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Intradermal  nevus is the most common skin tumor in humans; however, its occurrence in the external auditory canal (EAC) is
uncommon. The clinical manifestations of pigmented nevus of the EAC have been reported to include ear fullness, foreign body
sensation, hearing impairment, and otalgia, but some cases were asymptomatic and were found incidentally. The treatment of
choice for a symptomatic intradermal nevus in the EAC is complete excision. There has been no recurrence reported in the
literature . A pedunculated, papillomatous hair-bearing lesion was detected in the external auditory canal of the patient who was
on follow-up for pruritus. Clinical and pathologic features of an intradermal nevus of the external auditory canal are presented,
and the literature reviewed.

Submitted : 14 October 2008 Revised : 01 July 2009 Accepted : 09 July 2009

Intradermal  nevus is the most common skin tumor in
humans; however, its occurrence in the external
auditory canal (EAC) is uncommon [1-4]. Intradermal
nevus is considered to be a form of benign cutaneous
tumors and referred to the group of common acquired
nevomelanocytic nevi [5]. Common acquired nevi may
be papillomatous, dome-shaped, pedunculated or flat-
topped and are usually flesh-colored, pink or
pigmented [6]. Intradermal nevus in the external ear
canal can present with aural obstruction and
conductive deafness or cause the trapping of water
within the external meatus and a predisposition to
recurrent attacks of acute otitis externa [1]. The
treatment of intradermal nevus is surgical removal. We
report a case of intradermal nevus originating from the
external auditory canal in a 38-year-old woman 

Case Report

The patient, a 38-year-old woman, visited our
outpatient clinic for evaluation of pruritus  in the left
ear. Findings on physical examination of the head and
neck were unremarkable except for the condition of the

left external auditory canal. Otomicroscopic
examination revealed a pedunculated, papillomatous
hair-bearing lesion in the postero-inferior cartilaginous
portion of the external auditory canal (Figure 1).
Tympanic membrane was intact and absolutely
normal.The patient denied any  otorrhea, weakness of
the facial nerve or tenderness to palpation. We decided
excisional biopsy to rule out melanoma. Local
anesthesia and vasoconstriction were achieved with
lidocaine HCl  20 mg/ml and epinephrine 0.125
mg/ml. The lesion was completely removed. On
histopathologic examination, the nests and cords of
nevus cells were seen in the upper dermis. The cells
were fairly uniform in size with bland nuclei and no
nucleoli. Melanocytic cells were pale (Figures 2-3). The
wound was left to heal spontaneously. The wound site
healed well and there was no stenosis of the ear canal. 

Discussion

Melanocytic nevi are benign neoplastic proliferations
of nevus cells, and reclassified as congenital and
acquired [5]. Melanocytic nevi are categorized in three
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subgroups according to histological location, namely,
junctional, compound, and intradermal [7]. Junctional
nevus cells are situated at the epidermo-dermal
junction and extend into the dermis , but they always
remain in contact with the epidermis.
Characteristically, intradermal nevus cells are
rectricted to within the dermis and do not contact the
epidermis. The compound nevus represents the
transitional stage between the junctional and
intradermal nevus, and exhibits features of both these
forms [7]. Clinically, five types of melanocytic nevi can
be recognized: flat lesions,  slightly elevated lesions
often with raised centers and flat peripheries,
papillomatous lesions,  dome-shaped lesions and
pedunculated lesions [5]. Most papillomatous lesions, as
in the present case, and nearly all dome-shaped and
pedinculated lesions represent intradermal nevi [8].

Histologically, melanocytic nevi are defined and
recognized by the presence of nevus cells, which, even
though they are melanocytes, differ from ordinary
melanocytes by being arranged at least partially in
clusters or nests. While melanocytic nevi have
traditionally been classified into junctional nevi (in
which the nevus cells are confined to or still in contact
with the lower epidermis), intradermal nevi (in which
the nevus cells are located within the dermis and no
longer contact with the epidermis) and compound nevi
(which possess the features of both junctional and
intradermal nevi); in fact, current theory suggests that
this classification simply describes the normal

development pattern of melanocytic nevi in which the
nevus cells first appear in the lower epidermis
(junctional) and over time begin to descend into the
dermis (compound) and ultimately end up solely
within the dermis (intradermal) [6]. Intradermal nevi
that have few or no junctional nests frequently have a
border zone relatively free of nevomelanocytes just
below the epidermis. Multinucleated nevomelanocytes
occasionally occur and may be interpreted as a sign of
benign lesion. Nevomelanocytes in the deep dermis
may be disposed within a collagenous framework that
is loose, pale and wavy in formations called neuroid
tubes, similar to a neurofibroma [5].

Most nevi at all locations are usually asymptomatic

and require no treatment; however, these lesions may

be excised for cosmetic reasons or if melanoma is

suspected [7]. Intradermal nevi are usually

papillamatous or pedunculated dome shaped and pink

colored lesion [5]. The differential diagnosis should

include  osteoma, malignant melanoma, inflammatory

polyp, encephaloceles, foreign body granuloma, and a

variety of benign and malignant neoplasms of external

acoustic canal [2,5].  Osteoma and exostosis of external

auditory canal occur on the bony portion  of external

auditory canal. The thin and pale skin covers both of

them. Although osteoma appears pedunculated,

exostosis usually has broad base. The inflammatory

polyp, foreign body granulomas, adenoid cystic

carcinoma of the ceruminous glands and squamous

Figure 1. Otomicroscopic image shows that
a  pedunculated , papillomatous hair-
bearing lesion in the postero-inferior
cartilaginous portion of the external auditory
canal

Figure 2. Just beneath the epidermis are
the nests of nevic cells within the dermis
(Arrows) (H&E X10)

Figure 3. The cells with scant cytoplasm
and uniform nuclei in nevic nests (Arrow).
(H&E X20)



carcinoma  are painful lesions. The inflammatory

polyps are commonly associated with chronic otorrhea

and hearing loss. The carcinomas of external canal

auditory are usually ulcerated with surrounding

induration or granulation tissue  and can be associated

with chronic otitis media  or external otitis media. If

the pain persists after medical treatment of otitis

media, malignancy must be suspected. Malignant

melanoma should be suspected in cases of dark

colored, ulcerated  and irregular bordered nevi.

Ultimately the definitive diagnosis should be made

microscopically [7]. 

The occurrence of melanocytic nevus in the skin of the

external auditory meatus is mentioned by Friedmann
[9], but Youngs et al. published the first clinical and

pathological features of an intradermal nevus arising

within the external auditory canal in the English

literature [1]. Other clinical reports in the literature are

Japanese [10,11]. The definitive diagnosis of the

intradermal nevi is made by clinical appearence and

histopathological examination 

The treatment of intradermal nevus is surgical

removal. Surgical methods are shaving technique and

complete excision. Hairless intradermal nevi may be

removed using the shaving technique. Complete

excision was performed when the pedunculated,

papillomatous hair-bearing lesions. Our patient’s

excision site healed well, and there was no stenosis

In conclusion, all melanocytic nevi of the external

auditory canal should be excised to rule out melanoma.
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