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A Case of Synchronous Triple Primary Adenocarcinomas Occurring
' at the Duodenum, Right Colon and Sigmoid Colon

Young—Wan Kim, MD Nam-Kyu Kim, MD Jae-Kil Lee, M.D.
Won-Ho Kim, M.D.!, Ju-Hang Kim, M.D.2 and Jin-Sik Min, M.D.

Departments of Surgery, Internal Medicine, *Medical Oncology
College of Medicine, Yonsei University

It is rare to find three separate primary cancers in one individual. But, multiple primary
cancers have been increasing because of improved methods of diagnosis and treatment
and greater longevity of the population. We experienced a 52-year old male patient with
synchronous triple primary adenocarcinomas occurring at the duodenum, right colon and
sigmoid colon, who complained of abdominal pain and hematochezia for 2 months. The
patient underwent pancreaticoduodenectomy, right hemicolectomy, and anterior resection,
and was recovered uneventfully. After surgery, postoperative adjuvant chemotherapy (5-FU
and Leucovorin) is currently being administered.
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Sigmoid colon
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Fig. 1. A. Abdominal CT scan shows the abnormally thickened wall of the second portion of the duodenum with
intraluminal contrast agent and luminal narrowing. B. Abdominal CT scan shows the annularly thickened wall
of the mid-ascending colon with luminal narrowing, pericolic fat invasion and multiple, small regional lymph

+ nodes.
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Fig. 2. A. Esophagoduodenoscopy shows a 7X 5 cm sized erythematous ulcerative mass at the 1st & 2nd
portion of the duodenum. B. Colonoscopy shows a 5x4 cm sized annular-fungating mass, 20 cm

proximal from the anal verge.

Fig. 3. A. A specimen of pancreaticoduodenectomy and right hemicolectomy shows a 7x5 cm sized
ulcerofungating mass at the duodenal wall and serosa and a 7X5 cm sized ulcerofungating mass
at the ascending colon extending to the pericolic fat tissue. B. A specimen of anterior resection
shows a 4.5x4 cm sized ulcerofungating mass extending to the pericolic fat tissue.
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Fig. 4. A. Poorly-differentiated adenocarcinoma of the duodenum. Tumor cells with hyperchromatic nuclei and flank
~ anaplasia showed diffuse solid growth with focally vague gland formation.(H & E stain, x200). B. Moderately
differentiated mucinous adenocarcinoma of the ascending colon. Mucin pools partly lined by columnar epithelial

cells were characteristic of this carcinoma. Several tumor cells were floating in the mucin.(H & E stain, X 100).

C. Well-differentiated adenocarcinoma of the sigmoid colon. Relatively well formed glands showing focal
cribriform pattern were composed of tall columnar cells with large vesicular nuclei and prominent nucleoli.(H

& E stain, X200).
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