
The Applicability of the Gail Model in Iranian 
Population 
Leila Farahmand 1, Mohammad Hossein Shojamoradi 1, Massoome 
Najafi 2, Keivan Majidzadeh-A 1,*

1 Genetics Department, Breast Cancer Research Center, Motamed Cancer Institute, 
ACECR, Tehran, Iran
2 Division of Surgical Oncology, Department of Surgery, Cancer Institute, Tehran 
University of Medical Sciences, Tehran, Iran

* Corresponding author: Keivan Majidzadeh-A, Genetics Department, Breast Cancer 
Research Center, Motamed Cancer Institute, ACECR, Tehran, Iran. E-mail: kma-
jidzadeh@razi.tums.ac.ir

Abstract
Introduction: Gail model is one of the most important models for the evaluation of breast 
cancer risk between US white females. According to genetic diversity, there is a possibility 
of affecting the efficiency of the Gail model in risk assessment of breast cancer among 
Iranian populations. In this study, the Gail model efficiency in specifying the risk of breast 
cancer in Iranian population was evaluated.
Methods: This was a case-control study. The case group was formed of the referrals to 
Breast Cancer Research Center, Academic Center for Education Culture and Research 
(ACECR), who were affected by different types of aggressive cancer. 
Results: A total of 416 patients with breast cancer and the same number in the control 
group were considered during the study. There were no meaningful statistical differences 
in age at menarche, age at first live birth, and nulliparous women between case and control 
groups. The average of five-year risk of breast cancer in the case and control groups had 
no statistically significant difference. Chemoprevention was only eligible for 7.2% of the 
patients based on 1.67% five-year risk. In addition, there was no statistically meaningful 
difference between comparative risk and breast cancer risk in a lifetime.
Conclusions: The low risks estimated by the Gail model among patients with breast cancer 
as well as the absence of meaningful statistical difference in the estimated risks by this 
model between the case and control groups showed that the Gail model had insufficient 
efficiency in determining breast cancer risk in the Iranian society.
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INTRODUCTION

During the past two decades, clinical studies on breast 
cancer majorly focused on finding effective diagnosis 
methods and standardization of the treatment proce-
dure. Despite noteworthy advances in this field, breast 
cancer still remains the most widespread malignant 
cancer and the second leading cause of death among 
women [1]. Considering the widespread nature of 
breast cancer, preventive strategies merit more atten-
tion.
The first step in preventing breast cancer is identify-
ing the risk factors. The most important risk factors 
are 1- aging [2], 2- reproduction-related factors such 
as early menarche, late menopause, nuliparity, and ad-
vanced maternal age [3], 3- benign lesions of breast 
[4], 4- lobular carcinoma in situ (LCIS) and ductal 
carcinoma in situ (DCIS) [5], 5- previous history of 

breast cancer [6], 6- positive family history of breast 
cancer [7], and 7- environmental factors such as radi-
ation, hormone replacement therapy (HRT) and oral 
contraceptives [8, 9].
Using statistical models, the risk of breast cancer is 
quantitatively calculated based on analyzing all the 
risk factors. In fact, breast cancer risk assessment 
model is a statistical model which calculates the prob-
ability of the occurrence of cancer in a person based 
on assessing all the related risk factors. Therefore, it is 
possible to provide each patient with necessary rec-
ommendations to prevent breast cancer or detect it 
early in primary phases. Breast cancer risk assessment 
models are mostly used to identify people that have a 
high risk of developing this type of cancer. This will 
help provide the identified people with preventive 
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medicines or mastectomy [10, 11].
The most accepted models of breast cancer risk as-
sessment are the Gail, the Claus and the BRCA PRO 
Models. The Claus model calculates the risk of breast 
cancer based on age and family history, including 
first- and second-degree relatives with breast cancer. 
BRCAPRO is a statistical model to assess the proba-
bility of an individual to carry a germline deleterious 
mutation of the BRCA1 and BRCA2 genes, based on 
family history of breast and ovarian cancer [10].
The Gail model can quantitatively calculate the risk of 
breast cancer in a patient based on personal character-
istics; however, family history has little relevance [11]. 
This model has been developed based on the BCCDP 
(Breast Cancer Detection Demonstration Project) 
study, which included 280,000 females in 28 states 
of America. Risk factors in this model include age of 
menarche, first-live-birth age, number of first-degree 
relatives with breast cancer, and the number of pre-
vious biopsies and the results. In order to assess the 
overall risk, first, the relative risk of each factor is cal-
culated; then, the scores of relative risks are combined 
to calculate the five-year risk of breast cancer [12].
Some professionals question the efficiency of the Gail 
Model in assessing the risks of breast cancer in indi-
viduals, since the model does not consider the age 
of menopause. Furthermore, incorporating the total 
number of biopsies regardless of the results may seem 
unreasonable. This model was developed before the 
emergence of genetic examining; therefore, it is not 
recommended for patients whose family history re-
veals an inheritance pattern of breast cancer. None-
theless, the Gail Model remains the most used tools 
in clinics for assessing the risk of breast cancer, and its 
efficiency continues to be assessed and studied [13]. 
Despite possible differences in genetic background, 
environmental conditions and possibly a different risk 
pattern in Iran [14], no study has been conducted on 
the applicability of the Gail Model in the Iranian pop-
ulation.
Under the light of this, the Breast Cancer Research 
Center (BCRC) team intends to assess the risk of 
breast cancer in Iranian females based on the Gail 
Model and compare the results with the control group. 
The result of the study will help to determine the ap-
plicability of the Gail Model in Iranian females and 
will prepare the ground for further research on eval-
uation and management of the risk of breast cancer.

METHODS

In this case-control study, 832 women referred to 
BCRC were enrolled. The examined cases comprised 
women who were confirmed with breast cancer based 
on histopathology reports and the matched control 
population was selected from women who had been 

referred for routine annual checkups with no histories 
of breast cancer and the results of all their screening 
procedures including mammography were normal. 
Considering that the risk of breast cancer increases 
with age, the control and case groups were matched 
based on age. All the participants were asked to sign 
a written consent prior to the study. All the gathered 
information was treated as confidential.
The clinical data of patients were studied and the re-
quired information was collected by means of struc-
tured questionnaires. In addition, the requested in-
formation about control groups was assembled via 
interviews. The risk of breast cancer was calculated 
using CA.Gen 4.3.2 software based on the gathered 
information on the control and case groups, and SPSS 
version 13 were used to analyze the data. T-test was 
used to analyze the relation between the two quantita-
tive variables, and the chi-squared test was applied to 
analyze the relation between the qualitative variables.

RESULTS

During the study, a total number of 416 women in 
each group of case and control were studied and in-
formation about the risk factors in the Gail model was 
gathered from them. The average age of the patients 
was 46.12 (95% CI, 45.15-47.09) and they were cate-
gorized in five-year age groups. The age group of 46-50 
had the highest frequency (Table 1).
Based on the pathology report, 85.5% of the patients 
had invasive ductal carcinoma and the rest of them 
were categorized in other groups such as the invasive 
lobular carcinoma and medullary cancer groups (Ta-
ble 2).

Comparison of Risk Factors in the Gail Model in 
Case and Control Groups

Menarche Age

The menarche age of the study population varied from 
9 to 18 years old. The menarche age of 13 had the high-
est frequency in both case and control groups, which 
included 34.4% and 31.5% of the individuals in con-
trol and case groups, respectively. There was no signif-
icant difference between the age of menarche in the 
case and control groups. 

Number of Previous Biopsies

In the case group, 26 individuals (6.3%) had undergone 
biopsy for at least one time. Of this number, 21 patients 
had undergone biopsy once, three for two times and 
two of them for three times. The result of the biopsy in 
five patients (23.8% of the biopsy results) was atypical 
ductal hyperplasia. In the control group, nine patients 
(2.2%) had undergone breast biopsy for at least one 
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Table 1: Number and Percent of Women in Control and Case Groups

 Number of Patients in Case
Group

Number of Patients in Con-
trol Group

Percent

26-30 18 18 4.32

31-35 50 50 12.01

36-40 66 66 15.86

41-45 75 75 18.02

46-50 81 81 19.47

51-55 42 42 10.09

56-60 47 47 11.29

61-65 24 24 5.76

66-70 9 9 2.16

71-75 9 9 0.96

Total 416 416 100

Table 2: Average of 5-Year, Lifelong and Relative Risks of Breast Cancer Based on the Tumor Pathology

Number of Patients Average 5 Year Risk (%) Average Lifelong Risk (%) Average Risk

Invasive Ductal Carcinoma 356 0.8 9.54 1.48

Invasive Lobular Carcinoma 24 1.39 11.18 1.92

Medullary Carcinoma 10 0.64 9.17 1.47

Squamous Cell Carcinoma 1 0.96 11.01 1.6

 Adenocarcinoma 1 0.36 6.94 0.94

No Pathology Report 24 0.90 8.44 1.32

Total 416 0.84 9.56 1.49

time. However, atypical ductal hyperplasia was not re-
ported in any of them. There was a meaningful relation 
between the percentage of patients who had undergone 
biopsy in the control and case groups (P = 0.003).

First Live Birth Age

Of the patients with cancer 12.5% (52 individuals), 
and 11.5% (48 individuals) in the control group were 
nullipara. Among the individuals who had at least one 
childbirth, the average age at the birth of the first child 
in the case group was 21.22 years old (95% CI, 20.7-
21.74) and it was 22.01 (95% CI, 21.53–22.49) in the 
control group; the difference between the two figures 
was statistically meaningful (P = 0.029).

History of Breast Cancer among First-Degree Relatives

There was a family history of breast cancer among 
first-degree relatives in 6.7% (28 patients) of the case 
group. From them, 26 patients had a history of breast 
cancer in one of their first-degree relatives, one of them 
had a history of breast cancer in two of her first-degree 
relatives and one of them had the history of breast 
cancer in three members of his first-degree relatives. 
Among the members of the control group, there was 
a history of breast cancer among first-degree relatives 
in 11.8% (49 women). There was a meaningful relation 
between patients with family history of breast cancer in 

the case and control groups (P = 0.012)

Five-Year Risk of Breast Cancer

The average of five-year risk of breast cancer in the case 
group was 0.84% (95% CI, 0.77-0.91%) (Table 2). In 
85.9% of the case group, the calculated risk for the pa-
tient was lower than that of the normal population of 
the same age and race. The risk was higher in 58 patients 
(14.1%). However, the five-year risk of breast cancer in 
30 patients (7.2%) was higher than 1.67%.
The average of five-year breast cancer risk in the con-
trol group was calculated to be 0.85% (95% CI, 0.79%-
0.92%). The risk was lower in 84.46% (351 patients) 
than that of the population of the same age and race. No 
significant difference was observed in the average five-
year breast cancer risk between the members of case 
and control groups (P = 0.74).

Lifetime Risk of Breast Cancer

The average lifetime risk of breast cancer was calculated 
to be 9.56% (95% CI, 9.18%-9.94%). Patients with inva-
sive lobular carcinoma had the highest risk of breast can-
cer (Table 2). The average lifetime risk of breast cancer in 
the control group was calculated to be 9.81% (95% CI, 
9.42%-10.2%). No meaningful difference was observed 
in the average lifetime risk of breast cancer between the 
members of case and control groups (P = 0.37).
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Relative Risk of Breast Cancer

The average of the relative risk of breast cancer in the case 
group was calculated to be 1.49 (95% CI, 1.41%-1.57%). 
The highest risk belonged to patients with invasive lobu-
lar carcinoma (Table 2). The average risk of breast cancer 
in the control group was 1.50. No statistically significant 
difference was observed in the average risk of breast can-
cer between the members of case and control groups. 
The average of the relative risk of breast cancer based on 
the age of menarche (group A) was calculated to be 1.069 
in the case group and 1.063 in the control group. The dif-
ference was not statistically significant (Table 3).
The average relative risk based on age and number of bi-
opsies (group B) was 1.05 in the case group and 1.01 in 
the control group. The difference was statistically mean-
ingful (P = 0.002) (Table 4).
The relative risk of breast cancer based on first-degree 
relatives with a history of breast cancer and age of first 
childbirth (group C) was 1.35 in the case group and 
1.46 in the control group. The difference was statistical-

ly meaningful (P = 0.016) (Table 5).

DISCUSSION

Gail model was originally developed to assess breast 
cancer risk in white females in the United States and it 
seems necessary to be studied in other countries. Vari-
ous studies have indicated its inapplicability in the Re-
public of Czech [15], Spain [16], Italy [17], and among 
African-American females of the United States [18]. 
In the present study, breast cancer risk for the patient 
was calculated and the results were compared with 
females of similar age who had attended BCRC with 
normal screening mammography in the Iranian popu-
lation. No significant difference was observed between 
breast cancer patients and the control group regarding 
the age of menarche. This result disagrees with those of 
two large-scale studies which indicated that premature 
menarche is associated with breast cancer [19, 20], and 
concurs with those of Mckarem et al. which studied 124 
patients with invasive breast cancer and found that the

Table 3: Comparison of Relative Risk of Breast Cancer Based on Age of Menarche in Control and Experiment Groups

 Number and Percentage of Experiment Group
Members

 Number and Percentage of Control Group
Members

Relative Risk of Group A = 1 167 (40.1) 184 (44.2)

Relative Risk of Group A = 1.1 210 (50.5) 200 (48.1)

Relative Risk of Group A = 1.2 39 (9.4) 32 (7.7)
Data in table are presented as No. (%)

Table 4: Comparison of Relative Risk of Breast Cancer Based on Age and Biopsies in Control and Experiment Group

 Number and Percentage of Experiment
Group Members

 Number and Percentage of Control
Group Members

Relative Risk of Group B=1 390 (93.8) 407 (97.8)

Relative Risk of Group B=1.3 7 (1.7) 3 (0.7)

Relative Risk of Group B=1.6 - 1 (0.2)

Relative Risk of Group B=1.7 14 (3.4) 5 (1.2)

Relative Risk of Group B=1.9 5 (1.2) -
Data in table are presented as No. (%)

Table 5: Comparison of Relative Risk of Breast Cancer in Control and Experiment Group

Number of Experiment Group Members Number of Control Group Members

Relative Risk of Group C = 1 133 103

Relative Risk of Group C = 1.1 1 0

Relative Risk of Group C = 1.2 123 141

Relative Risk of Group C = 1.5 114 106

Relative Risk of Group C = 1.9 19 22

Relative Risk of Group C = 2.6 12 8

Relative Risk of Group C = 2.7 4 13

Relative Risk of Group C = 2.8 8 19

Relative Risk of Group C = 4.9 1 1

Relative Risk of Group C = 6.8 1 3
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age of menarche was less than 12 in 18% of them [21].
The results of the present study confirm the four case 
studies by Mahouri et al. in south of Iran [22], Naini et 
al. In Mazandaran Province [23], Yavari et al. in Tehran 
Province [24], and Ebrahimi et al. in BCRC [25].
Higher first-birth age and nulliparity are associated with 
increased risk of breast cancer in the Gail model, but the 
results of studies do not indicate any significant relation 
between the mentioned factors and breast cancer risk. 
No significant difference was observed between the 
percentage of nullipara patients in the case and control 
groups in this study. Furthermore, contrary to the initial 
assumptions, the average age of first live birth in patients 
with breast cancer was 1.2 years less than the control 
group, which was statistically significant. However, this 
difference had no remarkable effect in calculation of 
breast cancer risk using the Gail model. There are four 
groups in terms of first-birth age in the Gail model: < 
20, 20-24, 25-29 and ≤ 30. In the present study, no sig-
nificant difference was observed between the number 
of members in the case and control age groups. Con-
sidering the rather lower average of first-birth age in the 
case group in comparison with the control group, the 
difference had no significant effect on the calculation of 
the risk of breast cancer in the case and control groups. 
This finding agrees with the reports of Novotny et al. 
and Mckarem et al. [15, 21].
The results of the studies conducted on the Iranian pop-
ulation confirm the present findings and indicate that 
there is no significant relation between nulliparity and 
breast cancer risk in Iran [22, 25].
In the present study, the number of breast biopsies in 
the patients with breast cancer was three times more 
than the control group; there was a statistically signifi-
cant difference. This indicated that the increased num-
ber of breast biopsies is associated with increased breast 
cancer risk. It is worth mentioning that the previous bi-
opsy showed atypical ductal hyperplasia in five persons 
in the case group, while it did not show atypical ductal 
hyperplasia for anyone in the control group. This study 
indicated that atypical ductal hyperplasia was associat-
ed with the increased risk of breast cancer, as demon-
strated in previous studies.
Our result was confirmed by Mackarem et al. [21] and 
Novotny et al. [15]. In addition, in a study conducted 
by Mahouri et al., 4.2% of patients with breast cancer 
and 2.4% of the control group had a history of benign 
breast diseases and the difference was not statistically 
meaningful [22].
In the Gail model, only the number of first-degree rela-
tives with breast cancer has been considered, but it fails 
to mention the number of second-degree relatives who 
have breast cancer as well as the family history of ovari-
an cancer. Therefore, the risk of breast cancer among in-
dividuals with a highly positive family history of breast 
cancer might stand below the expected figure [26]. As 
in the present study, three first-degree members of a pa-

tient’s family were diagnosed with breast cancer at the 
ages of 32, 37 and 44. Genetic testing for BRCA 1/2 
mutation has been indicated according to BRCAPRO 
model. The five-year mean and lifelong risks of breast 
cancer are 6.2% and 43.7%, respectively, according to 
the Claus model. However, the five-year and lifelong 
risks of breast cancer were equal to 0.56% and 32.4%, 
respectively, according to the Gail model. These results 
showed that the Claus estimates were lower than the 
Gail estimates. This finding agrees with the reports of 
Anne McTiernan et al. [26] and Mohammadbeigi et al. 
[27]. Mohammadbeigi et al. showed that the Gail mod-
el overestimated the risk of breast cancer in Iranian fe-
males. They also indicated the factors most affecting the 
difference in risk estimates.
The present study showed that there was a history of 
breast cancer among first-degree relatives in 6.7% of 
the patients with breast cancer. Two studies carried 
out on the Iranian population by Ebrahimi et al. and 
Mahuri et al. showed that there was a history of breast 
cancer among first-degree relatives in 6.6% and 8.3% of 
patients with breast cancer, respectively. In these two 
studies, there was a direct relationship between history 
of breast cancer among first-degree relatives and risk of 
breast cancer [22, 25].
In the present study, contrary to expectations, the his-
tory of breast cancer among first-degree relatives in the 
control group was relatively higher compared to the 
group of patients with breast cancer (P = 0.012, 6.7% 
versus 11.8%). This was probably because people with 
the history of breast cancer in their families are more 
concerned with the diseases associated with breasts and 
therefore refer to medical centers for mammography 
screening more often.
As mentioned earlier, no meaningful difference in rela-
tive risk of breast cancer with five-year and lifelong risks 
of breast cancer was established in case and control 
groups. This indicates that Gail model has low efficien-
cy in predicting individuals with risk of breast cancer 
and cannot produce a reliable estimate of risk of breast 
cancer among the Iranian population. The fact that the 
average five-year risk of breast cancer in the case group 
was pretty low (0.84%), and that based on the lifelong 
risk of breast cancer risk of 10% of the case group could 
be predicted, confirms this. Furthermore, based on the 
1.67% five-year risk, only 7.2% of the breast cancer pa-
tients were placed in the high risk group and preventive 
medications were indicated for them. Only in 14.1% of 
the patients, the estimated risk by the Gail model was 
higher than the risk for individuals matched for age and 
gender. This also confirms the Gail model’s low efficien-
cy in making estimates of breast cancer risk in the Ira-
nian population and its failure to identify those at high 
risks.
The inefficiency of the Gail model in the Iranian popu-
lation can be due to different breast cancer risk factors 
in this population and in the United States population, 
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based on which the Gail model has been defined. In 
the above mentioned study, the number of previously 
performed breast biopsies was considered as the only 
underlying factor for breast cancer and there was no 
meaningful difference between the age of menarche, 
nulliparity, and age of first childbirth among those in 
case and control groups. This was also confirmed by 
four other case-control studies conducted over the Ira-
nian population. Therefore, it is possible that some fac-
tors considered in the Gail model for determining the 
relative risk of breast cancer play no role for risk estima-
tion among Iranians. Therefore, the Gail model will not 
produce a reliable estimate of breast cancer risk in the 
Iranian population. Conducting further studies for de-
termining breast cancer risk factors in the Iranian popu-
lation and developing a local model for risk estimation 
of breast cancer seems necessary.

ACKNOWLEDGMENTS 

This work was financially supported by Breast Cancer 
Research Center, Motamed Cancer Institute, ACECR.

CONFLICTS OF INTEREST

The authors declare that they have no conflicts of in-
terest.

Ethics approval

The ethics committee of breast cancer research center 
of ACECR approved the study.

REFERENCES
1.	 Sakorafas GH, Krespis E, Pavlakis G. Risk estimation for 

breast cancer development; a clinical perspective. Surg Oncol. 
2002;10(4):183-92. DOI: 10.1016/S0960-7404(02)00016-6 
PMID: 12020673

2.	 Vogel VG. Breast cancer prevention: a review of current evi-
dence. CA Cancer J Clin. 2000;50(3):156-70. DOI: 10.3322/
canjclin.50.3.156 PMID: 10901739

3.	 Daling JR, Malone KE, Voigt LF, White E, Weiss NS. Risk of 
breast cancer among young women: relationship to induced 
abortion. J Natl Cancer Inst. 1994;86(21):1584-92. DOI: 
10.1093/jnci/86.21.1584 PMID: 7932822

4.	 Dupont WD, Page DL. Risk factors for breast cancer in 
women with proliferative breast disease. N Engl J Med. 
1985;312(3):146-51. DOI: 10.1056/NEJM198501173120303 
PMID: 3965932

5.	 Page DL, Kidd TE, Jr., Dupont WD, Simpson JF, Rogers LW. 
Lobular neoplasia of the breast: higher risk for subsequent in-
vasive cancer predicted by more extensive disease. Hum Pathol. 
1991;22(12):1232-9. DOI: 10.1016/0046-8177(91)90105-X 
PMID: 1748429

6.	 Healey EA, Cook EF, Orav EJ, Schnitt SJ, Connolly JL, Harris 
JR. Contralateral breast cancer: clinical characteristics and im-
pact on prognosis. J Clin Oncol. 1993;11(8):1545-52. PMID: 
8336193

7.	 Anderson DE, Badzioch MD. Risk of familial breast cancer. 
Cancer. 1985;56(2):383-7. PMID: 4005803

8.	 Collaborative Group on Hormonal Factors in Breast C. Breast 
cancer and hormonal contraceptives: collaborative reanalysis 
of individual data on 53 297 women with breast cancer and 
100 239 women without breast cancer from 54 epidemiologi-

cal studies. Lancet. 1996;347(9017):1713-27. DOI: 10.1056/
NEJM198911093211902 PMID: 8656904

9.	 Miller AB, Howe GR, Sherman GJ, Lindsay JP, Yaffe MJ, Dinner 
PJ, et al. Mortality from breast cancer after irradiation during 
fluoroscopic examinations in patients being treated for tuber-
culosis. N Engl J Med. 1989;321(19):1285-9. DOI: 10.1056/
NEJM198911093211902 PMID: 2797101

10.	 Levine M, Moutquin JM, Walton R, Feightner J, Canadian 
Task Force on Preventive Health C, the Canadian Breast Can-
cer Initiative’s Steering Committee on Clinical Practice Guide-
lines for the C, et al. Chemoprevention of breast cancer. A joint 
guideline from the Canadian Task Force on Preventive Health 
Care and the Canadian Breast Cancer Initiative’s Steering Com-
mittee on Clinical Practice Guidelines for the Care and Treat-
ment of Breast Cancer. CMAJ. 2001;164(12):1681-90. PMID: 
11450210

11.	 Armstrong K, Eisen A, Weber B. Assessing the risk of breast 
cancer. N Engl J Med. 2000;342(8):564-71. DOI: 10.1056/
NEJM200002243420807 PMID: 10684916

12.	 Bondy ML, Newman LA. Breast cancer risk assessment models: 
applicability to African-American women. Cancer. 2003;97(1 
Suppl):230-5. DOI: 10.1002/cncr.11018 PMID: 12491486

13.	 Tartter PI, Gajdos C, Rosenbaum Smith S, Estabrook A, Rade-
maker AW. The prognostic significance of Gail model risk fac-
tors for women with breast cancer. Am J Surg. 2002;184(1):11-
5. DOI: 10.1016/S0002-9610(02)00885-1 PMID: 12135711

14.	 Harirchi I, Ebrahimi M, Zamani N, Jarvandi S, Montazeri 
A. Breast cancer in Iran: a review of 903 case records. Public 
Health. 2000;114(2):143-5. DOI: 10.1038/sj.ph.1900623 
PMID: 10800155

15.	 Novotny J, Pecen L, Petruzelka L, Svobodnik A, Dusek L, Danes 
J, et al. Breast cancer risk assessment in the Czech female pop-
ulation--an adjustment of the original Gail model. Breast Can-
cer Res Treat. 2006;95(1):29-35. DOI: 10.1007/s10549-005-
9027-5 PMID: 16319995

16.	 Pastor Climente IP, Morales Suarez-Varela MM, Llopis Gon-
zalez A, Magraner Gil JF. [Application of the Gail method of 
calculating risk in the population of Valencia]. Clin Transl On-
col. 2005;7(8):336-43. DOI: 10.1007/BF02716549 PMID: 
16185602

17.	 Boyle P, Mezzetti M, La Vecchia C, Franceschi S, Decarli 
A, Robertson C. Contribution of three components to in-
dividual cancer risk predicting breast cancer risk in Italy. 
Eur J Cancer Prev. 2004;13(3):183-91. DOI: 10.1097/01.
cej.0000130014.83901.53 PMID: 15167217

18.	 Adams GD. 1982 William D. Coolidge Award. Acceptance of 
Coolidge Award by Gail D. Adams. Med Phys. 1982;9(5):654-
5. PMID: 6759906

19.	 Peeters PH, Verbeek AL, Krol A, Matthyssen MM, de Waard F. 
Age at menarche and breast cancer risk in nulliparous women. 
Breast Cancer Res Treat. 1995;33(1):55-61. DOI: 10.1007/
BF00666071 PMID: 7749133

20.	 Haile RW, Witte JS, Ursin G, Siemiatycki J, Bertolli J, Douglas 
Thompson W, et al. A case-control study of reproductive vari-
ables, alcohol, and smoking in premenopausal bilateral breast 
cancer. Breast Cancer Res Treat. 1996;37(1):49-56. DOI: 
10.1007/BF01806631 PMID: 8750527

21.	 MacKarem G, Roche CA, Hughes KS. The effectiveness of the 
Gail model in estimating risk for development of breast cancer 
in women under 40 years of age. Breast J. 2001;7(1):34-9. DOI: 
10.1046/j.1524-4741.2001.007001034.x PMID: 11348413

22.	 Mahouri K, Dehghani Zahedani M, Zare S. Breast cancer risk 
factors in south of Islamic Republic of Iran: a case-control study. 
East Mediterr Health J. 2007;13(6):1265-73. PMID: 18341177

23.	 Naieni KH, Ardalan A, Mahmoodi M, Motevalian A, Yahyapoor 
Y, Yazdizadeh B. Risk factors of breast cancer in north of Iran: a 
case-control in Mazandaran Province. Asian Pac J Cancer Prev. 
2007;8(3):395-8. PMID: 18159976

24.	 Yavari P, Hislop TG, Bajdik C, Sadjadi A, Nouraie M, Babai M, 
et al. Comparison of cancer incidence in Iran and Iranian immi-
grants to British Columbia, Canada. Asian Pac J Cancer Prev. 
2006;7(1):86-90. PMID: 16629522

25.	 Ebrahimi M, Vahdaninia M, Montazeri A. Risk factors for 
breast cancer in Iran: a case-control study. Breast Cancer Res. 

 [
 D

O
I:

 1
0.

21
85

9/
m

ci
-0

10
23

 ]
 

 [
 D

ow
nl

oa
de

d 
fr

om
 m

ai
l.m

ci
jo

ur
na

l.c
om

 o
n 

20
26

-0
7-

02
 ]

 

                               6 / 7

http://dx.doi.org/10.1016/S0960-7404\(02\)00016-6
http://www.ncbi.nlm.nih.gov/pubmed/12020673
http://dx.doi.org/10.3322/canjclin.50.3.156
http://dx.doi.org/10.3322/canjclin.50.3.156
http://www.ncbi.nlm.nih.gov/pubmed/10901739
http://dx.doi.org/10.1093/jnci/86.21.1584
http://dx.doi.org/10.1093/jnci/86.21.1584
http://www.ncbi.nlm.nih.gov/pubmed/7932822
http://dx.doi.org/10.1056/NEJM198501173120303
http://www.ncbi.nlm.nih.gov/pubmed/3965932
http://dx.doi.org/10.1016/0046-8177\(91\)90105-X
http://www.ncbi.nlm.nih.gov/pubmed/1748429
http://www.ncbi.nlm.nih.gov/pubmed/8336193
http://www.ncbi.nlm.nih.gov/pubmed/8336193
http://www.ncbi.nlm.nih.gov/pubmed/4005803
http://dx.doi.org/10.1056/NEJM198911093211902
http://dx.doi.org/10.1056/NEJM198911093211902
http://www.ncbi.nlm.nih.gov/pubmed/8656904
http://dx.doi.org/10.1056/NEJM198911093211902
http://dx.doi.org/10.1056/NEJM198911093211902
http://www.ncbi.nlm.nih.gov/pubmed/2797101
http://www.ncbi.nlm.nih.gov/pubmed/11450210
http://www.ncbi.nlm.nih.gov/pubmed/11450210
http://dx.doi.org/10.1056/NEJM200002243420807
http://dx.doi.org/10.1056/NEJM200002243420807
http://www.ncbi.nlm.nih.gov/pubmed/10684916
http://dx.doi.org/10.1002/cncr.11018
http://www.ncbi.nlm.nih.gov/pubmed/12491486
http://dx.doi.org/10.1016/S0002-9610\(02\)00885-1
http://www.ncbi.nlm.nih.gov/pubmed/12135711
http://dx.doi.org/10.1038/sj.ph.1900623
http://www.ncbi.nlm.nih.gov/pubmed/10800155
http://dx.doi.org/10.1007/s10549-005-9027-5
http://dx.doi.org/10.1007/s10549-005-9027-5
http://www.ncbi.nlm.nih.gov/pubmed/16319995
http://dx.doi.org/10.1007/BF02716549
http://www.ncbi.nlm.nih.gov/pubmed/16185602
http://www.ncbi.nlm.nih.gov/pubmed/16185602
http://dx.doi.org/10.1097/01.cej.0000130014.83901.53
http://dx.doi.org/10.1097/01.cej.0000130014.83901.53
http://www.ncbi.nlm.nih.gov/pubmed/15167217
http://www.ncbi.nlm.nih.gov/pubmed/6759906
http://dx.doi.org/10.1007/BF00666071
http://dx.doi.org/10.1007/BF00666071
http://www.ncbi.nlm.nih.gov/pubmed/7749133
http://dx.doi.org/10.1007/BF01806631
http://dx.doi.org/10.1007/BF01806631
http://www.ncbi.nlm.nih.gov/pubmed/8750527
http://dx.doi.org/10.1046/j.1524-4741.2001.007001034.x
http://dx.doi.org/10.1046/j.1524-4741.2001.007001034.x
http://www.ncbi.nlm.nih.gov/pubmed/11348413
http://www.ncbi.nlm.nih.gov/pubmed/18341177
http://www.ncbi.nlm.nih.gov/pubmed/18159976
http://www.ncbi.nlm.nih.gov/pubmed/16629522
http://dx.doi.org/10.21859/mci-01023
https://mail.mcijournal.com/article-1-23-en.html


Farahmand. et al

19

2002;4(5):R10. DOI: 10.1186/bcr454 PMID: 12223127
26.	 McTiernan A, Kuniyuki A, Yasui Y, Bowen D, Burke W, Culver 

JB, et al. Comparisons of two breast cancer risk estimates in 
women with a family history of breast cancer. Cancer Epidemiol 
Biomarkers Prev. 2001;10(4):333-8. PMID: 11319173

27.	 Mohammadbeigi A, Mohammadsalehi N, Valizadeh R, Mom-
taheni Z, Mokhtari M, Ansari H. Lifetime and 5 years risk of 
breast cancer and attributable risk factor according to Gail mod-
el in Iranian women. J Pharm Bioallied Sci. 2015;7(3):207-11. 
DOI: 10.4103/0975-7406.160020 PMID: 26229355

 [
 D

O
I:

 1
0.

21
85

9/
m

ci
-0

10
23

 ]
 

 [
 D

ow
nl

oa
de

d 
fr

om
 m

ai
l.m

ci
jo

ur
na

l.c
om

 o
n 

20
26

-0
7-

02
 ]

 

Powered by TCPDF (www.tcpdf.org)

                               7 / 7

http://dx.doi.org/10.1186/bcr454
http://www.ncbi.nlm.nih.gov/pubmed/12223127
http://www.ncbi.nlm.nih.gov/pubmed/11319173
http://dx.doi.org/10.4103/0975-7406.160020
http://www.ncbi.nlm.nih.gov/pubmed/26229355
http://dx.doi.org/10.21859/mci-01023
https://mail.mcijournal.com/article-1-23-en.html
http://www.tcpdf.org

