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LETTERS

Eyelid Cutaneous Horn

Sir,
We read with great interest the article by Oludiran 
et al., “Cutaneous horns in an African population”, 
reporting their experiences with six patients who had 
cutaneous horns on scalp and extremities.[1] In this 
article we want to present a patient with an eyelid 
cutaneous horn.

Cutaneous horn is a relatively rare tumor, most 
often arising on sun-exposed skin in elderly men.[2] 
The important issue is not the horn itself, which is 
dead keratin, but rather the underlying condition, 
which may be benign, premalignant, or malignant.[3]  
Our patient, a 78-year-old farmer, presented with 
a 3-year history of a slowly growing lesion on his 
left lower eyelid. Physical examination revealed a 
solitary firm horn like projection, 5 cm in height 
with a hyperkeratotic surface without associated 
lymphadenopathy [Figure 1].  The lesion was 
completely excised surgically. Histology was reported 
as well-differentiated squamous cell carcinoma 
[Figure 2]. Investigations showed no metastases. 
The patient underwent two additional operations to 
achieve free surgical margins. On follow up, patient 
had an uneventful course with no clinical relapse 
[Figure 3].

Various types of associated lesions may be found 
at the base of a cutaneous horn, including viral 
warts, actinic keratosis, keratoacanthoma, seborrheic 
keratosis,  pyogenic granuloma, discoid lupus 
erythermatosus, verruca vulgaris, Bowen’s disease, 
basal cell carcinoma, and squamous cell carcinoma.[4-7]  
In a study performed on 48 cases with eyelid 
horns, by Mencía-Gutiérrez et al., 23% of them were 
premalignant and malignant.[8] Although it is very 
difficult to distinguish between benign, premalignant, 
and malignant lesions, larger size of lesions and 
tenderness at base of lesions are signs in favor of 
malignancy. Treatment depends on the type of lesion 
and its malignant potential.[3] Therefore, prompt 
diagnosis of the underlying lesion by appropriate 
biopsy is mandatory. In cases of benign lesions, the 
biopsy may be both diagnostic and therapeutic, while 
for malignant tumors, complete surgical excision with 
appropriate margin is usually required.[3] So, in every 
patient with cutaneous horn, an underlying disease 
must be looked for.
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Figure 1: Left lower eyelid cutaneous horn

Figure 2: Hematoxylin and eosin-stained sections showing 
well-differentiated squamous cell carcinoma

Figure 3: Post-op appearance, after one year
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White Growth on Lip

Sir,
Orofacial traumas lead to tooth injury in the form 
of tooth loss or its fracture commonly in children.[1] 
Extruded teeth or their fragments are usually lost at the 
time of injury. There are high chances of the tooth or its 
fragment getting embedded into the soft tissue when it is 
lacerated. In cases with significant trauma to other vital 
areas like eyes, nose or head injury, the dental trauma 
and surrounding soft tissue damage may get overlooked. 
There are several reports of tooth fragments embedded 
into soft tissues becoming symptomatic later.[2-5] The 
fate of the embedded fragments, if missed initially, is 
variable. Few of these patients might present to the 
dermatologists with skin and/or lip swelling. We report 
an unusual evolution of a tooth fragment embedded in 
the lower lip following trauma.

Our patient was a 14-year-old girl who presented with 
complaints of an asymptomatic white, hard exophytic 
growth in the center of her lower lip for last 4 months 
[Figure 1]. Her mother told that 4 months back, a white 
small speck appeared over the lip and subsequently it 
erupted to form a white protruding growth. There was 
no history of discharge from the lesion or its surrounding 
skin. On examination, there was a single white hard 
exophytic lesion measuring 2×3 mm in size firmly 
attached to the lower lip. There was mild swelling of the 
adjacent part of the lip. On palpation, it was bony hard 
with no tenderness.

On further interrogation, the mother also told that the 
child had orofacial trauma 10 months back following 
a fall from a ladder. At that time, she had broken 
her two upper central incisor teeth associated with 
tear and bleeding from the upper and lower lips. 
Laceration was repaired by a private practitioner but 
no radiographs were obtained and no attempt was 
made to locate fractured tooth fragments. With this 
significant history, we suspected that the white hard 
growth could be the embedded tooth fragment which 

has spontaneously extruded onto the surface of the lip. 
Radiographs showed a solitary radio-opaque shadow 
overlying the lower lip. The excisional biopsy of the 
lesion was done and the examination of the excised 
lesion confirmed that the growth was tooth fragment 
only [Figure 2].

Figure 1: Small, white exophytic growth over the lower lip

Figure 2: Retrieved tooth fragment and primary closure of 
the mucosal defect with the suture
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