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Malignant priapism 
secondary to osteogenic 
sarcoma

Sir,
Metastatic involvement of the penis is relatively rare, 
compared to its primary counterpart, despite rich 
vascularization and extensive circulatory communication 
between the penis and the neighboring organs. The vast 
majority of the primary lesions are in the genitourinary 
organs with the recto-sigmoid region contributing to the 
bulk of the remainder.[1,2] Penile involvement is usually 
associated with disseminated disease and generally 
portends a poor prognosis.[3]

A 28-year-old male presented with history of priapism 
of 4 weeks duration. Initially, this erection was painful 
for about a week and later became painless. The patient 
presented with no voiding symptoms. No history of 
any medication was noted. This patient had undergone 
high above knee amputation for osteogenic sarcoma 
of Lt femur 12 weeks before. Conservative treatments 
including medications, injections were given so as to 
reduce the erection. Winter’s procedure was done and 
biopsy was done at the same time. All conservative 
measures to correct the pripism failed. Ischemic changes 
started appearing on the glans within 2 weeks following 
presentation to us. In view of the the ischemic changes 
[Figures 1 and 2], it was decided to perform total 
penectomy with perineal urethrostomy. Chest X-ray 
revealed two cannonball metastases. Biopsy revealed 
malignant neoplasm consisting of typical spindle-shaped 
cells. These cells exhibited pleomorphism, hyperchromatic 
nuclei and abnormal mitoses. Numerous tumor giant cells 
were seen [Figure 3]. The features were consistent with 
metastatic osteogenic sarcoma. The patient was started 
on chemotherapy under the care of medical oncologist. 
At last follow-up of 8 months following penectomy, the 
patient was responding well to chemotherapy.

Approximately 370 cases of penile metastases have 
been reported up to 2006[4] from a wide range of 
primary sites including prostate (34%), bladder (30%), 
recto-sigmoid and rectum (13%). Penile metastases 
usually present as a penile lesion, priapism or rarely as 
isolated glans penis and preputial lesions. Up to 40% 
of penile metastases present as malignant priapism3. 
It could be caused either by occlusion of the draining 
veins or secondary to thrombosis in the cavernosal 
spaces caused by infiltrating tumor cells.[3] Pain is not 
a prominent symptom in most patients, and when 
present, is localized partly to the penis and partly to 

Figure 1: Long-standing priapism

Figure 3: Osteogenic sarcoma with tumor giant cells atypical 
spindle-shaped cells

Figure 2: Ischemic glans and penis after 4 weeks of priapism
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the perineum. [5] Obstructive voiding symptoms and 
hematuria are very rarely reported.[3]
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Carcinoma esophagus 
with isolated metatarsal 
metastasis

Sir, 
Carcinoma esophagus usually presents in advanced 

Diagnosis is usually made by biopsy or corporeal 
aspiration, which helps to differentiate between 
metastases and primary tumors. Computed tomography 
(CT) and magnetic resonance imaging (MRI) scanning 
are reliable imaging modalities to confirm the diagnosis 
and assess the extent of the disease. The choice of 
treatment is greatly influenced by the general health of 
the patient. Most patients require only supportive or 
palliative therapy. Local excision, partial or complete 
penectomy, radiotherapy and chemotherapy have all 
yielded uniformly poor results.
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stage with loco-regional node and visceral (liver) 
involvement.[1] Bone metastasis is uncommon and 
usually denotes terminal stage as a part of multiple 
systemic involvements.[1] Isolated skeletal metastasis is 
rare (1.2%) and usually seen in long bones. We report 
a rare case of carcinoma esophagus with isolated small 
bone (metatarsal) metastasis. 

A 53-year-old male patient presented with dysphagia 
to solid foods and intermittent episodes of vomiting 
for 2 months. Upper GI endoscopy revealed ulcerative 
lesion involving full circumference at 28 cm from 
incisors teeth and biopsy was invasive squamous cell 
carcinoma (SCC). Contrast-enhanced CT scan thorax 
showed thickened esophageal walls involving middle 
third of esophagus with enlarged subcarinal nodes. 
Metastatic work up (chest X-ray, USG abdomen, liver 
function test) was normal. Patient received three cycles 
of neoadjuvant chemotherapy (cisplatin and flurouracil) 
followed by radical intent radiotherapy (RT) [44 
Gy/22 # in AP-PA portal with Co60 followed by 22 
Gy/11# boost with oblique fields] and had significant 
clinical and radiological response. At 1½ year post-
treatment patient presented with hard mass fixed to 
the underlying bone on lateral aspect of right foot. 
X-ray revealed osteolytic lesion at the base of right 
fifth metatarsal bone [Figure 1] and biopsy revealed 
SCC. Barium swallow showed residual constricting 
lesion in mid esophagus [Figure 2] and bone scan 
showed increased uptake only at base of right fifth 
metatarsal, while other metastatic work up (Chest 
X-ray, USG) was normal. The patient was diagnosed to 
have persistent invasive SCC of middle third esophagus 
with isolated metastasis to right fifth metatarsal bone. 
He was treated with symptomatic and supportive care. 

Small bones of extremities are relatively spared from 
metastasis. Lesser blood supply or ‘soil and seed’ 
hypothesis is thought to be the reason for this 
rare incidence.[1,2] Renal cell carcinoma commonly 
presents with small bone metastasis and calcanium 
is most commonly involved. Five to eight percent of 
esophageal cancer patients present with bone metastasis 
and long bones are commonest site.[1] In systematic 
review of 1909 carcinoma esophagus patients, only 
5.2% had metastasis to bones and only one patient 
presented with small bone (metatarsal) metastasis. [3] 
Survival in patients with solitary bone metastasis is 
also dismal and thus treated with palliative intent. 
Several prospective studies had shown excellent pain 
relief and restoration of function after palliative RT to 
long or flat bone metastasis.[2,3] However, there are no 
consensuses in solitary bone metastasis involving only 
small extremity bones. Solitary small bone metastasis 
may be excised, treated symptomatically, or treated 
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