
Introduction

While colorectal carcinoma is the most common ma-

lignancy and one of the leading causes of cancer in the

western world, it is uncommon before the age of 40 years

and has an incidence of 0.002% during pregnancy [1-3].

The first case of rectal carcinoma in a pregnant woman

was reported by Cruveilhier in 1842. Since then about 250

cases have been reported in the literature [2]. The disease

continues to have a poor prognosis possibly related to de-

layed diagnosis.

Case Report

A 25-year-old woman (gravida 2, para 1) referred to the pres-

ent hospital at 15 weeks and four days gestation with complaints

of dyspareunia, difficulty to urinate, and painful tumefaction of

the perineum. She also experienced diarrhea and pelvic pain for

one month. She had a familial background of an uncle with col-

orectal carcinoma.

The gynecological examination performed under general

anesthesia due to severe local pain, revealed a hard and irregu-

lar mass in the recto-vaginal septum, confirming the intactness

of the vaginal mucosa. A solid, hardly defined, four-cm wide

mass invading the recto-vaginal septum was identified immedi-

ately above the anal canal on rectal palpation. Ultrasonography

confirmed a gestation at 50th percentile, without major abnor-

malities. The analytical evaluation revealed a carcinoembrionic

antigen (CEA) of 0.87ng/ml and a CA-125 of 18 U/ml.

Videorectoscopy demonstrated a zone of mucosal bulging

with superficial ulceration, immediately over the anal canal. A

vegetating, circumferential, and easily bleeding lesion that did

not permit the passage of the colonoscope was detected. Patho-

logical examination of the biopsies demonstrated a moderately

differentiated and ulcerated adenocarcinoma.

Magnetic resonance imaging (MRI) revealed a lesion of 12 x

6 x 3 cm, four cm above the anal canal, with serosal invasion,

occupying the recto-vaginal septum with multiple implants

along the peri-rectal fat and sigmoidal mesentery (T4N1Mx)

(Figure 1). No liver metastasis was demonstrated on abdominal

ultrasonography.

After consultation with general surgeons and oncologists, a

therapeutic proposal of neoadjuvant chemotherapy, radiother-

apy, and eventual surgical excision of the tumor was made. The

pregnancy was terminated in response to the request of the cou-

ple after approval by the ethical committee.

Thoracoabdominopelvic contrast computed tomography (CT)

showed disseminated pulmonary micronodules with right

hemithorax predominance – possible metastizations. Pelvic MRI

performed after receiving neoadjuvant chemotherapy with 5-FU

and radiotherapy of 50.4 Gy revealed significant remission of

the tumoral mass, mainly replaced by fibrotic tissue, and uncer-

tainty regarding the invasion of the perirectal fat tissue.

The patient was submitted to low anterior resection of rectum

with colo-anal anastomosis. The day after she died of multi-or-

ganic failure related to fecal peritonitis after dehiscence of the

anastomosis suture.

Discussion

Rectal cancer in pregnancy is an uncommon condition

with an incidence of 0.002% and has a poor prognosis. In

contrast to that observed in the general population, in

which colorectal cancers are frequently encountered

above the pelvic peritoneal reflection, the majority of

them diagnosed during pregnancy are rectal carcinomas

[3]. This distribution is believed to reflect a detection bias

by a tendency toward rectal examinations during prenatal

care [2-4].

Symptoms such as constipation, abdominal pain, nau-

sea, vomiting, and rectal bleeding are common in both

pregnancy and colorectal cancer. This may lead to delayed

diagnosis of the cancer at a more advanced stage, con-

tributing to poor prognosis of the disease [1, 4, 5]. Preg-

nancy itself may also have influence in advanced tumors

seen in these patients. The elevated levels of circulating
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estrogen and progesterone during pregnancy may stimu-

late the growth of these tumors [2, 3]. Another factor that

may be related to the poor prognosis is the patient’s age.

Colorectal cancer is usually a disease that occurs after the

fifth decade of life. Some authors report poorer survival

for patients younger than 40 years with colorectal carci-

noma compared to older patients [6, 7], although others

defend a similar overall survival for both groups [3, 8, 9].

Colorectal carcinoma can adversely affect pregnancy,

with only 78% resulting in live born infants [10]. The

tumor has never been reported metastasize to the fetus,

although placental implants were found in one case [2].

The fetus and the placenta were not studied in this patient.

In cases that the disease is suspected, digital rectal ex-

amination and sigmoidoscopy should be performed as

these methods are expected to reveal more than 80% of

colorectal tumors in pregnant patients [11]. MRI has been

used for cancer staging. Hepatic ultrasound is a sensitive

modality for detecting liver metastasis [4]. CEA may be

elevated during pregnancy, therefore is not useful for di-

agnosis but may have value during follow-up [2, 4, 5].

Although treatment follows the same general guidelines

as for non-pregnant patients [12], the management should

be determined on a case-by-case basis by a multidiscipli-

nary team and the patient and her family should be ac-

tively engaged in therapeutic decision making. During the

first 20 weeks of pregnancy, if the patient wishes to carry

her pregnancy to term, primary resection followed by

chemotherapy after delivery is advised as management for

rectal cancer [1]. Hysterectomy is performed if the

mother’s life expectancy is less than the time required for

the fetus to reach viability, the uterus is found to be in-

volved at the time of the surgery or if it impedes a com-

plete surgical resection [2,4]. If the patient chooses to

terminate the pregnancy, she is managed as a non-preg-

nant patient after therapeutic abortion [4]. In advanced

rectal tumors, the treatment option is usually neoadjuvant

radio- or chemotherapy followed by surgery for tumor re-

moval as was done in the present patient. In cases that the

tumor is discovered during the second half of the preg-

nancy, treatment is postponed until after delivery. Vagi-

nal delivery is allowed unless the tumor is located on the

anterior wall of the rectum or if it obstructs the birth canal

[2, 3]. In case of cesarean section, tumor resection may

follow immediately or may be carried out after the uterus

has regressed in order to avoid excessive hemorrhage dur-

ing the surgery and post-operative thromboembolic com-

plications.

Rectal cancer coupled with pregnancy is a challenging

combination yielding a poor prognosis [3], despite very

early diagnosis during pregnancy as in the present case.

Management should involve a multidisciplinary team and

the patient and her family should be actively engaged in

therapeutic decision making.

Conclusion

Rectal cancer during pregnancy is very rare as these tu-

mors are uncommon before the age of 40 years. Treatment

follows the same general guidelines as for non-pregnant

patients. Despite the survival data stage-for-stage being

the same for pregnant and non-pregnant patients, the dis-

ease is associated with a poor prognosis. Whether this

poor prognosis reflects, either in whole or in combination,

simply a delay in diagnosis, a biologically aggressive

tumor in young women or a hormonally driven tumor re-

mains to be determined [3].
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