








Vulvar SCC 4% of female genital malignancy (Herr)
Type 16 + 18 (+ 31, 33, 35, 39, 45, 51, 52, 54, 56, 58, 59, 66, 68, 69) HPV 
associated with oncogenesis
HPV DNA found in 50% of vulvar carcinoma
*Could not find “Perunovic 2007”



Need clinical photo of vulvar scc and lichen sclerosus- side by side







**(Garland 2018) + (Jones 1995) claim 87.% of untreated HSIL progress to 
cancer







Penile SCC occurs almost exclusively in uncircumcised men. ... Penile SCC
most commonly presents between the ages of 50 and 70 years. 3. The majority 
of lesions are found on the glans (48%), followed by the prepuce (21%), both 
glans andprepuce (15%), coronal sulcus (6%), and shaft (<2%).



Phimosis (inability to retract foreskin) assoc. w/ chronic infection
Routine neonatal circumcision = lower incidence of penile cancer- but not CIS-
(Israeli Jews lowest incidence 0.3/100,000)









10-20 % of all malignancies
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Squamous cell cancers of the anal canal and perianal region
remain one of the least common malignancies arising
from the alimentary tract. As of 2016, it is estimated
that 8200 new cases of squamous cell cancers of the anus
were diagnosed in the United States, with 1.7 times as
many women as men affected.1 Within this same time period,
≈1100 patients were estimated to have died of anal
cancer, with cancer deaths among women being 1.4 times
the number observed among men. Although squamous



cancers of the anus remain relatively rare GI malignancies,
2 factors have nonetheless focused greater attention



Hx 56y/o woman w/ 1-yr Hx of intermittent pruritus ani
Tx with topical steroid and topical antifungal
1-yr Hx of HPV treated with podophyllin
1yr prior status post hemorrhoidectomy surgery
Presented w/ 2cm macerated plaque
Condyloma b/w vaginal introitus and anus
Bx revealed SCC in situ, ber EP4 + ck7 (-) for EMPD
MMS, full thickness skin graft
Pelvic MRI w/ contrast, evaluated for sphincter and rectal involvement (-); 
colonoscopy showed hypertrophic anal condyloma; ref. for colposcopy
Imiquimod 5% 5x/ wk for 6 wks post-op;
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≈50% of patients with anal cancer present with localized,
node-negative disease, which is associated with high cure
rates; one third of patients will present with node-positive
disease, whereas only 10% to 15% will present with distant
metastases.8 Thus, even without effective preventative
measures, the majority of patients with anal cancer are potentially
curable at the time of diagnosis and treatment.
The multiple risk factors associated with developing
squamous cancers of the anus are well documented and
can be grouped into the 2 broad categories of HPV and
immunosuppression, although there is also an association
between these categories as well. Among the HPV-related
risk factors include lifetime number of sexual partners,9
a history of previous sexually transmitted diseases of any
kind,10 a history of anogenital warts,11 anoreceptive intercourse,
12 and a history of cervical, vaginal, or vulvar
cancer.13 Risk factors related to immunity include a HIV,14 autoimmune disorders 
such as lupus
and sarcoidosis,15 and being the recipient of a solid organ
transplant.16 Female sex3 and cigarette smoking17 are also
associated with developing anal malignancies diagnosis
of HIV,14 autoimmune disorders such as lupus
and sarcoidosis,15 and being the recipient of a solid organ



transplant.16 Female sex3 and cigarette smoking17 are also
associated with developing anal malignancies.
ANATOMIC CONSIDERATIONS AND TERMINOLOGY
The management of anal cancers requires a multidisciplinary
approach, and the unfamiliarity of nonsurgical
disciplines with anorectal anatomy can create ambiguity
in describing the location and the clinical stage of anal
cancers across disciplines. The anal canal, as viewed by



Although anal cancer is not a risk factor for the development
of colon cancer, colorectal neoplasms have been
demonstrated in15% of patients with anal cancer; therefore,
colonoscopy should be performed to rule out synchronous
colorectal neoplasms.88,89
Women should undergo a cervical Pap test, and men
should undergo penile examination to exclude premalignant
or malignant lesions. Although the immunohistochemical
expression of p16 and Ki-67 has been shown to correlate
with the degree of anal intraepithelial neoplasia,89 their role
in the evaluation of anal SCC is still being defined.
Endoscopic and radiologic evaluation should be performed
to help determine tumor extension and assess for
metastatic disease. Grade of Recommendation: Strong
recommendation based on low-quality evidence, 1C.
Biopsy should be performed under direct vision or with
anoscopy. Although anal cancer is not a risk factor for the development
of colon cancer, colorectal neoplasms have been
demonstrated in <15% of patients with anal cancer; therefore,
colonoscopy should be performed to rule out synchronous
colorectal neoplasms.88,89 A CT of the chest, abdomen,
and pelvis with intravenous contrast enhancement should
be performed to evaluate for distant metastatic disease and



lymphadenopathy, including e



CT
of the chest, abdomen, and pelvis annually for 3 years (if
T3–T4 or inguinal node positive).
Surveillance involving digital rectal examination, anoscopy,
and imaging should be continued for 5 years after
completion of CRT. Grade of Recommendation: Strong
recommendation based on moderate-quality evidence, 1B.
After the first evaluation post-CRT, additional surveillance
including digital anorectal examination, anoscopy,
and palpation of inguinal lymph nodes every 3 to 6
months for those in complete remission or every 4 weeks
until remission <6 months is recommended in patients
with evidence of persistent disease.134 Patients with residual
changes require close follow-up and documentation. Surveillance involving digital 
rectal examination, anoscopy,
and imaging should be continued for 5 years after
completion of CRT. Grade of Recommendation: Strong
recommendation based on moderate-quality evidence, 1B.



Postmenopausal women & men >50y/o; (Leelavathi)
Histologically similar to mammary Paget’s disease
Anogenital presentation; apocrine gland-bearing skin
42% of EMPD Pts have non-cutaneous malignancy
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96,480 people/ yr diagnosed with MM (7.5% mortality)

Vulvar BCC <1% of BCCs; <5% of vulvar cancers (Fleury + De Giorgi)
Penile BCC 0.03% of BCCs in men (Roewe)
Perianal BCC 1% of BCCs; 0.2% of anorectal cancer (Bulur)
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Precancerous lesion may become SCC (Khieu)
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Patients typically present with bleeding, a mass, anorectal pain, or a change in bowel 
habits. Occasionally, melanoma is an incidental finding on pathologic evaluation of a 
hemorrhoidectomy or anal polyp specimen. Anorectal melanoma is pigmented in only 
one-third of cases. Most patients present with lesions that are >2 mm thick. Regional 
lymph node involvement is found in approximately 60 percent of patients at 
presentation [1], and distant metastases are present at diagnosis in approximately 30 
percent of cases [95-100].

The initial evaluation of patients with anorectal melanoma should include a 
rectal examination, rectal ultrasound, and CT and/or PET imaging to assess 
for distant metastases.

Anorectal melanoma is excluded from the American Joint Committee on 
Cancer (AJCC) staging system for anal cancers. Retrospective series have 
used a simple system in which localized disease only, regional lymph node 
involvement, and distant metastases are classified as stages I, II, and III, 
respectively [101].

Patients with lymph node metastases or distant metastases at presentation 
have an especially poor prognosis. A review of 183 patients with anorectal 
mucosal melanoma identified in the Surveillance, Epidemiology, and End



Anorectal melanoma is excluded from the American Joint Committee on 

Cancer (AJCC) staging system for anal cancers. Retrospective series have 

used a simple system in which localized disease only, regional lymph node 

involvement, and distant metastases are classified as stages I, II, and III, 

respectively [101].Patients with lymph node metastases or distant metastases 

at presentation have an especially poor prognosis. A review of 183 patients 

with anorectal mucosal melanoma identified in the Surveillance, Epidemiology, 

and End Results (SEER) database found the following [95]:

●

Stage I – median survival, 24 months; 5-year survival, 26.7 percent

●

Stage II – median survival, 17 months; 5-year survival, 9.8 percent



●

Stage III – median survival, 8 months; 5-year survival, 0 percent

Factors that may adversely affect prognosis in patients with localized disease 

include the presence of perineural invasion, tumor size and thickness, and the 

presence of amelanotic melanoma [96,97,102-104].



Stigma, Detection Delay, Patient Education, Clinician Resources, Specialist Referral, 
Uncommon Diagnoses, (Misconceptions + Misdiagnosis)




