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ORAL VERRUCOUS HYPERPLASIA OR VERRUCOUS
CARCINOMA - A CASE REPORT & DISCUSSION

Dr. Reesha. K* Dr. Suhas**, Dr. Siya***, Dr. Nivin**** Dr Himanshu Bisht*****

Abstract:

Oral verrucous hyperplasia (OVH) is a premalignant exophytic oral lesion with
predominantly verrucous surface and is considered as a forerunner of verrucous carcinoma.
Clinically they manifest as a solitary, exophytic, white plaque or pink mass of size more than
1 em. Verrucous hyperplasia appears in oral mucosa, sinonasal, and laryngeal mucosa. The
most common site of oral verrucous hyperplasia lesion in various studies has been observed
to be buccal vestibular mucosa, gingiva and alveolar mucosa followed by tongue and floor of
the mouth. The hyperplastic epithelium is superficial to the adjacent normal epithelium in
verrucous hyperplasia; whereas, in verrucous carcinoma, there is a pushing-border invasion
of the hyperplastic epithelium into the underlying connective tissue showing elephant foot
shaped reteridges. A novel entity has been proposed called Barnaculate Carcinoma (BC),
considered as a intermediate stage between Verrucous Hyperplasia (VH) and Verrucous
Carcinoma (VC) and is defined as a bulky, non-invasive epithelial proliferation with
characteristic histologic features, flat surface, and an
intact basement membrane. It resembles VC but lacks the classic invasion or

Here we report a case of verrucous hyperplasia showing
features of transformation to verrucous carcinoma.
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INTRODUCTION or papillary  presentation.  Clinical

presention of the lesion is either a solitary,

Verrucopapillary lesions (VPLs) of the oral exophytic, white plaque or pink mass of

cavity include various disorders like benign,
potentially malignant and frankly malignant
lesions imparting challenges during clinical
and histopathological diagnosis. Oral
verrucous hyperplasia is an exophytic oral
lesion with predominantly verrucous
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size more than 1 cm. Studies show that oral
verrucous hyperplasia co-exist with oral sub
mucous fibrosis. According to Ackerman
and McGravan, verrucous hyperplasia is a
potentially cancerous disease that closely
resemble verrucous carcinoma. Literature
review shows it has the potential to
transform into oral verrucous carcinoma
(OVC) or an oral squamous cell carcinoma
(OSCC).!? Etiological agents proposed
includes smoking or smokeless tobacco, and
human papillomavirus (HPV) infection.’
The absence of induration differentiates oral
verrucous  hyperplasia  (OVH)  from
malignant verrucopapillary neoplasms!?.

The characteristic feature which helps in
differentiating verrucous hyperplasia from
verrucous carcinoma is the location of the



hyperplastic epithelium with respect to
adjacent  normal  epithelium.®  The
hyperplastic epithelium is superficial to the
adjacent normal epithelium in verrucous
hyperplasia;  whereas, in  verrucous
carcinoma, there is a pushing-border
invasion of the hyperplastic epithelium into
the underlying connective tissue.

CASE REPORT

A 60-year-old male patient, reported with
the complaint of white patch over left buccal
mucosa for 6 months. He gave a history of
smoking for more than 30 years along with
chewing. His medical and dental history was
non-contributory. Initial intraoral
examination showed slightly elevated white
lesion on the left buccal mucosa extending
from the mandibular canine area to the
retromolar pad region of 6.5x3cm in size.
The lesion was non scrapable, painless ,
nonindurated and non ulcerated. (Fig 1).
Clinical diagnosis of verrucous leukoplakia
was made and after incision biopsy,
specimen was sent to the Department of
Oral Pathology & Microbiology, Educare
institute of dental sciences. H and E stained
sections  showed  hyperparakeratinised
stratified squamous epithelium with broad
and elongated rete ridges showing pushing
borders slightly below the basement
membrane of adjacent epithelium. The
pushing margins were not prominent.
Superficial epithelial cells in one focal area
showed extensive spongiosis and basal cell
hyperplasia were noted at focal areas. Cleft
like spaces filled with parakeratin were
absent. The epithelium showed features of
mild epithelial dysplasia. Epithelium also
displayed gradual transition from normal to
blunt superficial projections with basement
membrane at the level of normal epithelium
to areas with slight pushing margins.(figure
2). No invasion of epithelial cells into the
connective tissue nor cleft like spaces filled
with parakeratin were noted. Underlying
connective tissue stroma was moderately
collagenous with endothelial cell lined
blood vessels, mild diffuse lymphocytic
infiltration and muscle bundles. ( Figure 3,4)
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Based on the above findings, a diagnosis of
verrucous hyperplasia with areas showing
transformation to verrucous carcinoma was
given.

Wide surgical excision of the lesion
was carried out and the histopathological
findings were also similar to that of
incisional biopsy. Counselling was carried
out to discontinue the tobacco usage and
was advised for a long term follow up.

Figure 1: Photograph of a large exophytic
lesion on the left buccal mucosa during
incisional biopsy procedure.

DISCUSSION

Potentially cancerous oral VPLs encompass
verrucous hyperplasia (VH) and
proliferative verrucous leukoplakia (PVL),
while  malignant  conditions include
verrucous carcinoma, papillary squamous
cell carcinoma, and carcinoma
cuniculatum!®,  Viral-related oral VPLs
consist of more prevalent squamous
papillomas, verruca vulgaris and
condylomas. Benign VPLs usually measure
less than 10mm in maximum dimension and
present little diagnostic difficulty . Oral
VPLs associated with Human Papilloma
Virus (HPV) infection that are equal to or
larger than 10mm exhibit a high risk for



malignant  transformation.® The most
common site of the verrucous hyperplasia
lesion in various studies has been observed
to be buccal vestibular mucosa, gingiva and
alveolar mucosa followed by tongue and
floor of the mouth.>68

In the current case, lesion was larger and it
was noted on the left buccal mucosa.
Involvement of HPV was not analyzed but
after 8 months of follow up there is no
recurrence of the lesion.

Two histological patterns of  verrucous
hyperplasia has been described by Shear &
Pindborg, including the “sharp” variety
characterised by long, narrow, heavily
keratinized verrucous processes and the
“blunt”  variety showing  verrucous
processes that are broader and flatter and
not heavily keratinized”'?.  Authors also
reported that sharp variety has probably
been referred as verrucous leukoplakia by a
number of researchers due to white color of
the lesion. Sharp variety showed
hyperorthokeratinization and
parakeratinization was predominant in blunt
variety. The clinical and histological
appearance of the present case is consistent
with the blunt variety of Shear and
Pindborgs classification.

Wang et al. later reclassified verrucous
hyperplasia as plaque-type and mass-type.
The lesions classified as plaque-type
verrucous hyperplasia exhibited horizontally
extending epithelial hyperplasia, resulting in
a slightly raised plaque-like formation
characterized by a verrucous surface. In
contrast, the later lesions were identified as
single or multiple epithelial growth masses
with minimal connective tissue cores, also
displaying a verrucous surface.”* According
to existing literature, the plaque-type lesions
were clinically observed as  whitish
verrucous plaques, while the mass-type
lesions were noted to have a whitish pink
appearance. Differentiator between the two
subtypes is a surface keratin layer of 40
microns thickness. Lesions exhibiting a
verrucous surface with epithelial growth
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showing minimal connective tissue cores
and a surface keratin thick ness of <40
microns were designated as the mass type.
The latter lesions exhibit a verrucous texture,
epithelial hyperplasia, and a surface keratin
thickness exceeding 40 microns.

Figure 2: (10X magnification)

Figure 3: (10X magnification)



Figure 4: (40X magnification)

Etiological agents responsible for oral
verrucous hyperplasia includes tobacco in
any form®. In our case also, the patient was a
chronic tobacco user.

Verrucous carcinoma (VC), a
variant of well-differentiated SCC, was
characterized by Ackerman in 1948 as a
diagnostically complex squamous cell
neoplasia affecting the lip, oropharyngeal,
and laryngeal mucosa.>'! OVH is entirely

superficial to the adjacent normal epithelium.

On the other hand OVC shows a downward
growth pattern which retracts into the
underlying connective tissue. The present
case also shows focal areas of endophytic
epithelial proliferation slightly beyond the
adjacent epithelium. However cleft like
spaces filled with parakeratin are absent
which is one of the feature for the diagnosis
of verrucous carcinoma although some
believe that these feature are not essential.

Utilizing immunohistochemical
stains can be helpful in identifying the two
entities and may serve as a useful diagnostic
adjunct in difficult cases.The
immunostaining pattern of Ki67 reveals
positivity in both basal and suprabasal
layers in VH, whereas a more widespread
expression was observed in VC. Other
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biomarkers such as P53, EGFR, MMP, E-
cadherin, P21, MDM2 have been studied
with varying results in differentiating VH
and VC. Increased expression of C-erb B-3
protein was considered as an index of

malignancy  during progression from
Verrucous Hyperplasia to  Verrucous
Carcinoma and Squamous cell

carcinoma.’!2 No markers were used in this
case.

Proliferative verrucous leukoplakia (PVL) is
clinically a non-homogeneous leukoplakia
with the highest malignant potential seen
predominantly in females and non smokers.
Hansen et al. indicate that it presents a range
of histological stages, which include normal
mucosa, hyperkeratosis, Verrucous
hyperplasia, verrucous carcinoma, papillary
squamous cell carcinoma, and less
differentiated squamous cell carcinoma'-.

Recently, Thomson et al. noted that
in addition to VC and SCC exhibiting
papillary architecture, there are other
epithelial proliferations that create the
appearance of a barnacle adhered to a
surface. which he introduced as Barnaculate
carcinoma (BC)'2. Author discusses the
histology as the epithelium showing a
significantly voluminous proliferation with
acanthotic, endophytic-appearing columns
that  exhibit complex folding and
invaginations, that may or may not extend
below the level of the adjacent epithelium
but lack exophytic verruciform or “church-
spire” type keratosis ( Figure 5). Although
BC has not been recognized in the latest
WHO 2022 classification of Head and Neck
Tumours, it represents a unique subset
specific to PVL . The delineation of BC may
refine diagnosis and treatment,
distinguishing it from VH and VC since it
has limited mortality rate and nodal
metastasis. However, further studies are

warranted to validate its Dbiological
behaviour and determine therapeutic
protocols.

Verrucous hyperplasia is an innocuous
white lesion and the transition to carcinoma



is so consistent that hyperplasia once
diagnosed must be treated like verrucous
carcinoma including a wide surgical
excision of the primary verrucous lesion
alongwith  sufficient removal  of
surrounding  mucosal and  soft-tissue
margin'!. It is recommended that these
patients be closely followed owing to the
high probability of recurrence of such
lesions and also high tendency towards
malignant transition®!2 .

Other modalities of treatment which
have been described for the management of
such lesions according to various literature
include radiation therapy, chemotherapy,
cryotherapy, laser therapy, photodynamic
therapy, and treatment with recombinant
alpha—interferon. The best course of action
for the primary lesion , however , is surgical
excision®’. The malignant transformation
rate of verrucous hyperplasia has been
documented as ranging from 3.1% and 20%
to as high 70.3 in various studies. The
recurrence of oral verrucous hyperplasia is

Figure 5 ( Krishna et al )?
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about 26% with a follow-up period of 92.5
months.

CONCLUSION
Oral verrucous hyperplasia should be
differentiated from other benign and

malignant verrucopapillary lesions of oral
cavity like verrucous carcinoma. With the
recent advances and research new entities
being reported like Barnaculate carcinoma
which masquerades verrucous hyperplasia,
the diagnosis become more difficult. Timely
biopsy, adequate management and a long
term follow up defines the prognosis of such
wide variety of verrucous lesions.
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