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Introduction

Breast cancer has been described from very
ancient times. However, given the changes
observed worldwide in demographic and epide-
miological patterns over several recent decades,
the appearance of cases of nontransmittable
diseases — linked with the aging of the popula-
tion and adherence to unhealthy lifestyles — has
produced an epidemic pattern in their incidence,
including breast cancer.

Breast cancer is at present the most fre-
quently found malignant tumor among women
throughout the world. It has also been described
as the first cause of death for this population
group, making it one of the diseases with the
greatest social and economic impact in our
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times. It represents a serious health problem
and one of the most complex challenges of
health systems.

The knowledge generated surrounding this
problem has been fundamental for offering
patients with breast cancer the best care possible.
Notwithstanding this, differences in survival
among different regions of the world continue to
be substantial. Thus, a narration of the epidemi-
ology of the disease addressed to the health per-
sonnel charged with the diagnosis, management,
and control of the disease will motivate us all to
continue working in the search for novel opportu-
nities for its prevention and early detection, a
strategy also useful in the control of diseases as
poignant as breast cancer.

The purpose of this chapter, in addition to
showing the tendencies in the appearance of cases
in the world and specifically in Mexico, is to
describe the conditions that have been associated
with the appearance of the disease, the transcen-
dence of an early diagnosis, and the characteris-
tics related with the survival of those afflicted
with the disease. In addition, the importance of
screening programs and the difficulties in carry-
ing these out in developing countries such as
Mexico will be described. Finally, we present a
recapitulation of present and future challenges in
health systems with the purpose of reducing the
morbimortality of this frequently occurring
neoplasm.
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World Panorama

According to the World Cancer Report 2000, the
incidence of cancer at any localization would
increase by 50 % by the year 2020, in which there
would be 15 million new cases. In 2000, malig-
nant tumors were the cause of 12 % of nearly 56
million deaths that were produced throughout the
world; in many countries, more than one-quarter
of these deaths were attributable to cancer. In that
same year, 5.3 million males and 4.7 million
females presented malignant tumors. Likewise,
there were 6.2 million cancer-related deaths.
This same report in 2008 informed 12.4 mil-
lion new cases of cancer, with 7.6 million deaths
worldwide. More than one-half of the cases and
60 % of deaths took place in developing coun-
tries, with the greatest incidence reported in
North America, Australia, and in Northern and
Western Europe (Fig. 2.1). The highest rates were
observed for breast cancer and prostate cancer,

followed by cancer of the lung, stomach, colon
and rectum, liver, and uterine cervix, being these
the most frequent cancers in the world [1].

Breast cancer is the most frequent malignant
tumor in women worldwide, with only 15-30 %
of cases corresponding to carcinomas in situ and
the remainder to infiltrating carcinomas. In addi-
tion, 90 % of carcinomas develop in the ductal
epithelium, and 10 % affect the lobular tissue of
the breast [2]. In 2008, it was estimated that 1.38
million new cases were diagnosed, which corre-
sponded to 23 % of all causes of cancer identified
in females and 10.9 % of all cancers at the gen-
eral level, that is, also considering the masculine
population.

The incidence rate of breast cancer is high in
developed countries, where more than one-half
of cases are concentrated, nearly 36,000 in Europe
(27.3 % of the cancers of women in this region)
and 230,000 in North America (31.3 %). Only in
Japan does breast cancer occupy third place after
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Fig. 2.2 Incidence rate and
standardized regional mortality
by age of breast cancer,
International Agency for
Research on Cancer (IARC),
2008 (Ferlay et al. [8])
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colorectal cancer and cancer of the stomach. The
highest age-standardized incidence rate is found
in North America, with an incidence of
99.4/100,000 inhabitants, together with some
other countries in South America such as Brazil
and Argentina, inaddition tothose of Northwestern
Europe and Australia. A moderate incidence has
been observed in Eastern Europe, South America,
Southern Africa, and Western Asia, but even so,
breast cancer in these regions continues to be the
most common cancer found among women, and
low rates have been described for the populations
of Asia and Africa, although recently an increase
has been reported in the number of cases in these
regions [3, 4].

The World Health Organization (WHO) has
described significant changes in the profile of this
epidemic; after having arisen in the most devel-
oped regions of the planet, it is now affecting in a
growing manner women in countries with lesser
resources [5]. From the year 2000, breast cancer
became the most frequent tumor among women
of low-income countries, places where cancer of
the uterine cervix had been the leader during the
past two decades.

With respect to mortality, breast cancer has
been situated in the fifth place as cause of death
among all neoplastic diseases, but in the first
place in feminine population worldwide (269,000
deaths, 12.7 % of the total) in developing as well
as in developed countries. Survival in patients
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with breast cancer has increased little by little in
developed countries, with reports of up to 89 %
for the USA [6], while developing countries
continue to show survival rates of <50 % [7]
(Fig. 2.2).

From 1990, differences in the incidence
and mortality of this disease among regions in
the entire world were glimpsed, suggesting an
important role for environmental factors in the
susceptibility for developing cancer for cer-
tain populations. The latter has been expressed
through some studies conducted in migrant popu-
lation in which the increase was clearly shown of
the risk for having cancer in populations originat-
ing in countries with low incidences, such as Italy
or Poland, when these have migrated at early
ages to countries with a high disease rate, such as
Australia [9, 10]. Similarly, on comparing risks
in the children of migrants, an increase has been
shown in the risk of presenting the disease in the
first, second, and third generations [11].

Given the regional differences, some authors
describe reproductive factors such as low parity,
late age at first pregnancy, obesity, and nutrition
as factors that are crucial for the appearance of
breast cancer [12]. It has been established that
contrasts in mortality rates among the different
regions are much less marked than those described
regarding incidence rates, which could be the
effect of efficient early detection programs in
fully developed countries.



N. Reynoso-Noveron and A. Mohar-Betancourt

Mexico

Number of cases (all ages)

MALE

Cervix uteri

Breast

Prostate

Stomach

Lung

Colon and rectum
Leukaemia
Non-Hodgkin lymphoma
Liver

Kidney etc.
Pancreas

Ovary etc.

Thyroid

Brain, nervous system
Bladder

Larynx

Corpus uteri

Testis

Oral cavity
Hodgkin lymphoma
Melanoma of skin
Oesophagus
Multiple myeloma
Other pharynx
Nasopharynx

FEMALE

[l Cases
[l Deaths

1500 1000

500

0 500
(tens)

1000 1500

GLOBOCAN 2002, IARC

Fig. 2.3 Number of cases and deaths due to cancer in Mexico according to gender, International Agency for Research

on Cancer (IARC), 2002 (Ferlay et al. [8])

National Panorama

In Mexico, the main neoplastic diseases that
affect the masculine population are cancer of the
prostate, lung, stomach, leukemias, and colorec-
tal cancer. In women, cancer of the breast, uterine
cervix, stomach, liver, and colorectal cancer cause
the greatest burden that the country sustains due
to this group of diseases [13] (Fig. 2.3).
According to the International Agency for
Research on Cancer (IARC), Mexico occupies
101st place in incidence and 135th place in breast
cancer-associated deaths of the 172 countries
with available epidemiological information.
Breast cancer in Mexico has occupied first place
in deaths since 2006 due to malignant neoplasms
in women, exceeding cervical cancer, which his-
torically occupied first place (Fig. 2.4). The age-
adjusted mortality rate reported in Mexico has

been important: from 5.9/100,000 in 1980 to
nearly nine million in the mid-1990s. For 2007, a
rate was notified of 16.5 deaths/100,000 women
aged 25 years and over. In 2008, the incidence of
breast cancer in Mexico was reported as 7.57
cases/100,000 women 15 years of age and over. In
Mexico, this disease is more important in the
northern and central states with lower rates in
southern states that although these are entities with
low socioeconomic levels, they also have breast
cancer among the main causes of mortality [14].

Similarly to the rest of the world, the num-
ber of cases and the mortality rate also rise with
age in Mexico. However, the appearance has
been reported of new cases at early ages, which
contrasts with those registered in the USA and
Europe, where the greatest incidence presents
in postmenopausal women aged 50 years or
more [15].
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Fig. 2.4 National cancer of 30
the uterine cervix- and
breast-cancer-related trends in
mortality rates, 1990-2010%*.
(Figure modified from
National Institute of Statistics
and Geography (INEGI)/
Ministry of Health (SSA))
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**Preliminary data Directorate General of Health Information (DGIS, Salud México) 2010

Risk Factors

While the causes and natural history of the dis-
ease have not been completely defined, it is rec-
ognized that age is the principal risk factor for the
development of neoplastic processes. Breast can-
cer is no exception, with the risk for women
>30 years of age ten times greater than that of
those aged <20 years, with a proportional increase
that reaches >90 times in women of >60 years of
age [16]. At the same time, the greatest frequency
of this disease has been described among women
of high socioeconomic status, those who reside in
urban zones, and among those who had never
been married.

Other data from epidemiological researches
describe the association of some genetic, biologi-
cal, and environmental factors as cofactors for
development of the disease. The prevalence and
distribution of risk factors in diverse countries of
Latin America and the Caribbean are depicted in
Fig. 2.5 and comprise the following:

e Genetic factors. It is known that women who
have a direct relative (mother, sister, or daugh-
ter) in whom breast cancer has been diagnosed
have double the risk of developing the disease.
Approximately 10 % of women with breast
cancer report having a relative with the same
disease, and among these, some present
BRCAI and BRCA2 mutations. The risk of
developing cancer in the presence of these

alterations is 80 %; although it has been
described that the absolute risk can vary
according to the country of residence [17], the
hereditary characteristic of this disease gener-
ally accompanies the diagnosis of this at early
ages between 30 and 50 years and multiple
cases of early-onset breast or ovarian cancer in
the family [18, 19].

Fetal exposure. It has been described that
women whose birth weight was >4 kg had a
3.5 times greater risk of developing breast
cancer than those who weighed <3 kg at birth;
this association has been described in many
women who present a diagnosis prior to meno-
pause. This is explained as due to the estrogen
levels that determine the size of the placenta
related with the fetal growth rate; thus, babies
with overweight are also exposed to greater
amounts of maternal estrogens [20-22].
Reproductive factors. The time span from
menarche to the birth of the first child also
results as a vulnerable period for mammary
tissue. The mammary gland terminates its
development once pregnancy and lactation are
over; therefore, an undifferentiated breast is
more sensitive to carcinogens than a com-
pletely differentiated breast [23]. Additionally,
it has been described that the risk for breast
cancer diminishes with the number of deliver-
ies; after the first of these, the risk diminishes
by 7 % for each child; likewise, lactation
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Fig. 2.5 Risk factors in breast
cancer in Latin America and the Uruguay

Caribbean (Figure modified
from Cancer de mama,

Mexico
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diminishes by 5 % the risk of developing the
disease for each year that the woman breast-
feeds. Also, although breast cells proliferate at
the middle of the menstrual cycle, these, once
pregnancy does not take place, suffer from
apoptosis; the number of times that this occurs
has also been associated with a higher risk for
developing breast cancer. This is one of the
reasons that early menarche or very late meno-
pause has also been observed to be related
[24].

External use of hormones. It has been recog-
nized that the use of hormonal contraceptives
increases the risk of developing breast cancer
by 7 %, this compared with nonexposed
women. It has been described that there is no
increase in risk in menopausal women who
are users of this type of contraceptives, as well
as there being no effect on mortality due to
breast cancer in these women who use hor-
monal contraceptives [25]. Evolution of the
use of hormones during or after menopause
and its relation with the appearance of cancer
has given rise to contradictory results. The
most recent data confirm that the risk increases
depending on hormone type and duration of
use; hormones solely based on estrogens do
not increase the risk [26, 27].

Alcohol and obesity. It has also been described
that the daily consumption of 24 g of alcohol
increases the risk for breast cancer by 21 %,

which can be explained as due to the diminu-

tion of the hepatic metabolism of the estrogens

of the alcohol-drinking woman. On the other
hand, it is known that adipose tissue is a source

of the formation of estrogens; thus, there is a

strong correlation between the amount of adi-

pose tissue and estrogen levels in postmeno-
pausal women. Women with a body mass
index (BMI) of 27 or more have a 40 % greater

risk of presenting breast cancer [28, 29].

e Physical activity and diet. Several studies have
shown a diminution in the risk for cancer
when physical activity increases; it has even
been described that women engaging in at
least 30 min of exercise daily reduce the risk
of presenting the disease by 50 % compared
with women with a sedentary lifestyle. Greater
intake of fruits and vegetables is stipulated as
being able to cause a reduction in the risk of
presenting the disease; it has been inconsis-
tently described that greater intake of vegeta-
bles can prevent breast cancer in young
women and that low intake of fats can proba-
bly exert a preventive impact in postmeno-
pausal women [30-33].

In this context, it is noteworthy that the demo-
graphic and epidemiological transition that the
population has undergone has given rise to that
some of the factors, described previously, con-
tribute to the increase in the frequency of this dis-
ease, mainly those linked with an unhealthy



2 Breast Cancer: Epidemiological Panorama and Opportunities for Prevention 21

lifestyle—lack of exercise, an unhealthy diet, and
an increase in alcohol consumption—all of which
are potentially modifiable factors [34]. These
findings, added to the delay in the time of the first
pregnancy and the increase in life expectancy,
explain the increase in the incidence of breast
cancer observed during the past decades.

Diagnosis

Although the description of diagnostic techniques
and treatment strategies lies outside of the objec-
tive of this chapter, we must remember that diag-
nostic and treatment strategies have changed
throughout the history of breast cancer. At the
beginning of the 1960s, when the use of the first
mammographies had recently begun, a radical
mastectomy was the predominant therapy, and
this did not change with the patient’s clinical
stage or characteristics. At present, there is con-
servative breast surgery, intraoperative radiother-
apy, and hormonal and biological therapy.
Diagnostic techniques have been strengthened
in the last 40 years, attempting to cover the need
for detecting small tumors of millimetric dimen-
sions [35]. The diagnosis of breast cancer depends
on whether the lesion is palpable or not. If the
lesion is palpable, diagnosis is performed by
means of inspection and palpation, mammogra-
phy, or biopsy. Nonpalpable lesions present a
greater diagnostic challenge; under this circum-
stance, a suspicious lesion is localized through
special mammographic techniques or ultrasonog-
raphy, and biopsies are carried out by orientation
of imaging techniques. The breast represents a
true challenge in obtaining its x-ray image; a
screening mammography seeks out nonpalpable
lesions (i.e., <0.3 cm), microcalcifications, asym-
metries in mammary density, and/or distortion of
the structure of the gland. The American College
of Radiology (ACR) created a classification sys-
tem denominated BI-RADS (Breast Imaging
Reporting and Data System), which aids in stan-
dardizing and reducing the possible confusion of
mammographic images [36]. The mastography
permits the visualization of these indicators, but

the gravity of the lesion is determined solely by
histopathological analysis.

Prognostic Factors

The management of breast cancer requires a mul-
tidisciplinary team and a great investment of the
health systems that allows covering the very high
cost of antineoplastic drugs, which sometimes is
not always reflected in an improvement in the
survival rates of this specific population group.
As mentioned previously, the 5-year global sur-
vival of patients with breast cancer exhibits
sufficiently heterogeneous data within the differ-
ent world regions. The most recent data in the
USA describes 5-year survival rates of up to
89 %, while in Europe, this ranges from 22.7 %
in Italy to 46.5 % reported for Spain [37].

Among factors known to affect patients’ sur-
vival, we find mainly clinical stage at the moment
of diagnosis; survival will be less if at the time of
diagnosis, the cancer is found in an advanced
stage. Considering all of the races, survival data
have been reported of 98 % for localized disease,
of 84 % for regional disease, and of 23 % for
infiltrating disease. Survival diminishes accord-
ing to the size of the tumor; in regional disease,
5-year survival comes to be up to 95 % for tumors
<2.0 cm, 82 % for tumors from 2.1 to 5.0 cm, and
up to 66 % for tumors >5 cm [38].

Another factor that is known to affect survival
is the age of the woman at the time of diagnosis.
If this occurs prior to 40 years of age, reported
survival is of 83 % compared with those whose
diagnosis was performed after this age, whose
survival is described as 90 %. One proposed
explanation is that, in general, tumors diagnosed
in young women tend to be more aggressive and
as having a lesser response to treatment [39].

There are also reports showing that Afro-
American women have a lesser probability of
S-year survival after a diagnosis of breast cancer
than Caucasian women, 78 versus 90 %, respec-
tively. This difference can be explained as much
by advanced stage as by poor definition of the
stage at the time of diagnosis.
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Finally, it is also known that the lack of access
to primary health-care services is associated
with low survival among patients with cancer.
Likewise, women from low socioeconomic strata
have a lower possibility of 5-year survival than
those in high strata [40].

Early Detection

At the worldwide level, stage at diagnosis varies
substantially. In the USA, for example, the preva-
lence of metastatic breast cancer at the time of
diagnosis is low, around 3.35 % [41], while in
Europe, the proportion of new cases in women
diagnosed with advanced disease ranges between
3 and 11 %, although for Germany, the propor-
tion of detection of cases of women in advanced
stages is around 15 % [37, 42-47], while in
Mexico, around 75 % of cases detected are found
in women in advanced disease stages [48]. The
low proportion of cases detected at early stages,
when the probability of 5-year survival is very
much higher if adequate treatment is received,
is the cause that most cases have a poor prog-
nosis, and in turn, the medical care required is
more complex and highly expensive. As previ-
ously explained, contrasts in disease incidence
and survival between developing and developed
countries can be due to the success in the instru-
mentation of screening programs for achieving
the increase of the detection of sick patients at the
beginning of the disease. Thus, providing treat-
ment in timely fashion improves the quality of
life of the patients and reduces the expenditure
for the care of this disease.

Among timely detection techniques, breast
self-examination based on observation and pal-
pation that the woman herself performs on her
own breasts is recommended by the American
Cancer Society (ACS) to be carried out monthly
in all women from the menarche, above all in
women >20 years of age. Some studies describe
this technique as a useless tool for detecting
early lesions. In Mexico, there are diverse publi-
cations in this respect in which it is concluded
that women are capable of detecting lesions of
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at least 1 cm and when these are superficial, and
even of 0.5 cm once they have received training
in this technique [49].

The worldwide impact of breast self-examina-
tion shows inconsistent data and apparently does
not offer an impact on the diminution of mortal-
ity. Other reports refer a better prognosis for
patients because lesions are detected in clinical
stages I and II [50]. In Mexico, 90 % of cases of
breast cancer are detected because the patient
herself detects a lump or node, and in the major-
ity of these cases, this comprises an advanced
disease stage [48].

The mammography is the most utilized diag-
nostic tool at the worldwide level in screening
programs and in the diagnosis of breast cancer;
notwithstanding this, the effectiveness of breast
self-examination and clinical examination in
the mortality of this disease remains an issue
for debate in relation to their usefulness as aux-
iliary diagnostic tools in developing countries,
where carrying out mammographic studies is
unfeasible [51, 52]. In Mexico, mammogra-
phies have been employed nearly fully with
diagnostic purposes; it was in 2003 that Official
Mexican Norm 041-SSA2-2002 for the preven-
tion, diagnosis, treatment, and control of breast
cancer opened the possibility for use of the
mammography for the purpose of screening of
the population [53].

There are several studies that have evaluated
the effect of screening with mammography in the
reduction of mortality rates for this disease,
observing a diminution that ranges from 28 to
65 % with a mean of 46 % [54-56]. In 2002, the
International Agency for Research of Cancer
(IARC) concluded that there is sufficient evi-
dence supplied by clinical assays on the effect of
screening on the mortality of women between 50
and 69 years of age with breast cancer. A reduc-
tion was notified of 25 % in the mortality of this
neoplasm on analysis by protocol and of 35 % in
intent-to-treat analysis in all women who had
regular mammographies. Some studies cite that
the effectiveness of the test was greater in the
group of women aged 50-69 years than in that of
women aged 40—49 years, with a diminution in
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Most Recently Published Results of the Breast Cancer Screening Trial son Breast Cancer Mortality Reduction
With invitation to Screening

Study Age Range Percentage Mortality Reduction

(95%Cl)**
HIP 40-64 24(7,38)

Malmé 45-69 19(-8,39)
Two-Country Trial, Sweden 40-74 32(20,41)
Edinburgh 45-64 21(-2,40)
Stockholm 40-64 26(-10,50)
Canada NB SS-1 40-49 —3(—26,27)
Canada NB SS-2 50-59 —2(-33,22)
Gothenburg 39-59* 16(—39,49)
All Trials Combined 39-74 24(18,30)

*There are more recent publications from the Gothenburg trial but they refer only to the under 50 age group

**Cl = Confidence interval

Fig. 2.6 Results of recently published assays in which the reduction in mortality by means of screening programs was
evaluated. American Cancer Society (ACS) 2003 (Figure modified from Smith Robert et al. [62])

the mortality rate of 16-35 and 15-20 %, respec-
tively [51]. The beneficial effect for the group
aged between 40 and 49 years remains controver-
sial [52, 57]. The ACS recommends a screening
mammogram every year for women 40 years of
age and over, and the American Medical
Association (AMA) and the National Cancer
Institute (NCI) recommend a screening mam-
mography once every 1 or 2 years for women
between the ages of 40 and 49 years and an annual
mammography from the age of 50 years. The
Canadian Cancer Society (CCS) recommends
that women aged between 50 and 59 years have a
mammography and a clinical breast examination
once every 2 years [58].

In Sweden, the recommendation for women
between 50 and 69 years is for submittal to
screening mammographies without indicating the
frequency. Recently, the US Preventive Services
Task Force (USPSTF) recommended that the deci-
sion for carrying out mammography in women
aged from 40 to 49 years should be approached

together with the physician, taking into account
the risk factors and the patient’s preference [59,
60], showing the need for studies that support the
decision of the best age at which, and the specific
criteria for which, women should be submitted
to a screening mammography because, on the
other hand, the risk of radio inducing a cancer
in women with a genetic predisposition has also
been recognized in other scientific researches
[61] (Fig. 2.6).

Therefore, although screening has been pro-
posed as the main strategy for improving the sur-
vival of patients with breast cancer, the impact
of this type of program exerted on developing
countries has been low due perhaps to limited
coverage of women at high risk [63]. It may also
be due to the deficient quality in the medical
care process and to the lack of homologation of
diagnostic criteria due to lack of quality control
and ongoing training systems of its personnel,
but also to multifactorial obstacles—social, cul-
tural, geographic, economic, behavioral, familial,
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and organizational—which have already been
described, such as imprecise knowledge of breast
cancer and detection methods, the inexistence of
data on knowledge on and attitudes toward breast
cancer, above all in minority groups, scarce aware-
ness concerning early detection, lack of medical
insurance covering mammographic detection,
and lack of instruction on early detection and
related programs. All of these are factors impede
breast cancer from being identified and diagnosed
at the earliest stages, when cancer treatment
may be effectively and efficiently administered
[64, 65].

Prevention

Despite that the management of breast cancer
has been surprising in recent years and that
strategies have been proposed for early detec-
tion of the disease in order to improve the prog-
nosis of patients already suffering from the
disease, strong contrasts continue today in
the world with respect to success in control of
the disease. This is due to the deficiencies in
medical coverage and sociocultural barriers that
limit timely detection and treatment in develop-
ing countries.

Notwithstanding the latter, speaking out on
primary prevention of breast cancer is inexistent
and even controversial. While we are not com-
pletely sure at present of the manner by which
and magnitude at which we can come to prevent
the development of malignant lesions in mam-
mary tissue, we do know the potentially
modifiable risk factors that are associated with its
appearance. Thus, in addition to fortifying timely
detection and medical care for patients who
already have the disease, we should promote reg-
ular physical activity, maintenance of the ideal
weight, low alcohol intake, maternal lactation,
and rational use of hormone replacement in post-
menopausal patients. In addition to this, there are
studies, although in debate, that suggest the pos-
sibility of applying chemoprevention or even
the performance of preventive mastectomy or
oophorectomy in women at high risk of having
breast cancer [66-72].

N. Reynoso-Noveron and A. Mohar-Betancourt

Conclusions

The data presented here ratify the magnitude
that breast cancer represents as a worldwide
epidemic as well as the importance of preven-
tion and offering optimal control for women
with this disease.

The control of this disease throughout the
world and principally in developing countries
is not an easy task. One measurement of con-
trol is the intervention of potentially modifiable
factors, as well as the registry and epidemio-
logical analysis of the disease, with the pur-
pose of determining risk groups whose
members could be submitted to timely screen-
ing programs. It is only in this way that we
will be able to optimize the limited resources
allotted for the control of cancer in Mexico.

According to published in 2008 by
Levine P and Veneroso C, the epidemiology
of inflammatory breast cancer (IBC) has been
of great interest to a number of investiga-
tors, but epidemiological research has been
hampered by the lack of an agreed upon case
definition and the relatively small number of
patients available to any single investigator
or institution. Several features of IBC have
become apparent through population-based
studies, which, although varying somewhat in
case definition, generally agree on some key
features of the disease. These include the inci-
dence of the disease, apparently less than 3 %
of breast cancer cases in the USA, the younger
age of onset compared to noninflammatory
breast cancer, the much higher incidence in
Black women compared to White, the gener-
ally poor outcome of this disease compared
to noninflammatory breast cancer, and the
continued increase in reported incidence, par-
ticularly as compared with noninflammatory
breast cancer in general and locally advanced
breast cancer (LABC) in particular. There is
an apparent striking geographic pattern, with
a higher percentage of cases reported from
North Africa, best documented in Tunisia. The
risk factors for developing IBC are suggested
by smaller studies with concordant conclu-
sions, and some appear to be different than
the risk factors for developing breast cancer in
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general. For example, obesity appears to be a
risk factor for premenopausal IBC but is not for
premenopausal noninflammatory breast can-
cer. In addition, there is evidence that a young
age at first birth predisposes to IBC but is pro-
tective against developing noninflammatory
breast cancer. In some malignancies, the use
of molecular markers is helpful in defining
subgroups that could assist in improving case
definition as well as predicting prognosis. The
increasing combination of improved epidemi-
ologic and laboratory methods will hopefully
accelerate our understanding of this challeng-
ing disease [73].

Of course, investment in health coverage,
in health promotion, and in the education of
medical personnel are basic tasks in health
systems to achieve the reduction of the risk for
breast cancer and to attain the reduction of the
mortality of this so often encountered disease
in our environment.
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