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ABSTRACT

Penile verrucous carcinoma is a rare, low-grade penile squamous cell carcinoma (SCC) exhibiting slow
invasive growth. Regional lymph node metastasis is rare and distant metastasis has yet not been reported.
Penile verrucous carcinoma accounts for 5 to 24% of all penile malignancies and represents 5 to 16% of
all penile SCC (Noel et al., 1992). A 45 year old male presented with complaints of swelling and not able
to retract the foreskin for six months period. No complaints of discharge or pain. There was no comorbid
illness. The biopsy confirmed that the growth was verrucous carcinoma. So we did partial amputation
since the growth involved the entire glans and corona glandis. The postoperative period was uneventful
and the Histopathological examination was consistent with verrucous carcinoma. It is being presented for
its rarity.
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INTRODUCTION

Penile verrucous carcinoma is a rare, low-grade penile squamous cell carcinoma (SCC) exhibiting slow
invasive growth. Regional lymph node metastasis is rare and distant metastasis has yet not been reported
(Stankiewicz et al., 2009). Penile verrucous carcinoma accounts for 5 to 24% of all penile malignancies
and represents 5 to 16% of all penile SCCs (Noel et al., 1992). The novel knowledge and experience of
the treatment of penile verrucous carcinoma will be a useful clinical guide for surgeons in the future.

CASES
A 45-year-old male came to surgical outpatient department presented with complaints of difficulty in
retracting his foreskin.

Figure 1.1: The image shows the acquired phimosis with growth
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Figure 1.3: Shows the Excised specimen of growth with penis

There was no pain or discharge. There was no extramarital sexual contact or no comorbid illness or no
previous surgery. On Local examination there was acquired phimosis with palpable growth in the glans
(Figure 1.1). So we did basic investigations and metastatic workup which revealed few enlarged
lymphnodes in the superficial inguinal region... then we did dorsal slit and biopsy which was consistent
with verrucous carcinoma. Hence we obtained surgical oncologist opinion & advised to precede partial
amputation. Then we did partial amputation under regional anaesthesia with uneventful postop period
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(Figure 1.2). The Histopathological examination reported as verrucous carcinoma without any
lymphovascular invasion with negative margin (Figure 1.3 & Figure 1.4). Then patient advised to have
regular follow up once in month. At present patient is doing fine and on regular follow up.
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Figure 1.4: Shows the HPE report of verrucous carcinoma

DISCUSSION

Verrucous carcinoma is an uncommon, exophytic, low-grade and well-differentiated variant of SCC with
slow invasive growth and without any distant metastasis. Its presence was first described in 1948 by
Ackerman in the oral cavity (Ackerman, 1948). Since then it has been also described at other sites,
including the anus, female genitalia, penis, soles and at any location on the skin (Schwartz,
1995).Verrucous carcinoma is also known by several other names, e.g., giant condyloma acuminatum or
Buschke-Lowenstein tumor (Rinker et al., 2001). However, some researchers consider giant condyloma
acuminatume or Buschke Loewenstein tumor as a distinct disease which only represents an intermediate
condition between condyloma acuminatum and verrucous carcinoma (Antony et al., 2003; Gross and
Pfister, 2004). Currently, the common opinion is that both the lesions are similar and should not be
separated into two different entities (Hatzichristou et al., 2001).

The specific etiologic factors of penile verrucous carcinoma remain unclear. Predisposing factors include
lack of circumcision, poor hygiene, phimosis, tight prepuce and chronic infection. However, no
systematic case series have been studied so far (Sheen et al., 2003). It has been reported that penile SCC
can arise in males circumcised at birth. Thus, the preventive effect of newborn circumcision on the
development of penile SCC is still unclear (Micali et al., 2006). Kanik et al., (1997) once described penile
verrucous carcinoma in a 37-year-old white man who had been circumcised in infancy without any
predisposing penile anatomic abnormalities. Additionally, as per the earlier studies, human
papillomavirus (HPV) infection, especially the low-risk types, HPV-6 and HPV-11, play a vital role in the
pathogenesis of the tumor (Majewski and Jablonska, 1997). However, other studies have not found a
significant association between penile verrucous carcinoma and HPV (Stankiewicz et al., 2009; Schwartz,
1995; Pilotti et al., 1993).
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Clinically, penile verrucous carcinoma arises anywhere on the penis, mostly on the glans or foreskin as a
gradually enlarging, exophytic, papillary, caulifower-like or verrucose mass which may be foul smelling
and sometimes ulcerated, with fstulae that release a purulent discharge. Shaft involvement is less frequent
in such a condition. In rare cases, it may resemble a penile horn. Microscopic histopathologic appearance
should be carefully identified so as to differentiate penile verrucous carcinoma from condyloma
accuminatum and penile SCC. Microscopically, penile verrucous carcinoma is a very well differentiated
papillary neoplasm with acanthosis and hyperkeratosis. It is classified as Ta stage according to the TNM
staging system (Eble et al., 2004). Surgical excision, sparing as much of the penis as possible is the usual
treatment for penile verrucous carcinoma. Local excision and partial penectomy are most commonly used
(Wein et al., 2007).

Hatzichristou et al., (2001) suggested that glansectomy is an appropri-ate treatment for patients with
penile verrucous carcinoma confined exclusively to the glans penis and that more radical techniques (e.qg.,
partial or total penectomy) are reserved as second-line treatments for cases of local recurrence. Regardless
of any operative strategies, the negative surgical margins must be ensured. The presence and the extent of
metastasis to the inguinal region are the most important prognostic factors for survival in patients with
squamous penile cancer (Wein et al., 2007). Additionally, lymphadenectomy was found to be associated
with a significant risk of morbidity. This section summarizes the choices available according to the stage
of the cancer.

Stage 0

Stage 0 includes 2 types of tumors: carcinoma in situ and verrucous carcinoma. They are treated
differently. Patients with carcinoma in situ that is only in the foreskin can often be treated with
circumcision. If the tumor developed in the glans and does not affect other tissues, it may be possible to
treat it with topical therapy (such as 5-FU cream or imiquimod) or Mohs (microscopically directed)
surgery. Laser treatment, cryotherapy, and radiation therapy are also possible options. Penectomy is not
often needed. Verrucous carcinoma can often be treated with laser therapy, cryotherapy, or Mohs surgery.
Only rarely will penectomy be needed. Radiation is not used for this type of tumor, because it can make it
more likely to spread.

Stage |

These tumors have grown below the skin of the penis but not into deeper layers. Options for treatment
may include circumcision (for tumors confined to the foreskin), surgical removal of part of the penis
(partial penectomy), radiation therapy, and Mohs surgery. Laser surgery may also be an option.

Stage 11

Stage Il penile cancer includes tumors that have grown into the tissues of the penis (such as the corpus
spongiosum or cavernosum) or the urethra, but have not spread to nearby lymph nodes. These cancers are
usually treated with apartial or total penectomy, with or without radiation therapy. A less common
approach is to use radiation therapy as the first treatment with surgery remaining as an option if the cancer
is not completely destroyed by the radiation. Radiation may also be used as the main treatment in men
who cannot have surgery due to severe medical problems.

Some doctors recommend checking groin lymph nodes, even if they are not enlarged. This may be done
with a sentineal lymphnode biopsy or with a more extensive lymph node dissection. If the lymph nodes
show cancer spread, then the cancer is not really a stage Il. It is a stage Il or V.

Stage 111

Stage Il penile cancers include T1, T2, and T3 tumors that have spread to nearby lymph nodes (N1 or
N2). Stage Il includes tumors that have grown into the corpus spongiosum, corpus cavarnosum, or
urethra, but not tumors that have grown into nearby structures like the bladder or prostate. Stage Il
cancers are treated with a partial or total penectomy. In a few cases, chemotherapy (chemo) or chemo plus
radiation may be used first to shrink the tumor so that it can be more easily removed with surgery. These
cancers require an inguinal lymphadenectomy to remove lymph nodes in the groin. Radiation therapy to
the groin may be used as well, either after surgery or instead of surgery in selected cases. These tumors
can be hard to treat, so men may want to consider taking part in clinical trials of new treatments.
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Stage IV

Stage IV penile cancer includes cancers that have spread to nearby tissues, like the prostate, bladder,
scrotum, or abdominal wall (T4). Treatment may include surgery to remove the main tumor, such as
penectomy. If the tumor is in the scrotum or parts of the abdominal wall, it may also be necessary to
remove the testicles and/or the scrotum. A new opening can be made in the abdomen or the perineum to
allow urination. If the tumor has grown into the prostate or bladder, these may need to be removed, as
well. Chemo (sometimes with radiation) may be given before surgery (this is called neoadjuvant
treatment) to try to shrink the tumor and make it easier to remove. The inguinal (groin) lymph nodes on
both sides will be removed as well. This area may also be treated with radiation after surgery (unless it
was given before surgery).

Stage 1V also includes smaller cancers with more extensive spread to the lymph nodes (N3), such as
cancer in groin lymph nodes that has grown through the lymph nodes’ outer covering and into
surrounding tissue or cancer spread to lymph nodes inside the pelvis. This stage is treated with surgery to
remove the main tumor in the penis, such as penectomy. The Ilymph nodes in both groins are also
removed. The lymph nodes inside the pelvis will also be removed if they are thought to contain cancer
spread (if they are enlarged, for example). After the lymph nodes are removed, those areas are often
treated with radiation to try to kill any cancer cells that may be have left behind (but are too small to
see).Penile cancer that has spread to distant organs and tissues is also considered stage IV. This is usually
not considered curable by current methods.

Treatment is designed to try to keep the cancer in check and to prevent or relieve symptoms to the best
extent possible. Choices to treat the penile tumor usually include wide local excision, penectomy, or
radiation therapy.

Surgery or radiation therapy may also be considered to treat nearby lymph nodes. Radiation may also be
used to treat areas of cancer spread in the bones or in the brain or spinal cord. Chemo may be used to treat
cancer that has spread to other areas, like the lungs or liver. Studies are under way to determine the value
of chemotherapy combined with surgery or radiation therapy. Stage IV cancers are hard to treat, so men
may want to think about taking part in clinical trials of new treatments.

Recurrent Cancer

The treatment of recurrent cancer depends on where the cancer comes back and what treatments were
used before. If penectomy was not done before, a recurrent penile cancer may be treated with surgical
removal of the penis. Radiation therapy may also be an option. Surgery and/or radiation may also be
options for some cancers that recur in the lymph nodes. Chemotherapy may be helpful in treating more
advanced recurrent penile cancers. These tumors can be hard to treat, so men may want to think about
taking part in a clinical trial of a newer treatment.

Conclusion

Verrucous carcinoma is a rare, locally aggressive tumor. Surgical complete excision of VC is advised.
Other treatment modalities such as chemotherapy or radiotherapy could be used rarely to avoid mutilating
surgical interventions. After complete surgical excision with negative margin with regular follow up is
mandatory in all cases of verrucous carcinomas. We present this case for its rarity.
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