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Unilateral Facial Nevus
Comedonicus

A 12-year-old girl presented with asymptomatic skin
lesions over the left side of the face, which were present
since birth. At birth, the lesions were limited to the
mandibular region only but they increased in number with
advancing age to involve the whole left side of the face.
Lesion had stopped growing a year ago. Cutaneous
examination revealed multiple irregular honeycomb like
pitted scars. Scattered comedones were present within
these pitted scars.  The lesions were present over the left
side of face only extending from mandibular region to
upper part of the forehead sharply demarcated at midline,
ranging in size from a few millimeters to a few
centimeters.(Figs. 1 and 2) There were no such lesions
present elsewhere in the body. Hair, nail and mucosae
were absolutely normal. Examination of the central
nervous system and skeletal system including
ophthalmic check-up did not reveal anything abnormal.
Family history was non-contributory. Histology showed
closely placed dilated follicular ostia with prominent
orthokeratotic plugging. The follicular walls were lined by
atrophic epithelium composed of a few layers of
keratinocytes. Based on the clinical and
histopathological findings, a diagnosis of “unilateral
facial nevus comedonicus” has been done for our case.
She has been prescribed topical retinoic acid and referred
for laser treatment, which is best suited for her cosmetic
concerns.

The etiology of nevus comedonicus is unclear. One
school of thought considers it to be a hamartoma arising
out of improper development of mesodermal part of the
folliculosebaceous unit, and subsequent abnormal
differentiation of the epithelial portion. Another view is
that nevus comedonicus is an epidermal nevus involving
hair follicles. Nevus comedonicus may be linear,
interrupted, unilateral, bilateral, present in a dermatomal
distribution, following the lines of Blaschko, or
segmental. Close clinical differential diagnoses include
acne vulgaris (starts with comedones and progresses to
papule, pustule or nodulocystic type if treatment not
done), familial dyskeratotic comedones (family history
positive, lesions on trunk and extremities more common),
nevus spilus (darker macules or papules in a background

Fig. 1 (a) Multiple irregular honeycomb like pitted scars
with comedones with (b) sharp midline demarcation.
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of tan macular area) and epidermal nevus (well-
circumscribed, hyperpigmented, papillomatous papules
or plaques). Asymptomatic lesions may be left untreated
or therapy may be individualised absolutely for
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cosmetic reasons. Some lesions improve with topical
retinoic acid, salicylic acid, or ammonium lactate
lotion. Laser treatment using carbon dioxide laser or
Erbium YAG laser may be used.

Benign Migratory Glossitis

A 9-year-old girl presented with complaints of burning
sensation particularly with hot and spicy foods, and
white lesion over tongue since 15 days. Review of her
medical history revealed that she had similar complaints
in the past which wane off without significant morbidity.
She appeared normal, healthy, and well-developed. There
were no abnormal extraoral clinical findings. Intraoral
examination revealed a good oral hygiene, and no
evidence of inflammation. The dorsum of tongue
revealed  irregular, circumscribed erythematous areas
devoid of filiform papilla (Fig. 1).  The lesions had raised
white margins that could not be scraped off. These were
surrounded a yellowish hyperkeratotic lesion on the
posterior aspect. Lesions were migrating across the
tongue by healing on one edge while extending on
another. The regions were non-tender, no evidence of
leukoplakia or white curd-like pseudomembranes. Other
systemic examination and serological investigations were
with in normal limit. On the basis of history and clinical
examination, provisional diagnosis of “benign migratory
glossitis” (BMG) was made. Histological examination
shows parakeratosis, acanthosis, dense polymorpho-
nuclear infilteration, with Munro abscess in the
epidermis. Exfoliative cytology was negative for
Candida. On clinical and histopathological findings,
diagnosis of benign migratory glossitis was made and she
has been prescribed antihistamines and topical
corticosteroid. Her mother was counselled regarding the
benign nature of the disease.

Benign migratory glossitis (BMG), (geographic
tongue, erythema migrans, annulus migrans and
wandering rash of the tongue) is uncommon and occurs
in up to 2% of the population. The exact cause is unknown
but association with HLA-B15 suggest role of heredity
in etiology of BMG. Attempts have been made to
demonstrate an association between various systemic
and/or psychological conditions and BMG but definitive
causal relationship has not been established yet. BMG is

Fig. 1 Irregular, circumscribed erythematous areas with
yellowish hyperkeratosis.

characterized by irregularly shaped erythematous, map-
like smooth swollen patches bounded by slightly elevated
keratotic band occurring mostly on dorsum of tongue,
extending onto the lateral borders. The location and
pattern undergo change over time, thereby accounting for
the name “migratory.” Differentials include candidiasis
(white exudate resembling cottage cheese along with a
moist surface, growth of Candida positive on culture),
leukoplakia (homogeneous or speckled white plaque that
usually has sharply demarcated borders), psoriasis
(usually associated with typical cutaneous lesions) and
drug reaction. It is a benign condition that usually
resolves itself without causing any problem. Discomfort
may be treated with an antihistaminic, mouth gargle or
rinse containing antiseptic and anaesthetic agents and
topical corticosteroids.
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