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ABSTRACT
Synchronous carcinomas were first characterized in the early 1930s, 
with increasing reports documented in the literature since this time 
period. Common gastrointestinal tract synchronous carcinomas 
include colon and appendiceal malignancies, however this case 
identifies synchronous primary esophageal and ascending colon 
adenocarcinomas in a patient who initially presented with lower 
gastrointestinal bleeding. While synchronous carcinomas within the 
gastrointestinal tract have been elucidated in the literature previously, 
the specific incidence of synchronous esophageal and colon cancers 
is currently unknown, highlighting the uniqueness of this case. 
Employing immunohistochemical analysis during histopathologic 
examination is key to distinguishing each primary malignancy once 
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multiple discrete lesions are identified. Early recognition of multiple 
primary neoplasms is of utmost importance, as accurate staging of 
each malignancy type is vital for overall prognosis and available 
therapeutic interventions. 
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INTRODUCTION
Synchronous carcinomas in the same patient were first elucidated 
in the early 1930s[1]. Following this initial recognition, awareness 
of synchronous carcinomas coupled with advancements in medical 
technology have made diagnosis of two primary carcinomas from 
separate sites in the same time interval possible[2]. We present a 
case of newly diagnosed synchronous primary esophageal and 
ascending colon adenocarcinomas in a patient presenting with lower 
gastrointestinal bleed. 

CASE REPORT
A 74-year-old female with a history of abdominal aortic aneurysm 
repair on dual-antiplatelet therapy, chronic obstructive pulmonary 
disease (COPD) on continuous supplemental oxygen at four liters per 
minute, and tobacco abuse presented with complaints of bright red 
blood per rectum. Hemoglobin on presentation was 12.5g/dL, down-
trending to 9.0g/dL the following day. Esophagogastroduodenoscopy 
(EGD) revealed a nodule in the proximal esophageal mucosa, a 
submucosal lesion in the esophageal body roughly 30 centimeters 
from the entry point, and a hiatal hernia with initial pathology 
showing high grade dysplasia in Barrett mucosa (Figure 1). The 
patient denied further symptoms and her hemoglobin stabilized after 
one transfusion of packed red blood cells. Several days later, repeat 
EGD with endoscopic mucosal resection and colonoscopy showed 
Barrett’s esophagus, a distal esophageal mass at 30cm (Figure 



2), and synchronous colon masses in the ascending colon (Figure 
3). Initial pathology from EGD biopsies revealed Barrett mucosa 
leading to esophageal adenocarcinoma (Figure 4) with MLH1 and 
PMS2 mismatch repair (MMR) proteins intact, demonstrating 
nuclear positivity. Histopathologic analysis of the ascending colon 
mass revealed BRAF mutation positivity (Figure 5) along with 
loss of MLH1 and PMS2 MMR proteins, confirming a sporadic 
microsatellite unstable colonic adenocarcinoma. The patient was 
staged at T2N0 by endoscopic ultrasound with recommendations 
for esophageal resection and T2N0 colon adenocarcinoma with 
recommendations for hemicolectomy. Given the patient’s comorbid 
COPD with significant supplemental oxygen requirements 
and chronic hypercarbia, she was deemed not a candidate for 
esophagectomy, however successfully underwent elective right 
hemicolectomy with subsequent discharge home. 

DISCUSSION
Common synchronous carcinomas within the gastrointestinal tract 
include colon and appendiceal malignancies, followed by small 
bowel, gastric, and esophageal carcinomas[3,4]. Colonic neoplasias 
(up to 20%) are the most common synchronous cancers in patients 
with primary gastric cancer[5]; the incidence of esophageal and 
synchronous colon cancers is unknown. The colonic microsatellite 

Figure 1 EGD revealing a distal esophageal mass at 30 cm.
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Figure 2 Barrett mucosa with low grade and focal high-grade dysplasia 
20X.

Figure 3 Colonoscopy revealing an ascending colon mass.

Figure 4 Invasive adenocarcinoma with infiltrative small groups of highly 
atypical cells, 20X.

Figure 5 Ascending colon adenocarcinoma with BRAF positivity on 
immunohistochemical analysis, 10X.

instability seen in this case is distinct from the instability recognized 
in Lynch Syndrome. Additionally, the presence of MMR proteins in 
the esophageal adenocarcinoma juxtaposed with the loss of MMR 
proteins in the colonic adenocarcinoma help to confirm the individual 
mechanisms by which these two carcinomas evolved, highlighting 
the uniqueness of this patient’s presentation. Upon discovering 
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multiple primary malignancies, accurate staging along with 
immunohistochemical analysis is key to distinguish each primary 
cancer and determine appropriate therapy.
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