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Abstract

The management of synchronous prostate and rectal cancer is a 
challeging task for the general surgeons and urologists, due to the 
complex anatomy of the pelvis and the sequential significant effects 
on the patient’s functional independency and quality of life. As both 
rectal and prostate cancers still remain leading causes of death in 
the male population, along with the increase of the average life ex-
pectancy, it is certain that synchronous prostate and rectal cancer 
will be a clinical scenario that the clinicians of the future will en-
counter more frequently. Our aim is to perform a comprehensive 
review on the management of this oncological entity, focusing on 
the significance of multidisciplinary approach which will enable the 
formation of an accurate strategy plan, having at all times the pa-
tient in the center of desicion-making.

Keyword: Cancer; Rectal; Prostate; Multidisciplinary; Decision; 
Surgery; Radiotherapy; Chemotherapy; Pelvis

Introduction

Prostate and rectal cancers account for the most common 
pelvic malignancies in the male population and can pres-
ent either synchronously or metachronously [1]. Without a 
doubt, prostate and rectal cancers are more likely to present 
metachronously, with prior radiotherapy for prostate cancer 

being the main proposed link [2]. Despite the significant ad-
vances in radiotherapy administration techniques, it is be-
lieved, although still of clinical controversy, that previous 
external beam radiotherapy for prostate cancer predisposes 
to the development of rectal cancer, as the rectum, most spe-
cifically the anterior rectum, receives a dose of the radiother-
apy beam [3, 4]. The relevant interaction is more blur when 
it comes to prostate brachytherapy [5, 6]; however, it must be 
mentioned that the conflicting findings regarding the impact 
of prostate radiotherapy in future rectal cancer development 
could be explained by the fact that the mutagenic effects of 
radiotherapy are accumulative in nature and therefore stud-
ies with long-term follow-up are needed to establish any pos-
sible associations.

As the majority of men will develop at some age prostate 
neoplasias and taking into account the high prevalence of 
rectal cancer, despite the implementation of screening pro-
tocols and the advances in terms of primary prevention for 
both of these malignancies, it would be not endangered to 
claim that the scenario of synchronous prostate and rectal 
cancer will be increasingly frequent. Moreover, consider-
ing the anatomic proximity of the prostate and the rectum, 
which enables a locally advanced cancer to invade in tissue 
continuity the other, it is evident that the accurate diagnostic 
work-up and treatment strategy requires a multidisciplinary 
approach, in order to optimize the standards of the care de-
livered and maintain the patient’s quality of life. Herein, our 
aim is to provide a comprehensive review of the published 
literature regarding the management of the, not as infrequent 
as believed to be, challenging scenario of synchronous pros-
tate and rectal cancer in a framework of a patient-centered 
multidisciplinary approach.

Methods

We performed a comprehensive review of the published lit-
erature in PubMed database, using “prostate cancer”, “rectal 
cancer”, “synchronous”, “simultaneous” and their combina-
tions as key phrases. Studies published in other than the Eng-
lish language were not included in our review. The review 
of the literature was performed independently by two of the 

Manuscript accepted for publication March 11, 2014

aDepartment of Colorectal Surgery, Good Hope Hospital, Heart of 
 England NHS Foundation Trust, Birmingham, UK
bDepartment of General Surgery, Medical School, University of Patras, 
 Greece
cDepartment of Urology, St. Katharinen-Hospital GmbH, Frechen, 
 Germany
dCorresponding author: Charalampos Seretis, Department of 
 Colorectal Surgery, Good Hope Hospital, Heart of England NHS 
 Foundation Trust, Rectory Road, B75 7RR, Sutton Coldfield, 
 Birmingham, UK. Email: babismed@gmail.com

doi: http://dx.doi.org/10.14740/jocmr1796w

   157                                     158



J Clin Med Res. 2014;6(3):157-161Seretis et al

Articles © The authors   |   Journal compilation © J Clin Med Res and Elmer Press Inc™   |   www.jocmr.org

Ta
bl

e 
1.

 P
re

se
nt

at
io

n 
of

 P
at

ie
nt

s’
 D

em
og

ra
ph

ic
s,

 P
re

se
nt

in
g 

Fe
at

ur
es

, H
is

to
lo

gi
ca

l C
ha

ra
ct

er
is

tic
s 

of
 th

e 
P

ro
st

at
e 

an
d 

R
ec

ta
l C

an
ce

rs
, a

s 
W

el
l a

s 
th

e 
Tr

ea
tm

en
t 

S
tra

te
gi

es
 F

ol
lo

w
ed

 o
n 

E
ac

h 
O

cc
as

io
n 

an
d 

th
e 

O
ut

co
m

e 
of

 th
e 

In
te

rv
en

tio
ns

A
bb

re
vi

at
io

ns
: P

S
A

: p
ro

st
at

e 
sp

ec
ifi

c 
an

tig
en

; D
R

E
: d

ig
ita

l r
ec

ta
l e

xa
m

in
at

io
n;

 A
P

R
: a

bd
om

in
op

er
in

ea
l r

es
ec

tio
n;

 L
A

R
: l

ow
 a

nt
er

io
r r

es
ec

tio
n;

 L
O

S
: l

en
gt

h 
of

 s
ta

y.

A
ut

ho
rs

A
ge

Pr
es

en
tin

g 
fe

at
ur

e(
s)

Pr
os

ta
te

 c
an

ce
r

fe
at

ur
es

R
ec

ta
l c

an
ce

r 
fe

at
ur

es
Tr

ea
tm

en
t

Po
st

op
er

at
iv

e 
co

m
pl

ic
at

io
ns

O
ut

co
m

e

K
le

e 
et

 a
l 

[7
]

52
PS

A
 9

.1
 n

g/
m

L
G

le
as

on
 g

ra
de

 7
/1

0,
 

st
ag

e 
T2

C
 p

ro
st

at
e 

ad
en

oc
ar

ci
no

m
a 

rig
ht

 
la

te
ra

l w
al

l

4 
cm

 D
uk

e’
s s

ta
ge

 B
, 

m
od

er
at

el
y 

di
ffe

re
nt

ia
te

d 
re

ct
al

 
ad

en
oc

ar
ci

no
m

a

A
PR

 +
 ra

di
ca

l r
er

tro
pu

bi
c 

pr
os

ta
te

ct
om

y/
bl

oo
d 

lo
ss

 
1,

20
0 

m
L/

op
er

at
in

g 
tim

e 
4 

h

B
ow

el
 o

bs
tru

ct
io

n 
an

d 
is

ch
em

ic
 

co
lo

st
om

y/
LO

S 
16

 
da

ys

A
t 

a 
m

in
im

um
 o

f 
1 

ye
ar

 o
f 

fo
llo

w
-u

p,
 a

ll 
th

re
e 

pa
tie

nt
s h

ad
 a

n 
un

de
te

ct
ab

le
 P

SA
, 

an
d 

th
e 

re
ct

al
 c

an
ce

rs
 r

em
ai

ne
d 

in
 

re
m

is
si

on
.

K
le

e 
et

 a
l 

[7
]

70
PS

A
 5

.9
 n

g/
m

L 
on

 r
ou

tin
e 

re
ct

al
 

ex
am

in
at

io
n 

be
ni

gn
 

pr
os

ta
te

, a
 le

ft 
po

st
er

io
r 

la
te

ra
l r

ec
ta

l w
al

l m
as

s

G
le

as
on

 g
ra

de
 6

/1
0,

 
st

ag
e 

T2
A

 p
ro

st
at

ic
 

ad
en

oc
ar

ci
no

m
a 

in
 

rig
ht

 a
pe

x

2 
cm

 
D

uk
e’

s 
st

ag
e 

A
, 

m
od

er
at

el
y 

di
ffe

re
nt

ia
te

d 
re

ct
al

 
ad

en
oc

ar
ci

no
m

a

A
PR

 +
 ra

di
ca

l r
et

ro
pu

bi
c 

pr
os

ta
te

ct
om

y/
bl

oo
d 

lo
ss

 
70

0 
m

L/
op

er
at

in
g 

tim
e 

3 
h

N
il 

re
po

rte
d/

LO
S 

8 
da

ys

K
le

e 
et

 a
l 

[7
]

64
PS

A
 6

.1
 n

g/
m

L,
 c

ha
ng

e 
of

 
bo

w
el

 h
ab

its
, i

nd
ur

at
io

n 
in

 le
ft 

pr
os

ta
te

 b
as

e 
an

d 
PR

 b
le

ed
in

g 
in

 D
R

E

G
le

as
on

 g
ra

de
 7

/1
0 

ad
en

oc
ar

ci
no

m
a 

in
 

le
ft 

si
de

 a
nd

 in
 th

e 
rig

ht
 b

as
e

4.
5 

cm
 n

on
-in

va
si

ve
 

vi
llo

us
 a

de
no

m
a 

w
ith

ou
t c

an
ce

ro
us

 
fe

at
ur

es

LA
R

 +
 ra

di
ca

l r
et

ro
pu

bi
c 

pr
os

ta
te

ct
om

y/
bl

oo
d 

lo
ss

 
1,

10
0 

m
L/

op
er

at
in

g 
tim

e 
2.

25
 h

R
ec

ta
l a

nd
 b

la
dd

er
 

ne
ck

 st
ric

tu
re

/L
O

S 
6 

da
ys

Si
u 

et
 a

l [
8]

72
PS

A
 9

 n
g/

m
L

G
le

as
on

 g
ra

de
 6

/1
0 

pr
os

ta
te

 c
an

ce
r

N
ot

 re
po

rte
d

R
ad

io
th

er
ap

y
N

on
 a

pp
lic

ab
le

In
 2

-y
ea

r f
ol

lo
w

-u
p 

co
lo

no
sc

op
y 

re
ve

al
ed

 n
o 

re
cu

rr
en

ce
 a

nd
 P

SA
 le

ve
l 

w
as

 0
.7

 n
g/

m
L.

Si
u 

et
 a

l [
8]

73
R

ec
ta

l t
um

or
 d

et
ec

te
d 

by
 

D
R

E,
 P

SA
 7

.9
 n

g/
m

L
G

le
as

on
 g

ra
de

 7
/1

0 
ad

en
oc

ar
ci

no
m

a
3 

cm
 T

3 
re

ct
al

 c
an

ce
r a

t 
de

nt
at

e 
lin

e
5-

FU
 a

nd
 ra

di
ot

he
ra

py
N

on
 a

pp
lic

ab
le

In
 1

-y
ea

r f
ol

lo
w

-u
p 

no
 

ev
id

en
ce

 o
f r

es
id

ua
l 

or
 re

cu
rr

en
t r

ec
ta

l 
m

al
ig

na
nc

y,
 P

SA
 le

ve
l 

0.
5 

ng
/m

L.

Li
n 

et
 a

l [
9]

68
R

ec
ta

l b
le

ed
in

g-
re

ct
al

 
m

as
s a

t D
R

E,
 P

SA
 5

7 
ng

/m
L

T2
N

2M
0 

pr
os

ta
te

 
ad

en
oc

ar
ci

no
m

a 
(G

le
as

on
 g

ra
de

 5
 (3

 +
 2

))

3 
cm

 T
4N

0M
0 

(D
uk

es
’ s

ta
ge

 C
) r

ec
ta

l 
ad

en
oc

ar
ci

no
m

a

LA
R

 
+ 

ra
di

ca
l 

re
tro

pu
bi

c 
pr

os
ta

te
ct

om
y 

+ 
FO

LF
O

X
4,

 
sw

itc
he

d 
to

 F
O

R
FI

LI
 a

nd
 

th
en

 to
 c

ap
ec

ita
bi

ne

N
ot

 re
po

rte
d

D
ea

th
 d

ue
 t

o 
re

cu
rr

en
ce

 4
7 

m
on

th
s p

os
to

pe
ra

tiv
el

y

Li
n 

et
 a

l [
9]

65
R

ec
ta

l b
le

ed
in

g-
re

ct
al

 
m

as
s a

t D
R

E,
 P

SA
 2

7 
ng

/m
L

T3
N

0M
0 

pr
os

ta
te

 
ad

en
oc

ar
ci

no
m

a 
(G

le
as

on
 g

ra
de

 4
 (2

 +
 2

))

3 
cm

 T
4N

1M
0 

(D
uk

es
’ s

ta
ge

 C
) r

ec
ta

l 
ad

en
oc

ar
ci

no
m

a

LA
R

 +
 ra

di
ca

l r
et

ro
pu

bi
c 

pr
os

ta
te

ct
om

y 
+ 

FO
LF

O
X

4
N

ot
 re

po
rte

d
In

 2
0-

m
on

th
 fo

llo
w

-u
p 

as
ym

pt
om

at
ic

Li
n 

et
 a

l [
9]

70
R

ec
ta

l b
le

ed
in

g-
re

ct
al

 
m

as
s a

t D
R

E,
 P

SA
 6

5 
ng

/m
L

T3
N

1M
0 

pr
os

ta
te

 
ad

en
oc

ar
ci

no
m

a 
(G

le
as

on
 g

ra
de

 5
 (2

 +
 3

))

T3
N

0M
0 

(D
uk

es
’ s

ta
ge

 
B

) r
ec

ta
l a

de
no

 ca
rc

in
om

a
A

PR
 +

 ra
di

ca
l r

et
ro

pu
bi

c 
pr

os
ta

te
ct

om
y 

+ 
FO

LF
O

X
4

N
ot

 re
po

rte
d

In
 2

4-
m

on
th

 fo
llo

w
-u

p 
as

ym
pt

om
at

ic

Ay
ha

n 
et

 a
l 

[1
0]

84
H

em
at

em
es

is
 a

nd
 re

ct
al

 
m

as
s d

et
ec

te
d 

by
 D

R
E

T2
N

0M
0 

pr
os

ta
te

 
ad

en
oc

ar
ci

no
m

a
T3

N
1M

1 
re

ct
al

 
ad

en
oc

ar
ci

no
m

a
A

PR
Pu

lm
on

ar
y 

ed
em

a 
+ 

re
sp

ira
to

ry
 in

fe
ct

io
n

D
ie

d 
im

m
ed

ia
te

 p
os

t-
op

er
at

iv
e 

pe
rio

d

   157                                     158



J Clin Med Res. 2014;6(3):157-161   Synchronous Prostate and Rectal Cancer

Articles © The authors   |   Journal compilation © J Clin Med Res and Elmer Press Inc™   |   www.jocmr.org

Ta
bl

e 
2.

 P
re

se
nt

at
io

n 
of

 P
at

ie
nt

s’
 D

em
og

ra
ph

ic
s,

 P
re

se
nt

in
g 

Fe
at

ur
es

, H
is

to
lo

gi
ca

l C
ha

ra
ct

er
is

tic
s 

of
 th

e 
P

ro
st

at
e 

an
d 

R
ec

ta
l C

an
ce

rs
, a

s 
W

el
l a

s 
th

e 
Tr

ea
tm

en
t 

S
tra

te
gi

es
 F

ol
lo

w
ed

 o
n 

E
ac

h 
O

cc
as

io
n 

an
d 

th
e 

O
ut

co
m

e 
of

 th
e 

In
te

rv
en

tio
ns

A
bb

re
vi

at
io

ns
: P

S
A

: p
ro

st
at

e 
sp

ec
ifi

c 
an

tig
en

; D
R

E
: d

ig
ita

l r
ec

ta
l e

xa
m

in
at

io
n;

 A
P

R
: a

bd
om

in
op

er
in

ea
l r

es
ec

tio
n;

 L
A

R
: l

ow
 a

nt
er

io
r r

es
ec

tio
n;

 L
O

S
: l

en
gt

h 
of

 s
ta

y.

A
ut

ho
rs

A
ge

Pr
es

en
tin

g 
fe

at
ur

e(
s)

Pr
os

ta
te

 c
an

ce
r

fe
at

ur
es

R
ec

ta
l c

an
ce

r 
fe

at
ur

es
Tr

ea
tm

en
t

Po
st

op
er

at
iv

e 
co

m
pl

ic
at

io
ns

O
ut

co
m

e

O
zs

oy
 e

t a
l 

[1
1]

68
PS

A
 1

0 
ng

/m
L

cT
3a

N
0M

0/
G

le
as

on
 

gr
ad

e 
8

pT
3N

0 
re

ct
al

 
ad

en
oc

ar
ci

no
m

a
R

ad
io

th
er

ap
y

N
on

-a
pp

lic
ab

le
D

ea
d 

du
e 

to
 li

ve
r m

et
as

ta
se

s f
ro

m
 

re
ct

al
 p

rim
ar

y/
no

 e
vi

de
nc

e 
of

 
pr

os
ta

te
 c

an
ce

r r
ec

ur
re

nc
e 

at
 1

.0
8 

ye
ar

s f
ol

lo
w

-u
p

K
av

an
ag

h 
et

 
al

 [1
2]

n 
= 

9 
pa

tie
nt

s 
(m

ea
n 

ag
e:

 
67

.8
 ±

 
10

.3
 

ye
ar

s)

R
ec

ta
l b

le
ed

in
g 

(n
 =

 5
), 

pa
rti

al
 

ob
st

ru
ct

io
n 

(n
 =

 
1)

, t
en

es
m

us
 (n

 =
 

1)
 a

nd
 in

ci
de

nt
al

 
du

rin
g 

im
ag

in
g 

fo
r 

pr
os

ta
te

 c
an

ce
r (

n 
= 

2)
/e

le
va

te
d 

PS
A

 
in

 se
ve

n 
ca

se
s 

(m
ea

n 
PS

A
 v

al
ue

s:
 

21
.4

 ±
 1

5.
2 

ng
/

m
L)

N
ot

 re
po

rte
d

In
 g

ro
up

 w
ith

 n
o 

di
st

an
t 

m
et

as
ta

se
s (

n 
= 

5)
: 

yp
T3

N
0,

 y
pT

4N
1,

 
yp

T3
N

0,
 y

pT
3N

1 
(n

ot
 

re
po

rte
d 

fo
r n

 =
 1

)

In
 g

ro
up

 w
ith

 n
o 

di
st

an
t m

et
as

ta
se

s (
n 

= 
5)

:
1)

 R
ad

io
th

er
ap

y 
+ 

A
PR

 +
 p

ro
st

at
ec

to
m

y 
(n

 =
 1

)
2)

 R
ad

io
th

er
ap

y 
+ 

pe
lv

ic
 e

xe
nt

er
at

io
n 

+ 
ile

al
 c

on
du

it 
(n

 =
 1

)
3)

 R
ad

io
th

er
ap

y 
+ 

pe
lv

ic
 e

xe
nt

er
at

io
n 

+ 
co

lo
ni

c 
co

nd
ui

t (
n 

= 
1)

4)
 R

ad
io

th
er

ap
y 

+ 
w

at
ch

fu
l w

ai
tin

g 
(n

 
= 

1)
5)

 P
ro

st
at

ec
to

m
y 

+ 
C

RT
 +

 L
A

R
 (n

 =
 1

)

In
 g

ro
up

 w
ith

 d
is

ta
nt

 m
et

as
ta

se
s (

n 
= 

4)
:

1)
 H

or
m

on
al

 th
er

ap
y 

+ 
ch

em
ot

he
ra

py
2)

 H
or

m
on

al
 th

er
ap

y 
+ 

an
te

rio
r r

es
ec

tio
n

3)
 H

or
m

on
al

 th
er

ap
y 

+ 
pa

lli
at

io
n

4)
 w

at
ch

fu
l w

ai
tin

g/
sp

in
al

 d
ec

om
pr

es
si

on
 

an
d 

ra
di

ot
he

ra
py

W
ou

nd
 in

fe
ct

io
n 

(n
 =

 2
), 

fo
ot

 d
ro

p 
+ 

in
tra

-a
bd

om
in

al
 

co
lle

ct
io

n 
(n

 =
 1

)/
LO

S:
 3

3 
± 

25
.4

 
da

ys

In
 g

ro
up

 w
ith

 n
o 

di
st

an
t 

m
et

as
ta

se
s (

n 
= 

5)
: d

ea
d 

w
ith

 
no

 e
vi

de
nc

e 
of

 re
cu

rr
en

ce
 a

fte
r 

10
 y

ea
rs

 (n
 =

 1
), 

de
ad

 d
ue

 to
 

m
et

as
ta

se
s a

fte
r 2

9 
m

on
th

s (
n 

= 
1)

, a
liv

e 
at

 7
 m

on
th

s w
ith

 n
o 

ev
id

en
ce

 o
f r

ec
ur

re
nc

e 
(n

 =
 1

), 
al

iv
e 

at
 4

 y
ea

rs
 w

ith
 m

et
as

ta
se

s, 
al

iv
e 

at
 3

 m
on

th
s w

ith
 n

o 
ev

id
en

ce
 o

f r
ec

ur
re

nc
e 

(n
 =

 1
)

In
 g

ro
up

 w
ith

 d
is

ta
nt

 m
et

as
ta

se
s 

(n
 =

 4
): 

m
ea

n 
su

rv
iv

al
 8

.5
 m

on
th

s 
(r

an
ge

: 1
 - 

14
 m

on
th

s)

Te
rr

is
 e

t a
l 

[1
3]

68
N

ot
 re

po
rte

d 
re

ga
rd

in
g 

re
ct

al
 

ca
nc

er
/P

SA
 8

.2
 

ng
/m

L

St
ag

e 
T1

c,
 G

le
as

on
 

gr
ad

e 
3 

+ 
3 

pr
os

ta
te

 
ca

nc
er

N
ot

 re
po

rte
d

Pr
eo

pe
ra

tiv
e 

ra
di

ot
he

ra
py

 +
 A

PR
N

ot
 re

po
rte

d
A

liv
e 

at
 1

5 
m

on
th

s f
ol

lo
w

-u
p 

w
ith

 P
SA

 0
.5

 n
g/

m
L/

N
o 

da
ta

 
re

ga
rd

in
g 

re
ct

al
 c

an
ce

r

Te
rr

is
 e

t a
l 

[1
3]

72
N

ot
 re

po
rte

d 
re

ga
rd

in
g 

re
ct

al
 

ca
nc

er
/P

SA
 7

.9
 

ng
/m

L

St
ag

e 
T2

a,
 G

le
as

on
 

gr
ad

e 
3 

+ 
4 

pr
os

ta
te

 
ca

nc
er

N
ot

 re
po

rte
d

Pr
eo

pe
ra

tiv
e 

ra
di

ot
he

ra
py

 +
 A

PR
N

ot
 re

po
rte

d
A

liv
e 

at
 1

0 
m

on
th

s f
ol

lo
w

-u
p 

w
ith

 P
SA

 <
 0

.5
 n

g/
m

L/
N

o 
da

ta
 

re
ga

rd
in

g 
re

ct
al

 c
an

ce
r

Te
rr

is
 e

t a
l 

[1
3]

73
N

ot
 re

po
rte

d 
re

ga
rd

in
g 

re
ct

al
 

ca
nc

er
/P

SA
 3

2.
4 

ng
/m

L

St
ag

e 
T3

, G
le

as
on

 
gr

ad
e 

4 
+ 

4 
pr

os
ta

te
 

ad
en

oc
ar

ci
no

m
a

N
ot

 re
po

rte
d

A
nd

ro
ge

n 
de

pr
iv

at
io

n 
th

er
ap

y 
+ 

A
PR

N
ot

 re
po

rte
d

A
liv

e 
at

 1
0 

m
on

th
s f

ol
lo

w
-u

p 
w

ith
 P

SA
 9

 n
g/

m
L/

N
o 

da
ta

 
re

ga
rd

in
g 

re
ct

al
 c

an
ce

r

C
ol

on
ia

s e
t a

l 
[1

4]
58

R
ec

ta
l b

le
ed

in
g-

re
ct

al
 m

as
s a

t 
D

R
E,

 P
SA

 3
2 

ng
/m

L

st
ag

e 
II

 (T
1c

N
0M

0)
 

pr
os

ta
te

 
ad

en
oc

ar
ci

no
m

a

st
ag

e 
II

I (
T3

N
1M

0)
, 

m
od

er
at

el
y 

di
ffe

re
nt

ia
te

d 
re

ct
al

 a
de

no
ca

rc
in

om
a

N
eo

ad
ju

va
nt

 C
RT

 w
ith

 
an

dr
og

en
 b

lo
ck

ag
e,

 fo
llo

w
ed

 b
y 

pr
oc

to
si

gm
oi

de
ct

om
y 

an
d 

ad
ju

va
nt

 
ch

em
ot

he
ra

py
 w

ith
 5

-F
U

 a
nd

 le
uc

ov
or

in

N
ot

 re
po

rte
d

In
 1

4-
m

on
th

 fo
llo

w
-u

p 
as

ym
pt

om
at

ic
 w

ith
 P

SA
 0

.3
 n

g/
m

L

   159                                     160



J Clin Med Res. 2014;6(3):157-161Seretis et al

Articles © The authors   |   Journal compilation © J Clin Med Res and Elmer Press Inc™   |   www.jocmr.org

contributing authors (CS and NL).

 
Results

Our literature search yielded eight papers which were suit-
able to the purpose of our review [7-14]; three were case re-
ports and the remaining five referred to case series, describ-
ing a total of 23 cases with synchronous prostate and rectal 
cancers. In a general overview, the vast majority of patients 
presented with symptoms suggestive of a colorectal lesion 
and in the sequential diagnostic work-up, the suspicion of a 
concurrent prostate malignancy occurred as a result of an ab-
normal digital rectal examination or elevated PSA titer, fact 
which led to further imaging of the pelvis and if appropriate 
the performance of biopsies of the prostate gland. However, 
in one of the included studies [12], the authors performed 
a prospective screening assessment for prostate cancer in a 
group of 20 patients who were scheduled to undergo an ab-
dominoperineal resection for rectal cancer, detecting a rectal 
cancerous lesion in three out of the 20 cases.

In terms of the most preferred surgical intervention with 
curative intent, 8/23 patients underwent radical retropubic 
prostatectomy and abdominoperineal excision or low ante-
rior resection depending on the tumor location, while 2/23 
were submitted to pelvic exenteration with formation of ileal 
or colonic conduit respectively. Another option adopted was 
the utilization of chemoradiotherapy with or without andro-
gen deprivation therapy aiming to achieve maximal regres-
sion primarily of the prostate cancer, followed by either low 
anterior or abdominoperineal resection for the remaining 
rectal tumor (4/23 cases).

The patients’ demographics, presenting features, histo-
logical characteristics of the prostate and rectal cancers, as 
well as the treatment strategies followed on each occasion 
and the outcome of the interventions were retrieved and are 
presented in a detailed manner in Tables 1 and 2.

Conclusions
  
Despite being an uncommon co-incidental finding, the ex-
istence of synchronous prostate and rectal cancer will be a 
clinical problem that will be encountered more frequently 
due to the increase in life expectancy, since they still remain 
two of the most frequent malignancies in the male popula-
tion. Taking into consideration the complexity of a surgical 
intervention with a curative intent and the high likelihood to 
perform extended resections without being able to preserve 
the autonomic function, it is essential that careful preopera-
tive planning and thorough discussion with the patients is 
performed, explaining the balance between optimal onco-
logical surgery and preservation of the functional anatomy 
with better the quality of life with tissue sparing surgery. 

Moreover, the existence of multiple options in terms of neo-
adjuvant and adjuvant therapies may enable effective local 
control at least of one of the two primary tumors and sequen-
tially be followed by a more oncologically feasible opera-
tion.
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