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WHY FOCUS ON PRIMARY PREVENTION?

• Incidence is rising, mostly due to increased incidence of ER +ve BC 
• Treating breast cancer costs the government/taxpayer over $1.5 billion per annum 

Australian Burden of Disease Study 2023 www.aihw.gov.au
Health System Spending on Disease and Injury in Australia 2020-2021, www.aihw.gov.au 

http://www.aihw.gov.au/
http://www.aihw.gov.au/


AUSTRALIAN CANCER PLAN

1   MAXIMISING CANCER 
PREVENTION AND EARLY DETECTION

A cancer control system that seeks to 
eliminate racism, proactively reduces  
cancer risk and supports all 
Australians to access personalised, 
evidence-based cancer prevention 
and early detection strategies.

READ MORE >



2 COMPLEMENTARY APPROACHES TO BC PREVENTION



PERSONALISED PRIMARY PREVENTION (AND 
SCREENING) STARTS WITH RISK ASSESSMENT

About Average risk (80%)
<1.5x population risk

Moderate-Risk (19%)
1.5-3x population risk
e.g. carriers of moderate-risk 
gene mutations, strong FHx, 
multiple reproductive/ lifestyle
risk factors

High-Risk (1%)
>3x population risk
e.g. carriers of high-risk
gene mutations, LCIS, etc.

Population screening

Risk-reducing medication

Risk factor reduction

Risk-reducing mastectomy

Intensified screening

80%



Online breast cancer 
risk assessment and 

risk management decision 
support tool

www.petermac.org/iprevent

Phillips KA et al JNCI-CS 2019



Launched in 2018
The leading Australian BC prevention tool 

RACGP Accepted Clinical Resource
Advocated by Cancer Australia

Up to 8000 hits per month
• GPs
• Women’s health and menopause clinics
• Breast surgeons
• Family cancer clinicians
• Women

Planned program of improvements to make it even easier to 
use and to improve usability for non-English speakers

CURRENT STATUS OF iPREVENT



iPREVENT DEVELOPMENT
Needs Assessment

• GPs
• Breast Surgeons
• FCC Clinicians
• BreastScreen
• Consumers

Software Programming

Software Verification 
Study

iPrevent Revision

Piloting 5
• General Practice
• FCC Clinicians
• Breast Surgeons 

Clinical Implementation
www.petermac.org/iprevent

BCT
Discretionary 

Funding

NHMRC Project 
Grant

Integrate existing IBIS and 
BOADICEA risk assessment 

models

ABCFS Data

Validation of Risk 
Estimates6 ProF-SC Data

4

1-3

1 Collins IM et al, Breast 2014
2 Phillips KA et al, Aust J of Primary Health 2016
3 Keogh L et al, Breast 2019
4 Collins IM et al, Br Cancer Res Treat  2016
5 Lo L et al, JMIR Formative Res 2018
6 Phillips KA et al JNCI-CS 2019



• Uses the 2 best performing risk algorithms: 
IBIS v8 and BOADICEA/CanRisk

• Both are well calibrated and outperform 
other commonly used risk models1

• Internal iPrevent switching strategy 
determines which risk algorithm used for 
each woman depending on her risk factors

HOW DOES iPREVENT CALCULATE RISK?

1. Terry MB…Phillips KA et al JNCI 2018



iPREVENT IS WELL CALIBRATED AND HAS GOOD 
DISCRIMINATORY ACCURACY

1. Terry MB, Philips KA et al. Int J Epidemiol 45:683–692, 2016 
2. Phillips KA et al. JNCI-CS 2019

• Prospective data on 15,732 women in PROF-
SC Study1

• Median follow-up 10 yrs, 619 incident BCs2 

C-statistic=0.70 [95% CI: 0.68-0.73]



HOW IS iPREVENT RELEVANT TO BREASTSCREEN?

 1) ROSA Project recommendations around risk assessment and 
management
2) Mammographic Density notification
• Mammographic density is an important risk factor for development 

of a future breast cancer.
• Some BreastScreen jurisdictions already notify women of their breast 

density and there is consideration for this to become a national 
approach.

• BUT – mammographic density ALONE is inadequate to assess future 
breast cancer risk.

• Women notified that they have increased density must be strongly 
encouraged to have their risk assessed using a valid algorithm.





CASE STUDIES FOR 3 WOMEN WITH BIRADS D 
BIRADS D, 52yo, post-menopausal, No FHx breast cancer

Helen has extra risk factors – Menarche age 11, BMI =31, nulliparous, current HRT user
Mary has some protective factors – Menarche age 13, BMI=20, 1st child at age 27, no HRT  

Anna has more protective factors - Menarche age 13, BMI=20, 1st child at age 24, no HRT 

Helen’s BC Risk Mary’s BC Risk Anna’s BC Risk









Tamoxifen will reduce your risk of developing breast cancer over your lifetime from 23.6% to 15.8%.

Over the same time, the risk for an average woman of your age is 11.0%.

This means that if we take 1000 women with the same risk of breast cancer as you all took 5 years of tamoxifen, 158 would develop breast 

cancer over the rest of their lives. However, if none of the 1000 women took tamoxifen 236 would get breast cancer. Breast cancer would 

have been prevented in 78 women.

Expand below for a graph of the effect of tamoxifen on your breast cancer risk over the rest of your life.



THE EVIDENCE IMPLEMENTATION GAP

Evidence from 
research

Implementation 
into practice



EVIDENCE-IMPLEMENTATION GAP FOR BC 
PREVENTION MEDICATIONS
• 20% of Australian women eligible for BC prevention medications
• Almost 50% of all BCs in Australia are destined to occur in this 20% of women 

Tablet medications taken daily for 3-5 years – approx. halve BC risk, with the 
benefit persisting for at least 20 years

• Use by women at increased risk is recommended by all relevant guidelines
• BUT fewer than 2% of women at increased risk have used them
• Evidence – Implementation gap driven by lack of a medical workforce capable 

of, and willing to, discuss and prescribe these medications
• Over 1/3rd of GPs are not even aware they exist
• Those who are say the greatest barrier to prescribing them is lack of knowledge 

and that the strongest facilitator would be specialist support
• They do not want to be responsible for initiating these meds, but are happy to 

write ongoing prescriptions
Macdonald C, et al Cancer Prev Res 2021



PREVENTING CANCER WITH MEDICATIONS SERVICE (PCMED)

• Co-Led – Kelly Phillips (Med Onc) and Katrina West (Nurse Practitioner)
• Consultative, telehealth service
• Primary aim is to initiate RRMeds 
• Support women, referring clinicians and GP throughout treatment trajectory
• Initial pilot with embedded formal implementation research
• Vision – national telehealth service 



PREVENTING CANCER WITH MEDICATIONS SERVICE



NATIONAL PERSONALISED BC PREVENTION PLATFORM?



PERSONALISED BC PREVENTION AND SCREENING – 
PRIORITY TO REALITY
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