Penile Metastases from Bladder Carcinoma

Sir,

Cutaneous metastatic lesions, on the penis are extremely rare
(1-3). Typically, they are associated with an advanced stage
of the disease and a poor prognosis. A recent review of the
literature showed that 75% of the primary tumours are of
genitourinary origin, the most frequent site being the bladder
(2). However, carcinomas of the gastrointestinal and respirat-
ory tracts, lymphomas and bone tumours have also been
reported to metastasize to the penis (2, 4). We describe one
additional case of penile metastases arising from bladder
carcinoma.

CASE REPORT

A 60-year-old man presented with nodular, non-ulcerated, violaceous
lesions on the penis. One year earlier, bladder carcinoma (ST T3b,
G3) had been diagnosed and he was treated with total cystectomy.
Physical examination revealed pea-sized, hemispherical, firm, asympto-
matic nodules, two of which were located on the glans and one on
the shaft of the penis (Fig. 1). Inguinal lymph nodes were not enlarged.

Microscopic examination of one of the nodular lesions revealed a
dense diffuse infiltrate throughout the entire dermis. Neoplastic cells
showed no tendency to epidermotropism. Higher magnification
detected cytomorphologic features of large cells with eosinophilic
cytoplasm and large basophilic nuclei, and foci of squamous metaplasia
(Fig. 2). Vascular spaces were extensively infiltrated by neoplastic
nests. The mitotic rate was high. Results of immunohistochemical
staining (immunoperoxidase technique) with monoclonal antibodies

Acta Derm Venereol (Stockh) 76

against tissue polypeptide antigen (TPA). pan-cytokeratins (CKs),
CK8, CKI8 and CK19 were positive, Carcinoembryonic antigen
reaction was negative.

At this time, the patient complained of progressive weakness,
anorexia, lumbar and lower extremitizs pain. Magnetic nuclear reson-
ance of the spinal backbone showed hypodense, irregular areas located
on L2-L5, D12 and D11 vertebrae, consistent with a diagnosis of
bone metastases. Computed tomographic scans of the chest and
abdomen were negative.

Based on clinicopathological findings, a diagnosis of penile meta-
stases was made. The patient died of widespread disease 2 months
after our observation. An autopsy was not performed.

DISCUSSION

Clinical features of metastasis to the penis are diffuse penile
induration, single or multiple, rarely ulcerated, nodules (2, 3).
The lesions usually involve the shaft of the penis; less often,
as seen in our patient, they are located on the glans (5-8).
Signs and symptoms of penile metastases consist of urinary
retention, dysuria, haematuria, priapism and penile pain. The
clinical differential diagnosis may include primary tumours of
‘he penis, true priapism, Peyronie’s disease, tuberculosis and
anspecific inflammatory lesions. In our patient, the past med-
ical history was remarkable for bladder carcinoma.

Urinary bladder tumours are most frequently of epithelial
origin. Approximately 93% of the primary bladder cancers



Fig. 1. Metastatic nodule on the glans from wurinary bladder
carcinoma.
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Fig. 2. The infiltrate is composed of large cells with prominent nuclei
and abundant ecosinophilic cytoplasm (hematoxylin-cosin stain;
x 250).

metastasizing to the skin show the transitional cell type; the
remaining are squamous cell carcinoma, adenocarcinoma and
signet-ring adenocarcinoma (2, 6, 7, 9-11). Histological find-
ings of the cutaneous lesions are usually similar to those in
the bladder. In our patient, microscopic features of transitional
cell carcinoma were associated with foci of squamous meta-
plasia. Immunohistochemical positive reaction of neoplastic
cells for TPA and CKs allowed to ascertain the epithelial
origin of the primary tumour. Once the metastasis to the penis

Letters to the Editor 251

is discovered, most patients, such as ours, have a poor pro-
gnosis. Haddad (5) reported that the average survival time
from the diagnosis of penile metastases to death is 3.9 months.
However, longer-term survivals have been observed after
adequate local treatment and systemic chemotherapy (4).

The mechanism of metastatic spread from the bladder to
the penis is still controversial. The most likely routes are
retrogade venous and lymphatic spread or perineural exten-
sion, although other possible mechanisms are direct extension,
arterial dissemination and instrumental implantation (35, 7, 8).

In conclusion, metastases to the glans penis from bladder
carcinoma are rare. In our patient, an unusual association of
transitional cell carcinoma and foci of squamous metaplasia
could be detected histologically.

REFERENCES

1. Weitzner S. Secondary carcinoma of the penis. Am Surg 1971;
37: 563-567.

2. Perez LM, Shumway RA, Carson CC, Fisher SR, Hudson WR.
Penile metastasis secondary to supraglottic squamous cell carcin-
oma: review of the literature. J Urol 1992; 147: 157-160.

3. Altomare GF, Polenghi MM, Pigatto PD, Boneschi V. Metastasi
peniene di eteroplasia vescicale. G It Derm Vener 1987; 122:
451-453.

4, Brady LW, O'Neill EA, Farber SH. Unusual sites of metastases.
Sem Oncol 1977; 4: 59-64.

5. Haddad FS. Penile metastasis secondary to bladder cancer. Urol
Int 1984; 39: 125-142.

6. Tuttle JP Jr., Rous SN, Kinzel RC. Bladder epithelial neoplasms
metastatic to glans penis. Urology 1976; 8: 80.

7. Wilson F, Staff WG. Malignant priapism: an unexpected response
to local anesthetic infiltration of the dorsal nerves of the penis.
Br J Surg 1982; 69: 469.

8. Strandeness DE, Paulken M. Priapism secondary to metastatic
malignancy. Arch Surg 1958; 76: 444448,

9. Vidmar D, Baxter DL, Devaney K. Extensive dermal metastases
from primary signet-ring carcinoma of the urinary bladder. Cutis
1992; 49: 324-328.

10. Lookingbill DP, Spangler N, Helm KF. Cutaneous metastases in
patients with metastatic carcinoma: a retrospective study of 4020
patients. J] Am Acad Dermatol 1993; 29: 228-236.

11. Chimenti S. Metastasi cutanee da neoplasie degli organi interni.
CIC Edizioni Internazionali (ed), Roma, 1990: 110-114.

Accepted December 12, [995.

G. Filosa,' L. Bugatti,! K. Peris®> and S. Chimenti,?*
Departments of Dermatology, 'USL 5, Jesi, Ancona, and *University
of L'Aquila, Via Vetoio-Loc, Coppito 2, I-67100 L’ Aquila, Ttaly.



