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Introduction

We present an extremely unusual diagnosis in an asymptom-
atic patient with a huge invasive, non-obstructive tumor involv-
ing the right colon and right lobe of the liver.

Case

A 70-year old female was referred to the emergency depart-
ment of a tertiary hospital by her general practitioner with a six-
month history of lethargy, six-kilogram weight loss and vague
right sided abdominal pain. She denied vomiting, altered bowel
habit or rectal bleeding. Her relevant surgical history included
cholecystectomy and thyroidectomy. There was no family his-
tory of colorectal cancer. Pertinent examination findings in-
cluded a soft, non-distended abdomen with a large non-mobile
palpable mass in the right upper quadrant. Her blood profile in-
cluded leukocytosis (12.9 x10°/L), anaemia (Hb 79 g/L), normal
bilirubin and mildly deranged liver function tests. Furthermore,
she had a markedly raised CA 19.9 (5506 kU/L) and CEA (462.1
microg/L). She was admitted for a blood transfusion and further
investigations. A triple phase computed tomography scan of the
chest, abdomen and pelvis revealed an 11x10x10.5 cm hepatic
flexure mass with invasion into the right hepatic lobe (Figure
1). Surprisingly, there was no evidence of colonic obstruction,
nor distant metastatic disease. A colonoscopy demonstrated a
large circumferential, fungating and partially obstructing mass

extending into the ascending colon (Figure 2). Biopsy confirmed
a poorly differentiated invasive adenocarcinoma (Figure 3). Fol-
lowing discussion at a multi-disciplinary surgical oncology meet-
ing, she proceeded to an ileo-colonic bypass with planned ad-
juvant chemotherapy. Intra-operatively, the mass was invading
the liver, with small amounts of ascites and no peritoneal me-
tastasis. Proximal small and large bowel were of normal caliber.
An ileo-colic side-to-side anastomosis was performed using the
distal ileum and mid transverse colon. The patient made an un-
eventful recovery and was discharged day four post operatively
with medical oncology follow up.

Discussion

Large bowel obstruction (LBO) is a surgical emergency most
commonly due to colorectal neoplasms and are less frequently
encountered compared with small bowel obstructions [1]. Oth-
er causes of LBO include diverticular strictures, volvulus and ex-
ternal compression from genitourinary malignancies. LBO can
be classified as complete or incomplete. Characteristic symp-
toms of complete obstruction include obstipation, abdominal
distension, pain and vomiting in the presence of a competent
ileo-caecal valve. Symptoms of incomplete LBO are rather sub-
tle including altered bowel habits with or without obstructive
symptoms. Patients with a complete LBO are usually peritonit-
ic, unwell and may present with colonic perforation in severe
cases. Such patients require emergency surgical intervention
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including bowel resection with primary anastomoses, however
septic patients usually warrant stoma formation or damage con-
trol surgery in the context of hostile abdominal cavities [2].

The risk of LBO in colorectal cancer increases with age and
tumour size. Eighty percent of LBO are attributable to colonic
neoplasms [2], 15-40% of patients presenting with obstructive
symptoms [3]. The risk of perforation is 20% and is more com-
mon at the site of the tumor compared with proximal “blow-
out” perforations [2]. Furthermore, colonic obstruction and
perforation have been shown to negatively correlate with pa-
tient outcome in the pre-operative and 5-year survivability in
right sided colon cancers [4].

Most colonic neoplasms associated with LBO are less than six
centimetres, however there is no correlation between tumour
size and obstruction [5]. Nevertheless, larger masses are more
likely to be associated with obstruction due to luminal narrow-
ing and have an increased peritoneal metastatic potential due
to a more aggressive tumour biology [6]. Interestingly, the pa-
tient in this case had a very large hepatic flexure neoplasm with
hepatic invasion in the absence of obstruction, perforation and
peritoneal metastases. Only one similar case has been previ-
ously reported [5].

Tumour location and growth rate may also influence the re-
lationship between size and obstruction given that left sided co-
lonic neoplasms are usually smaller than right sided lesions and
are more often distal to the splenic flexure [7]. Furthermore, ma-
lignant colonic obstruction is more likely to involve the sigmoid
colon [1] compared with the wider right colon characterised by
slow growing tumours which are often advanced when associ-
ated with obstruction and may also have invaded surrounding
structures. Additionally, rightsided neoplasms have ahigher TNM
grade and biological aggressiveness in resected specimens [6].

Management of non-resectable large right colonic neoplasms
can be challenging. lleo-colic bypass surgery is recommended
for intestinal continuity whilst adjuvant chemotherapy is useful
for down staging large tumours, which may facilitate subsequent
resection. Our decision to perform an ileo-colic anastomosis
was in agreement with current guidelines [2] and of benefit to
minimize the risk of complete LBO and associated mortality.

Figure 1: Axial (A) and coronal (B) computed tomE)gFaphy images
of the hepatic flexure neoplasm (Blue arrow) invading the right
liver lobe.

Figure 2: (A) Colonoscopic view of the hepatic flexure demonstrat-
ing a circumferential, fungating and partially obstructing lesion.

(Blue arrow).
(B) Extension into ascending colon (Blue arrow).
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Figure 3: Histopathology of the colonic biopsy showing malignant
glands of the adenocarcinoma invading into a desmoplastic stroma
(H&E stain, x50 magnification).
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