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Case RepoRt
A 50-year-old male patient presented with a complaint of scaly 
lesion over glans penis since 4 years duration. It was initially small 
in size and gradually progressed to attain present size. It was not 
associated with itching or burning sensation. Patient was non-
diabetic and there was no history suggestive of sexually transmitted 
infections. There was no history of bleeding either spontaneously 
or following minor trauma. Patient had undergone circumcision 16 
years back for phimosis. Clinical examination revealed 4 X 3 cm 
thick hyperkeratotic plaque with adherent micaceous scales seen 
over dorsal aspect of glans penis extending into coronal sulcus 
[Table/Fig-1]. On blood investigations, complete blood counts 
and blood glucose level were within normal limit. Serological tests 
for human immunodeficiency virus, hepatitis B and syphilis were 
negative. Incisional biopsy was performed under local anesthesia, 
which on histopathology revealed pseudoepitheliomatous 
hyperplasia, acanthosis, elongation of rete ridges, and nonspecific 
dermal inflammatory cell infiltrates consisting mainly of lymphocytes 
with few eosinophils [Table/Fig-2]. There was no cytological atypia, 
koilocytes or evidence of malignancy. Diagnosis of PKMB was made 
based on clinical and histopathological features. Patient was started 
on daily topical 5-flurouracil. Patient discontinued treatment 5 days 
after initiating therapy.

DisCussion
Pseudoepitheliomatous, keratotic and micaceous balanitis was first 
described by Lortat-Jacob and Civatte in 1961 in French literature 

 

[1]. It is a rare, acquired penile disorder affecting glans penis of 
elderly men which is characterized by thick hyperkeratotic plaque 
with micaceous scaling often leading to phimosis [2]. Most patients 
are over the age of 60 and frequently have been circumcised 
for phimosis in adult life [3]. It is often asymptomatic but may be 
associated with irritation or burning sensation [4].

It is thought to be a form of pyodermatitis or pseudoepitheliomatous 
response to infection whose exact aetiopathogenesis is not known 
[1]. The pathogenesis of PKMB occurs in four stages: a) initial 
plaque stage; b) late tumour stage; c) verrucous carcinoma; and d) 
transformation to squamous cell carcinoma [3]. It shows considerable 
overlap with verrucous carcinoma though being an integral part 
[4]. Reports have shown its progression to invasive squamous cell 
carcinoma in few cases [5]. To best of our knowledge, till date only 
less than 10 cases have been reported from Indian subcontinent. 
[1-4,6-8].

There is a well-known association between PKMB and circumcision. 
Our patient developed PKMB after 16 years of circumcision. In 
most of the uncircumcised elderly patients circumcision is indicated 
when phimosis supervenes [9], but many developed PKMB after 
circumcision which was carried out in later life [10]. So, whether 
circumcision is the cause or effect of PKMB needs to be clarified. 

Classical histopathological examination reveals hyperkeratosis, 
parakeratosis, acanthosis, and elongated rete ridges and mild lower 
epidermal dysplasia, with non-specific dermal inflammatory infiltrates 
of eosinophils and lymphocytes [11]. PKMB shows considerable 
overlap with verrucous carcinoma though being an integral part 
[12,13]. Some authors considered it as a variant of lichen sclerosus 
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aBstRaCt
Pseudoepitheliomatous, keratotic and micaceous balanitis (KPMB) is a rare condition affecting glans penis of elderly men. It is 
characterized by thick hyperkeratotic plaque with micaceous scaling often leading to phimosis. Here we are reporting a rare case of 
pseudoepitheliomatous, keratotic, and micaceous balanitis in 50-year-old man who has undergone circumcision 16 years back. Till 
date only a handful cases have been reported in world literature.

[table/Fig-1]: Thick hyperkeratotic plaque on glans penis

[table/Fig-2]: Histopathology section showing hyperkeratosis, parakeratosis, 
acanthosis, elongation of rete ridges and nonspecific inflammatory infiltrates in the 
dermis
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[14]. Reports have shown its progression to invasive squamous cell 
carcinoma in few cases [5,15]. Long term follow-up is needed for 
early detection of malignant transformation. 

The treatment of PKMB should be conservative, if there is no 
cytological atypia, which includes topical 5-flurouracil, cryotherapy or 
electrocoagulation. A case reported in India was treated completely 
with 5-flurouracil for 3 weeks and no recurrence was noted after 10 
months of follow up [2]. Surgical excision is the treatment of choice 
if there is any evidence of malignancy [1].

ConClusion
Pseudoepitheliomatous, keratotic, and micaceous balanitis is a rare, 
non-venereal penile disorder. Only few cases have been reported 
from Indian subcontinent. Long term follow-up is needed for early 
detection of malignant transformation.
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