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Introduction
Verrucous Carcinoma (VC), described by L.V. Ackerman in
1948, is extremely rare [1]; it has a high index of local invasiveness.
It represents a variant of Squamous Cell Carcinoma (SCC) about
1-10% of cases of SCC [2]. There is a wide nomenclature it depends
on the location of the lesion and on its clinical presentation [3], for
this reason we have: plantar Carcinoma Cuniculatum (CC), giant
condyloma acuminata of the genital region, verrucous carcinoma
of the oropharynx, papillomatous carcinoma of the skin, epithelioid
tumor, squamous carcinoma of the skin, etc. [4]. We report a rare
case of plantar CC that occurred in our Surgical Department after
five years of follow up.

Case History

A 63 years old man, smoker, suffering from type II diabetes
mellitus in treatment with oral hypoglycemic drugs, essential
arterial hypertension, chronic venous hypertension in the lower

limbs for which he underwent internal saphenectomy surgery two
years before, come whit trophic lesion of the right foot a supposed
result of a previous surgical excision performed in another Hospital
two years earlier result of a previous surgical excision performed
in another Hospital (no histological examination was performed).
On physical examination we appreciated at the plantar level of the
right foot between the first and second metatarsus a trophic lesion,
which was present from two years, it has poorly defined edges with
a healthy and torpid base, the perilesional skin appeared as a vast
area of reddish appearance, partly with an orange peel appearance,
in this area we have identified numerous fistulous tracts (Figure
1) from which frankly purulent and smelly material was secreted
(Figure 2). These fistulous tramites also reached the back of the foot
and the interdigital folds; the cribiform area extended to the arch of
the foot and the most prominent part from the fifth metatarsal to
the sole of the foot.
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d) Histological examination of a sample of skin obtained
through an incisional biopsy showed a squamous carcinoma
with aspects of the cuniculatum form.
e)
f)

Oncological visit.

Dermatological visit.

g) Full-body CT with contrast: at the chest “millimetric
micronodulations in correspondence of the small fissure
and of the left fissure from verosimiliti phlogistic outcomes.
Gallbladder with inhomogeneous content due to the presence
of some calculations. Atheromasia of the abdominal aorta.
Enlarged lymph node in the right obturator site, spherical
symmetry lymph nodes, with loss of typical morphology in the
left and right groin region”.

Table 1: Baseline clinical and laboratory characterization of the
patient.
Clinical Characteristics

Figure 1: Right foot: vast area of reddish appearance in
with it easy to identifie numerous fistulous tracts.

Age (Years)

185

BMI (Kg/m²)

23,4

White blood cells (x10³/µL)

9,8

Body Weight (Kg)

Lymphocytes (x10³/µL)

2,12

Lymphocytes (%)
Monocytes (%)

6,4

274

38,5
4

Total Protein (g/dL)

8,4

Sodium (mmol/L)

140

Ferritin (ng/mL)

346

Potassium (mmol/L)
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0,63

Platelets (x10³/µL)
Iron (mcg/dL)

c)
X-ray of right foot showed morphostructural alterations
of the third, fourth and fifth radii with loss of bone substance
more evident at the fourth radius and marked demineralization
[5].

21,6
13,3

Albumin (g/dL)

b) Culture of purulent material was negative both for
bacteria and for fungus.

71,1

Hemoglobin (g/dL)
Hematocrit (%)

Blood tests showed a non-specific modification (Table 1)

35,9
6,97

Monocytes (x10³/µL)

a)

80

Neutrophil (x10³/µL)
Neutrophil (%)

Diagnostic Procedures

63

Height (cm)
Fever (°C)

Figure 2: Right foot: fistulous tracts from which frankly
purulent and smelly material was secreted.

Baseline (day 1)

Calcium (mg/dL)

C Reactive Protein (mg/dL)

39

5,6
9,8

5,91

Fibrinogen (mg/dL)

656,46

Prothrombin time [PT] Activity (%)

100,2

PT/International Normalized ratio [INR]

1,01

Partial Thromboplastin Time [APTT] (sec)
Antithrombin III [%]
Amylase U/L

27,3
91,7
39

HBsAg

Neg.

Glycemia (mg/dL)

148

HCVAB

Neg.
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Treatment and Histological Findings

Conclusion

Treatment was surgery consisting of amputation of forefoot
at the level of the Chopard mediotarsic articulation and bilateral
inguinal lymphadenectomy, healing occurred due to second
intension. The result of the histological examination was squamous
carcinoma, cuniculatum and infiltrating form. The soft tissues of the
proximal margin was free from injury, the bone margin subjected
to decalcification was free of injury. Lymph nodes appear to be
affected by reactive hyperplasia and partial adipose metaplasia.

Plantar carcinoma cuniculatum is extremely rare, the diagnosis
often occurs late when, due to the clinical presentation, the only
effective therapy is a vast surgical curettage or a partial or radical
amputation of the foot. Long-term prognosis is excellent if there
are no excessive diagnostic delay, healing rates reach 99%. Patients
should be reviewed annually for the risk of recurrence.

Outcome and Follow-up

On the seventh day of admission the improvement in her
clinical condition was evident. Therefore, based on this, he was
discharged home in stable condition on the 7th day. At discharge, an
oral antibiotic (Amoxicillin + Clavulanic acid 850 + 150 mg, every
12 hours) and surgical dressings every two days was prescribed for
seven days. Periodic clinical checks were made for 4 months until
the complete healing of the surgical wound occurred by second
intention. He practiced a total body CT scan at 12 months and at 24
months and clinical monitoring every year for 5 years. After 5 years
of follow up there was no clinical recurrence of the disease.

Discussion

Carcinoma Cuniculatum (CC) is a subtype of a low-grade
squamous cell carcinoma SCC [6-10].The pathogenesis of these
lesions is not fully understood [7], there seems to be an association
with CC has a higher incidence in males between the 4th and 6th
decades of life [11]. It has a chronic clinical course, evolving from a
small focal lesion to a broad, fungiform and deep penetrating mass.
Its slow growth during the initial phase is responsible for delays in
diagnosis from eight to 15 years a7. Clinically, there is an exophytic
or endophytic neoformation, ulcerated or not, with numerous
fistulous passages from which debris of purulent and malodorous
keratin originate in various anatomical sites [12]. The clinic should
guide the diagnosis, but it is based on the histo-pathological results
[13]. Clinically among the possible differential diagnoses, there are
viral warts, pseudo-carcinomatous hyperplasia and deep mycoses
[14]. Histologically it looks similar to plantar warts [15], there
are well differentiated pale keratinocytes and there is a marked
ipercheratosis and papillomatosis, there may be the formation
of corneal pearls. Neoplastic branches can extend deep into the
dermis and subcutaneously, forming intraepidermal abscesses
filled with keratin and sinusoids connected to the epidermal
surface called rabbit burrow [16]. The recommended treatment is
the wide local excision, although the margins are often not clearly
delimited during the intraoperative phase so that the exision must
be wider, there is no agreement about lymphadenectomy [17]. The
other therapeutic options are topical chemotherapy, cryotherapy
and laser therapy, but they are indicated when the diagnosis is
early and but they are burdened by a high rate of recurrences.
Radiotherapy does not seem effective. Risk of recurrence is due to
its local invasiveness [18], to inappropriate non surgical therapy
and to a non radical surgical therapy [19].
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