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Introduction

A 76-year-old gentleman was referred with a history 

of progressively worsening ulcer on the left side of his 

scrotum of 6 months duration. He denied any history 

of trauma to the scrotum and there was no exposure to 

industrial irritants noted.

Examination revealed a fungating ulcer with everted 

edges mainly at the left side of scrotum encroaching 

slightly the base of the penis and to the right side of 

the median raphe. There was also bilateral fixed and 

matted inguinal lymphadenopathy.

His laboratory tests were within normal limits. Wedge 

biopsy of the lesion showed a moderately differentiated 

SCC. A computed tomography (CT) imaging scan and a 

Magnetic Resonance Imaging (MRI) for staging revealed 

a well localized lesion in the scrotum with bilateral 

inguinal lymphadenopathy and with no evidence of 

other distant metastasis (Figure 1).

The patient was subjected to a wide local excision 

of the tumour with scrotal skin flap reconstruction. 

Histopathology revealed a well-differentiated SCC with 

no lymphovascular permeation and surgical margins 

were noted to be free of tumour. He then underwent 

and completed three cycles of chemotherapy with 

carboplatin and 5-Fluorouracil (5-FU) regime in view of 

the matted bilateral inguinal lymphadenopathy. Post 

Chemotherapy, he underwent bilateral radical inguinal 

lymphadenectomy for the persistent lymphadenopathy 

and the histopathology confirmed no spread to the 

lymph nodes (10 and 28 lymph nodes on the right and 

left respectively) except for the skin nodule overlying 

the left nodes.

This gentleman has not presented with any evidence of 

recurrence or metastasis in the last two years of follow-

up, both clinically and on imaging.

Discussion

Malignant tumour of the scrotum is a very rare condition 

worldwide. The SCC of the scrotum is the commonest 

of the various neoplasm of the scrotum like Basal Cell 

Carcinoma, Malignant Melanoma and Paget’s disease 

(3). The incidence of this disease is only about 0.2 to 0.3 

cases per 100,000 men above the age of 35 years (4). 

Age of patients presenting with SCC of scrotum usually 

ranges from 50 to 60 years old (5). 

As in most cutaneous lesions, they usually seek medical 

advice about 12 months after the onset of the ulcer 

because of extensive usage of topical treatment (6). 

This delay could lead to a more advanced stage at the 

time of diagnosis.
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Ipsilateral inguinal lymphadenopathy is usually 

noted in about 40% to 50% of patients and only half 

of them i.e 25% have proven metastasis to the lymph 

nodes (6).

Staging of the disease can be done with CT scan, 

although it is not a reliable modality to differentiate 

between inflammatory and metastatic lymph nodes 

(3). MRI is rapidly emerging as a reliable tool for this 

purpose (7). Currently used staging system for SCC of 

the scrotum is shown in Table 1.

Figure 1: Staging system for Scrotal Carcinoma (6)

Stage Description

A1 Localised to scrotal wall

A2 Locally extensive tumour invading adjacent 
structures (testis, spermatic cord, penis, pubis, 
perineum)

B Metastaticdisease involving inguinal luph nodes 
only

C Metastatic disease involving pelvic lymph nodes 
without evidence of distant spread

D Metastatic disease beyond the pelvic lymph 
nodes involving distant organs

Upon confirmation of the diagnosis by biopsy of the 

scrotal lesion, the treatment of choice is a wide local 

excision with a margin of 2 cm and the defect is closed 

primarily or with split-thickness skin grafting if necessary 

(3). Lymph node management is controversial—

unilateral versus bilateral lymphadenectomy and the 

timing of lymphadenectomy (prophylactic versus 

delayed). The need for radical inguinal lymph node 

dissection is debatable as only 25% of cases show 

evidence of metastasis as compared to the morbidity 

of the procedure. Therefore, it is recommended 

that lymph node dissection be undertaken in 

cases with proven metastasis i.e Sentinel node biopsy 

positive (3). Sentinel biopsy as described by Cabanas 

in 1977 (8) for penile cancer is no more recommended 

due to high false negative rates (25%, range 9-50%) 

(9). Similarly, we feel that sentinel biopsy for scrotal 

squamous cell carcinoma should not be done and 

a better alternative would be a modified radical 

inguinal lymphadenectomy. Our patient was noted 

to present with bilateral fixed and matted inguinal 

lymphadenopathy which would have complicated 

any attempt of an inguinal lymph node dissection. 

Therefore, a course of chemotherapy was given. 

Clinical improvement of the lymph node status was 

noted but in view of the persistence, it was then 

decided that the patient should undergo a left radical 

Figure 1: CT scan showing enlarged Bilateral Inguinal lymph nodes

CASE REPORT   JUMMEC 2010: 13(1)



61

CASE REPORT   JUMMEC 2010: 13(1)

lymphadenectomy plus a right modified inguinal 

lymphadenectomy. To the patient’s advantage, 

it was found in the histopathology that the 

lymph nodes had no evidence of metastasis and 

the operation itself was less morbid. Therefore, 

we propose the following algorithm (Figure 2) be 

used in the management of biopsy proven SCC of 

scrotum.

Radiation therapy is not effective in this condition 

and is reserved only for those with incomplete 

surgical resection and in patients who are unfit 

to undergo surgery (10). Chemotherapy has been 

reported to be quite successful in preventing the 

spread and recurrence of the disease. Reports 

showed good success in a couple of patients using 

bleomycin. However, these patients had low grade 

disease (11). Combination therapy of methotrexate, 

bleomycin and cisplatin achieved a 72% response 

rate in patients who had inoperable or metastatic 

squamous cell carcinoma of the male genital 

tract (12). Successful treatment was also reported by 

Hussein et al and Fisher et al by using a combination 

of Cisplatin and 5 Fluorouracil (13 & 14). Although, 

the number of patients was small i.e 29, those treated 

with neo-adjuvant Cisplatin and 5-Fluorouracil for 

fixed or recurrent nodal disease for penile cancer 

showed good response (66%) and in 38% of them, 

resection could be performed (14). Carboplatin 

was used in our patient because of the possible 

toxicity of Cisplatin in geriatric patients. Randomized 

multicenter trials are needed to determine the role 

of chemotherapy in the management of scrotal 

SCC.

Figure 2: Algorithm for management for biospy proven SCC 

FS – Frozen section; LN – Lymph node

Biospy proven SCC Scrotum

Non-palpable LN Fixed/MattedLNPalpable LN

Surveillance ChemotherapyModified LN dissection

Modified LN dissection ** Radical LN dissectionFS negative FS positive

** On ipsilateral side for poor grade 
   primary lesion

Surveillance Radical LN 
dissection

Adjuvant 
Chemotherapy *

* If at least two positive 
LN or extra-capsular nodal 
involvement

Wide Local Excision

OR



62

Prognosis of this condition is poor with many series 

reporting death within 2 years of diagnosis; however, 

the prognosis is related to the stage of the disease 

as reported by Ray and Whitmore (6). Stage A1 has 

a survival rate of more than 75%, Stage B only 44%, 

whereas, Stage C & D has very minimal chance of 

survival (3 & 15).

Conclusion

SCC of the scrotum is a rare but aggressive condition. 

The best prognosis for this disease is achievable 

if diagnosed in early stage where a wide local 

excision with or without radical inguinal lymph node 

dissection and adjuvant chemotherapy could be 

administered. 
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