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CASE LETTER

To the Editor:
Verrucous carcinoma is a rare, well-differentiated, locally 
aggressive squamous cell carcinoma first described by 
Ackerman in 1948.1 There are 4 main clinicopathologic 
types: oral florid papillomatosis or Ackerman tumor, giant 
condyloma acuminatum or Buschke-Lowenstein tumor, 
plantar verrucous carcinoma, and cutaneous verrucous car-
cinoma.2,3 Historically, most patients are older white men. 
The lesion commonly occurs in sites of inflammation4 or 
chronic irritation/trauma. Clinically, patients present with a 
slowly enlarging, exophytic, verrucous plaque violating the 
skin, fascia, and occasionally bone. Although these lesions 
have little tendency to metastasize, substantial morbidity 
can be seen due to local invasion. Despite surgical excision, 
recurrence is not uncommon and is associated with a poor 
prognosis and higher infiltrative potential.5 

A 45-year-old male veteran initially presented to our 
dermatology clinic with a 4-cm, macerated, verrucous 

plaque on the left lateral ankle in the area of a skin graft 
placed during a prior limb salvage surgery (Figure 1). 
The patient experienced a traumatic blast injury while 
deployed 7 years prior with a subsequent right-sided 
below-the-knee amputation and left lower limb salvage. 
The lesion was clinically diagnosed as verruca vulgaris and 
treated with daily salicylic acid. Six weeks after the initial 
presentation, the lesion remained largely unchanged. A 
biopsy subsequently was obtained to confirm the diagno-
sis. At that time, the histopathology was consistent with 
verruca vulgaris without evidence of carcinoma. Due to 
the persistence of the lesion, lack of improvement with 
topical treatment, and overall size, the patient opted for 
surgical excision.

A year later, the lesion was excised again by orthope-
dic surgery, and the tissue was submitted for histopatho-
logic evaluation, which was suggestive of a verrucous 
neoplasm with some disagreement on whether it was 
consistent with verrucous hyperplasia or verrucous car-
cinoma. Following excision, the patient sustained a non-
healing chronic ulcer that required wound care for a total 
of 6 months. The lesion recurred a year later and was 
surgically excised a third time. A split-thickness skin graft 
was utilized to repair the defect. Histopathology again 
was consistent with verrucous carcinoma. With a fourth 
and final recurrence of the verrucous plaque 6 months 
later, the patient elected to undergo a left-sided below-
the-knee amputation.

Verrucous carcinoma can represent a diagnostic 
dilemma, as histologic sections may mimic benign entities. 
The features of a well-differentiated squamous epithelium 
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PRACTICE POINTS 
•  Verrucous carcinoma is a rare, well-differentiated,

locally aggressive squamous cell carcinoma that
commonly occurs in sites of inflammation or
chronic irritation.

•  Histologically, verrucous carcinoma can be mis-
taken for other entities including verruca vulgaris,
keratoacanthoma, and pseudoepitheliomatous
hyperplasia, often delaying the appropriate diagno-
sis and treatment.
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with hyperkeratosis, papillomatosis, and acanthosis can 
be mistaken for verruca vulgaris, keratoacanthoma, and 
pseudoepitheliomatous hyperplasia,6 which are charac-
teristic of verrucous hyperplasia. Accurate diagnosis can 
be difficult with a superficial biopsy because of the mature 
appearance of the epithelium,7 prompting the need for 
multiple and deeper biopsies8 to include sampling of 
the base of the hyperplastic epithelium in which the 
characteristic bulbous pushing growth pattern of the rete 
ridges is visualized. Precise histologic diagnosis can be 
further confounded by external mechanical factors, such 
as pressure, which can distort the classic histopathology.7 
The histopathologic features leading to the diagnosis 

of verrucous carcinoma in our specimen were minimal 
squamous atypia present in a predominantly exophytic 
squamous proliferation with human papillomavirus cyto-
pathic effect and focal endophytic pushing borders by 
rounded bulbous rete ridges into the mid and deep der-
mis (Figure 2). 

Diagnostic uncertainty can delay surgical excision and 
lead to progression of verrucous carcinoma. Unfortunately, 
even with appropriate surgical intervention, recurrence 
has been documented; therefore, close clinical follow-up 
is recommended. The tumor spreads by local invasion and 
may follow the path of least resistance.4 In our patient, the 
frequent tissue manipulation may have facilitated aggres-
sive infiltration of the tumor, ultimately resulting in the 
loss of his remaining leg. Therefore, it is important for cli-
nicians to recognize that verrucous carcinoma, especially 
one that develops on a refractory ulcer or scar tissue, may 
be a complex malignant neoplasm that requires extensive 
treatment at onset to prevent the amputation of a limb.
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FIGURE 1. Verrucous carcinoma.  
A, A large, exophytic, verrucous 
plaque on the left lateral ankle in an 
area of prior skin graft placement.  
B, Multiple adjacent surgical scars 
from prior limb salvage surgery.

FIGURE 2. Biopsy of the lesion demonstrated minimal squamous 
atypia in a predominantly exophytic squamous proliferation, with focal 
endophytic pushing borders by rounded bulbous rete ridges into the 
mid and deep dermis (H&E, original magnification ×40).

A B

Copyright Cutis 2021. No part of this publication may be reproduced, stored, or transmitted without the prior written permission of the Publisher.

CUTIS D
o not c

opy




