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Introduction
Cancer and pregnancy, together constitutes a problem, life-saving 

chemotherapy for the mother is life-threatening concerns for the 
developing fetus. Until recently the treatment was the pregnancy 
interruption. Nowadays, doctors need to face this problem, taking 
into account the different aspects of the disease, including therapeutic 
alternatives and maternal and fetal risks.1 Cancer rarely affects the 
fetus directly.

The incidence of cancer during pregnancy is uncommon; 
incidence is about 1 out of 1000 pregnancies. The most common 
diagnosed types of cancer in pregnant women are: breast and cervical 
cancer, melanoma, leukemia and lymphoma.2 Although leukemia is 
the most common type of cancer worldwide, the current incidence 
during gestation is not well known.3 It has been proposed that it affects 
approximately 1 in 10, 000 pregnancies. Most of these leukemias are 
acute and predominantly myeloid.4 During pregnancy 23% of acute 
leukemias are diagnosed within the first trimester of pregnancy, 37% 
in the second trimester and 40% in the third trimester. Unfortunately, 
women with cancer have nonspecific symptoms such as fatigue, 
weakness, dyspnea, pallor, anemia, leukocytosis, thrombocytopenia 
which also are attributed to pregnancy.3

The diagnosis of a disease such as leukemia in pregnancy is 
more complicated than in non-pregnant women, since anemia and 
thrombocytopenia are common in pregnant women; If neutropenia 
is found it should be suspected and monitored. In the presence of 
circulating blasts, a bone marrow biopsy should be performed. The 
diagnostic criteria for leukemia in pregnant women are the same as 
for the normal population

Interaction of leukemia in pregnancy

The treatment of leukemia during pregnancy requires a 
multidisciplinary team management and accompaniment, including 
an oncologist, obstetrician, hematologist, neonatologist and a 
psychologist. Chemotherapy uses cytotoxic agents with potential 
adverse effects on the fetus, if the therapy is delayed it affects the 
prognosis of the mother. The fetus is especially vulnerable when is 
exposed during organogenesis (weeks 2-8), and after this 0 phase the 
eyes, genitals, hematopoietic system and Central nervous system are 
vulnerable.5,6

During pregnancy occur many physiological changes in the mother 
such as an increased plasma volume, the presence of amniotic fluid, 
hepatic oxidation, and alterations in renal clearance, all of them can 
affect drug distribution, metabolism, and excretion.7,8

However, it should be emphasized that pregnancy alone does not 
have an adverse effect on the disease, although estrogen receptors have 
been found in leukemic cell lines.9 Like a HL-60, which is an estrogen 
receptor localized in the plasmatic membrane of human myeloblastic 
leukemia cells, whose expression occurs throughout the cell cycle, 
progressively increasing as cells mature from G1 to S to G2/M.10

The Leukemia increases the risk of susceptibility to infections, 
cytopenia and autoimmune phenomena. Infectious episodes constitute 
a serious maternal and fetal risk, and not all antibiotics can be safely 
administered during pregnancy. It is very important to evaluate 
the presence of cytomegalovirus and herpes virus, because of the 
increased risk of reactivation during leukemia and the potentially 
catastrophic neonatal complications.11

Cytopenias may also lead to a severe event, including infection 
and bleeding. In the setting of marrow failure, erythrocyte and platelet 
transfusions should be used to maintain a hemoglobin level of ~10 g/
dL and the platelet count of >50–100 × 109/L (with close monitoring 
of platelet level at the delivery time).11

Pregnant patients with acute promyelocytic leukemia (APL) should 
be under careful surveillance, given that common manifestations 
of APL are pancytopenia, disseminated intravascular coagulation 
and hyperfibrinolysis, which represent a medical emergency.12 
The chemotherapy during the first trimester increases the risk of 
spontaneous abortion, fetal malformation, fetal death.13 When the 
diagnosis of leukemia is made in the first trimester and elective 
termination of pregnancy should be considered. During second and 
third trimester chemotherapy rarely causes congenital malformation, 
but the risk for prematurity, fetal growth restriction, neonatal 
neutropenia and sepsis.

Cancer treatment during pregnancy

One of the most important problems of cancer during pregnancy 
is the treatment, due to the effects that can have on the fetus. These 
effects are influenced by the time and frequency of drug exposure 
and their ability to cross blood-brain and placental barriers (Table 
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Abstract

Leukemia affects approximately 1 in 10000 pregnancies. Women with leukemia have 
nonspecific symptoms and some of them could also be attributed to pregnancy. Antineoplastic 
chemotherapy uses cytotoxic agents with potential adverse effects on the fetus, especially 
in the first trimester causing malformations or weight gain restriction in the second and 
third trimester and delay in neurological development during all the pregnancy, but if the 
therapy is delayed until birth the prognosis for the mother is critical. During pregnancy, 
it is important to take into account the metabolic changes associated with pregnancy that 
could impact the bio distribution and drug clearance. The damage in the fetus is correlated 
with the time of exposition and the fetus is most vulnerable during organogenesis phase. 
Although chemotherapy has effects in the fetus, there are reports of cases with successful 
pregnancy. It is necessary to study the relation among chemotherapy, the leukemia and the 
fetus in long term studies where the fetus has been exposed to chemotherapy agents and is 
reported with normal characteristics at birth.
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1). In addition to the impact of the treatment, the prognosis depends 
on the diagnosis and the gestational stage.14 No pharmacokinetics 
studies have been done in pregnant women receiving chemotherapy. 
The doses that a pregnant woman receives are weight-based doses 
similar to non-pregnant women. During pregnancy the blood volume 
increases (almost 50%), renal clearance increases and consequently the 
drug concentration might decrease. In pregnant woman is important 
to take into account the hormonal changes and the metabolic changes 
associated with pregnancy.

It is necessary to contemplate the possible interruption of the 
pregnancy during the first trimester when it is indispensable to give 
an immediate treatment, the abortion does not affect the disease or 

the treatment results of leukemia.15 Since the use of chemotherapy 
during the first trimester is associated with congenital malformations. 
Chemotherapy during the second and third trimesters, it is not 
associated with significant physical fetal defects.

Chemotherapy inhibits the migration and proliferation of 
trophoblast in first trimester human placental explants, which might 
partially explain the lower birth weights of infants whose mothers 
received chemotherapy.16(Table 2). The trophoblast corresponds to 
the outer layer of the blastocyst and contributes to the mechanism of 
implantation in the endometrium and the formation of the placenta.18 
It is important to mention that chemotherapeutic agents interrupt vital 
cell functions during different phases of the cell cycle.

Table 1 Effects of chemotherapy during pregnancy

Gestational stage Effects
First trimester Spontaneous abortion, Organogenesis
Second and Third trimester Growth Restriction, Intrauterine death or Neonatal death, Prematurity and Myelosuppression

Table 2 Shows the guidelines for the European Society for Medical Oncology Clinical Practices for managing leukemia during pregnancy according to trimester17

Types of Leukemia First Trimester Second Trimester Third Trimester
Acute leukemia Abortion Induction therapy with doxorubicin and cytarabine Induction of labour and subsequently, initiation of therapy
Acutepromyelocytic Abortion Doxorubicin and All Trans-Retinoic Acid Induction of labour and subsequently, initiation of therapy
Chronic mieloide 
leukemia

Interferon-alpha Interferon-alphaorimatinib Interferon-alphaorimatinib

Pregnancy can affect the metabolism of drugs due to the creation of 
a third space by the presence of the amniotic sac. Also, there are some 
changes in liver metabolism and renal excretion. Some articles have 
identified drugs that can be harmful during the pregnancy4 (Table 3). 
During pregnancy and leukemia women should undergo to a series of 
studies, some procedures are safe during all the pregnancy, but some 

others may have negative consequences for the mother, the fetus or 
both19 (Table 4). Women receiving chemotherapy are at increased risk 
of sepsis. Changes in the immune system per se make women more 
susceptible to infection. During chemotherapy patient could present 
chemotherapy induced anorexia, then it is also important to observe 
the maternal nutritional deficiencies.

Table 3 Different drugs, the mechanism of action and its reported consequences in pregnancy

Name Mechanism of action Relation with pregnancy

Imatinib Tyrosine kinase inhibitor, blocks proliferation and induces 
apoptosis.20

It has been related to some foetal abnormalities and 
miscarriage. 
Teratogenic in rats.24 
Some authors suggest that imatinib can be safely 
administered during all the pregnancy, but further studies are 
needed to prove the safety during the first trimester.20

Nilotinib Tyrosine kinase inhibitor, blocks proliferation and induces 
apoptosis.20

Studies in animal models suggests that nilotinib is related to 
mortality, abortion and decreased gestational weights at a 
dose of 300mg/kg/d 
Some authors consider Nilotinib is not teratogenic factor, 
some authors have shown successful pregnancies.20

Retinoicacid
Involved in the regulation of the transcription of target 
genes that control cellular proliferation, differentiation, and 
apoptosis.25

Teratogenic effects (craniofacial alterations, neural tube 
defects, cardiovascular malformations, and thymic aplasia,16), 
especially during the first trimester. Miscarriages (40% of the 
cases). 
During the second and third trimester of pregnancy has a 
lower risk of teratogenic effects.

Hydroxyurea Inhibit the DNA synthesis.3
In rats, has demonstrated to increase the risk of teratogenic 
effects.16. Some articles refer that can cause abortion, 
intrauterine growth retardation and congenital malformation, 
but does not specify in which trimester.26.

Cytarabine
 
Antimetabolite, which means that acts as a false substrate for 
reactions required in DNA replication and RNA synthesis.7

It is recommended to avoid cytarabine during all the 
pregnancy. 
During the first trimester may cause severe limb 
malformations. 
During the second and third trimester is related with 
transient cytopenias, intrauterine fetal death, intrauterine 
growth retardation and neonatal death from sepsis and 
gastroenteritis.16
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Name Mechanism of action Relation with pregnancy

Methotrexate
Antimetabolite, which means that acts as a false substrate for 
reactions required in DNA replication and RNA synthesis.7

As most of the drugs, should be avoided during the first 
trimester of pregnancy. If necessary, it can be used during 
the second and third trimester. Authors don`t specify what 
complications for the mother or the fetus could exist.16

Rituximab
Antibody-dependent cell–mediated cytotoxicity (ADCC), 
complement- dependent cytotoxicity (CDC) and induction of 
apoptosis are the mechanisms of actions of rituximab.27

Lower risk of teratogenicity than other drugs, but it should 
be avoided during the first semester of pregnancy. Some 
authors unveiled that Rituximab can be safer than other 
drugs during the second and third trimester of pregnancy.16

Thalidomide and 
Lenalidomide

Immunomodulation, anti-inflammatory, inhibits the anti-
apoptotic effects, anti-angiogenic effects by inhibiting 
interleukin-6 (IL-6) and tumor necrosis factor α (TNF α) 
production, release, and signaling, enhancement of natural 
killer (NK) and T cell- mediated cytotoxicity.27

Teratogenic, should be avoided during all the pregnancy.16

Table 4 Radiological studies and its effects on pregnancy

Radiological Study Effects on Pregnancy
Core Needle or Excisional Biopsies and Bone Marrow 
Biopsy

Safe

Ultrasonography Safe

Computed Tomography (CT) and Positron Emission 
Tomography Carcinogen, teratogen or spontaneous abortion

Magnetic Resonance Imaging (MRI) and Gadolinium

Magnetic resonance imaging (MRI) can be safely used during the second and third 
trimester of pregnancy only if it is strongly indicated, given that the procedure still 
represents a risk for the fetus. 
Gadolinium of contrast: can cross the placenta and affect the fetus development, 
producing malformations and growth restriction. 
Iodinated contrast can cross the placenta and can produce thyroid function depression.

Table Continued...

Postpartum effects

Chemotherapy should not be given in the last weeks of pregnancy 
to avoid the delivery without the recovery of bone marrow. During the 
delivery in a patient with leukemia is necessary to take into account 
some complications since thrombocytopenia can make a caesarean or 
vaginal delivery dangerous due to excessive bleeding. Severe anemia 
can complicate the delivery of oxygen to the fetus. Also obstetric 
infections can be serious if neutropenia is present,30 which is why the 
administration of chemotherapy should be interrupted 3 weeks before 
the delivery,31 to allow the fetal drug excretion via placenta, reducing 
the risk of neonatal myelosupression.

Planned delivery is preferable to allow timely administration of 
chemotherapies. If a cesarean section is necessary in neutropenic or 
thrombocytopenic woman. Once the baby is born, it must be considered 

that breastfeeding should start 2 weeks after the administration of the 
last chemotherapy, due to the toxicity of the chemotherapeutic agents4 
because the drugs can be secreted through breast milk (although to a 
lesser extent). Once chemotherapy is completed, woman should wait 
between 6 months and 2-5 years to allow the oocytes to recover from 
the damage caused by the treatment, only if she wishes to return to 
pregnancy.32

Stories of success

Successful chemotherapy treatments during second and third 
trimester are well documented and delivery of non-malformed healthy 
babies are reported. Particular consideration needs to be given, 
however, to balancing the risk of fetal prematurity and risk of fetal 
chemotherapy exposure later in the third trimester (Table 5).

Table 5 Successful pregnancies in patient with different types of leukemia

Type Age (years) Weeks of Detection Treatment
CML15 30 7.4 Imatinib and Nilotinib.
ALL2 22 26 Intravenous HyperCVAD(cytoxan, vincristine, adrimycin, dexamethasone).

CML23 22 0 Hydroxyurea the first 6 months (2g/day). Then Imatinib (400mg/day). After that, 
imatinib was suspended and IFN-αremained during all the pregnancy.

CML24 32 October 1996 IFN-α.
CML24 30 7 IFN-α.
CML24 23 8 IFN-α Hydorxyurea.
ALL (L2)25 26 22 Not possible due to low platelet count

ALL26 22 16. 
October 1981

Vincristine (2g/week) 
Prednisone (65 mg/day/3 weeks) 
6-mercaptopurine

AML27 38 20 Daunorubicin (120mg/day) 
AraC (160mg/day)Thioguanine

AMOL27 29 25

Ara C 
Thioguanine 
Daunorubicin 
Mitoxantrone
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Type Age (years) Weeks of Detection Treatment

AML28 28 20

Ara C 
Thioguanine 
Daunorubicin 
Mitoxantrone

AML29 34 27
Thioguanine 
Cytosine arabinoside 
Daunorubicin

CML: Chronic Myeloid Leukemia; ALL: Acute Lymphoblastic Leukemia; IFN-α: Interferon alpha; AL: Acuteleukemia; AMOL: Acutemonocyticleukemia; AML: 
Acutemyeloidleukemia

Table Continued...

Fertility in women survivors

With the increase in post-treatment survival, effects that were 
previously not considered, such as infertility, are being presented. 
Clinically, there is amenorrhea accompanied by elevation of Follicle-
stimulating hormone (FSH) and Luteinizing hormone (LH), in 
addition to a decrease in serum estradiol, an atrophy of the vaginal 
epithelium and endometrial hypoplasia occurs (simulating menopausal 
symptoms).3

Young patients, have the ability to tolerate high doses of 
chemotherapy drugs, also they have a higher probability of 
menstruation returning.5 Oncological treatment can also affect 
patient´s fertility, causing infertility, this will depend on dose (high 
dose is likely to have more profound effects on fertility than lower 
doses); some drugs are extremely toxic and the effects may depend 
on age (women administered chemotherapy under 40 years-old have 
a much higher chance of regaining the normal ovarian function, 
however, women over 40 years-old will have an early menopause by 
decreased ovarian reserve.33

Conchon et al.15 reported the case of a woman who became 
pregnant twice during her chronic myeloid leukemia treatment 
shows that it could be possible that nilotinib treatment does not affect 
significantly the fertility of a woman, but more evidence is needed to 
prove that nilotinib does not cause infertility.15

When there is no complete remission of the disease, pregnancy 
should be avoided; however, cases have been reported where both the 
first and the second product of pregnancies in a woman with chronic 
myeloid leukemia are totally healthy, even when the disease has not 
been eliminated.15 Nowadays, the association between pregnancy and 
a relapse of leukemia remains uncertain.32 Advising on contraception 
and family planning constitutes a preventive measure in order to avoid 
disease complication.

Brenner et al.33 recommended avoidance of pregnancy for at least 
2 to 3 years after finishing the treatment, in order to confirm a durable 
remission. Patients who have undergo treatment and are planning 
pregnancy need information regarding the risk of disease progression 
during pregnancy, the possibility to treat the disease during pregnancy 
and the potential fetal side effects of the treatments.33

Discussion
The relationship between leukemia and pregnancy is not well 

understood, and to comprehend it, it is necessary to evaluate all 
the areas that impact the disease and that involve the pregnancy as 
the emotional aspect, health, as well as the molecular mechanism 
involved, to determine what is better for the mother and the child. 
Pregnancy presents many physiological and metabolic changes, many 
of the symptoms associated with these changes are common also in 
leukemia, so the diagnosis can be delayed.

The therapeutic approach of leukemia during pregnancy is an 
ethical-medical decision with a lot of controversy. Doctors and 
patients should work together to take the best decision for the mother 
and fetus, the type and stage of the disease is crucial to take the best 
treatment decision. Each case is specific; it should be evaluated the 
trimester, the mother´s general health condition, the access to different 
treatment to decide the best therapeutic decision. Actually, there are 
reports of cases in which a viable product has been obtained despite 
the use of chemotherapy, but this depends on the trimester, during the 
first trimester the risk of fetal or obstetric complications increases and 
it is recommended to conclude the pregnancy because chemotherapy 
is associated with serious malformations, the earlier the diagnosis of 
leukemia in pregnancy, the higher perinatal mortality. For some drugs 
data exist only for animal models, but almost all chemotherapeutic 
agents are teratogenic. Cancer treatment knowledge advances more 
rapidly than the safety chemotherapy data in pregnancy, before new 
agents are used caution should be warranted, even if the drug used is 
from the same class as other agents with demonstrated safety.

Postpartum both the baby and the mother should be monitored to 
rule out the adverse effects of chemotherapy or treatment sequelae. 
Leukemia during pregnancy is not so well known, the available data 
are limited and contradictory, more studies are necessary to better 
understand the behavior of pregnancy al leukemia together, and make 
possible more successful cases.

Acknowledgments
The authors thank to Association “Una Nueva Esperanza A.B.P.” 

for the facilities granted for the elaboration of this manuscript.

Conflicts of interest
None.

References
1. Skrzypczyk A, Rubach M. Gynaecological cancers coexisting with 

pregnancy – a literature review. Contemp Oncol. 2016;20(3):193–198.

2. Ticku J, Oberoi S, Friend S, et al. Acute lymphoblastic leukemia in 
pregnancy: a case report with literature review. Ther Adv Hematol. 
2013;4(5):313–319.

3. Thomas X. Acute myeloid leukemia in the pregnant patient. Eur J 
Haematol. 2015.

4. Milojkovic D, Apperley JF. How I treat leukemia during pregnancy. 
Blood. 2014;123(7):974–984.

5. Buekers TE, Lallas TA. Chemotherapy in pregnancy. Obstet Gynecol 
Clin North Am. 1998;25(2):323–329.

6. Zuazu J, Julia A, Sierra J,  et al. Pregnancyoutcome in 
hematologicmalignancies. Cancer. 1991;67(3):703–709.

7. Weisz B, Meirow D, Schiff, et al. Impact and treatment of cancer during 
pregnancy. Expert Rev Anticancer Ther. 2004;4(5):889–902.

https://doi.org/10.15406/ogij.2017.06.00225
https://www.ncbi.nlm.nih.gov/pubmed/27647981
https://www.ncbi.nlm.nih.gov/pubmed/27647981
https://www.ncbi.nlm.nih.gov/pubmed/24082992/
https://www.ncbi.nlm.nih.gov/pubmed/24082992/
https://www.ncbi.nlm.nih.gov/pubmed/24082992/
https://www.ncbi.nlm.nih.gov/pubmed/25688690
https://www.ncbi.nlm.nih.gov/pubmed/25688690
https://www.ncbi.nlm.nih.gov/pubmed/24269956
https://www.ncbi.nlm.nih.gov/pubmed/24269956
https://www.ncbi.nlm.nih.gov/pubmed/1985762
https://www.ncbi.nlm.nih.gov/pubmed/1985762
https://www.ncbi.nlm.nih.gov/pubmed/15485322
https://www.ncbi.nlm.nih.gov/pubmed/15485322


Leukemia During Pregnancy 154
Copyright:

©2017 Cuan-Baltazar et al.

Citation: Cuan-Baltazar Y, Santiagoi LCJ, Perez-Partida AM, et al. Leukemia During Pregnancy. Obstet Gynecol Int J. 2017;6(6):150‒154. 
DOI: 10.15406/ogij.2017.06.00225

8. Cardonick E, Usmani A, Ghaffar S. Perinatal outcomes of a pregnancy 
complicated by cancer, including neonatal follow–up after in utero 
exposure to chemotherapy: results of an international registry. Am J Clin 
Oncol. 2010;33(3):221–228.

9. Brell J, Kalaycio M. Leukemia in pregnancy. Semin Oncol. 
2000;27(6):667–677.

10. Kauss MA, Reiterer G, Bunaciu RP, et al. Human myeloblastic leukemia 
cells (HL–60) express a membrane receptor for estrogen that signals 
and modulates retinoic acid–induced cell differentiation. Exp Cell Res. 
2008;314(16):2999–3006.

11. Agarwal K, Patel M, Agarwal V. A complicated case of acute 
promyelocytic leukemia in the second trimester of pregnancy 
successfully treated with all–trans–retinoic acid. Case Rep Hematol. 
2015;2015:634252.

12. Jacomo RH, Rego EM. Coagulation abnormalities in acute promyelocytic 
leukemia. Rev Bras Hematol Hemoter. 2009;31(2):48–50.

13. Giere I, Pavlovksy C, Van Thillo G. Planned pregnancy in a Chronic 
Myeloid leukemia patient in molecular remission. Case Rep Hematol. 
2012;2012:624590.

14. Pentheroudakis G. Cancer and pregnancy. Ann Oncol. 2008;19(5):38–
39.

15. Conchon M, Sanabani S, Bendit I, et al. Two successful pregnancies in 
a woman with chronic myeloid leukemia exposed to nilotinib during the 
first trimester of her second pregnancy: case study. J Hematol Oncol. 
2009;2:42.

16. Matalon ST, Ornoy A, Fishman A, et al. The effect of 6–mercaptopurine 
on early human placental explants. Hum Reprod. 2005;20(5):1390–
1397.

17. Peccatori FA, Azim HA, Orecchia R, et al. Cancer, pregnancy and 
fertility: ESMO clinical practice guidelines for diagnosis, treatment and 
follow–up. Ann Oncol. 2013;24(suppl 6):vi160–vi170.

18. Moore KL. Embriologia Clinica. (10ª edición), Elsevier, Barcelona, 
España, Spain. 2016;pp.39–544.

19. Mahmoud HK, Samra MA, Fathy GM. Hematologic malignancies 
during pregnancy: A review. J Adv Res. 2016;7(4):589–596.

20. Joydeb R, Maitreyee B, Kundu K, et al. Successful pregnancy outcome 
in a patient of chronic myeloid leukemia without therapy. J Obstet 
Gynecol India. 2011;61(5):565–566.

21. Elsayed AM, Abdelghany TM, Akool el–S, et al. All–trans retinoic acid 
potentiates cisplatin–induced kidney injury in rats: impact of retinoic 
acid signaling pathway. Naunyn Schmiedebergs Arch Pharmacol. 
2016;389(3):327–337.

22. Ngolet L, Kocko I, Dokekias A. Pregnancy and accelerated phase of 
myeloid chronic leukemia treated with Imatinib: a case report from a 
developing country. Case Rep Hematol. 2016:6104948.

23. Sheng W, Sun N. Succesful pregnancy and delivery in a patient with 
chronic myeloid leukemia: a case report and review of the literature. 
Springer Plus. 2016;5(1):2055.

24. Mubara AA, Kakil IR, Awidi A, et al. Normal outcome of pregnancy 
in Chronic myeloid leukemia treated with interferón–alpha in 1st 
trimester report of 3 cases and review of the literatura. Am J Hematol. 
2002;69(2):115–118.

25. Amiwero CE, Izuegbuna OO, Olowosulu RO. Acute Lymphoblastic 
Leukaemia in Pregnancy: A Case Report. Br J Med Med Res. 
2014;4(21):3924–3932.

26. Reynoso EE, Keating A, Baker MA. Acute Leukemia Occurring 19 
Years after Treatment of Acute Lymphoblastic Leukemia. Cancer. 
1987;59(11):1963–1965.

27. Gokal R, Durrant J, Baum JD, et al. Successful pregnancy in acute 
monocytic leukaemia. Br J Cancer. 1976;34(3):299–302.

28. Requena A, Velasco JG, Pinilla J, et al. Acute leukemia during 
pregnancy: obstetric management and perinatal outcome of two cases. 
Eur J Obstet Gynecol Reprod Biol. 1995;63(2):139–141.

29. O´Donnell R, Costigan C, O´Connell LG. Two cases of acute leukemia 
in pregnancy. Acta Haematol. 1979;61(5):298–300.

30. Pavanello F, Zucca E, Ghielmini M. Rituximab: 13 Open Questions after 
20 Years of Clinical Use. Cancer Treat Rev. 2016;53:38–46.

31. Fernández C, Pérez B, Argüelles S, et al. Leucemia aguda mieloblástica 
en gestante de 28 semanas. Clin Invest Gin Obst. 2008;35(5):184–186.

32. Benardete DN, Kershenovich J, Meraz D, et al. Uso de quimioterapia en 
el embarazo. Rev Med Inst Mex Seguro Soc. 2016;54(6):752–758.

33. Brenner B, Avivi I, Lishner M. Malignancies in pregnancy. 
Haematological cancers in pregnancy. Lancet. 2012;379(9815):580–
587.

https://doi.org/10.15406/ogij.2017.06.00225
https://www.ncbi.nlm.nih.gov/pubmed/19745695
https://www.ncbi.nlm.nih.gov/pubmed/19745695
https://www.ncbi.nlm.nih.gov/pubmed/19745695
https://www.ncbi.nlm.nih.gov/pubmed/19745695
https://cwru.pure.elsevier.com/en/publications/leukemia-in-pregnancy-2
https://cwru.pure.elsevier.com/en/publications/leukemia-in-pregnancy-2
https://www.ncbi.nlm.nih.gov/pubmed/18692045
https://www.ncbi.nlm.nih.gov/pubmed/18692045
https://www.ncbi.nlm.nih.gov/pubmed/18692045
https://www.ncbi.nlm.nih.gov/pubmed/18692045
https://www.ncbi.nlm.nih.gov/pubmed/25821608
https://www.ncbi.nlm.nih.gov/pubmed/25821608
https://www.ncbi.nlm.nih.gov/pubmed/25821608
https://www.ncbi.nlm.nih.gov/pubmed/25821608
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1516-84842009000800013
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S1516-84842009000800013
https://jhoonline.biomedcentral.com/articles/10.1186/1756-8722-2-42
https://jhoonline.biomedcentral.com/articles/10.1186/1756-8722-2-42
https://jhoonline.biomedcentral.com/articles/10.1186/1756-8722-2-42
https://jhoonline.biomedcentral.com/articles/10.1186/1756-8722-2-42
https://www.ncbi.nlm.nih.gov/pubmed/15760953
https://www.ncbi.nlm.nih.gov/pubmed/15760953
https://www.ncbi.nlm.nih.gov/pubmed/15760953
https://www.ncbi.nlm.nih.gov/pubmed/23813932
https://www.ncbi.nlm.nih.gov/pubmed/23813932
https://www.ncbi.nlm.nih.gov/pubmed/23813932
https://www.ncbi.nlm.nih.gov/pubmed/27408762
https://www.ncbi.nlm.nih.gov/pubmed/27408762
https://www.ncbi.nlm.nih.gov/pubmed/23024532/
https://www.ncbi.nlm.nih.gov/pubmed/23024532/
https://www.ncbi.nlm.nih.gov/pubmed/23024532/
https://www.ncbi.nlm.nih.gov/pubmed/26659823
https://www.ncbi.nlm.nih.gov/pubmed/26659823
https://www.ncbi.nlm.nih.gov/pubmed/26659823
https://www.ncbi.nlm.nih.gov/pubmed/26659823
https://www.ncbi.nlm.nih.gov/pubmed/27123350/
https://www.ncbi.nlm.nih.gov/pubmed/27123350/
https://www.ncbi.nlm.nih.gov/pubmed/27123350/
http://link.springer.com/article/10.1186/s40064-016-3693-0
http://link.springer.com/article/10.1186/s40064-016-3693-0
http://link.springer.com/article/10.1186/s40064-016-3693-0
http://www.journalrepository.org/media/journals/BJMMR_12/2014/May/Amiwero4212014BJMMR9531_1.pdf
http://www.journalrepository.org/media/journals/BJMMR_12/2014/May/Amiwero4212014BJMMR9531_1.pdf
http://www.journalrepository.org/media/journals/BJMMR_12/2014/May/Amiwero4212014BJMMR9531_1.pdf
https://www.ncbi.nlm.nih.gov/pubmed/3471305
https://www.ncbi.nlm.nih.gov/pubmed/3471305
https://www.ncbi.nlm.nih.gov/pubmed/3471305
https://www.ncbi.nlm.nih.gov/pubmed/1067859
https://www.ncbi.nlm.nih.gov/pubmed/1067859
https://www.ncbi.nlm.nih.gov/pubmed/8903769
https://www.ncbi.nlm.nih.gov/pubmed/8903769
https://www.ncbi.nlm.nih.gov/pubmed/8903769
https://www.ncbi.nlm.nih.gov/pubmed/111459
https://www.ncbi.nlm.nih.gov/pubmed/111459
https://www.ncbi.nlm.nih.gov/pubmed/28056413
https://www.ncbi.nlm.nih.gov/pubmed/28056413
http://pesquisa.bvsalud.org/bvsvs/resource/en/ibc-67929
http://pesquisa.bvsalud.org/bvsvs/resource/en/ibc-67929
https://www.ncbi.nlm.nih.gov/pubmed/22325663
https://www.ncbi.nlm.nih.gov/pubmed/22325663
https://www.ncbi.nlm.nih.gov/pubmed/22325663

	Title
	Abstract
	Keywords
	Introduction
	Interaction of leukemia in pregnancy 
	Cancer treatment during pregnancy 
	Postpartum effects 
	Stories of success 
	Fertility in women survivors 

	Discussion
	Acknowledgments
	Conflicts of interest 
	References
	Table 1
	Table 2
	Table 3
	Table 4 
	Table 5

