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Case 1: Thai male 62 years old

• Mar 2016: presented with mass at penis, 4 cm in size

• History of psimosis

• Underlying HT, DLP

• Personal history: smoking 15 pack year

• 15th Mar 2016: Operation penectomy
• Pathological report: Sq cell cancer well differentiated, invade prepuce  , free 

margin, , sub-epithelial connective tissue, LN 0/2 , no LVI, 

• no invasion of corpus spongiosum, corpus caversum

• T1N0M0



Single node recurrent

• July 2016: Right groin node enlargement 3 cm in size

• Groin node FNA: Sq cell CA

• CT chest and whole abdomen: no distant metastasis



Case2: Thai man 44 years old

• Known case penile cancer, SCCA S/P partial penectomy July 2017

• Pathological reports: SCCA, well diff, invade corpus spongiosum, 2.5 
cm in size, + ulcer, free margin: Lymph node dissection 0/5

• T2N0M0



• Mar 2018: recurrent Left groin node

• CT scans: large matted necrotic node (6.0x6.9x5.6 cm) at left inguinal 
region as well as multiple enlarged lymph nodes (up to 2.5 cm) at 
bilateral inguinal and bilateral external iliac regions, which some of 
them show central necrosis, suggestive of nodal metastases. 



MDT treatment

• Role of surgery

• Role of RT

• Role of systemic chemotherapy



Role of systemic chemotherapy



Penile Cancer

• Penile carcinoma accounts for 0.4–0.6% of malignancies

• 2 - Age group ( young and aged); Incidence increases from 60 years 

• The most common cancer type of the penis is squamous cell 
carcinoma. 

• There is usually a delay in the diagnosis of penile cancer as
patients tend to present late.

• Presentation: painless lesion over the penis. Glans :(48%) and 
prepuce (21%)

• It is important to recognized the premalignant lesions



Risk factor

https://uroweb.org/wp-content/uploads/EAU-Guidelines-Penile-Cancer-2018.pdf

Phismosis induced chronic infection. However, smegma is not a carcinogen







Premalignant penile lesions (precursor lesions) 

https://uroweb.org/wp-content/uploads/EAU-Guidelines-Penile-Cancer-2018.pdf



HPV-related SCCs
• The relationship between HPV and penile carcinoma was first 

recognized in 1995 

• HPV DNA is more frequently found in carcinomas with basal and/or 
warty morphology, also in the warty-basaloid penile intraepithelial
neoplasias (PeIN). 

• HPV-related which occurs for about 30–50% of cases

• While, non-HPV-related pathway which can be divided into two 
subgroups: TP53 mutations and the other with chromosomic
instability





Non-HPV related SCC

• SCC

• Verrucous Carcinoma

• Carcinoma Cuniculatum, this entity is a variant of the verrucous carcinoma

• Papillary Carcino ma NOS

• Adenosquamous Carcinoma

• Sarcomatoid SCC

• Mixed carcinomas contain at least two variants of SCC



Histological subtypes of penile carcinomas, their frequency and outcome

https://uroweb.org/wp-content/uploads/EAU-Guidelines-Penile-Cancer-2018.pdf



Outcomes for HPV and non-HPV penile carcinomas



• In one study showed a significantly better five-year disease-specific 
survival has been reported for HPV-positive vs. HPVnegative cases 
(93% vs. 78%) 

• While no difference in lymph node metastases and ten-year survival 
was reported in another study. 

• There is no association between the incidence of penile and cervical 
cancer, although both are linked to HPV. Female sexual partners of 
patients with penile cancer do not have an increased incidence of 
cervical cancer.





Loco-regional disease

• Squamous cell carcinoma of the penis typically begins at the glans 
and can extend to the penile shaft. 

• Buck’s fascia serves as a barrier to local tumor extension, but invasion 
allows involvement of the corporal bodies and potential lymphatic 
spread. 

• Superficial inguinal nodes, which drain to the deep inguinal nodes. 
Next, lymphatic drainage continues to the pelvic lymph nodes. 

• The superficial and deep inguinal lymph nodes are the first regional 
node group to be affected, which can be uni- or bilateral. 

• ‘sentinel’ inguinal nodes sampling can be done.



Inguinal Lymph Node Status

Presented By Asif Muneer at 2017 Genitourinary Cancers Symposium

• Patients with recurrent node has poor clinical outcomes.
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EAU 2018

• If there are no palpable lymph nodes, the likelihood of micro-
metastatic disease is about 25%.

https://uroweb.org/wp-content/uploads/EAU-Guidelines-Penile-Cancer-2018.pdf



Annals of Oncology, Volume 24, Issue suppl_6, October 2013, Pages vi115–vi124, https://doi.org/10.1093/annonc/mdt286

The content of this slide may be subject to copyright: please see the slide notes for details.

Figure 2. Guidelines on treatment strategies for the regional LNs.

https://doi.org/10.1093/annonc/mdt286


Node : Resection or RT

• Evidence for primary radiotherapy of lymph nodes is not robust and 
is not recommended

• (Hakenbergetal.2015).

• A prospective non randomized trial found lymph node dissection to 
have superior results to radiation therapy in nodal disease 

• (Kulkarni and Kamat 1994). 

• Therefore, surgical resection is recommended over radiotherapy with 
treatment of enlarged nodes suspicious for metastatic disease.



EAU Guidelines for treatment strategies for nodal metastases



Adjuvant and Neo-adjuvant chemotherapy

• Neoadjuvant: bulky node ( node > 4cm), N2-3:  consider neoadjuvant
chemotherapy ( Paclitaxel, ifosfamide, cisplatin) improves DFS, OS, reduces 
pathology of extranodal extension and skin involvement

• One retrospective study reported long-term DFS of 84% vs 39% in node-
positive patients with adjuvant chemotherapy after radical lymph node 
surgery vs. without adjuvant chemotherapy after lymphadenectomy 

Sex Transm Infect, 2009. 85: 527.



Adjuvant CCRT

• Limited in evidence supports

• Considered in enlarged PLNs in non-surgical candidates, high risk 
features ( PLN metastasies, extranodal extension, bilateral inguinal 
node, LN >4cm) or local recurrence of inguinal node



Guidelines for stage-dependent local treatment of penile carcinoma



Adjuvant chemotherapy 

• Adjuvant chemotherapy given within 3 to 6 months after PLND. 

• AC regimens were either platinum based (cisplatin and 5-FU +/-
docetaxel [TPF]; cisplatin, bleomycin, and methotrexate [PBM]; and 
cisplatin, paclitaxel, and ifosfamide [TIP]) or vincristine, bleomycin, 
and methotrexate (VBM). 

• Platinum-based regimens 4 cycles of 21 - 28 days duration 

• VBM consisted of 12 weekly cycles. 

Urologic Oncology: Seminars and Original Investigations, 2015-11-01, Volume 33, Issue 11, Pages 496.e17-496.e23



Nodal and Local Recurrence

• Once a local or inguinal recurrence develops, the prognosis is quite poor. 
Inguinal nodal recurrence after radical inguinal lymphadenectomy has a 
five-year CSS rate of 16%

• Patients with regional recurrence should be treated in the same way as 
patients with primary cN1/cN2 disease. 

• Optimal management remains unclear with few options available such as 
chemotherapy, radiation, or surgery, either alone or in combination. 
Multimodal treatment with neoadjuvant and/or adjuvant chemotherapy 
after radical lymph node surgery is recommended.

• Salvage rate of local failure to be about 25–85%, and the salvage rate of 
regional failure is only 33–50%



Node dissection

• Palliative dissections have a significantly higher complication rate 
compared to prophylactic dissections when it comes to the incidence 
of lymphedema, wound infection, higher risk of tumor involvement of 
the femoral and iliac vessels , skin edge necrosis, seroma formation, 
and even death.

•But. Isolated locally recurrent inguinal metastasis, 
salvage resection has been suggested to be 
beneficial. 



Chemotherapy in advance stage

• Stage IV penile cancer and recommended cisplatin-containing 
regimens and suggested surgical consolidation for those fit patients 
that show an objective response to chemotherapy.

• Current literature shows few studies on second-line agents

• Patients with bulky inguinal or distant metastases are rarely cured 
by a single modality alone, although a few series have 
demonstrated the benefit imparted by neoadjuvant chemotherapy 
followed by consolidative surgery in patients with cN2/3 disease





Introduction: Systemic therapy in penis cancer

Presented By Lisa Pickering at 2018 Genitourinary Cancers Symposium: Translating Evidence to Multidisciplinary Care
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Chemotherapy Trials 2016

Presented By Asif Muneer at 2017 Genitourinary Cancers Symposium



Cisplatin + 5-FU and Taxane (T-PF) 

Presented By Asif Muneer at 2017 Genitourinary Cancers Symposium
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Targeted Therapies
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Introduction: Systemic therapy in penis cancer
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Ongoing Systemic Therapy Trials
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Case 1: Thai male 62 years old

• Mar 2016: presented with mass at penis, 4 cm in size

• History of psimosis

• Underlying HT, DLP

• Personal history: smoking 15 pack year

• 15th Mar 2016: Operation penectomy
• Pathological report: Sq cell cancer well differentiated, invade prepuce  , free 

margin, , sub-epithelial connective tissue, LN 0/2 , no LVI, 

• no invasion of corpus spongiosum, corpus caversum

• T1N0M0



Case 1: Single node recurrent

• July 2016: Right groin node enlargement 3 cm in size

• Groin node FNA: Sq cell CA

• CT chest and whole abdomen: no distant metastasis



Operation

• July 2016: right groin node dissection

• Pathological report: positive Sq cell ca in LN 1/9, 3 cm in size, 

• + extra capsular extension







• Oct 2016: he has treated with CCRT

• RT 50.4 Gy, boost right inguinal lymph node 66 Gy

• Chemotherapy 5FU-Carboplatin ( Cr 1.27)- 6 cycles



Aug 2016

• Clinical CR, he was well-being. 



Case2: Thai man 44 years old

• Known case penile cancer, SCCA S/P partial penectomy July 2017

• Pathological reports: SCCA, well diff, invade corpus spongiosum, 2.5 
cm in size, + ulcer, free margin: Lymph node dissection 0/5

• T2N0M0



• Mar 2018: recurrent Left groin node

• CT scans: large matted necrotic node (6.0x6.9x5.6 cm) at left inguinal 
region as well as multiple enlarged lymph nodes (up to 2.5 cm) at 
bilateral inguinal and bilateral external iliac regions, which some of 
them show central necrosis, suggestive of nodal metastases. 



• In 2 weeks, LN Mass progressed from 6.9 cm to 13 cm

• Cisplatin /5FU 1 cycle then CCRT with cisplatin/5FU

• Post cisplatin /5FU 2 cycle : PD 1 new lesion 5 cm in field of RT

• Changed to Taxol/ Carboplatin weekly CCRT

• RT total 66Gy 33 Fractions



July 2018

• Decreased size of a large matted necrotic node at left inguinal region 
(target lesion) about 33%

• Decreased size of a large matted necrotic node at left inguinal region, 
measuring 4.0x5.3x6.0 cm (from6.0x6.9x5.6 cm)



Jan 2019: post salvage left inguinal lymph 
node resection 
• Lt groin no lesion.

• New a 2.5-cm enlarged necrotic right inguinal lymph node with 
perinodal fat reticulation, suspicious for pathologic lymph node. 



Role of surgery

• Plan for 2.0 cm Right groin excision 

• But, on operation day, found  2.5 cm scrotal mass: skin metastasis

• Only biopsy were done 



Feb 2019



Mar 2019
• Post op 1 months : Increased size of pathologic right external iliac and 

right inguinal lymph nodes, 1.2 cm in short axis



• March 2019

• There are new multiple 
pulmonary nodules at both 
lungs, metastasis is possibly. 

• - Increase in size and 
number of necrotic both groin 
nodes is noted ulceration of left 
sided. 

• - A 1.6-cm left external iliac 
node 



• Discuss for the 3rd line treatment: re-challenge paclitaxel, Other 
chemotherapy

• Considered :Role of IO----waiting for evidence supports





• He needed only BSC, he passed away 2 months later.






