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A rare anatomical location of  human 
papillomavirus‑related penile warty carcinoma: 
Simultaneous axillary involvement

tissue from both sites showed histopathologic features consistent 
with warty squamous cell carcinoma and human papillomavirus 
16 (HPV16) was detected in all the specimens on polymerase chain 
reaction (PCR) and DNA analysis. There is no sign of recurrence of 
the disease in 2‑year follow‑up period.

Squamous cell carcinoma of the penis represents 0.3–0.5% of 
malignancies in males in Europe and ‘the USA.2 According to 
the World Health Organization histological subclassification 
of penile squamous cell carcinoma, there are seven types of 
special tumors and a mixed category: usual, basaloid, verrucous, 
warty (condylomatous), papillary, sarcomatoid, adenosquamous and 
mixed. Due to their macroscopical similarities, verrucous carcinoma, 
warty carcinoma and papillary squamous cell carcinoma are also 
named as verruciform carcinomas.1 Difficulties in distinguishing 
warty carcinoma from other macroscopically papillomatous 
and exophytic lesions makes it crucial to perform total surgical 
excision and pathological examination of the lesion for accurate 
diagnosis. On histopathological examination, typical microscopic 
features such as prominent koilocytosis with nuclear polymorphism 
extending through the entire epithelium, cytoplasmic vacuolization, 
hyperkeratosis, parakeratosis and arborescent papillomatosis 
with prominent fibrovascular cores are diagnostic signs for warty 
carcinoma.1 Warty carcinomas are usually low‑grade, superficially 
invasive lesions with uncommon vascular and perineural invasion. 

Sir,
Warty carcinoma is a subgroup of penile squamous cell carcinomas 
which is highly related to human papillomavirus. It typically presents 
as a growing mass, usually located on the anogenital, penile, oral, 
vaginal or cervical region with ulceration, bleeding and sometimes 
discharge of the lesion. Warty carcinoma starts as an exophytic, 
noninvasive, low‑grade lesion but in later phases, it may become 
a deeply invasive high‑grade neoplasm with a potential for nodal 
metastasis and death.1 No case of warty carcinoma with axillary 
involvement has been reported in the literature so far. This report 
aims to represent a case of inguinal warty carcinoma with axillary 
involvement and share the experience on the diagnosis, treatment 
and follow‑up of the disease.

A 66‑year‑old man presented to our clinic with condylomatous 
lesions over the penile shaft and adjacent right inguinal region 
which were non progressive for 15 years but had started to increase 
in size with ulceration and inflammation in the last 3 months. On 
examination, the lesions on the right groin were exophytic lobulated 
lesions with ulceration, measuring 8 × 10 × 3 cm in size [Figure 1]. 
Total body examination also revealed a similar but smaller exophytic 
lesion  (7 × 2 × 1  cm) on the patients’ right axilla  [Figure 2]. No 
axillary or inguinal lymph nodes were identifiable on examination 
and ultrasonography. Lesions were excised and defects were 
reconstructed with split‑thickness skin grafts  [Figure  3]. Excised 
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Although no relapse was seen in our case, local or regional relapses 
are common in later stages of warty carcinomas.

The reported prevalence of human papillomavirus in squamous cell 
carcinomas of the penis varies between 15 and 71%, depending on 
the histological subtype.3 Warty carcinoma has the strongest relation 
with human papillomavirus among the all subtypes of squamous cell 
carcinomas. According to the largest study of human papillomavirus 
infection in penile cancer by Rubin et al., only basaloid (80%) and 
warty (100%) types of penile squamous cell carcinomas were found 
to be consistently associated with human papillomavirus.4 Different 
types of papillomavirus have been defined for this association, 
but human papillomavirus type 16 is the most common viral type 
identified in these subgroups. Cubilla reported the detection of 
human papillomavirus type 16 in 9 of 11 (81%) cases of basaloid 
and 3 of 5 (60%) cases of warty cell carcinomas of the penis.1

Besides the histopathological examination, screening of the lesion 
for human papillomavirus may help to differentiate the warty 
carcinoma from verrucous carcinoma which has been found to 
be negative for human papillomavirus infection, while warty 
carcinomas are highly related to human papillomavirus type 16.5

Warty carcinomas are usually seen in different anatomical sites such 
as perineum, oral cavity, vagina, cervix and bladder, but there is 
axillary involvement either solely or in association with perineal 
warty carcinoma has not been reported so far. In our case, the 
verruciform lesion on patient’s right axilla was also diagnosed as 
primary warty cell carcinoma according to the pathological features 
of a tumor as well as human papillomavirus type 16 detection in all 
specimens. This rare anatomical involvement has not been reported 
in the literature so far. A total body examination and biopsy sampling 
from suspicious lesions is very important to avoid misdiagnoses of 
the disease because of the possibility of unusual localization of the 
lesions.

Confusion on classification of verruciform tumors resulted in the 
poor recognition of the disease in earlier studies. Therefore, reporting 
of new cases of warty cell carcinomas is important. New studies 
associated with warty cell carcinomas may help to understand the 
nature of the disease, its relation to human papillomavirus and thus 
earlier diagnosis and treatment of the disease.
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Figure 1: Preoperative view of lesions diagnosed as warty squamous cell 
carcinoma located on penis

Figure 2: Axillary involvement with warty carcinoma

Figure 3: Postoperative third month view of patient
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Angioma serpiginosum in a bilateral distribution with acral 
involvement: An uncommon presentation

with red globules and dots arranged linearly without affecting the 
acrosyringeal openings [Figure 2b]. Onychoscopy of the left‑hand 
middle fingernail showed a diffuse erythema. Histopathology 
revealed presence of dilated and proliferating capillaries in the 
superficial papillary dermis with no evidence of extravasation of 
erythrocytes  [Figure  2c]. Rest of the hematological, biochemical, 
radiological and systemic workup was noncontributory. On the 
basis of clinical, dermoscopic and histopathology features, a final 
diagnosis of angioma serpiginosum was made.

Angioma serpiginosum is an uncommon cutaneous vascular nevus 
first reported by Jonathan Hutchinson in 1890, while Frain‑Bell 
distinguished this entity from pigmentary purpura and other 
disorders in 1957.1 A female preponderance has been reported 
and it mainly affects lower extremities and buttocks, although 
involvement of upper extremities has been reported, as in our case2,3 
It predominantly has a unilateral distribution and usually involves 
the trunk, palms and mucosae.3

Bilateral nevoid telangiectasia, on the other hand, is an acquired 
condition usually seen in hyperestrogenic states and liver 
diseases  that presents clinically with ‘spider’ telangiectasia.4,5 
Distribution is bilaterally symmetrical and it can be associated 
with gastrointestinal telangiectasia, presenting as unexplained 
gastrointestinal bleeding.4 Association with Hepatitis C infection 
and cholangiocarcinoma has also been reported.4

Histopathology of angioma serpiginosum shows dilated and 
tortuous capillaries in the papillary dermis without any evidence 
of inflammation or red cell extravasation, whereas bilateral 

Sir,
Angioma serpiginosum is a vascular nevus of superficial capillaries 
characterized by minute red to copper‑colored macules in clusters 
or in a serpiginous pattern,1 resulting from congenital hyperplasia or 
ectasia of preexisting superficial dermal capillaries. The condition 
usually arises before 20  years of age and thereafter it reaches 
a state of relative stability.2 Herein, we report a case of angioma 
serpiginosum with characteristic clinical presentation involving 
both upper limbs, trunk, palms and nails.

An 18‑year‑old man, born out of nonconsanguineous 
parentage, second in order of birth, presented to our outpatient 
Department  (OPD) with red‑colored lesions on both upper limbs, 
chest and upper back for the last 8 years. Initially there was a single 
lesion on the left arm which subsequently progressed in size and 
number to involve both the upper limbs and chest. He reported 
a rapid progression in the last 3  years. There was no history of 
any systemic complaints. Dermatological examination revealed 
pin‑point to pin‑head‑sized erythematous discrete to coalescent 
macules in a serpiginous pattern distributed over both upper limbs, 
chest[Figure  1a], upper trunk and palms  [Figure  1b‑d]. Erythema 
was also noticed on the middle finger nail of left hand [Figure 1e]. 
On diascopy, the lesions were nonblanchable. No other part of the 
body was involved including the lower limbs. Hair and mucosae 
were spared. Systemic examination was within normal limits. 
A  differential diagnoses of angioma serpiginosum and bilateral 
nevoid telangiectasia was made. Dermoscopy of the lesions on the 
arm and chest showed characteristic oval to round red lagoons, 
consistent with angioma serpiginosum [Figure  2a]. Dermoscopy 
of the palmar lesions showed erythematous parallel ridged pattern 
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