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There is current interest in fish consumption and marine omega-3 (n-
3) fatty acids and breast cancer risk. Some in vitro and animal studies
have suggested an inhibitory effect of marine n-3 fatty acids on breast
cancer growth, but the results from epidemiological studies that have
examined the association between fish consumption and breast cancer
risk in humans are inconsistent. We examined fish consumption and
breast cancer risk in 310,671 women aged between 25 and 70 yr at
recruitment into the European Prospective Investigation Into Cancer
and Nutrition (EPIC). The participants completed a dietary question-
naire between 1992–98 and were followed up for incidence of breast

cancer for a median of 6.4 yr. Hazard ratio for breast cancer by
intake of total and lean and fatty fish were estimated, stratified by
study centre and adjusted for established breast cancer risk factors.
During follow-up, 4,776 invasive incident breast cancers were re-
ported. No significant associations between intake of total fish and
breast cancer risk were observed, hazard ratio (HR) 1.01 (95% confi-
dence interval [CI] 0.99–1.02; p 5 0.28 per 10 g fish/day). When
examining lean and fatty fish separately, we found a positive signifi-
cant association only in the highest quintile for fatty fish (HR 1.13,
95% CI 1.01–1.26), but test for trend was not significant (p 5 0.10).
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No associations with breast cancer risk were observed when the study
participants were subdivided by menopausal status. Although the pe-
riod of follow-up is relatively short, the results provide no evidence
for an association between fish intake and breast cancer risk.
' 2006 Wiley-Liss, Inc.
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Fish consumption provides a valuable nutritional contribution
of protein of high biological value, unsaturated essential fatty
acids, as well as certain vitamins and minerals. According to the
World Health Organization (WHO), there is inconclusive evi-
dence that increased consumption of fish and omega-3 (n-3) fatty
acids from fish is effective in preventing cancer.1 Nevertheless,
there is current interest in potential benefits or risks related to fish
consumption, marine n-3 fatty acids and breast cancer develop-
ment.2–4 In vitro and animal studies have shown inhibitory effects
of marine n-3 fatty acids on breast cancer growth.5,6 Several epi-
demiological studies have examined the association between fish
consumption and breast cancer risk in humans. In a review of 7
cohort studies and 19 case-control studies examining fish con-
sumption, marine n-3 fatty acids and breast cancer risk, Terry
et al.4 reported inconsistent results. Some studies found no associ-
ation, while others found a decreased risk with high consumption
of fish or n-3 fatty acids, and some studies found an inverse associ-
ation only for subgroups defined by menopausal status and estro-
gen receptor status.4 One of the studies in the review, a study by
Holmes et al.,7 found a slightly increased risk of breast cancer
associated with higher dietary marine n-3 fatty acids in a cohort
study with 88,795 women. A more recent study by Gago-Domi-
nguez8 found a significantly reduced risk of breast cancer in those
with a high consumption of fish and marine n-3 fatty acids in The
Singapore Chinese Health Study, a prospective cohort study with
314 breast cancer cases. Similarly, a significant inverse association
between fish intake and breast cancer risk has been observed in
Japanese women (2,385 breast cancer cases, 19,013 in reference
group, with odds ratio (OR) 0.75, 95% confidence interval (CI)
0.57–0.98).9 A limitation in most studies on fish consumption and
breast cancer risk is that they do not distinguish between lean and
fatty fish. Lean fish contains only small amounts of n-3 fatty acids,
since most of the fat is stored in the fish liver. If there is a benefi-
cial effect of n-3 fatty acids it may be that an association is only
apparent for fatty fish consumption. However, Terry et al.10 exam-
ined the association between fatty and lean fish and breast cancer
risk in a large nationwide case-control study in Sweden. They
found only weak, but not significant inverse association with fish
and breast cancer and did not find any clear difference according
to type of fish. There was no association between salmon con-
sumption and breast cancer risk in the Norwegian Women and
Cancer Study.11 Stripp et al.12 found a positive association with
total fish intake and breast cancer risk, but no differences in asso-
ciation according to type of fish or preparation method, and sug-
gested that there might be other factors in fish intake apart from
n-3 fats that might have been responsible for this finding.

The European Prospective Investigation into Cancer and Nutri-
tion (EPIC) study is a large multicentre cohort study on diet, life-
style and other environmental factors and cancer conducted in 23
centres in 10 European countries. Analyses based on 24-hr dietary
recalls (24-HDR) have shown large differences on fish consump-
tion between the countries, with highest intake of fish in the Span-
ish and Norwegian centres for women.13 The difference in the
amount of fish consumed is mainly due to cultural tradition and
availability of fresh fish in the different countries and centres.13

However, the differences within the EPIC countries in fish intake
are not only in the amount of fish consumed but also in the differ-
ent types of fish (lean or fatty), species (cod, salmon, mullet, etc.),
preparation methods (frying, deep frying, poaching, etc.) and how
fish is consumed (with sauce, vegetables, salted, etc.). This hetero-
geneity provides a unique opportunity to examine fish consump-
tion in relation to different diseases.13

In the present study, we examined fish consumption and breast
cancer risk in EPIC, according to the type of fish consumed.

Material and methods

The EPIC study is an ongoing multicentre study designed to
investigate the relationship between diet or dietary habits, nutri-
tion, lifestyle and environmental factors and the incidence of can-
cer of various sites. The total EPIC cohort includes 519,978 partic-
ipants from 23 centres in 10 European countries (Denmark,
France, Germany, Greece, Italy, the Netherlands, Norway, Spain,
Sweden and the United Kingdom), which makes it possible to
compare different rates of cancer occurrence, distribution of life-
style and food habits between regions. Data were collected by
administration of questionnaires about different dietary and life-
style habits at time of enrolment. The age range of the participants
was predominantly from 35–70 yr. The participants were recruited
from the general population living in a specific geographical
region, a town, a province or country. Exceptions were the French
cohort (female members of the health insurance for state school
employees), the Utrecht cohort, Netherlands (women attending
breast cancer screening), the Ragusa cohort, Italy (blood donors
and their spouses) and most of the Oxford cohort, UK (vegetarians
and health-conscious volunteers). Riboli et al.14 have described
the EPIC study and methods in detail.

Study subjects

We describe data from the female participants in the EPIC
cohort, 366,521 women. Excluded from the analyses were women
with prevalent cancer at the time of recruitment and women who
had not completed the dietary or nondietary questionnaires. Data
for individuals in the top and bottom 1% of the ratio of energy
intake to estimated energy requirement (calculated from age, sex
and bodyweight) were excluded from the analyses to reduce the
effect of implausible extreme values. Cases with noninvasive breast
cancer at the time of diagnosis were excluded from the cohort. In
addition, one Swedish centre (Umeå) and one Dutch centre (Bilt-
hoven) were excluded from the analyses because of missing values
for some reproductive adjustment variables. This left 310,671 par-
ticipants for analyses. In the sub-analyses of fatty and lean fish, one
Italian centre (Naples) and both the German centres (Heidelberg
and Potsdam) were excluded because of lack of sufficient detail in
the questionnaire for classifying fish consumption into lean and
fatty fish, leaving 277,834 participants in the analyses.

Diet and lifestyle questionnaires

Dietary data were obtained using different dietary history or
food-frequency questionnaires (FFQ), specific for each country,
designed to capture local dietary habits and provide high compli-
ance.14 To calibrate dietary data collected by different methods, a
single 24-hr computerized dietary recall (24-HDR) was performed
in a random sample (8%) of the EPIC cohort (36,900 individu-
als).15 Since our analysis included only women, data from the 24-
HDR was available for 18,754 individuals. The aim of the calibra-
tion study was to adjust for systematic over- and underreporting of
dietary intakes across countries.

We examined total fish consumption (whole fish, fish products,
crustaceans/molluscs, roe- and roe products) total lean fish con-
sumption (whole lean fish and lean fish products), and total fatty
fish consumption (whole fatty fish and fatty fish products). Lean
fish was classified as fish with less than 4% fat (e.g., cod, haddock
and plaice) and fatty fish as with 4% fat and above (e.g., salmon,
trout, herring and mackerel). Fish products included items coated
in batter, breadcrumbs or pastry, roe and roe-products, preserved
fish and minced fish products.13 We did not distinguish between
whole fish and fish products because only a few centres reported
fish products, and for some of the centres, it was not possible to
separate the fish products from whole fish. Neither did we examine
crustacean/molluscs (8.0% of the total fish consumption in the
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questionnaires and 10.7% in the recall) nor roe- and roe products
(1.8% in questionnaire and 1.5% in recall) separately, since the
consumption of these products were limited. Questions about fish
consumption in the questionnaires varied considerably between
centres and countries, from simple questions on whether partici-
pants ate fish and the frequency and portion size to more detailed
information on type and amount of fish eaten, cooking method and
seasonal variability.

Lifestyle questionnaires included questions about reproductive his-
tory, use of oral contraceptives and hormonal replacement therapy,
education, socio-economic status, occupation, history of previous ill-
ness, physical activity, alcohol consumption and smoking status.

End points

Follow-up was based on population cancer registries in 7 of the
participating countries (Denmark, Italy, the Netherlands, Norway,
Spain, Sweden, and the UK) and on a combination of methods
including health insurance, cancer and pathology registries, and
active follow-up through study subjects and their next-of-kin in 3
countries (France, Germany, and Greece).

The women were followed from enrolment (1992–98) until first
breast cancer diagnosis, death, emigration or end of the follow-up
period. By the end of March 2004, 4,776 invasive breast cancers
had been reported to the International Agency for Research on
Cancer (IARC), Lyon, based on information of complete follow-
up data from December 1999 (Turin) to March 2004 (Potsdam)
(median for follow-up: 6.4 yr). The 10th Revision of the Interna-
tional Statistical Classification of Diseases, Injuries and Causes of
Death was used with breast cancer defined as C50. Only invasive
breast cancer cases were included.

Statistical methods

Hazard ratios (HR) and their 95% CI were estimated using the
Cox proportional regression model. Attained age was used as the
primary time variable in the Cox regression models. Time of fol-
low-up was included as a time-dependent variable in the models
to take into account possible calendar effects.16 The analyses were
stratified by centre to control for effects related to different fol-
low-up procedures and questionnaire design. France was included
as a single centre, as dietary assessment and follow-up procedures
were the same throughout the country, as was the case for Nor-
way. The UK Oxford centre was divided into two, one for the gen-
eral population and one for the health-conscious participants.

In addition, the results were adjusted by including the following
covariates in the models: estimated energy intake (continuous) di-
vided into energy from fat and energy from carbohydrates and pro-
teins, alcohol intake (abstainers, <15 g/day, 15–30 g/day, �30 g/
day), weight (continuous), height (continuous), age at menarche
(�11, 12, 13, 14, �15), age at first and number of full-term preg-
nancies (FTP) (nulliparous, <20 and 1 FTP, 20–29 and 1 FTP, �30
and 1 FTP, <20 and 2–3 FTP, 20–29 and 2–3 FTP, �30 and 2–3
FTP, <20 and >3 FTP, 20–29 and >3 FTP, �30 and >3 FTP, at
least one FTP unknown age or number), current use of hormone
replacement therapy (HRT) (yes/no), current use of oral contracep-
tives (OC) (yes/no), menopausal status (post-/pre-/peri-menopau-
sal), and two variables for interaction between menopausal status
and weight. Subjects with missing values for one or more of the
adjustment variables were excluded from the analyses.

Fish consumption was divided into EPIC-wide quintiles based
on the FFQ. To calculate the p-value for a trend along the con-
sumption categories, an ordinal variable was created by assigning
consecutive integers to values of the categorized variable. Models
with fish consumption as a continuous variable, calculated in
grams per day, were also examined.

To correct for centre-specific bias and regression dilution within
each centre stratum, the 24-HDR values for participants of the cali-
bration study were regressed on their main study dietary question-
naire values, providing regression coefficients for total fish con-
sumption.17,18 Age at recruitment, weight, body mass index and

season in which the FFQ data was collected were included as cova-
riates in the model. In addition centre was included in the calibra-
tion model as a main effect to ensure correction for between-centre
measurement errors. Country-specific interaction terms were in-
cluded to take into account specificity of dietary measurement accu-
racy and range of intake. Estimation of regression coefficients was
weighted for season and day (weekday/weekend) of the 24-HDR
measurements.

The regression intercepts and slopes that were obtained from
the calibration study questionnaire were then applied to the main
study questionnaire to obtain individual predicted values of die-
tary exposure for all participants. Subjects with zero values in the
dietary questionnaires were excluded from the calibration model
in the calculation of predicted values and had an imputed pre-
dicted value of zero. Cox regression models were then conducted
using the predicted values for each individual. An indicator vari-
able (nonconsumer/consumer) was included in the disease model.
The same covariates were included in disease models using cali-
brated values as for the uncalibrated model. All analyses were per-
formed using SAS version 8.02.

Results

In the 1,932,110 person years of follow-up since 1992, 4,776
invasive breast cancers had been reported to the IARC database
by March 2004. Table I shows the numbers of invasive breast can-
cer cases included in this analysis according to country and age
and the incidence rate per 100,000 person years for each age
group. Table II gives more detailed information about the cohort,
according to the adjustment variables used in the analyses. A
slightly higher percentage of abstainers or low alcohol consumers

TABLE I – DESCRIPTION OF THE EPIC COHORT

Country
Age at enrolment

<35
years

35–44
years

45–54
years

55–64
years

651
years

France
Case 111 889 530 79
Incidence rate1 182.7 290.0 333.0 265.2

Italy
Case 0 94 204 156 17
Incidence rate1 0.0 186.4 266.5 290.8 367.1

Spain
Case 2 63 90 67 2
Incidence rate1 112.5 101.5 151.5 175.0 134.2

United Kingdom
Case 11 66 201 152 104
Incidence rate1 17.1 119.3 260.4 306.8 287.8

The Netherlands
Case 138 157 63
Incidence rate1 279.1 296.5 338.2

Greece
Case 1 7 13 12 11
Incidence rate1 21.7 57.8 101.4 86.0 89.9

Germany
Case 1 54 94 142 5
Incidence rate1 143.6 87.0 194.4 290.0 220.4

Sweden
Case 3 125 141 53
Incidence rate1 1061 275.1 351.6 280.9

Denmark
Case 278 438 7
Incidence rate1 348.5 400.3 288.6

Norway
Case 39 147 9
Incidence rate1 121.2 208.2 173.0

All countries
Case 15 437 2179 1804 341
Incidence rate1 20.5 130.4 263.8 315.8 269.6

1Per 100,000 person years.
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is seen in the highest quintile (highest consumption of fish). The
distribution of age at first birth is shifted to younger ages among
those with higher fish consumption. A higher proportion of peri-
menopausal women, not current users of OC, and current users of
HRT were found in the 5th quintile. Mean age for the women in
the 5th quintile was 51 yr.

Table III shows the mean intake of fish consumption within
each EPIC-wide quintile of intake, for the women included in the
calibration study. The means were estimated from both 24-HDR
and FFQ data. We assumed data from the 24-HDR gave a more
accurate estimate of the mean fish consumption than data from the
questionnaires, based on the assumption that the 24-HDR data
provide an unbiased estimate of intake because it corrects for
between centre/country measurement errors. The table indicates
that the questionnaire underestimates in the lowest quintiles and
overestimates in the highest quintiles. This is probably due to the
different level of detail of the questions in the centre/country spe-
cific questionnaires, and also that the FFQ requires respondents to

integrate habitual consumption over quite a long period of time,
thereby yielding a wider distribution of intake compared with the
24-HDR. Mean intake of total fish was �4-fold higher in the upper
quintile than in the lowest quintile based on the 24-HDR data. For
lean fish intake, the difference was more than 2-fold, and for fatty
fish intake, the difference was more than 3-fold. Table III also
shows the mean intake of fish consumption for the different coun-
tries. The means were estimated from questionnaire data only as
means from the 24-HDR recalls have been reported earlier.13

Intake of total fish in relation to breast cancer risk, of total fish
by pre- and postmenopausal women respectively, and of lean and
fatty fish respectively, stratified by centre, are found in Table IV.
The analyses are based on the uncalibrated FFQ data. For total
fish, we found no significant association between fish intake and
breast cancer risk neither among all women nor after stratification
according to menopausal status. When examining lean and fatty
fish separately, we found a significant association in the highest
quintile for fatty fish (HR 1.16, 95% CI 1.05–1.29) when unad-

TABLE II – FISH CONSUMPTION BY EPIC-WIDE QUINTILES AND CHARACTERISTICS OF THE WOMEN

Fish consumption by EPIC wide quintiles

Q1 (N 5 62454) Q2 (N5 61814) Q3 (N 5 62135) Q4 (N 5 62314) Q5 (N5 62134)

Alcohol1

Abstainers 9,431 (18.7) 9,850 (19.5) 9,474 (18.8) 10,287 (20.4) 11,355 (22.5)
0–14.9 g/day 43,522 (20.9) 41,132 (19.8) 41,316 (19.9) 39,917 (19.2) 42,041 (20.2)
15.0–29.9 g/day 6,578 (19.0) 7,310 (21.1) 7,439 (21.5) 7,674 (22.2) 5,608 (16.2)
30.01 g/day 2,923 (16.5) 3,522 (19.9) 3,906 (22.0) 4,256 (24.0) 3,130 (17.6)

Age at menarche1

�11 9,089 (19.6) 9,143 (19.7) 9,639 (20.8) 9,569 (20.6) 8,907 (19.2)
12 13,575 (20.6) 13,647 (20.7) 13,169 (20.0) 12,761 (19.4) 12,720 (19.3)
13 16,100 (20.3) 15,551 (19.6) 15,882 (20.0) 15,752 (19.8) 16,181 (20.4)
14 13,007 (19.6) 13,027 (19.6) 13,322 (20.0) 13,404 (20.2) 13,745 (20.7)
�15 9,921 (20.4) 9,777 (20.1) 9,308 (19.2) 9,821 (20.2) 9,770 (20.1)
Unknown 762 (19.6) 669 (17.2) 815 (21.0) 827 (21.3) 811 (20.9)

Parity (FTP)/ age at 1st birth1

Nulliparous 13,925 (31.3) 8,227 (18.5) 7,858 (17.6) 7,288 (16.4) 7,232 (16.2)
1/<20 515 (22.2) 452 (19.5) 403 (17.4) 445 (19.2) 500 (21.6)
1/20–29 6,199 (21.0) 6,253 (21.2) 5,988 (20.3) 5,833 (19.8) 5,254 (17.8)
1/�30 3,066 (20.7) 3,034 (20.5) 3,147 (21.2) 2,939 (19.8) 2,627 (17.7)
2–3/<20 2,574 (17.3) 2,871 (19.3) 2,717 (18.3) 2,888 (19.5) 3,796 (25.6)
2–3/20–29 25,697 (17.2) 29,780 (19.9) 30,640 (20.5) 31,432 (21.0) 31,862 (21.3)
2–3/�30 3,798 (19.8) 4,017 (20.9) 3,971 (20.7) 3,762 (19.6) 3,631 (18.9)
41/<20 733 (17.7) 762 (18.4) 780 (18.8) 867 (20.9) 1,004 (24.2)
41/20–29 4,100 (19.5) 4,216 (20.0) 4,092 (19.4) 4,290 (20.4) 4,372 (20.7)
41/�30 221 (24.2) 202 (22.1) 166 (18.2) 156 (17.1) 167 (18.3)
Have had FTP, age or number unknown 518 (16.1) 671 (20.9) 822 (25.5) 710 (22.1) 497 (15.4)
Unknown if ever had FTP 1,108 (16.5) 1,329 (19.8) 1,551 (23.1) 1,524 (22.7) 1,192 (17.8)

Use of OC1

Missing 261 (19.1) 283 (20.7) 299 (21.8) 301 (22.0) 225 (16.4)
Not current pill user 5,6081 (19.4) 57,354 (19.8) 57,923 (20.0) 58,399 (20.2) 59,390 (20.5)
Current pill user 6,112 (30.3) 4,177 (20.7) 3,913 (19.4) 3,434 (17.0) 2,519 (12.5)

Menopausal status1

Pre 22,543 (27.3) 17,489 (21.2) 16,192 (19.6) 14,577 (17.7) 11,642 (14.1)
Post 27,192 (18.9) 29,464 (20.5) 29,802 (20.7) 29,846 (20.8) 27,492 (19.1)
Peri 9,368 (14.3) 10,976 (16.8) 12,147 (18.6) 13,802 (21.1) 19,180 (29.3)
Unknown 3,351 (17.7) 3,885 (20.5) 3,994 (21.1) 3,909 (20.6) 3,820 (20.1)

Use of HRT1

Missing 3,205 (25.3) 2,798 (22.1) 2,233 (17.6) 2,058 (16.2) 2,386 (18.8)
Not current HRT user 49,219 (21.4) 46,086 (20.1) 44,969 (19.6) 45,057 (19.6) 44,387 (19.3)
Current HRT user 10,030 (14.7) 12,930 (18.9) 14,933 (21.9) 15,019 (22.0) 15,361 (22.5)

Age at recruitment1

Age <35 7,176 (52.0) 2,026 (14.7) 1,899 (13.8) 1,490 (10.8) 1,219 (8.8)
Age 35–44 1,2621 (21.4) 11,893 (20.1) 10,840 (18.3) 10,975 (18.6) 12,784 (21.6)
Age 45–54 2,1612 (16.4) 25,150 (19.1) 26,417 (20.0) 27,479 (20.9) 31,113 (23.6)
Age 55–64 1,6248 (19.1) 17,910 (21.0) 18,365 (21.6) 18,384 (21.6) 14,276 (16.8)
Age 651 4,797 (23.1) 4,835 (23.3) 4,614 (22.2) 3,806 (18.3) 2,742 (13.2)

Energy2

From proteins and carbohydrates 11.2 (3.3) 11.6 (3.3) 12.2 (3.4) 12.6 (3.5) 12.6 (3.6)
From fat 6.4 (2.3) 7.0 (2.4) 7.2 (2.5) 7.4 (2.5) 7.3 (2.5)

Height2 162.3 (6.9) 161.3 (6.7) 161.6 (6.6) 161.9 (6.6) 163.3 (6.8)
Weight2 65.1 (11.7) 65.6 (11.7) 65.6 (11.7) 66.0 (11.5) 67.2 (11.7)
Age2 49.6 (11.6) 51.8 (9.4) 52.1 (9.2) 52.0 (8.7) 51.0 (8.0)
Years of follow up2 6.4 (1.9) 6.4 (2.0) 6.5 (1.9) 6.4 (2.0) 5.4 (2.2)

1Number of subjects (row percent).–2Mean (SD).
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justed, and HR 1.13 (95% CI 1.01–1.26) after adjustment,
although the test for trend was not significant after adjustment (p
5 0.10). The estimated HR did not change after performing the
analyses without energy adjustment.

The relative risks for breast cancer in relation to total fish consump-
tion in the different countries are shown in Figure 1. Though fish con-
sumption appeared to be associated with a slight increase in breast can-

cer risk in some countries, the data should be interpreted with caution
because of the small number of cases accruing from a short follow-up
time. The country with most cases and longest follow-up, France,
showed neither evidence for a protective effect nor increased risk
between fish consumption and breast cancer (p for trend 0.83).

Figure 2 presents the continuous original (uncalibrated) and the
deattenuated (calibrated) risk estimates for breast cancer and total

TABLE III – MEAN FISH INTAKES WITHIN EACH EPIC-WIDE QUINTILE OF INTAKE1 AND MEAN FISH INTAKE
FOR THE DIFFERENT COUNTRIES2

Foodgroup Mean (g/day)
EPIC-wide quintiles

Q1 Q2 Q3 Q4 Q5

Total fish3

Recall 32.79 13.36 24.77 33.14 41.09 54.05
FFQ 38.37 5.54 17.94 30.50 48.00 96.77

Lean fish4,6

Recall 16.26 11.25 11.18 13.93 20.43 26.26
FFQ 20.09 0.29 6.44 13.64 23.89 61.41

Fatty fish5,6

Recall 11.99 6.02 9.04 11.59 13.40 19.67
FFQ 13.01 0.28 3.72 9.03 15.82 36.21

Total fish3 FFQ
France 37.46 7.58 18.13 30.42 47.87 87.28
Italy 31.29 6.80 18.19 30.48 47.57 85.12
Spain 54.82 5.16 19.12 30.78 48.42 91.85
UK 37.19 1.85 18.72 30.77 47.45 89.46
NL 10.90 4.34 16.65 31.24 42.50 91.47
Greece 22.06 7.25 16.95 29.31 45.25 80.56
Germany 18.47 5.36 18.18 30.02 45.82 101.3
Sweden 39.38 3.87 18.62 30.66 47.89 84.27
Denmark 45.91 7.56 19.21 31.09 48.54 81.70
Norway 92.21 4.66 19.16 31.44 50.67 115.5

1Estimated from 24-hr recall and from food frequency questionnaires (FFQ) for women in the calibra-
tion study.–2Estimated from FFQ only.–3Whole fish, fish products, crustaceans/molluscs, roe- and roe
products.–4Whole lean fish and lean fish products.–5Whole fatty fish and fatty fish products.–6The Italian
centre, Naples and the two German centres are excluded.

TABLE IV – BREAST CANCER RISK IN RELATION TO FISH CONSUMPTION, STRATIFIED BY CENTRE (ANALYSES BASED ON UNCALIBRATED FFQ DATA)

Q1 Q2 Q3 Q4 Q5 p-value
for trend

Total fish consumption
No. cases/
person years6

869/398,328 972/397,270 1,051/403,964 1,023/397,335 861/335,210

HR1 1 1.01 (0.92–1.11) 1.04 (0.94–1.14) 1.03 (0.93–1.14) 1.12 (1.01–1.25) 0.05
HR2 1 0.99 (0.90–1.10) 0.98 (0.89–1.09) 0.98 (0.88–1.09) 1.07 (0.95–1.20) 0.36

Total fish premenopausal women
No. cases/
person years6

162/133,049 155/105,541 191/100,177 158/91,144 120/69,523

HR1 1 0.88 (0.70–1.10) 1.08 (0.87–1.36) 1.02 (0.80–1.29) 1.11 (0.85–1.43) 0.24
HR3 1 0.89 (0.71–1.12) 1.08 (0.86–1.36) 1.03 (0.81–1.31) 1.11 (0.84–1.45) 0.27

Total fish postmenopausal women
No. cases/
person years6

504/179,455 561/189,155 553/193,487 576/195,311 506/158,886

HR1 1 1.05 (0.93–1.19) 0.98 (0.85–1.11) 1.00 (0.87–1.14) 1.16 (1.00–1.33) 0.15
HR4 1 1.03 (0.90–1.17) 0.92 (0.80–1.05) 0.95 (0.82–1.09) 1.10 (0.95–1.28) 0.52

Lean fish consumption5

No. cases/
person years6

885/378,895 1,011/369,550 985/362,733 905/347,799 649/277,837

HR1 1 1.05 (0.96–1.15) 1.07 (0.98–1.18) 1.08 (0.98–1.19) 1.10 (0.99–1.23) 0.06
HR2 1 1.03 (0.93–1.14) 1.04 (0.94–1.15) 1.06 (0.95–1.17) 1.07 (0.95–1.21) 0.20

Fatty fish consumption5

No. cases/
person years6

753/352,824 933/357,634 917/348,858 921/350,699 911/326,799

HR1 1 1.06 (0.96–1.17) 1.07 (0.96–1.18) 1.06 (0.95–1.17) 1.16 (1.05–1.29) 0.01
HR2 1 1.03 (0.93–1.15) 1.03 (0.93–1.15) 1.00 (0.90–1.12) 1.13 (1.01–1.26) 0.10

1Stratified by centre.–2Stratified by centre, adjusted for time of follow-up, energy intake (EI) from fat, EI from carbohydrates and protein,
alcohol intake, height, weight, age at menarche, number of full-term pregnancies (FTP) and age at first FTP, current use of hormone replacement
therapy (HRT), current use of oral contraceptives (OC) and menopausal status.–3Stratified by centre, adjusted for time of follow-up, EI from fat,
EI from carbohydrates and protein, alcohol intake, height, weight, age at menarche, number of FTP and age at first FTP and current use of
OC.–4Stratified by centre, adjusted for time of follow-up, EI from fat, EI from carbohydrates and protein, alcohol intake, height, weight, age at
menarche, number of FTP and age at first FTP, current use of HRT and current use of OC.–5Excluded German centres and the Italian centre
Naples.–6Numbers for analysis only stratified by centre. For adjusted analysis the numbers will be smaller due to exclusion of subjects with
missing values for adjustment variables.
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fish consumption. The uncalibrated b-coefficient for total fish con-
sumption (10 g/day) was 0.0060 (SE 5 0.0056, p 5 0.28). The
calibrated b-coefficient was 0.0127 (SE 5 0.0163, p 5 0.44). This
is equal to HR 1.01, 95% CI 0.99–1.02 and HR 1.01, 95% CI
0.98–1.05 based on uncalibrated and calibrated data respectively.
The standard error and the CI of the deattenuated estimates given
here are in fact too small, since the uncertainty related to measure-

ment error correction has not been taken into account. We could
find a more conservative estimate of the standard error by boot-
strap sampling, but since we found no evidence for a relationship
in the first place that was not relevant here.

Discussion

The present study found no evidence of an inverse association
between total fish consumption and breast cancer risk. When examin-
ing separately lean and fatty fish, there was still no association with
breast cancer risk. Though women in the top quintile of fatty fish did
show a statistically significant positive association with breast cancer
risk, the test for trend was not significant after adjustment. We also
found no associations between fish intake and breast cancer risk in
this study after stratification according to menopausal status.

The lack of association between fish consumption and breast
cancer risk does not concur with the studies of Gago-Dominguez
et al.,8 Key et al.,19 Ambrosone et al.20 and Hirose et al.9 It is,
however, consistent with the pooled analysis of cohort studies by
Missmer et al.21 The advantages of our study are its size: the EPIC
study is as far as we know the largest prospective cohort study
with detailed dietary data, and the wide range in fish intake. The
study includes participants from the Scandinavian countries in the
north of Europe to the Mediterranean countries in the south. It is
therefore reasonable to believe that the results from this study are
more reliable than the results from smaller studies, often only car-
ried out in one region or one country.

FIGURE 1 – Breast cancer risk by
EPIC-wide quintiles of total fish
consumption in each country. Cox
PH model stratified by centre, ad-
justed for time of follow-up, energy
intake from fat, energy intake from
carbohydrates and protein, alcohol
intake, height, weight, age at men-
arche, number of FTP and age at first
full-term pregnancy, current use of
HRT, current use of OC and meno-
pausal status.

FIGURE 2 – Relative risk for breast cancer according to total fish
consumption (g/day). Cox PH model stratified by centre, adjusted for
time of follow-up, energy intake from fat, energy intake from carbohy-
drates and protein, alcohol intake, height, weight, age at menarche,
number of FTP and age at first full-term pregnancy, current use of
HRT, current use of OC and menopausal status.

180 ENGESET ET AL.



In this study, we were not able to examine the effect of omega 6
(n-6)/n-3 ratio in the diet. Nor were we able to examine the con-
sumption of n-3 polyunsaturated fatty acids, since detailed infor-
mation about content in different foods, and information about use
of cod-liver oil or other n-3 supplements is not currently available
for most countries in this study. It is possible that fish consumption
has an impact on breast cancer risk if fatty acid interaction were
taken into account. However, a few epidemiological studies have
examined the association between n-6/n-3 ratio and breast cancer
risk but the results vary. Three studies, examining fatty acids in se-
rum phospholipids or erythrocyte membrane, found no significant
associations,22–24 whereas three other studies, examining long
chain n-3 and n-6 in adipose tissue, showed inverse associations
with breast cancer risk25–27, and one study found that among sub-
jects in the lowest quartile of intake of marine n-3 fatty acids, a
positive association between n-6 fatty acids and breast cancer risk
was observed.8 Likewise, several studies on n-3 fatty acids have
also found no significant association with breast cancer,7,22,24

whereas other25 found an inverse association. Although the results
from the studies examining n-3/n-6 in adipose tissue are more con-
vincing than the other studies, since this is the best measure for
long term fish intake, since they examined long chain n-3 (marine
n-3) and not total n-3, the evidence for an association between
breast cancer and n-6/n-3 ratio, or n-3 intake and breast cancer
risk, remains unclear.

Another limitation of this study is the different level of detail
available from the questionnaires concerning fish in the centres or
countries, which made it difficult to distinguish between different
types of fish and fish products. Separation of fish products from
whole fish might influence our findings if relationships with breast
cancer differed. The same is the case for cooking methods and
how fish is consumed: with sauces, with breadcrumbs, smoked,
salted, etc. Since this information was not available for most of
the countries, we had to confine ourselves to looking at total, lean
and fatty fish only.

Two studies, one case control study from Sweden10 and one
cohort study from Denmark12, have looked at the association with
breast cancer separately with lean and fatty fish. The case control
study found only a weak, nonsignificant, protective association for
fatty fish, but not lean fish. The Danish study, a sub study of the
Danish EPIC cohort, found an increased risk associated with total
fish. This is in accordance with the observations in Figure 1 for
Denmark (p for trend 0.006). Our study found a slightly increased
risk for fatty fish consumption in the 5th quintile, although the test
for trend was not significant. In the Danish study, no associations
were found according to type of fish.

If there is a protective effect of fish consumption on breast can-
cer risk, it may be that this effect is counterbalanced by the nega-
tive effect of contaminants. Among contaminants found in fish are
mercury,28 dioxins and PCB.29 The amount and type of contami-
nants differs according to were the fish is caught, fish species and

methods of preparation. Most of the contaminants accumulate in
the fat; therefore, contaminants are more likely in fatty fish. We
did not take contaminants in fish into consideration when we did
the analysis. However, in addition to the questionnaires and the
24-HDR, the EPIC study has collected blood samples from
385,747 of the 519,978 study participants14 and will therefore
have the opportunity to study the levels of different contaminants
in plasma or serum in future analyses.

A case-control study by Ronco et al.30 found a significant in-
creased breast cancer risk for consumption of fried fish and a sig-
nificant inverse association for fish that was not fried, indicating
that the cooking method may be important. Heterocyclic amines
(HA) and polycyclic aromatic hydrocarbons (PAH) formed during
preparation of the fish at high temperatures may be one of the rea-
sons. Rohrmann et al.,31 studied the different preparation methods
for meat and fish in the 24-HDR in EPIC. They found that high-
temperature cooking methods were more often used in northern
Europe and less often used in the EPIC cohorts of France, northern
Italy, Greece and southern Spain. Incidence rates of breast cancer
are higher in the northern and western countries of Europe than in
the south. Several studies that have focused on high-temperature
cooking methods have shown an increased risk of breast can-
cer.20,32,33 This may be in line with the slightly increased risks we
see in Germany, Norway and Denmark (Fig. 1). EPIC-Spain pub-
lished recently a table with information on food concentration of
some carcinogenic compounds in food.34 This table gives informa-
tion on HA and PAH in fish and makes it, to a certain degree, pos-
sible to take these contaminants into consideration. However, most
of the questionnaires were lacking information on cooking meth-
ods for fish. To give a good estimates of the intake of HA or PAH,
one would have to develop a questionnaire on cooking methods
for fish and degree of browning that could be applied in all EPIC
countries.31 Since we found no association between fish and breast
cancer for any of the countries, there is no reason to believe that
the results would differ substantially by adjusting for these com-
pounds.

There are other additional considerations in fish intake. Fish is
the best dietary source for vitamin D, and is also a good source of
other vitamins (vitamin A and B), minerals (calcium, phosphorus,
iron) and trace elements (selenium, iodine, zinc). All of these
components could be associated with breast cancer risk. It is
hypothesized that vitamin D plays a protective role in reducing
breast cancer risk.35,36 If these components have any beneficial
effect on breast cancer risk, it may be that they are needed in
higher concentrations than are found in fish.

There is no clear evidence for an association between fish con-
sumption and breast cancer risk according to this study. However,
one must be careful to draw any conclusions, since the follow-up
time for this study is rather short. Future studies should also try to
focus on the fatty acid interaction, especially the n-6/n-3 ratio in
the diet, and if possible consider potential contaminants.
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