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Extragenital carcinoma with pregnancy 
is receiving increasing interest through­
out the world, since it is thought that, 
pregnancy alters the natural history of 
the disease. When breast carcinoma is 
diagnosed with pregnancy, it can be in­
fered that the lesion existed for a long 
time. Thus, the majority of the cases 
are quite in advanced stage, and prove 
to be fatal no matter how treated. Har­
rington (1940) observed that pregnancy 
with carcinoma breast definitely increas­
ed the chances of metastases. Bunker 
and Peters (1963) reported lowered 5 
year survival rate after treatment of 
carcinoma breast with pregnancy. The 
effect of pregnancy on the disease and 
the value of termination of pregnancy in 
aiding definitjve therapy needs proper 
evaluation. 

Four cases of carcinoma breast com­
plicating pregnancy, admitted in 1969-70 
and treated at the Eden Hospital, Medi­
cal College, Calcutta, are being present­
ed with follow ups and final outcomes. 

Case 1 

Mrs. B.S., 35 years, Para 3 + 0, was ad­
mitted in on 30th September 1969, with 
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history of five months' amenorrhoea and a 
gradually increasing lump in the left 
breast. 

The patient had first noticed a nodular 
lump in the left breast four months back 
which gradually increased and aquired the 
present size. The left nipple was everted 
and the lump occupied both medial and 
lateral quadrants measuring 8.5 em x 5 em. 
The skin over the lump was ulcerated and 
fixed to the mass. 

The lump was hard with a smooth sur­
face and was free from adhesion to the 
deeper tissue. The left anterior and 
medial group of axillary lymph glands 
were palpable, discrete, hard and mobile 
without tenderness. The right breast was 
normal. 

Past history of illness: Nothing sugges­
tive. 

Obstetric History: Para 3 + 0, all term 
normal deliveries with uneventful puerpe­
rium. 

General Examination: Condition fair, 
Hb-10.8 gm%. 

Systemic Examination: Nothing abnor­
mal detected. X-Ray Chest, was clear. 

Obstetric Examination: Height of Uterine 
fundus was 22 weeks, foetal parts palpable. 

Biopsy from the growth on histopatho­
logical examination showed schirous carci­
noma and the clinical staging was carci­
noma breast, Stage II. 

Management: Termination of pregnancy 
by abdominal hysterotomy with bilateral 
oophorectomy was done on 3-10-1969. The 
growth was treated with 36 exposures of 
local Telecobalt therapy. The growth re­
ceded and the skin ulcer healed up. The 
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patient is alive and well till December, 
1972. 

Case 2 
Mrs. S.R., 30 years, para 6 + 0, was ad· 

mitted on 3rd May 1970, with history of 
amenorrhoea for six months and a painful 
lump in the left breast for one year. The 
pain radiated to the left arm for the last 
three months. 

The lump in the left breast was first ob-
- served one year back and was initially 

small and stationary for the first six months 
and aquired the present size of 15 em x 15 
em occupying all the quadrants of the left 
breast within last six months. The skin did 
show 'peau-de-orange' appearance with 
generalised thickening and pigmentation. 
The nipple was retracted (Fig. 1). The skin 
was fixed to the lump, irregular firm in 
feel with ill defined margins. The mass 
was adherant to the deeper tissue but free 
from the chest wall. Left central, pectoral 
and lateral group of axillary glands were 
palpable discrete, hard, mobile without 
tenderness. The right breast was normal. 

Biopsy from the growth on histopatho­
logical examination showed schirous car­
cinoma and the clinical staging was Stage 
IV Carcinoma breast with pregnancy. 

Past history of illness: Nothing relevant. 
Obstetric History: Para 6 + 0, all term 

normal deliveries, last childbirth 3 years 
ago. 

General Examination: General condition 
poor, Hb-7.8 gmo/o. 

Systemic Examination: There was evid­
ence of plueral effusion on the left si'de of 
chest, confirmed "by skiagraphy. 

Obstetric Examination: Height of uterine 
fundus was 24 weeks, head presenting, 
foetal heart sounds heard. 

Management: Termination of pregnancy 
by abdominal hysterotomy with bilateral 
oophorectomy was done on 11-5-1970. The 
growth was treated by total mastectomy, 
followed by a course of radiotherapy. The 
general condition of the patient deteriora­
ted and she died in 8 months. 

Case 3 
Mrs. S.S., 28 years, para 0 + 0, married 

for six years, attended antenatal clinic, in 
January, 1970 with a history of amenor-

rohea, three months and a swelling of the 
left breast first noticed since July, 1969. 
The lump gradually increased in size and 
extended to the upper outer quadrant of 
the left breast measuring 7 em x 7 em. The 
mass was uniform and free from deeper 
structures. The skin was free. The left 
axillary lymph nodes were just palpable 
and mobile. The right breast was normal. 

Biopsy from the growth on histopatho­
logical examination showed spheroidal cell 
carcinoma, and the clinical grading was 
carcinoma breast stage II. 

Past history of illness: Nothing relevant 
General Examination: Condition fair 

Hb-13 gmo/o. 
Systemic Examination: Nothing abnor­

mal detected. 
Obstetric Examination: The uterus was 

16 weeks pregnancy size soft. 
Management: Being an elderly primi­

gravidae and very keen for a baby the 
pregnancy was allowed to continue. Radical 
mastectomy was done in January 1970, 
followed by post operative telecobalt the­
rapy in February, over the breast area and 
internal mammary chain of glands for 3 
weeks and for another 3 weeks to the axil­
lary and supracalavicular area, a total of 
thirty exposures. All due precautions were 
taken to shield exposures to the growing 
foetus. Pregnancy continued and the pati­
ent developed mild toxaemic features 
which were controlled by rest and diure­
tics. Elective lower segment caesarean sec­
tion was done at 38 weeks delivering a 
healthy female baby. The lactation was 
suppressed by injection Aquaviron 50 mgm. 
Bilateral oophorectomy was done six 
months later. The patient is doing well 
and the girl growing naturally. 

Case 4 
Mrs. A.D., 30 years, para 2 + 1, was ad­

mitted, as an emergency, in September, 
1970 with history of amenorrhoea of thirty­
four weeks. The patient was in labour for 
three hours. 

There was a fungating ulcer on the right 
side of her chest, with extreme oedema of 
the right upper extremity (Fig. 2). The 
patients had first noticed a lump in the 
right breast which quickly grew and with­
in three months a lump appeared in the 
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left breast. Patient had radical mastectomy 
in November 1969 and in April 1970 res­
pectively for the right and left breast fol­
lowed by radiotherapy. 

The patient first attended Eden hospital 
antenatal Clinic at 28 weeks of pregnancy 
for Severe anaemia and hypoproteinaemia. 
Hysterotomy with oophorectomy was re­
commended but the patient refused termi­
nation and left hospital on request. 

General Examination: General condition 
was very poor, with severe anaemia and 
cachexia. 

Patient delivered a premature male baby 
normally. 

Patient was discharged on request and 
died of cachexia and exhausion in 6 weeks. 

Discussions 

Many factors require a critical assess­
ment in planning management of a case 
of carcinoma breast with pregnancy. The 
disease spreads rapidly during preg­
nancy. It is only curable if it is still 
localised and is of a favourable micro­
scopic type. The various reports when 
compared. leaves the problem as to 
whether termination of pregnancy en­
hances the chances of 5 years unsolved. 
The survival rate is distinctly higher in 
non-pregnant cases treated for carcinoma 
breast. 

Cade (1964), while discussing cancer 
breast with pregnancy expressed that 
termination of pregnancy helps in deter­
mining surgical or radiological treatment 
cure rate. Eight of his cases out of four­
teen having therapeutic termination were 
alive and well after treatment of carci­
noma breast, as compared to eight deaths 
out of ten patients, where pregnancy was 
allowed to continue and cancer breast 
treated. Out of thirteen patients who 
conceived after radical mastectomy re­
credescence followed in eight patients. 
Among the remaining five cases three had 
termination of which two survived. 

Hobbel and Farrow (1962) presented 

a data whh:n showed that therapeutic 
termination had little effect on survival 
rate of cases treated for carcinoma breast 
with pregnancy. Bunker and Peters 
(1963) observed that survival rate was 
80% per cent where carcinoma breast 
was treated prior to pregnancy, 40 per 
cent if treated during pregnancy and 35 
per cent in lactational group. 

The question of termination of preg­
nancy therefore requires a critical 
appraisal. Cade (1964) stressed that ter­
mination of pregnancy improves the ulti­
mate prognosis, some contradicted that 
termination had little effect on the final 
outcome of �t�r�e�a�t�m�e�n�~�.� Hobbel and 
Farrow (1962.) compromised by consider­
ing termination on the clinical staging of 
the disease and duration of pregnancy, 
when carcinoma breast was diagnosed. 

Metastases were more frequent, with 
pregnancy, by Miller (1962). Thirty, 
(66.6%) out of 45 cases reviewed had 
axillary metastases. Treves and Hobbel 
(1958) found metastases in 58.6 per cent 
cases below the age group of 35 years. 
Haagensen (1967) in his note of �n�1�1�t�~�r�a�l� 
history of breast carcinoma emphasised 
on the simple yet descriptive classifica­
tion of the disease deterrnining the out­
come and survival rate. According to 
him the presence of the following find­
ings influence the prognosis. (i) Oedema 
of the skin. (ii) Ulceration of the skin. 
(iii) Solid fixation of the Carcinoma of 
the chest wall. (iv) Axillary nodes more 
than 2.5 em. in size. (v) Fixation of the 
c::xillary nodes to the overlying skin. 

Haegensen reported 7.3 per cent con­
tralateral breast carcinoma with preg­
nancy. 

The outcome of Radical mastectomy is 
poorer in young women in the child­
bearing age. In this series, the patients 
mere aged 35, 30, 28 and 30 years. 
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Haagensen (1967) stressed termination 
in young patients in early month of preg­
nancy in selected cases of well circums­
cribed growth with no glandular meta­
stases. In one case of this series the 
patient was an elderly primigravidae and 
was allowed to continue her pregnancy. 
Patient is still alive and well. Thus, parity 
is another important factor to have 
serious consideration before termination 
of pregnancy is planned. 

Summary and Conclusion 

Four cases of carcinoma breast with 
pregnancy are presented. In two cases 
the pregnancy was terminated and in the 
other two it was continued. The first 
case survived and is well following ter­
mination and subsequent radical teatment 
and the third case is also doing well 
where pregnancy was allowed to continue 
with concurrent surgery and radio­
therapy. One of our cases had contra­
lateral lesion. 

It appears that the stage of the lesion 
_ and its histological grading determines 

the outcome, irrespective of the size of 
the tumour. As regard the principal of 
definitive treatment the usual guidelines 
generally followed are, (i) termination o£ 
pregnancy in multigravidae in the first 
trimester, otherwise it may be allowed to 
continue to a viable age, (ii) radical 
mastectomy in stage I with histological 

grade I intraductal, papillary or circums­
cribed growth, (iii) in stage II and III 
cases of breast carcinoma, in presence of 
lymph node metastases, radiotherapy 
with oophorectomy is a better proposal. 

Termination of pregnancy offers a 
limited value in aiding definitive treat­
ment by reducing hormone levels, size 
and vascularity of the growth. 
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