
240 April 2010  •  Volume 14, Number 2  •  Clinical Journal of Oncology Nursing

Many women of childbearing age are diagnosed with cancer in the United States each year. Improved survival rates can give many time to 

still have their own families if they choose. Although cancer treatments can dramatically increase survivorship, they also can negatively affect 

future fertility. Women newly diagnosed with cancer may not be aware of the possible damage to their future fertility as their main concern 

is survival. Women who may have their fertility compromised by cytotoxic treatments should be counseled and referred to reproductive spe-

cialists to explore their options. Although receiving a diagnosis of cancer is overwhelming, fertility counseling should be initiated as early as 

possible so that sufficient time exists to preserve fertility before ovarian damage occurs. Many fertility preservation options, including egg, 

embryo, and ovarian tissue freezing, can be done in a short period of time so as not to delay the start of cancer treatment. To educate and 

support women with cancer of childbearing age, oncology nurses should be aware of fertility preservation options and work closely with 

infertility nurses. 

Alana Shear, RN, BSN, is a fertility preservation nurse coordinator at Reproductive Medicine As-
sociates of New Jersey in Morristown.

Digital Object Identifier: 10.1188/10.CJON.240-242

Fertility Preservation:  
An Option for Women With Cancer?

SUPPORTIVE CARE MARCELLE KAPLAN, RN, MS, AOCN®, CBCN—ASSOCIATE EDITOR

Alana Shear, RN, BSN

M.B. was a 35-year-old woman initially 

diagnosed with right breast cancer in 

April 2009. During a routine self-breast 

examination, M.B. palpated a small lump 

and contacted her gynecologist for evalu-

ation. Based on M.B.’s age and lack of 

family history for breast cancer, M.B. and 

her gynecologist were optimistic that the 

lump was benign. A digital mammogram, 

ultrasound, and a subsequent magnetic 

resonance image confirmed that the lump 

looked highly suspicious. A core biopsy 

revealed invasive ductal carcinoma and 

M.B. underwent a right lumpectomy and 

sentinel lymph node biopsy. The pathol-

ogy report indicated a 2.4 cm poorly dif-

ferentiated (grade 3) tumor with ductal 

and lobular features, no lymphovascular 

invasion identified, and right sentinel 

lymph nodes negative for malignancy. 

Receptor status analysis showed the tu-

mor was estrogen-receptor positive and 

progesterone-receptor positive. HER2-neu 

was 2+ by fluorescent in situ hybrid-

ization testing. Subsequent BRCA1 and 

BRCA2 testing were negative. 

The recommended course of treatment 

by M.B.’s oncology team was four rounds 

of taxoetere and carboplatin plus one year 

of herceptin treatment followed by five 

years of tamoxifen. The potential damag-

ing effects of chemotherapy on M.B.’s fer-

tility were an immediate concern to M.B. 

and her fiancé, who were planning a June 

2009 wedding and children in the future. 

M.B. was counseled that her planned regi-

men would cause damage to her oocytes 

(eggs) and accelerate the aging of her 

ovaries, possibly resulting in premature 

menopause. These effects would signifi-

cantly diminish her chances of becoming 

pregnant with her own eggs and having a 

child in the future. During the five years of 

tamoxifen therapy, M.B. would be advised 

not to attempt pregnancy because tamox-

ifen is a pregnancy Category D drug. 

Based on M.B.’s desire to have children 

in the future and the potential damaging 

effects of the chemotherapy on her fertil-

ity, M.B.’s oncology team referred her to a 

reproductive endocrinologist to explore 

her options for fertility preservation be-

fore her cytotoxic treatment was initiated. 

During consultation with the reproduc-

tive specialist, M.B. was evaluated and 

informed about reproductive biology and 

the normal process of ovarian aging. 

Patient Assessment
Ovarian reserve is the term used to de-

scribe the ability of a woman’s ovaries to 

produce eggs that will ultimately produce 

a baby. To access her ovarian reserve, M.B. 

had an ultrasound to see the number of fol-

licles on each ovary. Her hormones levels, 

including estradiol, follicle-stimulating 

hormone, and antimullerian hormone, 

also were measured. The tests helped 

to determine the dose of hormones and 

fertility treatment protocol M.B. would 

need to stimulate her ovaries to achieve 

the maximum number of quality eggs. Be-

cause of the planned oncology treatment 

schedule of chemotherapy followed by 

five years of tamoxifen, M.B. would not be 

able to attempt pregnancy until she was 

older than age 40; however, pregnancy 

and live birth rates for women older than 

age 40 are lower than for younger women 

(Ventura, Abma, Mosher, & Henshaw, 

2009). In addition, M.B.’s ovaries would 

be damaged by the chemotherapy regi-

men, thereby causing her ovaries to act 

D
ow

nl
oa

de
d 

on
 0

4-
26

-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.


