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SUMMARY
Renal cell carcinoma is an aggressive urological
malignancy. Metastases from the lesion are encountered
late in the course of the disease and most often involve
the lung and the liver. It is rare that metastatic lesions
are the primary presentation of an otherwise clinically
silent renal cell carcinoma. We report a case who
presented with calvarial and cutaneous lesions which
were later found to be metastases from an asymptomatic
renal cell carcinoma.

BACKGROUND
Metastases from renal cell carcinoma are common
and occur in the late stages of the disease. The sites
usually involved are the lung, liver, bone, etc.1

Cutaneous and skull metastases are rare and they
present very late in the clinical course of the
disease when the patient has already received treat-
ment for the primary renal lesion. It is highly
unusual for metastatic lesions to be the primary
presentation in a clinically silent renal cell carcin-
oma.2 We report a case who presented with calvar-
ial and skin nodules which proved to be metastatic
lesions from a renal cell carcinoma.

CASE PRESENTATION
A 35-year-old woman presented with lesions on
her skull which she had first noticed 3 months ago.
The lesions gradually increased in size (figure 1).
She then noticed a small lesion below the umbilicus
which was painless (figure 2). This lesion did not
progress over time. There was a history of signifi-
cant weight loss (5 kg over 3 months). There was
no history of pain in the abdomen, cough, haema-
temesis, malena or haematuria. Her history and

family history were unremarkable. She was a non-
smoker. On examination, there were two discreet
non-tender lesions, possibly osseous, involving the
bilateral frontal area and another lesion in the left
maxilla. The skin over the lesions was mobile.
There was a cutaneous nodule of approximately
2 cm×2 cm in size in the infraumbilical area. It was
non-tender and was not fixed to the underlying
muscles. The systemic examination was normal.

INVESTIGATIONS
Her blood workup revealed low haemoglobin. An
X-ray of the head revealed lytic lesions in the afore-
mentioned areas. Fine-needle aspiration cytology
from the skull, maxillary and cutaneous lesions was
suggestive of metastatic adenocarcinoma. Chest
X-ray was normal.

DIFFERENTIAL DIAGNOSIS
Considering the histopathology, a primary internal
organ malignancy was suspected. A contrast-
enchanced CT of the abdomen was performed that

Figure 1 Clinical image of the patient showing the
calvarial metastasis (arrows).

Figure 2 Image showing the cutaneous lesion below
the umbilicus (arrow).
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revealed an enhancing lesion involving the left kidney suggestive
of renal cell carcinoma (figure 3).

TREATMENT
The patient was planned for targeted therapy for renal cell car-
cinoma and was offered a cytoreductive resection but she did
not give her consent for it.

OUTCOME AND FOLLOW-UP
After 3 weeks, she had a sudden bout of massive haematuria at
her house and could not be resuscitated.

DISCUSSION
Renal cell carcinoma is an aggressive urological malignancy and
has a propensity to develop metastasis. Skull and cutaneous
metastases are rare and present in the advanced stages or after
radical nephrectomy, when the patient is on follow-up. It is
extremely unusual that these metastatic lesions are the primary
presentation in an otherwise asymptomatic patient.3 4 In a
recent review it was shown that isolated skull metastases, as the
first presentation, were seen in only five cases.2 Isolated skin
lesions, as the primary presentation of the underlying renal cell
carcinoma, have been reported in less than 20 cases till date in
the English literature.1 5 6 The presence of a combination of cal-
varial, maxillary and cutaneous metastases as the presenting
lesions in an otherwise asymptomatic patient of renal cell carcin-
oma makes our report unique in the literature.

It has been proposed that once the tumour cells disseminate
into the systemic circulation, the presence of systemic shunts
and tumour-associated growth factors favours their deposition
in the head and neck area. The normal pathway of dissemin-
ation to the head and neck area is through the lung which is the
reason why patients with metastasis of the head and neck
usually have associated pulmonary metastasis. The alternate
pathway of dissemination of tumour cells via the vertebral
venous plexus explains the absence of lung metastasis in patients
who have isolated metastasis in the head and neck.2 7 The most
often involved sites in the head and neck are paranasal sinuses,
larynx, mandible and skull bones. The presentations can vary
from slowly progressive asymptomatic swellings to painful,

pulsatile masses. Patients may also present with nasal obstruc-
tion, nasal bleed, facial pain, diplopia, etc.2 8

Clinical appearance of the skin metastasis is variable ranging
from plaques to nodules which can also be pulsatile at times.
Skin lesions usually occur in the head and neck area and can be
solitary or multiple. The cutaneous and head and neck metasta-
ses usually indicate a grave prognosis with a reported survival of
less than 6 months.2 7 9

The treatment of such advanced tumours is debatable.
Palliative nephrectomy can be offered in symptomatic patients.
Nephrectomy along with aggressive surgical resection of the
metastatic lesions also has a role in the management of such
patients. Radiotherapy alone or along with surgery, cytoreduc-
tive surgery, systemic or intralesional interferon therapy, targeted
therapy, stereotactic radiotherapy, etc have also been
proposed.1 2 10 11

Patients with a solitary metastasis fare better than those with
multiple metastases. The 5 year survival of patients with mul-
tiple metastases has been reported to range from 0 to
7%.1 2 3 10

Learning points

▸ Renal cell carcinoma can present with atypical metastasis.
▸ Metastatic lesions can be the first presentation of a clinically

silent renal cell carcinoma.
▸ High index of clinical suspicion and prompt treatment is

mandatory.
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Figure 3 Contrast-enhanced CT scan image (coronal reformat) of the
patient showing the heterogeneous, enhancing lesion in the left kidney
suggestive of renal cell carcinoma (arrow).
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