
I:nruvr5{ruo{ oirnner ruanr:Ynur pirja sfi'liluu fioulnrl o.l
U

, Y 4 4 o.n n.,q ct
er o rJ ur r ?r a o (m r ?r u u t t a v n r :ilr'hjlfrlu n r :a 1 il l [ 3{ u n t : : n u l

lul:srnrsrurafrun{
Squamous cell carcinoma of the penis : Management

of patients with clinically negative inguinal nodes and

implications for management at Surin Hospital
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ABSTRACT
Introduction Early or delayed inguinal ly.ph node dissection, in patients with

squamons cell carcinoma of the penis and clinically negative inguinal

nodes, are controversial. But risk of surgical complications of lymph

node dissection are reported. Urologists in Surin Hospital use suweillance

policy for management of patients with clinically negative inguinal nodes.

Results are evaluated and implications for management are concluded.

To study the results of management of patients with clinically negative

inguinal nodes at Surin Hospital That were treated initially with

surveillance policy.

Obiective

Patients and methods : Between 2001 and 2006, 40 patients with squamous cell carcinoma

Results

of the penis were reviewed. Two were high staged tumor and were refened

to other hospital. Six with clinically palpable ingurnal nodes were managed

by lymph node dissection. Thirty two patients with clinically negative nodes,

Tis to T3, were evaluated after definitive heatment of the primary tumor.

Thirty-two patients with clinically negative nodes, Tis to T3, were

managed by surveillance policy. Twenty-one patients (65.6%) were known

to have no metastatic nodes at least 12 months. Status of lymph nodes

of ten patients (31.3%) were not known. One patient died of the disease,

with metastatic groin node dissection, in 17 months later'

Follow-up of patients with carcinoma of the penis should be

systematically approached and medical team should educate them how

importance of node metastasis for their survival. Although status of

ly.ph nodes in one-thirds of the patients were not known, we imply

that they had no palpable nodes because they did not present with

enlarged groin nodes or ulcerative nodes. Thus the surveillance

policy is still be used as management policy for SCCP patients with

clinically negative nodes at Surin Hospital.

{q 1ord' : Carcinoma, Penis Lymph nodes

Conclusion
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Introduction
Squamous cell carcinoma of the penis

(SCCP) is an uncommon disease, accounting

for less than 1% of all male malignancies

in the Western countries, the reported

incidence is 0.5 to 1.5 per 100,000 populationl.

But in developing countries it is more

common, in South India the incidence is 2.9

per 100,000 population2. Penectomy is the

standard treatment although some institutes

try to treat primary tumor with conservative

surgical techniques in selected patients3.

Other modalities for treatment SCCP such

as laser therapy, radiation or chemotherapy

are of limited to a small series with

inconclusive results and not suitable for

heatment of SCCP patients at Surin Hospital.

Regional ly.ph node metastasis to

inguinal nodes may be found concomitantly

with primary tumor, or may be palpable

later after penectomy was done. Early

regional ly*ph node dissection in patients

with negative nodes on physical examination

are controversial, as these patients have

been found occult lymph node metastasis

abott2}% of casesl'4. About 50% of palpable

inguinal nodes at diagnosis are reactive

nodes, but nearly all of enlarged nodes that

appearing during follow-up are metastatics.

The reported incidence of inguinal node

metastases is 35-60% and determine the

outcome of this disease5-8.

However, because of reported risk

of surgical complications of lymph node

dissectione'10, we use surveillance policy

in patients with clinically negative nodes.

Antibiotics was given to penectomized

patients on discharge dry from Surin

Hospital and an appointment of 4 to 6

week follow-up was planned. If groin node,

unilateral or bilateral, was palpable during the

follow-up period, inguinal node dissection

was planned.

Obiectives

This retrospective study was designed

to evaluate the results of management

of patients with clinically negative groin

nodes.

Patients and methods

Between 2001 and 2006, the medi-

cal records of 47 pahents with caicinoma

of the penis admitted in Surin Hospital

were reviewed. Seven patients (mean age

74.7 years, median 73) were excluded from

this study for denying surgical heatment.

Forty patients, whom histopathology of the

primary tumor were reported, were enrolled

in this study.

Patients were staged clinically according

to TNM classification for penile cancer AICC

(Table 1). The primary tumor histological

grade was classified as well (grade D,

moderately (grade II) and poorly differentiated

(grade Itr). Penectomy (partial or total) was

undertaken according to the extent of clinical

involvement in each case.
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Table 1 American Joint Committee on Cancer (AJCC) 1997 Sta$ng of Penile Cancer

Tumor (T)

Tx

TO

Tis

Ta

T1

T2

T3

T4

Nodes (N)

Nx

NO

N1

N2

N3

Metastasis

Mx

MO

M1

Primary tumor cannot be assessed

No evidence of cancer

Carcinoma in situ

Noninvasive verrucous carcinoma

Tumor invades subepithelial connective tissue

Tumor invades co{pus spongiosum or carvemosum

Tumor invades urethra or prostate

Tumor invades other adjacent structure

Regional ly*ph nodes cannot be assessed

No region node metastasis

metastasis to a single, superficial inguinal lyrnph node

Metastasis in multiple or bilateral superficial inguinal lymph nodes

Metastasis in deep inguinal or pelvic ly*ph nodes, unilateral or bilateral

(M)

Presence of distant metastasis cannot be assessed

No distant metastasis

Distant metastasis

Results

Statistics used in this study are mean,

standard deviation, median, and percentage.

All of the forty-seven patients were in

the poor socio-economic conditions and low

educated. Their occupations were farmers

and workers, living in the rural area. Forty-

five patients were Surin Provincial residents,

the other two were not. The peak incidence

occurred in the fifth, sixth and seventh

decades, with a mean age of 61.5 years

,{sd, range 11.9,37- 92). The mean duration

of disease development was 8.3 months

(sd,range 10.9,1-48). The median follow-up

was 12 months (mean 10.5, range 1-46).

Most of them were lost to follow-up after

surgery for primary tumor.

Of the forty patients that were enrolled

in this study, 35(87.5%) had grade I disease,

5 (12.5%) had grade II disease (Table 3).

None of the patients had grade III disease.

The penis was totally penectomied in

4 patients, partially penectomied in 32,

circumcised in 2, and biopsied only in 2 of
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whom were referred for radiation therapy

at higher center for high stage tumor (T4N1

and T3NL).

Clinically positive nodes were found

in 8 patients (20%) at initial physical

examination, the rest of the patients

(80%) were found to have negative nodes.

Pathological T and clinical N stage were

described in Table 2. Clinical N stage and

tumor grade were described in Table 3.

Table 2 Pathological T-stage and clinical N-stage.

Pathological T-stage Number Clinical N-stage Number

1

2

22

2

1

J

1

1

aJ

2

1

L

NO

NO

NO

N1

N2

NO

N1

N2

NO

N1

NO

N1

1

2

25

T2

Tis

Ta

T1

T3

T4

Table 3

Clinical N-stage Number Grade Number

NO

N1

N2

27

5

6

2

32 I

I
I

I

c

I

5

5

2

6

2
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Penectomy with unilateral inguinal

node dissection in the single operation was

done in 3 patients. Among the three, one

was found to have negative node metastasis

and two were found to have positive node

1, n 2 nodes and 2 n 3 nodes respectively.

One patient had contralateral groin node

dissection done in 12 months later and

Table 4 Results of lymph node dissection (LND)

positive node metastasis was reported.

Dori.g the follow-up period, bilateral groin

node dissection was done in two patients

who have T2N2 and TLNO with grade 1

tumor, 1 and 3 months after penectomy

respectively. The latter died of the disease

in 17 moths. (Table 4)

Case Ag" TNM Grade Surgical procedure Results

54

72

42

T1N1

T3N1

T1N1

T1N2

T2N2

43 T1N0

partial penectomy

with Lt. inguinal LND

partial penectomy

with Rl inguinal LND

prepuce resection

with Rt. Inguinal LND

Partial penectomy

with bilat. inguinal LND

Partial penectomy

Partial penectomy

reactive lymph nodes, no metastasis

follow up for 3 months then lost.

metastasis to 1 node. Referred for

adjuvant radiotherapy.

Rt. Inguinal LND ; metastasis in 2

of 3 nodes, Lt. inguinal LND done

15 months later;tumor growth 2 cm.

at skin of Lt. groin, negative all

7 nodes.

Alive without disease for 43 months.

Rt. ; metastasis in 1 of 8 nodes.

Lt. ; metastasis in 2 of 7 nodes.

Bilateral inguinal LND 1 month later

and found metastatic nodes bilaterally.

Alive without disease for 48 months.

Bilateral inguinal LND 3 months later

and found metastatic nodes bilaterally.

Died of the disease in 17 months.

60

58
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There were thirty-two patients with

clinically negative nodes, Tis to T3, to be

evaluated in this study. Because of the long

period of follow-up time and poor socio-

economic conditions, tendency of the patients

to be lost to follow-up was highly possible.

All patients were advised to observe their

groin node for early detection for abnormal

enlargement of groin ly.ph nodes which

means metastatic disease may occur and

they had to meet the doctor as soon as

possible. Drri.g the follow-up period only

one patient with negative nodes needed to

have bilateral groin node dissection done

and died of the disease in L7 months.

To know the status of the disease of

the patients with clinically negative nodes

who were lost to follow-up, questionnaires

were mailed to the patients or their relatives

asking for conditions of recurrences and their

groin node status. Of the 28 questionnaires,

17 werc received back and all were alive

without recurrence or abnormal enlargement

of groin nodes. Four patients can be followed

(62,26, 13 and 12 months) and were doing

well. Ten patients did not response to

questionnaires; 4 patients were lost to

follow-up within 6 months and 6 patients

can not be accessed because of lost of out

patient medical records.

Thirty-two patients with stage Tis to

T3N0 (clinically negative node) who were

managed by surveillance policy can be

evaluated as in Table 5. Twenty-one patients

(65.6%) were known to have no metastaic

nodes at least 12 months by follow-up

or by questionnaire. Ten patients (31.3%)

cannot be evaluated because of incomplete

data and lost to follow up less than 12

months. One patient was found to have

bilateral inguinal nodes metastasis 3 months

later and bilateral inguinal node dissection

was done, he died of the disease 17 months

later.



624 iun rlxilo.rfl:
C]S6TSNEIUNd

lsr:umuraRSa:rnu ESunS qSSLni

Table 5 Results of management of patients with negative nodes.

patient Stage Tumor grade Results

1

2

J

4

5

6

7

8

9

10

11

12

13

1,4

15

16

17

18

19

20

21.

22

I
I
II

I
I
I

I

I

I

I

I

I
II

I

I

II

II

I

I

I

I

I

I

I

il
I

I

I

I

I

I

I

23

24

25

26

27

28

29

30

31

32

TlNO

TaN0

TlNO

TlNO

TlNO

TlNO

TlNO

T3NO

TlNO

TlNO

TlNO

TlNO

TlNO

T3NO

T2NO

TlNO

TlNO

TisNO

TlNO

T2NO

T2NO

TlNO

TaN0

T3NO

TlNO

TlNO

TlNO

TlNO

TlNO

TlNO

TlNO

T3NO

na

Alive, neg. node, 62 months by questionnaire.

Alive, neg. node, 62 months by follow-up.

Alive, neg. node, 69 months by questionnaire.

Alive, neg. node, 58 months by questionnaire.

Alive, neg. node, 68 months by questionnaire.

Alive, neg. node, 64 months by questionnaire.

na

Follow-up 3 months, then lost to follow-up.

Alive, neg. node, 54 months by questionnaire.

na

Alive, neg. node, 54 months by questionnaire.

Follow-up 3 months, then lost to follow-up.

Alive, neg. node, 51 months by questionnaire.

Alive, neg. node, 50 months by questionnaire.

Alive, neg. node, 50 months by questionnaire.

Follow-up 26 months, then lost to follow-up.

Alive, neg. node, 42 months by questionnaire.

Alive, neg. node, 42 months by questionnaire.

Follow-up 6 months, then lost to follow-up.

na

Bilateral inguinal LND 3 months later, found metastatic

nodes bilaterally. Ded of the disease in 17 months.

Alive, neg. node, 38 months by questionnaire.

na

Follow-up 1 month, then lost to follow-up.

Alive, neg. node, 31 months by questionnaire.

Alive, neg. node, 27 months by questionnaire.

na

Alive, neg. node, 21 months by questionnaire.

Follow-up 13 months, neg. node.

Alive, neg. node, 24 months by questionnaire.

Follow-up 12 months, neg. node.
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Discussion
For the period of five years, 45 patients

with SCCP were found in Surin Province

(the other fi,{o patients were not Surin

provincial residents), it is estimated that the

incidence of SCCP is about 0.65 per 100,000

population (calculated on population of

1,371,429 n 200311), Iower than South India

(2.9) as mentioned earlier and may be in

the range like Westem country.

Squamous cell carcinoma of the penis

is a locoregional disease and lymph node

metastasis is the main prognostic factor.

This group of SCCP patients should have

clinically examination of inguinal node for

metastasis during the follow-up period

intensively, but the incidence of patients who

were lost to follow-up were within 12 months.

So the surviellance policy for treatrnent SCCP

in Surin Hospital need a systematic approach

and strategy to make sure that these patients

will not be lost or they can observe their

groin for abnormal enlargement nodes that

alert them to the hospital. Therefore the

doctor and nurse as a clinical team should

educate these patients about the disease

and importance of groin nodes in treatment

and prognosis before they are discharged.

For patients with negative nodes (as

h Table 5), we found that two-thirds of

the patients can suwive without metastatic

nodes, although the results were not complete

but we implies that those who were lost to

follow up had no metastatic groin nodes

and were doing well because none of them

presented with enlarged groin nodes or

ulcerative nodes. So the suweillance policy

can be used in Surin Hospital for patients

with grade I and II tumor except grade III

which early bilateral inguinal node dissection

Itn!:lrrl0r0lfrnro {anDrnu rrJU r0nNnuno!1fr t0t9ouuIfi n0lllttur,
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is recommended because of highly invasive

and early metastasis to inguinal nodes12. But

patients must be followed by any way, such

as by mail, by phone call or by nearby Primary

Care Unit to make sure that the information

of the patients will be followed and surgical

Iymph node dissection can be done early.

It is accepted that nearly all of enlarged

nodes that appearing during follow-up are

metastatics. Lymph node dissection should

be done bilaterally or unilaterally whenever

clinical palpable node was found on follow-up

is controversy. The likelihood of bilateral

involvement is related to the number of

involved nodes in the resected specimen.

With two or more metastases the probability

of occult conhalateral involvement is 30%

and warrants an early inguinal lymph node

dissectione. Therefore bilateral inguinal node

dissection should be done whenever palpable

groinnodewas foundunilaterallyorbilaterally.

As we found that three patients with unilateral

Iymph node dissection were undertaken

contraleteral inguinal node dissection later.

[n conclusion, for patients with

clinically negative inguinal nodes at Surin

Hospital can be managed bysurveillance poliry,

but they must be followed by systematic

approach and be educated by medical personel

team to assure that the status of the disease

and lymph nodes can be assesed early.

Palpable nodes during the follow-up period

should be done by bilateral inguinal node

dissection as early aspossible.
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