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 At the time of dg 25-year old female with a positive family history of breast cancer 
(both aunts and one cousin had BC), no known comorbidity, 1 birth, regular 
menstrual cycles.

 8/2013- presented with 7 cm mass in the right breast and right axillary 
lymphadenopathy on chest ultrasound and breast MR

 Core biopsy: ER 0, PR 0, HER-2 3+, Ki 67 50 %
 Chest X-ray, abdominal ultrasound, bone scintigraphy and tm markers were 

normal. 
 Neoadjuvant therapy was given in another hospital (1 cycle of FEC,  1 cy of AT, 

afterwards 10 cy of paclitaxel with capecitabine + trastuzumab x3 (until 11/2013) 
 Control breast MR was not performed before surgery, clinical exam- 1 cm mass in 

the right breast, no palpable axillary lymphadenopathy
 1/2014. skin-sparing mastectomy, right axillary dissection with breast 

reconstruction with latissimus dorsi myocutaneous flap was performed

 Histology: microscopically residual invasive cancer tissue, ER 0, PR 0, Her2 +, Ki 67 
40%, with perivascular infiltration, signs of dilatation of lymphatic vessel with 
tumor emboli, metastases in 2/7 axillary lymph nodes
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 After surgery patient was presented to our MDT 
 MDT decided to continue adjuvant treatment with trastuzumab
 Echocardiogram was normal
 The patient remained premenopausal after neoadj.th. she was advised several 

times about the importance of contraception during active oncological treatment 
 4/2014. Adjuvant irradiation (reconstructed right breast, supra and infraclavicular 

and axillary lymph nodes) was finished - 50Gy/25 Fr
 After 13 cy of trastuzumab (11/2014)  patient showed positive pregnancy test and 

ultrasound which confirmed pregnancy!
 (Since last menstruation (28.9.2014) patient received 2 cy of trastuzumab)
 MDT advised termination of pregnancy taking into consideration aggressive 

biology of BC, trastuzumab`s potential teratogenic effect.
 The patient refused to terminate her pregnancy, so therapy with trastuzumab was 

discontinued and she was referred to the reproductive specialist  and controlled 
regularly
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 11/2014: initial breast ultrasound and tm markers CEA, CA 15-3 were normal

 2/2015: breast ultrasound showed 5 mm susp.lesion, cytology: no malignant cells, she was 
referred to the surgeon who suggested control cytopunction

 The patient came back in 3/2015 when she was 5. months pregnant, at that time she already 
had multiple cutaneous metastases which indurated  her whole right breast, cytopunction 
showed malignant cells

 She was again referred to surgeon who did not indicate any sort of procedure- tm process 
was surgically inoperable

 Tm markers CEA, CA 15-3 were normal

 Her gynecologist suggested that pregnancy should be continued at least until 32.week of 
pregnancy

 3/2015 MDT decided to give AC chemoth. (std dose, supportive th- ondansetron, 
dexamethasone)

 19.5.2015 patient received 4.cy of AC chemotherapy ( 33.week of pregnancy) – partial 
regression of tm process and was referred to her gynecologist

 6/2015 tm markers were increased Ca 15-3 42,8, CEA 19,4, tumor was larger, exulcerated
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 11.6.2015. the patient gave birth to a healthy baby boy (2430 gr, 46 cm, Apgar 10/10) ( in her 36.
week of pregnancy)

 16.6.2015. tumor biopsy showed– ER 0, PR0, Her2 3+
 CT of thorax, abdomen and pelvis showed pulmonary lymphangiosis, few suspicious lung lesions 

up to 8 mm, mediastinal lymphadenopathy up to 16 mm

 MDT decided to start docetaxel + trastuzumab
 Echocardiogram was normal
 The patient was advised not to breastfeed
 11/2015 - After 6 cy of docetaxel + trastuzumab control CT of thorax, abdomen and pelvis showed 

few lesions in lungs up to 5 mm, no signs of mediastinal lymphadenopathy
 MDT decided to continue th with docetaxel + trastuzumab
 4/2016 CT scan showed no signs of pulmonary lesions or mediastinal lymphadenopathy but it 

showed susp. node in right axillary line up to 1 cm. Locally tumor was still exulcerated but smaller 
in size (3x3 cm)

 Cytology of the right axillary node showed malignant cells, patient was referred to surgeon who 
suggested breast MR and node biopsy

 Biopsy: ER0, PR 0, Her2+
 6/2016 : patient  presented with palpable mass in the left breast, cytology showed malignant cells, 

biopsy : ER0, PR 0, Her2+
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 7/2016 breast MR showed 3 new lesions in the left breast up to 1,1 x 0,6 cm, progression in size of 
BC mass in the right breast ( 2,8 x 1,7 x 2,5 cm), 2 new lesions in the right breast up to 1,2 cm

 7/2016 CT scan again showed pulmonary lymphangiosis

 MDT decided to start th with ado-trastuzumab emtansine.
 10/2016 Patient received 4 cy of Kadcyla.
 10/2016 CT scan showed progression in pulmonary lymphangiosis . Breast ultrasound showed 

progression in size of breast mass in the left breast ( up to 4 cm), left axillary, left supraclavicular 
lymphadenopathy, also progression in cutaneous metastases.

 10/2016: patient had strong headache, nausea, vomiting, trouble with balance
 Brain MR showed brain metastases in talamus (2,5 cm), right cerebellar area (up to 4 cm), left 

temporal area (8 mm) with signs of brain swelling
 Antiedematous therapy was started
 Patient was referred to neurosurgeon, radiosurgical management was not indicated
 11/2016 palliative radiation of brain was performed

 MDT decided to give lapatinib + capecitabine, if fit enough 
 1/2017 Patient unfortunately died
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DISCUSSION 

 Importance of fertility consultation, early 
referral to reproductive specialist, MDT 
approach

 Fertility preservation options (in Croatia) in 
neoadjuvant setting

Optimal management of Her2 positive breast 
cancer 

 Importance of adequate contraception during 
active treatment of BC
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PABC

 Importance of MDT approach in PABC
 Termination of pregnancy 
 Staging in PABC 
 Surgery in PABC
 Chemotherapy (timing, regimen, dose, supportive th) 

in PABC
 Trastuzumab in PABC
 Regular fetal monitoring during chemotherapy
 Full term delivery (37th week of gestation)
 Vaginal delivery or C section in PABC
 Breastfeeding and PABC
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Thank you for your attention!!


