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Multiple cutaneous horns due to 
discoid lupus erythematosus

Sir,
A 9‑year‑old boy presented with multiple 
asymptomatic horny projections on the skin 
for 3  years. The lesions first appeared as small 
erythematous papules which increased in size and 
developed a hyperkeratotic mass on the surface 
in due course. New lesions kept appearing and 
followed the same course. There was no history 
of photosensitivity or any features suggestive 
of systemic involvement. None of his family 
members was affected with a similar condition. 
Examination revealed multiple grouped cutaneous 
horns appearing like “mountain range” of various 
sizes (ranging from 3 mm to 2 cm in height) present 
all over the body, except on the palms and soles. 
Multiple smaller cutaneous horns were noticed on 
the upper lip  [Figure  1]; the oral cavity and other 
mucosal surfaces were spared. A few small lesions 
were noted on the scalp too; however, there was 
no hair loss. Nails were unremarkable. Apart from 
cutaneous horns, mucocutaneous examination was 
remarkable for well‑defined erythematous scaly 
plaques with areas of atrophy and depigmented 
atrophic lesions. Systemic examination was 
non‑contributory. Considering the morphology, 
a diagnosis of generalized discoid lupus 
erythematous  (DLE) was considered. A  sample for 
histopathological examination was collected from 
the base after shave excision  of a horn on the face. 
Follicular plugging, epidermal atrophy, vacuolar 

alteration of the basal cell layer, pigmentary 
incontinence, and lymphocytic infiltration in a 
perivascular, periappendageal, and subepidermal 
location were observed, thus confirming the 
diagnosis of DLE. Complete blood count, basic 
metabolic panel, hepatic function profile, and 
urinalysis did not reveal any abnormality. 
Anti‑nuclear antibody  (ANA) was detected, albeit 
in low titer (1:160). Anti‑double‑stranded DNA was 
not detected. A  final diagnosis of generalized DLE 
with cutaneous horns was made. All the horns were 
removed by shave excision. Mometasone  cream 
and sunscreen was advised to control DLE lesions, 
and the response was satisfactory. The boy is under 
regular follow up and apart from new DLE lesions, 
no serious morbidity has been observed.

A cutaneous horn  (cornu cutaneum) is a conical 
protrusion from the skin surface consisting of 
cornified material organized in the shape of an animal 
horn.[1] It is a clinical diagnosis and these horns can 
be derived from a variety of benign (verruca vulgaris, 
molluscum contagiosum, leishmaniasis, seborrheic 
keratosis, epidermal nevus, trichilemmal cyst, etc.), 
pre‑malignant (actinic keratosis and Bowen’s disease), 
or malignant  (squamous cell carcinoma and less 
commonly, basal cell carcinoma) conditions.[2] The 
important issue is not the horn itself, which is keratin, 
but the underlying condition, which may be benign 
or malignant. DLE has rarely been associated with a 
horn and we found only a few previous case reports in 
English literature.[2,3]

DLE has been classified as chronic cutaneous 
lupus erythematosus by Gilliam. DLE lesions 
often are localized to the face, nose, and ears but 
may also be generalized. A  small subset  (5-10%) 
of patients with DLE has coexistent systemic 
lupus erythematosus  (SLE). Progression to SLE 
occurs with greater frequency in disseminated or 
generalized DLE and often occurs within 1-3 years 
after diagnosis. The cornerstone of therapy 
includes topical and intralesional glucocorticoids 
and broad‑spectrum sunscreens are recommended 
for all patients. Antimalarial agents, such as 
hydroxychloroquine, are indicated when topical 
or intralesional therapy fails to control skin 
disease. Second‑line therapies include topical and 
systemic retinoids, topical calcineurin inhibitors, 
thalidomide, dapsone, and immunosuppressive 
agents such as azathioprine, methotrexate, and 
mycophenolate mofetil.[4]

Figure 1: Multiple cutaneous horns on scalp and face. Note upper 
lip involvement. An erythematous scaly plaque on central face as 
well as depigmented lesions can be seen
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Langerhans cell histiocytosis with 
widespread ulcers and masses 
on the palate

Sir,
Langerhans cell histiocytosis (LCH) is a rare disease 
characterized by abnormal proliferation of Langerhans 
cells in various organs. The etiopathogenesis of 
LCH is unknown.[1] It can present with both local 
and systemic manifestations involving bone, skin 
and mucosal tissue, and can also involve internal 
organs. LCH was previously classified into three 
clinical forms: Letterer‑Siwe disease  (subacute or 
acute disseminated form), Hand‑Schüller‑Christian 
disease (disseminated chronic form) and eosinophilic 
granuloma  (localized chronic form).[2] Oral lesions 
may be the first sign of LCH, and sometimes the oral 
cavity may be the only area affected.[2,3] In this report, 
we describe a case of LCH with widespread ulcers 
and masses on the palate as the earliest clinical 
features.

A 21‑month‑old girl presented to our clinic with 
an ulcerated palate for 1  month. She did not have 
any fever or hypothermia, reduced intake of food or 
disturbed sleep. The lesions first appeared as pustules. 
An incision and drainage was performed at a local 
hospital. Her parents sought a second opinion as the 
ulcers showed no sign of healing. The ulcer was found 
to have enlarged in size and almost the entire palate was 
involved. She was otherwise healthy and her parents 
denied any history of oral trauma, insect bites, allergies, 
or systemic diseases.

Oral examination revealed widespread ulcers 
and masses on the palate and maxillary palatal 
gingiva without detectable teeth mobility and 
lymphadenopathy  [Figure  1]. There was no 
cutaneous involvement. No systemic lesions were 
detected by physical examination, chest and skull 
radiographs. Maxillofacial cone‑beam computed 
tomography  (CBCT)  showed bony destruction of the 
left orbital plate and maxilla in a pattern suggestive of 
Langerhans cell histiocytosis. Hematoxylin and eosin 
staining of the palatal biopsy performed in our hospital 
revealed a diffuse infiltrate of round and oval cells 
with kidney‑shaped nuclei. Immunohistochemical 
studies of the specimen showed positive staining with 
CD1a, S100 and langerin, supporting the diagnosis of 
Langerhans cell histiocytosis [Figure 2a‑e].

She was transferred to the hematology department 
immediately. The ulcers healed and masses in the palate 
gradually resolved after chemotherapy with vincristine, 
0.9  mg, once a week, intravenously and prednisone 
12.5 mg, twice a day, orally for 4 months [Figure 3].

Figure 1: Widespread swelling and masses were detected on the 
palate and maxillary palatal gingiva
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