edu.au/
research/eirg/bcko.html The values expressed
by these patients may be different to those of
other patients, in particular male patients, in a
similar situation.

How Important is Evidence Based
Information in Patients’ Decision

Making?

In the treatment of breast cancer, it is clear that
evidence based medicine can reduce variation
in clinical practice and inform patients, allowing
them to make their own decisions about their
treatment. The National Breast Cancer Centre
in Australia developed evidence based
treatment guidelines, producing the first of these
guidelines in 1995.3 Clinical and consumer
guidelines have now been produced on all
aspects of breast cancer, including psychosocial
issues. Consumers have been extensively
involved in the drafting of all the guidelines. In
the state of Victoria a study compared medical
practice before the introduction of the guidelines
for early breast cancer with practice at five years
after and showed that practices are incorporating
the principles advocated in the guidelines.4 As
clinical expertise incorporates best practice,
outcomes are improving.

We also know that the existence of the
consumer version of guidelines for early breast
cancer has encouraged women to make their
own decisions about their care (personal
communication, K Luxford, programme director,
National Breast Cancer Centre). Most women
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want to have some involvement in the decisions
made about their care.5 Other studies have
shown that the provision of “adequate information
is related to increased psychological well-being.”6

Women patients in the focus groups have
commented favourably on the consumer
guidelines for early breast cancer:

“I found it really helpful. I read it through so that when
I went in to that first interview and [started] talking
about going in for a lumpectomy, at that stage I said,
‘Right. That’s all you’re doing, and then I’m coming
home. I want to think about what else.’ . . . I don’t
think I would have known to say that if I hadn’t had
the book before all of that started.”

Outcomes are improving, and mortality is
declining in Australia. It is clear that from a clinical
perspective and a patient perspective, evidence
based information is important for making
decisions and for patients’ physical and
psychological wellbeing. There is a vast literature
on evidence based choice, communicating
evidence based information, and ethical
considerations of evidence. This literature seems
to assume that, given the evidence in an
understandable form, patients will make the same
decisions as their clinicians. However, patients
often have an entirely different view of the world,
based on a different set of values to those
espoused by evidence based medicine, and
these values influence their decisions.

How Import ant are Patient s’ Values in
their Decision Making?

Sackett et al define patients’ values as “the
unique preferences, concerns and expectations
each patient brings to a clinical encounter and
which must be integrated into clinical decisions
if they are to serve the patient.” 1 These individual
patient values are a major part of decision making
by patients, as shown by comments made in the
focus groups:

“I think somehow your pathway is a bit self directed
in the sense that, all of us sitting around this table, I
don’t think any of us would have sought identical
information because we all do it in different ways,
and our personalities handle it in different ways, and
we progress at a different speed with the level of
information that we want.”

There is a stark difference between the empirical
basis of evidence based medicine and the value
systems of individual patients. Evidence based

information is based on samples and populations,
not individuals:

“I find the help from doctors is less informative,
probably because they tend to talk in general terms.
They are talking about groups of people rather than
individuals. And because they’ve had no experience
of the illness, they don’t really understand what you’re
looking for in terms of information—as to how it affects
you personally.”

For many patients, statistics are esoteric
concepts with little relevance to their daily lives.
Presenting them with figures that they do not
understand produces confusion and resentment
that clinicians cannot speak “their” language:

“Then I think at another point, when I knew I was
about to have my treatment—it was a very bad time
in my life for personal reasons—I just got very
depressed, because the doctor told me I had a 1 in
100 chance of dying from the treatment . . . and I
guess if I had at that stage some more useful
information about the treatment and could talk [about
it to someone else].”

A basic principle of evidence based medicine is
that of giving information on chance, probability,
and risk. Most patients have difficulty with the
consequent concept of uncertainty that underpins
all the information presented:

“I guess I handed over the medical stuff to the medical
people because I really didn’t understand enough about
what was going on there. And I would say that it’s not
until the last three or four years that I have understood
a lot more about the medical stuff . . . Then I started
doing the reading and stuff and understanding the
jargon about confidence intervals and things like that.”

Often, the research that is carried out, and
becomes part of the evidence base, does not
include issues that are important to individuals.
The young woman quoted below was bemoaning
the lack of interest by researchers in her need to
maintain her fertil ity. It is known that
chemotherapy often induces menopause, but
there has been little research interest in
premature menopause because the bulk of
women who have breast cancer are
postmenopausal. For most women less than 40
years old, however, maintaining fertility is a vital
issue:

“They don’t consider all the extra areas, and for
younger women, you’re right. They still see it as this
old woman’s disease. And you say, ‘Look, there are
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younger women.’ They’ll just dismiss it with ‘There
aren’t big numbers.’”

Evidence based medicine gives individuals
information based on a philosophy of life or
values that they often cannot relate to. No wonder
patients make decisions through the filter of a
different set of values. Although the production
of guidelines or other information for individuals
tries to minimise these issues, patients are still
very aware that they cannot relate to the basic
values underpinning the information that is offered
to them:

“The doctors are limited—they can only give you the
medical information. They cannot go beyond that
point.”

Naturally, patients prefer information based on a
philosophy that they can understand and relate
to and which addresses their personal values:

“Personal experiences I found much more useful than
just bland brochures. Testimonials from people, face
to face, or written. It just seems more personal. There
are clinical books on the process, and you’re just
another individual in the process, which has happened
to thousands and thousands of people, but it’s
happening to you.”

Some patients acknowledge the need for both
types of information, but it is not clear whether
the evidence based information they read
actually determines the decision they might
make:

“So at different times people are going to want to know
different information . . . straight up when you’re
diagnosed and you have to make decisions, you’re
going to want to know the scientific; but then, later
on, it becomes more personal and you want to know
other people’s experiences and what they went
through. It’s good to know that other people have been
through it before you.”

How Do W e Know What a Patient’ s
Values Are?

Most people learn to understand the world around
them from stories, not statistics. Fairy stories,
myths, legends, and historic poems have been
used from time immemorial by people to help them
understand and to locate themselves within the
“big issues” in society. For patients, a diagnosis
of cancer is a big issue. It brings into sharp relief
issues of mortality, the importance of family, and

acknowledgements of love and commitment, and
lack of love and commitment. We explain to
ourselves, and others who will listen, our situation
by talking about the important matters at hand.
We look for people who have been in a similar
situation or who have similar beliefs to see how
they handled a particular problem:

“Actually, when I think about it, one of the things I
was really wanting about that time was to meet people,
to hear stories about people who had lived.”

We look to stories or experiences of people in
our own families, we look to spiritual beliefs,
usually told as stories or parables. We look to
books about other individuals, to gain inspiration
for the difficult tasks ahead:

“At about that stage I found someone who I could talk
to who had had it, but she subsequently died, but it
was very useful. Yes.”

We sort out our own values by looking to the
values of those around us and then reflecting on
them. We state our values through stories about
ourselves and our families.

Recognition of the role of stories as a means of
understanding what is happening to us has
developed from the work of sociologists. Listening
to groups of cancer survivors is enough to
convince even the most devoted advocate of
evidence of the value which these survivors place
on the stories they hear. Some medical
sociologists have developed the concept of the
narrative and its importance to our understanding
the meaning of events in our lives. The DIPEX
website also uses the narrative voice as a means
of helping both patients and their doctors to
understand what different experiences of clinical
care mean to individual patients.7 Only by
listening to the stories that patients tell can
clinicians understand their patient’s values.

Conclusions

Evidence based medicine has been a great boon
for patients. It has provided independent,
validated advice about treatment options. But,
like all tools, it has its limitations. As individuals,
we are all a mixture of our inclinations to know
why things happen; in some cases these lead us
to seek explanations through science, and
sometimes we also use the deep seated cultural,
philosophical, and spiritual parts of our being to
understand the world. Evidence, as moderated
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by clinical expertise and filtered by our basic
individual values, will be the basis of excellent
health care.

I am a part of all that I have met;
Yet all experience is an arch wherethrough
Gleams that untravell’d world, whose margin
fades
For ever and for ever when I move.

Alfred Lord Tennyson,
Ulysses

I thank Rosetta Manaszewicz for obtaining
copies of articles, and for her discussions about
this issue and comments on this article. Many
thanks to the many women I spoke with about
their experiences of breast cancer. I also thank
the reviewers for making suggestions about this
article which were thoughtful and challenging.

Contributors and sources: SL is a patient
advocate

Funding: The quotations used in this article come
from consumer focus groups that were funded
by Australian Research Council linkage grant
(2002-2003).
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Summary Points

Patient values are the beliefs that patients
bring to discussions about treatment
options.

Evidence based information is important
for both clinicians and patients in making
decisions about treatment options, but it
is only part of the picture.

Patient values are a filter through which
patients view the evidence that they are
presented with.

Patients express their values by talking
about their life experiences, by telling
their stories.

This Year Promises to be
the Biggest Year

yet for Pink Ribbon Day!
24 October 2005

We have a national target of over $1.6
million dollars, new national supporters
and some exciting revamped

merchandise items.

Essential to the success of Pink Ribbon Day is
the relationship with national supporters.

Our supporters in 2005 are: 3M, Amcal, Angus
& Coote, Australian Hearing, Best & Less, Big
W (new supporter), HIC Medicare, Jeans West
(new supporter), Miller’s Retail Group (including
Miller’s Fashion Club, 1626, Crossroads, Katies,
and Silhouette), Rockmans, and Sensis.

The funds raised will continue to support The
Cancer Council’s breast cancer research
initiatives, education programs, and support
services. For further information visit the website:
www.pinkribbonday.com.au

Reprinted from Wongi Yabber May 2005; 12(2): 10

BMJ October 2004; 329: 1033-1035.
Article reproduced with permission from the BMJ
Publishing Group
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Breast Cancer in Young W omen
1982-2002

Dr Raymond D Snyder
Medical Oncologist, St Vincent’s Hospital

Chair, Victorian Cooperative Oncology Group

The diagnosis of breast cancer in a pop star
in her late thirties has focussed public
attention on the problem of this cancer in

young women. It is commonly stated that about
30% of breast cancer occurs in women under
the age of 50 years. We know that early age of
diagnosis, especially below 35 years, is an
independently poor prognostic factor,
presumably reflecting an as-yet unidentified
pathological factor.

Australia, and Victoria in particular, are fortunate
to have good population based registries. The
Victorian data show that in 2002, there were 20
women aged 25-29 years, 52 (30-34 yrs), 119
(35-39 yrs), 223 (40-44 yrs), 324 (45-49 yrs)
diagnosed with breast cancer. Thus 10% of all
breast cancer occurs in women less than 40
years.

Over the last two decades (1982-2002), there
has been an increase in incidence (per 100,000
women per year) in each age interval. This varies
from 0.1% in the 30-34 year group to 1.4% in
45-49 years age. (The 2.1% increase in women
under 30 probably reflects the small number of
cases rather than a real increase of this
magnitude.) One possible explanation is that
women are exposed to some exogenous or
endogenous factor that is more effective with
increasing duration of exposure.

One of the three basic areas of development
within the Cancer Services Framework is the
collection of more comprehensive clinical,
pathological and outcome data for cancer
patients. Hopefully this will allow better
interpretation of datasets such as this one for
young women with breast cancer.

45-49 yrs: + 1.4% pa

40-44 yrs: +1.0% pa

35-39 yrs: + 0.1% pa

30-34 yrs: +0.1% pa

25-29 yrs: +2.1% pa

Breast cancer incidence, Victoria 1982-2002 in women aged under 50 years
Actual age-specific rates per 100,000 women in age group with fitted trend average annual
percentage increase.



Centre for Clinical Research in Cancer Breast Cancer Update

Vol 54  u   June 2005 Page  19

What does the
Victorian Cancer Services Framework Mean for You?

Professor Gillian Duchesne
Director of Radiation Oncology, Peter MacCallum Cancer Centre

& Member, Ministerial Taskforce

Note - Prof Gillian Duchesne provided this article at the request of the VCOG Urological Cancer
Committee.  The VCOG Executive Committee requested that the article be re-produced in all the VCOG
Update Newsletters.  Prof Gillian Duchesne is a member of the Ministerial Taskforce for Cancer.  This

article is a personal viewpoint, it has not been endorsed by the Taskforce.

T he Department of Human Services
commissioned a review of Cancer
Services in Victoria by the Collaboration

for Cancer Outcomes Research and Evaluation,
who published their report in July 2003. This was
entitled “A Cancer Services Framework for
Victoria and future directions for the Peter
MacCallum Cancer Institute.” The Minister and
the DHS adopted the recommendations for the
Cancer Services Framework; a Ministerial
Taskforce was appointed towards the end of
2003 with a 3-year term and the responsibility to
oversee the implementation of the reforms.

The Taskforce, chaired by Dick Smallwood, has
representatives from all disciplines involved in
the delivery of cancer care, metropolitan and
regional representation, and consumer input. It
is supported by the staff of the Cancer Co-
ordination Unit at DHS, headed by Elise Davies.
The work has been organised around three main
themes: Clinical Services, Research and Data /
IT, chaired by Bob Thomas (Peter Mac), Paul
Mitchell (Austin) and David Hill (TCCV)
respectively. The latter two committees have
been reviewing the activity and resources
currently available in Victoria. Discussions are
underway regarding co-ordination of research
throughout the state. The IT group have been

examining a project that would expand the data
collection capabilities of the Cancer Council and
how patient information can usefully be shared
electronically between hospitals and other
service providers.

The main impact that the reforms will have is
obviously the delivery of clinical care. Two key
components of work are running in parallel. The
first component is the development of patient
management pathways, which documents what
resources and facilities are required by a cancer
patient through the ‘cancer journey’, essentially
from pre-diagnosis to death. This work was
initiated by holding a series of workshops with
clinicians and consumers mapping out the
requirements in each of the designated tumour
streams. These bring together specialists in multi-
disciplinary care for the main tumour sites and
types such as breast, colorectal, prostate, testis,
lung, melanoma, ovary, oesphagogastric,
pancreas, larynx, pharynx, oral-combined,
malignant glioma and cerebral metastasis. Site-
specific pathways and generic needs across all
streams have been developed and are being
further refined. The report of the workshop is
available at www.health.vic.gov.au/cancer/docs/
patientmanagementframework.pdf.

The following may be useful links:

DHS Website
www.health.vic.gov.au/cancer/

DHS Cancer Bulletin 1
www.health.vic.gov.au/cancer/docs/ccubulletin1204.pdf

DHS Cancer Bulletin 2
www.health.vic.gov.au/cancer/docs/cancerbulletinmar05pdf.pdf
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Report of The Cancer Council Australia
Glen Turner

Communications Manager
The Cancer Council Australia

New Position Statements

The Cancer Council Australia has published five
new position statements.

Bowel Cancer Screening

Bowel cancer is the most common potentially
fatal cancer affecting both men and women in
Australia. The bowel cancer position statement
reiterates The Cancer Council Australia’s call for
a national bowel cancer screening program
targeting all Australians aged 50 and over. (In
the 2004 federal election campaign, both the
Government and the Opposition committed to
national screening programs to commence from
2008.)

Testicular Cancer

The testicular cancer statement promotes the
evidence-based view that the present level of
community awareness of testicular cancer
appears appropriate and in proportion to current
incidence and mortality rates.

State and Territory Travel and Accommodation
Subsidy Schemes

The travel and accommodation schemes
statement calls for a Commonwealth funded
taskforce to examine inequities in access to
cancer treatment across jurisdictions and
between rural and urban areas, with the ultimate
aim of improving access to services for people
in disadvantaged regions.

Risks and benefits of sun exposure and Advertising
and display of tobacco products in retail outlets

Both statements cover topics that have generated
significant interest in both the health and
mainstream media over recent months.

A number of SunSmart position statements have
also been updated including:

· Screening and early detection of skin cancer
· Tinting of car glass and window glass
· Fake tans
· Solariums

Cancer Council Australia position statements can
be found at www.cancer.org.au/positionstatements.

Reprinted from Wongi Yabber February 2005; 12(1): 5
and May 2005; 12(2): 4.

Australia takes lead in reducing cancer
deaths – mortality rates lower than

other developed nations

A new report, Cancer in Australia 2001, from
the Australian Institute of Health and Welfare,
shows that Australia has a lower cancer death
rate than several other developed nations. The
US, UK, Canada and New Zealand all recorded
higher mortality rates than Australia.

The report has been welcomed by The Cancer
Council Australia, which attributed much of the
good news to population initiatives in prevention

The other component is the division of Victoria
into eight Integrated Cancer Services or ICS:
three metropolitan (Western & Central, Southern
and North Eastern) and five regional (Loddon
Mallee, Grampians, Barwon South Western,
Hume and Gippsland).  Each has independent
governance and direction. One initial task for the
ICS is to identify and map the components of
cancer care delivery within their region. These
can then be compared with the requirements

identified in the patient management pathways
workshops. Over the coming years it is hoped
that resources are found where gaps are
identified to ensure equitable service provision.
Interaction between the ICS, especially regional
and metropolitan, may be required for particular
components of specialised care.  This is still very
much work in progress. Further information is
available via the DHS website.
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and early diagnosis and good access through
Australia’s health system to advances in
treatment.

The Cancer Council’s spokesman, Dr Andrew
Penman, said the cancer death rate in Australia
had fallen 17 percent over 10 years and was now
at its lowest level since records began in the
1970s.

“A significant part of Australia’s success has
been due to comprehensive programs in
prevention and early detection,” Dr Penman said.
“Our low death rate from lung cancer and other
tobacco related cancer is a dividend from three
decades of tobacco control which has seen
smoking rates drop to the lower levels than
comparison countries; while our comprehensive
approach to screening for breast and cervical
cancer means that our outcomes for these
cancers compares very favourably.”

“Prevention has delivered extraordinary value for
money,” Dr Penman said. “When you look at
Australia’s lower rates of lung cancer incidence
and mortality the argument is compelling – our

death rates are 32 percent lower than the US for
males and a staggering 48 percent for females.
Although at 19,000 deaths from tobacco related
disease each year, Australia still has a long way
to go.”

While welcoming the declining death rates, Dr
Penman also sounded a note of warning about
cancers where mortality or incidence are higher
than in other countries. “Australia, because of
its climate and lifestyle, leads the world in its high
rates of melanoma yet this is one cancer whose
rates could be substantially reduced by effective
sun protection.”

Dr Penman said that Australia’s good
performance was not uniform across all cancers.
“In contrast to our success in cervical and breast
cancers, we have very high death rates from
bowel cancer. An absolute priority for the nation
is to expedite the rollout of a national bowel
screening program, to which the Federal
Government has declared its commitment.”

Reprinted from Wongi Yabber February 2005; 12(1): 5.

Senate Committee Gives Cancer
Priorities a Good Hearing

Glen Turner
Communications Manager

The Cancer Council Australia

T he chair of the Senate’s Community
Affairs committee has publicly backed a
call for the formal adoption of cancer

clinical practice guidelines and the accreditation
of cancer centres, following a recent public
hearing in Sydney as part of a Senate inquiry
into cancer services in Australia.

Professors Alan Coates (Cancer Council), David
Currow (COSA) and Mark Elwood (NCCI), along
with consumer Cheryl Myers, presented to the
committee on 19 April in support of a joint
submission to the inquiry. Later that day, the
committee chair, Senator Gavin Marshall, issued
a media release endorsing the recommendations
made by the group.

The inquiry is investigating treatment options for
people with cancer, with particular focus on the

merits of multidisciplinary care, care coordination,
less conventional and alternative therapies and
the role of government in improving patient
outcomes.

Central to the joint Cancer Council-COSA-NCCI
submission, to which the National Aboriginal
Community Controlled Health Organisation was
also a signatory, was the need for improved
access to multidisciplinary care, facilitated by
national care standards, accreditation of cancer
centres and credentialing of practitioners, as well
as the adoption of clinical guidelines as best
practice.

The submission highlighted the Australian Cancer
Network’s development of clinical practice
guidelines and exploration of a model for cancer
care accreditation and credentialing. It also
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endorsed the Australian Medical Workforce
Advisory Committee’s recommendations on
increasing the number of cancer professionals,
particularly in rural areas, and The Cancer
Council Australia’s position on travel and
accommodation support for non-metropolitan
patients.

Professors Coates, Currow and Elwood and Ms
Myers were among 70 people from more than
25 organisations to have appeared as witnesses
at hearings in Perth, Melbourne, Sydney and
Canberra over the past month.

Witnesses were called on the basis of the quality,
depth and relevance of their written submissions,
93 of which were received since the
announcement of the inquiry in February.
Organisations that provided submissions included
federal and state/territory health departments,
medical faculties, consumer organisations,
industry associations, alternative centres and
private individuals.

The committee is scheduled to report its findings
on 23 June, the final sitting day of the current
Senate. When the Senate resumes in August,
retiring Senators will have departed and the
Government will have a majority.

All 93 published submissions are available on
the Senate website, along with more information
about the inquiry, at: www.aph.gov.au/Senate/
committee/clac_ctte/cancer/submissions/sublist.htm.

Submissions Detail TCCA
Advocacy Priorities

It has been a busy few months for submissions
to government inquiries, studies and
consultations. The Cancer Council Australia has
decided to publish its most comprehensive input
to these recent processes on its website, to
provide colleagues and stakeholders with
detailed information on advocacy priorities in
differing contexts.

The most substantial recent submissions relate
to: the Productivity Commission’s current study
into the impact of medical technology; an NHMRC
consultation on research aimed at breaking the
link between disadvantage and poor preventive
healthcare; and the Senate inquiry into cancer
services. These submissions are now available
on the website address below, along with
submissions from 2004 relating to patents in gene

technology and the Pharmaceutical Benefits
Advisory Committee review process.
www.cancer.org.au/policy_submissions

Reprinted from Wongi Yabber May 2005; 12(2): 3–4.

Treatment: Call for End
to ‘Cancer Lottery’

Cancer claims more lives in rural Australia and
even more among Aborigines than in the rest of
the population, according to a coalition of peak
cancer control bodies.

Speaking at a Senate inquiry into cancer
services, representatives from the Cancer
Council of Australia, National Cancer Control
Initiative and the Clinical Oncological Society of
Australia said patients want national cancer care
standards to end the “cancer referral lottery” that
currently exists in certain areas.

“Cancer mortality is significantly higher in rural
areas and higher again among indigenous
communities,” the organisations stated in a joint
presentation to the inquiry.

“There are no national standards of accreditation
to ensure that optimal care is accessible to all
patients in the system.”

Greater emphasis was also needed in caring for
a person’s wellbeing and greater access should
be granted to multidisciplinary care, they said.

The Cancer Council of Australia Chief Executive
Officer, Professor Alan Coates told the committee
that a greater emphasis was needed on
prevention and early detection.

“Prevention is coming to be recognised but
nowhere near enough, nor soon enough,” he
said. “We can and we should do more.”

Courier Mail, 20/4, p7; Sydney Morning Herald (online),
19/4; Illawarra Mercury and other regionals

Reprinted from Wongi Yabber May 2005; 12(2): 5.
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National Breast Cancer Centre Report

Release of Diagnostic Guidelines

T he NBCC has developed the first
nationally agreed recommendations to
guide practice in the area of fine needle

aspiration (FNA) cytology and core biopsy.
Breast FNA cytology and core biopsy are key
components of the ‘triple test approach’ to the
investigation of breast changes and the diagnosis
of breast cancer.

The publication, Breast fine needle aspiration
cytology and core biopsy: a guide for practice,
was developed by a multidisciplinary project team
including expert clinicians and consumer
representatives. The guide includes
recommendations covering all aspects of the
procedures including techniques for the
performance and reporting of breast FNA
cytology and core biopsy.

The guide has been endorsed by the Royal
College of Pathologists of Australasia, the Royal
Australasian College of Surgeons, The Royal
Australian and New Zealand College of
Radiologists and the Breast Cancer Network
Australia.

The Royal College of Pathologists of Australasia
has been assisting the NBCC in promoting and
disseminating the guide to pathologists. The guide
can also be downloaded from the NBCC website
http://www.nbcc.org.au/resources/index.html
or ordered by calling 1800 624 973.

Polo Ralph Lauren Seeding Grants

Applications are now invited for the second round
of Polo Ralph Lauren Seeding Grants for
initiatives to improve community-based support
for women with breast cancer. Grants of up to
$10,000 are available to health providers,
community groups and volunteer organisations
who are leading the way with projects to improve
access to health and support services for women
with breast cancer in medically-underserved
areas.

Last year two grants were awarded to improve
support for women with breast cancer in the
Northern Rivers area of New South Wales and

the Port Pirie region of South Australia. The
Northern Rivers Program aimed to empower
younger women with breast cancer by
establishing a support group in the region,
conducting an education forum and producing
new resource material. In Port Pirie, the regional
health service developed information about
lymphoedema for women with breast cancer.

For further information and application forms, visit
www.breasthealth.com.au/pinkpony  or contact
Thea Kremser on thea.kremser@nbcc.org.au  or
02 9036 3068. Applications close on Friday 20
May.

Multidisciplinary Cancer Care Forums

In 2005 the NBCC will be running a series of
forums across Australia to promote the
implementation of multidisciplinary cancer care
(MDC). In NSW, these forums are being held in
each Area Health Service in collaboration with
the Cancer Institute NSW.

Each forum will provide an overview of MDC,
practical advice for establishing and running
MDC meetings and the opportunity to discuss
local issues. The forums will also incorporate an
optional workshop by the Pam McLean Cancer
Communications Centre on improving
communication skills among members of a
multidisciplinary team. Relevant health
professionals and service administrators will be
invited to attend the forums.

Forum dates will be advertised on the NBCC
website www.nbcc.org.au  throughout the year.
For further information, please contact Caroline
Nehill on caroline.nehill@nbcc.org.au  or (02)
9036 3033.

Upcoming Communication Skills
Workshops

The NBCC is dedicated to improving the
awareness and capacity of health professionals
to communicate effectively with women with
cancer. Throughout 2005, the NBCC will sponsor
a series of communication skills workshops for
health professionals at key conferences in
Australia.
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Planned workshops include:

• Discussing prognosis in breast cancer

Royal Australasian College of Surgeons Annual
Scientific Meeting

Sunday 8 May 2005, 11am – 2pm

Perth Convention Centre

• Discussing transition from curative to palliative care

Cancer Nurses Society of Australia Winter Congress

Thursday 21 July 2005, 1pm – 5pm

Hotel Grand Chancellor, Hobart

• Effectively discussing prognosis

Australian Society for Breast Disease Scientific
Meeting

Thursday 22 September 2005, 7pm – 8.30pm

Marriott Hotel, Gold Coast

New Guideline in Development

The NBCC’s new approach to updating clinical
practice guidelines on a topic-specific basis is
being piloted in a project to consider
recommendations on the use of aromatase
inhibitors for the management of hormone-
receptive early breast cancer in post-
menopausal women. A multidisciplinary working
group met in February to assess the evidence
and the development of recommendations.

For further information about this project, please
contact Andy Moore on
andy.moore@nbcc.org.au  or 02 9036 3049.

Strategies to Support Rural Women
with Breast Cancer

The NBCC’s report on the national evaluation of
the Strengthening Support for Women with
Breast Cancer project (SSWBC) has been
accepted by the Australian Government. The
project was a four-year initiative funded by the
Department of Health and Ageing to improve
supportive care for women with breast cancer
in rural and regional Australia.

The report is available on the NBCC’s website
www.nbcc.org.au . For further information,
please contact Dr Alison Evans on
alison.evans@nbcc.org.au  or 02 9036 3044.

New Ovarian Cancer
Consumer Guide Available

The NBCC Ovarian Cancer Program has
launched a national guide for women diagnosed
with ovarian cancer. The guide, Epithelial
ovarian cancer – Understanding your diagnosis
and treatment, includes easy to understand
information, personal perspectives from women
with ovarian cancer and examples of questions
women may wish to ask their doctor.

The guide was developed by a multidisciplinary
working group with input from women with
ovarian cancer, their partners and carers. The
free guide is available by calling 1800 624 973
or can be downloaded or ordered online at
www.ovariancancerprogram.org.au

For further information about the guide, contact
Jane Francis on jane.francis@nbcc.org.au  or
02 9036 3045.

Strategic Plan and Annual Report

The NBCC’s Annual Report 2003/2004 and
Strategic Plan for 2004-2007 are now available.
The publications can be downloaded from the
NBCC’s website http://www.nbcc.org.au/
resources/index.html  or ordered by calling 1800
624 973.

New Advisory S tructure

A new advisory structure has been implemented
at the NBCC to support work in key areas in line
with the Strategic Plan for 2004-2007. The
advisory structure is comprised of an Information
Advisory Group, Data Advisory Group,
Implementation Advisory Group, Clinical Expert
Advisory Panel and Women’s Advisory Network.
Ovarian cancer representation has been
integrated throughout the new advisory groups.
Additionally, the NBCC will continue to support
its work on specific projects through the
establishment of project teams and working
groups.

Reprinted from Wongi Yabber May 2005; 12(2): 5-6.
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COSA Report
Ms Margaret McJannett
Executive Officer, COSA

COSA has been continuing to move
forward on a number of issues on behalf
of its membership. We are presently

awaiting outcomes on the:

· NH&MRC enabling grant application -
anticipated mid-May 2005

· Two-page proposal regarding mechanism for
Clinical Trials Infrastructure put to
Government.

· Cancer Australia Workshop; COSA was
strongly represented

· Submission to the Senate Inquiry into
services and treatment options for persons
with cancer.

Rural Health Alliance
Conference Alice S prings

COSA also convened a workshop, chaired by
Dr Steve Ackland, at the National Rural Health
Alliance Annual Meeting in Alice Springs. This
provided an excellent opportunity to reach out
to our colleagues in non-metropolitan areas,
update them on cancer care issues and develop
networks to facilitate advocacy for improved
cancer treatment and support in regional
Australia. The Cancer in the Bush workshop
(2001) and recommendations were discussed,
in particular difficulties with patient travel and
accommodation. There were additional
recommendations arising from the NRHA
meeting, which can be viewed on the website
www.ruralhealth.org.au.

COSA Council Meetings

COSA Council and Executive met in April and
the major works being undertaken at present are
the review of our Strategic Business Plan and
the MOU between COSA and TCCA.

Annual Scientific Meeting

The planning of the Annual Scientific Meeting
(ASM) is well underway, with Dr Sandro
Porceddu, this year’s convenor, working with his
enthusiastic committee to put together an
exciting and stimulating program for Brisbane.

The theme this year is “Crossing Cancer
Boundaries”. A draft program will be posted on
the COSA website shortly. Please note this
year’s meeting will begin a week earlier, 16-18
November 2005.

COSA Website

The COSA website continues to be enhanced
and the members-only area is being finalised with
more extensive facilities to enhance the value of
membership including online membership
renewal. Please visit the site www.cosa.org.au.

Asia Pacific Journal
of Clinical Oncology

COSA members will soon receive free
subscription to the new Asia Pacific Journal of
Clinical Oncology. The first publication is due out
in May. Members are encouraged to submit
manuscripts, as the quality of the journal is highly
dependent upon your quality contribution.

Reprinted from Wongi Yabber May 2005; 12(2): 3.

Working Party to
Establish Credentialing
Processes for Medical

Staff for Cancer Services

Professor Michael Frommer, Director of the
University of Sydney, Health Projects
Group is well advanced in the

development of the scoping document. The
document will be posted on our website after it is
received and accepted by the ACN Credentialing
Steering Committee. Your comments will be
crucial to its success.

Reprinted from Wongi Yabber May 2005; 12(2): 1–2.
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Report of the
National Cancer Control Initiative

Communicating the risks, benefits and
outcomes of elective therapeutic and

diagnostic interventions between
consumers and clinicians

In November 2004, funding was received from
the National Health & Medical Research Council
to undertake a literature review and produce a
report on communicating the risks, benefits and
outcomes of elective therapeutic and diagnostic
interventions between consumers and clinicians.
The literature review will analyse the available
scientific literature to identify and collect
information in relation to:

· Issues such as specific channels of
communication, and barriers to exchange and
utilisation of information which should be
addressed when communicating the risks,
benefits and outcomes of elective therapeutic
and diagnostic interventions.

· Efficacy and effectiveness of different
communication channels.

· Specific communication issues applicable to
the following cases:

– Diagnostic testing (screening men
using PSA to detect early prostate
cancer);

– Surgical procedures (coronary
angioplasty); and

– Drug treatment (glucocorticoids in
patients with chronic medical
conditions).

The literature review and accompanying report
will be used to inform the development of toolkits
on the essential principles to be considered when
communicating the risks, benefits and outcomes
of elective therapeutic and diagnostic
interventions. It is anticipated that the toolkits will
assist in improving informed decision-making.

This project is a collaborative undertaking by
Professor Brian McAvoy and Dr Faline Howes
from the NCCI, and Dr Chris Peterson and

Associate Professor Greg Murphy from La Trobe
University. For further details, contact Dr Chris
Peterson at c.peterson@latrobe.edu.au.

Reprinted from Wongi Yabber February 2005; 12(1): 3.

Cancer Stage at Diagnosis for
Indigenous and Non-Indigenous
People in the Northern T erritory

The cancer incidence rate of Indigenous people
in the Northern Territory (NT) is approximately
the same as that of non-Indigenous people in
Australia; however, Indigenous people have
notably lower survival than non-indigenous
people.

In 2002 the NT Cancer Registry, the Menzies
School of Health Research and the National
Cancer Control Initiative undertook a
collaborative project to retrospectively identify
the stage at diagnosis and survival of people in
the NT diagnosed with selected types of cancer
between 1 January 1991 and 31 December 2001.

The study showed that Indigenous people were
more likely than non-Indigenous people to be
diagnosed with advanced disease for particular
cancers and with few exceptions, Indigenous
people had lower survival than non-Indigenous
people with the same stage at diagnosis for each
cancer site. The project also demonstrated that
reliable data on stage at diagnosis could be
obtained from medical records.

The final report was released in late March to
coincide with the publication of a journal article
by the reports authors (Condon et al., MJA 2005;
182(6): 277-280). The final report can be
accessed on the NCCI website www.ncci.org.au/
pdf/NT%20cancer%20staging/NT_report.pdf and hard
copies can be obtained by contacting the NCCI
secretariat at enquiries@ncci.org.au.

Reprinted from Wongi Yabber May 2005; 12(2): 2.
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Multilingual Cancer Information

In Victoria, 22 percent of all cancers occur in
people born in countries where English is not
the first language. While there is variation in

the incidence of specific cancers among different
cultures, cancer is a significant cause of illness
and death for all migrant groups.

The Cancer Council Victoria’s website now has
information available on a wide range of cancer-
related topics in 16 languages. The new
multil ingual section includes a series of
information sheets and web links. Visit
www.cancervic.org.au/multilingual.

Topics include:

· What is cancer?

· Diagnosing cancer

· Treating cancer

· Eating well during treatment

· Learning to relax when you have cancer

· Cancer that cannot be cured

· Prostate problems

· Sun protection for all Australians

· The Pap test

All information is available in:

Arabic Italian Somali

Bosnian Macedonian Spanish

Chinese Polish Tigrinya

Croatian Russian Turkish

Filipino Serbian Vietnamese

Greek

Additional fact sheets on Breast Awareness,
Healthy Eating and Reducing Your Risk of
Bowel Cancer will be available soon.

The availability of multilingual information
supports existing programs aimed at reducing
barriers to access and raising awareness of
cancer issues, resources and support services.

Programs include

· The Multilingual Cancer Information
Line (MCIL)

Adding to the accessibility of the Cancer
Helpline, the MCIL enables callers who speak
languages other than English to talk to
oncology-trained nurse counsellors with the
assistance of an on-line interpreter. The
service is available in 80 languages.

· The Community Language Program

The Community Language Program is a peer
education program that provides free
information sessions for community groups.
Information on a range of topics is available
in 22 languages.

· Quit’s Multicultural Program

Raising awareness of the health effects of
smoking and passive smoking, Quit’s
Multicultural Program encourages people
from multicultural communities to quit.
Resources, telephone support and information
sessions are available in a range of
languages.

For additional information or to order copies of
information sheets, phone the Cancer
Information and Support Service on 13 11 20.
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Key Published Articles Listing—Breast Cancer

Title Author & Journal

A multigene assay to predict recurrence of
tamoxifen-treated, node-negative breast cancer

Paik S, Shak S, Tang G, et al.
The New England Journal of Medicine, 30 Dec 2004;
27(351): 2817–2826.

Uptake of offer to receive genetic information
about BRCA1 and BRCA2 mutations in an
Australian population-based study

Keogh LA, Southey MC, Maskiell J, et al.
Cancer Epidemiology Biomarkers & Prevention Dec
2004; 13(12): 2258–2263.

Breast cancer survival and the use of HRT
(Editorial)

Baum M.
The Breast – Article in Press.
www.sciencedirect.com/science/journal/09609776

Women’s satisfaction with their breast
prosthesis: What determines a quality
prosthesis?

Livingston PM, White VM, Roberts SB, et al.
Evaluation Review Feb 2005; 29(1): 65–83.

Prevalence of BRCA1 and BRCA2 mutations in
women diagnosed with ductal carcinoma in situ

Claus EB, Petruzella S, Matloff E & Carter D.
The Journal of the American Medical Association 23
Feb 2005; 293(8): 964–969.

The management of early breast carcinoma
before and after the introduction of the Clinical
Management Guidelines

White V, Pruden M, Giles G, et al.
Cancer 1 Aug 2004; 101(3): 476–485.

Oral contraceptive use and risk of early-onset
breast cancer in carriers and non-carriers of
BRCA1 and BRCA2 mutations

Milne RL, Knight JA, John EM, et al.
Cancer Epidemiology Biomarkers & Prevention Feb
2005; 14(2): 350–356.

Aromatase Inhibitors for breast cancer
prevention

Cuzik J.
Journal of Clinical Oncology Mar 2005; 23(8): 1636–
1643.

Adjuvant endocrine therapy for premenopausal
women with early breast cancer

Dellapasqua S, Colleoni M, Gelber R & Goldhirsch A.
Journal of Clinical Oncology Mar 2005 23 (8): 1736–
1750.

Effects of chemotherapy and hormonal therapy
for early breast cancer on recurrence and 15-
year survival: An overview of the randomised
trials

Early Breast Cancer Triallists’ Collaborative Group
(EBCTCG).
Lancet 14 May 2005; 365: 1687–1717.

Substantial 15-year survival gains from standard
breast cancer treatments

The Lancet Press Release.
13 May 2005.
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Forthcoming Meetings

Date / Place Meeting / Contact

Key Published Articles Listing—General

Title Author & Journal

Screening with magnetic resonance imaging and
mammography of a UK population at high
familial risk of breast cancer: a prospective
multicentre cohort study (MARIBS)

Leach MO, Boggis CR, Dixon AK et al.
Lancet. 2005 May;365(9473):1769-78.

Risks and benefits of phase 1 oncology trials,
1991 through 2002

Horstmann E, McCabe MS, Grochow L, et al.
The New England Journal of Medicine Mar 2005; 352(9):
895–904.

Timing of CMF chemotherapy in combination
with tamoxifen in postmenopausal women with
breast cancer: role of endocrine responsiveness
of the tumor

Colleoni M, Li S, Gelber RD et al.
Annals of Oncology 2005; 16: 716–725.

Peer support for cancer patients Tilkerdis J, O’Connor L, Pignalosa G, et al.
Australian Family Physician Apr 2005; 34(4): 288–289.

6–9 July 2005

Perth, WA, Australia
ANZBCTG Annual Scientific Meeting
Contact: ANZ BCTG Operations Office
Ph: (02) 4985 0136
Fax: (02) 4985 0140
E-mail: asm@anzbctg.newcastle.edu.au

Cancer Nurses Society of Australia (CNSA) Winter Congress
Pre-conference workshops on 21 July.
Contact: CNSA Conference Secretariat, PO Box 265, Annandale NSW 2038
Ph: (02) 9280 0577
Fax: (02) 9280 0533
E-mail: cnsa@pharmaevents.com.au
Website: www.cnsa.org.au

21–23 July 2005

Hobart, TAS, Australia

Kavanagh AM, Cawson J, Byrnes GB et al.
Cancer Epidemiol Biomarkers Prev 2005; 14(5):1060–
4.

Hormone Replacement Therapy , Percent Mam-
mographic Density , and Sensitivity of Mammog-
raphy
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Annual Scientific Meeting of the Medical Oncology Group of
Australia (MOGA)
Contact: MOGA Conference Secretariat C/- Pharma Events, PO Box 265,
Annandale NSW 2038
Ph: (02) 9280 0577
Fax: (02) 9280 0533
E-mail: moga@pharmaevents.com.au
Website: www.racp.edu.au/moga

10–13 August 2005

Hobart, TAS, Australia

11th Annual National Conference on Health Outcomes 2005: Making a
difference. Australian Health Outcomes Collaboration.
Contact: Lorna Tille
Ph: (02) 6205 0869
Fax: (02) 6244 4201
E-mail: lorna.tilley@act.gov.au
Website: www.uow.edu.au/commerce/ahoc

Familial Cancer 2005 – Research and Practice
A combined meeting of kConFab, Australian Ovarian Cancer Study (AOCS),
Family Cancer Clinics of Australia and New Zealand, and Australasian
Colorectal Cancer Family Study (ACCFS).
Contact: Heather Thorne, Research Dept, Peter MacCallum Cancer Centre,
Locked Bag 1 A’Beckett Street, MELBOURNE VIC 8006
Ph: (03) 9656 1542
E-mail: heather.thorne@petermac.org
Website: www.kconfab.org/

9th International Nottingham Breast Cancer Conference
Nottingham Breast Cancer Conference, City Hospital, Nottingham, UK
Ph: +44 11 5962 5707
Fax: +44 11 5962 7765

National Cancer Research Institute Cancer Conference
NCRI Conference Secretariat, PO Box 49709, 61 Lincoln’s Inn Fields,
London WC2A 3WZ United Kingdom
Ph: +44 20 7269 3420
Fax: +44 20 7061 6004
E-mail: ncriconference@ncri.org.uk

56th Annual Scientific Meeting of the Royal Australian and New
Zealand College of Radiologists (RANZCR)
RANZCR, Level 9, 51 Druitt Street, Sydney NSW 2000
Ph: (02) 9268 9777
Fax: (02) 9268 9799
E-mail: ranzcr@ranzcr.edu.au
Website: www.ranzcr.edu.au

47th Annual Meeting of the American Society of Therapeutic
Radiology and Oncology (ASTRO)
American Society for Therapeutic Radiology and Oncology (ASTRO), 12500
Fair Lakes Circle, Suite 375, Fairfax Virginia 22033 USA
Ph: +1 703 227 0170
Fax: +1 703 502 7852
E-mail: meetings@astro.org
Website: www.astro.org

17–18 August 2005

Canberra, ACT, Australia

30 Aug – 3 Sep 2005

Couran Cove, QLD, Australia

13–16 September 2005

Nottingham, United Kingdom

2–5 October 2005

Birmingham, United
Kingdom

6–9 October 2005

Sydney, NSW, Australia

16–20 October 2005

Denver, Colorado, USA
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13th European Cancer Conference (ECCO)
Federation of European Cancer Societies (FECS), Avenue E. Mounier
83, Brussels 1200, Belgium
Ph: +32 2 775 0201
Fax: +32 2 775 0200
E-mail: ECCO13@fecs.be
Website: www.fecs.be

30 Oct – 3 Nov 2005

Paris, France

91st Meeting of the Radiological Society of North America (RSNA)
Radiological Society of North America (RSNA), 820 Jorie Blvd, Oak
Brook IL 60523-2251 USA
Ph: +1 630 571 7879
Fax: +1 630 571 7837
E-mail: sdrew@rsna.org

2nd International Conference on Multidisciplinary Advances in
Integrative Oncology
Society for Integrative Oncology, 19 Mantua Road, Mt Royal, NJ 08061
USA
Ph: +1 856 423 3201
Fax: +1 856 423 3420
E-mail: siohq@talley.com / ggalante@talley.com 
Website: www.integrativeonc.org

17th International Conference on Molecular T argets and Cancer
Therapeutics
Jointly organised by AACR, NCI and EORTC
Website: www.aacr.org/4400m.asp

32nd Annual Meeting of the Clinical Oncology Society of Australia
(COSA) – Crossing Cancer Boundaries
COSA Office, Medical Foundation Building, Level 5, 92 Parramatta
Road, Camperdown NSW 2011
Ph: (02) 9036 3100
Fax: (02) 9036 3101
E-mail: cosa@cancer.org.au
Website: www.cosa.org.au

28th Annual San Antonio Breast Cancer Symposium
San Antonio Breast Cancer Symposium, c/o San Antonio Cancer
Institute, 7979 Wurzbach Rd, Suite U-531, San Antonio Texas 78229
USA
Ph: +1 210 616 5912
Fax: +1 210 949 5009
E-mail: RMarkow@ctrc.net
Website: www.sabcs.org

7–12 November 2005

Chicago, Illinois, USA

10–12 November 2005

San Diego, California, USA

14–18 November 2005

Philadelphia, Pennsylvania,
USA

16–18 November 2005

Brisbane, QLD, Australia

8–11 December 2005

San Antonio, Texas, USA



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

Administrative Secretariat

Clinical Trials Office

CCRC-VCOG Executive Committee

Victorian Cooperative Oncology Group: 1976

Breast: 1978
Breast Trials: 1978

Gynaecological: 1984

Lung: 1993

Cancer Genetics: 1995
Hereditary Bowel: 2000

Psycho-Oncology: 1998
Psych-Onc Research: 2002

Neuro-Oncology: 1999

Gastrointestinal: 1981
Gastrointestinal Trials: 1994

Palliative Medicine: 1988
Palliative Research: 2000

Urological: 1994

Skin: 1997

Head & Neck: 1999

Haemato-Oncology: 2004


