
Ann Med Res 2020;27(11):3034-6

3034

Annals of Medical Research  

DOI: 10.5455/annalsmedres.2020.02.102
CASE REPORT

Surgical treatment of squamous cell cancer with anal 
margin localization developed on the background of 
condyloma acuminata: A case report

Azmi Lale, Mesut Yur, Erhan Aygen

Department of Surgical Oncology, Firat University Medical Faculty Hospital, Elazig, Turkey

Copyright © 2020 by authors and Annals of Medical Research Publishing Inc.

Abstract
We present the treatment of squamous cell carcinoma (SCC) with anal margin localization on the basis of condyloma acuminata by 
local excision. A 65-year-old male patient had complaints of bleeding, constipation and itching in the anal area. Physical examination 
revealed a 5x4 cm ulceration and an irregular mass in the anal margin localization. The incisional biopsy exposed a SCC that 
developed on the background of condyloma acuminata. Tumor was resected with ulcerated condyloma akumita and the skin defect 
was successfully repaired with V-Y plasty. In conclusion well differentiated superficial invasive anal carcinomas (T1N0) can be 
successfully treated by local excision.
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INTRODUCTION
Abdominoperineal Resection (APR) was the standard 
treatment for anal region cancers until the development 
of anal sphincter-preserving neoadjuvant chemotherapy 
and radiotherapy modalities. Currently, the recommended 
primary treatment for non-metastatic anal canal cancers 
is concurrent chemoradiotherapy. APR is now preferred for 
salvage treatment after neoadjuvant chemo/radiotherapy 
due to tumor progression or recurrence (1).

In the NCCN guideline, there are only two situations in which 
local excision may be preferred as the initial treatment for 
anal region cancers. First; superficial invasive anal SCC 
(T1N0) with a depth of invasion of ≤3mm and a horizontal 
width of ≤7mm with a negative surgical margin of ≤2mm; 
and the second one is a well-differentiated T1N0 perianal 
SCC with a surgical margin of >1cm (2).

In this study, we present a case of SCC with anal margin 
localization on the background of condyloma acuminata 
which is a rare tumor and we successfully treated with 
local excision.

CASE REPORT
A 65-year-old widower male patient presented to our 
clinic with complaints of constipation and itching in 

the anal region for about 2 years, and recently minimal 
bleeding that caused contamination in his underwear. 
His medical history included hypertension and type 2 
diabetes mellitus. There was no history of abdominal or 
anorectal disease. Physical examination revealed a 5x4 
cm ulceration on the left lateral surface of the perianal 
region with an anal margin localization on the ulceration 
floor and an irregularly mass of approximately 5 mm in 
diameter that was not associated with the anal canal 
mucosa (Figure 1). No pathology was detected in the 
digital examination along the anal canal. Incisional 
biopsies were taken from the mass and histopathological 
evaluation was performed. The result was reported as a 
well-differentiated SCC developed on the background of 
condyloma acuminata. On immunohistochemistry, the 
specimen stained positive for pancytokeratin and Ki67 
%45. 

Serum polymerase chain reaction test revealed HPV-DNA 
type 16 positive. No pathological findings were detected in 
the procto-sigmoidoscopic evaluation. Perianal superficial 
ultrasonography (USG) and pelvic magnetic resonance 
(MR) evaluation showed that the mass was confined to 
subcutaneous fatty tissue and did not invade the anal 
sphincter or anal canal. Bilateral superficial inguinal 
USG and pelvic MRI showed reactive lymph nodes with 
the largest diameter of 11 mm in the left inguinal region. 
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(Figure 2). PET-CT showed no hypermetabolic activity in 
inguinal or iliac lymph nodes, anal canal or distant organs. 
Fine needle aspiration biopsy of left inguinal lymph node 
was reported as benign cytology.

Figure 1: A: T1N0 SCC tumor with anal margin localization on the 
background of condyloma acuminata causing skin ulceration. B: 
Specimen image after resection of tumor mass with condyloma 
acuminata lesion. In order to obtain a negative surgical margin, the 
resection margins in the anal canal were extended to the dentate line. 
C: The skin defect was repaired by sliding the flap with V-Y plasty. 
Flap suturing was performed to the dentate line in the anal canal. D: 
Postoperative 6th month operation site.

Figure 2. Pelvic MRI. The tumor with anal margin localization is not 
associated with internal and external sphincters. In the right inguinal 
superficial region, several lymph nodes with benign character can be 
seen.

According to AJCC 8th editon data, the patient was 
accepted as T1N0 and planned to undergo surgery (3). 

Only preoperative fleet enema and antibiotic prophylaxis 
was performed before the surgery. The patient underwent 
surgery in the lithotomy position under general anesthesia. 
Mass resection and repair of the skin defect with V-Y 
plasty were planned as surgical procedures. With a “V” 
incision, perianal skin excised including ulcers taking into 
account tumor-free borders of at least 1 cm and anoderm 
was excised to the dentate line along the anal canal of the 
tumor site. The flap was slid medially and anastomosed to 
the dentate line, and the incisions were sutured to form a 
Y-shaped suture line. There were no complications in the 
early and postoperative periods. Oral feeding was started 
at the same day of surgery and he was discharged on the 
4th day by prescribing topical trichloroacetic acid for the 
treatment of remaining condyloma foci after surgery in the 
perianal region.

Specimen histopathology was reported as a well-
differentiated T1 stage SCC developed on the ground of 
condyloma acumunita with the nearest 12mm surgical 
margins. The patient was presented to the oncology council 
with his current findings. The decision of the council did 
not require chemoradiotherapy and a follow-up decision 
was taken. In the outpatient clinic controls there was no 
local recurrence, anal stenosis or gas / fecal incontinence 
during late follow-up. In the 6th month control superficial 
USG and pelvic MRI findings, no pathologic inguinal and 
iliac lymph nodes were detected. The patient is being 
followed up.

There was no colorectal-anal region cancer history or 
diagnosed with condyloma in the first or second-degree 
relatives of the patient. The patient had no sexual partner 
at the diagnosis or during the treatment period of the 
disease. So, HPV screening was not done in any of family 
members.

All procedures performed in this case report involving 
human participants were in accordance with the 1964 
Helsinki declaration and its later amendments or 
comparable ethical standards. In this study, clinical data 
and surgical images of the patient were shared with the 
informed consent of the patient.

DISCUSSION
Squamous cell carcinoma (SCC) located in the anal canal 
or perianal region is very rare and it is seen in 2.7% of 
all gastrointestinal system tumors and the incidence 
increases by 2.9% every year according to SEER data (4). 
It is 1.5 times higher in women than in men (5). Factors 
such as Human Papilloma Virus (HPV) type 16 and 18 
infection, homosexual activity, history of cervical/vulvar/
vaginal cancer, immunosuppression after solid organ 
transplantation, HIV infection, hematologic malignancies 
and smoking have been shown in etiopathogenesis (6). 
Many studies have shown a particularly strong association 
with HPV infection. In the current literature data, the 
prevalence of HPV-16/18 in anal carcinoma patients was 
found to be 86-97% (7).

Prognosis of anal region SCC is associated with tumor 
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size and lymph node metastasis. According to the SEER 
database, only 50% of anal carcinomas were found to be 
confined to the anal region at the time of initial diagnosis, 
with a 5-year survival of 80%. Approximately 29% of 
patients also have regional lymph node metastasis at the 
time of diagnosis, with a 5-year survival rate of about 60%. 
In 12% of patients, distant metastasis is also detected at 
the time of diagnosis, with a 5-year survival rate of 30.5% 
(8). Non-pelvic metastases are frequently found in the 
liver, lung and extra-pelvic lymph nodes (9).

Pelvic MRI may be used to evaluate the size of the tumor, 
depth of invasion, relationship with anal sphincters, 
lymphatic metastasis, and abdominal / thoracic CT 
imaging may be used for distant metastasis evaluation 
(10).

Although HPV 16/18 infection is known to be particularly 
associated with cervix cancer, it has also been shown 
to be involved in the etiopathogenesis of anal cancers. 
In a systematic review conducted by Hoots BE et al., the 
incidence of HPV infection was 71% in all invasive anal 
cancers, and 72% of these cases had HPV types 16 and 18 
(11). These findings suggest that HPV immunization may 
reduce the incidence of invasive anal carcinoma. Palefsky 
JM et al in a study evaluating the effects of HPV vaccine 
in homosexual men, revealed to reduce the prevalence of 
invasive anal cancers (12).

Nowadays, chemoradiotherapy has taken the place of 
surgery as the initial treatment considering the effects and 
morbidities on overall survey and disease-free survival in 
anal region cancers. The preferred chemotherapy protocol 
in combination with radiotherapy is mitomycin / 5-FU or 
mitomycin / capecitabine (13). However, in a retrospective 
study performed by Chai CY et al., National Cancer Data 
Base, 2243 well-differentiated T1N0 invasive perianal 
cancer cases showed no significant difference between the 
5-year overall surveys of the patients who had undergone 
surgery or chemotherapy as the initial treatment (85.3% 
for local excision; 86, 8% for chemoradiotherapy) (14). 
When treatment alternatives were compared, it was found 
that patients treated with local excision were less costly 
(15).

CONCLUSION
In conclusion, well differentiated superficial invasive 
anal carcinomas can be successfully treated by local 
excision. HPV infection has a profound effect on the 
etiopathogenesis of anal region cancer and the incidence 
of the disease can be reduced by HPV immunization.
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