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Abstract
Background: Breast cancer is the second most common cause of cancer related death worldwide. 
It involves patient physical health, mental health, family and social life and wastes financial and 
spiritual resources and its cure depend on staging at diagnosis and management plan depend to 
their economics especially in developing countries. 1.2. Methods: The study was an observational 
study. All breast cancer patients in National Institute of cancer research and hospital and Shaheed 
Suhrawardy Medical College from January 2010 to December 2019 were included.

Results: Of total 6,622, male was 234 (3.53%), female 6,388 (94.47%). Lowest age of breast cancer 
diagnosis was 12 year, highest 95 and average age was 48.7 year. The leading age group was 40 
to 49 year 2,346 (35.43%). None were diagnosed as Noninvasive breast cancer. Only 792 (12%) 
patient had immunohistochemistry report, TNBC were 294 (37.12%), the leading variety. Mostly 
2,685 (40.55%) patient presented with metastatic disease. Early breast cancer diagnosis was 3,405 
(51.42%). Postmenopausal was 4,082 (64%), 4,649 (70%) was poor, 3,582 (54%) was illiterate, 1,268 
(27.75%) were educated up to primary, 4,902 (74%) were housewife. Hormonal contraception 
used 4,258 (64.31%), 1,994 (30.11%) used betel-nut or tobacco, 1,669 (25%) had comorbidity, 895 
(14.16%) were nallipara, 2,543 (40.86%) had para 1 and 632 (9.54%) had positive family history 
of cancer. Maximum patient 2,023 (30.55%) were on chemotherapy, 1,497 (22.64%) had simple 
mastectomy, 1,335 (20.16%) were on homeopathy, 790 (11.93%) had modified radical mastectomy, 
772 (11.66%) were without treatment, 512 (7.73) had breast conservation surgery.

Conclusion: Screening should give priority in developing country like Bangladesh to diagnose the 
disease early to cure the disease.

Introduction
Breast cancer is a complex, multifactorial disease where there is a strong relation between 

genetic and environmental factors. Breast cancer is one of the most common cancers in women 
worldwide accounting for approximately 570,000 deaths in 2015. Over 1.5 million women (25% of 
all women with cancer) are diagnosed with breast cancer every year throughout the world [1,2]. It 
is the second most common cause of cancer related death worldwide. It involves patient physical 
health, mental health, family and social life and wastes financial and spiritual resources. Its cure 
and response of treatment depend on staging at diagnosis, hormonal status and management 
plan. Treatment plan and schedule given not only to disease condition but also depend to their 
economical status especially in developing or poor countries. Breast cancer may be metastatic cancer 
and can commonly transfer to distant organs like bones, liver, lungs and brain which determines 
its incurability. Early diagnosis of the disease can lead to a good treatment outcome and a high 
survival rate. In North American, the 5-year survival rate of breast cancer patients is above 80% 
due to the timely detection of this disease [3]. Mammography is widely used screening approach in 
the detecting of breast cancer and proved to help reduce the mortality effectively. Other screening 
methods, such as Magnetic Resonance Imaging (MRI) which is more sensitive than mammography, 
have also been implemented and studied during the last decade [4]. But these screening tools and 
expert hands are not only unavailable but also expensive for developing countries like Bangladesh. 
There are numerous risk factors such as sex, aging, estrogen, family history, gene mutations and 
unhealthy lifestyle can increase the possibility of developing breast cancer [5]. Breast cancer is near 
100 times higher in women than that in men [6]. The mortality rate decreases due to the widespread 
early screenings and advanced medical therapies that are limited in developing or poor countries. 
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Biological therapies have been developed in recent years and proved 
to be beneficial for breast cancer.

The cause of female breast cancer is multifactorial including 
reproductive factors, genetic, lifestyle, and environmental factors 
[7-10]. According to the most recent report of the cancer registry 
in Casablanca, the age standardized incidence rate of breast cancer 
increased from 35.0 to 49.5 per 100,000 women between 2004 and 
2012, showing an annual increase of 3.18% [11]. The most widely 
proposed explanations for this increase are changes in reproductive 
behaviors (smaller number of children, shorter duration of breast 
feeding, higher age at first pregnancy) and in lifestyle and dietary 
habits (higher obesity rates) among Moroccan women in the past 
three decades [12-14].

Breast cancer associated gene 1 and 2 (BRCA1 and BRCA2) are 
two famous anti-oncogenes for breast cancer. They both encode tumor 
suppressor proteins. BRCA1 deficiency leads to the dysregulation 
of cell cycle checkpoint, abnormal centrosome duplication, genetic 
instability and eventually apoptosis [15,16].

BRCA2 protein regulates recombination repair in DNA double-
strand breaks by interacting with RAD51 and DMC1 [17,18]. 
BRCA2-associated breast cancers are more likely to be high-grade 
invasive ductal carcinomas but with a luminal phenotype [19]. 
Overexpression of HER2 which is detected in about 20% of primary 
breast cancers, increases the number of cancer stem cells by PTEN/
Akt/mTORC1 signaling and indicates poor clinical outcomes [20,21]. 
Overexpression of EGFR is found in more than 30% of cases of the 
Inflammatory Breast Cancer (IBC), a very aggressive breast cancer. 
More than half of Triple-Negative Breast Cancer (TNBC) cases 
characterized by the absence of Estrogen Receptor (ER), Progesterone 
Receptor (PR) expression and HER2 amplification [22]. The 
overexpression of c-Myc is predominantly observed in the high-grade 
invasive stage of breast carcinomas, while no c-Myc amplification is 
detected in the benign tissues [23,24]. Point mutations are commonly 
associated with the overexpression of these three human RAS genes 
and most are missense mutations located at the coding domain for 
GTP binding. H-RAS overexpression is detected in both primary and 
advanced breast cancer patients, indicating a poor prognosis [25,26].

Besides sex, aging is one of the most important risk factors of 
breast cancer because the incidence of breast cancer is highly related 
to the increasing age. In 2016, approximately 99.3% and 71.2% of all 
breast cancer-associated deaths in America were reported in women 
over the age of 40 and 60 respectively [3]. Nearly a quarter of all breast 
cancer cases are related to family history [27]. Women whose mother 
or sister has a breast cancer are prone to this disease. Moreover, the 
risk becomes 2.5-fold or higher in women with two or more first-
degree relatives with breast cancer [27]. Reproductive factors such 
as early menarche, late menopause, late age at first pregnancy and 
low parity can increase the breast cancer risk. Each 1-year delay in 
menopause increases the risk of breast cancer by 3%. Each 1-year 
delay in menarche or each additional birth decreases the risk of breast 
cancer by 5% or 10% respectively [28-30].

It has been shown repeatedly that estrogen exposure is directly 
associated with risk for developing breast cancer. A prolonged or 
increased exposure to estrogen is associated with an increased risk 
for developing breast cancer [31,32] whereas reducing exposure is 
thought to be protective.

Modern lifestyles such as excessive alcohol consumption and too 

much dietary fat intake can increase the risk of breast cancer. Alcohol 
consumption can elevate the level of estrogen-related hormones 
in the blood and trigger the estrogen receptor pathways. A meta-
analysis based on 53 epidemiological studies indicated that an intake 
of 35 gm to 44 gm of alcohol per day can increase the risk of breast 
cancer by 32% with a 7.1% increase in the RR for each additional 10 
gm of alcohol per day [27]. Obesity is associated with an increased 
risk of estrogen receptor positive breast cancer in postmenopausal 
women and a worse prognosis for all major breast cancer subtypes 
regardless of menopausal status [29]. There is strong evidence that 
obesity associated inflammation is driving both the increased risk 
of breast cancer and poor prognosis in obese women. Obesity and 
associated high levels of fasting insulin or non-fasting C-peptide 
(cleaved from proinsulin when insulin is released) have been linked 
to adverse prognosis in early-stage Breast Cancer (BC). One recent 
report [33] suggested that adverse effects of obesity on BC outcomes 
are greatest with longer follow-up (5 years); time related effects were 
significant for BC-associated death but not for distant recurrence.

Methods
The study was an observational study. All histopathologically 

confirmed diagnosis of breast cancer patient received treatment 
at National Institute of Cancer Research and Hospital (NICRH) 
and Shaheed Suhrawardy Medical College Hospital (ShSMCH) as 
day care basis or indoor basis for ten years duration from January 
2010 to December 2019 were included. The patients were classified 
as Birch Classification at 10 years interval. Clinical information and 
demographic profiles recorded from departmental document and 
patients file during treatment or follow up and retrospectively studied.

Results
Of 6,622 patients, male female ratio was 1:27.30 and patient's 

demographic profiles were shown in Table 1. The leading age group 
was 40 to 49 year 2,346 (35.43%) and cancer occurrences according to 
age group were shown in Figure 1. Most patients were postmenopausal 
4,082 (64%) followed by premenopausal 2,298 (36%). 2,472 (54%) 
patients were illiterate and 1,268 (27%) were educated up to primary. 
All of them, more than 75% did not know where to go or how to 
take treatment. Only 46 (1%) patients of breast cancer had completed 
their highest education level (Masters). 1,284 (40%) patients were 
poor shown in Figure 2. Average height and weight of patients was 
5 feet and 51 kg respectively. 5,968 (90.12%) patients were house 
wife by profession, 292 (4.41%) did job, 93 (1.4%) were farmer, 127 
(1.87%) were labor, 126 (1.9%) were garments worker (low income 
job) and 16 (0.24%) were student. 6,274 (94.74%) were married, 268 
(4.05%) were widow, 59 (0.89%) were unmarried and 21 (0.32%) were 

Figure 1: Breast cancer occurrence according to age group.
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divorced.

1,669 (25%) patients presented with comorbidities where 597 
(9.02%) had diabetes mellitus, 555 (8.4%) had hypertension, 345 
(5.21%) patients were obese, 109 (1.65%) had asthma or COPD 
disease, 35 (0.53%) were with coronary heart disease. Primary 
amenorrhea was observed in 15 (0.23%) patients and PCOS was 
found in 8 (0.12%) patients. 4,258 (64.31%) patients used hormonal 
contraception, 280 (6.5%) used barrier methods, 746 (17.23%) 
used both of them and 520 (12%) used no methods. Hormonal 
contraception used by 2,240 (51.73%) patients for 1 to 5 years, 1,528 
(35.3%) for 6 to 10 years, 460 (10.62%) for 11 to 15 years and 102 
(2.35%) used for more than 20 years. 632 (9.54%) patients had positive 
family history of cancer where first degree relation was 427 (67.56%), 
186 (29.43%) were second degree and 19 (3%) had blood connected 
relationship. Regarding family history of cancer, 116 (1.74%) had 
breast cancer, 58 (0.88%) had hepatocellular carcinoma, 53 (0.80%) 
had lung cancer, 47 (0.71%) had GIT cancer, 35 (0.53%) leukemia, 
23 (0.35%0) had cervical cancer, 12 (0.18%) brain cancer, 12 (0.18%) 
prostate cancer, 12 (0.18%) thyroid cancer, 12 (0.18%) sarcoma and 
252 (3.81%) could not mention the specific type of malignancies. 895 
(14.16%) were nallipara, 2,543 (40.86%) had para 1-2, 2,427 (38.4%) 
had para 3-5 and 416 (6.58%) had para 6 or more. 1,994 (30.11%) 
used betel-nut or tobacco, 128 (1.93%) patients were smoker and 46 
(0.69%) used both tobacco and betel nuts. 4,628 (69.88%) gave history 
of never smoke or used betel nuts or alcohol. 800 (12%) patients were 
presented with ECOG performance status 0, 2,643 (40%) presented 
with ECOG I, 2486 (37.54%) presented with ECOG II, 543 (8.2%) 
with III and only 150 (2.3%) patients were presented with ECOG IV.

Most patients 4,260 (66.33%) were presented with painless lump. 
1,418 (21.41%) patients presented with body ache, 480 (7.25%) were 
asymptomatic, 410 (6.19%) had burning sensation breast area, 215 
(3.25%) had pain in breast area, 156 (2.25%) had breast ulcer, 95 
(1.43%) had breast itching, 36 (0.56%) had axillary swelling and 576 
(8.7%) had complain of insomnia.

Of all patients 3,269 (49.34%) patients had left sided breast cancer, 
3,154 (47.63%) patients had right sided breast cancer and 195 (3%) 
had Bilateral. 5,298 (80%) were diagnosed as duct cell carcinoma, 

370 (5.6%) were medullary carcinoma, 200 (3%) were diagnosed as 
lobular carcinoma, 156 (2.4%) were papillary carcinoma, 160 (2.42%) 
were mucinous carcinoma, 100 (0.2%) were phylloids tumor, 50 
(0.75%) were sarcoma, 30 (0.5%) were inflammatory breast cancer 
and 258 (3.9%) patients had no specific histopathology except 
a histopathological comment of positive cancer cell. None were 
diagnosed as noninvasive breast cancer. Only 792 (12%) patient had 
Immunohistochemistry (IHC) report. Triple negative breast cancer 
(TNBC) 294 (37.12%) was leading variety according to IHC. Only 
ER positive (ER+) patients was 122 (15.4%) and PR positive (PR+) 
was 104 (13.13%). Both ER+ and PR+ patients were 115 (14.52%). 
HER2 positive was in 104 (13.13%) patients. Triple positive was in 53 
(6.7%) patients. Tumor marker, S. CA 15.3 were done by only 1,308 
(20.55%) patients where tumor marker was normal in 335 (25.61) 
and high in 973 (74.40%) patients. 2,685 (40.55%) presented with 
metastatic disease. Mostly metastasis was in axillary lymph nodes, 
1,435 (21.67%). Liver metastasis was observed in 358 (5.41%) patients 
followed by bone metastasis 292 (4.41%), lung metastasis 289 (4.4%). 
95 (1.43%) patients were found with Ovary metastasis, 90 (1.36%) 
with brain metastasis, 74 (1.12%) were with supraclavicular lymph 
nodes and 52 (0.80%) patients were presented with skin metastasis. 
Staging workup were done in 2,230 (33.68%) breast cancer patients 
that were shown in Figure 3. Maximum patient 2,023 (30.55%) were 
on chemotherapy, 1,497 (22.64%) had simple mastectomy, 1,335 
(20.16%) were on homeopathy, 790 (11.93%) had modified radical 
mastectomy, 772 (11.66%) were symptomatic or palliative treatment 
and 512 (7.73) had breast conservation surgery. 15 (0.23%) patients 
were under gone toilet mastectomy and 255 (3.85%) patients had 

Figure 2: Socioeconomic condition.

Figure 3: Staging of breast cancer during diagnosis.

Age

Mean 48.7 years

Range 12-95 years

Sex

Male 234 (3.53%)

Female 6388 (96.47%)

Occupation

Farmer 93 (1.4%)

Housewife 5968 (90.12%)

Business 70 (1.1%)

Job 292 (4.14%)

Labor 57 (0.86%)

Student 16 (0.24%)

Garments worker 126 (1.9%)

Table 1: Demographic profile of patients of breast cancer in tertiary hospital 
Bangladesh (n=1028).

Painless lump 4260 (66.33%)

Painful lump 215 (3.25%)

Body ache 1418 (21.41%)

Burning sensation breast 410 (6.19%)

Breast ulcer 156 (2.35%)

Itching breast 95 (1.43%)

Axillary swelling 36 (0.54%)

Insomnia 576 (8.7%)

Asymptomatic 480 (7.25%)

Table 2: Clinical features of patients with breast cancer.
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received no treatment at all. Patients made delay to consult with 
oncologist from 15days to 3 years from feeling of breast lump.

Discussion
The purpose of this study was to explore the barriers and risk 

factors of breast cancer regarding Bangladeshi patients. It was a great 
frustration to our patient and to our study that negatively hampered 
treatment outcome. None of them can't take treatment or treatment 
decision without anyone help. 54% patients were illiterate and 27% 
were educated up to primary. All of them, more than 75% did not 
know where to go or how to take treatment that obviously impact on 
treatment outcome. 40% were poor and 18% were below average. This 
huge mass of population can’t take the costly antimitotic treatment. 
Regarding occupation, mostly were HW 90%, 1.4% poor farmer, 
about 2% were student and labor and near all are dependent to family 
for treatment cost. Only 16.6% patients without insurance presented 
at the earliest stage of breast cancer (stage 0; DCIS) vs. 23.4% patients 
with private insurance or managed care, 11.4% patients without 
insurance presented with stage IV disease versus only 3.1% of patients 
with private insurance or managed care [34]. In Bangladesh there is no 
health insurance to support the huge treatment burden. In 1993, the 
NEJM published a study evaluating the relationship between health 
insurance coverage and treatment outcome showed that uninsured 
and underinsured patients presented with more advanced disease 
and experienced worse survival rates [35]. Lis Ellison-Loschmann 
et al. [36] showed that the most commonly reported barriers are 
fear (Māori women) and cost (Pacific and non-Māori/non-Pacific 
women), women with diabetes reported a two-fold higher risk of 
experiencing barriers to care compared to those without diabetes and 
are more likely to face delays (median 14 days) in seeing a specialist 
than non-Māori/non-Pacific women (median 7 days) [36]. But in our 
study only 13% patient were attended oncologist before receiving 
a specific treatment. 88% patient were lived with risk factors like 
Hormonal contraception used by 4,258 (64.31%), some, 102 (2.35%) 
used up to ≥ 20 years without consultation to doctor. Positive family 
history 632 (9.54%) but they did not attend for any screening until 
disease developed.

In most studies in the literature, nulliparity, primary amenorrhea 
was strongest risk factors for breast Cancer [37] that was 14.51% 
in our study. Obesity and associated high levels of fasting insulin 
or non-fasting C-peptide have been linked to adverse prognosis in 
early-stage Breast Cancer (BC) [38]. In our study 5.21% patients 
were obese. 1,669 (25%) patients had comorbidities that impact on 
treatment outcome. The leading symptoms were painless lump, more 
than 64%, so that patient made delay to attend to doctor. Only 792 
(12%) patients having Immunohistochemistry (IHC) report that 
was very important to made appropriate treatment plan upon which 
treatment outcome depend. Gakunga Kinyanjui Ali et al. [39] showed 
the key barriers were costs, inadequate knowledge, distance to health 
facilities, and communication with health providers, medicines stock 
outs, long waiting periods, limited or no counseling at diagnosis, 
patient vulnerability, and limited access to rehabilitation items 
[39]. Getachew et al. [40] showed patient-related barriers were lack 
of knowledge and awareness of breast cancer, belief in traditional 
medicine and religious practices for treatment and lack of social 
and financial support to seek care at a medical facility and health-
system related barriers were misdiagnosis of breast cancer, long 
distance to referral facilities, high cost of diagnostic services, long 
waiting time for diagnostic tests and lack of screening and diagnostic 

tests in local facilities [40]. A significant number of patient, 20% on 
homeopathy medicine, 12% on symptomatic management, about 
4% patients had received no treatment at all i.e. about 35% patients 
were with maltreatment. All these scenario proved that there were 
lack of breast cancer screening and those factors were available that 
negatively hampered on treatment outcome. Not primary tumors but 
the tumor metastasis causes over 90% of cancer deaths [41]. However, 
if breast cancer is diagnosed as a primary tumor or at an early stage 
of metastasis, the breast tumor could be removed by surgery and 
the chemotherapy could work effectively. Early detection is the 
cornerstone of breast cancer prevention.

Conclusion
Screening should give priority in developing country like 

Bangladesh to diagnose the breast cancer early for better treatment 
outcome. Proper investigations needed for proper treatment should 
be done in each of breast cancer patient. Safe contraception and safe 
life style may play a role to prevent breast cancer.
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