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Outcomes of Surgical Treatment of Multiple
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Aim: to evaluate the outcomes of surgical treatment of patients with multiple primary cancer of the colon and prostate.
Materials and methods. An observational retrospective study was conducted at the Clinic of Coloproctology and Minimal-
ly Invasive Surgery (.M. Sechenov First Moscow State Medical University). A total of 3,640 protocols of the preoperative
multidisciplinary team were studied from July 2018 to April 2024. The inclusion criterion was the diagnosis of multiple
colorectal and prostate cancer. The medical documentation was collected in the database and analyzed.

Results. The study included 39 patients: 24 patients with a metachronous variant of multiple primary cancer
and 15 patients with a synchronous variant of the disease, which amounted to 1.1 % of all patients who underwent
a preoperative consultation during the specified period. There were no significant differences in age, localization
of tumors in the colon, methods of their treatment, access in surgical treatment of colorectal cancer, frequency
of conversions and postoperative complications (p > 0.05). Prostate cancer was verified first in the group with the
metachronous variant of multiple primary cancer significantly more often than in the group with the synchronous
variant (95.8 % vs. 40.0 %, respectively; p < 0.001), and was also significantly more often treated surgically (75.0 %
vs. 33.3 %; p =0.018). Radical prostatectomy was performed via laparotomy significantly less frequently in the group
with the synchronous variant than in the group with the metachronous cancer (0 % vs. 58.8 %; p = 0.046). No signi-
ficant differences were found when comparing overall and recurrence-free survival in groups with metachronous and
synchronous variants of multiple primary cancer.

Conclusions. A clinician should be alert to multiple primary colorectal and prostate cancer. The first stage of therapy
for the synchronous variant should be surgical treatment of colorectal cancer. The history of surgical treatment of one
of the tumors is not a contraindication for the use of minimally invasive techniques, however, the choice of surgical
approach should be individualized. The presence of prostate cancer may be another factor in favor of performing
lateral lymph node dissection in patients with synchronous rectal cancer.
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Pe3ynbTaTbhl XMPYPruieckoro Jie4eH1s NepBNYHO-MHOXXECTBEHHOI0 paka

TOJICTON KMLLUKM N NpeacTaTesibHOM Xene3bl

M.C. NUrnaTos, B.B. BanabaH, E.A. Be3pykos, A.B. HukuwmnHa*, M. X3, N.B. LlapbkoB

Dra0y BO «[lepBsbiii MOCKOBCKWIA roCyAapCTBEHHbIA MeAVNLIMHCKWIA yHuBepcuTeT uM. .M. CedeHoBa» MuHncTepcTBa
3apaBooxpaHeHusi Poccuiickoii Penepaumm (CedeHoBCckuii YHuBepcuteT), MockBa, Poccurickas denepaums

Llenb nccnepoBaHus: NpoaHann3mMpoBaTh PE3YJbTaTbl XMPYPrMYeCKOro Ie4eH s NaLMEHTOB C MEPBUYHO-MHOXE-
CTBEHHbBIM PAKOM TONICTOM KULLKW WU MPEACTATENbHOWN XeNe3abl.

Matepuanbl u meToapbl. Ha 6a3e KnvH1KM KONonNpoKTonornm n manonHeasnsHom xupyprin @raQy BO «[lepBbliii
MIMY um. .M. CeyeHoBa» MuHsapaBa Poccun npoBeneHo o6CcepBaLiOHHOE PETPOCMNEKTUBHOE UCCNEeN0BaHME.
M3y4eHo 3640 NnpoTOKONOB NPeAonepaLOHHbIX OHKOIOFMYECKMX KOHCUANYMOB 32 nepunog, ¢ nionsa 2018 no anpenb
2024 r. Kputepmem BKIIOYEHUS Obl1 YCTAHOBMEHHbIV AMArHO3 NEPBUYHO-MHOXECTBEHHOIO paka TONCTOM KMLLKW
1 npeacTaTesibHon xenesbl. [lanee npon3Boanics aHannmd MeguuMHCKOM JOKYMEHTALMN C 3aHECEHNEM MOJTyHEH-
HOI MHPOopPMaLuMn B 6a3y AaHHbIX.

PesynbraTbl. B nccnepgosaHve sownm 39 nauneHToB: 24 naumeHta C METaxpPOHHbIM BapuUaHTOM MEPBUYHO-MHO-
XEeCTBEHHOro paka 1 15 nauyeHToB ¢ CUHXPOHHbLIM BapnaHToMm 3aboneBaHus, 4to coctaBuio 1,1 % cpeam Bcex
MauneHToB, NPOLUEALINX NPeaoNePaLMOHHbIA KOHCUMYM 32 YKa3aHHbI nepuog,. JJOCTOBEPHbLIX Pasnynii no BO3-
pacTy, nokanM3aumm onyxosier B TONICTOM KULLKE, METOAAM WX NIEYEHUs, AOCTYNY NPU XMPYPruieckomM neveHnn Ko-
JIOpeKTasibHOro paka, 4acToTe KOHBEPCU 1 NocieonepauOHHbIX OCIOXHEHWUI nosydeHo He 6biio (p > 0,05). Pak
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NnpeacTaTeNbHOM Xeneabl BbIBASNCA NEPBbIM B FPYMNne C METaXPOHHbIM BAPMAHTOM MEPBUYHO-MHOXECTBEHHOIO
paka OOCTOBEPHO Yalle, YeM B rpynne ¢ CUHXPOHHbIM BapuaHToM (95,8 % vs. 40,0 % cooTBeTCcTBEHHO; p < 0,001),
a TaKkke OOCTOBEPHO Halle nevunncsa xupyprudecku (75,0 % vs. 33,3 %; p = 0,018). PagukanbHasa npocTaTakToMus
BbIMOJIHANACH anapOTOMHbBIM A0CTYNOM 3HAYUTENIbHO PeXe B rpynne ¢ CUHXPOHHLIM BAPUAHTOM MO CPaBHEHUIO
C rpynnor ¢ MeTaxpoHHbIM pakom (0 % vs. 58,8 %; p = 0,046). [loCTOBEPHbIX PA3NNYMIA MPU CPABHEHUN OOLLEN
1 6e3peLnamBHON BEDKMBAEMOCTH B FPYMNMax C METaXPOHHbIM M CUHXPOHHbBIM BapuaHTamMu NepBUYHO-MHOXECTBEH-
HOro paka noJly4eHo He ObINIo.

BbiBogbl. Heo6xooMma HACTOPOXEHHOCTb Bpaya-KIMHULMCTA B OTHOLUEHUM MEPBUYHO-MHOXECTBEHHOIO paka
TOJICTOW KULUKU 1 MPeacTaTenbHOM xenesbl. [epBbiM 3TanomM Tepannuu CUHXPOHHOIrO BapuaHTa crieayeT BblOpaTb
XNPYPruyeckoe NieYeHne KoNopekTasbHOro paka. Hannume B aHaMHe3e XMpypruyeckoro IeYeHnsa OOHON 13 ony-
XOJIeN He ABNSETCHA NPOTUBOMNOKA3AHVUEM A MPUMEHEHUS MaIOMHBA3UBHbLIX METOAMK, OAHAKO NOAXOA K BbIOOPY
[OCTyna OOMKeEH ObiTb MHOVMBUAYANMU3VUPOBAHHbLIM. Hannuve paka npeactaTenbHOM Xenedbl MOXeT ObiTb J0MOos-
HUTENbHLIM (GAKTOPOM B MOJIb3Y BbINOJIHEHNSA NaTepasbHON NMMQOANCCEKLNN Y MALUEHTOB C CUHXPOHHBLIM PAKOM
MPSAMON KNLLKW.

KnioueBble cnoBa: pak TOJICTON KULLKM, KONOPEKTA/IbHBIM paK, pak NpencTaTesibHOM Xene3bl, NepBUYHO-MHOXE-
CTBEHHbIN paK

KoHNUKT nHTepecoB: aBTOPbI 3as9BNAIOT 00 OTCYTCTBUM KOHPIMKTA UHTEPECOB.

Ansa uutuposanus: Virnatos W.C., BanabaH B.B., Beapykos E.A., HukuwurHa A.B., Xa M., LlapbkoB I1.B. Pe3aynbtaThl Xxvpyprude-
CKOro Sle4eHns NepBnYHO-MHOXECTBEHHOIO paka TOICTOM KUK U NpeacTaTenbHOn Xeneabl. POCCUINCKNI XXypHas raCTpoOaHTe-
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Introduction

According to the 2022 data from the International
Agency for Research on Cancer (IARC), prostate
cancer ranks second in incidence and fifth in mor-
tality among men worldwide. At the same time, col-
orectal cancer ranks third in terms of incidence and
mortality among the male population [1]. Despite
the leading positions of these two malignancies in
global cancer statistics, the incidence of multiple
primary cancer (MPC) of the colon and prostate
accounts for only 0.45 % of all patients with col-
orectal cancer and prostate cancer [2]. However,
the development of surgical strategy for MPC of
the colon and prostate poses significant challenges
for a number of reasons.

Firstly, the treatment of colorectal malignan-
cies and prostate cancer is separately regulated by
Russian and international clinical guidelines, yet
no standards currently exist for the treatment of
MPC of any localization [3, 4]. Secondly, the pri-
ority of treatment for colorectal and prostate can-
cer in case of MPC remains unclear [5]. Thirdly,
the safety and oncological efficacy of simultaneous
surgical treatment for multiple primary colorectal
and prostate cancer remain subjects of debate [6].
Fourthly, the role of minimally invasive technol-
ogies in the surgical treatment of MPC of the co-
lon and prostate is still under discussion. Fifthly,
the importance of lateral lymph node dissection in
the surgical treatment of MPC of the rectum and
prostate requires further investigation [7]. These
controversial issues in the surgical treatment of
MPC of the colon and prostate provided the ratio-
nale for conducting this study.

Aim of the study: to analyze the outcomes
of surgical treatment in patients with multiple
primary colorectal and prostate cancer at the
Clinic of Coloproctology and Minimally Invasive
Surgery (I.M. Sechenov First Moscow State
Medical University).

Materials and methods

The observational retrospective study was con-
ducted during which a total of 3,640 protocols of
preoperative multidisciplinary oncology team from
July 2018 to April 2024 were reviewed. Medical
records of the selected patients with multiple pri-
mary cancer of the colon and prostate were ana-
lyzed, and the extracted information was collected
in the database.

In the study the following definitions were used:

- multiple primary cancer (MPC) — the inde-
pendent occurrence and development of two or
more malignancies in a single patient;

- multiple primary synchronous cancer (MPSC) —
a variant of MPC where the interval between the
detection of two cancers is less than 6 months;

- multiple primary metachronous cancer
(MPMC) — a variant of MPC where the inter-
val between the detection of two cancers is more
than 6 months.

The study included only patients with histo-
logically confirmed colorectal cancer and prostate
cancer. Histological specimens for colorectal ma-
lignancies were obtained during video colonosco-
py, while prostate cancer specimens were collected
using transrectal or transperineal trepanobiopsy
under ultrasound guidance.
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The mandatory preoperative examination
methods for included patients comprised phy-
sical examination with digital rectal examina-
tion, general clinical laboratory tests, and mul-
tislice computed tomography of the abdominal
cavity and chest with intravenous contrast.
Magnetic resonance imaging (MRI) of the
pelvic organs with intravenous contrast was
performed in all patients with prostate can-
cer and in patients with rectal cancer, tumors
of the rectosigmoid junction and distal part
of the sigmoid colon. Additionally, bone scin-
tigraphy was used to exclude bone metastases,
along with measurements of prostate-specific
antigen. For patients with colorectal cancer,
tumor markers were measured — cancer em-
bryonic antigen and CA 19-9.

The database was compiled in Microsoft Excel
2020 (Microsoft Corp., USA), and statistical ana-
lysis was performed using SPSS Statistics Version
20 software (SPSS Inc., USA). Quantitative pa-
rameters were expressed as mean (M) and standard
deviation (SD). A two-sample Student’s ¢-test was
used to compare means between two independent
groups. Nominal variables were compared using
the Pearson chi-square test. Long-term outcomes
were assessed by interviewing patients or their rel-
atives via telephone. Overall survival was mea-
sured from diagnosis of the second cancer to the
date of death or last follow-up. Recurrence-free
survival was measured from the diagnosis of the

second cancer to the date of relapse/progression
of either cancer, death or last follow-up. Overall
and recurrence-free survival were analyzed using
the Kaplan — Meier method. Comparison of over-
all and recurrence-free survival between the meta-
chronous and synchronous groups was performed
using the long-rank test.

Results

From February 2018 to April 2024, 39 patients
with MPC of the colon and prostate were treat-
ed: 24 patients with the metachronous variant and
15 patients with the synchronous variant. The dis-
tribution of patients by time period is presented
in Figure 1.

Multiple primary metachronous cancer

The characteristics of patients with metachro-
nous variant of MPC and their immediate treat-
ment outcomes are shown in Tables 1 and 3. The
mean age of patients was 72.83 + 7.80 years.
In 95.8 % of cases, prostate cancer was the first
malignancy detected, with colorectal cancer iden-
tified on average 84.0 + 50.4 months later (range:
8—204 months, median: 69 months). In the only
patient whose first malignancy was rectal cancer,
prostate cancer was detected 33 years later. The
distribution of colorectal cancer locations was
as follows: 15 (54 %) patients — rectal cancer,
2 (8.5 %) — rectosigmoid cancer, 9 (37.5 %) —
colon cancer.
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Figure 1. Dynamics of the number of treated patients with multiple primary colorectal and prostate cancer:
MPC — multiple primary cancer, MPMC — metachronous variant, MPSC — synchronous variant

Pucynox 1. [luHaMUKa KOJIUYECTBA TIPOJEYEHHBIX MAIMEHTOB C MEPBUYHO-MHOKECTBEHHBIM PAKOM TOJICTOW KUIIKU
u npejcraresabHoil xkeje3pl: MPC — mepBuuHo-MHOKecTBeHHbBIH pak, MPMC — wmeraxponubiii Bapuant, MPSC —

CUHXPOHHBIN BapuaHT

Poc sypH racTposHTepoJi rematon koaonpokros 2024; 34(6) / Rus J Gastroenterol Hepatol Coloproctol 2024; 34(6)

a1



52

Original articles / OpurnHanbHbIe MCCIEOBAHUS

www.gastro-j.ru

In 18 (75 %) cases, the primary treatment for
prostate cancer was surgery, with transurethral
resection of the prostate performed in one case
and prostatectomy in 17 cases. The remaining
6 patients received hormonal therapy, external
beam radiation therapy, or brachytherapy. Among
18 operated patients, three patients had progres-
sion of the disease, which required further hor-
monal therapy or radiotherapy. Combined treat-
ment was used in 5 (20.8 %) patients.

Surgery was the main treatment method for
colorectal cancer, with colon resection performed
in 22 (91.7 %) patients. Two patients (8.3 %) did
not undergo surgical management due to advanced
disease: one person had multiple hepatic meta-
stases and hepatic insufficiency and was given
palliative treatment, the other one received cura-
tive polychemotherapy due to generalized lymph-
adenopathy. Combined treatment was employed
in 7 (29.2 %) cases.

Among 17 patients with prostate cancer who
underwent prostatectomy, the surgical approaches
included open surgery in 10 (58.8 %) cases, ro-
botic-assisted surgery — in 6 (35.3 %), and lap-
aroscopic surgery — in one case (5.9 %). Among
22 patients operated for colorectal cancer, laparo-
scopic surgery was performed in 11 (50 %) cases,
while open surgery was performed in the remain-
ing 11 (50 %) cases. In three cases (27.3 %) the
conversion was necessary due to the factors such
as locally advanced tumor of the caecum (n = 1),
cicatricial changes in the area of the removed
prostate (n = 1), or pelvic peritoneum invasion
(n=1).

It was not possible to conduct a reliable ana-
lysis of complications after prostate cancer sur-
gery in the metachronous group due to the long
history of the operation and the lack of medical
documentation. Post-operative complications after
surgery for colorectal cancer occurred in nine pa-
tients (40.9 %). Among these patients, reoperation
happened in one case (11.1 %) due to early adhe-
sive bowel obstruction, while the remaining eight
cases (89.9 %) involved complications that did not
require reintervention (Clavien — Dindo I, 1I).

Multiple primary synchronous cancer

Characteristics of patients with synchronous
cancer and short-term results are presented in
Tables 2 and 3. The mean age in this group was
68.0 + 8.4 years (range: 54—85 years; median:
67 [62—75] years). In 60 % of cases (9 out of 15),
colorectal cancer was the first malignancy detect-
ed, with an interval of 59 days between the diag-
noses of two cancers.

In 10 (67 %) patients, treatment started with
colorectal cancer management. One patient (6.5 %)
underwent simultaneous surgery for both cancers,

including laparoscopic abdominoperineal resection
of the rectum with radical prostatectomy. Another
patient received concurrent medical treatment for
both tumors, involving polychemotherapy for colo-
rectal cancer and hormonal therapy for prostate
cancer, due to unresectable hepatic metastases of
colorectal cancer. In three cases (20 %), prostate
cancer was primarily treated, consisting of exter-
nal beam radiation therapy in one case and radical
prostatectomy in two cases.

Surgical treatment was the primary approach
for colorectal cancer, with 14 (93.3 %) patients
undergoing colon resection. Hormonal therapy
was the most common treatment for prostate can-
cer — 6 (40 %) patients, with two cases (13.3 %)
involving hormonal therapy as part of combined
neoadjuvant treatment during rehabilitation after
colorectal cancer surgery and before radical pros-
tatectomy. Radical prostatectomy was performed
in 5 (33.3 %) patients, while radiation therapy
was used in two cases (13.3 %) — one with exter-
nal beam radiation therapy and the second with
brachytherapy. Two patients (13.3 %) were not
treated for prostate cancer: in the first case, the
dynamic follow-up was prescribed due to meta-
static lesions of the obturator lymph nodes and
low life expectancy; in the second case, the treat-
ment did not start because of the death of the
patient after abdominoperineal resection due to
undetected metastasis in the left hemisphere of
the cerebellum.

For colorectal cancer surgery, a laparoscopic
approach was used in 8 (57.1 %) cases, laparoto-
my — in 5 (35.7 %) cases, and robotic-assisted sur-
gery — in one case (7.2 %). All five radical pros-
tatectomy procedures in this group were minimally
invasive, including 4 (80 %) laparoscopic surgeries
and 1 (20 %) robotic surgery. No conversions were
needed for minimally invasive treatments.

Post-operative complications after colorectal
cancer surgery occurred in 7 (46.7 %) patients.
There were no complications that required reoper-
ation (Clavien — Dindo III) in this group. Among
the five patients who underwent radical prosta-
tectomy, one post-operative complication was
urethrovesical anastomotic leakage, which healed
with urinary catheter placement with no need of
reintervention. Another case involved intraop-
erative injury to the anterior rectal wall during
laparoscopic radical prostatectomy, necessitating
defect suturing and sigmoid colostomy creation.

Comparison of metachronous

and synchronous groups

A comparison of the main parameters between
the groups with metachronous and synchronous
variant of MPC is given in Table 3. The differ-
ence between age, localization of colon tumor,
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methods of treatment of colorectal cancer, surgi-
cal approaches, rate of conversions and post-oper-
ative complications was not statistically signifi-
cant (p > 0.05). Prostate cancer was detected first
significantly more often in metachronous group
than in the synchronous group (95.8 % vs. 40.0 %,
respectively; p < 0.001). Surgical management
of prostate cancer was also significantly more
common in the metachronous group (75.0 % vs.
33.3 %; p = 0.018). Open radical prostatectomy
was performed significantly less often in the syn-
chronous group than in the metachronous group
(0 % vs. 538.8 %; p = 0.046). Clavien — Dindo
Grade T complications occurred significantly
more often in the synchronous group (85.7 % vs.
11.1 %; p = 0.01), while Grade II complications
were more frequent in the metachronous group
(77.8 % vs. 14.3 %; p = 0.041).

Long-term results

Long-term results were assessed through a
telephone survey, successfully completed by
18 (75 %) patients in the group with metachro-
nous MPC and 13 (86.7 %) patients in the syn-
chronous group. The mean follow-up period was
21.6 + 18.0 months (median: 16 months; range:
3—65 months) in the metachronous group and
23.4 + 25.0 months (median: 8 months; range:
2—70 months) in the synchronous group.

A comparison of overall and recurrence-free
survival between the two groups is shown
in Figures 2 and 3, respectively. No statistically
significant differences were observed.

Discussion

The proportion of patients with multiple pri-
mary colorectal and prostate malignancies among
all patients who underwent a preoperative mul-
tidisciplinary team in our clinic from February
2018 to April 2024 was 1.1 %, which exceeds
the data in the global literature. According to
D.O. Kavanagh et al., among 3,425 patients treat-
ed at St. Vincent’s University Hospital with rec-
tal (n = 845) and prostate (n = 2580) cancer from
2000 to 2011, only 12 (0.35 %) patients were diag-
nosed with MPC (9 synchronous and 3 metachro-
nous variants) [9]. One of the latest and largest
studies on this topic, conducted by B.U. Sidiqi
et al. in 2023 in the USA, demonstrated the inci-
dence of MPC of the colon and prostate at 0.45 %
(10 out of 2,204 patients with colorectal and pros-
tate cancer from 2017 to 2022) [2].

The higher incidence in our study is understand-
able for several reasons. First, unlike many stud-
ies, we included all colorectal cancer localizations,
not just rectal cancer. Secondly, we had at our
disposal the protocols of preoperative oncological

multidisciplinary team only of those patients
who were treated at the Clinic of Coloproctology
and Minimally Invasive Surgery of Sechenov
University, which specializes in the surgical treat-
ment of colorectal cancer. Consequently, our study
primarily included patients whose primary reason
for visiting was colorectal cancer. Tt was not pos-
sible to include records of urological consultations
in the study due to the lack of data. These factors
naturally increased the proportion of patients of
interest to us. This also explains the significantly
higher frequency of prostate cancer as the first
detected malignancy in the metachronous group
compared to the group with synchronous variant
of MPC (95.8 % vs. 40.0 %; p < 0.001). The av-
erage interval from prostate cancer diagnosis to
colorectal cancer diagnosis in the metachronous
group was 84.0 + 50.4 months, with the longest
interval being 204 months. This prolonged inter-
val aligns with the favorable prognosis of prostate
cancer, even in advanced cases [10].

Nevertheless, multiple primary colorectal and
prostate cancers remain rare conditions, and glob-
al experience in managing such patients is limited
to clinical cases and small case series. Our study
represents one of the largest case series on this
topic in the literature. To date, no similar studies
have been identified in Russian sources. C.D. Jacobs
et al. reported the largest series worldwide, pub-
lishing the results of 54 patients with synchronous
MPC of the colon (from distal sigmoid to low
third of the rectum) and prostate. It is noteworthy
that the authors chose a time period of 12 months
to distinguish between synchronous and metachro-
nous MPC, which increased the sample with early
metachronous cases [11].

Diagnosis of synchronous variant of multiple

primary cancer of the colon and prostate

In 60 % of cases (9 out of 135), colorectal cancer
was the first to manifest (blood in the stool, stool
abnormalities, abdominal pain, etc.), and there-
fore the patient was prescribed an endoscopic ex-
amination with histological verification (Table 2).
In all 9 cases, the tumors were located in the distal
parts of the colon (rectum, rectosigmoid junction,
distal part of the sigmoid colon). Prostate can-
cer was detected incidentally during pelvic MRI,
which is a mandatory staging method for patients
with distal colorectal cancer. This finding aligns
with studies like that of M. Sturlud ttir et al., who
observed that among 29 patients with synchro-
nous MPC of the rectum and prostate, 20 were di-
agnosed with prostate cancer through pelvic MRI
performed during rectal cancer staging. Their
study also highlighted a rising incidence of col-
orectal and prostate MPSC from 1995 to 2011,
attributed to advances in imaging techniques and
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Figure 2. Recurrence-free survival in groups with metachronous and synchronous variants of multiple primary cancer

Pucynox 2. BespeummBHaﬂ BBIKMBAEMOCTHb B TpPYyIIaX € METaXPOHHBIM M CUHXPOHHBIM BapuaHTaMU NEPBUYHO-
MHOKECTBEHHOTO paKa
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Figure 3. Overall survival in groups with metachronous and synchronous variants of multiple primary cancer

Pucynox 3. 061113.9[ BBIKMBAEMOCTDH B I'PYIIIaX ¢ METAaXPOHHDBIM U CMHXPOHHDBIM BaphaHTaMU IMEPBUYHO-MHOKECTBEH-
HOI'0 pakKa
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Table 3. Comparative characteristics of groups with metachronous and synchronous variants of multiple

primary cancer

Tab6auua 3. CpaBHuTe/IbHAS XaPAKTEPUCTUKA IPYII C METAXPOHHBIM U CUHXPOHHBIM BapUAHTAMU [IE€PBUY-

HO-MHOKECTBEHHOI'O paKa

mMPC sMPC
IIMMP IIMCP P
Age, years / Bospacm, nem 72.83+7.80 | 68.0 + 8.4 0.13
First cancer / Iepeuviii pax
colon cancer / pax moacmou xuwxu 1(4.2 %) 9 (60 %) -
prostate cancer / pax npedcmamenvroil xenesovl 23 (95.8 %) 6 (40 %)
Localization of colorectal cancer / Jloxaauzauus paka moacmoti Kuuwiku
rectum / npamas kuwa 15(62.5 %) | 11 (73.3 %) 0.73
colon / 060dounas xuwxa 9(37.5 %) 4 (26.7 %)
Colorectal cancer treatment / Jleuenue paxa mo.acmoit xuwxu
surgery / xupypeus 22 (91.7 %) | 14(93.3 %)
polychemotherapy / noauxumuomepanus 9 (37.5 %) 6 (40 %)
external beam radiation therapy / ducmanuuonnas ryueeas mepanus 1 (4.2 %) 1(6.7 %) 1.0
combination / xombunauus 7(29.2 %) 5(33.3 %)
palliative / narruamuenoe 1(4.2 %) 0
Prostate cancer treatment / Jleuenue paxa npedcmamenvHoii ;xene3wl

surgery / xupypeus 18 (75 %) | 5(33.3%) 0.018
radiation therapy / ayuesas mepanus 5(20.8 %) | 2(13.3 %) 0.69
hormonal therapy / zopmonarvnas mepanus 7(29.2%) | 8(53.3%) 0.18
combination / xombunayus 5(20.8 %) | 2(13.3 %) 0.69
observation / na6awodenue 0 2 (13.3 %) 0.69

Access for radical prostatectomy / Jocmyn npu paduxaavnoii npocmamaxmomuu
robotic approach / po6om 6 (35.3 %) 1 (20 %) 1.0
laparoscopy / zanapockonus 1(5.9 %) 4 (80 %) 0.03
laparotomy / zanapomomus 10 (58.8 %) 0 0.046

Access in colorectal cancer surgery / JlocTyn npu XUpYprud KOJIOPEKTAIHHOTO PaKa
robotic approach / po6om 0 1(71 %) 0.39
laparoscopy / zanapocxonus 11 (50 %) 8 (57.1 %) 0.74
laparotomy / zanapomomus 11 (50 %) 5(35.7 %) 0.50
conversion in colorectal cancer surgery 3(27.3 %) 0 0.22
KOHGEPCUS NPU XUPYP2UL KOIOPEKMALLHOZO PAKA

Complications of colorectal cancer surgery (Clavien — Dindo grade)

OcokHenuss xupypeuu Koaopexmaavhozo paxa (xaacc no Kaasveny — Jundo)
Total / Bcezo 9(40.9 %) | 7 (46.7 %) 0.75
I 1(11.1 %) | 6(85.7 %) 0.01
11 7(77.8 %) | 1(14.3 %) 0.041
111 1(11.1 %) 0 1.0

Note: mMPC — metachronous variant of multiple primary cancer; sMPC — synchronous variant of multiple primary cancer.
IIpumeuanue: IIMMP — MeTaXpoHHDII BapHaHT IIEPBUYHO-MHOXXeCTBeHHOTO paka; [IMCP — cHHXpOHHBIN BapuaHT II€PBUYHO-

MHOJKECTBEHHOT'O pakKa.
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cancer was missed (6 % vs. 14 %; p < 0.003).
The authors recommend performing colonoscopy
before starting treatment for prostate cancer [10].
Similarly, C.D. Jacobs et al. advised colonoscopy
for all men over 45 years with localized prostate
cancer, especially if a colonoscopy had not been
performed in the preceding three years [11].

Sequence and outcomes of surgical treatment

for multiple primary cancer of the colon

and prostate

As for metachronous variant of colorectal and
prostate cancer, the sequence of treatment is gen-
erally not critical due to the long-time interval
between the diagnoses of the two malignancies
(mean: 84 months in our study). Treatment typ-
ically follows the order in which the cancers are
detected. In our cohort, prostate cancer was the
first malignancy in 95.8 % of cases, with surgi-
cal treatment performed in 75 % of these patients.
Although robotic-assisted and laparoscopic radical
prostatectomy are considered the gold standards,
a high percentage of open radical prostatectomies
(58.8 %) were observed in the metachronous group.
This can be attributed to the fact that, at the time
these radical prostatectomies were performed (up
to 204 months prior), minimally invasive tech-
niques were not widely available in Russia, par-
ticularly in remote regions. In contrast, all radical
prostatectomies in the synchronous group were
performed using minimally invasive techniques
(robotic or laparoscopic). These procedures were
conducted at the Institute for Urology, Sechenov
University, where surgeons have significant exper-
tise in minimally invasive prostate surgeries.

The selection of a surgical approach for colo-
rectal cancer in patients with a history of pros-
tate cancer poses significant challenges. Although
the difference was not statistically significant
(p = 0.5), open surgery for colorectal cancer re-
section was more frequently performed in the
metachronous group (50 %) compared to the syn-
chronous group (35.7 %). Furthermore, the meta-
chronous group demonstrated a higher rate of con-
versions to open surgery (27.3 %) compared to no
conversions in the synchronous group (p = 0.22).
This preference for open surgery in metachronous
cases is consistent with findings from other stud-
ies. For instance, Z. Lakkis et al. analyzed out-
comes of rectal cancer surgery in patients with
and without a history of prostate cancer (83 and
249 patients, respectively). They found that lapa-
rotomy was significantly more common in patients
with prior prostate cancer (p < 0.001), and these
patients also had higher rates of conversion to
open procedures (p = 0.003), intraoperative blood
transfusions (p < 0.001), and tumor perforation
(p < 0.001). These intraoperative complications

contributed to worse outcomes, including higher
rates of major complications (28 % vs. 17.2 %;
p = 0.036), anastomotic leakage (25 % vs. 13.7 %;
p = 0.019), and permanent stomas (41 % vs.
12.4 %; p < 0.001). The authors attributed these
outcomes to factors such as adhesions from prior
radical prostatectomies, tissue fragility due to ra-
diotherapy, and dissection difficulties in narrow
pelvises [14]. In contrast, T. Tomminen et al. reported
no statistically significant differences in conver-
sion rates, blood loss, tumor perforation, or other
adverse events between patients with (z = 54) and
without (n = 553) a history of prostate cancer.
However, their study highlighted high rates of
open surgeries (77.8 % vs. 80.2 %; p = 0.158) and
permanent stomas (61.5 % vs. 45.2 %; p = 0.025)
across all groups. The authors recommended open
surgery and avoidance of anastomosis in high-risk
cases to minimize complications [15]. In our study,
patients from the metachronous group experienced
more severe complications, with a significantly
higher rate of Grade IT Clavien — Dindo com-
plications (77.8 % vs. 14.3 %; p = 0.041). These
results suggest that previous prostate cancer treat-
ment may contribute to more challenging surgical
conditions.

Performing radical prostatectomy after colorec-
tal cancer surgery remains challenging due to peri-
prostatic adhesions, which complicate seminal ves-
icle dissection. Some surgeons consider a history
of colorectal resection a contraindication for min-
imally invasive radical prostatectomy [16]. In our
study, one patient in the metachronous group un-
derwent robotic radical prostatectomy 156 months
after open low anterior resection of the rectum
(Patient No. 24). In the synchronous group, two
patients underwent minimally invasive radical
prostatectomy following colorectal surgery: one
robotic radical prostatectomy 5 months after la-
paroscopic anterior resection and adjuvant che-
motherapy (Patient No. 6) and one laparoscopic
radical prostatectomy 3 months after laparoscopic
right hemicolectomy (Patient No. 11). None of
these cases required conversion to open surgery
(Tables 1, 2). These results suggest that prior col-
orectal resection, even via open approaches, is not
necessarily a contraindication for minimally inva-
sive radical prostatectomy. L.G. Luciani et al. further
support this conclusion. In 2022, they reported
their experience with 14 robotic radical prostatec-
tomies performed within five years after colorectal
surgery. Although three cases required conversion
to open surgery, risk factors for conversion includ-
ed reoperation, complications, previous conver-
sions, and prolonged hospital stays (> 10 days).
The authors concluded that robotic radical prosta-
tectomy after colorectal surgery is both safe and
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effective but recommended open surgery in high-
risk cases [17].

In one case (Patient No. 1), we performed
simultaneous laparoscopic abdominoperineal
resection with D3 lymph node dissection and
radical prostatectomy (Table 2). The postop-
erative course was uneventful, and the patient
subsequently received adjuvant chemotherapy
for metastatic regional lymph nodes. At pres-
ent, this patient remains disease-free six years
post-surgery.

Despite this success, simultaneous surgeries re-
main rare in our clinic and the global literature.
Case reports and small series dominate publica-
tions on this topic [18—20]. Challenges include
high blood loss [18], uncertain functional out-
comes [19], and the risk of fistula formation be-
tween adjacent anastomoses in the bladder and
bowel [5], making these procedures controversial.

Among patients with synchronous rectal can-
cer and prostate cancer (excluding those with
colon or rectosigmoid junction cancer, as well
as Patient No. 8, who received chemothera-
py for metastatic rectal cancer), radical pros-
tatectomy was performed in only one patient
(Patient No. 1) during a simultaneous procedure
(Table 2). The remaining six patients underwent
hormonal therapy following rectal cancer sur-
gery. Overall, surgical treatment of prostate
cancer was significantly less common in the syn-
chronous group compared to the metachronous
group (33.3 % vs. 75 %; p = 0.018). These find-
ings reflect a more conservative approach to pros-
tate cancer management in patients with a history
of rectal cancer surgery.

Our clinic’s approach to synchronous MPC of
the colon and prostate appears validated by this
study and aligns with other literature [6]. For lo-
calized synchronous colon and prostate cancer, we
recommend the following strategy: Step 1 — sur-
gery for colorectal cancer; Step 2 — management
of prostate cancer (minimally invasive radical
prostatectomy if feasible for colon or rectosigmoid
cancer; nonsurgical options, including external
beam radiation therapy, brachytherapy, or hor-
monal therapy, for rectal cancer). For rectal can-
cer with indications for neoadjuvant chemoradio-
therapy, radical-dose radiotherapy for the prostate
may be added [9].

In metachronous cases, the surgical and radi-
ation history should guide the approach. Both
surgical and radiation previous treatment should
be taken into account when choosing approach in
patients with metachronous cancer. Laparotomy
should be considered for patients with visceral
obesity, pelvimetric signs of narrow pelvis, or an-
terior rectal tumors.

Lateral lymph node dissection in patients
with synchronous variant of multicle primary
cancer of the rectum and prostate

Pelvic lymphadenectomy plays a crucial role in
the surgical treatment of both rectal and prostate
cancers. In colorectal surgery, it is referred to as
lateral lymph node dissection, while in urological
oncology, it is called pelvic lymph node dissection
[21].

In this study, surgical management of syn-
chronous rectal cancer and prostate cancer was
performed in seven patients. Among them, simul-
taneous colorectal resection and radical prosta-
tectomy were carried out in Patient No. 1. The
remaining six patients underwent surgery only
for rectal cancer, with prostate cancer managed
conservatively. Lateral lymph node dissection was
performed in two cases: in Patient No. 2, bilateral
lateral lymph node dissection was conducted due
to a high risk of lateral lymph node metastases
[22], and in Patient No. 3, right lateral lymph
node dissection was performed because of a suspi-
cious lymph node in the obturator space (Table 2).
Histopathological examination revealed metasta-
ses of colorectal adenocarcinoma in Patient No. 2,
while no metastatic involvement was confirmed in
Patient No. 3.

Although lateral lymph node dissection for
synchronous cancers is infrequently performed,
it remains a relevant topic in recent studies. In
2018, T. Ishikawa et al. reported a rare clinical
case involving a 72-year-old male diagnosed with
cancer of the lower third of the rectum. MRI re-
vealed tumor stage pT2 with two enlarged lateral
lymph nodes along the right internal iliac artery.
After four cycles of FOLFOX chemotherapy, la-
paroscopic abdominoperineal resection with right
lateral lymph node dissection was performed.
Histological analysis showed grade 2 therapeu-
tic response, unaffected mesorectal lymph nodes,
and metastases in two lateral lymph nodes — one
affected by rectal carcinoma and the other by
prostatic carcinoma. The patient was subsequent-
ly diagnosed with prostate cancer and received
FOLFOX chemotherapy and hormonal therapy.
The authors concluded that performing lateral
lymph node dissection during rectal cancer sur-
gery is reasonable in cases of coexisting rectal and
prostate malignancies [23].

In 2021, M. Yaegashi et al. presented a simi-
lar case in which prostate cancer metastases were
found in lateral lymph nodes following rectal
resection with lateral lymph node dissection, de-
spite no evidence of prostate cancer in preoper-
ative diagnostics. Postoperative verification of
prostate cancer led to hormonal therapy. The
study highlighted the use of multispiral computed
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tomography (rather than MRI) for rectal cancer
staging. The authors suggested that prostate can-
cer should be suspected in patients with rectal
cancer and suspicious pelvic lymph nodes [7].

For rectal cancer, lateral lymph node dissec-
tion is considered a curative surgery that improves
long-term outcomes [24]. In contrast, pelvic
lymphadenectomy for prostate cancer serves pri-
marily as a diagnostic and staging procedure [25].
Identifying prostate cancer metastases in lateral
lymph nodes during rectal cancer surgery in pa-
tients with synchronous rectal and prostatic car-
cinomas is classified as stage IV disease, negating
the need for radical prostatectomy.

It is essential to distinguish between lateral
lymph node dissection performed by colorectal
surgeons and pelvic lymphadenectomy performed
by oncological urologists. Lateral lymph node dis-
section for rectal cancer involves a more exten-
sive dissection, including the internal iliac lymph
nodes (263P and D), obturator lymph nodes (283),
common iliac lymph nodes (273), external ili-
ac lymph nodes (293), medial and lateral sacral
lymph nodes (260 and 270), and lymph nodes at
the aortic bifurcation (280), if necessary [26]. In
contrast, pelvic lymphadenectomy for prostate
cancer generally excludes the internal iliac artery
region and the fatty tissue containing lymphatics
between the internal iliac artery and the pelvic
plexus [27].

Colorectal surgeons performing lateral lymph
node dissection for rectal cancer have the ad-
vantage of addressing both potential lymphatic
spread basins for rectal and prostatic carcinomas.
Consequently, the presence of prostate cancer
could serve as an additional factor favoring lateral
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