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Welcome from  
Professor Jon Emery
It is our pleasure to welcome you  
to the 4th PC4 Scientific Symposium- Establishing 
Partnerships, Creating Opportunities, here in 
Melbourne, Victoria. 
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This theme highlights one of PC4’s main goals, to foster research collaboration and develop new primary care cancer 
research. The growing incidence of cancer in Australia and improvements in survival mean that primary care will play an 
increasing role across the cancer continuum. This needs to be informed by high quality evidence. 

Today’s symposium highlights the outcomes of several completed studies which have been supported by PC4. It also 
provides PC4 members to present their ongoing research. The program spans the cancer continuum from risk assessment, 
early detection, survivorship and palliative care. 

We are delighted that Prof Eva Grunfeld, an academic family physician from the University of Toronto is able to join us 
today to share her international perspective on improving the integration of cancer care. Prof Grunfeld is an internationally 
recognised leader in cancer as it relates to primary care. Her ground-breaking research on cancer follow-up has informed 
international models of cancer survivorship. 

A particular highlight of today is our final panel discussion on the ‘Challenges of designing successful survivorship trials’. 
This brings together a multidisciplinary panel to reflect on a range of issues when designing survivorship trials. We hope this 
session will give valuable insight into developing future high quality trials of cancer survivorship in primary care.

Consumer involvement is a critical element of PC4 activities. We would like to thank members of our Consumer Advisory 
Group here today for presenting their perspective on the issues raised in each session. 

Thank you for joining us today. We hope that your involvement in this symposium will be stimulating and inform your future 
research. Please stay for our networking event at the end of the day to meet old friends and establish new connections. 

Professor Jon Emery

Director of the Primary Care Collaborative Cancer Clinical Trials Group (PC4) 
Herman Professor of Primary Care Cancer Research, University of Melbourne 
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Speakers 

PLENARY SPEAKER
Eva Grunfeld, MD, DPhil, CCFP, FCFP

Physician Scientist and Director of the Knowledge 
Translation Research Network, Health Services Research 
Program, Ontario Institute for Cancer Research. Giblon 
Professor and Vice Chair (Research), Dep of Family and 
Community Medicine; Professor, Institute for Health Policy, 
Management and Evaluation; Professor, Dalla Lana School 
of Public Health; University of Toronto

Dr. Eva Grunfeld is a leader in cancer health services  
and outcomes research. Her research focuses on 
evaluation and knowledge translation of cancer health 
services, covering the entire spectrum of cancer control 
activities. She is internationally recognized for research 
on cancer survivorship. 

Dr. Grunfeld uses a mixed-methods approach including 
randomized controlled trials, qualitative research  
and outcomes research. Knowledge translation is an 
integral part of all her research activities. She has 
conducted several multi-centre RCTs on cancer survivorship 
which has influenced clinical practice guidelines and 
policies internationally.

Dr. Grunfeld holds many peer-review grants as Principal 
Investigator and has served on many committees to further 
the goals of cancer control in Canada and internationally. 
She obtained her medical degree from McMaster 
University and doctoral degree in cancer epidemiology 
from Oxford University.

Recently, Dr. Grunfeld was appointed Chair of the Chronic 
Conditions Institute Advisory Board (IABs) for  
The Canadian Institutes of Health Research (CIHR). Dr. Eva 
Grunfeld has been selected as the Chair to provide advice 
on accelerating the discovery, development, evaluation 
and integration of solutions that enable Canadians living 
with chronic conditions to continue to participate actively 
in society. IAB members represent the highest standard of 
excellence across CIHR’s four research areas (biomedical; 
clinical; health systems and services; and the social, cultural 
and environmental factors that affect the health  
of populations).
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Nikki Davis

In 2002, at the age of 39, Nikki 
Davis was diagnosed with stage 3 
breast cancer. After an aggressive 
treatment regimen, she returned to a 
healthy and active life, resumed work, 
and has since seen her sons grow 
up. The experience left her with a 
desire to help others diagnosed with 
cancer, which she fulfills through roles 
as a PC4/PoCoG JCAG member, 
and as a peer support volunteer with 
BreaCan, a Victorian information and 
support service for those affected by 
breast and gynaecological cancers.

Professor Lyndal Trevena

Professor Trevena commenced her 
academic career 16 years ago, after 
15 years in clinical general practice. 
Her research focusses on overcoming 
barriers to the application of evidence 
in general practice. She is a member 

of the International Patient Decision 
Aids Standard committee (IPDAS), led 
the development of standard on risk 
communication and co-convened the 
ISEHC-ISDM Conference in Sydney 
2015. She was voted one of 25 
global champions in Shared Decision 
Making by the (US) Foundation for 
Informed Medical Decisions. She 
was a founding investigator of PC4 
and is currently a member of the PC4 
Advisory Committee.  She co-leads 
the NHMRC Centre for Research 
Excellence “Ask, Share Know: 
Rapid Evidence for General Practice 
Decisions.”

Professor Jon Emery

Professor Jon Emery is the Herman 
Professor of Primary Care Cancer 
Research at the University of 
Melbourne, a new Chair developed 
within the Victorian Comprehensive 
Cancer Centre. He is an NHMRC 
Practitioner Fellow, Director of the 
Cancer Australia Primary Care 
Collaborative Cancer Clinical 
Trials Group (PC4), and a Visiting 
Research Fellow at the University of 
Cambridge. He studied medicine at 
Cambridge and Oxford and obtained 
his DPhil at Oxford on computer 
decision support to assess cancer 
risk in general practice. His research 
interests are in the role of primary 
care in cancer prevention, diagnosis 
and follow-up, and primary care trials 

of complex interventions. He leads a 
parallel program of cancer research 
between Melbourne and Cambridge 
on cancer screening, early diagnosis 
and follow-up care. He has published 
over 170 papers and has been a 
Chief Investigator on research grants 
and awards totaling over $AUD15 
million and GBP11 million 

Dr Jennifer Walker

Dr Walker is a Senior Research 
Fellow and Deputy Lead in the 
Cancer Prevention in Primary Care 
Research Group in the Department 
of General Practice. Since 2013 
Dr Walker has been involved in 
developing a colorectal cancer 
risk prediction tool - CRISP - for 
use in general practice as part of 
an NHMRC Centre for Research 
Excellence. Dr Walker’s research 
interests include developing novel 
interventions to improve clinical 
practice, including methods for 
maximising the implementation of 
new interventions. Dr Walker has 
extensive research experience in 
primary care research and the use of 
technology in primary care in cancer 
screening.
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Don Piro

Don Piro is a Stage 4 Colorectal 
Cancer Survivor (over 9 years) and 
is particularly interested in the impact 
of long term Survivorship and how 
research can lead to new positive 
outcomes for survivors. Don is a 
member of JCAG and has become 
involved in many research projects both 
through PC4 & PoCoG as well as the 
Flinders Innovation for Cancer Centre 
in Adelaide. As a Health professional 
himself he has always been interested 
in Men’s Health, Primary Health Care & 
the Pscyho-oncology aspects of cancer. 
Don lives in the Barossa Valley SA 
where he continues to work in his own 
private counselling practice and also 
co-ordinates the Barossa Valley Prostate 
Cancer Support Group.

Professor Leanne Monterosso

Professor Monterosso is jointly 
appointed as Chair of Nursing 
(Clinical Nursing) at the University of 

Notre Dame Australia and St John 
of God Murdoch Hospital in Perth, 
Western Australia. Leanne leads 
a range of studies in cancer and 
palliative care, midwifery, workforce 
and falls. Over her career Leanne’s 
work has informed policy and 
workforce development and led to 
changes in neonatal care, midwifery, 
cancer and palliative care as well as 
multidisciplinary practice. Leanne’s 
cancer research includes studies 
related to cancer care coordination 
and cancer survivorship. 

Professor Kate White

Professor Kate is Professor of Cancer 
Nursing, and Director of the Cancer 
Supportive care Research Group in 
Sydney.  Kate’s research interest focus 
on supportive care throughout the 
cancer spectrum, with an emphasis 
on prevention and reduction of 
symptoms, alternative models of care 
and improving the interface between 
primary care and the acute cancer 
sector.

Associate Prof Marie Pirotta

A/Prof Marie Pirotta is an academic 
GP at the University of Melbourne 
and a recent NHMRC Career 
Development Fellow. Her main 
research interest has been in the 
evidence base for complementary 
therapies.

Professor Bogda Koczwara

Professor Bogda Koczwara is a 
medical oncologist at the Flinders 
Centre for Innovation in Cancer in 
Adelaide and the National Breast 
Cancer Foundation Fellow. Her 
clinical interests revolve around 
management of breast cancer, 
survivorship care, psychooncology 
and supportive care and she has a 
particular interest in strengthening 
of the interface between specialist 
and primary care for cancer patients 
especially in rural Australia. 
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Professor Geoffrey Mitchell 

Geoffrey Mitchell is Professor of 
General Practice and Palliative Care 
at the University of Queensland. His 
main research interest is in the role 
of General Practitioners in complex 
conditions, particularly palliative care, 
how specialists and GPs can work 
better together, and in N-of-1 trials of 
treatment. He is a chief investigator 
in three nationally funded centres 
of research excellence- in primary– 
secondary care integration, end of 
life care, and chronic kidney disease. 
Current and recent research includes 
interventions to improve outcomes for 
caregivers with advanced cancer, the 
use of case conferences in end of life 
care, the role of general practice at 
the end of life, and several aspects 
of the management of chronic kidney 
disease, including decision making at 
the end of life and the role of general 
practice in end of life care. He has 
published over 180 peer-reviewed 
publications, and has been a chief 
investigator on over $AU 26.5m of 
research funding. He maintains a 
clinical general practice in Ipswich, 
Queensland.

Dr Matthew Grant

Dr Grant is a Palliative Medicine 
Physician at St Vincent’s and Cabrini 
Hospital’s Melbourne. He has a 
background in General Practice 
(FRACGP) and Bioethics. He is 
involved in research clinically and 
at the Centre for Palliative Care, 
and is currently undertaking a PhD 
examining informal social networks 
in cancer. His research interest focus 
on bioethics, improving collaboration 
between primary and specialist 
palliative services, and developing 
social support structures as adjuvants 
to cancer care

Associate Professor Joel Rhee

A/Prof Joel Rhee is a GP academic 
and Head of Assessment at the 
University of Notre Dame Australia’s 
School of Medicine in Sydney and 
Conjoint Associate Professor at the 

Centre for Primary Health Care and 
Equity at UNSW. Joel is also the 
foundation GP at the HammondCare 
Centre for Positive Ageing + Care in 
Sydney, where he provides primary 
and end-of-life care for patients in 
aged care homes and within the 
community. His research is focused 
on improving the implementation of 
Advance Care Planning and effective 
end-of-life care in the community and 
primary care settings.

Julie Marker

Julie joined the inaugural JCAG team 
in mid 2010.  She is a 3 times colon 
cancer survivor, which has motivated 
her to be very active in many aspects 
of cancer research as a consumer 
rep as well as participant in trials. 
Julie has contributed on the steering 
committee of the recently completed 
Work after Cancer project and 
Statewide Survivorship Framework 
in South Australia. She has actively 
encouraged and supported others 
to become involved as consumers in 
research.
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Professor Patsy Yates

Professor Yates is currently jointly 
appointed as Head, School of 
Nursing at Queensland University 
of Technology, and Director for 
Queensland Health’s statewide 
Centre for Palliative Care Research 
and Education.  Her research focuses 
on development and testing of novel 
interventions and service delivery 
models to improve cancer patient 
outcomes. She is currently Chief 
Investigator for the NHMRC Centre 
of Research Excellence in End of Life 
Care.

Dr Claudia Rutherford

Dr Rutherford is Quality of Life 
Research Fellow, School of 
Psychology, University of Sydney, 
and visiting Research Fellow, Leeds 
Institute of Clinical Trials Research, 
University of Leeds. She has a PhD 
in Health Outcome Measurement 
and specialises in patient-reported 
outcomes (PRO), including health-
related quality of life and symptom 

burden. Her current research 
interest is in incorporating PROs 
into information provision, shared 
decision making, and the nursing 
curriculum.

Dr Nik Zeps

Dr. Zeps has been recently appointed 
as the inaugural Group Director of 
Research for Epworth HealthCare. 
Prior to that he was the Director 
of Research at SJG HealthCare 
from 2012 to 2016 and head of 
their cancer translational research 
program. He was a member of the 
Australian Health Ethics Committee 
from 2006-2012 and the Research 
Committee of the National Health and 
Medical Research Council (NHMRC) 
of Australia from 2009-2015. He 
is the chair of the Cancer Biology 
Group of the Clinical Oncology 
Society of Australia (COSA) and a 
member of the Scientific Advisory 
Committee of the Australasian Gastro-
intestinal Trials Group (AGITG) and 
of the Primary Care Collaborative 
Cancer Trials Group (PC4) Advisory 
and Scientific committees. He is a 
founding director of the Australian 
Clinical Trials Alliance (ACTA). He 
is the Australian representative on 
the Ethics and Policy Committee of 
the International Cancer Genome 
Consortium (ICGC) and was 
recently appointed Co-Chair of the 
Communication Committee of the 
ICGC-Precision Medicine initiative

Dr Paul Jackson

Dr Jackson is A/g General Manager 
of Knowledge Management at 
Cancer Australia. This role has 
oversight of the Agency’s programs 
of work in research (including 
the Priority-driven Collaborative 
Cancer Research Scheme), clinical 
trials support, data and evidence 
translation. Dr Jackson joined Cancer 
Australia in 2007 from his position 
as Conjoint A/Prof at the Oncology 
Research Centre, Prince of Wales 
Hospital in Sydney. His 20 year 
career in cancer research included 
appointments at the University of 
Leicester, John Curtin School of 
Medical Research in Canberra and 
Prince of Wales Hospital. Over that 
time his interests ranged from how 
cancer cell behaviour differs from that 
in normal cells and the factors which 
contribute to metastasis.
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Plenary speaker
Presenter
Prof. Eva Grunfeld

Title 
CanIMPACT: Canadian team to improve community-based 
cancer care along the continuum

Background
CanIMPACT (canimpact.utoronto.ca) leads a 
comprehensive program of research on primary care 
and cancer in Canada. We are a multi-disciplinary team 
of primary care providers (PCPs), cancer specialists, 
researchers, decision makers, and patients studying the 
ways to improve coordination along the cancer care 
continuum.

Methods
Phase 1 of CanIMPACT involved mixed methods research 
including: 1) analysis of administrative databases; 2) 
qualitative interviews with cancer survivors regarding 
their experiences with continuity/coordination of care; 3) 
qualitative interviews with PCPs and cancer specialists; 4) 
focus groups with primary care team practices regarding 

personalized medicine; 5) an environmental scan of models 
of care designed to improve integration between primary 
and cancer specialist care; and 6) development of 2 
synthesis maps. 

Results
An overview of Phase 1 results will be presented, along 
with a summary of the consultative workshop which brought 
together 74 participants from 9 provinces to receive advice 
about the Phase 2 intervention research.

Conclusions
The Phase 2 intervention will be a modification of 
Champlain BASETM eConsult, referred to as eOncoNote. 
It involves the patient’s cancer specialist initiating 
communication with the PCP by extending an invitation 
to ask questions related to the patient during diagnosis, 
treatment and survivorship phases. For the personalized 
medicine component, we will use the traditional eConsult. 
We will examine the effectiveness of utilizing eOncoNote 
and eConsult on patients’ perceptions of informational 
continuity of care and patient experience, as well as 
barriers and facilitators to implementation in the oncology 
and primary care settings.
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Cancer Prevention and Diagnosis

WHICH TEST IS BEST?

Presenter 
Lyndal Trevena 

Objective
To assess the effect of a consumer-led familial cancer risk 
tool and GP triage on risk-appropriate colorectal cancer 
screening. 

Design
A cluster randomized controlled trial of GP practices, were 
randomized to either provide the link to the family cancer 
risk tool to their patients versus usual care.

Setting
GP practices located in Sydney and Melbourne were 
recruited. The eligibility criteria for patient participants were: 
aged 25 to 74 years. Exclusion criteria where: previous/
current diagnosis of colorectal cancer, no Internet access 
and inability to read/or write English at a year 8 level. 

Intervention 
A family cancer history risk assessment website was 
developed, which collects information about patients’ 
family history of colorectal cancer (CRC), assigns a CRC 
risk category according to national Australian guidelines 
accompanied by the appropriate screening recommendations 
and provides a personalised summary of their information. 

Methods 
Individuals from intervention General Practices accessed 
the family history website at Time 0 and were followed 
up 12 months later and asked to self-report their five-year 

screening behaviour (Time 1).  Individuals from control 
practices were contacted at Time 1 to assess their five-year 
screening behaviour

Main Outcome Measure
Risk-appropriate screening uptake as measured by the 
participants’ five-year screening behaviour in relation to 
their CRC category. 

Results
56 practices and 2,570 patients were recruited. Compared 
to patients in the control group (14.8%), patients in 
the intervention group (26.0%) were significantly more 
likely who had an FOBT in the last 12 months (=26.47, 
p<0.001).  Similarly, patients in the intervention group 
(16.1%) were significantly more likely who had a 
colonoscopy in the last 12 months, compared to patients in 
the control group (11.7%, =5.78, p=0.016). However, risk-
appropriate screening was only significantly increased in 
people at potentially high risk, particularly those of younger 
age  (OR 2.82; 95% CI 1.20-6.64 p=0.02).   Over-
screening of average risk patients appeared to be driven 
by GP and specialist recommendations which were not 
necessarily consistent with the output of the risk tool. 

Conclusions
A consumer-directed risk tool for colorectal cancer 
screening significantly increased screening but this was 
only risk-appropriate in people of higher risk. It is a useful 
tool for increasing participation in CRC screening but future 
implementation should include a more explicit engagement 
and education of the medical practitioner, addressing their 
potential biases. 
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THE IMPROVING RURAL CANCER OUTCOMES (IRCO) TRIAL.

Authors
Jon D Emery, Victoria Gray, Fiona M Walter, Shelley 
Cheetham, Emma J Croager, Terry Slevin, Christobel 
Saunders, Timothy Threlfall, Kirsten Auret, Anna K Nowak, 
Elizabeth Geelhoed, Max Bulsara, C D’Arcy J Holman

Background
Rural Australians have poorer overall survival for most 
common cancers.  Internationally several initiatives 
to improve cancer outcomes have focused on earlier 
presentation to healthcare and timely diagnosis.  

Methods
2x2 factorial cluster randomised controlled trial.  
Community Intervention: cancer symptom awareness 
campaign tailored for rural Australians delivered through a 
community engagement model.  GP intervention: resource 
card with symptom risk assessment charts and local cancer 
referral pathways implemented through multiple academic 
detailing visits.  Participants were eligible if diagnosed with 
breast, colorectal, lung or prostate cancer and resided in 
rural Western Australia.  Primary outcome: Total Diagnostic 
Interval, defined as duration from first symptom (or date of 
cancer screening test) to cancer diagnosis.  Interventions 
were delivered over two years and participants recruited 
during the intervention period and for a further three 
months.   

Findings
From 1 March 2012 to 31 March 2014 1,358 people 
were recruited (52.4% of potentially eligible population). 
A Total Diagnostic Interval (TDI) could be calculated for 
1,314 (96.8%) participants at the level of the Community 
Intervention and for 1,136 (83.7%) participants at the level 
of GP Intervention. There were no significant differences 
in the median or ln mean TDI at a Community or GP 
intervention level (Community intervention vs control: 
median TDI 107.5 vs 92 days; ln mean difference 0.08 
95% CI -0.06- 0.23 p=0.27; GP intervention vs control: 
median TDI 97 vs 96.5 days; ln mean difference 0.004 
95% CI -0.18 – 0.19 p=0.99) Similarly, there were no 
significant differences in the TDI when analysed by factorial 
design, tumour group or sub-intervals of the TDI. 

Interpretation
This is the first large-scale randomised trial to test the 
combined effects of community and GP level interventions 
on time to cancer diagnosis. We found no effect of either 
the community campaign or GP interventions. This may 
reflect limited dose of the interventions, or the limited 
duration of follow-up.  Alternatively, these interventions do 
not have a measurable effect on time to cancer diagnosis.

A PHASE II TRIAL EXPLORING THE FEASIBILITY OF PROPOSED METHODS 
FOR A LARGE TRIAL OF A COLORECTAL CANCER RISK PREDICTION 
TOOL [CRISP].

Authors
Jennifer Walker, Adrian Bickerstaffe, Nadira Hewabandu, 
Sibel Saya, Mark Jenkins, Jon Emery.

Background 
Colorectal cancer (CRC) is a major health problem in 
Australia. Despite this, many higher risk patients are not 
having colonoscopies when they should and many average 
risk patients are being over-screened with colonoscopies. 
This study aimed to explore the methods for trialling a risk 
prediction tool (‘CRISP’) in primary care to establish an 
effective method for larger trial to determine CRISP’s effect 
on ‘appropriate’ screening. 

Methods 
Patients aged between 50 and 75 years old were 
recruited from the waiting rooms of 2 primary care 
clinics in Australia. A patient was eligible if they were 
waiting to consult with their doctor, did not have CRC 
or symptoms associated with CRC, and were competent 
with written English. If eligible and interested, patients 
were consented and randomised at the time. Participants 
randomised into the intervention group were led through 
the CRISP tool, given a print-out of their risk and screening 
recommendation which they took into their consultation 
with their doctor. All participants completed a questionnaire 
about screening behaviour, intentions, risk perception 
and cancer worry at baseline, 1 month, 6 months and 12 
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months and all participants consented to allow the release 
of screening behaviour (number of tests for CRC and results 
of the tests) for the year. The logistics of the recruiting 
process and preliminary data were examined. 

Results
Between October and December 2015, 85 participants 
were recruited (response rate 73.2%) from 12 doctors in 
the two clinics. With minimal disruption to the clinic, the 

delivery of the intervention prior to seeing the GP was 
achieved in 91% of participants. After 12 months, 92% 
of participants remained in the study. No participants 
experience increased cancer worry or increase in risk 
perception as a result of being involved in the trial. 

Conclusion
This trial confirms the methods for recruitment and delivery of 
the intervention are feasible for a fully powered efficacy trial.

THE CHEST AUSTRALIA TRIAL: A PHASE II RANDOMISED CONTROLLED 
TRIAL OF AN INTERVENTION TO REDUCE TIME TO CONSULT WITH 
SYMPTOMS OF LUNG CANCER.

Authors 
Jon D Emery, Sonya R Murray, Neil Campbell, Fiona M 
Walter, Danielle Mazza, Emily Habgood, Yvonne Kutzer, 
Andrew Martin, Stephen Goodall, David Barnes, Peter 
Murchie

Background
Lung cancer has one of the poorest survival outcomes 
of any cancer because over two thirds of patients are 
diagnosed when curative treatment is not possible. 
International research has focused on either screening or 
community interventions to promote earlier presentation 
to healthcare and detect lung cancer earlier. The previous 
Scottish CHEST trial of a behavioural intervention 
showed promising preliminary evidence in increasing 
overall consultation rates. The CHEST Australia trial was 
powered to test the effect of an individual-level behavioural 
intervention on consultation rates for respiratory symptoms 
in people at increased risk of lung cancer. 

Methods
The CHEST intervention involved a primary care 
consultation to discuss and implement a self-help manual, 
followed by self-monitoring reminders to improve symptom 
appraisal and encourage help-seeking in patients at 
increased risk of lung cancer. The original Scottish 

intervention was adapted for an Australian population. 
Patients were randomised to the CHEST Intervention 
plus spirometry or usual care plus spirometry.  Eligible 
participants were aged 55 and over, smokers with at least 
20 pack years, including ex-smokers if their cessation 
date was less than 15 years ago. The primary outcome 
was consultation rate for respiratory symptoms; secondary 
outcomes focused on symptom appraisal and quality of life. 

Results
The target sample size of 551 patients was recruited 
(intervention n=274; usual care n=277) and 12 month 
follow up was completed in November 2016. There 
was a statistically significant increase in consultations for 
respiratory symptoms in the intervention arm compared to 
the usual control arm. There were no clinically important 
or statistically significant differences between groups on 
anxiety, depression, quality of life or cancer worry.

Conclusion
This is the first Australian trial to test the effect of a 
behavioural intervention to reduce time to presentation with 
lung cancer symptoms. The trial was effective in increasing 
respiratory consultations in an increased risk population; 
it could be a low-cost approach to early diagnosis of lung 
cancer. 
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DO SYMPTOMS, TESTS AND TIME TO REFERRAL DIFFER FOR RURAL 
COMPARED TO URBAN COLORECTAL CANCER PATIENTS IN PRIMARY 
CARE? 

Authors 
Rebecca Bergin, Jon Emery, Ruth Bollard, Victoria White

Background 
Rural Victorians with colorectal cancer (CRC) have 
poorer outcomes than urban counterparts. Understanding 
geographic differences in pathways to diagnosis may 
identify areas for improvement. 

Objectives
This research compares symptoms, tests and time from 
presentation to referral (primary care interval) for rural and 
urban CRC patients in Victoria.

Methods
Cross-sectional survey of incident CRC patients aged 
≥40yrs, within 6 months of diagnosis (n=433, 42% 
response), and their GP (n=289, 73% response). Rural-
urban GP and patient-reported symptoms and tests were 
compared using non-parametric statistics; and quantile 
regression for primary care intervals, adjusted for age, 
gender, socio-economic status and insurance. 

Results
GPs reported fewer symptoms, (median=1 (interquartile 
range, (IQR): 1)) than patients (median=2 (IQR:2), but there 
were no rural-urban differences. Patients and GPs shared 
four of the five most common symptoms: bleeding/blood in 
stool (39% vs 35%), abdominal pain (30% vs 32%), bowel 
habit change/diarrhoea (34% vs 23%) and fatigue (34% 
vs 11%). Patients also noted ‘weight loss’ (16%), while 
GPs noted ‘constipation’ (11%). More rural than urban 
patients reported fatigue (p=0.03). Rural GPs ordered 
more tests than urban GPs (p=0.01), with differences 
for blood tests (p=0.03), CT abdo/pelvis (p=0.03) and 
FOBT (p=0.02). Fewer rural patients reported receiving a 
colonoscopy (p=.01). Median primary care intervals for 
urban and rural patients were 7 and 9 days respectively. 
10% of rural patients waited over 117 days vs 73 days 
(urban, p<.001), but the difference was not significant after 
adjustment. 

Conclusions
Urban and rural CRC patients report similar symptoms. 
The greater number of tests ordered by rural GPs may 
reflect greater involvement in diagnostic workup) and may 
contribute to longer rural primary care intervals. Poorer 
access to colonoscopy may contribute to lower use of 
this test in rural patients. Further understanding differing 
population, clinical and health system processes may assist 
efforts to reduce rural inequities.
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Cancer Survivorship

THE EFFECT OF A NURSE-LED HAEMATOLOGY SURVIVORSHIP CLINIC 
ON PATIENT REPORTED ANXIETY AND UNMET INFORMATION NEEDS

Investigators
Taylor K, Monterosso L, Bulsara M, Bulsara c

Background
Lymphoma patients are understudied and underrepresented 
in survivorship care. In Australia lymphoma is the 6th most 
common cancer diagnosis affecting approximately 5800 
people annually. Despite increasing survival rates (currently 
74%) the disease can be aggressive requiring treatment 
regimens that impact longer term quality of life. Lymphoma 
Survivorship is characterised by worse outcomes than 
other cancer groups for physical, social and emotional 
health; financial concerns; fertility; adjustment to life post 
treatment; fear of relapse or new cancer and higher unmet 
informational needs. Survivorship is further complicated 
by these survivors developing comorbid conditions earlier 
than the general population. The current gap in lymphoma 
survivorship care has resulted in uncoordinated or 
inadequate service provision at treatment completion that 
fail to address the complex issues of these survivors.

Objectives 
A pilot RCT protocol was developed to test the effect of a 
nurse-led lymphoma survivorship model of care compared 
with usual care with lymphoma patients (n=3/group) at 3 
and, 6 and 9 months post-treatment completion.

Methods
The intervention included the development of a survivorship 
care plan, treatment summary and tailored information 
pack with three face-to-face appointments with a Cancer 
Nurse Coordinator at a large tertiary cancer centre in 
Western Australia. Measures administered at each time 
point: Short-Form Survivor Unmet Needs Survey (SF-SUNS), 
Depression Anxiety Stress Scale (DASS 21), Mini Mental 
Adjustment to Cancer Scale (Mini-MAC) and Patient 
Empowerment Scale (PES). Semi-structured qualitative 
interviews with intervention patients (n=10) and GPs 
(n=30). 

Outcomes
Currently: 60 patients recruited to RCT, 9 patients 
interviewed, 9 GP surveys returned. Evidence generated 
will provide baseline data to support hypothesis 
development and calculation of sample sizes for future 
multi-site randomised controlled trials. 

Conclusions
It is envisaged this model has the capacity for transferability 
to other survivorship cancer care areas nationally and 
internationally, thus potentially improving survivorship care 
on a wide scale. 

PROCARE: FOLLOW UP OF MEN WITH PROSTATE  
CANCER IN PRIMARY CARE

Presenter
Marie Pirotta

The Procare study aimed to test a multifaceted model of 
shared care for men after treatment with curative intent for 
prostate cancer. A total of 88 men were randomised to 
hospital based or shared care. Shared care was supported 

with a detailed survivorship care plan, recall and reminder 
systems and screening for distress and unmet needs. There 
were no clinically or statistically significant differences 
between the groups on a range of relevant measures. Men 
in the shared care group were more likely than those in the 
control group to prefer a shared care model. The shared 
care model was cheaper than usual care. 
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WORK AFTER CANCER – BENEFITS, CHALLENGES  
AND WHAT TO DO ABOUT THEM

Presenter
Bogda Koczwara

Maintenance of employment has substantial benefits to 
an individual in enhancing a sense of personal worth and 
identity as well as providing financial security. Despite 
these benefits, cancer survivors have difficulties returning 
to work, are at greater risk of unemployment after cancer 
and the risk increases with lower socioeconomic status. 

Currently there are limited resources available to cancer 
survivors to assist them in returning to employment after 
cancer treatment.

This presentation will review the current knowledge 
regarding work and cancer, existing barriers and enablers 
to work, strategies to improve work ability and resources 
available to patients. Implications for future research and 
practice will also be discussed. 

A PLACEBO-CONTROLLED DOUBLE-BLINDED RANDOMIZED PILOT 
STUDY OF COMBINATION PHYTOTHERAPY IN BIOCHEMICALLY 
RECURRENT PROSTATE CANCER

Authors 
Diana van Die, Scott Williams, Jon Emery, Kerry Bone, 
Jeremy Taylor, Elizabeth Lusk, Marie Pirotta

Background  
Men with biochemical recurrence of prostate cancer (BCR) 
following local therapies often use natural supplements in 
an attempt to delay metastases and/or avoid the need for 
more aggressive treatments. Despite the growing body of 
research into phytotherapeutic agents in this cohort, as yet 
no definitive recommendations can be made.

Objectives 
This pilot study assessed the feasibility of a fully-powered 
study examining the effects of this phytotherapeutic 
intervention (turmeric, resveratrol, green tea and broccoli 
sprouts) on PSA kinetics in men with BCR with a moderate 
PSA rise rate.

Method
A double blind, randomized, placebo controlled parallel 
trial was conducted with twenty-two men with BCR and 
a moderate rise rate (PSA doubling time (DT) of 4–15 
months and no evidence of metastases from conventional 
imaging). Patients were randomized to either active 

treatment or placebo for 12 weeks.  The primary endpoints 
were feasibility of recruitment and study procedures, and 
measurement of proposed secondary endpoints (prostate 
symptoms, quality of life, anxiety and depression as 
measured on EORTC QLQ-C30 and PR-25, IPSS and 
HADS). Data was collected to estimate PSA-log slopes and 
PSA-DT, using a mixed model, for both the pre-intervention 
and post intervention periods. 

Results
Adherence to study protocol was excellent, and the 
phytotherapeutic intervention was well-tolerated, with 
similar numbers of mild-to-moderate adverse events in both 
arms. Both the intervention and data collection methods 
were acceptable to participants. No statistical difference 
between groups on clinical outcomes was expected.  There 
was between-subject variation in the PSA post treatment, 
but on average the active treatment group experienced 
a non-significant increase in PSA log-slope (pre-treatment 
DT=10.2 months, post-treatment DT=5.5 months), and the 
placebo group experienced no change in PSA log-slope 
(pre-treatment DT=10.8 months, post-treatment DT=10.9 
months). 

Conclusion
A fully-powered study of this combination is feasible in men 
with BCR and a moderate PSA rise rate.

PC4 SYMPOSIUM 2017 | WEDNESDAY 10TH MAY 

18



Palliative Care

SYSTEMATIC REVIEW OF THE ROLE AND PERFORMANCE OF GPS 
PERFORMING PALLIATIVE CARE

Presenters
Geoff Mitchell, Joel Rhee, Matthew Grant

Background
As the population ages, far more people will reach the 
end of their lives than the health system has ever seen. The 
current means of managing end of life (EoL) and advanced 
chronic illness through specialist palliative care and multiple 
single system specialists is unsustainable. The role of primary 
care is vital, particularly for the majority of people who 
have multi morbidity (including cancer), frailty and dementia. 
It is 15 years since a formal systematic review on the ability 
of GPs to perform palliative care was published, and we 
have conducted an update of literature from 2000- 2014. 
The purpose is to identify emerging issues around GP 
management of people at the end of life facilitators and 
barriers to GP’s participation in the care, and the effectiveness 
of models of care that aim to facilitate end of life care 

management by GPs and Practice staff. Questions that form 
the basis of a future research agenda are being identified.  

Results 
Two hundred and forty-eight papers were included in 
the review.  Five themes were identified and a paper 
has been developed for each of these: GP performance 
from the perspective of patients and their carers,and 
regarding management of palliative symptoms; GP 
perspectives on their conduct of palliative care;  Personal 
and practice-based barriers to primary care involvement 
in EoL care;  health system based barriers to primary care 
involvement of EoL care; and Models of care to facilitate 
GP involvement. 

Discussion
This presentation will describe selected findings, 
and summarise research questions that arise. 
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Challenges of designing successful  
survivorship trials

CHALLENGES OF DESIGNING SUCCESSFUL SURVIVORSHIP TRIALS

Presenter Patsy Yates
High quality evidence is needed to improve care for cancer 
survivors in primary care settings. However the complex 
multifaceted nature of survivorship interventions and the 
diverse nature of primary care settings present significant 
challenges to the conduct of controlled studies.  A range 
of pragmatic research designs are increasingly being used 

to overcome some of these challenges. Greater attention 
is also being given to the selection and timing of outcome 
measures to ensure their relevance to the intervention under 
investigation.  The cross sectoral and multidisciplinary 
nature of research in this field also requires selection of 
appropriate teams to ensure optimal outcomes. 

SELECTING APPROPRIATE OUTCOME MEASURES  
FOR SURVIVORSHIP TRIALS

Presenter Claudia Rutherford
Patient-reported outcome measures (PROMs) are routinely 
used to assess quality of life (QOL) and other patient-
reported outcomes (PROs) in cancer clinical research. 
Available PROMs range from those that assess severity 
of individual symptoms (e.g. nausea, pain) to multi-
dimensional QOL measures that evaluate the impacts 
of disease and treatment across every aspect of life. 
Selection of appropriate PROMs for a particular study can 
be a daunting and difficult task for researchers who lack 
specialist knowledge. In this presentation, Dr Rutherford 

will give practical advice to researchers wishing to 
choose measures of QOL and other PROs for their cancer 
survivorship clinical research. She will offer principles 
that will assist researchers make appropriate choices 
when selecting PROMs for their next study, illustrated with 
examples, explain the components of and relationships 
among QOL and PROs, and discuss the value of PROs as 
outcome measures in cancer survivorship trials.

OPTIMISING SURVIVORSHIP TRIAL FUNDING APPLICATIONS 

Presenter Nik Zeps
“Competitive grant funding has become increasingly 
difficult to obtain with success rates meaning that fewer 
than 1 in 8 applications will be successful. The evaluation 
processes used by funding agencies has evolved to ensure 
that assessment is as equitable as possible for all types 
of research but it remains the case that fewer grants are 
awarded in clinical areas despite a view otherwise (>65% 

goes to laboratory based research). With the advent of the 
MRFF and a greater emphasis on translation into practice 
there is a significant opportunity for clinical research, 
especially that focused on patient outcomes. In this talk 
some possible strategies are identified to maximise the 
likelihood of success in such research”.
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Screening and early diagnosis

POSTER 1 
IDENTIFYING THE PREVALENCE OF PATIENTS AT INCREASED RISK FOR 
MELANOMA IN AN AUSTRALIAN GENERAL PRACTICE 

Authors 
Emily Habgood, Erin O’Hare, Dr Jennifer Walker, Dr Fiona 
Walter, Prof Jon Emery

Background 
Skin cancers account for 80% of all newly diagnosed 
cancers in Australia, with melanoma being the most 
serious. Australia has the highest rates of melanoma 
worldwide. Early diagnosis reduces the mortality and 
morbidity of melanoma and primary care plays a major 
role in early detection and providing preventive advice. 

Aims 
This study aims to identify the prevalence of patients at 
increased risk for cutaneous melanoma in an Australian 
primary care population using the MelaTools Q risk 
calculator developed with the Primary Care Unit, 
Cambridge University. This risk tool is based on the 
validated Williams melanoma risk prediction model.

Methods 
Up to 1,500 patients aged 18 years and older will be 
recruited into the study from the waiting room of busy 

general practices in Melbourne. The variables in the model 
to identify populations at increased risk 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. 

Results 
To date, 865 patients have been recruited into the study 
in less than three months and preliminary findings show 
that in this setting 16.2% of the population were identified 
as increased risk for melanoma and suitable for skin 
cancer screening and preventive advice. This approach to 
identifying people at increased risk of melanoma is both 
feasible and acceptable in the Australian primary care 
setting. The complete study results will be available for 
presentation by May 2017. 

Conclusions 
This research will be used to recruit primary care patients of 
increased risk of melanoma to further behavioural research 
focusing on primary prevention and skin self-monitoring 
behaviours. 

PC4 SYMPOSIUM 2017 | WEDNESDAY 10TH MAY 

22



POSTER 2 
BRISK-Q: COMMUNICATING THE BENEFITS AND HARMS OF USING 
TAMOXIFEN OR RALOXIFENE TO REDUCE THE RISK OF BREAST CANCER.

Authors
Jessica Minshall, Dr Jennifer Walker, Dr Adrian Bickerstaffe, 
Nadira Hewabandu, Ashleigh Qama, Sibel Saya, 
Professor Jon Emery. 

Background
Despite evidence and recommendations supporting the 
use of risk-reducing medication (the Selective Oestrogen 
Receptor Modulators [SERMS] tamoxifen or raloxifen 
to reduce the incidence of breast cancer in women at 
increased risk, uptake by women remains low. This 
study aims to develop the most effective method for 
communicating the benefits and potential harms of taking 
SERMS to prevent breast cancer.

Methods
Between March and May 2017, up to 300 women aged 
40-75 years old will be recruited in general practice 
waiting rooms. Participants will be shown information 

about their hypothetical breast cancer risk and the benefits 
and harms of taking a SERM. Three risk formats will be 
presented in a random order: icon arrays, expected 
frequency trees and statement of absolute risk and the 
Government recommendations (text). Women will be asked 
to indicate their intention to take risk-reducing medication. 
We will analyse associations between risk format, 
medication type and baseline risk level (high or moderate) 
and intention to take risk-reducing medication. 

Findings
Recruitment has commenced and data analysis will be 
completed before the end of May 2017.

Innovative contribution to policy, prac-
tice, and/or research 
This will contribute directly to risk communication used in 
breast cancer risk tools to support decisions about using 
SERMS to reduce risk of breast cancer.
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POSTER 3 
COMPARING LUNG CANCER DIAGNOSTIC AND TREATMENT PATHWAYS 
BETWEEN CALD AND ANGLO-AUSTRALIAN PATIENTS: A MIXED 
METHODS, OBSERVATIONAL COHORT STUDY PROTOCOL

Authors
MAZZA D, Emery J, Walter F, Young J, Barnes D, Mitchell 
P, Brijnath B, Lin X, Martin A

Background
Lung cancer is the leading cause of cancer mortality 
worldwide. In Australia, lung cancer kills more people than 
breast, prostate, and ovarian cancer combined. Culturally 
and linguistically diverse (CALD) patients are especially 
vulnerable with higher mortality rates than Anglo-Australian 
patients. Reasons for this are unclear as there are no 
Australian-specific data examining the barriers existing 
along the lung cancer pathway from symptom appraisal to 
treatment in CALD populations.

Methods
Informed by the Aarhus Statement, we will undertake a 
mixed-methods, observational cohort study comprising 
prospective identification of lung cancer patients, 
patient symptom questionnaires, case-note analysis of 
hospital and general practice records, and interviews 
with lung cancer patients to obtain detailed data on 
their diagnostic and treatment pathways. We will also 
interview general practitioners and hospital specialists to 
obtain their perspectives on health system factors that may 

be contributing to diagnostic delay. Participants will be 
prospectively recruited from cancer services in Victoria, 
New South Wales, and Queensland.

Results
The primary outcome will be the length of four key time 
intervals (appraisal, help-seeking, diagnosis, and pre-
treatment intervals) for CALD and Anglo-Australian patients 
with lung cancer. Data will also be collected on lung cancer 
staging; patient variables (eg, demographics, attitudes and 
beliefs, symptoms experienced); practitioner variables (eg, 
GP demographics, types of specialists seen); and health 
system variables (eg, involvement of a multidisciplinary 
team, types of investigations undertaken).

Conclusion
Our study will be the first to examine the underlying factors 
that influence the pathways to presentation, diagnosis, 
and treatment in CALD patients and specifically measure 
the time intervals between diagnosis and first definitive 
treatment in CALD patients. Such information will be vital in 
understanding the difference in health outcomes between 
lung cancer patients from CALD backgrounds and Anglo-
Australian patients and can be used to design interventions 
aimed at improving health outcomes in these patients.
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POSTER 4 
EXPLORING PATIENT AND HEALTH SYSTEM FACTORS AFFECTING 
EARLY CANCER DIAGNOSIS IN THE CULTURALLY AND LINGUISTICALLY 
DIVERSE (CALD) VIETNAMESE COMMUNITY 

Authors
Huynh M, Licqurish S, Emery J

Background 
Migrants diagnosed with cancer in Australia often have 
poorer outcomes than comparable non-migrant groups, 
which can be attributed to diagnostic delays.  To date 
there is limited research on culturally diverse patients with 
cancer in Australia. Within individual cultural groups there 
are often specific and commonly held beliefs about cancer 
relating to aetiology and prognosis. The impact of these 
beliefs has been explored to some degree on the uptake 
of cancer screening in Australia but there has been no 
research relating to symptom appraisal and help-seeking. 

Methods 
This study is using a concurrent mixed methods design.  
200 Vietnamese participants will be surveyed using the 
internationally validated measure called the Awareness 
and Beliefs about Cancer, which will explore knowledge 

and beliefs about cancer and barriers to help seeking. 30 
Vietnamese patients with a recent diagnosis of colorectal, 
breast or lung cancer are currently being recruited and 
interviewed, as well as 30 non-Vietnamese patients for 
comparison. This will explore participants’ symptom 
appraisal, decisions about help-seeking and interactions 
with the healthcare system. The time from first symptom 
to diagnosis will be calculated. A mixed methods matrix 
analysis will identify factors contributing to longer and 
shorter diagnostic intervals in both groups.

Results 
Preliminary findings indicate Vietnamese patients have 
limited knowledge of causes and symptoms of cancer. 
There is reduced awareness of cancer symptoms, which are 
reattributed leading to delays in help-seeking.  

Conclusions 
As the data collection is ongoing, no definitive conclusions 
can be made, however the findings are already informing 
the development of appropriate resources and interventions 
aimed at improving cancer outcomes in Vietnamese 
populations.
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Survivorship

POSTER 5 
EFFECTIVE COMMUNICATION STRATEGIES IN CANCER CARE: A 
SYSTEMATIC REVIEW OF SYSTEMATIC REVIEWS.

Authors
Dr Sharon Licqurish, Mr Loyal Pattuwage, Ms Ashleigh 
Qama, Ms Ilana Hornung, Ms Ailsa Cowie, Prof. Jon 
Emery

Background
Clinician communication has shown to influence cancer 
patients’ perception of care and satisfaction. Effective 
communication is therefore a critical aspect of patient-
centred care. Health services therefore should recognise 
the value of implementing evidence-based communication 
interventions to improve the provision of cancer care to 
patients. We conducted a systematic review of the literature 
with the aim to identify effective communication strategies 
and/or interventions that could be implemented by health 
services to improve patient care. 

Methods
Five electronic databases (MEDLINE, EMBASE, PsycINFO, 
the Cochrane Library and CINAHL Plus) were searched 
for relevant citations from 2005 until October 2015 
using search terms related to “cancer”, “information” and 
“communication”. Titles and abstracts were evaluated by 
two independent reviewers. Selected full text publications 
were assessed against the eligibility criteria. Quality was 

assessed using the AMSTAR guidelines. Due to the enormity 
of the literature, only systematic reviews were included.  

Results
The database search yielded 2,934 unique citations, of 
which 198 full texts were retrieved. After applying the 
inclusion and exclusion criteria, 41 systematic reviews were 
included. The included studies were broadly categorised 
under six major themes: e-health, technological and 
telephone-based interventions (n=9); patient education 
and tools (n=5); communication training (n=9); education 
interventions to improve cancer pain (n=6); tools to 
facilitate patients’ participation in care/decision making 
(n=8); nurse delivered interventions (n=6). 

Conclusions
There are an enormous number of studies of communication 
interventions for cancer patients. The quality of the evidence 
to support some of these interventions is low; whereas 
other interventions have stronger evidence of effectiveness. 
Therefore, health services and clinicians should carefully 
consider which interventions they choose to implement. 
The recommendations from this review will assist clinicians 
and health services to choose evidence-based interventions 
which can improve care provision and/or patient outcomes
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POSTER 6 
PRINCIPLES OF CANCER SURVIVORSHIP – GUIDING A NATIONAL 
APPROACH TO POLICY AND HEALTH SERVICES PLANNING

Authors
Nehill C, Giles, C, Zorbas, H.

Introduction
In 2016, it is estimated that there were 1.1 million people 
living in Australia who have been diagnosed with cancer. 
With an increasing number of people living longer with 
cancer and other chronic diseases, there is a need to 
address the long-term health and wellbeing of people 
affected by cancer. 

Method
Cancer Australia undertook a top-line literature search for 
high level evidence of published principles of survivorship 
in cancer.  The extracted sources were considered with 
reference to: principles or elements of cancer survivorship, 
and definitions of survivorship. 

Potential Principles were developed from the key areas and 
tested against four domains: 

 › Improving wellbeing of people affected by Cancer 

 › Informed by the latest evidence on cancer survivorship

 › National application across cancer types and health 
settings

 › Opportunity to guide improvements in cancer across the 
continuum-of-care. 

A roundtable discussion with identified national leaders 
in survivorship care including consumer representation 
was convened to consider the Principles as a framework 

to guide policy, planning and health system responses to 
survivorship. 

Results
Overall there was broad consensus for the importance of 
the Principles as a framework to provide national high-level 
guidance to develop future policy, planning and health 
system responses for people who have had a diagnosis of 
cancer.

Cancer Australia’s Principles of cancer survivorship: 

 › Consumer involvement in patient-centred-care

 › Support for living well

 › Evidence-based pathways

 › Integration and coordination-of-care

 › Data driven improvements and investment in research 
improvements

The Principles are underpinned by elements which 
support personalised care, opportunities for supported 
self-management, an emphasis on recognising and 
incorporating patient experiences, and a focus on recovery, 
health and wellbeing during and after cancer treatment.

Conclusion
A multifaceted strategy will guide national promotion of 
the Cancer Australia Principles of Cancer Survivorship as 
a framework to guide policy, planning and health system 
responses to cancer survivorship. 
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