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Summary 

This study was carried out in Rizgary and Hawler Teaching hospital in Erbil city, from the period of August 2010 
to June 2011. A total of 115 women patients with breast tumor (55 malignant and 60 benign) and 40 females as a 
control group with age ranged (18-71) in both patients and control group were participated, they were matched with 
patients by age group without any history of breast problem or neoplastic disease and not had any other cancer. Data 
were collected by interview with patients and control group, a questioner form were provided to each patients which 
include (age, age at menarche, regularity of menstruation, etc.) and clinical file made for each patient who attends to 
these two hospitals for each patients for the first time, in spite of histopathological diagnosis. Results indicated obvious 
relation between risk factor and breast cancer (BC), among these factors is the age; the most frequent age for breast 
cancer was that at age group (38- 47).Percentage of patients starting age menarche after 12 year was higher when 
compared with patients starting at or before 12 year. The results showed higher percentage of BC in patients who 
have regularity menses when compared with irregular menstrual cycle. Age of first pregnancy in 20 years and greater 
which was higher than other group. The results indicated that the percentage of BBD patients which diagnosed 
premenopausal was higher than postmenopausal. Higher percentage of breast feeding found in BC patients when 
compared with bottle feeding. Oral contraceptive pills users occupied higher percentage in patients. Patients which 
not used hormone replacement therapy (HRT) have higher percentage when compared with patients used HRT. 
About half of the patients recorded positive family history. The numbers of patients diagnosed as stage third and 
fourth were higher compared with those stage two, unknown and first stage. According to the type of benign breast 
disease, the unknown cause showed higher percentage when compared with other types. 
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Introduction 

ancer is the leading cause of death in 
economically developed countries and 

the second leading cause of death in developing 
countries (World health organization, 2008). It  
is the most frequently diagnosed cancer and the 
leading cause of cancer death in females 
worldwide according to global statistics (2008), 
accounting for 1.38 million of the total new 
cancer cases and 458,400 of the total cancer 
deaths annually (Jemal et al., 2011). Breast 
cancer is the second most common type of 
cancer after lung cancer. One woman in ten will 
develop the disease and one in 29 will die as a 
direct result of it (Wernberg et al., 2009). 
Generally, breast cancer refers to cancer 
originating from breast tissue (Martini et al., 
2006). In Iraq, breast cancer is the commonest 
type of female malignancy, accounting for 
approximately one- third of the registered female 
cancers according to the latest Iraqi Cancer 
Registry (Iraqi Cancer Registry, 2007). The 
incidence of breast cancer in Erbil city was more 

common than the other type of cancers (Iraqi 
Cancer Registry, 2005). 
Aim of the study 

The present study was aimed to shed light on 
the risk factors which may use for detection and 
they are related with breast cancer. 
Materials and methods 

The study was include 115 female patients 
presented with breast mass (55 malignant and 60 
benign) attended Rizgary and Hawler teaching 
hospital in Erbil city from August 2010 to June 
2011. The age of the patients ranged from 18-71 
years and the mean was 44.5 years. A total of 
forty women selected as control group, they 
were matched with patients by age group 
without any history of breast problem or 
neoplastic disease and not had any other cancer. 
Data were collected by interview with patients 
and control group, a questioner form were 
provided to each patients which include (age, 
age at menarche, regularity of menstruation, etc.) 
and clinical file made for each patient who 
attends to these two hospitals for each patients 
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for the first time, in spite of histopathological 
diagnosis. 
 

Results 

Age groups of the patients 
The highest number of breast cancer patients 

were found at age interval (38- 47) year, while 
the lower or minimum record was at aged 58 and 
older. The higher number about benign breast 
disease patients was found at the table age 
interval (28- 37), as well as the minimum 
number was found in the last age interval.  
Patients and age at menarche  

In fig: 2 about 45.46% of the breast cancer 
patients have got their menarche at or before 12, 
while 54.54% of them got it after 12 years old. 
However, about the BBD the data is different, 
16.67% got their menarche at or before 12 years, 
and 83.33% got it after 12 years old. Women 
with early age at menarche or late menopause 
have an increased risk of developing BC.  
Regularity of menstruation and patients  

In this study, regularity of menses is 
considered as a risk factor for BC as showed in 
(Fig. 3). This study showed 74.54% of BC 
patients had regular menses, while only 25.46% 
of them had irregular menstrual cycle. The result 
for BBD patients showed that 76.66% had 
regular and 23.34% had irregular menstrual 
cycle.  
Age at first pregnancy of the patients 

In fig: 4 about 16.36% and 16.66% of breast 
cancer and BBD patients were single or infertile, 
27.27% of breast cancer patients had first 
pregnancy before 20 years old, while 56.36% 
were at 20 or older. However, 36.66% of the 
BBD patients had first pregnancy before 20 and 
46.66% had it at or after 20. About 55% of our 
patients had their first pregnancy at age 20 or 
older.  
Patients and age at diagnosis 

Menopausal age used as a point for this risk 
factor. 65.46% of the breast cancer patients was 
diagnosed premenopausal, while it was higher in 
BBD patients which were 80%. Therefore, 
34.54% of the BC patients were diagnosed 
postmenopausal, whereas for BBD patients were 
20% as shown in (fig. 5). 
Relation between BC and oral contraceptive 
pills 

In this study, using of oral contraceptive pills 
(OCP) was a good risk factor for breast cancer. 
78.18% of BC patients were using the OCP, 
while 21.82% did not used it. About the BBD 

patients the data showed that about 33.3% used 
OCP, and 66.7% neglected the OCP (fig. 6).  
Patients and hormone replacement therapy  

In fig: 7 (16.36%) breast cancer patients were 
taking HRT and 83.64% were not taking HRT, 
while for the BBD patients 8.3% were taking 
HRT and 91.7% were not taking HRT 
Relation of BC to having family history 

The higher number recorded for this risk 
factor in both BC and BBD patients were from 
patients who had no family history (55%, 75%) 
respectively. 29% and 8.33% of the patients had 
first degree family history relation for both BC 
and BBD patients respectively. In BC 9% had 
second degree, while 16.66% of BBD patients 
had second degree, regarding the third degree 
7% of BC was found, while there was no record 
about third degree for BBD patients, (fig. 8).  
Distribution of patients according to type and 
stage of disease 

Breast cancer patients were 100% had 
invasive ductal carcinoma, first stage showed 
zero percentage, while in the second, third and 
fourth stages, the percentages were 25, 30, and 
30% respectively, and 15% of them had 
unknown stage of BC. About the BBD patients 
35% had unknown type of the disease, 30% had 
lipoma, 15% had fibroadenoma, 5% had fat 
necrosis, 10% had fibrosis, and 5% had duct 
ectasia shown in (fig. 9 and 10).  
Body mass index and breast cancer 

Body mass index is an important risk factor 
for BC. There were 40.45% of the BC patients 
had BMI≥ 30 which were obese females, while 
40.63% of them had BMI (25- 29.9), 15.54% of 
the patients had BMI=18.5- 24.9, and only 
3.63% of them had BMI< 18.5. In BBD patients 
33.33% had obesity (BMI≥ 30), 45% of the 
examined patients had over weighted BMI (25- 
29.9), only 21.66% had BMI=18.5-24.9, and no 
patient has BMI< 18. While 80.78% of patients 
had BMI more than 25, which was considered as 
overweight and obese women as shown in (fig. 
11). 
Marital status of the patients  

Fig: 12 showed 9% and 11.66% of breast 
cancer and BBD patients were single 
respectively, 78.18% and 76.66% of BC and 
BBD patients were married respectively, while 
12.72% and 11.66% of BC and BBD patients 
were widowed respectively. Our results showed 
about 7.5% of patients were single, while all of 
the remaining was married. 
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Discussion 

Age groups of the patients 
Our study was in agreement with Montazeri 

et al. (2003) and Rennert (2009) which showed 
that the Iraqi BC patients had an age distribution 
that was nearly the same as that seen in Iran, 
Egypt and Jordan. In Sulaimanyiah- Iraq also 
agreed with our findings they found that 
currently diagnosed at advanced clinical stages 
with 60% of patients being under 50 years of age 
(Majid et al., 2010). In contrary with our study, 
in the United States, more than three- fourth of 
all breast cancers occurred in women aged 50 or 
older (Palmer et al., 2003). The greatest risk of 
BC occurs with increasing age, with incidence 
doubling every 10 years until menopause 
(McPherson et al., 2000). This increasing risk 
may be indicative of the lifetime accumulation 
of exposures to those risk factors, as well as 
genetic events throughout the lifetime (Alwan, 
2010). 
Patients and age at menarche  

A woman who began menstruating before 12 
years old has a 10- 20% increased risk of BC 
compared to one whose menstruation started 
when she was older than 14 years of age (Berkey 
et al., 1999). In addition, women who experience 
a delayed natural menopause (after the age of 
55) are twice as likely to develop BC compared 
to women who experience menopause before the 
age of 45 (McPherson et al., 2000) which is in 
agreement with our study. Older age at 
menarche typically is reported to be associated 
with reduced BC risk, while older age at 
menopause is associated with increased risk. 
These relationships are believed to be mediated 
through estrogen production (Henderson et al., 
1996). 
Regularity of menstruation and patients  

This study showed only one-fourth of the BC 
patients had irregular menstruation to the extent 
that irregular menstrual cycles reflect an 
ovulatory cycles, our findings support the 
hypothesis that the cumulative number of regular 
ovulatory cycles increases BC risk (den 
Tonkelaar and de Waard, 1996). Rockhill et al. 
(1996) found little support for the hypothesis 
that a longer time until onset of regular 
menstrual cycling was associated with reduced 
risk of BC, which is in contrast with our study. 
Parazzini et al. (1993) reported an increased risk 
among women who had menstrual cycles lasting 
31 days or longer, but those women whose cycle 

was too irregular to estimate were at reduced 
risk. 
Age at first pregnancy of the patients 

Other reproductive events have also shown a 
linear association with risk for BC, specifically, 
women who gave birth for the first time before 
age 18 experience one- third the risk of women 
who have carried their first full- term pregnancy 
after age 20 (Yoo et al., 2002). Women who 
have their first full- term pregnancy at a 
relatively early age have a lower risk of BC than 
those who never have children or those who 
have their first child relatively late in life 
(Wohlfahrt and Melbye, 2001). There is also 
consistent evidence that first pregnancy 
completed before age 30- 35 lowers risk of BC 
and that first full- term pregnancy after age 30- 
35 raises risk (Helmrich et al., 1983). It has been 
observed that five to seven years after 
pregnancy, women, especially older women are 
at increased risk of BC. This increase in risk is 
thought to be attributable to the increase in 
gestational hormone levels that occur during the 
first pregnancy (Bernstein, 2002 and Dumitrescu 
and Cotarla, 2005). 
Patients and age at diagnosis 

A 2- to 4- fold higher risk was found for 
women who experienced menopause after 50 
years of age; meanwhile, the time from 
menarche to menopause is an interesting factor 
in considering its relation to the mechanism of 
breast carcinogenesis (Suh et al., 1996). Women 
who have menopause after the age of 55 years 
are twice as likely to develop BC as women who 
experience the menopause before the age of 45 
years (Khalid et al., 2009). Furthermore, the 
increased cumulative exposure from the 
combined effect of early menarche and late 
menopause has been associated with elevated 
risk (Lipworth, 1995). 
Relation between BC and oral contraceptive 
pills 

Other study attempting to link oral 
contraceptives with increased BC have been 
inconclusive (Marchbanks et al., 2002). A case 
control study was done in Basrah in 2005 found 
that there was no association between the use of 
OCP and development of BC (Dahooz and 
Hawaz, 2005). Some studies suggest that past 
use of OCP may increase risk of BC in 
postmenopausal women, especially in those with 
a long history (more than 10 years) of OCP use 
(Van Hoften et al., 2000). The association of 
OCP use with BC is related to the duration, 
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dosage, pattern of usage, type of OCP and the 
age of first use (McPherson et al., 2000). 
Patients and hormone replacement therapy  

Use of estrogen replacement therapy is 
another factor associated with increased 
hormone levels and it has been found to confer a 
modest (less than two-fold), elevation in risk 
when used for 10-15 years or longer (Kelsey, 
1993). The long- term (more than five years) use 
of postmenopausal estrogen therapy (ERT) or 
combined estrogen/ progestin hormone 
replacement therapy (HRT) may be associated 
with an increase in BC risk (Downing et al., 
2007). 
Relation of BC to having family history 

Similar to our findings, others found most 
women who get BC (approximately 80 percent) 
have no such family history of the disease 
(Porch et al., 2002). There was an increased risk 
of BC among Kurdish patients who had a 
positive family history compared to case 
controls. 
Distribution of patients according to type and 
stage of disease 

According to the WHO classification (World 
health organization, 2008), the most common 
histological type determined microscopically 
was invasive ductal carcinoma. According to the 
AJCC system, the frequencies were 7.6%, 
45.1%, 31.5% and 15.7% for stages I, II, III and 
IV respectively (Alwan, 2010). For patients with 
a designated stage, there was no significant 
relationship between tumor stage and age nor 
was the relationship significant when patients 
whose stage was unknown were included (Majid 
et al., 2010). 
Body mass index and breast cancer 

Some studies agreed with our results which 
they had shown that a high BMI was positively 
related with BC (Helmrich et al., 1983).  A study 
done in Basrah in 2005 showed significant 
association between increase body mass index 
and risk of BC (Dahooz and Hawaz, 2005). 
Obesity is another known risk factor for BC 
Obese women have an increased risk for 
postmenopausal but not premenopausal BC. The 
association between obesity and BC risk has 
been proposed to be largely due to increased 
estrogenic activity in overweight women. 
Increased body weight results in elevated 
circulating estrogens from peripheral 
aromatization of androgensin adipose tissue. 
Breasts, which are estrogen- sensitive tissues, 
are therefore exposed to more estrogen 
stimulation in obese women, leading to an 

increased risk for BC (Kelsey, 1993 and 
McTiernan, 1997). 
Marital status of the patients  

Study by Ibarluzea et al. (2004) agreed with 
our results which documented that BC is 
common in married females. Other study also 
found higher ratio of BC among married females 
(Montazeri et al., 2003), while Pharoah et al. 
(1997) was disagree with our results which 
showed that never married women were at 
higher risk for BC which may be due to 
exposure of married women to many hormonal 
changes like parity, and this factor showed to be 
protective factors against breast cancer. 
Conclusions: 

 Age group (38- 47) was the most susceptible 
group for breast cancer. 
 In breast cancer patients, some risk factors 
like (regularity of menstruation, age at diagnosis, 
BMI, age at first pregnancy, OCP and family 
history) were more prevalent than BBD. 
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Figure (1): Age groups of the patients. 
 

 

Figure (2): Patients and age at menarche. 
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Figure (3): Regularity of menstruation and patients. 

 

Figure (4): Age at first pregnancy of the patients.  
 

 

Figure (5): Patients and age at diagnosis. 
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Figure (6): Distribution of patients according to using OCP. 
 

 

Figure (7): Patients and hormone replacement therapy. 
 

 

Figure (8): Percentage of patients according to family history relationship. 
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Figure (9): Percentage of stages of the infiltrative ductal carcinoma. 
 

 

Figure (10): The percentage of types of BBDs. 
 

 

Figure (11): Patients and body mass index. 
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Figure (12): Percentage of the patients according to the marital status 
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