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Verrucous Carcinoma of Buccal Mucosa: A 
Rare Case Report

CASE REPORT
A 52-year-old female reported with complaint of a horn like conical 
asymptomatic lesion at left corner of mouth. The lesion had been 
present for last three years and it gradually increased in size despite 
the patient having cut off its tip many times. Patient also complained 
of a rough lesion in left cheek mucosa inside mouth which was 
present from last one year and gradually progressive. A history of 
betel nut chewing and smoking was noted for the past 10 years. 
On examination, an isolated, hard and well circumscribed, brownish 
grey coloured, conical keratinized lesion measuring 3 cm x 1 cm was 
present over left oral commissure [Table/Fig-1]. Base of the lesion 
showed crusting and mild purulent discharge. Intraoral examination 
showed a 4 cm x 2 cm rough velvety proliferative ulcerated growth 
over the left buccal mucosa extending posteriorly from the left oral 
commissure [Table/Fig-2]. Neck examination was suggestive of 
level I and level II cervical lymphadenopathy on left side. Routine 
blood investigations were within normal limits. The patient initially 
insisted only for cosmetic removal of the lesion and an incisional 
biopsy was done involving the cutaneous horn and a deep wedge 
shaped buccal mucosa at left commissure of lip [Table/Fig-3]. 

The histopathological reports showed exophytic as well as endo-
phytic proliferation of hyperparakeratinized stratified squamous 
epithelium with maturing keratinocytes and broad rete pegs with 
irregular stromal penetration. Surface cleft was plugged with parak-
eratin. Stroma was fibrovascular and showed chronic inflammatory 
infiltrates and blood vessels. Pseudo epithelial hyperplasias were 
seen at places. The findings were consistent with verrucous variant 

of squamous cell carcinoma. The patient was later convinced and 
under general anaesthesia a wide local excision of the buccal mu-
cosa growth taking 1 cm margin with supra omohyoid neck dissec-
tion of the left cervical nodes was done. Postoperative period was 
uneventful. Histopathological examination of the surgical specimen 
showed features consistent with verrucous carcinoma of buccal 
mucosa [Table/Fig-4a,b]. At follow up patient reported with no fresh 
complains and wound healing was satisfactory. Patient has been 
asked to report at every six months for follow up.

DISCUSSION
Cutaneous horn is a bulging mass of keratin and is also called as 
cornu cutaneum [1]. It presents itself as a circumscribed, conical, 
hyperkeratotic dense protrusion with epithelial cornification above 
the skin surface simulating the horn of an animal, in response to a 
wide range of underlying benign and malignant pathological changes 
[2]. Though, it was first reported in 1588 in an elderly Welsh woman 
in London, its earliest observations in humans were described by the 
London surgeon Everard Home in 1791 [3]. It actually results from 
the extension of another lesion, such as a wart, seborrheic keratosis, 
actinic keratosis, dermatofibroma, keratoacanthoma, or carcinoma 
(including basal and squamous cell cancers) [4]. The horn occurs 
commonly in sun exposed areas or areas prone to actinic radiation, 
like ears, face, scalp, arms, and dorsal hands but can also occur in 
areas not exposed to sunlight like penis, lower lip mucosa and nasal 
vestibule [5]. Cutaneous horn is usually thick, firm, and pedunculated 
and its shape can vary from straight to curved and twisted. Its size 
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Abstract
Cutaneous horn is conical shape of compact keratin that resembles a miniature animal horn. Though morphologically similar to horns 
in animals they are histologically very different from them. It is a circumscribed, conical, hyperkeratotic dense protrusion with epithelial 
cornification above the skin surface in response to a wide range of underlying benign and malignant pathological changes. Though 
benign, a cutaneous horn holds the potential to be premalignant or malignant. In India till now six cases has been reported with cutaneous 
horn at various unusual sites. We report a unique case of 52-year-old woman with a giant cutaneous horn at left oral commissure with 
underlying verrucous carcinoma of left buccal mucosa which is a very rare location for such lesion. Considering its malignant potential, 
adequate therapy requires wide excision with a tumour-free margin of at least 1 cm, particularly in the facial region where the incidence 
of malignancy is higher.

[Table/Fig-1]:	 Cutaneous horn at lip commissure. [Table/Fig-2]: Lesion in buccal mucosa at base of horn. [Table/Fig-3]: Incisional biopsy specimen. [Table/Fig-4a,b]: 
Exophytic and endophytic proliferation of para keratinized epithelium with pushing rete pegs covering inflamed storm suggestive of verrucous carcinoma (H&E; 10X).
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reviewing the manuscript; fourth author is an endodontist and the 
case reported at her clinic. She also assisted us in regular follow up 
of the patient and preparing and editing of the manuscript.
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may range from a few millimetres to several centimetres in length 
and colour from white or yellow to brown or black. Larger lesions 
can be traumatized, resulting in pain and bleeding. [6,7]. Though 
benign, a cutaneous horn holds the potential to be premalignant or 
malignant. An increased risk of malignancy is noted if the lesion is 
tender at the base, larger in size, occurring in an older individual, or 
occurring in a patient with other cancerous lesions [8].

The major risk factor for malignancy is the underlying condition 
which may be benign or malignant rather than the horn itself [9]. 
A histopathological study estimated the frequency to be 0.3-1.3%. 
In the two largest published series, which 38.9% and 74.6% of 
cases respectively were derived from malignant and benign lesions 
[10]. Souza LN reported another large study which included 230 
cutaneous horns reported 58% of either premalignant or malignant 
changes at their base [11,12]. Spira J and Rabinovitz H concluded 
that cutaneous horns in association with a malignant or premalignant 
base are more common in patients with a history of other malignant 
or premalignant lesions [13]. 

Though morphologically similar to horns in animals human horns are 
histologically very different as they are not composed of superficial 
hyperkeratotic epidermis, dermis, and centrally positioned bone 
as seen in animal horns [14]. In past, nine cases of cutaneous 
horn over the lip have been reported and three of these had an 
associated squamous cell carcinoma at its base [8,9,15]. In India till 
now six cases have been reported with cutaneous horn at various 
unusual sites [1,16-19]. Due to frequent association of malignant or 
premalignant changes at the base, cryosurgery is not suggested for 
the treatment of cutaneous horns as it doesn’t ensure full thickness 
excision of the tumour and also is not appropriate for the treatment 
of squamous cell carcinomas. Therefore, adequate therapy requires 
wide excision with a tumour-free margin of at least 1 cm, particularly 
in the facial region where the incidence of malignancy is higher [20]. 

CONCLUSION
To conclude we would say that these lesions need to be managed 
carefully due to the high incidence of malignant histopathological 
changes.
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