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Editorials

The NCCI is supporting many projects for improvement

MANY COUNTRIES place great importance on their strategy
for cancer control. The precedent was set by former US
President Nixon’s “war on cancer”, declared in 1971, with
the goal of reducing cancer incidence by 50% by the year
2000.1 This optimistic aim occasioned an unprecedented
expansion of the US National Cancer Institute, its budget
reaching $3.5 billion in 2001.2 More recently, the UK
National Health Service embarked on a comprehensive
reform of cancer services.3 The high profile of cancer in
Western countries relates to its associated high morbidity,
the high level of public awareness of the disease and the
rapidity of research advances.

In 1997, Dr Michael Wooldridge, the then Federal Minis-
ter for Health and Family Services, contracted the Austral-
ian Cancer Society (now the Cancer Council Australia) to
establish the National Cancer Control Initiative (NCCI).
The formation of the NCCI was based on a conviction that
a better return for expenditure on cancer could be obtained,
and that the time had come to introduce new evidence-
based cancer-control measures.4 Although an array of can-
cer-control activities was already in place, it was envisaged
that the NCCI could make these processes less capricious
by applying a national focus, establishing agreed priorities
and forming strategic partnerships across government and
non-government sectors.5

The NCCI sees cancer control as comprising “all actions
that reduce the burden of cancer in the community [includ-
ing] every aspect of care, from prevention and early diagno-
sis to curative treatment and palliative care, all underpinned
by the best scientific evidence available”.6 The NCCI is
concerned with assessing both existing programs and poten-
tial new developments for their clinical effectiveness, cost–
benefit and equity. Its brief extends to managing strategic
projects concerned with translating new findings into public
health and clinical practice.

The NCCI’s activities have mainly revolved around cancer
care, early diagnosis, and information needs. To provide
good-quality clinical care, we need to know what good care
is, what care is currently being provided, what gaps exist,
and what opportunities there are for improvement.

Defining good-quality care requires evidence-based clini-
cal guidelines. The NCCI has been involved in various
projects in this area, including
■ production of guidelines on colorectal cancer for special-
ists, general practitioners and consumers;
■ production of consumer guidelines on prostate cancer;
■ development of guidelines for psychosocial care of
patients with cancer; and
■ development of an evidence-based model of optimum
utilisation of radiotherapy.

The assessment of current care requires management
surveys, ideally involving all relevant specialties and repre-
sentative groups of patients. One of the NCCI’s initiatives

has been the funding, through a Commonwealth grant, of a
national survey of over 2000 patients with colorectal cancer.

Improving clinical care requires a range of information-
dissemination and learning strategies, with incentives to
apply best care. In financial and practical ways, the NCCI is
supporting many projects for improvement, including
■ a consultative project, sponsored by the NCCI in collab-
oration with the Cancer Council Australia and the Clinical
Oncological Society of Australia (COSA), to assess the
limitations of cancer care provision;
■ development of a national consumers’ cancer organisa-
tion to increase the scope and effectiveness of consumer
involvement;
■ a review, in conjunction with COSA and state and federal
governments, of the infrastructure needs for cooperative
group clinical trials;
■ initiatives to achieve earlier diagnosis, such as (i) federally
funded pilot studies of colorectal cancer screening;7 (ii)
assessment of new screening methods for cervical cancer,
ovarian cancer, lung cancer and melanoma; and (iii) a
project to improve GPs’ expertise in managing prostate
cancer and using prostate-specific antigen screening.
■ collaboration with State and Territory cancer registries to
improve the documentation of cancer and its outcomes,
particularly with regard to staging. (The NCCI has devel-
oped a core clinical cancer data set for hospitals,8 which
includes information on stage of disease and primary treat-
ment, and is designed to be compatible with data collected
by population-based cancer registries.);
■ development of ways to assess the frequency of non-
melanoma skin cancer, Australia’s commonest cancer, using
survey methods similar to those used previously,9 but also
considering any new methods that become available.

In the future, the NCCI will continue to take a leadership
role by consensus through an inclusive, consultative
approach in dealing with nationally identified priorities. The
organisation’s core purpose is to be an expert reference body
providing timely advice, identifying appropriate initiatives
and making specific recommendations to the federal govern-
ment and other groups regarding the prevention, detection,
treatment and palliation of cancer for all Australians.
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Is breastfeeding best practice?
With our high standards of sanitation and healthcare, how important is breastfeeding?

ANY BREASTFEEDING ADVOCATE can rattle off a list of the
advantages of breastfeeding to infants, their mothers and
society. The list of benefits ranges from better emotional
attachment to a lower risk of childhood leukaemia or dental
malocclusion. However, claims of benefit have been conten-
tious, with many studies failing to demonstrate a clear
advantage and some even showing increased risk of a
negative health outcome with breastfeeding.

The constituents of human milk suggest that it has
evolved to promote infant health and human growth, partic-
ularly to protect children from infections and to support the
rapid growth of the human brain. Despite advances in
science and manufacturing, infant formula will always be a
poor copy of human milk. It is improbable that a substitute
will ever reproduce the full spectrum of human milk pro-
teins, milk sugars (numbering over 100), live white cells and
antibodies programmed by infections in the infant’s envi-
ronment, together with constant variations in milk content
to meet the needs of the growing infant. But does this matter
in a developed country such as Australia? Is there justifica-
tion in the argument that women are being pushed too hard
to breastfeed, or is there more to infant nutrition than the
provision of clean water and biologically safe artificial feeds?

Many studies reporting the effects of breastfeeding, both
positive and negative, have major methodological flaws.
Indeed, robust studies are difficult to carry out. Random
allocation of study participants to either a “breastfeeding” or
an “artificial feeding” group is unethical, especially if we
accept the belief that “the epidemiologic evidence is now
overwhelming that, even in developed countries, breastfeed-
ing protects against gastrointestinal and (to a lesser extent)
respiratory infection, and that the protective effect is
enhanced with greater duration and exclusivity of breast-
feeding”.1 So evidence for the effects of breastfeeding must
rely largely on observational cohort and case–control stud-
ies. Blinding to the intervention group is difficult, except at
the analysis level. Moreover, mothers who elect to breast-
feed differ from those who don’t — the former group are
generally better-educated women of higher socioeconomic
status, who are more likely to have partners and less likely to
smoke. All of these factors are likely to be independently
associated with positive health outcomes, so failure to
adequately adjust for these confounders generally favours
positive breastfeeding outcomes. On the other hand, appar-
ently poorer outcomes may result if mothers preferentially

breastfeed more vulnerable infants. Difficulties with defin-
ing terms such as “breastfeeding” and “exclusively breast-
fed”, and with defining endpoints such as “atopic disease”,
also make comparisons between studies difficult.

So, have the roughly 2000 papers on breastfeeding and
human milk listed in Medline since the year 2000 helped
answer the question of whether or not it matters if a term
infant born in a country like Australia is breastfed? I will
confine my comments to the three most common health
problems in Australian children: infection, obesity, and
asthma.

In Australia, there are almost 20 000 hospital admissions
a year for acute gastroenteritis in children under five years
old. Rotavirus accounts for about half of these episodes and
is also one of the most important nosocomial infections in
paediatrics. A Belarussian study2 (involving 17 000 healthy
mother–infant pairs intending to breastfeed) showed that, in
centres randomly assigned to deliver support for breastfeed-
ing (as outlined by the Baby Friendly Hospital Initiative3),
there were increases in exclusive and continued breastfeed-
ing and reductions in episodes of gastrointestinal infection.
In an Italian study4 of infants aged 1–18 months admitted to
an infant ward, fewer breastfed infants contracted rotavirus
infection (10.6% v 32.4%), and none of these became
symptomatic. It has been shown that human milk lact-
adherin prevents symptoms in breastfed infants infected
with rotavirus by binding to the virus and inhibiting its
replication.5

Obesity is the commonest chronic health problem in
Australian children. This has health implications both in
and beyond childhood, as about half of obese children
become obese adults. The effect of breastfeeding on later
overweight/obesity remains contentious. A 2001 review of
18 studies6 concluded that most studies examining the
effects of breastfeeding on later obesity had found an
insignificant effect, although two of the studies actually
found a positive association between breastfeeding and later
body fatness. Since that review, four large studies7-10

(involving between 2000 and 14 000 children) have shown a
lower prevalence of overweight in previously breastfed chil-
dren, with several showing decreasing risk with longer
duration of breastfeeding. The three studies of older chil-
dren (aged 5–14 years)8-10 also found a negative association
between breastfeeding and obesity (with adjusted odds
ratios [ORs] ranging from 0.66 to 0.8). Similar results in


