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1. INTRODUCTION  

Splenic metastases of adenocarcinoma are rare. 

Those that follow an endometrial cancer are 

exceptional. Less than 20 cases have been 

reported in the literature. The exceptional 

character of this type of metastasis would be 

related to the anatomical specificities of the 

spleen and its particular microenvironment. 

We report the case of a 74-year-old patient who, 

after being treated for endometrioid 

adenocarcinoma pT1a in August 2018, presented, 

at a distance, a unique metastasis of splenic 

localization. We performed a preoperative splenic 

embolization, followed by a laparoscopic total 

splenectomy with adjuvant chemotherapy. 

2. CASE PRESENTATION 

A 74-year-old patient, with no particular history, 

consulted her gynecologist in early July 2018 

following repeated episodes of metrorrhagia. An 

ultrasound revealed a 16 mm intrauterine polyp 

that was resected. The pathology of the patch 

revealed endometrioid grade 2 adenocarcinoma, 

estrogen and progesterone +, P16 +, CEA- 

receptors, and no microsatellite instability. 

In mid-July 2018, an extension assessment was 

performed with a negative chest radiograph, a 

negative whole-body bone scintigraphy and an 

abdominal ultrasound of the liver, bile ducts, 

right kidney and also negative pancreas. An MRI 

of the pelvis revealed, meanwhile, a small mass 

at the level of the endometrium with 

homogeneous enhancement located in the right 

lateral not infiltrating the myometrium. 

A complete laparoscopic radical hysterectomy 

was performed on 12 August. The 

anatomopathological exam of the resected part 

revealed a well-differentiated endometrioid 

adenocarcinoma (Grade 1) infiltrating 10% of the 

thickness of the myometrium, no angio-lymphatic 

or vascular penetration, and appendages and a 

negative neck. Given the stage pT1a, it was 
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decided in multidisciplinary consultation to 

follow the evolution of the patient to one year 

without further treatment. 

In early February 2019, the patient presented 

herself in the emergency department for 

epigastric pain and left hypochondrium. An 

abdominal CT scan revealed a bilobed splenic 

lesion on the upper inner side of the spleen with 

moderately thick walls, a hypodense center, and 

an enhancing periphery with microbulled 

contours of indeterminate origin. (Fig 1) A Pet 

Scan confirmed that only the splenic focus 

enhanced, and showed a bilobal mass of necrotic 

appearance. The CA 125 was increased to 43KU 

/ L. A radiologic embolization of the spleen was 

performed and the splenectomy was performed 

on March 21st by laparoscopy. (Fig2) The 

immediate operative follow-up was simple and 

the patient returned home five days after the 

procedure. 

 

Figure1. Abdominal CT Scan- Bilobed splenic lesion 

on the upper inner side of the spleen with moderately 

thick walls, a hypodense center, and an enhancing 

periphery with microbulled and irregular contours.   

 

Figure2. Peri-operative image showing the splenic 

hilum dissection 

The anatomopathologic exam of the part revealed 

a metastasis adenocarcinoma moderately 

differentiated of the endometrium of 6 cm long 

axis with infiltration of the splenic hile. The 

immunohistochemical profile, for its part, was 

compatible with an endometrial origin. 

Adjuvant treatment of chemotherapy Carboplatin 

Taxole type was performed later. 

3. DISCUSSION 

The spleen is not a frequent site of metastases. 

There are two types of splenic metastases: intra-

parenchymal tumors from hematogenous tumor 

emboli and capsular metastases found during 

peritoneal dissemination of advance cancer 

(ovaries, colon). (1)    

Most of the splenic metastases are found in multi-

metastasized cancer contexts with poor prognosis 

(2) and do not usually imply systematic surgical 

management. Isolated splenic metastases, on the 

other hand, are exceptional lesions (2) (3) and 

may justify total splenectomy with adjuvant 

chemotherapy (1). 

Cysts and splenic tumors are rare. Generally 

asymptomatic, they are most often discovered by 

chance (4). The context, the patient's personal 

antecedents (cancer, trauma) and the possible 

symptomatology (fever, left hypochondrial pain) 

help to guide the diagnosis. In case of doubt, a 

spleen biopsy is still possible, but this involves a 

high risk of haemorrhage and tumor 

dissemination and is therefore generally not 

recommended (4). 

When isolated, splenic metastases are 

predominantly asymptomatic (3) (1) (60% of 

cases (2)). Some symptoms may attract attention, 

abdominal pain in left hypochondrium, 

epigastric, cases of splenomegaly associated with 

thrombocytopenia, fever, weight loss, fatigue (2) 

(4). Rarely, cases of splenic rupture are 

described, but they are considered as absolute 

emergencies. In the majority of cases, splenic 

metastases are detected during oncology follow-

ups by means of an abdominal CT scan or 

ultrasound scan (5). Some cases of splenic 

metastases have been demonstrated on the basis 

of an increase in tumor markers (CEA, PSA, 

CA125) (6) (5) and subsequently to imaging. As 

for these markers, their quantity decreases after 

splenectomy in the cases reported. This was also 

the case with our patient, where we noticed a 

standardization of CA125. 

Splenic metastases can be discovered 

synchronously or metachronously (7) (2). In our 

case, the absence of splenic imaging and 

symptomatology during the discovery of the 

primitive did not allow us to conclude whether 

this metastasis was already present or not at the 

time of the initial diagnosis. Splenic metastases 

can occur in three ways: macronodular, as in our 

case, micronodular or diffuse (1). 
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Isolated metastatic splenic lesions are rare and 

are mainly of ovarian, pulmonary, mammary, 

melanoma or colorectal origin (3) (1) (6) (8). 

Unique spleen metastases of endometrial origin 

are exceptional. Less than 20 cases have been 

described in the literature (1). Usually, 

endometrial cancers metastasize after invasion of 

the myometrium into the lymph nodes or 

hematogenously usually to the liver, lungs or 

bones (1). Spleen metastases of endometrial 

cancer are usually solitary, localized in the 

splenic parenchyma. This dissemination is by 

hematogenous tumor microemboli to the spleen 

(1). The literature reports that there is a latency 

period of several months (2) (ranging from 11 to 

120 months (1)) before the discovery of splenic 

metastasis of endometrial cancer. In our case, 

splenic metastasis was only demonstrated after 

an interval of 5 to 6 months following the onset 

of pain in the left hypochondrium. 

The rarity of splenic metastases is based on 

anatomical mechanical factors such as a sharpy 

angle formed by the splenic artery that makes it 

difficult to pass tumoral emboli into the spleen, 

the rhythmic contractions of the splenic capsule 

prevent tumor emboli deposition, and the absence 

of afferent lymphatic vessels. Another hypothesis 

has been proposed, the splenic microenvironment 

not being favorable to the growth of metastases. 

Indeed, the spleen has many lymphoid tissues 

that makes the medium unsuccessful for the 

deposition and development of tumor emboli in 

the splenic parenchyma. (2) (3) (1) (6) (8) 

Pre-Splenectomy Assessment 

Prevention at the time of patient preparation for 

splenectomy begins with vaccination targeting 

the encapsulated organisms (Streptotoccus 

Pneumoniae, Neisseriae Meningitis and 

Haemophilus Influenzae type B) (9) (10). 

Vaccination is recommended at least two weeks 

before any scheduled splenectomy or two weeks 

after an emergency splenectomy. Note that the 

vaccine response is lower two weeks after 

splenectomy. (10) Moreover, given the risk of 

pneumococcal superinfection in case of 

influenza, an annual vaccination against 

influenza is also recommended. (10) 

Splenic Embolization 

Embolization would reduce the risk of hemorrhage 

bleeding (11) (35 ml with embolization versus 350 

ml without embolization) (12), but also reduce the 

volume of the spleen intraoperatively in case of 

splenomegaly. Embolization would also reduce 

the operative time and the risk of conversion in 

case of perioperative bleeding (11). Splenic post-

embolization complications can reach about 5% 

(9) and are mainly related to post-embolization 

syndromes (13), accompanied by pain, fever 

and/or left pleural effusion related to splenic 

infarction. Cases of coil migration in peri-splenic 

organs have also been described with risks of 

pancreatitis. (9) (11) (13) 

Laparoscopic Splenectomy 

Delaitre et al. is the first to report a case of 

laparoscopic splenectomy in 1991 (14) (15). 

Laparoscopy reduces hospitalization time, 

postoperative pain and morbidity and has a 

considerable aesthetic advantage. Laparoscopy is 

the gold standard for splenectomy, even in cases 

of major splenomegaly. We chose the technique 

of splenic suspension, or '' Hanging spleen 

technique '' (14). This is a lateral approach in 

right lateral decubitus (16). This suspension 

technique gives good access to the spleen. This is 

suspended from the diaphragm by the 

phrenosplenic ligament, which gives easy access 

under visual control to the posterior surface of the 

spleen and access to the splenic hilum (14) (17) 

and the tail of the pancreas which is found 

attracted away from the hile by gravity. As for the 

stomach, liver and colon, they are attracted to the 

bottom of the operative field by their own weight 

(Fig 2) 

This technique combined with previous splenic 

embolization facilitated access to the spleen and 

allowed us to control the artery and splenic vein 

at best despite the unexpected inflammatory 

fibrotic medium found in the splenic hilum (1). 

The choice of the laparoscopic approach is 

usually based on the surgeon's experience. 

Post-Splenectomy Complications 

Infectious complications are the most important 

medical complications post-splenectomy and are 

the most dangerous. Serious general infections 

can occur in 3% to 5% (9) of long-term cases in 

any splenectomized patient. Subphrenic abscess 

cases postoperatively are also described in 5% of 

cases (9). 

The first two to three years post-splenectomy are 

the most at risk from an infectious point of view. 

Some authors even offer antibiotic prophylaxis 

up to two years post-splenectomy (10). 

Generally, children are at higher risk of infection 

(10), as are patients with splenectomies following 
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haematological malignancy, lymphoma or 

thalassemia.  

Thromboembolic complications are also 

common in the porto-mesenteric system as well 

as in the vena cava system, which carries a risk 

of pulmonary embolism (18). 

The incidence of portal vein thrombosis ranges 

from 1.6% to 15% (10) with a median time to 

onset of 8 to 12 days (10). The risk of thrombosis is 

greater in cases of cirrhosis or myeloproliferative 

disorder (9).  

Finally, the perioperative risk of caudal pancreatic 

injury with pancreatic fistula varies from 0.5% (9) 

to 3% (19) according to the authors. 

Given postoperative thrombocytosis and 

thrombotic risk, the patient was put on aspirin 

(Asaflow 80 mg once daily). 

4. CONCLUSION 

The discovery of an unknown splenic mass in a 

patient with a history of neoplasia should be 

considered potentially malignant even if the 

primary tumor has been successfully treated 

years earlier. If implantation of cancer cells into 

the spleen occurs, detectable and symptomatic 

metastases are rare. The final diagnosis can only 

be made after anatomopathological analysis. 

The treatment of choice for splenic metastases is 

splenectomy followed by adjuvant chemotherapy, 

which may be associated with preoperative 

splenic embolization to reduce the risk of 

intraoperative hemorrhage and the risk of 

conversion. 
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