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Metastasis Treated with Laparoscopic Splenectomy
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Background A patient presented with isolated splenic metastases five years after treatment of stage IV rectal cancer.

Summary  Our patient is a 59-year-old female who presented five years status post low anterior resection,
total abdominal hysterectomy with bilateral salpingo-oophorectomy, and partial hepatectomy for
synchronous stage IV rectal adenocarcinoma. She received perioperative systemic chemotherapy and
preoperative chemoradiotherapy to the rectal primary. After surgical resection, she remained with no
evidence of disease (NED) on follow-up imaging. At five years, surveillance imaging demonstrated a
solitary lower pole splenic lesion. She underwent laparoscopic splenectomy with surgical pathology
revealing metastatic colorectal adenocarcinoma. Isolated splenic metastases are rare presentations of
colorectal cancer and are typically a manifestation of disseminated disease. Early detection by routine
surveillance affords intervention.

Conclusion  Isolated colorectal metastasis to the spleen is uncommon. We present a case of splenic metastasis five
years after primary treatment. This case highlights the importance of continued routine surveillance
for early detection and treatment of recurrence.
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Case Description

Isolated splenic metastases are an uncommon presentation
of recurrent colorectal cancer. Typically, splenic metasta-
ses are identified in the setting of rising carcinoembryonic
antigen (CEA) or incidentally on surveillance imaging. We
report the incidental finding of an isolated splenic recur-
rence on surveillance imaging for rectal cancer.

The patient is a 59-year-old female with a history of syn-
chronous stage IV rectal cancer status post perioperative
chemotherapy, neoadjuvant chemoradiotherapy, and low

anterior resection, total abdominal hysterectomy with
bilateral salpingo-oophorectomy, and partial hepatectomy.
Five years post-resection, a surveillance computed tomog-
raphy (CT) scan revealed interval development of a 5.8
cm x 3.5 cm hypodense lesion in the inferior pole of the
spleen (Figure 1A). Positron emission tomography (PET)
demonstrated fluorodeoxyglucose F-18 (FDG) avidity
(Figure 1B). Her CEA levels remained within normal lim-
its. Laparoscopic splenectomy was performed (Figure 2).
Pathology revealed metastatic, moderately differentiated
adenocarcinoma of colorectal primary (Figure 3).

Figure 1. Solitary Lesion in Inferior Pole of Spleen on CT (A) with FDG Avidity on PET (B). Published with Permission

Figure 2. Resected Spleen with Tumor. Published with Permission
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Figure 3. Section of Spleen (200x) Showing Neoplastic Cells Consistent
with Metastatic Moderately Differentiated Adenocarcinoma of Colorectal
Primary. Published with Permission

Surveillance CT scan six months postsplenectomy revealed
a9 mm x 8 mm hypoenhancing lesion in the dome of the
liver concerning for metastasis. Magnetic resonance imag-
ing (MRI) confirmed a 1.3 cm x 1.2 cm T2 hyperintense
lesion in the hepatic dome concerning for metastatic dis-
ease; she is currently undergoing further evaluation.

Discussion

Splenic tumors, both primary and metastatic, are a rare
entity. Less than one percent of all metastases occur in the
spleen,! with the most common primaries arising from
breast, lung, colorectal, or ovarian origin.* Colorectal can-
cer metastasis to the spleen is highly unusual and is typical-
ly a precursor of disseminated disease.’

Splenic metastases may present with a rising CEA, inci-
dentally on imaging or clinically. Studies have shown a
CEA elevation in the majority (81 percent) of cases.* CT
or ultrasound imaging can identify well-circumscribed
lesions in the spleen; FDG-PET can confirm hypermetab-
olism consistent with metastatic disease.” Less commonly,
clinical symptoms of splenomegaly with left upper quad-
rant pain or, more rarely, rupture may occur.
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Despite the highly vascular nature of the spleen, metasta-
ses are incredibly rare. This is theoretically attributed to
unique characteristics of the spleen, such as anatomic, his-
tologic, and immunologic properties. Anatomically, there
is a sharp angle at the origin of the splenic artery from the
celiac axis.® Histologically, splenic sinusoids rhythmically
contract and relax. This physiologic pattern of circulation
is hypothesized to inhibit tumor emboli implantation.
Immunologically, the spleen is composed of a reticulo-
endothelial system with immune surveillance conferred
immunoglobulins, opsonins, and monocytes.”

Splenic metastasis is theorized to occur via hematogenous
routes rather than lymphatic spread. One series reported
70 percent of primary lesions in the left colon,® support-
ing one hypothesis of retrograde hematogenous spread to
the spleen via the inferior mesenteric vein.” The spleen
lacks afferent lymphatic vessels. Splenic lymphatic vessels
may lead to subcapsular metastases; however, most splenic
metastases occur in the parenchyma.’

Metastatic colorectal cancer may be treated with surgery,
chemotherapy, and radiotherapy. Splenectomy is a favored
treatment option for low-volume disease given a low
complication rate and potential for improved survival in
colorectal cancer, particularly when followed by adjuvant
chemotherapy.* Historically, laparoscopic techniques were
controversial due to the risk of peritoneal dissemination.
More recent studies have demonstrated no greater risk of
tumor cell dissemination laparoscopically than by conven-
tional methods."

Conclusion

Isolated splenic metastases are rare presentations of col-
orectal cancer and are typically associated with disseminat-
ed disease.

Lessons Learned

Careful surveillance of patients with colorectal cancer
increases the likelihood of early diagnosis and treatment
of recurrences.
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