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ARTICLE INFO ABSTRACT

Background: Breast cancer is the most common cancer in women and is the leading cause of cancer
death. Breast cancers are predominantly sporadic, but family aggregation has been found in about
20% of cases. The objective of this work is to estimate the prevalence of familial breast cancer and
to describe the epidemiological, clinical and prognostic characteristics of patients with a family
history of breast cancer, treated at the Mohammed VI center for cancers treatment, CHU IbnRochd
Casablanca.
Patients and methods: A cross-sectional study carried out within the Mohammed VI Center during
the year 2014. The data were collected from patients' medical records and analysed by the Epi Info
software.
Results: 13.6% (89/655) of the cases had a family history of breast cancer, 46.1% of cases of the
first degree, 24.7% of the second degree and 29.2% of the third degree. The mean age at diagnosis
was 46.8 ± 10.1 years. The stage at diagnosis was in most cases early (66.3%) and late in 33.7% of
cases. Tumour size was in 39.3% of cases T1, 36.0% T2, 12.4% T3 and 9.0% of T4 cases. The
involvement of lymph nodes (N) was in 57.3%, 6% N1, 12.6% N2 and 4.4% N3. Remote metastasis
(M1) was observed in 4.5% of cases.
Conclusion: familial breast cancer represents 13.6% in our center, diagnosed at a young age and a
stage at the time of the early diagnosis. These results are consistent with several studies in America
and Europe. In addition, in the presence of a family history of breast cancer, screening and genetic
counselling should be done to clarify the incidence of expectations in familial oncology.

INTRODUCTION
Breast cancer is the most common women cancer and is the
leading cause of cancer death (Issacand al., 2006). It is an
eminently heterogeneous and multifactorial pathology, which
can involve an interaction between environment, lifestyle,
hormonal and genetic factors. Breast cancers are predominantly
sporadic, with no other reported cases in the family, but family
aggregation has been found in about 20% of cases
(Collaborative Group, 2001). A family history is one of the
most important risk factors for the development of breast
cancer. Women with a history of first-degree breast cancer are
twice as likely to develop breast cancer compared to women
without a history of breast cancer. The risk is higher when the

antecedent is younger at the time of diagnosis (Bevier and al.,
2012, Pharoahand al., 1997). About 5-10% of breast cancers
can be explained by an inherited predisposition of several
specific genes (Blackwood and al., 1998). Breast cancer
occurring in a woman with a family history of this cancer is
known as familial breast cancer. Sometimes, the term inherited
breast cancer is used to describe breast cancer in families with
an apparently dominant inheritance, suggesting a penetrance of
a breast cancer risk gene (Harisand al., 2011)

Given that breast cancer is common, a family history of breast
cancer could not necessarily be a common cause; Family breast
cancer is characterized by an abnormally high number of
family members with this cancer and generally at a younger
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age than that observed in the general population. According to
Branstand al. (2009), familial breast cancer occurs at an earlier
age and with a poor prognosis as compared to sporadic cases.
In addition, NICE guidelines (2013) provide recommendations

for the classification and care of women who have an increased
risk of developing breast cancer due to family history. The
main information required is the age and type of tumours and
the number of cases in the family. Using this information, a
family tree can be drawn, showing the person and their parents
in the first degree (mother, father, brothers, sisters, children);
Second-degree parents (grandparents, uncles, aunts, nieces,
nephews, half-brothers and half-sisters); (Grandparents, grand
uncles and aunts, first cousins) for a comprehensive history
(National Institute for Health and Care Excellence, 2013). In
this study, we sought to estimate the prevalence of familial
breast cancer in our center and to describe the epidemiological,
clinical and prognostic characteristics of patients with a family
history of breast cancer at the Mohammed VI Center For the
treatment of cancers, CHU IbnRochd Casablanca.

PATIENTS AND METHODS
Type of study

This is a cross-sectional study conducted at the Mohammed VI
Centerfor the treatment of cancers, at IbnRochd University
Hospital (one of the two major centers for the treatment and
treatment of cancer in Morocco).

Study Population

We included in our study consecutively all cases of breast
cancer having been taken care of at the Center from January
first to the December 31thof 2014. Data collection was done
retrospectively, based on patients' medical records. The data
collected included:

 Socio-demographic data: age at diagnosis, marital status,
menopausal status, oral contraceptive use, number of
children and the notion of a family history of breast
cancer.

 Clinical data: stage at diagnosis, tumour size, lymph node
invasion, distant metastasis, histological type, histological
grade, laterality with the quadrant or tumour region,
hormone receptor status, and receptor Her2 (Human
Epidermal Growth factor) and the Ki-67 proliferation
index.

 Therapeutic data: neoadjuvant chemotherapy,
radiotherapy, adjuvant chemotherapy, hormone therapy
and targeted therapy.

The data entry was carried out by Microsoft Office Excel
(2007) and the analysis of the variables by the Epi Info
software. The association study by crossing the variables
between the different groups was evaluated by the chi-square
test. The test is considered significant when p <0.05.

RESULTS
During the year 2014, a total of 655 cases were managed at the
Mohammed VI center for the treatment of cancers, 13.6% (89
cases) of cases had a family history of breast cancer in 46,1%
of cases were first-degree, 24.7% of second-degree and 29.2%
of third-degree cases (Table 1). The mean age at diagnosis was

46.8 ± 10.1 years (26 -70 years). 60.5% of the cases were
married, the parity was 2.1 ± 1.8 children, 29.2% of the cases
used an oral contraceptive and menopause was found in 25.8%
of the cases.

The left lateral tumour was observed in 52.8% of cases and
bilateral in 4.5% of cases. The stage at diagnosis was in most
cases early (stage I and II) (66.3%) and late (stage III and IV)
in 33.7% of the cases. In the TNM stage, tumour size T1 was
observed in 39.3% of cases, T2 in 36.0%, T3 in 12.4% and T4
in 9.0% of cases. The involvement of the lymph nodes (N) was
in 57.3% N0, 23.6% N1, 12.6% N2 and 4.4% N3. Remote
metastasis (M1) was found in 4.5% of cases. In our series the
most frequent histological type was infiltrating carcinoma of
the cannula (85.4% of cases), followed by invasive carcinoma
(4.5%), infiltrating lobular carcinoma (1.1%), other rare types
Infiltrating medullary carcinoma, infiltrating micro-papillary
carcinoma, mucinous carcinoma...) in 9.0% of cases. The most
frequent SBR histological grade was SBR II (56.2%), followed
by SBR III (31.5%), while SBR I was observed in only 1.1% of
cases.

Hormone receptor positivity was observed in the studied series,
55.1% of cases with oestrogen and 49.4% of cases with

Table 1 Epidemiological and clinical characteristics of
patients

Caracteristics Percentage (%)

Mean age
Parity

Postmenopausal
Use of oral contraceptives

Family history of breast cancer
First degree

Second degree
Third degree

Stage at diagnosis
Early (Stage I and stage II)

Late (stage III and stage IV)

Tumour size (T)
T1
T2
T3
T4

Lymphadenopathy (N)
N0
N1
N2
N3

Distant métastasis (M)
M0
M1

Histological type
Invasive ductal carcinoma

Invasive carcinoma
Invasive Lobular carcinoma

Other
HistologIcal grading SBR

SBR I
SBR II
SBR III

Hormonal Receptors
Estrogen

Progesterone

46.8 ± 10.1 years
2.1±1.8 children

25.8
29.2

46.1
24.7
29.2

66.7
33.7

39.3
36.0
12.4
9.0

57.3
23.6
12.6
4.4

95.5
4.5

85.4
4.5
1.1
9.0

1.1
56.2
31.5

55.1
49.4
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progesterone. Her2 was over expressed in 13.8% of cases. The
Ki-67 proliferation index was over expressed in 37.1% of cases
and 23.1% of cases were triple negative.

The difference in age was not significant according to the
degree of kinship in our sample, 45.4 ± 10.5 years at the first
level, 47.7 ± 10.4 years at the second level and 48.2 ± 10.0
years at the third level (p = 0.5) (Table 2). The stage at earlier
diagnosis was observed in cases with a first-degree history
(42.4% of cases), the second and third degree were respectively
in 27.1% of cases and 30.5% of cases.

DISCUSSION
Breast cancer is a multifactorial disease, which may involve an
interaction between the environment, lifestyle, hormonal and
genetic factors. A family history is one of the most important
risk factors for the development of breast cancer. The risk is
higher when the antecedent has a younger age at the time of
diagnosis.

In this study, 89 cases of breast cancer with a family history of
breast cancer were treated within the center, accounting for
13.6% of cases, 46.1% of whom were first degree, 24.7% of the
second degree and 29.2% of the third degree. According to the
literature, the notion of a family history of breast cancer varies
from 15 to 20% of the cases (Colditzand al., 1993), while that
reported in our study matches those described by several
authors. Moreover, Molahand al. (2015) had a prevalence of
13.4%, as did Jacobi and al. (2003), who observed a family
history of breast cancer in 13.0% of cases. In the Swedish
family cancer database, 16.0% of cases have a family history of
familial breast cancer (Kharazmiand al., 2012).

In our series, the mean age at diagnosis was 46.8 ± 10.1 years
(26-70 years). Family breast cancer occurs at a younger age.
The risk is higher when the antecedent has a younger age at the
time of diagnosis. Several studies have shown that familial
breast cancer occurs at an age less than 50 years. In fact,
Terrayand al. (2015) in a cohort of 31,640 cases showed that
the age at diagnosis was 49.8 ± 14.8 years (Terrayand al.,
2015). The risk ratio associated with a family history of breast
cancer tends to be increased when parents diagnosed for breast
cancer were younger, especially for women less than 50 years
old. For example, among women under 50 years old, the risk of
having a parent diagnosed with breast cancer before age 50 was
2.41 (1.86 - 3.12) for an affected mother and 3,18 (2.15 - 4.72)
for a sister with this cancer (Collaborative group, 2001). In our
series the stage at the time of diagnosis was in most cases very
early (stage I and II) in 66.3% of the cases and late (stage III
and IV) in 33.7% of the cases. These findings are consistent
with the literature that describes a family history of cancer as
being more likely to be screened more often and at an earlier
stage (Brandt and al., 2012). The stage at diagnosis is one of
the factors affecting successful cancer treatment, which is itself
influenced by screening practices. Breast cancer survival rates
depend on the stage at diagnosis (World Health Organization,

2008). According to the National Cancer Institute, 5-year
survival of breast cancer in women diagnosed earlier in stage 0
and stage I is 88 to 93% and 15 to 78% in the advanced stage,
stage II, stage III and Stage IV (National Cancer Institute,
2011). Tumour size and axillary lymph node involvement at the
time of diagnosis are key factors related to the risk of distant
metastasis (Brekelmansand al., 2007).

In our study, the TNM stage, T1 tumour size was observed in
39.3% of cases, T2 in 36.0%, T3 in 12.4% and T4 in 9.0% of
cases, lymph node involvement (N) was in 57.3% N0, 23.6%
N1, 12.6% N2 and in 4.4% N3, the distant metastasis (M1) was
found in 4.5% of the cases. The impact of tumour size on a
family history of breast cancer is unknown. However, some
studies have shown that tumours detected in women with a
family history of breast cancer were smaller (Randall and al.,
2009, Walker and al., 2013), and even less likely to have a
lymph node involvement and remote metastasis (Moller and al.,
1999, Tilanus-Linthorstand al., 2000). In our study, we did not
find a significant age difference according to degree of kinship;
It was 45.4 ± 10.5 years at the first level, 47.7 ± 10.4 years at
the second level and 48.2 ± 10 years at the third level (p = 0.5).
According to the literature there is a significant difference
according to the degree of kinship of age at the time of
diagnosis of breast cancer. Moreover, Noh and al. (2014)
showed a significant difference in the age of onset of breast
cancer in the first and second degree, respectively 57 years and
40 years. This age difference in cancer occurrence can be
influenced by several factors such as lifestyle, including diet
and physical activity.

CONCLUSION
Family breast cancer accounts for 13.6% in our center,
diagnosed at a younger age and a stage at the time of earlier
diagnosis compared to cases without a family history of breast
cancer. These findings are consistent with several studies in
America and Europe; several factors can influence this
outcome such as lifestyle, diet, physical activity and mutation
in other genes involved in breast cancer. Increased early
detection and the implementation of a family history
recognition program should be considered. In addition, in the
presence of a family history of breast cancer, screening and
genetic counselling should be done to clarify the incidence of
expectations in familial oncology.
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