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ANCC CONTACT HOUR

A RARE DISEASE, cancer of the pe-
nis accounts for less than 1% of all
malignancies in the United States
and the Western World. About 80%
of cases are diagnosed in men over
age 55.17 Because of its rarity, most
nurses and other healthcare profes-
sionals have never cared for a patient
with cancer of the penis.

When diagnosed with penile can-
cer, a man is likely to experience fear
about his mortality, sexual function,
and masculine identity.*® This article
will help the nurse understand the
pathophysiology of cancer of the
penis, treatment approaches, patient
teaching, and psychosocial support.
See Reviewing penile anatomy and
physiology for background on normal
penile function and structure.

Squamous cell carcinoma
Cancer of the penis, which most of-
ten begins in flat skin cells called
squamous cells, can occur anywhere
on the penis. Squamous cell carci-
noma (SCC) accounts for approxi-
mately 95% of penile cancers.®

SCCs are most often associated
with penile intraepithelial neoplasia
(PeIN), a dysplastic process involv-
ing a new tumor. Human papilloma-
virus (HPV) infection, preexisting
dermatoses, and lack of circumcision
are among the risk factors that trig-
ger development of PeIN.” (See Risk
factors for penile SCC.)

PelN is diagnosed through a biopsy
of the penile lesion. Histologically,
PeIN lesions present with many vari-
ants, but most often have a wart-like,
spiky, and/or a basaloid appearance,
meaning that tissues look abnormal
at the lowest level of the epidermis.
PeIN is graded according to signifi-
cance or severity. For example, Grade 1
is mild, Grade 2 is moderate, and
Grade 3 is severe and termed high-
grade PeIN or SCC in situ.” This is
considered by most researchers to be
the earliest form of SCC.%"

SCC in situ is confined to the epi-
dermis and doesn't involve lymph
nodes or other body organs.®” Le-
sions are further classified by the
pathologist into differentiated and
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undifferentiated cells. Differentiated
cells may look virtually normal with
some immature cells that suggest
early-stage malignancy. Undifferenti-
ated cells, which are immature and
lack normal tissue structure, are as-
sociated with advanced malignancy.
Most PelN lesions are differentiated.®
In SCC in situ of the penis, lesions
may gradually undergo cell muta-
tion, become malignant, invade
surrounding tissues and internal

structures of the penis, and enter the
bloodstream and lymphatic sys-
tem.®” Lymph nodes in the groin are
usually the initial site to which the
malignancy spreads, followed by a
larger metastatic process involving
intrapelvic lymph nodes. Metastases
may also be found in the lungs, liver,
bone, brain, and skin.°

A very rare type of SCC of the penis
that isn’t associated with PeIN is ver-
rucous carcinoma, sometimes referred

Reviewing penile anatomy and physiology'-3°

The penis has three main functions:

e to serve as a passageway for urine from the bladder through the urethra
e to serve as a passageway for sperm for reproduction

e to provide sexual pleasure.

The top of the penis, called the glans, is the location of many sensitive nerves
and the meatus from which urine flows via the urethra. A foreskin (prepuce) covers

the glans in uncircumcised men.

The body or shaft of the penis contains two corpora cavernosa and one corpus
spongiosum. These columns of tissue fill with blood to make erection possible.

Blood supply comes from the dorsal arteries of the penis, deep arteries of the
penis, and bulbourethral artery, which are divisions of the internal pudendal artery
and internal iliac artery. Nerves, muscles, ligaments, and lymphatics also help en-

sure proper functioning of the penis.

Penis in flaccid state
(anterior section)

Urinary bladder

Prostate

{ ™ Opening of ejaculatory ducts

Urogenital diaphragm

|
‘/ Bulbourethral gland and duct

Deep a.

Corpus
cavernosum ———

Corpus <~I'- 34
spongiosum

Penile urethra 4Iﬁ

{x

Deep fascia
(Buck’s fascia)

Bulb of penis

Crus of penis

Cross-section
of the penis
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dorsal v.
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Urethra
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to as Buschke-Lowenstein tumor.
This lesion looks like a large genital
wart and can grow deep into penile
tissues and structures, causing signifi-
cant destruction. However, regional
lymph node involvement and distant
metastasis don’t usually occur. 101

Non-SCC cancers
About 5% of penile cancers are non-
SCC.'° Changes in melanocytes on
the penis can lead to melanoma, most
often on the glans, followed by the
foreskin and then the shaft and ure-
thral meatus.!®1%1! These lesions are
more common in older men than in
younger men and have a high prob-
ability of metastasis if not treated early.

Sarcoma is a soft tissue malignan-
cy that arises from changes in the
cells of blood vessels, smooth mus-
cles, and connective tissues. These
lesions may metastasize. 61011

Changes in basal cells of the epider-
mis may lead to basal cell carcinoma
of the penis, which has a low prob-
ability of metastasis. %1011

The pathologist will use the Tumor,
Node, and Metastasis (TNM) Classifi-
cation System to stage SCC and non-
SCC penile lesions. This system stages
or grades tumor size and characteris-
tics, involvement of lymph nodes,
and presence of metastasis. See Stag-
ing penile cancer for an abbreviated
version of this system.!>!3

Signs and symptoms of SCC
The three types of SCC in situ are
Erythroplasia of Queyrat (EQ),
Bowen disease (BD), and Bowenoid
papulosis (BP).11%15 EQ, BD, and BP
have the same histologic features al-
though they differ in location on the
penis: EQ lesions are located on the
glans and foreskin and BD and BP
lesions are located on the shaft. Le-
sions aren’t usually painful, although
they may be slightly uncomfortable
in the early stages.”

Because lesions may be very small,
painless, and obscure, patients may
not be alarmed and delay seeking

www.Nursing2018.com
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Risk factors for penile SCC

Approximately 80% of SCC in situ cases are related to HPV infection, especially HPV
type 16 and HPV type 18, which carry a high risk for penile and cervical cancer. HPV
type 16 and HPV type 18 are mainly transmitted through sexual activity.'”>3¢ Other

risk factors include the following:'"37

e lack of circumcision. Uncircumcised men are at an increased risk because the
foreskin covers the glans where smegma, a sebaceous secretion, can accumulate
and become a source of irritation to sensitive tissue. The foreskin may become
taut in some men as they age, making it difficult to retract and trapping smegma.

This condition is called phimosis.

cells due to chronic inflammation.

chronic irritation by urine, friction, and poor hygiene of the penis.
cigarette smoking. Nicotine is a known carcinogen.
exposure to UV light, especially when the genitals are exposed, can damage skin

immunosuppression from disease processes and/or medications, which exposes

the patient to opportunistic infections, including HPV and HIV.

medical conditions of the penis such as genital warts, urinary tract infection,

penile tears among men who were never circumcised, chronic penile rash lasting
1 month or longer, penile injury, and urethral stricture.

treatment. When a man does seek
treatment, lesions may be misdiag-
nosed as genital lichen sclerosus, a
chronic inflammatory dermatosis of
unknown origin, dermatitis, psoria-
sis, or condyloma (warts).>710:16

EQ may initially manifest as an
erythematous rash or irritation on the
glans that’s persistent and unrespon-
sive to topical medications. Lesions
are well defined and may be smooth,
red, and velvety. (See Erythroplasia of
Queyrat.) Some lesions may have a
red to white appearance and may be
pruritic. Over time, lesions may bleed
and become crusty, scaly, ulcerated,
and painful. An uncircumcised pa-
tient may have trouble retracting the
foreskin. EQ becomes invasive SCC
in 10% to 30% of cases.!"!!

BD lesions are usually single, scaly,
dull red plaques that may have areas
of crusting. (See Bowen disease.) Le-
sions may be heavily pigmented and
resemble melanoma. The differential
diagnosis in BD includes BP, psoria-
sis, and superficial basal cell carci-
noma. Invasive SCC occurs in 5% of
BD cases.!’

More common in younger men,
BP lesions are typically multiple,
slightly elevated, and red or violet in
color. Although usually benign, BP

www.Nursing2018.com

can progress to invasive SCC. Infec-
tion with HPV 16 has been impli-
cated in the development of BR1217:18
Signs and symptoms of BP and BD
differ only slightly. BP may present
with multiple lesions that look like
small genital warts, whereas BD le-
sions are usually single and very iso-
lated. BP is generally considered a
benign dermatosis and may resolve
spontaneously or progress to BD.
Both BP and BD are linked to HPV
infection. Another distinction be-
tween BD and BP is that BP occurs
more often in sexually active young

men and in women who are exposed
to Hpv1,2,7,10,14,17

Difficulty with urination and
achieving an erection are common
symptoms when noninvasive disease
becomes a metastatic process be-
cause of tumor burden on the ure-
thra, corpora cavernosa, and corpus
spongiosum.!7:¥?
Signs and symptoms
of non-SCC cancer
Melanoma usually develops on areas
of the body frequently exposed to the
sun. When it develops on the penis,
tumor thickness may be greater than it
would be on other areas of the body:.
Like melanoma lesions found on other
areas of the body, penile lesions can be
brown, blue, black, raised, or flat,
with asymmetrical borders. Subtle,
asymmetrical changes in pigmentation
on the penis should raise a red flag
and be evaluated further 161011

Sarcomas may present with a non-
painful lump anywhere on the penis.
Basal cell carcinomas are usually
raised and nodular, with a low prob-
ability of metastasis.»%-10:1!

Health history and
physical assessment

When assessing a patient with a
penile lesion, develop a trusting
rapport during the health history

Staging penile cancer'?3

Stage Description

0 Malignancy is confined to the epidermis and is called carcinoma in situ.

1 Malignancy has grown into the tissues below the epidermis of the pe-
nis, but hasn't spread to the lymph nodes.

2 Malignancy has grown into the corpus spongiosum or corpus cavernosa
or urethra, but hasn't spread to the lymph nodes or other body organs.

3A Malignancy has grown into the corpus spongiosum or corpus cavernosa
or urethra, and has spread to one inguinal lymph node, but hasn't spread
to other parts of the body.

3B Malignancy has grown into the corpus spongiosum or corpus cavernosa
or urethra, and has spread to several inguinal lymph nodes, but hasn’t
spread to other parts of the body.

4 Malignancy has grown into the corpus spongiosum or corpus cavernosa

or urethra, and has spread to lymph nodes and other body parts.
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interview and head-to-toe assess-
ment. Be aware that he’ likely to be
anxious and/or depressed.

Include a social and sexual history
in the interview. Some nurses are
uncomfortable talking about issues
related to sex. Approach this topic
from a nonjudgmental perspective,
with an understanding that people
are sexual beings. To show compas-
sion and offer reassurance, the nurse
could say, “I imagine that the lesion
on your penis has been frightening
to you. I'm glad you're here to take
care of it.”

Erythroplasia of
Queyrat

Erythroplasia of Queyrat (EQ) is SCC in
situ of the glans.

Bowen diseas (BD)

A3,

This example of Bowen disease (BD)
shows SCC in situ on the lower left
shaft. The lesion is subtle, discrete,
dull-red, and slightly raised.
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Questions that the nurse should
ask during the health history inter-
view include:

e When did you first notice the le-
sion on your penis?

o s the lesion painful, itchy, or un-
comfortable?

e Are you experiencing any other
signs and symptoms; for example,
are you having any difficulty urinat-
ing or achieving an erection?

e Does the lesion look the same all
the time or does it change in size,
shape, and color; for example, when
you take a shower?

e How is your general health, appe-
tite, and energy level?

e What medications are you taking?
e Do you smoke?

e Do you ever tan nude without cov-
ering your genitals?

e Are you now or have you ever been
sexually active with men, women, or
both?

e Have you and your partner or
spouse talked about the lesion?

e Have you shared with your partner
or spouse how concerning this is to
you?

During the physical assessment,
carefully inspect any lesions on
the penis and surrounding tissues,
and palpate the inguinal lymph
nodes. Lab studies, including
complete blood cell count, should
also be performed to assess for sys-
temic disease processes, infections,
or inflammation. #1719 Additional
data used to make a diagnosis in-
clude the pathology reports from
a biopsy of penile lesions and
lymph nodes, and imaging studies
such as ultrasound, magnetic
resonance imaging, and computed
tomography. !+

A histologic evaluation of the le-
sion and surrounding tissue should
be performed as soon as possible
from a biopsy specimen. Treatment
approaches will depend on the loca-
tion of the lesion on the penis and
whether the carcinoma is invasive or
noninvasive.!

Treatment options

The primary goal in managing cancer
of the penis is to eliminate the malig-
nancy while preserving a penis that
is both functional and cosmetically
acceptable to the patient. Excision of
noninvasive lesions is recommended
for lesions on the glans or shaft. This
includes circumcision on the glans.

Removal of noninvasive lesions
may require Mohs micrographic sur-
gery.2® In this procedure, the surgeon
slowly removes a layer of skin where
the tumor is located. The tissue is
examined under a microscope. The
procedure is repeated until the skin
samples are free from malignancy.
The goal is to preserve as much unin-
volved penile tissue as possible. 2123

Lesions may be treated with topical
chemotherapy agents such as fluoro-
uracil 5% cream that break down ma-
lignant cells while preserving normal
skin. Some lesions may also be treated
with cryotherapy, which causes cellu-
lar membrane dysregulation and cell
death. Commonly used to treat geni-
tal warts and premalignant lesions of
the penis, cryotherapy tends to cause
blistering and is sometimes pain-
ful.}"¥ Laser ablation is also an op-
tion for early-stage penile cancers.?

Patients with metastasis may re-
quire systemic chemotherapy for
disease control and symptom manage-
ment and to reduce disease activity
so that the patient will benefit from
lymph node dissection. Commonly
used agents are methotrexate and cis-
platin.?° Patients must be monitored
for infection because the immune sys-
tem is profoundly depressed during
therapy. The nurse should monitor the
patient’s absolute neutrophil count to
assess the degree of immunosuppres-
sion during therapy.

Systemic chemotherapy is often
administered in combination with
other therapies such as radiation.?*
Radiation therapy may affect a man’s
ability to have an erection, damage
surrounding tissue, and cause pain-
ful urethral strictures.>27
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Penile cancers have a proclivity for
metastasizing to the inguinal lymph
nodes. Lymph node involvement is
the single greatest prognostic indica-
tor of patient survival. The research
evidence suggests that a radical
lymphadenectomy (dissection) can
arrest malignancy in patients with
penile cancer who are at a high risk
for metastasis.

Metastasis follows a predictable
pattern from the primary penile
tumor to the inguinal lymph nodes
before spreading to the pelvic lymph
nodes and then disseminating to the
rest of the body. Although the surgi-
cal procedure is known to be cura-
tive in about 50% of patients, the
potential for postoperative compli-
cations is considerable; these in-
clude wound infection, venous
thromboembolism, and lymphe-
dema, especially when the patient
has comorbidities.?8-3

Penile preservation
techniques

Total glans resurfacing involves a dis-
section of epithelial layers of the glans
for patients with noninvasive lesions.
A partial-thickness graft is obtained
from the thigh to replace the excised
penile tissue. The procedure has
demonstrated acceptable penile func-
tion and oncologic outcomes.?*?

A glansectomy may be performed
for patients with some invasive dis-
ease. In this procedure, the glans is
completely excised to the distal ends
of the corpora. A urethral meatus is
created using skin from the penile
shaft. The patient will have an in-
dwelling urinary catheter after the
procedure to protect the urethra
from damage. Patients must also rest
for several days to allow the skin
graft and remaining penile tissue to
heal and should avoid sexual activity
for 4 to 8 weeks. Oncologic out-
comes are positive. The appearance
and function of the newly recon-
structed glans is usually acceptable
to patients. 212331

www.Nursing2018.com

Research shows that

most men want to
keep their diagnosis a
secret because they're
embarrassed.

Another penile preservation tech-
nique is a partial penectomy, or partial
removal of the penis. Due to invasive
disease, the entire glans and a portion
of the shaft are removed. Grafts are
used to replace excised tissue. Lymph
node dissection may also be neces-
sary. A surgical dressing is placed over
the penis and an indwelling urinary
catheter will be in place for several
days. Patients must be monitored for
edema and bleeding. After the urinary
catheter is removed, the patient should
support the groin during urination to
avoid pressure on the surgical site. Af-
ter partial penectomy, the man should
be able to stand to void with a directed
stream of urine and have satisfactory
sexual function. He should avoid sex-
ual activity for 4 to 8 weeks, 212331

Total penectomy
Invasive carcinoma of the glans or
shaft and even noninvasive forms of

verrucous carcinoma of the glans
(because of its destructive nature)
may require total or radical penec-
tomy (total amputation of the penis)
if the patients condition can't be
managed with more conservative
treatments. Lymph node dissection
may also be necessary.?*-2>

The surgeon will perform a peri-
neal urethrostomy and redirect the
urethra to the area between the scro-
tum and rectum. After this proce-
dure, the patient must sit to urinate
and can’t ejaculate.??!">> An indwell-
ing urinary catheter will be in place
for several days and the surgical site
should be assessed for bleeding. The
patient will be placed on stool soft-
eners to prevent straining during
bowel movements and stressing the
surgical site.!212331

To address the profound chang-
es in function, lifestyle, and body
image, a patient undergoing total
penectomy requires a multidisci-
plinary healthcare team comprised
of nurses, including wound care
specialists, the urologic surgeon,
plastic surgeon, social worker, and
counselor. 32223

Psychosocial impact

A diagnosis of cancer of the penis
is frightening. Patients will not only
be worried about having a malig-
nancy, they’ll also be distressed by
its effects on sexual intimacy and
masculine identity.#>3! Research
shows that most men want to keep
their diagnosis a secret because
they're embarrassed.” Men are like-
ly to experience a roller coaster of
emotions from shock, denial, anger,
and depression.” Just the thought of
losing the function of the penis is
devastating.

Partial or total penectomy may
adversely affect the quality of the
patients life, including his sexual
functioning, problems with voiding,
and the effect on a sexual partner
of the absence of the penis or the
appearance of residual penile issue.
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Research studies indicate that a
man’s ability to satisfy himself

and his partner sexually with the
penis are social expectations. Sexu-
al rehabilitation is possible when
the man is in a strong, supportive,
and reassuring relationship. After
total penectomy, a man can learn to
experience sexual pleasure with
touching or fondling and through
manual stimulation of the scro-
tum, symphysis pubis, anus, and
prostate.*

Patients are also concerned about
the impact of penectomy on non-
sexual intimacy and closeness with
their partner and how their partner
perceives them as a man and per-
son.*33233 Even men who still have
a fully functioning penis may fear
that lesions will return and become
invasive.

Patient education

Although penile cancer is rare, men
should be encouraged to perform
regular self-exams of the penis. Teach
patients to recognize characteristic
signs and symptoms of cancer that
should be evaluated by a healthcare
provider (see Nursing assessment
checklist). Also educate patients about
genital hygiene and other measures
they can take to reduce the risk of
penile cancer.

For a patient undergoing treat-
ment, education also includes the
following:1#821-2331
e Encourage the patient to get plenty
of rest, eat a well-balanced diet, and
remain active to maintain an optimal
level of health.

e Teach the patient and his partner, if
appropriate, about any prescribed
medications, including topical medi-
cations and systemic chemotherapy
if indicated. Because patients receiv-
ing systemic chemotherapy are prone
to infection, tell the patient to report
any illness, including a cold, sore
throat, or fever, and to avoid people
who are sick.

o If the patient underwent surgical
excision of lesions and surrounding
tissue, teach him to report unusual
swelling, bleeding, problems void-
ing, or signs of infection at the inci-
sion site to the surgeon.

o After excision of lesions, teach the
patient to support the scrotum and
penis with an athletic supporter or
small cloth placed under the scrotum
placed in the man’s underwear.

e Teach the patient and his partner
proper urinary catheter care if he’ll be
discharged with the catheter in place.
e Encourage the patient to share his
concerns and feelings. Open discus-
sion can help him feel less isolated.
Encourage the man’s partner to share

Nursing assessment checklist'-1%-14.31

When obtaining a health history or performing a physical assessment, check for:

uncomfortable, irritating, or painful sensations from lesions or thickened skin any-

where on the penis. Patients may report that lesions become irritated during sex-
ual activity. However, many penile lesions are asymptomatic.

problems urinating or achieving an erection.
irregular, blue, brown, red, dull-red, or velvety penile lesions, flat or raised. Penile

lesions can appear anywhere on the penis, although the glans is the most com-

mon location.

subtle skin changes on the penis. Ask patients if lesions look different at different

times. For example, lesions may be more pronounced after showering or sweat-
ing. Changes in appearance over time is a strong indicator of serious pathology.

well with the normal penile tissue.

inguinal lymphadenopathy.
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thickened skin anywhere on the penis. The color of the thickened skin may blend

ulcerations or crusty lesions anywhere on the penis.
bleeding or foul-smelling discharge from under the foreskin.

concerns and feelings as well. Refer
them to resources such as support
groups, counseling, and psychosexu-
al therapy.

Prognosis

Men with carcinoma in situ are ex-
pected to live a normal life span, con-
tingent on aggressive treatment and
no recurrence of lesions. According
to the American Cancer Society, men
with Stage 1 or Stage 2 penile cancer
have a 5-year survival rate of 85%
with treatment. Men with Stage 3 or
Stage 4 have a 5-year survival rate of
59% with treatment. However, the
5-year survival rate is 11% for men
with penile cancer that has metasta-
sized to other organs.>*

The risk of cancer of the penis is
mitigated by good genital hygiene,
lifestyle modification, HPV vaccina-
tion, and circumcision. Comorbidities
such as chronic illness tend to create
additional challenges to prevention.
Nurses and their healthcare colleagues
need to have a strong knowledge base
of cancer of the penis to care for and
support men with this potentially life-
altering condition. M
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