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Abstract: It is well known that one-stage resection of synchronous multiple primary colorectal carcinoma
is an ideal choice if the patient’s physical condition is not bad. Detailed examination of the whole intestinal
tract is very important for patients with colorectal cancer, which could prevent patients from receiving
repeat treatment to a great extent. We present a case report of a patient with synchronous primary colorectal
cancer. Because pre- or intra-operative examination is not sufficient at his first consultation, the patient had
undergone multiple operations after receiving chemotherapy, radiotherapy and intestinal stent insertion,
which results in peritoneal adhesions formation. The preoperative placement of prophylactic ureteral
catheters facilitated recognition of ureters in operation that assure the prevention of ureteral injuries. If not
aware of the importance of detailed preoperative examination and standardized treatment can lead to wrong

treatment as in this case. Prophylactic ureteral catheters might assist in their immediate recognition.
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Background

Multiple primary cancers are defined as two or more
cancers detected in the same or other organs occurring
either synchronously or metachronoulsy (1). Synchronous
multiple primary colorectal cancers are those that follow
a previous cancer within a definite interval of usually
6 months or 1 year. Preoperative detection of synchronous
multiple primary cancers is very important when planning
treatments. Along with increasing incidence of colorectal
carcinomas and prolonged survival after radical resection,
the number of patients with multiple primary colorectal
cancer have increased gradually. Generally, synchronous
carcinoma does not affect prognosis if it is recognized
and treated in time, but if ignored, it may turn into more
advanced metachronous cancer. Therefore, after colorectal
cancer surgery, occurrence of metachronous carcinoma
is regarded as an serious problem (2). Due to influence of
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doctor’s recognition degree, missed and error diagnosis or
inaccurate treatment appears frequently. We report a case
of synchronous multiple primary colorectal cancer who
had undergone multiple operations that was treated in our
center.

Case presentation

A 60-year-old-man was admitted to the general surgery
department on November 1, 2010 due to changes in bowel
habits with no personal or familial history of any specific
disease. No loss of appetite and general weakness. No
fever was noted at home. Physical examination showed
no remarkable abdominal abnormality. Laboratory test or
chest and abdominal radiography displayed an intrasigmoid
occupied lesion and pelvic lymphadenectasis. Colonoscopy
found that a lesion located in rectum within 9 cm of the
anal verge, occupied four-fifths of the rectal circumference
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and the endoscope was unable to pass through. Pathologic
specimens were obtained in colonoscopy procedure, and the
histologic report showed adenocarcinoma. He underwent
radical resection of rectal and sigmoid carcinoma on
November 5, 2010 as intraoperative palpation discovered
a new lesion located in sigmoid. Additionally, prophylactic
ileostomy and appendectomy were also carried out.
Postoperative pathology showed rectal adenocarcinoma,
stage was T4aNOMO (staging by the American Joint
Committee on Cancer staging system, 7th edition);
mucinous carcinoma of the sigmoid colon, T4aNOMO;
chronic appendicitis.

From November 20, 2010 to February 2011, the patient
had received three cycles of FOLFOX6 chemotherapy.
Then, adjuvant radiotherapy [conventional radiotherapy:
40 Gy in 20 fractions; three dimensional conformal
radiotherapy (3DCRT): 20 Gy in 10 fractions] were
administered. Treatment was well tolerated.

Colonoscopy was administered again on March 22, 2011,
and found that anastomotic inflammation in the rectum,
a new obstructive lesion was located in the descending
colon and the endoscope was unable to pass through,
which was proved pathologically to be colonic mucinous
carcinomas. The patient underwent left hemicolectomy and
microadenomectomy of two cecum adenomas were detected
by intraoperative colonscopy on the same day. The diagnosis
of histopathology examination was colonic mucinous
carcinomas (T4aNOMO) and colonic tubular adenoma with
low-grade intraepithelial neoplasia. Subsequently, the patient
received three cycles of FOLFOX6 chemotherapy again.

The patient got a colonoscopy for the third time for
closure of loop ileostomy on July 2011, both anastomotic
stenoses were found, and the endoscope was unable
to pass through the proximal anastomosis. Metallic
stent implantation and cecum polyp electrosection via
enteroscope were performed on July 29. One month
later, a colonoscopy was carried out and found that the
stent migrated upward, it was removed then. After that,
the endoscope was unable to pass through the proximal
anastomosis again.

On November 1, 2011, the patient was admitted to
our center in order to closure of loop ileostomy after
establishment of the diagnosis as synchronous multiple
primary colorectal carcinoma after operation and
postoperative radiotherapy and chemotherapy, anastomotic
stenosis, stomal prolapse, peristomal hernia and dermatitis.
"Two days before surgery, bilateral ureteral catheters were
implanted. The patient was taken to the operating room
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for closure of loop ileostomy, descending colostomy and
resection of the proximal anastomosis on November 10.
During operation, extensive intraperitoneal adhesions and
significant changes in anatomic structure were noted. The
bilateral ureteral were attached to adjacent organs so tightly
that surgeons only depend on ureteral stents to identify
them. The patient recovered without incident and was
discharged on postoperative day 7 (Figure I).

Conclusions

The incidence of synchronous cancers are well known
(0.6-1.4%) in patients with colorectal carcinoma (3). It
being overlooked can lead to increased morbidity and the
possibility of advanced staging of the cancer. Heald ez /. (4)
found that intraoperative palpation can miss up to 69%
of the synchronous cancers. Therefore, full preoperative
colonic evaluation with colonoscopy as recommended by
several studies (5,6) is warranted. However, approximately
8% to 29% of patients with colorectal cancer present with
acute malignant colonic obstruction (7), which disenable
colonoscopist to examine the whole large bowel. The recent
advances in imaging technology provide greater accuracy
for the preoperative evaluation of colorectal cancer (8).
Computed tomography (CT), magnetic resonance
imaging, and ultrasound have played an important role in
the preoperative staging and postoperative surveillance
of colon cancer. However, the unique contribution of
intraoperative enteroscopy is irreplaceable, especially for
those with malignancy intestinal obstruction. We utilize a
variety of techniques in combination in order to prevent the
missing of synchronous cancers. In our center, colonoscopy
combined with CT three-dimensional imaging is a routine
examination for preoperative patient, which could improve
the accuracy of diagnosis.

It is still the subject of controversy that the proximal fecal
diversion—achieved either by a loop colostomy or a loop
ileostomy—is performed for prevention of an anastomotic
leakage after low anterior resection for rectal cancer,
which is one of the most important surgical complications
causing morbidity and mortality. It is not clear whether
fecal diversion has any impact on anastomotic leakage rate
in general (9), although it is widely performed in China,
especially in southern China. Because construction of a
stoma was largely left to the discretion of the surgeon, there
is a general patient selection bias favoring surgery with
a stoma. In fact, an anastomotic dehiscence is associated
with identified general risk factors such as male gender,
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Figure 1 A. Endoscopy of the rectum showing an occupied lesion; B. Endoscopy showing an obstructive lesion located in the descending colon;

C. Endoscopy showing the proximal anastomotic stenosis; D. Abdominal plain film showing metallic stent implantation in colon; E. Intravenous

urography showing no tumor invasion of ureter; F. Abdominal plain film showing ureteral catheters; G. Recognition of left ureter in operation

malnutrition, cardiovascular disease, steroid use, advanced
age of the patient, obesity, and previous irradiation (10,11).
We believe that strictly control its indication is the key to
perform prophylactic ileostomy, because a number of points
as following remain to be evaluated critically: First, a stoma
will reduce the quality of life. Second, stoma placement
itself is a source of morbidity (12), these complications may
even lead to mortality after elective reversal of the stoma
(13,14). Furthermore, the closure of a diverting stoma
requires a second hospital stay and additional surgery and is
accompanied by considerable patient management costs (15).

The updated National Comprehensive Cancer Network
(NCCN) Guidelines recommend that after 45 Gy a tumor bed
boost with a 2 cm of margin of 5.4-9.0 Gy in 3-5 fractions
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for postoperative radiation. This case received 20 Gy in
10 fractions 3D-CRT at a high dose, which may increase the
risk of presenting anastomotic stricture. Radiation therapy
also can cause massive intraperitoneal adhesion formation
that increase operative difficulty. Moreover, peritoneal
adhesions are almost inevitable after major abdominal
operations. Ellis (16) found that the incidence increases up
to 93% after multiple operations. Based on above reasons,
we speculated that the dissection plane might be difficult to
identify due to severe adhesion of the ureter and colon with
the peripheral tissues. Preoperative placement of ureteral
catheters has been recommended in this case. Although
William ez a/. (17) found that prophylactic ureteral catheters
do not assure the prevention of transmural ureteral injuries,
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it may assist in their immediate recognition, which is in
accordance with our view.

In this case report, we described a mistake in diagnosis of
synchronous multiple colorectal carcinoma, which resulted
in repeat resection. It implies that the value of the pre- or
intra-operative total colonoscopy in cases with colorectal
cancer. In addition, whether subtotal proctocolectomy is
also a choice, how intensive strategies of follow-up should
be pursued and what surveillance means can be used for
those patients at high risk of intestinal tumor worthy of
further reflection.
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