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Abstract

Isolated splenic metastases from squamous cell carcinoma (SCC) of the cervix are rare, with few cases reported in the literature. We review
here the main clinical and pathological findings in these patients, with emphasis on histopathological features. Because they are so rare,
complex follow-up protocols for patients diagnosed with cervical SCC should exist because, if detected and treated, solitary splenic metastases
seem to have a better prognosis than splenic metastases as part of a disseminated disease.
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 Introduction
Squamous cell carcinoma (SCC) of the cervix is the
second most common cancer in females [1]. In advanced
stages, it presents with local extension into the paracervical tissues and local-regional dissemination into
lymph nodes. The lymphatic and/or hematogenous
metastasis to other sites is rare and occurs most commonly
in the supraclavicular and para-aortic lymph nodes, lungs,
liver, bones. Metastases can occur also in atypical sites
like skin, gallbladder or pericardium but in most of these
cases only in the context of disseminated disease [1–4].
Among these atypical sites, splenic involvement is clinically
detected exceptionally and, therefore, only occasionally
reported [5–7].
The advancement of diagnosis and treatment procedures
regarding the management of cervical carcinoma has led
to better control of the disease and extended survival of
patients, thus increasing the frequency of distant metastasis
detection [8, 9]. However, splenic metastasis of cervical
carcinoma remains a very rare event, divided equally
between splenic involvement as part of a disseminated
disease and solitary metastases [5].
 Epidemiology
The spleen is an uncommon site for metastases [4].
From a series of 7165 cases of carcinomas assessed by
Berge, more than four decades, 312 (7.1%) presented
metastases to the spleen, of which only eight cases were
carcinomas of the uterine cervix. The primary tumors that
most frequently develop splenic metastases are breast
carcinoma, lung carcinoma, and melanoma [10]. A more
recent study of Compérat et al. confirms these findings
and further identifies colorectal and ovarian carcinomas
ISSN (print) 1220–0522

as the most common primary source of solitary splenic
metastases [11]. Moreover, splenic extension of a carcinoma
originating in the exocervical mucosa is exceedingly rare.
Thus, from the first case published by Brufman et al., in
1977 [12], we succeeded to identify only fourteen cases
presented either as abstract or full text in international
databases, including our case published in 2017 [13].
From all these cases, we found no data available in
the PubMed Abstract only for the case reported by
Zamurovic et al., in 2011 [14]. In Table 1 are listed some
of the main clinical features of these cases. Apart from the
selected cases, other three cases had in addition to the
splenic involvement a second and third metastatic site,
i.e., the liver [2], the breast [15], and the pancreas together
with the left supraclavicular lymph node [16].
 Pathogenesis
It was thought that majority of the secondary
carcinomas in the spleen are the result of hematogenous
dissemination [17]. However, it is assumed that the
scarcity of spleen metastases of cervical carcinoma is due
to the spread via local invasion and lymphatics, rather
than hematogenous spread [8]. Further, Berge [10] and
other authors [2, 18–20] identified two main groups of
factors that could explain this rarity:
(a) Mechanical factors that prevent the penetration into
the splenic artery of blood-circulating tumor emboli,
including:
▪ The presence of a splenic capsule;
▪ The sharp angle of splenic artery branching from the
celiac artery;
▪ The tortuosity of the splenic vessels;
▪ The rhythmic contraction of splenic capsule;
ISSN (online) 2066–8279
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▪ The constant flow of blood through the spleen;
▪ The lack of afferent lymphatic vessels.
(b) Biological factors:
▪ The inherent immunity, expressed by the ability of
producing or not of anti-tumor antibodies;
▪ The concentrated presence of phagocytes in the
spleen;
▪ The inhibitory effect of the splenic microenvironment
pro-apoptotic signals that results in the failure of metastatic cells growth and survival.
 Clinical features
Patient’s complains
The low incidence of spleen metastases may have
been underestimated because in 80% of cases they are
asymptomatic [2]. In symptomatic cases, the clinical
sign that most frequently triggered further investigations
was pain in the left abdomen and especially in the left
hypochondrium, sometimes accompanied by moderate,
intermittent fever or weight loss. This was associated in
some cases with splenomegaly, or, in only one case, with
spontaneous rupture of the spleen [21–23].
Patient’s age
For age analysis, three groups were defined: I – <40
years, II – 40–49 years, and III – >50 years. Thus, we
observed that more than three quarters of the patients
were gathered in the groups II and III, meaning older than
40 years and only three patients were young, having
around 30 years of age (Table 1).
Primary tumor clinical stage
Incipient stages of cervical epithelial malignant
proliferations are more frequently associated with a risk
of local recurrence whereas the likelihood of distant
metastasis increases with FIGO (International Federation
of Gynecology and Obstetrics) stage [24], being the
highest in disseminated disease [1–4, 25].
However, in the group of patients with solitary splenic
metastases, most of the cases (10 out of 13) were in the
FIGO stage II, especially in IIB subgroup, and had no
signs and histopathological proofs of spread to regional
lymph nodes or to tissues within the pelvis (Table 1). This
seems to diverge from the typical pattern of spreading

described above, in which lymph node involvement
precedes visceral metastases, and could suggest different
molecular mechanisms are involved.
Disease-free interval (DFI)
For the DFI analysis, three groups were defined,
depending its length in months: I – <12 months (less than
one year), II – 13–36 months (between two and three
years), and III – >37–60 months (between four and five
years). Solitary splenic metastases were usually detected
after an interval of more than three years, going to five
years from the clinical detection of the primary disease,
located in the cervix, ranging between 10 and 60 months
(median 39 months), in accordance with other literature
estimations [5, 7], but sometimes they can occur quite
rapidly, with no apparent relation to disease stage or age
at diagnostic time.
Table 1 – Clinical features of reviewed cases

1.
2.
3.
4.
5.
6.

Ref
No.
12
22
9
6
26
27

7.

28

8.
9.

29
25

10.

14

11.
12.
13.
14.

8
21
30
13

No.

Complain(s)

Age
[years]
43
28
47
45
45
52

FIGO
stage
IB
IIB
IIB
IIA
IIA
IIB

DFI
[months]
60
57
48
36
60
14

NM
Pain (LA)
Splenomegaly
NM
NM
No
Pain (LH), fever,
50
IIB
42
splenomegaly
No 54
IIB
10
Pain (LH)
30
IVA
30
No available data in the accessed
PubMed Abstract
No
49
IIB
10
Fever, anorexia
46
IIA
17
NM
46
IA
NM
No
31
IIB
18

DFI: Disease-free interval; FIGO: International Federation of Gynecology
and Obstetrics; LA: Left abdomen; LH: Left hypochondrium; NM: Not
mentioned.

The attempt of identifying any statistical correlation
between patient’s age, primary tumor stage and the time
interval till the detection of solitary splenic involvement
failed, the p-value of  (chi-square) correlation test
being greater than the significance level alpha of 0.05
(Figure 1, a–c).

Figure 1 – Statistical correlations between clinical parameters – χ2 test . (a) Patient’s age – primary tumor stage;
(b) Patient’s age – disease-free interval (DFI); (c) Primary tumor stage – DFI.

Detection of the splenic tumor
Excepting the case reported by Zamurovic et al. [14],
the presence of the splenic metastasis was suspected

and/or confirmed either clinically or biologically but
especially by imaging techniques (Table 2).
The splenic metastases had no clinical expression in
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almost one-third of the cases. In another third of the cases,
the specifically located pain, alone or associated with
splenomegaly and/or fever oriented the diagnosis. In only
one case, the clinical examination, in conjunction with
patient’s history, was enough to orient the diagnosis
towards splenic metastasis [9]. Unfortunately, in another
one third of the cases there was no mention in the report
about the clinical examination (Table 2).
Table 2 – Methods of splenic tumor detection
No.

Ref
No.

1.

14

2.

12

3.
4.

6.
7.

9 Yes (splenomegaly)
22 Yes (pain – LA)
Yes (pain – LH, fever,
28
splenomegaly)
21 Yes (fever, anorexia)
25 Yes (pain – LH)

8.
9.
10.
11.

13
8
27
29

12.
13.
14.

30
6
26

5.

Clinical

TM-ST

IM

No available data in the accessed
PubMed Abstract
NM
NM
NM
NT
NT

No
CAT

NT

US

NT
SCCA ↑

CAT, PET
CAT, PET

No
No
No
No

NT
SCCA ↑
SCCA ↑
SCCA ↑

CAT, MRI
CAT
CAT
CAT, PET

NM
NM
NM

NM
NT
SCCA ↑

CAT
CAT + FNAB
CAT, MRI, PET

CAT: Computed tomography scan; FNAB: Fine-needle aspiration
biopsy; IM: Imagistic technique; LA: Left abdomen; LH: Left hypochondrium; MRI: Magnetic resonance imaging; NM: Not mentioned;
NT: Not tested; PET: Positron-emission tomography; SCCA ↑: Elevated
level of squamous cell carcinoma antigen in the serum; TM-ST: Tumor
marker(s) serum test; US: Ultrasound examination.

It is true that tumor markers and especially squamous
cell carcinoma antigen (SCCA) were not tested in more
than 40% of the cases and in other 20% there was no
mention about its use or not.
However, when it was used, the serum test showed
characteristic elevated levels. In one case [25], rising
SCCA preceded clinical signs by six months. It is
interesting that there was no clinical expression of the
splenic involvement in three of the five cases where
SCCA was tested [8, 26, 27, 29], the test being used for
the surveillance of the treatment applied for the primary
tumor.
More than two decades ago, Crombach et al. showed
that SCCA serum levels are influenced by the infiltrative
growth, the mass, and the degree of histological differentiation of the tumor [31]. Therefore, SCCA can be
used for the monitoring of SCC of the cervix evolution,
response to treatment, and recurrences, its serum levels
being elevated before the occurrence of symptoms [26,
29, 32]. Furthermore, in reviewed cases, increase in
SCCA serum levels prompted further explorations in
order to confirm the diagnosis in all cases it was used
[8, 25–27, 29]. Ikeda et al. also underlined the utility of
CEA (carcinoembryonic antigen) in monitoring patients
with surgically treated cervical SCC [33].
The analysis of the detection methods of splenic
secondary tumors revealed that imagistic techniques
seem to be the golden standard for splenic involvement
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investigation. Excepting the above-mentioned case [9],
where the clinical examination was considered enough
for the diagnosis and other two cases where there were no
available data [12, 14], in all the other reviewed cases,
the imaging examination either confirmed [8, 21, 22,
25–29] or even detected [6, 13, 30] the isolated splenic
involvement following a previous cervical SCC.
The procedure of choice was computed tomography
scan (CAT), which was completed in four cases [21, 25,
26, 29] with positron-emission tomography (PET) and
in two cases with magnetic resonance imaging (MRI)
(Figure 2) [13, 26].

Figure 2 – Case Ref. No. [13]: MRI showing isolated
tumoral mass of 5/5 cm, located in the splenic hylum.

There was also one case where the imaging technique
of choice was the ultrasound examination (US) [27]. It has
to be noted that, in one case [6], the diagnosis algorithm
was completed by an invasive but very precise technique
(accurate in about 90% of cases), i.e., fine-needle aspiration
biopsy (FNAB). The technique is rarely used in the
diagnosis of splenic metastases because of the possible
risk of hemorrhagic complication (spleen being a highly
vascular organ). However, the procedure is less aggressive
than the surgical approach and allows avoidance of
unnecessary splenectomy in case of benign splenic lesions,
such as granulomatous disease [11, 34].
 Pathology
Splenic metastases can present as four main morphological patterns. Three of them can be detected macroscopically: the nodular pattern with its two variants,
macronodular or micronodular and the diffuse pattern.
The fourth pattern is the microscopic one [10].
In the reviewed cases, splenic metastases had mostly
a gross morphology of nodular masses, ranging between
2 cm and 19 cm in the largest diameter (Figure 3).
However, in two cases [9, 28], the nodules with large
enough dimensions (7 cm and 19 cm, respectively) proved
to be cystic formations.
Whatever the pattern of splenic infiltration, the splenic
metastasis and primary tumor are generally similar in
terms of cytological and architectural aspect [11]. This
statement is not entirely confirmed in the case of solitary
metastases in the spleen of cervical SCCs.
Excepting the cases of Brufman et al. [12] and
Zamurovic et al. [14], where no data were available, it
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is interesting to point out that 40% of the remaining 12
cases had not a detailed description of the morphology
and the degree of differentiation of neither the primary
tumor of the cervix nor the secondary tumor in the spleen.
From the remaining seven cases, the histopathological
diagnosis was the same in the primary and metastatic
tumors in only three of them [8, 27, 29]. In the other
four cases [13, 21, 25, 28], the histopathological pattern
of the secondary tumors in the spleen was worse than
that of the primary cervical tumor (Table 3).

Figure 3 – Case Ref. No. [13]: Gross appearance
of the spleen showing non-homogenously colored
structure in the splenic hylum.
Table 3 – Histopathological assessment of primary and
secondary tumors

1.
2.

Ref
No.
14
12

3.
4.
5.
6.
7.

22
9
6
26
30

SCC NOS
SCC NOS
SCC NOS
SCC NOS
SCC NOS

SCC NOS
SCC NOS
SCC NOS
SCC NOS
SCC NOS

8.
9.
10.

29
27
8

SCC K
SCC NK
C Undiff

SCC K
SCC NK
C Undiff

The same

11.
12.
13.
14.

28
13
25
21

SCC NOS
SCC NOS
SCC MD
SCC MD

SCC K
SCC MD
SCC PD
SCC PD

Worse

No.

Cervix

Spleen

Correspondence

NM
NM

NM
NM

No data
available
No specification
concerning
morphology/
differentiation

C: Carcinoma; K: Keratinized; MD: Moderately differentiated; NK:
Not Keratinized; NM: Not mentioned; NOS: Not otherwise specified;
PD: Poorly differentiated; SCC: Squamous cell carcinoma; Undiff:
Undifferentiated.

The morphological microscopic identification of SCCs,
especially of those with a high and even moderate
degree of differentiation should not be a problem for an
experienced pathologist. The presence of squamous
epithelial cells, usually large, with abundant eosinophilic
cytoplasm, and a large, often vesicular, nucleus and
a variable degree of keratinization arranged in nests
invading the normal neighboring tissue constitutes the
hallmark of this type of epithelial malignant proliferations

(Figure 4, a and b). Sometimes a stromal desmoplastic
reaction surrounds the nests of tumor cells (Figure 4d).
Sometimes, however, when the degree of differentiation
is decreasing, as in primary and secondary tumors reported
by Taga et al. [8] and Komatsu et al. [27] or only in
secondary tumors reported by Dixit et al. [21] and Di
Donato et al. [25], immunohistochemical (IHC) techniques
could be of valuable help. The most common choice is
the use of the antibody cocktail containing cytokeratin
(CK) 5/6, p16, and even p14 (Figure 4, e–g), markers
overexpressed in cervical squamous carcinomas, p16
signaling also the association with high-risk human
papillomavirus (hrHPV) [21, 35–37]. This antigen cocktail
is useful to confirm the squamous origin of splenic and
even cervical proliferations with undifferentiated morphological features when this origin is primarily suggested
by the serum levels of SCCA.
Another IHC marker whose use could be of benefit in
the investigation of solitary splenic metastases of SCC
of the cervix is Ki67 (Figure 4h). Its assessed index could
signal the increase of tumor proliferation rate [38], could
predict the metastatic potential if used during the early
course of radiotherapy [39] or could have a prognostic
value for overall survival [40].
Finally, another IHC marker that could be used is
p53 (Figure 4i). However, even the loss of p53 tumor
suppressor gene function, considered as the commonest
genetic alteration involved in human malignancies, is
included among the co-factors influencing the multistep
process of the uterine cervix carcinoma pathogenesis,
there is no evidence to suggest that its overexpression
may be useful as a prognostic indicator [41, 42].
 Treatment
Treatment of the primary disease was administered to
reviewed patients according to the relevant protocols that
generally included initial radiotherapy (including external
beam radiation therapy and brachytherapy), surgery, and,
for some of the patients, subsequent chemotherapy. Thus,
surgery was the only procedure in three cases [6, 12, 27],
associated with radiotherapy in other three cases [21, 26,
30], and with chemotherapy in one case [25]. Radiotherapy
was the only procedure in three cases [9, 22, 28] and
associated with chemotherapy in other two cases [8, 29].
There was only one case where the algorithm has
been fully covered [13] (Table 4).
So, the algorithm did not include always all the steps,
being adapted to the patient’s status at the admission for
the primary tumor. When the spleen metastasis is found,
there are usually multiple organ metastases and surgery
is not indicated [8].
However, in the case of solitary splenic metastases
the treatment of choice is splenectomy, the main reasons
being:
▪ Confirmation of the tumor histopathology;
▪ Avoidance of complications like splenic rupture,
splenic vein thrombosis and painful splenomegaly;
▪ Prevention of further metastatic disease having as
source the secondary splenic tumor [19].
Moreover, since it is considered distant metastasis,
Dixit et al. stated that chemotherapy should follow
surgery in all cases of splenic metastasis [21].
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Figure 4 – Histological features of squamous cell carcinoma (SCC) in the spleen: (a) Nests of SCC invading the spleen
parenchyma – residual areas of normal white pulp are seen [Hematoxylin–Eosin (HE) staining, ×50]; (b) Islands of
typical SCC, including individual densely keratinized cells (arrows) (HE staining, ×50); (c) Tumor vascular embolus
(HE staining, ×200); (d) Desmoplastic reaction around tumor islands (Masson’s trichrome staining, ×400); (e–g)
Immunohistochemical (IHC) cocktail – cytokeratin (CK) 7, p16 and p14 – for SCC identification (×200); (h) Ki67
staining (×200); (i) p53 staining (×200).
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Table 4 – Therapeutic strategy and follow-up of cases with isolated spleen metastasis of SCC of the cervix

1.

Ref
No.
12

Age
[years]
43

FIGO
stage
IB

Surgery

2.

22

28

IIB

EBRT

3.

9

47

IIB

EBRT

4.

6

45

IIA

Surgery

No.

Primary treatment

Secondary treatment

Follow-up*

Survival*

ChT

11

Yes/71

Surgery, ChT

19

Yes/76

ChT

15

Yes/63

ChT

12

No/48

5.

26

45

IIA

Surgery, RT

Surgery, ChT

5

Yes/65

6.

27

52

IIB

Surgery

Surgery

12

Yes/26

7.

28

50

IIB

RT

Surgery

48

Yes/90

8.

29

54

IIB

EBRT, ChT

Surgery, RT, ChT

25

Yes/35

9.

25

30

IVA

Surgery, ChT

Surgery, ChT

12

Yes/46

10.

14

No available data in the accessed PubMed Abstract

11.

8

49

IIB

ChT, RT

Surgery, ChT

20

Yes/30

12.

21

46

IIA

Surgery, RT

Surgery, ChT

2

Yes/19

13.

30

46

IA

Surgery, EBRT

Surgery

NM

Yes/NM

14.

13

31

IIB

Surgery, RT, ChT

Surgery, ChT

12

Yes/30

ChT: Chemotherapy; EBRT: External beam radiation therapy; FIGO: International Federation of Gynecology and Obstetrics; NM: Not
mentioned; RT: Radiotherapy; *: In months, at the moment of publication.

In reviewed cases, splenectomy was indeed the first
step in the secondary treatment algorithm in more than
three quarters of cases with available data. Chemotherapy
followed the surgery in 70% of these cases. However,
there were some cases where, depending on case particularities, the “two steps” therapeutic algorithm was
incomplete. Thus, in three cases [27, 28, 30], splenectomy
was the only therapeutic procedure and, in other three
cases [6, 9, 12], chemotherapy was the only possible
therapeutic procedure (Table 4).
In only one case, the radiotherapy completed the
therapeutic protocol because five months after splenectomy, CT and PET scan showed a 2.5 cm recurrent mass
in the perirectal spaces and cul de sac [29].
 Follow-up, outcome
While splenic metastases as part of a disseminated
disease are associated with poor prognosis, solitary
splenic metastases represent a more moderate disease [5].
Compérat et al. remark the long-term remission achieved
by splenectomy alone in patients with late occurrence
of splenic metastasis [11]. In the reviewed cases, the
follow-up after secondary therapy varied between two
and 48 months but the assessment covered only the time
period till the publication of the case. The overall survival
from the moment of primary tumor discovery varied
between one year and a half [21], and seven years and a
half [28].
At the time of case publication, there was only one
patient who died [6], all the other being alive (Table 4).
The attempt of identifying any statistical correlation
between patient’s age, primary tumor stage and the
follow-up time after secondary treatment also failed, the
p-value of  correlation tests being greater than the
significance level alpha of 0.05 (Figure 5, a and b).
According to Badib et al., the leading causes of death
could be renal failure, sepsis and respiratory failure [43].
However, due to the uncommon nature of the lesion and
the absence of relevant studies, prognosis is difficult to
determine.

Figure 5 – Statistical correlations between clinical
parameters – χ2 test: (a) Patient’s age – follow-up after
splenectomy; (b) Primary tumor stage – follow-up after
splenectomy.

 Conclusions
Solitary splenic metastases of SCC of the cervix are a
peculiar event in the evolution of primary tumors whose
appearance and prognosis seem to have no relation with
patient’s age and FIGO stage of the primary tumor.
However, just because they are so rare, follow-up
protocols for patients diagnosed with cervical SCC
should be complex, including periodical anamnesis,
clinical examination, vaginal cytology, serum tumor
markers, and imaging investigations because, if detected
and treated, solitary splenic metastases seem to have a
better prognosis than splenic metastases as part of a
disseminated disease.

Clinical and pathological features of splenic metastasis from cervical squamous cell carcinoma

Conflict of interests
The authors declare that they have no conflict of
interests.
Acknowledgments
We thank Professor Iancu Emil Pleşea for the kind
help in the achievement of the illustration of tumoral
pathological profile, and for the scientific critical review
of the manuscript.
References
[1] Kurman RJ, Carcangiu ML, Herrington CS, Young RH (eds).
World Health Organization (WHO) Classification of tumours of
female reproductive organs. WHO Classification of Tumours,
th
4 edition, International Agency for Research on Cancer
(IARC) Press, Lyon, France, 2014, 176–181.
[2] Gupta T, Nair N, Fuke P, Bedres G, Basu S, Shrivastava SK.
Splenic metastases from cervical carcinoma: a case report.
Int J Gynecol Cancer, 2006, 16(2):911–914.
[3] Fagundes H, Perez CA, Grigsby PW, Lockett MA. Distant
metastases after irradiation alone in carcinoma of the uterine
cervix. Int J Radiat Oncol Biol Phys, 1992, 24(2):197–204.
[4] Carlson V, Delclos L, Fletcher G. Distant metastases in
squamous-cell carcinoma of the uterine cervix. Radiology,
1967, 88(5):961–966.
[5] Piura E, Piura B. [Splenic metastases from female genital tract
malignancies]. Harefuah, 2010, 149(5):315–320, 335, 334.
[6] Goktolga U, Dede M, Deveci G, Yenen MC, Deveci MS, Dilek S.
Solitary splenic metastasis of squamous cell carcinoma of
the uterine cervix: a case report and review of the literature.
Eur J Gynaecol Oncol, 2004, 25(6):742–744.
[7] Campagnutta E, Zarrelli A, Stefanutti V, Cimitan M, Querin F,
Scarabelli C. [Isolated splenic metastasis in a case of adenocarcinoma of the uterine cervix. A clinical case]. Minerva
Ginecol, 1992, 44(12):667–670.
[8] Taga S, Sawada M, Nagai A, Yamamoto D, Hayase R. Splenic
metastasis of squamous cell carcinoma of the uterine cervix:
a case report and review of the literature. Case Rep Obstet
Gynecol, 2014, 2014:798948.
[9] Carvalho L, Azevedo I, Salgado L, Ferreira ES, Henrique R,
de Carvalho RG, Vieira E. Squamous cell carcinoma of the
cervix metastatic to the spleen – case report. Gynecol Oncol,
1997, 67(1):107–110.
[10] Berge T. Splenic metastases – frequencies and patterns.
Acta Pathol Microbiol Scand A, 1974, 82(4):499–506.
[11] Compérat E, Bardier-Dupas A, Camparo P, Capron F,
Charlotte F. Splenic metastases: clinicopathologic presentation, differential diagnosis, and pathogenesis. Arch Pathol
Lab Med, 2007, 131(6):965–969.
[12] Brufman G, Biran S, Goldschmidt Z, Freund U. [Solitary
metastatic involvement of the spleen in squamous cell
carcinoma of the cervix]. Harefuah, 1977, 92(8):349–350.
[13] Bacalbasa N, Balescu I, Marcu M, Oprescu DN, Anca AF.
Solitary splenic metastasis after surgically-treated cervical
cancer – a case report and literature review. Anticancer Res,
2017, 37(5):2615–2618.
[14] Zamurovic M, Pesic-Stevanovic I, Perisic Z. Rare metastases
of carcinoma of uterine cervix. Eur J Gynaecol Oncol, 2011,
32(5):594–596.
[15] Aitelhaj M, Khoyaali SL, Boukir A, Elkabous M, Abahssain H,
Mrabti H, El Khannoussi B, Errihani H. Breast and splenic
metastases of squamous cell carcinoma from the uterine
cervix: a case report. J Med Case Rep, 2014, 8:359.
[16] Sharma P, Chatterjee P, Mazumdar B. Recurrent carcinoma
18
cervix presenting as metastatic splenomegaly: F-FDG PET/
CT findings in a rare scenario. Indian J Nucl Med, 2014,
29(3):200–201.
[17] Marymont JH Jr, Gross S. Patterns of metastatic cancer in
the spleen. Am J Clin Pathol, 1963, 40(1):58–66.
[18] Lam KY, Tang V. Metastatic tumors to the spleen: a 25-year
clinicopathologic study. Arch Pathol Lab Med, 2000, 124(4):
526–530.
[19] Piura B, Rabinovich A, Apel-Sarid L, Shaco-Levy R. Splenic
metastasis from endometrial carcinoma: report of a case and
review of literature. Arch Gynecol Obstet, 2009, 280(6):1001–
1006.

1163

[20] Peters AM. Why the spleen is a very rare site for metastases
from epithelial cancers. Med Hypotheses, 2012, 78(1):26–
28.
[21] Dixit J, Mohammed N, Shetty P. Splenic metastasis from
cancer of uterine cervix – a rare case. Indian J Surg Oncol,
2016, 7(4):479–483.
[22] Klein B, Stein M, Kuten A, Steiner M, Barshalom D, Robinson E,
Gal D. Splenomegaly and solitary spleen metastasis in solid
tumors. Cancer, 1987, 60(1):100–102.
[23] Morgenstern L, Rosenberg J, Geller SA. Tumors of the spleen.
World J Surg, 1985, 9(3):468–476.
[24] American Joint Committee on Cancer (AJCC). Cervix uteri.
In: Amin MB, Edge S, Greene F, Byrd DR, Brookland RK,
Washington MK, Gershenwald JE, Compton CC, Hess KR,
Sullivan DC, Jessup JM, Brierley JD, Gaspar LE, Schilsky RL,
Balch CM, Winchester DP, Asare EA, Madera M, Gress DM,
th
Meyer LR (eds). AJCC Cancer Staging Manual. 8 edition,
American College of Surgeons (ACS), Springer International
Publishing, New York, 2017, 649–659.
[25] Di Donato V, Palaia I, Perniola G, Polidori N, Burratti M,
Besharat A, Panici PB. Splenic metastasis from cervical
cancer: case report and review of the literature. J Obstet
Gynaecol Res, 2010, 36(4):887–890.
[26] Pang LC. Solitary recurrent metastasis of squamous cell
carcinoma of the uterine cervix in the spleen: case report.
South Med J, 2004, 97(3):301–304.
[27] Komatsu D, Koike S, Kobayashi N, Shiozawa H, Nakamura T,
Iwasa T, Nakazawa K. A case of solitary splenic metastasis
from uterine cervical cancer. Jpn J Gastroenterol Surg, 2004,
37(2):193–197.
[28] Bhardwaj S, Mahajan D, Gupta YV. Metastatic squamous
cell carcinoma of the cervix presenting as a splenic cyst.
JK Science, 2008, 10(3):146–148.
[29] Kim JH, Choi YD, Lee JH, Nam JH, Juhng SW, Koh YS,
Cho CK, Choi C. Solitary splenic metastases from uterine
cervical cancer: case reports and review of the literature.
Korean J Pathol, 2008, 42(5):317–322.
[30] Applebaum M, Schulz B. Isolated splenic metastasis in a
patient with squamous cell carcinoma of the cervix. Appl
Radiol, 2017, 46(6):24–25.
[31] Crombach G, Scharl A, Vierbuchen M, Würz H, Bolte A.
Detection of squamous cell carcinoma antigen in normal
squamous epithelia and in squamous cell carcinomas of the
uterine cervix. Cancer, 1989, 63(7):1337–1342.
[32] Kato H, Torigoe T. Radioimmunoassay for tumor antigen
of human cervical squamous cell carcinoma. Cancer, 1977,
40(4):1621–1628.
[33] Ikeda S, Yoshimura K, Onda T, Kasamatsu T, Kato T,
Ishikawa M, Sasajima Y, Tsuda H. Combination of squamous
cell carcinoma-antigen, carcinoembryonic antigen, and carbohydrate antigen 19-9 predicts positive pelvic lymph nodes
and parametrial involvement in early stage squamous cell
carcinoma of the uterine cervix. J Obstet Gynaecol Res,
2012, 38(10):1260–1265.
[34] Keogan MT, Freed KS, Paulson EK, Nelson RC, Dodd LG.
Imaging-guided percutaneous biopsy of focal splenic lesions:
update on safety and effectiveness. AJR Am J Roentgenol,
1999, 172(4):933–937.
[35] Sano T, Oyama T, Kashiwabara K, Fukuda T, Nakajima T.
Immunohistochemical overexpression of p16 protein associated with intact retinoblastoma protein expression in cervical
cancer and cervical intraepithelial neoplasia. Pathol Int, 1998,
48(8):580–585.
[36] Sano T, Masuda N, Oyama T, Nakajima T. Overexpression of
p16 and p14ARF is associated with human papillomavirus
infection in cervical squamous cell carcinoma and dysplasia.
Pathol Int, 2002, 52(5–6):375–383.
[37] Kanao H, Enomoto T, Ueda Y, Fujita M, Nakashima R,
Ueno Y, Miyatake T, Yoshizaki T, Buzard GS, Kimura T,
Yoshino K, Murata Y. Correlation between p14(ARF)/p16
(INK4A) expression and HPV infection in uterine cervical
cancer. Cancer Lett, 2004, 213(1):31–37.
[38] Feng W, Xiao J, Zhang Z, Rosen DG, Brown RE, Liu J,
Duan X. Senescence and apoptosis in carcinogenesis of
cervical squamous carcinoma. Mod Pathol, 2007, 20(9):961–
966.

1164

Mădălina Lucia Marcu et al.

[39] Kamer SA, Yalman D, Ozer E, Sayhan S, Hanhan M,
Ozsaran A, Haydaroğlu A. Changes of Ki-67 index in
squamous cell carcinoma of the cervix during the early
course of radiotherapy and prediction of prognosis. Eur J
Gynaecol Oncol, 2003, 24(3–4):287–292.
[40] Pan D, Wei K, Ling Y, Su S, Zhu M, Chen G. The prognostic
role of Ki-67/MIB-1 in cervical cancer: a systematic review
with meta-analysis. Med Sci Monit, 2015, 21:882–889.

[41] Blondal JA, Benchimol S. The role of p53 in tumor progression.
Semin Cancer Biol, 1994, 5(3):177–186.
[42] Hunt CR, Hale RJ, Buckley CH, Hunt J. p53 expression in
carcinoma of the cervix. J Clin Pathol, 1996, 49(12):971–974.
[43] Badib AO, Kurohara SS, Webster JH, Pickren JW. Metastasis
to organs in carcinoma of the uterine cervix. Influence of
treatment on incidence and distribution. Cancer, 1968, 21(3):
434–439.

Corresponding author
Adrian Neacşu, Associate Professor, MD, PhD, Department of Obstetrics and Gynecology, Faculty of Midwifery and
Nursing, “Carol Davila” University of Medicine and Pharmacy, 75 Luigi Galvani Street, Sector 2, 020361 Bucharest,
Romania; Phone +40723–366 161, e-mail: adrianneacsu2006@yahoo.com

Received: January 20, 2017
Accepted: March 4, 2018

