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The most common types of tumors, that develop during 

pregnancy, are breast, thyroid and еру reproductive sys-

tem cancers. Of those, 15% of pregnancies end with spon-

taneous abortion. In total, cancers of different localization 

are found in 1: 1000 pregnant women [1, 2]. The incidence 

of colorectal cancer (CRC) among pregnant women is 0.8: 

100,000 [3], and CRC is often diagnosed at a later stage [4]. 

Based on the analysis of the international database for the 

period of observation from 1998 to 2016, 41 pregnant wom-

en were registered, who developed CRC: 65.9% of wom-

en were diagnosed with colon cancer, and 34.1% – rectal 

cancer. Progression of the disease was observed in 73.2% of 

women. Surgical treatment was performed for 51.2% of pa-

tients, for the rest – chemotherapy alone. Healthy children 

were naturally delivered in 80.5% of pregnant women, the 

rest – by cesarean section [3]. Almost 300 observations of 

CRC during pregnancy have been described in the world [4], 

and in Ukraine there is no information on the combination 

of CRC and pregnancy.

Clinical symptoms of CRC in pregnant women are char-

acterized by intestinal motility disorders, nausea, weight loss, 

anemia, and weakness, blood or mucus in stool, abdominal 

pain. Most of these symptoms are masked by preeclampsia 

in the first and second trimesters of pregnancy. Fecal occult 

blood test (FOBT) is used as a screening to identify people 

at risk of developing CRC. For patients with the positive re-

sult colonoscopy is performed. Determination of the level 

of cancer–embryonic antigen is not recommended for use 

as a screening test, as this indicator may be non–specifi-

cally elevated during pregnancy. Thus, the development of 

CRC during pregnancy constitutes a rare and a hard to study 

event, with the treatment strategy remain a complex issue. 

There is contradictory evidence regarding chemotherapy 

application during pregnancy. Although there are reports in 

the literature of the safe use of irinotecan and oxaliplatin in 

the second and third trimesters without adverse effects in 

the fetus [5 – 7]. Adjuvant radiation therapy may be used af-

ter a childbirth only [5]. Today, there is growing evidence of 

successful CRC treatment, which should be prescribed de-

pending on the gestational age of the fetus, the tumor stage 

and indications for emergency or planned surgery [5, 8]. 

The study objective was to propose the strategy for diag-

nosis and surgical treatment of CRC, diagnosed during preg-

nancy and early lactation.

During the 17–year follow–up period, three pregnant 

women were registered in the Department of Proctology of 

the Lviv Regional Clinical Hospital, in whom CRC was de-

tected. One woman was diagnosed at 4 to 5 weeks of ges-

tation, and the other two were diagnosed on the 5th and 

35th day after delivery, which may indicate a probably un-

diagnosed malignancy before pregnancy. The diagnosis of 

CRC was established using the following methods: phys-

ical examination, laboratory tests, fibrogastroscopy and 

colonoscopy. The ultrasound examination (ultrasound) of 

the abdominal cavity, X–ray of the chest (chest X–ray) and 

magnetic resonance imaging (MRI) were performed to de-

termine the progression of the disease. Below we present a 

clinical observation.

A 34 years old woman, who became pregnant as a result 

of in vitro fertilization after 5 years of infertility treatment, 

was diagnosed with rectal cancer at a gestational age of 4 to 

5 weeks. She had complaints of fresh blood during defeca-

tion and tenesmus. According to the patient, her mother and 

maternal grandfather also had CRC. A digital rectal examina-

tion have diagnosed a tumor of the rectum. Rectoromanos-

copy on the posterior wall of the rectum revealed the lower 

edge of the exophytic tumor at a distance of 3 cm from the 

anorectal line with a diameter of 3 cm. Highly differentiated 

adenocarcinoma was confirmed on histopathological exam-

ination. At fibrogastroscopy and colonoscopy (without an-

esthesia) no other neoplasia was found. Ultrasound showed 

no metastases in the liver and paraaortic lymph nodes. X–

ray of the thoracic cavity showed no pathology. The patient 

flatly refused to terminate the pregnancy.

At the beginning of the second trimester, at 13 to 14 

weeks of gestation, MRI of the pelvis was performed and 

the tumor was found to grow into the muscular layer of 

the intestinal wall. One of the paraaortic lymph nodes was 
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probably metastatic, making transrectal removal of the tu-

mor impossible. At the 14th – 15th week of pregnancy, the 

patient underwent surgery: laparotomy, low anterior resec-

tion of the rectum with D3 lymph node dissection and pull 

through coloanal anastomosis. In our opinion, this surgical 

strategy have minimized the need for the stoma creation to 

prevent complications, that may occur after ultra–low an-

terior resection of the rectum with a stapled anastomosis. 

According to the literature data, when diagnosing CRC at an 

early stage, surgery to preserve pregnancy is recommend-

ed, and if there are signs of tumor invasion into neighboring 

structures or metastasis – the abortion, followed by com-

plex oncological treatment [8].

Subsequent course of pregnancy was without compli-

cations. At the 38th week, laparotomy with cesarean sec-

tion and revision of the abdominal organs was performed. 

There were no signs of the disease recurrence. The woman 

gave birth to a healthy boy with body weight 3200 g, Apgar 

score 8 points. The patient refused to get adjuvant chemo-

therapy. It is believed that the method of a childbirth does 

not matter: it is possible both naturally and by cesarean sec-

tion. In such cases, the operation for CRC can be combined 

with a cesarean section or postponed to reduce the size of 

the uterus [9], especially in the case of low rectal cancer. One 

month after, the patient underwent the excision of the sig-

moid colon excess. Postoperative diagnosis: rectal cancer at 

a distance of 6 cm from anus, stage IIIA, clinical group III, 

T2N1M0G1R0. In the postoperative period the patient un-

derwent regular endoscopic, radiological, laboratory exam-

inations, including the levels of tumor markers. Currently, 

the function of the anal sphincter is good – it retains gases 

and liquid feces. The woman is raising a healthy son, who 

is 5 years old now.

Two other women were diagnosed with CRC immedi-

ately after giving birth to healthy children. Here we pres-

ent the clinical cases.

A 37 years old pregnant woman underwent a cesarean 

section, and 5 days after delivery was diagnosed with sigmoid 

colon cancer stage II–III T4NXM0, complicated by intestinal 

obstruction and perforation. This patient was admitted ur-

gently with complaints of lower left abdominal pain, general 

weakness and anemia. The operation was performed: urgent 

diagnostic laparoscopy; laparotomy; sigmoidectomy with 

the imposition of end–to–end descend–rectoanastomo-

sis; drainage of the abdominal cavity. Pathological diagno-

sis: moderately differentiated adenocarcinoma that grows in 

all layers of the intestinal wall. The remaining lymph nodes 

showed signs of follicular hyperplasia and a sinus histocyto-

sis of varying degrees of development. The patient received 

adjuvant chemotherapy.

According to the literature data, CRC is diagnosed in 

54.5% of women only in the third trimester and in the ear-

ly postpartum period [5].

A 43 years old woman was admitted to hospital 35 days 

after the birth of a child with complaints of weakness, ane-

mia, bloody stool. Rectoromanoscopy was performed and 

a tumor measuring 3  3 cm was found at a distance of 10 

cm from the anus. The operation was performed: low an-

terior resection of the rectum with a stapled anastomosis. 

According to the results of pathological examination the 

diagnosis was adenocarcinoma with invasion into the sub-

mucosal and muscular layers – pT3N0M0G1R0. The patient 

received adjuvant chemotherapy.

In both women the course of the postoperative period 

was uneventful. They are currently alive and raising healthy 

children, although the literature reports that patients with 

colorectal cancer have an unfavorable prognosis [5].

In recent years, there has been an increase in number of 

women with such kind of pathology, which is associated 

with increasing age of pregnant women, although in the 

presence of hereditary cancer syndromes, especially famil-

ial adenomatous polyposis, cancer develops at a relatively 

young age – 39.3 (± 3.58 ) years [10]. With regard to non–

polyposis CRC (Lynch syndrome), the average age of man-

ifestation of the disease is greater – (50.27 ± 9.41) years, al-

though it is necessary to take into account the effect of an-

ticipation when processing genealogical information [11]. 

Diagnosis of CRC should include the following stages: his-

tory, including careful analysis of genealogical information 

to identify individuals at risk of developing hereditary can-

cer syndromes; physical examination; endoscopic exam-

inations; laboratory tests – detection of occult blood in the 

stool; in case of suspicion for Crohn's disease – determina-

tion of the C–reactive protein and fecal calprotectin con-

centration; visualization of abdominal organs.

Thus, surgical treatment is risky both for preservation of 

pregnancy, and for a fetus. It is necessary to provide com-

plete information to patients about the risk of tumor pro-

gression for immediate initiation of combined therapy. The 

decision to terminate a pregnancy after receiving informa-

tion from the surgeon is personal to each woman. Depend-

ing on this, the strategy of further treatment is determined. 

Treatment of CRC in pregnant women is individual, depend-

ing on whether the woman insists on maintaining the preg-

nancy after receiving objective information about the dis-

ease. The operation (laparotomy, low anterior resection 

of the rectum with D3 lymph node dissection with pull–

through colo–anal anastomosis) minimizes the need for 

the stoma creation to prevent complications, that may oc-

cur after low anterior resection of the rectum with stapled 

anastomosis. Adjuvant chemotherapy is recommended in 

the second and third trimesters after the patients’ agree-

ment achieved.
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