
 

 

 

Case study  

 

Colon Cancer With Mediastinal Metastasis 

 

 

1)ABSTRACT : 

Background :the patient had a CAF as a comorbidity 

Casepresentation : 

Colorectal cancer is a common cancer  

2nd leading cause of cancer death after lung cancer in the world with 935,000 

deaths in 2020  (1) 

 The most common sites of colon cancer metastasis are the regional lymph nodes, 

liver, lung, bone and brain 

In this study, an extremely rare case of colon adenocarcinoma with extensive 

metastasis to the mediastinal lymph nodes without any other organ involvement is 

presented. 

The patient was 65 years old and had CAF as a comorbidity. She was consulted for 

a recent dyspnea evolving in a context of altered general state without any digestive 

sign. A thoracic scan showed a medial mass measuring 53*56*60mm. The lung 

biopsy revealed a muscular adenocarcinoma of colorectal origin with 

immunohistochemical expression of cytokeratin 7 (CK7), 20 and cytokeratin (CK) 

AE1/AE3, CDX2.The Pet Scan confirmed the existence of a hypermetabolic left 

anterosuperior medial mass in addition to a focal digestive hypermetabolism of the 

right colonic wall.  



 

 

A colonoscopy was performed and showed a tumor process in the right colon with 

a histological and immunohistochemical profile compatible with that of the 

mediastinal metastasis. The tumor was MSS, RAS and BRAF wild type. The 

patient received a 3-month folfox-panitimumab combination with good tolerance 

and a partial response of about 50% on the metastasis. 

Conclusions:this case report provide a highly unusual instance of colon 

adenocarcinoma with extensivemediastinal lymph nodes metastasis. 
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Introduction 

Colon cancer is the third most common cancer worldwide. The most likely sites of metastasis are 

regional lymph nodes, liver, lung, bone and brain [11]. Colorectal carcinoma is the second biggest 

cancer responsible for mortality. Lung metastasis is the commonest, following the liver. It is not 

uncommon to perform pulmonary metastasectomy and identify mediastinal metastasis [12].  

 

 

 

5)CASE PRESENTATION : 

Colorectal cancer (CRC) is the second most common type of cancer in women and 

the third most common in men worldwide (2) 

 It is also the second leading cause of cancer-related death in the United States (3). 

About one-third of patients who develop CRC succumb to the disease(3). CRC is 

diagnosed in the majority of patients after the onset of symptoms such as rectal 

bleeding, change in bowel habits, bowel obstruction, and weight loss, or after the 

identification of occult bleeding (4,5). However, implementation of CRC screening 

guidelines has improved detection of premalignant polyps and asymptomatic CRC 

at an early stage, and thus improved disease outcomes (4,5). The most common 



 

 

sites of metastasis are regional lymph nodes, liver, lung, bone, and brain (6). This 

study presents an extremely rare case of colonic adenocarcinoma with extensive 

metastasis to multiple mediastinal lymph nodes without any other organ 

involvement. 

The patient was 65 years old and had ACFA as a comorbidity. She was consulted 

for a recent dyspnea evolving in a context of altered general state without any 

digestive sign. A thoracic scan showed a medial mass measuring 53*56*60mm. 

The lung biopsy revealed a muscular adenocarcinoma of colorectal origin with 

immunohistochemical expression of cytokeratin 7 (CK7), 20 and cytokeratin (CK) 

AE1/AE3, CDX2.The Pet Scan confirmed the existence of a hypermetabolic left 

anterosuperior medial mass in addition to a focal digestive hypermetabolism of the 

right colonic wall.  

A colonoscopy was performed and showed a tumor process in the right colon with 

a histological and immunohistochemical profile compatible with that of the 

mediastinal metastasis. The tumor was MSS, RAS and BRAF wild type. The 

patient received a 3-month folfox-panitimumab combination with good tolerance 

and a partial response of about 50% on the metastasis. 

 

 

 

Figur1 : : mediastinal mass (53*56*60mm) 
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Figur2 : : mediastinal mass (53*56*60mm) 

 

 

 



 

 

 

Figur 3 : : mediastinal mass (53*56*60mm) 

 

Figur4 : a left anterosuperior mediastinal mass of heterogeneous fixation marked at 

its periphery measuring 66*64mm of transverse axis and extending over a height of 

67 mm without apparent invasion of the neighbouring mediastinal structures  



 

 

 

 

Figur5 : a left anterosuperior mediastinal mass of heterogeneous fixation marked at 

its periphery measuring 66*64mm of transverse axis and extending over a height of 

67 mm without apparent invasion of the neighbouring mediastinal structures  

 

 

Figur6 : Focal digestive hypermetabolism of the right colonic wall  

 



 

 

 

 

 

Figur7 : Focal digestive hypermetabolism of the right colonic wall  

 

 

 

 

 

 



 

 

 

 

Figur 8:HE: Mucosecreting independent cell proliferation in (Chestnut ring) 

 

Figur 9:HE: isolated cells on a mucinous background 

 

Figure 10: CK 20 + 



 

 

 

 

Figur 11: CDX2+ 

 

Figur12: CK7 – RE –TTF1 – 

 

Biological exams were normal 

LDH 179ui/l 

Thyroglobulin:48.12 ng/ml 

Ca 15-3:15.8 iu/l 

Ca 125 6.3 ui/l 

Ca 19-9 <2.060ui/ml  CEA:12.65 ng/ml 

 



 

 

Discussion : 

Our case presented a mediastinal process that the biopsy revealed a mucinous 

adenocarcinoma of digestive origin  

Mediastinal metastasis of colorectal origin without hepatic metastasis is extremely 

rare 

Only 12 cases of mediastinal metastasis from colorectal cancer have been reported 

in the English literature  table 1 (7,8) 

Table 1. Comparative overview of 12 cases of mediastinal metastasis 

Case 

number 

 

 

Referen

ce  

Year  

publish

ed  

Age  Sex  Primary  

location  

Primary 

stage  

Adjuvan

t  

chemot

herapy  

Time 

after 

Primary  

resectio

n(month

s)  

Metasta

sis  

location  

1  Vetto et 

al. [3]  

1991  60  M  Hepatic 

flexure  

IIIb Not 

listed  

12  Right 

lobe 

liver,  

mediast

inum  

2  Kuba et 

al. [4]  

1999  60  F  Sigmoid  IIIb Not 

listed  

33  Left 

ovary, 

mediast

inum  

3  Musulla

m et al. 

[5]  

2008  67  M  Rectosi

gmoid  

IIIb Yes  26  Mediast

inum  

4  Yavaş et 

al. [6]  

2009  57  M  Ascendi

ng  

IIIa  5-

Fluorou

racil  

Not 

listed  

Mediast

inum  

5  Sano et 

al. [7]  

2011  29  M  Ascendi

ng  

IVa 5-

Fluorou

24  Liver, 

mediast



 

 

racil  inum  

6  Iwata et 

al. [8]  

2012  75  M  Ascendi

ng and  

transver

se  

IIIa  Capecit

abine  

42  Liver, 

mediast

inum  

7  Matsud

a et al. 

[9]  

2014  65  M  Sigmoid  IIIc  Tegafur

-uracil  

101  Mediast

inum  

8  Matsud

a et al. 

[9]  

2014  50  M  Rectum  IIIc  No  96  Mediast

inum  

9  Halabi 

et al. 

[10]  

2014  44  M  Ascendi

ng  

IIIa  Folinic 

acid,  

fluorour

acil,  

oxalipla

tin,  

bevaciz

umab  

22  Mediast

inum  

10  Shiraka

wa et 

al. [11]  

2015  65  M  Rectum  IIIa  Tegafur

-uracil,  

5-

fluorour

acil,  

leucovo

rin and 

oxalipla

tin  

55  Liver, 

mediast

inum  

11  Rodrígu

ez-

López et 

al. [12]  

2016  45  M  Rectum  IVa Folinic 

acid  

fluorour

–  Mediast

inum  



 

 

acil and  

oxalipla

tin,  

bevaciz

umab  

12  Toda et 

al. [13]  

2017  59  M  Ascendi

ng  

IIIb Yes  32  Mediast

inum  

 

 

Re-metastasis of colon cancer to mediastinal lymph nodes from a lung metastasis is 

rare; however, it has been reported in a small number of studies (9). Re-metastasis 

from the liver to lymph nodes draining the liver is even rarer, but has also been 

reported in the literature (10). 

However, in the present case, due to the large mediastinale mass, these were not 

surgically resected and chemotherapy+targeted therapy was administered instead 

with net clinical benefit. 

6)CONCLUSIONS: 

this case report provide a highly unusual instance of colon adenocarcinoma with 

extensivemediastinal lymph nodes metastasis.traitement involving a three months 

folfox panitumumab combination yielded a favorable partial response of 

approximately 50% on the metastasis,demonstrating a promising therapeutic 

outcome in this atypical presentation. 

7)LIST OF ABREVIATIONS: 

CAF:complete atrial fibrillation 

CEA :carcinoembryonic antigen 
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