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Breast cancer is the most common malignancy in women, and its incidence increases with age, with the majority of patients diagnosed after
menopause. However, in 15–25% of cases, patients are premenopausal at the time of diagnosis, and about 7% of them are below the age
of 40. Therefore, a considerable amount of young women are diagnosed with breast cancer during their reproductive life. Within this group,
most cancer cases require cytotoxic chemotherapy and/or hormone therapy, which are responsible for a decrease in the patients’ reproductive function, along with their age. The efficacy of such treatments, among other factors, has led to a high five-year-survival rate, which results
in an increasing number of young women who survive breast cancer before having fulfilled their reproductive wishes, especially considering
the current trend to delay pregnancy until the late 30s or early 40s in developed countries. The combination of these factors justifies the
importance of fertility preservation and reproductive counselling at the time of breast cancer diagnosis in young women.
A wide range of fertility preservation techniques has been developed, such as ovarian suppression, oocyte and embryo cryopreservation,
immature oocyte retrieval and in vitro maturation, and ovarian tissue cryopreservation.
Early counselling and referral of these patients to fertility specialists are fundamental factors in order to maximise their chances of
pregnancy. This review aims to update the knowledge about the influence of breast cancer in fertility, the influence of pregnancy and
fertility preservation techniques in breast cancer patients and assessment of ovarian reserve for a better treatment choice. A special
section dedicated to BRCA-mutation carriers has been included because of their specific features.
A comprehensive literature search has been conducted, including publications from the last five years.
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Fertility preservation and breast cancer: a review
Introduction
Breast cancer is the most common malignancy in women and a considerable amount of cases are detected during their reproductive life.
The implications of breast cancer in young women (disease aggressiveness with need for systemic therapy in most cases, high five-year
survival rate) and current trends in family planning in developed countries (deliberate delay of pregnancy until the late 30s or early 40s)
make fertility preservation a necessary issue to attend to at the time of diagnosis. Recent improvements and growing research in fertility
preservation techniques have made a number of possibilities available for these women. Unfortunately, both patients and health care
providers often forget to attend to this issue after diagnosis, where an early referral to a fertility specialist is fundamental in order to achieve
the best results.

Material and methods

Review

This review aims to update the knowledge about the various aspects of breast cancer and fertility preservation. In order to do so, a PubMed
database search was conducted, using the terms ‘BREAST, CANCER, FERTILITY, SPARING, PRESERVATION’. To ensure that only the
latest evidence was included, papers published before 2011 were not considered. Since a considerable amount of those publications are
literature reviews, many of the references corresponded to older articles.

Conclusions
Early diagnostic methods, targeted therapies, and prolonged survival rates have made fertility preservation a major issue when treating
young breast cancer patients. However, this department is often considered secondary, when early referral and treatment design are
crucial to its success. Not only could most young women diagnosed with breast cancer benefit from a wide variety of fertility preservation
techniques such as ovarian suppression, oocyte and embryo cryopreservation, immature oocyte retrieval and in vitro maturation, and
ovarian tissue cryopreservation, but they could resort to these treatments without compromising the efficacy of their anticancer therapy.
Individual characteristics should be taken into account, especially the molecular subtype of breast tumour, which determines the need for
gonadotoxic therapy, and the ovarian reserve at the time of diagnosis. Finally, BRCA mutation carriers, either healthy or already diagnosed
with breast cancer, are also capable of achieving pregnancy despite their added difficulties—mainly a higher tumour aggressiveness and
a lower ovarian reserve.

Breast cancer incidence in premenopausal women
Data on breast cancer incidence according to age
Breast cancer is the most common malignancy in women and its incidence increases with age, with the majority of patients diagnosed after
menopause [1]. However, in 15–25% of cases, patients are premenopausal at the time of diagnosis [2], and about 7% of them are below
the age of 40 (www.seer.cancer.gov.2008) [3].

Breast cancer survival in young patients
Despite being considered as a different entity, with a poorer prognosis than postmenopausal breast cancer [4–8], five-year survival for
breast cancer patients younger than 40 years of age in the United States has increased from 75.2% in the 1970s to the current 86.9% [9].
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Systemic breast cancer therapy
Part of that high survival rate is because of the efficacy of current breast cancer treatment. A cytotoxic chemotherapy regimen is virtually
mandatory for all patients presenting with histological grade 3 tumours, high Ki-67, low hormone receptor status, HER-2 positivity or triplenegative status, high 21-gene recurrence score (RS), high-risk 70-gene signature, and the involvement of more than three lymph nodes
[10]. Since about two-thirds diagnosed below the age of 40 present with stage II breast cancer or higher [11], it can be safely stated that
a considerable number of these patients will undergo cytotoxic chemotherapy, which is at the least partly responsible for the low live birth
rate after diagnosis. Moreover, it has been demonstrated that young patients benefit further from chemotherapy compared to older patients
[12].
In addition to chemotherapy, about two-thirds of patients under 40 generally present with a hormone receptor positive tumour and will
therefore receive a ten-year treatment regimen with tamoxifen with or without a GnRH agonist.

Current trends in family planning

There is some controversy about the amount of breast cancer patients who pursue a pregnancy after diagnosis and about the reasons for
their choices. Survey data [14] suggest that approximately half of women who survive breast cancer wish or try to become pregnant, but the
fact is only about 10% of women who develop invasive breast cancer before 40 years of age have children after diagnosis [15–17], even
though observational studies in women who became pregnant after diagnosis have not shown a higher risk of relapse or death [18–20].
Personal fears and also lack of appropriate and rapid fertility counselling probably contribute to the low pregnancy rate in these patients.
In fact, an American survey reported that only around 50% of cancer survivors recalled having being counselled by their doctors on how
cancer treatment would impact their fertility [21, 22].

Summary
− There is a considerable number of young women who are diagnosed with breast cancer during their reproductive life.
− Within this group, most cancer cases require cytotoxic chemotherapy and/or hormone therapy, which are responsible for a decrease
in these patients’ reproductive function, along with their age.
− The efficacy of those treatments, among other factors, has led to a high five-year-survival rate, which results in an increasing number
of young women who survive breast cancer before having fulfilled their reproductive wishes, especially considering the current trend
to delay pregnancy until the late 30s or early 40s in developed countries.
− The combination of these factors justifies the importance of fertility preservation and reproductive counselling at the time of breast
cancer diagnosis in young women.

Fertility after breast cancer treatment
Fertility can be impaired in breast cancer patients for various reasons, mainly age at diagnosis, use of gonadotoxic chemotherapy, and
duration of endocrine treatment, with the subsequent need to delay pregnancy.

Age at Diagnosis
Healthy women undergo a progressive decrease in oocyte population from fetal life to menopause [23], and they are considered to be
sterile about five to ten years before their last menstrual period [24]. By the age of 37 years, more than 95% of the oocytes present at
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Women in developed countries show a rising trend to delay pregnancy until the late 30s and early 40s (almost 25% of first live births in the
United States occur between the ages of 30 and 40) which results in many breast cancer patients who have not fulfilled–or even thought
about– their reproductive wishes at the time of diagnosis [13].
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birth have already undergone apoptosis. By the age of 40 years, fecundity rate is 50% compared to that of a 30-year-old woman, with a
three-fold higher risk of miscarriage [25].
In order to better assess individual ovarian reserve, two basic examinations are available: the concentration of anti-Mullerian hormone
(AMH) and the ultrasonographic antral follicle count [26].
Given that most premenopausal breast cancer patients are older than 35, it is easy to understand how this group present with a natural
baseline fertility impairment because of their age and how cancer condition and anticancer therapies accelerate the decrease in their
reproductive function.

Cancer-related factors
Cancer itself lowers AMH and inhibine-B levels and elevates follicle stimulating hormone (FSH) concentration compared to healthy women
[27], especially in women who present chemo-induced amenorrhoea (CIA)–in which case, these change seem to precede CIA [27, 28],
while those patients who kept their cycles during treatment show milder modifications. There is no agreement yet as to the importance of
hormone levels or antral follicle count prior to treatment in terms of regaining menstrual cycles [29, 30].

However, the critical effect of breast cancer on fertility derives from adjuvant or neoadjuvant treatments, mainly chemotherapy but also
hormonal blockade. Although its effects may alter ovarian reserve and endocrine function in different ways and to a different extent in the
same patient, some of the changes they induce are rather constant and will be discussed below. As a general rule, toxicity of different
protocols shows effects only during the recovery phase, not at onset of treatment [1].
Choice of adjuvant treatment is made according to the risk of recurrence and the type of tumour. While the 15-year risk of recurrence
and death for women under 50 not receiving adjuvant systemic therapy is 53% and 42%, respectively, administration of adjuvant therapy
reduces those rates by half, considering all stages of disease and all molecular types of tumour [31]. When analysed individually, these
figures differ significantly, with a 12.5% breast cancer mortality rate at 15 years for women under 50 with low-risk node-negative tumours,
25% for women with high-risk node-negative tumours, and 50% for node-positive tumours [31].
As previously stated, according to stage, adjuvant chemotherapy is required for many patients presenting with stage II tumours and it is
also recommended for stage I patients with a tumour larger than 1 cm [10]. These two groups together account for more than two-third of
patients [11]. On the other hand, neoadjuvant chemotherapy is usually indicated for patients at stage III.
With regard to molecular characteristics, 15% of all breast tumours are luminal A, 60% are luminal B, and the rarer types such as HER-2+
and basal-like tumours each account for 10–15% of cases [32, 33]. The most common types of tumours in young women are also luminal
B and luminal A. However, HER-2+ and basal-like tumours are more frequent in this age group than in older women. Standard adjuvant
regimen for young women with luminal A tumours includes hormonal blockade during ten years—typically with tamoxifen—with or without
ovarian suppression, either medical with GnRH agonists or surgically by bilateral adnexectomy. The additional benefit of chemotherapy in
these patients remains unclear, although it is widely used in the United States, especially for women younger than 40. On the other hand,
most patients diagnosed with luminal B tumours receive chemotherapy [32–33]. In case of hormone receptor negative tumours larger than
1 cm, or smaller than 1 cm but presenting high histological grade and/or HER-2 positivity, chemotherapy is equally offered. Finally, HER-2+
patients receive HER-2-directed chemotherapy for 12 months [34].
Upon diagnosis, referral for fertility preservation occurs between primary surgery and start of adjuvant chemotherapy. In case of neoadjuvant
therapy, such referral should take place before treatment starts. Not only does this provide a very limited time frame but also presents the
risk of tumour growth during follicle stimulation, a particularly delicate matter for patients with ER+ tumours.
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Chemotherapy-Induced gonadotoxicity
Chemotherapeutics induces ovarian toxicity mainly by damaging primordial oocytes, granulosa cells, and ovarian stroma [35]. They have
also been found to cause significant vascular injury, including thickening and proliferation of cortical vessels, focal cortical fibrosis, and
segmental collagen deposition [36].
All chemotherapeutics, irrespective of their action mechanism, can damage developing follicles by interrupting granulosa cell development,
which subsequently causes amenorrhoea. Since new follicles develop from intact primordial follicles within a lapse of three to six-months,
this amenorrhoea tends to be transient for non-DNA-damaging agents, with no effects on follicle reserve. On other hand, amenorrhoea has
been linked to a reduction of recurrence and to an improved survival [37–40], as it can be the reflection of a permanent ovarian dysfunction.
Given the hormonal component of most breast tumours, this gonadotoxicity would interfere with breast carcinogenesis.
The most important predictive factors for chemo-induced amenorrhoea are age, dose, and type of chemotherapy, particularly the number
of cycles of alkylating agents and exposure to anthracyclines, taxanes, and platinum analogs [41–44].

Women older than 40 are at five-fold higher risk of chemo-induced amenorrhoea (CIA) than younger women [45]. However, women
younger than 30 still present a CIA rate ranging from 15 to 40% [46]. These figures vary dramatically across studies, mainly because of
high heterogeneity in how amenorrhoea is defined—some papers consider time lapses from 3 to 12 months—but also because of different
study populations and different protocols. For instance, studies including very young population tend to yield CIA rates as low as 17% [47].
However, a particular paper regarding a group of premenopausal patients where only 25% were younger than 40, obtained a CIA rate
higher than 90% [48]. On the other hand, 15–50% of patients diagnosed below age 40 will recover menses, as opposed to only 10% of
patients over 40 and 5% over 45 [45, 47, 50, 51].
It must also be noted that despite its wide use as markers of reproductive function, neither amenorrhoea is a synonym of infertility, nor
resume of menstrual cycles is a sign of fertility [50].
Impact of chemotherapeutic agents
The most significant agent in terms of loss of ovarian function is cyclophosphamide. Cyclophosphamide is an alkylating agent with
demonstrated efficacy as adjuvant treatment for breast cancer and it has long been used with this purpose. However, it has a strong
impact in primordial follicle reserve: a reduction higher than 90% in follicle density has been reported 48 hours after administration [51].
The effect on reproductive life span is equally strong: one single cycle at a standard dose can accelerate ovarian ageing by up to three
years in terms of reproductive function, while a whole regimen administered over 12–16 weeks can increase that ageing by up to ten
years [41–43]. This means that a woman who starts at 30 will have the equivalent ovarian age of 40 by the end of the treatment.
Most current regimens add a taxane to anthracycline and cyclophosphamide for all but luminal A tumours [33, 52]. Overall, a 3% absolute
increase in survival is observed if taxanes are added to an anthracycline and cyclophosphamide regimen [53]. The impact of taxanes on
the primordial follicle population still remains unclear.
With regard to the effect of specific chemotherapy protocols on ovarian function, a high data heterogeneity is observed. The range of
CIA rates for anthracycline-based protocols is as wide as 29–93%, and 17–93% for taxane plus anthracycline regimens [2]. A recent
prospective study observed similar CIA rates for different protocols such as cyclophosphamide, methotrexate, fluorouracil (CMF), AC
(doxorubicin and cyclophosphamide), ACT (doxorubicin, cyclophosphamide and paclitaxel), and AC plus docetaxel, although patients
treated with CMF and AC plus docetaxel were less likely to resume their menses [54]. Figure 1 summarises CIA rates resulting from
different studies.
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Figure 1. CIA incidence reported by different studies.

Neither trastuzumab, which improves relapse-free and overall survival by about 50% in women with HER-2+ tumours [34], or other
HER-2-directed agents, have yet shown ovarian toxicity [55].
Strategies to reduce follicular damage
Chemotherapy regimens can usually be altered somewhat to reduce gonadotoxicity. As an example, for luminal B tumours, three cycles of
fluorouracil, epirubicin, cyclophosphamide (FEC) followed by three cycles of docetaxel has proven equally effective as six cycles of FEC
with less ovarian damage because of reduced amount of cyclophosphamide [48]. It has also been suggested that taxane and carboplatin
are as effective as anthracycline, cyclophosphamide, and taxane combinations for most HER-2 positive tumours [56, 57], and probably less
likely to result in sterility, since, as previously explained, cyclophosphamide is the main responsible for gonadotoxicity. However, no information on fertility is provided by such trials. Triple negative breast tumours often present multiple defects in DNA repair mechanisms, and
women with these tumours may benefit from treatment with cis- or carboplatin regimens in combination with poly ADP ribose polymerase
(PARP)-inhibitors [58], although this promising hypothesis still needs further studies.

Endocrine treatment
Few data are available about the direct ovarian toxicity of tamoxifen. Lower concentrations of AMH and higher levels of FSH have been
observed in women who maintained their menses during treatment [59] but data are inconclusive. The main problem with tamoxifen is its
prolonged treatment duration. The standard 20 mg/day for ten years may significantly reduce the reproductive chances of a breast cancer
patient diagnosed after 35 years of age, just for the physiological reduction of the oocyte quantity and quality that occurs with ageing.
Innovative protocols with shorter treatment duration are ongoing or have been proposed [60].

Evaluation of the ovarian reserve
The evolution and improvement of anticancer treatments have resulted in a high prevalence of young breast cancer survivors for whom
preservation of future fertility is likely to be a priority. Primordial follicles begin to decrease in number from early stages in the embryonic
period until definitive menopause. This fact marks the importance of estimating the ovarian reserve of patients that undergo anticancer
therapy.
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Adapted from Mailliez A, Decanter C and Bonneterre J (2011) Adjuvant chemotherapy for breast
cancer and fertility: estimation of the impact, options of preservation and role of the oncologist
Bull Cancer 98(7) 741–51
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First of all, the question rises whether breast cancer can somehow affect the ovarian reserve. Several studies have demonstrated that
this tumour has no influence on the ovarian reserve as patients developing post-treatment amenorrhoea have pretreatment anti-müllerian
hormone (AMH) levels lower than age adjusted controls [27]. There are several methods that have been investigated as valid ovarian
reserve estimators, including clinical characteristics, ultrasonographic tests, and hormonal markers. If we just consider clinical features
of these patients, we should take into account that the presence of regular menses in a patient after receiving chemotherapy does not
mean she is fertile and vice versa [61]. Regarding ultrasonographic tests, both measurement of ovarian volume and quantification of antral
follicles had been used without great accuracy as ovarian reserve predictors. Finally, hormonal markers can be useful to asses a patient’s
ovarian reserve. Different relations between ovarian reserve and FSH, estradiol (E2), inhibine B, and AMH have been investigated. Determination of these hormonal markers may mean two problems. Firstly, some of them have cyclic variations which can lead to the need of
serial determinations in order to obtain an estimate of the ovarian reserve. On the other hand, hormonal levels can vary in premenopausal
breast cancer patients in tamoxifen therapy [62]. AMH has shown to be the most reliable marker both in general population and in breast
cancer patients.

AMH is produced in the antral follicles in the ovary and so AMH concentration can parallel the number of these follicles and therefore reflect
the ovarian reserve of women. Serum levels of AMH remain much more stable during the menstrual cycle than other parameters such as
FSH, Inhibine E or E2 which tends to continuously decrease during women’s life [63]. This last characteristic means that even in prepuberal
girls, AMH can be a good predictor of ovarian reserve when gonodotoxic treatments are needed, as is the case in patients with leukaemia
[64].
These facts have also led to the determination of cut-off values in general population that can predict the success of assisted reproduction
techniques (ART). These cut-off values have also been validated in breast cancer patients showing that levels>1.2 ng/mL prior to the beginning of chemotherapy is associated with higher possibilities of obtaining more than four mature oocytes that could later be used for different
ART [65]. Pre-chemotherapy AMH levels also predict long-term ovarian function [66].
This parameter being the most reliable predictor of ovarian function, it should never be considered as definitive, as pregnancies with very
low or undetectable levels of AMH have been reported [67].

Fertility preserving techniques
Once a good ovarian reserve has been predicted, several ARTs can be used. These techniques could be divided into three groups:
techniques that try to reduce the impact of chemotherapy on ovarian function, techniques finalised to obtain oocytes or embryos that
could be cryopreserved, and techniques which try to preserve and freeze ovarian tissue before the beginning of the chemotherapy.

Ovarian suppression
Several studies have shown that the older a woman is when receiving chemotherapy the higher the amenorrhoea rate she will have [46,
68]. This difference exist if we compare pre-puberal and post puberal women, and this difference could mean that a suppressed ovary could
have some kind of protection against chemotherapy [69].
In order to achieve this, ovarian suppression and consequent GnRH agonists (GnRHa) have been investigated. Although experimental
studies in animals have demonstrated a protective effect against chemotherapy experiments in humans have shown inconsistent results
leading the American Society of Clinical Oncology to conclude that: ‘Given the current state of knowledge regarding these agents, it is the
opinion of the Update Panel that GnRHa is not an effective method of fertility preservation. Furthermore, complete ovarian suppression
is not achieved for several weeks after administration. However, there may be other potential benefits such as inhibiting menses during
intensive chemotherapy, thus preventing complications such as menorrhagia’.
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Oocyte and embryo cryopreservation
As, the protective effect of these GnRH agonists could only be certified after the end of chemotherapy, obtainment of oocytes prior to the
beginning of chemotherapy could be a safer option for these patients. As most types of breast cancer are known to be hormone sensitive
the elevated E2 serum levels usually obtained in controlled ovarian hyper-stimulation (COH) cycles could be a main problem in order to
warrant their oncological prognosis. Several COH protocols have been investigated in order to solve this problem.
Tamoxifen
Tamoxifen is a well-known selective estrogen receptor modulator with antagonist effect on the breast. It is widely used in breast cancer
patients as it has demonstrated a reduction in overall mortality and relapse rates when used in treatment [71]. The fact that this effect has
been demonstrated in premenopausal women with E2 serum levels similar to fertile women has led to the investigation of the protective
effect of this drug in breast cancer patients undergoing COH. A recent study has demonstrated that there are no statistical differences in
the number of oocytes collected between patients when tamoxifen is co-administered during COH compared to those patients which did
not receive this drug [72].
Aromatase inhibitors

This ability to keep E2 levels in a low range have also led to the investigation of their role in keeping low E2 levels in breast cancer patients
undergoing COH. Letrozole, has shown to be safe in these patients even leading to the possibility of having two COH cycles before starting
chemotherapy thus getting more oocytes in these patients [74]. On the other hand, it has shown that this treatment could also lead to the
achievement of higher rates of immature oocytes [75].
GnRHa versus hCG
GnRH agonists have been widely used as an alternative to hCG in order to trigger oocyte ripening during COH. The rationale of this
particular technique is that the lower hyper-stimulation syndrome that occurs with this medication could be very useful in breast cancer
patients undergoing COH. Several studies have investigated this theory and have demonstrated that when GnRH agonists are used
on these patients, fewer ovarian hyper-stimulation syndrome occurs and that higher number of oocytes are retrieved along with higher
maturation and fertilisation rates [76].

Immature oocyte retrieval and in vitro maturation
A novel technique has been developed in recent years consisting in the retrieval of immature oocytes followed by in vitro maturation. This
technique has several advantages as the possibility of obtaining these oocytes in unstimulated ovaries thus being faster than starting a
COH. Furthermore, E2 levels would keep in low ranges on these patients. Finally the cost of this treatment would be lower as very less
medication is needed to obtain the oocytes [77]. These techniques can be used as mentioned before in unstimulated ovaries or in addition
to COH. Either way it seems that 50% of the immature oocytes retrieved could be maturated in order to be fertilised [78, 79].

Ovarian tissue cryopreservation
Finally, cryopreservation of ovarian tissue has been investigated. This technique consists on the surgical retrieval of ovarian tissue including
whole ovarian cortical tissue. Once this ovarian tissue is obtained it can either be used for post-chemotherapy transplantation or for follicle
aspiration in order to get mature or immature oocytes that could be used for one of the previously described techniques.
Once experimental, this technique has nowadays been demonstrated to be useful as reports of the achievement of several pregnancies
after ovarian transplantation is being published [80]. This particular technique should be avoided in BRCA mutation carriers in which it could
end up with the development of an ovarian cancer.
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Similarly to tamoxifen, aromatase inhibitors have shown to decrease E2 serum levels in breast cancer postmenopausal patients being
effective in reducing breast cancer mortality and relapses [73].
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Fertility related-knowledge, decision making in women with breast cancer, and role of the
health care provider in strategies to preserve fertility
Survival improvement for women with breast cancer and increase of the age to attempt pregnancy because social changes, set the focus
on survivorship issues, including fertility. Young survivors of cancer do not only want to preserve their lives, but also their quality of life.
Fertility preservation is an important concern of many young women diagnosed with breast cancer and this fact has been reported in
numerous studies [81, 82]. A recent Swedish study reported that only 48% of young female survivors of different cancers were informed
about the risks to fertility, only 14% were informed about fertility preservation techniques, and only 2% used these techniques [83].
Misinformation by health care providers is an important issue. An online survey of medical oncologists, surgical oncologists, and clinical
nurse specialists in the United Kingdom revealed that many of them are uncertain about fertility preservation strategies [84].
Young women with breast cancer are forced to quickly make important decisions about cancer treatment and fertility preservation. The
ideal time to provide information is before initiating treatment with radiation, chemotherapy, or endocrine agents. Unfortunately, many
reports have shown that these patients do not receive much information about the effects of these treatments on fertility or options for
fertility preservation until the treatment has been started or completed [85, 86].

They found that single women and those who are not sure to have children may also wish to discuss fertility preserving strategies before
treatment of breast cancer. Currently there are some advocacy groups regarding fertility education and support for survivors. Thanks to
their dedicated efforts, information and support for these patients have been widely disseminated through the websites and social media.
Fertile Hope, the Young Survival Coalition, Living Beyond Breast Cancer, and the Susan G. Komen for the Cure are advocacy organisations
which provide excellent, reliable and evidence-based options and information regarding fertility preservation.
The 2006 American Society of Clinical Oncology (ASCO) Fertility Preservation Guidelines highlighted the need for the following: having
frank discussions of fertility preservation, early referral to reproductive specialists, addressing fertility preservation as early as possible
before starting cancer treatment, referring for psychosocial specialists if distress is present, and encouraging participation in clinical studies
and registries when appropriate. The guideline was updated in 2013 [87]. They reconfirmed the recommendations, adding two significant
changes: oocyte cryopreservation was no longer experimental, and replaced the term oncologist with health care provider, assuming that
not only oncologists but other physicians, nurses, psychologists, play a vital role in the interdisciplinary approach of fertility preservation.
Receiving a diagnosis of breast cancer may be devastating for young women. This is especially true if they have not completed childbearing
plans. It is the responsibility of the health care team to explain prognosis, treatment options, and potential toxicities and adverse effects of chemotherapy, radiotherapy, and endocrine treatments, educate about fertility issues, and refer them early to appropriate specialist as requested.
An interdisciplinary approach including those with medical oncologists, reproductive specialists, obstetrician and gynecologists, primary care
physicians, nurses, psychologists, and other allied health professionals is ideally used throughout each young breast cancer survivors’ journey.
This discussion should be taken as soon as possible to provide wider options for these patients.

Risk of pregnancy and lactation after breast cancer
Risk of breast cancer after pregnancy and lactation in the general population
There is evidence that suggests a transient increase in breast cancer in the four years following a pregnancy [88, 89]. However, other
authors did not find this relation [90, 91]. Observational data indicate that nulliparous women have a lifetime risk higher than those who
have completed one or more pregnancies [92].
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Peate et al reported that women with higher levels of fertility-related knowledge had lower levels of fertility-related decisional conflict.
Improvements in patient knowledge may reduce uncertainty about fertility treatment options, which may increase decision quality and
informed choice [83]. In the long term, informed choice improves psychological adjustment to breast cancer.
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Regarding lactation, there are consistent data that reveal a protective effect against breast cancer [93–95] or at least a neutral one [96,
97]. This beneficial effect is more evident if the duration of lactation lasts 24 months during a woman lifetime and if it begins at a young age
[94, 95].

Pregnancy after breast cancer
Recent studies have reported that 40–50% of women with previous history of breast cancer may wish to have a subsequent pregnancy, but
only 4–7% manage to conceive [98, 99].
Estrogens are known to play a role in breast carcinogenesis and are increased during pregnancy. For this reason, in the past it has been
assumed that a pregnancy after breast cancer may contribute to breast cancer recurrence and a poorer prognosis. These uncertainties
have contributed to physicians to advise patients against pregnancy. Some studies reported induced abortion rates about 30% [20, 100].

A study from the MD Anderson Cancer Centre showed that women in the subgroup of postcancer pregnancy were more likely to have an
early stage cancer, negative nodes, and negative hormone receptors, therefore this good prognosis may be the result of a self-selection
bias called ‘the healthy mother effect’ [15, 20, 104].
Regarding the subgroup of patients with an endocrine sensitive breast cancer, Azim et al found neither a detrimental effect nor DFS
(disease free survival) nor OS (overall survival) in women conceiving after breast cancer treatment compared to those who did not.
Abortion had no effect on breast cancer outcomes, hence these authors conclude that interruption of pregnancy should not be promoted
for therapeutic purposes [105].
Women treated for breast cancer and who wish to become pregnant should be counselled that pregnancy is possible and does not seem to
be associated with a worse prognosis for their disease. Pregnancy after breast cancer should not in principle be discouraged. Nonetheless,
they have to be aware that the evidence that supports that advice is relatively poor, based on retrospective studies often carrying numerous
biases [106]. However, it is important to note that it is not possible to address the impact of subsequent pregnancy on breast cancer prognosis
in prospective randomised trials, therefore physicians should have to rely on results from large, well-constructed retrospective studies.
A fully oncologic evaluation should be performed before trying conception, depending on the individual risk of relapse. Patients should be
informed about the possibility of breast cancer recurrence even many years after diagnosis.

Timing of pregnancy for breast cancer survivors
There is no evidence to recommend a time frame from diagnosis to pregnancy. Moreover, recurrence patterns vary according to the
molecular subtype of breast cancer: while ER- disease tends to recur within the first two or three years after diagnosis and treatment,
luminal-type disease is prone to late relapses, sometimes after five years. Although it would seem reasonable to postpone pregnancy
beyond the most likely period of relapse, depending on the molecular subtype, there is no strong evidence that conception prior to that
time worsens prognosis. A recent study suggests that women with localised disease, early conception six months after completing treatment is unlikely to reduce survival [20]. In cases of higher risk of early relapse some experts recommend avoiding pregnancy in the two
years following diagnosis. If the patient has axillary node involvement, there is low evidence based on expert opinion that recommends
waiting five years from diagnosis to attempt a pregnancy [106].
In hormone positive breast cancer patients, women should be fully informed about the risk of stopping tamoxifen prematurely (the earlier
the interruption, the higher the risk of relapse). These risks must be balanced with the risk of infertility because of ageing. For the moment,
it is recommended to complete endocrine therapy after pregnancy if it happens [107]. Some experts recommend waiting at least four–six
months from the end of chemotherapy and the attempt to conceive. The interval recommended after the end of endocrine treatment is
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However, recent available data do not only report an adverse effect of a subsequent pregnancy on breast cancer outcome but also a potential
favourable impact on prognosis [60, 101]. Medical literatures have not shown a higher proportion of distant metastases in women who have
given birth after breast cancer compared with women with breast cancer who did not become pregnant. Similarly, overall survival in patients
treated for breast cancer who subsequently become pregnant compares favourably with controls [102, 103].
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at least three months. During primary cancer treatment and this period, it is recommended that safe, non-hormonal contraception should
be used. The contraception approaches include barrier methods (male or female condoms, diaphragm, cervical cap), spermicides, sponge,
and the copper intrauterine device (IUD).
Due to the lack of strong evidence, caution and individualised and informed decision making are encouraged.

Risk for the pregnancy and fetus

Young breast cancer survivors should be afraid about the risk of the infant to develop cancer. Data do not suggest that the children of
women treated for breast cancer carry an increased risk of cancer except when a genetic cancer syndrome such as BRCA mutation has
been identified [110]. Therefore, an appointment with a geneticist should be considered prior to cryopreservation to identify potential genetic
risks to the fetus. Preimplantation genetic diagnosis (PGD) can identify embryos without the BRCA defect, thus allowing to select BRCA
negative embryos.
There are no specific antenatal guidelines available for survivors of breast cancer who become pregnant. They should be followed up in a
multidisciplinary approach.
Before pregnancy is initiated, a complete check-up should be done including clinical breast examination, mammography, ultrasound scan,
and, if necessary, magnetic resonance imaging (MRI). If the patient received anthracyclines, a subclinical cardiomyopathy may exist [111].
Pregnancy increases myocardial function and may be complicated by heart failure in the case of a pre-existing dysfunction, although reassuring data have been reported in survivors giving birth after treatment with anthracyclines in their childhood [112]. Therefore, a cardiac
ultrasound should be systematically performed prior to an attempt of a pregnancy in this subgroup of patients in order to evaluate the left
ventricle ejection fraction. This cardiac risk is increased in patients who have received radiotherapy of the left breast.
During pregnancy, the patient should be examined regularly. Careful breast examination and further explorations should be carried out in
case of suspicion of relapse, because estrogens during pregnancy could accelerate tumour growth.

Breastfeeding after breast cancer
There is no epidemiological data on the impact of breastfeeding on the risk of a second breast cancer or the risk of recurrence in the
ipsilateral breast [106]. But there is no evidence that breastfeeding increases the risk of breast cancer recurrence or a second breast
cancer developing.
Breastfeeding after breast cancer is not contraindicated for women who do not show any evidence of residual tumour and should be
supported with adequate information and counselling [113, 114].
There is no evidence that milk from a mother previously treated for breast cancer increases the risk of disease in the child.
Breast cancer treatment may impair the capability of nursing because of the reduction of milk production related to surgery and radiotherapy.
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Data regarding pregnancy and fetal outcome after breast cancer treatment are reassuring. Although chemotherapy has been shown to
increase miscarriage frequency, some studies reported that children born from mothers who have received chemotherapy seem not to be in
higher risk for congenital defects compared with the general population. Endocrine therapy does not increase the risk of congenital defects
after completion of the treatment. In contrast, Dalberg et al reported an increased age adjusted risk of preterm birth (relative risk (RR) for
gestational age <32 weeks: 3.2, 95% confidence interval (CI) (1.70, 6.03)) and malformations (RR 168, 95% CI (1.11-2.54)), especially in
the period of births between 1988–2000, suggesting a role of chemotherapy and hormonal therapies that have been increasingly used over
the time. The malformations observed were cardiac defects, urogenital defects, ear malformations, congenital hydrocephaly, and orofacial
cleft [108]. Data from other authors indicate that infants born to survivors of breast cancer do not have an increased risk of low birth weight
or birth defects when compared to the general population [60, 109].
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The periareolar incision often used for cosmetic purposes may reduce the quantity of milk if several ducts have been damaged. If the lesion
is central, successful lactation is less likely to be possible. Radiation therapy may negatively influence the function of the treated breast,
it induces perilobar and periductal fibrosis, and stenosis of the lactiferous ducts. In addition, the elasticity of the nipple may be impaired,
creating difficulty for the suction. If a unilateral total mastectomy has been performed, or in the case of compromised milk production from
the treated breast, the woman should be advised that breastfeeding is possible and safe for the infant from a single breast [107].

Special considerations for brca-mutation carriers
Approximately 10% of breast cancer cases are because of germ-line mutations in susceptibility genes, especially BRCA 1 and BRCA 2.
It is estimated that, in the general population, one in every 1000 women is a carrier of BRCA mutations with an increased incidence in
certain ethnic groups. BRCA 1/2 mutation carriers have an even higher risk for developing a second primary breast cancer [115–117].
Both prophylactic bilateral salpingo-oophorectomy BSO and tamoxifen use have been shown to decrease the risk of a second primary
[118]. BRCA 1 mutation carriers are at a 50–80% lifetime risk of breast cancer, 40–50% risk of developing a second primary breast cancer
[115–117] and 40–60% risk of ovarian cancer. Women with BRCA 2 mutations also present a high risk of breast cancer, although the risk
of ovarian cancer is lower (10–20%) [118–120]. Therefore, prophylactic bilateral mastectomy and especially BSO are offered to BRCA
mutation carriers, since BSO has demonstrated a reduction in ovarian risk close to 95% [121, 122], a decrease in risk of a second primary
breast cancer [117], and in short term mortality [123]. This procedure is always indicated after fulfillment of childbearing wishes but it is
often offered between 35 and 40 years of age, when many women have not yet dealt with that issue.
Therefore, being a BRCA mutation carrier or being diagnosed with BRCA mutation-related breast cancer presents important difficulties
when considering pregnancy and fertility preservation. First of all, these patients seem to present a lower ovarian reserve at baseline
compared with non-carriers [124, 125], which would itself represent an obstacle to achieve pregnancy. Moreover, alterations in DNA
repair related to BRCA mutations may also make oocytes more vulnerable to chemotherapeutics. These factors combine result in a more
marked iatrogenic follicle loss. However, there are some reassuring data concerning safety of pregnancy and fertility treatments for these
patients. On one hand, parity and number of children appear to be protective against developing breast cancer BRCA mutation carriers as
seen in most large studies [126–129], with some marginal contradictions, apparently due to data analysis [129, 130]. On the other hand,
a case–control study did not find an adverse effect of fertility treatment on the risk for developing breast cancer, compared with controls
(odds ratio, 1.21; 95% CI, 0.81–1.82).These results must however be regarded with caution, due to the small subgroup sizes [131].
With regard to cancer aggressiveness, BRCA mutation carriers who have already been diagnosed with cancer are more likely to present
with triple-negative tumours, which generally have poorer prognosis than other breast cancers. As previously mentioned, because BRCA1
and BRCA2 are involved in DNA repair, it has been suggested that carriers of such mutations may be more sensitive to anticancer agents
that act by damaging DNA, such as cisplatin and PARP inhibitors.
Fear of exposure to estrogen limits access to fertility preservation via embryo or oocyte cryopreservation; however, the use of aromatase
inhibitors as ovarian stimulants reduces such concern. There does not seem to be a proven ovarian suppression strategy to preserve fertility
in women with breast cancer. Ovarian cryopreservation can be used when there is insufficient time to perform ovarian stimulation, since it
does not require hormonal stimulation, but this technique is still experimental and it presents safety concerns both in BRCA mutation carriers
and in women with hormone receptor-positive tumours. An early oophorectomy can be performed to cryopreserve ovarian tissue from women
with BRCA mutations before the risk for ovarian cancer increases with age, but the safety of transplanting this tissue back must be determined
[132, 133]. Overall, the last decade has brought many options for women with breast cancer considering fertility preservation, but numerous
challenges remain. The presence of BRCA mutations further contributes to these challenges.
Women with BRCA mutations, on the other hand, should be made more aware of fertility issues and also to be motivated to see fertility
preservation specialists earlier. These women may also request preimplantation genetic diagnosis (PGD) for BRCA mutations during in
vitro fertilisation (IVF) to prevent mutation transmission to the embryo [134], although this measure might arise ethical and moral concerns,
since BRCA mutations are neither lethal per se nor does their presence guarantee cancer development [83, 135–138].

12

www.ecancer.org

Review

A special section must be dedicated to women with BRCA mutations, which present specific issues that must be attended to.

ecancer 2015, 9:503

Conclusions
Early diagnostic methods, targeted therapies, and prolonged survival rates have made fertility preservation a major issue when treating
young breast cancer patients. However, this department is often considered secondary, when early referral and treatment design are
crucial to its success. Not only could most young women diagnosed with breast cancer benefit from a wide variety of fertility preservation
techniques such as ovarian suppression, oocyte and embryo cryopreservation, immature oocyte retrieval and in vitro maturation, and
ovarian tissue cryopreservation, but they could resort to these treatments without compromising the efficacy of their anticancer therapy.
Individual characteristics should be taken into account, especially the molecular subtype of breast tumour, which determines the need for
gonadotoxic therapy, and the ovarian reserve at the time of diagnosis. Finally, BRCA mutation carriers, either healthy or already diagnosed
with breast cancer, are also capable of achieving pregnancy despite their added difficulties -mainly a higher tumour aggressiveness and a
lower ovarian reserve.
In summary, both patients and health care professionals involved in breast cancer should keep in mind that pregnancy after breast cancer
is possible and that it can be achieved safely for both mother and child.

Conflicts of interest
Review

The authors declare that they have no conflict of interest.

Authors’ contributions
María de Pedro performed the literature search. María de Pedro, Borja Otero, and Belén Martín retrieved the information from original
articles. Maria de Pedro wrote the sections about breast cancer incidence in premenopausal women, fertility after breast cancer treatment,
and special considerations for BRCA-mutation carriers. Borja Otero wrote the sections about evaluation of ovarian reserve and fertility
preserving techniques. Belén Martin wrote the sections about fertility-related knowledge, decision making in women with breast cancer, and
role of the health care provider in strategies to preserve fertility, and risk of pregnancy and lactation after breast cancer. Maria De Pedro
wrote the abstract and revised the first draft of the manuscript. All authors made substantial contributions to the discussion and revised the
final version.

References
1. Breast Cancer Facts & Figures 2009–2010 [http://www.cancer.org/docroot/STT/STT_0.asp]
2. Mailliez A, Decanter C and Bonneterre J (2011) Adjuvant chemotherapy for breast cancer and fertility: estimation of the impact,
options of preservation and role of the oncologist Bull Cancer 98(7) 741–51 PMID: 21700552
3. Anders CK et al (2009) Breast cancer before age 40 years Semin Oncol 36(3) 237–49 DOI: 10.1053/j.seminoncol.2009.03.001 PMID:
19460581 PMCID: 2894028
4. Althuis MD et al (2003) Breast cancers among very young premenopausal women (United States) Cancer Causes Control 14(2)
151–60 DOI: 10.1023/A:1023006000760 PMID: 12749720
5. Winchester DP, Osteen RT and Menck HR (1996) The National Cancer Data Base report on breast carcinoma characteristics and
outcome in relation to age Cancer 78(8) 1838–43 DOI: 10.1002/(SICI)1097-0142(19961015)78:8&lt;1838::AID-CNCR27&gt;3.0.CO;2-Y
PMID: 8859200
6. Anders CK et al (2008) Young age at diagnosis correlates with worse prognosis and defines a subset of breast cancers with
shared patterns of gene expression J Clin Oncol 26(20) 3324–30 DOI: 10.1200/JCO.2007.14.2471 PMID: 18612148

13

www.ecancer.org

ecancer 2015, 9:503

7. Nixon AJ et al (1994) Relationship of patient age to pathologic features of the tumor and prognosis for patients with stage I or
II breast cancer J Clin Oncol 12(5) 888–94 PMID: 8164038
8. Colleoni M et al (2002) A Very young women (<35 years) with operable breast cancer: features of disease at presentation Ann
Oncol 13(2) 273–9 DOI: 10.1093/annonc/mdf039 PMID: 11886005
9. Murk W and Seli E (2011) Fertility preservation as a public health issue: An epidemiological perspective Curr Opin Obstet Gynecol 23(3) 143–50 DOI: 10.1097/GCO.0b013e3283455270 PMID: 21415745
10. Goldhirsch A et al (2013) Personalizing the treatment of women with early breast cancer: highlights of the St Gallen International
Expert Consensus on the Primary Therapy of Early Breast Cancer 2013 Ann Oncol 24(9) 2206–23 DOI: 10.1093/annonc/mdt303
PMID: 23917950 PMCID: 3755334
11. Rosenberg R and Levy-Schwartz R (2003) Breast cancer in women younger than 40 years Int J Fertil Womens Med 48(5) 200–5
PMID: 14626376
12. Early Breast Cancer Trialists’ Collaborative Group (EBCTCG) (2005) Effects of chemotherapy and hormonal therapy for early breast
cancer on recurrence and 15-year survival: an overview of the randomised trials Lancet 365(9472) 1687–717 DOI: 10.1016/
S0140-6736(05)66544-0 PMID: 15894097

14. Partridge AH et al (2004) Web-based survey of fertility issues in young women with breast cancer J Clin Oncol 22(20) 4174–83
DOI: 10.1200/JCO.2004.01.159 PMID: 15483028
15. Blakely LJ et al (2004) Effects of pregnancy after treatment for breast carcinoma on survival and risk of recurrence Cancer
100(3) 465–9 DOI: 10.1002/cncr.11929 PMID: 14745861
16. Mueller BA et al (2003) Childbearing and survival after breast carcinoma in young women Cancer 98(6) 1131–40 DOI: 10.1002/
cncr.11634 PMID: 12973836
17. Cvancarova M et al (2009) Reproduction rates after cancer treatment: experience from the Norwegian radium hospital J Clin
Oncol 27(3) 334–43 DOI: 10.1200/JCO.2007.15.3130
18. Velentgas P et al (1999) Pregnancy after breast carcinoma: outcomes and influence on mortality Cancer 85(11) 2424–32 DOI:
10.1002/(SICI)1097-0142(19990601)85:11&lt;2424::AID-CNCR17&gt;3.0.CO;2-4 PMID: 10357413
19. Largillier R et al (2009) Prognostic role of pregnancy occurring before or after treatment of early breast cancer patients aged
<35 years: a GET(N)A Working Group analysis Cancer 115(22) 5155–65 DOI: 10.1002/cncr.24608 PMID: 19691088
20. Ives A et al (2007) Pregnancy after breast cancer: population based study Br Med J 334(7586)194 DOI: 10.1136/bmj.390
35.667176.55
21. Lawrenz B et al (2011) Fertility preservation in >1,000 patients: patient’s characteristics, spectrum, efficacy and risks of applied
preservation techniques Arch Gynecol Obstet 283(3) 651–6 DOI: 10.1007/s00404-010-1772-y
22. Peccatori FA and Azim HA Jr (2009) Pregnancy in breast cancer survivors: A need for proper counseling Breast 18(6) 337–8 DOI:
10.1016/j.breast.2009.09.014 PMID: 19819142
23. Wallace WH and Kelsey (2010) Human ovarian reserve from conception to the menopause PLoS One 5(1) e8772 DOI: 10.1371/
journal.pone.0008772 PMID: 20111701 PMCID: 2811725
24. Oktay K et al (2006) Measuring the impact of chemotherapy on fertility in women with breast cancer J Clin Oncol 24(24) 4044–6
DOI: 10.1200/JCO.2006.06.9823 PMID: 16921067
25. Alshami HA et al (2011) Pregnancy outcome in late maternal age in a high-income developing country Arch Gynecol Obstet 284(5)
1113–6 DOI: 10.1007/s00404-010-1821-6

14

www.ecancer.org

Review

13. Hayat MJ et al (2007) Cancer statistics, trends, and multiple primary cancer analyses from the Surveillance, Epidemiology, and
End Results (SEER) Program Oncologist 12(1) 20–37 DOI: 10.1634/theoncologist.12-1-20 PMID: 17227898

ecancer 2015, 9:503

26. Hansen KR et al (2011) Correlation of ovarian reserve tests with histologically determined primordial follicle number Fertil Steril
95(1) 170–5 DOI: 10.1016/j.fertnstert.2010.04.006
27. Su HI et al (2010) Antimullerian hormone and inhibin B are hormone measures of ovarian function in late reproductive-aged
breast cancer survivors Cancer 116(3) 592–9 DOI: 10.1002/cncr.24746 PMCID: 2815049
28. Anders C et al (2008) A pilot study of predictive markers of chemotherapy-related amenorrhea among premenopausal women
with early stage breast cancer Cancer Invest 26(3) 286–95 DOI: 10.1080/07357900701829777 PMID: 18317970 PMCID: 2883164
29. Decanter C et al (2010) Anti-Mullerian hormone followup in young women treated by chemotherapy for lymphoma: preliminary
results Reprod Biomed Online 20(2) 280–5 DOI: 10.1016/j.rbmo.2009.11.010 PMID: 20113967
30. Yu B et al (2010) Changes in markers of ovarian reserve and endocrine function in young women with breast cancer undergoing adjuvant chemotherapy Cancer 116(9) 99–105
31. Early Breast Cancer Trialists’ Collaborative Group (EBCTCG) (2005) Effects of chemotherapy and hormonal therapy for early breast
cancer on recurrence and 15-year survival: an overview of the randomised trials Lancet 365(9472) 1687–717 DOI: 10.1016/
S0140-6736(05)66544-0 PMID: 15894097

33. Hugh J et al (2009) Breast cancer sub-types and response to docetaxel in node-positive breast cancer: use of an immunohistochemical definition in the BCIRG 001 trial J Clin Oncol 27(8) 1168–76 DOI: 10.1200/JCO.2008.18.1024 PMID: 19204205 PMCID:
2667821
34. Piccart-Gebhart MJ et al (2005) Trastuzumab after adjuvant chemotherapy in HER2-positive breast cancer N Engl J Med 353(16)
1659–72 DOI: 10.1056/NEJMoa052306 PMID: 16236737
35. Familiari G et al (1993) Ultrastructure of human ovarian primordial follicles after combination chemotherapy for Hodgkin’s disease Hum Reprod 8(12) 2080–7 PMID: 8150906
36. Meirow D et al (2007) Cortical fibrosis and blood-vessels damage in human ovaries exposed to chemotherapy. Potential mechanisms of ovarian injury Hum Reprod 22(6) 1626–33 DOI: 10.1093/humrep/dem027 PMID: 17324957
37. Gnant M, Greil R and Kubista E (2006) The impact of treatment-induced amenorrhea on survival of premenopausal patients with
endocrine-responsive breast cancer: 10-year result of ABCSG-05 (CMF vs. goserelin þ tamoxifen) Breast Cancer Res Treat 100s
10–1
38. Vanhuyse M, Fournier C and Bonneterre J (2005) Chemotherapy-induced amenorrhea: influence on disease free survival and
overall survival in receptor-positive premenopausal early breast cancer patients Ann Oncol 16(8) 1283–8 DOI: 10.1093/annonc/
mdi241 PMID: 15870085
39. Colleoni M et al (2006) Tamoxifen after adjuvant chemotherapy for premenopausal women with lymph node-positive breast
cancer: International Breast Cancer Study Group Trial 13-93 J Clin Oncol 24(9) 1332–41 DOI: 10.1200/JCO.2005.03.0783 PMID:
16505417
40. Goel S et al (2009) LHRH agonists for adjuvant therapy of early breast cancer in premenopausal women Cochrane Database Syst
Rev 4 CD004562 PMID: 19821328
41. Petrek JA et al (2006) Incidence, time course, and determinants of menstrual bleeding after breast cancer treatment: a prospective study J Clin Oncol 24(7) 1045–51 DOI: 10.1200/JCO.2005.03.3969 PMID: 16476708
42. Walshe JM, Denduluri N and Swain SM (2006) Amenorrhea in premenopausal women after adjuvant chemotherapy for breast
cancer J Clin Oncol 24(36) 5769–79 DOI: 10.1200/JCO.2006.07.2793 PMID: 17130515
43. Gerber B et al (2008) Controversies in preservation of ovary function and fertility in patients with breast cancer Breast Cancer
Res Treat 108(1) 1–7 DOI: 10.1007/s10549-007-9572-1

15

www.ecancer.org

Review

32. Perou CM et al (2000) Molecular portraits of human breast tumours Nature 406(6797) 747–52 DOI: 10.1038/35021093 PMID:
10963602

ecancer 2015, 9:503

44. Hickey M et al (2009) Breast cancer in young women and its impact on reproductive function Hum Reprod Update 15(3) 323–39
DOI: 10.1093/humupd/dmn064 PMID: 19174449 PMCID: 2667113
45. Tham YL et al (2007) The rates of chemotherapyinduced amenorrhea in patients treated with adjuvant doxorubicin and cyclophosphamide followed by a taxane Am J Clin Oncol 30(2) 126–32 DOI: 10.1097/01.coc.0000251398.57630.4f PMID: 17414460
46. Swain SM et al (2009) Amenorrhea in premenopausal women on the doxorubicin and cyclophosphamide followed by docetaxel
arm of NSABP B30 trial Breast Cancer Res Treat 113(2) 315–20 DOI: 10.1007/s10549-008-9937-0
47. Fornier MN et al (2005) Incidence of chemotherapyinduced, longterm amenorrhea in patients with breast carcinoma age
40 years and younger after adjuvant anthracycline and taxane Cancer 104(8) 1575–9 DOI: 10.1002/cncr.21385 PMID: 16134178
48. Berlière M et al (2008) Incidence of reversible amenorrhea in women with breast cancer undergoing adjuvant anthracycline-based
chemotherapy with or without docetaxel BMC Cancer 8 56 DOI: 10.1186/1471-2407-8-56 PMID: 18291033 PMCID: 2287183
49. Perez-Fidalgo JA et al (2010) Incidence of chemotherapy-induced amenorrhea in hormone-sensitive breast cancer patients: the
impact of addition of taxanes to anthracycline-based regimens Breast Cancer Res Treat 120(1) 245–51 DOI: 10.1007/s10549-0090426-x

51. Penault-Llorca F et al (2009) Ki67 expression and docetaxel efficacy in patients with estrogen receptor-positive breast cancer
J Clin Oncol 27(17) 2809–15 DOI: 10.1200/JCO.2008.18.2808 PMID: 19380452
52. Bedard PL, Di Leo A and Piccart-Gebhart MJ (2010) Taxanes: optimizing adjuvant chemotherapy for earlystage breast cancer
Nat Rev Clin Oncol 7(1)22–36 DOI: 10.1038/nrclinonc.2009.186
53. Oktem O and Oktay K (2007) A novel ovarian xenografting model to characterize the impact of chemotherapy agents on human
primordial follicle reserve Cancer Res 67(21) 10159–62 DOI: 10.1158/0008-5472.CAN-07-2042 PMID: 17974956
54. Sukumvanich P et al (2010) Incidence and time course of bleeding after long- term amenorrhea after breast cancer treatment:
a prospective study Cancer 116(13) 3102–11 DOI: 10.1002/cncr.25106 PMID: 20564648
55. Azim HA Jr et al (2009) Breast cancer and pregnancy: How safe is trastuzumab? Nat Rev Clin Oncol 6(6) 367–70 DOI: 10.1038/
nrclinonc.2009.48 PMID: 19483741
56. Slamon D and Pegram M (2001) Rationale for trastuzumab (Herceptin) in adjuvant breast cancer trials Semin Oncol 28 (1 Suppl
3) 9–13 DOI: 10.1016/S0093-7754(01)90188-5
57. Costa RB, Kurra G, Greenberg L and Geyer CE (2010) Efficacy and cardiac safety of adjuvant trastuzumab-based chemotherapy
regimens for HER2-positive early breast cancer Ann Oncol 21(11) 2153–60 DOI: 10.1093/annonc/mdq096 PMID: 20351072
58. Ismail-Khan R and Bui MM (2010) A review of triple-negative breast cancer Cancer Control 17(3) 173– 6 PMID: 20664514
59. Partridge AH et al (2009) Ovarian reserve in women who remain premenopausal after chemotherapy for early stage breast cancer Fertil Steril 94(2) 638–44 DOI: 10.1016/j.fertnstert.2009.03.045 PMID: 19409543
60. Pagani O et al (2011) Breast International Group-North American Breast Cancer Group Endocrine Working Group. Pregnancy after breast cancer: If you wish, ma’am Breast Cancer Res Treat 129(2) 309–17 DOI: 10.1007/s10549-011-1643-7 PMID:
21698406
61. Tomasi-Cont N et al (2014) Strategies for fertility preservation in young early breast cancer patients Breast 23(5) 503–10 DOI:
10.1016/j.breast.2014.05.024
62. Hadji P et al (2012) Effects of exemestane and tamoxifen on hormone levels within the Tamoxifen Exemestane Adjuvant Multicentre (TEAM) trial: results of a German substudy Climacteric 15(5) 460–6 DOI: 10.3109/13697137.2011.647839 PMID: 22321061
63. La Marca A et al (2006) Serum anti- Müllerian hormone throughout the human menstrual cycle. Human Reproduction 21(12)
3103–7 DOI: 10.1093/humrep/del291 PMID: 16923748

16

www.ecancer.org

Review

50. Lutchman Singh K, Davies M and Chatterjee R (2005) Fertility in female cancer survivors: pathophysiology, preservation and the
role of ovarian reserve testing Hum Reprod Update 11(1) 69–89 DOI: 10.1093/humupd/dmh052

ecancer 2015, 9:503

64. Brougham MFH et al (2012) Anti-Müllerian hormone is a marker of gonadotoxicity in pre- and post-pubertal girls treated for
cancer: a prospective study J Clin Endocrinol Metab 97(6) 2059–67 DOI: 10.1210/jc.2011-3180 PMID: 22472563
65. Lee S et al (2011) Anti-Müllerian hormone and antral follicle count as predictors for embryo/oocyte cryopreservation cycle
outcomes in breast cancer patients stimulated with letrozole and follicle stimulating hormone J Assist Reprod Genet 28(7)
651–56 DOI: 10.1007/s10815-011-9567-z PMID: 21573682 PMCID: 3162058
66. Anderson R and Cameron D (2011) Pretreatment serum anti-Müllerian hormone predicts long-term ovarian function and bone
mass after chemotherapy for early breast cancer J Clin Endocrinol Metab 96(5) 1336–43 DOI: 10.1210/jc.2010-2582 PMID:
21325458
67. Behringer K et al (2013) Gonadal function and fertility in survivors after Hodgkin lymphoma treatment within the German Hodgkin
study group HD13 to HD15 trials J Clin Oncol 31(2) 231–39 PMID: 23150709
68. Ganz PA et al (2003) Breast cancer in younger women: reproductive and late health effects of treatment J Clin Oncol 21(22)
4184–93 DOI: 10.1200/JCO.2003.04.196 PMID: 14615446
69. Horning SJ et al (1981) Female reproductive potential after treatment for Hodgkin’s disease N Engl J Med 304(23) 1377–82 DOI:
10.1056/NEJM198106043042301 PMID: 7231460

71. International Breast Cancer Study Group (2006) Tamoxifen After Adjuvant Chemotherapy for Premenopausal Women With Lymph
Node–Positive Breast Cancer: International Breast Cancer Study Group Trial 13-93 J Clin Oncol 24(9) 1332–41 DOI: 10.1200/
JCO.2005.03.0783 PMID: 16505417
72. Meirow D et al (2014) Tamoxifen co-administration during controlled ovarian hyper-stimulation for in vitro fertilization in breast
cancer patients increases the safety of fertility-preservation treatment strategies Fertil Steril [Epub ahead of print] DOI: 10.1016/j.
fertnstert.2014.05.017
73. Goos P, Ingle J and Martino S (2003) A Randomized Trial of Letrozole in Postmenopausal Women after Five Years of Tamoxifen
Therapy for Early-Stage Breast Cancer N Engl J Med 349(19) 1793–802 DOI: 10.1056/NEJMoa032312
74. Turan V et al (2013) Safety and feasibility of performing two consecutive ovarian stimulation cycles with the use of letrozole- gonadotropin protocol for fertility preservation in breast cancer patients Fertil Steril 100(6) 1681–5 DOI: 10.1016/j.
fertnstert.2013.08.030 PMID: 24055050 PMCID: 3888552
75. Revelli A et al (2013) Is letrozole needed for controlled ovarian stimulation in patients with estrogen receptor-positive breast
cancer? Gynecol Endocrinol 29(11) 993–6 DOI: 10.3109/09513590.2013.819083 PMID: 24000936
76. Reddy J and Oktay K (2012) Ovarian stimulation and fertility preservation with the use of aromatase inhibitors in women with
breast cancer Fertil Steril 98(6) 1363–9 DOI: 10.1016/j.fertnstert.2012.09.022 PMID: 23058686
77. Huang JY et al (2010) Retrieval of immature oocytes from unstimulated ovaries followed by in vitro maturation and vitrification:
A novel strategy of fertility preservation for breast cancer patients Am J Surg 200(1) 177–83 DOI: 10.1016/j.amjsurg.2009.04.004
PMID: 20637351
78. Oktay K et al (2010) In vitro maturation improves oocyte or embryo cryopreservation outcome in breast cancer patients undergoing ovarian stimulation for fertility preservation Reproductive BioMedicine Online 20 634–38 DOI: 10.1016/j.rbmo.2010.01.012
PMID: 20219430
79. Shalom-Paz E et al (2010) Fertility preservation for breast-cancer patients using IVM followed by oocyte or embryo vitrification
Reproductive BioMedicine Online 21 566–71 DOI: 10.1016/j.rbmo.2010.05.003 PMID: 20822957
80. Donnez J et al (2004) Livebirth after orthotopic transplantation of cryopreserved ovarian tissue Lancet 364(9443)1405–10

17

www.ecancer.org

Review

70. Loren AW et al (2013) Fertility preservation for patients with cancer: American Society of Clinical Oncology clinical practice
guideline update J Clin Oncol 31(19) 2500–10 DOI: 10.1200/JCO.2013.49.2678 PMID: 23715580

ecancer 2015, 9:503

81. Peate M et al (2011) It’s now or never: fertility-related knowledge, decision-making preferences, and treatment intentions in
young women with breast cancer- an Australian fertility decision aid collaborative group study J Clin Oncol 13 1670–6 DOI:
10.1200/JCO.2010.31.2462
82. Ruddy KJ et al (2014) Prospective study of fertility concerns and preservation strategies in young women with breast cancer
J Clin Oncol 32(11) 1151–6 DOI: 10.1200/JCO.2013.52.8877 PMID: 24567428 PMCID: 4164759
83. Armuand GM et al (2012) Sex differences in fertility-related information received by young adult cancer survivors J Clin Oncol
30(17) 2147–53 DOI: 10.1200/JCO.2011.40.6470 PMID: 22585695
84. King JW et al (2012) Fertility preservation in women undergoing treatment for breast cancer in the U.K.: A questionnaire study
Oncologists 17(7) 910–6 DOI: 10.1634/theoncologist.2012-0064
85. Anderson RA et al (2008) Do doctors discuss fertility issues before they treat young patients with cancer? Hum Reprod 23(10)
2246–51 DOI: 10.1093/humrep/den252 PMID: 18614615
86. Quinn GP et al (2009) Physician referral for fertility preservation in oncology patients: a national study of practice behaviors
J Clin Oncol 27(35) 5952–7 DOI: 10.1200/JCO.2009.23.0250 PMID: 19826115

88. Albertsen G, Heuch I and Kvale G (1995) The short term and long term effect of a pregnancy on breast cancer risk: a prospective
study of 802457 Norwegian women Br J Cancer 72(2) 480–4 DOI: 10.1038/bjc.1995.359
89. Leon DA et al (1995) Breast cancer in Swedish women before age 50: evidence of a dual effect of completed pregnancy Cancer
Causes Control 6(4) 283–91 DOI: 10.1007/BF00051403 PMID: 7548715
90. Cummings P et al (1994) Risk of breast cancer in relation to the interval since last full term pregnancy Br Med J 308(6945) 1672–4
DOI: 10.1136/bmj.308.6945.1672
91. Cummings P et al (1997) Estimating the risk of breast cancer in relation to the interval since last term pregnancy Epidemiology
8(5) 488–94 DOI: 10.1097/00001648-199709000-00003 PMID: 9270948
92. Kelsey J and Berkowitz G (1988) Breast cancer epidemiology Cancer Res 48(20) 5615–23 PMID: 3048646
93. Enger SM et al (1997) Breastfeeding history, pregnancy experience and risk of breast cancer Br J Cancer 76(1) 118–23 PMID:
9218743 PMCID: 2223798
94. Katsouyanni K et al (1996) A case-control study of lactation and cancer of the breast Br J Cancer 73(6) 814–8 DOI: 10.1038/
bjc.1996.143 PMID: 8611387 PMCID: 2074384
95. Newcomb PA et al (1994) Lactation and a reduced risk of premenopausal breast cancer N Engl J Med 330(2) 81–7 DOI: 10.1056/
NEJM199401133300201 PMID: 8259187
96. Michels KB et al (1996) Prospective assessment of breast-feeding and breast cancer incidence among 89,887 women Lancet
347(8999) 431–6 DOI: 10.1016/S0140-6736(96)90010-0 PMID: 8618484
97. Adami H et al (1990) Absence of association between reproductive variables and the risk of breast cancer in young women in
Sweden and Norway Br J Cancer 62(1) 122–6 DOI: 10.1038/bjc.1990.242 PMID: 2390471 PMCID: 1971724
98. Letourneau JM et al (2012) Racial, socioeconomic, and demographic disparities in access to fertility preservation in young
women diagnosed with cancer Cancer 118(18) 4579–88 DOI: 10.1002/cncr.26649 PMID: 22451228 PMCID: 3387319
99. Litton JK (2012) Breast cancer and fertility Curr Treat Options Oncol 13(2) 137–145 DOI: 10.1007/s11864-012-0185-5 PMID:
22396154
100. Kranick JA et al (2010) Is pregnancy after breast cancer safe? Breast J 16(4) 404–11 PMID: 20522097

18

www.ecancer.org

Review

87. Loren A et al (2013) Fertility preservation in patients with cancer: American Society of Clinical Oncology Guideline update J Clin
Oncol 31(19) 2500–10 DOI: 10.1200/JCO.2013.49.2678 PMID: 23715580

ecancer 2015, 9:503

101. Azim Jr HA et al (2011) Safety of pregnancy following breast cancer diagnosis: a meta-analysis of 14 studies Eur J Cancer 47(1)
74–83 DOI: 10.1016/j.ejca.2010.09.007
102. von Schoultz E et al (1995) Influence of prior and subsequent pregnancy on breast cancer prognosis J Clin Oncol 13(2) 430–4
PMID: 7844605
103. Upponi SS et al (2003) Pregnancy after breast cancer Eur J Cancer 39(6) 736–41 DOI: 10.1016/S0959-8049(02)00870-5 PMID:
12651197
104. Sankila R, Heinavaara S and Hakulinen T (1994) Survival of breast cancer patients after subsequent term pregnancy: ‘‘healthy
mother effect’’ Am J Obstet Gynecol 170(3) 818–23 DOI: 10.1016/S0002-9378(94)70290-X PMID: 8141209
105. Azim Jr HA et al (2013) Prognostic impact of pregnancy after breast cancer according to estrogen receptor status: A Multicenter
retrospective study J Clin Oncol 31(1) 73–9 DOI: 10.1200/JCO.2012.44.2285 PMCID: 3530692
106. Helewa M, Levesque P and Provencher D (2002) Breast cancer, pregnancy, and breastfeeding J Obstet Gynaecol Can 24(2) 164–80
PMID: 12196882

108. Dalberg K, Eriksson J and Holmberg L (2006) Birth outcome in women with previously treated breast cancer- a population based
cohort study from Sweden PLoS Medicine 3(9) e336 DOI: 10.1371/journal.pmed.0030336
109. Dow KH and Kuhn D (2004) Fertility options in young breast cancer survivors: a review of the literature Oncology Nursing Forum
31(3) 46–53 DOI: 10.1188/04.ONF.E46-E53
110. Cardonick E, Gilmandyar D and Somer RA (2012) Maternal and neonatal outcomes of dose-dense chemotherapy for breast
cancer in pregnancy Obst and Gyn 120(6) 1267–72
111. Elliot P (2006) Pathogenesis of cardiotoxicity induced by anthracyclines Semin Oncol 33(3 Suppl 8) S2–7 DOI: 10.1053/j.
seminoncol.2006.04.020
112. Van Dalen EC et al (2006) Clinical heart failure during pregnancy and delivery in a cohort of female childhood cancer survivors
treated with anthracyclines Eur J Cancer 42(15) 2549–53 DOI: 10.1016/j.ejca.2006.04.014 PMID: 16919450
113. Azim Jr HA et al (2009) Breast-feeding after breast cancer: if you wish, madam Breast Cancer Res Treat 114(1) 7–12 DOI: 10.1007/
s10549-008-9983-7
114. Azim Jr HA et al (2010) Breastfeeding in breast cancer survivors: pattern, behavior and effect on breast cancer outcome Breast
19(6) 527–31 DOI: 10.1016/j.breast.2010.05.018 PMID: 21078487
115. Seynaeve C et al (2004) Ipsilateral breast tumour recurrence in hereditary breast cancer following breast-conserving therapy
Eur J Cancer 40(8) 1150–8 DOI: 10.1016/j.ejca.2004.01.017 PMID: 15110878
116. Haffty BG et al (2002) Outcome of conservatively managed early-onset breast cancer by BRCA1/2 status Lancet 359(9316)
1471–7 DOI: 10.1016/S0140-6736(02)08434-9 PMID: 11988246
117. Metcalfe K et al (2004) Contralateral breast cancer in BRCA1 and BRCA2 mutation carriers J Clin Oncol 22(12) 2328–35 DOI:
10.1200/JCO.2004.04.033 PMID: 15197194
118. King MC, Marks JH and Mandell JB (2003) Breast and ovarian cancer risks due to inherited mutations in BRCA1 and BRCA2
Science 302(5645) 643–6 DOI: 10.1126/science.1088759 PMID: 14576434
119. Antoniou A et al Average risks of breast and ovarian cancer associated with BRCA1 or BRCA2 mutations detected in case
series unselected for family history: a combined analysis of 22 studies Am J Hum Genet 72(5)1117–30 PMID: 12677558 PMCID:
1180265

19

www.ecancer.org

Review

107. Cardoso F et al (2012) The European Society of Breast Cancer Specialists recommendations for the management of young
women with breast cancer Eur J Cancer 48(18) 3355–77 DOI: 10.1016/j.ejca.2012.10.004 PMID: 23116682

ecancer 2015, 9:503

120. Ford D et al (1994) Risks of cancer in BRCA1-mutation carriers. Breast Cancer Linkage Consortium Lancet 343(8899) 692–5 DOI:
10.1016/S0140-6736(94)91578-4 PMID: 7907678
121. Rebbeck TR et al (2002) Prophylactic oophorectomy in carriers of BRCA1 or BRCA2 mutations N Engl J Med 346 1616–22 DOI:
10.1056/NEJMoa012158 PMID: 12023993
122. Kauff ND et al (2008) Risk-reducing salpingo-oophorectomy for the prevention of BRCA1- and BRCA2-associated breast and
gynecologic cancer: a multicenter, prospective study J Clin Oncol 26(8) 1331–7 DOI: 10.1200/JCO.2007.13.9626 PMID: 18268356
PMCID: 3306809
123. Domchek SM et al (2006) Mortality after bilateral salpingo-oophorectomy in BRCA1 and BRCA2 mutation carriers: a prospective cohort study Lancet Oncol 7(3) 223–9 DOI: 10.1016/S1470-2045(06)70585-X PMID: 16510331
124. Jernström H et al (1999) Pregnancy and risk of early breast cancer in carriers of BRCA1 and BRCA2 Lancet 354(9193) 1846–50
DOI: 10.1016/S0140-6736(99)04336-6 PMID: 10584720
125. Kotsopoulos J et al (2008) Infertility, treatment of infertility, and the risk of breast cancer among women with BRCA1 and BRCA2
mutations: A case-control study Cancer Causes Control 19(10) 1111–9 DOI: 10.1007/s10552-008-9175-0

127. Rzepka-Górska I et al (2006) Premature menopause in patients with BRCA1 gene mutation Breast Cancer Res Treat 100(1) 59–63
DOI: 10.1007/s10549-006-9220-1 PMID: 16773440
128. Breast cancer and breastfeeding (2002) Collaborative re-analysis of individual data from 47 epidemiological studies in 30 countries, including 50302 women with breast cancer and 96973 women without the disease Lancet 360(9328) 187–95 DOI: 10.1016/
S0140-6736(02)09454-0 PMID: 12133652
129. Andrieu N et al (2006) Pregnancies, breast-feeding, and breast cancer risk in the International BRCA1/2 Carrier Cohort Study
(IBCCS) J Natl Cancer Inst 98(8) 535–44 DOI: 10.1093/jnci/djj132 PMID: 16622123 PMCID: 2094011
130. Antoniou AC et al (2006) Parity and breast cancer risk among BRCA1 and BRCA2 mutation carriers Breast Cancer Res 8(6) R72.
DOI: 10.1186/bcr1630 PMID: 17187672 PMCID: 1797022
131. Cullinane CA et al (2005) Effect of pregnancy as a risk factor for breast cancer in BRCA1/BRCA2 mutation carriers Int J Cancer
117(6) 988–91 DOI: 10.1002/ijc.21273 PMID: 15986445
132. Oktay K et al (2001) Endocrine function and oocyte retrieval after autologous transplantation of ovarian cortical strips to the
forearm JAMA 286(12) 1490–3 DOI: 10.1001/jama.286.12.1490 PMID: 11572742
133. Oktay K et al (2004) Embryo development after heterotopic transplantation of cryopreserved ovarian tissue Lancet 363(9412)
837–40 DOI: 10.1016/S0140-6736(04)15728-0 PMID: 15031026
134. Sagi M et al (2009) Preimplantation genetic diagnosis for BRCA1/2—a novel clinical experience Prenat Diagn 29(5) 508–13 DOI:
10.1002/pd.2232 PMID: 19248143
135. Quinn GP et al (2009) Decisions and ethical issues among BRCA carriers and the use of preimplantation genetic diagnosis
Minerva Med 100(5) 371–83 PMID: 19910890
136. Fortuny D et al (2009) Opinion about reproductive decision making among individuals undergoing BRCA1/2 genetic testing in
a multi-centre Spanish cohort Hum Reprod 24(4) 1000–6 DOI: 10.1093/humrep/den471
137. Ormondroyd E et al (2012) Attitudes to reproductive genetic testing in women who had a positive BRCA test before having
children: A qualitative analysis Eur J Hum Genet 20(1) 4–10 DOI: 10.1038/ejhg.2011.146
138. Armuand G et al (2012) Sex differences in fertility-related information received by young adult cancer survivors J Clin Oncol
30(17) 2147–53 DOI: 10.1200/JCO.2011.40.6470 PMID: 22585695

20

www.ecancer.org

Review

126. Oktay K et al (2010) Association of BRCA1 mutations with occult primary ovarian insufficiency: A possible explanation for the
link between in- fertility and breast/ovarian cancer risks J Clin Oncol 28(2) 240–4 DOI: 10.1200/JCO.2009.24.2057

