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ABSTRACT
We are presenting a 65-year old patient with metastatic carcinoma of the penis which was discovered 19 months after
abdomino-perineal resection for rectal cancer (Duke A). There was also metastasis in the perineum and one rib. Penile
biopsy and cavernosography were carried out and established the metastatic nature. The patient declined further therapy
and died 5 months after diagnosis.
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etastatic carcinoma of the penis as a result of
M
adenocarcinoma of the rectum was first
described by Eberth in 1870. It is a rare clinical
entity arising most frequently from primary tumors
in the genito-urinary tract and the rectum. It is
frequently associated with disseminated metastases.
The prognosis is gloomy with most of the patients
dying within one year. We report a clinical case
with penile metastasis from adenocarcinoma of the
rectum.
Case Report. A 65-year old Saudi patient was
complaining of rectal bleeding and perineal
discomfort of 5 months duration. There was loss of
weight but his appetite was normal. There was no
family history of malignancies. On examination
there was an ulcerated lesion in the lower rectum
5cm from the anal verge. Biopsy showed a welldifferentiated adenocarcinoma. The hematological
and biochemical parameters were within normal
limits. Abdominal ultrasound showed no metastatic
lesions in the liver. Patient had undergone
abdomino-perineal (A-P) resection.
Histopathological examination of the specimen showed a

well-differentiated adenocarcinoma of the rectum.
The pathological staging was T2N0M0 (Duke A).
Nine months later, the patient presented with dysuria
and a perineal swelling.
There was bilateral
enlargement of the inguinal nodes. Cystoscopy
showed mild prostatic hypertrophy. Biopsy of the
perineal swelling revealed malignant cells.
Abdominal and pelvic CT-scan showed a mass in the
left rectus muscle and enlarged left internal iliac
lymph nodes. There was no focal hepatic lesions.
Fine needle aspiration biopsy of the anterior
abdominal wall mass was positive for malignant
cells. Patient received radiotherapy to the pelvis and
anterior
abdominal
wall
(6000Gy)
and
chemotherapy. Ten months later he presented with a
3-week history of painful perineal ulcer, painless
penile nodule and dysuria. There was no priapism.
The penile nodule was 1 cm in diameter and located
on the lateral aspect of the penile shaft, proximal to
the glans penis. It was hard in consistency, not
attached to the skin of the penis and seems to arise
from the left corpus cavernosum. Pelvic CT-scan
showed a mass posterior to the bladder and CTguided biopsy showed no evidence of malignancy.
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Figure 1 - Penile tissue showing multiple metastatic malignant acini
infiltrating the dermis (H & E x 400).

Figure 2 - Cavernosography
revealing
penile
metastases
adenocarcinoma of rectum as filling defects.

Biopsy of the penile nodule and the perineal ulcer
revealed metastatic adenocarcinoma (Figure 1). The
perineal ulcer was excised. Cavernosogram revealed
an irregular filling defect in the left corpus
cavernosum extending from the glans to the base of
the penis consistent with metastatic carcinoma
(Figure 2).
The patient’s condition deteriorated and he refused
any further treatment. The penile nodule increased
gradually in size. Hepatic ultrasonography was free
of metastasis but bone scan demonstrated a solitary
metastatic lesion in a rib. Five months after
confirmed diagnosis of metastatic carcinoma of the
penis, the patient died in renal failure.

Paquin and Roland4 proposed the following modes of
spread: direct extension, retrograde venous
transportation, retrograde lymphatic transportation,
secondary embolism from lung metastases, tertiary
embolism from liver metastases, direct extension into
arterial pathways, and instrumentation.
Most
investigators suggest that retrograde venous
transportation is the main mechanism involved in the
development of secondary penile tumors.4,5 It is
believed that instrumentation plays little or no role in
the spread of cancer. Tissue tumor markers are
useful in determining the site of origin of the primary
tumor and many immunoperoxidase stains for tumor
markers are available, including carcino-embryonic
antigen (CEA), prostate specific antigen (PSA),
prostatic acid phosphatase, (alpha-fetoprotein and
human
chorionic gonadotropin (HCG).7 The
diagnosis can easily be established by biopsy or fine
needle aspiration biopsy of the penile nodule.
Corpus cavernosogram is a safe and valuable
diagnostic technique with no adverse reactions to the
contrast medium and few complications such as
hematoma, abscess at the puncture site and postpriapism fibrosis.6 The presence of a metastatic
tumor of the penis indicates widespread metastases
in 80% to 90% of the patients.8 The prognosis is
very poor with short survival and most patients die
within one year of diagnosis.2-6 Treatment is often
palliative. Aggressive surgical approach appears to
offer the best chance for quality survival and possible
cure9 and seems to give the best results in limited
penile lesions.3
Short term remission using
chemotherapy
and
radiotherapy
could
be
achieved.10,11 Hormonal therapy may be useful in
cases of prostatic carcinoma.6
In conclusion, metastatic carcinoma of the penis iS
very rare. The genito-urinary tract and the rectum
are the most common primary sites. Retrograde
venous transportation is the frequent mechanism of
spread of the primary tumor to the penis. It must be

Discussion. Eberth first described metastatic
carcinoma of the penis from an adenocarcinoma of
the rectum.1 This is a rare clinical entity. Until 1998
around 300 cases of metastasis to the penis have
been reported,2 and by 1997, 50 such case were
arising from colorectal adenocarcinomas.3 As far as
we know, the present report is the fifty first case to
be reported. In the vast majority of patients the
primary carcinoma is from the genito-urinary tract
(70%) followed by carcinoma of the rectum (22%).4
The most common modes of presentation are
priapism and obstructive uropathy.5 Penile nodules,
perineal pain and penile edema are seen less
commonly.6 The case here reported had most
features of this disease. Priapism, however, was
absent.
Usually both corpora cavernosa are
involved,5 in our patient only one corpus cavernosum
was involved. The glans penis is involved less
frequently and the corpus spongiosum is involved
rarely. Penile metastasis must be differentiated from
Peyronie’s disease, traumatic or infectious scar tissue
and syphillitic cavernositis. The time interval
between diagnosis of the primary malignancy and the
penile metastasis is 1 to 2 years.6 The mechanism of
metastatic spread to the penis is not well established.
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suspected in any patient with a known neoplasm in
whom priapism, a penile nodule or voiding
dysfunction develops. It indicates a widespreadcancer dissemination with gloomy prognosis.
Treatment is often supportive or palliative.
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