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Abstract
This report is to describe a rare case of parotid metastasis from renal cell carcinoma (RCC) in a50- year- old male presenting with

unilateral facial symptoms. Following investigations, the patient was diagnosed to have metastatic renal cell carcinoma. He was
planned for radio-chemotherapy, and got deceased 1 year afterward.
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Introduction

Renal cell carcinoma (RCC) accounts for 3% of all
adulthood malignancies, and for 85% of primary renal
tumors (1). The incidence of RCC increases with age
with a peak in the sixth decade of life; epidemiological
data reveal a male predominance (2:1) (2, 1). RCC is
known for its aggressive behavior, where about one-
third of patients present with metastatic disease (2).
Metastasis usually occurs via hematogenous and lym-
phatic dissemination (3). Metastasis to the salivary
glands is uncommon, accounting for 5% of all malig-
nant tumors at that site. When salivary glands are in-
volved, the parotid gland is the most frequently affect-
ed gland (2). Herein, we present a case of parotid me-
tastasis from RCC as a first presentation.

Case report
A 50-year-old male was referred to the Department
of General Surgery at Jordan University Hospital,
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Amman, Jordan, complaining of right lower lip pares-
thesia and right facial pain radiating to the right ear of
five-month duration. The patient was diagnosed in the
private sector to have trigeminal neuralgia and was
treated by Carbamazepine for two months. A month
prior to admission, the patient started developing right
facial swelling. Physical examination revealed right
non-tender immobile parotid swelling without overly-
ing skin changes. Trismus, right cervical and supracla-
vicular lymphadenopathy were also noted. There was
no facial weakness. The patient has lost 20 kg over the
last 2 months prior to admission.

Lab tests were performed and revealed hypercalce-
mia (calcium 12.20 mg/dL), hypoparathyroidism (PTH
5.6 pg/mL), elevated aspartate aminotransferase (AST
110 v/lit) and lactate dehydrogenase (LDH 349 u/lit)
were also noted.

Right parotid glandfine-needle aspirationcytolo-

1What is “already known” in this topic:

considered.

—What this article adds:

When a parotid mass with neurological manifestations is
encountered, a wide differential diagnosis spectrum has to be

Despite being an extremely rare finding, initial presentation
due to parotid localization from primary Renal Cell Carcinoma
should be considered to prevent delay in treatment and hence
poor prognosis.
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Fig. 1.1-Pictures of FNA cytology slides stained with hematoxylin and eosin stain (4), 2-Pictures of FNA cytology slides stained with PAP stain
“
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Fig. 2.Large heterogeneously enhancing soft tissue lesion involving the right pterygoid muscle (arrow) and masseter muscle (broad arrow)
with extension to the infratemporal and parapharyngeal spaces, measured (6 * 5.5 * 5 cm), causing mass effect on the surrounding structures
with obliteration of right fossa of Rosenmiiller (star) and right Eustachian tube, the mass has also caused erosion of the ramus of right man-
dible (5).
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Fig. 3. Multiple bilateral pathologically enlarged supra and infraclavicular lymph nodes (arrow); some of them showed necrotic center with
the largest measured 2 cm in the short axis (5).

gy(FNA) was conducted twice due to inadequacy and nuclei, granular cytoplasm, occasional prominent nu-
showed multilayered sheets of cells with eccentric cleoli and occasional mitotic figures, suspicious for
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Fig. 4. Multiple significantly enlarged subcarinal lymph nodes and bilateral hilar lymph node enlargement (arrow) (5).

Fig. 5. Large exophytic heterogeneously enhancing lobulated lesion with necrotic components occupying and distorting most of the upper
and middle pole of the left kidney (5).

Fig. 6. Multiple tortuous surrounding vessels indicating vascular nature (arrow) (5)

malignancy. The cells were diffusely positive for CD- profile favors RCC over the others.
10 and AMACR with focal positivity for CK7. They Microscopically all the slides show a hemorrhagic
were negative for C-kit immunostains. This immune smear containing scattered sheets and clusters
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metastasis include the skin, nasal cavity, lips, hard
palate, tongue, sinuses, and the tonsils (2). In the post-
mortem series of 1451 renal cell carcinoma, Siatoh et

of plasmacytoid and cuboidal cells having abundant cyto-
plasm and showing mild nuclear pleomorphism. The cy-
toplasm is granular and occasionally containing few vacu-

oles (Fig. 1).

A needle biopsy was done on the left renal mass and
revealed Renal Cell Carcinoma with Furman nuclear
grade (II/ III).A bone scan also revealed a suspicious
lesion involving the right mandibular ramus, multiple
bilateral pathologically enlarged supra and infracla-
vicular lymph nodes with necrotic center with the
largest measured 2 cm in the short axis, enlarged sub-
carinal lymph nodes and bilateral hilar lymph node
enlargement Large  exophytic  heterogeneously
enhancing lobulated lesion with necrotic components
occupying and distorting most of the upper and middle
pole of the left kidney, were noticed (Figs. 2-6).

Discussion

Benign and malignant non-salivary gland tumors oc-
cur in the parotid area. Benign examples include lipo-
ma, histiocytoma, neurilemmoma, hemangioma, lym-
phangioma, neurofibroma, and embryoma (6).

Malignant neoplasms account for about 29% of all
parotid gland masses; 21-42% of those are metastatic in
origin (6, 7). Malignant tumors of lymphatic tissue
origin being the most common non-salivary malignan-
cies of the parotid region, chondrosarcoma, neuroblas-
toma, fibrosarcoma, and malignant melanoma are other
malignant tumors presenting in this anatomic region
(8). Primary sites below the clavicles are uncommon,
and malignant melanoma and squamous cell carcinoma
are the most common tumors to metastasize to the
parotid gland.

Renal cell carcinoma is the most common solid renal
tumor; it originates from the proximal renal tubular
epithelium. Clear cell carcinoma is the most common
subtype of renal cell carcinoma. The classical triad of
renal cell carcinoma is flak pain, hematuria, and a pal-
pable mass. However, this triad is present in only 10-
15% of the cases (9, 10). The fact that the kidney re-
ceives about 25% of the circulating blood volume per
minute, in addition to the release of vascular endotheli-
al growth factor (VEGF) and other angiogenic factors
by renal cell carcinoma result in the hypervascularity of
these tumors and their association with atriovenous
shunts. These factors together contribute to the unique
hematogenous route of spread of renal cell carcinoma
as a tumor thrombus into the lumen of the inferior vena
cava (7). The other route of spread is the lymphatic
system (3). The usual sites of metastases are the lung,
liver, brain, and bone (6). Bone metastases are osteolyt-
ic metastasis, and are usually observed in axial bones,
specially T2-L5. Mandibular and maxillary bone me-
tastasis is common; mandibular metastasis from renal
origin account for 16% of its metastasis (7).

Metastatic renal cell carcinoma to the head and neck
is rare. Most reported cases involve the thyroid gland
and to a lesser extent the parotid gland. Metastasis to
the sublingual and submandibular glands is extremely
rare (8, 10). Other reported sites of renal cell carcinoma
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al. found ENT metastasis in 5% of the cases, but none
had parotid metastasis (7). Renal cell carcinoma is
known for its unusual behavior. According to the litera-
ture, parotid metastasis may occur prior to or following
primary treatment (5).

Patients with metastatic renal cell carcinoma to the
parotid gland usually present with a painless palpable
parotid mass; however, pain and tenderness may be
present. Occasionally, there is an accompanying pulsa-
tion, tinnitus, and ipsilateral facial weakness (2). In
some cases, multiple masses in the thyroid, subman-
dibular, and sublingual gland may be present as well.
One-third of the patients with advanced-stage have
bony metastasis causing substantial morbidity includ-
ing pain, pathological fractures, spinal cord compres-
sion, and hypercalcemia (9).

Nowadays, the first choice in the diagnosis of parotid
swellings is ultrasonic examination (7). The diagnostic
value of fine-needle aspiration biopsy (FNAB) is con-
troversial, as it is associated with a high false-negative
rate in the evaluation of metastatic renal cell carcinoma
to the parotid gland; this is contributed its vascular
nature (3, 10, 11). Pathological examination, immuno-
histochemical staining with antibodies against CD10,
CEA, EMA, CK, and vimentin, are essential even if
FNAB is diagnostic (3, 7, 9, 12). Furthermore, the use
of PAS and diastase enzyme are helpful in differentiat-
ing between primary and metastatic parotid tumors.
Imaging (CT/ MRI) can help in the assessment for
possible extension or invasion. PET and CT scans are
used in evaluating other sites of metastasis (3).

Superficial parotidectomy with preservation of the
facial nerve and with disease-free margins is the opti-
mal procedure for isolated parotid metastasis provided
the facial nerve is not adhering to the tumor (3, 11, 12,
13). With surrounding tissue invasion, the scope of the
parallel operation requires expansion to involve elec-
tive lymph node dissection (II-V area) (5). The treat-
ment of diffuse metastatic disease is mainly palliative
and includes a combination of chemotherapy, immuno-
therapy, hormone treatment, and radiation; this is due
to the fact that metastatic renal cell carcinoma is often
resistant to chemotherapy and radiotherapy (7, 14, 15,
16). Surgical excision is provided to alleviate pain and
discomfort along with an aim to avoid complications
such as infection and bleeding (16). Bone targeted
therapy using bisphosphonates and denosumab can
reduce skeletal complications; however, it has no role
in improving survival (10).

Conclusion

The metastatic disease should always be considered
in the differential diagnosis of patients presenting with
painless salivary or thyroid swelling, especially if they
have a history of renal cell carcinoma. Thorough clini-
cal and radiological examination, as well as, the dis-
tinction between metastasis and the primary tumor, is
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essential for proper diagnosis and hence proper treat-
ment. Finally, the extent of the metastatic burden de-
termines the approach to treatment.
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