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Abstract

tumours and is slightly more common in men in the age range of
60 to 70 years. Skin metastases occur in 3% to 6% of RCCs. There
are only approximately 30 cases of scalp metastases secondary to
RCC in the literature. They usually occur late in metastatic disease
and are a bad prognostic marker. A 67-year-old Caucasian male
presented with a metastatic scalp lesion, 10 years post-radical
treatment for RCC. His initial diagnosis was a T3bNOMO RCC.
He presented with a raised erythematous lesion on his parietal
scalp, the histology of which demonstrated late metastatic recur-
rence. Shortly after this, he developed diffuse metastatic disease.
Metastatic RCC can occur many years after initial diagnosis and
present in many forms. Cutaneous metastatic lesions of RCC can
mimic many other dermatologic conditions and carries an ominous
prognosis. It is therefore important not only for the urologist, but
also general practitioners and patients to be vigilant of any new
skin lesion as a portent of impending metastatic disease.
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Introduction

Renal cell cancer (RCC) accounts for 3% of all solid tumours'
with an increasing incidence worldwide.? There is expected
to be a total of 57 760 cases of RCC diagnosed in the United
States in 2009 with 12 980 estimated deaths.? Despite devel-
opments in imaging and treatment of metastatic RCC with
immunotherapy (interferon) and vascular endothelial growth
factor targeting agents (e.g., sunitinib), the prognosis remains
poor with 20% to 50% of patients with localized disease
relapsing post-nephrectomy.* Up to 30% of patients pres-
ent with metastases and the median survival for metastatic
disease is 10 to 12 months.> The most common sites of meta-
static RCC recurrence are the lung, lymph nodes, liver and
bone.® Cutaneous metastases are rare (3% to 6% of cases)
and scalp metastases are extremely uncommon. There are
approximately 30 cases in the literature.

Case presentation

A 67-year-old man presented to the general surgical service
at our institution with an occipital scalp lesion which was
increasing in size. This scalp lesion had been present for 3
months. It was a raised purple nodule, 1.1 x 1 ¢cm in diam-
eter. It had the appearance of a small hemangioma. There
were no other abnormalities on examination. The lesion was
excised in an outpatient setting under local anesthetic by a
consultant general surgeon and closed primarily.

The histology revealed a dermal tumour composed of
a nest of pleomorhic cells with abundant clear cytoplasm
and prominent nucleoli with negative margins. This was
confirmed as metastatic RCC.

The patient’s history was remarkable for having under-
gone a right radical nephrectomy 10 years previously. The
histology of the primary tumour was a maximum size of
3.5 ¢cm, a conventional clear cell carcinoma with oncocytic
change. The tumour was confined within the capsule, but
there was renal vein involvement within the kidney. The
margins were negative and there were no lymph nodes iden-
tified. Overall, it was staged as T3bNOMO, Fuhrman grade 3.
He was on routine follow-up since his radical nephrectomy
with annual chest and abdominal imaging.

Two months after the excision of the scalp lesion, the
patient presented to the emergency room with lethargy,
weakness, nausea and anuria. He was diagnosed with acute
renal failure with a creatinine of 384 pmol/L and urea of
18.3 mmol/L. Subsequent imaging with computed tomog-
raphy (CT) revealed a new metastatic lesion in his left ure-
teric wall. An emergency percutaneous nephrostomy was
sited. An antegrade nephrostogram confirmed an obstructing
upper ureteric lesion and endoscopic biopsies were taken
with a biopsy probe and basket. These biopsies were highly
vascular and stained strongly positive for CD10 (marker for
RCC); overall they were highly suspicious for metastatic
RCC. His bone scan was negative for malignant disease.
The CT also demonstrated diffuse metastatic disease (right
rectus abdominus muscle, pancreas and brain), which were
new since his last surveillance CT.
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Fig. 1. Well-circumscribed tumour in the dermis, not involving the epidermis.

His case was discussed at a multidisciplinary meet-
ing and it was decided to treat his single brain metastasis
(<3 cm right thalamus) with steroids, whole brain and then
stereotactic radiotherapy. His renal failure resolved and he
was started on sunitinib malate; however, his metastatic
disease progressed and he died 9 months later.

Discussion

clinically localized disease post-nephrectomy” and most
recurrences occur in the first 3 years. Frequent sites include
lung (75%), local lymph nodes (65%), bone (40%), liver
(40%), brain (5%) and contra-lateral kidney.* Approximately
2% to 10% of patients develop adrenal metastases.?

The most common tumours to metastasize to the skin are
breast, lung and colon cancer and overall the scalp is affected
in 6.9% of cases.” The chest and abdomen are the most com-
mon sites for all cutaneous metastases, whereas the face and
scalp are the least common.? Scalp metastases are thought to
result from hematogenous spread or direct extension of nodal
disease and develop there due to the high degree of vascularity
and immobility. Cancers of the genito-urinary tract account for
10% of cutaneous metastatic lesions.'® Renal cell carcinoma is
the most common genito-urinary cancer to metastasise to the
skin'" and accounts for 6.8% of cutaneous metastases. They
are more commonly found in men."? Although it is usually seen
at the later stages of the disease, RCC may present initially with
a synchronous cutaneous metastasis."?

Renal metastatic cutaneous lesions are described as well-
circumscribed, cutaneous nodules that are flesh-coloured,
violaceous, blue or appear as a cutaneous horn. They are fre-
quently very vascular' and pulsatile. They may mimic other
conditions, such as osteomyelitis, septic arthritis, gout, pyo-
genic granuloma or osteoarthritic disease.'® Histologically,

Fig. 2. Tumour with optically clear cytoplasm, blue pleomorphic nuclei,
metastatic renal cell carcinoma was confirmed on immunohistochemistry.

they may have a similar appearance to the primary lesion;
however, they are frequently poorly differentiated. The cells
tend to be clear, pale-staining filled with intracytoplasmic
lipid and glycogen embedded in a fibrous and highly vas-
cular stroma.'* Immunochemistry techniques show positivity
for epithelial markers, keratin, epithelial membrane antigen,
carcinoembryonic antigen and vimentin."” The RCC marker
antigen, a monoclonal antibody directed against a normal
proximal renal tubule antigen, is a relatively specific marker
for cutaneous metastases of RCC.'®

As in this case, patients may present with a long time
interval from their curative radical nephrectomy with meta-
static disease. Late recurrences are defined as those occur-
ring 10 or more years after the initial diagnosis. The overall
late recurrence rate is about 11%.' There is a reported case
of a patient surviving 45 years before recurrence.?® Once
they present with cutaneous metastases, patients’ survival
is poor; in one study the mean survival was only 7 months.
In the same group, 90% of patients had a second metastasis
in at least one other site.?’ The mean 5-year survival rate
of patients with a cutaneous metastasis is 13% to 50% if
there is one lesion present and 0% to 8% in patients with
multiple lesions.??

Cutaneous metastases can be diagnosed on excisional
biopsy or by fine needle biopsy.? Treatment is usually exci-
sion and can be curative if it is solitary or palliative in dis-
seminated metastatic disease. There is one reported case of
scalp metastasis responding completely to hypo-fractionated
radiotherapy (13 fractions of 375 cGy) in combination with
sorafenib®* in a patient with pulmonary and scalp metas-
tases. Radiotherapy can also be used as a palliative treat-
ment in cutaneous lesions in combination with excision if
necessary'' and, interestingly, there is a report of complete
spontaneous regression of a scalp metastases.?®
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As cutaneous metastases are underestimated and underdi-
agnosed, all patients’ skin should be examined routinely by
physicians and patients to rule out evidence of cutaneous
lesions. Unfortunately, cutaneous metastases can present
many years after apparent curative surgery for RCC and por-
tent an ominous prognosis.
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