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Melanoacanthoma of Pinna-Treated with 
Skin Grafting: A Case Report

Case Report

CASE REPORT
A 50-year-old, male patient reported to the Department of 
Otorhinolaryngology, with the complaints of growth in right ear since 
30 years. It started with a pigmented elevated lesion at the same 
site, which gradually increased to the present size. The patient did 
not have any other medical history/comorbidities.

On examination of right pinna, a blackish irregular mass of 4×3 
cm, occupying the conchal region, which was firm in consistency, 
encroaching towards the external auditory canal, not sensitive to 
touch and did not bleed on touch was present [Table/Fig-1]. External 
auditory canal and tympanic membrane of right side could not be 
visualised. Left ear was normal on examination. No abnormality was 
detected on systemic examination.

Since the skin defect was larger, primary closure was not done. A 
split skin graft was harvested from right thigh [Table/Fig-3a]. And 
the skin defect was closed by split skin graft [Table/Fig-3b]. Mastoid 
dressing and donor site dressing was done.
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ABSTRACT
Melanoacanthoma is a very rare cutaneous lesion and it is considered to be a benign neoplasm, which is composed of large 
dendritic melanocytes and epidermal keratinocytes. Very few case reports of melanoacanthoma have been described in Indian 
literature in recent past. We hereby report a case of melanoacanthoma in a 50-year-old male, who presented to us with a growth 
in right ear, since 30 years. On examination of right pinna, a 4×3 cm blackish irregular mass occupying the conchal region, 
encroaching towards the external auditory canal. Surgical excision of the growth was done, since the patient had cosmetic problem 
and for biopsy (to differentiate it from melanoma and to confirm the diagnosis). As the lesion was big so, to close the primary defect, 
split skin grafting was used as one of the treatment.

[Table/Fig-1]: Pigmented, prolierative growth in right pinna.

After clinical examination, a differential diagnosis of melanoma and 
melanoacanthoma were thought of. An excision biopsy with or 
without split skin grafting was planned for the patient.

Preoperative work-up was done. All reports were within normal limit. 
After explaining the need for surgery to the patient, informed and 
written consent was taken for surgery.

Under general anaesthesia, the affected part was painted with 
betadine solution and drapped. A curvilinear incision was taken along 
the antihelix. Dissection was done and the growth was found to be 
infiltrating the conchal cartilage. Mass with approximately 1 mm of 
normal skin was excised [Table/Fig-2]. Complete haemostasis and 
asepsis was maintained in the surgical field. Excised mass sent for 
histopathological examination. 

[Table/Fig-2]: Right pinna, after excision of mass.

Regular postoperative care was given. Suture removal was done 
on 7th postoperative day. The recipient site was inspected on 7th 
day, after 3 weeks and 3 months. The recipient site has completely 
healed [Table/Fig-4].

Gross report of histopathology, showed a grey brown to grey black 
soft tissue mass measuring 4×3×1 cm. External surface was grey 

[Table/Fig-3]: a) Split skin graft taken from right thigh; b) Split skin graft sutured to 
recipient site.
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Microscopic section (under 10X magnification) showed greatly 
thickened epidermis composed of basaloid cells, marked melanin 
pigmentation, horn cyst (true and pseudo). The thick interwoven tract 
of epithelium is surrounded by connective tissue. The melanocytes 
are distributed throughout the tumour. The lesion was resting on a 
cartilage island [Table/Fig-6].

brown to grey black and cut surface was grey black in colour 
[Table/Fig-5a,b].

[Table/Fig-4]: Postoperative picture after 3 weeks.

[Table/Fig-6]: Histopathology (H&E staining) under 10X magnification showing: (a) 
Apocrine glands; (b) Horn cyst; (c) Dispersed melanin pigments.

It is more commonly seen in light skinned and presents as pigmented 
papules, plaques, cutaneous horns or nodules [4]. Patients are 
commonly asymptomatic and usually wait for several years before 
taking any treatment. Melanoacanthoma most commonly arises as 
a single lesion in the region of head, neck, trunk, lip and eyelid.

Melanoacanthoma shows proliferation of melanocytes and 
keratinocytes, confined only to the epidermis. Melanocytes are 
present deep into the tumour mass, by breaching the basal layer. 
This histological feature differentiates it from pigmented variant of 
seborrheic keratosis [5].

There are two histological types of melanoacanthoma, one is diffuse 
type, in which melanocytes are dispersed throughout the lesion and 
other is clonal type, where melanocytes and keratinocytes are grouped 
in small nests [4]. Electron microscopic studies have revealed that there 
is a defect in the transfer of the melanin from these highly dendritic 
melanocytes to the keratinocytes. Melanoacanthoma are not related to 
malignant melanoma, as per immunofluoroscent and immunoprecipitin 
studies. Cryotherapy or simple excision is a curative treatment [6].

There are very few case reports of melanoacanthoma arising from 
pinna Naik K et al., and Mudra RK et al., reported a case of seborrheic 
keratosis, of 3×2 cm in right pinna, which was excised and primary 
suturing was done [7,8]. However, in present case, as the lesion was 
big, to close the primary defect, split skin grafting was used as one of 
the treatment.

Patnayak R et al., in their case report presented two cases of 
melanoacanthoma. The first and second case in their study, 
presented with a pigmented lesion on the external auditory canal 
of dimensions 1.5×1 cm and 1×1 cm respectively. Clinically, they 
suspected melanoma. But, after excision the histopathology report 
showed characteristic features of melanoacanthoma [9].

CONCLUSION
Melanoacanthoma is a rare condition and it can occur in unusual 
sites like pinna. It should not be confused with melanoma. 
Histopathology of the excised lesion helps us to differentiate it from 
melanoma. After excision, where primary closure cannot be done, 
due to large skin defect, a split skin grafting can be done.
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[Table/Fig-5]: a) Gross specimen anterior view; b) Gross specimen posterior view.

DISCUSSION
Melanoacanthoma is a benign, deeply pigmented, proliferation of 
keratinocytes and melanocytes. It is a very rare variant of seborrheic 
keratosis [1]. Mishima Y and Pinkus H in 1960 coined the term 
melanoacanthoma [2]. Bloch in 1927 described it as nevoid 
epithelioma type 1, which is different from the melanoepithelioma 
Type 2 or the ordinary pigmented variant of seborrheic keratosis [3]. 
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