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Verrucous carcinoma also known as Ackerman’s tumour is a variant of well 

differentiated squamous cell carcinoma that affects cutaneous and mucosal 

surfaces. Ackerman’s tumour accounts for 1-10% of cases of Squamous Cell 

Carcinoma in the epithelial lining of oral mucosa and gingiva. It appears as slowly 

enlarging warty, exophytic cauliflower like overgrowth, grey or white in colour and 

is seen commonly in older males.1 Tobacco consumption has been the primary 

aetiology of verrucous carcinoma.2,3 The oncogenic viruses HPV 16 and 18 are also 

implicated in the aetiology of this condition.4 Other etiological factors may include 

smoking, poor hygiene and alcohol abuse. Verrucous carcinoma shows typical 

clinical behaviour being locally invasive. The rate of nodal metastasis is less, neck 

dissection and radiotherapy are the least opted modalities for treatment. The 

treatment of this is usually surgical excision and prognosis is fair. In this paper we 

report a typical gingival presentation of verrucous carcinoma bilaterally along with 

the clinicopathological diagnosis and a review of scientific literature. 

Verrucous carcinoma also known as Ackerman’s tumour is a variant of well 

differentiated squamous cell carcinoma that affects cutaneous and mucosal 

surfaces. It accounts for 1-10% of cases of Squamous Cell Carcinoma in the 

epithelial lining of oral mucosa or gingiva. Tobacco consumption has been the 

primary aetiology of verrucous carcinoma. Other etiological factors may include 

oncogenic viruses HPV 16 and 18, smoking, poor hygiene and alcohol abuse. 

Verrucous carcinoma shows typical clinical behaviour being locally invasive. In this 

paper we report a typical gingival presentation of verrucous carcinoma bilaterally 

in a 40 year old male patient along with the clinicopathological diagnosis, review of 

scientific literature and treatment aspect. 

 

 
 

 

PRE SE NTA TI ON O F CA S E  

 

 

A 40-year-old male patient came to the Department of Periodontology with the chief 

complaint of a growth on left lower back tooth region since 1 year. The patient gave 

history of chewing gutkha 1 packet daily from last 8-9 years. He stopped chewing it 

from last 2 months. The medical history of the patient revealed that he was diabetic 

and was on medication for diabetes since 3 years. There were no extraoral findings 

(non-palpable, non-tender lymph nodes with no swelling present). (Figure 1). 
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Figure 1.  

Extra Oral Image 

 

On clinical examination left lower vestibule area reveals 

an exophytic growth, sessile in nature, mixed red and white 

growth extending from distal surface of 35 to mesial surface 

of 38 present in the region of attached gingiva with a broad 

base, 3 x 1 cm in diameter (Figure 2). 

 

 

 

 

 

 
Figure 2.  
Intra Oral Image 

 

 

The surface appeared irregular, lobulated with small 

rounded projections. It was roughly ovoid in shape. On 

palpation the growth was non-tender and non-palpable with 

non-indurated margins, firm in consistency. It had a rough 

surface and did not bleed on manipulation. Right lower 

buccal vestibule reveals a whitish patch extending from 

mesial of 35 to distal of 37 in the region of attached gingiva 

with a diameter of approximately 2.5 x 1 cm.  

 

 
 

 

CL INI CA L DIA GN O SI S  
 

 

Verrucous Hyperplasia  

 

 
 

 

DIF F ERE NTI AL D IA GN O S IS  

 

 

1. Papilloma 

2. Pseudoepitheliomatous Hyperplasia 

3. Verrucous Hyperplasia 

4. Squamous Cell Carcinoma 

 

 
 

 

PATH OL O GI CA L DI SCU S S ION  
 

 

Patient was advised routine histopathologic examination. 

However, the report was non-contributory. Hence the patient  

was advised incisional biopsy to confirm the diagnosis. 

 

 

Histopathological Features 

Epithelium is stratified squamous and exhibits bullous rete 

ridges. Acanthosis and keratin plugging can be seen. In some 

areas, epithelium exhibits basal cell hyperplasia, nuclear 

hyperchromatism and cellular pleomorphism. Underlying 

connective tissue is minimal and exhibits dense collagen 

fibres, dense inflammatory cell infiltrate, blood vessels, 

extravasated RBCs (Figure 4). All these features are 

suggestive of Verrucous Carcinoma. 

 

 

 

 

 

 

 

 

 

 

 

Figure 4. 

Histopathologic Image 

 

The treatment includes wide excision of the 

carcinomatous lesion including 1 mm of normal marginal 

tissue and reconstruction by buccal fat pad followed by 

intraoral suturing by the department of Oral Surgery and 

anaesthesia. 

 

 
 

 

DI SCU S SI ON  
 

 

The first ever documented evidence of a verrucous carcinoma 

dates back to 1941 when Fridell and Rosenthal reported a 

case of a well differentiated squamous cell carcinoma of the 

oral cavity as “papillary verrucous carcinoma.“ It was 

described by Ackerman in 1948 as a variant of oral carcinoma 

and was subsequently reported from the penis, vulva, 

respiratory mucosa and various cutaneous sites. Most 

commonly it is present on the buccal mucosa or gingiva. It has 

been described as respiratory involving the oral cavity, 

oesophagus and upper respiratory mucosa (corresponding to 

‘oral florid papillomatosis’), genito-gluteal (earlier described 

as Bushcke and Lowenstein tumour) and plantar 

(epithelioma cuniculatum).5 The course of the tumour is 

usually indolent with extensive local destruction of 

tissues.6,7,8 Verrucous carcinoma is a slow growing lesion 

with exophytic growth pattern and predilection for males 

from fourth to sixth decade which becomes locally invasive if 

not treated properly. Rare regional lymph node metastases 

and distant metastases have not been reported9. Betel nut 

chewing, poor dental hygiene and human papillomavirus 

infection have been implicated in the development of 

verrucous carcinoma. In India approximately 7% of the oral 

cancers are verrucous carcinoma.10 
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CONC LU S ION S  

 

Verrucous carcinoma of the oral cavity has varied clinical 

presentation. The rate of malignant transformation to 

squamous cell carcinoma remains high. The mortality of 

verrucous carcinoma is due to local invasion rather than 

metastatic spread, thus patients with verrucous carcinoma 

have a favourable prognosis. 
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