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Abstract

Introduction: Squamous cell carcinoma of the scrotum is a rare en-
tity, the current incidence being 1 per million males/year. It was among
the first occupational malignancies identified.

Case report: A 45- year- old man with multiple sebaceous cysts of
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the scrotum, presented with a nodular ulcerated lesion over the right
hemi-scrotum for 2 months, which appeared after incision and drain-
age of an abscess at the same site. On histological examination, it was
found to be a well-differentiated squamous cell carcinoma. He was
managed with wide local excision and primary closure of the skin de-
fect. Post-operative recovery was uneventful.

Discussion: Although first reported as occupational in etiology,
other causes such as HPV infection are now known to cause Scrotal
carcinoma. The stage of the disease can influence the prognosis. This
lesion can arise in a setting of other benign conditions like multiple se-
baceous cysts, as in this case, often confounding the diagnosis. Hence a
differential diagnosis of malignancy must be considered in all patients
presenting with scrotal lesions.
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Introduction

Squamous cell carcinoma of the skin is the second most
common skin cancer; however, squamous cell carcinoma aris-
ing from the scrotum is a rare entity, the current incidence be-
ing 1 per million males/year [1-4]. Sir Percivall Pott in the year
1775, was the first person to report an association between
occupational exposure to soot in chimney sweepers in England
and scrotal cancer, hence, is it also called as Chimney Sweep’s
carcinoma [5]. The associated risk factors are exposure to tar,
shale oil, paraffin oil pressing [4-8], with a recent shift towards
iatrogenic phototherapy [1], PUVA exposure, HPV infection and
chronic infection [9-11]. It usually presents as a scrotal nod-
ule or a plaque [12]. It can uncommonly present as an ulcer,
an abscess, developing in the scar of Fournier’s gangrene or an

epidermal cyst, confounding the diagnosis [13-20]. We present
a rare case of squamous cell carcinoma of scrotum along with
multiple scrotal sebaceous cysts.

Case presentation

The patient was a 45-year- old male, who worked at a fuel
pump and presented with a nodulo-ulcerated lesion over the
right anterior hemi-scrotum for 2 months. He also had several
sebaceous cysts of varying sizes all over the scrotum for the last
6 years.

He first noticed a swelling 6 months ago, which gradually in-
creased in size, was painful and ruptured spontaneously with
pus discharge. He visited a local hospital and an incision and
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drainage of the abscess with primary closure was performed.
Thereafter, he noticed recurrence of the swelling at the same
surgical site, which gradually increased in size over 2 months.
There was no history of pain or pus discharge from the swelling.

His past history revealed multiple, asymptomatic sebaceous
cysts of different sizes all over the scrotum, for 6 years.

Incidentally, he also suffered from chronic hepatitis B infec-
tion, hypertension, and Stage -V chronic kidney disease needing
regular haemodialysis.

Clinical examination revealed a 4 x 2 cm well-defined, nodu-
lo-ulcerated lesion over the right hemi-scrotum (Figure 1). It ap-
peared to arise from the skin surface and was distinct from the
underlying testis. The swelling was fleshy pink in colour, mobile,
non-tender, with no local rise of temperature over the swelling.
Rest of the scrotum had multiple mobile, non-tender, well de-
fined, smooth surfaced swellings ranging from1x 1 cmupto 5
X 6 cm. The right and left testes, cord structures and penis were
normal. There was no associated inguinal lymphadenopathy.
General examination revealed mild ascites. Rest of the systemic
examination was essentially normal. Routine biochemical and
haematological investigations were normal. Ultrasound of the
whole abdomen showed features of chronic liver disease, mild
to moderate ascites with floating internal echoes; splenic en-
largement, consistent with the history of chronic liver disease.
There was no evidence of lymph node enlargement. Scrotal
doppler showed features of multiple, well - defined isoechoic
lesions in the scrotal wall with no internal vascularity or calci-
fication.

The patient’s health was optimized before surgery, written
consent was taken, wide local excision of the lesion with exci-
sion of multiple sebaceous cysts was done and the wound was
closed primarily.

The histopathological examination revealed a well differen-
tiated squamous cell carcinoma of the scrotal skin (Figure 2).
The infiltrating neoplasm was composed of irregular nests of
cells with pleomorphic vesicular nuclei, dyskeratosis and keratin
pearls surrounded by fibrous stroma with subacute inflamma-
tion and increase mitosis (Figure 3). The resected margins were
microscopically free from the tumour. He was deemed Lowe’s
stage [11] Al (Table 1).

The patient recovered uneventfully and was discharged on
the second postoperative day. He was advised to follow-up with
an Oncologist.

Discussion

Squamous cell carcinoma of the scrotum was the first occu-
pational malignancy to be reported [5]. With the improvement
of general health practices this disease has become rare in the
modern world with the current incidence being 1 per million
males/year [1-4].

Exposure to tar, shale oil, paraffin oil pressing, poor hygiene,
chronic inflammation, immunosuppression, PUVA therapy, HPV
infection and radiation exposure have all been linked to the de-
velopment of scrotal cancers [4-11,21,22]. In current literature,
occupation is no longer an etiological factor for squamous cell
carcinoma but rather comorbidities, lifestyle, or HPV infections
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Figure 1: The clinical picture showing the nodulo-ulcerative lesion
over the anterior right hemi-scrotum with multiple sebaceous
cysts.
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Figure 2: Photomicrograph showing well differentiated squamous
\\cell carcinoma with adjacent epithelium. j
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Figure 3: Haematoxylin-eosin stain (40x) of the scrotal lesion show-
\\ing submucosal infiltration with keratin pearls. j

Table 1: Lowe’s staging for scrotal squamous cell carcinoma
[11]. (adapted from Vyas R, Zargar H, Trolio RD, Di Lorenzo G, Au-
torino R. Squamous cell carcinoma of the scrotum: A look beyond
the chimneystacks. World J Clin Cases. 2014; 2(11): 654-660).

Stage Description

Al Disease localised to scrotum.

Locally extensive disease involving adjacent structures (pe-
A2 nis, perineum, testis or cord, and pubic bone) by continuity
but without evident metastasis.

B Superficial lymph node metastasis, resectable.

Pelvic lymph node metastasis, or any unresectable metas-
tasis.

D Distant metastasis beyond regional nodes.
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are associated with it [4,10,21,22]. Basaloid and warty sub-
types are the most common histological subtypes of squamous
cell carcinoma associated with high-risk HPV 16/18 infections
[10,21,22]. However, in our patient, his chronic renal failure
could be a potential predisposing factor to squamous cell carci-
noma as mentioned in the study done by Matoso et al [10,23].

Primary scrotal carcinomas usually present as solitary, slow
growing lesions or ulcers, which are limited to one hemi-scro-
tum, mostly over the anterior- inferior aspect with or without
regional lymph node involvement [16]. Their histological sub-
types include squamous cell carcinoma, extramammary Paget’s
disease, sarcoma, basal cell carcinoma, melanoma, and adnexal
tumours, with squamous cell carcinoma having the greatest
propensity for regional lymph node metastasis [4,11,23]. The
histopathological variants of cutaneous squamous cell carcino-
ma include verrucous, spindle, desmoplastic, and acantholytic
types. Amongst these, the desmoplastic variant is characterized
by highly infiltrative growth, with a large amount of stroma and
narrow cord of cells, whereas the acantholytic variant is charac-
terized by intramural pseudo-glandular structures and both are
associated with a high risk of lymph node metastasis [24].

Significant predictors of survival are the age of the patient,
stage of the disease as given by Lowe staging and histological
grade of the tumour; hence, a high index of suspicion is nec-
essary to make an early diagnosis [7,8,11]. The treatment of
choice is surgery in the form of wide local excision to achieve
a negative margin [11,12]. The wound can be closed primarily,
large defects are amenable to plastic surgery reconstruction.
Inguinal lymph node dissection may be performed in clinically
enlarged and biopsy proven high risk cases; however, prophy-
lactic lymph node dissection is not recommended [11,20]. Neo-
adjuvant therapy can be used to downstage the disease [24].
Adjuvant chemotherapy using a combination of bleomycin,
cisplatin, and methotrexate can be used for operable as well
as metastatic or inoperable disease [25,26]. Targeted therapy
might hold some promise in the near future for advanced squa-
mous cell carcinomas [27].

Conclusion

Through this case we would like to throw light on one of
the myriad of presentations of squamous cell carcinoma of the
scrotum amongst benign conditions like scrotal abscess, nod-
ules, ulcers, epidermal cysts, chronic scars, Marjolin’s ulcer and
Fournier’s gangrene, thus, confounding the surgeon. Hence, a
differential diagnosis of squamous cell carcinoma scrotum must
be kept in mind whilst evaluating any patient presenting with a
scrotal lesion.
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