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INTRODUCTION:

Spleen is an unusual site of metastasis. and is usually a sign of extensive disease. Splenic metastases from
solid tumors, like colon cancers, are considered exceptional (1). The most common primary sources of splenic
metastasis in cases of multi -visceral cancer are breast, lung, colorectal, melanoma and ovarian carcinomas
and colorectal and ovarian carcinomas in cases of solitary splenic lesion (2,3). Berge reported that the
incidence of splenic metastasis from colon and rectal carcinomas as 4.4% and 1.6%, respectively (4).

It is still uncertain whether the rarity of splenic metastasis is due to the splenic immunological functions or
the characteristic splenic anatomical position and its bloodstream state. The rarity of splenic metastasis from
other organs may be due to the histological peculiarity of splenic sinusoidal architecture and the absence
of splenic afferent lymphatics (5). The prevalence of splenic metastasis, although very low, is increasing
nowadays with the improvement of imaging technology (6).

Studies have shown that splenectomy followed by adjuvant chemotherapy can improve survival in patients
with spleen metastasis from colorectal cancer (7).When left untreated , spleen metastasis can lead to the
rupture of the spleen, which can be life threatening. Interval survival following splenectomy ranged from 3 to
84 months, with a mean of 22.5 months (6).It was found that patients who received adjuvant chemotherapy
after splenectomy had better survival rates than those who did not.

This case report has been reported according to the SCARE 2020 guidelines (8).
CASE PRESENTATION:

A Tl-year-old ex-serviceman was referred to the Department of Surgery from the Department of Oncology
with a history of splenic metastasis secondary to colorectal carcinoma. During the initial visit to our hospital
two years ago, he presented with complaints of no passage of stool and flatus, abdominal pain, and tenderness,
consistent with peritonitis, which had persisted for three days. Immediate resuscitation and investigations
were performed, including a computed tomography (CT) scan that revealed an obstructing growth in the
sigmoid colon.

Given the patient’s clinical presentation of abdominal pain and tenderness, suggestive of peritonitis, he
underwent emergency laparotomy, during which a sigmoid mass was excised, and a loop ileostomy was
performed. The postoperative recovery was uneventful. Histopathological examination of the specimen
revealed a well-differentiated adenocarcinoma of the sigmoid, perforating the serosa (pT4), with perineural



invasion. The margins were negative, and four out of the 16 lymph nodes were involved, leading to the
classification of the tumor as stage III (pT4bN1b, AJCC). The patient subsequently underwent ileostomy
reversal two months after the surgery. The patient was discharged and referred to the Department of
Oncomedicine for adjuvant chemotherapy.

Two years later, a follow-up CT scan found metastasis in the spleen. PET CT of the whole body with contrast
revealed splenic metastasis with multiple FDG avid hypodense lesions, the largest measuring 6.6X4.3 cm
with an SUV max of 6.1 cm Figl . However, no recurrence was detected along the anastomotic site in
the sigmoid, and no bony or bone marrow lesions were found.Any other remote organ metastases were not
found by both CT and PET scanning. Clinical examination did not reveal any palpable spleen, and the
patient subsequently underwent laparoscopic splenectomy Fig 2 . The surgical findings in this case indicate
that the metastatic tumor was localized to the spleen without any capsule invasion macroscopically. There
were also no metastases detected in other intra-abdominal organs or lymph nodes at splenic hilus or para-
aortic site. Therefore, lymphadenectomy was not performed during the operation.The postoperative period
was uneventful, and post-splenectomy vaccination and antibiotics were initiated. Histopathological report
revealed metastatic adenocarcinoma with no capsule invasion Fig 3 . Adjuvant chemotherapy was started,
and at the one-month follow-up, the patient was doing well.




Figure 1 [A. Axial view, B. Coronal view]. Positron Emission Tomography- Computerized
Tomography [PET-CT] of the abdomen showing multiple FDG avid hypodense lesions in the
Spleen, largest measuring 6.6x 4.3 cm.
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Figure 2.Macroscopic image of the surgical specimen (Enlarged Spleen)






Figure 3. [A & B] shows infiltration of tumor cells forming glands into the splenic
parenchyma.Extracellular cellular mucin pools noted.

CLINICAL DISCUSSION:

Isolated splenic metastasis from colorectal cancer is rare, and most commonly occurs as a component of
disseminated disease. Studies have shown that isolated splenic metastasis accounts for less than 1% of all
splenic metastases (9). The incidence of splenic metastasis was reported as 7.1 % among 7165 autopsy by
Breger with 4.4 % for colorectal carcinoma (10). Other causes of splenic metastasis are melanoma (34%),
breast (12%), ovarian (12%), and lung (9%) cancers (2).

The rarity of solitary splenic metastasis from colorectal cancer has been attributed to several anatomical
and immunological factors. Firstly, the acute angulation at the entry of the splenic artery at its origin in the
celiac trunk may act as an anatomical obstruction for tumor emboli to reach the spleen (11). Additionally,
the rhythmic contractions of the spleen could prevent tumor cell fixation by forcing blood flow from the
sinusoids to the splenic veins(12). The absence of afferent lymphatics to the spleen and anticancer cytokines
released by the spleen are also considered to be factors for the low incidence of metastasis(13). Furthermore,



the reticuloendothelial system inhibits the aggregation of the nest of cancer cells in splenic sinusoids (14).
Vascular and lymphatic route of transmission of splenic metastasis has been proposed for colorectal cancer
It is believed that vascular transmission is the primary route for the development of splenic metastasis,
because the metastasis is reported to be located within the splenic parenchyma, with the lymph nodes at
the hilus negative for metastasis in majority of case (10,15,16) .It is hypothesized that probably because of
reflux of blood from the inferior mesenteric vein in the splenic vein and then to the spleen is responsible for
cancer cells to reach the splenic parenchyma. This is in relation to the localization of the primary tumor
to the left hemicolon in the majority of the patients with splenic metastasis (17) .In our case, the primary
tumor was in the sigmoid colon which is similar to literatures which suggest left hemicolon as a frequent site.

Since most cases of splenic metastasis are asymptomatic, they are often discovered incidentally during imag-
ing studies such as abdominal ultrasound or CT scans that are performed during routine follow-up visits for
cancer patients (4).In our case , a follow-up CT scan performed two years found metastasis in the spleen.
However, in some cases, patients may present with symptoms such as pain or discomfort in the upper ab-
domen, weight loss, or enlarged spleen. In rare cases, splenic metastasis can lead to spontaneous splenic
rupture, which is a life-threatening emergency.

The preferred treatment for isolated splenic metastasis is considered to be splenectomy followed by
chemotherapy(18). Long-term survival rate following splenectomy in patients with solitary splenic metastasis
from colorectal cancer is still unknown. However, the limited data extracted from the case reports in the
literature indicate that interval survival following splenectomy ranged from 3 to 84 months, with a mean of
22.5 months(6). The present case is disease-free during the one-month follow up.

CONCLUSION:

Splenic metastases from solid tumors are considered rare, and few cases have been reported in the literature.
Common primary sources of splenic metastasis include breast, lung, colorectal, and ovarian carcinomas.
This case of splenic metastasis was secondary to colorectal cancer, detected in a follow-up CT 2 years after
surgery and adjuvant chemotherapy. Patient underwent splenectomy and referred to oncology for adjuvant
chemotherapy. Splenectomy followed by adjuvant chemotherapy has been found to improve survival in
patients with spleen metastasis from colorectal cancer

Limitation of the study
Since this study is based on a single case study, its result cannot be generalized to larger population
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