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Abstract  Case Report 
 

Introduction: Multiple primary colon tumors are rare and pose significant problems in diagnosis and treatment. We 

report a case of synchronous transverse colon tumor discovered during management of an occlusion. Observation: A 

56-year old patient was admitted to the emergency ward for the management of acute intestinal obstruction. During the 

surgery, we discovered a bifocal colon tumor: 01 stenosing 5 cm tumor located at the left colic angle and 01 non-

stenosing 3 cm tumor located 5 cm from the right colonic angle. We realized enterotomy of the terminal ileum 15 cm 

from the ileo-cecal crossroads; an ileostomy on a rod in right iliac fossa. The postoperative extension assessment 

found absence of secondary hepatic, peritoneal, pulmonary and bone lesions. Via Colonoscopy, we found bifocal 

stenosing tumor of the transverse colon classified T4N0M0. A month and a half later, he underwent a segmental 

colectomy removing the transverse colon and the two colonic angles with colo-colonic anastomosis and additional 

appendectomy. The surgery management was simple. Conclusion: Synchronous and consecutive (metachronic) 

development of two or more primary adenocarcinomas accounts for 3–5% of colorectal cancer cases. It remains 

important to detect these synchronous tumors at the time of surgery although a third of lesions may be missed this 

way. The choice of the type of surgery remains controversial, especially for multiple colorectal tumors. 
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INTRODUCTION 
Multiple primary colon tumors are rare and 

pose significant problems in diagnosis and treatment. 

Detection of synchronous tumor site requires a change 

in treatment method. Synchronous adenocarcinomas 

can be two or more, detected either before, during or in 

a period of 6 months after surgery. They must be at 

least 4 cm apart and they should not consist of 

submucosal spread or satellite damage to each other [1]. 

In any other words, they are considered regional or 

metastatic lesions. We report a case of synchronous 

transverse colon tumor discovered during management 

of an occlusion. 

 

OBSERVATION 
A 56-year old patient with a history of chronic 

constipation, admitted to the emergency for the 

management of acute intestinal obstruction; in whom 

the questioning and physical examination revealed:  

 A start dating 20 days before admission. 

 A progressive onset of pain, initially localized 

in the right para-umbilical region and 

secondarily generalized. 

 A systemic inflammatory response syndrome 

(temperature: 38.3° C; pulse: 98ppm; FR: 22 

cycles per min). 

 An occlusive syndrome: stopping of stool and 

gases; diffuse abdominal meteorism and late 

bilious then fecaloid vomiting of food.  

 Rectal examination without particularities. 

 

An unprepared x-ray of the abdomen finds 

hail-like hydro-aeric levels (wider than high); an 

aerocoly of the left colon and an unventilated rectum. 

The diagnosis of acute febrile bowel obstruction on 

probable colonic tumor was suggested and the 

indication for surgery was made. During the surgery we 

discovered: 

 A significant dilation of the small intestine, 

 A bifocal colon tumor: 01 stenosing 5 cm 

tumor located at the left colic angle and 01 

non-stenosing 3 cm tumor located 5 cm from 

the right colonic angle, 
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 An absence of peritoneal carcinoma,  

 

We realized: 

 Enterotomy of the terminal ileum 15cm from 

the ileo-cecal crossroads,  

 An ileostomy on a rod in right iliac fossa, 

 Washing and draining of the abdominal cavity. 

The postoperative treatment was 

straightforward with a functional ileostomy on 

the 3rd day and discharge from hospital on the 

8th day.  

 

The postoperative extension assessment found: 

 On CT: bifocal and synchronous colonic tumor 

infiltration located at the left colonic angle and 

transverse colon with colonic distension 

between the two tumor processes. Absence of 

secondary hepatic, peritoneal, pulmonary and 

bone lesions. 

 Via Colonoscopy: bifocal stenosing tumor of 

the transverse colon classified T4N0M0. 

 

A month and a half later, he underwent a 

segmental colectomy removing the transverse colon and 

the two colonic angles with end-to-end colo colonic 

anastomosis and additional appendectomy (Figures 1, 2 

and 3). The post surgery follow-up was simple with 

exeation on 8th day. 

 

Pathological examination concluded in two 

low-grade Lieberkhunian adenocarcinomas infiltrating 

the serosa without a colloid component. No vascular 

embolus. Presence of a mucous colloid contingent 

estimated at 5%. No vascular embolus. The limits of 

longitudinal resections were healthy. The tumors were 

classified as pT4N0. We closed the ileostomy 01 month 

postoperatively. We opted for neoadjuvant 

chemotherapy, but the patient opposed it. The one-year 

follow-up did not find any secondary thoraco-

abdominal lesions. 

 

 
Fig-1: Abdominal CT scan showing the two locations of the tumor 

 

 
Fig-2: Intraosurgery image of the bifocal colonic tumor 
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Fig-3: Images of colonic tumors after opening 

 

DISCUSSION 
The first multiple adenocarcinomas of the 

colon were described in 1880 by Czerney [1]. 

Synchronous and consecutive (metachronic) 

development of two or more primary adenocarcinomas 

account for 3–5% of colorectal cancer cases [1-3]. An 

incidence of up to 12.4% has been reported by some 

authors [1, 4]. The preoperative diagnosis of multiple 

synchronous colorectal carcinomas remains difficult 

and the second site is often overlooked, although the 

available techniques have been improved considerably 

(barium enema and colonoscopy). Identifying a tumor 

that justifies clinical symptoms usually suspends further 

investigation [5]. It remains important to detect these 

synchronous tumors at the time of surgery although a 

third of lesions may be missed this way [6, 7]. 

Nevertheless, it is crucial to palpate the entire colon and 

rectum during surgery in order to detect any missing 

lesions. The majority of colorectal cancers occur 

distally, which limits the number of patients in whom 

the intestine near the primary lesion can be examined 

preoperatively [2]. It is suggested that all patients 

should have a pre- or postoperative colonoscopy 

because synchronous impalpable tumors have been 

reported in 34% of resected cases [6, 7]. 

 

The choice of the type of surgery remains 

controversial, especially for multiple colorectal tumors. 

Some authors propose radical operations, such as total 

colectomy with ileorectal anastomosis [8], in order to 

remove all tumors and any coexisting synchronous 

polyps. Other authors [9, 10] recommend a more 

conservative approach for elderly patients and radical 

surgery for patients under 60 years of age with non-

metastatic disease. In light of these recommendations, 

we could assume that our support is deviating from it. 

However, the extension assessment carried out in the 

post surgery did not find any metastases on the CT scan 

and the colonoscopy did not identify any other colonic 

location or any polyp. In view of this, the choice of 

conservative treatment is justified.  

 

Stage II (T3-T4-N0) colonic cancers form a 

very heterogeneous group from an anatomopathological 

point of view which is associated with a very 

heterogeneous prognosis with overall 5-year survival 

rates of 87.5% in the event of stage IIa and 58.4% for 

stage IIc [11]. The results reported on the effect of 

adjuvant chemotherapy in the treatment of stage II 

colonic cancers are also very heterogeneous and few 

specific trials have been conducted to attempt to answer 

the question [12]. Regular postoperative follow-up of 

patients with colorectal cancer will reduce the risk of 

metachronous carcinoma. Several studies have shown 

no significant difference in survival between multiple 

and single colorectal cancers [13, 14]. 

 

CONCLUSION 
Synchronous colon tumors are relatively rare 

but with an underestimated incidence. The diagnosis is 

most often made during the surgery. The treatment and 

prognosis are not fundamentally different from that of a 

single tumor. We presented a case of synchronous 

bifocal adenocarcinoma of the transverse colon, process 

by an atypical segmental colectomy and whose 

evolution was simple. 
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