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Abstract

Objectives: To review the fetal and maternal outcomes of women 
with a diagnosis of gastrointestinal (GI) cancer before or during 
pregnancy .

Methods: We conducted a retrospective cohort study of pregnant 
women referred to a single tertiary care centre with a current or 
previous diagnosis of GI malignancy . Maternal, obstetric, and 
infant data were recorded .

Results: We identified 18 pregnancies in 13 women. Nine women 
were found to have a GI malignancy during pregnancy (group 1) . 
There was an indirect maternal death in this group in a woman 
with advanced gastric adenocarcinoma . Nine unique pregnancies 
occurred in eight women with diagnosis and management of GI 
malignancies before their pregnancies (group 2) .

Conclusion: GI malignancies are difficult to diagnose and manage 
during pregnancy and are usually advanced at the time of 
diagnosis . Surgery can be performed during pregnancy if 
necessary, with chemotherapy and radiotherapy usually deferred 
to the postpartum period . Women who have had a prior GI 
malignancy have special circumstances related to the type of 
surgery performed and previous exposure to chemotherapy . 
These patients may benefit from a multidisciplinary team effort to 
optimize their care .

Résumé

Objectifs : Analyser les issues fœtales et maternelles des femmes 
ayant reçu un diagnostic de cancer gastro-intestinal (GI) avant ou 
pendant la grossesse .

Méthodes : Nous avons mené une étude de cohorte rétrospective 
portant sur des femmes enceintes orientées vers un seul centre 
de soins tertiaire en raison d’un diagnostic actuel ou précédent 
de tumeur maligne GI . Les données maternelles, obstétricales et 
infantiles ont été consignées .

Résultats : Nous avons identifié 18 grossesses chez 13 femmes. 
Une tumeur maligne GI a été constatée chez neuf de ces femmes 
pendant la grossesse (groupe 1) . Un décès maternel indirect 
a été signalé dans ce groupe chez une femme présentant un  
adénocarcinome gastrique avancé . Neuf grossesses uniques ont 
été constatées chez huit femmes ayant obtenu un diagnostic de 
tumeur maligne GI et ayant fait l’objet d’une prise en charge avant 
la grossesse (groupe 2) .

Conclusion : Les tumeurs malignes GI sont difficiles à 
diagnostiquer et à prendre en charge pendant la grossesse, et 
se trouvent habituellement à un stade avancé au moment du 
diagnostic . Une chirurgie peut être menée pendant la grossesse, 
au besoin, les traitements de chimiothérapie et de radiothérapie 
étant habituellement reportés à la période postpartum . Les 
femmes ayant déjà présenté une tumeur maligne GI comptent 
des circonstances particulières liées au type de la chirurgie 
dont elles ont fait l’objet et à leur exposition précédente à la 
chimiothérapie . Ces patientes pourraient tirer avantage d’une 
approche d’équipe multidisciplinaire pour optimiser les soins 
qu’elles reçoivent .
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INTRODUCTION

Cancer complicates approximately one in 1000 
pregnancies, with the most common types being 

cervical cancer, breast cancer, melanoma, lymphoma, and 
leukemia.1 Gastrointestinal (GI) malignancies are rare in 
women of  reproductive age and exceedingly rare during 
pregnancy. For example, the incidence of  colorectal cancer 
is reported to be 2 per 100 000 pregnancies,2 and only 
10 cases of  pancreatic cancer have been reported in the 
literature.3 Gastric cancer is slightly more common, with an 
incidence of  0.1% in the Japanese population and probably 
lower in other populations.4–6

When malignancy is diagnosed during pregnancy, it has 
major implications for the pregnant woman, her offspring, 
her family, and her caregivers. The use of  therapeutic 
modalities such as surgery, chemotherapy, and radiation 
therapy for maternal health and well-being has to be 
weighed against the potential risk to the fetus.7

The treatment of  GI malignancies frequently involves a 
combination of  surgery, chemotherapy, and radiotherapy, 
and therefore has a potential major impact on a woman’s 
life, fertility, and pregnancy. Inevitably, given the rarity of  
GI cancers, studies quantifying these potential adverse 
outcomes are lacking. Our aim was therefore to review our 
centre’s experience with pregnant patients with a prior or 
current diagnosis of  a GI cancer.

METHODS

We searched the Mount Sinai Hospital Maternal-Fetal 
Medicine unit’s database for women who had a diagnosis 
before or during pregnancy of  one of  the following 
conditions: colon cancer, rectal cancer, anal cancer, 
small intestinal cancer, gastric cancer, duodenal cancer, 
esophageal cancer, or oral cancer, and who were pregnant 
between January 1998 and March 2013. In this unit, 
pregnant women with cancer are typically managed by a 
multidisciplinary team composed of  representatives of  
maternal–fetal medicine, surgical and medical oncology, 
gastroenterology, obstetric medicine, anaesthesiology, 
psychiatry, nursing, and social work.

Patients who have previously received chemotherapy 
undergo echocardiography, electrocardiography, and lung, 
liver, and renal function tests in early pregnancy, but if  
these are normal the patients typically receive the usual 
pregnancy care.

We retrospectively reviewed all charts for information on 
the diagnosis and management of  the malignancies as 

well as for maternal and infant outcomes. Tumour-related 
characteristics included location, type, grade, stage, and 
treatment. Maternal and infant characteristics included 
gestational age at delivery, route of  delivery, and eventual 
obstetric or perinatal complications. Neonatal data 
included birth weight, Apgar scores, need for admission 
to the NICU and eventual neonatal complications before 
discharge from hospital. Patients for whom data were 
incomplete on chart review were contacted by telephone 
for data completion.

Ethics approval for the study was provided by the Research 
Ethics Board of  Mount Sinai Hospital.

RESULTS

We identified 18 pregnancies among 13 women with a 
current or prior history of  GI cancer. Details of  the nine 
patients with a diagnosis of  GI malignancy during pregnancy 
(group 1) are shown in Table 1. One of  the patients had 
a GI tumour diagnosed before pregnancy and managed 
conservatively. The mean maternal age at diagnosis was 
31 years (range 18 to 38). The gestational age at diagnosis 
ranged from pre-gestational to 36 weeks of  gestation. 
The wide range of  tumour types identified is detailed in 
Table 1. The commonest presenting tumour symptoms 
were abdominal pain (44%), nausea (55%), vomiting (44%), 
rectal bleeding (55%), and abdominal swelling (44%). 
The time from presentation with symptoms to diagnosis 
of  malignancy was variable, and was difficult to quantify 
because many of  the symptoms of  GI malignancy were 
also typically encountered during pregnancy. It was difficult 
to ascertain if  there was significant delay in the diagnosis 
of  malignancy due to pregnancy. Five women underwent 
diagnostic GI endoscopy and biopsy (4 colonoscopies and 
1 upper GI endoscopy). Two women (22%) underwent 
surgical resection of  the tumour during pregnancy, and 
one (11%) received capecitabine chemotherapy during 
pregnancy. Cancer management was altered because of  
pregnancy in all patients. The alteration ranged from delay 
of  surgery until the postpartum period to delay in initiation 
of  chemotherapy or radiotherapy. Pregnancy outcome was 
directly affected by the malignancy in one patient who 
presented with advanced metastatic gastric carcinoma.

The mean gestational age at delivery was 37 weeks 
(range 30 to 41 weeks). Three women (33%) delivered 
preterm; one of  these preterm deliveries was of  a twin 
gestation with spontaneous preterm labour. The second 
preterm delivery (at 32 weeks’ gestation) followed preterm 
prelabour rupture of  membranes at the time of  upper 
GI endoscopy. The third preterm delivery (at 35 weeks’ 
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