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Hello, Is It SCC You Are Looking for? Squamous
Cell Carcinoma of the Penis Presenting as an
Inguinal Mass
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Clinical Practice Points

o Penile cancer is usually diagnosed clinically; however,
the penile examination is often omitted in routine
clinical practice.

e The results from the presented case highlight that
complete examination of the penis, although often
omitted during an initial assessment, with a resultant
delay in diagnosis and management, should be
incorporated into the examination.

e A full penile examination with foreskin retraction
should be performed in all presentations of inguinal
lumps or lymphadenopathy.

e Metabolic imaging (fluorine-18 fluorodeoxyglucose
positron emission tomography) is a useful adjunct in
the evaluation of metastatic groin nodal masses to
delineate the primary etiology of potentially malignant
lymphadenopathy if the primary neoplastic lesion has
not been identified using other methods.

e Ensuring routine penile examination for all men pre-
senting with an inguinal lump could prevent the
delayed diagnosis of penile cancer.
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Case Report

A 77-year-old man presented to the general surgical outpatient
clinic with a 4-month history of an irreducible lump in the right
groin. He had no significant medical history and was a known
smoker. Ultrasound examination revealed a 3.4 X 2.1-cm hypo-
echoic lymph nodal mass and smaller adjacent nodes, with features
indicative of malignant disease (Figure 1). A subsequent contrast-
enhanced confirmed a

computed tomography (CT) scan

conglomerate 5 X 4-cm enhancing mass with central low density in
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the right groin, consistent with necrotic inguinal lymphadenopathy
(Figure 2). No intra-abdominopelvic pathologic features were seen
on cither the ultrasound or CT scans. Fine needle aspiration
cytology identified squamous cell carcinoma. A search for a primary
tumor source began with a “top to toe” clinical examination, which
revealed no specific abnormality. Investigations to exclude upper
gastrointestinal and anal malignancy also proved negative, revealing
only incidental Helicobacter pylori-associated gastritis and low-grade
tubular adenomas, respectively. A decision was undertaken to pro-
ceed to metabolic imaging with fluorine-18 fluorodeoxyglucose
(FDG) positron emission tomography (PET). The FDG-PET scan
demonstrated significant tracer uptake in the region of the right
groin mass and also at the tip of the penile urethra, suggesting a
possible malignant source related to the penis (Figure 3). The
patient underwent another clinical examination. On retraction of
the foreskin, an ulcerated lesion was found on the ventral aspect of
the foreskin. On closer questioning, the patient had not seen the
lesion previously and reported a 1-year history of difficulty
retracting the foreskin. Histopathologic examination after an un-
complicated circumcision confirmed squamous cell carcinoma
(SCC), and the patient subsequently underwent successful lymph
node dissection.
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Figure 1

Ultrasound Image Revealing a Hypoechoic Right
Groin Lymph Nodal Mass With No Hilar Flow and Mild
Peripheral Flow on Doppler Interrogation. The
Ultrasound Features Were Highly Suggestive of a
Necrotic Metastatic Nodal Mass

Discussion

SCC of the penis is a rare malignancy in developed nations but
has a greater incidence in the developing world. In the United
States, incidence rates have been reported at around 1250 cases
annually. In developing nations, the reported rates have been as
great as 10% to 20%, with the greatest incidence seen in Uganda
and Brazil.” In contrast, the lowest incidence rates have been seen in
Israeli Jews.” It is most commonly diagnosed in older men, espe-
cially those aged 50 to 70 years.” Several risk factors exist for SCC,

Figure 2 Selected Computed Tomography Axial Image
Confirming Confluent Right Inguinal
Lymphadenopathy (White Arrow) With Evidence of
Necrosis, Typical of Metastatic Nodal Disease
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including smoking, low socioeconomic status, and human papillo-
mavirus. (HPV). The most important risk factor for penile cancer is
the presence of an intact foreskin. In the United States, this has
conferred a threefold increase in the risk of developing penile
cancer.” As expected, the incidence of penile cancer has been
comparatively low in communities performing routine circumcision
at birth.® Furthermore, the prevalence of HPV has been greater in
men who have not been circumcised.” Circumcision has been found
to be protective against penile cancer but only if performed during
the neonatal period.® Another important risk factor is the presence
of phimosis, which is thought to cause chronic inflammation,
leading to metaplastic changes and, ultimately, malignancy. Any
chronic inflammatory condition (eg, balanoposthitis and lichen
sclerosus et atrophicus/balanitis xerotica obliterans) is thought to be
causative.

Penile cancer is associated with delays in presentation, mainly
owing to the social stigma associated with the condition and the
potential for it to be hidden from view because of phimosis.
Typically, it presents in the form of a lesion on the penis, with or
without inguinal lymphadenopathy. The lesion can take the form of
a nodule, ulcer, or erythematous lesion.” Other complaints include
pain, bleeding, and a foul-smelling discharge.10 The condition can
also be diagnosed because of constitutional symptoms of weight loss
and malaise.

The diagnosis of SCC of the penis depends primarily on a careful
clinical examination to identify a lesion that can be biopsied.
Approximately two thirds of patients will present with a localized
lesion on the penis, most commonly on the glans, shaft, or pre-
puce.' The guidelines have suggested that a punch, incisional, or
excisional biopsy are all feasible options for achieving a histologic
diagnosis. Penile cancer has a lymphogenic pattern of metastasis,
with the first drainage station in the inguinal region. The presence
or absence of nodal involvement is important for determining the
treatment strategy.

Studies have suggested that a careful clinical examination is su-
perior to both ultrasonography and magnetic resonance imaging
(MRI).'? A number of imaging modalities can assist in the diagnosis
and planning subsequent management. Ultrasonography and MRI
can be useful in men with large tumors to identify the tumor’s
relationship to the surrounding structures.'” The detection of
lymph node involvement is also important for staging, treatment,
and prognosis. Both ultrasonography and CT can identify malig-
nant lymph nodes; however, ultrasonography has limited sensitivity
and speciﬁcity.]4 In contrast, the identification of affected nodes on
CT is determined only by size criteria, a suboptimal marker of the
disease.’” MRI has increasingly been used, because it also allows for
the assessment of the functional aspects of the lymph nodes.'®
Another imaging option is PET/CT, which allows for functional
and morphologic evaluation of the lymph nodes. However, it offers
only approximately 20% sensitivity'” and is therefore limited in
improving nodal staging accuracy in the early diagnostic period.'®
Staging of penile SCC is essential for guiding management and is
based on the American Joint Committee on Cancer TNM classi-
fication'” (Table 1).

The main goal of management is complete cancer eradication;
however, organ preservation also remains a high priority owing to
the potential functional and psychosocial complications associated
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Figure 3 (A) Axial Fused Fluorine-18 Fluorodeoxyglucose (FDG) Positron Emission Tomography/Computed Tomography (PET/CT)
Image Demonstrating a Markedly FDG-avid Right Inguinal Nodal Mass (White Arrowhead). (B) Axial Fused FDG-PET/CT
Image Identifying a Focus of FDG Avidity at the Penile Tip (White Arrow). (C) Coronal PET Maximum Intensity Projection
Image Demonstrating FDG-avid Right Inguinal Lymphadenopathy (Red Arrow) and FDG-avid Focus at the Penile Tip (Primary
Cancer; Red Arrowhead)

with treatment. Various therapeutic options exist for superficial
penile cancer. Topical treatment with 5-fluorouracil can be applied
to the lesion for 4 to 6 weeks, although evidence is limited to
support its role in management.”’** Circumcision remains the
treatment of choice for lesions that affect the foreskin only. How-
ever, recurrence rates as great as 50% have been reported with
circumcision alone.”> Another option is laser therapy, which is
generally well tolerated by patients; however, it also has a high
overall recurrence rate.”*”” Mohs micrographic surgery is a mini-
mally invasive option that involves removing successive thin slices of
tissue and examination under microscopy to confirm removal of

the lesion. This technique has the advantage of producing good

Table 1 2009 American Joint Committee on Cancer TNM

Clinical Classification of Penile Gancer

Stage Description
Tumor (T)
X Primary tumor cannot be assessed
T0 No evidence of primary tumor
Tis Carcinoma in situ
T Tumor invades subepithelial connective tissue
T2 Tumor invades corpus spongiosum or cavernosum
T3 Tumor invades urethra or prostate
T4 Tumor invades other adjacent structures
Node (N)
NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Metastasis in a single, superficial, inguinal lymph node
N2 Metastasis in multiple or bilateral superficial inguinal
lymph nodes
N3 Metastasis in deep inguinal or pelvis lymph nodes,
unilateral or bilateral
Metastasis (M)
MX Distant metastasis cannot be assessed
MO No evidence of distant metastasis
M1 Distant metastasis

cosmetic results, with low recurrence rates at 5 years in centers with
a dermatologist trained in Mohs surgery.28‘29 Furthermore, most
recurrences will be amenable to further local therapy.’”'

The mainstay of managing invasive penile SCC remains surgical,
with glans removal or penectomy. However, radiation therapy can
be an effective organ-sparing primary treatment in certain cases,
particularly in smaller lesions.”>”? The rate of penile preservation
has been reported to be as great as 80% but with failure rates greater
than those after surgery.”® Deeply invasive penile cancers are
commonly managed with radical penectomy and perineal ure-
throstomy to ensure eradication of all disease. Organ preservation is
not possible in these cases, because the likelihood of incomplete
resection is high. Neoadjuvant chemotherapy can be used to
downstage the tumor before resection. A poor response to chemo-
therapy would suggest aggressive disease and that palliative radio-
therapy and/or chemotherapy should be considered.”

The management of lymph node involvement in penile SCC has
been more controversial. The European Association of Urologists
has recommended that for impalpable lymph nodes, sentinel lymph
node biopsy should be undertaken. If positive, a complete (super-
ficial and deep) inguinal lymph node dissection should be
performed and, if negative, observation can be recommended. In
patients with palpable nodes, sentinel node biopsy should not be
advised, and such patients should undergo fine needle aspiration of
the palpable nodes. If positive, superficial and deep inguinal lymph
node dissection should be performed on the ipsilateral side."®*° In
the United States, however, superficial lymphadenectomy is
commonly performed in patients with high-grade T1 disease (or
higher) with impalpable nodes. For patients with palpable lymph
nodes, antibiotics can be given to reduce the risk of infection, with
bilateral inguinal lymph node dissection undertaken at a later
stage.”’

The EUA has recommended rigorous follow-up protocol for
the first 2 years, with a less-intensive follow-up protocol for 5
years. Physical examination remains the most important tool for
detecting recurrence; however, ultrasonography and PET/CT are
gaining importance, particularly in conjunction with the physical

.. 3840
examination.
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In our case, the patient had a delayed presentation because of
phimosis, which had masked the causative lesion on the foreskin.
The difficulty in retracting the foreskin was a relatively new
symptom and, as mentioned previously, is a well-documented in-
dependent risk factor for the development of SCC of the penis.
Despite its low sensitivity in some studies, PET/CT was invaluable
in identifying the primary lesion in relation to the penis, which
prompted further clinical examination. The ulcerated lesion only
became apparent with retraction of the penile foreskin. Complete
examination of the penis will often be omitted from the clinical
examination, potentially leading to missed cancerous lesions and
significant delays in the diagnosis and management. The results
from the present patient highlight the importance of examining the
penis completely, with emphasis on retracting the foreskin, which
we suggest should be performed in all presentations of an inguinal
lump or lymphadenopathy.

References

1. American Cancer Society. American Cancer Society: Cancer Facts and
Figures 2010. Available at: http://www.cancer.org/acs/groups/content/@nho/
documents/document/acspc-024113.pdf. Accessed: August 2011.

2. Narayana AS, Olney LE, Loening SA, Weimar GW, Culp DA. Carcinoma of the
penis: analysis of 219 cases. Cancer 1982; 49:2185-91.

3. Landis SH, Murray T, Bolden S, Wingo PA. Cancer statistics, 1999. CA Cancer |
Clin 1999; 49:8-31.

4. Barnholtz-Sloan JS, Maldonado JL, Pow-sang J, Giuliano AR. Incidence trends in
primary malignant penile cancer. Urol Oncol 2007; 25:361-7.

5. Maden C, Sherman KJ, Beckmann AM, et al. History of circumcision, medical
conditions, and sexual activity and risk of penile cancer. J Natl Cancer Inst 1993;
85:19-24.

6. Licklider S. Jewish penile carcinoma. J Urol 1961; 86:98.

7. Lajous M, Mueller N, Cruz-Valdez A, et al. Determinants of prevalence, acqui-
sition, and persistence of human papillomavirus in healthy Mexican military men.
Cancer Epidemiol Biomarkers Prev 2005; 14:1710-6.

8. Schoen EJ, Ochrli M, Colby C, Machin G. The highly protective effect of
newborn circumcision against invasive penile cancer. Pediatrics 2000; 105:E36.

9. Huben R, Sufrin G. Benign and malignant lesions of the penis. In: Gillenwater JY,
Grayhack JT, Howards SS, Mitchell ME, eds. Adult and Pediatric Urology. St.
Louis, MO: Mosby; 1991:1643.

10. Barocas DA, Chang SS. Penile cancer: clinical presentation, diagnosis, and staging.
Urol Clin North Am 2010; 37:343-52.

11. Hernandez BY, Barnholtz-Sloan J, German RR, et al. Burden of invasive squamous
cell carcinoma of the penis in the United States, 1998-2003. Cancer 2008;
113(suppl):2883-91.

12. Lont AP, Besnard AP, Gallee MP, van Tinteren H, Horenblas S. A comparison of
physical examination and imaging in determining the extent of primary penile
carcinoma. BJU Int 2003; 91:493-5.

13. Horenblas S, Kroger R, Gallee MP, Newling DW, van Tinteren H. Ultrasound in
squamous cell carcinoma of the penis: a useful addition to clinical staging? A
comparison of ultrasound with histopathology. Urology 1994; 43:702-7.

14. Crawshaw JW, Hadway P, Hoffl D, et al. Sentinel lymph node biopsy using
dynamic lymphoscintigraphy combined with ultrasound-guided fine needle aspi-
ration in penile carcinoma. Br J Radiol 2009; 82:41-8.

15. Singh AK, Saokar A, Hahn PF, Harisinghani MG. Imaging of penile neoplasms.
Radiographics 2005; 25:1629-38.

Clinical Genitourinary Cancer October 2016

21.

—

22.

23.

24.

25.

26.

27.

28.

29.

30.

—

3

32.

33.

34.

35.

36.

37.

38.

39.

40.

. Eiber M, Beer AJ, Holzapfel K, et al. Preliminary results for characterization of

pelvic lymph nodes in patients with prostate cancer by diffusion-weighted MR-
imaging. Invest Radiol 2010; 45:15-23.

. Horenblas S, von Krogh G, Cubilla AL, et al. Squamous cell carcinoma

of the penis: premalignant lesions. Scand ] Urol Nephrol Suppl 2000; 205:
187-8.

. Stewart SB, Leder RA, Inman BA. Imaging tumors of the penis and urethra. Uro/

Clin North Am 2010; 37:353-67.

. American Joint Committee on Cancer. A/CC Cancer Staging Manual. 7th ed. New

York: Springer Science and Business Media LLC; 2010.

. Cardamakis E, Relakis K, Ginopoulos P, et al. Treatment of penile intraepithelial

neoplasia (PIN) with interferon alpha-2a, CO, laser (vaporization) and
5-fluorouracil 5% (5-FU). Eur | Gynaecol Oncol 1997; 18:410-3.

Micali G, Nasca MR, Tedeschi A. Topical treatment of intraepithelial penile
carcinoma with imiquimod. Clin Exp Dermatol 2003; 28(suppl 1):4-6.

Paoli J, Ternesten Bratel A, Lowhagen GB, Stenquist B, Forslund O,
Wennberg AM. Penile intracpithelial neoplasia: results of photodynamic therapy.
Acta Derm Venereol 2006; 86:418-21.

Davis JW, Schellhammer PF, Schlossberg SM. Conservative surgical therapy for
penile and urethral carcinoma. Urology 1999; 53:386-92.

Solsona E, Bahl A, Brandes SB, et al. New developments in the treatment of
localized penile cancer. Urology 2010; 76(suppl 1):S36-42.

Smith Y, Hadway P, Biedrzycki O, Perry MJ, Corbishley C, Watkin NA.
Reconstructive surgery for invasive squamous carcinoma of the glans penis. Eur
Urol 2007; 52:1179-85.

Windahl T, Andersson SO. Combined laser treatment for penile carcinoma: results
after long-term followup. / Urol 2003; 169:2118-21.

Bandieramonte G, Colecchia M, Mariani L, et al. Peniscopically controlled CO,
laser excision for conservative treatment of in situ and T1 penile carcinoma: report
on 224 patients. Eur Urol 2008; 54:875-82.

Pietrzak P, Corbishley C, Watkin N. Organ-sparing surgery for invasive penile
cancer: carly follow-up data. B/U Int 2004; 94:1253-7.

Shindel AW, Mann MW, Lev RY, et al. Mohs micrographic surgery for penile
cancer: management and long-term followup. J Uro/ 2007; 178:1980-5.

Mohs FE, Snow SN, Messing EM, Kuglitsch ME. Microscopically controlled
surgery in the treatment of carcinoma of the penis. / Uro/ 1985; 133:961-6.

. Mohs FE, Snow SN, Larson PO. Mohs micrographic surgery for penile tumors.

Urol Clin North Am 1992; 19:291-304.

Azrif M, Logue JP, Swindell R, Cowan RA, Wylie JP, Livsey JE. External beam
radiotherapy in T1-2 NO penile carcinoma. Clin Oncol (R Coll Radiol) 2006; 18:
320-5.

de Crevoisier R, Slimane K, Sanfilippo N, et al. Long-term results of brachytherapy
for carcinoma of the penis confined to the glans (N- or NX). Inz J Radiat Oncol
Biol Phys 2009; 74:1150-6.

Zouhair A, Coucke PA, Jeanneret W, et al. Radiation therapy alone or combined
surgery and radiation therapy in squamous-cell carcinoma of the penis? Eur |
Cancer 2001; 37:198-203.

Pizzocaro G, Algaba F, Horenblas S, et al. EAU penile cancer guidelines 2009. Eur
Urol 20105 57:1002-12.

Saksena MA, Saokar A, Harisinghani MG. Lymphotropic nanoparticle enhanced
MR imaging (LNMRI) technique for lymph node imaging. Eur J Radiol 2006; 58:
367-74.

National Cancer Institute. National Cancer Institute: PDQ® Penile Cancer
Treatment. 2010. Available at: http://cancer.gov/cancertopics/pdq/treatment/
penile/HealthProfessional. Accessed: August 2011.

Lont AP, Gallee MP, Meinharde W, van Tinteren H, Horenblas S. Penis
conserving treatment for T1 and T2 penile carcinoma: clinical implications of a
local recurrence. J Urol 20065 176:575-80.

Graafl NM, Leijte JA, Valdes Olmos RA, Hoefnagel CA, Teertstra H]J,
Horenblas S. Scanning with 18F-FDG-PET/CT for detection of pelvic nodal
involvement in inguinal node-positive penile carcinoma. Eur Urol 2009; 56:
339-45.

Leijte JA, Kirrander P, Antonini N, Windahl T, Horenblas S. Recurrence patterns
of squamous cell carcinoma of the penis: recommendations for follow-up based on
a two-centre analysis of 700 patients. Eur Urol 2008; 54:161-8.


http://www.cancer.org/acs/groups/content/@nho/documents/document/acspc-024113.pdf
http://www.cancer.org/acs/groups/content/@nho/documents/document/acspc-024113.pdf
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref2
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref2
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref3
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref3
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref4
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref4
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref5
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref5
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref5
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref6
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref7
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref7
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref7
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref8
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref8
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref9
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref9
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref9
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref10
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref10
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref11
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref11
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref11
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref12
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref12
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref12
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref13
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref13
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref13
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref14
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref14
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref14
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref15
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref15
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref16
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref16
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref16
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref17
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref17
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref17
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref18
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref18
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref19
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref19
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref20
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref20
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref20
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref20
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref21
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref21
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref22
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref22
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref22
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref23
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref23
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref24
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref24
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref25
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref25
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref25
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref26
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref26
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref27
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref27
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref27
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref28
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref28
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref29
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref29
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref30
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref30
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref31
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref31
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref32
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref32
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref32
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref33
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref33
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref33
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref34
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref34
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref34
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref35
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref35
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref36
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref36
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref36
http://cancer.gov/cancertopics/pdq/treatment/penile/HealthProfessional
http://cancer.gov/cancertopics/pdq/treatment/penile/HealthProfessional
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref38
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref38
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref38
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref39
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref39
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref39
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref39
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref40
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref40
http://refhub.elsevier.com/S1558-7673(16)30080-5/sref40

	Hello, Is It SCC You Are Looking for? Squamous Cell Carcinoma of the Penis Presenting as an Inguinal Mass
	Case Report
	Discussion
	References


