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Abstract

Background: Egg donation is a common fertility treatment in female cancer survivors with reproductive wish
and iatrogenic ovarian failure. We examined whether women previously treated for cancer have a higher risk of
pregnancy complications after egg donation treatments when compared to women without cancer history.
Methods: In this prospective cohort treated during 2003–2015 at a single center, 31 women with previous
history of cancer achieved 25 deliveries and 212 women without cancer history achieved 244 deliveries. All egg
donor treatments were performed with a strict policy of single embryo transfer to reduce pregnancy and
perinatal complications. Data were analyzed using logistic regression with adjustment for relevant confounders,
to estimate adjusted odds ratios (aORs) and 95% confidence intervals (CIs) for perinatal and obstetric outcomes.
Women without previous history of cancer were used as the reference group in the regression models.
Results: Women with a history of cancer presented with a significantly increased risk of pregnancy compli-
cations, including preterm birth (aOR 5.54, 95% CI 2.01–15.31) and preeclampsia (aOR 2.79, 95% CI 1.07–
7.34), compared to women without cancer history.
Conclusions: The findings of this study suggest that the risks of preterm birth and preeclampsia in women with
prior cancers who become pregnant by egg donor treatment significantly exceed those of women without cancer
history undergoing similar treatments. As pregnancies using donor eggs are already acknowledged of higher
risk for hypertensive pathologies, this study alerts toward characterization of specific increased risks in women
who are cancer survivors to provide adapted pregnancy monitoring.
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Introduction

Fulfilling the desire to have children is important to
cancer survivors of reproductive age.1,2 Different methods

for fertility preservation have been developed to offer them the
possibility to get genetically related children.3 Another valid
option to experience pregnancy and biological parenthood for
women with iatrogenic ovarian failure is to use donor eggs.

Still, concerns have been raised regarding the poten-
tial risks of pregnancy due to previous cancer treatments.
While chemotherapy-specific effects on pregnancies in long-
term survivors of childhood cancer are reported to be few,4

radiotherapy (RT) of the pelvis has been associated to higher
rates of miscarriage, premature delivery, and low birth-
weight,5,6 in particular if high doses were applied.7 Data on
maternal and perinatal outcomes in the broader population of
women with prior cancers are scarce. More importantly, data
are particularly lacking on the performance of third-part re-
productive treatments using donor eggs in this population.

To date, accumulating evidence suggests that egg donor
treatment in itself is a significant and independent risk fac-
tor for pregnancy complications.8,9 Some studies indicate a
two- to three-fold increased risk of gestational hyperten-
sion and preeclampsia,10–12 a higher incidence of gestational
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diabetes,12 preterm delivery,13 placental abnormalities,13 and
first trimester bleeding.11,12,14 Oocyte donation is often as-
sociated with advanced maternal age, which is itself a known
risk factor of adverse obstetric and perinatal outcomes.
However, also in women of younger age, increased preg-
nancy complications such as hypertension have been reported
in pregnancies using donor eggs.15

In Sweden, assisted reproductive treatments using donor eggs
became approved in 2003. These treatments are exclusively
provided by university hospitals that cover large healthcare
regions, and the treatment costs are financed by the tax-funded
healthcare system available to the whole population. Treat-
ments with donor eggs require thorough physical and psycho-
social screening of the egg recipient candidates and the
treatments are restricted to women who are healthy at the time
of attempting pregnancy. In Sweden, donor egg treatments are
practiced under a strict policy of single embryo transfer to re-
duce identified potential pregnancy risks of multiple births.16,17

At present, there is a lack of reports on pregnancy outcomes
in the specific group of women who have been previously
treated for cancer and who become pregnant using donor eggs.
Hence, the aim of our study was to assess the rates of obstetric
and perinatal complications and identify particular risks of egg
donor pregnancies in women previously treated for cancer, by
comparing their outcomes to those of women similarly treated
using donor eggs, but without cancer history.

Materials and Methods

We performed a prospective cohort study using the clinical
registry of the Reproductive Medicine Clinic of Karolinska
University Hospital since the egg donor program was initi-
ated in 2003. All cases of iatrogenic infertility due to anti-
neoplastic treatment, regardless of the type and stage of
cancer at the moment of diagnosis and the interval between
the cancer diagnosis and the donor egg treatment, were in-
cluded. The women with a history of cancer (exposed group)
underwent treatments using donor eggs to achieve pregnancy
between 2003 and 2015 (n women = 31, n pregnancies = 25),
and they were compared to women without cancer history,
who underwent similar treatments during the same time pe-
riod (n women = 212, n pregnancies = 244). Demographic
data, clinical data regarding assisted reproductive treatments,
and details of cancer treatment were collected from the
medical records. The cancer treatment data included whether
or not RT was performed in the exposed group.

Obstetric and perinatal outcome measures

Obstetric outcomes were identified and extracted from the
clinical database system through their corresponding ICD-10
(tenth revision of International Statistical Classification of
Diseases). Diagnoses of interest included in the primary
analysis were as follows: preeclampsia, eclampsia, HELLP
syndrome, pregnancy-induced hypertension (PIH), placental
abruption, preterm premature rupture of membranes (PPROM),
postpartum hemorrhage of >1000 mL (PPH), placenta previa,
Gestational Diabetes Mellitus (GDM), small for gestational
age (SGA), and preterm birth (birth before a gestational age
of 37 complete weeks) further subdivided into extreme (<28
weeks), very (28-<32 weeks), and moderate (32-<37 weeks).
Data on mode of delivery (Cesarean or vaginal), APGAR less
than 7 at any point during the first 10 minutes after birth, and

pH <7 at umbilical arterial blood were retrieved from the
standardized maternal healthcare and delivery protocols pro-
vided by The Swedish National Board of Health and Welfare
and used in the clinical registry at Nordic hospitals (Ob-
stetrix�). SGA was defined as a birth weight <-2SD of the
mean weight compared to the expected value for the gesta-
tional length according to the Swedish fetal growth standard.18

Reproductive outcomes in women previously treated
with RT

Differences in reproductive outcomes using donor eggs in
female cancer survivors with history of RT versus those
without RT were studied in a subanalysis. Only the cases of RT
with known impact on reproductive organs and ovarian func-
tion (such as total body irradiation [TBI] and abdominal or
pelvic RT) were considered.19 Reproductive outcome mea-
sures included the thickness of endometrium (measured by
ultrasonography on the day of embryo transfer [ET]), preg-
nancy rate (defined as positive U-hCG per treatment), delivery
rate (defined as delivery after gestational age of 22 weeks and
6 days), mean gestational age at birth, and weight at delivery.

Statistical analysis

Data were analyzed using logistic regression to estimate
odds ratios (OR) and 95% confidence intervals (CI). Women
without history of cancer were used as the reference group in
the regression models. Confounders considered for inclusion
in the multiple logistic regression model were maternal age at
ET, as well as maternal body mass index (BMI, kg/m2) at first
antenatal visit (primary analysis of the whole cohort). There
were very few smokers in either group; therefore smoking was
not included as a confounder. Only observations with complete
information on the included variables were included in the
regression models, that is, complete case analysis. To account
for the independent data structure (a woman contributed with
more than one observation if she had more than one child),
models were further adjusted for intrasibling correlation using
a robust estimator of the standard error.20

SPSS (IBM Corp. Released 2014. IBM SPSS Statistics for
Windows, Version 23.0; IBM Corp., Armonk, NY) and
STATA (StataCorp. 2013. Stata Statistical Software: Release
13; StataCorp LP., College Station, TX) were used for the
statistical analyses.

Results

During the study period, 31 women with a previous history
of cancer (exposed group) were identified in the cohort. The
women underwent 102 egg donor treatment cycles (52 with
fresh embryos and 50 with cryopreserved embryos). The data
on both successful (n women = 20, n pregnancies = 25, all
singleton) and unsuccessful pregnancy attempts were col-
lected from the medical records.

The unexposed group included women who became
pregnant though similar treatments using donor eggs at the
same center, but did not have previous history of cancer (n
women = 212, n pregnancies = 244). Only the data on suc-
cessful egg donor cycles that resulted in pregnancy and birth
were included in the analysis.

Demographic data and clinical characteristics of the study
cohort are presented in Table 1. There was no statistically
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significant difference in age, BMI, parity, smoking habits, or
proportion of fresh and frozen embryo transfers (FET) between
the groups. Among the women with previous history of cancer,
the mean age was lower in the group who received RT (31.1
years) compared to the group who did not (35.2 years).

Table 2 reports obstetric and perinatal outcomes for the
exposed and the unexposed groups. Women with a history of
cancer who achieved pregnancy using donor eggs had higher
risks for several complications compared to women without
previous cancer history.

In the exposed group, 26% (6 of 23) of pregnancies were
complicated with preeclampsia, compared to 13% (32 of 243) of
pregnancies in the unexposed group. The relative difference in
odds was statistically significant after adjustment for women’s age
at first antenatal visit and BMI (aOR: 2.79, 95% CI: 1.07–7.34).

The incidence of preterm birth (PTB) (<37 weeks of gestation)
was significantly higher in women previously treated for cancer.
The mean gestational week at delivery was 36.9 in the exposed
group and 39.3 in the control group. Stratifying for extreme (<28
weeks), very (<32 weeks), and moderate (<37 weeks) prematu-
rity, we found that the risk for very preterm birth was several fold
increased in the exposed group (aOR: 17.4, 95% CI: 3.99–75.79).

The incidence of PPROM was also higher among cancer
survivors in the unadjusted analysis, but when adjusted for
BMI and age, this difference was not longer statistically
significant. In the exposed group, of nine women with PTB,
four had delivered prematurely due to PPROM and two due
to PE. There were no cases of iatrogenic preterm birth
without clear pathology or indication in this cohort.

The percentage of Cesareans (CS) was high in both the
groups, 48% (12 of 25) in the exposed group and 43% (106 of

244) in the unexposed group, compared to a general CS rate
of 17% in Sweden.21

Gestational diabetes was infrequent in the cohort, with
only two cases of GDM identified in the unexposed group (2/
244 = 0.08%) and no cases of GDM in the exposed group. The
general prevalence of hypertensive disorders of pregnancy
was 19% (46 of 243) versus 26% (6 of 23), respectively.

The rate of postpartum hemorrhage, PPH defined as bleed-
ing over 1000 mL, was 32% (7 of 22) in the exposed group and
27% (65 of 243) in the unexposed group. No cases of placental
abruption or placenta previa were registered in the exposed
group, while there were two cases of placenta previa and five
cases of placental abruption in the unexposed group.

Apgar score below seven during the first 10 minutes after
birth was rare among newborns in both exposure groups and
no statistically significant difference was observed. Care at
the Neonatal Intensive Care Unit was required for 24% (5 of
21) of babies born to women with the history of cancer
compared to 18.5% (45 of 243) of babies born to women
without previous cancer history. The mean birth weight was
significantly lower in the exposed group than in the unex-
posed group (2914 g vs. 3386 g, respectively). The mean
gestational week at birth was 36.9 versus 39.3, respectively.

There was 1 case of intrauterine fetal death in the unex-
posed group. No maternal deaths have occurred.

Analysis of patients with a history of RT in the cohort

To test for the possible influence of RT on reproductive
outcomes of egg donation, we have stratified the women with
cancer history into two groups: one including 15 women who

Table 1. Clinical Characteristics of Women Who Achieved Pregnancy by Using Donor Eggs

Characteristic

Unexposed
to cancer

(244 births)

Exposed
to cancer
(25 births) p-value

Exposed to cancer stratified by radiotherapya Yes/No

Only previous abdominal, pelvic,
or Total Body Irradiation were considered

RT (9 births) No RT (16 births) p-value

Age at pregnancy
achieved by donor
egg treatment (y)

35.1 (24–42) 33.7 (24–42) 0.09 31.1 (24–42) 35.2 (31–40) 0.019

BMI 23.9 (16.0–38.9) 24.3 (19.7–35.2) 0.6 23.9 (19.7–30.1) 24.5 (19.8–35.2) 0.73
Missing 3 2 2 0

Previous children
Yes 47 (19.3%) 6 (27.3%) 0.37 1 (14.3%) 5 (33.3%) 0.35
No 197 (80.7%) 16 (72.7%) 6 (85.7%) 10 (66.7%)
Missing 0 3 2 1

Smoking
Yes 7 (2.9%) 1 (5.3%) 0.56 1 (25%) 0 0.21
No 237 (97.1%) 18 (94.7%) 3 (75%) 15 (100%)
Missing 0 6 5 1

Received ET/FET
ET 141 (57.8%) 12(48%) 0.4 4 (44.4%) 8 (50%) 1.0
FET 103 (42.2%) 13(52%) 5 (55.6%) 8 (50%)

The exposed cohort of cancer survivorsb (Exposed group) was compared to women without cancer history, who underwent similar
treatments (Unexposed group). Data on previous treatment with abdominal/pelvic radiotherapy or total body irradiation in the exposed
group are also presented.

Data are mean (range) or percentages.
aRadiotherapy defined as radiotherapy of abdomen/pelvis or total body irradiation.
bIrrespective of timing of cancer diagnosis in relation to birth.
RT, radiotherapy; BMI, body mass index; ET, embryo transfer; FET, frozen embryo transfer.
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received RT (abdomen/pelvis/TBI) and the second group
including 16 women who received chemotherapy, surgery, or
the combination of both (altogether 31 women with 102 egg
donor treatment cycles, including both successful and un-
successful pregnancy attempts). Two women who had re-
ceived RT of the thorax were not included in the RT group, as
they did not receive pelvic or abdominal RT.

Demographic data and clinical characteristics of female
cancer survivors with and without history of RT are presented
in Table 3. Women in the RT group were younger ( p < 0.001),
had a lower BMI ( p = 0.005), and presented with significantly
thinner endometrium thickness estimated during their treat-
ment cycle ( p < 0.001) than the women in the group without
history of RT to pelvis/abdomen or TBI.

Preterm births were more common in the RT group, resulting
in the mean delivery week 34.9 and mean birth weight 2580 g
compared to 38 weeks and 3101 g in the no-RT group. A high
rate of Cesarean deliveries was noted in the both groups, 55%
in the RT (5 of 9) group and 44% (7 of 16) in the no-RT
group. There was no statistically significant difference regard-
ing pregnancy rate (23% vs. 36%, p = 0.2), live birth rate (19%
vs. 29%, p = 0.3) or delivery per pregnancy rate (82% vs. 80%,
p = 0.9) in women treated with RT versus those who did not.

Discussion

To our knowledge, this is the first study that investigates
the specific maternal and perinatal risks in pregnancies
achieved using donor eggs among women with a previous
history of cancer. Our results suggest that in these pregnan-

cies, women previously treated for cancer have an increased
risk of PTB and preeclampsia compared to women without
cancer history. In an analysis limited to women with a history
of cancer, women who received pelvic or abdominal RT
presented with significantly thinner endometrium than wo-
men who were treated with other modalities.

Increased risk of PTB is well documented among egg
donor pregnancies.22–24 However, in our patient material of
women who had undergone careful screening and were
judged healthy enough for egg donation treatment, this risk
was further increased (greater than fivefold) if they had a
previous history of cancer. Differences in the incidence of
very preterm birth (between 28 and 32 gestational weeks)
were the most prominent ones.

An increased level of anxiety due to previous history of
cancer and egg donation achieved pregnancy could be pos-
sibly expected among both the women and their obstetricians,
making them more prone to choose a planned preterm de-
livery to avoid further potential risks. Still, no cases of iat-
rogenic PTB without a clear indication or pathology were
noted in this cohort. Most of the cases of PTB were due to
PPROM or PE. Both PE and PPROM can therefore be con-
sidered to be mediators. In general, these cases were few to
allow some definite conclusions about the causal association
between PTB and the previous history of cancer.

Hypertensive disorders of pregnancy include four cate-
gories: chronic hypertension, preeclampsia-eclampsia, pre-
eclampsia superimposed on chronic hypertension, and
gestational hypertension.25 Risk of developing hypertensive
disorders of pregnancy was high in both groups in our cohort,

Table 2. Obstetric and Perinatal Outcomes of Cancer Survivors Who Achieved Pregnancy Using Donor

Eggs (Exposed Group) Compared to Women Without Cancer History Who Achieved Pregnancy

by Similar Treatments (Unexposed Group)

Outcome
Unexposed
group n/N

Exposed
group n/N ORa (95% CI) ORb (95% CI)

Preeclampsia 32/243 6/23 2.33 (0.89–6.10) 2.79 (1.07–7.34)
Pregnancy-induced hypertension 14/243 0
Hypertensive disorders of pregnancy 46/243 6/23 1.51 (0.59–3.89) 1.80 (0.69–4.69)
Placental abruption 5/243 0
PPROM 11/243 4/23 4.44 (1.30–15.17) 3.85 (0.96–15.42)
Hemorrhage (>1000 mL) 65/243 7/22 1.28 (0.40–4.06) 1.22 (0.34–4.38)
Caesarean 106/244 12/25 1.20 (0.46–3.12) 0.99 (0.36–2.76)
Previa 2/243 0
GDM 2/244 0
SGA 6/244 1/25 1.65 (0.19–14.59) 2.12 (0.24–18.68)
NICU 45/243 5/21 1.38 (0.48–3.98) 1.14 (0.36–3.61)
All preterm births (<37 weeks) 23/244 9/25 5.41 (2.08–14.02) 5.54 (2.01–15.31)

Extreme preterm birth 3/244 1/25 3.35 (0.33–33.93)
Very preterm birth 3/244 4/25 15.3 (3.24–72.37) 17.39 (3.99–75.79)
Moderate preterm birth 17/244 4/25 2.54 (0.76–8.57) 2.92 (0.88–9.66)

Mean (range) gestational week at birth 39.3 (23.9–42.1) 36.9 (27.1–41.4)
Mean (range) birth weight (g) 3386 (440–5175) 2914 (1000–4500)
APGAR <7 5/243 1/21 2.38 (0.26–21.90) 2.40 (0.24–24.46)
pH <7 1/244 0/22

ORa = Unadjusted odds ratios with 95% confidence intervals (CI) estimated from logistic regression. The model is adjusted for
intrasibling correlation using a robust estimator of the standard error.

ORb = Odds ratios with 95% confidence intervals estimated from logistic regression, adjusted for BMI (linear effect) and maternal age at
first antenatal visit (linear effect). The model is adjusted for intrasibling correlation using a robust estimator of the standard error.

Only observations with complete information on the included variables were included, that is, complete case analysis.
PPROM, preterm premature rupture of membranes; GDM, Gestational Diabetes Mellitus; SGA, small for gestational age; NICU, neonatal

intensive care unit.

942 MARKLUND ET AL.



but the risk of a more severe variant (preeclampsia) was 2.7-
fold higher in the group exposed to prior cancer therapy.
Multiple previous studies have reported increased frequency of
pregnancy-induced hypertensive complications in egg donor
pregnancies compared to both IVF/ICSI and spontaneously
conceived pregnancies.9,11,22,23,26,27 This risk does not appear
to be correlated with the technique of fertilization or maternal
age.27 Moreover, in the study of Keegan et al., young women
treated with egg donation presented with the highest rate of
PIH.15 The complex immunological interaction that exists in
the fetal-placental unit is often discussed as a possible origin of
the increased risk for pregnancy hypertensive disorders in
oocyte recipients.27–29 If the effect of this immunologic in-
teraction could be further amplified by the history of cancer
itself or by some specific sequelae of antineoplastic treatments
in the vasculature with compromised placental blood flow,
should be investigated in future studies of a larger scale.

The rates of Cesareans were high in both groups, consistent
with the results of previous studies claiming association of egg
donation with high Cesarean rates.26,30 In our material, the
information about Cesareans’ indications was not complete,
and therefore a detailed analysis was not possible. The high

risk of postpartum hemorrhage observed in both groups could
probably reflect the high Cesarean rates that were found.

The mean birth weight was lower in the exposed group,
reasonably due to the higher rate of PTB, as we could not find
any significant difference in the rates of SGA between the
groups. No statistically increased risk for adverse neonatal
outcomes estimated as a low Apgar score, umbilical cord pH
<7, or the need of ward at the Neonatal Intensive Care Unit
was identified in the exposed group, despite a significantly
higher rate of PTB. However, these results should be inter-
preted with caution due to the limited size of the study
groups, and particularly a small exposed group.

The results of our subanalysis demonstrated that women
with a history of RT, either abdominal/pelvic or TBI, had a
significantly thinner endometrium estimated by ultrasonog-
raphy compared with women who had not received RT. Also,
a nonsignificant trend toward lower pregnancy rates and live
birth rates per ET, and a higher risk of preterm delivery were
found in women with previous RT. These findings are con-
sistent with the previous reports, indicating that reproductive
outcomes after RT seem to be worse than outcomes after
chemotherapy or surgery.5,6,31

Table 3. Main Characteristics of Cancer Survivors According to Treatment with Abdominal/Pelvic

Radiotherapy or Total Body Irradiation Received (RT Yes), or No Radiotherapy Received (RT No)

Characteristic

RT Yes RT No

p-valuea

Total
31 women,
102 cycles

N (%) 15 women,
47 cycles

(21 FET +26 ET)

N (%) 16 women,
55 cycles

(29 FET +26 ET)

Age at cancer diagnosis (y) 20.2 (3–38) 17.1 (3–27) 22.9 (7–38) 0.001
Average interval (years) between

cancer diagnosis and egg
donor treatment

14.9 (2–34) 16.2 (5–34) 13.75 (2–31) 0.171

Age at egg donor treatment (y) 35.1 (24–45) 33.3 (24–42) 36.6 (31–45) <0.001
BMI (kg/m2) 24.9 (20–28) 23.8 (20–27) 26.25 (23–28) 0.005
Smokers 5/67 (7.5%) 3/25 (12%) 2/42 (4.8%) 0.354
Endometrium thickness

by ultrasonography (mm)
8.2 (4–14.2) 7.4 (4–12) 9 (5–14.2) <0.001

Type of cancer (N of women = 31)
Leukemia 13 11 (TBI) 2
Hodgkin/non-Hodgkin lymphomas 5 1 (TBI) 4
Ovarian 6 0 6
Wilms 3 2 (abdominal) 1
Other 4 1 (pelvic) 3

Reproductive outcome
Pregnancyb 31 (30.4%) 11 (23.4%) 20 (36.4%) 0.197
Live birthb 25 (24.5%) 9 (19.1%) 16 (29.1%) 0.260
Miscarriagec 5/31 (19.4%) 1/11 (18.2%) 4/20 (20%) 0.902
Ectopicc 1/31 1/11 0/20 0.171

Pregnancy weeks at delivery (mean) 36.9 (27.1–41.4) 34.9 (27.1–39.9) 38.0 (30.6–41.4) 0.079
Mean birth weight (g) 2914 (1000–4500) 2580 (1000–3985) 3101 (1975–4500) 0.19

Mode of delivery
Vaginal 11 3 8
Cesarean section 12 5 7
Instrumental 2 1 1

Reproductive outcomes after egg donor treatments by RT groups (Yes vs. No) are also presented.
Data are mean (range) or n/N with percentages.
Among the 31 women, 13 were survivors of cancer in childhood (younger than 18 years at the time of cancer treatment).
av2-test for factor variables and t-test (assuming independent observations and equal variances) for the continuous variables.
bPercentage per cycle.
cPercentage per pregnancy.
TBI, total body irradiation.
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Strengths of our study include its prospective design and
adjustment of results for the potential confounders. Both the
exposed and unexposed groups had their treatments at one
center and were comparable as regard to age, BMI, and
smoking habits. Moreover, all candidates for egg donor
treatments in Sweden undergo a strict physical and psycho-
social screening, regardless of the reason for donor egg re-
quirement, and the women have to be healthy, with no obvious
contraindication to pregnancy, and younger than 40 years of
age at time of starting the treatment. Therefore, the women in
the exposed group of our study represent a homogeneous
group of the most healthy female cancer survivors, who de-
veloped ovarian failure due to their treatment, even though
cancer is a heterogeneous disease and the antineoplastic
treatments received could be different among them.

The major limitation of our study was a small sample size
and few events. Despite the aim to control for main con-
founders, some of the variables with potential impact on the
results were not possible to address. For example, the indi-
cation for oocyte donor treatment in the unexposed group, the
age of the oocyte donors, or the egg quality could also have
potential effects on perinatal outcomes and would be inter-
esting to consider in future studies. Also, this single-center
study was not able to identify specific explanation to the
association between previous history of cancer and increased
risk of PTB and preeclampsia in the recipients of donor eggs.
However, to our knowledge, this is the first and largest cohort
to date that provides detailed data on obstetric and perinatal
outcomes of pregnancies using donor eggs in female cancer
survivors who become infertile as a sequela of their cancer
treatment. A ‘‘healthy mother effect’’ (i.e., women who are
healthy give birth and those who are affected by the disease
do not) is often discussed as at least a partial explanation of
the fact that women who get pregnant after oncological
treatments seem to survive similar or even longer compared
to nonpregnant controls with a history of cancer.32–36 Perhaps
the same effect may influence maternal and perinatal out-
comes of donor egg pregnancies in cancer survivors, as the
women who may attempt those treatments have to become
healthy enough to be able to qualify for such treatment. It
would be interesting to address this question in the design of
future studies.

Conclusion

The egg donor pregnancies in women previously treated for
cancer were in our study, associated with higher risk for PTB
and preeclampsia, in addition to other known risks associated
with egg donor treatments. Further studies to confirm this are
needed. Careful evaluation and counseling before conception,
as well as close monitoring of pregnancy (blood pressure
controls, awareness of symptoms of preeclampsia, and
threatening PTB), should be recommended. Overall, maternal
and perinatal outcomes in the studied group appear to be re-
assuring and the use of donor eggs to achieve pregnancy in
women with iatrogenic ovarian failure after cancer treatments
should be encouraged.
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