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Cutaneous horn: A mask to underlying malignancy
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INTRODUCTION

Cutaneous horns (cornu cutaneum) are uncommon lesions 
consisting of  keratotic material resembling that of  an animal 
horn. Cutaneous horn may arise from a wide range of  the 
epidermal lesions, which may be benign, premalignant or 
malignant. Cutaneous horn is a clinical diagnosis that refers 
to a conical projection above the surface of  the skin. The 
lesions typically occur in sun‑exposed areas, particularly 
the face, ear, nose, forearms and dorsum of  hands. Even 
though 60% of  the cutaneous horns are benign, the 
possibility of  skin cancer should always be kept in mind. 
Cutaneous horns can be variable in size and shape, such as 
cylindrical, conical, pointed, transversely or longitudinally 
corrugated, or curved like a ram’s horn.[1]

The term “cutaneous horn” does not indicate any specific 
pathological diagnosis. Microscopically, it shows dense 
compaction of  cohesive keratinized material with its 
base exhibiting various histological entities including 
benign, premalignant or malignant lesions. Therefore, 
for appropriate histopathological diagnosis, such a lesion 
should undergo biopsy at the base of  the horn, and for 
smaller lesions, excision should be considered.[2]

This is a case report of  cutaneous horn of  upper lip 
vermillion with verrucous carcinoma at its base.

CASE REPORT

A 59‑year‑old male reported with a chief  complaint of  a 
growth on the left side of  upper lip. The lesion had been 
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present for the last 6 months with gradual increase in size. 
Previously, the patient had undergone surgical excision of  
the lesion twice in the same area from an outside clinic only 
to notice it regrow again. He had the habit of  smoking 
cigarettes for the past 25 years, around 20 cigarettes per 
day. The patient also gave a history of  anemia for the past 
1 month and was taking folic acid medication regularly. No 
other signs and symptoms were present.

On close clinical examination, an exophytic growth was 
seen on the left corner of  upper lip. The growth was 
about 1.5 cm in length and was brown. On palpation, the 
growth was firm to hard in consistency and was slightly 
tender. Intraoral examination revealed a grayish‑white 
patch on the left commissural mucosa and the dorsum of  
tongue measuring about 3 cm × 1 cm in dimension. Both 
the white patches were nontender and nonscrapable in 
nature. Hard tissue examination revealed several missing 
teeth (15, 16, 17, 25, 26, 27 and 46) and Grade II mobility 
with respect to teeth (11, 21, 22, 23, 31, 41, 42 and 47). 
Generalized gingival recession and attrition were also seen 
in Figure 1.

Excision of  the lesion on the lip along with its adjacent 
grayish‑white patch was done using CO2 laser. Satisfactory 
healing was observed after a week. The gross specimen 
received measured about 28 mm × 7 mm × 4 mm. One 
end of  the specimen was soft in consistency, and the other 
end was firm which represents the horn [Figure 2].

The histological sections revealed hyperkeratotic stratified 
squamous epithelium with underlying connective 
tissue. The epithelium exhibited acanthosis, spongiosis, 
hyperkeratosis and broad rete pegs with pushing 
margins along with parakeratinized keratin plugging. The 

underlying connective tissue exhibited mild inflammatory 
cell infiltration, areas of  hemorrhage and muscle fibers 
bundles in cross sections [Figure 3]. The superficial layer of  
epithelium in one area showed exuberant keratinization in 
concentric layers forming a cutaneous horn [Figure 4]. The 
final diagnosis was given as cutaneous horn with underlying 
verrucous carcinoma. Histopathologic sections from the 
tissue adjacent to the cutaneous horn showed features of  
mild‑to‑moderate dysplasia.

DISCUSSION

Cutaneous horn is a circumscribed, conical‑ or 
cylindrical‑shaped excessive hyperkeratosis of  variable 
size ranging from few millimeters to several centimeters. 
Cutaneous horns, although grossly similar to horns in 
animals, the former is histologically quite different from 
animal horn. The animal horns are composed of  superficial 
hyperkeratotic epidermis, dermis and centrally positioned 
bone. No such axially positioned well‑formed bone is 
observed even in the gigantic human horns. On the other 
hand, no cystic structures lined by trichilemmal‑type 
epithelium are seen in any of  the true animal horns.[3] 
Histologically, the cutaneous horn shows an abundance 
of  compact keratin protruding from the epidermis. Basal 
layer of  epidermis in cutaneous horn may be derived from 
a plethora of  epidermal lesions, which range from benign 
to malignant epidermal proliferations.[4]

Cutaneous horn is a clinical diagnosis and includes various 
benign and malignant lesions at its base.[2] Lesions associated 
with cutaneous horn include keratosis, sebaceous molluscum, 
verruca, trichilemma, Bowen’s disease, epidermoid carcinoma, 
malignant melanoma and basal cell carcinoma.[5] Cutaneous 
horn is most commonly encountered in Caucasians. It is 
relatively rare in Asians and even rarer in Africans. The 
possible explanation for this racial predilection may be the 
presence of  more amount melanin pigmentation in the skin 
of  Asians and Africans, which performs a protective role 
against ultraviolet rays‑induced damage to epidermal cells. 
Long‑term sun exposure and immunodeficiency have also 
been implicated in causation of  this lesion.[4]

Figure 1: Clinical presentation of cutaneous horn on upper lip vermillion
Figure 2: Gross specimen A. Cutaneous horn with base - cut surface 
B. Excised tissue from adjacent area
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A sex predilection has not been shown in the literature; 
however, the possibility of  harboring malignancy at the 
base of  the lesion is increased in men when compared 
with age‑matched women.[6,7] Cutaneous horn occurs 
mainly in individuals who are above 50  years of  age, 
in both sexes, probably due to a major actinic and 
neoplastic degeneration occurring in elderly people.[8] 
Studies describe that the average age of  patients with 
premalignant and malignant lesions is around 6  years 
more than that of  the patients with benign alterations; 
and therefore, the chances of  finding a malignant 
substratum on the base of  a cutaneous horn would 
increase proportionally with age.[9]

The earliest well‑documented case of  cornu cutaneum from 
London in 1588 is of  Mrs. Margaret Gryffith, an elderly 
Welsh woman. A showman had advertised it in a pamphlet. 
However, earliest observations on cutaneous horns in humans 
were described by the London surgeon Everard Home 
in 1791.[10] The largest study of  643 cutaneous horns was 
reported by Yu et al.[8] According to them, 39% of  cutaneous 
horns were derived from malignant or premalignant 
epidermal lesions, and 61% from benign lesions. Other two 
studies on cutaneous horn showed 23%–37% of  these to 
be associated with actinic keratosis or Bowen’s disease and 
another 16%–20% with malignant lesions.[8,11,12]

Among the 222 lesions examined by Mantese 
et  al., 92 cutaneous horns (41.44%)   presented benign 
histopathologic alterations on their bases being the most 
frequent: viral wart  (29; 31.52%), keratic acanthoma 
(24; 26.09%), keratosis seborrhoeic (20; 21.74%), benign 
epithelial hyperplasia (6; 6.52%), trichilemmoma (3; 3.26%) 
and others (10; 10.87%). A total of  114 lesions (51.35%) 
were premalignant and 16 (7.21%) malignant.[12]

Cutaneous horns are more frequently located on the head 
and upper limbs, which are the areas frequently exposed 
to higher actinic damage. Lesions on the trunk and lower 
limbs are also observed but in smaller scale in the available 
literature. Some studies showed that benign lesions are most 
frequently found in areas less exposed to the sun, like the 
lower limbs. On the other hand, areas more exposed to the 
sun such as nose, dorsum of  the hands, scalp, forearm and 
arm have twice more chances of  presenting premalignant 
or malignant lesions on the base of  the cutaneous horn 
when compared to any other part of  the body.[10] Other 
series showed that the body areas where it is mostly 
common observed that is the upper regions of  the face 
and cartilaginous portion of  the ear are more commonly 
associated with malignancy.[11]

In our case, verrucous carcinoma was found at the 
base of  the lesion. Verrucous carcinoma is a distinct 
variant of  differentiated squamous cell carcinoma with 
low‑grade malignancy, slow growth and no metastatic 
potential. It occurs in elderly patient around 60–70 years 
of  age. It is first described by Ackerman, hence termed 
as “Ackerman’s tumour.” Since it is closely associated 
with snuff  and chewing tobacco it is also termed “snuff  
dipper’s cancer.” The term verrucous is used because of  
its fine finger‑like surface projections.[13] Common sites 
of  verrucous carcinoma are buccal mucosa, gingiva, 
alveolar ridge, palate and floor of  the mouth. Verrucous 
carcinoma affecting the lips is rare which is seen in this 
present case.[14]

Verrucous carcinoma is considered as a warty variant of  
squamous cell carcinoma characterized by a predominantly 
exophytic overgrowth of  well‑differentiated keratinizing 
epithelium having minimal atypia and with locally 

Figure 3: Stereo microscopic view of the lesion A. horn with compaction 
of keratin B. verrucous carcinoma at the base 

Figure 4: Magnified view of horn showing compact concentric layers 
of cohesive keratinized material
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destructive pushing margins at its interface with 
underlying connective tissue. Even though the lesion 
may be very extensive, the basement membrane will 
often appear intact. Hence, sometimes because of  
these histological features the diagnosis of  Verrucous 
carcinoma is understated.[15]

Likewise, in the present case, the intraoral lesion did not 
show any finger‑like projections and the extraoral lesion was 
present on the vermillion border which showed the presence 
of  cutaneous horn. Hence, the diagnosis was difficult.

Similarly, Kumar et al. reported a case of  giant cutaneous 
horn of  left oral commissure along with carcinoma 
left buccal mucosa.[16] Under general anesthesia and 
nasotracheal intubation, the patient underwent wide 
local excision of  the buccal mucosa growth taking 1 cm 
margin along with excision of  the conical cutaneous lesion 
with supraomohyoid neck dissection of  the left cervical 
nodes. Primary closure of  the defect was done in 3 layers. 
Postoperative period was uneventful, and the patient was 
discharged on postoperative day 5. Histopathological 
examination of  the surgical specimen showed features 
consistent with verrucous carcinoma of  buccal mucosa 
with hyperkeratosis of  underlying the horn.[16] A similar 
case was also reported by Gupta et al.[17]

On review of  the literature, nine cases in the past have 
been reported to have cutaneous horn over the lip, and 
three of  these had an associated squamous cell carcinoma 
at its base. The important issue is not the horn itself  
which is dead keratin, but rather the underlying condition, 
which may be benign or a malignant lesion. Hence, from 
treatment aspect cutaneous horn should be carefully 
excised and sent for evaluation. It is important to remove 
adjacent tissue with full thickness of  cutaneous horn as 
the underlying lesion is present beneath the cutaneous 
horn.[1‑10]

As was observed in the present case, excision limiting only 
to the horn would lead to recurrence and also delay in 
definitive treatment of  the underlying pathology.

CONCLUSION

Cutaneous horns are predominantly benign lesions; 
however, the possibility of  nearly one‑third of  them 
harboring malignant or premalignant skin lesions should be 
borne in mind. Full‑thickness excision with margin should 
be the treatment of  choice to enable detailed pathological 
examination of  the underlying tissue, thereby unmasking 
the underlying lesion.
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