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Case Report
A case of colorectal cancer in a 14 year old boy
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SUMMARY

A 14-year-old boy presented with signs and symptoms of acute abdomen in a rural hospital, and at 
laparotomy was found to have right sided colorectal cancer (CRC).  CRC is thought to be a disease of old 
people but can occur in the paediatric population with lesser incidence but similar signs and symptoms 
compared to the former population. Studies have shown that CRC in the young population has unfavorable 
histology, is aggressive and presents at advanced stage with poor outcome. Ideally, CRC in the young must 
be treated as early as possible in a multidisciplinary approach.
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INTRODUCTION

Adenocarcinoma of the colon is the most common 
cancer of the gastrointestinal tract (GIT). 1 Colorectal 
cancer (CRC) is a disease primarily affecting the 
old population. 2 Approximately 150,000 new 
cases are diagnosed annually in the United States; 
only 0.053% of these are younger than 20 years 
old. 3 In a retrospective study done at St Jude 
pediatric Hospital, of 10,968 patients evaluated 
between  February 1964 and September 2003, 
only 0.9% (97) had epithelia neoplasm and only 
81 had CRC. 4  In children, CRC is the second 
most common cancer of the alimentary tract after 
liver tumors with an incidence of 1.3-2 cases per 
million population.1,5 Most patients present during 
the second decade of life.1,6-7 The development of 
carcinoma of the colon in general appears to be 
associated with several predisposing factors, among 
them:  familial polyposis, hereditary nonpolyposis, 
inflammatory bowel disease (ulcerative colitis), 
previous ureterosigmoidostomy, previous radiation/
chemotherapy and diet factors (high fat or low fibers 
diets).

CASE REPORT

A 14-year-old boy from Mojo, an industrial town 
located 70 km from the capital of Ethiopia - Addis 
Ababa - on the way to Djibouti; presented in Adama 
Hospital with 3 days history of abdominal pain, 
nausea, vomiting ingested materials, and inability 
to pass flatus. He gave a history of presenting 
several times to a nearby clinic with long standing 
changing bowel habit, abdominal discomfort, 
anorexia, weight loss, weakness and constipation 
before developing the current signs and symptoms 
of acute abdomen. There was no history of a similar 
illness in the family. Laparotomy was done for 
acute abdomen and intraoperatively a mass of 8 by 
6 cm was found in the ascending colon with signs 
of obstruction and omental deposit. Excision of the 
mass and colostomy were done. A month later the 
patient was referred to our oncology center with a 
biopsy result which confirmed poorly differentiated 
mucinous adenocarcinoma (Figure 1). On physical 
examination he had a good performance status, 
stable vital signs, a healed post-operative midline 
scar, a well functioning colostomy and normal 
rectal examination. Metastatic workup did not 
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show any signs of metastasis. A tumor marker for 
gastrointestinal tumor Carcinoembrionic antigen 
(CEA) was 150 ng/ml. 

He was started on palliative chemotherapy 
(according to departmental protocol: leucovorin 
20mg/m2 and 5-fluorouracil 375 mg/m2 day 1-5 to 
be repeated every 28 days) but while he was on 
chemotherapy he developed metastatic skin seeding 
of the surgical scar. The tumor marker CEA was 
elevated up to 273 ng/ml. After excision of the 
seeding mass on the scar (histology, Figure 2), 
he  received local radiotherapy and continued with 
chemotherapy. At seven months of follow-up he 
presented with progressive disease and died.

DISCUSSION

CRC in young patients (age 21 years or younger) is 
rare and has a well-recognised aggressive, often fatal 
course, but the genetic origin and developmental 
biology of this disease are poorly understood.8-10 

In Ethiopia due to lack of national cancer registry, 
the pattern and the outcome of this GIT cancer is 
unknown. A prospective 5-year study in the period 
1992-1996 done in one of our referral central 
hospitals (Tikur Anbesssa Specialised Hospital) 
showed that a total of 534 patients were diagnosed to 
have GIT cancer of whom 437 were analysed.  The 
mean age of all the GIT cancer cases was 52, and 
32.5% of them were esophageal cancer, 30% CRC, 
22 % gastric cancer and 15.5% pancreatobiliary 
cancer.11 Initial signs and symptoms of CRC are 
similar in both paediatric and adult patients.12  The 
strikingly higher frequency of mucinous histology 
suggests that the biology of CRC differs in paediatric 
and adult patients and may contribute to poor 
outcomes. 12 Our patient had no positive family 
history, and no history of exposure to radiation and 
chemicals. Notably, he gave a history of multiple 
visits to a primary health facility which did not assist 
in identifying his problem until he presented acutely. 

A study done in California 2 in the USA confirmed, 
in an ethnically diverse population, that CRC 
tends to be advanced, aggressive, and frequently 
non-operable at the time of diagnosis in the 
young population. In this particular study, 44% of 
the lesions were right-sided in the young group 
compared with 21% in the older group. Advanced 
tumor (Stage T3 or T4) was noted in 87.8% of 
the young and 63% of the older patients. Poorly 
differentiated tumor grade was more common 
in young patients as well as mucinous/signet 
ring characteristics. In addition, this particular 
study found that young patients had an increased 
likelihood of a family history and because of 
advanced disease on presentation, almost all of them 
were nonoperable at time of diagnosis. Our patient 
had right sided CRC, aggressive mucinous type of 
histology and advanced stage with omental deposits, 
which correlate with the findings of this study except 
family history.

Figure 1. Histopathology of mass from ascending colon.  
Poorly differentiated mucinous adenocarcinoma. 

Figure 2. Histopathology of scar excision. Poorly 
differentiated mucinous adenocarcinoma. 
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In Memorial Sloan-Kettering Cancer Center 13,14 a 
study done on young patients with CRC to assess 
the hereditary basis of this disease showed that 76% 
of patients had sporadic CRC (22 of 29 patients). 
In contrast to the above study done in California 2, 
most patients had no clinical features suggestive of 
hereditary CRC other than a young age at on onset. 
13,14 It is important for physicians to recognize the 
poor outcome of CRC in the younger population and 
consider an aggressive approach to diagnosis and 
early treatment. 15

Sporadic colon cancer in young patients is an 
aggressive disease whose morphology and 
natural history differ from patients with familial 
adenomatous polyposis, hereditary nonpoloposis 
CRC, and adult CRC. The tumor appears to develop 
by means of either of two pathways: one involving 
a tumor suppressor or loss of heterozygosity and the 
other involving a mutation. 14 However, it is likely 
that other genetic or developmental factors account 
for the aggressive course and poor outcome of this 
disease.  The other reasons for poor survival are 
likely to be delayed diagnosis, advanced clinical 
stage at presentation, and increased incidence of 
high-grade tumors. The increased frequency of 
mucinous variety and the preponderance of right-

sided lesions contribute to the advanced stage at 
diagnosis.1,16

CONCLUSION 

CRC is very rare in the young, but has similar 
clinical presentation and clinical findings to CRC 
in adults. Most paediatric CRC is sporadic, shows 
mucinous histology, is right sided, is locally 
advanced and/or metastatic and has poor prognosis. 
Because of all these factors, CRC in the young must 
be treated as early as possible in a multidisciplinary 
approach.
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