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Abstract
Objective: Antiestrogens reduce the risk of estrogen
) breast
receptor – positive (ER+) but not ER-negative (ER
cancer. Women at high risk of ER+ cancer would be the
most likely to benefit from these treatments, but the best
approach to predicting ER+ cancer is uncertain.
Methods: We prospectively assessed putative risk factors for
breast cancer and archived serum at 190°C from a communitybased cohort of 7,676 women ages z65 years who had no history
of breast cancer. Follow-up for breast cancer over 10.5 years was
99% complete. Using a case-cohort design, we measured baseline levels of estradiol and testosterone in 196 cases
of invasive ER+ cancer and 378 randomly selected controls.
Results: Women whose testosterone level in highest two
quintiles had a 4-fold increased risk of ER+ breast cancer
(P < 0.0001). High estradiol concentration also indicated an

increased risk but was not a significant predictor after
adjustment for testosterone. Women with >16 years of
education had a 2.1 times increased risk (P = 0.03) of ER+
cancer, but no other risk factors were significantly related to
an increased risk of ER+ cancer. Women with a family history
 cancer
of breast cancer had a 2.9-fold increased risk of ER
(P = 0.002) but no increased risk of ER+ cancer (relative
hazard = 1.2, 0.8-1.8).
Conclusions: High serum testosterone and advanced education predicted ER+ breast cancer. If confirmed, high testosterone level may be more accurate than family history of breast
cancer and other conventional risk factors for identifying
older women who are most likely to benefit from antiestrogen
chemoprevention. (Cancer Epidemiol Biomarkers Prev
2005;14(5):1047 – 51)

Introduction
Antiestrogens, such as tamoxifen, raloxifene, and aromatase
inhibitors, reduce the risk of estrogen receptor – positive (ER+)
but not ER-negative (ER) breast cancer (1-4). Current risk
factor models, such as the Gail model, were designed to
estimate the risk of all breast cancer, regardless of receptor
status (5). However, risk factors for breast cancer seems to
differ by the receptor status of the cancer (6-10).
Among postmenopausal women, endogenous levels of
estradiol and testosterone correlate with overall risk of breast
cancer (11-13). However, the relationship between sex hormone concentrations and risk of ER+ breast cancer has not
been studied. Furthermore, there has been no prospective
study comparing risk factors and sex hormone levels for
prediction of breast cancer.
We hypothesized that serum concentrations of estradiol and
testosterone would be stronger predictors of ER+ breast cancer
than would be risk factors, such as family history of breast
cancer. We tested these hypotheses in a large cohort of older
postmenopausal women that had been prospectively studied
for over 10 years.
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Materials and Methods
The Study of Osteoporotic Fractures is a prospective cohort of
women ages z65 years who were recruited in 1986 to 1987
from four communities in the United States. We did not select
women based on risk of breast cancer; only women with
bilateral hip replacements or inability to walk independently
were excluded. Details about Study of Osteoporotic Fractures
have been described elsewhere (11). At the baseline examination in 1986 to 1987, we asked women about their reproductive
history, years of education, history of estrogen replacement
therapy, history of breast cancer in mothers and sisters, and
other potential risk factors for breast cancer (Table 1). Weight
(in lightweight clothing without shoes), was measured on a
balance beam scale. We report weight instead of body mass
index because after age 65, loss of height due to osteoporosis
may bias the relationship between body mass index and
estrogen-related conditions. Bone mineral density of the distal
radius was measured by single photon absorptiometry and
bone mineral density of the spine and hip was measured by
dual X-ray absorptiometry (Hologic QDR 1000). Serum
samples were banked at 190jC. Appropriate consent was
obtained from all participants.
Ascertainment and Validation of Breast Cancer and ER
Status. Participants were asked annually whether they had a
diagnosis of breast cancer since the previous contact. When
participants died, we searched death certificates and hospital
discharge summaries for the diagnosis of breast cancer. We
obtained pathology reports, medical records for all cases and
pathology slides, as necessary, to confirm the diagnosis.
Classification of ER receptor type was based on pathology
reports. One pathologist (B.M.L.) oversaw the process and
reviewed and adjudicated all uncertain cases.
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Table 1. Baseline characteristics of the 7,676 subjects
Characteristic

P

Mean (SD)

Age (y)
Education (y)
Weight (kg)
Age at menarche (y)
Age at last natural menses (y)
Years of reproductive life (y)
Age at first childbirth (y)
No. live births
No. children breast-fed
Underwent surgical menopause (%)
Past use of estrogen therapy (%)
Family history of breast cancerc (%)
Current smoker (%)
Alcoholic drinks per week
Physical activity (total weekly kcal in past year)
Takes walks for exercise (%)
Distal radius BMD (g/cm2)
Lumbar spine BMD (g/cm2)
Total hip BMD (g/cm2)

Invasive ER+ breast cancer (n = 208)

No breast cancer (n = 7,468)

70.3
12.9
70.9
12.9
47.7
34.7
25.4
2.8
1.6
11.4
35.0
16.2
11.1
2.4
1,711
47.6
0.38
0.88
0.79

71.9
12.4
67.3
13.1
47.0
34.0
25.3
2.7
1.6
9.8
31.8
14.5
10.0
1.9
1,552
49.1
0.35
0.84
0.75

(4.3)
(2.7)
(12.8)
(1.5)
(5.8)
(6.1)
(5.2)
(1.7)
(1.6)

(4.8)
(1,792)
(0.08)
(0.15)
(0.12)

(5.4)
(2.8)
(12.6)
(1.5)
(6.3)
(6.5)
(4.9)
(1.6)
(1.6)

(4.1)
(1,627)
(0.08)
(0.16)
(0.13)

<0.001*
0.01*
<0.001*
0.22
0.13
0.16
0.74
0.61
0.60
0.46
0.33
0.51
0.62
0.07
0.17
0.66
<0.001*
0.01*
<0.001*

Abbreviation: BMD, bone mineral density.
*Significant difference at P < 0.05 using two-sided t test.
cHaving a mother or sister with breast cancer.

Measurement of Sex Hormones. Because estrogen therapy
alters sex hormone levels and risk of breast cancer, we
excluded women taking estrogen from the study; 196 (94%)
of the 208 cases of ER+ invasive breast cancer had blood for
measurement of sex hormones. We randomly selected 378
controls who did not develop breast cancer and had blood for
sex hormone measurement. The cases included all subjects
from our original report. Of 97 cases of breast cancer in that
report, 62 were ER+ invasive breast cancer. Four additional
cases of ER+ breast cancer developed among the original
controls, for a total of 66. The current study added 130 new
cases of ER+ breast cancer that were validated up to 2000.
As described previously, serum specimens were collected
from all participants at a baseline examination in 1986 to 1988
(11). Specimens were immediately frozen to 20jC for up to
2 weeks and stored in liquid nitrogen at 190jC until assays
were done.
For that first report, total estradiol, total testosterone, and
sex hormone binding globulin (SHBG) were measured by
Coming Nichols Institute (San Juan Capistrano, CA). For the
additional cases, Endocrine Sciences Esoterix (Calabassas
Hills, CA) measured total estradiol, total testosterone, and
SHBG concentrations. In both laboratories, total estradiol was
measured by liquid-liquid organic extraction, column chromatography, and RIA. Intra-assay and interassay coefficients of
variation ranged from 6% t 14% and 5% to 13% at Coming
Nichols and from 3% to 19% and 8% to 15%, respectively at
Endocrine Sciences Esoterix. The sensitivity of the assay was
2 pg/mL for both laboratories.
In both laboratories, total testosterone was measured using
RIA with chromatographic purification. Intra-assay and interassay coefficients of variation ranged from 4% to 12% and
9% to 11% for the assays done by Coming Nichols and from
3% to 13% and 9% to 14%, respectively for assays done by
Endocrine Sciences Esoterix. The sensitivity of the assay was
approximately 0.9 ng/d for Coming Nichols and 3 ng/d for
Endocrine Sciences Esoterix. All assays were blinded to case or
control status.
We used baseline specimens from 30 participants to compare the measurements of sex hormones between the laboratories. Coming Nichols made measurements in 1996 and
separate aliquots of baseline samples were split and measured
blindly by both laboratories in 2000. The correlations between
measurements in baseline samples made by Coming Nichols

in 1996 and 2000 were 0.85 for total estradiol and 0.97 for total
testosterone. The correlations between measurements made in
2000 by Coming Nichols and Endocrine Science Esoterix were
0.92 for total estradiol and 0.97 for total testosterone. The
mean values were also similar for total estradiol and total
testosterone. Thus, results of the assays were combined, but
all analyses were also adjusted for laboratory.
Results were similar for estradiol and the estradiol/SHBG
ratio and for testosterone and the testosterone/SHBG ratio. For
simplicity, we present the findings for total estradiol and total
testosterone.
Statistical Analysis. We used the whole cohort (n = 7,676),
including all 208 cases of invasive ER+ breast cancer, to
analyze potential risk factors ER+ breast cancer using
proportional hazards models and reported with 95% confidence intervals (95% CI; ref. 14). We included significant
(P < 0.05) age-adjusted associations in multivariate models.
All analyses were done using SAS software (SAS Institute,
Inc., Cary, NC).
All analyses involving sex hormone levels included 196
cases of ER+ breast cancer and a random sample of 378
controls that had blood available for these assays (including all
of the controls from our previous report who had not
developed breast cancer in the interim). The relative hazard
for breast cancer was calculated (using the lowest quintile as
the reference group) across quintiles of sex steroid hormone
levels by using a modification of the proportional hazards
model that accounts for the case-cohort sampling design
(STATA, Stata Co., College Station, TX). Cut points for
quintiles were based on the distribution of hormone levels
within the random subset of the cohort.
Because of the small number of cases of ER breast cancer,
our analyses had power to detect only very strong relationships, such as the association between family history and risk
of breast cancer.

Results
We validated 272 cases of invasive breast cancer during
10.5 years of 99% complete follow-up (3.4 per 1,000 per year).
At the baseline examination, the mean age of participants was
over 70 years and 99% of the cohort was Caucasian (Table 1).
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25.5 (94%) had blood for hormone measurements and of these,
196 were ER+, 25 were ER, and ER status was not determined
for 34.
Risk Factors. In analyses of the whole cohort, the risk of ER+
breast cancer was significantly increased in women who
had >16 years of education (relative hazard, 1.7; 95% CI, 1.12.5; P = 0.01), increased body weight (relative hazard, 1.2 per
10 kg; 95% CI, 1.1-1.3; P < 0.001), and bone density (relative
hazard, 1.3 per SD increase in distal radius bone mineral
density; 95% CI, 1.1-1.5; P < 0.001; Table 2). There were no
significant associations between other risk factors and risk of
ER+ breast cancer (Table 2). Specifically, family history of
breast cancer in a first-degree relative was not significantly
associated with an increased risk of ER+ breast cancer (relative
hazard, 1.2; 95% CI, 0.8-1.8). In contrast, subjects with a family
history had a significantly increased risk of ER breast cancer
(relative hazard, 2.9; 95% CI, 1.1-7.8; P = 0.03; P = 0.09 for the
interaction between ER status and family history).
Sex Hormones, Risk Factors, and ER+ Breast Cancer. In
analyses of the cases and controls, levels of testosterone and
levels of estradiol were associated with an increased risk of
ER+ breast cancer (Table 3). In age-adjusted models, women
whose testosterone level was in the highest quintiles (>1,074
and 728-1,074 pmol/L, respectively) had a 5.1-fold (2.5-10.3;
P < 0.001) and 3.8-fold (1.9-7.8) greater risk of ER+ breast
cancer than did women in the lowest quintile (<381 pmol/L).
Women in the highest quintile of testosterone had a 2.0% (1.42.6) 5-year risk of invasive ER+ breast cancer.
In age-adjusted models, women whose estradiol level was in
the highest quintile (>32 pmol/L) had a 2.9-fold greater risk of
ER+ breast cancer than women in the lowest quintile (<14
pmol/L). Serum concentrations of estradiol and testosterone
were correlated at r = 0.4. In models that included both
testosterone and estradiol, only testosterone level remained
significantly related to the risk of ER+ breast cancer (Table 3).
In models that included risk factors and hormone measurements, only testosterone level and advanced education
remained significantly associated with risk of ER+ breast
cancer (Table 3). The combination of a testosterone in the top
two quintiles and at least 16 years of education indicated a
2.8% (1.2-4.4%) 5-year risk of ER+ breast cancer. In contrast,
those with a testosterone in the lowest quintile and <16 years
of education had a 0.5% (0.2-0.7%) 5-year risk.
Table 2. Age-adjusted associations of risk factors with ER+
invasive breast cancer in the whole cohort
Variable (comparison)

Relative risk (95 % CI)

No. cases*
Education > 16 y (V16 y)
Weight (per 10 kg)
Distal radius BMDc
Family history of breast cancerb
Current smoker (noncurrent)
Surgical menopause (natural)
Takes walks for exercise (none)
Alcoholic drinks/wk (per four drinks)
Exercise (kcal/wk; per 1,631 kcal)
Age at last natural menses (per 6.3 y)
Age at menarche (per 1.5 y)
Years of reproductive life (per 6.5 y)
Age at first child born (per 5 y)
Births (per 1.6 live births)
Children breast-fed (per 1.6 children)

196
1.7 (1.1-2.5)
1.2 (1.1-1.3)
1.3 (1.1-1.5)
1.2 (0.8-1.8)
1.1 (0.7-1.7)
1.2 (0.8-1.9)
0.8 (0.6-1.1)
1.1 (1.0-1.3)
1.0 (0.9-1.2)
1.1 (0.9-1.3)
0.9 (0.8-1.1)
1.1 (0.9-1.3)
1.0 (0.9-1.2)
1.0 (0.8-1.1)
1.0 (0.9-1.2)

Abbreviation: BMD, bone mineral density.
*The number of cases in the whole cohort (208) is greater than in the case-cohort
analyses because 12 participants did not have sufficient blood for analyses of sex
hormone levels in the case-cohort study.
cPer SD increase in BMD.
bAt least one sister or mother with breast cancer.

Discussion
In this large cohort, women who had a high serum testosterone
level had a substantially increased risk of ER+ breast cancer.
Women with a testosterone concentration in the highest
quintile had a 2.0% 5-year risk of invasive ER+ breast cancer.
This is higher than the 1.7% risk of all types of breast cancer
combined that has been used to identify ‘‘high-risk’’ women
for consideration of treatment with tamoxifen (15, 16). When
the testosterone concentration was known, no other risk factor,
except education, was significantly related to the risk of ER+
breast cancer. Estradiol level was also correlated with risk of
ER+ breast cancer but this relationship was not statistically
significant after adjustment for testosterone concentration.
A pooling of prospective studies found that both total
estradiol and testosterone were independently associated with
an increased overall risk of breast cancer (13). A smaller recent
study found that the relationship between testosterone and
overall risk of breast cancer was no longer statistically significant after adjustment for estrone levels (17). However, no
prospective study has reported the relationship between sex
hormones and risk of ER+ cancer and none has compared the
value of sex hormone levels with risk factors for breast cancer.
Testosterone is converted to estradiol by aromatase, which is
present in breast and other tissues (17). Thus, serum concentrations of testosterone could reflect the availability of this
precursor in breast tissue. In contrast, circulating estradiol
results from production of estradiol by a variety of tissues and
the rate of estradiol metabolism. One small study (18) observed
a modest (r = 0.3-0.4) correlation between blood and tumor
levels of estradiol or testosterone, whereas a second observed a
very high correlation (r = 0.81) between testosterone levels
in the tumors and blood of postmenopausal women (19). In
contrast, one study found little or no significant correlation
between estradiol levels in the serum and breast duct fluid
(20). Testosterone levels are higher than estradiol levels and
easier to measure reproducibly in blood and this could also
contribute to a stronger association between testosterone than
estradiol level and risk of ER+ breast cancer.
We previously found that postmenopausal women with
high concentrations of estradiol had greater reductions in risk
of breast cancer with raloxifene than did women with very low
concentrations, but that study did not include measurements
of testosterone (21). The present study suggests that measurement of testosterone might also be useful for predicting the
magnitude of a woman’s response to treatments, such as
aromatase inhibitors and selective ER modulators that reduce
the risk of ER+ breast cancer. Testosterone levels should not
yet be used to predict a patient’s degree of response to
tamoxifen until this possibility has been tested breast cancer
chemoprevention trials.
We confirmed the increased risk of breast cancer that has
been observed among women in the United States with higher
education and higher socioeconomic status, (22, 23) although
this has not been found consistently in Europe (14, 24, 25). The
reason for this association is not known, although it is possible
that highly educated women may be more likely to undergo
mammography. We were not able to explore this possibility
because we did not assess the rate of mammography in this
cohort. Highly educated women may also have a later age at
first pregnancy, higher rates of nulliparity, and more use of
hormone replacement therapy than other women (26, 27);
however, none of these factors explained the association
between education and risk of ER+ breast cancer we observed.
We considered whether women with higher levels of education have higher endogenous levels of sex hormones; however,
there were no significant differences in estradiol or testosterone by levels of education in our cohort (data not shown).
Several (6, 8) but not all studies have found that family
history of breast cancer is more strongly related to the risk of
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Table 3. Serum sex hormone concentrations and other risk factors for ER+ breast cancer in the nested case-cohort study
Factor

Adjusted*

Age-adjusted
Relative risk (95% CI)

Weight (per 10 kg)
Education (>16 y)
Distal radius BMDc
Testosteroneb
Quintile 1 (reference)
Quintile 2
Quintile 3
Quintile 4
Quintile 5
Estradiolx
Quintile 1 (reference)
Quintile 2
Quintile 3
Quintile 4
Quintile 5

1.2 (1.1-1.3)
1.5 (1.0-2.2)
1.2 (1.1-1.4)

P

Relative risk (95% CI)
0.002
0.05
0.003

1.1 (0.9-1.4)
2.1 (1.1-4.2)
1.2 (0.9-1.5)

P
0.26
0.03
0.20

1.0
2.6
2.1
3.8
5.1

(1.2-5.4)
(1.0-4.4)
(1.9-7.8)
(2.5-10.3)

0.01
0.06
4.001
<0.001

1.0
2.4
2.2
4.0
3.8

(1.1-5.5)
(0.9-5.0)
(1.8-8.6)
(1.7-8.4)

0.03
0.07
<0.001
0.001

1.0
0.8
1.4
1.8
2.9

(0.4-1.8)
(0.8-2.5)
(0.9-3.5)
(1.6-5.1)

0.63
0.30
0.08
<0.001

1.0
0.7
1.2
1.3
1.8

(0.3-1.7)
(0.6-2.2)
(0.6-2.8)
(0.9-3.6)

0.44
0.66
0.45
0.11

Abbreviation: BMD, bone mineral density.
*Adjusted for weight, education, radius BMD, testosterone, and estradiol. P trend for estradiol = 0.06 and P trend for testosterone < 0.001.
cPer SD increase.
bQuintiles for testosterone (pmol/L): 1st, <381; 2nd, 381-553; 3rd, 554-727; 4th, 728-1074; 5th, >1,074.
xQuintiles for estradiol (pmol/L): 1st, <14; 2nd, 14-17; 3rd, 18-24; 4th, 25-32; 5th, >32.

ER than ER+ cancer. Our study supports the view that a
family history of breast cancer is more strongly related to the
risk of ER than ER+ breast cancer. Because all women in
our study were ages z65 years, our result suggests that
hereditary influences on the risk of ER breast cancer
continue late into life. Current risk factor models, such as
the Gail Model, are based, at least in part, on family history
of breast cancer to assess risk. However, our study suggests
that family history is not a significant risk factor for ER+
cancer and therefore would not be a reliable way to identify
women who would benefit most from SERMS or aromatase
inhibitors that only reduce the risk of ER+ breast cancer (1-3).
Conventional reproductive risk factors for breast cancer,
such as parity and age at menarche, were not significantly
related to ER+ breast cancer in this cohort of elderly women.
However, large meta-analyses have reported significant
associations between alcohol use, parity, breast-feeding, and
decreases in overall risk of breast cancer (28-30). Our study
may have had too few cases to detect the modest associations
observed in these larger analyses. It is also possible that these
risk factors are not as strong or as accurately remembered in
elderly women.
Case-control studies have usually reported associations
between body mass index and risk of ER+ breast cancer and,
variably, associations with a few reproductive factors, such as
nulliparity and early menarche (28, 29). But these retrospective
studies combined ER+ and ER cancer and also often
combined premenopausal and postmenopausal cases. No
prospective study has compared the predictive value of
multiple potential risk factors and measurements of sex
hormones for ER+ breast cancer.
Increased weight and bone density have been associated
with an increased risk of breast cancer in postmenopausal
women (31-33). We also found significant associations with
ER+ breast cancer. However, adjustment for sex hormones
attenuated the relationship between weight or bone density
and risk of ER+ breast cancer, suggesting that increased weight
and bone density are associated with an increased risk of
breast cancer at least partly due to their correlations with
estradiol levels.
We previously reported that several hormones, including
androstenedione, DHBA, and estrone were related to risk of
breast cancer; however, only estradiol and testosterone
remained statistically significantly related to risk of breast
cancer. Therefore, in this analysis, we limited expansion of sex

hormone levels to estradiol and testosterone. The previous
report did not differentiate ER+ from ER breast cancer. The
associations of estradiol and testosterone with overall breast
cancer were similar in this and the previous report.
With an average of 10 years of follow-up after blood was
drawn, this study indicates that testosterone and estradiol
levels predict a woman’s risk of ER+ breast cancer well into the
future. The predictive value of these levels may be even
stronger for cancer that develops within a few years of
measurement. Other strengths of the study include its
prospective design and very complete follow-up of participants. Nevertheless, it has several limitations. The participants
were Caucasians ages z65 years and the results may not apply
to non-Whites and younger postmenopausal women. However, about half of breast cancer, however, occurs in women ages
z65 years (34). We might have underestimated the predictive
value of a few risk factors that require distant recall of events,
such as age at menamhe. We did not ask about breast biopsies
and so we were unable to calculate a Gail risk score. We made
only one baseline measurement of sex hormones, but the
correlation between single measurements 2 years apart have
moderately high correlations for testosterone (r = 0.9) and
estradiol (r = 0.7; ref. 35). Thus, our single measurement may
have led us to underestimate the true association between
serum concentrations of estradiol and testosterone and risk of
breast cancer. We did not assess the effects of progesterone
receptor type because we had too few cases that were positive
for one but negative for the other type of receptor. We did not
collect data about a history of breast cancer in second degree
relatives so we cannot determine whether family history in
these relatives would be associated with the risk of ER+ breast
cancer. Finally, this study had too few cases of ER breast
cancer to meaningfully assess the potential relationship
between sex hormone levels and risk of ER cancer.
We conclude that in older postmenopausal women, testosterone concentration and education but not family history or
conventional risk factors are strong predictors of risk of ER+
breast cancer. If confirmed, our results suggest that measuring
testosterone may be useful for identifying older women who
would benefit most from chemoprevention that reduces the
risk of ER+ breast cancer.

Acknowledgments
We thank Jennifer Kelsey, Stephen B. Hulley, Doug Bauer, and
Deborah Grady for reviewing drafts of the article. Note added in Proof:

Cancer Epidemiol Biomarkers Prev 2005;14(5). May 2005

Downloaded from cebp.aacrjournals.org on January 27, 2021. © 2005 American Association for Cancer
Research.

Cancer Epidemiology, Biomarkers & Prevention 1051
Since the acceptance of this article, Misser et al. published findings
from the Nurse’s Health Study, showing that estradiol, testosterone,
androstenedione, and DHEAS were stronger predictors of ER+ than
ER breast cancer. [S.A Misser et al. Endogeneous estrogen, androgen,
and progesterone concentrations and breast cancer risk among post
menopausal women. JNCI 2004;96:1856-65.]

References
1.
2.
3.

4.

5.
6.

7.
8.
9.
10.
11.

12.
13.
14.
15.

Cusik JPT, Veronesi U, Forbes J, Edwards R, Ashley S. Overview of the
main outcomes in breast cancer prevention. Lancet 2003;361:296 – 300.
Fisher B, Costantino JP, Wickerham DL, et al. Tamoxifen for prevention of
breast cancer: report of the National Surgical Adjuvant Breast and Bowel
Project P-1 Study. J Natl Cancer Inst 1998;90:1371 – 88.
Cummings SR, Eckert S, Krueger KA, et al. The effect of raloxifene on
risk of breast cancer in postmenopausal women: results from the MORE
randomized trial. Multiple Outcomes of Raloxifene Evaluation. JAMA
1999;281:2189 – 97.
Group AT. Anastrazole alone or in combination with tamoxifen versus
tamoxifen alone for adjuvant treatment of postmenopausal women with
early breast cancer: first results of the ATAC randomized trial. Lancet
2002;359:2131 – 9.
Gail MH, Brinton LA, Byar DP, et al. Projecting individualized probabilities
of developing breast cancer for White females who are being examined
annually. J Natl Cancer Inst 1989;81:1879 – 86.
Potter JD, Cerhan JR, Sellers TA, et al. Progesterone and estrogen receptors
and mammary neoplasia in the Iowa Women’s Health Study: how many
kinds of breast cancer are there? Cancer Epidemiol Biomarkers Prev
1995;4:319 – 26.
Tutera AM, Sellers TA, Potter JD, Drinkard CR, Wiesner GL, Folsom AR.
Association between family history of cancer and breast cancer defined by
estrogen and progesterone receptor status. Genet Epidemiol 1996;13:207 – 21.
Huang WY, Newman B, Millikan RC, Schell MJ, Hulka BS, Moorman PG.
Hormone-related factors and risk of breast cancer in relation to estrogen
receptor and progesterone receptor status. Am J Epidemiol 2000;151:703 – 14.
Cotterchio M, Kreiger N, Theis B, Sloan M, Bahl S. Hormonal factors and the
risk of breast cancer according to estrogen- and progesterone-receptor
subgroup. Cancer Epidemiol Biomarkers Prev 2003;12:1053 – 60.
Colditz GA, Rosner BA, Chen WY, Holmes MD, Hankinson SE. Risk factors
for breast cancer according to estrogen and progesterone receptor status.
J Natl Cancer Inst 2004;96:218 – 28.
Cauley JA, Lucas FL, Kuller LH, Stone K, Browner W, Cummings SR.
Elevated serum estradiol and testosterone concentrations are associated
with a high risk for breast cancer. Study of Osteoporotic Fractures Research
Group. Ann Intern Med 1999;130:270 – 7.
Hankinson SE, Willett WC, Manson JE, et al. Plasma sex steroid hormone
levels and risk of breast cancer in postmenopausal women. J Natl Cancer
Inst 1998;90:1292 – 9.
Key T, Appleby P, Barnes I, Reeves G. Endogenous sex hormones and breast
cancer in postmenopausal women: reanalysis of nine prospective studies.
J Natl Cancer Inst 2002;94:606 – 16.
Lunn M, McNeil D. Applying Cox regression to competing risks. Biometrics
1995;51:524 – 32.
Fisher B, Powles TJ, Pritchard KJ. Tamoxifen for the prevention of breast
cancer. Eur J Cancer 2000;36:142 – 50.

16. Smith TJ, Hillner BE. Tamoxifen should be cost-effective in reducing breast
cancer risk in high-risk women. J Clin Oncol 2000;18:284 – 6.
17. Zeleniuch-Jacquotte A, Shore RE, Koenig KL, et al. Postmenopausal levels of
oestrogen, androgen, and SHBG and breast cancer: long-term results of a
prospective study. Br J Cancer 2004;90:153 – 9.
18. Recchione C, Venturelli E, Manzari A, Cavalleri A, Martinetti A, Secreto G.
Testosterone, dihydrotestosterone and oestradiol levels in postmenopausal
breast cancer tissues. J Steroid Biochem Mol Biol 1995;52:541 – 6.
19. Mady EA, Ramadan EE, Ossman AA. Sex steroid hormones in serum and
tissue of benign and malignant breast tumor patients. Dis Markers 2000;16:
151 – 7.
20. Ernster VL, Wrensch MR, Petrakis NL, et al. Benign and malignant breast
disease: initial study results of serum and breast fluid analyses of
endogenous estrogens. J Natl Cancer Inst 1987;79:949 – 60.
21. Cummings SR, Duong T, Kenyon E, Cauley JA, Whitehead M, Krueger KA.
Serum estradiol level and risk of breast cancer during treatment with
raloxifene. JAMA 2002;287:216 – 20.
22. Carter CL, Jones DY, Schatzkin A, Brinton LA. A prospective study of
reproductive, familial and socioeconomic risk factors for breast cancer using
NHANES I data. Public Health Rep 1989;104:45 – 50.
23. Kelsey JL, Horn-Ross PL. Breast cancer: magnitude of the problem and
descriptive epidemiology. Epidemiol Rev 1993;15:7 – 16.
24. Van Loon AJ, Goldbohm RA, Van den Brandt PA. Socioeconomic status and
breast cancer incidence: a prospective cohort study. Int J Epidemiol 1994;23:
899 – 905.
25. Lund E, Jacobsen BK. Education and breast cancer mortality: experience
from a large Norwegian cohort study. Cancer Causes Control 1991;2:
235 – 8.
26. Heck KE, Pamuk ER. Explaining the relation between education and
postmenopausal breast cancer. Am J Epidemiol 1997;145:366 – 72.
27. Jacobsen BK, Lund E. Level of education, use of oral contraceptives and
reproductive factors: the Tromso Study. Int J Epidemiol 1990;19:967 – 70.
28. Smith-Warner SA, Spiegelman D, Yaun SS, et al. Alcohol and breast cancer
in women: a pooled analysis of cohort studies. JAMA 1998;279:535 – 40.
29. Cancer CGoHFiB. Breast cancer and breast feeding: collaborative reanalysis
of individual data from 47 epidemiologic studies in 30 countries, including
50,302 women with breast cancer and 96,973 women without disease. Lancet
2002;360:187 – 95.
30. Enger SM, Ross RK, Paganini-Hill A, Carpenter CL, Bernstein L. Body
size, physical activity, and breast cancer hormone receptor status: results
from two case-control studies. Cancer Epidemiol Biomarkers Prev
2000;9:681 – 7.
31. van den Brandt PA, Spiegelman D, Yaun SS, et al. Pooled analysis of
prospective cohort studies on height, weight, and breast cancer risk. Am J
Epidemiol 2000;152:514 – 27.
32. Cauley JA, Lucas FL, Kuller LH, Vogt MT, Browner WS, Cummings SR.
Bone mineral density and risk of breast cancer in older women: the study of
osteoporotic fractures. Study of Osteoporotic Fractures Research Croup.
JAMA 1996;276:1404 – 8.
33. Zhang Y, Kiel DP, Kreger BE, et al. Bone mass and the risk of breast cancer
among postmenopausal women. N Engl J Med 1997;336:611 – 7.
34. Parker SL, Tong T, Bolden S, Wingo PA. Cancer statistics, 1997. CA Cancer J
Clin 1997;47:5 – 27.
35. Hankinson SE, Manson JE, Spiegelman D, Willett WC, Longcope C,
Speizer FE. Reproducibility of plasma hormone levels in postmenopausal
women over a 2-3-year period. Cancer Epidemiol Biomarkers Prev
1995;4:649 – 54.

Cancer Epidemiol Biomarkers Prev 2005;14(5). May 2005

Downloaded from cebp.aacrjournals.org on January 27, 2021. © 2005 American Association for Cancer
Research.

Sex Hormones, Risk Factors, and Risk of Estrogen Receptor
−Positive Breast Cancer in Older Women: A Long-term
Prospective Study
Steven R. Cummings, Jennifer S. Lee, Li-Yung Lui, et al.
Cancer Epidemiol Biomarkers Prev 2005;14:1047-1051.

Updated version

Cited articles
Citing articles

E-mail alerts
Reprints and
Subscriptions
Permissions

Access the most recent version of this article at:
http://cebp.aacrjournals.org/content/14/5/1047

This article cites 33 articles, 5 of which you can access for free at:
http://cebp.aacrjournals.org/content/14/5/1047.full#ref-list-1
This article has been cited by 10 HighWire-hosted articles. Access the articles at:
http://cebp.aacrjournals.org/content/14/5/1047.full#related-urls

Sign up to receive free email-alerts related to this article or journal.
To order reprints of this article or to subscribe to the journal, contact the AACR Publications
Department at pubs@aacr.org.
To request permission to re-use all or part of this article, use this link
http://cebp.aacrjournals.org/content/14/5/1047.
Click on "Request Permissions" which will take you to the Copyright Clearance Center's
(CCC)
Rightslink site.

Downloaded from cebp.aacrjournals.org on January 27, 2021. © 2005 American Association for Cancer
Research.

