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ABSTRACT 

Squamous cell carcinoma of scrotum is not common. It was the first cancer directly associated with a specific occupa-
tion i.e. chimney sweeps. We report a case of squamous cell carcinoma of scrotum developed in a patient of stricture 
urethra with multiple perineal urinary fistulas treated with lay open urethra with buccal mucosal graft. Tobacco exposed 
buccal mucosa graft can act as a carcinogen for scrotal cancer in patients with multiple fistula and poor hygiene. 
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1. Introduction 

We report a case of squamous cell carcinoma of scrotum 
developed in a patient of stricture urethra with multiple 
perineal urinary fistulas treated with lay open urethra with 
onlay buccal mucosal graft. 

2. Case History 

A 45 year old Indian male, tobacco chewer since last 20 
yrs, had presented with Balanitis Xerotica Obliterance chan- 
ges of glans and long segment stricture(5 cm) of anterior 
urethra with multiple (n = 3) urinary fistulae in the peri- 
neum and scrotum following incision and drainage of a 
perineal abscess 4 months back by some general practi-
tioner. Histology of tissue scraping from fistulous tract sho- 
wed chronic inflammation. He was treated in our institu-
tion with excision of fistulous tracts, perineal urethrosto- 
my with lay open of anterior urethra and buccal mucosal 
grafting. Buccal mucosa graft was placed beside the who- 
le length of laid open urethra and its margin was sutured 
to urethral margin. Patient was discharged with future 
plan for tubularization in second stage. 

Patient lost to follow up and presented after six months 
with growth on the right side of scrotum. It was a funga- 
ting ulcero-proliferative growth of 10 cm × 7 cm, arising 
from the lateral margin of the buccal mucosa graft invo- 
lving skin of the right hemiscrotum, fixed to the under-
lying structures, and extending up to the base of penis 
and left hemiscrotum (Figure 1). There were firm, mobi- 
le inguinal lymph nodes (horizontal chain) on the right 
side. 

Hemogloblin was 9 g/dl and rest blood profile was nor-
mal. He was non diabetic and seronegetive for HIV. Bio- 
psy showed well differentiated, keratinizing squamous 
cell carcinoma (Figure 2).Total scrotectomy, placement  

 

 

Figure 1. Scrotal tumor. 
 

 
*Corresponding author. Figure 2. H & E stain squamous cell carcinoma. 
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of testis in medial thigh pouch, with total penectomy and 
a permanent perineal urethrostomy was done. Bloc dis- 
section of bilateral inguinal lymph nodes was done one 
week later, showed mild hyperplastic squamous epithe-
lium. Post operative period was uneventful. 

3. Discussion 

Squamous cell carcinoma of scrotum is not a commonly 
seen malignancy (incidence-1-5/100,000 person/year) [1], 
but it has been a topic of historical interest as it was the 
first cancer directly associated with a specific occupation, 
i.e. chimney sweeps [2]. Other etiological factors include 
exposure to environmental carcinogen like tar, paraffin, 
petroleum products [3] and machine oil [2], chronic irri-
tation secondary to fungal infection and poor hygiene in 
old healed scar of Fournier gangrene [4]; UV rays, HPV- 
6 virus, Psoralene for treatment of psoriasis [5]. Better 
personal hygiene, and the awareness of occupational ex-
posure has led to dramatic decrease in incidence of scro-
tal cancer in US in past 50 yrs [6]. 

Buccal mucosa graft harvested from oral cavity and its 
use as dorsal onlay graft is gold standard procedure for 
management of complicated urethral strictures. It provide 
stable long term result with 25% complications including 
local like fistula, graft infection, necrosis and donor site 
complications like lip scar, transient lip motility impair-
ment [7]. There is no reported incidence of malignancy 
in buccal mucosa graft placed at perineum. 

Our patient was previously suffered from multiple pe- 
rineal fistulas which is consider as important etiological 
factor for carcinoma scrotum although previous histolo- 
gical picture of tissue of fistulous tract showed chronic 
inflammation. 

Buccal mucosa malignancy is very common in tobacco 
chewers. There was no evidence of malignancy in oral 
cavity in this patient when graft was taken. 

It is more likely at least partially related that maligna- 
ncy develop at potential risk places when exposed to more 
than one etiological factors. The patient had the history 
to link with main, contributory risk factor for carcinoma 
scrotum. 

4. Conclusions 

This gave rise to the conjecture that buccal mucosa con-
stantly exposed to tobacco previously, may be the etiolo- 
gical factor in origin of this malignancy. Similarly it may 

be worthwhile to histopathologically examine every graft 
of buccal mucosa (to be used for urethroplasty) in pa-
tients who have long standing history of tobacco chewing 
(which is very common in India). 

We recommend further study to evaluate the prognosis 
of carcinogen exposed structure when we use them as 
graft to other areas. 
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