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ABSTRACT:

Our aim was to evaluate the role of breast feedimd) parity (alive and abortion) in prevalence afdst
cancer, for that purpose 100 diagnosed femaleseafsb cancer were selected for project. Propeorist
especially about parity and lactation was sougbneBscan is done to rule out bone spread. In Rakis
per annum prevalence rate is 90,000. The frequehdyeast cancer in Karachi was 69.1 per 100,000
according to 1998-2002 dataz million cases and 521,900 deaths were repantgear of2012Breast
cancer as single cause of death accounts for 25diaghosed cancer cases and 15% of all cancersdeath
Major risk factors are primary infertility, long pasure of contraceptive pills and estrogen dueat® |
menopauseUpper and outer quadrant of left breast is comrsbsite for breast canceBreast feeding
exerts beneficial effect on both mother and intaedilth. During and after several years of lactakbon
estrogen levels may be directly responsible forlidecn breast cancer cases. Delayed ovulation is
another indirect safe effect for reduction in btezcer cases. Bone scanning is the first choigeck
bone metastasis secondary to breast cancer. 95$tidgnis recommended.

This study evaluates the role of parity and bréseding in patients of breast cancer with bone stasss.

No statistically significant difference was foundparity (alive children and abortion) among booarns
positive and negative case. Breast feeding practieere significantly less in bone scanning positive
(76%) cases as compared to negative (87%) cas€s0f)< Breast feeding of any duration has a
significant role in protection from breast candearity does not directly impact the prevalence refbt
cancer.

INTRODUCTION:

During the life span every 1 out of 9 woman is iak rof breast cancer. (1) In Pakistan per annum
prevalence rate is 90,000. The frequency of breaster in Karachi was 69.1 per 100,000 according to
1998-2002 data. (2) Oral cavity and ovarian caneeespredominant but breast cancer is contributing
among all cancers in significant ratio. (Byeast cancer is account for highest mortality ratel
diagnostic ratio among females worldwide, whichragjmately accounts 1.7 million cases and 521,900
deaths inyear 0f2012. Breast cancer as single cause of death asc@&fo of diagnosed cancer cases
and 15% of all cancer deaths. Advanced countriee ladout half of total cases of breast cancers and
38% of deaths. Greater number of cases belong tthera America, Australia/New Zealand, and
northern and western Europe; average number o$ ¢asentral and eastern Europe, Latin America, and
the Caribbean; and least in Africa and Asia. Dédfare in prevalence rate of breast cancer at irtternaa
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scale shows the differences in diagnostic facHliteand risk factors. Major risk factors are primary
infertility, long exposure of contraceptive pillsd estrogen due to late menopause. Increase tiertili
along with sufficient breast feeding declines tisk rof breast cancer. (4)12 use of menopausal and
combine hormone therapy, obesity, alcohol addi¢ctsdentary life style are dynamic risk factors agio
nations. (4,5). 1980 and the late 1990s, was #hevben breast cancer incidence came under considera
rates which was about 30% in western countriesriftikefactors like common use of hormonal therapy,
short family size or might be due to increasedlatsdity of diagnostic facilities. (6) In first c2000s the
prevalence suddenly became lowered because ofiges®f menopausal hormone therapy in countries
like United States, the United Kingdom, France, &adtralia. (7, 8, 9, 10, 11, 12). Mammographic
screening was another attributed factor for dedlnbreast cancer incidence rates. (13). mammograph
and improved treatment, were also proved help thidl in decreasing rate of breast cancer. (6)14.
However more work is needed to make the respectia&ibutions clear. (14, 15, 16)

According to one study breast cancer appear duhingges and fourtees which is comparatively younge

age group. That is supported by another study.. (if@ast cancer appearance in younger age is itself
associated with worst outcome especially in hormpostive case. (18). the fifth and sixth decades a
more vulnerable for breast cancer development ist.w@9) Upper and outer quadrant of left breast is
commonest site for breast cancer (20). An oppasltgion between breast-feeding reduced incidefice o
breast cancer is may be due to estrogen relatedyeban mammary gland differentiation. The mammary
gland matures at puberty developmental changesr adtln each successive pregnancy. (21, 223),
during and after several years laictation low estrogen levels may be directly resale for decline in
breast cancer cases. (23), delayed ovulation ithendirect safe effect for reduction in breashaer
cases (24)lifetime ovulations has been proved a risk factobiteast cancer and it suppresses during
lactation especially first six months up to 1% -.G25). Breastfeeding has established role in degjin
number of breast cancer case, so educational pnsgaad promotional activities for breastfeeding are
much essential and needs enthusiastic strugglévéoagvareness about this disease. (26)Women with
brcal mutated genes are advised to breast-feemidor than 1 year showed a statistically signifilyant
lower incidence of breast cancer. (27)Internaticagency for research on cancer, predicted dhdhe
end of 2015 India had to encounter about 250,000ceeses. (28). Breast feeding exerts beneficial effect
on both mother and infant health. Fertility was piaived as protective factor from breast cancerfuil
term pregnancies as compare to abortive casesssasiated with a statistically significant reduntio
number of breast cancer cases. Risk was reducddid%yfor every new birth. Among brcal or brca2
gene mutated females, child birth before 20 yea@s— 24) years, was appear a positive factor agains
protection from breast cancer 20 — 24 years. (@&monal change during full term pregnancy presid
the better protection to hormone sensitive tisdikesbreast against cancer development especially i
younger age. During successful pregnancies btesste become more mature and differentiated as
compare to virgin breast tissues, the same exHilig altered gene expression profiles. Unique
hormonal changes during pregnancy influences thmareent differentiation especially the raised Isvel
of Prolactin and Growth hormone in multiparous wam@0) Every birth lowers the risk of breast cance
up to 11%. Two studies did not support that pasisgociated protection against the development of
ERC/PRC breast cancer. (31, 32, 33, 34).Bone sognisi the first choice to pick bone metastasis
secondary to breast cancer. 95% sensitivity ismeeended. Bone scan may come positive in 10%-22%
nonmalignant cases and rate for false negativesaadg 10%. (35, 36). In pathologically diagnostate

il tumors, a bone scan after surgical removal dignant part is strongly recommended.(37) bone $&an
also recommended to detect primary bone diseasePidget disease and avascular necrosis even the
radiographs is negative. There is a scope of radiae bone imaging in future as well. (38) Bonarsts

the first imaging technique for detection of bomgedses. Radionuclide bone imaging is fast cheamebr
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easy to avail for most patients as well as semsifir various pathologic conditions. The dye foe th
procedure is technetium-99m-labeled with diphosptem These compounds take 2-6 hours for
deposition after injection, 50% of injected compdulose deposit in skeletal system. A gamma camera
equipped with a low-energy, high-resolution colliora yield the highest-resolution radiographs.
Additional anterior and posterior whole-body images often obtained as needed. (39) Every suceessiv
birth lowers the risk of breast cancer up to 11%e Tprotective effect was maintained within the
ERC/PRC group are responsible for protection evieenithe analyses were stratified by age. Women in
the oldest age at risk of 27% more for developiREEPRC positive breast cancers as compared with the
young age. Although two studies presented thatypddes not gives the protection against the REC/PR
positive breast cancer. (31, 32, 33, 34). Thediithe study was to evaluate the role of parity brehst
feed in patients of breast cancer with bone metista

Methods:
Participants

Only diagnosed cases of breast cancer were seldotedstudy. They were of any age group
premenopausal, perimenopausal, postmenopausalingpadwough any stage of cancer, married,
unmarried both, lactating, non- lactating. Histofylactation and parity was taken by each patiBohe
scan was done to check the metastatic involveméntones. During the study chemo therapy and
radiotherapy was allowed accordingly and most diepés have passed through the first three cydles o
chemotherapy and radiotherapy.

Bone Scan:

Bone scan was done on Siemen e cam scanner wiggsaries. Intravenous dye technetium
99 mdp has been used. This test helps to see a@neec has metastasized to bones and is useful
because it provides a picture of the entire skalekwr this purpose, 20/mci (dose) of radioactive
material (technetium 99) was injected into a vémtrvenously or IV). The substance settles in@area
of damaged bone throughout the entire skeleton tieeicourse of a couple of hours. (Six hours to
twenty four hours). Patient lied on a table for @80 minutes while a special camera detected the
radioactivity and created a picture of the skelefbig a).



Bone scan film showing skeleton after dispersiorrasfioactive dye, affected areas appeared as dark

spots. Fig- a ; with the permission of Kiran pite, Karachi

Statistical Analysis:

The data feeding and analysis was on computer packpss (statistical packages of social sciences)
version 11.0. Clinical characteristics will be suarimed in terms of frequencies, means + standard
deviation and percentages for qualitative/categbxiariables (parity, breast feeding practices).

Results: Results are expressed in terms of P value followtogent T test.

Table 1:- Shows no statistically significant difference irripa(alive children and abortion) among bone
scan positive and negative cases. Nulliparous wosm®wed frequent bone metastasis, while mothers
with small, average and large parity showed contpeis lesser bone metastasis. On the other side
abortions are not proved as protective factor tarebometastasis in breast cancer patients and wasitken
more abortions showed more cases of bone metadbasst feeding practices were significantly liess
bone scanning positive (76%) cases as comparedgative (87%) cases (p<0.05). Prevalence of breast
cancer and frequency of bone metastasis both foword in mother who never breast fed their children.

Figure 1:- Shows frequency distribution of breast canceesaf®und higher in mothers who never breast
feed their children. Secondly metastasis up to doend more common in women who never breast fed
their children and less in breast feeding mothetis reast cancer.

.Figure 2:-Shows frequency distribution of subjects as peitypalive. Nulliparous and mothers with

high parity (7 and above) shows low prevalenceret cancer as well as less bone metastasis. fdothe
with average parity, having 4-6 children shows bBithprevalence and bone metastasis. While mothers
with small parity having 1-3 children shows highprevalence and bone metastasis. Frequency



distribution as per abortions shows highest prexaeand bone metastasis in women with no abortion
and least in women with more abortions (7 and apove



TABLE: 1

BONE SCAN
P-

PARITY POSITIVE (N=100) | NEGATIVE (N= 100)| VALUE
ALIVE CHILDREN
NONE 14 7
1-3 23 27 0.209
4-6 40 49
7 & ABOVE 23 17

ABORTION
NONE 59 59
1 21 29 0.320
2 15 11
3 5 1
BREAST FEEDING
NO 24 13 0.045
YES 76 87

* STATISTICALLY SIGNIFICANT P<0.05




Fig 1- Distribution of the subjects as per breastling, having positive- and negative bone scan
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DISCUSSION: -

Cancer is a leading cause of death in both mordemsdeconomically developed countries; the burslen
expected to grow worldwide due to the growth andaggof the population, particularly in less deveddp
countries, in which about 82% of the world’s popiolia resides. The adoption of lifestyle behavidrat t
are known to increase cancer risk, such as smolRogy diet, physical inactivity, and reproductive
changes (including lower parity and later age st tirth), have further increased the cancer buide
less economically developed countries.(40) Breaster incidence rate is being risifggtimated number

of new cancer cases in 21 world areas, 2012. Regtimates do not sum to the worldwide estimate due
to calculation method. (4JAccording to the presenting study, on the basebrefast feeding 87% cases
were breast fed in negative bone scan as compar@®% cases positive bone scan p<0.05, that is
statistically significant and reflecting the impamte of breast feeding in protection from breastcea
and decrease morbidity due to bone metastasisu€ney of breast cancer and bone metastasis intbreas
feed mothers found lower than non-lactating mothiis statistically significant role of parity fourid
decreasing the prevalence of breast cancer anshdagobone metastasis. Parity especially 4-6, eithe
alive or abortions, showed higher frequency andatigreater risk to develop breast cancer and slecpn
bone metastasis. Abortive pregnancies may play gaotective role as alive parity. Breast feeding as
known risk factors for the development of cancer fmotective effect of lactation against the cancer
according to different research is controversiaegt the impact of parity and age at first birthariy
research papers show the inverse associationharestimated risk is between 0.4 and 0.9, not akpgn

on age group, or for women developed breast caaicdifferent ages. Some research papers show the
opposite relation between duration of breastfeeding development of cancer. While some papers
support the protective effect when compares th&tisg and non-lactating cases. Most of statidiical
insignificant case-control studies support an isgerelationship. Although some studies, shows no
relationship. Two cohort studies did not indicaty aelation between breast feeding and prevalefice o
breast cancer. There is evidence in some papeasdiag the beneficial effect of lactation from ksea
cancer if detected under the age of 40, but prostaiee protection for older patients. Even thougtasir
cancer is relatively rare in young women, it isse@us problem. Preventive measures are lackinig foot
women with an inherited tendency to develop breasicer and for other women. Breastfeeding has
various beneficial effects in addition to thoseared here. (42). Minimum two studies (43, 44) sadw
lesser risk of breast cancer in women who breakstteir babies and it is more effective and actore
premenopausal women than postmenopausal womeficd8rding to a big international researchie

risk of breast cancer decline up to 4.3% with altduration of 12 months of breast-feeding andaip t
27% for women with a total duration of breast-fegdof 55 months or more. The only factor known to
consistently decrease lifetime breast cancer eglandless of ethnicity is early childbirth. Womehawv
have undergone a first full-term pregnancy/birfoloe 20 years of age have a 50% reduced life fiske

of developing breast cancer when compared withpastbus women , whereas first full-term births over
35 years of age lead to an increased risk of dpirgidbreast cancer . However, the protective efféct
pregnancy is not immediate. When compared withiparbus women, uniparous women have an
elevated risk of breast cancer soon after delivetyich only declines some years later. This inczdas
risk is most pronounced in women who are aged 20syer older at the time of their first deliveryn O
average, the transient increase lasts 10 yeais bl#o dependent on age, being postpone an aualiti®
years in women with first full term birth after $8ars of age. (45)



CONCLUSIONS:-

*Breast feeding has a significant role in protectfoom breast cancer development and secondary bone
metastasis as well. If the breast fed mother dggdiweast cancer any how the related morbiditggs.|
*Duration of breast feeding is not important factor

*Parity does not directly affect the prevalencebogast cancer, but multiparaty may lower the rdte o
bone metastasis. Females with average parity anea risk of breast cancer and bone metastasis.
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