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ABSTRACT

Metastasis to the small bowel from a previously resected colorectal cancer is rare and may erroneously be diagnosed as a
primary small bowel carcinoma. It usually occurs several years after the primary resection. We present the case of a 67-year-old
man who had undergone left hemicolectomy for colon cancer 3 years earlier and returned with subacute small bowel obstruc-
tion. This was initially thought, based on preoperative radiological findings and normal colonoscopic examination, to be due a
primary jejunal cancer. Even at surgery, the lesion convincingly appeared as an obstructing primary small bowel carcinoma.
However, the histology of the resected small bowel revealed metastatic colon cancer. This rare and an unusual metastatic
occurrence some years after the primary resection is described and reviewed.
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While small bowel cancer is rare, it may occur in patients
who were previously diagnosed and surgically treated for
colorectal carcinoma (CRC).1 This late metastasis may
occur at distant and unusual sites, and be diagnosed erro-
neously as a primary small bowel carcinoma.

We present a case of subacute small bowel obstruction
in an older male patient who had undergone left hemico-
lectomy for colon cancer 3 years earlier.

Case report

A 67-year-old man presented with 3-month history of col-
icky left-sided abdominal pain, which was associated with
nausea, abdominal distension and constipation. He toler-
ated only a liquid diet only and had lost some weight. He
underwent coronary artery bypass graft 10 years previ-
ously, as well as an emergency Hartman procedure for
obstructing left colon cancer (T3,N0,Tx) 3 years earlier.
This was followed by its reversal 3 months later. He
received neither adjuvant chemotherapy nor receiving
antiplatelet therapy. Prior to his referral, he underwent
colonoscopy, which was reported as normal. Generally, he
appeared in reasonable health, and abdominal examina-
tion revealed a midline scar with an incisional hernia, and
a transverse scar in the left iliac fossa at the site of the
stoma closure. There was deep tenderness in the left
hypochondrium, but no palpable masses or organomegaly.
Rectal examination was normal.

Routine blood investigation revealed microcytic, hypo-
chromic anaemia (haemoglobin 10 g%), and a low albu-
men level (24 g/L). Carcinoembryonic antigen levels were
normal. Computed tomography (CT) revealed a locally
advanced jejunal lesion with proximal jejunal dilatation
and enlarged mesenteric lymph nodes (Figure 1). The
tumour was infiltrating the abdominal wall and the peri-
nephric fat, and was closely adherent to the inferior pole of
the spleen.

Total parenteral nutrition was started and, following
cardiac evaluation, the patient underwent exploratory
laparotomy. This showed dense adhesions and a dilated
proximal jejunum, alongside collapse of the distal jejunum
and ileum. The tumour was mobilized and widely resected
with an end-to-end small bowel stapled anastomosis
(Figure 2).

On the forth postoperative day, the patient complained of
abdominal distension, and his blood pressure and haemo-
globin levels dropped suddenly. He was taken for re-explo-
ration, during which blood clots in the paracolic gutter and
pelvis were evacuated and haemostasis was secured. His
postoperative recovery was thereafter smooth, except for
elevated cardiac enzymes and very high troponin 2 levels,
indicating myocardial infarction. On the fouth day after the
second exploration, he developed a low-output enterocuta-
neous fistula, which closed spontaneously after 4 weeks of
conservative treatment. He was discharged home in rea-
sonable general health.
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Histology revealed moderately differentiated metastatic
colonic adenocarcinoma, with 15 lymph nodes negative
for malignancy. Revision of the colonic lesion histology
(Figures 3A–D) and that of the resected small bowel lesion
(Figures 3E–H) showed malignant epithelial neoplasm,
with complex glandular architecture and intraluminal
necrosis (Figures 3A and E), which is typical of colonic
adenocarcinoma. Both lesions shared the same immunohis-
tochemical reactivity pattern of colonic adenocarcinoma,
with diffuse and strong positive staining for anti-CDX2
(Figures 3B and F), positive staining for anti-CK20 (Figures
3C and G), and negative staining for anti-CK7 (Figures 3D
and H).

The decision of the multidisciplinary tumour board was
to start chemotherapy; this was refused by the patient,
however. He remained well, with no recurrence at 18-
month follow-up.

Discussion

Although distant CRC metastasis to unusual sites many
years after the primary resection is relatively rare, it has
been reported.1 Sites included the small bowel, ureter,
brain, kidney and thyroid.2 and it is thought that this wide
distribution may be due to haematogenous spread. The
incidence of metastases to the small bowel in autopsy
cases is 2.8–8.2%.3 The presenting symptoms are vague
abdominal cramps, but obstructive symptoms such as col-
icky pain, distension, vomiting and constipation may pre-
dominate. Other presentations include weight loss, ileus
and obscure gastrointestinal bleeding with chronic anae-
mia.4 The diagnosis is often made on a small bowel series
or CT. However, neither can differentiate a primary form a
metastatic small bowel cancer. Obscure gastrointestinal
bleeding can be localised by capsule enetroscopy and diag-
nosed in some cases by balloon-assisted enetroscopy.5 In
this case, capsule enetroscopy was not considered due to
the obstructive nature of the lesion and the inevitable need
for surgical resection, regardless of the diagnosis.

Although radical surgical resection of such late colorec-
tal metastasis is reportedly associated with a good quality
of life, postoperative complication rates are considered to
be high, at approaching 80%, and survival is short (ranging
from 2–15 months),2 although survival of up to 11 years
has been reported.4 This case lends support to this unfav-
ourable picture, as our patient experienced a number of
serious postoperative complications, including intraabdo-
minal bleeding, cardiac infarction and enetrocutaneous
fistula.

There are a number of similar cases in the literature of
metastatic CRC to the small bowel presenting years after

Tumour

Figure 1 CT scan of the abdomen showing a locally advanced
jejunal lesion with proximal jejunal dilatation and enlarged
mesenteric lymph nodes and mesenteric stranding. The tumour
was infiltrating the abdominal wall and the perinephric fat, and
was closely adherent to the inferior pole of the spleen.

Figure 2 The resected jejunal lesion. Histopathology revealed
this to be a metastatic lesion from a previously resected left
colon cancer 3 years earlier.
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Figure 3 Histological examination of the colonic lesion (left
panel) and small intestine lesion (right panel) showing a
malignant epithelial neoplasm with complex glandular architec-
ture and intraluminal necrosis; findings typical of colonic
adenocarcinoma (A and E). Both lesions share the same immu-
nohistochemical reactivity pattern of colonic adenocarcinoma:
diffuse and strong positive staining for anti-CDX2 (B and F);
positive staining for anti-CK20 (C and G); and negative staining
for anti-CK7 (D and H). (Hematoxylin-eosin, magnification x40
(A and E); immune-stains for CDX2 (B and F), CK20 (C and G)
and CK7 (D and H), magnification x40).
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the primary cancer resection. Kojima et al reported the
case of 68-year-old female with recurrent ileus and anemia
2 years after left colectomy for CRC.4 Resection of the ileal
tumour revealed adenocarcinoma of colonic origin, after
which the patient survived for more than 11 years.4 Thoma
et al reported three cases of metastatic CRC to the small
bowel, all of which presented with obscure gastrointestinal
bleeding 1.3–7 years after the primary CRC resection. The
diagnosis was made by capsule enteroscopy and double
balloon enteroscopy.5 A Japanese survey identified six
cases of metastatic small bowel tumours derived from
CRC, consisting of four males and three females aged
60–80 years.4 In two cases, the tumours were synchronous,
while the small bowel metastases appeared between 1.6–9
years (mean 3.6 years) in the remaining four. The most
common site for metastases was the ileum, and all patients
were alive at 6–30 months, with no recurrence or
metastases.4

Our case highlights the late occurrence, potentially
several years after the resection of the primary CRC, of
colorectal metastases to unusual sites such as the small

bowel. This metastasis may also masquerade as a primary
small bowel cancer.
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