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RENAL CELL CARCINOMA PRESENTING ASA CERVICAL MASS
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ABSTRACT

The authors report a case of a 60-year-old woman presenting with arenal cell carcinomain
which the first sign leading to its diagnosis was a cervical metastasis, an uncommon site of distant

diseasein rena neoplasms.

The patient had an 18-month history of a progressively enlarging cervical mass at the ante-
rior aspect of the neck. After laboratory and radiological evaluation, the cervical mass was excised,
and the mi croscopi ¢ and immunohistochemical patterns suggested the possibility of ametastatic renal
cell carcinoma. Computerized tomography of the abdomen showed a solid, 4 cm left renal mass. A
radical |eft nephrectomy was performed, and the histology confirmed the suspected diagnosis. The
patient received immunotherapy, and in a follow-up period of 9 months, there was no evidence of
recurrent disease. It seemsthat head and neck metastasis of renal cell carcinomashould preferentially
be treated with surgical excision because of the associated morbidity and quality-of-life issues.
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INTRODUCTION

Renal cell carcinoma represents approxi-
mately 3% of all adult malignancy. The most com-
mon site of metastases is bone and lung, but it has
been documented to metastasize to every organ and
siteinthe body (1). Renal cell carcinomaisthe third
most common infraclavicular neoplasm to metasta-
size to head and neck following lung and breast car-
cinoma. The authors report a case of a patient who
had a cervical mass as the first sign leading to diag-
nosis of renal cell carcinoma.

CASE REPORT

A 60-year-old woman wasreferred to the head
and neck surgery service of our hospital with an 18-
month history of a progressively enlarging cervical
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mass at the anterior aspect of the neck. Physical ex-
amination disclosed afriable, ulcerated, 20 cm ante-
rior cervical mass (Figure-1). A plain radiography of
the thorax was normal.
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Figure 1 —Large anterior cervical mass.
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Computerized tomography of the neck
showed a solid mass in the superficial space of the
neck, invading pre-laryngeal musclesin the visceral
space. Incisiona biopsy was inconclusive.

A wedge resection of the cervical mass was
performed, and a microsurgical antero-lateral thigh
flap closed the wound. Microscopic examination was
suggestive of metastatic carcinoma. Theimmunohis-
tochemical analysisrevealed apossiblerenal cell car-
cinoma.

The patient was then referred for urological
evaluation. She denied any urinary symptoms. Com-
puted tomography of the abdomen showed asolid, 4
cm left renal mass, which seemed restrict to rena pa-
renchyma (Figure-2). On physical examination, there
was no abdominal or flank mass. A radical |eft ne-
phrectomy was then performed, and the patient re-
ceived immunotherapy there after. The patient has
been under continual medical observation, and there
was no evidence of recurrent disease in afollow-up
period of 9 months.

COMMENTS

Metastases commonly occur in renal cell
carcinoma, about 40% of patients presenting with
metastati c disease. The most frequent sitesare lung,
regional lymph nodes, bone, and liver (2). Approxi-
mately 15% of patients with renal cell carcinoma
have extracranial head and neck metastases (2). In
7.5% of patient with renal cell carcinoma, the head
and neck metastasis is the presenting complaint.
However, only 1% of patients with renal cell carci-
nomahave metastases confined only to the head and
neck, and solitary cervical metastatic mass, asin our
patient, is rare.

Usualy, the role of surgery in metastatic re-
nal cell carcinomais for diagnosis and debulking of
disease. Excision of solitary metastatic lesion of re-
nal cell carcinoma following nephrectomy resultsin
a41% survival at 2 year and 13% survival at 5 years.
Pritchyk et al. (3) consider head and neck metastasis
should be viewed differently because the lesion can
lead to airway compromise, severe bleeding and se-
vere disfigurement. Based on the presented case, we
agree with them that depending on the site of presen-
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Figure 2 — Computed tomography scan of the abdomen (axial
view) shows a solid, approximately 4 cm, left renal mass, appar-
ently restrict to renal parenchyma.

tation, local resection may improve quality of lifeand
can provide a chance for cure in the head and neck.
The experience described herein confirms
that bizarre sites of metastases from renal cell carci-
noma should be kept in mind by clinicians and sur-
geons. Moreover, rena cell carcinomashould be con-
sidered in the differential diagnosis of any growing
lesion in the head and neck.
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