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y Revisión del tema

Preparing a colostomy with the objective of temporarily
or definitively deviating colonic transit is not a risk-free
procedure even when performed with proper surgical
technique.

Local complications can appear in the immediate, early
or late postoperative period, with an incidence ranging
from 15 to 30%. The most common include necrosis of
the colostomy, dermatitis, abscess, or bleeding, retrac-
tion, stenosis, para-ostomy hernia, prolapse, colocuta-
neous fistula, perforation to the peritoneal cavity and
less commonly the appearance of neoplasia.1-3

The appearance of benign or malignant neoplasia in
the colostomy seems to be related to various factors,
among them colonic metaplasia secondary to a chronic
inflammatory disease.4 The presence of a metachronic
neoplastic lesion, colectomy with inadequate safety
margins,5 colonic polyposis2 and the implant or recur-
rence of the tumor,6,7 are also factors that lead to the
appearance of neoplasia in the colostomy.

Abstract

Carcinomas rarely occur in the colostomy site. The risk of developing malignancy is
similar to any other colonic segment. However, if the initial resection was due to cancer,
the incidence of metachronic cancer significantly increases compared to the general
population. The incidence of colonic metachronic cancer is generally 3 to 5%. When
associated with the ostomy site the recurrence of the primary tumor can manifest with
bleeding or obstruction. We report two cases of patients with tumor at the colostomy site,
the clinical manifestation and the management adopted.
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Resumen

La aparición de carcinomas en el sitio de la colostomía es rara. El riesgo para el desarrollo
de neoplasia maligna es semejante en cualquier otro segmento del colon. Sin embargo, si
la resección inicial se debió a un cáncer, hay un aumento significativo de la incidencia del
tumor metacrónico si la comparamos con la población en general. La incidencia del tumor
metacrónico del colon es generalmente de 3 a 5%. La recurrencia del tumor primario
cuando está asociado a la colostomía, se puede manifestar con sangramiento u obstruc-
ción. Relatamos dos pacientes con tumor en el sitio de la colostomía, sus manifestacio-
nes clínicas y la conducta terapéutica adoptada.
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Because of its importance and its low frequency, we
report two cases of patients that developed a neoplas-
tic lesion in the colostomy, describing its clinical mani-
festation and the management adopted.

CASE REPORTS

Case 1: ECS, a 27-year-old female submitted two years
previously to a left colectomy with terminal colostomy,
due to obstructive neoplasia of the sigmoid. The patho-
logical examination reported a stenosing, moderately
differentiated tubular adenocarcinoma with invasion of
the pericolic adipose tissue, and with extensive perineural
invasion. However, vascular invasion was not observed,
the surgical margins were free and no metastases were
noted in twelve mesocolic lymph nodes analyzed. The
patient was staged as Dukes B and Astler-Coler B2,
and was indicated for radiotherapy and adjuvant che-
motherapy.
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She was admitted on our service six months ago
complaining of pain, bleeding in the pericolostomy re-
gion and difficulty in elimination of feces after the ap-
pearance of a mass in the colostomy site (Figure 1).
Staging examinations reported the disease as perito-
neal carcinomatosis.

Because of this finding, local surgical treatment as-
sociated with clinical oncological support was realized.
The tumor resected in the colostomy measured 4.7 x
3.5 x 3.0 cm, with a pathologic diagnosis of metastatic
moderately differentiated adenocarcinoma. The patient
died two months postoperatively due to progress of the
disease.

Case 2: TAF, a 63 year-old male, submitted to Miles
Surgery for adenocarcinoma of the rectum in 1993 asso-
ciated with chemotherapy and radiotherapy and who had
not returned for follow-up for ten years. In 2003, he
presented with a mass in the abdominal wall of the para-
colostomy region, paracolostomy hernia and an intralu-
minal vegetating-ulcerous lesion located six centimeters
from the skin margin. The pathologic examination of the
biopsy specimen removed at colonoscopy, reported a
moderately differentiated adenocarcinoma. The abdominal
CAT scan showed a heterogenous mass, measuring 7.6
x 5.8 centimeters, involving the paracolostomy abdominal
wall without affecting the intracavitary organs.

He underwent a wide resection of the neoplasm, includ-
ing the colostomy and the adjacent abdominal wall (Figure
2), descending colon and distal 2/3 of the transverse co-
lon with a new terminal colostomy in the right upper quad-
rant. The patient presented a good outcome, underwent
chemotherapy and presently is asymptomatic.

DISCUSSION

Multiple tumors in the colon can occur as synchro-
nous or metachronous cancers,8 with a respective in-
cidence of 2-3% and 3-5%.9 A metachronous tumor is
considered to be one that recurs in the same organ or
in remaining segments that were partially resected,
once the conventional five-year cure period is over. Nev-
ertheless, this five-year cure period is not completely
accepted, since the interval for the appearance of a
second tumor termed metachronous10 can range from
two to four years.

We know that two years is the minimum time neces-
sary for an adenomatous polyp to change into adeno-
carcinoma, therefore, all neoplasia developed during this
period should not be termed metachronous, but should
be defined as synchronous to the primary tumor.11 The
presence of carcinoma in the colostomy site is not com-
mon, nevertheless its appearance can occur with time
and progresses with high rates of morbidity-mortality.5-8

Considering that colostomy is an exteriorized seg-
ment of the colon with the same predisposing and pro-
voking factors for development of a primary colonic tu-
mor, it is accepted that the neoplastic risk is similar to
that of any other portion of the colon, and is markedly
elevated when associated with a metachronic lesion.12

This situation occurred in case 2, in which a new neo-
plastic lesion next to the colostomy appeared ten years
after the first surgical intervention.

In case 1, due to the short time period existing be-
tween the surgery and the development of neoplasia in
the colostomy site, we should consider it as a synchro-
nous lesion.

Figure 2. Case 2.Figure 1. Case 1.
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A lesion can recur because of development of a new
tumor (metachronic), consequent to an incomplete re-
section, by the surgical implant of malignant cells in the
anastomotic line or in raw surfaces,6 by the association
of a synchronous lesion,5 and secondary to local trau-
ma on the colonic mucosa.4,8 A latent period of 20 to 25
years after realization of colectomy and diverse factors
for the appearance of neoplasia at the colostomy site13

are possible, as observed in the two cases, in which
differing etiologies were responsible for the recurrence.
The chronic inflammatory process found in the intesti-
nal mucosa of patients with inflammatory disease, es-
pecially of non-specific ulcerative rectocolitis, is con-
sidered the structural basis for malignant degeneration
found in patients with ostomies.4 These patients are more
prone to colostomy complications, as well as those with
familial adenomatous polyposis, that in the progress of
adenoma-adenocarcinoma present the possibility of
developing carcinoma in the ostomy.14

Currently the widespread use of colonoscopy in the
study of colorectal diseases or postoperative followup,
of oncological resections, diagnosing and removing pre-
malignant lesions, has led to an important reduction in
the incidence of metachronic colorectal cancer. Clini-
cally the presence of local tumor, intestinal bleeding and/
or intestinal obstruction in the course of tumor recur-
rence at the colostomy site can be identified.4 This was
individually present in the two cases reported and was
what called our attention to the correct clinical-surgical
diagnosis.

Two distinct cases of neoplasia at the colostomy site,
with specific management based on the clinical charac-
teristics of each patient and the pathological examina-
tion are presented. In the first case, because the patient
was in an advanced stage of the neoplastic illness (peri-
toneal carcinomatosis) we opted for local resection, aim-
ing only to improve the colostomy function, which was
satisfactory in the postoperative period. In the second
case, the management recommended in the literature,
was adopted. It consisted of broad local resection in-
cluding the abdominal wall with replacement of the co-
lostomy,2,4,5,9,15 with wide resection of the muscle-apo-
neurotic leaflets of the abdominal wall. In addition since
the lesion was restricted to the colostomy site it required
placement of a polypropylene prosthesis for its recon-
struction.

Neoplasia of the colostomy site occurs in frequently,
progressing with few but evident clinical signs, and its
early diagnosis is the best way of controlling the dis-

ease. The alert intervention of the stomatherapist and
the surgeon, can determine a low morbidity and a better
chance of survival for the ostomized patient.

BIBLIOGRAPHY

1. Nour S, Beck J, Stringer MD. Colostomy complications:
infants and children. Ann R Coli Surg Engl 1996; 78:
526-30.

2. Shellito PC. Complications of abdominal stoma surgery.
Dis Colon Rectum 1998; 41: 1562-72.

3. Park JJ, Del Pino A, Orsay CP, Nelson RL, Pearl RK,
Cintron JR, Abcarian H. Stoma complications. Dis Co-
lon Rectum 1999; 42: 1575-80.

4. Rothstein MS. Dermatologic considerations of stoma
care. J Am Acad Dermatol 1986; 15: 411-32.

5. Corman ML. Intestinal stoma. In: Colon and rectal sur-
gery. 4-ed., Los Angeles, 1998: 1264-1319.

6. Goligher JC, Duthie HL, Nixon HH. Tratamento do car-
cinoma do colo. In: Goligher JC, Duthie HL, Nixon HH,
editores. Cirurgia do ânus, reto e colo. 5 ed. São Paulo:
Editora Manole; 1990: 621-3.

7. Cruz GMG. Princípios técnicos da cirurgia dos estomas
intestinais. In: Cruz GMG. Coloproctologia: terapêutica.
Rio de Janeiro: Editora Revinter; 2000: 579-607.

8. Shibuya T, Uchiyama K, Kokuma M, Shioya T, Watanabe
Y, Moriyama Y, Matsumoto K, Yokosuka I. Metachronous
adenocarcinoma occurring at a colostomy site after
abdominoperineal resection for rectal carcinoma. J
Gastroenterol 2002; 37: 387-390.

9. Witz M, Lew S, Shpitz B, Griffel B, Dinbar A. Metachro-
nous leiomyosarcoma in colostomy after abdomino-
perineal resection for rectal carcinoma. J Surg Oncol
1986; 32: 200-2.

10. Cruz GMG. Câncer colorretal metacrônico: estudo da
incidência cumulativa e apresentação de 10 casos
pessoais. Rev Bras Colo Proct 1996; 16: 121-128.

11. Muto T, Bussey HJ, Morson BC. The evolution of cancer
the colon and rectum. Cancer 1975; 36: 2251-70.

12. Carey PD, Suvarna SK, Baloch KG, Guilou PJ, Monson
JR. Primary adenocarcinoma in an ileostomy: a late
complication of surgery for ulcerative colitis. Surgery
1993; 113: 712-5.

13. Gadacz TR, McFadden DW, Gabrielson EW, Ullah A,
Berman JJ. Adenocarcinoma of the ileostomy: the la-
tent risk of cancer after colectomy for ulcerative colitis
and familial polyposis. Surgery 1990; 107: 698-703.

14. Saegusa K. A case of recurrent rectal carcinoma in the
colostomy site. Chiba Med J 1986; 62: 122.

15. Matos D, Cesaretti IUR. Complicações precoces e tardias
dos estomas intestinais e urinários: aspectos preventivos
e terapêuticos - estomas intestinais. In: Santos VLCG,
Cesaretti IUR. Assistência em estomaterapia: cuidando
do ostomizado. São Paulo: Ed. Atheneu; 2000: 195-214.


	Untitled

