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Abstract

The majority of cases of metastatic tumors involve the mandible and some the maxilla but they are considerably less
common in intraoral soft tissues. In addition, the primary tumor is known in the majority of cases; although in one-
third of such cases, metastasis is the first clinical manifestation. The most common primary tumors metastasizing
to the mouth are lung carcinoma in men and breast carcinoma in women. An oral metastasis implies a serious prog-
nosis, as in the majority of patients there is multiple organ involvement at the time of diagnosis. We present the case
of a 52-year old patient with renal pathology who came to the emergency room due to a rapidly increasing gingival
tumor. With the provisional clinical diagnosis of a pyogenic granuloma,the tumor was excised. Subsequent anato-
mopathological analysis revealed a tumor metastasis compatible with clear-cell carcinoma, and its renal origin
was confirmed by means of immunohistochemical techniques.
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Introduction following that of lung and breast carcinoma (1). Renal
Metastatic tumors in the oral cavity are very uncom- carcinoma typically affects men between the ages of 30
mon and represent approximately 1% of all cases of  and 60 years old, and may metastasize to any part of
neoplasms in the oral cavity. In the majority of cases,  the body (2), with a 15% risk of metastasis to the head
the primary tumor is known; although in one-third of  and neck when the disease is disseminated and a 1%
such cases, metastasis is the first clinical manifestation. risk when it is not. Metastatic cervical adenopathy is
The most common primary tumors are lung carcinoma reported to be the most common. Other forms that may
in men and breast carcinoma in women. be present in the head and neck are epistaxis, anosmia,
Renal carcinoma is the third most common infracla- facial pain, nasal obstruction and dyplopia.

vicular neoplasm that metastasizes to the oral cavity,
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We present a case of clear-cell renal carcinoma metasta-
sis to the oral cavity that began clinically as a gingival
granuloma in a patient with radicular remains, poly-
caries and advanced periodontal disease.

Case Report

A 52-year old male is referred to the emergency room
for gingivorrhagia, difficulty chewing and swallowing
movements secondary to a 4 x 4 cm granulomatous gin-
gival lesion at a previous site in the superior maxilla
(Fig. 1A). Physical exploration reveals a friable, poly-
poid tumor with a wide implantation base (Fig. 2B) that
includes incisors 12, 11 and 21, with significant mobility
in these teeth. An ortho-pantomogram (OPG) reveals
partial edentulism with advanced periodontal disease;
significant alterations to the bone are not observed.
With the clinical judgment of pyogenic granuloma vs.
neoplasm, the patient is admitted and a complete exer-
esis biopsy of the lesion is performed in order to control
the bleeding; incisors 12, 11 and 21 are also extracted
(Fig. 1C and D).

During admission, the patient asks about pain and in-
flammation that he has been experiencing in the fourth
finger of the left hand over an approximate period of
6 months. A postero-anterior and lateral X-ray (Fig.
2) reveal the disappearance of the distal phalanx and

CM

Fig.1 A- Gingival tumor, B- Exeresis, C- Resected lesion, D- 7 days post-op.
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Fig.2 Simple postero-anterior X-
ray of the hand.
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niques.

involvement of the middle phalanx, leading to a sub-
sequent clinical diagnosis of osteomyelitis vs. metasta-
sis; therefore, partial amputation of the fourth finger is
scheduled.

The anatomopathological report confirms the neoplas-
tic origin of the gingival lesion with images compatible
with clear-cell carcinoma.

During the extensive study and search for a primary
tumor and while waiting to receive the definitive anato-
mopathological study, the patient dies due to metastasis
involving multiple organs. The subsequent pathological
study confirms the metastatic origin of the gingival le-
sion, with images compatible with clear-cell carcinoma
(Fig. 3A and B). The use of immunohistochemical tech-
niques confirms the renal origin (Fig. 3C and D).

Discussion

The frequency of metastatic tumors in the oral cavity is
less than 1% (3). The tumors of origin are, in decreas-
ing order of frequency, breast, lung, kidney and prostate
carcinoma; however, if we consider only the cases that
metastasize to soft tissue, lung carcinoma is the most
frequent primary tumor (4).

Metastases involving the gingiva usually appear in the
form of a polypoid tumor, requiring the use of immuno-
histochemical techniques during the anatomopathologi-
cal study in order to confirm a primary or metastatic or-
igin of the neoplasm. The differential diagnosis must be
made with the giant cell granuloma, haemangioma and

Fig. 3. A and B- Hematoxylin and Eosin Staining C and D —
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Staining with immunohistochemical tech-

fibroma, depending on the final diagnosis and course of
treatment planned following the result of the biopsy.
The majority of metastatic intraoral tumors appear in
the context of dissemination to multiple organs, as oc-
curred in this case; however in 30% of the cases, oral
metastasis may be the initial clinical data leading to the
diagnosis of a primary tumor, and therefore in these
cases, it is important to carry out an early Body-Scan
and / or a PET-Scan.

In the oral cavity, the majority of metastases are to the
bones, especially involving the jaw. Only in 33% of the
cases are they seated in soft tissues, mainly the gingiva
and tongue. In our case, it was exclusively the gingiva
that was involved. Several authors (5-6) associate the
presence of a metastasis in soft tissue with a bad prog-
nosis, due to the rapid growth and dissemination of the
primary tumor to multiple organs.

As far as that pertaining to the pathogenesis of intraoral
metastasis, Hirshberg (7) suggests that gingival inflam-
mation plays an important role in attracting metastatic
cells to the gingiva. In these cases, metastasis to the
lungs is usually already present, although it is described
as metastasis directly to the oral cavity through the ver-
tebral venous plexus (8).

The differential diagnosis of a malignant intraoral ne-
oplasm should include the metastatic tumor, although
this probability is low, and even more so if we know
that there has been previous existence of a tumor. Oth-
erwise, this could lead to the diagnosis of an unknown
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primary tumor; although, there are cases of metastases
described as occurring from 17 to 20 years after hav-
ing treated the primary tumor (9). In the case of meta-
static tumors for which the primary tumor is unknown,
we advocate performing a Pet-scan if the results of the
Body-Scan are negative.

The treatment will depend on many factors; however
in cases of metastasis to soft tissue, complete excision
is advisable regardless of the degree of dissemination
(1-10). If it involves the bone and is the only location
where it is seated, surgical resection is advised if pos-
sible, but if the extension study reveals evidence of the
spread of the primary tumor or that the metastasis can-
not be resected, palliative treatment is recommended.
Although renal clear-cell carcinoma is a radio-resistant
tumor, radiotherapy treatment may be useful in the
treatment of the metastatic disease (11). Chemotherapy
treatment (interleukin-2, interferon alpha and 5-fluor-
ouracil) may be useful in cases of residual disease after
resection, although the partial response is less than 25%
M.

In summary, an oral metastasis implies a serious prog-
nosis, as most patients present multiple organ involve-
ment at the time of diagnosis, with the average survival
time being a few weeks or months following the presen-
tation of gingival metastasis.
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