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Abstract

Introduction. Worldwide, overweight and obesity are epidemics, and there is mounting
evidence that a high body mass index increases the risk of cancer. The risk of developing
colon, kidney, breast, endometrial, and gallbladder cancers is increased by obesity. There
is no quantification of community-wide risk for both general and site-specific cancers.
The dose-response relationship between cancer and body mass index is still not fully
understood.

Purpose. To evaluate the association between body weight and risk of site-specific
cancers.

Materials and methods. The Basrah Oncology and Hematology Center (BOHC) in
southern Iraq conducted a case-control study. Four hundred fifty-four cancer patients
were either inpatients or outpatients, as well as 197 healthy controls. Study participants
were randomized into case or control groups. Complete demographic information (age,
sex, profession, weight, height, smoking status, and medical history) was gathered
through a questionnaire.

Results. Obesity was found to be significantly associated with breast and endometrial
cancer (p<0.0001). Nonetheless, there was no correlation between body mass index
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and cervical cancer (p=0.099). The prostate cancer risk was unaffected by the body mass
index categories (p=0.315). Statistical evidence did not indicate a relationship between
body mass index and acute or chronic myelogenous leukemia (p-values 0.703 and 0.623,
respectively), although there was a skewed risk of chronic lymphoblastic leukemia
(p-value 0.018). There was a strong correlation between obesity and both colorectal
and gastrointestinal stromal tumors (p-value <0.0001), as well as a positive correlation
between stomach cancer (p-value =0.025). A substantial correlation exists between
body mass index and hepatobiliary malignancies (p<0.0001), but not pancreatic cancer
(p=0.135). There is a significant inverse relationship between obesity and lung cancer
(p<0.0001) and bladder cancer (p=0.009).

Conclusion. While obesity is associated with a greater likelihood of endometrial and
breast cancers, it has no such effect on cervical or prostate cancers. Body mass index has a
connection to a higher risk of chronic lymphoblastic leukemia, but there is no association
with myelogenous leukemia. Cancers of the eosophagus, stomach, biliary tract, lungs, and
bladder are highly associated with obesity.

Keywords: BMI, cancer, BOHC, chronic myelogenous leukemia, obesity
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Pesiome

BBegeHume. Bo Bcem Mupe 136bITOUHDBIN BEC 1 OXKUPEHME NPUOBPETAIOT XapaKTep anuae-
muii. NMosanaeTca Bce 60sbLUe JOKa3aTeNbCTB TOro, YTO BbICOKUIN MHAEKC Macchl Tena yBe-
NIMUNBAET PUCK Pa3BUTUA paka. PUCK pa3BuUTUA paKka TONCTON KUMKW, NOYEK, MONOYHOM
Xenesbl, SHAOMETPUSA 1 XeTYHOTOo Ny3blpA yBENNYMBAETCA NPU OXUpeHUn. KonnyectseH-
HadA OLeHKa puCKa BO3HMKHOBEHMA paka B MacluTabax Bcero coobuiecTBa, Kak obuiero,
TaK 1 IoKanbHoO-cneundryeckoro, He NPOBOAMTCA. 3aBUCMOCTb MEXIY PakoM U NHAEK-
COM Macchbl TeNa 10 CMX NOP NOJSIHOCTbIO He N3yYeHa.

Lienb. OueHnTb CBA3b Mexay Maccol Tena U prcKoM pa3BUTUA paka onpeaesieHHON no-
Kanusauuw.

Marepuanbl n metoapl. B LieHTpe oHkonornn u rematonorumn bacpol (BOHC), Ha tore
Wpaka, npoBegeHo uccnefoBaHue «cilydal — KOHTpoOsb». B mccnegoBaHum npuHANM
yuyactme 454 OHKONOrnyeckmx nauueHTa, KOTopble HaxoAWAUCh Ha CTauMOHapHOM WA
ambynaTopHOM neyeHUn, a Takxke 197 300pPOBbIX NUL, KOHTPOMBbHOW Fpynmnbl. YYacTHU-
KW nccnefoBaHvaA 6binn paHAOMMU3UPOBaHbI B TPYNMbl «CiyYaid» U «KOHTPOSIby. [MonHan

508 "Prescription’, 2025, volume 28, N2 4


mailto:mohomumpis@yahoo.com

OpuirvHanbHble NccnefoBaHnA
Original research P23

nemorpaduueckas nHdopmaumsa (Bo3pact, nos, npodeccus, BeC, PocT, CTaTyC KypeHUa u
aHamHe3) 6bl1a cobpaHa C MOMOLLbI0 aHKETUPOBaHUS.

PesynbraTbl. bbino o6HapyXeHO, UTO OXMpPEHME JOCTOBEPHO CBA3AHO C PakoM MOJIOY-
HoW xene3bl 1 3HgomeTpuA (p<0,0001). TeM He MeHee He BbiNo KOpPenAUMnN MeXay UH-
JEeKCOM Macchl Tena 1 pakom wenkn maTtku (p=0,099). Puck paka npeacratenbHOn »e-
ne3bl He 6bln 3aTPOHYT KaTeropuAaMK MHAeEKca macchbl Tena (p=0,315). Ctatuctuyeckne
JaHHble He YKa3ann Ha CBA3b MeXKAY MHOEKCOM MacChl Tena 1 OCTPbIM UM XPOHUYECKM
MUWENOVAHbLIM Nelko3om (p-3HaueHunA 0,703 n 0,623 COOTBETCTBEHHO), XOTA Habntoganca
CMELLEHHBIN PUCK XPOHMUYECKOro numeobnacTHoro nenkosa (p-3HayeHme 0,018). boina
BbIABNEHA CUSIbHAA KOPPEeNALUA MeXay OKUPEHNEM 1 KONIOPeKTalbHbIMU U »KenyAoYHO-
KMLIEYHbIMM CTPOMaNbHbIMU onyxonamu (p-3HauveHne <0,0001), a TakxKke NonoXuTenbHas
Koppenauua c pakom xenyfaka (p-3HayeHuve =0,025). CywecTByeT 3HauMman Koppenaumsa
MeXJy MHAEKCOM MacChl Tefla 1 3/10Ka4yeCcTBEHHbIMU HOBOOOPa30BaHMAMM renatobunm-
apHom cuctembl (p<0,0001), HO He pakom nogxkenygaouHon xenesbl (p=0,135). CywecTsy-
eT 3HaumMmas obpaTHaa CBA3b MeXAY OXMpPeHMeM 1 pakoMm nerkux (p<0,0001) n pakom
MoueBoro ny3bipa (p=0,009).

3akniouyeHne. HecMOTpA Ha TO YTO OXMpPEHMe CBA3AHO C MOBbILWEHHON BEPOATHOCTbIO
Pa3BUTUA pPaKa SHAOMETPMA 1 MOSIOYHON Xene3bl, OHO He OKa3blBaeT NOAOOHOro BNK-
AHMA Ha paK LWeNKN MaTKU UM npepcTatenbHon xenesbl. IHAeKc macchbl Tena cBA3aH ¢
NOBbILLEHHbIM PUCKOM XPOHMYECKOro NMM$O6IaCcTHOrO Neliko3a, HO He CBsi3aH C MUENo-
NAHbBIM NNenKko3oMm. Pak nuweBoaa, »kenyaKa, »enyHblX NyTern, 1erkoro n Mo4eBoro ny3bips
TECHO CBA3aH C OXKMPEHNEM.

KnioueBble cnoBa: VIMT, pak, BOHC, xpoHnyecKknin MMenongHbin Nenkos, oxKupeHme

B INTRODUCTION

Overweight and obesity (BMI 25-29.9 kg/m? or higher) can cause cancer. High BMI
increases esophagus (adenocarcinoma), pancreatic, colorectum, breast, endometrial, and
kidney cancer risk [1-3].

Rising obesity and overweight rates worldwide are health issues. Recent estimates show
that 35% of people worldwide are overweight and 12% obese [4]. Southeast Asians had
the lowest overweight and obesity rates (14% and 3%), while Americans had 62% and 26%.
African, East Mediterranean, and South East Asian women were twice as obese as men [5].

The WHO warns that obesity may increase the risk of non-communicable diseases in
several countries. Eastern Mediterranean research demonstrates alarming child and adult
obesity rates. Approximately 50% of Eastern Mediterranean and North African mortality
is due to NCD [6, 7]. Obesity and cancer risk factor research in Iraq is scant or regional [8].

Basrah, in southern Iraq, has been 31.3% overweight and 23.8% obese over the past
decade [9]. Although cancer causation differs by type, physiological pathways may
link fat to cancer risk. Four main systems may promote obesity-related cancer: insulin,
sex hormones, and adipokines. New ways include long-lasting inflammation, oxidative
stress, hypoxia caused by obesity, the interaction between cancer cells and adipocytes
and migratory adipose stromal cells, genetic vulnerability, and problems with immune
function [10].
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We now know that an excessive BMI can cause cancer. Esophageal, colorectal, renal,
pancreas, gallbladder, postmenopausal breast, endometrial, and ovarian adenocarcinomas
are high BMI-related [11].

B MATERIALS AND METHODS

This study employs retrospective case-control. Basrah oncology and hematology
center (BOHC) accepted both inpatients and outpatients from Basrah City and nearby
governorates who had cancers confirmed by histopathology or immunohistochemistry
in different parts of their bodies.

Also, age- and sex-matched controls were randomly chosen from outpatient clinic
patients at Al-Sader Teaching Hospital and Al-Basrah General Hospital for various non-
neoplastic disorders. All questionnaires included personal, occupational, anthropometric,
and medical components (height, weight, smoking, diabetes history).

The study comprised 521 cancer patients aged 18-85 and 197 controls aged 15-82.
Because of our exclusion criteria, only 454 cancer patients (16 types) were eligible for our
study.

Exclusion criteria: under 1.35 m or 16 kg/m? aggressive cancer or metastases at
diagnosis. Cancerous types with too few cases to be statistically significant can wait three
months for BOHC registration after histological results. Hepatic, renal, or eating disorder
patients Working with radiation, chemicals, or industrial cancer hazards. A close family
member, BOHC patient case document, or self-reported BMI was used to acquire data by
telephone interview if patients were deceased, too ill, or otherwise unavailable.

Upon diagnosis or appointment, cancer patients’ height and weight were recorded
at the Basrah Oncology Centre. After measuring weight and height in light clothing and
without shoes, BMI was calculated as kilograms divided by meters squared.

The WHO BMi classifications are 18.5-24.9 kg/m? (normal weight), 25-29.9 (overweight),
30-34.9 (obese class 1), and >35 (obese classes Il and IlI) [12].

Those with 16-18.5 kg/m? were of normal weight. Few cases and controls had obesity
grades Il and lll, so they were consolidated into obese class I. All analyses utilized a normal
BMI.

Statistical analysis

The International Classification of Diseases for Oncology (ICDOM) [13] classified
454 cancer patients and 197 controls as having 16 different types of cancer. Age, gender
(continuous variables), smoking status (never smokers, former smokers, and current
smokers), and a history of diabetes mellitus (diabetic or not) were all recorded as
covariates. Using the median age of menopause across Iraqi provinces (48) as a cutoff
point, SPSS version 22 was used to analyze the data. Chi-square analysis compared groups
using predetermined criteria. Trend tests were done on BMI categorical variables (normal,
overweight, and obese). All analyses are considered significant if the p-value is less
than 0.05.

B RESULTS

Table 1 displays the age and sex distributions of both the control group and the group
consisting of individuals diagnosed with cancer. The study had a cohort of 454 individuals,
184 males and 270 females, diagnosed with 16 malignancies. The participants had a mean
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Table 1
The age and sex distributions of both the control group and the group consisting of individuals
diagnosed with cancer

Cancer and control Total Men Women Age mean (SD)
Controls 197 77 120 41.9(18.8)
Breast 82 - 82 49.8 (11.5)
Cervix 16 - 16 45.7 (8.9)
Endometrium 16 - 16 51.9(8.5)
Prostate 21 21 - 71.5(6.7)
AML 32 7 25 36.2(14.3)
CLL 24 9 15 68.7 (10)
ML 49 1 38 44.1 (13.9)
Colorectum 28 12 16 50.7 (14.3)
GIST 19 9 10 59.6 (8.3)
Stomach 20 9 1 56.3(12.8)
Hepatobiliary 18 5 13 57.7 (7)
Hodgkin lymphoma 28 20 8 41.1 (14.7)
Non-Hodgkin lymphoma 21 14 7 57.3(17.8)
Lung 38 32 6 57.9(10.6)
Pancreas 20 16 4 66.1(7.9)
Urinary bladder 22 20 2 65.4 (10.5)
All cancer cases 454 185 269 53 (23)

age of 53+23 years. The control group comprises 77 male and 120 female participants,
with a mean age of 41.9+18.8 years (Table 1).

Table 2 presents the average body mass index (BMI) with the specific kind of cancer and
the presence or absence of potential confounding factors such as smoking and diabetes.
People with a body mass index (BMI) above 30 kg/m? were more likely to get cancers of
the endometrium, gastrointestinal stromal tumors (GIST), hepatobiliary system, breast,
and colorectum. The average BMI of patients with stomach cancer (29.9+7.8 kg/m?) was
higher than the mean BMI of the control group (26.7+5.9 kg/m?). The body mass index
(BMI) of patients diagnosed with lung cancer, urinary bladder cancer, pancreatic cancer,
Hodgkin’s and non-Hodgkin's lymphomas, chronic lymphocytic leukemia (CLL), chronic
myeloid leukemia (CML), acute myeloid leukemia (AML), prostate cancer, and cervical
cancer was found to be lower compared to the control group. In contrast, the control
group exhibited a frequency percentage of 22.8% for smoking and 22.3% for diabetes.
The patient population with the highest prevalence of smoking was observed among
individuals diagnosed with lung cancer (81.6%), urinary bladder cancer (63.6%), pancreatic
cancer (60%), and prostate cancer (57.1%). Conversely, the lowest rates of smoking were
found among patients with female-specific tumors. Compared to the control group,
people with pancreatic cancer (65%), hepatobiliary cancer (44.4%), chronic lymphocytic
leukemia (37.5%), gastrointestinal stromal tumors (36.8%), endometrial cancer (37.5%),
cervical cancer (31.2%), and prostate cancer (33.3%) were more likely to have diabetes.

Each type of cancer’s correlation with BMI was studied after being compared to a
control group of similar ages and sexes. Table 3 displays the malignancies affecting the
female reproductive system and the breast. Obesity was linked to an increased risk of
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Table 2
The average body mass index (BMI) with the specific kind of cancer and the presence or absence of
potential confounding factors

Group Smoking Diabetes BMI
Never, % Ever, % Yes, % No, % Mean (SD)
Controls 77.2 228 223 77.7 26.7 (5.9)
Breast 933 3.7 23.2 76.8 32.6 (6.4)
Cervix 87.5 125 31.2 68.8 24.8 (4.8)
Endometrium 93.8 6.2 37.5 62.5 33.9(7)
Prostate 42.9 571 333 66.7 25.2 (6.1)
AML 93.7 6.3 18.8 81.2 25.3(5.5)
CLL 833 16.7 375 62.5 24.4(3.3)
CML 89.8 10.2 184 81.6 25.2 (4.5)
Colorectum 85.7 14.3 14.3 85.7 32.3(5.6)
GIST 84.2 15.8 36.8 63.2 33.7(7.7)
Stomach 70 30 31 69 29.9 (7.8)
Hepatobiliary 66.7 333 444 55.6 33(6.3)
Hodgkin lymphoma 714 28.6 17.9 82.1 24.3 (5.1)
E;m”;:]‘;dn?ak'” 61.9 38.1 95 905 265 (5.7)
Lung 184 81.6 13.2 86.8 23(3.4)
Pancreas 40 60 65 35 23.6 (3.8)
Urinary bladder 36.4 63.6 9.1 90.9 23 (3.6)
Table 3
The malignancies affecting the female reproductive system and the breast in relation to BMI
BMI Category ﬁontrol, Breast cancer, Cervical cancer, Endometrial
(%) N (%) N (%) cancer, N (%)
<16-24.9 kg/m? 47 (39.2) 10(12.2) 10 (62.5) 1(6.3)
25-29.9 kg/m? 45 (37.5) 16 (19.5) 4(25) 4 (25)
>30 kg/m? 28 (23.3) 56 (68.3) 2(12.5) 11 (68.8)
P trend across categories’ <0.0001 0.099 <0.0001

developing both breast and endometrial cancers (p=0.0001), both of which are extremely
deadly. However, a correlation between cervical cancer and body mass index was not
found (p=0.099).

The risk of getting prostate cancer (table 4; p-value 0.315) or myeloid leukemias (table
5; p-values 0.703 for AML and 0.623 for CML) was not linked to having a high BMI. However,
the risk of getting CLL was linked to having a high BMI (p-value 0.018).

There was no statistically significant link between BMI and Hodgkin’s or non-Hodgkin's
lymphoma (p values =0.121 and 0.734, respectively; Table 6).

Table 7 examines the link between obesity and gastrointestinal cancers, finding a
significant positive correlation between the two in the case of colorectal and GIST cancers
(p=0.0001) and a non-significant one between stomach cancer and obesity (p=0.025).
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Table 4
BMI in relation to prostate cancer
BMI Categories Control, N (%) Prostate Cancer, N (%)
<16-24.9 kg/m? 41(53.2) 15(71.4)
25-29.9 kg/m? 20 (26) 2(9.5)
>30 kg/m? 16 (20.8) 4(19)
Table 5
BMl in relation to leukemias
BMI Categories Controls, N (%) AML, N (%) CLL, N (%) CML, N (%)
<16-24.9 kg/m? 88 (44.7) 17 (53.1) 17 (70.8) 25(51)
25-29.9 kg/m? 65 (33) 7 (21.9) 5(20.8) 13 (26.5)
>30 kg/m? 44 (22.3) 8 (25) 2(8.3) 11(22.4)
P trend across categories' 0.703 0.018 0.623
Table 6
BMI and Hodgkin’s or non-Hodgkin’s lymphoma
BMI Categories ﬁo(l‘;::)rol, :c:;gkln lymphoma, x(:;;)l-lodgkln lymphoma,
<16-24.9 kg/m? 88 (44.7) 14 (50) 12 (57.1)
25-29.9 kg/m? 65 (33) 13 (46.4) 3(14.3)
>30 kg/m? 44 (22.3) 1(3.6) 6 (28.6)
P trend across categories' 0.121 0.734

Table 7
Obesity and gastrointestinal cancers

Colorectal cancer, Stomach cancer,

BMI Categories Controls, N (%) GIST, N (%)

N (%) N (%)

<16-24.9 kg/m? 88 (44.7) 4(14.3) 2(10.5) 6(30)
25-29.9 kg/m? 65 (33) 6(21.4) 6(31.6) 4 (20)
=30 kg/m? 44 (22.3) 18 (64.3) 11(57.9) 10 (50)
P trend across categories' <0.0001 <0.0001 0.025

Table 8

BMI and hepatobiliary malignancies
MiCaegories | ntiol  Fepatobilay  ngaance,  PanressN Ui oo
<16-24.9 kg/m? 88 (44.7) 1(5.6) 27 (71.1) 13 (65) 16 (72.7)
25-29.9 kg/m? 65 (33) 6(33.3) 11 (28.9) 4(20) 5(22.7)
>30 kg/m? 44 (22.3) 11(61.1) 0(0) 3(15) 1(4.5)
P trend across categories' <0.0001 <0.0001 0.135 0.009

Table 8 shows a high link between BMI and hepatobiliary malignancies, with obesity
strongly associated (p<0.0001), but pancreatic cancer was not associated (p=0.135).
Conversely, obesity was significantly inversely related to lung cancer (p<0.0001) and
bladder cancer (p=0.009).
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B DISCUSSION

Breast cancer and BMI

Basrah had an incidence rate of 22.94 per 100,000 women, making breast cancer
the most common malignancy in females worldwide [14, 15]. The current study found
strong evidence linking obesity and breast cancer, although the correlation held for both
premenopausal and postmenopausal women.

Two meta-analyses (mixed case-controland cohort studies) found positive relationships
between the waist-to-hip ratio and the risk of premenopausal breast cancer [16-18]. It is
known that a higher body mass index (BMI) increases the risk of postmenopausal breast
cancer [3, 16]. Body mass index is not the only anthropometric measure of obesity; waist-
to-hip ratio and waist circumference may be more accurate predictors of cancer risk [19].
Possible confounding factors include HRT usage [20] and mammographic density [21].
This study may not have had as much research power for the link between BMI and breast
cancer after menopause because it did not look at other valid body size variables, such as
waist-to-hip ratio (WHR) and waist circumference. Since 23.2% of breast cancer patients
have diabetes, it is important to investigate how insulin and metformin affect body weight
and cancer incidence [22, 23].

Endometrial cancer and BMI

The present study investigates the relationship between obesity and endometrial
carcinoma. The findings suggest a strong association between these two factors, which
can be attributed to the significantinfluence of circulating estrogens on the development
of endometrial cancer. These results align with previous research conducted in this field
[3]. There is a link between obesity and endometrial cancer, particularly for estrogen-
driven endometrial malignancies [24]. Because aromatase is active, androgenic
precursors are quickly changed into estradiol in adipose tissues. This makes more
endometrial cells divide. This process also hinders apoptosis and encourages the local
production of IGF-1 [25].

Cervical cancer and BMI

When this study looked at the link between body weight and cervical cancer, it
found inconsistent data [26, 27], data that showed a link between obesity and the risk of
getting cervical cancer [28, 29], and data that showed no such link [30]. Possible causes of
inconsistency include:
®  studies’varying methods of classifying body weight;
m  researchers'failure to account for all possible confounders;
® 3 lack of studies (particularly prospective cohorts).

Prostate cancer and BMI

Few risk factors for prostate cancer exist, but IGF1 is modestly linked [31]. Obesity
protects against localized prostate cancer but is related to aggressive variants [32]. Despite
obesity being a key risk factor for type 2 diabetes, men with it had reduced prostate
cancer risk [33]. Like other conflicting research, this study found no connection between
prostatic carcinoma and BMI [34, 35]. Careful examination of prostate cancer clinical kinds,
diabetes, and race/ethnicity [36] may alter outcomes.
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BMI and gastrointestinal system cancer

Obesity is connected with colon cancer more than rectal cancer [37, 38], according to
various research studies [3]. According to a meta-analysis, bariatric surgery reduced colon
cancer risk by 27% [39]. Our data analysis showed a substantial connection with obesity,
although putting colon and rectal cancer patients into one anatomical region may impact
the results. Gastrointestinal stromal tumor GIST is a digestive mesenchymal neoplasm.
Smooth muscle pacemaker interstitial cells of Cajal or related cells cause GISTs. These
tumors can be anywhere from the esophagus to the anus, although 60% are stomach-
based [40]. The obesity risk for GIST is rarely studied, save for one recent study [41]. This
connection may explain the greater GIST diagnostic rate during sleeve gastrectomy [42].
GIST's connection with obesity in our study is intriguing and warrants additional study.
BMI and stomach cancer This study demonstrated substantial evidence linking stomach
cancer and obesity, similar to Yang et al's meta-analysis [43]. Other studies find that obesity
does not increase gastric tumor risk, whereas gastric cardia may [44]. Potential variables
include Helicobacter pylori illness, alcohol use, and nutrition.

In recent years, the World Cancer Research Foundation (WCRF) has uncovered
compelling evidence linking liver cancer to obesity [45-47]. Alcohol, chemicals, and viral
hepatitis can cause damage to the liver. However, metabolic syndrome and persistent local
inflammation cause changes in the fatty liver [48], which are not factors that threw this
study off track. In this study, 44.4% of hepatobiliary cancer patients had diabetes, which
may increase their liver cancer risk. Obesity is a risk factor for gallstones, which induce
chronic inflammation and cancer [49]. Due to the few liver and gallbladder cancer cases,
we combined them into one group with a statistically significant obesity connection.

BMI and lung cancer

This investigation shows a clear inverse relationship between obesity and lung cancer.
Lung cancer risk was highest in low-BMI people. Many studies show that being overweight
may help prevent lung cancer. Some studies found a link with certain types of lung cancer
tissue [50-52], and others found a link between being overweight and getting lung cancer
[53, 54]. Failure to adjust data for smoking intensity, duration, and smoking-related lung
ilinesses causing preclinical weight loss may explain outcome differences.

BMI and pancreatic cancer

BMI has been linked to pancreatic cancer risk in men and women [3, 55, 56], but this
investigation found no connection. This study includes 60% of current or former smokers,
which is a risk factor for pancreatic cancer [57, 58]. Failure to control for this potential
confounder may impact the results. DM may cause or precede pancreatic cancer [59, 60].
Pancreatic cancer is often identified in advanced stages with severe weight loss; hence,
follow-up studies are indicated to eliminate prediagnostic weight loss. Our findings are
supported by a multicenter Italian investigation [61].

Bladder cancer and BMI

This study found an inverse connection between bladder cancer and BMI, suggesting
fat protects against it. Adiposity and bladder cancer epidemiologic investigations found
no statistically significant connection with body weight [2, 3, 62]. Obesity increases bladder
cancer risk in a meta-analysis of cohort studies [63]. Smoking, occupational carcinogen
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exposure, schistosomiasis, arsenic-tainted tap water, medications, and family history are
risk factors [62]. 14/22 (63.6%) bladder cancer The majority of this study’s patients are
elderly and current or ex-smokers, which may impact results because of accidental weight
loss [64].

Hematological malignancies

In Sweden, comprehensive cohort research was undertaken, encompassing 336,381
individuals. The mean age of the cohort was 34.3 years, ranging from 14 to 82 years. It is
important to note that the study did not investigate the occurrence of chronic lymphocytic
leukemia. The study found no significant correlation between BMI and the risk of the
specific leukemia subtypes examined [65]. Additionally, epidemiological evidence
indicates that increased adipose tissue may contribute to developing hematologic
malignancies, such as non-Hodgkin’s lymphoma [66] and acute myeloid leukemia (AML).
Multiple studies have identified a statistically significant positive correlation between
obesity and the occurrence of lymphoma [2, 67], as well as its associated mortality [27].

Conversely, several additional studies have reported no discernible link between
body mass index (BMI) and non-Hodgkin lymphoma [68-70]. The current study found
no significant link between body size, lymphoma subtypes, or leukemia. However, a
statistically significant link existed between a higher BMI and a lower risk of CLL. This
finding is consistent with a previous study conducted among the Scandinavian population
[71]. Some types of lymphoma were not included in this study, like follicular lymphoma
and diffuse large B-cell lymphoma, which comprise more than 30% of all non-Hodgkin
lymphoma cases. The absence of these subtypes in our observations may contribute to
variations in the association between obesity and lymphoma across different studies [72].
Several investigations have documented a positive correlation between leukemia and
obesity. However, it is important to note that these studies had limitations due to the
small sample size of cancer cases (less than 75) and the relatively short follow-up period
[73, 74]. The potential omission of examining several leukemia and lymphoma subtypes
could significantly impact the outcomes.

B CONCLUSION

Obesity is linked to various cancers, including breast, endometrial, colorectal, and
stomach cancers. However, it does not show a significant association with cervical, AML,
CML, or other cancers. Weight loss does not seem to reduce cancer risk, but various
therapeutic approaches have shown efficacy.
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