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BACKGROUND AIMS & OBJECTIVES
§ Breast cancer is the 3rd most commonly diagnosed cancer in Australia and the 4th

highest cause of cancer death1.

§ There are medications available to reduce the risk of breast cancer in 

asymptomatic women, mainly tamoxifen and raloxifene 2.

§ Despite Cancer Australia recommendations3, there has been low uptake of these 

medications with lack of patient awareness being a contributing factor4.

§ Risk communication can be aided by inclusion of visual aids5.

288 participants were recruited from 

March to April 2017 (88% response 

rate).

Table 1: Characteristics of participants

§ Participants were significantly more 

likely to consider taking breast 

cancer risk reduction medication 

when the risk format was gov’t 

guideline or icon array relative to 

EFT (Table 2)

§ Participants were less willing to 

consider tamoxifen relative to 

raloxifene (Table 2)

§ There was a significant association 

between the high risk category and 

willingness to consider risk 

reduction medication for breast 

cancer (Table 2)

§ No demographic factors including 

age, education, country of origin or 

language spoken at home impacted 

participants willingness to consider 

chemoprevention 
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To determine the most effective method of communicating to women in primary care 

about the benefits and harms of risk reduction medication for breast cancer.

RESULTS

Demographics Participants (n
= 288)

Age
40 – 49
50 – 59
60 – 69
70 – 74 

98 (34%)
81 (28%)
79 (27%)
30 (10%)

Country of Origin
Australia
Other

191 (66%)
97 (34%)

Language spoken at 
home
English
Other

247 (86%)
41 (14%)

Education
Never completed HS
Completed HS
TAFE or similar
≥ University degree

67 (23%)
79 (27%)
62 (21%)
80 (28%)

Breast cancer Hx
Yes
No

11 (4%)
277 (96%)

Breast cancer FHx
Yes
No

87 (30%)
201 (70%)

Design:

§ This is a correlational study using consecutive sampling from Melbourne general 

practice waiting rooms.

§ Inclusion criteria: women aged 40 – 74 attending primary care.

§ Exclusion criteria: too unwell, too visually or hearing impaired, not seeing a GP, non-

English speaking or reading, severe psychiatric or intellectual disability.

§ Participants were shown 12 screens in random order: 3 risk communication formats for 

2 medications (tamoxifen and raloxifene) combined with 2 risk categories (moderate and 

high) [examples shown in Figures 1, 2 & 3]

§ Participants were asked after each screen to choose whether or not they would consider 

taking the presented medication based on the risk presentation. 

Measures:

§ Outcome: would or would not consider taking breast cancer risk reduction medication.

§ Predictors: risk format, risk category, medication type, education, family history or 

personal history of breast cancer, country of origin, language spoken at home.

Analysis:

Descriptive statistics and the relationship between the predictors and the outcome were 

analysed using multivariable logistic regression in STATA6, allowing for the correlation of 

repeat measures on the same person.

Figure 1: Government (gov’t) guideline with absolute risk (AR) statement for raloxifene with 

moderate risk category

Figure 2: Icon array for raloxifene and moderate risk category. 

Figure 3: Expected frequency tree for raloxifene and moderate risk

METHODS

Your risk of developing breast cancer in the next 10 years is 5.0% [moderate risk] 

Over the same time, the risk for the average woman of your age is 2.5%

Cancer Australia’s guidelines for women at moderate risk:

Raloxifene may be considered for women who have been assessed as being at 

increased risk of breast cancer, based on family history

Taking raloxifene daily for five years has been shown to reduce the risk of breast cancer 

from 5.0% to 3.8%

Potential side effects of raloxifene:
Potentially serious side effects (rare)
§ Blood clots (thrombosis)
Potential benefits
§ May help prevent osteoporosis
Less serious side effects (common)
§ Hot flushes/sweats
§ Vaginal discharge

Predictors OR (95% C.I.) p-value

EFT
Gov’t guideline
Icon array

Ref
1.14 (1.01 – 1.29)
1.13 (1.01 – 1.25)

0.033

Raloxifene
Tamoxifen

Ref
0.68 (0.60 – 0.77) p<0.001

High risk
Moderate risk

Ref
0.75 (0.67 – 0.84) p<0.001

Table 2: Multivariable analysis of 

predictors for willingness to consider 

breast cancer risk reduction 

medications

§ Participants were more likely to consider chemoprevention when the risk 

presentation format was gov’t guideline or icon array. Given that the current 

recommendation is to consider initiating risk reduction medications for breast 

cancer risk reduction these may be appropriate formats for risk communication tools

§ Although there is little information about Australian prescribing rates for tamoxifen 

or raloxifene in chemoprevention, American statistics suggest tamoxifen is 

prescribed more often, however participants in this study were more likely to 

consider taking medication when the medication was raloxifene medication rather 

than tamoxifen. 
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• Australia has the highest rates of melanoma worldwide1. 

• Primary care plays a major role in early detection and providing 

preventive advice. 

• International guidelines currently recommend targeted 

screening only for people at increased risk of melanoma2. 

• RACGP guidelines for stratifying melanoma risk is based on 

single risk factors and do not take into account interactions 

between multiple risk factors3.  
 we 

 Electronic risk tool ‘MelaTools-Q’:  

• utilizes the Williams risk model4. 

• gives patients a risk score (0-67). 

• identifies whether patients are at increased risk of melanoma. 

• utilises multiple validated risk factors. 
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This was a cross-sectional descriptive study. 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Methods  

• 5 participants excluded due to past history of melanoma. 

• 58% participants are female. 

1,268 patients have been approached to date and 1,001 have 

completed the survey (Figure 2). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

After weighting to the age and gender distribution, different 

potential cut-offs would allow between 4% and 15.8% of the 

population to be identified as higher risk, and those groups would 

contain 30% and 60% respectively of those likely to develop 

melanoma. 

 

 

 

 

 

 

 

 

 

 

 

Cut-off score 25/67: identifies 15.8% of this population as 

increased risk. Over half of new cases of melanoma expected to 

arise in this group, with 8% predicted to develop melanoma 

within 5 years of the risk assessment.  

Cut-off score 34/67: identifies 4% of this population as higher 

risk, 14.8% predicted to develop melanoma within 5 years of risk 

assessment. 

 

 

 

 

 

 

 

 

 

 

 

Findings  

• The Williams model produces a distribution of risk in the 

population attending GP practices that allows identification of 

sub-groups at different levels of risk. 

• This research provides opportunities for new methods of real-

time risk assessment and risk stratified cancer interventions. 

Conclusion  
Figure 1. Screenshot of MelaTools-Q survey 

Approached  
n = 1268 

Ineligible 
n = 107 

Eligible 
n = 1161 

Recruited  
n = 1061 

Refused  
n = 100 

Incomplete 
n = 60 

Completed 
n = 1001 

Analysed 
n = 970 

91.6% 

91.3% 

94.3% 

96.9% 

Figure 2. Recruitment flowchart 

Table 1. Population risk score cut offs 
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Figure 3. Distribution of melanoma risk scores 

Patients and companions aged >18 years recruited from Melbourne 

general practice waiting room. Those who were too unwell, unable to 

understand written English or <18 years were excluded.  

Participants completed an electronic MelaTools-Q questionnaire 

incorporating the Williams melanoma risk model using tablet 

computers. All questions were self-assessed. 

The variables include: a person’s age and sex; number of severe 

sunburns between the ages of 2-18; hair colour at age 15; density of 

freckles on both arms before age 20; number of raised moles on both 

arms and prior non-melanoma skin cancer. 

Descriptive analysis was performed using STATA 13.1 to calculate he 

proportion of participants who would be identified as high risk using 

four risk score cut-offs. 

To identify the prevalence of patients at increased risk for 

cutaneous melanoma in an Australian primary care population 

using the MelaTools-Q risk calculator. This risk tool is based on 

the validated Williams melanoma risk prediction model. 

Research aim  
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Lung cancer: A snapshot

Aims
1. To measure, compare, and contrast the time intervals to diagnosis and first definitive 

treatment for CALD and Anglo-Australian lung cancer patients

2. To identify patient healthcare provider and health system factors that influence 

pathways to diagnosis and first definitive treatment in CALD and Anglo-Australian 

lung cancer patients

Design
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Outcomes and significance
• Our study will be the first to examine the underlying factors that influence the 

pathways to presentation diagnosis and treatment of lung cancer in CALD patients

• This information will be vital in understanding the difference in health outcomes 

between CALD and Anglo-Australian lung cancer patients and can be used to design 

interventions aimed at improving health outcomes in these patients

• Primary outcome: Length of the appraisal, help-seeking, diagnostic, and

pre-treatment intervals

• The following data will also be collected: 

• Lung cancer staging (I-IV)

• Patient variables (eg, demographics CALD and Anglo Australian attitudes and 

beliefs, symptoms experienced)

• Practitioner variables (eg, GP demographics and billing practices, types of 

specialists seen)

• Health system variables (eg, involvement of a multidisciplinary team, types of 

investigations undertaken)

Methods

APPRAISAL HELP-SEEKING DIAGNOSIS PRE-TREATMENTPROCESS

INTERVAL 
DEFINITION

MEASURES

Date first symptom 
was noticed

Date of first clinical 
presentation

Date of referral and 
date of diagnosis

Date of first 
definitive treatment

• C-SIM Q.
• Patient interviews

• C-SIM Q.
• Patient interviews
• GP review of their 

medical records
• GP interviews

• GP review of their 
medical records

• GP interviews
• Case-note analysis 

of hospital 
medical records

• Specialist 
interviews

• Case-note analysis 
of hospital 
medical records

• Specialist 
interviews

• LEAD is a mixed-methods, observational cohort study that involves the prospective 

identification of lung cancer patients

• The LEAD study design (Figure 1) is based on The Aarhus Statement [1] and Models 

of Pathway to Treatment [2]

• The Models of Pathway to Treatment describes four intervals along the diagnostic 

and treatment pathway for cancer: (1) appraisal interval, (2) help-seeking interval,

(3) diagnostic interval, and (4) pre-treatment interval

Figure 1. LEAD study design

Population and setting

VIC
Integrated

Cancer Services 
(SMICS, NEMICS, 

WCMICS)

Recruitment of participants

• Patients diagnosed with lung cancer within the preceding three months will be 

prospectively identified

• Consecutive patients will be recruited until the sample size has been achieved

(n = 290; 145 CALD patients and 145 Anglo-Australian patients)

• Potential participants will be identified using:

• Bronchoscopy procedure lists

• CT-guided or endobronchial ultrasound biopsy procedure lists

• New cases presented at lung multidisciplinary team meetings

• Completed surgery lists

Tools

C-SIM questionnaire

• Measure interval between 
appraisal and help-seeking

• Collects sociodemographic 
and clinical information

• Previously used in SYMPTOM 
[3] and IRCO studies [4]

Medical record audit tool [5]

• Case-note analysis of hospital 
records

• Describe pathway from date 
of referral from general 
practice to the hospital to 
diagnosis and start of first 
treatment

IRCO study proforma [6]

• Captures data on:
• Presentations to general 

practice
• Investigations conducted 

by GPs prior to referral
• Demographic and health 

system variables

(c) 2005 Commonwealth of Australia (Geoscience Australia)

LUNG CANCER
leading cause of death from cancer in Australia

EARLY DIAGNOSIS AND TREATMENT
key to increasing survival rates

Lung cancer outcomes in CALD patients
• Lung cancer patients from culturally and linguistically diverse (CALD) backgrounds 

have higher mortality rates compared with lung cancer patients from non-CALD 

backgrounds

• Reasons for this are unknown:

• No studies have examined the time intervals between presentation, diagnosis, 

and treatment and compared them between CALD and Anglo-Australian patients

• No studies have identified the patient, health provider, and health system factors 

that influence the diagnostic and treatment pathway for lung cancer and 

compared these between CALD and Anglo-Australian patients

#4 in 

19%

14.3%

66.7%

80%

Fourth most commonly diagnosed cancer in 
Australia in males and females

Number of new cases of lung cancer in 2014

Percentage of total cancer mortality that is 
due to lung cancer

Five-year survival rate for patients diagnosed 
with lung cancer

Five-year survival rate for all cancers 
combined

Percentage of lung cancer cases that are 
diagnosed at a late stage

11,580

Outcome measures
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• Participants will be prospectively recruited from cancer services in three Australian 

states

• CALD patients will be defined as patients with a “preferred language other than 

English”

NSW
Royal Prince 

Alfred Hospital

QLD
Princess 

Alexandra 
Hospital

Qualitative interviews

• Patient interviews: appraisal of symptoms, types of help-seeking, understanding of 

diagnostic process, attitude on receipt of diagnosis and to treatment, health systems 

barriers and facilitators that influenced their appraisal, help-seeking, diagnosis, and 

pre-treatment intervals

• GP and hospital specialist interviews: patient factors that might influence referral 

and diagnostic practices and recommendations for treatment, health systems barriers 

and facilitators that influence timely help-seeking and length of diagnostic and

pre-treatment intervals
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