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ABSTRACT

Introduction: Carcinoma of penis is an uncommon entity. The higher incidence in developing 
country may be because of poor hygiene, less common practice of circumcision and unsafe sexual 
practice. Timely diagnosis and intervention gives the patient a chance of cure. Data on penile cancer 
is sparse from Nepal so treatment of penile cancer in our centre is presented here.

Methods: This was a retrospective cross-sectional study done at Urology unit of Department of 
Surgery of Tribhuvan University Teaching Hospital, Nepal from November, 2007 to December, 
2013. Data was retrieved from case records and those with penile carcinoma were included. Patient 
demographics, lesion characteristics, mode of treatment with outcome measures were noted and 
analyzed.

Results: Total 17 patients underwent treatment for primary penile lesion. Mean age of the patients 
was 51.5 years. Penile growth was the most frequent presentation with five patients coming with 
more than one symptom. The most common site was over glans of penis (n=13) with the mean size of 
3.55 cm. Partial penectomy was offered in 16 with one patient undergoing circumcision only. Inguinal 
lymph node dissection was done in four patients. Squamous cell carcinoma was the histological 
diagnosis in 15 patients.

Conclusions: Penile carcinoma is primarily a disease of old. Growth over glans penis is the most 
common presentation and partial penectomy is feasible in most of the patients to allow oncological 
cure while preserving the organ for its native function.
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INTRODUCTION

Carcinoma of penis is uncommon in developed 
countries with an incidence of 0.4-0.6% of all cancers 
but in developing nations the incidence is as high as 
10-20%.1-3 This is probably owing to poor hygiene, 
uncommon practice of circumcision, and unsafe sexual 
practice leading to infection with human papillomavirus.4 

Because of social taboo, educational background and 
delay from practitioners, early diagnosis is missed.5-6

Timely diagnosis can save the organ with evolving 
techniques of penile preserving therapies.7-10 Surgery is 
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the only answer to the cure of the disease sometimes, 
while management of the node is another critical step.11

The burden of the disease is undefined in our country. 
So, the aim of this study was to determine the scenario 
of carcinoma of penis in our institution and treatment 
outcome in our context.

METHODS

A retrospective cross-sectional study was done at 
Urology unit, Department of Surgery, Tribhuvan 
University Teaching Hospital, a tertiary care hospital 
in Nepal from November, 2007 to December, 2013 as 
documents prior to this could not be retrieved. Ethical 
approval was obtained from the Institutional Review 
Board. The medical records of patients presenting with 
biopsy proven penile mass were included. Those who 
deferred treatment were excluded. Individual patient 
demographics, lesion characteristics, the type of 
primary treatment along with treatment of the lymph 
node and their outcome were analyzed using Microsoft 
Excel 2007. 

RESULTS

There were total seventeen patients who were 
diagnosed to have carcinoma of penis by wedge biopsy 
of the penile lesions. Mean age of the patients was 51.5 
years, with the largest number of patients in 50-60 age 
groups. The youngest patient aged 28 years (Figure 1). 
Six of the patients were active smokers.
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Figure 1.  Distribution of patients according to age 
group.
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Thirteen patients presented with a growth and five 
of them had an ulcer including one with an ulcerated 
growth. Three patients presented with urinary symptoms 
such as spraying of the urine while micturating. Median 
duration of the symptoms was six months with one 
patient presenting with prolonged duration of symptoms 
for nine years (Table 1).

Table 1. Patient characteristics.

Characteristics n (%)
Symptoms

               Growth 13 (76.47)
               Ulcer 5 (29.41)

               Discharge 3 (17.64)

               Pain 4 (23.54)

               Bleeding 1 (5.90)

               Urinary symptoms 3 (17.64)

               More than one symptom 5 (29.41)

Location of the lesion

             Prepuce 

             Glans penis

             Glans and prepuce

             Shaft of penis

2 (11.76)

12 (70.58)

2 (11.76)

1 (5.90)

Total 17

Mean size of the growth was 3.55 cm. The most 
common location was over glans of penis. Four of the 
patients had palpable superficial inguinal group of lymph 
nodes on examination. 

Surgical treatment of the patients consisted mainly 
of partial penectomy. Sixteen patients underwent 
this modality with three patients undergoing modified 
inguinal lymph node dissection who were having 
palpable lymph nodes suggestive of metastasis and 
those who were proved to have lesion T2 or above. 

Histopathologically, verrucous carcinoma was found 
in two patients while 15 patients had squamous cell 
carcinoma. Eleven patients had well differentiated 
carcinoma. One patient had positive tumor margin for 
which redo surgery was done. Eight patients were 
found to have T2 disease (Table 3). Nodal involvement 
could not be determined in 13 patients either because 
of poor follow up or patients deferring treatment. 
Each category of N0, N1, N2 and N3 consisted of one 
patient, respectively.
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Table 2. Surgical modality of the primary lesion.

Treatment modality n (%)

Circumcision 1 (5.90)

Partial penectomy
13 
(76.47)

Partial penectomy with lymph node 
dissection

3 (17.64)

Table 3. Stage of disease.

T stage n (%)

Tis 2 (11.76)

Ta 2 (11.76)

T1a 3 (17.64)

T1b 1 (5.90)

T2 8 (47.05)

T3 1 (5.90)

Total 17

DISCUSSION

Penile cancer is more common in those aged 50-57 
years.12 However, incidence can be as high as 22% 
in those less than 40 years of age and 7% in those 
younger than 30 years.13 The mean age of the patients 
in our series was 51.5 yrs with those under 40 years of 
age being five in number (29%). The result is consistent 
with the literature.12 Six of our patients were active 
smokers. The role of tobacco as potential etiological 
factor has been considered to be very strong though the 
exact mechanism is not known.14-16 

Growth in the genitalia was most frequent presentation. 
Narayana AS et al observed similar findings.3  Median 
duration since symptom initiation was six months. It 
may be because of unusual slow growth pattern of 
lower grade tumours as well as embarrassment, fear, 
personal neglect and ignorance on patients’ part as the 
possible causes. 

Treatment of penile cancer remains a controversial 
topic, however, there is general agreement so as 
to prefer organ preserving.17 Nevertheless, surgical 
amputation of the primary tumour remains the oncologic 
gold standard. Local recurrence can range from 0-8%.13 
One patient underwent circumcision only for growth 
over prepuce.  Squamous cell carcinoma was the most 
frequent histopathological variant in our series which 
is similar to other studies.18 In our series eight of the 
patients had T1 or lower stage while eight patients 
had T2 disease. Nodal dissection was carried out in 
four patients while other four patients deferred or lost 
to follow up. Other series also quote the occurrence 
of T1 stage to be more than T2; 70% versus 19%, 
respectively.1 Our series had well differentiated tumour 
incidence to be 11 out of 17 patients. In one of the 
studies the incidence of well differentiated tumour 
was 43% while moderately differentiated pattern was 
seen in 35%.1 Non industrialized countries show less 
incidence of poorly differentiated pattern in the range 
of 10-14%.19-20 Our series exhibits the same pattern. 

Management of the inguinal lymph node is supposed to 
be the most crucial step. However, morbidity related to 
the procedure is one factor that leads this options less 
desirable in all.21 Our series contained fewer patients 
with lymph node dissection. This is probably due to 
patients losing follow up after satisfactory treatment of 
the primary penile growth not realizing the prognosis in 
the absence of second procedure, or on physicians’ part 
who were unable to convince patient for the second 
staged procedure.22 Low socioeconomic status and 
illiteracy plays a dominant role for incompletion of the 

desired therapy.

CONCLUSIONS

Penile carcinoma is primarily a disease of old. Growth 
over glans penis is the most common presentation and 
partial penectomy is feasible in most of the patients to 
allow oncological cure while preserving the organ for its 
native function.
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