Letters to the Editor

Squamous cell carcinoma
presenting as a giant cutaneous
horn of the lower lip
Sir,
A 76-year-old Caucasian female was referred to the
dermatology clinic because of an asymptomatic,
solitary lesion located at the vermilion border of her
lower lip near the right oral commissure. The lesion
has been present for several years and gradually
increasing in size reached the final size, from the
base to the tip, of 6.3 cm and 1.9 cm in maximum
circumference. She was a non-smoker with poor oral
hygiene and with no history of significant sunlight
exposure during her life. There was no history of
previous trauma, spontaneous bleeding or ulceration.
Clinical examination revealed an isolated, exophytic,
sessile, hard and well-circumscribed keratinized
lesion arising from the lower lip [Figure 1]. There were
no enlarged regional lymph nodes and she was in
good health with no systemic symptoms. The clinical
diagnosis of cutaneous horn was made. Complete
excision was performed and histopathology revealed
diffuse hyperkeratosis and parakeratosis, consistent
with a cutaneous horn. At the base of lesion, there was
a neoplastic proliferation of atypical keratinocytes with
large hyperchromatic nuclei extending into the dermis
[Figure 2]. Pleomorphism of keratinocytes was mild
to moderate (well-differentiated tumor), with plenty
of mitotic figures [Figure 3]. A diagnosis of invasive
squamous cell carcinoma was made. Imaging and
analytical studies revealed neither bony involvement
nor metastatic disease. No clinical relapse has been
observed after 37 months of follow-up.
Cutaneous horn is a clinical term describing the
characteristic conical shape of compact keratin that
resembles a miniature animal horn. There are no
available figures on the incidence and prevalence
of cutaneous horns. One large histopathological
analysis estimated the frequency to be 0.3-1.3%.[1]
Sun exposure is the most important etiological factor
in the pathogenesis of the cutaneous horn. However,
poor oral hygiene and smoking may have an additional
role in their development on the lips. Cutaneous
horns are characterized by hyperproliferation and
increased cohesiveness of keratin due to unknown
mechanism[2] Clinical diagnosis of the pathology at
the base may be difficult because cutaneous horns
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Figure 1: Clinical images of cutaneous horn on the lower lip, front
view (a) and profile (b). An isolated, exophytic, sessile, hard and
well circumscribed keratinized lesion arising from the lower lip

Figure 2: Histopathological features of the tumor: The exophytic
component of the tumor shows a papillary squamous cell
carcinoma and the invasive component goes into a broad front
in the tissue depth reaching the reticular dermis. It is composed
of larger pale staining keratinocytes with scanty atypia. Many
inflammatory cells (lymphocytes and plasma cells) infiltrate the
papillary and reticular dermis (H and E, ×100)

Figure 3: Histopathological features of the tumor: Pleomorphism
of keratinocytes is mild to moderate (well-differentiated tumor),
with plenty of mitotic figures (H and E, ×200)

may mask numerous conditions producing a low
level of diagnostic accuracy. Therefore, the important
issue is not the horn itself, but rather the nature of
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the underlying disease [Table 1]. Histopathological
examination of the base of the lesion is, therefore,
necessary to rule out cancer.
Risk factors of underlying malignancy include
advanced age, male sex, large base or height-to-base
ratio and location on sun-exposed areas.[1] Hardness
at the base, the length of development, the history
of trauma and the presence of other malignant
lesions favor malignancy.[5] Large cutaneous horns,
particularly giant horns, are considered to be
commonly derived from malignant base.[5]
The reported incidence of cutaneous horns with
premalignant or malignant histological features
varies considerably. In the two largest published
series, which included 634 and 514 patients
with cutaneous horns, 38.9% and 74.6% of cases
respectively were derived from malignant or
premalignant epidermal lesions.[1] Another large
study which included 230 cutaneous horns reported
58% of either premalignant or malignant changes at
their base.[2] True malignancy underlying cutaneous
horns was presented in 16-20% of cases, with
squamous cell carcinoma being the most common
type.[5] Therefore, adequate therapy requires wide
excision with a tumor-free margin of at least 3 mm,
particularly in the facial region where the incidence
of malignancy is higher.[2,5]
This article presents a case of giant cutaneous
horn of the lower lip at an extremely rare location.
There are no validated data on the prevalence and
incidence of cutaneous horns occurring at this
location. A literature review revealed only eight
previous reports.[1-5] In three reports, the cutaneous
horns originated from areas of leukoplakia. In two
cases, the cutaneous horn developed from actinic
keratoses and one each in pyogenic granuloma and
keratoacanthoma. However, there was only one
previous report of malignant transformation at the
base.[4] This case is the longest cutaneous horn of
the lips and the second labial horn infiltrated by
squamous cell carcinoma at its base.
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Table 1: Lesions that potentially can give rise to cutaneous horns
Benign

Premalignant

Malignant

Seborrheic keratosis

Leukoplakia

Squamous cell
carcinoma

Sebaceous adenoma

Actinic keratosis

Basal cell
carcinoma

Lichen simplex
chronicus

Arsenical
keratosis

Paget’s disease

Pyogenic granuloma

Keratoacanthoma

Bowen’s disease

Benign lichenoid
keratosis[2,4]

Adenoacanthoma

Penile verrucous
carcinoma[4]

Histiocytoma

Kaposi’s
sarcoma[1]

Angiokeratoma[4]

Malignant
melanoma[3]

Angioma

Sebaceous
carcinoma

Trichilemmoma

Granular cell
tumor

Benign fibroma[4]

Renal cell
carcinoma

Epidermal inclusion
cyst[4]

Metastatic renal
carcinoma

Trichilemmal horn[4]

Lymphoma

Epidermolytic
acanthoma[4]

Epidermoid
carcinoma

Verrucous epidermal
nevus
Benign pigmented
intadermal nevus
Subepidermal calcified
nodule[4]
Nevus sebaceous of
Jadassohn
Papillary eccrine
adenoma
Prurigo nodularis
Benign epithelial
hyperplasia
Discoid lupus
erythematosus
Infundibular cyst
Inverted follicular
keratosis
Organoid nevus
Psoriasis
Thermal burn scar
Infectious
Viral warts
Molluscum
contagiosum[1]
Condyloma acuminata
Cutaneous
leishmaniasis
Pseudoepitheliomatous
balanitis
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Figure 1: Left groin showing three linear scars with sinus and
crusted plaque and underlying swelling
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Scrofuloderma associated with
tuberculosis verrucosa cutis
Sir,
The prevalence of cutaneous tuberculosis among
various dermatology out-patient departments in
India ranges between 0.1-0.5%.[1] Scrofuloderma is a
frequently encountered form of cutaneous tuberculosis
among children in India, where as lupus vulgaris is
the most common form of cutaneous tuberculosis seen
in most countries.[2]
An 11-year-old boy was brought for swellings in the
left groin and dorsum of left foot of 1½-year duration.
His mother noticed three linear swellings in the left
groin, which ulcerated to discharge serosanguinous
fluid, leading to partial healing. Later, she observed a
small plaque on the dorsum of left foot. Examination
revealed matted left inguinal lymphadenopathy and
scar of bacillus Calmette-Guerin vaccination. There
were three linear scars on the left groin measuring
3-5 cm in length and 0.5 cm in width [Figure 1].
A well-circumscribed verrucous plaque of size
6 cm × 4 cm was noted on the dorsum of left
foot [Figure 2]. Diagnosis of scrofuloderma with
tuberculosis verrucosa cutis was offered. Mantoux
test was positive (18 mm). Smear and culture were
negative for both Mycobacterium tuberculosis and
fungus. Serology for human immunodeficiency virus
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Figure 2: Hyperkeratotic plaque on the left foot

was negative. X-ray chest, ultrasonography of the
abdomen was unremarkable. Skin biopsy taken from
both lesions revealed epithelioid cell granuloma with
langhan’s-type of giant cells and dense collection of
lymphocytes and plasma cells. Fite stain for acid-fast
bacilli was negative. Biopsy tissue for polymerase
chain reaction was negative for Mycobacterium
tuberculosis. Characteristic morphology, positive
Mantoux test and histopathology corroborated in
establishing the diagnosis of scrofuloderma with
tuberculosis verrucosa cutis.
The most common sites of scrofuloderma are the chest,
neck and axilla. There was no evidence of systemic
involvement in the index case. However, systemic
involvement was reported in 21.3% of children with
cutaneous tuberculosis. It has been observed that
bacillus Calmette-Guerin vaccinated patients are
less likely to develop disseminated tuberculosis. In
concert with this, the index case developed localized
cutaneous tuberculosis. Positive mantoux test in the
index case concurs with the observation that the
majority (98.1%) of children with localized cutaneous
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