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Abstract

Metastatic involvement of the penis is relatively infrequent. 
Metastasis of transitional cell carcinoma (TCC) is extremely rare. 
We report a case of bladder TCC with metastases to the penis that 
spares the urethra — a finding that, to the best of our knowledge, 
has not been previously reported. Of the documented mechanisms 
of metastatic transmission to the penis, we suspect the cause was 
retrograde lymphatic spread. In our case, a 59-year-old male pre-
sented to our clinic initially with phimosis and later developed 
gross hematuria. Subsequent cystoscopy noted the appearance of 
tumour extending into the prostate, as well as the appearance 
of extensive TCC throughout the bladder. Following transurethral 
resection of prostate and bladder tissue, which demonstrated 
high-grade urothelial carcinoma, the patient underwent a radical 
cystoprostatectomy. A year later, he developed worsening gross 
hematuria and we noted the appearance of primary penile squa-
mous cell malignancy. He then underwent a partial penectomy. 
The histopathology evaluation result from the partial penectomy 
revealed infiltration of TCC in the glans penis, as well as invasion 
into the corpus spongiosum, with sparing of the urethra.

Introduction

Penile cancer is rare in North America and Europe. It 
accounts for less than 1% of cancers in men in the U.S. 
The incidence of disease is more common in South America, 
Southeast Asia, and parts of Africa.1 In the U.S., it is esti-
mated that only 1820 new cases of penile cancer will be 
diagnosed in 2015.2 Metastatic involvement of the penis is 
a rare disease,3,4 with approximately 480 reported cases.5

Nearly 75% of the metastases originate from adjacent uro-
genital organs. The most common sites include the bladder 
and prostate.6-8 The prognosis for these patients is very poor, 
as it typically indicates widespread metastatic disease.4,5,9

We present the first case of penile metastasis from primary 
transitional cell carcinoma (TCC) of the bladder that spares 
the urethra.

Case report

 A 59-year-old male was initially referred in 2010 with a 
presentation of phimosis. He had been having increasing 
difficulties voiding. Patient underwent partial circumcision 
with a dorsal slit. Pathology revealed lichen sclerosis (bala-
nitis xerotica obliterans) and was negative for dysplasia or 
malignancy.

The patient began to develop gross hematuria in 2013. 
Subsequent cystoscopy in 2013 revealed a normal distal 
urethra, while the prostate had an appearance of papillary 
tumour extending into the prostatic lumen. Proximally, it 
looked as if the whole prostate was replaced with TCC. 
There appeared to be extensive TCC throughout the blad-
der, obscuring the trigone. Prostate and bladder TCC was 
resected. Transurethral resection of the prostate tissue dem-
onstrated high-grade urothelial carcinoma with focal stro-
mal invasion. Transurethral resection of the bladder lesion 
revealed invasive high-grade papillary urothelial carcinoma 
with lamina propria and lymphovascular invasion, however, 
there was no invasion of the muscularis propria. 

Cystoprostatectomy was considered, but given his morbid 
obesity (body mass index [BMI] of 62), and other comor-
bidities, he was referred for chemoradiation. After four and 
a half weeks of treatment with chemoradiation, cystoscopy 
showed no resolution of the tumour.

The decision was then made to undergo a radical cys-
toprostatectomy in 2014. Given his abdominal obesity, the 
transverse colon was used as a conduit. Postoperatively, the 
patient had some minor bleeding per urethra, which settled. 
Over time, the bleeding began to progress and he also began 
to experience pain. A followup computed tomography (CT) 
scan showed a new lymph node in the right groin with no 
other evidence of disease. 

Following worsening bleeding from the urethra in 2015, 
examination suggested penile linear thickening, which was 
suspected to be recurrent TCC in the urethra. The decision 
was then made to undergo a full urethrectomy with right 
inguinal lymph node dissection. There was difficulty early in 
the operation while trying to pass a cystoscope through the 
urethra. Dorsal and ventral slits were made in the foreskin. 

Penile metastasis from primary transitional cell carcinoma of the 
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Penile metastasis from tCC of the bladder

Surprisingly, there was the appearance of primary penile 
squamous cell malignancy extending from the glans penis 
to the foreskin. A partial penectomy was subsequently per-
formed. Pathology showed invasive TCC of the penis (pT2 
N2 Mx), invasive TCC of the foreskin, one of four right 
inguinal lymph nodes positive for metastases, however, the 
urethra was negative for carcinoma.

Pathological examination from the partial penectomy 
revealed, infiltration of carcinoma in the glans penis (Fig. 1), 
as well as invasion into the corpus spongiosum with sparing 
of the urethra (Fig. 2). According to immunohistochemical 
studies, staining with cytokeratin 7 revealed invasion of papil-
lary and lesional cells in the penis, which is concordant with 
metastatic invasive TCC (Fig. 3).

Discussion

Although the incidence of metastatic penile cancer is quite 
rare, it is surprising considering the multiple metastatic 
mechanisms of spread. The five most accepted mechanisms 
of spread include: retrograde venous route; retrograde lym-
phatic route; arterial spread; direct extension; and implanta-
tion and secondary to instrumentation.4 As there are reports 
of TCC seeding after iatrogenic procedures,3,10 we cannot 
rule this out as a mechanism of spread. It is, however, unlike-
ly in our case, considering that this was an isolated lesion 
without concurrent urethral involvement.

The prognosis for bladder carcinoma with penile metas-
tasis is quite poor, only 3.9 months from diagnosis. The 
optimal treatment for penile metastasis requires a multidis-
ciplinary approach, which offers the best chances for sur-
vival at approximately 9.2 months.6 The treatment options 
are usually local tumour excision, external beam radiation 
therapy, brachytherapy, chemotherapy, or partial or total 
penectomy. 

Conclusion

While the most accepted mechanism of penile metastatic 
spread from primary carcinoma in the bladder is via ret-
rograde venous flow,6,11,12 we suspect that retrograde lym-
phatic spread would be more likely in this case. Penile skin, 
foreskin, and superficial fascia are rich in lymphatic sup-
ply. Consequently, the lack of urethral involvement may be 
explained due to the spread occurring via direct and indirect 
pelvic lymph nodes.5 This case highlights the importance 
of palpating the inguinal area for adenopathy in cases of 
urogenital neoplasms.
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Fig. 1. Lesion with papillary/villous non-invasive growth pattern of glans penis 
(200x).

Fig. 2. Invasion of the corpus spongiosum with extensive desmoplastic stromal 
reaction (20x).
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Fig. 3. Intense cytoplasmic staining of both papillary and invasive lesional cells 
with cytokeratin 7 (20x).




