Breast Cancer in Pregnancy

Quick reference guide

¢ Breast cancer is the most common malignancy complicating pregnancy (accounting for 40% of cases), the current incidence \
rate is estimated at 1 in 1000 pregnancies

% Numbers of women developing it in pregnancy or in the first year after delivery are rising
— contributing factors include increasing background incidence of the disease and rising maternal age

+» Diagnosis during pregnancy is associated with a lower prevalence of hormone receptor expression

— as such, a higher incidence of more aggressive subtypes e.g. triple-negative or HER2-positive disease are seen in this

population

In addition, presentation may be delayed leading to more advanced clinical staging at diagnosis

Management represents a challenging situation, in which healthcare professionals attempt to maximize the curative approach
for the patient while minimizing adverse effects on the fetus

+ In order to make risk/benefit decisions an understanding of the safety of each investigation/treatment modality is required
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Investigations and Imaging

( \
Tumour markers:

" May be misleading in pregnancy and are therefore not recommended

Fetal radiation (mGy) dose during
_/  imaging studies

" Ultrasound Scan (USS): )  Threshold for fetal damage

= 1stline imaging modality as lacks ionizing radiation =50mGy

= Tissue biopsy should be for histology > cytology (proliferative changes in |
\_  pregnancy render cytology inconclusive) Y, \
e Mammography: A CXR 0.0005-0.01

= Safe and effective in pregnancy
\_ " Minimal risk to developing fetus if appropriate lead shielding is used ) M Ty LANVTETALT
f Computed Tomography (CT) with/without contrast: ) CT head 0.001-0.01
. ® CT brain and thorax may be used as relative fetal radiation dose is low )

CT thorax 0.01-0.66

(] Magnetic Resonance Imagine (MRI): )

= MRI abdomen and pelvis preferable to CT, as MRI not associated with
increased risk of harm to the fetus

= Gadolinium-based contrast should be avoided (associated with adverse
neonatal outcomes including rheumatological, inflammatory, infiltrative

\_ skin conditions, stillbirth and neonatal death) )

Low-dose perfusion 0.1-0.5
Scintigraphy

Technetium-99m 4-5
Bone scintigraphy

/Sentlnel lymph node biopsy:
Can be performed throughout gestation, preferably using Technetium-99m
colloid solution injection (fetal dose <0.05 mGy)

= A 1-day protocol (solution injected on the morning of the surgery) reduces
fetal exposure to radiation

CT abdomen 1.3-35

CT pelvis 10-50
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= Avoid blue dye and isosulfan blue through gestation (risk of anaphylaxis i PET,/ C',F selstolle 30
1%) body scintigraphy
k Avoid methylene blue in 1%t trimester as it is teratogenic j

Other considerations

MDT:
* Involvement of the be considered: Staging: .
MDT, including an Post-onerativel .Sho.ul.d not pe Yv1thheld
obstetrician and . fos E h Y if clinically indicated
important in discussed with patient

+ for 6 weeks post
providing holistic care P
partum

VTE prophylaxis should
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