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CASE PRESENTATION

Case report
A 27-year-old male patient was admitted to
Dokuz Eylul University Hospital (Izmir, Turkey)
with complaints of constipation and weight loss
for a period of 4 months. His history was not sig-
nificant, except for the early age at which he
started to smoke, resulting in a smoking habit of
one pack of cigarettes per day for 12 years. There
was no history or evidence of cancer in any of his
close relatives. 

A rectosigmoidoscopic examination showed
an ulcerated vegetating mass of ~3 cm in the
anorectal region. A histopathological sample of
the mass is shown in figure 1.

A patient with rectum cancer, and
subcutaneous and pulmonary
metastases 
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Task 1
Interpret the histological findings
from the rectal mass.

Figure 1
Biopsy sample from rectal mass. 
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Immunohistochemical staining for CDX2 and
cytokeratin 20 were positive. Staging procedures,
including thoracoabdominal computerised
tomography (CT), were negative for distant
metastases. The tumour was removed by low
anterior resection. Histopathological evaluation
of the surgical sample confirmed the diagnosis of
adenocarcinoma and the pathological stage was
reported as T3N0. Post-operative thoracoabdom-
inal CT was normal, as was the carcino-embryonic
antigen (CEA) level  of 2.3 IU per mL (upper limit
of normal (ULN) 4 IU per mL).

Adjuvant chemotherapy was initiated 3
weeks after surgery, consisting of 12 cycles of
LV5FU2 with infusional 5-fluorouracil, preceded
by high-dose folinic acid (De Gramont regimen)
[1]. 

After chemotherapy, thoracic CT identified
two metastatic lesions in the right lung. Serum
CEA remained under the ULN, but showed a
slight increase to a level of 3.6 IU per mL. There-
fore, a regimen consisting of irinotecan and
raltitrexed was initiated as second-line
chemotherapy. This regimen, which was given for
four cycles, was stopped because of progression of
the lung metastasis. As oxaliplatin is not available
in Turkey, single-agent chemotherapy with
capecitabine was started as third-line treatment. 

After the second cycle of capecitabine, the
metastasis in the right lung progressed and a new
right hilar mass of 6 cm was found (figure 2). At
the same time, a 6-cm, red-pink, swollen and pain-
less solitary mass appeared on the right chest wall
(figure 3). At this stage, the CEA level was 1.7 IU
per mL.

A transbronchial biopsy was obtained from
the right hilar mass, and the histopathological
examination is shown in figure 4. The subcuta-
neous lesion was also completely excised, and
histopathological findings are shown in figure 5. 

Answer 1 
Histopathological examination identified
an adenocarcinoma. 

Figure 2
Thoracic CT of the lung metastasis and new right
hilar mass after third-line chemotherapy.

Figure 3
Thoracic CT of the subcutaneous metastasis on the
anterior side of the right hemithorax.
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Immunohistochemical staining was positive
for thyroid transcription factor-1, and negative for
CDX2 and cytokeratin 20. The patient refused
any further chemotherapy. External radiotherapy
permitted some palliation for airways obstruc-
tion, but the patient died at home 2 months after
the cessation of chemotherapy.

Discussion
Cancer patients are at a relatively high risk of
developing a secondary primary cancer. However,
in the case of colorectal cancer, synchronous and
metachronous secondary cancer rates are low.
Rates of 0.5–3.0% have been reported in the cur-
rent literature, although one study found rates of
4.8 and 9.0% for synchronous and metachronous
tumours, respectively [2]. 

The mechanisms behind the development of
these tumours are not well elucidated, but predis-
posing risk factors have been previously well
defined. These factors include synchronous
polyps or cancer, a metachronous tumour history
and hereditary non-polyposis colorectal carcino-
mas [3]. 

The most commonly reported secondary can-
cers are renal cell carcinoma and breast cancer
(2.9–3.8%), whereas cases of secondary lung
cancer are rare [4]. However, lung cancer patients
frequently suffer from other tobacco-related can-
cers. Therefore, there is no established link
between lung and colon cancer [5]. In general,
secondary primary cancers are observed within 3
years from the initial diagnosis and have a very
poor prognosis. 

To date, in the literature, there has only been
one case of colorectal cancer followed by second-
ary lung cancer. In this patient, early-stage rectum
cancer was treated by low anterior resection
alone. Five months later, during follow-up for
pneumoconiosis, an early-stage adenocarcinoma
was found and treated with a left upper lobecto-
my [6].

Answer 2 
Histopathological examination diagnosed 
small-cell lung carcinoma.

Answer 3 
Histopathological examination revealed
adenocarcinoma. 

Figure 5
Biopsy sample taken from the subcutaneous
metastasis.

Task 3 
Interpret the histopathological find-
ings from the excised subcutaneous
lesion.

Figure 4
Transbronchial biopsy material taken from the right
hilar mass. 

Task 2
Interpret the histopathological find-
ings from the transbronchial biopsy
taken from the right hilar mass.



In the present case, the interval between the
initial diagnosis and the metastasis diagnosis was
longer, i.e. 22 months. The first lung lesions were
accepted as metastases of the rectal cancer and
no histopathological examination was per-
formed. However, the hilar lesion observed later
was different from the previously observed
peripheral lesions, because it had a rapid course
in appearance and an aggressive character.
Therefore, given these characteristics and their
presence in a heavy smoker, small cell lung cancer
(SCLC) was suspected, and then confirmed via
histopathological examination and immunohis-
tochemical staining. Treatment consisting of
cisplatin plus etoposide chemotherapy was pro-
posed; however, the patient would not accept any
further chemotherapy.

Subcutaneous metastases are also uncom-
mon in colorectal cancer (4-5%) [7]. They are
sometimes observed in rectal adenocarcinomas,
but not in carcinomas found in other parts of the
colon. Subcutaneous metastases from colon car-
cinomas are generally identified after a 2-year

period after removal of the primary tumour. Sub-
cutaneous metastases are typically observed in
patients with advanced disease, and are accom-
panied by an overall survival time of 3–18
months [8, 9]. In this patient, a rapidly growing
subcutaneous metastasis was observed and
histopathological examination revealed the rela-
tionship with primary rectal adenocarcinoma.  

This study presented a patient with rectal ade-
nocarcinoma, which relapsed with distant
metastases, who died from a secondary cancer
identified as SCLC. The reasons for the develop-
ment of SCLC are unknown, although it may have
been related to smoking history and chemother-
apy agents.

In conclusion, in such patients with advanced
colorectal cancer, the appearance of new lesions
with different characteristics should alert the 
clinician to the possibility of a different secondary
cancer. An awareness of this issue is also import-
ant due to the potential impact on the treatment
of the patient.
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