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ABSTRACT: INTRODUCTION: Penile cancer is an uncommon malignancy in which malignant cells
develop on the skin of penis. When penile cancer is left untreated, at an advanced stage it can have
tragic consequences for the patient. CASE PRESENTATION: Our case report is an interesting
presentation with clinical significance that emphasizes the need to diagnose and treat penile cancer
in early stages. It is an unusual case of a neglected penile cancer in 63 year old man that led to auto
amputation of penis. CONCLUSION: Emphasis must be placed on early diagnosis and treatment of
the penile cancer.
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INTRODUCTION: Penile cancer is an uncommon malignancy, usually seen in older men (1).
Management depends on the clinical stage and location of the lesion.

It mostly represents squamous cell carcinoma which can metastasize if the diagnosis or
treatment is delayed (2). In early stages, it is a slow growing cancer, and because it seldom interferes
with voiding or erectile function, patient does not complain until late (2). Benign, premalignant and
malignant conditions must be differentiated (2). It usually appears in the epithelium of the inner
prepuce and glans (4). The incidence of penile cancer increases abruptly in men aged 60 years or
older and peaks in those aged 80 years (2). Penile cancer is rare in western countries and accounts
for 0.4% - 0.6% of all malignancies in the United States and Europe (2). In urban India the age
adjusted incidence of penile cancer ranges from 0.7 - 2.3 cases per 100,000 men while in rural India
it is 3 cases per 100,000 men, accounting for more than 6% of all the malignancies in this
population(2). Risk factors include AIDS(5), HPV(6), poor hygiene, chronic balanitis (7), lichen
sclerosis, long standing phimosis, underlying health conditions such as reactive arthritis, infections
or diabetes, smoking and tobacco. Symptoms of penile cancer are variable with early lesions
presenting as redness or change in colour of penis (8), while foul smelling discharge or growth on
penis that does not heal within four weeks (may look like a wart, ulcer or blister)(8) or bleeding
from penis are late symptoms(8). Late lesions may metastasize to inguinal and pelvic lymph nodes

(9).

CASE PRESENTATION: A 63 year old male patient, with long history of smoking, presented with a
neglected penile lesion that led to auto amputation of penis with disturbed urinary function. Patient
was apparently well 2 to 3 years back when he noticed a small lesion over prepuce which gradually
increased in size. Patient had difficulty in micturition with dysuria. Past history revealed left sided
hemiparesis 14 years back from which he had recovered. Examination of genitalia revealed an
exophytic indefinable mass with absence of penis. Chest X- ray was normal. Scrotum was normal
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with insignificant inguinal lymphadenopathy. Biopsy was suggestive of moderately differentiated
squamous cell carcinoma. Patient underwent perianal urethrostomy in Mahatma Gandhi Medical
College and Hospital in August 2013.

Fig. 2 and 3: Histopathological examination showed well
differentiated squamous cells with keratinization.

DISCUSSION: Like many other malignancies, penile cancer can spread to other parts of the body. It is
usually a primary malignancy. Penile cancer usually begins as a small lesion on the glans or prepuce.
Lesions range from white to grey, irregular exophytic to reddish flat and ulcerated endophytic
masses (2). They gradually grow laterally along the surface and can cover the entire glans and
prepuce before invading the corpora and shaft of the penis.
The TNM staging of penile cancer is as follows: (10)

TX: The primary tumor cannot be assessed.

TO: No evidence of primary tumor.

Tis: Carcinoma in-situ.

Ta: Non invasive verrucous carcinoma, not associated with destructive invasion.

T1: Tumour invades subepithelial connective tissue.

T1a: Tumour invades subepithelial connective tissue without lymphovascular invasion and is

not poorly differentiated or undifferentiated.
T1b: Tumour invades subepithelial connective tissue with/without lymphovascular invasion
and is poorly differentiated or undifferentiated.
T2: Tumour invades corpus spongiosum/corpora cavernosa.
T3: Tumour invades urethra.
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T4: Tumour invades other adjacent structures.
NX: Regional lymph nodes cannot be assessed.
NO: No palpable or visibly enlarged inguinal lymph node.
N1: Palpable mobile unilateral inguinal lymph node.
N2: Palpable mobile multiple or bilateral inguinal lymph node.
N3: Fixed inguinal nodal mass or pelvic lymphadenopathy, unilateral or bilateral.
MO: There is no distant metastasis.
M1: There is distant metastasis.
The staging of penile cancer is determined by the extent of tumour invasion, nodal

metastasis and distant metastasis (3). The AJCC staging guidelines are as follows: (3)

Stage 1: The cancer is moderately or well differentiated and only affects the subepithelial
connective tissue.

Stage 2: The cancer is poorly differentiated, affects lymphatics or invades the corpora or
urethra.

Stage 3a: There is deep invasion into the penis and metastasis in one lymph node.

Stage 3b: There is deep invasion into the penis and metastasis into multiple inguinal lymph
nodes.

Stage 4: The cancer has invaded into structures adjacent to the penis, metastasized to pelvic
nodes, or distant metastasis is present.

Histopathologically / Microscopically tumours vary from well differentiated keratinizing

tumour to solid anaplastic carcinoma with scanty keratinization (2). Most tumours are highly
keratinized and are of moderate differentiation. Poorly differentiated carcinomas have variable
amount of spindle cells, giant cells, clear cells, small cells or glandular component (2).

Like many other malignancies penile cancer can spread to other parts of body. It is usually a

primary malignancy, the initial place from where a cancer spreads to the body (3). Much less often it
is a secondary malignancy, one in which the cancer has spread to penis from elsewhere (3).
Prognosis can range considerably for patients depending upon the stage of cancer.

CONCLUSION: We have presented a rare case presentation of Squamous Cell Carcinoma of penis
leading to auto-amputation. General awareness should be spread for early detection of these lesions.
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