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A 42‑year‑old woman presented with multiple, 
asymptomatic, dark, raised lesions involving both her 
ears. The lesions appeared 1 year ago in her left ear 
and subsequently involved her right ear. There was 
no history of arthralgia, oral ulcers, photosensitivity, 
or alopecia. Review of the systems was unremarkable. 
On examination, the lesions were bilateral, discrete to 
confluent, monomorphic, 1‑2 mm in diameter, firm, 
hyperpigmented, and papular involving the auricular 
conchae and the external auditory meatus. The helix 
and the crura of the antihelices were spared [Figure 1]. 
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Figure 2: Eosinophilic globules lying in the dilated dermal papilla 
(H and E, ×400) 

Figure 1: Monomorphic, papular lesions involving the auricular 
concha 

Figure 3: Papillary dermal deposits showing a positive staining 
with Congo red (CR, ×400)

There was no obstruction of the canals on otoscopic 

examination. Biopsy from the right ear revealed 

a hyperplastic epidermis and globular masses in the 

dermal papillae. No evidence of interface dermatitis 

was demonstrated [Figure 2]. Routine laboratory 

investigations including complete blood count, blood 

sugar levels, renal and hepatic and urinary analysis 

were within normal limits.

WHAT IS YOUR DIAGNOSIS?
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Answer: Lichen amyloidosis of the auricular concha

The histopathological examination was 
followed by Congo red staining that revealed 
amorphous, eosinophilic deposits in the papillary 
dermis [Figure 3].

DISCUSSION

Primary localised cutaneous amyloidosis (PLCA) 
of the auricular concha and external ear represents 
a rarely described variant. Lichen amyloidosis (LA) 
is a common subtype of PLCA, wherein there is 
deposition of amyloid in previously apparently 
normal skin with no evidence of deposits in internal 
organs.[1] It is defined as a chronic pruritic disorder 
characterized by multiple, grouped, hyperkeratotic, 
brownish, papular lesions mainly located on the 
shins, back, forearms, or thighs. The papules at times 
may coalesce to form plaques and may localise to a 
single area or may involve various body sites. The 
most commonly affected area is the pre‑tibial region.[2] 
The calves, ankles, dorsa of the feet and thighs, and 
the extensor aspects of the arms and abdominal or 
chest wall may also be involved.[1] Unusual areas of 
involvement include the auricular concha,[3,4] the 
anosacral region,[5] the scalp, and the interscapular 
region; in the latter, lichen amyloidosis occurs in 
association with MEN type 2a syndrome.[6]

Sanchez et al.,[7] in 1983 first reported papules of the 
aural conchae in 4 middle‑aged women, who had 
their condition for 1‑3 years. Immunostaining profile 
originally interpreted them as being collagenous in 
nature. Subsequently, Hicks et al.,[4] in 1988 described 
4 patients with papules of the auricle, which were 
acquired in adulthood and were not associated with 
lesions elsewhere. Similar findings were seen in 
our patient as well. They confirmed the diagnosis of 
amyloid via metachromatic staining with crystal violet 
and immunoperoxidase reactivity with an anti‑keratin 
monoclonal antibody. Additional reports of similar 
findings[3,8‑11] have been reported not only in the 
English literature but also in French,[12] and Spanish.[13] 
Furthermore, cases of biphasic amyloidosis, wherein 
auricular papules that stained positive with Congo 
red and were associated with cutaneous amyloid 
deposition elsewhere have been reported.[3,8] Isolated 
cases of amyloid deposits of the auricle have been 
reported in association with systemic amyloidosis,[14‑16] 
although most authors believe that primary cutaneous 

amyloidosis of the auricular concha is not related 
with any systemic involvement.[3,4,8] More recently, 
a clinicopathological and immunohistochemical 
study of PLCA of the external ear in 17 patients 
demonstrated that the amyloid deposits observed were 
generally positive for Congo red, crystal violet, and 
thioflavin T and also expressed cytokeratin 34ßE12 via 
immunohistochemistry. The immunohistochemical 
results suggested that the amyloid deposits in these 
cases may be a result of basal keratinocyte degeneration 
and do not signify deposition from a systemic or 
generalized process.[17]

The diagnosis of the condition requires a high index 
of suspicion and one should consider the diagnosis in 
middle‑aged females presenting with long standing, 
hyperpigmented, multiple, hyperkeratotic, papules 
involving bilateral conchal bowls, crura of the antihelices, 
or external auditory canals. The papules range in size 
from 1‑2 mm in diameter, are firm and discrete but may 
coalesce in areas to resemble plaques. Occasional scaling 
maybe present, although scarring is not a feature.

Most of the cases are asymptomatic, localised to 
the external ear, and have no systemic association, 
thereby warranting the use of modalities such as 
topical corticosteroids, topical retinoids, calcipotriol, 
and topical tacrolimus. For those who demand 
treatment for cosmetic purposes modalities such as 
curettage or excision maybe considered.[4,11] Other 
more invasive treatments such as dermabrasion, CO2 
laser, and Q‑switched Nd: YAG laser have been tried 
in individual cases of lichen amyloidosis with varying 
success and may be considered as useful options 
in these cases with localised amyloid deposition. 
Treatment is disappointing and recurrence seems to be 
the rule with most modalities. To our knowledge, no 
such case of lichen amyloidosis involving the auricle 
has been previously reported from India.
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