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Two Lives Intertwined: 

Pregnancy-Associated Breast Cancer

P
regnancy-associated breast cancer (PABC) is defined as 

breast cancer diagnosed during pregnancy and up to 

one year postpartum (Eedarapalli & Jain, 2006). About 

75% of PABC tumors are estrogen receptor– and pro-

gesterone receptor–negative, exhibit HER2/neu over-

expression, and are biopsy-proven to be poorly differentiated 

(Aebi & Loibl, 2008). Breast cancer is the second most frequent 

malignancy occurring during gestation after cervical cancer 

(Singh, 2009), with an estimated incidence of one in 3,000 

and an average age range of 32–38 years at diagnosis (Logue, 

2009). In the United States, about 3,500 women are diagnosed 

with PABC on a yearly basis, and an estimated 30,000 cases are 

diagnosed per year worldwide (Fajdic, Gotovac, Hrgovic, & Fass-

bender, 2008). Because increasing age is a known risk factor for 

the diagnosis of breast cancer, the incidence of concurrent breast 

cancer and pregnancy has the distinct possibility of increasing as 

women delay child bearing well into their 30s and 40s (National 

Cancer Institute [NCI], 2010; Theriault & Hahn, 2007).

Because PABC is relatively rare, no large prospective clini-

cal trials exist from which to gather information; therefore, 

current knowledge is based primarily on a few retrospective 

case-controlled studies or review of case series (Rovera et al., 

2010). The clinical challenge in managing PABC lies in control-

ling the cancer while maximizing the survival outcome for 

the expectant mother without compromising the health and 

safety of the developing fetus (Morris, King, & Kennedy, 2009). 

Although other cancers do occur during pregnancy, the focus 

of this article will be on PABC, presenting a general overview 

of the diagnostic modalities available, the multidisciplinary 

approach to care and treatment for the mother and fetus, and 

the oncology nursing role specific to this patient population.

Presentation
Breast cancer most often presents as a painless mass or den-

sity (Logue, 2009). In addition, dimpling of the breast, nipple 

retraction, or axillary lymphadenopathy may occur (Eedarapalli 

& Jain, 2006). During pregnancy, breasts undergo significant 

changes, including edema, hypervascularization, and lobular and 

glandular hyperplasia, all of which can make tumor detection 

extremely difficult (Fajdic et al., 2008). Therefore, a compre-

hensive baseline breast examination is imperative during the 

early stages of pregnancy, before physiologic variances become 

evident (Guidroz, Scott-Conner, & Weigel, 2011; Logue, 2009). 

Because of the increased weight, glandularity, and density of 

the breast tissue, lumps and bumps may be attributed to benign 

The incidence of concurrent breast cancer and pregnancy (also known as pregnancy-associated 

breast cancer [PABC]) may increase as women delay child bearing. Because of the physiologic 

changes associated with pregnancy, diagnosis often is delayed, lending to poorer prognostic 

factors on presentation. Therefore, the clinical challenge in managing PABC involves controlling 

the cancer while maximizing survival outcomes for the expectant mother without compromising 

the health and safety of the fetus. Collaboration and communication between multidisciplinary 

team members are crucial. Education is key in providing a general overview of available diagnostic 

modalities, endorsing the multidisciplinary approach to care and treatment for the mother and 

fetus, and identifying the oncology nursing role specific to this patient population. Women with PABC must be kept informed 

of all aspects of care to ensure active participation in the decision-making process, as they are not only concerned for 

their own well-being but also that of their unborn child. Anxiety levels often run high and steady communication offers a 

modicum of control to this already-stressed patient population.

Kathy L. Czaplicki, RN, MSN, CCRC, is an oncology clinical research nurse at Loyola University Medical Center in Chicago, IL. The author takes full responsibility 

for the content of the article. The author did not receive honoraria for this work. The content of this article has been reviewed by independent peer reviewers 

to ensure that it is balanced, objective, and free from commercial bias. No financial relationships relevant to the content of this article have been disclosed by 

the author, planners, independent peer reviewers, or editorial staff. Mention of specific products and opinions related to those products do not indicate or imply 

endorsement by the Clinical Journal of Oncology Nursing or the Oncology Nursing Society. Czaplicki can be reached at kczapli@lumc.edu, with copy to editor 

at CJONEditor@ons.org. (First submission May 2011. Revision submitted January 2012. Accepted for publication January 17, 2012.)

Digital Object Identifier:10.1188/12.CJON.E183-E189

© iStockphoto.com/Pgiam

 
© Oncology Nursing Society. Unauthorized reproduction, in part or in whole, is strictly prohibited. For permission to photocopy, post online, reprint, adapt, 

or otherwise reuse any or all content from this article, e-mail pubpermissions@ons.org. To purchase high-quality reprints, e-mail reprints@ons.org. 
 

D
ow

nl
oa

de
d 

on
 0

5-
17

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.


