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Cesarean delivery in a parturient with chronic myeloid leukemia
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To the Editor,

Leukemia rarely occurs during the course of pregnancy,
with a reported incidence of 1:75,000-1,000,000
pregnancies. Chronic leukemias account for only 10% of
these cases, with the majority being chronic myeloid
leukemia (CML). This disease is characterized by a
reciprocal translocation between chromosomes 9 and 22
with the resultant fusion of the breakpoint cluster region
(BCR) gene with the Abelson leukemia virus (ABL) gene —
“Philadelphia chromosome”; t(9;22)(q34:q11)." We report
a case of newly diagnosed CML in a patient’s third
trimester. She had been treated for two weeks with
hydroxyurea prior to lower uterine segment Cesarean
delivery. At that time, the patient’s white blood cell count
was 1944 x 10° L™" with 5% myeloblasts in the
peripheral blood. General endotracheal anesthesia was
administered uneventfully, and a normal healthy baby was
delivered uneventfully. Two weeks later, the patient was
started on molecular targeted therapy. Both mother and
child were doing well after two years of follow-up.

One important consideration for choosing general
anesthesia in this case was the potential for blast crisis
(BC), a major challenge in the management of leukemia.
Blast crisis is defined as the presence of a high blast count,
30% blasts cells, in the blood/marrow or, in a small
proportion of patients, presence of extramedullary blastic
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infiltrates in the lymph nodes, skin, soft tissues, serosal
surfaces, bone, and gastrointestinal and genitourinary
tracts. Although rare, leukemic infiltration of meninges
and brain, including nerves, can occur even while on
therapy. Development of neurological involvement
predicts a poorer prognosis with poorer response to
treatment and a three-month median survival after the
onset.

Chronic myeloid leukemia is routinely diagnosed by an
elevated white blood cell count with left shift, frequently
with basophilia, and splenomegaly. The presence of BCR-
ABL is confirmed with fluorescence in situ hybridization or
with polymerase chain reaction (PCR). Bone marrow
aspiration and cytogenetic analysis is mandatory for
staging the disease as chronic phase (CP), accelerated, or
blastic phase (BP). In comparison, all newly diagnosed
patients with acute leukemia are routinely subjected to a
spinal tap for prognostication. When circulating blast cells
are present in the blood in acute lymphocytic leukemias, it
is well documented that a traumatic lumbar puncture (TLP)
may introduce leukemic blasts from the systemic
circulation into the cerebrospinal fluid (CSF) with a
resultant two to threefold higher risk of treatment failure.
Accordingly, instituting intrathecal therapy early in the
course is part of the treatment protocol in patients who
have undergone more than one TLP in the presence of
peripheral circulating blast cells.>*

A diagnostic spinal tap is not part of the routine
investigations in CML unless there is a clinical suspicion of
involvement of the central nervous system."** Reports of
initiating a BC through a TLP for CML are lacking, and the
incidence of diagnostic spinal punctures being performed
in CML-CP is also not known. There is a lack of consensus
on what constitutes TLP based on CSF rheology because
there is no specific threshold for the number of red blood



Cesarean delivery in a parturient with chronic myeloid leukemia

89

cells (RBC) needed to establish the diagnosis of
subarachnoid hemorrhage (SAH) and no threshold below
which SAH can be excluded. Arbitrary defining cutoffs (e.g.,
400, 1,000, and 4,375 RBCs-mL_l) have been variously
reported. Shah er al.” evaluated 786 CSF samples and
reported a 24.3% incidence of “champagne taps” (defined as
zero RBCs in the first and fourth tubes). When they used
cutoffs of 400 RBCs and 1,000 RBCs in CSF tube 1, 15.6%
and 10.5% of samples, respectively, were considered
traumatic when compared with the collected sample in
tube 4. Lower section Cesarean delivery can be conducted
under general anesthesia or under a subarachnoid block;
however, a traumatic puncture cannot be ruled out. In view of
5% blast cells in the peripheral blood, it was decided to
administer general anesthesia for this patient as a means to
avoid potential introduction of leukemic blasts from the
systemic circulation into the CSF.
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