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Abstract
Background: The relationship between physical activity (PA) throughout life and the risk of postmenopausal breast
cancer overall and by estrogen receptor (ER) and progesterone receptor (PR) status, has been reported, but without
consistent results. The present study aimed to investigate PA from young age to adulthood in participants of the
Norwegian Women and Cancer (NOWAC) Study, in order to determine whether changes in PA level affect the risk
of postmenopausal breast cancer.
Methods: 1767 invasive breast cancer cases were identified among 80,202 postmenopausal participants of the
NOWAC Study during 8.2 years of median follow-up. PA levels at age 14 years, 30 years and at cohort enrollment
were obtained via a self-administered questionnaire. Multivariate Cox proportional hazard regression models were
used to estimate relative risks and 95% confidence intervals of the risk of postmenopausal breast cancer overall and
by ER/PR status.
Results: Risk of postmenopausal breast cancer overall and by ER/PR status was not associated with physical activity
level at enrollment. Women with a low PA level at age 30 had an increased risk of ER+/PR + breast tumors (P for
trend = 0.04) compared to women with a moderate physical activity level at age 30. Women with a low physical
activity level at all three periods of life had a 20% significantly reduced risk of postmenopausal breast cancer, as
well as a reduced risk of ER+/PR + and ER+/PR- breast tumors, compared with women who maintained a moderate
physical activity level. However, when analyses were corrected for multiple tests, the result was no longer
statistically significant. The findings were consistent over strata of age, body mass index and use of hormone
replacement therapy.
Conclusions: The study results from this large Norwegian cohort do not support an association between physical
activity at different periods of life and the risk of postmenopausal breast cancer.
Keywords: Physical activity, Breast cancer, Hormone receptor status, Norway, Women

Background
Breast cancer is the most frequent cancer type among
women worldwide in terms of both incidence and mortality [1], and comprises one-quarter of all incident female
cancers in Norway [2]. Research has shown evidence of an
inverse relationship between physical activity (PA) and the
risk of postmenopausal breast cancer [3], with an average
observed risk reduction of 25% when comparing the most
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with the least physically active women in both case–
control and cohort studies [4]. However, these findings
are not completely consistent; some prospective studies
have found either no relationship [5-8], or an increased
risk of postmenopausal breast cancer with increasing
amount of PA [9-11]. Despite the heterogeneity between studies on the topic, in their joint Second Expert
Report published in 2007 [12], and in updates from
2008 [13] and 2010 [14], the World Cancer Research
Fund and the American Institute for Cancer Research
concluded that PA probably reduces the risk of postmenopausal breast cancer. A recent meta-analysis of 31
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prospective studies concluded that there is a significant,
reduced risk of overall breast cancer of 12%. It further
concluded that this reduction is consistent across categories of menopausal status, body mass index (BMI),
hormone receptor status of tumor, tumor stage, type
and intensity of PA, and the periods of life in which PA
was reported [15]. However, there is some evidence that
the impact of lifestyle factors like PA on breast cancer
risk may vary by tumor characteristics, such as estrogen
receptor (ER) and progesterone receptor (PR) status
[4]. Moreover, studies on the association between PA at
different periods of life and the risk of postmenopausal
breast cancer have shown inconsistent results [3]. Only a
few studies included data on PA from young age to early
adulthood, i.e. from age 14 to 24, and this data mainly
reflected recreational or leisure PA [8,16-20]. None of
these studies found an inverse relationship, except one
case–control study which found a weak inverse relationship between PA and risk of postmenopausal breast cancer [20]. Assessment of PA from young age to adulthood
can give important insight into how PA early in life affects
the risk of postmenopausal breast cancer.
In 2005, Margolis et al. analyzed the relationship between risk of premenopausal breast cancer and PA at
different periods of life in the Women’s Lifestyle and
Health Study. The Women’s Lifestyle and Health Study
is a prospective study of women in Norway and Sweden
[9], and includes the cohort of the Norwegian Women
and Cancer (NOWAC) Study. To complement this
work, the aim of the present report was to investigate
PA from young age to adulthood in participants of the
NOWAC study, to determine whether changes in PA
level affect the risk of postmenopausal breast cancer
overall and by ER/PR status.

Results
A total of 80,202 postmenopausal women from the
NOWAC study were followed for an average of 8.2 years,
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constituting 648,731 person-years. Mean age at enrollment
for the study sample was 48 years. During follow-up, 1,767
women were diagnosed with breast cancer (mean age at
diagnosis: 59.7 years). Information on ER status was available for 79% of breast cancer cases; of these 83% were
ER + and 17% were ER-. PR status was available for 79% of
breast cancer cases, of which 63% were PR + and 37% were
PR-. Seventy-four percent of the women reported moderate, high or very high PA levels at enrollment. This proportion was even higher for the same PA levels at age
14 years (85.7%) and age 30 years (86.0%) (Table 1).
Among women who reported being inactive at age 14,
5.3% were still inactive at age 30, 77.1% who reported being active at age 14, were still active at age 30, and 8.7%
went from active at age 14 to inactive at age 30. Of the
women who reported being active at age 14, 64.3% were
still active at enrollment, 21.4% went from active to inactive and 4.7% were inactive at age 14 and at enrollment
(Table 1).
BMI at enrollment was inversely associated with being
active at enrollment. Physically active women were overrepresented among never and former smokers, and
physically active women who were ever smokers tended
to smoke less cigarettes per day, had lower alcohol consumption, used less hormone replacement therapy and
reported less cardiovascular disease and diabetes compared to inactive women. Physically active and inactive
women had similar ages at menarche, first birth and
menopause, and a similar history of oral contraceptive
use (Table 2).
Risk of postmenopausal breast cancer and PA level at age
14, age 30 and at enrollment

In adjusted multivariable models, there was no association between PA level at enrollment or at age 30 and
risk of postmenopausal breast cancer (Table 3). In contrast, compared to women with a moderate PA level
at age 14, women with a low PA level at age 14 had a

Table 1 Physical activity (PA) level and changes in PA level across the three periods of life among 80,202
postmenopausal women in the Norwegian Women and Cancer Study
PA level (%)
N

Very low

Low

Moderate

High

Very high

a

At age 14

77 623

2.2

12.1

34.6

34.1

17.0

At age 30a

78 477

1.7

12.2

42.9

32.0

11.1

At enrollment

80 202

5.2

20.9

41.8

25.6

6.4

Changes in PA levelb (%)
Inactive-no change

Active to inactive

Inactive to active

Active-no change

Age 14 to age 30

77 272

5.3

8.7

9.0

77.1

Age 14 to enrollment

77 623

4.7

21.4

9.6

64.3

Age 30 to enrollment

78 477

8.3

17.8

5.6

68.3

a

Missing at age 14, 3.2%; age 30, 2.2%, compared to enrollment.
Inactive: very low or low PA level. Active: Moderate, high or very high PA level.

b
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Table 2 Characteristics of the study sample at enrollment by physical activity (PA) level among 80,202
postmenopausal women from the Norwegian Women and Cancer Study
PA level
Very low

Low

Moderate

High

Very high

N

4196

16 773

33 538

20 564

5131

Age (years)

49.1

48.8

48.3

48.1

47.5

Duration of education (years)

11.3

12.2

12.3

12.4

11.6

Weight (kg)

70.8

68.8

66.1

64.5

63.1

Height (cm)

165.7

166.2

166.2

166.4

166.0

25.8

24.9

23.9

23.3

22.9

Never smoker

29.5

34.8

36.2

35.9

33.1

Former smoker

29.6

31.0

32.6

34.6

32.5

41.0

34.2

31.3

29.5

34.2

8.5

6.5

5.5

5.2

5.6

2

Body mass index (kg/m )
Smoking status:

Current smoker
Pack-years (in former and current smokers)
Alcohol consumption (g/day)

3.5

3.5

3.4

3.5

3.1

Age at menarche

13.2

13.3

13.3

13.3

13.4

Oral contraceptive use (ever)

46.2

45.0

45.2

44.7

46.5

Age at first birth (years)

23.4

23.9

23.9

23.9

23.5

Nulliparous

10.8

9.0

8.1

8.0

7.6

Age at menopause (years)

47.6

48.3

48.4

48.3

48.1

Hormone replacement therapy use (current)

27.9

29.0

27.6

28.1

24.5

Self-reported cardiovascular disease (yes)

9.1

5.4

3.9

3.8

4.4

Self-reported diabetes (yes)

3.0

1.7

1.3

1.1

1.2

decreased risk of postmenopausal breast cancer (relative
risk, RR 0.80; 95% confidence interval, CI: 0.68, 0.95;
P for trend = 0.008). The same comparison using women
with a very low PA level at age 14 rendered an RR of 0.77
(95% CI: 0.54, 1.10).

ER/PR status and PA level at age 14, age 30 and at
enrollment

No statistically significant associations were observed
between PA level at enrollment and ER/PR status of
breast tumors (Table 4). At age 30 a significant trend

Table 3 Incidence of postmenopausal breast cancer and physical activity (PA) level at age 14, age 30 and at
enrollment among 80,202 postmenopausal women from the Norwegian Women and Cancer Study
PA level
Very low

Low

Moderate

High

Very high

32

170

609

599

302

0.77 (0.54, 1.10)

0.80 (0.68, 0.95)

1.0 (ref)

1.02 (0.91, 1.14)

1.04 (0.90, 1.19)

P trend

At age 14
N casesb
a

RR (95% CI)

0.008

At age 30
N casesb

34

206

746

548

189

RR (95% CI)a

1.16 (0.82, 1.64)

.99 (0.85, 1.16)

1.0 (ref)

0.97 (0.87, 1.09)

0.91 (0.78, 1.08)

105

401

722

443

96

1.06 (0.86, 1.30)

1.05 (0.93, 1.19)

1.0 (ref)

1.04 (0.92, 1.17)

0.91 (0.73, 1.12)

0.23

At enrollment
N cases
a

RR (95% CI)
a

0.40

Multivariable model with RR and 95% CI used the attained age as the underlying time variable. Covariates adjusted for in the model were height, body mass
index, smoking status, smoking duration (pack years), age at menarche, use of oral contraceptives, age at first birth, parity, use of hormone replacement therapy,
self-reported disease and history of breast cancer in the participant’s mother.
b
The total number of breast cancer does not add up due to by missing information on PA level at younger ages, age 14 to age 30 n = 77,272, age 14 to
enrollment n = 77,623 and age 30 to enrollment n = 78,477.
RR: relative risks; CI: confidence intervals.
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Table 4 Estrogen receptor (ER) and progesterone receptor (PR) status of breast tumor and PA level at age 14, age 30
and at enrollment among 1,767 breast cancer cases in the Norwegian Women and Cancer Study
PA Level
ER/PR status

N cases

Very low

Low

Moderate

High

Very high

ER+/PR+a

872

56

188

373

208

47

P trend

PA at enrollment

1.07 (0.81, 1.42)

0.94 (0.79, 1.12)

1.0 ref

0.95 (0.80, 1.12)

0.87 0(.65, 1.19)

0.49

PA at age 14

0.68 (0.40, 1.16)

0.74 (0.58, 0.95)

1.0 ref

1.02 (0.87, 1.20)

1.03 (0.85, 1.25)

0.02

1.53 (1.00, 2.36)

1.10 (0.89, 1.40)

1.0 ref

0.95 (0.81, 1.12)

0.90 (0.71, 1.13)

0.04

17

73

100

84

20

PA at age 30
ER+/PR-a

294

PA at enrollment

1.32 (0.78, 2.22)

1.43 (1.06, 1.94)

1.0 ref

1.40 (1.04, 1.87)

1.32 (0.81, 2.13)

0.98

PA at age 14

0.83 (0.36, 1.88)

0.62 (0.40, 0.98)

1.0 ref

0.92 (0.70, 1.22)

1.28 (0.93, 1.76)

0.02

1.21 (0.53, 2.75)

0.84 (0.57, 1.26)

1.0 ref

1.00 (0.76, 1.30)

1.03 (0.70, 1.51)

0.68

8

47

91

52

8

PA at age 30
ER-/PR-a

206

PA at enrollment

0.70 (0.34, 1.46)

1.03 (0.72, 1.47)

1.0 ref

0.94 (0.67, 1.32)

0.57 (0.28, 1.18)

0.51

PA at age 14

1.60 (0.73, 3.49)

1.06 (0.67, 1.70)

1.0 ref

1.10 (0.78, 1.54)

1.15 (0.76, 1.74)

0.94

PA at age 30

0.56 (0.14, 2.28)

0.78 (0.48, 1.27)

1.0 ref

0.90 (0.66, 1.24)

0.81 (0.50, 1.30)

0.97

a

Multivariable model with relative risks and 95% confidence intervals used the attained age as the underlying time variable. Covariates adjusted for in the model
were height, body mass index, smoking status, smoking duration (pack years), age at menarche, use of oral contraceptives, age at first birth, parity, use of
hormone replacement therapy, self-reported disease and history of breast cancer in the participant’s mother.

(P for trend = 0.04) of increased risk of ER+/PR + breast
tumors was observed among women with a very low PA
level compared to those with a moderate PA level
(Table 4). However, compared to women with a moderate PA level at age 14, those with a low PA level at
age 14 showed a trend of reduced risk for ER+/PR +
(P for trend = 0.02) and ER+/PR- (P for trend = 0.02)
breast tumors. Analysis of women with unknown ER/PR
status showed no significant associations with PA level
(data not shown). We found no indication that increasing
PA beyond the moderate PA level was inversely associated
with ER/PR status.
Overall risk of postmenopausal breast cancer and
changes in PA level

A significant increased risk of postmenopausal breast
cancer (RR 1.18; 95% CI: 1.00, 1.39) was found among
women who changed their PA level from active to inactive between age 14 and age 30. Women who changed
their PA level in the opposite direction; i.e. from inactive
to active, had a significant reduced risk of postmenopausal breast cancer (RR 0.81; 95% CI: 0.67, 0.97). In
contrast, women who were inactive at age 14 and age 30
had a significantly reduced risk of postmenopausal
breast cancer (RR 0.78; 95% CI: 0.62, 0.99). Women who
were inactive from age 14 to enrollment had a nonsignificant reduced risk (RR 0.82; 95% CI: 0.64, 1.03),
compared to women who were active at all three periods
of life (Table 5). We did not detect any significant association between changes in PA level from age 30 to enrollment and risk of postmenopausal breast cancer, even
after stratification by age (data not shown).

ER/PR status and changes in PA level

The analyses of ER/PR status and changes in PA level at
the three periods of life revealed a significant increased
risk of 43% for ER+/PR + breast tumors among women
who were active throughout all three periods of life
compared to women who went from being active to being inactive between age 14 and age 30 (Table 5). The
results also suggested that changing from inactive to active between age 14 and age 30 (RR 0.74; 95% CI: 0.56,
0.97) and between age 14 and enrollment (RR 0.71; 95%
CI: 0.54, 0.93) protected against ER+/PR + breast tumors.
We found no evidence that changes in PA level had any
effect on ER+/PR- or ER-/PR- breast tumors (Table 5),
nor on breast tumors with unknown hormone receptor
status (data not shown).
Results from crude models were not significantly different than those from multivariate models (data not
shown). All multivariate models were adjusted for BMI,
but results were almost identical to those from models
without adjustment for BMI. Homogeneity tests confirmed that there were no statistical differences between
the magnitudes of the effect estimates. We assessed the
potential effect modification of BMI and hormone replacement therapy use by conducting stratified analyses.
These analyses revealed no statistically significant interaction of BMI or hormone replacement therapy use on
the relationship between PA level at enrollment or
changes in PA level and risk of postmenopausal breast
cancer overall, or by ER/PR status (data not shown). The
analyses stratified by different periods of enrollment did
not change the estimates (data not shown). Finally, the
Holms procedure for multiple testing showed that no
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Table 5 Postmenopausal breast cancer risk overall and by estrogen receptor (ER) and progesterone receptor (PR)
status of breast tumors and changes in physical activity (PA) level among 1,767 breast cancer cases in the Norwegian
Women and Cancer Study
N cases

Overall Breast cancer

N casesa

b

N casesa

ER+/ PR+
c

Changes in PA level

N casesa

ER+/ PRc

RR (95% CI)

ER-/PRRR (95% CI)c

RR (95% CI)

Age 14 to age 30
Inactive

75

0.78 (0.62, 0.99)

37

0.79 (0.56, 1.10)

9

0.53 (0.27, 1.03)

10

0.91 (0.48, 1.73)

Active to inactive

163

1.18 (1.0, 1.39)

96

1.43 (1.15, 1.78)

27

1.10 (0.74, 1.65)

11

0.72 (0.39, 1.32)

Inactive to active

125

0.81 (0.67,0 .97)

56

0.74 (0.56, 0.97)

20

0.73 (0.46, 1.15)

21

1.16 (0.73. 1.82)

Active

1334

1.0 ref

650

1.0 ref

229

1.0 ref

155

1.0 ref

Age 14 to enrollment
Inactive

72

0.82 (0.64, 1.03)

34

0.75 (0.53, 1.06)

9

0.63 (0.32, 1.24)

10

1.06 (0.56, 2.03)

Active to inactive

419

1.06 (0.95, 1.20)

203

1.00 (0.85, 1.18)

78

1.29 (0.98, 1.69)

44

1.07 (0.75, 1.52)

Inactive to active

130

0.79 (.66, 0.95)

59

0.71 (0.54, 0.93)

20

0.71 (0.45, 1.13)

21

1.12 (0.70, 1.77)

Active

1091

1.0 ref

550

1.0 ref

179

1.0 ref

124

1.0 ref

Inactive

146

1.06 (0.89, 1.27)

79

1.15 (0.91, 1.46)

24

1.05 (0.69, 1.62)

11

0.72 (0.39, 1.33)

Active to inactive

347

1.04 (0.92, 1.18)

160

0.95 (0.79, 1.13)

64

1.27 (0.95, 1.69)

43

1.18 (0.83, 1.67)

Inactive to active

94

1.01 (0.82, 1.25)

55

1.19 (0.90, 1.57)

12

0.77 (0.43, 1.37)

11

1.01 (0.54, 1.87)

Active

1136

1.0 ref

562

1.0 ref

188

1.0 ref

136

1.0 ref

Age 30 to enrollment

a

The total number of breast cancer does not add up caused by missing information on PA at younger ages, age 14 to age 30 n = 77,272, age 14 to enrollment
n = 77,623 and age 30 to enrollment n = 78,477.
b
Inactive: very low or low PA level, Active: moderate, high or very high PA level.
c
The multivariable model with RR and 95% CI used the attained age as the underlying time variable. Covariates adjusted for in the model were height, body mass
index, smoking status, duration of smoking (pack years), age at smoking initiation, age at menarche, use of oral contraceptives, age at first birth, parity, use of
hormone replacement therapy, self-reported disease and history of breast cancer in the participant’s mother.
RR: relative risks; CI: confidence intervals.

estimates reached statistical significance, neither for different periods of life, or for different ER/PR status of
breast cancer tumors (data not shown).

Discussion
In this Norwegian cohort study, there was no consistent,
significant relationship between PA level and postmenopausal breast cancer overall, or by ER/PR status. We
found an increased risk of postmenopausal breast cancer
overall, and of ER+/PR + breast tumors among women
who went from active to inactive between age 14 and
age 30. Furthermore, among women who changed from
inactive to active at the same ages, the opposite was true;
they had a decreased risk of postmenopausal breast cancer overall, and of ER+/PR + breast tumors compared to
women who remained physically active throughout all
three periods of life. Furthermore, we observed that
women with a very low PA level at age 30 had an increased risk of ER+/PR + breast tumors compared to
women with a moderate PA level at the same age.
We also observed a statistically significant 20% reduction in the risk of postmenopausal breast cancer among
women with PA levels that were low at age 14, and
remained low throughout adulthood, as compared to
women who were either moderately active at age 14, or

had a moderately active lifestyle throughout adulthood
(i.e. at age 30 and at enrollment, which occurred between
the ages of 34 and 70 years). This unexpected association
was confirmed in the analysis of ER/PR status, which revealed a decreased risk of ER+/PR + and ER+/PR- breast
tumors, though this was not the case for any of the other
combinations of ER/PR status. Taken together these findings are inconsistent, and the risk of false-positive findings
only strengthens the uncertainty. Analysis for multiple
testing confirmed that none of the estimates reached statistical significance, indicating that the inverse relationship
between PA level and postmenopausal breast cancer was
not strong in our study, and this must be considered when
reviewing the results.
The strengths of our study include the prospective cohort study design, long follow-up period and the completeness of follow-up data, which minimizes the potential
for selection bias. The ascertainment of postmenopausal
breast cancer and of the ER/PR status of breast tumors
was performed through the linkage to the national cancer
registry, which is virtually complete. Our study sample
was taken from a source population that is considered
representative of Norwegian general female population 34
to 70 years of age [21]. The availability of PA level over
different periods of life and the possibility to investigate
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changes in PA level is an important strength of this study.
The most important risk factors for postmenopausal
breast cancer were taken into account as confounding factors in our analyses, including age at menarche, age at first
birth, parity, age at menopause, history of breast cancer in
the participant’s mother, exogenous hormone use, BMI,
height, alcohol consumption [22,23] and cigarette smoking [24-26]. Furthermore, a sensitivity analysis was carried
out in which we adjusted for BMI at age 18 years, which
minimized potential residual confounding of unmeasured,
or other unknown factors in the relationship under study.
Our study also has some limitations. The lack of a
clear risk pattern may be partly due to the fact that PA
level was self-reported, and collected all at once for three
different periods of life. Therefore this information was
based on the participant’s capability to recall PA levels
correctly; incorrect recall could have led to misclassification that might have influenced the true exposure status
early in life. Moreover, the changes in PA level at age 14,
age 30 and at enrollment may not be entirely representative of the 15–20 years in between. Indeed, elderly
women have been shown to overestimate PA levels earlier in life [27,28]. This would result in non-differential
misclassification, and could therefore bias the results toward the null. Our measures to capture the effect of PA
on a specific disease may be considered crude, since
there was no information on type, duration, frequency
or intensity of PA. However, the PA level in the present
study covers the total amount of PA, and is meant to reflect a comprehensive measure. Finally, the low number of
women with very low PA levels at age 14 led to a low
number of breast cancer cases in this group, and reduced
the statistical power of the analysis. This also represents a
limitation of the study and should be considered when
evaluating the results.
ER and PR status was missing for 21% of the women
in the present analysis. Therefore analyses on ER/PR status of breast tumors had less power than analyses on
postmenopausal breast cancer overall. Our choice of age
53 as a cut-off for age at menopause ended up excluding
women that were likely menopausal. Also, we used PA
levels reported at enrollment for all three time periods
for women who became postmenopausal during followup (and thus were included only from that point in
time). Finally, lack of controlling for unknown factors,
and the fact that information on potential confounding
factors was only collected at enrollment, may have introduced residual confounding.
The original aim of the NOWAC study was to investigate the association between breast cancer and oral
contraceptive use, with no specific emphasis on PA other
than as a possible confounding factor. Although the correlation between our PA measure and the reference
method [29] was modest, this same scale of PA level was
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inversely associated with all-cause, cardiovascular and
cancer mortality in the NOWAC cohort, indicating a
face validity of sensitivity to detect major disease trends
and variations [30]. The internal validity of self-reported
information on use of oral contraceptives, parity, duration of education [31] and use of hormone replacement
therapy [32], has been investigated in the NOWAC Study,
and is considered valid.
Our results did not corroborate findings from other
studies that suggested PA protects against postmenopausal breast cancer [4,7,18,33-38]. In a recent review of
73 studies (both case–control and prospective cohort
studies), only 40% found a statistically significant risk reduction, which was 25% on average when comparing
women with high and low PA levels [4]. Furthermore, the
strongest inverse associations were found with recreational PA, PA throughout life, PA after menopause, and
PA of moderate and vigorous intensity performed regularly [4,39]. A recent meta-analysis of 31 prospective studies found an inverse relationship between PA and breast
cancer, with 12% risk reduction and a dose–response relationship. This association was stronger for women with a
BMI less than 25 kg/m2, premenopausal women, and for
ER-/PR- breast tumors [15]. However, our results on postmenopausal breast cancer are in agreement with previous
investigations on postmenopausal breast cancer or hormone receptor status and total PA by self-administered
questionnaire, which detected no association, or only
weak associations after adjusting for confounding factors
[5,6,40-45]. In a previous prospective study of Norwegian
women, the findings in postmenopausal women did not
confirm any effect of PA during leisure time or at work
[46]. Others have found a modest inverse effect of total
PA level [47]. Conversely, another investigation has found
a non-significant trend of increased risk of postmenopausal breast cancer with increasing PA [10].
In principle, our findings indicate the same trend, suggesting that low PA level at age 14 has a modest protective effect on the risk of postmenopausal breast cancer
overall, and on ER+/PR + breast tumors. These results
are in contrast with those of The Women’s Health Initiative, which investigated PA at age 18 years and risk of
postmenopausal breast cancer and found no association
either overall or by hormone receptor status. However,
they found an inverse effect of PA at age 35 [18]. A
case–control study on PA early in life found that strenuous PA at age 14–22 was associated with 45% reduction
in the risk of postmenopausal breast cancer [16], whereas
a prospective study failed to detect any effect of sports at
young ages [8]. A review examining PA in adolescence
and young adulthood found an almost 20% risk reduction
with moderate/vigorous recreational PA, despite variation
in the populations and the inclusion of both case–control
and prospective cohort designs [48].There are conflicting
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findings regarding the most relevant time period PA
should take place to reduce the risk of postmenopausal
breast cancer. One study found limited support for an inverse association between PA during adolescence and
throughout life and the risk of postmenopausal breast cancer [17]. Others have found that recreational PA during
the reproductive and postmenopausal years is the most
relevant period for reducing the risk of postmenopausal
breast cancer [49], as well as sustained PA throughout
life [4,17,50]. Studies using a single point of PA measure
did not find any association [40,43,44], which strengthens
the argument that baseline PA is not sufficient to predict
the risk of postmenopausal breast cancer over longer periods. The long latency between carcinogenic exposures
and the manifestation of breast cancer [51,52] supports
the argument that PA patterns need to be assessed over a
woman’s lifetime.
The inverse relationship of PA on hormone receptorpositive breast tumors has been reported [7,38,53,54].
We observed a weak inverse relationship between PA
and an increased risk of ER+/PR + breast tumor status,
when very low and low PA levels were compared with
the moderate PA level at age 30. This association is in
line with findings from the majority of investigations
published to-date [3,38,47,55,56], and strengthens the
hypothesis that PA may act through hormonal pathways,
by reducing the cumulative exposure to ovarian hormones
[39,57]. Studies have reported an inverse relationship for
the combination of ER+/PR+, ER+/PR-, ER-/PR- status
and high PA, but not for moderate PA levels [7], whereas
others have found stronger associations for ER- breast
tumors [36,58], and an inverse relationship of PA with
both ER+/− and PR+/− breast tumors [18,54,59,60].
PA is likely to act through multiple pathways, which could
explain the inconsistency in previous findings, together
with a limited power to analyze ER and PR status in breast
tumors and PA [38,53,54,61], and the heterogeneity
assessing PA which makes it difficult to compare results
between studies.
Some studies have confirmed that the association between PA and breast cancer is not modified by BMI
[5,19,34,35,37,47,62-64], but not all of them [18,19,40,65].
Several studies reported no modification effect of use of
hormone replacement therapy [18,19,37,47,65], though a
few did find an effect [36,45]. Although BMI and use of
hormone replacement therapy may be related to breast
cancer, the aforementioned results suggest that PA is independently associated with breast cancer.

Conclusion
Our study did not detect a consistent inverse effect of
PA on the risk of postmenopausal breast cancer in this
large cohort of Norwegian women. For future research,
information on PA during follow-up is essential. Despite
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the results of the present study, PA remains an important modifiable lifestyle factor with the potential to reduce the risk of postmenopausal breast cancer.

Methods
The NOWAC Study has been previously described in
detail [21,31]. In short, at cohort enrollment (1991,
1996–1997 and 2003–2004), participating women completed an extensive questionnaire, including questions
on PA, dietary habits, smoking status and habits, alcohol
consumption, education, reproductive history, height
and weight, exogenous hormone use, and previous illnesses. The Regional Ethical Committee and the Norwegian Data Inspectorate approved the NOWAC Study. All
women gave written informed consent prior to their participation in the study.
Study sample

A total of 122,857 women who participated in the
NOWAC Study were initially eligible for the present
analysis. We excluded all women with prevalent cancer
at enrollment (n = 4620), those who died within the first
year of follow-up (n = 265) and those with missing information on PA level at enrollment (n = 12,313). Women
who reported their age at menopause at the time of
enrollment or during follow-up (available from second
questionnaire for some of the women) were categorized
as postmenopausal. All other women, including those with
missing information on age at menopause, were categorized as postmenopausal once they reached 53 years of
age during follow-up, i.e., 53 years of age was used as a
proxy for age at menopause. This cut-off was based on the
definition used in the Million Women Study, and later in
the NOWAC study [66-68]. Based on these criteria, we
excluded all premenopausal women (n = 12,235). We further excluded women with missing information on any
relevant covariates. This left a final study sample of 80,202
postmenopausal women; of these 3.2% had missing information on PA levels at age 14, and 2.2% at age 30.
Self-reported PA level

PA level at age 14, age 30 and at enrollment (ages 34–70)
was assessed by self-report on an ordinal scale of 1
to 10. PA was defined in the questionnaire as follows:
“By physical activity we mean activity both at work
and outside work, at home, as well as training/exercise
and other physical activity, such as walking, etc. Please
mark the number that best describes your level of
physical activity; 1 being very low and 10 being very
high”. The PA scale used for this study has recently
been validated for the assessment at enrollment [29], and
refers to the total amount of PA across different domains,
including frequency, duration and intensity in one global
score. Moderate, but significant (P <0.001) Spearman’s
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rank correlation coefficients were found (range: 0.36-0.46)
between the PA level at enrollment and concurrent
outcomes from criterion measures of a combined
sensor monitoring heart rate and movement. The
scale ranged from 1 (very low) to 10 (very high), and
corresponded to mean values of 0.8 and 3.4 hours/day of
moderate/vigorous PA, respectively, with a linear increase
(P for trend <0.001), and appeared valid to rank PA level
in a Norwegian population of women [29]. The PA levels
at age 14 and 30 could not be validated in a concurrent
design. The PA levels used in the present analysis were
collapsed as follows: very low (levels 1 and 2), low (levels 3
and 4), moderate (levels 5 and 6), high (levels 7 and 8) and
very high (levels 9 and 10), which were created to
resemble those used in earlier analyses [9,69]. We further
categorized women based on changes in PA level over
time, from age 14 to age 30 and further to enrollment
(age 34–70 years). We then dichotomized the PA levels
very low or low as inactive, and PA levels of moderate,
high and very high as active for each period of life
considered. We compared PA levels between age 14 and
age 30, age 14 and enrollment, and between age 30 and
enrollment. This led to four categories of changes in PA
level: those who remained inactive, those who went from
active to inactive, those who went from inactive to active,
and those who remained active.
Covariates

Information collected at enrollment included age, duration of education, weight, height, BMI, smoking history
(including smoking status: never, former, current; duration and quantity of cigarettes smoked/day (pack-years)
and age at smoking initiation, alcohol consumption
(grams/day), age at menarche, use of oral contraceptives,
age at first birth, parity, age at menopause and use of
hormone replacement therapy. Self-reported illnesses included cardiovascular diseases (history of heart failure,
myocardial infarction, angina pectoris and hypertension)
and diabetes mellitus. Information on history of breast
cancer in the participant’s mother (yes/no) was also collected. Information on prevalent cancer was obtained
through linkage to the Cancer Registry of Norway.
Follow-up

Person-years were calculated from start of follow-up for
women who were postmenopausal at study enrollment,
and from age at menopause (either reported or 53 years)
for all other women, until date of diagnosis, emigration,
death, or end of the study period (December 31st 2009),
whichever occurred first. We obtained information
on date of death or emigration from the Norwegian
National Population Register, and on cancer diagnosis
and ER and PR status of breast tumors through linkage to
the Cancer Registry of Norway. Cancer diagnoses were
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coded according to the 10th revision of the International
Statistical Classification of Diseases, Injuries and Causes
of Death. The main endpoint in this study was incidence
of invasive breast cancer (C50), and ER and PR status
of breast tumors was classified as follows: ER+/PR+,
ER+/PR-, ER-/PR+, ER-/PR- and unknown.
Statistical analysis

Characteristics of the study participants were examined
by PA level and breast cancer incidence. Cox proportional hazard regression models were used to estimate
the hazard ratio as a measure of relative risk (RR) with
corresponding 95% confidence intervals (CI). In specific
analyses of ER and PR status, breast tumors without a
specific ER or PR status were considered censored observations. There were too few ER-/PR + breast tumors
to allow for a meaningful analysis, therefore no corresponding results are presented. Tests for trend were estimated using the collapsed five-level scale and entered as
a continuous term in the Cox proportional hazards regression models.
The proportional hazard assumption was checked
using Schoenfeld residuals and Kaplan-Meier log (−log)
survival plots, which suggested no evidence of deviation
from proportionality. In the multivariable Cox regression
models, confounders adjusted for in the different models
were height (cm), BMI (kg/m2), smoking status (never,
former, current), smoking habits, which included smoking duration (years), quantity (pack-years as the total
number of years a smoker smoked 20 cigarettes/day)
and age at smoking initiation combined as one variable
(age at smoking initiation ≥20 years and current smoker;
age at smoking initiation ≥20 years and former smoker;
age at smoking initiation <20 years, 0–19 pack-years and
current smoker; age at smoking initiation <20 years and
former smoker; and finally ≥20 pack-years, age at smoking initiation <20 years and current smoker), alcohol
consumption (none, 0.1-3.9, 4.0-10.0 and >10.0 grams/
day), age at menarche (years), use of oral contraceptives
(ever/never), age at first birth (<20, 20–25, >25 years),
parity (nulliparous, 1, 2, ≥3 children), use of hormone
replacement therapy (current/never), self-reported cardiovascular disease (yes/no) and diabetes mellitus (yes/
no), and history of breast cancer in the participant’s
mother (yes/no).
Duration of education and total energy intake were
not included in the final models, as they were not appreciably related to breast cancer after adjustment for the
other confounders in the NOWAC cohort [70] or the
present analysis. In each comparison, the group with
moderate PA level was set as the reference group. In the
analysis of changes in PA level, the group of women who
remained active over all three periods of life was set as
the reference group. Analyses were done for a crude
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model (including age), and for multivariate models with
and without BMI as a covariate. Additionally the models
were stratified by BMI (<25 and ≥25 kg/m2), use of hormone replacement therapy (ever/never) and age (30–39,
40–49, 50–59, and ≥60 years) for change in PA between
age 30 and enrollment. Use of hormone replacement
therapy may modify the association between BMI and
risk of postmenopausal breast cancer [71,72], and further influence the effect estimation of PA level on the
risk of postmenopausal breast cancer in the models that
included BMI. Therefore this was examined before the
analyses were undertaken. No significant mean differences were found between BMI in never users compared
to ever users of hormone replacement therapy, thus further stratification was not performed.
Homogeneity of the effect estimates in the different
models was evaluated using the Wald test to compare
different regression estimates. Information regarding
BMI at 18 years of age was available for 95% of the participants, thus we carried out a sensitivity analysis; BMI
at age 18 has no effect on out risk estimates, therefore
this variable was not included in the main models. Finally, we conducted Holm’s multiple-test procedure to
protect against false-positive conclusions when analyzing
subgroups of breast cancer. Analyses were conducted
using STATA version 12.0, special edition (StataCorp,
College Station, Texas, USA), with all statistical tests
two-sided and conducted at the 0.05 significance level.

Page 9 of 11

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
KBB carried out and interpreted the statistical analysis and drafted the
manuscript. TB contributed to the statistical analysis and interpretation of the
data and critical revision of the manuscript. EL is the principle investigator
and designed the NOWAC Study and contributed with critical revision of the
manuscript. EW contributed with the design of the present study and critical
revision of the manuscript. All authors read and approved the final
manuscript.

14.

15.
Acknowledgements
We are grateful to all participants who gave their time and effort to the
NOWAC Study. We would also like to acknowledge Ms. Trudy Perdrix-Thoma
for editorial assistance and language review prior to submission.
Author details
1
Department of Community Medicine, Faculty of Health Sciences, University
of Tromsø, The Arctic University of Norway, Tromsø 9037, N-Norway.
2
Department of Medical Epidemiology and Biostatistics, Karolinska Institutet,
Stockholm, Sweden. 3Department of Research, Cancer Registry of Norway,
Oslo, Norway. 4Folkhälsan Research Centre, Samfundet Folkhälsan, Helsinki,
Finland.
Received: 28 August 2013 Accepted: 25 February 2014
Published: 1 March 2014
References
1. Ferlay J, Shin H, Bray F, Forman D, Mathers C, Parkin DM: Estimates of
worldwide burden of cancer in 2008. Int J Cancer 2010, 127:2893–2917.
2. Larsen IK: Cancer in Norway 2010 – Cancer Incidence, Mortality, Survival
and Prevalence in Norway. In Book Cancer in Norway 2010 – Cancer

16.

17.

18.

19.

20.

Incidence, Mortality, Survival and Prevalence in Norway (Editor ed.^eds). City;
Oslo: Cancer Registry of Norway; 2012.
Monninkhof E, Elias S, Vlems F, Tweel I, Schuit A, Voskuil D, van Leeuwen F:
Physical activity and breast cancer: a systematic review. Epidemiology
2007, 18:137–157.
Lynch BM, Neilson HK, Friedenreich CM: Physical Activity and Breast
Cancer Prevention. In Physical Activity and Cancer. Volume 186. Edited by
Courneya KS, Friedenreich CM. Berlin Heidelberg: Springer; 2011:13–42.
Recent Results in Cancer Research.
Moore DB, Aaron RF, Mink PJ, Hong C-P, Anderson KE, Kushi LH: Physical
activity and incidence of postmenopausal breast cancer. Epidemiology
2000, 11:292–296.
Steenland K, Nowlin S, Palu S: Cancer incidence in the National Health
and Nutrition Survey I. Follow-up data: diabetes, cholesterol, pulse and
physical activity. Cancer Epidemiol Biomarkers Prev 1995, 4:807–811.
Bardia A, Hartmann L, Vachon C, Vierkant R, Wang A, Olson J, Sellers T,
Cerhan J: Recreational physical activity and risk of postmenopausal
breast cancer based on hormone receptor status. Arch Intern Med 2006,
166:2478–2483.
Paffenbarger RS, Hyde RT, Wing AL: Physical activity and incidence of
cancer in diverse populations: a preliminary report. Am J Clin Nutr 1987,
45:312–317.
Margolis K, Mucci L, Braaten T, Kumle M, Lagerros Y, Adami H, Lund E,
Weiderpass E: Physical activity in different periods of life and the
risk of breast cancer: The Norwegian-Swedish Women’s Lifestyle
and health cohort study. Cancer Epidemiol Biomarkers Prev 2005,
14:27–32.
Dorgan J, Brown C, Barrett M, Splansky G, Kreger B, D’Agostino R, Albanes D,
Schatzkin A: Physical activity and risk of breast cancer in the
Framingham Heart Study. Am J Epidemiol 1994, 139:662–669.
Schnohr P, Grønbæk M, Petersen L, Hein HO, Sørensen TI: Physical activity
in leisure-time and risk of cancer: 14-year follow-up of 28,000 Danish
men and women. Scand J Public Health 2005, 33:244–249.
World Cancer Research Fund / American Institute for Cancer Research: Food,
Nutrition, Physical Activity, and the Prevention of Cancer: a Global perspective.
Washington DC: AICR; 2007.
Norat T, Chan D, Lau R, Vieira R: WCRF/AICR Systematic Literature Review.
Continuous Update Report. The Associations between Food, Nutrition
and Physical Activity and the Risk of Breast Cancer. In Book WCRF/AICR
Systematic Literature Review. Continuous Update Report. The Associations
between Food, Nutrition and Physical Activity and the Risk of Breast Cancer
(Editor ed.^eds.). City: Imperial College London; 2008.
Bandera EV, Hunter D, Jackson A, Milner J, Powers HJ, Schatzkin A, Uauy R,
Zeisel S: World Cancer Research Fund / American Institute for Cancer
Research. Continuous. Update Project Report. Food, Nutrition, Physical
Activity, and the Prevention of Breast Cancer. In Book World Cancer
Research Fund / American Institute for Cancer Research. Continuous. Update
Project Report. Food, Nutrition, Physical Activity, and the Prevention of Breast
Cancer (Editor ed.^eds.). City: Washington DC, AICR; 2010.
Wu Y, Zhang D, Kang S: Physical activity and risk of breast cancer:
a meta-analysis of prospective studies. Breast Cancer Res Treat 2013,
137:869–882.
Shoff SM, Newcomb PA, Trentham-Dietz A, Remington PL, Mittendorf R,
Greenberg ER, Willett WC: Early-life physical activity and postmenopausal
breast cancer: effect of body size and weight change. Cancer Epidemiol
Biomarkers Prev 2000, 9:591–595.
Friedenreich CM, Courneya KS, Bryant HE: Influence of physical activity in
different Age and life periods on the risk of breast cancer. Epidemiology
2001, 12:604–612.
McTiernan A, Kooperberg C, White E, Wilcox S, Coates R, Adams-Campbell L,
Woods N, Ockene J: Recreational physical activity and the risk of breast
cancer in postmenopausal women: the Women’s Health Initiative
Cohort Study. JAMA 2003, 290:1331–1336.
Peters T, Moore S, Gierach G, Wareham N, Ekelund U, Hollenbeck A,
Schatzkin A, Leitzmann M: Intensity and timing of physical activity in
relation to postmenopausal breast cancer risk: the prospective NIH-AARP
Diet and Health Study. BMC Cancer 2009, 9:349.
Mittendorf R, Longnecker MP, Newcomb PA, Dietz AT, Greenberg ER,
Bogdan GF, Clapp RW, Willett WC: Strenuous physical activity in young
adulthood and risk of breast cancer (United States). Cancer Causes Control
1995, 6:347–353.

Borch et al. Journal of Negative Results in BioMedicine 2014, 13:3
http://www.jnrbm.com/content/13/1/3

21. Lund E, Dumeaux V, Braaten T, Hjartåker A, Engeset D, Skeie G, Kumle M:
Cohort Profile: The Norwegian Women and Cancer Study (NOWAC)
Kvinner og kreft. Int J Epidemiol 2008, 37:36–41.
22. Barnett GC, Shah M, Redman K, Easton DF, Ponder BAJ, Pharoah PDP:
Risk factors for the incidence of breast cancer: do they affect survival
from the disease? J Clin Oncol 2008, 26:3310–3316.
23. Autier P, Boniol M, Gavin A, Vatten L: Breast cancer mortality in
neighbouring European countries with different levels of screening but
similar access to treatment: trend analysis of WHO mortality database.
BMJ 2011, 343: . d4411doi:10.1136/bmj.d4411.
24. Gram IT, Braaten T, Terry PD, Sasco AJ, Adami H-O, Lund E, Weiderpass E:
Breast cancer risk among women who start smoking as teenagers.
Cancer Epidemiol Biomarkers Prev 2005, 14:61–66.
25. Xue F, Willett WC, Rosner BA, Hankinson SE, Michels KB: Cigarette smoking
and the incidence of breast cancer. Arch Intern Med 2011, 171:125–133.
26. Gupta PC, Rice JM: A Review of Human Carcinogens: Personal Habits and
Indoor Combustions. In Book A Review of Human Carcinogens: Personal
Habits and Indoor Combustions (Editor ed.^eds.), vol. 100E. City: Lyon
International Agency for Research on Cancer; 2012.
27. Cogliano VJ, Baan R, Straif K, Grosse Y, Lauby-Secretan B, El Ghissassi F,
Bouvard V, Benbrahim-Tallaa L, Guha N, Freeman C, Galichet L, Wild CP:
Preventable exposures associated with human cancers. J Natl Cancer Inst
2011, 103:1827–1839.
28. Lissner L, Potischman N, Troiano R, Bengtsson C: Recall of physical activity
in the distant past: the 32-year follow-up of the prospective population
study of women in Göteborg, Sweden. Am J Epidemiol 2004, 159:304–307.
29. Borch KB, Ekelund U, Brage S, Lund E: Criterion validity of a 10-category
scale for ranking physical activity in Norwegian women. Int J Behav Nutr
Phys Act 2012, 9:2.
30. Borch KB, Braaten T, Lund E, Weiderpass E: Physical activity and mortality
among Norwegian women - the Norwegian Women and Cancer Study.
Clin Epidemiol 2011, 3:229–235.
31. Lund E, Kumle M, Braaten T, Hjartåker A, Bakken K, Eggen A, IT G: External validity
in a population-based national prospective study – the Norwegian Women
and Cancer Study (NOWAC). Cancer Causes Control 2003, 14:1001–1008.
32. Waaseth M, Bakken K, Lund E: Patterns of hormone therapy use in the
Norwegian Women and Cancer study (NOWAC) 1996–2005. Maturitas
2009, 63:220–226.
33. Breslow RA, Ballard-Barbash R, Munoz K, Graubard BI: Long-term
recreational physical activity and breast cancer in the national health
and nutrition examination survey I epidemiologic follow-up study.
Cancer Epidemiol Biomarkers Prev 2001, 10:805–808.
34. Dirx MJM, Voorrips LE, Goldbohm RA, van den Brandt PA: Baseline
recreational physical activity, history of sports participation, and
postmenopausal breast carcinoma risk in the Netherlands Cohort Study.
Cancer 2001, 92:1638–1649.
35. Rockhill B, Willett W, Hunter D, Manson J, Hankinson S, Colditz G: A
prospective study of recreational physical activity and breast cancer risk.
Arch Intern Med 1999, 159:2290–2296.
36. Peters T, Schatzkin A, Gierach G, Moore S, Lacey J, Wareham N, Ekelund U,
Hollenbeck A, Leitzmann M: Physical activity and postmenopausal breast
cancer risk in the NIH-AARP diet and health study. Cancer Epidemiol
Biomarkers Prev 2009, 18:289–296.
37. Tehard B, Friedenreich CM, Oppert J-M, Clavel-Chapelon F: Effect of physical
activity on women at increased risk of breast cancer: results from the E3N
cohort study. Cancer Epidemiol Biomarkers Prev 2006, 15:57–64.
38. Steindorf K, Ritte R, Eomois P-P, Lukanova A, Tjonneland A, Johnsen NF,
Overvad K, Østergaard JN, Clavel-Chapelon F, Fournier A, Dossus L, Teucher B,
Rohrman S, Boeing H, Wientzek A, Trichopoulou A, Karapetyan T, Trichopoulos D,
Masala G, Berrino F, Mattielle A, Tumino R, Ricceri F, Quiros JR, Travier N,
Sanches M-J, Navarro C, Ardanaz E, Amiano P, Bueno-de-Mesquita HB, et al:
Physical activity and risk of breast cancer overall and by hormone receptor
status: The European Prospective Investigation into Cancer and Nutrition.
Int J Cancer 2012. doi:10.1002/ijc.27778.
39. Friedenreich CM: Physical Activity and Breast Cancer: Review of the
Epidemiologic Evidence and Biologic Mechanisms. In Clin Cancer Prev.
Volume 188. Edited by Senn H-J, Otto F. Berlin Heidelberg: Springer;
2011:125–139. Recent Results in Cancer Research.
40. Leitzmann MF, Moore SC, Peters TM, Lacey JVJ, Schatzkin A, Schairer C,
Brinton LA, Albanes D: Prospective study of physical activity and risk of
postmenopausal breast cancer. Breast Cancer Res 2008, 10(5):R92.

Page 10 of 11

41. Luoto R, Latikka P, Pukkala E, Hakulinen T, Vihko V: The effect of physical
activity on breast cancer risk: a cohort study of 30,548 women.
Eur J Epidemiol 2000, 16:973–980.
42. Mertens A, Sweeney C, Shahar E, Rosamond W, Folsom A: Physical activity
and breast cancer incidence in middle-aged women: a prospective
cohort study. Breast Cancer Res Treat 2006, 97:209–214.
43. Chang S-C, Ziegler RG, Dunn B, Stolzenberg-Solomon R, Lacey JV, Huang W-Y,
Schatzkin A, Reding D, Hoover RN, Hartge P, Leitzmann MF: Association of
energy intake and energy balance with postmenopausal breast cancer
in the prostate, lung, colorectal, and ovarian cancer screening trial.
Cancer Epidemiol Biomarkers Prev 2006, 15:334–341.
44. Silvera S, Jain M, Howe G, Miller A, Rohan T: Energy balance and breast
cancer risk: a prospective cohort study. Breast Cancer Res Treat 2006,
97:97–106.
45. Howard R, Leitzmann M, Linet M, Freedman D: Physical activity and breast
cancer risk among pre- and postmenopausal women in the U.S. Radiologic
Technologists cohort. Cancer Causes Control 2009, 20:323–333.
46. Thune I, Brenn T, Lund E, Gaard M: Physical activity and the risk of breast
cancer. N Engl J Med 1997, 336:1269–1275.
47. Eliassen A, Hankinson S, Rosner B, Holmes M, Willett W: Physical activity
and risk of breast cancer among postmenopausal women. Arch Intern
Med 2010, 170:1758–1764.
48. Lagerros Y, Hsieh S, Hsieh C: Physical activity in adolescence and young
adulthood and breast cancer risk: a quantitative review. Eur J Cancer Prev
2004, 13:5–12.
49. McCullough LE, Eng SM, Bradshaw PT, Cleveland RJ, Teitelbaum SL, Neugut
AI, Gammon MD: Fat or fit: the joint effects of physical activity, weight
gain, and body size on breast cancer risk. Cancer 2012, 118:4860–4868.
50. Friedenreich C, Cust A: Physical activity and breast cancer risk: impact
of timing, type and dose of activity and population subgroup effects.
Br J Sports Med 2008, 42:636–647.
51. Adami H-O, Hunter DJ, Trichopoulos D: Textbook of Cancer Epidemiology.
2nd edition. New York: Oxford University Press; 2008.
52. Mahabir S, Aagaard K, Anderson L, Herceg Z, Hiatt R, Hoover R, Linet M,
Medina D, Potischman N, Tretli S, Trichopoulos D, Troisi R: Challenges
and opportunities in research on early-life events/exposures and cancer
development later in life. Cancer Causes Control 2012, 23:983–990.
53. Phipps AI, Chlebowski RT, Prentice R, McTiernan A, Stefanick ML, WactawskiWende J, Kuller LH, Adams-Campbell LL, Lane D, Vitolins M, Kabat GC,
Rohan TE, Li CI: Body size, physical activity, and risk of triple-negative
and estrogen receptor–positive breast cancer. Cancer Epidemiol Biomarkers
Prev 2011, 20:454–463.
54. Adams SA, Matthews CE, Hebert JR, Moore CG, Cunningham JE, Shu X-O,
Fulton J, Gao Y, Zheng W: Association of physical activity with hormone
receptor status: the shanghai breast cancer study. Cancer Epidemiol
Biomarkers Prev 2006, 15:1170–1178.
55. Schmidt ME, Steindorf K, Mutschelknauss E, Slanger T, Kropp S, Obi N,
Flesch-Janys D, Chang-Claude J: Physical activity and postmenopausal
breast cancer: effect modification by breast cancer subtypes and effective
periods in life. Cancer Epidemiol Biomarkers Prev 2008, 17:3402–3410.
56. Suzuki R, Iwasaki M, Yamamoto S, Inoue M, Sasazuki S, Sawada N, Yamaji T,
Shimazu T, Tsugane S: Leisure-time physical activity and breast cancer
risk defined by estrogen and progesterone receptor status—The
Japan Public Health Center-based Prospective Study. Prev Med 2011,
52:227–233.
57. Neilson HK, Friedenreich CM, Brockton NT, Millikan RC: Physical activity and
postmenopausal breast cancer: proposed biologic mechanisms and
areas for future research. Cancer Epidemiol Biomarkers Prev 2009, 18:11–27.
58. Dallal C, Sullivan-Halley J, Ross R, Wang Y, Deapen D, Horn-Ross P, Reynolds
P, Stram D, Clarke C, Anton-Culver H, Ziogas A, Peel D, West DW, Wright W,
Bernstein L: Long-term recreational physical activity and risk of invasive
and in situ breast cancer: the California teachers study. Arch Intern Med
2007, 167:408–415.
59. Bernstein L, Patel AV, Ursin G, Sullivan-Halley J, Press MF, Deapen D, Berlin JA,
Daling JR, McDonald JA, Norman SA, Malone KE, Strom BL, Liff J, Folger SG,
Simon MS, Burkham RT, Marchbanks PA, Weiss LK, Spirtas R: Lifetime
recreational exercise activity and breast cancer risk among black women
and white women. J Natl Cancer Inst 2005, 97:1671–1679.
60. Dey S, Boffetta P, Mathews A, Brennan P, Soliman A, Mathew A: Risk factors
according to estrogen receptor status of breast cancer patients in
Trivandrum, South India. Int J Cancer 2009, 125:1663–1670.

Borch et al. Journal of Negative Results in BioMedicine 2014, 13:3
http://www.jnrbm.com/content/13/1/3

Page 11 of 11

61. Friedenreich CM, Neilson HK, Woolcott CG, McTiernan A, Wang Q,
Ballard-Barbash R, Jones CA, Stanczyk FZ, Brant RF, Yasui Y, Irwin ML,
Campbell KL, McNeely ML, Karvinen KH, Courneya KS: Changes in
insulin resistance indicators, IGFs, and adipokines in a year-long trial of
aerobic exercise in postmenopausal women. Endocr Relat Cancer 2011,
18:357–369.
62. Sesso HD JR, Paffenbarger RS, Lee I-M: Physical activity and breast cancer
risk in the college alumni health study (United States). Cancer Causes
Control 1998, 9:433–439.
63. McTiernan A, Stanford JL, Weiss NS, Daling JR, Voigt LF: Occurrence of
breast cancer in relation to recreational exercise in women Age 50–64
years. Epidemiology 1996, 7:598–604.
64. Coogan PF, Aschengrau A: Occupational physical activity and breast
cancer risk in the upper Cape Cod cancer incidence study. Am J Industri
Med 1999, 36:279–285.
65. Lahmann PH, Friedenreich C, Schuit AJ, Salvini S, Allen NE, Key TJ, Khaw K-T,
Bingham S, Peeters PHM, Monninkhof E, Bueno-de-Mesquita HB, Wirfält E,
Manjer J, Gonzales CA, Ardanaz E, Amiano P, Quiros J, Navarro C, Martinez C,
Berrion F, Palli D, Tumino R, Panico S, Vineis P, Trichopoulou A, Bamina C,
Trichopoulos D, Boeing H, Schulz M, Linseisen J: Physical activity and breast
cancer risk: The European Prospective Investigation into Cancer and
Nutrition. Cancer Epidemiol Biomarkers Prev 2007, 16:36–42.
66. Beral V: Breast cancer and hormone-replacement therapy in the Million
Women Study. Lancet 2003, 362:419–427.
67. 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, 112:130–134.
68. Waaseth M, Bakken K, Dumeaux V, Olsen K, Rylander C, Figenschau Y, Lund E:
Hormone replacement therapy use and plasma levels of sex hormones
in the Norwegian Women and Cancer Postgenome Cohort - a crosssectional analysis. BMC Womens Health 2008, 8:1.
69. Weiderpass E, Margolis KL, Sandin S, Braaten T, Kumle M, Adami H-O, Lund E:
Prospective study of physical activity in different periods of life and the risk
of ovarian cancer. Int J Cancer 2006, 118:3153–3160.
70. Braaten T, Weiderpass E, Kumle M, Lund E: Explaining the socioeconomic
variation in cancer risk in the norwegian women and cancer study.
Cancer Epidemiol Biomarkers Prev 2005, 14:2591–2597.
71. Li CI: Breast Cancer Epidemiology. New York: Springer; 2010.
72. Lahmann PH, Hoffmann K, Allen N, van Gils CH, Khaw K-T, Tehard B, Berrino F,
Tjønneland A, Bigaard J, Olsen A, Overvad K, Clavel-Chapelon F, Nagel G,
Boeing H, Trichopoulos D, Economou E, Bellos G, Palli D, Tumino R, Panico S,
Sacerdote C, Krogh V, Peeters PHM, Bueno-de-Mesquita HB, Lund E, Ardanaz E,
Amiano P, Pera G, Quiros JR, Martinez C: Body size and breast cancer risk:
findings from the European Prospective Investigation into Cancer and
Nutrition (EPIC). Int J Cancer 2004, 111:762–771.
doi:10.1186/1477-5751-13-3
Cite this article as: Borch et al.: Physical activity and the risk of
postmenopausal breast cancer - the Norwegian Women and
Cancer Study. Journal of Negative Results in BioMedicine 2014 13:3.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

