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Introduction 
 
Cancer does not just affect the person battling the disease, but the patient’s family as 
well. Cancer can impact a broad range of family relationships from sexual relations with 
a partner to how someone parents their child. Family members are also often involved in 
the treatment decisions that someone with cancer makes, such as showing support for a 
particular medical decision [1] or even being the primary decision maker [2, 3]. The role 
that a family member plays in the decision-making process is contingent upon many 
factors including the age of the patient, their relationship to the cancer patient (e.g., 
parent vs. child), the patient’s own desires [4], prior family dynamics [4, 5], and cultural 
and community norms [2, 3]. Family members can be involved in many decisions 
directly related to an individual’s cancer battle including which treatment option to 
choose (e.g., lumpectomy or mastectomy) [6], whether or not to pursue alternative 
treatments [7], and end-of-life care [8]. 
 
Cancer patients also often face secondary health issues stemming from cancer and its 
treatment that can impact their quality of life post-cancer, such as “chronic pain, 
cognitive dysfunction, fatigue, peripheral neuropathies, cardiovascular and bone disease, 
or incontinence” as well as cancer-related infertility (p. 5) [9]. Recently, there has been 
greater attention paid to such related health issues that can impair an individual’s life long 
after the cancer itself is gone, in part due to higher cancer survival rates today. Today, 
most people diagnosed cancer will survive and many will have to deal with the potential 
long-term consequences of cancer such as infertility. However, despite what we know 
regarding the importance of family relationships as during an individual’s battle with 
cancer, we know much less about how the sequalae of cancer, such as infertility, impacts 
these family relationships. Moreover, there has been very little research conducted on the 
role of family members in patient’s decisions regarding such secondary health 
consequences stemming from cancer or its treatment. 
 
Our aim in this chapter is to broaden our understandings of how cancer impacts an 
individual’s family life by looking directly at how the secondary health issue of cancer-
related infertility affects family relationships. Our central research questions in this 
chapter are as follows: 
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(1) Which family relationships are impacted by cancer-related infertility? 
(2) How does the potential infertility of a cancer patient influence relationships with 
their family? 
(3) What role do family members have in a cancer patient’s treatment decisions 
regarding cancer-related infertility? 

 
We explore these questions by drawing on interviews with 52 younger women who were 
diagnosed with breast cancer at 40 years of age or younger. Based on our respondents’ 
experiences, we conclude that infertility fears and concerns are a prominent way that 
family members show social support; but also that cancer related infertility can places a 
strain on family relationships. Moreover, we find that a wide-range of familial 
relationships, including those with partners and parents, are affected by cancer-related 
infertility. We also conclude that in order to fully understand how women facing cancer 
make both fertility-conserving treatment choices at the time of diagnosis (e.g., emergency 
IVF) and later fertility decisions (e.g., whether or not to adopt), the role of family 
members in these decisions needs to be explicitly examined. Finally, our findings have 
implications for educational efforts aimed at cancer patients and their families regarding 
cancer-related infertility. 
 
Background – Younger Women with Breast Cancer and Cancer-Related Infertility 
 
Although breast cancer is usually thought of as a disease that afflicts older women, 7% of 
women with breast cancer are diagnosed before 40 years of age and breast cancer 
accounts for more than 40% of cancers in women 40 years of age and below [10]. 
Younger women also often face a different prognosis than older women diagnosed with 
breast cancer. Younger women often develop more aggressive forms of breast cancer, 
respond less well to treatment, have higher rates of recurrence than their older 
counterparts [11], and have lower survival rates [10]. Moreover, younger women facing 
breast cancer may be affected by cancer-related infertility. Cancers and cancer treatments 
vary in their impact on a patient’s future fertility. While some cancer and cancer 
treatments may pose very little risk to one’s fertility, younger women with breast cancer 
are considered in general to be at risk for impaired fertility. However, the risk varies 
across patients depending on many factors, including the treatment regimen followed 
(e.g., choice of chemotherapeutics), the presence of a BRCA mutation, the patient’s age, 
and the patient’s baseline ovarian reserve [12]. Both qualitative and quantitative studies 
on younger women with breast cancer (along with research on cancer survivors of child-
bearing age more generally) have found that issues regarding potential infertility are 
among their top concerns (See [13] for a comprehensive review of research in this area). 
 
Those with cancer can take steps to help ensure that their future fertility capacity is 
preserved. Most experts agree that patients have the most effective options for fertility 
conservation prior to the beginning of treatment because of the potentially damaging 
effects of treatment (e.g., radiation and chemotherapy). Women with breast cancer have 
several options available depending on their future family goals and particular prognosis 
(including the stage of the disease at diagnosis, whether or not their breast cancer is 



hormone receptor-positive, or if the patient has a BRCA mutation) [12]. Prior to 
treatment, options range from egg/embryo harvesting to more investigational treatments 
such as ovarian tissue cryopreservation [12]. In addition to these fertility-conserving 
treatment options, cancer patients may also choose to become parents through alternative 
routes using donor eggs, surrogacy, and adoption (for a complete discussion of the 
options available to those diagnosed with breast cancer, see [12]). 
 
Despite clear indications that fertility is a major concern for younger people facing a 
cancer diagnosis, the topic is not routinely discussed during the diagnosis or early 
treatment phases. A consistent finding is that many cancer patients, male, female, adult, 
and child patients, do not recall having any conversation with a physician prior to 
treatment regarding potential fertility impairment or treatment options. In their review of 
research on the topic, Lee et al. [14] conclude that “recent surveys of male and female 
cancer survivors of reproductive age concur that at least half have no memory of a 
discussion of fertility at the time of their treatment disposition” (p. 2926) [14]. They also 
conclude that, “Even when patients do recall infertility discussions, many are dissatisfied 
with the quality and information provided” (p. 2926) [14]. 
 
Clearly, research indicates that not all women with breast cancer will have the 
opportunity to decide on a fertility-conserving treatment plan before cancer treatment 
begins, but many will contemplate whether or not to undergo such procedures. Many 
cancer patients will make other fertility-related decisions after their primary treatment has 
been completed, such as whether or not they should try to have another child or if they 
will pursue other options such as foster parenting or adoption. However, a significant 
aspect of family planning not present in current research is how such decisions are made 
within distinct social settings, particularly in the context of family relationships. In this 
chapter, we look at the potential influence and role of family members in the fertility-
related decisions of cancer patients. By doing so, we also address another issue that has 
been missing in research on cancer and family relationships: how does cancer-related 
infertility impact family relationships? 
 
Methods 
 
Sample Recruitment 
 
The data for this chapter come from in-depth interviews with 52 women who were 
diagnosed with breast cancer at 40 years of age or younger. Respondents were solicited 
through recruitment advertisements distributed by healthcare, advocacy, charitable, and 
support group organizations aimed at those with breast cancer. Organizations that agreed 
to help recruit for this study typically sent a recruitment advertisement through an e-
newsletter/e-mail list or one was posted to a message/discussion board. Fliers were also 
posted in public spaces by several organizations where clients physically come in for 
treatment and support services. 
 
Sample Characteristics 
 



Table 32.1 presents an overview of our sample. At the time of their interviews, the mean 
age of respondents was 34.8 years and the average age of the respondents for their first 
breast cancer diagnosis was 32.4 (four women in our study were diagnosed with breast 
cancer twice).Within the past 3 years, 82.7% of respondents were diagnosed, with many 
still actively receiving treatments, such as chemotherapy and radiation at the time of their 
interview. All of the women in the study are still within the 5-year recurrence window 
with most still receiving some type of follow-up care. Additionally, 61.5% of the women 
are currently married/partnered with an additional 9.6% engaged to be married. Further, 
40.4% of the respondents have 

 
children. Table 32.1 also shows that our sample is highly educated (86.5% have at least a 
Bachelor’s degree), with most respondents having professional or white-collar jobs. Most 
of the respondents are Caucasian, non-Hispanic (80.8%) and all but one respondent has 
health insurance. 
 
Interview Procedures and Data Analysis 
 
Semi-structured phone interviews were conducted with respondents. Prior to the 
interview, respondents were read an IRB-approved statement of informed consent before 
agreeing to participate in the study. Interview topics included initial diagnosis 
experiences, family background, treatment concerns and decisions, available support 
networks, and the impact of a diagnosis on future family plans and their personal 
relationships. The interview schedule remained flexible – a respondent’s responses drove 
the interviewing process in order to accommodate their unique experiences and 
perspectives. Interviews averaged 60 min. 



 
We used a grounded theory approach to the data [15], where we did not initiate our 
analysis with preconceived notions regarding how cancer-related infertility would affect 
our respondents’ family relationships or which family relationships would be impacted. 
Interviews were first coded by identifying instances where cancer-related infertility was 
part of a relationship that a respondent had with a particular family member.1 Sometimes 
cancer-related infertility was part of a specific discussion between a respondent and a 
family member and sometimes it was an ongoing topic between a respondent and a 
particular family member. After identifying incidents and relationships that involved 
cancer-related infertility, these incidents/relationships were categorized as being 
supportive or stressful (the latter indicating that the incident/relationship caused the 
respondent distress or feelings of guilt). 
 
Lastly, we identified instances where family members were directly or indirectly 
involved in fertility-related decisions. We looked specifically at fertility-conserving 
treatment decisions that a respondent made prior to cancer treatment (such as whether or 
not to freeze embryos/oocytes) and how/which family member was involved in these 
decisions. Since most of our respondents are still within the 5-year reoccurrence window 
(with most being within 3 years of diagnosis), most have only contemplated post-cancer 
options of whether or not to try to conceive naturally or whether or not to adopt. In terms 
of these types of post-cancer decisions, we identified how/with which family members 
they have started to discuss such issues. 
 
Findings – The Interplay Between Infertility and Family Relationships 
 
Women in this study varied in what their future family plans were. Some wanted to 
become first-time parents of biological children (with several being pregnant at the time 
of their diagnosis); some were focused on their career and had not thought about starting 
a family yet or did not want to become a biological parent ever; and some already had 
children and were not interested in additional children. Despite this variation in fertility 
plans, family relationships were key to their diagnostic, treatment, and early survivorship 
experiences. Moreover, for the overwhelmingly majority of our respondents, cancer-
related infertility was, to some degree, an issue that became part of their relationships 
with their family members. 
 
Who Is Your family? 
 
To understand how cancer-related infertility affects familial relationships, we first needed 
to understand what the category “family” meant to our respondents. Although 
respondents were asked during their interviews about how specific groups (namely 
partner, parents, and children) were involved in their cancer experiences, most questions 

                                                 
1 We only focus here on interactions with adult family members.Many women (41.5%) in our study had 
children and their cancer diagnosis and treatment had definitely impacted their interactions with their 
children; for example, respondents expressed concerns about the amount of time they were able to spend 
with their young children. However, we focus here on adult family member relationships because none of 
our respondents described discussing fertility-related issues with their children. 



spoke in terms of “family” very generally. This approach allowed the respondent to 
create a definition of who is, in fact, their family and what family members were part of 
their cancer experiences and treatment decisions (general treatment decisions and 
decisions specifically related to fertility). Among the sample, two distinct definitions of 
family arose as age and relationship status varied. For those who were younger and/or not 
in committed partner relationships, “their family” most commonly meant their family of 
origin, or parents, and to a somewhat less extent, siblings. For example, Katrina,2 a 33-
year-oldmarketing specialist diagnosed a year and a half ago, is single with no children. 
She defines her family support network in terms of parents and siblings: 
 

Interviewer: So who would did you turn to for support during your diagnosis? 
Katrina: My friends and my family. 
Interviewer: Which family members exactly? 
Katrina: My parents and my siblings. 

 
Alternatively, married or partnered women were more likely to respond to questions 
regarding “their family” by focusing more on their relationship with their partner or 
spouse. For example, Cora, a 31-year-old married television writer, was diagnosed 2 
years ago with breast cancer. Although she mentions other family members throughout 
her interview as influential in her cancer experiences, it is her husband that she sees as 
her primary family support system: 

 
Interviewer: So who would did you turn to for support during your diagnosis? 
Cora: My husband, my close friends, my family. . .. my husband was the 

number one go-to-person. 
 

In recent decades, the transition to adulthood has changed considerably with increasing 
delays in the age of first marriage and parenthood and a longer and varied path to 
establishing careers and completing education [16]. This means that younger adults today 
are far from a cohesive group, but rather include those at very different lifestyle and 
family stages. For our sample, this means a range in how they defined what “family” 
meant to them and which family members could potentially be involved in how a 
younger woman facing cancer approaches fertility-related decisions. 
 
Infertility Concerns – Shows of Familial Support 
 
Respondents in our study described their family members as being their central support 
systems throughout their diagnosis, treatment, and transition to survivorship. 
Respondents discussed how their family members provided emotional support and helped 
with necessary daily tasks including assisting with childcare and looking up information 
on the Internet. What was striking when respondents recounted instances of social 
support from family members was how often the issue of fertility was central to these 
shows of emotional support. Although survival was clearly the main issue for all of the 
women and their families and not all women were concerned about their ability to have 
children in the future, family members often helped cancer patients come to terms with 
                                                 
2 All names are pseudonyms. 



their fertility-related concerns and the topic of infertility was a primary issue that our 
respondents and their families discussed. 
 
Some women even felt that their cancer and potential infertility had enhanced their 
relationships with partners and spouses because of the depths of support their partners 
displayed. Infertility concerns became a venue to talk about their future plans together 
and their commitment to one another. Ennette, a 28-year-old married corporate event 
planner, had always wanted children growing up. Upon hearing that her cancer may 
prevent her from having biological children in the future, Ennette was upset: 
 

I had really hard time with it. I think I was extremely frustrated that my 
original plan for my life wasn’t working out the way I thought it would 
and it was extremely difficult to I guess mourn children that I never had 
and the possibility that I might never have them. I think I was really 
upset at the fact that cancer was kind of – it was affecting another part 
of my life like kind of like a casualty. That otherwise I was healthy and 
didn’t have any fertility problems. 

 
Despite feeling that her and her husband’s life’s plans had been derailed, Ennette 
also believes the potential of infertility has brought her and her husband closer: 
 

Interviewer: How has your relationship with your husband been affected? 
Ennette: I think we’ve become closer. I think that we talk about the future more. 

It’s been affected in a positive way, I think. 
 
Kathy, a 36-year-old married physician, discussed how the potential of not being able to 
have biological children was a common topic of conversation between her and her 
husband. Kathy characterizes their relationship and their commitment to becoming 
parents as being very supportive: “Well he’s been really supportive so that’s been good. I 
mean it’s stressful. I think, you know, he’s felt bad for me. But I think he knows we’ll do 
whatever we need to do to have a family still. I think it’s been stressful, but I mean we’re 
very supportive of each other.” Like Ennette, she also feels that her cancer and potential 
infertility has brought them closer together, “I mean it’s stressful, but we’re very close. 
We’re closer than we would have been if we hadn’t been through all of this.” 
 
Parental shows of support also commonly involved fertility issues. Susan, a 29-year-old 
married occupational therapist, was diagnosed with breast cancer at 25 years of age. 
Susan and her husband would like to have their first child, but because she does not know 
if her fertility has been impaired due to her chemotherapy treatments, this issue is a 
source of concern for her: “It makes me feel – it makes me feel a little anxious, especially 
given that many of my girlfriends are having children right now. But I just have to wait. 
You know? I’m not done with my Tamoxifen yet. But I don’t think that – or wish I would 
have done anything differently. You know? It is what it is.” 
 
At the time of her treatment, Susan’s primary confidant regarding her fertility concerns 
was her mother since she and her husband were not yet married. Susan described her 
parents as being extremely supportive during her diagnosis and treatment; also, despite 
the fact that she knows her parents would like to have grandchildren, she does not feel 



any pressure from them to have children and appreciates their understanding: “I think 
regardless of what happens, if we decide we don’t want to have kids, or we do have 
children, they’ll be supportive no matter what. There’s no pressure, at all, from them to 
have children.” 
 
When our respondents discussed how supportive their parents and partners had been 
throughout their diagnosis and treatment, fertility issues were central to many of their 
family’s shows of support and heart-to-heart talks. Other family members also indicated 
their support as well in regards to respondents’ concerns over their future ability to have 
additional biological children, including discussing the topic with siblings. Daniela, a 37-
year-old married mother of one, even had both her younger sister and her sister-in-law 
offer to carry a child for her if she needed a surrogate down the road. 
 
Potential Infertility and Family Relationship Stress 
 
Although the focus in much research on cancer has looked at how family support (or lack 
thereof) can be related to a particular health outcome, researchers have begun to consider 
how intimate relationships can be a source of tension as well as (e.g., [5, 17]). Among our 
respondents, families could be a source of tension as well as support. In particular, issues 
regarding fertility were often an impetus for the strained relationships with family 
members. Tamara, a 36-year-old married occupational therapist, terminated her first 
pregnancy when she was diagnosed with breast cancer. She and her husband, Matthew, 
then delayed her cancer treatment to do emergency IVF. She then had her uterus removed 
because her cancer was BRCA positive. Tamara and Matthew are planning on using the 
banked embryos to have biological children later on through the use of a surrogate. 
Tamara describes her relationship with Matthew as being generally very supportive 
including him supporting her decision to undergo IVF. Tamara, however, also feels bad 
because of the impact that her infertility has had on Matthew: “Well, you know, it’s been 
horrible for him because his option of having a child of his own, may have essentially 
been taken away . . . So that’s been absolutely devastating for him.” 
 
Further, she describes feeling of guilt regarding what may happen to their family plans 
because of her breast cancer: 
 

My first overriding feeling when all of this happened was guilt. Very 
guilty for taking away the fertility options from my husband. Very 
much internalized that. And anger and the feeling of sort of things not 
being fair, or a little bit hopelessness. That now the option has been 
potentially taken away from us. And anger, I think anger more because 
as you’ll find out, as I’m sure you’ll ask me more questions, I have the 
BRCA gene, but I was not aware of the family history until after I was 
diagnosed as much. I knew about one, but not all. So had I known, we 
would not have put off our family plans as long as we did. So there was 
anger about that. 

 
Kristen, a married 27-year-old chemical engineer, does not have children. It is unclear if 
her ability to have children has been compromised from her cancer treatments. However, 
she often worries about what will happen if she and her husband are not able to conceive 



naturally because they had always talked about having children before they turned thirty: 
“It kind of knocks you off the path that you were on and it has an impact on your 
relationship. . . . I don’t know. I just felt like I, you know, I couldn’t give him what he 
would want from me. He wanted to have a child too, so it kind of just made me feel like I 
couldn’t provide for him what he wanted.” 
 
Although Kristen describes her husband as generally supportive, the stress of her illness 
and the possibility of not being able to have a child together have caused them at times to 
take out their frustrations on one another. According to her, “It constantly seemed like we 
were so angry and we kind of were taking it out on each other.” Kristen says they are 
now trying to work through these issues and have considered adoption if they are unable 
to have biological children. 
 
What was even more notable among our respondents’ narratives was how often parental 
relationships were a source of stress regarding their ability and plans to have future 
children. In fact, parental relationships were mentioned as much, if not more, than partner 
relationships as being a source of tension and strain. Anna, a 40-year-old divorced 
teacher with no children, believes her possible inability to have children in the future is a 
source of disappointment for her parents: 
 

Oh, yes. They would love to have grandchildren . . . neither one of my 
sisters have children either. I would love to have given my parents 
grandchildren. They would have been great grandparents . . . I know 
that my mom has mourned with me that she doesn’t have grandchildren 
. . . And my dad hasn’t, as much, expressed a desire for grandchildren, 
but I know he’s – he just doesn’t talk about it as much, but that would 
be something he wanted. 

 
Though Anna expresses that this issue is one that deeply affects her parents, she does not 
describe the situation as being contentious between her parents and herself. Rather, it is 
another source of concern and sadness for Anna as she copes with her illness. 
 
However, some women expressed that this issue has in fact caused outright tension in 
their relationships with their parents. LaTisha, a single 32-year-old Ph.D. student, had 
lymphoma as a child in addition to her breast cancer. She describes having a strict 
Protestant upbringing where it was assumed that, as most of her relatives had done, she 
desired to be a young mother and would have children. LaTisha feels her relationship 
with her mother is strained in part due to her mother’s desire for her to have children: 
 

It’s been not great. Like I said, I have an older brother and he didn’t 
have any of his own children. His wife has a child from when she was 
married before and so there was already this pressure on me to be the 
one that’s going to carry on the family line. And then cancer, I think, 
just made it – heightened it, because I mean there was still the 
expectation that I was going to have a kid, but then there was the 
understanding that it may be that much difficult, but it’s worth the 
effort to have the kid. So, yeah, it’s been – I’ve talked to my mom some 
about not bringing it up as much and she says she doesn’t bring it up as 
much, but she does it – she actually does, just in a different way. She 



talks about, my mom was a twin sister, so she’ll talk about her twin 
sister’s grandkids and, oh, wasn’t it great, you know, and, oh, I wish, 
you know, I saw them do this and it’s her own jealousy of not having 
her own grandkids, but she kind of projects it on to me. 

 
This tension or concern stemming from parental relationships can also have the opposite 
effect where parents voice their desire for their daughter not to have biological children in 
the future because of the fear that a pregnancy may not be safe. Donalyn’s (34-years-old, 
married, no children) parents have made their concerns known about her potentially using 
an egg donor so that she and her husband can conceive their first child: 
 

They don’t want me to become an egg donor recipient because they 
feel that – and they feel that me getting pregnant on my own would 
make my cancer come back just because of all the estrogen and 
progesterone. They’re kind of nervous about me becoming pregnant, 
with the fear of having my cancer come back. 

 
Ellen, a 26-year-old engaged mother of one child, also describes how the topic of her 
having additional children has caused tension within her family – her stepmother had 
made several nasty comments about how her becoming pregnant may not be possible or 
potentially risky due to her history of cancer. 
 
Family Influence and Fertility-Related Decisions 
 
Fertility was a not a side issue or distant concern for the women in our study as they went 
through treatment and made the transition to being a cancer survivor. For most in our 
study, it was their top concern aside from their own survival. Their fears over infertility 
and the uncertainty about being able to have children in the future was an opportunity for 
family members to show support or for otherwise close relationships to be strained. The 
interplay between family relationships and cancer-related infertility concerns among our 
respondents’ experiences indicates that those who are interested in how cancer patients 
make fertility-related decisions (both decisions at the time of diagnosis/treatment such as 
whether or not to pursue IVF and those post-cancer such as whether or not to adopt) 
should examine how such decisions are made in the context of familial relationships. Our 
respondents’ experiences show how both supportive and stressful family relationships 
can shape their decisions regarding their fertility and future parenting plans. 
 
As discussed above, research has consistently found that patients are not always told 
about fertility impairment during their cancer diagnosis or treatment. Some of our 
respondents knew of potential fertility impairment and treatment options before 
undergoing treatment and others only learned about the potential after their treatment had 
ended. But despite this variation in when they learned about the issue (and whether or not 
they were even interested in having any or additional children in the first place), what is 
clear from our study is that a wide range of family members, most notably parents and 
partners, feel invested in the fertility-related choices an individual with cancer makes. 
 
When faced with whether or not to pursue fertility preservation prior to treatment, most 
partnered respondents describe their spouse/partner as being the person they primarily 



made the decision with. For example, Julia, a 32-year-old married researcher, had a child 
after her cancer treatment had ended. She had contemplated doing emergency IVF prior 
to her chemo, but ultimately decided against it – her husband was part of her decision-
making process: 
 

Interviewer: Did you contemplate having these procedures done? 
Janet: We did, but initially, to harvest the eggs, it would have taken too long and we 
wanted to start treatment right away. And, ultimately, we wouldn’t have needed it 
anyway. 
Interviewer: What did you see as the risks and benefits of emergency IVF? 
Janet: The risk of the cancer was greater than the benefits of having that happen. 
Interviewer: How did you decide? 
Janet: Discussions with my husband. 
Interviewer: Can you elaborate a little bit on that? 
Janet: Well we just we talked about the possibility of doing the IVF and from the 
feedback that we had got from the doctor that he had had patients recover completely 
from chemotherapy; we decided that we would just chance our ability to conceive 
later. 

 
Janet describes a decision-making process where she and her husband are a team where 
“we” had decided how to proceed. Other women describe themselves as the primary 
decision-maker in terms of their fertility-conserving treatment decisions with their 
partner’s primary role as being supportive of their decisions. Allison, a 28-year-old 
married mother of one child, decided to delay treatment to do emergency IVF. She 
describes the decision as hers, with her husband being supportive of whatever she wanted 
to do: 
 

Interviewer: And how did you decide to undergo this procedure? Who was involved 
in the decision? 
Angie: It was mainly me. I mean my husband was behind me 100%, and he told me 
whatever I wanted to do, he was comfortable with. But, again, it was just peace of 
mind, getting that finished and knowing that they would be there after all that is 
finished. 

 
But even if partners were the central person in the decision to pursue fertility 
preservation, parents’ reactions and support was often still important. Ennette, discussed 
above, decided along with her husband to delay treatment and undergo IVF. 
Her parents’ approval of this decision helped her feel comfortable and supported: 

 
Ennette: Yes. They were very supportive of my decision to move forward with IVF. 
Interviewer: How do you think this affected you? 
Ennette: It just made me feel more confident in my decision and I think I didn’t feel 
as alone. 

 
When most of the women in our study mentioned the role of parents in their decision-
making regarding fertility, their influence seemed to be less direct, albeit still influential, 



as in the case with Ennette, who primarily made the decision with her husband. However, 
there were some instances of parents being directly involved. For Idelle, a single 39-year-
old with no children who works in business development, her parents played a very direct 
role in her decision to go ahead with oocyte harvesting. Although she describes her 
relationship with her parents as good, her parents have always placed pressure on her to 
have children: “When they hit a certain age and their parents constantly say, ‘We want a 
grandchild like all of our friends.’” 
 
In order to help ensure that they had grandchildren, her father was very proactive in 
encouraging Idelle to undergo oocyte harvesting: 
 

Idelle: I did. I harvested eggs. So I did IVF and harvested eggs which now are in the 
freezer. 
Interviewer: How did you decide? Who was involved in the decision? 
Idelle: Me and my father, only because he paid for the whole thing. 
Interviewer: How did you decide? 
Idelle: Dad said, “Here’s the credit card, go get it. I want to make sure I’ll have 
insurance on a grandchild.” 

 
Family influences are also apparent as our respondents discuss whether or not they would 
pursue alternative routes in the future to become a parent. Since most of our respondents 
are only within a few months to a few years post-treatment, most see the decision of 
whether or not to try conceive naturally or become a parent through other means as issues 
they will decide in the future; however, many have already begun to discuss their future 
options with partners. Patricia, a 39-year-old married mother of one and a writer, is 
content with having only having one child, but has raised the issue of adoption with her 
husband: 
 

Patricia: We’ve kind of mentioned it, or I’ve kind of mentioned it. He’s not quite so 
sure about that. So just the fears of the risk of losing the child, the parents wanting it 
back or whatever. And I know some people who have been through adoptions and 
they are very – they’re tricky. They’re really emotional. 

 
Megan is 38-years-old, has been married for a year, and she and her husband hope to 
have children someday. She was not aware that there were options, such as emergency 
IVF, prior to undergoing chemotherapy and is unsure of her current fertility status. She 
and her husband are also unsure if she should actually try to conceive in the future, but 
they have extensively discussed other options: 
 

Megan: Well, for me personally, I don’t think I have to give birth for it to be part of 
my family and I think both adoption and foster parenting would be great. I still think 
that it creates a family and I’m fine with that. 
Interviewer: Would you consider surrogacy? 
Megan: We have discussed surrogacy. So, yes, I guess we have – we are considering 
it. 
Interviewer: And why are you considering it? 



Megan: It would be an opportunity for the child to be part of my husband. 
 
Respondents were most likely to discuss issues such as adoption or surrogacy in the 
context of their partner/spousal relationships, but parents’ opinions could still be 
influential. And some parents have even suggested that respondents adopt. In fact, 
Jasmine, a 31-year-old with no children and a long-term partner, would prefer to try to 
have her own child, but is waiting to be past her 5-year reoccurrence window. However, 
her mother has already pushed the topic of adoption even though Jasmine had let her 
know her parenting plans: “She wants grandchildren and I think she was, earlier on, 
talking about adopting while I was in my 5 year waiting time when I’m on ovarian 
suppression.” 
 
Although parents and partners were often discussed as primary confidants in regards to 
fertility concerns and plans, other family members could also be involved in discussions 
regarding options such as adoption. LaTisha, discussed above, whose mother has put 
much pressure on her to become a mother, has considered becoming a foster/adoptive 
parent and has turned to family members, such as her aunt who is also a breast cancer 
survivor, to discuss the topic: 
 

Interviewer: Would you consider adoption or foster parenting? 
LaTisha: Yes. I have foster parents in my extended family. My aunt is a foster parent 
and I’ve talked to her, and she’s also a breast cancer survivor. But she was a foster 
parent first. And so I’ve talked to her some about that and also sort of looked into 
adoption organizations that are friendly to cancer survivors. 

 
Conclusion 
 
A limit of our study is that our sample is homogenous in terms of race/ethnicity and 
socioeconomic status. A more diverse sample is needed to more fully understand how 
younger women with breast cancer experience cancer-related infertility in the context of 
their family relationships since cultural norms regarding who is involved in medical 
decisions, the importance of having children, and how individuals interact with 
healthcare workers can vary by cultural group. Nonetheless, our study shows that cancer-
related infertility impacts more than just the cancer patient – relationships with her 
partner and with her parents are also affected – and any fertility-related decisions are 
made within the context of these supportive and stressful family relationships. Future 
research on medical decision-making in terms of cancer more generally should expand on 
the growing body of research that examines how disagreements and strain among family 
members and relationships can ultimately shape treatment choices [5, 18]. 
 
Our research also has implications for the increasing number of resources for cancer 
patients on the topic of fertility. Many websites that are aimed toward adult cancer 
patients have resources regarding infertility for partners. Additional materials regarding 
infertility that are directed toward parents of adult cancer patients may also be beneficial. 
The goal of these resources is not for parents to encourage or discourage certain options 
for their sons and daughters, but to provide parents with the means to understand the 



issues. Since many of the women in our study, particularly those who did not have a 
long-term partner or spouse, said they most leaned on their parents for support, 
information geared toward the parents of adult cancer patients may be valuable. 
Recognizing that parents may be the primary support team of adult cancer patients can 
help to ensure that valuable treatment and fertility information is not overlooked by being 
placed under headings and labels that indicate “for partners/spouses” only. 
 
There are also support and educational resources aimed at family members who have a 
loved one going through cancer. Based on the reported involvement of respondents’ 
partners and parents regarding fertility concerns and decisions, such support and 
educational resources should recognize very directly that part of coping with a family 
member’s cancer may involve mourning one’s own life’s plans and goals, which may 
involve having additional or first-time children and grandchildren. Moreover, research 
that directly examines family members of cancer patients is needed in order to have a 
greater understanding of how family members experience and cope with a cancer 
patient’s potential infertility. 
 
The suggestions above are meant not only to help family members navigate and come to 
terms with a cancer patient’s diagnosis and potential fertility impairment but also to 
design pathways to help a patient make the best decisions for themselves. The 
experiences of Ennette and others in our study clearly show that how confidently fertility-
related decisions are made can hinge on how family members, such as parents and 
partners, react to and support such decisions. Moreover, research has shown that patients 
who are comfortable with their treatment decisions and their role in the decision-making 
process can have better health and emotional outcomes [19, 20]. For example, Lantz et al. 
found that when breast cancer patients’ preferences for their involvement in treatment 
decisions matched their experiences (e.g., not being under or over-involved), they were 
more satisfied with the treatment process and outcomes and experienced less 
regret/ambivalence [20]. Therefore, patients who are happy with the fertility-related 
treatment choices they make, how they arrived at those decisions, and feel supported by 
their families may experience positive consequences (e.g., greater satisfaction) beyond 
whether or not they are able to have children in the future. Our suggestions above are not 
meant to push adult patients into making decisions that are best for their parent or their 
spouse; rather, our aim is to provide information to those who are already part of and 
influential in these decisions in order to help patients best communicate their needs, 
wants, options, and ultimate decisions. 
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