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ABSTRACT
Renal cell carcinoma (RCC) is the third most frequently seen primary source of metastatic lesions of the oral
cavity. Still oral cavity metastasis is a rarely seen clinical manifestation during the course of RCC. In a patient
with a known history of RCC, in the presence of newly emerged oral and maxillofacial lesion(s), possibility
of metastasis should be always thought of and pathological investigation should be performed as soon as
possible. In RCC, metastatic involvement of oral cavity is generally accompanied by involvement of other
organs with resultant lower chance of cure and poor prognosis. Especially in conditions which adversely affect
functions of chewing and swallowing consequently nutrition and quality of life, surgery is contraindicated and
local interventional methods transarterial chemoembolization, microwave ablation and radiofrequency ablation
can be good palliative treatment alternatives. In advanced stages of the diseases with systemic involvement
application of local interventional methods either solely or in combination with radiotherapy and surgery
increases compliance to the systemic treatment and can contribute markedly to the prolongation of survival.
Herein we aimed to present a case with unusual histopathological characteristics and presentation in whom we
achieved a longer period of disease-free survival using a different local treatment method. 
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alignant tumors rarely metastasize to soft
tissue of oral cavity and constitute only 1% of

all malignancies of the oral region [1]. More than 80%
of metastatic tumors arise from jaw bone and
especially from its premolar and molar regions.
However predominantly, soft tissue of gingiva (54%)
and tongue (33%) are involved [1-4]. In most of the
patients, previous diagnosis of primary tumor is
already known, however oral cavity metastasis can
encounter us as the first sign in 22-25% of the patients

[1]. Based retrospective data, as a primary source of
oral cavity metastases, RCC ranks third after lung and
breast cancers [1]. In 15% of the cases with
disseminated renal cell carcinoma (RCC), oral cavity
metastases can be seen and in most of the patients’
synchronous involvement of other body regions can
be observed. Clinical manifestations resemble to those
detected in frequently seen inflammatory reactive and
non-malignant systemic diseases of the oral cavity [4].
In differential diagnosis, in addition to
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histopathological examination, immunohistochemical
staining is a very useful guiding tool in the
characterization of primary tumor. Herein, we
presented a patient who had undergone curative
treatment with initial diagnosis of a local disease and
applied to our clinic with symptoms of gingival
involvement and concomitant systemic metastatic
disease long after the establishment of the diagnosis.
In this case we encountered difficulties in the
differential diagnosis and especially treatment and
thanks to alternative interventional methods of
palliation his systemic treatment could be maintained,
his quality of life, vital functions and survival could
be improved. Under currently updated data, because
of histopathological characteristics of the tumor
(papillary type), its being an atypical metastasis of
RCC and difference in the treatment applied, this is
the first shared case in the literature. We aimed to
present a unique case of RCC presented with a
gingival metastasis treated with a novel local
treatment.

CASE PRESENTATION

      A 72-year-old male patient had undergone left
radical nephrectomy 8 years ago with the diagnosis of
papillary type RCC. His medical history revealed
presence of hypertension and smoking. Because of
early stage disease (T2N0M0) his clinical follow-ups
were performed initially at 6 month, then yearly
intervals with recommendations of NCCN. The patient
presented to a private dental clinic with a broken tooth
and subsequent edema and started to receive IV

antibiotherapy with the diagnosis of periodontal
infection. Partial treatment response was achieved and
the patient applied to our oncology clinic with
complaints of a mass on the right side of the
mandibular, which gradually increased in size and
caused severe pain, bleeding and swelling within the
last one month. On his physical examination a
hemorrhagic, erythematous and edematous mass
lesion on the right mandibular region which restricted
mandibular movements and measuring nearly 3-4 cm
was detected (Figure 1A). Facial magnetic resonance
imaging (MRI) revealed a destructive lesion on the
right half of the mandibula. For staging purposes, 18-
F FDG PET/CT was performed which detected a
hypermetabolic soft tissue lesion which caused
destruction of the right lateral side of the mandibula
(Suv max 17.8) and lesions consistent with metastatic
involvement of mediastinum, right adrenal gland and
L1, L2 and right iliac bone (Figures 1B and 1C). 
      Biopsy material obtained from the right
mandibular gingiva revealed findings consistent with
RCC. In immunohistochemical examination also
vimentin, EMA and CD-10 positivity and S-100 and
CEA negativity were observed. In addition to RCC,
initial diagnosis of odontogenic carcinoma and clear
cell tumor of salivary gland was considered. Pathology
preparations of the specimens obtained during the
surgery performed 8 years ago were comparatively
reevaluated and diagnosis of metastasis of papillary
type RCC was confirmed (Figures 2A, 2B and 2C).
The patient did not accept surgical treatment so
palliative radiotherapy was initiated for the treatment
of pain and chewing functions of the patient. However,
on the 7th day of the treatment, no response to the
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Figure 1. (A) A lesion on the right mandibular region nearly 4 cm in size surrounded by edematous and hemorrhagic tissue, (B and
C) hypermetabolic soft tissue lesion which caused destruction of the bone tissue on 18-F FDG PET-CT. 
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therapy was taken, cause of increase in the size of the
mass and intractable bleeding necessitated termination
of radiotherapy. Interventional radiologist performed
transarterial chemo-embolization (TACE) and
microwave ablation (MA) for the mass perfused via
temporal superficial artery. A catheter was inserted
through femoral artery into the right external carotid
artery to perform selective angiography. On
angiograms two arteries supplying the right buccal
mass (mandibular and angular arteries) were detected.
Both of these arteries were embolized with Glue
delivered via transarterial route. Since lesion on the
right buccal region was a bilobar mass, one entry site
was used for MA and 60 watt was delivered to both of
these sites for 2 and 3 minutes (Figures 3A, 3B and
3C). Marked tumoral shrinkage was observed after
early post-TACE and post-MA period in the patient
whose bleeding problem ceased and chewing function
improved. Palliative treatment was restarted and
completed. At the same time administration of
thyrosine kinase inhibitor (sunitinib maleate) was

initiated for the treatment of systemic disease. At
present, at the first year of the treatment, the patient’s
condition is stable ,and he is leading a healthy life.  

DISCUSSION

      RCC constitutes 2% of all malignancies in the
whole world and every year. RCC has been associated
with 300,000 new cases and 100,000 cases of death
[5]. The most important risk factors associated with
RCC are smoking, obesity and hypertension. Major
histological variants include in order of decreasing
incidence rates are clear cell (75-80%), papillary (10-
15 %), chromophobe (5%), sarcomatoid tumors (5%)
and tumors of the collecting tubuli (1%). In patients
who are initially diagnosed as local disease, rates of
local recurrence and distant metastases are 2-5% and
20-35%, respectively. In patients who have
synchronous distant metastases at the time of
diagnosis, survival rates are lower than those
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Figure 2. (A) Submucosal metastasis of malignant epithelial tumor (H&E×20), (B) Malignant papillary cells with eosinophilic cy-
toplasm examined under high magnification (H&E×100), (C) Renal cell carcinoma of papillary type (H&E×40). 

Figure 3. Selective angiographic images (A and B), Image of the lesion following microwave ablation procedure (C). 
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developed metastases after nephrectomy. In our case,
following curative treatment of local disease, systemic
relapse emerged 8 years later and especially
presentation of the first symptom concurrently with
gingival involvement was a surprising and unexpected
condition. In most of the patients, distant metastases
are seen on multiple regions without any chance of
curative intervention [4, 6]. Still survival rates and
quality of life of the patients who can undergo
cytoreductive surgery and metastasectomy are more
favorable. The most frequently seen regions of distant
metastases are lungs, bone, liver, renal fossa and brain,
however metastatic lesions can be seen in any organ. 
RCC very rarely metastasize into head and neck
region and generally scarce number of case reports
have been cited in the literature [7-13]. In local disease
risk of metastasis into head and neck region is only
1%, while in disseminated disease it rises up to 15%.
Tumor metastases into head and neck region are
explained by retrograde flow through venous channels
by way of prevertebral and vertebral venous plexuses
because of increase in intraabdominal and
intrathoracic pressures. Through this pathway RCC
can metastasize through hematogenous route into head
and neck region by bypassing pulmonary capillary
circulation [14]. An unexpected clinical manifestation
emerging on an atypical region during the course of
RCC in a patient whose diagnosis is known, should
always suggest the possibility of metastasis. Gingival
inflammation may also facilitate settlement of the
metastatic cells on gingiva. Therefore, oral hygiene is
important. 
      Metastasis of solid tumors is a very rarely seen
condition and constitute 1% of all oral cavity tumors.
Still even though tumors metastasizing into jaw cannot
be detected radiologically, especially in autopsy
studies its incidence may be conceivably higher (16%)
than expected. In men most frequently seen primary
sources are lungs, kidney, liver and prostate gland,
while in women primary sources are mostly breast,
genital organs, kidney, and colorectal region [15].
However, metastatic tumors of the oral cavity are more
frequently seen at a somewhat earlier age in women,
when compared with men (women; 5. decade, and
men, 7. decade). Though jaw and especially
mandibula are most frequently affected regions,
gingiva leads the way in soft tissue involvement. 
      Clinical presentations in metastatic tumors of oral

cavity can be observed in a wide spectrum including
jaw pain, ulcerated exophytic lesion, lassitude,
impaired chewing and swallowing functions and tooth
loss. Similar symptoms can be seen in odontogenic
infections, pyogenic granulomas, trauma, benign
odontogenic tumors or they can manifest as symptoms
of neurologic involvement as amyloidosis, sarcoidosis,
multiple sclerosis or a non-metastatic disease. Because
of extreme rarity of metastatic tumors of oral cavity
and patients’ presentation with subtle dental
symptoms, especially clinicians should be very
attentive in making differential diagnosis [15, 16]. As
is the case with our case, findings as faster growth and
bone tissue destruction are strong indicators of
metastatic disease. In a patient with a known history
of RCC, newly emerging oral and maxillo-facial
lesion should always suggest the presence of
metastases and especially in patients with a known
history of primary tumor, histopathological
examination should be performed as soon as possible. 
      Although a routine algorithm concerning imaging
techniques has not been formulated, in this case in the
evaluation of local involvement and systemic disease,
MRI and 18-F FDG PET-CT were used successively.
Although histopathological examination is the gold
standard in the differential diagnosis of primary tumor
in suspect cases, immunohistochemical examination
plays a guiding role in difficult cases similar to ours.
Pax-8, CD-10 and vimentin positivity reinforces
diagnosis of RCC. In our case, surgical material of the
previously performed nephrectomy was compared
histopathologically with gingival biopsy material and
vimentin, EMA and CD-10 positivity was very helpful
for definitive confirmation of the diagnosis. 
      Metastatic involvement of oral cavity is generally
an indicator of end-stage disease. Most frequently,
metastatic lesions in many other regions are present.
Prognosis is unfavorable and treatment does not go
beyond palliation in the majority of patients. In the
literature mean survival time after oral cavity
metastases has been reported as less than 1 year
(range, 3.7-8.25 months) [1, 6]. In this case the reasons
of survival times longer than anticipated include
correction of vital functions as chewing and
swallowing using local vascular interventional
methods, completion of radiotherapy, improvement of
quality of life, performance and nutritional status of
the patient together with effective application of
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systemic treatment. In the light of current information,
surgery is the standard treatment of isolated gingival
metastasis of RCC. Limited number of literature data
concerning use of local non-surgical methods in cases
with metastatic lesions of head and neck region are
available. However as is seen in this case, in patients
whose clinical status is not amenable to surgery, those
with systemic organ involvement or in patients who
reject surgical treatment, in specialized centers
radiotherapy as monotherapy or in combination with
local interventional methods can be safely and reliably
used so as to achieve improved palpation and quality
of life and also increase patient compliance with
resultant favorable contribution to his/her survival.

CONCLUSION

      The right mandibular gingival lesion biopsy
revealed findings consistent with RCC. Local
interventional methods, transarterial
chemoembolization, microwave ablation were done.
At the first year of the treatment, the patient’s
condition is stable, and he is leading a healthy life.
This approach may aid in the improvement of
complications and vital functions and also it may exert
favorable effects facilitating administration of
palliative treatment modalities as radiotherapy. We
think that by this means, compliance to systemic
treatment may contribute substantially to the
prolongation of survival. 
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