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Using NCI’s Atlas of Cancer Mortality in the United States 1950-94
and Cancer Mortality Maps & Graphs Web Site
Some Cautions and the Example of Black
versus White Women’s Mortality Rates
Carmi Orenstein, BCERF
Maps have long been of interest to all those seeking to
understand the larger trends of cancer and to generate
possible explanations for the differences in rates seen.
In the last two years, there has been an enormous
increase in the availability of cancer maps. The National
Cancer Institute (NCI) published the Atlas of Cancer
Mortality in the United States, 1950-94 in December
1999. Its complementary web site, Cancer Mortality
Maps & Graphs (www.nci.nih.gov/atlasplus/) went up
simultaneously, and subsequent enhancements have
added interactive features to the information contained
in the Atlas.
A wealth of information. The wealth of almost instant
information, and the visual clarity provided by these
maps cannot be overstated. For example, with one look,
a reader of the Atlas or visitor to the web site will be
impressed by the north-south gradient in breast cancer
mortality. With some simple “customizing” of maps

made possible by the web site, one can easily go on to
see how this trend plays itself out over time —
differences lessen over the time period covered, as
mortality rates rose in many parts of the south. One can
also see the differences among blacks as compared to
whites*, and between several age groups. (Mortality
rate differences between black and white women, in
two age groups, will be further explored here as an
example of a problem clearly illustrated by the maps,
and generating research interest.) Dr. Susan Devesa,
lead author of the Atlas and Chief of the Descriptive
Studies Section in the Epidemiology and Biostatistics
Program at NCI, points out that “the pronounced northsouth gradient has been evident among white women
for decades. Data specifically for black women are
presented for the first time in the Atlas, and there is
some suggestion of a north-south gradient among black
women, particularly pronounced among postmenopausal women.”

* The terms “black” and “white” will be used in this article, unless a specific study mentioned uses different terms, in which
case that study’s terminology is used.
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The web site provides the ability to create bar charts
and trend line graphs, as well as to access the tabulated
data used to create the maps. It therefore offers both an
alternate way to view the same data, plus additional
information and extensive interactive possibilities.
Cautions in interpretation. It is important to keep in
mind some principles of mapping and aspects of these
data when viewing these maps. One is that NCI’s
purpose here is hypothesis generating, not explanatory.
For cancers with rates that vary widely across geographic
areas, mapping can be very helpful in formulating
theories to test. And although we might intuit some
“answers” of possible risk factors in areas with high
rates, epidemiological studies need to follow through
carefully. “Stimulating research which uncovers the
reasons for the patterns we see is our goal,” says NCI’s
Dr. Devesa. An example of a study initiated in response
to these data include that of Sturgeon and colleagues
which attributed regional variations in breast cancer
mortality mainly, but not totally, to the distribution of
established risk factors (Sturgeon, et al., 1995).
It is also key to remember the difference between
mortality data and incidence data (the Atlas and web
site present only mortality data). A mortality rate is based
on deaths from a specific cause or disease in a
population. An incidence rate, on the other hand, is based
on the number of new cases of a particular disease
diagnosed in a specific population. Incidence data on
breast cancer are not available nationwide to the same
extent that mortality data are (although they are available
on a county and even zip code basis in New York State).
The incidence data that do exist on a national scale are
based on a selected nine regions of the country, covering
about ten percent of the population, through the NCI’s
Surveillance, Epidemiology and End Results (SEER)
program (http://seer.cancer.gov/). More recent estimates
are based on an expanded system of eleven regions,
covering about fourteen percent of the population. Data
from other existing non-SEER state systems of
collecting incidence data are not necessarily comparable
with SEER data. The relationship between a specific
cancer’s mortality rates and incidence rates depends
upon, most importantly, the survival of patients
diagnosed with that cancer. For cancers with poor
survival rates, incidence and mortality rates closely
reflect each other. Early detection/screening and
differences in medical care and healthcare delivery
systems can also have profound influences on these rates
and their relationship to each other.
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Selected maps for black versus white breast cancer
mortality. From among the numerous possibilities
available to display breast cancer information, we have
chosen to picture here four maps showing two age
groups, for both black and white women. Data are not
available specifically for other ethnic groups. Maps are
available illustrating both counties and state economic
areas (SEAs); we picture here the SEA maps. SEAs are
individual counties or groups of counties that are
relatively homogenous with respect to various
demographic, economic, and cultural factors, and do not
cross state lines.
We have chosen these maps to illustrate just one set of
data that presents an important problem to explore: how
great is the difference, and what might account for the
difference, in breast cancer mortality between black
women and white women? The data reveal an interesting
aspect to this problem: there is a much greater difference
in the mortality rate between black and white women in
the age 20-49 category than there is for the age 50-74
category. The mortality rate for black women in the age
20-49 category is 17.39 per hundred thousand, whereas
for white women it is 12.26. Some hypotheses that have
been proposed to explain the black/white differences
include:

• Differences in genetic susceptibility, geneenvironment interactions and/or types of tumors
• Differences in stage at detection
• Differences in insurance coverage, availability of care
and/or course of treatment
• Differences in age at menarche (a risk factor) and
age at first birth (younger being more protective).
Some existing explorations of these differences.
Several reports have been published exploring these
questions. A review article conducted under the auspices
of the National Action Plan on Breast Cancer addresses
“the excess burden of breast carcinoma in minority and
medically underserved communities,” reviewing
surveillance and other reports and recent literature on
disparities in cancer incidence and mortality
(Shinagawa, 2000). Several aspects of the emerging data
on breast cancer in African American (AA) women are
cited, such as the suggestion that breast cancer is more
aggressive in AA women, and that AA women
experience a higher percentage of premenopausal breast
carcinoma, a more virulent form of the disease. The
author calls for enhanced surveillance and targeted
research efforts in minority communities in which these
disparities are found.
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Breast Cancer, Black Females — Ages 20 to 49 (1970 - 1994)
Mortality Rate/100,000 — 17.39

Breast Cancer, Black Females — Ages 50 to 74 (1970 - 1994)
Mortality Rate/100,000 — 82.92
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Breast Cancer, White Females — Ages 20 to 49 (1970 - 1994)
Mortality Rate/100,000 — 12.26

Breast Cancer, White Females — Ages 50 to 74 (1970 - 1994)
Mortality Rate/100,000 — 81.13
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A population-based study in Florida (Roetzheim, 2000)
examined the hypotheses that:

• insurance payer would influence treatments received
and would affect their survival primarily through later
stage at diagnosis, and;

• race would not be associated with care or outcomes
once health insurance payer was controlled.
The study analyzed information about non-Hispanic
whites, non-Hispanic African Americans, Hispanics and
others. The study team did find that “breast cancer
carcinoma patients in Florida who were uninsured or
insured by Medicaid had higher mortality rates than
those who had commercial fee-for-service insurance,
most likely as a result of later stage at diagnosis (and
that) (n)on-Hispanic African-American women with
breast carcinoma in Florida also had higher mortality
rates even when stage at diagnosis, treatment modality,
health insurance payer, and socioeconomic status were
considered” (Roetzheim, et al., 2000, p. 2211).
A recent study noted that from 1990-1995 white women
experienced a 1.9% decrease in breast cancer mortality,
while black women saw no change (Marbella and Layde,
2001). In one of this study’s analyses, trends in
differences between black and white women’s breast
cancer mortality was extremely pronounced in the
youngest groups: in 1993-1996 they found that black
women 35 years old and younger had a mortality rate
more than twice that of white women in the same age
group. This study also observed a change in mortality
trends among older (70 and over) black women in which
the mortality rate caught up with, and then surpassed
that of white women. The authors review evidence on a
variety of possible explanations and put forward the
possibility that all of the factors mentioned above may
together partially explain the higher rates among black
women. But they go on to say that the large increase in
mortality they found in older black women from 19931996 cannot be explained by these factors. For example,
they discuss that the adverse effect of early menarche**
may be more evident in younger women and the
beneficial effect of early age at first birth may be more
evident in older women, which would be consistent with
the data in the early years of their study. But for the
1993-1996 mortality increases in older black women,
early pregnancy did not seem to produce a protective
effect.

Clearly there are important behavioral, public health and
clinical implications to any evidence produced
explaining why black women die – especially younger
black women – from breast cancer at higher rates than
white women do. We have used this example as just
one of the many hypothesis-generating examples of the
NCI breast cancer mortality data. It is our hope that
researchers will continue to respond to the many
knowledge gaps made visible by these data, and that
some of the many breast cancer “puzzles” will be solved.
We encourage you to order a copy of the atlas by calling
1-800-4-CANCER (1-800-422-6237) and/or to view and
create maps, charts, graphs and tabulated data on the
web. We also invite you to view the customized maps
that BCERF has chosen to create with the NCI data and
displayed on our web site at www.cfe.cornell.edu/bcerf/
Thank you to BCERF webmaster Marie Stewart for her
work preparing the maps for this article.
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occurs. 544 women who were diagnosed with breast
cancer (cases) at the Tumor Clinic of the University of
Minnesota Hospital between 1944 and 1952 were asked
about the history of cancer in their parents, grandparents,
aunts and uncles, brothers and sisters, sons and
daughters, and nieces and nephews. These family
members were then mailed questionnaires to gather
further information on medical history and lifestyle
factors. This initial investigation found a significant
excess of breast cancer among relatives of cases
compared to relatives of their spouses.

Family Studies on Breast Cancer
at the Mayo Clinic
Sarah Vande Loo, Program Coordinator,
Mayo Clinic Cancer Center
Breast cancer is a complex disease and one that has been
the focus of many research studies over the years.
Scientists have not only tried to learn more about the
nature of the disease itself, but have also studied why
certain women get breast cancer and others do not.
Central to this search is the role that inherited genes
play in the occurrence or non-occurrence of breast cancer
and, similarly, how family history affects a woman’s
risk.
As early as the 1700s, it has been recognized that certain
families seem to have more cancer cases than other
families. However, it is also noted that the general
population has a relatively high frequency of cancer,
and researchers have yet to fully determine whether the
appearance of several cases in a family is due to inherited
susceptibility, environmental factors, or to coincidence.
One study looking for these answers is the Family
Studies of Cancer, conducted by Dr. Thomas Sellers and
colleagues at the Mayo Clinic in Rochester, Minnesota.
This long-standing study has been gathering data on
breast cancer families since the 1940s to determine if
the clustering of cancer is a result of factors shared by
family members (such as eating habits) or a result of
genes that are passed down from parents to their children.
The Family Studies of Cancer began in 1944 when Dr.
V. Elving Anderson and colleagues from the Dight
Institute for Human Genetics at the University of
Minnesota wanted to examine the conditions which
influenced the occurrence of breast cancer and how those
conditions could affect the age at which the cancer

6

The original records for both the cases and comparative
controls were maintained at the University of Minnesota,
and original tumor blocks for most of the breast cancer
cases were maintained in storage. These files were
rediscovered in the late 1980s and became the basis for
a second study, funded by the National Cancer Institute,
which updated the original records and pedigrees. This
follow-up study, conducted between 1991-1996,
identified new family members resulting from births or
marriages and noted any family members who were
deceased. After the pedigrees were updated, all female
relatives were interviewed to collect data on cancer
history and risk factors for cancer. Specifically, these
interviews asked questions about marital status,
education, occupational class, medical history of
conditions associated with reproductive dysfunction,
benign or malignant breast disease, mammography,
menstrual and pregnancy history, oral contraceptive use,
physical activity, smoking, and alcohol intake. Family
members were also mailed a 153-item Food Frequency
Questionnaire which assessed usual dietary intake and
a Body Measurement Questionnaire (and tape measure)
which assessed current height and weight; relative
weight at ages 12, 18, 30, 40 and 50; and circumference
of the waist and hips. In all, 426 of the original 544
families identified by Dr. Anderson participated in this
subsequent study which included over 9,000 family
members.
Results from this study confirmed the significance of
family history as a risk factor for breast cancer.
Compared to women who married into the families
(considered the controls), first degree relatives, such as
sisters or daughters of the breast cancer patient, were at
a 2-fold increased risk for breast cancer, and second
degree relatives, such as nieces or granddaughters, were
at a 1.5-fold increased risk.
Data gathered from this study became the basis for
another, more extensive study funded by the National
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Cancer Institute in July 2000 to look at how the
interaction of genes and environment can affect breast
cancer risk, especially as it relates to family history. This
program project grant is actually four related studies,
each of which is based on some or all members of the
original 426 families.
Project 1: Factors that influence cancer risk of women
who inherit alterations in BRCA1 or BRCA2. Several
years ago, scientists identified the BRCA1 and BRCA2
genes that greatly increase risk of breast cancer (as well
as ovarian and some less common cancers, too) when
inherited in altered forms. Studies have shown that
sometimes people who inherit these altered genes never
get cancer. Furthermore, in some families, cancer can
affect women in their twenties, yet other women carrying
the same genetic alteration do not develop cancer until
they are in their seventies or later. The purpose of this
study is to identify why some people can inherit a gene
that greatly increases risk of cancer, yet never get cancer.
By collecting blood specimens from the participating
families, the researchers can test for this inherited gene
and see how it’s passed from parents to offspring. These
results will be integrated with information gathered
regarding breast cancer risk factors and breast cancer
occurrences in certain families to identify factors that
affect how cancer genes work. This knowledge could
help identify ways to prevent cancer from ever occurring.
Project 2: Processing of hormones and breast cancer risk.
There is strong evidence that estrogens influence risk
of breast cancer. Estrogens are naturally occurring
substances (called hormones) produced by the body that
regulate normal body functions. Certain factors, like
not having children or having children later in life (after
age 30), have been shown to increase the risk of breast
cancer. Most scientists believe that this is because
pregnancy influences hormone levels.
Hormones have specific chemical structures. The body
makes slight changes to the chemical structures in order
to increase or decrease the function of the hormones;
therefore, unusual hormone changes may influence
cancer risk. There are many ways that hormone levels
are controlled by the body. Some of the ways by which
structural changes occur in estrogens is influenced by
our genes.
This study compares women with and without a history
of breast cancer to see if there are differences in the
frequency of inherited variations in any of nine different
genes that influence how the body processes estrogen.

This information could be very important in the efforts
to identify women at greatest risk so that appropriate
screening strategies can be determined.
Project 3: Genetic study of mammographic breast
density. When a doctor looks at a mammogram, he or
she sees portions of the breast that are white (dense
tissue) and portions that are dark (fat tissue). Recent
studies have shown that women who have a greater
percentage of dense tissue have a three- to five-fold
increased risk of breast cancer. However, it is not yet
understood why this occurs or why women differ from
each other in the amount of dense tissue in their breasts.
This study is built on earlier research that a woman’s
genetic makeup may influence the amount of dense
tissue visible in her mammogram. Previous studies have
shown that women with a high percentage of dense tissue
in their breasts are at greater risk of breast cancer than
women with a low percentage of dense tissue. The
purpose of this study is to identify the gene (or genes)
that influence breast density and thereby provide
significant insights into the causes of breast cancer and
possible prevention strategies.
Project 4: Early life exposures and breast cancer risk.
There is some evidence that exposures occurring as early
as before birth may affect a woman’s future risk of breast
cancer. For example, women whose mothers had preeclampsia/eclampsia, an indicator of decreased estrogen
exposure, may have a decreased risk of breast cancer.
Scientists have also looked at factors related to nutrition
and growth, including birthweight, growth rates, and diet
and physical activity during adolescence.
The purpose of this study is to examine those factors
surrounding the intrauterine environment, early
childhood, and adolescence and their influence on the
occurrence of breast cancer in families. Information is
also being collected on suspected risk factors such as
smoking habits, alcohol consumption, physical activity,
and environmental exposures. It is hoped that by
gathering this information along with updated health
histories, the researchers can identify those women more
likely to get the disease which can, in turn, determine
better screening and prevention strategies.
The four studies described above tie together seamlessly
as data gathered for one project are used collectively to
answer distinct, but related questions. For example, as
described earlier, Project 4 seeks to identify new risk
factors for breast cancer, primarily in adolescent growth,
physical activity, and diet. If these factors are found to
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be associated with breast cancer risk, the researchers
can then examine them as factors that influence the age
at onset of breast cancer in members of Project 1 families
who have known BRCA1 or BRCA2 mutations.
Similarly, Project 1 can use data collected from Project
3 which seeks to identify a gene for mammographic
breast density. If successful, this new genetic marker
might influence the age at onset of breast cancer among
those family members with BRCA1 or BRCA2.
Such sharing of data and results form the premise and
build the strength of the Family Studies of Cancer. In
fact, since 1991, the study has collected almost 13,000
questionnaires and surveys, 1800 DNA samples, and
almost 25,000 mammogram films. Although the current
study is still in its early stages collecting data, some
results have already been found, such as the correlation
between early formulations of birth controls pills and
an increased risk of breast cancer for those women with
a strong family history of the disease (see related story).
Today, the Family Studies of Cancer includes more than
28,000 individuals and spans over five generations. This
resource cultivated since the 1940s is invaluable to
teaching us more about the nature of breast cancer. It is
hoped that by learning more about how breast cancer
affects certain families and family members, we can
understand how cancer occurs and can better predict
who is at greatest risk. Only through this knowledge
can better screening and treatment options be determined
and, in doing so, make significant strides in the fight
against breast cancer.

Oral Contraceptives and Breast Cancer Risk
Birth control pills have long been thought to slightly
increase women’s risk of breast cancer, though recent
research has suggested the risk disappears after
women stop taking them. The data have been less
clear on the pill’s effect on women with a strong
family history of the disease.
Dr. Thomas Sellers and colleagues at the Mayo
Clinic in Rochester, MN, conducted the first multigenerational study to address this question. This
study included 3,396 blood relatives of 426 women
diagnosed with breast cancer between 1944 and
1952. Women were mailed questionnaires to gather
information on medical history and risk factor
information, including oral contraceptive use.
Findings suggested that those women with a strong
family history of breast cancer who used oral
contraceptives, particularly those introduced prior
to 1975, may have a further elevated risk of breast
cancer. Among sisters and daughters of breast cancer
patients, the risk of breast cancer was three times
greater for those who had used oral contraceptives
compared to those who had not. In families in which
five or more blood relatives had been diagnosed with
breast or ovarian cancer, the risk was even greater:
sisters and daughters of breast cancer patients were
11 times more likely to have developed breast cancer
if they had taken oral contraceptives. The risk of
breast cancer among granddaughters and nieces of
breast cancer patients as well as for women who
married into the families did not appear to be
influenced by oral contraceptive use.
Earlier formulations of oral contraceptives contained
higher levels of estrogen and progestins than
formulations in use today. Because of the relatively
small number of breast cancer cases among women
who had used more recent formulations, the
researchers were unable to draw definitive
conclusions about their effect on breast cancer risk.
However, the current trends provide no indication
that there may be an elevated breast cancer risk from
their use.

Figure 1. Distribution of breast cancer patients from 1944 – 1952 included in the Family
Studies of Cancer. Shown by place of residence within the state of Minnesota.
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“We Need to Know”

Ad Hoc Discussion Group
“Learning Together”
Ad Hoc Discussion Group. The Ad Hoc Discussion
Group meeting took place on the Cornell campus on
October 5, 2001. When holding meetings on campus,
we choose a topic of interest to our stakeholders for
which there is broad expertise within the Cornell faculty.
BCERF has received many inquiries over the past several
years concerning genetically engineered (GE) crops —
what exactly they are and what is known about whether
they pose health risks. Cornell faculty representing a variety
of disciplines focus their attention on GE crops and we
were able to hear from some of those people in the context
of this Ad Hoc Discussion Group meeting.
Discussion Forum. Three participants used the
discussion forum to tell the group about a relevant aspect
of their work. The first, Leland Glenna, a lecturer in the
Department of Rural Sociology, helped us get an early
start to the day’s topic by addressing an aspect of the
GE foods debate that he has used in class discussions:
the need for “social criteria” in the review process. Bill
Sanok, Agriculture Program Director for Cornell
Cooperative Extension (CCE) of Suffolk County and
long-time partner for the BCERF program updated the
group on the multiple pesticide-related projects he and
his colleagues oversee, sharing a report entitled, “A Brief
Synopsis of Research for Pesticide Alternatives on
Suffolk County Owned Properties.” Bob Riter, Associate
Director of the Ithaca Breast Cancer Alliance, described
his group’s activities and provided a bit of information
about the experience of being a man who has
experienced breast cancer.
Diverse Viewpoints on Genetically Engineered Foods
and Crops: the New York State Land Grant
Perspective. Jennifer Wilkins of the Division of Nutritional
Sciences opened the structured part of the agenda by
sharing the results of a study exploring the viewpoints
of Land Grant University (LGU) faculty and extension
educators with regard to GE foods and crops. The study
group came up with three distinct types of viewpoints
that characterize the respondents’ positions:
“precautionary” and “promoting,” which shared few
major perspectives, and a minor viewpoint, “cautiously
supportive,” which had elements of both of the other
types. This study clearly contributes to a more complete
understanding of the stance LGU professionals take on
the controversies surrounding GE foods, and can

hopefully help promote meaningful and productive
dialogue.
The Genetically Engineered Organisms Public Issues
Education Project. Clint Nesbitt of the Department of
Communication heads up an educational effort designed
to provide some clarification on some of the most basic
questions regarding GE foods and crops. These questions
include: which foods commonly eaten are likely to be
genetically engineered and which traits are being
engineered into the plants? Clint provided an interesting
picture of the contrasts between what has been approved
for commercialization, versus what has actually been
taken up by farmers, versus the plants in experimental
stages that may never find their way to the market. You
may view the project web site at www.geo-pie.cornell.edu
The Risks and Benefits of Various Pest Management
Strategies. In this talk, Tony Shelton of the Department
of Entomology addressed the fact that the types of traits
being engineered into many of the GE crops in use are
for the purposes of insect and disease resistance. He
provided data on the degree of reduced use of pesticides
corresponding with use of the GE crops, and the
resulting cost savings. He addressed pressing questions
such as the likelihood of GE crops “outcrossing” with
their wild relatives, or of becoming weeds themselves,
offering data suggesting that these potential problems
are not occurring or likely to occur.
The Roles of Science and the Public in Regulating
Agricultural Biotechnology. David Pelletier of the
Division of Nutritional Sciences began a discussion
exploring the vast issue of how social deliberations can
be brought into the process of sound science. He spoke
about the role government might play in facing new
risk analysis challenges — such as needed for the regulation
of GE foods and crops —with a regulatory framework
that incorporates the broader implications of emerging
technologies that even the best science cannot address.
Please note that there will be no winter meeting
of the BCERF Ad Hoc Discussion Group, due to
budget considerations. Watch for the announcement
of a June meeting on Long Island, and get in touch
with Carmi Orenstein at BCERF with any input to
the planning process of that meeting that you would
like to provide.
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BCERF Sponsors
National Satellite Conference
Environment and Breast Cancer: Education for Change
April 4, 2002, 1:00 - 3:00pm Eastern Time
This satellite conference will focus on intergenerational risk reduction and
educational tools for reducing risk in a variety of settings. This national program
offers educators working with women, families, communities, and professionals
the opportunity to teach about:
•
•
•
•
•

connections between health and environment
being physically active
eating well
limiting exposure to environmental chemicals
integrating breast cancer risk reduction education into health screening settings.

Plan now to become a conference downlink site to build or enhance local networks
for health promotion and share ideas and strategies for risk reduction in your
community.
Featured presentations:
• Environment and Breast Cancer: An Emerging Science-Suzanne Snedeker
• Adolescence: A Critical Life Period for Breast Cancer Risk-Barbour Warren
• An Intergenerational Approach for Reducing Risk-Elaine Wethington
• A Tool Kit for Breast Cancer Risk Reduction-Carol Devine

The BCERF Tool Kit: Teaching Tools for Change
This set of practical teaching tools for educators about
environment and breast cancer risk reduction will be
highlighted within the satellite conference. Available in April
2002.
More information on the conference can be found on the BCERF web site:
www.cfe.cornell.edu/bcerf
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PUBLICATIONS AVAILABLE!!
Single copies available at no cost.
For multiple copies please contact BCERF (address below).

EDUCATIONAL TIP SHEETS

FACT SHEETS

Five Tip Sheets on practical strategies to reduce the
risk of breast cancer from environmental factors have
now been developed. These Tip Sheets have been
written at or below the 7th grade reading level.

Revised: (Please replace your old versions)

__What Do We Know About Breast Cancer?
discusses breast cancer risk factors and general,
practical tips about how to reduce your risk.
__Eating Well and Staying Active offers risk
reduction tips associated with food, alcohol,
breastfeeding and physical activity.
__Pesticides in Your Environment addresses various
pesticide-related concerns, including tips for
accessing information about pesticides in drinking
water, schools and workplaces, and how to reduce
your exposure at home.
__Using Home and Garden Products More Safely
provides an easy-to-read, step-by-step guide on how
to reduce exposure to harmful chemicals in and
around your home.

__FS #1–-Phytoestrogens and the Risk of Breast Cancer
(July 2001)
__FS #2—Pesticides and Breast Cancer Risk, An
Evaluation of DDT, DDE (March 2001)

New:
__FS #40—Hormone Treatments and the Risk of Breast
Cancer
__FS #41—Polycyclic Aromatic Hydrocarbons and
Breast Cancer Risk
__FS #42—A Woman’s Body Type and the Risk of Breast
Cancer
__FS #43—Breast Cancer in Men

__Breast Cancer Resources On... tells you where to
get answers to frequently asked questions related to
the topic of breast cancer. Resources refer to New
York State and beyond.

NAME________________________________________________
Address_______________________________________________
______________________________________________________
Telephone _____________________________________________

Cornell University
Program on Breast Cancer
and Environmental Risk Factors in New York State
112 Rice Hall
Ithaca, NY 14853-5601
Phone: (607) 254-2893; FAX: (607) 255-8207
E-Mail: breastcancer@cornell.edu.
www.cfe.cornell.edu/bcerf/

Fax __________________________________________________
Email ________________________________________________

__add me to your mailing list
__remove me from your mailing list
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