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Abstract 
In the context of colorectal cancer, splenic and ovarian metastases are rare outside of widely disseminated disease. Growing evidence 
suggests that ‘oligometastatic’ or limited metastatic disease can be treated surgically with good oncological outcomes. Splenic and 
ovarian metastases are not well represented in studies of oligometastatic colorectal cancer, resulting in uncertainty in the best 
management for these patients. We present the case of a 78-year-old woman diagnosed with oligometastatic colorectal cancer to 
bilateral ovaries and spleen, 5 years after resection of a primary colon cancer. The patient was treated with a bilateral salpingo-
oopherectomy and subsequent open splenectomy. We discuss the role of surgery and peri-operative chemotherapy in the management 
of oligometastatic colorectal cancer involving atypical sites. 
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Introduction 
Colorectal cancer is the third most commonly diagnosed cancer in 
Australia and the second most common cause of cancer-related 
death [1]. Approximately 20% of patients are diagnosed with de 
novo metastatic disease, and >30% of patients with resected early 
disease will recur within 5 years [2, 3]. Stage at diagnosis remains 
the most important prognostic factor, with unresectable Stage 
IV colorectal cancer conferring a 5-year survival of just 13% [4]. 
‘Oligometastatic’ disease, defined here as less than five lesions at 
up to two sites, can be treated surgically with long-term survival 
in up to 45% of patients [5]. 

The most common sites for colorectal cancer recurrence 
are liver and lung, which are involved in 70% and 30%–50% of 
cases, respectively [6]. Splenic metastases predominantly occur 
in the context of disseminated disease involving liver (77%) or 
lung (36%) [7]. Ovarian metastases are uncommon, occurring in 
2.1%–13.6% of patients following colorectal resection, and usually 
in the context of disseminated peritoneal disease [8]. Here we 
present a case of oligometastatic disease to spleen and bilateral 
ovaries, presenting 5 years after resection of a primary descending 
colon cancer. 

Case report 
A 78-year-old woman presented with symptoms of a large bowel 
obstruction and was found to have a large splenic flexure 
tumour. She was otherwise well, with a history of asthma, 
hypertension and hysterectomy for fibroids with ovaries in situ. 
She underwent a subtotal colectomy. Pathology showed a pT4aN2 
colon adenocarcinoma, with perineural invasion, 4 of 59 nodes 
involved, proficient mismatch repair proteins and BRAF-wild-
type. She recovered well post-operatively and received adjuvant 
chemotherapy with combination fluorouracil and oxaliplatin, 
truncated at 3 months’ due to toxicity. 

Surveillance CT 5 years after the completion of chemother-
apy demonstrated bilateral pelvic adnexal ‘cysts’. These were 
investigated further with pelvic ultrasound and FDG PET, which 
demonstrated the large cystic lesions to have foci of moderate 
FDG avidity (SUVmax 4.0), with incidental finding of a moderately 
FDG-avid (SUVmax 5.6) lesion at the hilum of her spleen (Fig. 1). 

Following multi-disciplinary discussion, a bilateral salpingo-
oopherectomy was performed for diagnostic clarity and ongoing 
pelvic discomfort. Histopathology confirmed bilateral ovar-
ian metastatic adenocarcinoma consistent with colorectal
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Figure 1. (A) FDG-PET demonstrating moderately intense (SUVmax 5.6) 
uptake within the spleen, suspicious for malignancy; (B) Multicystic 
pelvic lesion with solid component (SUVmax 4.0). 

primary. The patient recovered well and was planned for 
subsequent splenectomy. 

Endoscopic examination of the rectum and ileorectal anas-
tomosis did not demonstrate any evidence of recurrence or 
metachronous lesions. The patient underwent a routine open 
splenectomy and made an uneventful recovery. Histopathology 
demonstrated three circumscribed, firm and pale metastatic 
adenocarcinoma deposits within the splenic parenchyma, 
5–10 mm in maximal dimension. 

Morphology and immunohistochemistry was consistent with 
colorectal origin. The metastatic deposit of adenocarcinoma 
within the splenic parenchyma demonstrated poorly formed and 
cribriform glands lined by crowded columnar cells with central 
luminal necrosis. There was no abnormality in the background 
spleen. The immunohistochemical profile confirmed colorectal 
origin with tumour cells positive for CK20, CDX2, and SATB2. 

The tumour was negative for CK7, TTF-1, ER, GATA3, PAX8, 
synaptophysin, and chromogranin A (Fig. 2). 

At 6 months post-splenectomy and 9 months post-bilateral 
salpingo-oopherectomy, the patient was at baseline excellent 
functional status with a CEA of 3.8 and no evidence of recurrence 
on FDG-PET imaging. No further systemic therapy was prescribed 
after multi-disciplinary discussion due to previous poor tolerance 
and no evidence of survival benefit for chemotherapy post 
colorectal cancer metastatectomy [9]. She was re-engaged in a 
close surveillance protocol. 

Discussion 
This case demonstrates a rare case of isolated splenic and ovarian 
oligometastases from a colorectal primary, 5 years after resection 
of the initial primary. This is a highly unusual occurrence in the 
absence of widespread metastatic disease. The patient had a good 
early outcome to treatment with surgical resection alone, however 
long-term outcomes are not yet known. 

Oligometastatic cancer represents a poorly defined clinical 
state between localized and widespread disease [10]. Within col-
orectal cancer, oligo-metastatic disease confined to liver and/or 
lung is well studied [6]. Optimal management usually includes 
multi-disciplinary discussion of local therapy options, with con-
sideration of patient and tumour factors [11]. For extra-hepato-
pulmonary metastases the roles of resection, neoadjuvant and 
adjuvant chemotherapy is less clear. 

Several small, retrospective studies have examined metas-
tectomy for concurrent liver and lung lesions. Shah et al. 

Figure 2. Histopathological features. (A) Metastatic adenocarcinoma infiltrating splenic parenchyma (H&E, ×40). (B) Irregular cribriform glands with 
luminal necrosis in keeping with colorectal origin (H&E, ×200). (C) CDX2 nuclear positivity (IHC, ×100); (D) SATB2 nuclear positivity (IHC, ×100). H&E: 
haematoxylin and eosin; IHC: immunohistochemistry. 
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demonstrated improved 5 year survival of 74% in those who had 
both liver and lung metastases resected, compared to 42% in 
those who received liver resection only [12]. Wei et al. [13], in their 
prospective trial, highlight the significant morbidity and mortality 
associated with such invasive disease with one perioperative 
death out of 26 patients and a major complication rate of 19%. 
The SABR-Comet trial found benefit for stereotactic radiotherapy 
in oligometastatic disease across mixed tumour-types, supporting 
non-surgical approaches where clinically appropriate [14]. 

The spleen is thought to have both an inhibitory effect of 
immune cells on the deposition of tumour cells and haematoge-
nous spread limited by anatomic blood flow, resulting in an 
overall low likelihood of metastases [7, 15].There are just 37 
case reports of isolated splenic metastases from colorectal can-
cer, which have almost exclusively undergone splenectomy by 
laparoscopic or open approach [7]. The longest follow-up without 
recurrence documented is 72 months [16]. Thirteen cases report 
their follow-up period, and two patient mortalities secondary to 
widespread metastases [7]. Chemotherapy was specified in 11 
cases, 1 neoadjuvant and 10 adjuvant [7]. 

Ovarian metastases have traditionally been thought of as a 
poor prognostic factor [17], however a more recent case series 
found R0 resection of isolated ovarian metastases had a longer 
5 year survival rate at 69% than isolated hepatic metastases and 
isolated pulmonary metastases at 42%–60% and 51%–63% [8]. 

This limited evidence highlights the difficulty in selecting 
patients for significant intra-abdominal surgery where recurrence 
is limited. Potential for improved outcomes with aggressive 
management of oligometastatic colorectal cancer to liver and/or 
lung is well documented, however, appropriate management 
of disease at atypical sites is less clearly defined. Our patient 
had bilateral salpingo-oopherectomy for suspicious adnexal 
lesions >5 years post her initial colorectal cancer resection, and 
proceeded to open splenectomy with curative intent. This was 
supported by the prolonged time to recurrence, and absence 
of nodal or peritoneal disease. Multidisciplinary discussion was 
invaluable, and is suggested for all patients with oligometastatic 
disease regardless of unusual location. 

Conflict of interest statement 
The authors have no conflicts of interest 

Funding 
The authors did not receive any financial support from any orga-
nization for the submitted work. 

References 
1. Australian Institute of Health and Welfare . Australian Cancer 

Incidence and Mortality (ACIM) books. Canberra: AIHW, 2021. 
2. Biller LH, Schrag D. Diagnosis and treatment of metastatic 

colorectal cancer: a review. JAMA 2021;325:669–85. https://doi. 
org/10.1001/jama.2021.0106. 

3. André  T, Boni  C, Navarro  M,  et al. Improved overall survival with 
oxaliplatin, fluorouracil, and leucovorin as adjuvant treatment 
in stage II or III colon cancer in the MOSAIC trial. J Clin Oncol 
2009;27:3109–16. https://doi.org/10.1200/JCO.2008.20.6771. 

4. Brenner H, Kloor M, Pox CP. Colorectal cancer. Lancet 2014;383: 
1490–502. 

5. Cervantes A, Adam R, Roselló S, et al. ESMO guidelines commit-
tee. Metastatic colorectal cancer: ESMO clinical practice guide-
line for diagnosis, treatment and follow-up. Ann Oncol 2023;34: 
10–32. https://doi.org/10.1016/j.annonc.2022.10.003. 

6. Riihimäki M, Hemminki A, Sundquist J, Hemminki K. Patterns of 
metastasis in colon and rectal cancer. Sci Rep 2016;6:29765. 

7. Zhao L, Sui M, Li J, Zhang K. Case report of isolated syn-
chronous multiple splenic metastases from rectal cancer: a case 
report and brief review of the literature. Medicine (Baltimore) 
2022;101:e29613. 

8. Hamasaki S, Fukunaga Y, Nagayama S, et al. Decision-making 
in postoperative chemotherapy for ovarian metastasis from col-
orectal cancer: a retrospective single-center study. World J Surg 
Oncol 2022;20:28. 

9. Kanemitsu Y, Shimizu Y, Mizusawa J, et al. JCOG colorectal 
cancer study group. Hepatectomy followed by mFOLFOX6 versus 
hepatectomy alone for liver-only metastatic colorectal cancer 
(JCOG0603): a phase II or III randomized controlled trial. J Clin  
Oncol 2021;39:3789–99. https://doi.org/10.1200/JCO.21.01032. 

10. Guckenberger M, Lievens Y, Bouma AB, et al. Characterisation 
and classification of oligometastatic disease: a European Society 
for Radiotherapy and Oncology and European organisation for 
research and treatment of Cancer consensus recommendation. 
Lancet Oncol 2020;21:e18–28. https://doi.org/10.1016/S1470-2045 
(19)30718-1. 

11. Miller ED, Hitchcock KE, Romesser PB. Oligometastatic colorec-
tal cancer: a review of definitions and patient selection for local 
therapies. J Gastrointest Cancer 2023;54:1116–27. 

12. Shah SA, Haddad R, al-Sukhni W, et al. Surgical resection 
of hepatic and pulmonary metastases from colorectal carci-
noma. J Am Coll Surg 2006;202:468–75. https://doi.org/10.1016/ 
j.jamcollsurg.2005.11.008. 

13. Wei AC, Coburn NG, Devitt KS, et al. Survival following resection 
of intra- and extra-hepatic metastases from colorectal cancer: 
a phase II trial. Ann Surg Oncol 2016;23:2644–51. https://doi. 
org/10.1245/s10434-016-5189-0. 

14. Palma DA, Olson R, Harrow S, et al. Stereotactic ablative radio-
therapy versus standard of care palliative treatment in patients 
with oligometastatic cancers (SABR-COMET): a randomised, 
phase 2, open-label trial. Lancet 2019;393:2051–8. https://doi. 
org/10.1016/S0140-6736(18)32487-5. 

15. Compérat E, Bardier-Dupas A, Camparo P, et al. Splenic metas-
tases: clinicopathologic presentation, differential diagnosis, and 
pathogenesis. Arch Pathol Lab Med 2007;131:965–9. 

16. Ishida H, Konno K, Ishida J, et al. Isolated splenic metas-
tases. J Ultrasound Med 1997;16:743–9. https://doi.org/10.7863/ 
jum.1997.16.11.743. 

17. Mason MH 3rd, Kovalcik PJ. Ovarian metastases from colon 
carcinoma. J Surg Oncol 1981;17:33–8.

D
ow

nloaded from
 https://academ

ic.oup.com
/jscr/article/2024/4/rjae241/7648276 by guest on 07 April 2025

https://doi.org/10.1001/jama.2021.0106
https://doi.org/10.1001/jama.2021.0106
https://doi.org/10.1001/jama.2021.0106
https://doi.org/10.1001/jama.2021.0106
https://doi.org/10.1200/JCO.2008.20.6771
https://doi.org/10.1200/JCO.2008.20.6771
https://doi.org/10.1200/JCO.2008.20.6771
https://doi.org/10.1200/JCO.2008.20.6771
https://doi.org/10.1016/j.annonc.2022.10.003
https://doi.org/10.1016/j.annonc.2022.10.003
https://doi.org/10.1016/j.annonc.2022.10.003
https://doi.org/10.1016/j.annonc.2022.10.003
https://doi.org/10.1016/j.annonc.2022.10.003
https://doi.org/10.1200/JCO.21.01032
https://doi.org/10.1200/JCO.21.01032
https://doi.org/10.1200/JCO.21.01032
https://doi.org/10.1200/JCO.21.01032
https://doi.org/10.1016/S1470-2045(19)30718-1
https://doi.org/10.1016/S1470-2045(19)30718-1
https://doi.org/10.1016/S1470-2045(19)30718-1
https://doi.org/10.1016/S1470-2045(19)30718-1
https://doi.org/10.1016/S1470-2045(19)30718-1
https://doi.org/10.1016/S1470-2045(19)30718-1
https://doi.org/10.1016/j.jamcollsurg.2005.11.008
https://doi.org/10.1016/j.jamcollsurg.2005.11.008
https://doi.org/10.1016/j.jamcollsurg.2005.11.008
https://doi.org/10.1016/j.jamcollsurg.2005.11.008
https://doi.org/10.1016/j.jamcollsurg.2005.11.008
https://doi.org/10.1245/s10434-016-5189-0
https://doi.org/10.1245/s10434-016-5189-0
https://doi.org/10.1245/s10434-016-5189-0
https://doi.org/10.1245/s10434-016-5189-0
https://doi.org/10.1016/S0140-6736(18)32487-5
https://doi.org/10.1016/S0140-6736(18)32487-5
https://doi.org/10.1016/S0140-6736(18)32487-5
https://doi.org/10.1016/S0140-6736(18)32487-5
https://doi.org/10.1016/S0140-6736(18)32487-5
https://doi.org/10.1016/S0140-6736(18)32487-5
https://doi.org/10.7863/jum.1997.16.11.743
https://doi.org/10.7863/jum.1997.16.11.743
https://doi.org/10.7863/jum.1997.16.11.743
https://doi.org/10.7863/jum.1997.16.11.743

	 Oligometastatic colorectal adenocarcinoma to the spleen and ovaries
	Introduction
	Case report
	Discussion
	Conflict of interest statement
	Funding





Accessibility Report





		Filename: 

		rjae241.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 3



		Passed manually: 0



		Failed manually: 0



		Skipped: 4



		Passed: 25



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Skipped		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Needs manual check		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Skipped		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Skipped		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

