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¢Cual seria su diagnostico y su manejo

terapeéutico?

What should the diagnosis and treatment be?

Paciente vardn de 81 afios de edad con antecedentes personales
de hipotiroidismo, hipertrofia benigna de prdstata, glaucoma y nefrec-
tomia derecha por carcinoma renal de células claras en Junio de 2004
(Fig. 1). Actualmente presenta metastasis pulmonares bilaterales en
seguimiento por el Servicio de Oncologia quien, hasta la fecha, no ha
considerado indicado el inicio de tratamiento quimioterapico.

Acude a consultas externas de Cirugia Oral y Maxilofacial por pre-
sentar tumoracion en borde lateral lingual de varias semanas de evo-
lucion. A la exploracion fisica distinguimos una tumoracion excrecen-te
polilobulada vy friable en borde posterolateral derecho de la lengua y
dimensiones de 2x1 cm (Fig. 2). El resto de la exploracién es normal, no
palpandose adenopatias cervicales clinicamente positivas.

Ante estos hallazgos tomamos una muestra para biopsia.

El estudio anatomopatoldgico objetiva metastasis ulcerada de car-
cinoma de células claras y, dados los antecedentes clinicos del paciente,
se diagnostica como metastasis del carcinoma renal.

Como estrategia terapéutica a seguir consideramos la extirpacion
local de la lesidn ya que el estado general del paciente era bueno y pre-
sentaba molestias en la zona.

Mediante anestesia local se procede a su extirpacion y cierre directo.

La pieza quirlrgica obtenida fue descrita macroscopicamente como
formacion polilobulada irregular de 1,9x1,1 cm de dimensiones maximas,
con coloracién pardusca y dareas negruzcas al corte. Su estudio
histoldgico definitivo confirmé la metdstasis ulcerada de carcinoma de
células claras de rifion (Fig. 3).

La evolucion del paciente ha sido, hasta el momento, favorable.

Male patient, 81 years of age, with a personal history of
hypothyroidism, benign prostatic hypertrophy, glaucoma and
right nephrectomy for renal clear cell carcinoma in June 2004
(Fig. 1). He currently has bilateral lung metastasis that is being
followed by the Oncology Department which, to date, has not
considered starting chemotherapy appropriate.

He had attended the Oral and Maxillofacial Surgery Depart-
ment on an outpatient basis as a result of a tumorike mass on
the side of his tongue that had been developing for various weeks.
His physical examination revealed an excrescent poly-obulated
and friable mass on the right posterolateral border of the tongue
that measured 2x1 cm (Fig. 2). The remaining exam+ination was
normal, and clinically positive cervical adenopathy was not noted.
Given these findings a biopsy sample was taken.

The pathology study indicated ulcerated clear cell carci-
noma and, given the clinical antecedents of the patient, it was
diagnosed as metastasis from renal carcinoma.

It was decided that local extirpation of the lesion should be the
therapeutic strategy, as the general health of the patient was good
and he was expetiencing discomfort in the area. The lesion was
excised using local anesthesia and direct closure was carried out

The surgical specimen obtained was described
macroscop-cally as an irregular polylobulated formation with a
maximum diameter of 1.9 x 1.1 cm that was brownish in color,
and which had black areas on being cut. The definive
histopathologic study confirmed ulcerated metastasis of clear
cell kidney carcinoma (Fig. 3).

The patient has to date made favorable progress.



Figura 1. RM abdominal previa a nefrectomia
derecha. En la superficie anteromedial del
rifndn derecho se objetiva nédulo de aproxi-
madamente 35 mm de didmetro que presenta
intensidad heterogénea asociada a necrosis
y/o hemorragias.

Figure 1. Abdominal MR before right nephrec-
tomy. The anteromedial surface of the right kid-
ney has a nodule with a diameter of approxi-
mately 35 mm showing heterogeneous inten-sity
consistent with necrosis and/or hemorrhages.

Figura 2. Imagen preoperatoria de la lesion.
Figure 2. Preoperative view of the lesion.

Figura 3. Imagen microscopica de la prepa-
racion histolégica, donde se observa infiltra-
cion de superficie lingual por células de cito-
plasma claro y prominente patron vascular.
Figure 3. Microscopic view of the histologic pre-
paration showing infiltration of the lingual sur-
face by cells with clear cytoplasm and a promi-
nent vascular pattern.
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Discusion

Las tumoraciones metastasicas en cavidad oral, especialmente
en lengua, son extremadamente raras. Solo un 1% del total de
neo-plasias malignas intraorales son metastasicas y, de ellas, solo
un 5% aparecen en lengua.?

Asi, Zegarelli y cols.? las describen en un porcentaje del 0,2%
del total de lesiones malignas linguales.

Pulmon, rindn, piel y cerebro suelen ser asiento del tumor pri-
mario que posteriormente metastatiza en la cavidad oral. Tienden
a hacerlo con mayor frecuencia en pacientes mayores de 60 afos,
y solo en un 20% de los casos se presentan con anterioridad al
descubrimiento del tumor primario.>

El carcinoma renal constituye la tercera neoplasia infraclavicu-
lar en orden de frecuencia de metastatizacién en region de
cabeza y cuello, haciéndolo en un 15% de los casos.*

Generalmente, cuando se desarrollan metastasis de carcinoma
renal a nivel lingual, suelen manifestarse como masas exofiticas,
pediculadas, ulceradas y con tendencia al sangrado. Estas caracte-
risticas hacen necesario el diagndstico diferencial con el
granuloma piégeno en respuesta a un irritante local y con las
neoplasias primarias de cavidad oral, ya sean de origen glandular
o epitelial. En cualquier caso, el estudio anatomopatoldgico de la
pieza determinara un diagndstico definitivo.

En nuestro caso no precisamos ninguna prueba de imagen para
el estudio de extension de la lesion, pero de requerirla, la tomo-
grafia computerizada (TC) es la modalidad de eleccién, permitién-
donos discernir la extensién y vascularizacion lesional. La angio-
grafia preoperatoria y la embolizacién secundaria disminuyen el
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Discussion

Metastatic tumors to the oral cavity, especially to the
tongue, are extremely rare. Only 1% of all intraoral malig-
nant neoplasms are metastatic and, of these, only 5%
appear on the tongue.*

Zegareli et al? described a rate of 0.2% of all malignant
lingual lesions. Primary tumors that later metastasize to the
oral cavity appear to arise in the lungs, kidneys, skin and
brain. This tends to happen with a greater frequency in
patients that are over the age of 60, and only in 20% of cases
do they arise before the primary tumor is discovered.®

Renal carcinoma represents the third infra-Clavicular
neo-plasm in order of metastatic frequency in the head and
neck region, occuning in 15% of cases.*

Generally, when renal carcinoma metastasis
develops in the tongue, it tends to appear as an
exophytic, pedicled, ulcerated mass with a tendency to
bleed. These character-istics necessitate a differential
diagnosis that includes pyo-genic granuloma in response
to a local irritant, and prima-ry neoplasms of the oral
cavity, even though these may have a glandular or
epithelial origin. In any event, the patho-logic study of the
specimen will provide the definitive diagnosis.

In this case of ours, imaging tests were not needed for
the extension study of the lesion, but had these been need-
ed, a computed axial tomography is the modality of choice,
as it allows disceming the extension and vascularization of
the lesion. The preoperative angiography and secondary
embolization reduce the risk of bleeding during the biopsy or
resection, and it may be indicated in some cases.® The
therapeutic strategy that should be followed depends on the
location of the tumor and on the metastasis, as well as the
general health of the patient. In general, surgical excision is
considered the first treatment option, for the primary tumor
as well as for metastases in the head and neck. In this way
the patient is offered a better quality of life and a possible
cure. Traditionally renal carcinoma has been considered
radio-resistant, but some studies have shown that this is
effective for treating metastatic disease.s
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riesgo de sangrado durante la biopsia o reseccidon y podria estar
indicada en algunos casos.®

La estrategia terapéutica a seguir va a depender de la localizacion
tumoral y de las metastasis, asi como del estado general del
paciente. En general se considera la extirpacién quirirgica como
primera opcién de tratamiento, tanto del tumor primario como de las
metastasis a nivel de cabeza y cuello. Con ello se ofrece un incre-
mento en la calidad de vida del paciente y la posibilidad de curacién.
Tradicionalmente el carcinoma renal se ha considerado radio-
resistente pero algunos estudios han demostrado su efectividad en el
tratamiento de la enfermedad metastasica.®

La quimioterapia puede ser empleada como tratamiento adyu-
vante en recurrencias postquirdrgicas. Como pauta de tratamien-
to de la enfermedad metastasica se utiliza interleuquina-2 o inter-
feron alfa; el porcentaje de respuestas parciales ronda el 5-20%,
con un porcentaje de pacientes con respuesta completa menor
del 5%.7

El prondstico del carcinoma renal con metastasis es pobre. O Dea
y cols. encuentran una supervivencia a los 2 anos del 78% cuando
se identifican metastasis en la cavidad oral y una supervivencia a los
5 afios del 50% cuando el desarrollo de metastasis tiene lugar tras la
nefrectomia.®
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Chemotherapy can be used as adjuvant treatment in
cases of postsurgical recurrence. For treating metastatic dis-
ease, interleukin-2 is used or interferon alpha. The percent-
age of partial response is around 5-20%, and the percent-
age of patients with complete response is less than 5%.”

The prognosis for renal carcinoma with metastasis is
poor. ODea et al. reported a survival rate at two years of
78% when metastasis to the oral cavity is identified, and a
survival at 5 years of 50% when metastasis develops after
a nephrectomy.s



