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ABSTRACT 

Benign Migratory Glossitis “is a recurrent and transient condition characterized by periodic localized 

loss of epithelium particularly of the filiform papillae on the dorsum of the tongue. It is clinically 

recognizable as multifocal, circinate, irregular erythematous patches while Histological features 

include presence of  Monro’s abscesses, in the keratin and spinous layers. Present article reports 

occurrence of Benign Migratory Glossitis in a six year old male child, diagnosed in a dental screening 

camp in Greater Noida, India. 

 

INTRODUCTION 

 Benign Migratory Glossitis “is a recurrent and 

transient condition characterized by periodic localized loss 

of epithelium particularly of the filiform papillae on the 

dorsum of the tongue. It was first reported as a wandering 

rash of the tongue in 1831 by Rayer.” [1-3]. Various 

terminologies like “geographic tongue, wandering rash of 

tongue, erythema migrans, annulus migrans etc” are being 

used to describe the condition. It mostly occur intraorally 

in tongue with “tip, lateral borders, and dorsum of the 

tongue” being mostly affected [4]. This condition 

sometimes also occur extraglosally in “gingiva, floor of 

mouth, soft palate, labial and buccal mucosa” [5-8]. 

Geographic tongue is clinically recognizable as 

“multifocal, circinate, irregular erythematous patches 

bounded by a slightly elevated, white or cream colored 

keratotic band or line”. 

According to various studies prevalence of 

Geographic Tongue in Indian population is estimated to be 

0.89% [9,10]. Studies done by  Meskin LH et al and 

Redman RS had shown a prevalence of 1.0% to 2.5% 

among general population [11,12]. Highest prevalence of 

Geographic tongue was found among Israeli children in the 

age group of 0-2 years. There is apparently no exact sex 

predilection with some studies suggesting females to be 

more commonly affected than males [13,14], while some 

authors suggest that this condition is more prevalent among 

boys [15,16]. According to some studies there is no 

definitive sex predilection [17-20]. Various etiological 

factors like “hereditary, genetic factors, emotional stress, 

diabetes, hormonal disturbances, psoriasis, psychosomatic 

factors, anemia, reiters syndrome” have been suggested to 

be associated with the disease. However, no distinct 

documentation of causal relationship is present. Diagnosis 

of geographic tongue is based mainly on the patient 

history, clinical examination and histological features. In 

most of the cases Geographic Tongue is an asymptomatic 

condition yet sometimes patient may complaint of oral pain 

or burning sensation to spicy food. Due to asymptomatic 

nature of disease most of the patients do not seek treatment 

for it and it had been found that children mostly are not 

able to communicate their symptoms to parents. The 

present article reports a case of Benign Migratory Glossitis 

with mild symptoms diagnosed in a dental screening camp 

in Greater Noida. 
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CASE 1 

Dental screening camp was organized in a private 

primary secondary school in Greater Noida and informed 

consent was taken from the parents as well as school 

authorities. All the students studying in the school 

underwent free dental examination and oral health 

education was given to all school children after completion 

of dental checkup. Those children who required treatment 

were referred to a dental institute in Greater Noida. A six 

year old boy gave a complaint of burning sensation in 

tongue on eating spicy food. Past medical history from 

mother revealed no history of allergy, antibiotic use and 

there was no family history of psoriasis. Intra oral 

examination revealed absence of filliform papilla on the 

dorsum of the tongue and the affected area was 

erythematous and irregular in shape with raised white 

margins that could not be scrapped off.General physical 

examination revealed no relevant findings. Patient was 

referred to the private institute and was given topical 

anesthetic agent. 

 
 

DISCUSSION 

Benign Migratory Glossitis mostly occur as an 

asymptomatic lesion with very few symptomatic cases had 

been reported in the literature [21].
 

Clinical picture 

presents as a small white patch in the beginning, which 

later develops into a central erythematous atrophic zone 

enlarging centrifugally. It usually appears as multiple, well 

demarcated zones of erythema concentrated at the tip and 

lateral borders of the tongue. The erythema is due to 

atrophy of the filiform papillae, these atrophic areas are 

typically surrounded by a slightly elevated, yellow white 

serpentine or scalloped border [22]. 

Histologically it is characterized by a thickened 

layer of keratin which is infiltrated with neutrophils. These 

inflammatory cells often produce small microabscesses, 

called Monro’s abscesses, in the keratin and spinous layers 

[23]. Rete ridges are typically thin and elongated with only 

thin layer of epithelium overlying the connective tissue 

papillae.
 

 

TREATMENT 

Benign Migratory Glossitis in most cases is 

asymptomatic and regular follow up checkup is required.  

In mild symptomatic cases topical anesthetic agents like 

lidocaine gels can be prescribed for relief of burning 

sensation and pain. In case of secondary infections anti – 

fungal medications can be prescribed. If no response is 

seen then anti–histamine treatment or corticosteroid 

treatment had been suggested [23]. 
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