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Dear Editor:
Cervical chondrocutaneous branchial remnants (CCBRs) 
are rare, congenital, benign neck masses, and are derived 
from dislocated branchial apparatus components com-
prised of cartilage tissues1. 
Herein, we describe a 44-year-old female who presented 
with a solitary asymptomatic skin-colored nodule on the 
lower part of right side of the neck anterior to SCM (Fig. 
1A). The patient denied any history of trauma, surgery, or 
injection. No remarkable findings except for the skin le-
sion were observed. Ultrasonography showed a hyper-
echoic nodule (0.8×0.3 cm) in the subcutaneous layer; No 
internal vascularity, fistula, or sinus connection with the 
deep underlying structures of the neck was found (Fig. 
1B). Histopathological examination after surgical excision 
showed a hyaline cartilage core in the dermis with iso-
genous chondrocytes, a glassy extracellular matrix and ab-
sence of elastic fiber, which characterize hyaline cartilage 
(Fig. 1C, D). A diagnosis of CCBR was confirmed, and the 
patient showed no recurrence during 9 months of fol-
low-up. 
CCBRs have been reported under numerous names, such 
as wattle, cervical auricle, accessory tragus, cervical skin 
tag, and congenital cartilaginous rests of the neck1. Several 
pervious authors identified CCBRs comprised of elastic 
cartilage, suggesting that CCBRs arise from ectopic auric-
ular tissue2. However, Begovic et al.1 reported numerous 

cases of CCBRs comprised of hyaline cartilage. Because 
the second branchial arch can differentiate into both elas-
tic and hyaline cartilage, the authors insisted that the ori-
gin of CCBRs is the second branchial arch. In addition, 
CCBRs are located in the middle or lower portion of the 
SCM and are deeply connected with the superficial fascia 
of the neck. CCBRs are considered a second branchial 
remnant disorder rather than an ectopic auricular mi-
gratory disorder3. Therefore, the use of particular terms 
such as cervical auricle and accessory tragus should be 
avoided.
Recent studies have revealed more detailed histological 
features of CCBRs. Large nerves and cluster of Pacinian 
corpuscles have been observed in the periphery of 
CCBRs4. Pacinian corpuscles are primary mechanor-
eceptors that are usually located in the deep dermis and 
detect gross pressure changes and vibration. Researchers 
in that study hypothesized that CCBRs attract sensory ax-
ons and neural crest cells that organize as Pacinian 
corpuscles. 
CCBRs are often associated with numerous congenital 
anomalies; auditory, gastrointestinal, genitourinary, car-
diovascular, musculoskeletal, and visual anomalies, as 
well as complex syndromes, occur in up to 76% of cases2. 
Thus, detailed additional examinations, such as abdomi-
nal and cardiac ultrasonography, are recommended for 
patients with CCBRs. However, the prevalence of asso-
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Fig. 1. (A) Tiny (about 0.3×0.8 cm 
in size) pedunculated skin-colored 
to yellowish nodule on the lower 
part of right side of the neck anterior
to sternocleidomastoid muscle (SCM)
is shown (red dotted line: right SCM
area of the neck). (B) Ultrasonogra-
phy reveals a well-defined hypoe-
choic nodule (approximately 0.8×
0.3 cm) in the subcutaneous fat 
layer (white arrows). (C) Histopa-
thologic examination of the skin- 
colored nodule shows a central 
cartilaginous core in the subcuta-
neous fat layer (H&E, ×20). (D) 
There was no elastic fiber in extra-
cellular matrix of cartilaginous core 
(Verhoeff’s-van Gieson stain, ×200).
We received the patient’s consent 
form about publishing all photo-
graphic materials.

Table 1. Reported cases of CCBRs composed of hyaline cartilage
and associated anomalies

Case Reference Sex/age Location
Associated 
anomalies

1 Tamir et al.5 (2008) F/5 yr Bilateral NA
2 Choi et al.3 (2012) F/4 yr Left NA
3 Begovic et al.1 (2014) M/2 mo Left NA
4 F/5 mo Left NA
5 F/6 mo Right NA
6 M/13 mo Left NA
7 M/15 mo Right Vesicoureteral 

reflux
8 F/4 mo Right NA
9 M/7 yr Left NA

10 M/15 yr Bilateral NA
11 Present case F/44 yr Left NA

CCBRs: cervical chondrocutaneous branchial remnants, F: 
female, M: male, NA: not available.

ciated anomalies varies greatly. Begovic et al.1 reported 
that 29% of CCBR patients exhibit anomalies. Compared 
to those in the studies of Atlan et al.2 and Begovic et al.1, 
all patients included in the study of Atlan et al.2 exhibited 
CCBRs composed of elastic cartilage. Meanwhile, Begovic 
et al.1 found that more than half of the patients in their 
study exhibited CCBRs composed of hyaline cartilage. 
Retrospective analysis revealed that among 11 cases of 

CCBRs composed of hyaline cartilage, only one case in-
volved an associated anomaly (vesicoureteral reflux, 
which is common in normal neonates) (Table 1)1,3,5. 
Although the cause remains uncertain, the presence of 
hyaline cartilage in CCBRs can be considered a favorable 
marker, indicating a low possibility of associated 
anomalies. 
This rare case involving a CCBR comprised of hyaline car-
tilage further supports the current knowledge regarding 
the embryogenesis and associated anomalies of CCBRs.
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Dear Editor:
A 75-year-old woman presented with generalized eryth-
ematous pruritic patches and papules on the face, neck 
and both extremities which occurred 2 months ago. The 
patient has developed Idiopathic pulmonary fibrosis (IPF) 
for 10 years and she was treated with pirfenidone 5 months 
ago with good tolerability. No adverse effect was reported 
during the first 3 months of administration, and the dose 
of pirfenidone was gradually increased from 600 mg/day 
to 1,200 mg/day for the symptom control. Skin rash ini-
tially developed in the sun exposed areas, but gradually 
spread to the whole body. Punch biopsy was performed 
on the dorsum of right hand (Fig. 1). We received the pa-
tient’s consent form about publishing all photographic 
materials. Histopathology revealed lichenoid interface der-
matitis, focal parakeratosis, and necrotic keratinocytes, 

which was consistent with lichenoid drug eruption (Fig. 
2). The patient was initially treated with oral and topical 
steroid, but oral steroid was discontinued due to recurrent 
infection. Respiratory physician reduced the dose of pirfe-
nidone to 600 mg/day. After the dose reduction, symp-
toms have been controlled by topical steroids.
IPF is a progressive, fibrotic lung disease with poor prognosis. 
Median survival is 3∼5 years without effective therapy1. 
Pirfenidone is an oral antifibrotic agent which inhibits tu-
mor necrosis factor-α and transforming growth factor-β 

with therapeutic effect for IPF. The primary treatment-re-
lated adverse events associated with pirfenidone are gas-
trointestinal upset, skin eruption. The skin eruption asso-
ciated with pirfenidone has been reported in several cases 
related to photosensitivity, but no lichenoid drug eruption 
has been reported2. 
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