CLINICAL ASPECTS

TRANSVERSE COLON CANCER —CLINICAL CASE
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transverse  Abstract: Colon cancer is the main cause of morbidity and mortality rate in the world, with great impact
on medical and economic fields. It affects one out of 20 people in the developed countries, in Europe

being the second most common cause of death related to cancer. In Romania, the incidence of new cases
of cancer is of 8.696. The purpose of this presentation is to reveal the particularities of a surgery done
right in emergency as well as from a far, in the case of a complicated colon transverse neoplasm.

INTRODUCTION

Colon cancer is the main cause of morbidity and
mortality rate in the world, with great impact on medical and
economic fields. It affects one out of 20 people in the devel oped
countries, in Europe being the second most common cause of
death related to cancer. In Romania, the incidence of new cases
of cancer is of 8.696. Carcinoma of the transverse colon
accounts for 10% of all colorectal cancer. In the early stages of
the disease, patients do not show symptoms, or they have faded
signs. When the symptoms appear they depend on the size of the
tumour and its location.

PURPOSE

The purpose of this presentation is to revea the
particularities of a surgery done right in emergency, as well as
from a far, in the case of a complicated colon transverse
neoplasm.

CASE REPORT

We present the case of patient, M.C., aged 51 years
old, who lives in Ra&mnicu-Valcea city, blood type All, who
came at the Clinical Emergency Hospital Sibiu, | Surgery
Department, on 26" of March 2015, as an outpatient,
complaining about the following symptoms: colorectal pain in
the superior abdominal region, flatulence. In terms of
pathological personal history, the patient was admitted at the
Horezu City Hospital from Ramnicu-Valcea, on the 6 of March
2015, for acute abdomen, bowel obstruction, where he had
emergency surgery. During the procedure, it was revealed that
the transverse colon tumour was penetrating into the mezocolon
and at the base of the mezentary, with neoplazic ascites liquid
and liver metastases. An ileum-transverse colon-anastomosis
monoplane drainage was performed. The recovery after the
surgery was good; the patient was released after his surgical
incision was healed. He was advised to:

. keep aproper diet;
avoid increased physical effort for 6 months;
in terms of medication, he was prescribed Omeran-40 g,
one capsule aday, for 60 days, No-Spatablets three times a
day for 10 days. Complementary investigations:
abdominal CT after 30 days and then he returned for an
examination for are-evaluation.

Biological samples were collected, and the following
results were found:

high fibrinogen level of 433, 6 mg/dl,

hemoglobine (HGB) - 9,5g/dl,

hematocrit (HCT) - 31,7%,

medium cell volume (MCV) - 62,8 Fl,

medium concentration of hemoglobine (MCH) - 18,8 pg.

The Computed Tomography (CT) abdominal pelvin

exam (figures no. 1,2), native and intravenous postcontrast with
continuous sections, revealed basal lung segments with no
suspicious images, enlarged liver (LSH 10 cm, LDH 20 cm),
homogenous native and postcontrast, enlarged spleen, enlarged
axis of 14,5 cm, pancreas and kidneys with no modifications.
Therefore, liver metastases from the first operation could not be
confirmed.

Figureno. 1. Abdominal CT scan

The colo-entero post-anastomosis state, at the
transverse colon, that has an infiltrative tissue mass that narrows
the lumen and shield the adipose tissue around, more precisely
small milimetrical lymph adenopathies. Also there were no
ascites, pathological pelvine masses, and no levels of liquid or
air.

Figure no. 2. Abdominal CT scan
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CLINICAL ASPECTS

The endoscopic report shows, on 25 March 2015, that
in good conditions we can get as deep as the transverse colon,
the ileo-cecal anastomosis. At this level, the lumen of the colon
appears completely stenosed by a tumoral formation, as well as
sessile polyps in the descending colon.

On 26™ of March 2015, there was an iterative surgical
procedure and we revealed a stenosed transverse colon tumour
that penetrated the mezocolon and the basal mezenterical
segment. Also 5 cm before the tumour, we discovered an ileo-
transverse anastomosis. There were no liver metastases revealed,
or paraneoplasical ascites. A right enlarged hemicolectomy was
performed (figure no. 3), which also canceled the il eo-transverse
anastomosis.

Figure no. 3. Tumor invasion

The reinstallation of the digestive continuity is being
done by making a ileo-transverse anastomosis at spleen angle
level in double layers separated by nylon wires size 10. The
resection was extremely difficult due to the invasion of the
tumour in the transverse mezocolon as well as in the mezentery
(figure no. 4). The evolution after the surgery was good, the
patient was released 7 days later, the next step being finding out
the hystopathol ogical result and the extend of the lymphnodes so
that an oncological treatment would be recommended.

Figure no. 4. Postoper ative specimen

DISCUSSIONS

Regular colorectal cancer screening or testing is one
of the most powerful weapons for preventing colorectal cancer.
Excluding skin cancers, colorectal cancer is the third most
common cancer diagnosed in, both men and women in the
United States. Overall, the lifetime risk for developing
colorectal cancer is about 1 in 20 (5%).(1,2,3) Carcinoma of the
transverse colon accounts for 10% of all colorectal cancer.
Diagnosis is often delayed and complicated forms (perforation,
fistulisation, obstruction) occur in 30-50% of cases.(1)

Surgical series which focus on transverse colon cancer
date from the 1970-80's; they show curative resections in only
50% with morbidity/mortality of 20% and a global five year
survival of less than 35%; they were considered to have a
particularly poor prognosis.(1) Tumours in the transverse colon
pose several challenges for the surgeon. They can receive blood

supply from the right colic, middle colic as well as the left colic
artery and hence the lymph-bearing area can be wide.(7) A
segmental resection of the transverse colon can result in tension
on the anastomosis secondary to the fixity of the ascending and
descending colon in the retroperitoneum. In addition, there is an
increased risk of anastomotic leak when performing colon to
colon anastomosis compared to ileocolic anastomosis.(5) To
avoid this, and make sure that all the lymph-bearing area of the
tumour has been removed, and because of the fact that we found
an ileo-transverse anastomosis, we preferred to do an extended
right hemicolectomy.

En bloc resection of contiguous structures is indicated
if there is attachment or infiltration of the tumour into a
potentially resectable organ or structure. Patients with symptoms
of complicated disease (e.g., obstruction in our case) may
require a staged approach to resection.(6) In our case we
practiced en bloc resection extended right hemicolectomy with
the old ileo-colic anastomosis.

In occlusive cancer in the E.R,, it is ideal to make a
digestive bypass to get the patient out of the critical state in
order to have the oncological surgery performed.

Some intraoperative aspects should be checked
because some errors might occur, if we took into consideration
the first operative description we would not have performed any
surgery because it meant it was pointless to do so.

The radical oncological treatment can add time to the
patient’ s life, the survival up to 5 years after the surgery.

In our case, the patient was 50 years old, the effort and
difficulty of the surgery were justified.

We recommend that the surgical interventions in the
case of neoplasm that are difficult to operate should take place
in specialized clinical centres.
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