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in our patient this was not the case. The rare 
combination of giant porokeratosis of Mibelli with 
a giant cutaneous horn, both with their unique and 
characteristic morphology and the ominous threat 
posed by dysplasia underlying the porokeratosis, but 
not the giant horn makes this case highly interesting.
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Extraskeletal chondroma of the 
scalp: An atypical location

Sir,
As an indolent solitary subcutaneous nodule, 
extraskeletal chondroma usually develops in the hands 
and feet, and more rarely in the head and neck region of 
adults.[1,2] Less than 40 cases of extraskeletal chondroma 
that occurred in the head and neck region have been 
reported worldwide.[2,3] According to a previous study, 
nasal cavity, paranasal sinuses, larynx and tongue were 
the most reported sites in the head and neck region.[2] 
It has not been reported to have occurred in the scalp. 
We report a case of extraskeletal chondroma that 
occurred in the scalp, an atypical location.

A 38‑year‑old Korean female presented with a 
palpable nodule in the scalp that had been slowly 
growing since it was first recognized a few months 
ago. The lesion had not been treated or examined until 
she visited us. Skin examination revealed a palpable, 
flesh and firm subcutaneous nodule measuring 
1 × 1 cm in diameter in the frontal scalp [Figure 1a]. 
The nodule was movable over the underlying bone. 
The patient complained of no symptoms, and 
tenderness was not found. Physical examination 
was not remarkable other than above‑described 
skin lesion, and she had no specific past or family 
history. Pilomatricoma, lipoma and other benign 
tumors that commonly occur in the scalp were to 
be differentiated. We could not include extraskeletal 
chondroma in the differential diagnosis because of 

Figure 1: (a) A palpable firm subcutaneous nodule in the scalp, 
measuring 1 × 1 cm in diameter. (b) An encapsulated nodule entirely 
composed of mature hyaline cartilage (H and E, ×20). (c) Tumor 
consists of oval to round chondrocytes with oblong nuclei of 
various size. There were no atypia or mitosis (H and E, ×100)
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the location that had not been reported before. An 
excisional biopsy was performed without imaging 
studies, such as X‑rays, computed tomography, and 
ultrasonography as the patient refused to take further 
studies. During surgery, we confirmed that the nodule 
was not attached to the underlying skull, and the 
mass located in the subcutaneous layer was easily 
excised. Histopathologic examination revealed an 
encapsulated nodule that was entirely composed of 
mature cartilage [Figure 1b]. Chondrocytes in lacunae 
had oblong nuclei of various size [Figure 1c]. There 
were no cytologic atypia, mitosis or necrosis. Based 
on the characteristic histopathologic features, the 
patient was diagnosed with extraskeletal chondroma 
of the scalp, and there were no signs of recurrence at 
6 months from the excision.

Extraskeletal chondroma is a rare, benign cartilaginous 
tumor of the soft tissue. It presents as a solitary 
subcutaneous nodule or mass measuring less than 
3 cm in diameter that is usually painless and slowly 
growing.[1] It is most frequently found in the hands 
and feet of adults in the fourth and fifth decades.[1] The 
majority has no symptoms, but Chung and Enzinger[1] 
reported that 19% of patients had pain and tenderness. 
Although the etiology of soft tissue chondroma is 
not completely known, it is believed that they arise 
from residual embryonic tissue or from uncommitted 
mesenchymal stem cells by either metaplastic or 
neoplastic process.[2]

Histologically it shows an encapsulated lobular nodule 
composed of mature hyaline cartilage, and is not 
associated with underlying bone tissues.[1] However, it 
may show foci of dystrophic calcification or metaplastic 
ossification. Occasionally, nuclear atypia, pleomorphism, 
binucleated lacunae, or stromal myxoid degeneration 
are found. Our case revealed an encapsulated nodule 
of mature cartilage with no cytologic atypia or mitosis. 
Although it can be easily diagnosed based on its 
typical histological findings, tumoral calcinosis, giant 
cell tumor, chondroblastoma and chondrosarcoma 
are included in the differential diagnosis. Tumoral 
calcinosis should be differentiated when calcification 
in the tumor is prominent. Cartilaginous tissues are not 
present and foreign body reaction is associated with 
tumoral calcinosis.[4] Giant cell tumor may be considered 
when granulomatous change is present, but it does not 
contain chondrocytes in the tumor.[4] Chondroblastoma 
should be differentiated when tumor cells resemble 
chondroblasts that were not found in our case.[5] 
Chondrosarcoma presents mitosis, atypism, and necrosis 
that are not seen in extraskeletal chondroma.[1] Our case 

was diagnosed as extraskeletal chondroma based on its 
typical histological pattern without atypia, mitosis or 
prominent stromal degeneration.

Complete excision is recommended for the treatment 
of extraskeletal chondroma. It is generally considered 
that extraskeletal chondroma is not likely to show 
malignant transformation,[4] because malignant change 
is extremely rare. We have experienced an interesting 
case of extraskeletal chondroma that occurred in an 
atypical site. To the best of our knowledge, this is the 
first case report that was found in the scalp.
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Unusual presentation of lichen 

scrofulosorum

Sir,
An 8‑year‑old girl presented with complaints of mildly 
itchy red‑colored tiny lesions over the trunk since 
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