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ABSTRACT

Renal cell carcinoma is the most common malignant 
tumor of the kidney. Thirty percent of the patients 
have distant organ metastasis at diagnosis. The 
lungs, bones, liver, lymph nodes and mediastinal 
metastasis are the most common regions. Metastasis 
is very rare in the head and neck region.

In our study, the diagnosis and the treatment of 
two patients after nephrectomy due to renal cell 
carcinoma and other two patients with distant organ 
metastases at diagnosis, totally 4 patients were 
discussed with literature data.

Keywords: Renal cell carcinoma, Neoplasm, 
Metastasis

Introductıon:

Renal cell carcinoma (RCC) is the most common 
malignant tumor of the kidney and comprises 
90-95% of renal tumors in adults. RCC metastasis 
hematogenously and lymphatically and 30 to 40% 
of patients are diagnosed with distant metastases. 
The lungs, bones, liver and brain are the most 
common regions of metastasis1. Metastasis to the 
head and neck region is very rare (less than 1%). 
8-15% of all cases of metastasis in head and neck 
region are associated with RCC2. In our study, four 
patients were presented with metastasis of head 
and neck region and were discussed with literature 
data.

Case 1:

61-year-old male patient was admitted to our hospital 
because RCC and Positron Emission Tomography/
computed tomography (PET-CT) scan for metastasis 
showed increased fluorodeoxyglucose (FDG) uptake 
in the ethmoid sinuses. There was a non-polypoid, 
smooth, isolated mass in the left middle meatus 
and polypoid mass in the right meatus with rigid 
nasal endoscopy of the patient. There was not any 
pathology of nasal septum. Computed tomography 
of the paranasal sinuses (PNS CT) and magnetic 
resonance imaging (MRI) (Figure 1). had a soft tissue 
mass arising from the ethmoid cells. Biopsies of the 
masses were reported as the metastatic clear cell 
carcinoma in the left meatus and as the inflammatory 
polyp in the right meatus. The patient underwent 
left nephrectomy prior to endoscopic sinus surgery 
with general anesthesia. The patient's left ethmoid 
sinus histopathology was compatible with metastatic 
RCC. After palliative radiotherapy, there was not any 
pathology in 1-year follow-up.

Case 2:

65-year-old female patient was admitted to our 
hospital because of an intranasal mass. The patient 
had left nasal obstruction, recurrent epistaxis and 
complaint of loss of smell for 3 months. In physical 
examination, there was 3 × 2.5 × 1.5 cm hemorrhagic 
and ulcerated bleeding polypoid mass filling the left 
nasal cavity from nasal vestibule. The patient had 
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a history of colon carcinoma 15 years ago and left 
nephrectomy due to RCC 11 years ago. The patient 
had regular follow-up without any complaint. There 
was no invasion to the sinuses in the CT scan of PNS. 
Anterior nasal packing was needed due to bleeding 
during the biopsy. Histopathologic diagnosis was 
reported as RCC metastasis due to the earlier history 
of RCC. There was no other metastatic lesion in 
other systems and the primary region was free 
of the disease. The mass in the lateral nasal wall 
was excised in en bloc with tumor-free surgical 
margins endoscopically under general anesthesia 
and histopathological assessment after the surgery 
was reported to be compatible with preoperative 
pathology as RCC (Figure 2). After the interferon 
therapy, there was no recurrence in the 3-year 
follow-up of the patient.

Case 3:

70 years old male patient was first admitted to 
our hospital because of growing lesion in the right 
parotid region. Any facial paresthesia and weakness, 
accompanied by dysphagia, snoring, otalgia, 
dysphagia, dyspnea, or unexplained weight loss was 
not available. The medical history of the patient had 
hypertension and right nephrectomy due to RCC 11 
years ago. Physical examination revealed painless, 
soft, smooth 3 × 4 cm mass in the right parotid 
gland. In the contrast-enhanced neck CT, PET/CT 
(Figure 3) and MRI, 4 × 3 × 2.5 cm size lobulated 

mass in the right parotid gland was reported. As the 
result of fine needle aspiration biopsy (FNAB) of the 
lesion consistent with carcinoma infiltration, surgical 
excision was planned. Operation was terminated 
after biopsy was taken due to excessive bleeding. 
Immunohistochemical examination of neoplastic 
cells were positively stained with vimentin, CD10, 
EMA, LMWCK, S-100, Pan-CK, and were negatively 
stained with CK7, p63, HMWCK, CEA. Histopathology, 
RCC metastasis have been reported according to 

Figure 1: T2-weighted sagittal section magnetic 
resonance imaging of the nose and paranasal sinuses 
shows a hyperintense mass in the etmoid bone with 
smooth borders. Mass did not invade the orbit and 
cranial structures.

Figure 2: (X200) (H&E) Eosinophilic tumor cells with 
clear cytoplasm with centrally located nuclei.

Figure 3: PET/CT of the parotid right gland, showing 
a 4 × 3 × 2.5 cm size lobulated mass in the parotid 
gland
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men than women. Cigarette smoking, hypertension, 
and obesity are risk factors3. Clear cell is the most 
common type of tumor cells. Metastasis occurs 
approximately in 10% of RCC although primary 
tumor is not yet clinically evident. Approximately 20-
25% of patients have distant metastasis at the time 
of the diagnosis. During follow-up after treatment 
of the primary tumor, local recurrence or metastasis 
develops in 50% o f the patients4,5. RCC grows slowly 
and usually produce no symptoms until large sizes. 
Therefore, small and asymptomatic RCC are usually 
diagnosed incidentally when investigating other 
diseases with imaging techniques. Two of our patients 
were also diagnosed with distant metastases.

Metastases in the nose and paranasal sinuses are 
rare and maxillary sinus is the most commonly 
affected area. Kidneys, bronchi, gastrointestinal 
tract, and breast are the most common organs that 
metastasize to paranasal sinuses and almost 50% of 
these cases are RCC6.

Epistaxis is the main complaint of 70% of the patients 
for RCC to the sinonasal region. Nasal congestion, 
loss of smell, pain, orbital signs, symptoms such 
as swelling and headache can also be seen7,8. It 
is difficult to differentiate primary sinonasal tract 
from metastatic lesions clinically or radiologically. 
Sinonasal metastases of RCC are characterized by 
severe bleeding. Biopsy of the lesion may not be 
diagnostic in all the time due to diffuse necrosis9. 
Bleeding complicated the biopsy in our patients.

Nasal cavity metastasis is rare in the literature10. 
reported nasal cavity metastasis in 76-year-old 
patient and palliative chemoradiation was planned.

Parotid gland metastasis is also rare in RCC. Patients 
are usually presented asymptomatic with unilateral 
parotid mass. Although accompanied by pain, 
pulsation, tinnitus, numbness are reported in the 
literature, they are very rare. FNAB is not diagnostic 
and has false positive feature. FNAB can be diagnostic 
in clear cell tumors but immunohistochemical 
staining is needed to make the differential diagnosis 
of the other clear cell tumors of the parotid gland 
(clear cell myoepithelial carcinoma, epithelial-
myoepithelial clear cell carcinoma, clear cell acinic 
cell carcinoma, clear cell adenocarcinoma of salivary 
glands and hyalinizing clear cell carcinoma)11. 
RCC is stained positive with CD10 and vimentin12. 
Appropriate treatment of patients with metastatic 
carcinoma of parotid gland is a multidisciplinary 

these findings. After receiving immunotherapy, lung 
and sacrum metastases developed in follow-up of 
the patients.

Case 4:

61-year-old male patient was admitted to our clinic 
because of growing mass in the right supraclavicular 
region of the neck. In the physical examination, there 
was 4 × 3 cm in size, smooth surface, painless fixed 
lesion in the right supraclavicular region. PET/CT of 
the neck revealed right supraclavicular lymph node 
enlargement (Figure 4). As the incisional biopsy was 
compatible with metastatic RCC, the patient was 
hospitalized planning operation.

Immunohistochemical examination of neoplastic 
cells were positively stained with pancytokeratin, 
AMACR, CK7, focally positive with CD10, negatively 
stained with thyroglobulin, TTF-1 and CK 20 and was 
reported to be compatible with metastatic RCC. The 
patient died within 2 months during radiotherapy 
and chemotherapy after the diagnosis of incidentally 
RCC metastases to the supraclavicular, vertebral 
metastasis, paraaortic and retroperitoneal.

Dıscussıon:

RCC are usually encountered in the sixth and seventh 
decades of life and are three times more common in 

Figure 4: PET/CT of the neck revealed right supracla-
vicular lymph node enlargement
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approach. In parotid gland metastases, the choise 
of treatment is the excision of the tumor while 
preserving the facial nerve if possible.

Despite the fact that RCC often can metastases, 
cervical or supraclavicular lymph node metastasis is 
rare. Only 1% of patients with metastatic head and 
neck region are presented with a solitary mass in the 
cervical metastatic13. In this case, the patient admitted 
to our clinic with a complaint of supraclavicular mass 
without having a diagnosis of RCC.

The prognosis is extremely poor in the metastatic RCC 
and the a verage survival is 7-11 months14. However, 
RCC biological behavior is variable and prognosis 
depends on the clinical, radiological, serological 
and histological factors of RCC. Tumor stage and 
grade, presence of vascular invasion and capsular 
infiltration, microvessel density and tumor necrosis 
are important prognostic factors15. Among the factors 
affecting the prognosis, the presence of occult 
metastases at diagnosis, especially positive lymph 
nodes or invasion of the renal veins, plays a particular 
major role16. 5-year survival of the RCC is 60-75% 
after nephrectomy. The survival rate decreases to 
35% in the patients with single metastasis although 
metastases are treated radically. As the number 
of metastases increase, this rate varies between 
0-7%. The regional metastases developed after 

the treatment of the primary tumor have a better 
prognosis than the metastasis at the time of the 
diagnosis. 5- year survival is 50% in these patients17.

Although surgical resection of metastases in head 
and neck region is very important in order to 
survive, the surgical treatment of metastases is 
generally palliative. RCC are known as radioresistant 
tumor, but radiotherapy plays an important role in 
the control of symptoms associated with pain and 
local compression18. In addition, high-dose radiation 
therapy can be used to facilitate

the surgical excision to reduce the blood supply to 
the primary tumor17. The other alternative for the 
treatment are hormonal therapy, immunotherapy 
and chemotherapy. However, the results obtained 
from the studies with immunotherapy are more 
promising. Interferon-α (IFN-α) and interleukin-2 (IL-
2) are used in the recent years19. As renal cell tumors 
are highly vascular, drugs that inhibit angiogenesis 
and tumor vascularization are promising for better 
treatment results20.

Renal cell carcinoma cases may refer to the physician 
with many different clinical presentations and 
different prognosis. The diagnosis of patients with 
uncommon symptoms and the clinical course of 
the RCC will be effective in reducing mortality and 
morbidity.
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