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In South Africa, about 1 in 6 breast cancers occur in women younger than 40 years. As regular 

mammographic screening is recommended from the age of 40 upwards, younger female patients’ 

cancer is usually detected clinically (a lump in the breast) and likely to be at a more advanced stage 

than screen-detected cancer.  A cancer diagnosis in  a younger woman obviously requires a 

multitude of conversations, but one that we are increasingly having is that of fertility.  

More women are postponing childbearing until they have finished tertiary education, are 

established in their careers, and have formed stable relationships . For women who have not yet 

finished family planning, a breast cancer diagnosis has profound implications on their ability to 

have a child. 

While breast cancer itself does not have any known effect on fertility, the treatment of it  does.  

Some of the implications and important factors that women should be aware of  when undergoing 

treatment and wanting to fall pregnant  are outlined below.  

 

1. Hormones 

As many breast cancers are stimulated in their growth by oestrogen, several treatments reduce 

oestrogen levels or block the effect of oestrogen in target tissues . One of the most common 

medications prescribed for premenopausal women suppresses ovarian sex hormone production. 

When on these medications, women are in an artificial menopausal state and therefore 

infertile.  Other treatments modulate the effect oestrogen has on breast tissue by binding to the 

oestrogen receptor in breast tissue and blocking it. The most prominent in this group – Tamoxifen 

– does not make women infertile but has strong teratogenic effects, i.e. if women get pregnant 

while on Tamoxifen, the chance of having a mis formed baby are high and these women should 

practice effective contraception. This is particularly important, as Tamoxifen is routinely given for 

5 years and in many cases for 10 years.  

 

2. Chemotherapy 

A side effect of chemotherapy is that it decreases ovarian function permanently. This means, that 

with advancing age, more and more women are permanently postmenopausal after completion of 

chemotherapy. As a rough rule of thumb, chemotherapy for breast cancer age s ovaries by about 10 

years. In practice, this means that almost all women aged 40 and older will experience early 

menopause after chemotherapy and women before that age will experience decreased fertility.  

While chemotherapy is also teratogenic, this only holds true for the first trimester of pregnancy; 

thereafter it can be given safely. Care must be taken, however, to avoid undergoing chemotherapy 

near the birth as the risk of post-partum sepsis in chemotherapy is very high.  



3. Bisphosphonates and Biologicals  

For both groups of medication, there is very little information available. It seems that both do not 

have a significant effect on fertility but must not be given during pregnancy. Bisphosphonates such 

as Zoledronate have an anti -angiogenic effect (i.e. they prevent formation of new blood vessels). 

Angiogenesis is understandably an essential process in  the intra-uterine growth and development 

of the baby. Biologicals such as Trastuzumab have significant cardiotoxicity; i.e. make it more 

difficult for the heart to cope with the increased load during pregnancy.  

 

4. Radiotherapy 

Radiotherapy is part of many treatment plans for primary breast cancer ; it is obviously highly 

teratogenic and cannot be given during pregnancy; at other times, it is relatively safe and does not 

influence ovarian function unless the ovaries are in the radiation field such as in radiation for pelvic 

bone metastases.  

 

5. Surgery 

Breast surgery does not influence fertility . However, the associated general anaesthetic is known 

to lead to a spontaneous miscarriage in about 1 in 200 to 300 pregnant women.   

As can be seen, all breast cancer treatments aside from surgery have the potential to lead to 

deformities in the child and miscarriages  or significantly reduce fertility . Discussions pre-

treatments are vital and fertility management options such as egg or embryo freezing are strongly 

recommended. If a pregnancy does occur during active treatment, this requires a multi-disciplinary 

evaluation of mother and baby and very complex decisions regarding further treatment or 

continuing the pregnancy.    

We suggest that every younger woman given a breast cancer diagnosis asks the questions below:  

• Could treatment increase the risk of, or cause, infertility? Could treatment make it difficult 

to become pregnant or carry a pregnancy in the future?  

• Are there other recommended cancer treatments that might not cause fertility problems?  

• Which fertility option(s) there are?  

• What fertility preservation options are available at this hospital? At a fertility clinic?   

• Would you recommend a fertility specialist (such as a  reproductive endocrinologist) who I 

could talk with to learn more? 

• Is birth control recommended? 

• After treatment, what are the chances that my fertility will return? How long might it take 

for my fertility to return? 

_____________________________________ 

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000732564&version=Patient&language=English
https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000780360&version=Patient&language=English
https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000779751&version=Patient&language=en
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