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Summary

Colon cancer is one of the most common malignant
diseases with high grade of malignancy and mortality at
high rate. Approximately one million people are
diagnosed with colorectal cancer each year. Metastases
affect mostly the liver, followed by the lungs. Here is a
rare case of a patient with rectal cancer without disease
progression or recurrence who underwent surgery due to a
trans-stomal hernia, combined with high transstomal
fistula of the ileum. Acute respiratory failure developed in
the postoperative period and led to fatal deterioration as a
result of enlarged metastatic mediastinal lymph nodes,
which was very difficult to diagnose.
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Introduction

Colorectal cancer is the third most commonly
diagnosed cancer (excluding skin cancer) and the
second most common cause of cancer death in the
US [1, 2]. Increased life expectancy has led to
elevating the mean age of the patients at the time of
diagnosis of colon cancer and subsequent treatment.
[3,4]

Mortality rate in the period of 30 days after
surgery for colorectal cancer has been reported by
many authors, varying from 2.7%t0 5.7% [5-16].

Colorectal cancer survival is highly dependent
upon the stage of disease at diagnosis. The 5-years
survival rate typically ranges from 90% for cancers
detected at the localized stage; about 70% for cases
with regional spread to 10% for the metastatic
disease.

Casereport

We present the case of a 70- year-old male patient,
diagnosed with rectal cancer 15 years ago. After
diagnosis he underwent an anterior rectal resection.
Two years later he was re-operated on because of
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ileus. Transverse colostomy was brought to
surface on the left side of the abdomen.

In 2015 the patient was admitted to the Clinic
of Surgical Oncology in the Oncology Center of
the University Hospital — Pleven, with anal
bleeding and unusual secretion of the stoma with
skin irritation around it.

Physical examination showed good general
condition with no pathological findings. During
examination of the stoma, a transstomal hernia,
combined with high transstomal fistula of the
ileum was found. The surrounding skin was red
and painful (Figure 1).

Figure 1. Transverse colostomy with transtomal
hernia and fistula of the ileum

Comorbidities such as hypertension, chronic
obstructive pulmonary disease and bilateral
varicose veins of the lower extremities were
registered. Blood analysis revealed moderate
hypoxemia: PaCO2 —152%, SAT —85%.

On the chest radiograph, enhanced lung
markings and free costophrenic angles were
visualized (Figure 2).

The surgery performed included reposition of
the transverse colostomy to the right of the
abdominal wall, suture of the ileum, parietal
abdominoplasty, debridement, lavage and
drainage of the abdominal cavity. The operation
proceeded smoothly.

Postoperatively, the patient was transferred
for recovery to the Intensive Care Unit in the
same oncology centre.

The first day after the operation was
uneventful. Laboratory results were in the normal
range. Respiration and hemodynamics were
stable. On the second postoperative day,
syndromes of anaemia and hypoproteinemia
were noted: haemoglobin — 100g /L, total protein
—49¢/L, albumin — 35 g/L. The patient suffered
from tachycardia (120 bpm) and hypertension
(180/100mm Hg). Ultrasound examination
revealed free fluid in the abdomen. After a

Figure 2. Chest radiograph before surgery without
pathological findings

consultation with surgeons and
anaesthesiologists, the patient was operated on
emergently because of suspected internal
bleeding. During surgery, masses of blood clots
were found and removed. A small bleeding vessel
around the stoma was ligated. After surgery,
transfusion of human serum albumin, blood and
plasma transfusion, infusion of anticoagulants
and antibiotics, indicated by the antibiogram, as
well as intravenous fluid resuscitation were
performed. The amount of transfused iso-group
blood was 1500 ml, and that of the plasma — 1420
ml. Mucolytic therapy, inhalation and electrical
stimulation of the gastrointestinal tract were
performed during recovery.

Despite surgery and no evidence of a
consequent acute surgical problem, the patient
worsened progressively. Acute respiratory
failure and fever were added to the syndromes of
anaemia and hypoproteinemia.

The new chest radiograph did not show any
differences from the first one (Figure 3).

The patient complained of worsening
shortness of breath. He developed tachypnea: the
respiration rate rose to 23 per minute. Despite the
oxygen supply through a face mask, his acid-base
balance deteriorated. The patient developed
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Figure 3. Chest radiograph after two surgeries with
no evidence for pathology

. . .

severe hypoxia and hypoxemia.

Computer tomography examination reported
no dissemination of the underlying disease. CT of
the lungs revealed emphysematous parenchyma
and extensive consolidations of his bilateral lung
fields, bronchiectasis and pleural effusions of
approximately 400 m1-500 ml. No pathologically
enlarged mediastinal lymph nodes were
visualized (Figure 4).

On the seventh postoperative day, the patient
became somnolent and difficult to contact. The
acid-base balance deteriorated. Fibro-
bronchoscopy was performed. A minimal
amount of purulent secretions was actively
aspirated and sent for microbiological
examination. During the procedure, bronchial
deformation due to right-side pressure was
found, without evidence of tracheitis. Finally,
enlarged metastatic mediastinal lymph nodes
were diagnosed.

On the eighth postoperative day, the patient
became somnolent-soporous, with rapid and
wheezy breathing. On the ninth day, he went into
the state of coma with severe respiratory failure.
In spite of the cardio-pulmonary resuscitation
performed, the outcome was lethal.
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Figure 4. CT of the chest - emphysematous
parenchyma, bilateral consolidations, bronchiectasis,
pleural effusions. No enlarged mediastinal lymph
nodes were visualized.

Discussion

Colorectal cancer is the third most common
cancer among both men and women. It is also the
third most common cause of cancer death among
men and women separately, and the second most
common cause of cancer death in men and
women combined. The most common metastatic
sites it affects are the liver, bone marrow and
lungs[17, 18].

In 2014 El Halabi reported a case with
moderately differentiated colorectal
adenocarcinoma. Computed tomography
showed no pathological changes in the liver.
Pathologically enlarged mediastinal lymph
nodes were not visualized either. It was only by
endoscopic ultrasound that an enlarged
mediastinal lymph node was detected with a size
of5.2x3.5cm[19].

Welter et al. (2007) also studied patients with
colorectal cancer, dividing them into three
groups according to the localization of metastatic
pulmonary lymph nodes. Comparing their
survival after surgical removal of the lymph
nodes, the authors reported that median survival
was 47.2 months after the first metastasectomy.
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Ten patients with intra-pulmonary node location
had a median survival of 86 months, 12 patients
with hilar localization had a median survival of
24.5 months while those with mediastinal lymph
node involvement survived 34.7 months. The
difference in survival in intra-pulmonary, hilar
and mediastinal localization of metastatic lymph
nodes was statistically significant (p = 0.008).
The five-year survival rate in lung, hilar and
mediastinal location was 78.5%, 0% and 0%,
respectively. Perioperative mortality was 0%.
This team of authors concluded that surgical
removal of enlarged metastatic lymph node is
imperative because of the close connection
between their presence and increased mortality in
these patients [20].

Similar results were reported by Kim et al.
(2010). According to them, 10% to 15% of all the
patients who undergo surgical treatment of
colorectal cancer develop lung metastases. They
proved that the average interval between
colorectal resection and lung metastases was
24.0+15.1 months. Overall survival was 3 to 5
years. The authors came to the conclusion that
surgical removal of metastatic lymph nodes
increased survival [21]. Horner et al. have also
reported low survival rates in patients with
colorectal cancer with mediastinal lymph node
metastases: 20% of metastatic nodes are not
detectable preoperatively [22].

Conclusions

Colorectal cancer is a malignant disease, often
with lethal outcome because of severe
complications. Metastases in the lungs are
common. However, the enlarged metastatic
mediastinal lymph nodes are difficult to
diagnose. This is a prerequisite for the
development of severe respiratory failure that
often leads to death.
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