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Case Report

Colorectal cancer in pregnancy mimicking tuberculosis
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ABSTRACT

misdiagnosed as a case of abdominal tuberculosis.

Colorectal cancer in pregnancy is extremely rare and presentation may mimic symptoms of pregnancy or
abdominal tuberculosis delaying diagnosis. We hereby report a case presenting to us in late pregnancy

Keywords: Colorectal cancer, Pregnancy, Abdominal tuberculosis

INTRODUCTION

Diagnosis of colorectal cancer in pregnancy is a
challenge. Common presenting symptoms of colorectal
cancer include abdominal pain, constipation, vomiting,
anemia and rectal bleeding; most of these symptoms
might be attributed to tuberculosis or pregnancy itself and
be overlooked and diagnosis may be delayed.>? Most
cases of colorectal cancer are diagnosed later in
pregnancy when more widespread metastasis has
occurred.?

CASE REPORT

Patient X, a female aged 30 year, G3P2L1 was admitted
at 31 weeks gestation with complaints of chronic diarrhea
and pain in abdomen. She had prior two vaginal
deliveries. She had history of loose motions and pain
abdomen since first trimester of pregnancy. She was
suspected of having inflammatory bowel pathology at 16
weeks and was managed conservatively. There was no
history of vomiting, fever, rectal bleeding, anemia,
jaundice, diabetes and hypertension. Patient was
empirically started on ATT by her primary physician at
17 weeks of pregnancy in view of lump in right lumbar
and iliac fossa suspecting abdominal tuberculosis. Patient
had been on ATT for the last 4 months. On General
examination her vitals were stable. There was no
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lymphadenopathy. On per abdomen examination; fundal
height corresponded to 32 weeks of gestation with regular
fetal heart sounds. After admission she was started on
intravenous  fluids  and injectable  antibiotics
(metronidazole) but there was no relief. All routine
antenatal investigations were normal. Upper abdomen
ultrasound was normal. There was no family history of
colorectal, endometrial, breast, or ovarian cancer. In view
of chronic nature of illness and keeping the possibility of
inflammatory  bowel disease, she was advised
colonoscopy which suggested stricture in rectum with
indurated growth at 5 cm from anus and scope could not
be negotiated further (Figure 1). Biopsy was taken from
the growth; the histopathology report was mucinous
adenocarcinoma rectum. After steroid cover, patient was
taken up for cesarean section at 34 weeks gestation as the
tumour was low down just 5cm away from anus
obliterating the birth canal. She delivered an alive
premature baby which was shifted to nursery.
Intraoperatively, multiple small 0.5x0.5 mm seedlings
were seen over parietal peritoneum, lower part of the
uterus and sigmoid colon suggestive of peritoneal
metastasis. Postoperative period was uneventful.

Patient CECT done after cesarean in the post-op period
revealed malignant mass lesion involving rectum, anal
canal and rectosigmoid region with surrounding fat
stranding and involvement of bilateral levator ani and
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piriformis muscle with narrowing of bilateral lower ureter
with resulting bilateral hydronephrosis with lymph nodes
in bilateral perirectal, obturator and iliac group.

In view of advanced stage cancer, patient was referred
for palliative radiotherapy and chemotherapy. Despite
efforts to improve her condition, she expired after three
months of diagnosis.

Figure 1: stricture in rectum with indurated growth.
DISCUSSION

Colorectal cancer in pregnancy is extremely rare.
Cruveilhier reported the first case of rectal carcinoma in
pregnancy in 1842.' Cancer incidence has been estimated
at approximately 1 in every 1000 pregnancies.® The mean
age of diagnosis reported in a survey was 31 years.*

Diagnostic dilemmas can arise posing a significant
problem as symptoms of colorectal cancer are non-
specific and may easily be attributed to intestinal
tuberculosis which accounts for the majority of extra
pulmonary cases.” Both have similar nonspecific
symptoms which include chronic abdominal pain, weight
loss, diarrhea, nausea, vomiting, and fever. Physical
findings of colorectal cancer such as chronic signs of
illness, malnutrition, tenderness, distended abdomen and
palpable mass also mimic intestinal tuberculosis.>® In our
case the diagnosis was delayed as the young pregnant
patient, on basis of symptoms and signs was started on
anti-tubercular  therapy. Intestinal tuberculosis can
masquerade colon cancer and the diagnosis should be
based on overall considerations, including clinical
manifestations, colonoscopy findings, and biopsy. On
colonoscopy, intestinal tuberculosis mainly invades the
ileocecal area and presents as a transverse ulcer and
diagnosis is confirmed by granulomatous lesion on
histopathology.

Inflammatory bowel disease is a precursor of colorectal
carcinoma. If a patient has a chronic history of
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gastrointestinal symptoms, the decision for colonoscopy
and biopsy to confirm the diagnosis should be taken
earlier and the procedure is safe in pregnancy.

The management of colorectal cancer in pregnancy
involves a multidisciplinary team involving obstetrician,
neonatologist, gastroenterologist ~ and medical
oncologist.” The choice of therapy generally depends on
operability of tumour and period of gestation. If patient
is diagnosed in early stage, colorectal surgery can be
performed safely before 26 weeks of gestation.® The
mode of delivery is not affected by cancer, with the
exception of a cesarean section owing to a distal tumour
obstructing the birth canal or anterior rectal wall
carcinoma. It has been proposed that colon cancer
surgery can be done right after an uncomplicated
cesarean section and the prognosis is better.’
Unfortunately, colorectal cancer in pregnancy in our case
was diagnosed at a very advanced stage when surgical
management was not possible and radiotherapy and
chemotherapy were barely effective.

Adjuvant chemotherapy is suggested for stage IlI
tumours; however, the risk and benefits should be
discussed with the patient.’® The chemotherapeutic agents
are usually highly teratogenic and have been associated
with spontaneous abortion. Chemotherapy is safer during
the second and third trimester of pregnancy, although
there is an increase in the incidence of intrauterine
growth retardation, prematurity.?

Adjuvant radiotherapy is used in the management of
rectal cancer. Radiation therapy to the pelvis is not
recommended during pregnancy because of the potential
harm to the fetus. Pelvic radiation can be considered after
delivery.

Pregnant women with colorectal cancer generally have a
poor prognosis. Early diagnosis and early stage of disease
along with immediate and appropriate treatment might
enable the patient to have better life although no patient
with colorectal cancer in pregnancy reported in the
literature has survived longer than 5 years.

CONCLUSION

Colorectal carcinoma is a rare but devastating event
during pregnhancy. Because presentation can mimic with
the signs and symptoms of TB or pregnancy, diagnosis is
often delayed. Meticulous evaluation can enable early
diagnosis and treatment. The disease if diagnosed early,
surgical treatment can be done and patient’s life can be
prolonged. Advanced disease mandates palliative
chemoradiotherapy after adequate patient counseling.
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