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Introduction
Penile cancer is a disease with high morbidity and mortality. 

It is a rare illness for which only 26,000 cases are estimated 
globally per year, accounting for less than 1% of newly 
diagnosed cancers in men [1]. Most penile cancers (95%) 
arise from the squamous cells of the glandular and preputial 
skin, classi ied as squamous cell carcinoma (PSCCs) [2]. They 
can further be classi ied based on their histological feature as 
follows: usual type  (59% of cases), papillary (15%), basaloid 
(10%), warty (condylomatous, 10%), verrucous (3%), and 
sarcomatoid (3%) [3]. More recently, HPV expression has 
been used to classify penile cancers into morphologically 
and molecularly distinct subtypes, including HPV-related and 
non-HPV-related, by the classi ication system adopted by the 
World Health Organization [4].

The majority of men (up to 40%) are diagnosed with 
localized penile cancer, which has a 5-year overall survival 
of ~ 90%; however, once the tumour has metastasized, the 
prognosis worsens dramatically [5]. Due to poor public 
awareness and feelings of shame, most penile cancers have a 
delayed presentation and are clinically apparent [6].
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manifestations and delayed presentation of the disease. Despite aggressive treatment options, 
the patient opted for palliative care, succumbing to the disease months after his diagnosis. 

Risk factors for PSCC include HPV infection, phimosis, chronic infl ammation, and lifestyle 
factors, with higher prevalence in regions of low socioeconomic status. The psychological and 
sexual burden of penile cancer is signifi cant, impacting patients’ well-being, mental health, and 
quality of life. 

In conclusion, eff orts to reduce the stigma associated with penile cancer are crucial to prompt 
early diagnosis and treatment initiation. Encouraging seeking medical attention for symptoms 
can enhance the chances of recovery and minimize the need for invasive treatments. Addressing 
the psychosocial impact of the disease is imperative for holistic patient care.

Case Report
A 38-year-old man with no known medical history 

presented to the emergency department of our centre with 
intense fatigue, anorexia, and weight loss. The patient was 
afebrile, and his vitals were within normal limits. Blood 
work revealed increased in lammatory markers (CRP and 
WBC), acute kidney injury, hyperkalemia, hypercalcemia, 
hyponatremia, metabolic acidosis, elevated lactate, and severe 
anemia (necessitating blood transfusions). Upon physical 
examination, a large purulent and necrotic abdominal-
pelvic lesion was discovered. The patient mentioned that 
the lesion started on the tip of his penis approximately two 
years ago. At that time, the patient was embarrassed to seek 
medical attention and had no systemic symptoms.  A non-
contrast abdominal-pelvic CT scan revealed bilateral inguinal 
adenopathy and prominent internal and external iliac lymph 
nodes. CT thorax was negative for pulmonary metastases. 
The patient was admitted to the intensive care unit for severe 
electrolyte disturbances and management of the infected 
cutaneous lesions. 
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The day after his admission, when his electrolytes and 
general condition were optimal, he underwent an extensive 
surgical excision of the abdominal pelvic necrotic and infected 
lesion. The inguinal canals, testis, and the edges of the 
wound were debrided. Multiple intraoperative cultures and 
specimens were collected. The urethra was found during the 
surgery, and a lexible cystoscopy was performed. There was 
no evidence of intravesical invasion of the lesion. An open-
ended 16 Fr Foley catheter was inserted with a guide wire, 
and the bladder was continuously drained postoperatively. 
Extensive washing with normal saline and proper hemostasis 
was performed. Larges compresses soaked in betadine, 
and a sizeable abdominal pad were applied. The specimens 
and cultures were sent to the pathology and microbiology 
laboratories for analysis. The intraoperative cultures were 
positive for Pseudomonas aeruginosa, Staphylococcus aureus, 
Streptococcus Group B, Peptostreptococcus Sp, Clostridium 
innocuum, and Campylobacter ureolyticus. The pathology 
report was consistent with metastatic invasive keratinizing 
penile squamous cell carcinoma, HPV-independent type.

On postoperative day 3, the patient had a PET scan that 
suggested a plurimetastatic disease. Imaging showed left and 
right inguinal, left external iliac, and aortocaval lymph node 
involvement, representing stage IV disease. 

The oncologist offered the patient chemotherapy with 
Taxol, Ifosfamide, and Cisplatin (TIP). Given the patient’s 

clinical situation, he and his wife decided not to go ahead 
with systemic treatment and to implement a purely palliative 
treatment. Two months later, he was admitted to a Palliative 
Care Centre for a decrease in his general condition and 
severe pain. Unfortunately, he passed away 24 hours after his 
admission.

Discussion
Unfortunately, delays in the diagnosis of more than six 

months are not uncommon regarding patients with penile 
cancer [7]. The main reasons include social stigma and 
psychological consequences in describing the problem to their 
doctor or partner, insidious and nonspeci ic initial symptoms, 
concomitant phimosis masking the malignant lesion, and 
a lack of awareness of the condition [8]. Several risk factors 
for developing PSCC have been reported: infection with HPV, 
the presence of phimosis, chronic in lammation (e.g., lichen 
sclerosus), and lifestyle factors (tobacco use, obesity, poor 
penile hygiene). Furthermore, it has been shown that PSCC is 
more common in regions with low socioeconomic status and 
education, as risk factors such as lack of circumcision, poor 
hygiene, and HPV infection tend to be more prevalent in these 
locations [9].

No dedicated programme for PSCC currently exists. In 
countries with screening programmes for other cancers, the 
low prevalence of penile cancer means that it does not meet 
the criteria for screening programmes. However, patients 
tend to present at a late onset, and the disease has already 
progressed. Overall survival for metastatic disease is ~ 80% 
for unilateral inguinal lymph node involvement of ≤ 2 nodes 
(stage N1 or limited N2), 10% - 20% for bilateral or pelvic 
lymph node involvement (stage N2 or N3), and < 10% in the 
case of extranodal extension [10].

Penile cancer can be a devastating disease with a 
considerable effect on the quality of life [11]. However, the 
literature on this aspect is limited and consists mainly of focus 
group investigations and semi-structured interviews-based 
qualitative research in small cohorts of patients [11]. Patients 
suffer from mental stress originating from their diagnosis, 
outlook on their prognosis, and ravaging treatment modalities 
[12]. The overall effects of penile cancer and its treatment 
negatively affect well-being, mental health, avoidance 
behaviour, and post-traumatic stress disorder [13].

Conclusion
PSCC is a rare disease with high psychological and sexual 

burden. (Audenet & Sfakianos, 2017) [14] Morbidity and 
mortality increase tremendously with the invasion of the 
disease and lymph node spreading. The stigma and shame 
associated with this condition negatively impact the diagnosis 
and often delay patients seeking help for their symptoms. 
The prevalence of PSCC has been shown to be higher in 
regions with low socioeconomic status and education. It is 

Figure 1: Initial presentation at time of diagnosis in the emergency department.

Figure 2: Surgical exploration and extensive debridement.
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imperative to reduce the stigma associated with penile cancer 
and encourage men to seek medical attention when they 
experience symptoms. Early detection and treatment of this 
disease can improve the chance of recovery and reduce the 
need for extensive treatments.
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