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ABSTRACT

About 1-2% of breast cancers occur during pregnancy and lactation, and 7% of
fertile women have one or more pregnancies after mastectomy for breast cancers.
The high physiological activity of the breast in pregnancy causes the breast to be
engorged. There is increased vascularity and lymphatic drainage from the pregnant
breast assisting the spread of metastatic process to the regional lymph nodes. The
clinical features of cancers of the breast in pregnancy are the same as in the non-
pregnant patient. Pregnhant patients tend to have a higher incidence of positive
lymph nodes, however. Early diagnoses is made possible with awareness of this
condition during pregnancy, routine self examination, adequate history, meticulous
examination with liberal use of fine needle aspiration biopsy and when necessary
open biopsy under local anaesthesia. As in non-preghant patients all modalities of
treatments are intelligently employed in the treatment of breast cancer in
pregnancy. Radical mastectomy is well tolerated during pregnancy, and the results
of treatment auring pregnancy are the same, stage for stage as in the non-pregnant
woman. The reported overall survival rate for breast cancer in pregnancy is poor,
reflecting the more advanced stage of the disease at diagnosis. An approach to the
management of breast cancer in pregnancy is presented by a case illustration and a
review of literature.
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breast cancers and 70% of these

subsequent  pregnancies can be
expected within the first five years.}7

Introduction

About 1-2% of breast cancers occur

during pregnancy and lactation. Seven
percent of fertile women have one or
more pregnancies after mastectomy for

Diagnosis is often delayed because of
physiological changes masking the true
nature of the lesion. This results in a
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tendency for both patient and physician
to misinterpret the findings and to
procrastinate in deciding on biopsy.% 9
The reported overall suivival rate for
breast cancer in pregnaicy is poeor,
reflecting the more advanced stage of
disease at diagnosis.”. 8:10-16

Breast cancer is the commonest
cancer that occurs with pregnancy and
lactation. Twelve percent of patients
seen in an Ibadan series were either
pregnant or lactating.!”  As this cancer
is relatively comimnon in pregnaincy,
physicians need to be conversant with
the treatment of this condition that puts
two lives at risks of treatipent. What is
the best managerment approach to
breast cancers in pregnancy? What
should physicians advice the patient
who has had mastectomy for breast
cancer regarding future pregnancies?
Should pregnancy be avoided, should it
be terminated if it occurs? This paper
reviews the principles of management of
cancers of the breast in pregnancy.

Case lllustration

A 35-year-old woman presented with
one-month history of a left breast amp.
The lump appeared at about the third
month of the first pregnancy in a 9-yeay
old marriage and was yapidly
progressive and painless. There was no
spontaneous nipple discharge and no
history of trauma. There was no history
of breast cancer in the family. She had
never used hormonal contraceptives.
Physical examinationn showed a
well-preserved woman, no pallor and
afebrile. Chest examination was noimal.
The left breast was significantly larger
than the right and had a wmass
measuring 8cm x 5cm located in the

upper outerr quadrant. The mass was
firin, wmobile and non-tender. No
expression nipple discharge. There were
enlarged matted non-tender apical
gioup of axillary lymph nodes. The
supraclavicular lymph nodes were not
palpably eiilarged and the there was no

oedema  of the arm. Abdominal
examination revealed an 18 -week
gestation and normal foetal heart

sounds. The liver and spleen were not

enlarged. No palpable supraclavicular
lyinph  node enlargement. No arm
Iymph  oedema. Haemogram was
l4g/di. Urea, electrolyte and liver

function tests were within physiological
vanges.  Chest radiograph was normal.
Abdominopelvic pelvic ultrasonography
defined a viable foetus of 18 weeks of
gesiational age. The liver and other
intraperitoneal organs were normal.
Fine needle aspiration cytology showed
malignant cells. Skeletal survey was not
done. A diagnosis of advanced left breast

cancer (Manchester stage 3) in the
second trimester of pregnancy was
made. An informed consent was

obtained and she had Patey’s modified
radical mastectomy at the 20 weeks
gestatioin. No form of adjuvant therapy
was added. Histology of the mastectomy
specimien showed a well-differentiated
invasive intraductal carcinoma. The
Patient was followed up clinically and
with  serial urea, electrolyte, liver
function tests, haemogram and ultra-
sound. She delivered a live fermale baby
weighing 2.8 kilogram’s at 36 weeks
gestation by spontanecus vaginal route.
Chemotherapy was started immediately
after delivery and the baby was put on
artificial  milk. The patient has
remained well at one year of follow up.
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Discussion

Breast .cancer in pregnancy is not a
common problem because breast cancer
is uncommon in women younger than
15 years of age.1-5 8, 16-19  Of all patients
with breast cancers, only 1% - 2% are
pregnant at the time of diagnosis.1-3 18,21
23 This figure is relatively higher in
Nigerial7 (12%). This may be accounted
for by -the recent tendencies to defer
childbearing until later in life with more
gravid women attaining age-ranges
during which breast cancer is common.
The high physiological activity of the
breast causes the breast to be engorged,
obscuring early detection of breast
humps.3 5 79 The increased vascularity
and lymphatic drainage from the
pregnant breast assists the metastatic
process to regional lymph nodes. These
tend to aid rapid growing of breast
cancers. At the time of diagnosis,
therefore, about 60% - 70% of cases
have already developed palpable lymph
nodes in the axilla.}The majority of
breast cancers in pregnancy, therefore
present to the physician at a late stage.
The advanced stage of the presentation
of the disease in the pregnant patient
has been attributed to multiple factors
related to the above pathophysiological
changes

The clinical features of cancers of
the breast in pregnancy are the same as
in the non-pregnant patient. Pregnant
patients tend to have a higher incidence
of positive regional lymph nodes. With
positive nodes, the prognosis is poor
and in all likely-hood the neoplasm has
metastasised at the time of the initiation
of therapy.? 57 Early diagnoses is made
possible by increased awareness,
routine self examination, adeguate
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history, meticulous examination with
liberal use of fine needle aspiration
biopsy and, when necessary open biopsy
under local anaesthesia.

As in non-pregnant patients all
modalities of treatments are intelligently
employed in the treatments of breast
cancer in pregnancy.*’ Pregnancy and
lactation are not contradictions to
mastectomy. Treatment should be
based on the stage of the disease as in
the non- pregnant patient. Radical
mastectomy is well tolerated during
pregnancy, and the results of treatment
during pregnancy are the same, stage
for stage as they are in the non-
pregnant woman. The timing of surgery
for cancer of the breast diagnosed late in
pregnancy is however, a source of
debate. Generally the emphasis of
treatment is for the welfare of the baby
in the third trimester of pregnancy. A
little wait to allow the foetus to mature
or for preterm delivery has not been
found to worsen the overall prognosis.?
Some reports suggest that patients
treated postpartum at this stage of
pregnancy may survive longer than
those treated in the second and third
trimesters. This suggests that
postponement of therapy for patients
near term may be of benefit. 18 20 Some

clinicians feel that localised breast
cancer i the first trimester of
pregnancy is a valid indication to
recomimnend abortior. Therapeutic

abortion has not been found to increase
survival and the presence of a foetus
does not compromise proper therapy in
early stages. Similarly, therapy for
localised disease in later pregnancy can
be carried out when the diagnosis is
made without pregnancy termination.® 7
10,21 Some however believe that in adv-
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anced  breast cancer, therapeutic
abortion is usually necessity to achieve
effective palliation as surgical castration
i3 believed to be the appropriate first
step in the management of
premenopausal worien with
disseminated disease. Castration would
be useless, unless accompanied by
therapeutic abortion to remove the
placental source of hormones. 7 When
pregnancy enters the third trimester the
Adecision for pre-term delivery depends
heavily on the patient’s wishes and, the
urgency for pailiation. A short wait until
& viable foetus can be obtained wmight
not be accompanied by significant
progress of the neoplasm. Reports by
Peters and Rosemond illustrate that
termination of pregnancy has no effect
o palients’ survival, 12 In addition
tliere  have been no reports of
:tases to the foetus as in patients
melanomas, lymphosarcoma and
woukacmia,’ Ariel and others
demonstrated that abortion does not
improve survival rate in cancer of
breast. Indeed patients who Thad
abortions did worse than those who did
not. Therapeutic abortion is not
currently believed to be an essential
component of effective treatment of early
digsease despite the theoretical
tage of removing the source of
ive pestrogen production, s 8, 12,21
Most cases of breast cancers in
rregnancy  present  late, The wusual
1 went plan for these lesions coming
o wreatment at a  late stage s
administration of chemotherapy or
radiotherapy followed in six weecks by
mastectomy. All antineoplastic drugs
asre  theoretically  teratogenic  and
mitogenic. The use of cytotoxic drugs
in  pregnancy raises moral and
philosophic questions. Their use can

resuit in  abortion, foetal death,
malformations and growth retardation.3
7. 10 These possible dangers must be
weighed against the possible detrimental
effect to the mother of withholding
treatment. There are wusually three
stages of embryogenesis. In the first two
weeks the blastocysts are relatively
registant to teratogens. Large insults
are required to kill the blastocyst. A
surviving blastocyst will not manifest
any organ changes. The sccond stage is
stage of organogenesis starting from the
third week of gestation to the eighth
week. This is the most critical stage in
which the foetus is highly susceptible to
teratogens. The last stage is the
stage of organ development and growth;
the foetus and the different organs
increase in gize.5 7 However, the brain
and gonads continue to grow beyond the
second stage. HExposure to teratogenic
agents beyond the third stage can affect
general foetal growth but will not
produce organ specific morphological
malformations. Drug responses vary
among  individuals  because  of
differences in  absorption, protein
binding, excretion rate, as well as
differences in placental transfer and
foetal metabolism of the teratogens.
Small intermittent doses of feratogens
administered over a period of time may
enable a system to safely metabolise the
teratogens and prevent malformation.
Unguestionably, the first trimaester of
pregnancy is when the foetus is most
vulnerable to cancer chemotherapeutic
agents.” 10 Chemtherapeutic agents,
especially the anti folates should not be
given to the pregnant woman in the first
trimester except if there is life-
threatening disease that can be helped
by the drug. For very advanced disease
chemotherapy has been used after the
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first trimester. Cancer chemotherapeutic
agents should be considered teratogenic
and should be avoided in the first
trimester of pregnancy if at all possible.

Any radiation therapy fto the
abdomen should, as much as possibie
be postponed until after delivery.
Evidence suggests that even an
exposure of 3 te 5 ¢Gy can result in an
increase in benign or malignant
tumours in the child after birth.
Radiation doses in excess of 200cGy
during the first twenty wecks of
gestation will vesult in congenital
malformations in the majority of foetus
exposed. 7 Soine surgeon recomimeid
artificial feeding of the infant ostensibly
to avoid vascular enrichment in the
opposite breast which may also contain
a neoplasm.”

What should physicisns advice
the patient who has had mastectomy for
breast cancey regarding future
pregnancies? Should preguancy be
avoided or terminated if it occur The
recommendations should be influenced
by two key considerations. Whether
pregnancy promotes recurrence  of
cancer and the opportunity of having
been cured. Most metastases appear
within. a 3-year period before incurring
pregnancy. Older literatures favoured
abortion for a patient who conceived
post mastectomy for cancer. Some
recommended abortion as soon as a
patient who had treatment for breast
cancer becomes pregnant.l 12 Recent
reports however show that pregnancy
need not be avoided or terminated
among those patients who arve
apparently free of recurrence or residual
cancer after undergoing {reatment for
carcinoma of the breast. No
detrimental effect of subsequent
pregnancy could be demonstrated even
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among patients with positive axillary
nodes.2t  Some recovded improved
prognosis for patients who become
pregnant after ireatment for breast
cancer. The decision o become
pregnant and the medical management
of the pregnancy are best determined
however by the stage of the cancer and
how the malignant potential affects the
prognosis, Careful consultation shouid
be sought with all support personnel,
which should include the husband,
gpiritual leaders, psychologist and all
other necessary personnel who are
important for the sake of the patient’s
survival and support of the child.

The prognosgis depends on the
stage of the cancer, histological type, the
age of pregnancy and the ftype of
reatment given, The best prognosis is
with those early cancers in the frst half
of pregnancy, 5 7 811 Survival is lower
for cases diagnosed late in pregnancy
compaved (o those diagnosed in the first
trimester, Prognosis seems 0 be
determined furither by the nodal status
and stage at the timne of diagnosis. Tt is
sadd that if the lesion is detected early,
present less than three months, swmaller
lesion than Z2cm, histology is non-
anaplastic and no positive nodes; the
chance of survival in this cases for the
pregnant or non-pregnant patient is the
samne. If on the other hand there s
involvement of the subareolar region,
diffuse inflammatory CArCinoma,
oedema, or ulceration of the skin,
fixation of the tumour to the breast wall,
or involvement of the high axillary,
supraclavicilar, or internal mammary
nodes, the prognoesis is poor for both the
pregnant and the non- preganantl-d 19,18
23

We present this patient because
of the rare nature of cancer of the breast
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in pregnancy, the technicalities of the
management and the possible results of
the treatment. This patient was
carrying a prized baby being the first
pregnancy in 9 years after marriage in
an elderly primip. Our old primip
patient had stage 3 (Manchester staging)
in the second trimester of a precious
pregnancy. Her aspiration was for her
doctors to do what they thought was
suitable for her. In this circumstance
we required sound judgement in the
overall management. The main factors
to be considered whilst treating a
pregnant woman with breast cancer
include: stage of the disease, histological
type, number of living children, age of
pregnancy, patient’s wishes and
physician judgement.

In summary breast cancer in
pregnancy is relatively uncommon,
Careful serial examination is still the
cornerstone of detection and is even
more important in pregnancy when the
physiological alterations in breast tissue
make evaluation difficult. A baseline
breast examination at the time of the
first obstetrical visit is critical.
Evidences indicate that pregnancy does
not augment the rate of growth or
distant spreads of breast cancer and
that abortion for women with breast
cancer does not improve the prognosis.
It has been established that once the
diagnosis is made, stage for stage, the
pregnant patient does as well as the
non- pregnant patient. Prognosis is as
good for females who become pregnant
after mastectomy as for those who do
not become pregnant. A
multidisciplinary approach should be
adopted in planning treatment. At all
stages there should be a close
collaboration among the patient, her
husband and therapist. Options of

treatments should be explained in
detail. Particular consideration must be
given to the desire of the patient to have
the child and to her religious values,
especially when discussing termination
of pregnancy.
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