Diagnosis and management of breast cancer during pregnancy by multidisciplinary  team  -A case report and review of litratures.
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Abstract: 
Background and aim:
When breast cancer ocurres during pregnancy or within the first year after delivery is considered  pregnancy-associated breast cancer (PABC)Breast cancer during pregnancy is a devastatig situation for the patient, her family as well as for the medical team.Providing guidance for diagnosis and treatment of breast cancer during pregnancy,also we report a case and do review of literatures.

Case :
Here we represent a 31 years old pregnant woman with low back pain who was refered to gynecology ward .she was 25w+6d pregnant.After work up it was discovered that she has a lytic lesion in her spine and we have done some workup she found that she has metastatic breast cancer with the pathology of invasive ductal carsinoma with metastasis to spine.After a consulting meeting by medical team (gynecologist oncologist,radiotherapist and hematologist oncologist and neurosurgeon)we terminated the pregnancy and put it on radiotherapy for the spine metastasis and systemic therapy.Also we reviewed 36 pregnant patients with primary or recurrent cancer of the breast were managed by outpatient chemotherapy, surgery, or surgery plus radiation therapy, as clinically indicated.Care was provided by medical oncologists, breast surgeons, and perinatal obstetricians.    
Conclusion: 
There are no signiﬁcant guide of patients in worldwide literature to develop standard protocols. Pregnant women must be followed by a multidisciplinary team and should be considered by each case depends on the gestational age and stage of the cancer.
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Figure = metastatic ductal carcinoma  infiltrating bone (× 40)
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Discussion and review of literatures :
 The aim of treatment of breast cancer  for nonpregnant  and PABC is the same: local control of the disease and prevention of systemic metastases. During pregnancy, some treatment  modalities need to be modiﬁed because of adverse effects on the fetus.(14)
Radiation therapy is contraindicated during pregnancy;and  is not considered a safe treatment.Mental retardation after the 8th week of pregnancy,and  increased risk of childhood cancer are its side effects.(15-17)
 Francesca et al reported 6 cases during pregnancy). 2 patients wereintheﬁrsttrimester,1inthesecondtrimesterand3inthe third trimester,The median age of the pregnant patients was 34y (range 28–44y). All patients underwent preoperative breast ultrasound and bilateral mammography; in all cases the histological diagnosis was obtained bycorebiopsy. The mean size of the primary tumor at the time of diagnosis was 3.3cm (range 0.5–8.2cm). Conservative surgical therapy was performed in 4 cases. All patients included in the study had invasive ductal carcinoma,. The 4 patients who underwent surgery during pregnancy had healthy babies two patients received both neoadjuvant and adjuvant chemotherapy. Breast external radiotherapy was implemented in three patients after delivery.Delivery was cesarian in most of patients, one patient delivered spontaneusly at 39 weeks of gestation and one patient underwent induction. In3patientsdistantmetastasesoccurred:twohadlivermetastases and another had both liver and lung metastases. These 3 patients died of metastatic breast cancer 12, 27 and 30 months after surgery, respectively afterameanfollow-upof20months,the other patients were well without signsof local or distant recurrence.(17)

David L. (et al) reported24 pregnant patients with a concurrent diagnosis of a primary or recurrent breast malignancy have been treatedsince April 1989. Twenty-two patients were diagnosed with primary breast cancers intact. Two patients with previous histories of primary breast lesions were diagnosed with recurrent postpartum after chemotherapy for locally advanced breast cancer. First-trimester surgery was performed in four (29%) of 14 patients with no subsequent spontaneous abortions. Second- or third-trimester surgery was performed in the remaining 10 patients (71%), also with no fetal compromise or preterm labor. Two patients had antepartum segmental mastectomy with axillary lymph node dissection followed by chemotherapy and postpartum radiation therapy. Three patients with stage IV disease did not have surgery as part of the treatment plan, and one patient refused surgery and/or locoregional radiation therapy postpartum. The median primary tumor size was 4.5 cm (range, 1.4 to 7 cm). Sixty-seven percent of the tumors were lymph node positive at the time of surgery. Fifteen percent of the primary tumors were positive for both estrogen and progesterone receptors, 10% were positive for estrogen receptors but not progesterone receptors, 10% were positivefor progesterone receptors but not estrogen receptors, and 65% were negative for both receptors. The patients tolerated full doses of chemotherapy without major complications. The median gestational age at delivery was 38 weeks (range, 33 to 40 weeks). Three patients delivered before term, one as a consequence of pre-eclampsia, and two because of idiopathic preterm labor (8%). The neonates experienced no unusual complications. The Apgar scores at birth were uniformly 9 or greater at 5 minutes of life. None of the 24 infants was congenitally malformed. Only one infant had a birthweight lower than the 10th percentile for gestational age. Modiﬁed radical mastectomies were performed without complications in 18 of the 22 patients with primary cancers. Despite maternal alopecia, only two of the neonates were reported to have substantial hair loss. At the time of this report, the median age of the children is 4.5 years (range, 6 months to 8 years). The three patients with recurrent tumors or stage IV tumors at presentation died of disease within 2 years of diagnosis. The stage I patient was diagnosed with recurrence at 37 months. Six (67%) of the nine stage II patients are alive at a median of 44 months of follow-up (range, 9 to 88 months), and all are disease free. At a median follow-up of 36 months (range, 14 to 73 months), nine (82%) of 11 stage III patients are alive, and eight of 11 (72%) are alive without disease. At a median of 40 months, the combined survival rate for women with stage II or III disease is 75%, and the disease-free survival rate is 70%(18).
Our case was stage IV breast cancer and it had isolatet spine metastasis and it needed radiotherapy ,so  we had to terminated the pregnancy because of radiotherapy side effects on fetus,although the gestational age was 25w+6d ,waiting for maturation of fetus lung was impossible
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