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Abstract-  Although splenic metastasis is fairly common in disseminated cancer, solitary splenic 
metastasis in the absence of diffuse dissemination is rare. We report a case of 44 year-old man who 
developed isolated splenic metastasis of colon cancer. The patient had undergone right sided 
hemicolectomy for colon cancer in 1988. In 2001, he underwent reoperation because of local recurrence 
of tumor in the anastomotic site. The patient was admitted to our hospital on Sep 2003 with abdominal 
pain. Chest X-ray was normal. Abdominal CT scan showed a large cystic lesion in the spleen. 
Splenectomy was performed for the patient. The spleen was enlarged, firm and irregular. Histological 
examination showed metastatic mucinous adenocarcinoma. Based on this case, we recommend that 
clinicians consider possibility of metastasis in cystic lesions of spleen, especially in patients with a 
history of a malignant disease. 
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INTRODUCTION 

 
  Spleen is the tenth most frequent site of 

secondary tumor and such involvement is typically 
indicative of diffuse dissemination. The primary solid 
tumors that most frequently metastasize to the spleen 
are those known to have a strong metastatic potential, 
especially carcinomas of the breast, lung, melanoma, 
and ovary.  

Although splenic metastasis is fairly common in 
disseminated cancer, solitary splenic metastasis in the 
absence of diffuse dissemination is rare. In this paper, 
we report a case of isolated splenic metastasis of 
carcinoma of ascending colon which was 
successfully treated by splenectomy. We discuss here 
the relevance of our findings to clinical practice and 
also review the literature on isolated splenic 
metastasis.   
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CASE REPORT 
 
  A 44 year-old man was admitted to our hospital 

due to aggravation of abdominal pain. His pain had 
been started one year before admission, was felt in 
the left side of his abdomen and was referred to his 
low back.  

The patient was a case of adenocarcinoma of 
ascending colon that was operated upon 15 years ago 
in 1988. After right sided hemicolectomy the patient 
was referred for chemotherapy.  

In 2001, he sought medical attention because of 
abdominal pain.  Investigations showed polypoid 
mass in the anastomotic site. Computed tomography 
(CT) scan revealed thickening of descending colon. 
Left sided hemicolectomy and ileorectal anastomosis 
was performed for the patient. Histological diagnosis 
was adenocarcinoma and the patient was referred to 
oncologist for chemotherapy.  

 In Sep 2003, he was admitted to our hospital for 
abdominal mass, pain, and malaise. Physical 
examination revealed a left upper quadrant mass. 
Chest X-ray was normal, except for elevation of the 
left hemidiaphragm (Fig. 1). Carcinoma embryonic   
antigen (CEA)  was  80  ng/ml  (normal  level  is  less  



Splenic metastasis of colon cancer 

468 

 
 
Fig. 1. Chest X-ray of the patient was normal, except for 
elevation of the left hemidiaphragm. 
 

 
than 5 ng/ml). Other tests were normal. 

Intravenous urography showed a mass effect from 
outer upper side on the left kidney with functional 
kidneys (Fig. 2).  

An abdominal CT scan with contrast media 
enhancement showed cystic parenchymal space 
occupying lesion in the spleen, resulting in 
splenomegaly and downward displacement of the left 
kidney (Fig. 3).  

 
 

 
 
Fig. 2. Intravenous urography showing normal functioning 
kidneys and inferior displacement of the left kidney. 

 
 
Fig. 3. Abdominal CT scan of the patient shows large space 
occupying lesion in the spleen, with no metastasis in the liver. 

 

 

The patient underwent laparotomy. There was no 
sign of metastasis in the abdominal viscera except for 
the spleen. The spleen was enlarged, firm and 
irregular.   Splenectomy was performed for the patient 
(Fig. 4).  

Gross and microscopic views of spleen are shown 
in figures 5 and 6, respectively. 

Histological examination showed microcysts 
composed of cells floating in the mucin and having a 
bland histologic appearance. 

After operation the patient was discharged from 
hospital and referred to oncologist. Four months after 
discharge the patient was well.  

 
 

 

 
Fig. 4. Spleen at the time of operation. It was enlarged, firm 
and irregular. 
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Fig. 5. Cross-section of the specimen showing gross 
appearance of spleen. 

  
 DISCUSSION 

 
 The spleen is a site of metastatic tumor in up to 7% 
of autopsies of cancer patients and virtually any 
primary malignancy may metastasize to the spleen 
(1). Although splenic metastasis is fairly common in 
disseminated cancer, solitary splenic metastasis in the 
absence of diffuse dissemination is rare with 
approximately 50 cases reported in the literature (2-
6). 

Solitary splenic metastasis has been identified in 
relation to primary tumors  of lung, endometrium, 
ovary, cervix, stomach, colon, breast, bladder, and 
skin. Approximately 60% of the presented cases 
appear to be associated with gynecologic cancers. 
Colorectal carcinomas also pose a relatively high 
association, representing approximately 11% of the 
primary tumor sites. Furthermore, the majority of the 
primary tumors are of the histologic type of 
adenocarcinoma (2, 7).  

 Several hypotheses have attempted to explain the 
low incidence of splenic metastasis. It should be 
difficult for colorectal cancer cells to reach the spleen 
through the portal venous system in which the blood 
flow is usually from the spleen to the liver. Even if 
cancer cells did gain access to the spleen, formation 
of a metastatic nest in the spleen may be inhibited by 
the reticuloendothelial system or the rhythmic 
contractions of the spleen may squeeze out the tumor 
embolus to prevent it from lodging there. The 
absence    of   afferent    lymphatics   to   the    spleen,  

   
  
Fig.6. Low-power view of spleen; metastatic mucinous 
carcinoma. Tumor cells are floating in a sea of mucin.  

 
phagocytic activity of splenic cells and humoral 
anticancer substances in the spleen are considered to 
be other reasons for the low incidence of splenic 
metastasis (8).  

Both vascular and lymphatic routes have been 
proposed as the means of the transmission for splenic 
metastasis of colorectal carcinoma. However, the 
majority of authors favor the former route, because 
the metastasis tends to be limited within the splenic 
parenchyma, with the lymph nodes at the splenic 
hilus negative for metastasis (4, 8). Similar findings 
were evident in the patient described here. Okuyama 
et al. have located only 20 reported cases of isolated 
splenic metastasis of colorectal carcinoma in the 
Japanese literature and merely eight in the English-
language literature (8). Thomas et al. in Oct 1993, 
 Indudhara et al. in 1997, Weathers et al. in Oct 1999 
and Kim et al. in Jun 2000 reported the fourth, the 
fifth, the sixth, and the seventh cases of isolated 
splenic metastasis from colorectal carcinoma in the 
English-language literature, respectively (6, 9-11). 
Avesani et al. reported the first case of synchronous 
isolated splenic metastasis from colorectal carcinoma 
in Jun 2001 (12).  

 The solitary splenic metastasis can be 
asymptomatic with or without raised tumor marker 
levels or it may presents with nonspecific symptoms, 
abdominal pain, and splenomegaly. The relapse 
interval varies inconsistently from the time of initial 
diagnosis to 144 months (2). In our patient this time 
was approximately 15 years. The treatment modality 
chosen in every case involves splenectomy with or 
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without chemotherapy and radiotherapy (2).  
 An increasing number of clinically asymptomatic 

solitary splenic lesions have been detected in recent 
years with the use of radiologic examinations and 
long-term follow-up. Okuyama et al. have pointed 
out that only six of the 28 reported patients were 
symptomatic at the time of diagnosis (8). Our patient 
had malaise and abdominal pain.  

A solitary splenic mass in a patient is most 
suggestive of a primary splenic lesion such as 
lymphoma, hemangioma, hematoma, abscess or 
infarction. However, as outlined here, a solitary 
splenic lesion in a patient with a history of a 
malignant disease must be considered metastatic, 
until proven otherwise. In these patients, it is 
important to establish a cytohistologic diagnosis in 
every case of a solitary splenic lesion (2). In our 
patient, histologic examination showed metastatic 
mucinous adenocarcinoma.  
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