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ABSTRACT
The complaints and symptoms of gastric cancer are non -specific and many of these symptoms are frequently masked by
factors related to normal pregnancy. A 38 year-old woman with G10P8A1 and at 31 weeks of pregnancy was admitted to a
maternity outpatients’ clinic complaining of nausea, vomiting and constipation during the previous 4 days. On palpation a
solid lesion of 1.5 cm was palpable in the subxiphoid region. A solid nodule with largest diameter of 5 cm was observed on
the liver and suspected to indicate metastasis. Under endoscopic examination, ulcerovegetan, fragile and malignant mass
that surrounded and narrowed the gastric antrum and extended to an angular notch was seen. The biopsy that was taken
from lesion was revealed to be the result of a malignant epithelial tumor of poorly differentiated adenocarcinoma. During
the explorative laparotomy, a tumoral mass with multiple peripheral lymphadenopathies was observed in the posterior
gastric antrum, pancreas and colon median entry -invasive artery. Multiple metastases were present in the omentum and
liver with a large amount of acid in the abdomen. The patient was considered inoperable due to the gastric cancer being in
a terminal stage and adjuvant chemotherapy was planned.
Early diagnosis and treatment is important for the prognosis of gastric cancer. The complaints and symptoms of gastric
cancer are non-specific and many of these symptoms are similar to those seen during a normal pregnancy. If the same
symptoms recur during pregnancy or there is a failure to respond to therapy, the gastrointestinal system should be
evaluated endoscopically.
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Introduction
Gastric cancer arises from the upper
gastrointestinal tract and is usually seen before the
age of 40. The incidence of gastric cancer varies
across the world. Most of the studies and case
reports are from Japan which has the highest
incidence of gastric cancers worldwide and its
prevalence in Japan is 80 per 100.000. The
prevalence in Western Europe and the US is 10-40
per 100.000 (1 ) . Each year approximately 700.000
people die worldwide due to gastric cancer ( 2) .
The incidence of cancer during pregnancy is rare
at approximately 0.1%, and that of gastric cancer
is 0.026 to 0.1% of all pregnancies (3 ).
Nonspecific
complaints
related
to
the
gastrointestinal system are seen during the early
stage of gastric cancer cases. In the advanced
stages, complaints such as nausea-vomiting,
abdominal pain, postprandial saturation, loss of
*

appetite, dysphagia and weight loss may be seen
(4).
We aim to present the case of a pregnant woman
with gastric cancer with liver metastasis and to
emphasize the importance of early diagnosis and
treatment.

Case report
A 38 year-old woman with G10P8A1 was
admitted to a maternity outpatient clinic
complaining of nausea, vomiting and constipation
during the previous 4 days. These complaints were
occasional and infrequent. She stated that
antiemetic and anti-reflux medications had been
prescribed for earlier complaints, and that when
she used these drugs there was a decrease in her
symptoms. She had lost about 24 kg weight in the
previous month. No remarkable findings were
noted in her history. In abdominal examination,
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the abdomen was comfortable, and there was no
defense or rebound. On palpation a solid lesion of
1.5 cm was palpable in the subxiphoid region. On
obstetric examination, the ultrasound revealed a
singleton intrauterine fetus with growth
corresponding to 31 weeks of pregnancy
consistent with last menstrual period. No obstetric
pathologies were noted on either the placenta or
fetus. Abdominal examination could not be
performed due to the gravid uterus, however, a
solid nodule with a largest diameter of 5 cm was
observed on the liver and suspected to indicate
metastasis. On endoscopic examination, an
ulcerovegetan, fragile and malignant mass that
surrounded and narrowed the gastric antrum and
extended to an angular notch was seen and which
would not allow endoscope to pass beyond it.
The biopsy that was taken from lesion revealed a
malignant epithelial tumor of poorly differentiated
adenocarcinoma. For fetal lung maturity we
applied 6 mg of betamethasone intramuscularly
every 24 hours to the pregnant woman. Delivery
was induced vaginally and the patient gave birth to
a 1440 gr male baby with Apgar scores 6-8. The
patient was transferred to the general surgery
clinic and she was operated on for stomach cancer
on the 7 th postpartum day. On the explorative
laparotomy, a tumoral mass with multiple
peripheral lymphadenopathies was observed in the
posterior gastric antrum, pancreas and colon
median entry-invasive artery. Multiple metastases
were present in the omentum and liver with large
amount of acid in the abdomen were present. The
patient was judged inoperable due to the terminal
stage of the gastric cancer and adjuvant
chemotherapy was planned. The patient
underwent
omentectomy
and
palliative
gastrojejunostomy with multiple biopsies taken
from the liver and lymphadenopathies. During the
postoperative follow-up, pancytopenia and
electrolyte imbalance developed. Replacement
therapies were applied. On the 5th post-operative
day, cardiopulmonary resuscitation was applied
due to cardiac arrest. However, the patient did not
respond to the intervention and died.

clinic with nonspecific complaints such as nausea
and vomiting which responded to anti-emetic
drugs.
In general, pregnant women do not pay attention
to these complaints and the symptoms may also
be attributed to emesis or hyperemesis gravidarum
in the early weeks of pregnancy. Hyperemesis
gravidarum usually continues until the 20th week
of pregnancy. If it continues in the second
trimester and does not respond to treatment for
nausea-vomiting or gastrointestinal complaints,
diseases of the gastrointestinal tract should also be
considered in a differential diagnosis (5 ). In our
case, the symptoms continued until the third
trimester and a palpable mass with a size of 1.5 cm
in the subxiphoid region led us to suspect a
malignancy; we therefore performed a gastric
endoscopy. The biopsy was taken from the region
of the existing lesion. The pathological
examination of the biopsy showed a malignant
epithelial tumor compatible with poorly
differentiated adenocarcinoma. In the literature,
the histologic subtype of adenocarcinoma of
gastric cancer has been identified more than other
types in both men and women ( 6, 7 ).
The lesions in our case started from the gastric
antrum, extended to an angular notch and
narrowed the gastric antrum round. The
localization of the tumor is important in the
treatment and prognosis of gastric cancer. While
the prognosis for tumors arising from the
proximal stomach is bad, the prognosis for tumors
arising in the middle third of the stomach may be
better after the surgery (8 ).
In gastric cancer, the other situations associated
with a bad prognosis are vascular invasion,
regional lymphadenopathy and liver metastases (9 ).
In the abdominal ultrasonography of our case the
solid nodule had a diameter of 5 cm and largest
vascularity was observed in liver, and these
findings were thought to indicate metastasis as
described in the literature. In cases of suspected
or diagnosed gastric cancer, liver metastases
should be considered if a high serum alphafetoprotein (AFP) level has been identified ( 9) .
This high level is important in the cases of those
who are not pregnant, but in high serum AFP
levels increase physiologically during the
pregnancy. So this situation can cause confusion.
In gastric cancer cases, surgical treatment can be
applied during pregnancy. In cases where it is
necessary, chemotherapy or radiotherapy should
be postponed to the period after pregnancy (10) .
However, Nishie et al. applied chemotherapy to a
pregnant woman with metastatic gastric
adenocarcinoma who was 23 weeks pregnant and

Discussion
Because of physiological changes during
pregnancy and the pressure of the gravid uterus
on abdominal organs, such as the stomach and
intestines, as well as hormones produced during
pregnancy
hormones,
nausea,
vomiting,
nonspecific abdominal pain and symptoms of
constipation may be seen. In our case, a woman
who was 31 weeks pregnant was admitted to our
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delivered her at 32 weeks with a caesarean section.
The child continued to show no abnormalities at
12 months after delivery (11) . Ueno et al. reported
that the treatment of gastric cancer during
pregnancy depends on the stage of the disease, the
week of pregnancy and the development of fetus
at the time of diagnosis. They stated that when
gastric cancer is diagnosed prior to 22 weeks
gestation, the mother should be treated after the
termination of the pregnancy by abortion. After
28 weeks gestation, treatment should be
administered after early delivery, as was seen in
our case (3 ) . Surgical treatment was planned for
our case after delivery at 32 weeks gestation.
During the operation, the case was judged
inoperative as the gastric cancer was in the
terminal stage and it was decided to apply
chemotherapy.
The 5-year survival rate for gastric cancer is 25%
in Europe. The prognosis in gastric cancer with
liver metastases is even worse: The 5-year survey
does not exceed 10%. The average survival of
those who are not treated is around 3-5 months
( 12, 13 ) . Treatment of cases of gastric cancer with
liver metastases is controversial. Surgical
treatment is appropriate when there is only one
lesion in the liver and it is smaller than 5 cm. But
such cases are not common. Scientific evidence
does not exist for the other therapies such as
palliative gastrectomy and radiofrequency ablation
of
hepatic
arterial
infusion.
Systemic
chemotherapy promises longer survival and good
quality of life in these situations (14 ).
The diagnosis of gastric cancer is often delayed
during pregnancy. In their review, Jaspers et al.
reported on 92 gastric cancer cases and stated that
almost all were at the advanced stage (15) . The
management of gastric cancer during pregnancy is
dependent on the stage of the tumor and the
gestational age and immaturity of the fetus. A
study by Sakamoto et al. analysed a total of 137
cases of gastric cancer and found that 92.5% of
patients had advanced gastric cancer at the time of
diagnosis and only 45.3% of cases underwent
gastrectomy, including incomplete resection, and
that the prognosis was extremely poor with a 1year survival rate of 14.5 % (16 ).
The management of gastric cancer during
pregnancy is clear and well-established when the
gestational age is below 22 weeks or above 28
weeks. However, it is difficult to decide whether
to continue or terminate pregnancy when a
pregnant woman is diagnosed with gastric cancer
at 22-28 weeks pregnancy (17 ). There is no
consensus and a lack of data regarding gastric
cancer management during this period of time. We

think that the treatment strategy should be
individualized with regard to the stage of disease
whether metastatic or not and the availability of
an advanced neonatal intensive care unit. So the
patient should be evaluated and followed by a
team including both a perinatal obstetrician and
oncologist.
In the abdominal exploration of our case, tumor
formations were observed in the posterior gastric
antrum, pancreas and colon median entry-invasive
artery,
as
were
multiple
environmental
lymphadenopathies and common acid in the
abdomen and multiple metastases in the omentum
and liver, and these findings agreed with the
finding of advanced gastric cancer. As noted in
the literature, the survival rate is short in advanced
gastric cancer (3 ).
Consequently, the case of a pregnant woman with
advanced-stage gastric cancer has been presented
here. It is well known that the symptoms of
gastric cancer are non-specific. Due to many of
these complaints also being present during
pregnancy, a diagnosis may be difficult. In
situations continuing for a long time and in the
presence of gastrointestinal symptoms that fail to
respond to treatment, digestive system-derived
pathologies
should
be
considered
and
examinations for these should be carried out. The
prognosis for gastric cancer during pregnancy can
be improved by early diagnosis and physician
should
be
alerted
when
non-specific
gastrointestinal complaints are not resolved and
continue into the second and third trimesters of
the pregnancy.
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