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BACKGROUND: Synchronous isolated external iliac lymph node metastasis of ascending colon cancer is 

extremely rare, and its treatment strategy has not been established. In this report, we present a case of long-

term survival after surgical resection and adjuvant chemotherapy for ascending colon cancer with 

synchronous isolated right external iliac lymph node metastasis. CLINICAL CASE: A 65-year-old woman 

with anorexia and anemia was referred to our hospital. Colonoscopy and computed tomography revealed a 

three-quarter circumferential type 2 tumor from the cecum to the ascending colon, along with regional and 

right external iliac lymph node swelling. We diagnosed ascending colon cancer with right external iliac 

artery lymph node metastasis. An open right hemicolectomy with D3 and right external iliac lymph node 

dissections were performed. Results of histopathological examination showed that both lymph nodes were 

metastasized from ascending colon cancer. The patient received eight courses of capecitabine and 

oxaliplatin therapy as adjuvant chemotherapy. At 60 months after surgery, the woman has not had a 

recurrence. CONCLUSIONS: Surgical resection and adjuvant chemotherapy may be an effective treatment 

strategy for synchronous isolated right external iliac lymph node metastases from ascending colon cancer. 

 

Colorectal cancer (CRC) is one of the leading causes of cancer deaths [1]. Several chemotherapy agents have 

been successfully applied over the past two decades, with a significantly prolonged median overall survival (OS) 

of approximately 30 months, including in patients with distant metastases from CRC [2–4]. In CRC, surgical 

resection has been shown to improve prognosis for liver and lung metastases, with a median OS of up to 65.4 [5] 

and 69.5 [6] months, respectively, and surgical resection of the primary tumor and metastases is considered 

standard treatment if resectable. On the other hand, the indication for perioperative chemotherapy for metastatic 

CRC remains a subject of controversy. Trials such as the EORTC 40983 [7] and JCOG0603 [8], which tested the 

efficacy of perioperative and adjuvant chemotherapy in liver resection for liver metastases from CRC, 

demonstrated significant prolongation of progression-free and disease-free survival, respectively, but failed to 

show an improvement in OS. Nevertheless, perioperative chemotherapy is often administered in clinical practice 

to treat liver and lung metastases of CRC despite the lack of evidence to support improved OS. Among distant 

lymph node metastases from CRC, para-aortic lymph node metastases are most common, while external iliac 

lymph node metastases are extremely rare. Hence, the lack of sufficient cases of external iliac lymph node 

metastases makes it challenging to establish standard surgical indications and perioperative chemotherapy 

strategies. In this report, we present a case of long-term survival following surgical resection and adjuvant 

chemotherapy for ascending colon cancer with synchronous isolated right external iliac lymph node metastasis. 

 

CLINICAL CASE 

Informed consent was obtained from the patient for publication of this case report and accompanying images. 

A 65-year-old woman was referred to our hospital for further examination and treatment due to anorexia, anemia, 

and a positive fecal occult blood test. Hematobiochemical examination revealed a serum hemoglobin level of 6.5 

g/dL. Carcinoembryonic antigen level was elevated to 10.9 ng/mL, and the CA-19-9 level was within the reference 

range at 6.0 U/mL. Colonoscopy revealed a three-quarter circumferential type 2 tumor extending from the cecum 

to the ascending colon, histologically defined as a moderately differentiated adenocarcinoma (Figure 1a). Contrast-
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enhanced computed tomography revealed circumferential wall thickening from the cecum to the ascending colon 
and regional lymph node swelling (Figure 1b), and a mass with a diameter of up to 45 mm on the right external 

iliac artery (Figure 1c).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Accordingly, we diagnosed ascending colon cancer with right external iliac artery lymph node metastasis. We 

determined that both the primary tumor and the metastasis to the right external iliac lymph node were resectable 

[9]. An open right hemicolectomy with D3 and right external iliac lymph node dissections were performed. 

Intraoperatively, thickening of the lateral parietal peritoneum of the cecum was observed; therefore, the parietal 

peritoneum and part of the retroperitoneal fat in the affected area were also resected together with the colon. The 

right external iliac artery was accessed via an extraperitoneal approach through a median abdominal incision and 

the mass ventral to the artery was removed (Figure 2a). Notably, the mass had not invaded the arteries. The 

operative time was 261 min, and the blood loss was 135 mL. The surgical specimen showed an almost entirely 

circumscribed type 2 tumor (95 × 75 mm) extending from the cecum to the ascending colon (Figure 2b). The right 

external iliac lymph node (45 × 40 mm) was stony hard (Figure 2c). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.  Colonoscopy revealed a type 2 tumor 

in the ascending colon (a). CT scan 

showing wall thickening and pericolic 

fat stranding from the ascending colon 

to the cecum (b, red arrow). CT scan 

showing a 4.5 cm mass on the anterior 

side of the right external iliac vessels 

(c, red arrow). 

Figure 2.  The patient underwent right external 

iliac lymph node dissection (a, red 

arrow). Surgical specimen showing a 

type 2 tumor (95 × 75 mm) in the 

ascending colon and cecum (b). The 

right external iliac lymph node (45 × 

40 mm) was stony hard (c). 
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Hematoxylin and eosin staining showed a moderately differentiated adenocarcinoma with subserosa invasion 

in the ascending colon (Figure 3a). In the four pericolic and two right external iliac lymph nodes, a small amount 

of lymph node structure was left behind, and a moderately differentiated adenocarcinoma was found, which was 

subsequently diagnosed as a metastasis from the ascending colon cancer (Figure 3b, c).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The patient was finally diagnosed with stage IV (T3N2aM1a) colon cancer, according to the Union for 

International Cancer Control 8th edition. The postoperative course was uneventful, and the patient was discharged 

on postoperative day 16. As adjuvant chemotherapy, the patient received eight courses of capecitabine and 

oxaliplatin therapy. As of 60 months postoperatively, the patient had not had a recurrence. 

 

DISCUSSION 

In right-sided colon cancer, metastasis to the right external iliac lymph nodes is extremely rare. To date, only 

four cases of right-sided colon cancer and isolated external iliac and/or inguinal lymph node metastasis resection 

have been described [10–13] (Table I).  

 
Table I. Cases of right external iliac and/or inguinal lymph node metastasis from right-sided colon cancer 

No. Author, 

Year 

Age,  

Sex 

Tumor 

location 

pT, 

pN 

Invasion  Interval Chemotherapy Follow-up 

1. Uehara [10], 

2007 

67, 

M 

C pT4b, 

NX 

Abdominal 

wall 

Meta, 

17 mo 

Pre-recurrence Disease-free,  

18 mo 

2. Hara [11], 

2013 

67, 

M 

C pT4b, 

pN1 

Abdominal 

wall 

Meta, 

36 mo 

Pre-recurrence, 

Adjuvant 

Disease-free, 

36 mo 

3. Kitano [12], 

2017 

83, 

F 

A pT3, 

pN0 

None Syn None Disease-free, 

27 mo 

4. Iwata [13], 

2020 

75, 

M 

A pT3, 

pN0 

None Syn None Disease-free,  

66 mo 

5. Our case, 

2023 

65, 

F 

A pT3, 

pN1 

None Syn Adjuvant Disease-free, 

60 mo 

M, male; F, female; C, cecum; A, ascending colon; Meta, metachronous; Syn, synchronous. 

 

Figure 3. HE staining of the ascending colon, 

pericolic lymph node, and right 

external iliac lymph node. HE staining 

revealed moderately differentiated 

adenocarcinoma in the ascending colon 

(a). HE staining revealed moderately 

differentiated adenocarcinoma in the 

pericolic and right external iliac lymph 

nodes (b, c). 
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Among these cases, two were attributed to ascending colon cancer and two to cecum cancer. Synchronous 

metastases were observed in two cases, and metachronous metastases occurred in the other two cases. All four 

patients were recurrence-free at the time of the report, with survival ranging from 18 to 66 months. Only one 

patient received adjuvant chemotherapy, which was administered in the case of metachronous metastasis. To our 

knowledge, this is the first case report of multidisciplinary treatment for synchronous isolated external iliac lymph 

node metastases from CRC for surgical resection, followed by adjuvant chemotherapy. 

The lymphatic pathway responsible for the metastasis of ascending colon to the right external iliac lymph 

nodes is of particular interest. Abdominal wall lymphatic flow is one possible pathway for metastasis to the 

external iliac lymph nodes. Uehara et al. proposed that a tumor that invades the abdominal wall may metastasize 

to the external iliac lymph nodes through the lymphatic pathway adjacent to the right inferior epigastric artery [10]. 

Although histopathology did not reveal any evidence of tumor invasion to the abdominal wall at the primary site 

in this case, there was macroscopic suspicion of tumor invasion to the abdominal wall at the time of surgery. It is 

possible that the tumor was latently invading the abdominal wall or an unknown lymphatic drainage pathway from 

the right-sided colon to the right external iliac lymph nodes resulted in atypical lymph node metastasis.  

The indications for surgery for distant lymph node metastases from CRC remain controversial. Regarding para-

aortic lymph node metastases, the most common type of distant lymph node metastasis, Arylward et al. concluded 

in a systematic review that there are no high-quality data to confidently recommend resection of synchronous para-

aortic lymph node metastases in the CRC cohort, but retrospective data suggest a benefit in a very selected cohort 

[14]. Therefore, in patients with para-aortic lymph node metastases, the current standard of care is a case-by-case 

evaluation and consideration of whether to resect. Additionally, Mishina et al. reported a 5-year survival rate of 

58.6% after resection of extra-hepatopulmonary metastases of colorectal cancer, suggesting that resection may 

provide benefits [15]. However, it is important to note that the study included only two cases with distant lymph 

node metastases other than para-aortic lymph node metastases, which cannot be directly applied to this case. The 

case reports of surgical resection of right-sided colon cancer with right external iliac lymph node metastasis shown 

in Table I [10–13] all had relatively good prognoses. In this case, the patient has also survived 60 months after 

resection without recurrence; therefore, surgical resection may be a valid option. However, selection bias in case 

reports must be considered.    

Whether perioperative chemotherapy should be added to surgical resection of distant metastases from CRC is 

also controversial. Mishina et al. reported that the absence of perioperative chemotherapy was an independent poor 

prognostic factor following surgical resection in a cohort of CRC patients with extra-hepatopulmonary metastases 

[15]. The authors suggested that extra-hepatopulmonary metastases may be more systemic than hepatic or 

pulmonary metastases, as surgery alone was shown to be a predictor of poor OS rates in their study, despite most 

patients having a low tumor burden [15]. Similarly, Merkel et al. reported that in the case of CRC with distant 

metastasis to a single organ, patients with distant lymph node metastasis had a worse prognosis than those with 

liver or lung metastasis [16]. Based on these findings, we think perioperative chemotherapy may be beneficial in 

cases of isolated external iliac lymph node metastases from CRC, if the patient's general condition allows, as it 

may have a positive impact on prognosis. Further studies are needed to clarify the efficacy of perioperative 

chemotherapy in such cases. 

 

CONCLUSIONS 

We present a case of long-term survival following surgical resection and adjuvant chemotherapy for ascending 

colon cancer with synchronous isolated synchronous right external iliac lymph node metastases. Our findings 

suggest that surgical resection and adjuvant chemotherapy may be effective treatment strategies in similar cases. 
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