A 78-year-old man presented with anemia
and melena in 2010. His past history in-
cluded resection of a sigmoid carcinoma
in 1997. Colonoscopies in 1999 and 2000
had shown polyps. A repeat colonoscopy
for anemia in 2001 had shown two interval
cancers in the ascending and transverse
colon, and a right hemicolectomy had
been performed. Surveillance colonosco-
pies in 2002, 2003, and 2005 showed only
hyperplastic polyps in 2003.

Colonoscopy in 2010 revealed hyperplas-
tic and adenomatous polyps of various
sizes and three cancers in the remaining
colon (© Fig. 1).

The polyps were easily visualized; the
cancers were all discovered in fixed folds
from prior surgery making visualization
very difficult. The histology of each cancer
was different. Immunohistochemistry
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showed loss of MLH1 and PMS2 for all
cancers, which confirmed that the patient
had Lynch syndrome [2].

This patient developed six individual co-
lon cancers over a 13-year period; five of
the six cancers developed during surveil-
lance. We propose two possible explana-
tions for this: (i) the cancers grew un-
usually fast, or (ii) cancers or precursor
lesions were missed during preceding
colonoscopies [3,4]. As the two cancers in
2001 were discovered after an interval of
only 11 months since the previous colo-
noscopy, we believe that they were mis-
sed. It is likely that lesions were missed in
2005 as well, as all three cancers discov-
ered in 2010 were located inside of or
proximal to fixed folds related to previous
surgeries, which made discovery difficult.
In addition, it is highly improbable that
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this patient with two mutations associat-
ed with Lynch syndrome did not develop
any polyps for 5 years, and then presented
with the entire range of lesions in 2010, as
he had done previously in 2001.

What can we learn from this case? First,
Lynch syndrome should have been diag-
nosed in 2001. Second, the colonoscopy
interval for this patient should have been
1-2 years, especially given the occur-
rence of two interval cancers in 2001
within 11 months of the previous colo-
noscopy. Finally, complete inspection
with removal of all mucosa or polyps that
appear abnormal is critical in the preven-
tion of additional colorectal cancer in pa-
tients with a history of colorectal cancer
and in particular with Lynch syndrome.
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Fig. 1 Three cancers of the colon discovered in 2010. Top row: The initial endoscopic view of each cancer. Middle row: The best endoscopic view of each
cancer. Bottom row: Histological appearance of each cancer (hematoxylin and eosin [H&E]). Pathological diagnosis and tumor grade [1] are shown below the

images for each cancer.
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