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Abstract: The management of patients with prostate cancer (PCa) and previous or synchronous
colorectal cancer (CRC) represents a challenging issue. A systematic review was performed in May
2022 to summarize available evidence about the diagnosis, management, and outcomes of these
patients. Twenty-seven studies involving 252 patients were identified. Overall, 163 (64.7%) and 89
(35.3%) patients had synchronous and metachronous PCa and CRC, respectively. In patients with
synchronous diseases, PCa treatment involved active surveillance in 1 patient, radical prostatectomy
(RP) in 36 patients, radiotherapy (RT) in 60 patients, RP plus RT in 1 patient, proton beam therapy
in 1 patient, and cryoablation in 1 patient. In patients with previous CRC treatment, prostate
biopsy was mostly performed by transrectal approach (n = 24). The trans-perineal and suprapubic
approaches were adopted in 12 and 6 cases, respectively. Surgical PCa treatment in these cases
involved endoscopic extraperitoneal RP, robot-assisted RP, and not otherwise specified RP in 30, 15,
and 2 cases, respectively. Biochemical recurrence rates ranged from 20% to 28%. Non-surgical PCa
treatment options included brachytherapy, RT plus androgen deprivation therapy, and RT alone in
23, 2 and 4 patients, respectively. PCa specific survival was reported by one study and was 100%.

Keywords: prostate cancer; colorectal cancer; synchronous cancer; metachronous cancer

1. Introduction

Prostate cancer (PCa) and colorectal cancer (CRC) represent two of the most com-
mon cancers in males contributing to 15% and 9% of new cancers, respectively [1–6].
The coexistence of both tumors has been frequently described. In their study, Enblad et al.
found a relative risk of 2.2 for the diagnosis of a second primary PCa within 1 year after
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the diagnosis of CRC [3]. Currently, there are well established separate guidelines for the
management of PCa and CRC patients. However, care standards for the management of pa-
tients with synchronous or metachronous PCa and CRC are still lacking, thus representing
a diagnostic and therapeutic challenge. From a diagnostic point of view, abdominoperineal
resection, often performed for the surgical treatment of CRC cancer, may represent a limi-
tation for conventional digital rectal examination and transrectal prostate biopsy. From a
therapeutic point of view, combining curative-intent management for both cancers can be
challenging given the anatomic proximity of both malignancies and overlapping toxicity
risks to surrounding tissues. Unfortunately, there are not enough data for guiding the
multidisciplinary strategy and there is a clinically unmet need in determining the preferred
treatment for synchronous or metachronous PCa/CRC [7]. Although in the late 1990s,
several case reports have been reported describing varying management approaches for
the treatment of synchronous CRC and PCa with favorable outcomes, in recent years, the
diagnostic and treatment algorithms for these cancers have significantly evolved [1–4,8–12].
The aim of the present systematic review is to summarize available evidence about the
diagnosis and treatment of PCa in patients with synchronous CRC or a history of CRC.

2. Materials and Methods

The present analysis was conducted and reported according to the general guidelines
recommended by the Primary Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) statement [13]. This protocol was registered in PROSPERO (CRD42022328291).

2.1. Literature Search

The search was performed in the Medline (US National Library of Medicine, Bethesda,
MD, USA), Scopus (Elsevier, Amsterdam, The Netherlands), and Web of Science Core Col-
lection (Thomson Reuters, Toronto, ON, Canada) databases up to May 2022. The following
terms were combined to capture relevant publications: “prostate cancer”, “colorectal can-
cer”, “rectal cancer”, “colon cancer” “synchronous”, “simultaneous”, and “metachronous”.
Reference lists in relevant articles and reviews were also screened for additional studies.
Conference abstracts were also considered.

2.2. Selection Criteria, Data Collection, and Statistical Analysis

Two authors (L.N. and G.C.) reviewed the records separately and individually to
select relevant publications, with any discrepancies resolved by a third author (M.C.).
To assess eligibility for the systematic review, PICOS (participants, intervention, com-
parisons, outcomes, and study type) criteria were used [14]. PICOS criteria were set
as follows: Participants—patients with PCa and concurrent of previous history of CRC;
Intervention—any therapy for PCa in case of history of CRC, any therapy for CRC and PCa
in case of simultaneous CRC and PCa; Comparator—none; Outcome—intraoperative and
peri-operative outcomes; Study types—conference abstracts, case reports, case series, retro-
spective and prospective studies. The following data were extracted from eligible studies:
first author, year of publication, study design, sample size, patients’ age, synchronous or
metachronous PCa, prostate specific antigen (PSA) levels, Gleason score (GS), PCa stage,
CRC location and stage, time from CRC treatment to PCa diagnosis, treatments for PCa and
CRC, operative time (OT), complications, estimated blood loss (EBL), length of hospital
stay (LOS), catheterization time, incidence of positive surgical margins, need for adjuvant
therapy, length of follow up, continence rates, PCa specific survival, overall survival (OS),
and PCa recurrence. The quality of included studies was assessed using the Jadad Score or
the Methodological Index for Non-Randomized Studies (MINORS) for randomized and
non-randomized studies, respectively [15,16]. The JBI tool was adopted to evaluate the
quality of case reports and case series [17]. Ethical approval and patient consent were not
required for the present study.
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3. Results

The search strategy revealed a total of 124 results. The screening of the titles and ab-
stracts determined 112 papers eligible for inclusion. Further assessment of eligibility, based
on the study of the full-text papers, led to the exclusion of 83 papers. Finally, 27 studies
involving 252 patients were included in the final analysis (Figure 1) [1,2,7,18–40]. Of these,
19 studies involved only patients with synchronous cancers, 5 studies involved only
metachronous PCa patients, and 3 studies involved mixed populations.
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Figure 1. Flow diagram of the systematic review.

3.1. Patient Demographics and Tumor Characteristics

Study characteristics, patients’ demographics and tumors’ features are summarized in
Table 1. Mean age ranged from 44 to 84 years. Mean PSA was reported in 24 studies and
ranged from 4.1 to 49.6 ng/mL. CRC and PCa were synchronous and metachronous in 163
(64.7%) and 89 (35.3%) patients, respectively. The most common CRC localization was the
rectum (alone in 138 patients and in combination with the sigmoid colon in 54 patients).

3.2. Synchronous PCa and CRC

Diagnostic features and treatment outcomes in patients diagnosed with synchronous
PCa and CRC are reported in Table 2. Mean PSA values ranged from 4.1 to 49.6 ng/dL.
Overall, GS was available in 90 patients (≤6, =7, and ≥8 in 19, 38, and 33 patients, re-
spectively). PCa treatment involved active surveillance in 1 patient, radical prostatectomy
(RP) in 36 patients (open radical prostatectomy (ORP), robot-assisted laparoscopic radical
prostatectomy (RALP), and not otherwise specified RP in 4, 3, and 29 patients, respectively),
radiotherapy (RT) in 60 patients, RP plus RT in 1 patient, proton beam therapy in 1 patient,
and cryoablation in 1 patient. Overall, androgen deprivation therapy (ADT) was prescribed
in 40 patients. None of the studies involving patients undergoing RP described the inci-
dence of positive surgical margins. Median follow-up ranged from 6 to 60 months. None of
the studies reported PCa specific survival.
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Table 1. Study characteristics and patients’ clinic demographic data.
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Baur,
1997 [18] CR Mo 1 65.0 S, 1 n/a n/a T3N0M0, 1 n/a T2N0M0, 1 n/a

Klee,
1999 [19] CS Mo 3 62.0 S, 3 7.0 6, 2

7, 1

pT2aN0Mx, 1
pT2cN0Mx, 1
pT3bN0Mx, 1

Re, 3
A *, 1
B *, 1
n/a, 1

n/a

Terris,
2001 [2] CS Hi 3 n/a S, 3 16.1

6, 1
(3 + 4), 1

8, 1

T1c,1
T2a, 1
T3, 1

n/a n/a n/a

Siu, 2001 [20] CS Mo 2 72.5 S, 2 8.4 6, 1
(4 + 3), 1

cT1cNxMx, 1
cT2aNxM0, 1 Re, 2 T3, 1

T4,1 n/a

Colonias,
2005 [21] CR Mo 1 58.0 S, 1 32.0 6, 1 T1cN0Mo, 1 Re,1 pT3N1M0, 1 n/a

Koutrouvelis,
2005 [22] R 12 5 64.0 M, 5 8.8

6, 3
7, 1
8, 1

T1c, 2
T2b, 1
T3a, 1
T3b, 1

Re, 5 n/a n/a

Jabbari,
2009 [23] CS Mo 6 66.5 M, 6 6.8

6, 2
(3 + 4), 2

8, 2

T1cN0M0, 3
T2N0M0, 2

T2bN0M0, 1
n/a, 6 n/a >5 yr

Ayhan,
2011 [24] CR Lo 1 84.0 S, 1 10 8, 1 T3aN0M0,1 Re, 1 T3N0, 1 n/a

Lin, 2011 [25] CS Mo 3 66.0 S, 3 49.6
(2 + 2), 1
(2 + 3), 1
(3 + 2), 1

T2N2M0, 1
T3N0M0,1
T3N1M0, 1

Mid Re, 3 B *, 2
C *, 1 n/a

Sharp,
2012 [26]

R 14 18

65.1 M, 12 6.8

6, 5
(3 + 4), 3
(4 + 3), 3
(4 + 4), 1

T1c, 10
T2a, 2

RS, 2
Sigmoid, 3

RC, 1
Re, 1

Multiple, 1
n/a, 4

TXN0M0, 2
TXNXMX, 2
TisN0M0, 2
T1N0M0, 1
T1N1M0, 1
T2N0M0, 1
T3N0M0, 2
T3N1M0, 1

n/a

63.0 S, 6 7.8
(3 + 4), 3
(4 + 3), 2
(4 + 4), 1

T1c, 3
T2a, 2
TX, 1

RS, 1
Sigmoid, 2

Re, 2
RC, 1

TisN0M0,1
T1N0M0, 3
T3N0M0, 1

n/a

Kavanagh,
2012 [1] R 11 12

70.8 S, 9
21.4 n/a n/a Low Re, 12 n/a

n/a

62.3 M, 3 >3 mo

Sturludottir,
2015 [27] R 16 29 73.8 S, 29 17.0 n/a n/a

Low Re, 8
Mid Re, 11
High Re, 7

T2, 3
T3, 12

T2/T3, 1
T4, 3

T3/T4, 1
N1, 13

n/a

Lavan,
2015 [6] R 13 10 68.0 S, 10 13.0

5, 1
6, 2

(3 + 4), 3
9, 4

TxN0, 1
T1cN0, 2
T1cNx, 1
T2cN0, 1
T2cNx, 1
T3bNx, 2
T3bN1, 2

Low Re, 2
Mid Re, 5
High Re, 3

T2N0, 2
T2N1, 1
T3N0, 4
T3N1, 1

T4bN0, 1

n/a

Kamiyama,
2015 [28] CR Mo 1 74.0 S, 1 n/a n/a pT2aN0M0, 1 Re, 1 pTisN0M0, 1 n/a
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Table 1. Cont.
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Park,
2016 [29] CR Mo 1 64.0 S, 1 4.1 (3 + 4), 1 pT2cN0, 1 Re, 1 pT3N0M0, 1 n/a

Owens,
2017 [30] CS Lo 6 73.5 S, 6 12.9

7, 3
8, 2
9, 1

T2cn0, 1
T3n0, 3
T3n1, 1

T3bn1, 1

n/a

T1N0, 1
T3N0, 2
T3N1, 2
T4N0, 1

n/a

Liu,
2017 [31] CS Mo 30 66.3 M, 30 13.4

6, 8
7, 20
8, 1

10, 1

pT2a, 2
pT2b, 8
pT2c, 14
pT3a, 2
pT3b, 1

Re, 30 pT1, 4
pT2, 26 6.3 yr

Gys,
2017 [32] CR Lo 1 61.0 S, 1 30.2 8/9, 1 T2cN1M0, 1 Sigmoid, 1 pT3N2bM0, 1 n/a

Basatac,
2018 [33] CR Lo 1 74.0 M, 1 4.8 8, 1 n/a Re, 1 n/a 5 yr

Villegas-
Otiniano,
2018 [34]

CR Mo 1 77.0 S, 1 24.8 (3 + 4), 1 n/a Re, 1 n/a n/a

Doussot,
2020 [7] R 16 25 71.0 S, 25 n/a n/a n/a Mid Re, 12

Low Re, 13

T0, 2
T1-T2, 10

T3, 11
T4, 2

N0, 17
N1, 7
N2, 1

M0, 24
M1, 1

n/a

Tey,
2020 [35] CR Mo 1 69.0 S, 1 20.0 (3 + 4), 1 T2bN0M0, 1 Re, 1 cT3N1M0, 1 n/a

Kojima,
2020 [36] CR Lo 1 44.0 S, 1 n/a n/a n/a Low Re, 1 T4bN1M0, 1 n/a

Jacobs,
2020 [37] R 13 54 67.0 S, 54 10.8

6, 8
(3 + 4), 8
(4 + 3),

10
8–9, 21

T1b-T1c, 16
T2a-T2c, 17
T3a-T3b, 9

N0, 46
N1, 2

n/a, 12
pT4aN2a, 1

M0, 46
M1, 2

RS, 54
T1, 14

T2-3, 31
T4, 9

n/a

Chiang,
2021 [38] CR Lo 1 65.0 S, 1 14.1 (4 + 3), 1 cT2aN0M0, 1 High Re, 1 cT2N2bM0 n/a

Dema,
2021 [39] R 13 21

67.3 S, 3 26.2 (3 + 4), 2
(4 + 5), 1

T1b, 1
pT3a, 1

pT4N1, 1

Re, 2
LC, 1

pT4aN1bM1c, 1
PT1N1a, 1
pT2N0, 1

n/a

71.8 M, 18 29.5

(2 + 4), 1
(3 + 3), 1
(3 + 4), 9
(4 + 3), 1
(4 + 4), 1
(4 + 5), 2
(5 + 4), 1
(5 + 5), 1

n/a, 1

T2c, 1
T1b, 2

pT3b, 1
pT4, 2
n/a, 12

Re, 4
RC, 4
LC, 11

pT1, 1
pT2N0, 4
pT3N0, 6
pT3N2a, 1
pT4aN0, 1
pT4aN2a, 1
pT4aN1b,2

pT4aN2aM1c, 1

64.5 mo
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Table 1. Cont.
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Luciani,
2021 [40] R 12 14 64.0 M, 14 n/a n/a n/a

LC, 6
RC, 4
Re, 4

pT0-T2N0, 5
pT3N0-1, 3
Benign, 4

n/a, 2

5 yr

CR: case report; CRC: colorectal cancer; CS: case series; GS: Gleason score; Hi: high; LC: left colon; Lo: low; M:
metachronous; Mo: moderate; n/a: not applicable; P: prospective; PCa: prostate cancer; R: retrospective; RC: right
colon; Re: rectum; RS: rectosigmoid; S: synchronous; yr: years; *: Dukes stage.

3.3. Metachronous PCa

The details of diagnosis, treatment modalities and outcomes of surgical and non-
surgical treatments for PCa in patients with a history of CRC are reported in Tables 3 and 4.

Mean PSA ranged from 4.8 to 29.5 ng/dL. The technique of prostate biopsy was
described in 42 cases, and it was mostly performed by transrectal approach (n = 24).
The transperineal approach was adopted in 12 cases. In six cases, computed tomography
was used to guide suprapubic biopsy. The time between CRC surgery and PCa diag-
nosis was described in eight studies and ranged from 1 month to 7 years. Overall, GS
was available in 71 patients (≤6, =7, and ≥8 in 20, 39, and 12 patients, respectively).
Surgical PCa treatment involved endoscopic extraperitoneal radical prostatectomy (EERPE)
in 30 patients, RALP in 15 patients, and not otherwise specified RP in 2 cases. Mean OT
ranged from 168 to 235 min. Conversion to open surgery was described in three patients
undergoing RALP. LOS ranged from 6.0 to 10.8 days and catheterization time ranged
from 6.0 to 7.8 days. None of the patients undergoing surgery required adjuvant therapy.
None of the studies described the incidence of positive surgical margins. Median follow-up
of patients undergoing surgery for PCa ranged from 6.0 to 53.1 months and biochemical
recurrence (BCR) rates ranged from 20% to 28%. Non-surgical PCa treatment options
included brachytherapy (BT) in 23 patients, radiotherapy (RT) plus ADT in 2, and RT alone
in 4 patients. ADT alone was prescribed in five cases. Median follow-up of patients under-
going non-surgical PCa treatment ranged from 18.6 to 85.7 months. PCa specific survival
was reported by one study and was 100% at a median follow-up of 85.7 months [26].
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Table 2. Diagnosis, treatment and outcomes in patients with synchronous PCa and CRC.
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Baur,
1997 [18] n/a NOS Biopsy, 1 ORP, 1 PRR, 1 n/a n/a 100 (24) n/a n/a n/a 24.0 n/a 100

Klee,
1999 [19]

DRE, 2
PSA, 3 NOS Biopsy, 3 ORP, 3 APR, 2

LAR, 1 n/a

Bowel
obstruction, 1

Rectal and
bladder neck

stricture, 1

100 (6) 1000.0 14.0 10.0 12.0 0 100

Siu,
2001 [20] PSA, 2 TRB, 2 RT, 2 CT, 1

RT, 1 n/a n/a n/a n/a n/a n/a 24.0 0 100

Colonias,
2005 [21] PSA, 1 TRB, 1 RT + ADT + RP, 1 CT + RT + 5FU + PS, 1 n/a 0 100 (14) n/a n/a n/a 14.0 0 100

Lin,
2011 [25] DRE, 3 TRB, 3 RRP, 3 LAR, 2

APR, 1 n/a 0 n/a n/a n/a n/a 22.6 n/a 66

Kavanagh,
2012 [1]

DRE, 7
MRI, 2 n/a

ADT, 3
AS, 1
RT, 4
RP, 1

CT, 1
AR, 1
RT, 1

APR, 1
PE, 1
PE, 1

RT + AR, 1
Palliation, 1

n/a

Wound
infection, 2

Intra-
abdominal
collection
requiring

radiological
drainage, 1
Foot drop, 1

n/a n/a n/a

n/a 8.5

BM, 1

25

33.0 26.4 60

Sharp,
2012 [26] n/a n/a RP, 6 n/a n/a n/a n/a n/a n/a n/a n/a n/a 100

Sturludottir,
2015 [27]

MRI, 14
DRE, 6
PSA, 2
n/a, 2

LUTS, 1
BM, 1

Incidental, 1

n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a 0 n/a
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Kamiyama,
2015 [28] n/a n/a RALP, 1 CT + RLAP, 1 545.0 n/a n/a 170.0 n/a 17.0 n/a 0 n/a

Lavan,
2015 [6] n/a TRB/TPB, 10 RT, 10

ADT, 4

PE, 1
AR, 7

APR, 1
5FU, 9
CT, 8

n/a

Proctitis, 2
Frequency/urgency, 4

Hesitancy, 1
Cystitis, 1

Diarrhoea, 1
Nocturia, 1

n/a n/a n/a n/a 26.0
BM, 2

Castrate resistant
disease, 1

90

Park,
2016 [29] n/a n/a RALP, 1 RLAR, 1 360.0 0 100 (5) 350.0 7.0 10.0 n/a 0 100

Owens,
2017 [30] n/a n/a ADT +

RT, 6

RT, 6
CT, 5

TAE, 1
n/a

Fatigue, 5
Pelvic pain, 4
Diarrhoea, 3

Constipation, 1
Anorexia, 1

Palmoplantar erythema,
1

n/a n/a n/a n/a n/a n/a n/a

Gys,
2017 [32] MRI, 1 n/a RALP, 1 TAE, 1 720.0 Bleeding peptic ulcer, 1 100 (1) 450.0 21.0 23.0 6.0 0 100

Villegas-
Otiniano,
2018 [34]

PSA, 1 n/a RT + ADT, 1 CT + RT, 1 n/a Perianal abscess, 1 n/a n/a n/a n/a 60.0 0 100

Tey,
2020 [35] DRE, 1 TRB, 1 ADT + RT + BT, 1 RT + CT + LAR, 1 n/a Cystitis, 1

Fatigue, 1 n/a n/a n/a n/a 12.0 0 100

Jacobs,
2020 [37] PSA, 54 n/a

RP, 17
RT, 10

ADT, 23
CA, 1

TURP, 1
n/a, 1

APR, 10
LAR, 24
TAE, 7
PE, 1

RT, 28

n/a

Pelvic/femur fracture, 1
Fistula, 4

Urosepsis, n/a
Erectile dysfunction, 6

Death, 2

n/a n/a n/a n/a 43.0

Biochemical
recurrence, 12

Castrate
resistance, 3

Metastases, 4

89.7
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Doussot,
2020 [7] n/a n/a

RT, 24
RP, 1

n/a, 1

AR, 15
APR, 4
AR, 1
PE, 5

n/a Death, 3
Anastomotic leak, 2 n/a n/a n/a 13.0 31.3 0 76

Kojima,
2020 [36] n/a n/a RALP, 1 CT + robotic LAR, 1 949.0 0 n/a 290.0 n/a n/a n/a 0 100

Chiang,
2021 [38] MRI, 1 NOS biopsy, 1 PBT+ RT + ADT, 1 RLAR + CT, 1 n/a

Bowel urgency and
frequency, 1

Urinary leakage, 1
Erectile dysfunction, 1

n/a n/a n/a n/a 37.0 n/a 100

Dema,
2021 [39]

PSA, 2
n/a, 1

NOS biopsy, 1
TURP, 1
Partial

prostatectomy, 1

RP + RT, 1
n/a, 2

Hartman, 1
LAR, 1
APR, 1

n/a n/a n/a n/a n/a n/a n/a n/a n/a

5FU: 5-fluouracil; ADT: androgen deprivation therapy; APR: abdominoperineal resection; AR: anterior resection; AS: active surveillance; BCR: biochemical recurrence; BM: bone
metastases; BT: brachytherapy; CA: cryoablation; CT: chemotherapy; DRE: digital rectal examination; EBL: estimated blood loss; Fu: follow-up; LAR: low anterior resection; LOS:
length of stay; LUTS: lower urinary tract symptoms; mo: months; MRI: magnetic resonance imaging; NOS: not otherwise specified; ORP: open radical prostatectomy; OS: overall
survival; OT: operative time; n/a: not applicable; PBT: proton beam therapy; PCa: prostate cancer; PE: pelvic exenteration; PRR: partial rectal resection; PS: proctosigmoidectomy; RALP:
robot-assisted radical prostatectomy; RLAR: robot-assisted low anterior resection; RP: radical prostatectomy; RT: radiotherapy; TAE: trans-anal excision; TRB: transrectal biopsy; TPB:
transperineal biopsy; TURP: transurethral resection of prostate; yr: years.
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Table 3. Diagnosis, management, and outcomes of surgery for PCa in patients with a history of CRC.
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Liu,
2017
[31]

n/a TRB, 24
TPB, 6 EERPE, 30 168.0 195.0 n/a Lymphocele,

1 10.8 7.8 53.1 86.7
(26) n/a 6

(20) n/a

Basatac,
2018
[33]

PSA +
MRI, 1 SPB, 1 RALP, 1 181.0 150.0 0 0 8.0 n/a 6.0 100

(3) 100 n/a n/a

Luciani,
2021
[40]

PSA, 14 NOS, 14 RALP, 14 235.0 450.0

Open con-
version, 3

Ileal
repair, 2

Anemia, 2
Persistent

drain
output, 1

UTI, 1

6.0 6.0 41.0 78
(12) n/a 4

(28) RT, 4

BCR: biochemical recurrence; CRC: colorectal cancer; CT: chemotherapy; EBL: estimated blood loss; EERPE:
endoscopic extraperitoneal radical prostatectomy; Fu: follow-up duration; LOS: length of hospital stay; mo:
months; MRI: magnetic resonance imaging; n/a: not applicable; NOS: not otherwise specified; OS: overall survival;
OT: operative time; PCa: prostate cancer; RALP: robot-assisted radical prostatectomy; RT: radiotherapy; SPB:
suprapubic biopsy; TPB: transperineal biopsy; TRB: transrectal biopsy; UTI: urinary tract infections; yr: years.

Table 4. Diagnosis, management, and outcomes of non-surgical treatments for PCa in patients with a
history of CRC.

Author, yr
PCa

Suspect
Type, n

PCa
Diagnosis

Type, n

PCa Treatment
Type, n

Radiation
Dose,
Gy, n

Complications
Type, n

Fu
mo

Median
BCR n (%) OS %

PCa
CSS
%

Koutrouvelis,
2005 [22] PSA, 5 SP, 5 BT, 5 144, 5

Urinary
retention and
ureteric stent
placement, 1

18.6 n/a 100 n/a

Jabbari,
2009 [23] PSA, 6 TP, 6 HDR BT, 6 36, 5

24, 1

Urethral
stricture, 1

LUTS, 4
26.0 1 (16.6) n/a n/a

Sharp, 2012 [26] n/a n/a BT, 12 145, 12 n/a 85.7 n/a 50 100

Kavanagh,
2012 [1] n/a n/a ADT, 2

EBRT + ADT, 1 74, 3 0 26.4 n/a 33 n/a

Dema,
2021 [39] n/a

NOS
biopsy, 13
TURP, 4
n/a, 1

RT + ADT, 1
RP + RT, 1

RP, 1
RP + RT, 1

ADT, 3
RT, 4

n/a, 8

n/a n/a n/a n/a n/a n/a

ADT: androgen deprivation therapy; BCR: biochemical recurrence; BT: brachytherapy; CRC: colorectal cancer; CSS:
cancer specific survival; EBRT: external beam radiotherapy; Fu: follow-up duration; LUTS: lower urinary tract
symptoms; mo: months; n/a: not applicable; NOS: not otherwise specified; OS: overall survival; PCa: prostate
cancer; RT: radiotherapy; SPB: suprapubic biopsy; TPB: transperineal biopsy; TURP: transurethral resection of
prostate; yr: years.

4. Discussion

The incidence of double/multiple primary malignant tumors has risen in the last
decades. PCa and CRC represent the most common cancers in males, and they are com-
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monly diagnosed at a mean age of 66 and 65 years, respectively. In recent years, an
improvement in the survival of patients diagnosed with these tumors has been observed
due to the early detection, the improvement of diagnostic techniques, and the use of new
therapies [39]. PCa diagnosis in patients with CRC may be simultaneous or metachronous.
Although the coexistence of PCa and CRC has been widely described, the pathophysiology
of this association is still under debate. The aggregation of these tumors within families is
probably due to a combination of both genetic and environmental factors, with environ-
mental exposures occurring earlier in life being more important. However, further studies
are needed to determine the relative contribution of genes and shared environment to the
risk of both cancers [41]. Similarly, data concerning the management of these patients are
scarce and available guidelines only consider the management of patients with individual
conditions [42,43].

Current options with curative intent to manage PCa patients include active surveil-
lance, RP and RT. The choice strongly depends on life expectancy, PCa risk group and
patients’ preference. To our knowledge, we performed the first systematic review of studies
evaluating the management and outcomes of PCa diagnosis and treatment in patients with
synchronous or metachronous CRC. Interestingly, most available data is about patients
with synchronous tumours. Of note, this condition is expected to increase in the next years
due to improved life expectancy, increased screening programs for both malignancies, and
increased use of pelvic magnetic resonance imaging [37]. Therefore, it has been recently
suggested to perform CRC screening in men aged ≥ 45 years with newly diagnosed non-
metastatic PCa prior to treatment [37]. For synchronous PCa and CRC, there are several
potential management alternatives: surgical excision of both tumors using conventional
or mini-invasive approaches, excision of the CRC and external beam RT for PCa, external
beam RT for both cancers, radio-chemotherapy followed by surgery for CRC combined
with ADT, or watchful waiting for PCa [39]. Simultaneous single-session resection of the
prostate and rectal cancer has been performed with both open and minimally invasive
approaches with acceptable results. In 1999, Klee et al. published their experience with a
small series of men who underwent simultaneous non-nerve-sparing radical retropubic
prostatectomy and abdominoperineal resection or low anterior resection of the rectum [19].
As underlined by Park et al., simultaneous robotic low anterior resection of the rectum
and RP represents a promising minimally invasive surgical option for patients with a
simultaneous diagnosis of PCa and rectal cancer [29]. Indeed, the assistance of the robot
system can allow higher precision and effectiveness in conducting combined procedures,
and both surgical teams can share the same port sites to perform both operations without
disturbing each operative strategy [29]. Issues concerning combined surgical procedures
that need to be further addressed include the cost-effectiveness and post-operative urinary
incontinence [29]. One of the concerns with combined RP and low anterior resection of
the rectum is the risk of fistula formation between the bladder and the bowel due to the
presence of overlying adjacent anastomoses [19]. Functional outcomes remain an issue
of concern. Nerve sparing is considered to be difficult, if not impossible, and might sig-
nificantly compromise wide resection of the rectal tumors. RT should be considered a
treatment option for the simultaneous treatment of both malignancies. Radiation dose
escalation represents one of the major concerns. Indeed, PCa disease-related outcomes
are improved with radiation dose escalation to levels higher than what is typically given
for rectosigmoid cancers. Therefore, complications associated with rectosigmoid surgery
such as anastomotic leak, fistula, or strictures can significantly increase [37]. Some authors
argue that the prognosis of patients with concomitant CRC and PCa mostly depends on
CRC evolution, and that the median follow-up might be too short to evaluate the oncologic
outcomes of PCa [7]. Interestingly, the low local CRC recurrence rate observed by some
authors raised the question of increased local control due to concurrent RP. However, this
association remains correlative rather than conclusive, and further studies are needed to
confirm this hypothesis [7]. It is not uncommon that CRC survivors will require a treatment
for PCa during their lifetime [40]. It has been reported that approximately one-sixth of
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men aged ≥ 50 years with > 10 years life expectancy undergoing PCa screening prior to
CRC surgery had synchronous PCa [37]. Moreover, screening colonoscopies in men with
newly diagnosed PCa identified synchronous CRC in > 3% of men [37]. Most patients
with metachronous PCa diagnosis underwent RP, and a minimally invasive approach was
adopted in most cases. Overall, OT associated with both EERPE and RALP were higher if
compared to published data in patients without history of CRC surgery. However, mean
EBL, LOS and catheter duration were within published ranges. It has been reported that
one of the major challenges of prostate surgery after previous CRC management is the
presence of periprostatic and intra-abdominal adhesions. Periprostatic adhesions may
render the identification of the plans challenging, especially during seminal vesicle and
endopelvic fascia dissection, and may compromise perioperative and functional outcomes
of prostatectomy. Intra-abdominal adhesions have been traditionally regarded as a relative
contraindication to minimal-invasive RP [31]. Indeed, history of abdominal surgery is
a predictor of adhesions, and autopsy studies revealed that intra-abdominal adhesions
appeared in approximately 90% of patients after abdominal surgery, thus leading to the
need for extensive adhesiolysis to allow trocar placement with the increased risk of bowel
injury [31]. Currently, RALP has become the main surgical option for the treatment of
PCa. Technological advances of robot-assisted laparoscopic surgery, such as improved
visualization and more controlled finer movements, are typically associated with better
dissection, thus potentially capable of reducing challenges associated with prostate surgery
in patients with previous major abdominal surgery or radiation [33]. Luciani et al. pub-
lished one of the most recent series on RALP in patients with a history of CRC surgery [40].
Overall, 14 RALP were performed after previous colorectal surgery (resection of the left
colon (n = 6), resection of the right colon (n = 4), resection of the rectum (n = 4)) after an
interval of 5 years. Interestingly, most prostatectomies were completed robotically (n = 11),
median blood loss was low, no major postoperative complication was reported, and hospi-
tal stay was in line with standards (all patients removed the catheter and were discharged
on postoperative day 6). Eleven (78%) patients were continent at 1 year. Four patients with
non-organ-confined disease (pT3a-b N0-1 Gleason score 8 or higher) experienced biochemi-
cal persistence or recurrence and underwent adjuvant RT during a median follow-up of
3.5 years [40]. Alternative options include RT and BT. The treatment of double/multiple
primary malignant tumors is a challenge for the medical and surgical teams. Issues to be
addressed include patients’ age, comorbidities, tumors’ risk category, preference of patients,
and the equipment of the hospital [39]. The present review represents the first attempt to
summarize in a systematic fashion available data related to the diagnosis, therapy, and
outcomes of PCa in patients with previous or concomitant CRC, an often-neglected sub-
set of patients whose epidemiological relevance is expected to increase in the next few
years. Available data show that the management of these patients can be safely achieved
with curative intent in a substantial percentage of patients. However, this review is not
devoid of limitations. They mostly reflect the drawbacks related to the literature on this
topic. Most series are small, retrospective, with short follow-up, and derive from a single
institution. Moreover, most studies have an uncontrolled design. Furthermore, significant
heterogeneity exists in terms of patient characteristics, treatment protocols, and outcomes
assessed. Treatment-related complications, one of the major surgical concerns in these
patients, are often reported in a non-standardized fashion. In everyday clinical practice, it
is advisable to plan the diagnostic work-up and therapeutical management in an individu-
alized fashion and within a multidisciplinary team, taking into account the particularities
of the case and the expertise of the treating center.

5. Conclusions

Despite the growing epidemiological relevance of double/multiple primary malignant
tumors, current evidence about the diagnosis, management, and outcomes of synchronous
or metachronous PCa in CRC patients remains suboptimal, deriving only from retrospective
small series and case reports. In patients with synchronous diseases, single-session RP,
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and CRC surgery, as well as RT with or without ADT, represent treatment options with
promising short-term oncologic PCa outcomes. In patients with a history of CRC who
receive a diagnosis of PCa, minimally invasive RP techniques have been investigated
with promising perioperative outcomes. RT with or without ADT represents a potential
alternative. However, the level of evidence is still suboptimal, and results from well
conducted, multi-institutional series with adequate follow-up are required.

Author Contributions: G.C. (Giuseppe Celentano), M.C. (Massimiliano Creta) and N.L. conceived
and designed the study; L.N., G.C. (Giuseppe Celentano) and M.C. (Massimiliano Creta) collected the
data; G.C. (Gianluigi Califano), C.C.R., F.M., F.F., L.C. and C.M. analyzed the data; M.C. (Massimiliano
Creta), G.C. (Giuseppe Celentano), L.N., V.M. and M.A. wrote the paper; C.S., A.S., A.C. and F.I.
reviewed the paper; R.L.R., M.C. (Marco Capece), F.D.B. and S.M., edited the paper. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Kavanagh, D.O.; Quinlan, D.M.; Armstrong, J.G.; Hyland, J.M.; O’Connell, P.R.; Winter, D.C. Management of synchronous rectal

and prostate cancer. Int. J. Colorectal Dis. 2012, 27, 1501–1508. [CrossRef]
2. Terris, M.K.; Wren, S.M. Results of a screening program for prostate cancer in patients scheduled for abdominoperineal resection

for colorectal pathologic findings. Urology 2001, 57, 943–945. [CrossRef]
3. Enblad, P.; Adami, H.O.; Glimelius, B.; Krusemo, U.; Påhlman, L. The risk of subsequent primary malignant diseases after cancers

of the colon and rectum. A nationwide cohort study. Cancer 1990, 65, 2091–2100. [CrossRef]
4. Siegel, R.; Naishadham, D.; Jemal, A. Cancer statistics, 2012. CA Cancer J. Clin. 2012, 62, 10–29. [CrossRef]
5. Capece, M.; Creta, M.; Calogero, A.; La Rocca, R.; Napolitano, L.; Barone, B.; Sica, A.; Fusco, F.; Santangelo, M.; Dodaro, C.; et al.

Does Physical Activity Regulate Prostate Carcinogenesis and Prostate Cancer Outcomes? A Narrative Review. Int. J. Environ. Res.
Public Health 2020, 17, 1441. [CrossRef]

6. Lavan, N.A.; Kavanagh, D.O.; Martin, J.; Small, C.; Joyce, M.R.; Faul, C.M.; Kelly, P.J.; O’Riordain, M.; Gillham, C.M.; Armstrong,
J.G.; et al. The curative management of synchronous rectal and prostate cancer. Br. J. Radiol. 2016, 89, 20150292. [CrossRef]

7. Doussot, A.; Vernerey, D.; Rullier, E.; Lefevre, J.H.; Meillat, H.; Cotte, E.; Piessen, G.; Tuech, J.J.; Panis, Y.; Mege, D.; et al. Surgical
Management and Outcomes of Rectal Cancer with Synchronous Prostate Cancer: A Multicenter Experience from the GRECCAR
Group. Ann. Surg. Oncol. 2020, 27, 4286–4293. [CrossRef]

8. Stanzione, A.; Ponsiglione, A.; Cuocolo, R.; Cocozza, S.; Picchi, S.G.; Stilo, S.; Persico, F.; Creta, M.; Longo, N.; Imbriaco,
M. Abbreviated Protocols versus Multiparametric MRI for Assessment of Extraprostatic Extension in Prostatic Carcinoma: A
Multireader Study. Anticancer Res. 2019, 39, 4449–4454. [CrossRef]

9. Di Lorenzo, G.; Zappavigna, S.; Crocetto, F.; Giuliano, M.; Ribera, D.; Morra, R.; Scafuri, L.; Verde, A.; Bruzzese, D.; Iaccarino,
S.; et al. Assessment of Total, PTEN-, and AR-V7+ Circulating Tumor Cell Count by Flow Cytometry in Patients with Metastatic
Castration-Resistant Prostate Cancer Receiving Enzalutamide. Clin. Genitourin. Cancer 2021, 19, e286–e298. [CrossRef]

10. Creta, M.; Celentano, G.; Napolitano, L.; La Rocca, R.; Capece, M.; Califano, G.; Collà Ruvolo, C.; Mangiapia, F.; Morra, S.; Turco,
C.; et al. Inhibition of Androgen Signalling Improves the Outcomes of Therapies for Bladder Cancer: Results from a Systematic
Review of Preclinical and Clinical Evidence and Meta-Analysis of Clinical Studies. Diagnostics 2021, 11, 351. [CrossRef]

11. Schoentgen, N.; Califano, G.; Manfredi, C.; Romero-Otero, J.; Chun, F.K.H.; Ouzaid, I.; Hermieu, J.F.; Xylinas, E.; Verze, P. Is it
Worth Starting Sexual Rehabilitation Before Radical Prostatectomy? Results From a Systematic Review of the Literature. Front.
Surg. 2021, 8, 648345. [CrossRef]

12. Scandurra, C.; Muzii, B.; La Rocca, R.; Di Bello, F.; Bottone, M.; Califano, G.; Longo, N.; Maldonato, N.M.; Mangiapia, F. Social
Support Mediates the Relationship between Body Image Distress and Depressive Symptoms in Prostate Cancer Patients. Int. J.
Environ. Res. Public Health 2022, 19, 4825. [CrossRef]

13. Page, M.J.; McKenzie, J.E.; Bossuyt, P.M.; Boutron, I.; Hoffmann, T.C.; Mulrow, C.D.; Shamseer, L.; Tetzlaff, J.M.; Akl, E.A.;
Brennan, S.E.; et al. The PRISMA 2020 statement: An updated guideline for reporting systematic reviews. BMJ 2021, 372, n71.
[CrossRef]

14. Schardt, C.; Adams, M.B.; Owens, T.; Keitz, S.; Fontelo, P. Utilization of the PICO framework to improve searching PubMed for
clinical questions. BMC Med. Inform. Decis. Mak. 2007, 7, 16. [CrossRef]

15. Jadad, A.R. Randomised Controlled Trials; BMJ Publishing Group: London, UK, 1998.

http://doi.org/10.1007/s00384-012-1465-z
http://doi.org/10.1016/S0090-4295(01)00943-8
http://doi.org/10.1002/1097-0142(19900501)65:9&lt;2091::AID-CNCR2820650934&gt;3.0.CO;2-M
http://doi.org/10.3322/caac.20138
http://doi.org/10.3390/ijerph17041441
http://doi.org/10.1259/bjr.20150292
http://doi.org/10.1245/s10434-020-08683-4
http://doi.org/10.21873/anticanres.13617
http://doi.org/10.1016/j.clgc.2021.03.021
http://doi.org/10.3390/diagnostics11020351
http://doi.org/10.3389/fsurg.2021.648345
http://doi.org/10.3390/ijerph19084825
http://doi.org/10.1136/bmj.n71
http://doi.org/10.1186/1472-6947-7-16


Diagnostics 2022, 12, 1475 14 of 15

16. Slim, K.; Nini, E.; Forestier, D.; Kwiatkowski, F.; Panis, Y.; Chipponi, J. Methodological index for non-randomized studies (minors):
Development and validation of a new instrument. ANZ J. Surg. 2003, 73, 712–716. [CrossRef]

17. Munn, Z.; Barker, T.H.; Moola, S.; Tufanaru, C.; Stern, C.; McArthur, A.; Stephenson, M.; Aromataris, E. Methodological quality of
case series studies: An introduction to the JBI critical appraisal tool. JBI Evid. Synth. 2020, 18, 2127–2133. [CrossRef]

18. Baur, H.; Frimberger, M.; Altwein, J.E. Simultaneous radical prostatectomy and partial rectum resection without colostomy. Eur.
Urol. 1997, 31, 380–381. [CrossRef]

19. Klee, L.W.; Grmoljez, P. Combined radical retropubic prostatectomy and rectal resection. Urology 1999, 54, 679–681. [CrossRef]
20. Siu, W.; Kapp, D.S.; Wren, S.M.; King, C.; Terris, M.K. External beam radiotherapy for synchronous rectal and prostatic tumors.

Urology 2001, 57, 800. [CrossRef]
21. Colonias, A.; Farinash, L.; Miller, L.; Jones, S.; Medich, D.S.; Greenberg, L.; Miller, R.; Parda, D.S. Multidisciplinary treatment of

synchronous primary rectal and prostate cancers. Nat. Clin. Pract. Oncol. 2005, 2, 271–274. [CrossRef]
22. Koutrouvelis, P.G.; Theodorescu, D.; Katz, S.; Lailas, N.; Hendricks, F. Brachytherapy of prostate cancer after colectomy for

colorectal cancer: Pilot experience. J. Urol. 2005, 173, 82–86. [CrossRef]
23. Jabbari, S.; Hsu, I.C.; Kawakami, J.; Weinberg, V.K.; Speight, J.L.; Gottschalk, A.R.; Roach, M., 3rd; Shinohara, K. High-dose-rate

brachytherapy for localized prostate adenocarcinoma post abdominoperineal resection of the rectum and pelvic irradiation:
Technique and experience. Brachytherapy 2009, 8, 339–344. [CrossRef]

24. Ayhan, S.; Ozdamar, A.; Nese, N.; Aydede, H. The synchronous primary carcinomas of the rectum and prostate. Indian J. Pathol.
Microbiol. 2011, 54, 800–802. [CrossRef]

25. Lin, C.; Jin, K.; Hua, H.; Lin, J.; Zheng, S.; Teng, L. Synchronous primary carcinomas of the rectum and prostate: Report of three
cases. Oncol. Lett. 2011, 2, 817–819. [CrossRef]

26. Sharp, H.J.; Swanson, D.A.; Pugh, T.J.; Zhang, M.; Phan, J.; Kudchadker, R.; Bruno, T.L.; Kuban, D.A.; Lee, A.K.; Choi, S.; et al.
Screening colonoscopy before prostate cancer treatment can detect colorectal cancers in asymptomatic patients and reduce the
rate of complications after brachytherapy. Pract. Radiat. Oncol. 2012, 2, e7–e13. [CrossRef]

27. Sturludóttir, M.; Martling, A.; Carlsson, S.; Blomqvist, L. Synchronous rectal and prostate cancer–the impact of MRI on incidence
and imaging findings. Eur. J. Radiol. 2015, 84, 563–567. [CrossRef]

28. Kamiyama, H.; Sakamoto, K.; China, T.; Aoki, J.; Niwa, K.; Ishiyama, S.; Takahashi, M.; Kojima, Y.; Goto, M.; Tomiki, Y.; et al.
Combined laparoscopic abdominoperineal resection and robotic-assisted prostatectomy for synchronous double cancer of the
rectum and the prostate. Asian J. Endosc. Surg. 2016, 9, 142–145. [CrossRef]

29. Park, M.; Kim, S.C.; Chung, J.S.; Park, S.H.; Park, S.S.; Oh, S.J.; Lee, D.; Rha, K.H.; Oh, C.K. Simultaneous robotic low anterior
resection and prostatectomy for adenocarcinoma of rectum and prostate: Initial case report. SpringerPlus 2016, 5, 1768. [CrossRef]

30. Owens, R.; Andrade, G.; Hyde, K.; Sabharwal, A.; Jacobs, C.; Muirhead, R. Treatment of synchronous rectal and prostate cancer
utilizing intensity-modulated radiotherapy (IMRT) with simultaneous integrated boost (SIB): Assessment of acute toxicity and
response. Ann. Oncol. 2017, 28 (Suppl. S3), iii132–iii133. [CrossRef]

31. Liu, Z.; Li, D.; Chen, Y. Endoscopic extraperitoneal radical prostatectomy after radical resection of pT1-pT2 rectal cancer: A report
of thirty cases. Wideochir. Inne Tech. Maloinwazyjne 2017, 12, 68–74. [CrossRef]

32. Gys, B.; Fransis, K.; Hubens, G.; Van den Broeck, S.; Op de Beeck, B.; Komen, N. Simultaneous laparoscopic proctocolectomy
(TaTME) and robot-assisted radical prostatectomy for synchronous rectal and prostate cancer. Acta Chir. Belg. 2019, 119, 47–51.
[CrossRef]

33. Basatac, C.; Akpinar, H. Robot Assisted Radical Prostatectomy in a Patient with Previous Abdominoperineal Resection and Pelvic
External Beam Radiation Therapy. Urol. J. 2018, 15, 134–136. [CrossRef]

34. Villegas-Otiniano, P.; Vásquez-Medina, J.; Benites-Zapata, V.A. Synchronous prostate and rectal cancer, a case report. Rep. Pract.
Oncol. Radiother. 2018, 23, 458–461. [CrossRef]

35. Tey, Y.Q.; Ravi, K.; Chong, C.S.; Chiong, E.; Ho, J.; Tey, J.C.S.; Ho, F. Management of locally advanced synchronous colorectal and
prostate cancers: A case report. Medicine 2020, 99, e20336. [CrossRef]

36. Kojima, Y.; Sakamoto, K.; Horie, S.; Tomiki, Y.; Kawai, M.; Okazawa, Y.; Tsuchiya, Y.; Kitamura, K.; China, T. Simultaneous
robot-assisted surgery for rectal cancer and prostatic lesions. J. Surg. Case Rep. 2020, 2020, rjaa338. [CrossRef]

37. Jacobs, C.D.; Trotter, J.; Palta, M.; Moravan, M.J.; Wu, Y.; Willett, C.G.; Lee, W.R.; Czito, B.G. Multi-Institutional Analysis of
Synchronous Prostate and Rectosigmoid Cancers. Front. Oncol. 2020, 10, 345. [CrossRef]

38. Chiang, J.S.; Yu, N.Y.; Sheedy, J.T.; Hayden, R.E.; Lemish, P.R.; Karlin, N.J.; Mishra, N.; Sio, T.T. Radiotherapeutic Management of
Synchronous Prostate and Rectal Cancers Using Proton Beam Therapy. Int. J. Part. Ther. 2021, 8, 82–88. [CrossRef]

39. Dema, S.; Bota, A.; Tăban, S.M.; Gheju, A.; Dema, A.L.C.; Croitor, A.; Barna, R.A.; Popa, O.; Bardan, R.; Cumpănas, , A.A. Multiple
Primary Tumors Originating from the Prostate and Colorectum A Clinical-Pathological and Therapeutic Challenge. Am. J. Men’s
Health 2021, 15, 15579883211044881. [CrossRef]

40. Luciani, L.G.; Mattevi, D.; Puglisi, M.; Processali, T.; Anceschi, U.; Lauro, E.; Malossini, G. Robotic-assisted radical prostatectomy
following colo-rectal surgery: A user’s guide. J. Robot. Surg. 2022, 16, 189–192. [CrossRef]

41. Beebe-Dimmer, J.L.; Yee, C.; Paskett, E.; Schwartz, A.G.; Lane, D.; Palmer, N.R.A.; Bock, C.H.; Nassir, R.; Simon, M.S. Family
history of prostate and colorectal cancer and risk of colorectal cancer in the Women’s health initiative. BMC Cancer 2017, 17, 848.
[CrossRef]

http://doi.org/10.1046/j.1445-2197.2003.02748.x
http://doi.org/10.11124/JBISRIR-D-19-00099
http://doi.org/10.1159/000474488
http://doi.org/10.1016/S0090-4295(99)00201-0
http://doi.org/10.1016/S0090-4295(00)01126-2
http://doi.org/10.1038/ncponc0173
http://doi.org/10.1097/01.ju.0000146043.65229.9b
http://doi.org/10.1016/j.brachy.2009.02.004
http://doi.org/10.4103/0377-4929.91513
http://doi.org/10.3892/ol.2011.323
http://doi.org/10.1016/j.prro.2011.11.010
http://doi.org/10.1016/j.ejrad.2014.12.030
http://doi.org/10.1111/ases.12265
http://doi.org/10.1186/s40064-016-3456-y
http://doi.org/10.1093/annonc/mdx261.370
http://doi.org/10.5114/wiitm.2017.66475
http://doi.org/10.1080/00015458.2017.1411550
http://doi.org/10.22037/uj.v0i0.3912
http://doi.org/10.1016/j.rpor.2018.08.002
http://doi.org/10.1097/MD.0000000000020336
http://doi.org/10.1093/jscr/rjaa338
http://doi.org/10.3389/fonc.2020.00345
http://doi.org/10.14338/IJPT-20-00087.1
http://doi.org/10.1177/15579883211044881
http://doi.org/10.1007/s11701-021-01228-1
http://doi.org/10.1186/s12885-017-3873-5


Diagnostics 2022, 12, 1475 15 of 15

42. Mottet, N.; van den Bergh, R.C.N.; Briers, E.; Van den Broeck, T.; Cumberbatch, M.G.; De Santis, M.; Fanti, S.; Fossati, N.;
Gandaglia, G.; Gillessen, S.; et al. EAU-EANM-ESTRO-ESUR-SIOG Guidelines on Prostate Cancer—2020 Update. Part 1:
Screening, Diagnosis, and Local Treatment with Curative Intent. Eur. Urol. 2021, 79, 243–262. [CrossRef]

43. Benson, A.B.; Venook, A.P.; Al-Hawary, M.M.; Arain, M.A.; Chen, Y.J.; Ciombor, K.K.; Cohen, S.; Cooper, H.S.; Deming, D.; Farkas,
L.; et al. Colon Cancer, Version 2. 2021, NCCN Clinical Practice Guidelines in Oncology. J. Natl. Compr. Cancer Netw. 2021, 19,
329–359. [CrossRef]

http://doi.org/10.1016/j.eururo.2020.09.042
http://doi.org/10.6004/jnccn.2021.0012

	Introduction 
	Materials and Methods 
	Literature Search 
	Selection Criteria, Data Collection, and Statistical Analysis 

	Results 
	Patient Demographics and Tumor Characteristics 
	Synchronous PCa and CRC 
	Metachronous PCa 

	Discussion 
	Conclusions 
	References

