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Penile Metastasis from Anal Canal Carcinoma: A Case Report
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A b st C T

Penile metastases are exceptionally rare and are associated with poor prognosis. Herein, we report the case of a 74-year-old man with previously
treated squamous cell carcinoma of the anal canal who was referred with a painless penile lump. Biopsy identified a similar squamous cell carcinoma.
Imaging studies excluded other sites of metastases. It was considered a solitary metastasis, and a total penectomy was performed. The patient was
free of metastases for four years until the disease progressed, and he is currently under palliative chemotherapy with 5 years of follow-up. This is
the second worldwide case of anal canal carcinoma with penile metastasis.
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Introduction

Penile metastases are rare and were first described by Eberth
in 1870 (1,2). Since then, many reports have been made, with
more than five hundred patients reported (2). The most common
primary tumor origins are the bladder and prostate, with
approximately 30% each, and 10-20% for rectosigmoid tumors
(1-5). The most common clinical presentation is a painless penile
mass; other symptoms include malignant priapism, pain, voiding
symptoms, and hematuria (4-6). The prognosis is abysmal,
irrespective of the treatment choice (1). We present a case of
a patient with penile metastasis from an anal canal carcinoma
treated surgically and briefly review the literature.

Case Presentation

A 74-year-old man arrived at the outpatient clinic with a
complaint of a penile lump. The patient had a history of
squamous cell carcinoma of the anal canal, classified as
T4NOMO, two years ago. This tumor presented as an anal mass
complicated with a perianal abscess. The perianal abscess
was conservatively treated with antibiotics. Subsequently,
chemoradiation (54 Gy/30 F on both tumor and regional lymph

nodes and two cycles of mitomycin C plus 5-fluorouracil) with
curative intent was performed with complete response. No
surgical approach was applied to this tumor. However, a small
liquid collection remained (10x5 mm) with small fistulous tracts.
No biopsy or treatment was performed on this collection or the
fistulous tracts.

Upon physical examination, we palpated two painless, round,
hard masses on both cavernous bodies from the glans to the
shaft, without skin or glan invasion. We performed a core biopsy
that revealed a squamous cell carcinoma with histological
characteristics similar to those of the previous tumor. The
patient was screened using computed tomography and magnetic
resonance imaging and had no other primary site tumor, neither
local nor distant recurrence (Figure 1).

A multidisciplinary team considered a solitary penile metastasis
of the anal canal carcinoma and proposed a total penectomy
with palliative intent. The procedure was performed, and the
anal canal was biopsied to exclude local relapse. The pathology
report identified a squamous cell carcinoma histologically
similar to the previous anal canal tumor (Figure 2), and the
biopsies were negative. The total penectomy specimen had a
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tumor of 16 cm distancing 2.5 cm from the base with negative
surgical margins.

The patient remained on follow-up without complaints or
evidence of recurrence for four years. Subsequently, the patient

e

Figure 1. MRI image of the left cavernous body with a suspected lesion at
referral (white circle)

MRI: Magnetic resonance imaging

Basaloid squamous cell carcinoma
of the anal canal

Basaloid squamous cell carcinoma
of the penis

Figure 2. Histological comparison of the squamous cell carcinoma of the
anal canal to the squamous cell carcinoma of the penis. A and B. Hematoxylin
and eosin stain, 100x; C and D. Inmunohistochemistry study positive for p40,
100x; E and F. Immunohistochemistry study positive for p16, 100x
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recurred with perineal cutaneous metastases, inguinal, iliac,
and aortic lymph nodes, and pulmonary metastases. Palliative
chemotherapy with paclitaxel and carboplatin was initiated.
The patient is alive and has five years of follow-up with partial
response to chemotherapy.

Discussion

Secondary metastatic penile cancer is rare despite its rich and
interconnected vasculature (1-4). The most common origins
are the neighboring pelvic tumors: bladder, prostate, and
rectosigmoid, with approximately 75% (1-5). Other tumor
origins include the kidney, testis, and lungs, among others (1-
5). There is only one report of an anal canal primary carcinoma
(7). Therefore, to the best of our knowledge, this is the second
report of penile metastasis of an anal canal carcinoma.

There is uncertainty regarding the metastatic mechanism, and
several hypotheses have been proposed: The retrograde venous
route, retrograde lymphatic route, arterial embolism, direct
extension, and implantation secondary to instrumentation
(1-5). The retrograde venous route is the most commonly
acknowledged and results from refluxing cancer cells through
the pelvic venous plexus to the penile dorsal vein (1-5). This
route explains pelvic tumors' higher incidence of secondary
malignancy (1-5). The retrograde lymphatic route results from
the spread from the iliac to the inguinal nodes and then to the
penis, explaining the involvement of the penile skin but not the
corpora or glans (1,2,4,5). Direct extension results from highly
locally invasive and aggressive tumors that invade the base and
proximal shaft (1,2,4,5). Arterial embolism and implantation
secondary to instrumentation are uncommon (1,2,4,5).

The two most probable hypotheses in our report are direct
extension and retrograde venous spread. Direct extension relies
on evidence of liquid perineal collection with fistulous tracts.
However, to counter it, the tumor did not evolve to the base
of the penis, and negative surgical margins were obtained.
Hence, the most probable metastatic mechanism is the venous
retrograde route.

The most common clinical presentation is a painless penile mass
in 60-80% of cases, involving the corpora bilaterally in 60-
70% (2-4). Isolated glans is less common, 10-24%, and skin and
prepuce evolvement are rare, 5-6% (2,4,5). Malignant priapism
is a prominent feature present in up to 40% of patients (1-
3,5) and portends a poor prognosis (6). Other clinical features
include pain, hematuria, and voiding symptoms (1-3,5).

The diagnosis is made through a lesion biopsy or fine needle
aspiration (1,5). The pathological examination confirms and
excludes differential diagnoses such as other primary penile
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tumors, Peyronie's disease, tuberculosis, and other inflammatory
and suppurative diseases of the penis (1,2,5).

Management varies according to the patient's general health
status, primary tumor response to treatment, extent of
metastases, and symptoms presented (1-3,6,8). Chemotherapy,
radiotherapy, and surgical excision, including total penectomy,
are all possible treatments (1,2,5,8). Most patients have
disseminated systemic disease and poor performance status
(1,2,4,5,7,8). The prognosis is abysmal irrespective of treatment
options, and survival is usually less than one year (1,2,4). Surgical
treatment with total penectomy is performed with palliative
intent to alleviate intractable pain and voiding symptoms in
patients with good general health (2-3,8). However, there are
reports of prolonged survival in patients who underwent total
penectomy with metastasis confined to the penis (7,8).

In our report, because it was a unique metastasis, a total
penectomy was performed to prevent the symptom development
and delay the metastatic spread. The patient was followed up
for five years and asymptomatic until the fourth year, when
recurrence was diagnosed. Although penectomy had no curative
intent, this radical surgery successfully resulted in a significant
survival benefit with preserved quality of life.

Conclusion

The anal canal carcinoma as the primary tumor site and the
significant delay and survival benefit obtained from the total
penectomy contribute to the singularity of this case.
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