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ABSTRACT 

 

Since national differences exist in genes, environment, diet and life habits and also in the use of 
postmenopausal hormone therapy (HT), the associations between different hormone therapies and 
the risk for breast cancer were studied among Finnish postmenopausal women.   

All Finnish women over 50 years of age who used HT were identified from the national medical 
reimbursement register, established in 1994,  and followed up for breast cancer incidence (n= 8,382 
cases) until 2005 with the aid of the Finnish Cancer Registry. The risk for breast cancer in HT users 
was compared to that in the general female population of the same age.  

Among women using oral or transdermal estradiol alone (ET) (n = 110,984) during the study period 
1994-2002 the standardized incidence ratio (SIR) for breast cancer in users for < 5 years was 0.93 
(95% confidence interval (CI) 0.80–1.04), and in users for  ≥ 5 years 1.44 (1.29–1.59). This therapy 
was associated with similar rises in ductal and lobular types of breast cancer. Both localized stage 
(1.45; 1.26–1.66) and cancers spread to regional nodes (1.35; 1.09–1.65) were associated with the 
use of systemic ET. Oral estriol or vaginal estrogens were not accompanied with a risk for breast 
cancer. 

The use of estrogen-progestagen therapy (EPT) in the study period 1994-2005 (n= 221,551) was 
accompanied with an increased incidence of breast cancer (1.31;1.20-1.42) among women using 
oral or transdermal EPT for 3-5 years, and the incidence increased along with the increasing 
duration of exposure (≥10 years, 2.07;1.84-2.30). Continuous EPT entailed a significantly higher 
(2.44; 2.17-2.72) breast cancer incidence compared to sequential EPT (1.78; 1.64-1.90) after 5 
years of use. The use of norethisterone acetate (NETA) as a supplement to estradiol was 
accompanied with a higher incidence of breast cancer after 5 years of use (2.03; 1.88-2.18) than 
that of medroxyprogesterone acetate (MPA) (1.64; 1.49-1.79). The SIR for the lobular type of 
breast cancer was increased within 3 years of EPT exposure (1.35; 1.18-1.53), and the incidence of 
the lobular type of breast cancer (2.93; 2.33-3.64) was significantly higher than that of the ductal 
type (1.92; 1.67-2.18) after 10 years of exposure.  

To control for some confounding factors, two case control studies were performed. All Finnish 
women between the ages of 50-62 in 1995-2007 and diagnosed with a first invasive breast cancer 
(n= 9,956) were identified from the Finnish Cancer Registry, and 3 controls of similar age 
(n=29,868) without breast cancer were retrieved from the Finnish national population registry. 
Subjects were linked to the medical reimbursement register for defining the HT use.  

The use of ET was not associated with an increased risk for breast cancer (1.00; 0.92-1.08). Neither 
was progestagen-only therapy used less than 3 years.  However, the use of tibolone was associated 
with an elevated risk for breast cancer (1.39; 1.07-1.81). The case-control study confirmed the 
results of EPT regarding sequential vs. continuous use of progestagen, including progestagen 
released continuously by an intrauterine device; the increased risk was seen already within 3 years 
of use (1.65;1.32-2.07). The dose of NETA was not a determinant as regards the breast cancer risk. 

Both systemic ET, and EPT are associated with an elevation in the risk for breast cancer. These 
risks resemble to a large extent those seen in several other countries. The use of an intrauterine 
system alone or as a complement to systemic estradiol is also associated with a breast cancer risk. 
These data emphasize the need for detailed information to women who are considering starting the 
use of HT. 
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INTRODUCTION 

 

Breast cancer is the most common malignancy among women in Western countries, and its 
incidence has increased in recent decades (Parkin et al 2001). In Finland, more than 4000 invasive 
breast cancers were diagnosed in 2007, which comprises one third of all female cancers 
(www.cancerregistry.fi). There are many explanations for the increase in the breast cancer 
incidence, such as organized mammographic screening programs (Moller et al 2005), increased 
life-expectancy and changes in established risk factors such as advanced age at first pregnancy, low 
parity and overweight (Hakulinen et al 1989). 

The majority of the risk factors are associated with either endogenous levels or the use of 
exogenous estrogens  (Yager and Davidson 2006); for instance, breast cancer occurs 150 times 
more often among women than men (Clemons and Goss 2001). Furthermore, more than 100 years 
ago, it was demonstrated that bilateral oophorectomy resulted in a remission of breast cancer in 
premenopausal women. Early menarche, late menopause, low parity and postmenopausal obesity 
are characterized with a prolonged exposure to endogenous estrogens and an increased breast 
cancer risk. Yet, not all risk factors are linked to estrogens, and e.g. genetic mutations or radiation 
(Ronckers et al 2005, Oldenburg et al 2007) may also lead to breast cancer.  

Because endogenous hyperestrogenism appears to predispose to breast cancer risk, it is no wonder 
that exogenous use of estrogens, alone or in combination with progestagen, is associated with an 
increased risk for breast cancer, as demonstrated in a pooled analysis of 51 epidemiological studies 
(Collaborative Group on Hormonal Factors in Breast Cancer 1997). Since then, numerous studies 
have analyzed the associations between the use of postmenopausal hormone therapy (HT) and 
breast cancer in different countries (Bakken et al 2004, Collins et al 2005, Fournier et al 2008, 
Flesch-Janys et al 2008). 

The use of HT, mammography screening programs, genes and lifestyles vary from one country to 
another (McPherson et al 2000, Clemons and Goss 2001, Key et al 2003, Oldenburg et al 2007). 
Therefore, it is possible that the HT use may have a nation-specific effect on the risk for breast 
cancer. The present studies aimed to clarify the risk for breast cancer among Finnish 
postmenopausal women using different HT regimens. 
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REVIEW OF THE LITERATURE 

 

Menopause 

Natural menopause is defined as a spontaneus cessation of natural menstruation for 12 consecutive 
months at 45-55 years (mean 50-52) (McKinlay et al 1992). A woman enters menopause through a 
perimenopause period of 4-5 years, when ovarian function declines gradually. The final cause for 
ovarian suppression may be a genetically controlled apoptosis (e.g. Vaskivuo and Tapanainen 
2003). At menopause, a drastic decline in circulating estrogens occurs, and this may lead to various 
symptoms and consequences (Stearns et al 2002). 

 

Immediate symptoms 

The symptoms which may occur before and/or within the first months of menopause are defined as 
immediate symptoms. They include vasomotor symptoms, such as hot flushes and night sweats, 
which are the most characteristic for menopause. Vasomotor symptoms are present in 70-80% of 
postmenopausal women (Stearns et al 2002). The reason for hot flushes is unknown, but the basis 
appears to be the hypoestrogenism-induced alteration in the hypothalamic thermo-regulatory centre 
(Sturdee 2008). Vasomotor symptoms almost always break the sleeping pattern and can be 
accompanied with dizziness and anxiety (Kopernik and Shoham 2004). A woman with hot flushes 
can also often be depressive. Immediate symptoms are the leading cause to initiate  HT use in 
clinical practice.  

 

Long term consequences 

Advancing age per se is certainly associated with a number of health risks. However, there are some 
specific conditions which start to appear in the postmenopause. 

 

Genital atrophy 

After the onset of menopause, the vaginal epithelium becomes atrophic, and the pH rises. Atrophy 
itself, or in association with inflammatory changes, can cause vaginal dryness, itching, discomfort 
and dyspareunia (Castelo-Branco et al 2005). Similar changes can occur in the urethral and/or 
bladder epithelium, which may predispose to urinary incontinence, dysuria and infections (Cardozo 
et al 1998). All these conditions become more common in postmenopausal women not using any 
estrogen therapy.  

 

Osteoporosis 

Both bone-forming osteoblasts and bone-resorpting osteoclasts have alfa and beta estrogen 
receptors (Bord et al 2001), indicating that bone is a target for estrogen. Bone mass, bone mineral 
density (BMD) and bone strength are highest around 25-35 years of age and remain stable until the 
menopause, when bone loss begins (Kleerekoper and Gold 2008). This is a result of 
hypoestrogenism, which induces bone resorption not compensated by adequate bone formation.  
Other hypoestrogenic conditions, such as premature ovarian failure, ovariectomy and anorexia also 
predispose to osteoporosis (American College of Obstetricians and Gynecologists Women's Health 
Care 2004). Bone loss can be 1-2% annually after menopause, being highest during the first 5-7 
years (Kanis and Melton 1994). Osteoporosis is defined by The World Health Organization criteria 
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as a BMD that is at least a 2.5 standard deviation below the average value for young, healthy 
women (T-score < -2.5). In Finland, it is estimated that approximately 400 000 people have 
osteoporosis and 30,000-40,000 osteoporotic fractures are diagnosed annually (The Finnish Current 
Care Guidelines, Finnish Medical Society Duodecim, www.kaypahoito.fi). According to a 
population based study in Eastern Finland, up to 7% of women aged 47-56 years are osteoporotic 
and every third woman of the same age osteopenic (T-score between -1- -2.5). (Tuppurainen M 
1995). It can be generalized that 40% of women over 50 years will experience a bone fracture 
during the rest of her lifetime, although a majority of fractures occur in women over 75 years 
(Kopernik and Sholam 2004). The high risk for osteoporosis after menopause is one important 
cause in clinical practice to initiate HT to preserve the bone.  

 

Cardiovascular diseases 

Before menopause, a woman’s risk to have a cardiovascular disease is considerably smaller as  
compared to men (Kopernik  and Sholam 2004), but this risk increases rather soon after menopause; 
the prevalence of cardiovascular diseases being equal among men and women by the age of 70 
(Lobo 2007). Furthermore, epidemiological studies have shown that premature menopause, either 
natural or artificial, increases the risk of cardiovascular disease, compared to menstruating women 
of the same age (Atsma et al 2006, Lokkegaard et al 2006). The causes of these phenomena are 
unknown, but the decline in estrogen levels after menopause is the most common explanation 
(Barret-Connor 1997). After menopause with declining estrogen levels, high-density lipoprotein 
cholesterol levels gradually decrease, and this decrease is greatest during the first year after 
menopause. With advancing age, triglycerides, systolic and diastolic pressure, weight and the levels 
of low-density lipoprotein cholesterol increases, together with increasing insulin resistance 
(Turgeon 2006, Collins et al 2007); these factors are important in developing cardiovascular 
diseases. There are several mechanisms by which estrogen may protect against the risk for 
cardiovascular diseases. Estrogen alters serum lipid concentrations by increasing high-density 
lipoprotein and decreasing low-density lipoprotein cholesterol levels.  It increases the production of 
vasoactive molecules, such as nitric oxide and prostacyclin, which are important factors in 
vasodilatation. Furthermore, estrogen increases insulin sensitivity, all of which in turn reduce the 
risk of vascular disorders (Lobo 2008).  

 

Cognition and dementia 

The brain is one of the target organs of estrogen. Estrogen enhances synaptic plasticity, neurite 
growth, hippocampal neurogenesis, and long-term potentiation, which is a process involved in the  
formation of episodic memories (Henderson 2008). During the menopause, many women report a  
worsening of the memory. This might be a secondary phenomenon to hot flushes and broken sleep, 
because there is no evidence that estrogen deficiency among postmenopausal women is a direct 
cause of cognitive decline (Alhola et al 2006, Herlitz et al 2007, Henderson 2008, Lethaby et al  
2008).  

Dementia can be caused by multiple factors, of which Alzheimer’s disease is the most common. 
Alzheimer’s disease is more common among postmenopausal women than in men of the same age 
(Burns and Iliffe 2009). This may hint at a role of hypoestrogenism as a cause of Alzheimer’s 
disease, but no such conclusive evidence exists so far. 
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Hormone therapy 

Estrogen-replacement therapy has been used for more than 60 years (Warren 2004, Stefanick 2005). 
In the US, conjugated equine estrogens (CEE), which are obtained exclusively from pregnant 
mares’ urine, have been used for substitution, while in Europe the predominant estrogen has been 
17beta-estradiol. The most common progestagen in the US is medroxyprogesterone acetate (MPA), 
but in Europe a large variety of different progestagens are available. In Scandinavia and the UK,  
norethisterone acetate (NETA) and levonorgestrel (LNG) are preferred, while MPA is used to a 
lesser extent. In Central and Southern Europe, micronized progesterone and dydrogesterone are 
predominant (Campagnoli et al 2005). Moreover, there are some alternatives to the traditional HT 
such as tibolone, testosterone, phytoestrogens and selective estrogen-receptor modulators (SERM).  

 

Estrogen-only therapy 

Estrogen-only therapy (ET) comprises systemic and vaginal use of estrogens, although in medical 
writing the term of ET is reserved to the systemic use of estrogen. According to the Finnish 
guidelines, only hysterectomized women can use systemic ET, because the long term ET is 
accompanied with a risk for endometrial cancer (Stefanick 2005). Estradiol is the only potent 
systemic estrogen available in Finland. There are many modalities to use systemic estradiol which 
is by far the most effective therapy for alleviating menopausal symptoms alone, or together with 
progestagen. Estradiol is also available vaginally (Table 1). Estradiol is oxidized reversibly to 
estrone and both estradiol and estrone are converted to estriol in the liver (Coelingh Bennink 2004). 
The significance of estriol as HT is limited, due to its poor estrogenic effect. However, vaginal use 
of estriol can alleviate vaginal atrophy.  

 

 

 
Table 1. Estrogens available for the use of 
postmenopausal women in Finland 

Administration Dose 

Oral   

  Estradiol 1.0mg, 2.0mg 

  Estriol 1.0mg, 2.0mg 

Transdermal 

  Patch 

  Gel 

 

25-100µg 

0.5mg, 1mg, 0.6mg/g, 1mg/g  

Vaginal  

  Estradiol 

    Tablet 

     Ring 

 

25µg 

7.5µg/24h 

  Estriol 

     Suppository 

     Creme 

 

0.5mg 

1.0mg/g, 0.1mg/g 
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Estrogen-progestagen therapy 

A progestagen component, as a complement to estrogen, is needed only in nonhysterectomized 
women. Progestagen protects the endometrium against hyperplasia and malignant transformation 
(Manson 2001), which ET use can cause.  Progestagen can be administered either sequentially, in 
addition to estrogen, for 10-14 days each month or continuously when both estrogen and 
progestagen are given every day. In a long cycle sequential regimen, progestagen is administered 
every three months for 14 days. Both oral and transdermal EPT preparations are available in fixed 
commercial preparations. In clinical practice, women often combine estrogen and progestagen 
individually. In Finland several regimens with different doses and administrations are available 
(Table 2). 

 

 

Table 2. Type and dose of progestagens in fixed commercial estrogen-progestagen therapy 

Sequential progestagen Dose (mg) Continuous progestagen Dose (mg) 

Oral  Oral  

   Norethisterone acetate 1    Norethisterone acetate 0.5, 0.7, 1 

   Medroxyprogesterone acetate 10, 20    Medroxyprogesterone acetate 2.5, 5 

   Levonorgestrel 0.25    Dydrogesterone 5 

   Dydrogesterone 10, 20    Drospirenone 2 

   Trimegestone 0.5   

Transdermal  Transdermal  

   Norethisterone acetate 0.17, 0.25    Norethisterone acetate 0.17, 0.25 

   Levonorgestrel 0.01, 0.02   

Type and dose of progestagens in individually formed EPT 

Oral  Intrauterine administration  

   Dydrogesterone 10-20    Levonorgestrel 0.02 

   Progesterone 100-300   

   Norethisterone  2.5-5   

   Medroxyprogesterone acetate 5, 10   

   Megestrol acetate 10   
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Progestagens 

Progestagens can be divided to natural progesterone and synthetic progestagens. Progesterone is the 
most specific and binds exclusively to a progesterone receptor. Dydrogesterone is closest to 
progesterone. It is retroprogesterone, a stereoisomer of progesterone and binds almost exclusively to 
progestagen receptors, thus having only effects mediated by progesterone receptors (Shindler et al 
2003). Synthetic progestagens can be further divided to 17alfa-hydroxyprogesterone derivates 
(MPA, megestol acetate) and 19-norprogesterone derivates (trimegestone), 19-nortestosterone 
derivates (norethisterone/acetate, lynestrenol, levonorgestrel) and spironolactone derivates 
(drospirenone) (table 3). They show some variation in biological activities, which is also dependent 
on the tissue concentrations of a given progestagen.  

 

Table 3. Biological activities of progestagens used in hormone therapy 

 pro-
gestogenic 

anti-
gonado-
tropic 

anti-
estrogenic 

estrogenic androgenic anti-
androgenic 

gluco-
corticoid 

anti-
mineralo-
corticoid 

Progesterone + + + - - ± + + 

Dydrogesterone + - + - - ± - ± 

Progesterone 
derivates 

        

MPA1 + + + - ± - + - 

Megestrol 
acetate 

+ + + - ± + + - 

Trimegestone + + + - - ± - ± 

         

Testosterone 
derivates 

        

Norethisteronea
cetate 

+ + + + + - - - 

Levonorgestrel + + + - + - - - 

Lynesterol + + + + + - - - 

Spironolactone 
derivates 

        

Drospirenone + + + - - + - + 

(Adapted from Schindler 2003) + effective; (+-) weakly effective; (-) not effective. 1Medroxyprogesterone 
acetate. Data are based mainly on animal experiments.  
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Tibolone 

Tibolone is a synthetic steroid, the pharmacological and clinical profile of which is different from 
those of estrogens and progestagens. Tibolone taken orally is metabolized in the liver and intestine 
into active metabolites, two of which binds estrogen receptors and one which binds to progesterone 
and androgen receptors. Thus, tibolone has estrogenic, progestagenic and androgenic properties 
(Kloosterboer 2001, Notelovitz et al 2007). Tibolone use does not cause withdrawal bleedings. 

 

Selective estrogen receptor modulators, phytoestrogens, testosterone 

The selective estrogen receptor modulator (SERM) was originally defined as a compound that binds 
with high affinity to the estrogen receptor (ER), without significant binding activity to any other 
nuclear receptor. Later, SERMs were defined as a class of synthetic compounds which bind to the 
ER and produce agonistic activity in some tissues while being an estrogen antagonist in others 
(Riggs et al 2003). However, each SERM may have a unique clinical response which is not 
applicable to another SERM (Shelly et al 2008). Antiestrogenic effects of SERMs have been 
successfully used as adjuvant therapy (tamoxifen, toremifene) in the prevention of the recurrence of 
ER positive breast cancer. Raloxifene, another widely used SERM, is effective for the prevention of 
osteoporosis. Ospemifene, being now in phase III clinical trials, is well tolerated, does not cause or 
worsen hot flushes, and has an estrogenic effect on vaginal epithelium (Rutanen et al 2003). 
Ospemifene is comparable to raloxifene as regards effects on bone turnover and therefore, it may 
also be a potential drug for the prevention and treatment of osteoporosis in postmenopausal women. 

Plant extracts that exhibit estrogenic activities, are called phytoestrogens (Murkies et al 1998). 
Phytoestrogens are classified into three main classes: isoflavones, lignans, and coumestans. They 
have estrogen-like structure, which enables them to bind ERs, although they are not steroids. In 
alleviating menopausal symptoms, phytoestrogens are not proven to be effective (see e.g. Nikander 
et al 2003).   

Postmenopause is often characterized with low sexual desire (Sarrel et al 1998, Leiblum et al 
2006). This does not respond well to ET and/or EPT, which has led to the use of testosterone in 
women with low libido, because female sexual desire is in part androgen dependent (Somboonporn 
et al 2005). The European Agency for the Evaluation of Medical Products recently approved a 
testosterone patch as a therapy for hypoactive sexual desire. 

 

Effects of hormone therapy 

Although hormones used as the components of HT mimic natural hormones, and certainly give 
some benefits, it is understandable that they are also associated with desired and undesired effects; 
no medical agent is completely safe, because a risk of side-effects always exists (Table 4). 
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Table 4. Benefits, controversial effects and risks of long-term hormone therapy (references, 
see the text) 

Benefits Controversial effects Risks 

Alleviation of vasomotor symptoms Dementia Venous tromboembolism 
(oral therapy) 

Strengthening of  urogenital epithelium Coronary artery disease Stroke 

Prevention of osteoporosis  Endometrial cancer 
(ET2, sequential EPT) 

Protection against colon cancer  Breast cancer 

Protection against endometrial cancer 
(continuous EPT1) 

  

1Estrogen-progestagen therapy, 2estrogen-only therapy. 

 

 

 Benefits 

Improvement of vasomotor symptoms and urogenital atrophy 

Estrogen most effectively alleviates vasomotor symptoms already within a few days use (Notelowitz 
et al 2000, MacLennan 2001, and Stearns et al 2002), and this relief is dependent on the estrogen 
dose (Notelowitz et al 2000, Ettinger 2005, 2007). Because mood and sleep disturbances are 
strongly associated with vasomotor symptoms, relieving these symptoms improves the quality of 
life (Table 4.) (Welton et al 2008).  Estrogen therapy is also effective against urogenital atrophy. 
Both vaginal and systemic estrogen therapies are effective in this regard (Cardozo et al 1998). 

 

Prevention of osteoporosis 

Estrogen reduces the activity of osteoclasts and increases their apoptosis, thus decreasing the 
postmenopausal bone loss (Manolagas 2000). A meta-analysis of 22 trials on hormone therapy and 
fractures demonstrated an overall 27% reduction in nonvertebral fractures (Torgerson and Bell-Syer 
2001). The risk for vertebral fractures was 34% lower, and the risk for nonvertebral fractures was 
13% lower among HT users compared to nonusers (Wells et al 2002). The Women’s Health 
Initiative (WHI) trial was the first randomized clinical trial which showed a significant reduction of 
hip (hazard ratio (HR) 0.61;0.41-0.91) and vertebral fractures (HR 0.62; 0.42-0.93), with estrogen 
use among women without risk factors for osteoporosis (Anderson et al 2004). Because the BMD is 
the best single predictor of fracture risk in postmenopausal women, it has been used to evaluate the 
efficacy of drugs used for the treatment of osteoporosis. The bone strengthening effect of HT is 
established both in the spine and hip after 2 years of treatment (Wells et al 2002).  

 

Protection against colon cancer 

Meta-analyses have shown a reduction of 33-34% in colon cancer in users of HT (Nanda et al 1999, 
Grodstein et al 1999). The mechanism behind the protective effect of HT is not fully understood, 
although several theories have been suggested (Newcomb et al 2008). The Women’s Health 
Initiative reported a reduction of colorectal cancers by 37% among EPT users after a mean of 5.2 
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years of use, although the colon cancer of EPT users was diagnosed at a more advanced stage than 
that in the placebo group (Rossouw et al 2002). The reduction of the risk for colon cancer was not 
seen among ET users in another arm of the same study (Anderson et al 2004), although 
contradicting data on ET exist (Newcomb et al 1995, Johnson et al 2009).  

 

Controversial effects 

 

Alzheimer’s disease and dementia 

Estrogen may have neurotrophic and neuroprotective properties (Inestrosa et al 1998, Turgeon et al 
2006). This is supported by observational studies showing a 39-50% decline in the risk for 
Alzheimer’s disease among women using HT (Turgeon et al 2006). However, the only large 
randomized controlled trial could not confirm this result; on the contrary, the use of HT increased 
this risk. In this study, HT users were 65-79 years at the initiation of HT (Shumaker et al 2003, 
2004), which is not a typical age to start the use of HT. It is suggested that there can be a critical 
period when HT is still protective against dementia (Henderson 2008). Moreover, dementia in the 
randomized trial was mostly due to vascular reasons and not due to Alzheimer’s disease (Shumaker 
et al 2004). 

 

Coronary artery disease 

Observational studies have shown a significantly decreased risk for myocardial infarction among 
current HT users (Barrett-Connor and Grady 1998, Grodstein et al 2000). Yet,  this effect was not 
seen in randomized controlled trials. In contrast, HT appeared to elevate the risk of myocardial 
infarction both in primary (Rossouw et al 2002, Anderson et al 2004) and secondary prevention 
trials (Grady et al 2002). Recent meta-analysis concluded that HT reduces the risk of cardiac events 
among younger postmenopausal women, while among older postmenopausal women the risk 
increases during the first year of use, but decreases after 2 years of use (Salpeter et al 2006). 
Estrogen therapy initiated in women at 50 to 59 years of age may reduce plaque formation in the 
coronary arteries and then be protective against the risk of myocardial infarction in younger 
postmenopausal women (Mikkola and Clarkson 2002, Mikkola and Ylikorkala 2005, Manson et al 
2007). In this regard, hot flushes may be an important determinant, because they are associated with 
beneficial changes in endothelial function (see e.g. Tuomikoski et al 2009). 

 

Risks  

 

Venous tromboembolism 

The impact of estrogen on fibrinolysis and coagulation is complex. Estrogen reduces the fibrinogen 
concentration in plasma, activates fibrinolysis and thus, it increases the risk of venous 
tromboembolism (Grodstein et al 1996, Braunstein et al 2002). The association between HT use 
and venous tromboembolism is well demonstrated (Sare et al 2008, Canonico et al 2008), and it 
increases the risk of tromboembolism 2-fold (Rossouw et al 2002, Anderson et al 2004, Sare et al 
2008, Canonino et al 2008); the risk of venous tromboembolism being highest during the first year 
of use (Miller et al 2002). There is some evidence that EPT would increase the risk more than ET 
alone (Sare et al 2008), and this effect may be progestagen-specific (Canonico et al 2007). Recent 
studies have demonstrated a lower risk for the transdermal administration of estrogen compared to 
an oral one, or no risk at all (Scarabin et al 2003, Canonico et al 2007).  
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Stroke 

The increased risk of stroke among ET (HR 1.39; 1.10-1.77, mean follow-up 6.8 years) (Anderson 
et al 2004) and EPT (1.41; 1.07-1.85, mean follow-up 5.2 years) (Rossouw et al 2002) users was 
one of the reasons which led to an early termination of the WHI randomized controlled trials. A 
previous large observational study (Nurses’ health study) had reported a slightly elevated risk for 
stroke (relative risk (RR) 1.35; 1.08-1.68) among ET/EPT users with the dose of ≥ 0.625 mg CEE. 
However, the lower dose was not associated with an increased risk for stroke (Grodstein et al 
2000). A meta-analysis of observational studies, including the Nurses’ health study, showed an 
increased stroke incidence among ever users of HT (Miller et al 2002), but the Heart and 
Estrogen/progestagen Replacement Study, a randomized controlled trial on the effect of EPT on 
coronary heart disease, reported no increase in strokes (Grady et al 2002). The recent analysis of the 
Nurses’ health study evaluated the risk for stroke among younger and older women using HT, but 
the risk appeared not to be related to the age at the initiation of HT (Grodstein et al 2008). 

 

Endometrial cancer 

A prolonged use of estrogen predisposes to the hyperplasia and malignant transformation of the  
endometrium (Smith et al 1975). A one year use of unopposed estrogen is accompanied with a 1.4- 
fold risk for endometrial cancer, and in 10 years of use the risk increases 9.5-fold. The risk of 
estrogen can be eliminated by adding progestagen to estrogen, either sequentially or continuously 
(Manson et al 2001). The continuous EPT regimen is associated with an even smaller risk of 
endometrial cancer than in women not using HT (Weiderpass et al 1999, Wells et al 2002). The risk 
reduction of endometrial cancer was also seen in a Finnish study after 3 years of use (standardized 
incidence ratio (SIR) 0.24; 95% CI 0.06-0.60). However, the use of a sequential EPT regimen for 5 
years was accompanied with a modest risk elevation (1.69; 1.43-1.96) (Jaakkola et al 2009, 
accepted for publication).  

 

Breast cancer 

Approximately every 10th woman in Finland will have breast cancer during her life-time, and 
almost every woman has at least one friend or relative affected by this disease. Therefore, it is no 
surprise that breast cancer is the leading cause for cancer fear, despite the considerably improved 
prognosis of this disease. 

  

Diagnostics and screening   

The diagnosis of breast lesions includes palpation, imaging the breast by mammography or 
ultrasound and histological or cytological examination by fine needle aspiration or thick needle 
biopsies (Hermansen et al 1987). The most common imaging method of breasts is the 
mammography. Population-based screenings were started in Finland in 1987. All women between 
50-62 years are invited to screenings (in some communities up to age of 69) every second year. The 
coverage of the screenings in Finland is 95-100% (Dean and Pamilo 1999, Sarkeala et al 2008), 
and 90% of the invited women take part in these screenings.  
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Incidence 

Breast cancer is the most common cancer among women comprising one fifth of all cancers 
worldwide (Bray et al 2004, Colditz et al 2006). The incidence has been increasing in recent 
decades (Figure 1) (Engholm et al 2009), and in 2007, 4160 new breast cancer cases were 
diagnosed in Finland, comprising 31% of all female cancer cases. Breast cancer is more common in 
large urban areas (Figure 2) and has been more common among women with higher socioeconomic 
status (www.cancerregistry.fi). 

 
 
 

Figure 1. Number of women diagnosed with breast cancer in ages 45-85+  during 1953-2007  
in Finland (Engholm et al 2009) 
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Figure 2. Incidence of breast cancer in Finland in 1997-2006 (www.cancerregistry.fi) 
 
 

 
 
 
 
 
 
 

Survival and mortality 

In recent decades, the mortality for  breast cancer has been decreasing (Hermon and Beral 1996, 
Boyle and Ferlay 2005). In Finland the mortality was 14.4 per 100,000 in 2007, and the relative 5-
year survival rate in 2003-2005 was 89% (www.cancerregistry.fi). It has been calculated that the 
screening reduces the breast cancer mortality by 22% (Sarkeala et al 2008). 
 
Risk factors 

Breast cancer is a multifactoral disease, which is affected by reproductive, hormonal and genetic 
factors. Lifestyle and environmental features are also involved. (Table 4).  
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Table 4. Some risk factors for breast cancer  

Factor Risk group1 Relative 
risk (RR) 

Sex Female  150 

Age ≥ 50   > 6.5 

Age at menarche  Menarche before age 12 1.5-3.0 

Age at menopause  Menopause after age 54 2.0 

Age at first birth First child after 30 1.9-3.5 

Parity Nulliparous 1.4 

Benign breast disease 

 

Proliferative lesion with atypia 

Proliferative lesion without atypia 

3.5-5 

1.5-2.0 

Family history of breast cancer Breast cancer in first degree relative > 2.0 

Height > 175 cm 1.5 

Weight Postmenopausal BMI2 > 35 2.0 

Alcohol use 2 drinks/day  1.2 

Exposure to ionising radiation Abnormal exposure in young females after age 10 3.0 

Modified from McPherson 2000, Clemons and Goss 2001, Singletary 2003. 1Relative risk 
compared with the low-risk population. 2 Body mass index. 

 

 

Gender 

Female gender is a strong risk factor for breast cancer. Women have a 150-fold higher breast cancer 
risk than men (Clemons and Goss 2001, Engholm et al 2009). This is evidently due to female sex 
hormones. Conditions which lead to high estrogen levels in men are also associated with male 
breast cancer (Weiss 2005).  

 

Advanced age 

Breast cancer incidence increases rapidly after age of 40, but after the age of 65 the incidence 
decreases (Figure 3). Mammographic screening program from 1987 in Finland has been 
accompanied with an increased incidence of breast cancer among women aged 50-59 as 
demonstrated in figure 3 (Engholm et al 2009).  
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Figure 3. Incidence of breast cancer in 1963 and 2007 in Finland, by age. The organised 
mammography screening of breast cancer was started in 1987 (Engholm et al 2009) 

 

 

Age at menarche and menopause 

Women experiencing menarche before 12 years have a 50% higher risk for breast compared to 
women having menarche when older than 14 years (Clemons and Goss 2001). Likewise, the 
delayed menopause is associated with a risk elevation of 3% for each delayed year (Cuzick 2003). 
Both early menarche and late menopause increase the length of lifetime exposure to endogenous 
female sex hormones which hints at the importance of these hormones in the development of breast 
cancer. 

 

Age at first birth and parity 

Full-term pregnancy has a protective effect against breast cancer risk. During pregnancy, both 
estrogen and progestagen cause proliferation and differentiation of the ductal and lobular-alveolar 
epithelium, which ultimately reduces the risk for malignant transformation of the breast tissue 
(Russo et al 1982). Human breast tissue also contains receptors for human chorionic gonadotropin 
and luteinizing hormones. Human chorionic gonadotropin and pregnancy may affect the expression 
of certain genes and growth factors which inhibit cell proliferation. Human chorionic gonadotropin 
may be the most important protective factor (Russo and Russo 2000). The earlier the first full-term 
pregnancy has occurred, the lower the risk (Ramon 1996 et al, Hinkula et al 2001). Women older 
than 30 at first delivery have a 2- 3.5 –fold higher risk for breast cancer, compared to women whose 
first delivery was before 21(Ramon et al 1996, Hinkula et al 2001). The risk of breast cancer 
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decreases by approximately 10% per birth (Ewertz et al 1990, Hinkula et al 2001). Even if the first 
birth is at age 30 or later, multiparity (5 deliveries) has a protective effect against breast cancer 
(Hinkula et al 2001).  

 

Benign breast disease 

Heterogenous groups of proliferative and non-proliferative breast lesions are defined as benign 
breast diseases. These include benign tumors, trauma, mastalgia, mastitis, and nipple discharge 
(Miltenburg and Speights 2008). Non-proliferative lesions are not associated with breast cancer 
risk, but proliferative lesions, either with (3.5-5-fold) or without atypia (1.5-2-fold), are associated 
with an increased  risk for breast cancer (Cuzick 2003). Proliferative diseases account for 25-30% of 
all benign breast diseases, of which 5-10% show proliferative lesions with cellular atypia. Both 
benign and malignant breast disease can present similar symptoms with a palpable mass or an 
abnormal screening mammogram with no clinical findings (Miltenburg and Speights 2008). 

 

Family history 

Approximately 30% of all breast cancer patients have relatives with breast cancer (Lichtenstein et al 
2000). If a first-degree relative has breast cancer, the risk for breast cancer is elevated 
approximately 2-fold (Collaborative Group on Hormonal Factors in Breast Cancer 2001, 
Oldenburg 2007). The risk increases with the number of relatives affected and is greater for women 
with relatives affected at young age (Olderburg et al 2007). The overall lifetime breast cancer risk 
for women without a family history of breast cancer is 7.8%. For those who have one first degree-
relative affected, the risk is 13.3%, and for those having two,  the risk is 21.1% (Collaborative 
Group on Hormonal Factors in Breast Cancer 2001).  

 

Breast cancer genes 

It has been approximated that 5-10% of all breast cancers are caused by mutations in well-identified 
breast cancer susceptibility genes. The two most important mutations are the high-risk breast cancer 
genes BRCA1 and BRCA2. However, these mutations only account  for a part of the genetic 
susceptibility of breast cancer (Oldenburg 2007). In a large meta-analysis, the  cumulative risk for 
breast cancer by age 70 among BRCA1 carriers was 65%, and among BRCA2 carriers the risk for 
breast cancer was 46% (Antoniou et al 2003). In a Finnish study, the risk for breast cancer among 
first-degree relatives of a BRCA1 carrier was 6-12 fold, and for a BRCA2 carrier 5-11-fold (Eerola 
et al 2001). 

 

Alcohol use 

Alcohol use is associated with an increased risk for breast cancer (Longnecker 1994, Smith-Warner 
et al 1998, Zhang et al 2007). This elevation may be 9-11% with a daily consumption of one 
alcoholic drink (10g/d) (Longnecker 1994, Smith-Warner 1998), and the risk increase is linear up to 
6 drinks. The mechanism of alcohol-induced elevation in breast cancer risk is unknown, but 
increased levels of estrogen and androgen appear important. Alcohol may also enhance the  
susceptibility of mammary cells to carcinogenesis and increase the metastatic potential of breast 
cancer cells (Singletary and Gapstur 2001). 
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Size of a woman  

Obesity is associated with a risk for breast cancer. However, obesity in childhood has not proven to 
have an effect on the risk of breast cancer later in life (Huang et al 1997), but weight gain after the 
age of 18 or after menopause is associated with increased risk of breast cancer among 
postmenopausal women (Eliassen et al 2006). On the contrary, a higher body mass index (BMI) at 
18 years is associated with a lower risk of breast cancer in premenopausal life and, in some studies 
in postmenopausal life as well (Huang et al 1997). A high BMI (>31 vs. < 21) is also associated 
with a 46% lower risk for breast cancer in premenopause (Friedenreich 2001). One explanation for 
the increased risk for breast cancer after menopause in obese women is the high amount of 
endogenous estrogens produced in adipose tissue. Furthermore, obesity increases the circulating 
concentrations of insulin, which may be associated with the risk for breast cancer (Friedenreich 
2001). Tall women appear to have a higher risk for breast cancer (Friedenreich 2001). Childhood 
energy intake, the cumulative exposure to growth hormone and insulin-like growth factor-I, or the 
number of ductal stem cells in the mammary gland have been proposed as potential biologic 
mechanisms associated with an increased breast cancer risk among tall women.  

 

Hormone therapy and breast cancer 

As evidenced before, conditions characterized with endogenous hyperestrogenism are associated 
with an elevated risk for breast cancer. Therefore, it is expected that the exogenous use of female 
sex steroids may increase the risk for breast cancer. A pooled analysis of 51 epidemiological studies 
defined the association between breast cancer and HT (Collaborative Group on Hormonal Factors 
in Breast Cancer 1997). This finding has been confirmed later by numerous studies (see reviews 
Collins et al 2005, Lee et al 2005). However, recent reports which have focused on more precise 
analyses on the association between different therapies and breast cancer have produced 
inconclusive data. So far, only one randomized controlled trial has had enough power to evaluate 
the breast cancer risk with different hormone therapies. This study failed to found any association 
with breast cancer and estrogen-only therapy (CEE 0.625 mg/d) in 6.8 years’ of use (HR 0.77, 95% 
CI 0.59-1.01) (Anderson et al 2004) but the EPT (CEE 0.625 mg/d and MPA 2.5 mg/d) was 
accompanied with an elevated risk for breast cancer   (1.24; 95% CI 1.01-1.54) (Rossouw et al 
2002). This result, together with the adverse effects of HT on cardiovascular events, has changed 
the policy of prescribing HT in the Western world. 

 

Estrogen-only therapy 

A meta-analysis of 45 studies on the use of ET revealed no association between ET and the risk of 
breast cancer (Bush et al 2001).  Later on, numerous observational studies have reported either an 
increased risk or no impact on the risk for breast cancer associated with the use of ET (table 5). The  
largest cohort study so far showed that the current use of ET was accompanied by an increased risk 
for breast cancer (RR 1.25, 95% CI 1.10–1.41) already in 1-4 years of use (Beral et al 2003). In 
contrast, ET in a placebo-controlled study (CEE) was associated with an almost statistically 
significant decrease in the risk for breast cancer (HR 0.77; CI 0.59–1.01) (Anderson et al  2004). In 
a Finnish study on ET use, the mean duration of 8.2 years, was not accompanied with an increased 
risk for breast cancer (Sourander et al 1998). However, the association between ET and breast 
cancer may be relative to the duration of the use (Table 5). 
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Table 5. Previous data on the use of estrogen-only therapy and the risk for breast cancer  

 
Study Design Type of 

estrogen 
Duration of use RR/HR/OR2 

Collaborative 
Group on 
Hormonal Factors 
in Breast Cancer 
1997 

Pooled analysis of 
51 studies 
(Median age at first 
use 48 years) 
52,705 cases 

 mostly CEE1 < 5 years 
≥ 5 years 

0.99  (0.065) 
1.35  (1.21-1.49) 

Sourander et al 
1998 

cohort 
7,944 
97 cases 

estradiol mean duration 8.2 
years 

1.00  (0.47-1.90) 

Magnusson et al 
1999 
 

case-control 
(50-74 years) 
3,345/3,454 

mostly 
estradiol 

≤ 2 years 
> 2 ≤ 5 years 
> 5 ≤ 10 years 
10+ years 

1.72  (1.13-2.62) 
1.49  (0.85-2.63) 
2.18  (1.07-4.45) 
2.70  (1.47-4.96) 

Colditz et al 2000 cohort 
(50-70 years) 
58,520 
1,761 cases 

CEE 10 years  1.23  (1.06-1.42) 

Shairer et al 2000 cohort (BMI ≤ 24.4) 
(58+ years) 
46,335 

mostly CEE < 8 years 
8 < 16 years 
≥ 10 years 

1.00  (0.80-1.30) 
1.50  (1.20-2.00) 
1.60  (1.20-2.20) 

Chen et al 2002 case-control 
(50-74 years) 
705/692 

CEE ≤ 3 years 
> 3 < 5 years 
≥ 5 years 

1.13  (0.64-2.01) 
1.45  (0.84-2.49) 
1.84  (1.04-3.27) 

Kirsh et al 2002 case-control 
(20-74 years) 
404/403 

not given 1-9 years 
≥ 10 years 

1.00  (0.44-2.24) 
1.74  (0.93-3.24) 

Newcomb et al 
2002 

case-control 
(50-79 years) 
5,298/5,951 

mostly CEE < 5 years 
≥ 5 years 

1.08  (0.92-1.27) 
1.36  (1.17-1.58) 

Porch et al 2002 cohort  
(≥ 45 years) 
17 835 
411 cases 

not given < 5 years 
≥ 5 years 

0.95  (0.64-1.40) 
0.87  (0.65-1.53) 

Weiss et al 2002 case-control 
(35-64 years) 
1,870/1,953 

not given 6 mo < 2 years 
2 < 5years 
5+ years 

0.83  (0.55-1.27) 
1.00  (0.67-1.50) 
0.97  (0.68-1.37) 

Li et al 2003a case-control 
(65-79 years) 
975/1,007  

not given 6 months < 5 years 
≥ 5 < 15 years 
≥ 15 < 25 years 
≥ 25 years 

0.80  (0.60-1.20) 
1.20  (0.80-1.70) 
1.30  (0.90-1.90) 
1.00  (0.70-1.40) 

Olsson et al 2003 cohort 
29,508 
556 cases 

estradiol 1-4 years 
> 4 years  

0.77  (0.38-1.57) 
0.58  (0.22-1.55) 

Beral et al 2003 cohort 
1,084,110 
(50-64 years) 
9364 cases 

CEE/estradiol 1-4 years 
5-9 years 
≥ 10 years 

1.25  (1.10-1.41) 
1.32  (1.20-1.45) 
1.37  (1.22-1.54) 

Anderson et al 
2004  

RCT3  
(50-79 years) 
10,739 (94 vs 124) 

CEE 6.8 years 0.77  (0.59-1.01) 
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Bakken et al 2004 cohort  
(45-64 years) 
67,336 
624 cases 

not given < 5 years 
≥ 5 years 

2.50  (1.40-4.50) 
1.00  (0.40-2.50) 

Stahlberg et al 
2004 

cohort  
(≥ 45 years) 
19,898 
244 cases  

estradiol Mean duration 7.2 
years 

1.96  (1.16-3.35) 

Fournier et al 2008 cohort  
(mean age at start of 
HT 52.4 years) 
80 337 
2,354 cases 

mostly 
estradiol 

Mean duration 7 
years 

1.29  (1.02-1.65) 

Flesch-Janys et al  
2008 

case-control  
(50-74 years) 
3,464/6,657 

not given < 5 years 
5-<10 years 
10-<15 years 
15+ years 

0.92  (0.80-1.07) 
1.13  (0.94-1.35) 
1.16  (0.95-1.43) 
1.09  (0.85-1.39) 

Opatrny et al 2008 case-control 
(50-75 years) 
6,347/31,516 

mostly CEE Mean duration 
2891 days 

1.22  (0.74-2.00) 

1Conjugated equine estrogens; 2RR=relative risk, HR=hazard ratio, OR=odds ratio; 3randomized placebo-
controlled trial 

 

 

Route of administration 

The impact of the route of administration of estrogen for health benefits and non-malignant risks 
has been much studied (see e.g. Cacciatore et al 2001, Strandberg et al 2003, Scarabin et al 2003, 
Canonico et al 2007). In contrast, the data on whether the estrogen effect on breast cancer is 
dependent on the route of administration are sparse. The English study found no difference between 
oral and transdermal administration as regards to the risk for breast cancer, but the analyses were 
based only on the regimen which was used at the time of interview (Beral et al 2003). Yet, previous 
data may imply that the different estrogenic milieu in users of oral and transdermal estrogen might 
similarly affect breast cells.  

 

Dose 

A longer exposure to estrogen appears to be limited to the higher risk for breast cancer, as discussed 
above. Therefore, it may be plausible that also the dose of estrogen is a determinant, although in a 
pooled analysis of 51 epidemiological studies no differences between various doses of CEE were 
determined (Collaborative Group on Hormonal Factors in Breast Cancer 1997). Furthermore, in a 
large cohort study of 58 520 nurses (Colditz et al 2000), no dose-dependence was found, whereas in 
another study, a trend toward higher relative risks with higher doses of CEE was seen (Porch et al 
2002). The study in the UK failed to show any dependence between the doses of estradiol and CEE 
and the risk for breast cancer (Beral et al 2003).  

 

Estrogen-progestagen therapy 

It is generally accepted that postmenopausal EPT is accompanied with a higher risk of breast cancer 
than estrogen alone (Table 6). This risk elevation is primarily attributed to the progestagen 
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component of EPT; the first data published on this association was already in the late 80s (Bergkvist 
et al 1989). Later, particularly that therapy with CEE for a mean 6.8 years was not associated with 
an increased risk of breast cancer (Anderson et al 2004, Collins et al 2005), but CEE given together 
with progestagen, was associated with an increased risk of breast cancer in 5.2 years (Rossouw et al 
2002), confirmed this association.   

 

Mode of administration and duration of use 

It can be concluded from the above that progestagen as a complement to estrogen appears to be an 
established risk factor. The mode of progestagen administration may also be a significant 
determinant. Abundant data have shown that sequential administration appears safer than  
continuous use (Magnusson et al 1999, Weiss et al 2002, Newcomb et al 2002, Jernström et al 
2003, Olsson et al 2003 Stahlberg et al 2004, Flesch-Janys et al 2008), although data are not 
uniform in this regard (Ross et al 2000, Beral et al 2003, Li et al 2003a, Opatrny et al 2008).  
Additionally, there is no clear-cut duration of exposure after which the risk for breast cancer 
increases significantly. In less than 5 years of use, a slightly increased risk associated with either 
sequential or continuous progestagen use is seen (Magnusson et al 1999, Ross et al 2000, Chen et al 
2002, Bakken et al 2004) (table 6).  

 

Type of progestagen 

Progestagens can act as a proliferative or as an antiproliferative agent in the breast, depending on 
the dose, type of progestagen, and duration of exposure. Progestagens can bind with various steroid 
receptors with different affinity and exert different effects on breast cell proliferation, to modify 
estrogen metabolizing enzymes, cell cycle, growth factors and oncogenes (Pasqualini et al 1998). 
Several in vitro studies have shown differences between progestagens towards normal breast cells 
and breast cancer cells (Seeger and Mueck 2008). Progestagens may also induce proliferation in 
breast tissue through paracrine mechanisms, i.e. in the circumstances which cannot be modelled in 
the culture cell lines (Lange 2008). Therefore, discordant opinions exist on the effects of various 
progestagens on breast cancer risk. 

Medroxyprogesterone acetate has been primarily used in US studies, and the increased breast cancer 
risk associated with MPA containing EPT was confirmed in the WHI trial (Rossouw et al 2002).  In 
Scandinavia, norethisterone acetate (NETA) and levonorgestrel (LNG) are the most common 
progestagens, and in Scandinavian studies, the risk for breast cancer has been reported to be slightly 
higher compared to the US studies (Lee et al 2005). This may imply that NETA and LNG could 
carry a higher risk than MPA. It has been speculated that MPA, being a 17alfa-hydroxyprogesterone 
derivate, affects breasts more physiologically than NETA, which is a derivate of 19-nortestosterone 
(Campagnoli et al 2005). However, a large cohort study from the UK reported no marked 
differences between MPA, NETA and levonorgestrel (Beral et al 2003). In France, where the most 
used progestagens are dydrogesterone and progesterone, no increased risk of breast cancer was seen 
among users of these progestagens combined with estrogen (Fournier et al 2008). It should also be 
noted that the preferred estrogen component in the USA is CEE, in contrast to Scandinavian 
countries where estradiol is a leading commercial estrogen. Therefore, it may not be justified to 
compare only different progestagens and the risk for breast cancer between various countries if the 
estrogen component of EPT is not the same. 
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Table 6. Previous data on estrogen-progestagen therapy (EPT) and risk for breast cancer  
 
Study Design Mode of regimen Duration of use RR/HR/OR1 

Magnusson et al 
1999 

case-control 
(50-74 years) 
3,345/3,454 

EPTsequential  
 
 
 
 
EPTcontinuous  
 
 
 

≤ 2 years 
> 2 ≤ 5 years 
> 5 ≤ 10 years 
10+ years 
 
≤ 2 years 
> 2 ≤ 5 years 
> 5 ≤ 10 years 
10+ years 

1.58  (1.01-2.46) 
1.34  (0.71-2.54) 
1.89  (0.88-4.09) 
2.45  (0.82-7.30) 
 
0.93  (0.63-1.36) 
1.26  (0.76-2.09) 
2.89  (1.66-5.00) 
5.36  (1.47-19.56) 

Ross et al 2000 case-control 
(55-72 years) 
1,897/1,637 

EPTsequential 
 
 
 
EPTcontinuous 
 

≤ 5 years 
> 5 ≤ 10 years 
10+ years 
 
 
≤ 5 years 
> 5 ≤ 10 years 
10+ years 
 

1.19 
1.58 
1.79  
per 5 y 1.38 (1.13-
1.68) 
 
0.88 
1.28 
1.23 
per 5 y 1.09 ns (0.88-
1.35) 

Chen et al 2002 case-control 
(50-74 years) 
705/692 

EPTsequential 
 
 
 
EPTcontinuous 

≤ 1 years 
> 1 < 3 years 
≥ 3 
 
≤ 6 months 
7-19 months  
≥ 20 months 

1.37  (0.85-2.20) 
1.00  (0.59-1.71) 
1.62  (1.03-2.55) 
 
0.85  (0.36-2.03) 
1.32  (0.60-2.89) 
1.85  (1.03-2.55) 

Newcomb et al 
2002 

case-control 
(50-79 years) 
5,298/5,951 

EPT 
 
 
EPTsequential 
EPTcontinuous 

<5 years 
≥ 5 years 
 

1.32  (1.02-1.70) 
1.50  (1.09-2.06) 
 
0.96  (0.70-1.31) 
1.54  (1.15-2.07) 

Olsson et al 2003 cohort 
29,508 
556 cases 

EPTsequential  
 
 
EPTcontinuous 
 

1-4 years 
> 4 years 
 
1-4 years 
> 4 years 

1.18  (0.62-2.23) 
1.44  (0.67-3.08) 
 
2.01  (1.14-3.55) 
3.13  (1.70-5.75) 

Weiss et al 2002 case-control 
(35-64 years) 
1,870/1,953 

EPTsequential  
 
 
 
EPTcontinuous 
 
 

< 2 years 
2-<5 years 
5+ years 
 
< 2 years 
2-<5 years 
5+ years 

0.72  (0.42-1.24) 
1.44  (0.79-2.61) 
1.18  (0.70-1.98) 
 
1.11  (0.71-1.75) 
1.38  (0.86-2.22) 
1.77  (1.04-3.01) 

Li et al 2003a case-control 
(65-79 years) 
975/1,007  

EPTsequential 
 
 
 
 
EPTcontinuous 

6 months < 5 years 
≥ 5 < 15 years 
≥ 15 years 
 
6 months < 5 years 
≥ 5 < 15 years 
≥ 15 years 

1.50  (0.80-2.80) 
1.70  (1.00-3.00) 
2.90  (1.30-6.60) 
 
1.30  (0.90-2.00) 
2.00  (1.30-3.00) 
1.80  (1.00-3.30) 
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Beral et al 2003 cohort 
(50-64 years) 
1,084,110 
9,364 cases 

EPTsequential  
 
EPTcontinuous  
 

< 5 years 
≥ 5 years 
< 5 years 
≥ 5 years 

1.77  (1.59-1.97) 
2.12  (1.95-2.30) 
1.57  (1.37-1.79) 
2.40  (2.15-2.67) 

Chlebowski et al 
2003 

RCT2 

(50-79 years) 
16,608 
199 vs 150 cases 

EPTcontinuous 5.2 years 1.24  (1.01-1.54) 

Bakken et al 2004 cohort  
(45-64 years) 
67,336 
624 cases 

EPTsequential  
 
 
EPTcontinuous 
 

< 5 years 
≥ 5 years 
 
< 5 years 
≥ 5 years 

1.70  (1.00-2.80) 
2.20  (1.30-3.80) 
 
2.60  (1.90-3.70) 
3.20  (2.20-4.60) 

Jernström et al 
2004 

cohort  
(50-64 years) 
6,586 
101 cases 

EPTcontinuous ≤ 2 years 
> 2 ≤ 4 years 
> 4 years 

3.00  (1.30-7.00) 
1.50  (0.45-5.30) 
3.20  (1.40-7.20) 

Stahlberg et al  
2004 

cohort  
(≥ 45 years) 
19,898 
244 cases 

EPTsequential  
 
 
 
EPTcontinuous 
 
 

< 5 years 
5-9 years 
10+ years 
 
< 5 years 
5-9 years 
10+ years 

1.58  (0.79-3.17) 
2.47  (1.23-4.95) 
2.18  (1.09-4.33) 
 
1.96  (0.72-5.36) 
4.96  (2.16-11.39) 
6.78  (3.41-13.48) 

Ewertz et al 2005 cohort 
(40-67 years) 
78,380  
1462 cases 

EPTsequential current use 1.52  (1.21-1.93) 

Opatrny et al 2008 case-control 
(50-75 years) 
6,347/31,516 

EPTsequential  
EPTcontinuous 

Mean duration 
2681 days 

1.33 (1.21-1.46) 
1.29 (1.07-1.56) 
 

Flesch-Janys et al 
2008 

case-control  
(50-74 years) 
3,464/6,657 

EPTsequential  
 
 
 
 
EPTcontinuous 

< 5 years 
5-<10 years 
10-<15 years 
15+ years 
 
< 5 years 
5-<10 years 
10-<15 years 
15+ years 

1.03  (0.87-1.22) 
1.30  (1.10-1.54) 
1.39  (1.13-1.69) 
1.37  (1.04-1.80) 
 
1.11  (0.96-1.28) 
1.88  (1.59-2.23) 
2.04  (1.66-2.50) 
1.91  (1.46-2.49) 

1 RR=relative risk, HR=hazard ratio, OR=odds ratio; 2 randomized placebo-controlled trial 

 

 

 

Route of administration 

Oral EPT has been in use much longer than transdermal EPT. Therefore, most data on the risk of 
breast cancer in HT users have been accumulated from its oral use. Progestagen for endometrial 
protection can be administered by intrauterine system and such a use of levonorgestrel was not 
associated with increased risk of breast cancer among women aged 35-54, but these women were 
not treated with estrogen (Backman et al 2005).  
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Tibolone  

Tibolone is a synthetic steroid which is metabolized to estrogenic, progestagenic and androgenic 
compounds (Vos et al 2002). Tibolone alleviates climacteric symptoms and protects against 
osteoporosis (Notelovitz 2007). The association between tibolone and breast cancer is controversial. 
In epidemiological studies, tibolone (2.5mg/d) is either accompanied with an increased risk for 
breast cancer (Beral et al 2003, Stahlberg et al 2004) or has no effect (Opatrny et al 2008). In 
contrast, a randomized trial on osteoporotic elderly women demonstrated that a smaller dose of 
tibolone (1.25mg/d) led to a significantly reduced risk for breast cancer (Cummings et al 2008). 
However, in a recent big placebo controlled trial in women with a history of breast cancer, the use 
of tibolone (2.5mg/d) was associated with a 48% increase in the risk of new cancer or recurrence 
within  4 years of use (Kenemans et al 2009). It has been hoped that the vascular effects of tibolone 
could be enhanced in combination with phytoestrogens, but the tibolone+soya combination proved 
to have rather minimal vascular benefits over the sole tibolone (see e.g. Jernman 2008); no such 
data exist as regards the effects of tibolone on breast. 

 

Selective estrogen receptor modulator, testosterone, phytoestrogens  

Tamoxifen is currently considered the gold standard for adjuvant therapy in the treatment of 
hormone sensitive breast cancer (Shelly et al 2008). Raloxifene also reduces the risk for new 
invasive breast cancer (Shelly et al 2008). Overall, SERMs act as opposites to estrogen or have a 
neutral effect in the breast. For the adjuvant treatment of hormone sensitive postmenopausal breast 
cancer, aromatase inhibitors appear to be more effective than tamoxifen, and they will replace the 
SERMs. 

The data on the association of breast cancer and testosterone are limited. In a recent study, the use 
of testosterone for more than 5 years was not associated with an increased risk for breast cancer 
(van Staa and Sprafka 2009). It has even been suggested that testosterone could counteract breast 
cell proliferation induced by EPT (Hofling et al 2007). 

Despite the weak estrogenic effects of phytoestrogens, epidemiological studies suggest that the 
incidence of breast cancer is lower in countries where the intake of phytoestrogens is high, implying 
that these compounds may reduce the breast cancer risk (Adlercreutz 2003). However, short-term 
intervention studies suggest a possible stimulatory effect on breast tissue, raising concerns of 
possible adverse effects in breast cancer patients. Presently, no clear evidence exists as regards the 
guidelines for the clinical use of phytoestrogens in healthy women or in women with a history of 
breast cancer (Rice and Whitehead 2008).  

 

Levonorgestrel releasing intrauterine system with estrogen 

The levonorgestrel releasing intrauterine system (LNG-IUS) was designed for contraception 
(Nilsson et al 1981). It can also be used for endometrial protection in postmenopausal estrogen 
users and it was introduced as part of the EPT in the early 90s (Andersson et al 1992). Due to the 
small release of LNG (20µg/d), LNG-IUS as a complement to estrogen has been assumed to be safe 
for breasts (Sitruk-Ware 2007). This hypothesis is supported by data on fertile age women in whom 
the risk for breast cancer was not increased with the use of LNG-IUS (Backman et al 2005). 
However, no data existed on the relation between LNG-IUS+estrogen and breast cancer among 
postmenopausal women at the time of planning of the present study. 
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Histology of breast cancer  

The most common histologic type of breast cancer is ductal (70-80% of all breast cancer types) 
followed by the lobular type of cancer (5-10% of all types) (www.cancerregistry.fi). Cancer can 
also be ductal-lobular, tubular, medullary and mucinous, and these classes only amount to a 
minority of all breast cancers (Reeves et al 2006). For an unknown reason, the rate of lobular cancer 
has increased more than that of ductal cancer in recent years (Verkooijen et al 2003, Li et al 2003b). 
Ductal cancer is more easily detected in a mammogram, but the prognosis for the lobular type of 
breast cancer is better than that for ductal cancer (Verkooijen et al 2003, Li et al 2000,2008). It is a 
general consensus that the use of HT favours the occurrence of lobular, ductal-lobular and tubular 
types of breast cancer (Collins et al 2005, Reeves et al 2006, Borgquist et al 2007, Li et al 2008, 
Fournier et al 2008). 

It has been hypothesized that EPT could act as a promoter of foci of lobular carcinoma that would 
remain small or perhaps clinically undetectable in the absence of EPT exposure (Li et al 2008). 
This theory is supported by the studies which reveal an increased risk for breast cancer in a rather 
short duration of exposure (Magnusson et al 1999, Beral et al 2003, Bakken et al 2004, Jernström 
et al 2004, Li et al 2008). It has been calculated that it can take approximately 7-10 years before a 
cancerous DNA change leads to  clinically diagnosed breast cancer (Speroff 2008). Therefore, the 
disappearance of the risk elevation for breast cancer within 5 years after the cessation of EPT use 
may also support the speculation that HT would not initiate a new cancer (Collaborative Group on 
Hormonal Factors in Breast Cancer 1997, Collins et al 2005). 

 

Other characteristics of breast cancer 

Many observational studies have reported that the breast cancers in HT users are smaller (Holli et al  
1998, Magnusson et al 1999, Delgado and Lopez 2001, Cheek et al 2002, Sacchini et al 2002,  
Daling et al 2003, Schuetz et al 2007) and of a lower histological grade (Holli et al 1998, 
Magnusson et al 1999, Delgado and Lopez 2001,  Sacchini et al 2002, Daling et al 2003, Borgquist 
et al 2007, Schuetz et al 2007), but data are not conclusive in this regard (Chlebowski et al 2003, 
Kerlikowski et al 2003, Stahlberg et al 2004). Furthermore, breast cancer among HT users is more 
often local (Manjer et al 2001, Delgado and Lopez 2001, Cheek et al 2002), although contradicting 
data also exist in this regard (Chlebowski et al 2003, Kerlikowske et al 2003). A randomized 
controlled trial found no difference in tumour receptor status among EPT users compared to 
nonusers (Chlebowski et al 2003), while various observational studies have found the association 
between ER+  tumours and EPT (Delgado and Lopez 2001, Daling et al 2002, Kerlikowske et al 
2003, Chen et al 2004, Hwang et al 2005, Fournier et al 2008). The association is less evident 
between ET and ER+ (Chen et al 2004) tumours.  

 

Women with a history of breast cancer 

The use of HT has been considered to be contraindicated among women diagnosed with breast 
cancer. However, the survival rate for breast cancer has been improved, and numbers of survivors 
with climacteric symptoms are willing to consider HT. A Finnish study reported no increased risk 
among breast cancer survivors using HT for short durations (mean 2.5 years) (Metsä-Heikkilä  
2001). Later a meta-analysis of 8 observational studies also revealed no increased risk of recurrence 
among HT users after treatment of breast cancer (Col et al 2005). However, a randomized study 
comparing HT for menopausal symptoms with management without HT among breast cancer 
survivors was discontinued early (median 4 years), due to the increased risk of new breast cancer 
following HT (HR 2.4; 1.3-4.2) (Holmberg et al 2008).  
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AIMS OF THE STUDY 

 

Due to the national differences in the pattern of HT use and background factors contributing to the 
risk for breast cancer, the impact of HT use for breast cancer should be studied in each country 
where HT is being used. The purpose of this study was to evaluate the impact of the common HT 
regimens used in Finland on the risk for breast cancer.  

The specific aims were to analyse the impact of doses, routes of administration of progestagens and 
estrogens, and various progestagens as regards the risk for breast cancer. Consequently, the  
following studies were performed: 

1. Estrogen-only therapy and the risk for breast cancer (cohort study) (I) 

2. Estrogen-progestagen therapy and the risk for breast cancer (cohort study) (II) 

3. Hormone therapy including intrauterine system and tibolone and the risk for breast cancer 
(case-control study) (III) 

4. Dose and route of norethisterone acetate (as a part of HT) as a determinant of breast cancer 
risk (case-control study) (IV) 
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SUBJECTS AND METHODS 

 

All studies were register-based (Table 7), and the use of different registers in each study are 
described below. 

Postmenopausal hormone therapy is currently reimbursed for  42% of the price.  

The Finnish Population Information System contains basic information about Finnish citizens and 
foreign residents in Finland. Personal data recorded in the system includes name, personal identity 
code, address, citizenship and native language,  family relations and date of birth and death (if 
applicable). 

 

Table 7. Registers used in the present study 

 
Register Complete data 

available 
Used in following studies 
during the given period  

Medical reimbursement 
register (The social 
insurance institution of 
Finland) 

all reimbursable 
hormone therapy 
regimens since 1994 

Study I        
Study II       

Study III      

Study IV      

1994-2001 

1994-2005 

1994-2007 

1994-2007 

Finnish Cancer Registry 1953 Study I        
Study II       

Study III      

Study IV      

1994-2001 

1994-2005 

1995-2007 

1995-2007 

Finnish Population 
Register Centre 

1969 Study III      

Study IV      

1995-2007 

1995-2007 

 

Study population in cohort studies 

The study cohort of ET users consisted of all women over 50 years (n=110,984) who had purchased 
for at least 6 months any type of estrogen-only regimen in 1994–2001, the first purchase being at 
the age of 50 or later (table 8). These women were identified from the medical reimbursement 
register of the Social Insurance Institution of Finland. The women who had bought regimens for 
less than 6 months use were excluded, because this group could include women who had only 
bought estrogens, but not used them. Only 387 women had bought CEE, and thus, these women 
were not included in the analysis. Our final cohort consisted of women using estradiol and estriol-
based regimens. 

The cohort of EPT users consisted of all women over 50 (n=221,551) who had bought EPT 
regimens in 1994-2005 for at least 6 months with the first purchase being at the age of 50 or later 
(Table 8).  

The follow-up for breast cancer among HT users was done through the Finnish Cancer Registry 
using personal identifiers as the key. 
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Study population in case control studies 

All 9,956 women in Finland diagnosed with breast cancer at 50-62 years of age during 1995-2007 
were identified through the Finnish Cancer Registry (Table 8).  For each case subject, three control 
women of the same age (+/- one month) and alive at the time of diagnosis of the respective case 
were randomly selected from the Finnish national population registry. Cases and controls were 
linked to the medical reimbursement registry providing the data on the use of HT. The subgroup 
analysis of NETA containing HT use was done among HT users of cases and controls. All women 
who were included in case control studies, turned 50 years at some point during the study period, 
and the exposure to HT was calculated from 50 years on. 

 

Table 8. Study populations 

 

 Cohort Cases/ controls Age of the subjects Follow-up period 

Study I 110,984  ≥ 50 1994-2002 

Study II 221,551  ≥ 50 1994-2005 

Study III  9,956/ 29,868 50-62 1995-2007 

Study IV  885/ 1,430 50-62 1995-2007 

 

 

Statistical methods 

The standardized incidence ratios (SIRs) were calculated by dividing the number of observed cases 
by the numbers expected. Ninety-five per cent confidence intervals (95% CIs) for the SIRs were 
based on the assumption that the number of observed cases represents a Poisson distribution. The 
expected numbers of breast cancer cases were calculated by multiplying the number of 
person-years in each 5-year age group by the corresponding breast cancer incidence among all 
Finnish women during the same period of observation (ww.cancerregistry.fi).        

The follow-up for all HT users started in 1994 and ended for ET users at the end of 2002 or at death 
and for EPT users at  the end of 2005 or at death. 

Odds ratios (OR) and 95% CIs were used as measures of relative risk in the case control studies. 
These were computed from logistic regression models estimated by a conditional maximum 
likelihood method. The age of a woman, the age at first birth, parity, and health care district served 
as confounders and were adjusted in the final models. The two-tailed test was used for comparison 
of proportions. 

 

Ethics and permissions 

The ethics committee of the Department of Obstetrics and Gynecology, Department of 
Othorhinolaryngology, Department of Neurology and Neurosurgery, HUCS, The National Institute 
for Health and Welfare (former STAKES) and the Social Insurance Institution of Finland have 
given permissions for this study.  
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RESULTS 

 

Detailed results are given in the original publications, and therefore only the main results are 
presented here. 

Estradiol-only therapy and the risk for breast cancer (study I) 

Altogether, 2171 cases with breast cancer were reported to the Finnish Cancer Registry during the 
follow-up. The use of systemic estradiol was associated with an increased incidence of breast 
cancer after 5 years of exposure (Table 9). Oral estriol or vaginal use of estrogen were not 
accompanied with any increased incidence of breast cancer (Table 9). 

The elevated incidence of breast cancer associated with ET use increased with the increasing daily 
dose of oral estradiol, and the incidence was significantly elevated with the highest mean daily dose 
of estradiol (≥ 1.9 mg/day) in users of ≥ 5 years.  However, the trend by dose was not statistically 
significant (p-trend = 0.27).  

The use of patches of all doses for ≥ 5 years was accompanied by an elevated incidence for breast 
cancer. Most of the gel users had used > 0.9 mg/day (90%, n=867) ≥ 5 years, and the SIR was 1.52 
(0.73–2.78). Transdermal use of ET for ≥ 5 years at any dose was associated with an increased 
incidence of breast cancer, which was comparable to that of oral ET. 

The incidence of lobular type of breast cancer among ET users ≥ 5 years (1.58; 1.22-2.01) did not 
differ from  that of ductal cancer (1.36; 1.19-1.53). The use of ET for ≥ 5 years was associated with 
an increased incidence of both localized cancer and cancer spread to regional nodes. The SIR for 
carcinoma in situ was 2.43 (1.66–3.42) among ET users for ≥ 5 years. 

Table 9. Standardized  incidence ratios (SIR) of breast cancers among women (N) using oral 
or transdermal estradiol, oral estriol and vaginal estrogens by duration of use1 

Duration N Obs Exp SIR 95 % CI 

Estradiol      

≥ 6 months < 5 years2 28 380 340 363 0.93 0.80-1.04 

≥ 6 months < 5 years3 29 445 1166 895 1.30 1.23-1.38 

≥ 5 years 26 904 345 239 1.44 1.29-1.59 

Estriol      

≥ 6 months < 5 years2 2857 34 35 0.98 0.68-1.37 

≥ 6 months < 5 years3 3717 88 82 1.07 0.86-1.32 

≥ 5 years 1367 16 11 1.41 0.80-2.28 

Vaginal estrogens      

≥ 6months < 5 years2 7 303 43 64 0.67 0.48-0.90 

≥ 6 months < 5 years3 10 879 138 130 1.06 0.89-1.25 

≥ 5 years 132 1 0.71 1.41 0.04-7.86 

1Use in ages over 50 years during 1994-2001, observed (Obs) and expected (Exp) number of breast 
cases up to 31 December 2002, and standardized incidence ratios (SIR) with their 95 % confidence 
intervals (CI). 
2Only users from 1995-2001(with completely known exposure history) were included. 
3Users from 1994 (with possible preregister use) were included. 
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Estrogen-progestagen therapy and the risk for breast cancer (study II) 

Altogether 6211 EPT users became diagnosed with breast cancer during the study period. The use 
of EPT for at least 3 years was associated with an increased incidence of all breast cancer types 
combined (1.31; 1.20-1.42) (Table 10). The SIR increased with increasing exposure to EPT, being 
2.07 (1.84-2.30) after 10 years of use (Table 10).  

The sequential and continuous use of progestagen as a complement to estradiol were accompanied 
with elevated risks for breast cancer from 3 years of exposure onwards. The use of progestagen 
continuously was associated with a higher risk elevation than the sequential use of progestagen 
after 5 years. Oral and transdermal EPT regimens showed comparable risk elevations. The risk was 
also elevated in EPT users with inaccurate exposure data (Table 11). 

 

Table 10. Standardized incidence ratios (SIR) of invasive breast cancer in women with the use 
of estradiol-progestagen therapy1  

Exposure N Obs Exp SIR 95% CI 

≥ 6 months < 3 years 50 033 1024 976 1.05 0.97-1.11 

≥ 3 years < 5 years 30 583 547 418 1.31 1.20-1.42 

≥ 5 years < 10 years 32 466 472 273 1.72 1.58-1.89 

≥ 10 years 23 131 299 146 2.07 1.84-2.30 
1Use in women over 50 years during 1994-2005, observed (Obs) and expected (Exp) number of breast 
cancer cases up to the end of December 2005, and standardized incidence ratios (SIR) with their 95% 
confidence intervals (CI) at the end of the follow-up. 

 

 

Table 11. Standardized incidence ratios (SIR) of invasive breast cancer (N) among women using 
estrogen+progestagen therapy in 1994-2005 according to the mode  of regimen, and duration of 
the use1 

 Sequential Continuous 

Exposure N SIR (95% CI) N SIR (95% CI) 

≥ 6 months < 3 years2 781 1.04 (0.97-1.11) 253 1.24 (1.12-1.37) 

≥ 3 years < 5 years2 385 1.09 (0.96-1.23) 105 1.42 (1.16-1.71) 

≥ 5 years3 738 1.78 (1.64-1.90) 294 2.48 (2.09-2.91) 

≥ 10 years4 27 2.27 (1.50-3.30) 21 5.12 (0.62-18.48) 
1Use in ages over 50 during 1994-2005, observed (Obs) and expected (Exp) number of breast cancer 
cases up to 31 December 2005, and standardized incidence ratios (SIR) with their 95% confidence 
intervals (CI) at the end of the follow-up. 
2Classification according to first use. 
3Used the same mode of administration for 5 years. 
4Used the same mode of administration for 10 years. 
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The use of EPT containing NETA was accompanied with a significantly higher risk for breast 
cancer than the use of MPA after 5 years of use (Table 12). Exposure to other progestagens, 
including dydrogestrone, showed no statistically significant increase in the risk for breast cancer in 
less than 5 years of use (1.22; 0.83-1.72).  The mixed use of progestagens for 5 years or more 
(NETA and MPA switchers included) was accompanied with an elevated risk for breast cancer.  

 

 

Table 12. Standardized incidence ratios (SIR) of invasive breast cancer among women 
(N) using estrogen+progestagen therapy in 1994-2005 grouped according to the 
progestagen, and duration of use1   

 N Obs Exp SIR 95% CI 
Progestin type 
and duration 

     

> 6 mo < 3 years2      

NETA 22368 439 424 1.04 0.94-1.14 

MPA 13438 336 324 1.04 0.93-1.15 

≥ 3 years < 5 years2      

NETA 12211 266 169 1.34 1.17-1.51 

MPA 8648 166 130 1.27 1.09-1.48 

≥ 5years3       

NETA 24093 670 330 2.03 1.88-2.18 

MPA 19299 454 277 1.64 1.49-1.79 

Other4   5804 159 77 2.07 1.76-2.04 

Mixed5 39727 860 498 1.73 1.61-1.84 

≥ 10 years3      

NETA 4081 67 21 3.15 2.44-4.00 

MPA 2049 16 8 1.90 1.07-3.07 

Other4 289 6 2 2.79 1.02-6.07 

Mixed5 6492 70 30 2.33 1.82-2.94 
1Use in ages over 50, observed (Obs) and expected (Exp) number of breast cancer cases up to 
the end of December 2005, and SIRs with their 95 % confidence intervals (CI) at the end of 
the follow-up. 
2Classified according to the first EPT. 
3Classified according to the progestagen used first and at 5 and at 10 years (pre-register use 
possible.  
4Includes progestagens other than NETA, MPA and dydrogesterone. 
5Switching use of progestagen.  
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The users of NETA formed large enough groups for a comparison between the impacts of 
sequential or continuous use of progestagen on the risk for breast cancer. Within the use of at least 
5 years, the sequential use of NETA (1.72; 1.52-1.93) was accompanied with a significantly lower 
incidence of breast cancer than the continuous use (2.56; 2.25-2.88). The SIR of breast cancer 
increased up to 1.90 (1.04-3.18) for sequential NETA and for continuous NETA to 3.83 (2.34-5.91) 
after 10 years of use, but the difference was not statistically significant.  

The use of EPT was accompanied with rises in the incidence of both ductal and lobular cancers, yet 
the risk for lobular cancer was already elevated within the first 3 years of use ( SIR 1.35; 1.18-
1.53). The risk was significantly higher for lobular than that for ductal cancer after 10 years of use. 
The use of EPT was accompanied with comparable risk rises in both localized cancer and cancer 
spread to regional nodes.  

 

 

Hormone therapy including levonorgestrel releasing intrauterine system and tibolone and the 
risk for breast cancer (study III) 

In the case control study, parity, age at first birth, and place of residence, were significant 
determinants of breast cancer, and the final model was adjusted with these variables. The risk for 
breast cancer was especially low (0.48; 0.36-0.64) for women with 5 children and an age of under 
25 at the first birth as compared with nulliparous women. The risk for breast cancer was elevated in 
Tampere and Helsinki hospital areas (1.16; 1.07-1.27 and 1.16; 1.08-1.26, respectively), as 
compared to the reference category (Oulu).  

The use of ET, or oral progestagen-only therapy was not associated with an increased risk for breast 
cancer (Table 13), whereas the use of EPT, LNG-IUS alone, or as a complement to estradiol, 
tibolone, and mixed therapy use were accompanied with an elevated risk for breast cancer (Table 
13).  

The continuous use of progestagen as a part of EPT was more strongly associated with an elevated 
risk for breast cancer than sequential use of progestagen, and this risk increased along with an 
increasing duration of exposure. The use of estradiol plus LNG-IUS was accompanied with a more 
than 2–fold elevated risk for breast cancer after 3 years of exposure.   

The use of sequential NETA and MPA with estradiol was accompanied with an increased risk for 
breast cancer, but the risk for breast cancer in users of sequential dydrogesterone with estradiol did 
not reach the significance in any duration category.  

Continuous NETA with estradiol was associated with an increased risk for breast cancer in all 
exposure categories, and the risk increased with an increasing duration of use. Continuous 
estradiol+MPA use was associated with an increased risk for breast cancer after 5 years of use.  
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Table 13. Relative risk of invasive breast cancer among postmenopausal women using hormone 
therapy (HT)1 

 Cases Controls OR 95% CI p-value 

No user2  5473 17956 1.00 (reference)  

Estradiol-only therapy 991 3300 1.01 0.93–1.09 0.88 

Progestagen-only therapy 138 476 0.97 0.80–1.17 0.73 

LNG-IUS3 329 708 1.53 1.33–1.75 0.001 

Estradiol-progestagen 
therapy 

1731 4243 1.36 1.27–1.46 0.001 

Estradiol plus LNG-IUS 287 473 2.07 1.78–2.41 0.001 

Mixed therapy4 927 2534 1.22 1.12–1.33 0.001 

Tibolone5 80 178 1.36 1.15–1.96 0.003 
1Adjusted with age, parity, age at first birth and health care district. OR = odds ratio; CI = confidence 
interval.  
2Had bought HT never or for less than 6 months.  
3Levonorgestrel releasing intrauterine system.  
4Mixture of estradiol-only, progestagen-only, or estradiol-progestagen therapy.  
5At least 6 months tibolone with other type of therapy.  

 

 

Different doses and routes of administration of norethisterone acetate as a part of hormone 
therapy and the risk for breast cancer (study IV) 

In this study, 885 cases altogether were NETA users, of which 329 had used oral sequential 
NETA+estradiol. The majority (85 %) of 329 cases had taken a ”high” NETA dose (1mg) 
sequentially as a complement to 2.0 mg of estradiol, and only 15% had used 1mg of estradiol, and 
therefore this group was analysed on its own regardless of the dose of estradiol. In the sequential 
“high” dose NETA+estradiol -group, the risk was elevated after 3 years, and increased with 
increasing duration of exposure being 1.89 (1.43-2.50) after 5 years of exposure. The continuous 
NETA+estradiol was divided into two categories; to “high” dose (1mg NETA+2mg estradiol) and  
“low” dose (0.5 mg NETA+1mg estradiol). The use of “low” dose NETA+estradiol was associated 
with an increased risk for breast cancer in less than 3 years of use (1.94; 1.39-2.70), but the use of 
“high” dose was not. After 3 years of use, no statistical difference between “low” and “high” dose 
NETA+estradiol was seen (Table 14).  

Both sequential and continuous transdermal NETA, together with estradiol, were accompanied with 
an elevated risk for breast cancer in less than 3 years of exposure. In less than 5 years of exposure, 
the association was stronger for the continuous use of NETA. Transdermal sequential and the  
continuous administration of NETA was comparable to the oral one in the risk for breast cancer. 

In the group of mixed NETA use, the duration of the exposure was a significant determinant for the 
risk of breast cancer. The mixed NETA group was comparable to sequential NETA+estradiol  with  
regard to breast cancer risk. 
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Table 14. Risk for breast cancer among postmenopausal women using oral sequential or continuous 
norethisterone acetate+estradiol by dose and duration 

Sequential NETA1 (1mg NETA 
for 10-14 days/month+estradiol) 

case control OR2 95% CI p-value 

< 3 years 164 441 1.21 1.01–1.46 0.04 

3 < 5 yrs 87 199 1.48 1.14–1.90 0.003 

≥ 5 yrs 78 146 1.89 1.43–2.50 0.001 

“Low” dose continuous NETA 
(NETA 0.5 mg+estradiol 1 mg) 

     

< 3 years 57 98 1.94 1.39–2.70 0.001 

3 < 5 yrs 27 39 2.45 1.49–4.02 0.001 

≥ 5 yrs 6 7 3.08 1.02–9.23 0.05 

”High” dose continuous NETA 
(NETA 1 mg+estradiol 2 mg)  

     

< 3 years 48 131 1.21 0.87–1.70 0.26 

3 < 5 yrs 38 74 1.71 1.15–2.54 0.007 

≥ 5 yrs 37 64 2.03 1.34–3.06 0.001 
1Norethisterone acetate. 
 2Adjusted with age, parity, age at first birth and health care district, no user as reference category. 
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DISCUSSION 

 

Breast cancer is a major concern among women who consider starting the use of HT or who are 
already using HT. Due to  national differences in the use of HT (Chlebowski et al 2003, Stahlberg et 
al 2004, Fournier et al 2008), mammography screening programs, genetic background and life-
style habits, the associations between HT use and breast cancer should be studied in each country 
where HT is being used. We conducted four studies to compare different hormone therapies as 
regards risks for breast cancer in Finland. The focus was on estrogen-only therapy first, because 
estrogen is the only hormone which alleviates menopausal symptoms. Furthermore, hysterectomy 
rates have been high in Finland; approximately 20% of women (Vuorma et al 1998) underwent a  
hysterectomy by age of 60 prior to our study period, and, unopposed estrogens are allowed only for 
hysterectomized women. In Finland, estradiol and estriol-based  regimens are used, in contrast to 
several previous studies where CEE have been mostly used (Li et al 2000, Newcomb et al 2002, 
Daling et al 2002, Daling et al 2003, Li et al 2003a, Anderson et al 2004).  

One important source of error in epidemiological studies on the risk of breast cancer in HT users is 
inaccurate documentation on the use of HT (Collaborative Group on Hormonal Factors in Breast 
Cancer 1997, Li et al 2000, Bush et al 2001, Beral et al 2003, Newcomb et al 2002, Stahlberg et al 
2004). Recall bias is probably present in all studies based on interviews; women diagnosed with 
breast cancer are more likely to recall the use of HT than women without breast cancer. We 
retrieved the use of HT from the medical reimbursement register of the National Social Insurance 
Institution, which includes all the details of HT purchases since 1994. Thus, we could accurately 
assess the type, dose and duration of HT for the entire follow-up period, but some women certainly 
have used HT before the register was operational. Because HT is only partly reimbursed, women 
have to spend their own money for the treatment. Thus, it is very likely that the women truly used 
the HT preparations they had bought. 

In the cohort studies we could not control confounders such as parity, age at the birth of the first 
child, place of residence, socioeconomic status, weight, age at menarche or age at menopause. 
However, socioeconomic differences among postmenopausal HT users and nonusers declined in 
Finland by the 1990s (Topo et al 1999). Therefore, it appears unlikely that there would have been 
major differences in the confounders between HT users and the national average in our study. In 
addition, the rate of BRCA1/2 mutations in unselected Finnish breast cancer patients is low (1.8%) 
(Syrjakoski et al 2000); thus, it seems unlikely that these women could have accumulated into our 
cohort. In case-control studies, important confounders such as age at the first birth and parity could 
be controlled, and the health care district was also included as a variable. Because the mean age at 
menopause is 50-52 years (McKinlay et al 1992), we only included women who were at least 50 
years of age to confirm that we studied truly postmenopausal women.  Although some women had 
used HT before the age of 50 years, such a possible use should not modify the risk for breast cancer 
significantly. Moreover, a late age at menopause is associated with an increased risk for breast 
cancer, and these women start the use of HT later (Cuzick 2003). Therefore, both these factors may 
contribute to the speculation that our risk estimates related to the short use of EPT may be slightly 
too high.  

To get prescriptions, the HT users must visit their doctors regularly. At these appointments, breasts 
have most likely been palpated and examined by mammogram, if needed. This may have resulted in 
a breast cancer detection bias in HT users, and this might be supported by a significantly increased 
incidence of carcinoma in situ in our ET cohort. However, since 1987, organized mammogram 
screenings have been offered to all women between 50 and 60 years of age (in some communities 
up to 69 years) in Finland. The coverage of these free-of-charge screenings is 95% among 50-59 
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years old women, and 90% of invited women actually participate the screenings (Sarkeala et al 
2008). This policy should reduce the impact of a possible detection bias in our cohort.  

In the cohort studies, we compared the incidence of breast cancer in ET and EPT users with that in 
the whole age-matched population, including those using any HT.  It is known that up to 40% of 
Finnish women around 55 years of age have used HT (Rutanen and Ylikorkala 2004) but according 
to our data, approximately 10-15% of women use such a therapy for more than 3 years. Such a 
proportion of moderate-risk women in the reference population dilutes the observed relative risk 
estimate only marginally towards unity and should not affect the conclusions (Pukkala et al 1997). 

In our cohort study, the use of estradiol-only therapy for more than 5 years was accompanied with 
an elevated incidence for breast cancer (SIR 1.44; 1.29–1.59). However, the risk for breast cancer 
was not increased among ET users in the case control study. These contradicting results could be 
explained due to the difference in age and exposure duration among users. In the cohort study, all 
women 50 to 85+ years were included with some of those using ET for decades, and the use of ET 
before register opening could have been possible, while in the case-control study, the users were  
aged 50-62, when the exposure was significantly shorter. Our data are in line with other studies 
(Collaborative Group on Hormonal Factors in Breast Cancer 1997, Bush et al 2001, Li et al 2003a, 
Colditz et al 2000, Stahlberg et al 2004, Fournier et al 2008). The use of CEE only was not 
accompanied with an elevated risk for breast cancer in a randomized controlled trial (HR 0.77; CI 
0.59–1.01) (Anderson et al 2004), while in a large cohort study in the UK; the current use of ET 
was associated with an elevated risk of breast cancer for the use of less than 5 years (RR 1.25; 1.10-
1.41) (Beral et al 2003). 

Due to the established adverse effects of HT, including breast cancer (Collaborative Group on 
Hormonal Factors in Breast Cancer 1997, Warren 2004, Anderson et al 2004, Collins et al 2005, 
Conner et al 2008), the recommendations at present are to use HT at the lowest possible doses for 
the shortest possible duration (The International Menopause Society 2007, The North American 
Menopause Society, 2008). However, only a few studies have compared the breast cancer risk 
associated with different doses of estrogen. Some studies suggest that the impact of estrogen on 
breast cancer risk could be dose-dependent (Colditz et al 2000, Porch et al 2002), while a large 
cohort study from the UK did not find any dose-dependence (Beral et al 2003). Although our data 
did not confirm any significant trend between increasing daily dose of estradiol and the risk of 
breast cancer, higher doses of oral estradiol were accompanied with a slightly higher risk of breast 
cancer than the lower doses, the cut-off dose level was ≥1.9 mg/d. The editorial commented, based 
on our data, that perhaps clinicians should prescribe low-dose estrogen-only regimens also to 
nonhysterectomized women and just monitor the endometrium with ultrasound and/or biopsies 
(Collins 2006). Furthermore, we did not find any association between breast cancer and vaginally 
used estrogens or oral estriol. Thus, these regimens can be used without a fear of increased breast 
cancer risk. 

 The use of transdermal HT might have some vascular benefits compared to the oral one 
(Cacciatore et al 2001, Strandberg et al 2003, Scarabin et al 2003, Canonico et al 2008). However, 
we did not find any differences in breast cancer risk between these routes of administrations, and 
the conclusion was the same for ET and EPT.  This is in line with the British (Beral et al 2003) and 
French data (Fournier et al 2005, 2008).These data might imply that different estrogenic and 
progestagenic milieu in users of oral and transdermal ET or EPT might similarly affect  breast cells. 

It is established that the use of combined estrogen-progestagen therapy is associated with a higher 
risk elevation for breast cancer than is the sole use of estrogen (Collins et al 2005). Our data support 
this conclusion. However, an increased risk for breast cancer in our studies was seen already in 3 
years of use, while the majority of the previous studies report that the first 5 years of use does not 
associate with a risk elevation for breast cancer (Collaborative Group on Hormonal Factors in 
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Breast Cancer 1997). Yet, some studies have also  found increased risk for breast cancer already 
within the first 5 years of use (Beral et al 2003, Fournier et al 2008, Flesch-Janys et al 2008). 

The continuous EPT showed higher risks for breast cancer than sequential EPT in both our 
studies on EPT, which is in line with previous data (Collins et al 2005, Flesch-Janys et al 2008), 
although some other studies have reported no difference in this risk between sequential and 
continuous EPT products (Newcomb et al 2002, Beral et al 2003, Li et al 2003a, Opatrny et al 
2008). National differences in the use or content of various EPT preparations may be one 
explanation for this discrepancy. It is noteworthy that in the case control study we could control 
some important confounders, while in the cohort study this was not possible. 

The data are sparse on the possible differences between various progestagens in regard to the 
breast cancer risk. A British study reported comparable risks for users of EPT regimens containing 
MPA, NETA and LNG (Beral et al 2003). In our cohort study, more than 5 years of use of 
NETA+estradiol was accompanied with a higher risk for breast cancer compared to MPA+estradiol; 
similar results were reported during our study from Germany (Flesch-Janys et al 2008). It is 
possible that different progestagens, together with estradiol, affect breast tissue differently 
(Pasqualini et al 1998, Sitruk-Ware 2004). The progestagen load in women using NETA containing 
regimens; e.g. continuous NETA products also release twice as much NETA than a sequential 
regimen, whereas the dose-difference is much smaller between continuous and sequential MPA 
products. In the case control study, we did not find any significant differences between NETA and 
MPA containing EPT regimens. However, these women were between 50–62 years of age and had 
shorter exposure of EPT. Perhaps longer exposures are needed to reveal possible differences 
between various progestagens. The use of EPT containing dydrogesterone was not associated with a 
significantly elevated risk for breast cancer in the cohort or case control study. This is in agreement 
with data from France (Fournier et al 2008). However, a relatively small sample size limits the 
conclusions about the breast safety of dydrogesterone in our study. 

It is known that various progestagens, including NETA, have a dose-dependent response in the  
endometrium (Stanczyk 2003, van de Weijer et al 2007). In theory, this could be applied to breast 
tissue as well. We compared the modern “low” (0.5 mg+1mg) and older “high” (1mg+2mg) doses 
of NETA+oestradiol regimens in regard to the risk for breast cancer. However, no significant 
difference in breast cancer risk emerged between these two regimens. This may indicate that there is 
no dose-dependence between NETA (as a part of EPT) and the risk for breast cancer, at least with 
the doses which are available in Finland.  

One important and unexpected finding in our study was the increased risk for breast cancer 
associated with LNG-IUS use, either alone or in combination with estradiol, among 
postmenopausal women.  It is not likely, that such a low dose of LNG released by the device would 
cause cancerous changes in breast cells (Raudaskoski et al 2002). Yet LNG-IUS is one mode of 
continuous regimen which in general carries a higher risk than a sequential regimen (Collins et al 
2005). Furthermore, the use of continuous LNG+estrogen in both the oral or transdermal modes of 
administration has shown higher risks compared to other progestagens, although the difference has 
not been significant (Beral et al 2003, Flesh-Janys et al 2008). Thus, LNG, being one of the most 
potent progestagens (Stanczyk 2003), could have an impact on the development of breast cancer, 
even in low doses. However, there is a chance of selection bias in our study; women characterized 
with an increased risk for breast cancer could have been fitted with an IUS. These characteristics 
may include hyperestrogenic states, such as obesity, or higher age at spontaneous menopause. Also 
a family risk for breast cancer may have led to the insertion of the LNG-IUS, due to the “low” 
release of LNG. Thus, a truly randomized prospective trial might be needed to assess the impact of 
LNG-IUS+estradiol on the for breast cancer.  

 

 44



Only a few studies have analyzed the association between tibolone and breast cancer, some of those 
reporting increased risk (Beral et al 2003, Stahlberg et al 2004, Kenemans et al 2009), and some 
have found no effect (Opartny et al 2008). In our study the use of tibolone was associated with an 
increased risk for breast cancer (2.5mg/d, OR 1.36;1.15–1.96). However, women using tibolone 
might have been characterized with an increased risk for breast cancer, as the users of LNG-IUS, 
and thus the risk could have been modified. The dose-dependence can be important; previous 
studies included the conventional dose of tibolone (2.5mg), while a randomized trial on 
osteoporotic elderly women demonstrated that a smaller dose of tibolone (1.25 mg/day) led to a 
significantly reduced risk for breast cancer (Cummins et al 2008).  

It as been suggested that HT use favours the benign character of breast cancer (Collaborative 
Group on Hormonal Factors in Breast Cancer 1997, Delgado et al 2001, Manjer et al 2001, Cheek 
et al 2002, Daling et al 2002). However, we saw similar risk elevations for localized breast cancer 
and cancer spread to regional lymph nodes, which speaks against the benignity of breast cancer in 
HT users. The use of EPT, and to a lesser extent ET, increases breast density (Greendale et al 1999, 
Lundstrom et al 1999, Bremnes et al 2007), which in turn reduces the diagnostic accuracy of 
mammograms (Kavanagh et al 2000). This might explain, at least in part, the increased incidence of 
cancers spread to regional nodes, both in users of ET and EPT.  
The use of EPT is associated more strongly with a lobular than with a ductal type of breast cancer 
(Collins et al 2005, Reeves et al 2006, Rosenberg et al 2006, Li et al 2008, Flesch-Janys et al 
2008), whereas the impact of ET on the type of breast cancer is less clear (Li et al 2008, Flesch-
Janys et al 2008). Our data show that the use of ET is associated similarly with ductal and lobular 
types of breast cancer in Finland, whereas the use of EPT was associated with a higher risk for 
lobular than that for ductal cancer. It was conspicuous that a risk elevation for lobular cancer was 
already significant within the first 3 years of EPT use. 

Finally, I would like to consider if the use of HT could be a cause or promoting factor for breast 
cancer. Epidemiological data can seldom prove that a certain agent or factor, e.g. HT, could be the 
cause of cancer. Our data show associations between HT and breast cancer, but whether the use of 
HT would cause breast cancer is still an open question. Yet, in view of the effects of estrogens and 
progestagens on the breast cells (Yager and Davidson 2006, Conner 2007), such a possibility exists. 
Furthermore, The International Agency for Research on Cancer has classified EPT as a 
carcinogenic agent (IARC 2007) based on evidence from experimental animals and in exposed 
humans in which EPT acts through a relevant mechanism of carcinogenicity. However, a significant 
increase in the risk for breast cancer within the first 3 years of EPT use may imply that the use of 
EPT does not initiate the cancer, but promotes the growth of a pre-existing cancer (Speroff 2008, 
Horwitz and Sartorius 2008), because in general, it takes approximately 7 years for a malignant cell 
to become detectable by mammography. The increase in the risk for breast cancer rather soon after 
the initiation of HT suggests that HT use may lead to an earlier detection of pre-existing tumours. 
Yet, in practical terms, the use of ET for at least 5 years means 4 extra breast cancer cases per 1000 
women and the use of EPT for 5-10 years means 6 extra cases per 1000 women. 
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CONCLUSIONS 

 

On the basis of the present work, the following conclusions can be drawn: 

1. Oral or transdermal estradiol for less than 5 years is not associated with an increased risk of 
breast cancer, but such a risk appears with the use of > 5 years. Estradiol use is associated 
with comparable risk rises in ductal and lobular types of breast cancer, and breast cancers at 
diagnosis are equally often local or spread to regional lymph nodes. Vaginal estrogens are 
not associated with an increased risk for breast cancer.  

2. The use of EPT is accompanied with an increased risk for breast cancer within the first 3 
years. The risk elevates with the exposure time and is lower for sequential than for 
continuous EPT regimens. Oral and transdermal EPT uses present comparable risk 
elevations for breast cancer. The EPT products releasing NETA are accompanied with 
higher elevations after 5 years of use in the risk for breast cancer than for products releasing 
MPA or dydrogesterone. The use of EPT is associated with risk rises in ductal and lobular 
cancers, and the risk for lobular cancer is already elevated within the first 3 years of use. 
The risk is significantly higher for lobular than that for ductal cancer after 10 years of use. 
The use of EPT is accompanied with comparable risk rises in both localized cancer and 
cancer spread to regional nodes.  

3. Estradiol alone in the case control study did not associate with a risk for breast cancer. The 
difference between cohort and case control data in ET may derive from age differences in 
users. Progestagen alone does not relate to a rise in the risk for breast cancer in recently 
postmenopausal women. The use of EPT is associated with an elevated risk for breast cancer 
in less than 5 years of use, and the risk elevation is higher for continuous EPT rather than for 
sequential EPT use. The use of tibolone, a LNG-IUS or as a complement to estradiol, is 
accompanied with an elevated risk for breast cancer. 

4. The dose of NETA (“low” or “high” dose) as a part of EPT is not a determinant of breast 
cancer.  NETA together with estrogen given orally or transdermally, is accompanied with 
comparable risk elevations for breast cancer. A continuous mode of administration presents 
a stronger association with breast cancer. Thus, these data do not support a clear dose-
dependence between daily doses of NETA and breast cancer risk. 

5. Taken as a whole, the use of HT for 5-10 years is associated with 4-6 extra cases of breast 
cancer among 1000 Finnish HT users; this risk evaluation depends on the mode of HT. This 
unavoidable risk must be accepted by each user, and it must be considered in balance with 
the undisputable health benefits which also are associated with the use of HT. Each HT user 
should be thoroughly informed of the risks and benefits, so that she herself can make a 
knowledge-based decision to use or not to use HT. 

 

 

 46



ACKNOWLEDGEMENTS 

 
This study was carried out at the Department of Obstetrics and Gynecology, Helsinki University 
Hospital and at the Finnish Cancer Registry, during the years 2003-2009. I wish to express my 
gratitude to Professors Jorma Paavonen and Markku Heikinheimo, Heads of the Clinical Graduate 
School in Pediatrics and Obstetrics/Gynecology, for offering me the opportunity to carry out 
research in the graduate school. 
 
I address my deepest gratitude to my supervisors. I want to thank Professor Olavi Ylikorkala for 
introducing me to this project. His support, patience, enthusiasm, wide experience and talent in 
every aspect of science have made this thesis possible. I highly appreciate his systematic way of 
working and seeing the essentials in scientific work. He has always had time for guidance through 
this project. I am grateful for his teaching in scientific thinking and writing. 
I want to thank Professor Eero Pukkala for introducing me to the world of epidemiology and 
statistics.  His talent in epidemiological thinking has provided perspective in processing the raw 
data to become understandable. I appreciate highly his guidance, patience and time for this project 
during these years. His knowledge of epidemiologic science is admirable, and he has helped me to 
understand a little bit about epidemiology and statistics.  
 
Professors Elisabete Weiderpass Vainio and Antti Kauppila, the official reviewers of this thesis, are 
warmly thanked for their valuable comments, which greatly improved the text. I also want to thank 
Luanne Siliämaa for her skilful and quick revision of the language. 
 
I owe my thanks to my co-author Tadek Dyba, Ph.D., statistical expert in the Finnish Cancer 
Registry, Institute for Statistical and Epidemiological Cancer Research for his statistical help and 
guidance. His patience in explaining to me the “ABCs” of the statistics is admirable. 
 
I wish to thank Docent Oskari Heikinheimo and Professor Timo Hakulinen for being the follow-up 
group for my thesis. 
 
I also want to thank Leena Vaara for her advice in several situations and checking the layout of this 
thesis, the secretarial staff of the Department of Obstetrics and Gynecology for practical help, and 
all my friends and colleagues at the Helsinki University Central Hospital Women’s Clinic, 
Maternity Hospital and Jorvi Hospital for their interest and support during these years. I owe special 
thanks to my friend and colleague, MD Susanna Jaakkola for friendship, sharing the project on 
postmenopausal hormone therapy with me and her company in congresses abroad. I wish to thank 
MD Ph.D. Lauri Suhonen and MD Ph.D. Maija Jakobsson for their valuable advice during this 
process. I want to thank my dear friends outside the clinic for always being there for me.  
 
I owe my warmest love and gratitude to my parents Ulla and Matti and my brother Antti for their 
love and support. I am also grateful for all my parents-in-law, especially Kaarina, my mother-in-
law, who has supported me in many ways, not at least with the continuous aid with the children. 
 
And finally, out of all my heart, I want to thank my own family – my husband Raimo, his endless 
support, patience and love. My dear sons, Erno, Sampo and Teo, bring great happiness to my life.  

 47



This study was financially supported by the grants from the Research Funds of Helsinki University 
Central Hospital, Finnish Cancer Foundation, the Finnish Medical Society Duodecim and the 
Finnish Menopause Society. 

 

 

 

 

 

 

Heli Lyytinen   Espoo, September 2009 

 48



REFERENCES 

 

Adlercreutz H. Phytoestrogens and breast cancer. J Steroid Biochem Mol Biol 2002;83:113-8.  

Alhola P, Polo-Kantola P, Erkkola R, Portin R. Estrogen therapy and cognition: A 6-year single-
blind follow-up study in postmenopausal women. Neurology 2006;67:706-9.  

American College of Obstetricians and Gynecologists Women's Health Care, Physicians. 
Osteoporosis. Obstet Gynecol 2004;104(4 Suppl):66S-76S.  

Anderson GL, Limacher M, Assaf AR, Bassford T, Beresford SA, Black H, Bonds D, Brunner R, 
Brzyski R, Caan B, Chlebowski R, Curb D, et al. Effects of conjugated equine estrogen in 
postmenopausal women with hysterectomy: The women's health initiative randomized controlled 
trial. JAMA 2000;291:1701-12.  

Andersson K, Mattsson L-Å, Rybo G, Stadberg E. Intrauterine release of levonorgestrel – a new 
way adding progestogen in hormone replacement therapy. Obstet Gynecol 1992;79:963-7 

Antoniou A, Pharoah PD, Narod S, Risch HA, Eyfjord JE, Hopper JL, Loman N, Olsson H, 
Johannsson O, Borg A, Pasini B, Radice P, et al. Average risks of breast and ovarian cancer 
associated with BRCA1 or BRCA2 mutations detected in case series unselected for family history: 
A combined analysis of 22 studies. Am J Hum Genet 2003;72:1117-30.  

Atsma F, Bartelink ML, Grobbee DE, van der Schouw YT. Postmenopausal status and early 
menopause as independent risk factors for cardiovascular disease: A meta-analysis. Menopause 
2006;13:265-79.  

Backman T, Rauramo I, Jaakkola K, Inki P, Vaahtera K, Launonen A, Koskenvuo M. Use of the 
levonorgestrel-releasing intrauterine system and breast cancer. Obstet Gynecol 2005;106:813-7.  

Bakken K, Alsaker E, Eggen AE, Lund E. Hormone replacement therapy and incidence of 
hormone-dependent cancers in the Norwegian women and cancer study. Int J Cancer 2004;112:130-
4.  

Barrett-Connor E. Sex differences in coronary heart disease. Why are women so superior? The 1995 
Ancel Keys Lecture. Circulation 1997;95:252-64.  

Barrett-Connor E, Grady D. Hormone replacement therapy, heart disease, and other considerations. 
Annu Rev Public Health 1998;19:55-72.  

Beral V, Million Women Study C. Breast cancer and hormone-replacement therapy in the Million 
Women Study. Lancet 2003; 362:419–27.  

Bergkvist L, Adami H-O, Persson I, Hoover R, Schairer C. The risk of breast cancer after estrogen-
progestin replacement. NEJM 1989;321:293-7. 

Bord S, Horner A, Beavan S, Compston J. Estrogen receptors alpha and beta are differentially 
expressed in developing human bone. J Clin Endocrinol Metab 2001;86:2309-14.  

 49



Borgquist S, Anagnostaki L, Jirstrom K, Landberg G, Manjer J. Breast tumours following 
combined hormone replacement therapy express favourable prognostic factors. Int J Cancer 
2007;120:2202-7.  

Boyle P, Ferlay J. Cancer incidence and mortality in Europe, 2004. Ann Oncol 2005;16:481-8.  

Braunstein JB, Kershner DW, Bray P, Gerstenblith G, Schulman SP, Post WS, Blumenthal RS. 
Interaction of hemostatic genetics with hormone therapy: New insights to explain arterial 
thrombosis in postmenopausal women. Chest 2002;121:906-20.  

Bray F, McCarron P, Parkin DM. The changing global patterns of female breast cancer incidence 
and mortality. Breast Cancer Res 2004;6:229-39.  

Bremnes Y, Ursin G, Bjurstam N, Lund E, Gram IT. Different types of postmenopausal hormone 
therapy and mammographic density in Norwegian women. Int J Cancer 2007;120:880-4.  

Burns A, Iliffe S. Alzheimer's disease. BMJ 2009;338:467-71.  

Bush TL, Whiteman M, Flaws JA. Hormone replacement therapy and breast cancer: A qualitative 
review. Obstet Gynecol 2001;98:498-508.  

Cacciatore B, Paakkari I, Hasselblatt R, Nieminen MS, Toivonen J, Tikkanen MI, Ylikorkala O. 
Randomized comparison between orally and transdermally administered hormone replacement 
therapy regimens of long-term effects on 24-hour ambulatory blood pressure in postmenopausal 
women. Am J Obstet Gynecol 2001;184:904-9.  

Campagnoli C, Clavel-Chapelon F, Kaaks R, Peris C, Berrino F. Progestins and progesterone in 
hormone replacement therapy and the risk of breast cancer. J Steroid Biochem Mol Biol 
2005;96:95-108.  

Canonico M. Oger E. Plu-Bureau G. Conard J. Meyer G. Levesque H. Trillot N. Barrellier MT. 
Wahl D. Emmerich J. Scarabin PY. Estrogen and Thromboembolism Risk (ESTHER) Study Group. 
Hormone therapy and venous thromboembolism among postmenopausal women: Impact of the 
route of estrogen administration and progestogens: The ESTHER study. Circulation 2007;115:840-
5. 

Canonico M, Plu-Bureau G, Lowe GD, Scarabin PY. Hormone replacement therapy and risk of 
venous thromboembolism in postmenopausal women: Systematic review and meta-analysis. BMJ 
2008; 336:1227-31.  

Cardozo L, Bachmann G, McClish D, Fonda D, Birgerson L. Meta-analysis of estrogen therapy in 
the management of urogenital atrophy in postmenopausal women: Second report of the hormones 
and urogenital therapy committee. Obstet Gynecol 1998;92:722-7.  

Castelo-Branco C, Cancelo MJ, Villero J, Nohales F, Julia MD. Management of post-menopausal 
vaginal atrophy and atrophic vaginitis. Maturitas 2005;52(Suppl 1):S46-52.  

Cheek J, Lacy J, Toth-Fejel S, Morris K, Calhoun K, Pommier RF. The impact of hormone 
replacement therapy on the detection and stage of breast cancer. Arch Surg 2002;137:1015-9.  

 50



Chen CL, Weiss NS, Newcomb P, Barlow W, White E. Hormone replacement therapy in relation to 
breast cancer. JAMA 2002 ;287:734-41.  

Chen WY, Hankinson SE, Schnitt SJ, Rosner BA, Holmes MD, Colditz GA. Association of 
hormone replacement therapy to estrogen and progesterone receptor status in invasive breast 
carcinoma. Cancer 2004;101:1490-500.  

Chlebowski RT, Hendrix SL, Langer RD, Stefanick ML, Gass M, Lane D, Rodabough RJ, Gilligan 
MA, Cyr MG, Thomson CA, Khandekar J, Petrovitch H, et al. Influence of estrogen plus progestin 
on breast cancer and mammography in healthy postmenopausal women: The women's health 
initiative randomized trial. JAMA 2003;289:3243-53.  

Clemons M, Goss P. Estrogen and the risk of breast cancer. N Engl J Med 2001;344:276-85.  

Coelingh Bennink HJ. Are all estrogens the same? Maturitas 2004;47:269-75.  

Col NF, Kim JA, Chlebowski RT. Menopausal hormone therapy after breast cancer: A meta-
analysis and critical appraisal of the evidence. Breast Cancer Res 2005;7:535-40.  

Colditz GA, Baer HJ, Tamimi RM. Breast Cancer. In: Schottenfeld D, Fraumeni JF, Jr., editors. 
Cancer Epidemiology and Prevention. New York: Oxford University Press  
2006: 995-1012. 

Colditz GA, Rosner B. Cumulative risk of breast cancer to age 70 years according to risk factor 
status: Data from the nurses' health study. Am J Epidemiol 2000;152:950-64. 

Collaborative Group on Hormonal Factors in Breast cancer. Breast cancer and hormone 
replacement therapy: Collaborative reanalysis of data from 51 epidemiological studies of 52,705 
women with breast cancer and 108,411 women without breast cancer. Lancet 1997;350:1047-59.  

Collaborative Group on Hormonal Factors in Breast Cancer. Familial breast cancer: Collaborative 
reanalysis of individual data from 52 epidemiological studies including 58,209 women with breast 
cancer and 101,986 women without the disease. Lancet 2001;358:1389-99.  

Collins JA, Blake JM, Crosignani PG. Breast cancer risk with postmenopausal hormonal treatment. 
Hum Reprod Update 2005;11:545-60.  

Collins J. Hormones and breast cancer: Should practice be changed? Obstet Gynecol 
2006;108:1352-3. 

Collins P, Rosano G, Casey C, Daly C, Gambacciani M, Hadji P, Kaaja R, Mikkola T, Palacios S, 
Preston R, Simon T, Stevenson J, et al. Management of cardiovascular risk in the peri-menopausal 
woman: A consensus statement of European cardiologists and gynaecologists. Eur Heart J 
2007;28:2028-40.  

Conner P. Breast response to menopausal hormone therapy - aspects on proliferation, apoptosis and 
mammographic density. Ann Med 2007;39:28-41.  

Conner P, Lundstrom E, von Schoultz B. Breast cancer and hormonal therapy. Clin Obstet Gynecol 
2008;51:592-606.  

 51



Cummings SR, Ettinger B, Delmas PD, Kenemans P, Stathopoulos V, Verweij P, Mol-Arts M, 
Kloosterboer L, Mosca L, Christiansen C, Bilezikian J, Kerzberg EM, et al for the LIFT trial 
investigators. The effects of tibolone in older postmenopausal women. N Engl J Med 2008;359:697-
708.  

Cuzick J. Epidemiology of breast cancer--selected highlights. Breast 2003;12:405-11.  

Daling JR, Malone KE, Doody DR, Voigt LF, Bernstein L, Coates RJ, Marchbanks PA, Norman 
SA, Weiss LK, Ursin G, Berlin JA, Burkman RT, et al. Relation of regimens of combined hormone 
replacement therapy to lobular, ductal, and other histologic types of breast carcinoma. Cancer 
2002;95:2455-64.  

Daling JR, Malone KE, Doody DR, Voigt LF, Bernstein L, Marchbanks PA, Coates RJ, Norman 
SA, Weiss LK, Ursin G, Burkman RT, Deapen D, et al. Association of regimens of hormone 
replacement therapy to prognostic factors among women diagnosed with breast cancer aged 50-64 
years. Cancer Epidemiol Biomarkers Prev 2003;12:1175-81.  

Dean PB, Pamilo M. Screening mammography in finland -1.5 million examinations with 97 percent 
specificity. Mammography working group, radiological society of Finland. Acta Oncol 
1999;38(Suppl 13):47-54.  

Delgado RC, Lubian Lopez DM. Prognosis of breast cancers detected in women receiving hormone 
replacement therapy. Maturitas 2001;38:147-56.  

Eerola H, Pukkala E, Pyrhonen S, Blomqvist C, Sankila R, Nevanlinna H. Risk of cancer in 
BRCA1 and BRCA2 mutation-positive and -negative breast cancer families (Finland). Cancer 
Causes Control 2001;12:739-46.  

Engholm G, Ferlay J, Christensen N, Bray F, Gjerstorff ML, Klint A, Køtlum JE, Ólafsdóttir E, 
Pukkala E and Storm HH. NORDCAN 2009: Cancer Incidence, Mortality and Prevalence in the 
Nordic Countries, Version 3.4. Association of Nordic Cancer Registries. Danish Cancer Society. 
(http://www.ancr.nu) 

Eliassen AH, Colditz GA, Rosner B, Willett WC, Hankinson SE. Adult weight change and risk of 
postmenopausal breast cancer. JAMA 2006;296:193-201.  

Ettinger B. Vasomotor symptom relief versus unwanted effects: Role of estrogen dosage. Am J Med 
2005;118(Suppl 12B):74-8.  

Ettinger B. Rationale for use of lower estrogen doses for postmenopausal hormone therapy. 
Maturitas 2007;57:81-4.  

Ewertz M, Duffy SW, Adami HO, Kvale G, Lund E, Meirik O, Mellemgaard A, Soini I, Tulinius H. 
Age at first birth, parity and risk of breast cancer: A meta-analysis of 8 studies from the Nordic 
countries. Int J Cancer 1990;46:597-603.  

Ewertz M, Mellemkjaer L, Poulsen AH, Friis S, Sorensen HT, Pedersen L, McLaughlin JK, Olsen 
JH. Hormone use for menopausal symptoms and risk of breast cancer. A Danish cohort study. Br J 
Cancer 2005;92:1293-7.  

 52

http://www.ancr.nu/


Finnish Cancer Registry. Available at: http://www.cancerregistry.fi 

Flesch-Janys D, Slanger T, Mutschelknauss E, Kropp S, Obi N, Vettorazzi E, Braendle W, Bastert 
G, Hentschel S, Berger J, Chang-Claude J. Risk of different histological types of postmenopausal 
breast cancer by type and regimen of menopausal hormone therapy. Int J Cancer 2008;123:933-41.  

Fournier A, Berrino F, Riboli E, Avenel V, Clavel-Chapelon F. Breast cancer risk in relation to 
different types of hormone replacement therapy in the E3N-EPIC cohort. Int J Cancer 
2005;114:448-54.  

Fournier A, Berrino F, Clavel-Chapelon F. Unequal risks for breast cancer associated with different 
hormone replacement therapies: Results from the E3N cohort study. Breast Cancer Res Treat 
2008;107:103-11.  

Fournier A, Fabre A, Mesrine S, Boutron-Ruault MC, Berrino F, Clavel-Chapelon F. Use of 
different postmenopausal hormone therapies and risk of histology- and hormone receptor-defined 
invasive breast cancer. J Clin Oncol 2008;26:1260-8.  

Friedenreich CM. Review of anthropometric factors and breast cancer risk. Eur J Cancer Prev 
2001;10:15-32.  

Grady D, Herrington D, Bittner V, Blumenthal R, Davidson M, Hlatky M, Hsia J, Hulley S, Herd 
A, Khan S, Newby LK, Waters D, et al. Cardiovascular disease outcomes during 6.8 years of 
hormone therapy: Heart and Estrogen/progestin replacement study follow-up (HERS II). JAMA 
2002;288:49-57.  

Greendale GA, Reboussin BA, Sie A, Singh HR, Olson LK, Gatewood O, Bassett LW, Wasilauskas 
C, Bush T, Barrett-Connor E. Effects of estrogen and estrogen-progestin on mammographic 
parenchymal density. Postmenopausal Estrogen/Progestin interventions (PEPI) investigators. Ann 
Intern Med 1999;130:262-9.  

Grodstein F, Manson JE, Colditz GA, Willett WC, Speizer FE, Stampfer MJ. A prospective, 
observational study of postmenopausal hormone therapy and primary prevention of cardiovascular 
disease. Ann Intern Med 2000;133:933-41.  

Grodstein F, Manson JE, Stampfer MJ, Rexrode K. Postmenopausal hormone therapy and stroke: 
Role of time since menopause and age at initiation of hormone therapy. Arch Intern Med 
2008;168:861-6.  

Grodstein F, Newcomb PA, Stampfer MJ. Postmenopausal hormone therapy and the risk of 
colorectal cancer: A review and meta-analysis. Am J Med 1999;106:574-82.  

Grodstein F, Stampfer MJ, Goldhaber SZ, Manson JE, Colditz GA, Speizer FE, Willett WC, 
Hennekens CH. Prospective study of exogenous hormones and risk of pulmonary embolism in 
women. Lancet 1996;348:983-7.  

Hakulinen T, Kenward M, Luostarinen T, Oksanen H, Pukkala E, Söderman B, and Teppo L. 
Cancer in Finland in 1954-2008. Incidence, mortality and prevalence by region. Finnish Cancer 
Registry, Finnish Foundation for Cancer Research 1989, Helsinki 

 53

http://www.cancerregistry.fi/


Henderson VW. Cognitive changes after menopause: Influence of estrogen. Clin Obstet Gynecol 
2008;51:618-26.  

Herlitz A, Thilers P, Habib R. Endogenous estrogen is not associated with cognitive performance 
before, during, or after menopause. Menopause 2007;14:425-31.  

Hermansen C, Skovgaard Poulsen H, Jensen J, Langfeldt B, Steenskov V, Frederiksen P, Jensen 
OM. Diagnostic reliability of combined physical examination, mammography, and fine-needle 
puncture ("triple-test") in breast tumors. A prospective study. Cancer 1987;60:1866-71.  

Hermon C, Beral V. Breast cancer mortality rates are levelling off or beginning to decline in many 
western countries: Analysis of time trends, age-cohort and age-period models of breast cancer 
mortality in 20 countries. Br J Cancer 1996;75:955-60.  

Hinkula M, Pukkala E, Kyyronen P, Kauppila A. Grand multiparity and the risk of breast cancer: 
Population-based study in Finland. Cancer Causes Control 2001;12:491-500.  

Hofling M, Hirschberg AL, Skoog L, Tani E, Hagerstrom T, von Schoultz B. Testosterone inhibits 
estrogen/progestogen-induced breast cell proliferation in postmenopausal women. Menopause 
2007;14:183-90.  

Holli K, Isola J, Cuzick J. Low biologic aggressiveness in breast cancer in women using hormone 
replacement therapy. J Clin Oncol 1998;16:3115-20.  

Holmberg L, Iversen OE, Rudenstam CM, Hammar M, Kumpulainen E, Jaskiewicz J, Jassem J, 
Dobaczewska D, Fjosne HE, Peralta O, Arriagada R, Holmqvist M, et al. Increased risk of 
recurrence after hormone replacement therapy in breast cancer survivors. J Natl Cancer Inst 
2008;100:475-82.  

Horwitz KB, Sartorius CA. Progestins in hormone replacement therapies reactivate cancer stem 
cells in women with preexisting breast cancers: A hypothesis. J Clin Endocrinol Metab 
2008;93:3295-8.  

Huang Z, Hankinson SE, Colditz GA, Stampfer MJ, Hunter DJ, Manson JE, Hennekens CH, Rosner 
B, Speizer FE, Willett WC. Dual effects of weight and weight gain on breast cancer risk. JAMA 
1997;278:1407-11.  

Hwang ES, Chew T, Shiboski S, Farren G, Benz CC, Wrensch M. Risk factors for estrogen 
receptor-positive breast cancer. Arch Surg 2005;140:58-62.  

IARC Monographs on the Evaluation of Carcinogenic Risks to Humans. 
Volume 91 (2007). Combined Estrogen-Progestogen Contraceptives and Combined Estrogen-
Progestogen Menopausal Therapy. 

Inestrosa NC, Marzolo MP, Bonnefont AB. Cellular and molecular basis of estrogen's 
neuroprotection. potential relevance for Alzheimer's disease. Mol Neurobiol 1998;17:73-86. 

Jaakkola S, Lyytinen H, Pukkala E, Ylikorkala O. A Nation-Wide Study on Endometrial Cancer 
Risk in Postmenopausal Women Using Estradiol-Progestin Therapy. Obstet Gynecol (accepted for 
publication) 

 54



Jernman R. Soy supplementation and role of equol production capability in postmenopausal women 
using tibolone: effects on cardiovascular risk markers. University of Helsinki 2008.  

Jernstrom H, Bendahl PO, Lidfeldt J, Nerbrand C, Agardh CD, Samsioe G. A prospective study of 
different types of hormone replacement therapy use and the risk of subsequent breast cancer: The 
women's health in the Lund area (WHILA) study (Sweden). Cancer Causes Control 2003;14:673-
80.  

Johnson JR, Lacey JV,Jr, Lazovich D, Geller MA, Schairer C, Schatzkin A, Flood A. Menopausal 
hormone therapy and risk of colorectal cancer. Cancer Epidemiol Biomarkers Prev 2009;18:196-
203.  

Kanis JA, Melton LJ,3rd, Christiansen C, Johnston CC, Khaltaev N. The diagnosis of osteoporosis. 
J Bone Miner Res 1994;9:1137-41.  

Kavanagh AM, Mitchell H, Giles GG. Hormone replacement therapy and accuracy of 
mammographic screening. Lancet 2000;355:270-4.  

Kenemans P, Bundred NJ, Foidart JM, Kubista E, von Schoultz B, Sismondi P, Vassilopoulou-
Sellin R, Yip CH, Egberts J, Mol-Arts M, Mulder R, van Os S, et al. Safety and efficacy of tibolone 
in breast-cancer patients with vasomotor symptoms: a double blind, randomized, non-inferiority 
trial. Lancet Oncol 2009;10:135-46.  

Kerlikowske K, Miglioretti DL, Ballard-Barbash R, Weaver DL, Buist DS, Barlow WE, Cutter G, 
Geller BM, Yankaskas B, Taplin SH, Carney PA. Prognostic characteristics of breast cancer among 
postmenopausal hormone users in a screened population. J Clin Oncol 2003;2:4314-21.  

Key TJ, Allen NE, Spencer EA, Travis RC. Nutrition and breast cancer. Breast 2003;12:412-6.  

Kirsh V, Kreiger N. Estrogen and estrogen-progestin replacement therapy and risk of 
postmenopausal breast cancer in Canada. Cancer Causes Control 2002;13:583-90.  

Kleerekoper M, Gold DT. Osteoporosis prevention and management: An evidence-based review. 
Clin Obstet Gynecol 2008;51:556-63.  

Kloosterboer HJ. Tibolone: A steroid with a tissue-specific mode of action. J Steroid Biochem Mol 
Biol 2001;76:231-8.  

Kopernik G, Shoham Z. Tools for making correct decisions regarding hormone therapy. Part II. 
Organ response and clinical applications. Fertil Steril 2004;81:1458-77.  

Lange CA. Challenges to defining a role for progesterone in breast cancer. Steroids 2008;73:914-
21.  

Lee SA, Ross RK, Pike MC. An overview of menopausal oestrogen-progestin hormone therapy and 
breast cancer risk. Br J Cancer 2005;92:2049-58.  

Leiblum SR, Koochaki PE, Rodenberg CA, Barton IP, Rosen RC. Hypoactive sexual desire 
disorder in postmenopausal women: US results from the women's international study of health and 
sexuality (WISHeS). Menopause 2006;13:46-56.  

 55



Lethaby A, Hogervorst E, Richards M, Yesufu A, Yaffe K. Hormone replacement therapy for 
cognitive function in postmenopausal women. Cochrane Database of Systematic Reviews 2008;4.  

Li CI, Weiss NS, Stanford JL, Daling JR. Hormone replacement therapy in relation to risk of 
lobular and ductal breast carcinoma in middle-aged women. Cancer 2000;88:2570-7.  

Li CI, Malone KE, Porter PL, Weiss NS, Tang MT, Cushing-Haugen KL, Daling JR. Relationship 
between long durations and different regimens of hormone therapy and risk of breast cancer. JAMA 
2003a;289:3254-63.  

Li CI, Anderson BO, Daling JR, Moe RE. Trends in incidence rates of invasive lobular and ductal 
breast carcinoma. JAMA 2003b; 289:1421-4  

Li CI, Malone KE, Porter PL, Lawton TJ, Voigt LF, Cushing-Haugen KL, Lin MG, Yuan X, Daling 
JR. Relationship between menopausal hormone therapy and risk of ductal, lobular, and ductal-
lobular breast carcinomas. Cancer Epidemiol Biomarkers Prev 2008;17:43-50.  

Lichtenstein P, Holm NV, Verkasalo PK, Iliadou A, Kaprio J, Koskenvuo M, Pukkala E, Skytthe A, 
Hemminki K. Environmental and heritable factors in the causation of cancer - analyses of cohorts of 
twins from Sweden, Denmark, and Finland. N Engl J Med 2000;343:78-85.  

Lobo RA. Surgical menopause and cardiovascular risks. Menopause 2007;14:562-6.  

Lobo RA. Metabolic syndrome after menopause and the role of hormones. Maturitas 2008;60:10-8.  

Lokkegaard E, Jovanovic Z, Heitmann BL, Keiding N, Ottesen B, Pedersen AT. The association 
between early menopause and risk of ischaemic heart disease: Influence of hormone therapy. 
Maturitas 2006;53:226-33.  

Longnecker MP. Alcoholic beverage consumption in relation to risk of breast cancer: Meta-analysis 
and review. Cancer Causes Control 1994;5:73-82.  

Lundstrom E, Wilczek B, von Palffy Z, Soderqvist G, von Schoultz B. Mammographic breast 
density during hormone replacement therapy: Differences according to treatment. Am J Obstet 
Gynecol 1999;181:348-52.  

MacLennan A, Lester S, Moore V. Oral estrogen replacement therapy versus placebo for hot 
flushes: A systematic review. Climacteric 2001;4:58-74.  

Magnusson C, Baron JA, Correia N, Bergstrom R, Adami HO, Persson I. Breast-cancer risk 
following long-term oestrogen- and oestrogen-progestin-replacement therapy. Int J Cancer 
1999;81:339-44.  

Manjer J, Malina J, Berglund G, Bondeson L, Garne JP, Janzon L. Increased incidence of small and 
well-differentiated breast tumours in post-menopausal women following hormone-replacement 
therapy. Int J Cancer 2001;92:919-22.  

Manolagas SC. Birth and death of bone cells: Basic regulatory mechanisms and implications for the 
pathogenesis and treatment of osteoporosis. Endocr Rev 2000;21:115-37.  

 56



Manson JE, Allison MA, Rossouw JE, Carr JJ, Langer RD, Hsia J, Kuller LH, Cochrane BB, Hunt 
JR, Ludlam SE, Pettinger MB, Gass M, et al. Estrogen therapy and coronary-artery calcification. N 
Engl J Med 2007;356:2591-602.  

Manson JE, Martin KA. Clinical practice. postmenopausal hormone-replacement therapy. N Engl J 
Med 2001;345:34-40.  

McKinlay SM, Brambilla DJ, Posner JG. The normal menopause transition. Maturitas 1992;14:103-
15.  

McPherson K, Steel CM, Dixon JM. ABC of breast diseases. Breast cancer - epidemiology, risk 
factors, and genetics. BMJ 2000;321:624-8.  

Mendelsohn ME, Karas RH. The protective effects of estrogen on the cardiovascular system. N 
Engl J Med 1999;340:1801-11.  

Metsä-Heikkilä M. Estrogen replacement therapy and antiestrogen treatment in postmenopausal 
breast cancer patients-effects on recurrence, gynaecological organs, vascular endothelium, and 
bone. University of Helsinki 2001. 

Mikkola TS, Clarkson TB. Estrogen replacement therapy, atherosclerosis, and vascular function. 
Cardiovasc Res 2002;53:605-19.  

Mikkola TS, Ylikorkala O. Hormone therapy and cardiovascular disease - still much to be learnt. 
Gynecol Endocrinol 2005;20:116-20.  

Miller J, Chan BK, Nelson HD. Postmenopausal estrogen replacement and risk for venous 
thromboembolism: A systematic review and meta-analysis for the U.S. preventive services task 
force. Ann Intern Med 2002;136:680-90.  

Miltenburg DM, Speights VO,Jr. Benign breast disease. Obstet Gynecol Clin North Am 
2008;35:285-300.  

Moller B, Weedon-Fekjaer H, Hakulinen T, Tryggvadottir L, Storm HH, Talback M, Haldorsen T. 
The influence of mammographic screening on national trends in breast cancer incidence. Eur J 
Cancer Prev 2005;14:117-28.  

Murkies AL, Wilcox G, Davis SR. Clinical review 92: Phytoestrogens. J Clin Endocrinol Metab 
1998;83:297-303.  

Nanda K, Bastian LA, Hasselblad V, Simel DL. Hormone replacement therapy and the risk of 
colorectal cancer: A meta-analysis. Obstet Gynecol 1999;93:880-8.  

Newcomb PA, Storer BE. Postmenopausal hormone use and risk of large-bowel cancer. J Natl 
Cancer Inst 1995;87:1067-71.  

Newcomb PA, Titus-Ernstoff L, Egan KM, Trentham-Dietz A, Baron JA, Storer BE, Willett WC, 
Stampfer MJ. Postmenopausal estrogen and progestin use in relation to breast cancer risk. Cancer 
Epidemiol Biomarkers Prev 2002;11:593-600.  

 57



Newcomb PA, Pocobelli G, Chia V. Why hormones protect against large bowel cancer: Old ideas, 
new evidence. Adv Exp Med Biol 2008;617:259-69.  

Nikander E, Kilkkinen A, Metsa-Heikkila M, Adlercreutz H, Pietinen P, Tiitinen A, Ylikorkala O. 
A randomized placebo-controlled crossover trial with phytoestrogens in treatment of menopause in 
breast cancer patients. Obstet Gynecol 2003;101:1213-20.  

Nilsson CG, Luukkainen T, Diaz J, Allonen H. Intrauterine contraception with levonorgestrel: A 
comparative randomised clinical performance study. Lancet 1981;1:577-80.  

Notelovitz M, Lenihan JP, McDermott M, Kerber IJ, Nanavati N, Arce J. Initial 17beta-estradiol 
dose for treating vasomotor symptoms. Obstet Gynecol 2000; 95:726-31 

Notelovitz M. Postmenopausal tibolone therapy: Biologic principles and applied clinical practice. 
MedGenMed 2007;9:2.  

Oldenburg RA, Meijers-Heijboer H, Cornelisse CJ, Devilee P. Genetic susceptibility for breast 
cancer: How many more genes to be found? Crit Rev Oncol Hematol 2007;63:125-49.  

Olsson HL, Ingvar C, Bladstrom A. Hormone replacement therapy containing progestins and given 
continuously increases breast carcinoma risk in Sweden. Cancer 2003;97:1387-92.  

Opatrny L, Dell'Aniello S, Assouline S, Suissa S. Hormone replacement therapy use and variations 
in the risk of breast cancer. BJOG 2008;115:169-75.  

Parkin DM. Global cancer statistics in the year 2000. Lancet Oncol 2001;2:533-43.  

Pasqualini JR, Paris J, Sitruk-Ware R, Chetrite G, Botella J. Progestins and breast cancer. J Steroid 
Biochem Mol Biol 1998;65:225-35.  

Porch JV, Lee IM, Cook NR, Rexrode KM, Burin JE. Estrogen-progestin replacement therapy and 
breast cancer risk: The women's health study (United States). Cancer Causes Control 2002;13:847-
54.  

Pukkala E, Notkola V. Cancer incidence among Finnish farmers, 1979-93. Cancer Causes Control 
1997;8:25-33.  

Ramon JM, Escriba JM, Casas I, Benet J, Iglesias C, Gavalda L, Torras G, Oromi J. Age at first 
full-term pregnancy, lactation and parity and risk of breast cancer: A case-control study in spain. 
Eur J Epidemiol 1996;12:449-53.  

Raudaskoski T, Tapanainen J, Tomas E, Luotola H, Pekonen F, Ronni-Sivula H, Timonen H, 
Riphagen F, Laatikainen T. Intrauterine 10 µg and 20 µg levonorgestrel systems in postmenopausal 
women receiving oral oestrogen replacement therapy: Clinical, endometrial and metabolic response. 
BJOG 2002;109:136-44.  

Reeves GK, Beral V, Green J, Gathani T, Bull D, Million Women Study C. Hormonal therapy for 
menopause and breast-cancer risk by histological type: A cohort study and meta-analysis. Lancet 
Oncol 2006;7:910-8.  

 58



Rice S, Whitehead SA. Phytoestrogens oestrogen synthesis and breast cancer. J Steroid Biochem 
Mol Biol 2008;108:186-95.  

Riggs BL, Hartmann LC. Selective estrogen-receptor modulators - mechanisms of action and 
application to clinical practice. N Engl J Med 2003;348:618-29.  

Ronckers CM, Erdmann CA, Land CE. Radiation and breast cancer: A review of current evidence. 
Breast Cancer Res 2005;7:21-32.  

Rosenberg LU, Magnusson C, Lindstrom E, Wedren S, Hall P, Dickman PW. Menopausal hormone 
therapy and other breast cancer risk factors in relation to the risk of different histological subtypes 
of breast cancer: A case-control study. Breast Cancer Res 2006;8:R11.  

Ross RK, Paganini-Hill A, Wan PC, Pike MC. Effect of hormone replacement therapy on breast 
cancer risk: Estrogen versus estrogen plus progestin. J Natl Cancer Inst 2000;92:328-32.  

Rossouw JE, Anderson GL, Prentice RL, LaCroix AZ, Kooperberg C, Stefanick ML, Jackson RD, 
Beresford SA, Howard BV, Johnson KC, Kotchen JM, Ockene J, et al. Risks and benefits of 
estrogen plus progestin in healthy postmenopausal women: Principal results from the women's 
health initiative randomized controlled trial. JAMA 2002;288:321-33.  

Russo IH, Russo J. Hormonal approach to breast cancer prevention. J Cell Biochem Suppl 
2000;34:1-6.  

Russo J, Tay LK, Russo IH. Differentiation of the mammary gland and susceptibility to 
carcinogenesis. Breast Cancer Res Treat 1982;2:5-73.  

Rutanen EM, Heikkinen J, Halonen K, Komi J, Lammintausta R, Ylikorkala O. Effects of 
ospemifene, a novel SERM, on hormones, genital tract, climacteric symptoms, and quality of life in 
postmenopausal women: A double-blind, randomized trial. Menopause 2003;10:433-9. 

Rutanen EM, Ylikorkala O. Kapseli 33. Vaihdevuosien hormonihoito. Lääkelaitoksen ja KELA 
julkaisuja, 2. painos, Joensuu 2004.  

Sacchini V, Zurrida S, Andreoni G, Luini A, Galimberti V, Veronesi P, Intra M, Viale G, Veronesi 
U. Pathologic and biological prognostic factors of breast cancers in short- and long-term hormone 
replacement therapy users. Ann Surg Oncol 2002;9:266-71.  

Salpeter SR, Walsh JM, Greyber E, Salpeter EE. Brief report: Coronary heart disease events 
associated with hormone therapy in younger and older women. A meta-analysis. J Gen Intern Med 
2006;21:363-6.  

Sare GM, Gray LJ, Bath PMW. Association between hormone replacement therapy and subsequent 
arterial and venous vascular events: A meta-analysis. Eur Heart J 2008;29:2031-41.  

Sarkeala T, Heinavaara S, Anttila A. Organised mammography screening reduces breast cancer 
mortality: A cohort study from Finland. Int J Cancer 2008;122:614-9.  

 59



Sarrel P, Dobay B, Wiita B. Estrogen and estrogen-androgen replacement in postmenopausal 
women dissatisfied with estrogen-only therapy. Sexual behavior and neuroendocrine responses. J 
Reprod Med 1998;43:847-56.  

Scarabin PY, Oger E, Plu-Bureau G, EStrogen and THromboEmbolism Risk Study Group. 
Differential association of oral and transdermal oestrogen-replacement therapy with venous 
thromboembolism risk. Lancet 2003;362:428-32.  

Schairer C, Lubin J, Troisi R, Sturgeon S, Brinton L, Hoover R. Menopausal estrogen and estrogen-
progestin replacement therapy and breast cancer risk. JAMA 2000;283:485-91.  

Schindler AE, Campagnoli C, Druckmann R, Huber J, Pasqualini JR, Schweppe KW, Thijssen JH. 
Classification and pharmacology of progestins. Maturitas 2003;46(Suppl 1):7-16.  

Schuetz F, Diel IJ, Pueschel M, von Holst T, Solomayer EF, Lange S, Sinn P, Bastert G, Sohn C. 
Reduced incidence of distant metastases and lower mortality in 1072 patients with breast cancer 
with a history of hormone replacement therapy. Am J Obstet Gynecol 2007;196:342-51. 

Seeger H and Mueck AO. Are the progestins responsible for breast cancer risk during hormone 
therapy in the postmenopause? experimental vs. clinical data. J Steroid Biochem Mol Biol 2008; 
109:11-5.  

Shelly W, Draper MW, Krishnan V, Wong M, Jaffe RB. Selective estrogen receptor modulators: 
An update on recent clinical findings. Obstet Gynecol Surv 2008;63:163-81.  

Shumaker SA, Legault C, Rapp SR, Thal L, Wallace RB, Ockene JK, Hendrix SL, Jones BN,3rd, 
Assaf AR, Jackson RD, Kotchen JM, Wassertheil-Smoller S, et al. Estrogen plus progestin and the 
incidence of dementia and mild cognitive impairment in postmenopausal women: The women's 
health initiative memory study: A randomized controlled trial. JAMA 2003;289:2651-62.  

Shumaker SA, Legault C, Kuller L, Rapp SR, Thal L, Lane DS, Fillit H, Stefanick ML, Hendrix 
SL, Lewis CE, Masaki K, Coker LH, et al. Conjugated equine estrogens and incidence of probable 
dementia and mild cognitive impairment in postmenopausal women: Women's health initiative 
memory study. JAMA 2004;291:2947-58.  

Singletary KW, Gapstur SM. Alcohol and breast cancer: Review of epidemiologic and experimental 
evidence and potential mechanisms. JAMA 2001;286:2143-51.  

Singletary SE. Rating the risk factors for breast cancer. Ann Surg 2003;237:474-82.  

Sitruk-Ware R, Plu-Bureau G. Exogenous progestagens and the human breast. Maturitas 
2004;49:58-66.  

Sitruk-Ware R. The levonorgestrel intrauterine system for use in peri- and postmenopausal women. 
Contraception 2007; 75:S155-60. 

Smith DC, Prentice R, Thompson DJ, Herrmann WL. Association of exogenous estrogen and 
endometrial carcinoma. N Engl J Med 1975;293:1164-7.  

 60



Smith-Warner SA, Spiegelman D, Yaun SS, van den Brandt PA, Folsom AR, Goldbohm RA, 
Graham S, Holmberg L, Howe GR, Marshall JR, Miller AB, Potter JD, et al. Alcohol and breast 
cancer in women: A pooled analysis of cohort studies. JAMA 1998;279:535-40.  

Somboonporn W, Davis S, Seif MW, Bell R. Testosterone for peri- and postmenopausal women. 
Cochrane Database Syst Rev 2005;4.  

Sourander L, Rajala T, Raiha I, Makinen J, Erkkola R, Helenius H. Cardiovascular and cancer 
morbidity and mortality and sudden cardiac death in postmenopausal women on oestrogen 
replacement therapy (ERT). Lancet 1998;352:1965-9.  

Speroff L. Postmenopausal hormone therapy and the risk of breast cancer: A contrary thought. 
Menopause 2008;15:393-400.  

Stahlberg C, Pedersen AT, Lynge E, Andersen ZJ, Keiding N, Hundrup YA, Obel EB, Ottesen B. 
Increased risk of breast cancer following different regimens of hormone replacement therapy 
frequently used in Europe. Int J Cancer 2004;109:721-7.  

Stanczyk FZ. All progestins are not created equal. Steroids 2003;68:879-90.  

Stearns V, Ullmer L, Lopez JF, Smith Y, Isaacs C, Hayes D. Hot flushes. Lancet 2002;360:1851-
61.  

Stefanick ML. Estrogens and progestins: Background and history, trends in use, and guidelines and 
regimens approved by the US food and drug administration. Am J Med 2005;118(Suppl 12B):64-
73.  

Strandberg TE, Ylikorkala O, Tikkanen MJ. Differing effects of oral and transdermal hormone 
replacement therapy on cardiovascular risk factors in healthy postmenopausal women. Am J 
Cardiol 2003;92:212-4.  

Sturdee DW. The menopausal hot flush--anything new? Maturitas 2008;60:42-9.  

Syrjakoski K, Vahteristo P, Eerola H, Tamminen A, Kivinummi K, Sarantaus L, Holli K, Blomqvist 
C, Kallioniemi OP, Kainu T, Nevanlinna H. Population-based study of BRCA1 and BRCA2 
mutations in 1035 unselected finnish breast cancer patients. J Natl Cancer Inst 2000;92:1529-31.  

The Finnish Current Care Quidelines, Finnish Medical Society Duodecim, www.kaypahoito.fi 
 
The International Menopause Society. Pines A, Sturdee DW, Birkhauser MH, Schneider HPG, 
Gambacciani M ,Panay N. Climacteric 2007;10:181–194. 
 
The North American Menopause Society. Menopause 2008;15: 584-603.  

Topo P, Luoto R, Hemminki E, Uutela A. Declining socioeconomic differences in the use of 
menopausal and postmenopausal hormone therapy in Finland. Maturitas 1999;32:141-5.  

Torgerson DJ, Bell-Syer SE. Hormone replacement therapy and prevention of nonvertebral 
fractures: A meta-analysis of randomized trials. JAMA 2001;285:2891-7.  

 61

http://www.duodecim.fi/kotisivut/sivut.nayta?p_navi=13&p_sivu=3019
http://www.kaypahoito.fi/


Tuomikoski P, Ebert P, Groop PH, Haapalahti P, Hautamaki H, Ronnback M, Ylikorkala O, 
Mikkola TS. Evidence for a role of hot flushes in vascular function in recently postmenopausal 
women. Obstet Gynecol 2009;113:902-8.  

Tuppurainen M. Osteoporosis Risk Factors and Fractures among perimenopausal women. Kuopion 
yliopiston julkaisuja, Lääketiede 74, 1995. 

Turgeon JL, Carr MC, Maki PM, Mendelsohn ME, Wise PM. Complex actions of sex steroids in 
adipose tissue, the cardiovascular system, and brain: Insights from basic science and clinical 
studies. Endocr Rev 2006;27:575-605.  

van de Weijer PH, Mattsson LA, Ylikorkala O. Benefits and risks of long-term low-dose oral 
continuous combined hormone therapy. Maturitas 2007;56:231-48.  

van Staa TP, Sprafka JM. Study of adverse outcomes in women using testosterone therapy. 
Maturitas 2009;62:76-80.  

Vaskivuo TE and Tapanainen JS. Apoptosis in the human ovary. Reprod Biomed Online 2003; 
6:24-35.  

Verkooijen HM, Fioretta G, Vlastos G, Morabia A, Schubert H, Sappino AP, Pelte MF, Schafer P, 
Kurtz J, Bouchardy C. Important increase of invasive lobular breast cancer incidence in Geneva, 
Switzerland. Int J Cancer 2003;104:778-81.  

Vos RM, Krebbers SF, Verhoeven CH, Delbressine LP. The in vivo human metabolism of tibolone. 
Drug Metab Dispos 2002;30:106-12.  

Vuorma S, Teperi J, Hurskainen R, Keskimaki I, Kujansuu E. Hysterectomy trends in Finland in 
1987-1995 - a register based analysis. Acta Obstet Gynecol Scand 1998;77:770-6.  

Warren MP. A comparative review of the risks and benefits of hormone replacement therapy 
regimens. Am J Obstet Gynecol 2004;190:1141-67.  

Weiderpass E, Adami HO, Baron JA, Magnusson C, Bergstrom R, Lindgren A, Correia N, Persson 
I. Risk of endometrial cancer following estrogen replacement with and without progestins. J Natl 
Cancer Inst 1999;91:1131-7.  

Weiss JR, Moysich KB, Swede H. Epidemiology of male breast cancer. Cancer Epidemiol 
Biomarkers Prev 2005;14:20-6.  

Weiss LK, Burkman RT, Cushing-Haugen KL, Voigt LF, Simon MS, Daling JR, Norman SA, 
Bernstein L, Ursin G, Marchbanks PA, Strom BL, Berlin JA, et al. Hormone replacement therapy 
regimens and breast cancer risk. Obstet Gynecol 2002;100:1148-58.  

Wells G, Tugwell P, Shea B, Guyatt G, Peterson J, Zytaruk N, Robinson V, Henry D, O'Connell D, 
Cranney A, Osteoporosis Methodology Group and The Osteoporosis Research Advisory Group. 
Meta-analyses of therapies for postmenopausal osteoporosis. V. Meta-analysis of the efficacy of 
hormone replacement therapy in treating and preventing osteoporosis in postmenopausal women. 
Endocr Rev 2002;23:529-39.  

 62



 63

Wells M, Sturdee DW, Barlow DH, Ulrich LG, O'Brien K, Campbell MJ, Vessey MP, Bragg AJ. 
Effect on endometrium of long term treatment with continuous combined oestrogen-progestogen 
replacement therapy: Follow up study. BMJ 2002;325:239.  

Welton AJ, Vickers MR, Kim J, Ford D, Lawton BA, MacLennan AH, Meredith SK, Martin J, 
Meade TW, WISDOM t. Health related quality of life after combined hormone replacement 
therapy: randomised controlled trial. BMJ 2008;337:1190.  

Yager JD, Davidson NE. Estrogen carcinogenesis in breast cancer. N Engl J Med 2006;354:270-82.  

Zhang SM, Lee IM, Manson JE, Cook NR, Willett WC, Buring JE. Alcohol consumption and breast 
cancer risk in the women's health study. Am J Epidemiol 2007;165:667-76.  

 


