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COLORECTAL CANCER AND SITUS 
INVERSUS TOTALIS: CASE REpORT

Câncer colorretal e situs inversus totalis: relato de caso
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INTRODUTION

Situs inversus totalis is a rare congenital condition 
that occurs in one out of 4000–20000 people, 
characterized by complete transposition of the 

thoracic and abdominal viscera1-14. In contrast, situs solitus is 
a term that refers to the normal arrangement of body organs. 
Any disposition of organs between these two extremes is 
designated by situs ambiguous, situs transversus or situs 
inversus partialis8.

The etiologic nature of this anomaly is not known. This 
condition is typically associated with normal life expectancy 
unless a gastrointestinal or cardiac anomaly is present 2,8. 
The typical cardiac anomaly has from 3–5% incidence, is 
transposition of the great vessels, and 80% of these patients 
have a right sided aortic arch5. Other vascular anomalies are 
variation of celiac trunk and superior mesenteric artery4. There 
are also anomalies of the gastrointestinal system to include 
biliary tree atresia, duodenal atresia, preduodenal portal 
vein, colonic aganglionosis, malrotation of the intestine, 
polysplenia/asplenia, anular pancreas, diaphragmatic 
hernia and others4,5. Moreover, it may be associated with 
clinical syndromes, like Kartagener’s (situs inversus, chronic 
rhinosinusitis and bronchiectasias)14.

This anomaly is not a premalignant condition. However, 
many cases of malignant neoplasms and situs inversus totalis 
have been reported, especially gastric cancer8. Association 
between colorectal cancer and situs inversus totalis is rare.

CASE REpORT

Man with 74 years-old, white, ex-alcoholic and smoker 
had family history  essentially negative for either situs inversus 
totalis, familial and hereditary disease or colorectal cancer. 
The patient didn´t know he had situs inversus totalis. He had 
a history of abdominal pain in left hemiabdome, asthenia and 
mucocutaneous pallor for the last two years. He had normal 
physical examination, except for pale mucous membranes, 
heart sounds audible in the right chest and slightly painful on 
palpation of the left abdomen. Abdominal ultrasound showed 
only abdominal situs inversus and colonoscopy demonstrated 
sub-oclusive lesion in hepatic angle of the colon, which 

ABCDDV/1064 biopsy revealed moderately differentiated adenocarcinoma. 
His carcinoembryonic antigen was 1,8 ng/dL. ECG and 
chest radiography indicated dextrocardia. Computerized 
tomography showed complete transposition of abdominal 
viscera, confirming situs inversus totalis (Figure 1). 

 
Li=liver; St=stomach; Sp=spleen; Ao=aorta

FIGURE 1 - Chest x-ray film shows dextrocardia and findings 
of inversion of the abdominal organs in 
abdominal computed tomography

FIGURE 2 - Surgical abdominal findings: A) liver in the 
left upper part; B) appendix in lower left; 
C) duodenojejunal angle to the right; D) 
gallbladder in the left upper part; E) spleen 
and great curvature of the stomach in the right 
upper position; F) resected specimen showing  
a ulcerated mass in hepatic flexure of the colon.
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According to these findings, a proximal hemicolectomy 
was carried out with lymph nodal dissection followed by 
ileocolic anastomosis. The cavity inventory at laparotomy 
showed situs inversus abdominal and presence of spherical 
and hard lesion in the hepatic flexure of colon (Figure 2) with 
absence of macroscopic metastatic involvement. 

Anatomopathological evaluation (Figure 2) confirmed 
tubular adenocarcinoma, moderately differentiate; presence of 
perineural invasion; vascular and angiolymphatic involvement 
were absent. TNM staging was T3N0M0, stage IIA. 

Postoperative course was uneventful and he was 
discharged from the hospital on the 4th day after operation. 
He began adjuvant Mayo Clinic regimen, but stopped in the 
4th cycle due toxicity of the gastrointestinal tract. Up to the 
moment of this writing, no sign of recurrence or metastasis 
has been observed.

DISCUSSION

In the literature, there are 13 cases recognized about 
this issue, making a total of 14 cases, by adding this report. 
Enrolling all papers, colorectal cancer was more frequent in 
women (n= 9; 64%) than men (n=5; 36%). The age ranged from 
41- 78 years, mean of 63,71 and median of 61,5 (SD=±10,40). 
Adenocarcinoma was the histological type present in all cases. 
Regarding the location of the tumor, there was a predominance 
of the transverse colon (n=6; 43%), with emphasis on hepatic 
flexure of the colon (n=5; 36%), followed by ascending colon 
(n=4; 29%), rectum (n=3; 21%) cecum and sigmoid colon (n=1; 
7% in both topographies). Grouping the tumors in the right 
colon (proximal to splenic flexure of the colon) and left (from 
the splenic flexure of the colon), noted a prevalence of 79% 
and 21%, respectively, with statistical significance (p=0.029), 
according to an exact test for proportion and level of 
significance was α=0.05. Regarding the surgical procedure, 10 
(71%) patients underwent proximal  hemicolectomy, and one 
case each (7%) of rectosigmoidectomy, abdomino-perineal 
amputation, transversectomy and decompression colostomy. 
Laparotomic surgical procedure accounted for 93% and only 
one case was operated by laparoscopic approach (7%)8.

Surgical procedures are considered more difficult in 
patients with situs inversus than other patients because of 
different anatomic position of organs, especially in laparoscopic 
surgery3. 

The preoperative evaluation for situs inversus includes 
two main objectives: evaluation for gastrointestinal and 
cardiac anomalies and orientation of the viscera. The extent of 
evaluation should be based on the complexity of the procedure. 
Anomalies should be defined by using various imaging 
technologies to determine appropriate surgical treatment 
and decrease surgical difficulties and time4,5. Furthermore, the 
risk of occurrence of intra-operative complications is higher 
in comparison with the procedures of patients without situs 
inversus totalis1. Besides, incorrect surgical incision and a 
second operation are avoided2.
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INTRODUCTION

Endometrial tissue localized outside the uterine 
cavity is defined as endometriosis. It commonly 
has been demonstrated in the ovaries, peritoneal 

surfaces, vagina, scar tissues, cervix, fallopian tubes, rectum, 
urinary tract, pouch of Douglas and possibly any organ 
in the abdomen1. The estimated prevalence reported in 
literature ranges from 8-15%2. Extra-pelvic localization of 
endometriomas are relatively rare. Especially abdominal 
wall placements are very infrequent. Usually such cases are 
associated with surgical scars3. The proposed mechanisms 
that have been put include retrograde menstruation, venous 
or lymphatic dissemination or metastasis, and mechanical 
transplantation into scars at the time of surgery4. 
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