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Abstract
Cutaneous horn is a protuberance constituted by compact keratinous material, with a hard 
consistence similar to a horn, which occurs more frequently in photoexposed areas. The au-
thors describe a case of cutaneous horn on the glans considered a rare location. Verrucous 
carcinoma was the histopathological diagnosis of the base of the horn and lichen sclerosis, 
the precursor lesion.
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Introduction

Cutaneous horn is a morphologic designation for a protuberance constituted by compact 
keratinous material, with conic structure and hard consistence similar to a horn [1]. It is 
frequently associated to various pathological conditions as actinic keratosis, basal-cell 
carcinoma, squamous-cell carcinoma (SCC), seborrheic keratosis, verruca vulgaris, among 
others. It is usually asymptomatic but can become painful when traumatized or inflammed 
[2]. Middle age and elderly individuals are more affected [3], and it occurs with a greater 
frequency in photoexposed areas, as face, nose, external ears, forearms, and back of the hands 
[4].

Histopathology of the horn’s base may present benign or malignant characteristics that 
must be differentiated so a proper surgical procedure should be performed with the histo-
pathological evaluation of its base [3]. Malignant conditions are present in 16–20% of the 
cases, and SCC is the most common malignant lesion. In horns located on the penile area, the 
probability of SCC increases up to 33% [5].

Received: April 29, 2021
Accepted: May 2, 2021
Published online: June 17, 2021

Correspondence to: 
Marcia Ramos-e-Silva, ramos.e.silva @ dermato.med.br

www.karger.com/cde

This article is licensed under the Creative Commons Attribution-NonCommercial 4.0 Interna tional License 
(CC BY-NC) (http://www.karger.com/Services/OpenAccessLicense). Usage and distribution for commercial 
purposes requires written permission.

DOI: 10.1159/000516980



305Case Rep Dermatol 2021;13:304–309

Ribeiro et al.: Cutaneous Horn of the Glans

www.karger.com/cde
© 2021 The Author(s). Published by S. Karger AG, BaselDOI: 10.1159/000516980

With a little >100 reported cases in the literature, cutaneous horn on the glans is 
considered a rare occurrence. Since 1854, when the first case of cutaneous horn located 
on the penis was reported, conditions such as chronic irritation, phimosis, surgical 
trauma, and radiotherapy have been pointed out as possible risk factors for the horn 
formation [2].

Lichen sclerosus (LS) is a chronic disease, which can affect any area of the skin, although 
it is more common in an urogenital region. In men, it can involve the glans penis, prepuce, 
and urethra, leading to obstructive urinary symptoms, as the reported patient. It initiates 
as a depigmentation and may evolve to meatal urethral stenosis and even to involvement 
of the whole urethra, leading to great impairment of the urinary and sexual function. In this 
location, the more extensive cases are called obliterant xerotic balanitis. Urethroscopy and 
retrograde urethrography are efficient diagnostic methods for the internal involvement of 
the urethra [6].

The relationship between LS and SCC is well documented showing a very strong associ-
ation [6–8]. LS should be considered a potential condition for malignant transformation, 
requiring regular consultations.

Case Report

Our patient is a 51-year-old man with a diagnosis of LS who returned to our Sector of 
Dermatology after 3 years without follow-up, complaining of intense pain in the penis and the 
appearance of a hardened lesion 4 months ago. He also referred having a posthectomy 6 years 
before with modification of the urinary discharge associated with thickened skin on the glans, 
all beginning after the procedure. The examination showed a 4 cm cutaneous horn on an 
erythematous and infiltrated base and some areas of hypochromia and keratosis on the glans 
(Fig. 1).

After a joint decision with the Service of Urology, the patient was submitted to excision 
of the horn (Fig. 2), external meatotomy, and puncture cystostomy. Histopathological exami-
nation (Fig. 3–5) revealed prominent squamous proliferation with hyperkeratosis, parakera-
tosis, acanthosis, and papillomatosis. Large and irregular rete pegs with a bulbous appearance, 
composed of large and well-differentiated keratinocytes, represented the lower part of the 
lesion. Adjacent to the lesion a hyalinized stroma beneath the epidermis with mild hyperker-
atosis and moderate and irregular acanthosis were present. These findings are compatible 
with LS. The search for HPV through polymerase chain reaction was negative.

The patient relinquished treatment and returned only 9 months after the procedure, 
complaining of worsening of the modification of the urinary discharge. Urethrocistography 
showed extensive area of bulb-membranous urethra. A partial penectomy, urethrectomy, and 
perineal urethrostomy were performed (Fig. 6). The patient evolved with urethral stenosis 
and recurrent urinary infections, expected repercussions for this current condition, and he 
was submitted to regular urethral dilation.

Discussion

A study with 130 men showed an evolution period of 14–30 years between the onset of 
LS and the development of penial carcinoma [9]. The reported case showed a time frame of 3 
years between the diagnosis of LS and the appearance of the SCC.

Verrucous carcinoma is a well-differentiated variant of SCC, which can be located on 
skin and mucosa. It grows slowly in a more expansive than infiltrative pattern [10]. Its 
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etiopathogeny, although not very well understood, may have relationship with HPV, smoking, 
and chronic inflammation [8, 10].

This malignant tumor is also known as papillomatous cutaneous carcinoma and has 
several other different designations, related to the involved location: in the genital region, it 
is called tumor of Buschke-Lowenstein; on the soles, carcinoma cuniculatum; and in the oral 
cavity, papillomatous oral florid or tumor of Ackerman [10].

Some factors have been associated because of their presence in both verrucous carcinoma 
and LS; among them: phymosis, recuring balanopostitis, poor hygiene, HPV infection, and 
diabetes mellitus. Gutiérrez-Pascual et al. listed 29 cases of anogenital verrucous carcinoma 
associated to LS described in the literature. From these only 4 were submitted to HPV 
screening, 2 showing positive result [8].

Fig. 1. Cutaneous horn with 4 cm in an erythematous 
and infiltrated base and some areas of hypochromia 
and keratosis in the glans.

Fig. 2. Excision of the cutaneous horn.
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Conclusions

In the present case report, glans LS was considered the precipitating factor for the devel-
opment of cutaneous horn and for the transformation into verrucous carcinoma. The 
management in a cutaneous horn should always include a biopsy for histopathological study 
of the base of the lesion in order to elucidate the subjacent disease, either benign or malignant. 

Fig. 3. Down growth of squamous epithelium with 
blunted borders, without significant atypia (objX10).

Fig. 4. Slightly acanthotic epidermis over enlarged 
papillary dermis with homogenization of collagen 
and some inflammatory cells (objX10).

Fig. 5. Absence of elastic fibers (Orcein stain, 
objX10).
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Patients with LS must always be regularly observed due to its potential to malignant trans-
formation.
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Fig. 6. Partial penectomy.
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