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Abstract: 
 
Colonic cancer is rare during pregnancy. Clinical manifestation of left sided colonic tumour usually resulted in some 
degree of altered bowel habit. Early diagnosis is difficult as other clinical manifestation of colorectal cancer, such as 
constipation, abdominal pain or distension are often attributed in normal pregnancy or other gynecological 
pathology. Here we reported a case of young lady who presented with acute abdomen during pregnancy requiring 
surgery. She made good recovery post operatively and followed up post chemotherapy. 
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Acute abdomen during pregnancy poses great challenge in management of patient, in terms of clinical diagnosis, 
radiological investigations and treatment. Colorectal cancer in pregnancy is rare, with incidence of 0.8 per 100, 000 
pregnancies1. Diagnosis and treatment of colorectal cancer during pregnancy is often challenging as the signs and 
symptoms of colon cancer often blamed as attributed to those signs and symptoms of pregnancy. Because of the 
similar symptoms, there is usually delay in recognition and treatment of colorectal cancer in pregnancy.  

Case  

A 29 years old Malay lady (gravida 3 para 2) with antenatal history of anemia in pregnancy (history of requiring 
blood transfusion), presented at 32 weeks 5 days period of amenorrhea. She presented with 5 day history of left 
lumbar region pain, physical examination showed abdomen was soft, mild tender left lumbar, vague mass felt at left 
lumbar region (about 5x5cm). Ultrasonography showed mass at left lumbar 7.5cm x 6.7cm, mainly solid component 
with close proximity to uterus (figure 1). Possible diagnosis of ovarian tumour (possible twisted), pedunculated 
fibroid, degenerated fibroid. During her hospitalisation, she develop severe abdominal pain, obstetrician proceed 
with exploratory laparotomy with caesarean delivery for indication of suspicion of twisted ovarian tumour. Patient 
has no complaint of altered bowel habit. The family history was negative for gastrointestinal disease and colorectal 
cancer. 

Initial investigations revealed leucocytosis (WBC 17.8^9/L) with anemia (Hb 9.8g/L) and other biochemical bloods 
were within normal range. Urine dipstix and microscopic examination was normal.  
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Figure 1: Ultrasonography of left lumbar mass, measuring 7.5 x 6.7cm. 

On exploratory laparotomy examination, it was revealed that uterus was normal. Caesarean delivery was performed. 
Right ovary and fallopian tube was normal. Left ovary was inflammed and adhered to bowel mass over left side. 
Called in surgery team on table, noted sealed perforated descending colon tumour, adhered to lateral abdominal wall 
with multiple enlarged mesenteric nodes. Decision to proceed with left hemicolectomy was taken and executed in 
the usual manner via open surgery (figure 2). Primary bowel anastomosis performed post colectomy. The patient 
developed superficial surgical site infection which resolved and made good recovery, discharge on day 10 post 
operatively. On further inspection, the gross specimen showed constricting tumour with perforation (figure 3).  

 

Figure 2: Resected descending colon (left hemicolectomy). 
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Figure 3: The colon is cut open revealed constricting tumour with multiple perforation site. 

Subsequently, patient was managed together with oncologist. Histology finding was moderate differentiated 
adenocarcinoma (figure 4, 5), tumour perforation identified with abscess in surrounding area. There was complete 
resection of tumour at all margin there was local invasion beyond muscularis propria, 8 of 15 lymph nodes involved. 
Modified Dukes stage was given C1 (pT4, pN2b, pMx). Complete staging performed post operatively. TNM staging 
pT4N2bM0, staging IIIc. Patient then received total 8 cycles of neoadjuvant chemotherapy (IV Oxaliplatin and T 
Capecitabine).  

 

Figure 4: Histological appearance of adenocarcinoma of descending colon (Hematoxylin and Eosin stain under 40x magnifications). 
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Figure 5: Histological appearance of adenocarcinoma of descending colon (Hematoxylin and Eosin stain under 400x magnifications). 

Discussion 

In general population, colorectal cancer is the third most commonly diagnosed cancer 2. In women, colorectal cancer 
is the third leading cause of cancer death (9.5% of all cancer  death) 2. Colorectal cancer in pregnancy still remain 
rare, with incidence of 0.8 per 100, 000 pregnancies1. In a report showed that mean age of female having colorectal 
cancer during pregnancy was 31 years of age with age range of sixteen to forty-eight 3. 

In a study carried out by P Kocian et al in 2008, most patient present non-acutely. In ten patients out of forty-one 
patients studied, the diagnosis of colorectal cancer was made during acute surgery. They underwent for clinical 
diagnosis of acute bowel obstruction, bowel perforation and suspicion of ovarian pathology like torsion. The rest of 
the patients presented with complaints of rectal bleeding, abdominal pain, change in bowel habits, weight loss, 
abdominal mass4. Patient in our case study presented solely with complaint of abdominal pain, no prior altered 
bowel habits or constitutional symptoms, these made clinical diagnosis of colorectal tumour less favourable as 
compared to other gynecological pathology. 

There is often delay in diagnosis as initial symptoms of colorectal cancer are presumed to be attributed to normal 
pregnancy. Obtaining complete history and thorough physical examination, including digital rectal examination still 
remained as key component in early diagnosis of colorectal cancer in pregnancy 5. Endoscopy examination raises the 
issue of fetal safety which include risk of maternal oversedation, fetal exposure to potential teratogenic medication, 
uteroplacental insufficiency due to maternal positioning that may lead to inferior vena cava compression by uterus 6-

8. Therefore, endoscopy examination during pregnancy should only be performed with strong indication and to be 
delayed until second trimester of pregnancy whenever possible8. Further assessment for pregnant patients diagnosed 
with colorectal carcinoma is relatively similar to those general population 9. In this case study, the diagnosis of 
descending colon tumour was made intraoperatively during exploration. 

Treatment in colorectal carcinoma during pregnancy is largely influenced by gestational duration. Radical surgery of 
the tumour should be the main aim in patient presented during first 6 months of pregnancy10. According to some 
studies, surgery can be delayed until delivery of the infant with maternal risk of tumour progression, if diagnosis of 
colorectal cancer is made after 20 weeks gestation 9. In patient presented with bowel obstruction, tumour resection 
with or without primary anastomosis is recommended if patient presented in early gestation, while those presented 
late, colostomy followed by tumour resection post delivery is recommended 7.  
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Delivery mode by either cesarean section or per vaginally depends on obstetric indication and presence of delivery 
canal obstruction, colorectal cancer itself is not an indication to deliver via cesarean section11. Resection of 
colorectal tumour can be performed during period of delivery if cesarean section is the chosen method of delivery 11. 
In this case study, cesarean section was planned prior laparotomy exploration, thus colorectal tumour resection 
performed in the same setting. 

Conclusion 

Early recognition and diagnosing colorectal cancer in pregnancy is important, albeit rare. Clinician should raise 
suspicion of possible colorectal cancer when pregnant patient presented with acute abdomen. Treatment and therapy 
should be individualized and would be best managed by multidisciplinary team. 
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