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Welcome to north Wales



Because cancer in pregnancy is rare, 
many obstetricians find out about 
cancer through the confidential 
enquiries into maternal death, where 
the notes of each case (and reports 
from the clinical teams involved) are 
anonymised and each case is assessed 
by a panel of experts to look for lessons 
that can be learned to help the 
management of other women in the 
future.

Typically, in about 20-30% of cases, 
something is identified that may have 
made a significant difference to 
outcome if a different course of action 
had been taken, based on known 
standards, advice or guidelines.
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Confidential enquiry advice

Investigate & treat in general as non-pregnant (manner, 
timescale & targets)

BUT also proceed with appropriate caution eg lead screening 
and avoid specific known harms e.g. trastuzumab

Vital to have an MDT especially in women with new & previous 
cancer & particularly across centres / hospitals

Treating cancer does not usually require early delivery – unless 
there is a specific problem identified

As the risk of recurrence in Ca Breast is highest in the 1st 2 
years, recommend avoidance of pregnancy at this time

This is what you can expect an obstetrician to know from the confidential reports

Especially in metastatic 

disease – send the placenta 

for histology



Dilemma: what to do?

There are gaps in the evidence 

base and advice is sometimes 

too vague and non-specific  to 

help with individual patients –

and practice has moved on?



Dilemma: ‘mother before baby’

Structured approach

Call for help, ABC

Resuscitation, primary survey

Fetus

Secondary survey, definitive care

In an obstetric emergency, 

obstetricians are trained and used 

to a clear, sequential plan of 

assessment and action.



Dilemma: ‘mother before baby’

Structured approach

Call for help, ABC

Resuscitation, primary survey

Fetus

Secondary survey, definitive care

Delivery may form part of the 
maternal resuscitation



Dilemma: pregnancy is inherently risky -
maternal mortality rates

Abortion Statistics, England and Wales: 2014 DoH

USA  1998-2005                                                                                                                  
Maternal mortality mothers of live neonates 8.8/100,000                                                                      
Mortality rate for induced abortion 0.6/100,000

UK  2014                                                                                                                     
Maternal mortality similar
No deaths following abortion reported on form HSA4 in 2014

One cannot 

manage pregnancy 

based purely on 

risk – pregnancy is 

about managing 

risk; this is what 

we do!



Dilemma: ‘normal’ pregnancy increases VTE 
risk

Faculty of Sexual & Reproductive Healthcare Statement; VTE & hormonal contraception, Nov 2014

Sultan AA et al. Br J Haematol 2012;156:366-73

RCOG GTG No 37a 2015

Background rate about 2/10,000 women/yr                                          
Oral contraceptive 5-12/10,000 women/yr

RR pregnancy – 4-6 fold (more postpartum)

107/100,000 person years overall in pregnancy UK

BMI> 30 aOR 5.3; multiple pregnancy aOR 4.2;                 
caesarean section aOR 3.6

As an example, consider an adverse event that is increased both in pregnancy and in cancer: venous 

thromboembolism (VTE).  Taking the OCC was ‘safer’ than not taking it and being pregnant.  Risk is relative.



Dilemma: refusal of treatment

St George’s Healthcare NHS Trust v S; R v Collins and others, ex parte S (1998) 3 All ER 673

A competent pregnant woman has 
the right to refuse treatment 
even if that refusal may result in 
harm to her or her unborn child / 
Application of the Mental Health 
Act 1983

The process of consent in 

pregnancy may not be 

straightforward.  Although 

we manage pregnancy with 

reference to potential risks 

and benefits of treating (or 

not treating) maternal or 

fetal conditions - the 

source of considerable 

litigation – a mother does 

not have to act on our 

advice or recommendation.



The dilemma for a fetus

See for example: Paton v BPAS  Trustees (1979) QB 276

The law does not identify the fetus as a person until birth

But does recognise the fetus as unique and not part of the mother

It is not possible to bring legal proceedings in the name of the fetus

A fetus cannot be made a ward of court (but a newborn can)



The dilemma for a fetus

See for example: Vo. V. France (European Court of Human Rights) 2003

THE FETUS IS NOT DIRECTLY 
PROTECTED BY THE  EUROPEAN 

CONVENTION ON HUMAN RIGHTS



Fetal monitoring

Growth

Liquor

Placental & fetal blood flows

A mother thinks constantly 

about her baby.  Tests of fetal

well-being in-utero are 

relatively limited - to 

assessment of fetal growth, 

doppler assessment of 

placental and fetal blood flows 

and indirect non-specific fetal

kidney function / placental 

function (liquor volume).  The 

acute condition is assessed by 

electronic fetal heart rate 

monitoring.



Dilemma: fetal concerns

Cervix

Gestation

EBW
Estimated 

birth-weight Caesarean
Labour

Wellbeing
Compromise

Where a fetal problem is 

identified, the balance is 

between leaving in-utero or 

delivery – a balance of 

considering the known 

population risks of delivery at 

a certain gestation or birth-

weight against the uncertainty 

of what may happen next in-

utero to the individual.
How to effect delivery 

depends on gestation and 

cervical assessment; 

there are also 

circumstances in which a 

caesarean section 

increases, rather than 

reduces, fetal mortality 

and morbidity.



There is a clear adverse 

relationship between 

prematurity and perinatal

mortality, but what is a 

‘safe’ gestation to  

undertake ‘elective’  

(iatrogenic) delivery?



Welsh data

One must be careful in 

extrapolating data from all 

births when discussing fetal

risks of mortality and 

morbidity for an individual.  

Looking at data  from the All 

Wales Perinatal Survey, for 

example, the survival of a 

baby looks pretty good after 

33 weeks, but this includes 

lots of babies born 

spontaneously, in whom the 

stress of labour helps 

mature the fetal lungs.



Dilemmas – caesarean section not always 
safest & lung maturity depends on labour

Morrison JJ, Rennie JM, Milton PJ BJOG  1995;102 (2): 101-6

Stutchfield P, Whitaker R, Russell I BMJ 2005; 331:662 

Surfactant 
production from 
28 weeks

Antenatal steroids 
reduce perinatal
mortality & RDS

Effect falls after 
34 weeks (still 
present)

What constitutes ‘term’ from a 

lung maturity view point 

depends on the mode of 

delivery – first shown by John 

Morrison at Cambridge.  Up 

until this point we knew that 

steroids reduce respiratory 

distress syndrome, but the 

apparent loss of effect after 34 

weeks was because vaginal 

births skewed the outcomes.  

Looking at RDS in elective 

caesarean births showed a 

different story..... 



Dilemmas – caesarean section not always 
safest & lung maturity depends on labour

Morrison JJ, Rennie JM, Milton PJ BJOG  1995;102 (2): 101-6

Stutchfield P, Whitaker R, Russell I BMJ 2005; 331:662 

Stress (labour) increases 
surfactant

Increased RDS by elective 
caesarean section vs
vaginal delivery at ‘term’

Effect disappears at 39 
weeks & steroids half the 
risk

The default position for 

elective c/section is 

therefore to aim for delivery 

at 39 completed weeks if 

possible to minimise fetal

morbidity and mortality.  An 

RCT run from Glan Clwyd 

Hospital in north Wales, 

showed that antenatal 

steroids halved the rate of 

RDS for elective c/section 

performed under 39 weeks, 

but did not eliminate the 

risk.



Consent – where are we in obstetrics?

Bolam v Friern Hospital Management Committee [1957] 1 WLR 582

Montgomery v Lanarkshire Health Board [2015] UKSC 11

Consent: patients and doctors making decisions together, GMC, 2008 paragraphs 28-36

Used not to be judged negligent if the information given to a patient about a 
treatment or procedure was that of a responsible body of medical opinion, 
provided the standard was considered reasonable by a Court.

Montgomery: risk of shoulder dystocia in pregnancy for a baby diagnosed as 
being big was not explained clearly – doctor knew serious but rare and did not 
discuss in terms of offering alternative (c/section) to avoid.  The baby had a 
shoulder dystocia with physical injury as a consequence. 

This makes describing 

risk in consent for 

delivery more difficult.  

Furthermore, we can 

no longer take consent 

based just on what 

other doctors think is 

right, but we must 

discuss all risks that a 

woman may find 

important, both as an 

individual and in 

general.



After the Montgomery ruling...

Montgomery v Lanarkshire Health Board [2015] UKSC 11

Need to discuss when “a reasonable person in the patient’s position would be 
likely to attach significance to the risk, or the doctor is or should reasonably be 
aware that the particular patient would be likely to attach significance to it.“

• Emphasis switched to patient expectations

Doctors should focus their discussions on the patient’s individual situation and 
risk to them and are required to tell patients if an investigation or treatment 
might result in a serious adverse outcome, even if the likelihood is very rare

• An assessment of the individual



Not always easy in obstetrics –’normality’ & 
capacity

www.mentalcapacitylawandpolicy.org.uk

Most women are normal

Assessing capacity formally takes about 2 hours

Many women in labour are unable to recall any risks 
of complications – pain / opiates / altered mental 
state

Mental Capacity Act 2005, Section1, an adult is unable to make a 
decision if he or she does not have the capacity to consent and one part 
of capacity is that the person should be able to retain the information 
provided

We may not really know the ‘right’ 

way to consent women with cancer 

in pregnancy or when the ‘right’ 

time to deliver an individual may 

be?  In pregnancy, as most women 

are normal, we are wary of talking 

too bluntly about what can go 

wrong.  Furthermore, when an 

emergency arises, pain and opiates 

affect capacity to consent and 

sometimes our decisions in 

obstetrics have to be immediate.  

(So it can be a bit of a minefield -

we are actively studying capacity in 

obstetric emergencies currently).



So we have seen that although there may be 

rough guidance  on the management of women 

with breast cancer in pregnancy – investigate 

and treat as if non-pregnant - we do in 

practice  vary what we do to account for (and 

try to avoid) things we believe to be harmful to 

the fetus, with variation therefore in diagnosis 

and treatment as a consequence.  We have also 

seen that the recommendation not to deliver 

the baby early can be open to variation in 

interpretation and application, with potential 

adverse consequences to the newborn.

In order to find out more about practice in the 

UK, we are in the middle of the UK Breast 

Cancer in Pregnancy Study.



All maternity units in the UK complete and 

return a notification card of current UKOSS 

studies  EVERY MONTH – even if there are no 

cases to report.  The data collection forms 

are then sent by UKOSS to the  local unit’s 

named reporter.  No patient identifiable data 

are submitted.



51 cases reported (5 in error)

21 data collection forms - well-completed

The individual 

UKOSS 

reporters are 

returning the 

forms with a 

high degree of 

completion. 

There is a 

section on the 

oncology 

aspects of 

each case, 

which breast 

cancer teams 

have been 

helping with –

thank you.
In the first 13 months, we are probably a few cases under-reported.  The notification comes 

first, but the completed form follows only after delivery.



The UKOSS 

methodology is well 

established amongst 

obstetricians, 

midwives and obstetric 

anaesthetists and 

physicians, collecting 

anonymised data.



Picking up all cases

All cancer centres in the UK – normal UKOSS 
reporting.

Clinicians with a case can contact: 
Claudia.hardy@wales.nhs.uk; 
Philip.banfield@wales.nhs.uk

Or ukoss@npeu.ox.ac.uk (cc’d to us, please)

NPEU will put in touch with local UKOSS reporter -
this approach works

It is hugely important to 

capture all cases during the 

study period (1/10/15 –

30/9/17).  We need 

assistance to pick up cases 

that have ended in 

miscarriage or termination 

if possible, too, so need 

help from the breast cancer 

community, please.  Letting 

us know there is a case and 

where the maternity unit is 

helps UKOSS to get the form 

to the right place while 

maintaining anonymity from 

the study team.


