
Abstract. Background/Aim: Solitary metastases after
surgically-treated cervical cancer are a rare entity, with only
few cases described so far. Patient and Methods: We present
the case of a 31-year-old patient diagnosed with a tumoral
splenic lesion at 18 months after surgically-treated cervical
cancer. Results: The patient was submitted to surgery, with
a splenectomy being performed. The histopathological
studies confirmed the presence of a squamous cell cervical
cancer splenic metastasis. At one year follow-up after
splenectomy, the patient is free of any recurrent disease.
Conclusion: Solitary splenic metastases after surgically-
treated cervical cancer are rarely seen; however, this
diagnostic should not be omitted whenever a medical history
of cervical cancer is present.

Cervical cancer remains one of the most common
gynecologic malignancies worldwide; although association of
oncologic treatment is widely performed, a number of cases
will develop, at a certain moment, distant metastases (1, 2).
Unfortunately, most patients in this situation will be
diagnosed with disseminated secondary lesions, being
candidates only for palliative treatment. In rare cases, solitary
metastases have been reported, transforming the patient into
the perfect candidate for re-operation. We present the case of
a 31-year-old patient diagnosed with an isolated splenic
recurrence 18 months after surgically-treated cervical cancer.

Case Report

We present the case of a 31-year-old patient who initially
presented to our service for pelvic pain and massive vaginal
bleeding. At that moment, a cervical biopsy revealed the presence
of a moderately differentiated squamous cell cervical cancer. The
preoperative investigations revealed a stage IIB cervical tumor,
so the patient was submitted to neoadjuvant chemotherapy and
radiation therapy followed by surgery; a total radical
hysterectomy en bloc, with bilateral adnexectomy and pelvic
lymph node dissection was performed. The histopathological
studies confirmed the presence of an area of 5 mm with 4-mm
deep invasion with malignant transformation; in the meantime,
the histopathological evaluation of the lymph nodes revealed the
absence of tumoral invasion in none of the retrieved lymph nodes
(eleven left side lymph nodes and seven right side lymph nodes).
These findings classified the lesion as a T1a2, pN0, M0 cervical
cancer. At 18 months follow-up, the patient was diagnosed with
an isolated tumoral mass of 5/5 cm located in the splenic hylum,
so the patient was re-operated. Intraoperatively, the diagnostic of
solitary splenic lesion was confirmed, so the patient was
submitted to splenectomy (Figures 1-5). The postoperative course
was uneventful, with the patient being discharged in the fifth
postoperative day. The histopathological study revealed the
presence of a 5/5 cm lesion with a typical aspect of a splenic
metastasis of a moderately differentiated squamous cell cervical
cancer. One month after discharge, the patient was submitted to
adjuvant chemotherapy consisting of six cycles of cisplatin and
paclitaxel. At one year follow-up, the patient is free of any
recurrent disease or distant metastases.

Discussion

Cervical cancer has a high propensity of local spread, after
destroying the natural compartmental borders, leading to the
apparition of pelvic masses involving the urinary bladder and/or
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the rectum, followed by lymphatic spread into the regional and
distant lymphatic chains (3-7). Hematogenous spread is a rare
pathway of dissemination, leading to the apparition of
parenchimatous lesions, with the most commonly reported
being located in lungs, bones or liver (2, 8). In Fagundes et al.’s
study (8), the authors reported that the most common site of
distant relapses is the lung (in 21% of cases) followed by para-
aortic lymph nodes (in 11% of cases), abdominal cavity (in 8%
of cases) and supraclavicular lymph nodes (in 7% of cases). The
same study demonstrated that the type of relapse is significantly
influenced by the initial FIGO stage at diagnosis: patients
diagnosed in early stages of the disease are more likely to
develop local recurrences, while cases diagnosed in advanced
stages are more likely to develop distant or distant and local
recurrences; in the meantime, once the distant relapse is
diagnosed, the overall survival rate is of only 12 weeks (9, 10).
The extremely short overall survival after diagnosis of distant
metastases has been explained through the fact that, most often,
these cases are diagnosed with systemic relapse, transforming
the patient into a candidate for palliative oncological treatment.
Fortunately, in our case, the patient was diagnosed with a
solitary lesion, so she was successfully submitted to surgery.  

The improvement of surgical techniques in patients
presenting hepato-bilio-pancreatic or splenic lesions leads to
the safe association of such resections in cases presenting
both primary and metastatic lesions, inducing a significant
survival benefit. Due to these aspects, extended upper

abdominal resections have been widely reported initially in
cases presenting metastatic lesions with ovarian origin
followed by other primaries, such as cervical cancer, with
good results in regard with long-term outcomes (2, 11-20).

Splenic metastases from cervical cancer represent a rare
situation, with the first reported case coming from Brufman et
al. in 1977 (21). According to Dixit et al., who reported in
December 2016 a case of an isolated splenic metastasis at 17
months after completing the oncological treatment for squamous
cell cervical cancer, only 11 cases had been published before,
with their case being the 12th reported ever (22).

Moreover, due to the rarity of this particular situation, no case
series has been reported so far; the largest series of patients
presenting splenic metastases from cervical cancer originate
from autopsy studies by Sotto et al. who reported eight cases
of splenic lesions among 108 cases with cervical cancer (23).
The main patterns of splenic involvement include splenic artery,
splenic vein and lymphatic dissemination (24). In the meantime,
the low number of cases diagnosed with splenic metastases can
be explained through multiple mechanisms, such as the
tortuosity of the splenic artery, presence of splenic capsule,
rhythmic contractions of the spleen, or through the
antineoplastic properties of the splenic parenchyma (25).

When it comes to clinical symptoms, patients with splenic
metastases remain most often asymptomatic for a long period
of time or present atypical complaints, such as left
hypochondria pain (8). 
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Figure 1. Initial aspect of the tumor: solid lesion development on the
upper pole of the spleen.

Figure 2. Aspect of the tumor after lateral mobilization of the spleen.



As for the rationale of associating adjuvant chemotherapy,
most authors consider that it should be taken in consideration
because the splenic lesion is in fact a distant metastasis
necessitating systemic therapy (26, 27). However, the presence

of an isolated distant metastasis is considered by some authors
as a sign of a less aggressive biological subtype of the tumor
as compared to those cases that present disseminated lesions,
thus transforming the patient into the perfect candidate for
surgery (28, 29).

Conclusion

Splenic metastases from cervical cancer are rarely seen;
however, this particular situation should not be omitted
whenever the patient has a medical history of cancer. In
certain cases, when isolated lesions are encountered,
splenectomy can be safely performed with good results in
terms of survival. However, due to the paucity of cases
reported so far, no specific data regarding long-term
outcomes are available for the moment.
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Figure 3. Medial dissection of the spleen; identification of vascular
pedicles.

Figure 5. The specimen of splenectomy is transected: apparition of a
large tumoral lesion at the upper pole of the spleen.

Figure 4. Specimen of splenectomy presenting a 5/5/3 cm tumor at the
upper pole.
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