
 

            International Journal of Otorhinolaryngology and Head and Neck Surgery | March-April 2018 | Vol 4 | Issue 2    Page 597 

International Journal of Otorhinolaryngology and Head and Neck Surgery 

Ravi D et al. Int J Otorhinolaryngol Head Neck Surg. 2018 Mar;4(2):597-599 

http://www.ijorl.com pISSN 2454-5929 | eISSN 2454-5937 

Case Report 

Classical presentation of Ackerman’s tumour of tongue: a case report 

Ravi D., Hanumanth Prasad M., Madhuri M. Gudikote*, Balaji N. K., Sowmya T. R.  

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Verrucous Carcinoma (VC) or Ackerman’s tumour is a 

controversial manifestation of well differentiated 

Squamous Cell Carcinoma (SCC). It is known to occur 

most commonly in the oral cavity which accounts to 2-

12%.1 Higher incidence of mucosal verrucous carcinoma 

of the head and neck region has been found to occur in 

those who use both inhaled and smokeless tobacco. Betel 

nut chewing and poor dental hygiene have also been 

considered as risk factors in the development of 

verrucous carcinoma in this region. Verrucoid or warty 

appearing lesions also have human papilloma virus 

(HPV) as one of the etiological factor.2 

Verrucous carcinoma is described as a warty and 

exophytic lesion that arises from a broad base. It has a 

superficial spreading growth, but can be deeply 

infiltrative extending into muscle, cartilage or bone. 

Histologically, verrucous carcinoma lacks significant 

atypia and is characterized by blunt incursions and an 

expansile advancing margin sometimes showing brisk 

lymphocytic response.  

Incisional biopsy diagnosis of verrucous carcinoma is 

problematic as it may be indistinguishable from benign 

squamo-proliferative lesions on superficial or limited 

volume material.1 

Controversy has persisted regarding the appropriate 

treatment for verrucous carcinoma since the time it was 

first reported by Ackerman in 1948. Most investigators 

have suggested surgical excision as the treatment of 

choice.2 

CASE REPORT 

A 30 year old gentleman with history of Tobacco 

chewing presented to our out-patient department with 

history of swelling in the left side of tongue since 3 

months. It was insidious in onset and gradually 

progressive in size.  

On examination a warty exophytic lesion was seen in the 

left side of dorsum and left lateral border of tongue 

measuring 3×3 cms, hard in consistency, fixed to tongue 

and non-tender.  
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Figure 1 (A-C): Images showing the lesion over the dorsum and left lateral border of the tongue. 

 

Rest of the examination of oral cavity was normal. 

No palpable lymph nodes in the neck. 

An Incisional biopsy was done which was suggestive of 

benign squamous papilloma. Plain CT scan of neck was 

done which was normal. 

Patient was planned for wide local excision under general 

anesthesia. Wide local excision was done followed by 

primary closure. Post-operative period was uneventful. 

Excised mass was sent for histopathological evaluation. 

  

Figure 2: Intraoperative image showing sutured 

wound. 

  

Figure 3: Surgical specimen showing a cauliflower 

like mass. 

Histopathology revealed tumour of squamoid nature, with 

marked acanthosis, hyperkeratosis and elongation of rete 

ridges. Tumour cells showed large vesicular nuclei with 

nucleoli. The dermis showed marked lymphocytic 

infiltrates beneath the rete ridges. Features suggestive of 

well differentiated squamous cell carcinoma.  

  

Figure 4: Microscopic picture showing features of well 

differentiated squamous cell carcinoma. A= Low 

power magnification; B= High power magnification. 

Patient is on regular follow up every 3 months and is 

disease free till date. 

 

Figure 5: Postoperative image at 6 months showing 

healed wound. 

DISCUSSION 

Verrucous carcinoma (VC) is an uncommon variant of 
squamous cell carcinoma. It is characterised by 
proliferative outgrowing clinical appearance of the tumor. 
It was first described by Ackermann in 1948 and hence 
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the name.3 VC accounts for 2–12 % of the oral cancers 
and is seen more commonly in males above sixth decade 
of life.2,4 

Its slow growth, rare dysplasia and lack of metastasis 
distinguishes it from squamous cell carcinoma5 

Chewing betel nut, tobacco, poor oral hygiene and human 
papilloma virus infection have been implicated as the 
various etiological factors in the causation of verrucous 
carcinoma.6 

Histopathologically, verrucous carcinoma has a 
deceptively benign microscopic appearance. It is 
characterized by wide and elongated rete ridges that 
appear to push into the underlying connective tissue. 
Abundant keratin production, papillary surface and 
parakeratin plugs between the surface projections with an 
intense infiltrate of chronic inflammatory cells in the 
connective tissue are seen which is in accordance to the 
histological features of our case. Individual cells are 
rarely dysplastic, thus the pathologist must very careful to 
evaluate the overall histomorphologic configuration of 
the lesion to arrive at a correct diagnosis.5 

Since areas of squamous differentiation are often missed 
even with adequate biopsy, verrucous carcinoma 
becomes an extremely challenging pathological 
diagnosis.4 

Verrucous hyperplasia needs to be distinguished from 
verrucous carcinoma as it is considered as a forerunner of 
verrucous carcinoma, and transition is so consistent that 
the hyperplasia, once diagnosed, should be treated as 
verrucous carcinoma.7 So, patients diagnosed with 
verrucous hyperplasia need to be closely followed up. 
Differential diagnosis can be made histologically, but a 
biopsy specimen should be sufficient for correct 
diagnosis. Verrucous hyperplasia is generally superficial 
to normal epithelium, whereas verrucous carcinoma 
extends more deeply.8-10 In verrucous carcinoma, regional 
lymph nodes are often tender and enlarged because of 
inflammatory involvement which simulates a metastatic 
tumor.11 

Surgery is the treatment of choice. Although an optimal 
disease control can be achieved by surgery only, frequent 
revision is required due to the increased risk of second 
tumours.12 Debate continues regarding the role for 
radiation therapy in management. 

CONCLUSION  

Benign squamo-proliferative lesions are in-
distinguishable from verrucous carcinoma on biopsy from 
limited material. Hence a high index of pathological 

suspicion and good clinical knowledge are prerequisites 
for early diagnosis and management. Verrucous 
carcinoma can also occur in younger age group and hence 
should not be under-evaluated in such cases. 
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