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Abstract

Benign Migratory Glossitis affects only a small fraction of the general population (1-3%) with a female predilection
and should be distinguished from other benign and malignant conditions affecting oral mucosal and the tongue. With
the mounting research in recent years, this condition has been found to have a certain correlation with some
immunological conditions in terms of clinical association and histopathological findings, as well as in terms of sharing
common immunohistochemical markers and genetic components, all of which have bearing on its diagnosis and
clinical approach and management.
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Introduction
Benign Migratory Glossitis (BMG) or lingual erythema migrans,

which is also commonly known as “geographic tongue” due to its
unique wavy and changing “map-like” clinical pattern, is an
uncommon oral condition believed to be affecting 1-3% of the general
population [1]. Jainkittivong A [2] based on his study of 188
individuals, reported highest occurrence of the lesion in 20-29-year-
olds (39,4%) with female predominance (1.5:1), while Shulman JD, [3]
who conducted a survey of 10,030 individuals, reported the prevalence
of this condition being greater in males over females (11,76% over
8,67% respectively).

With the established tendency to rarely cause any symptoms, its
chronic character, migratory nature, spontaneous resolution and
recurrence, the etiology and pathology of this lesion still remains not
clearly understood. In recent years there is accumulated research
pointing to the correlation of BMG with certain immunological
conditions in terms of clinical association, correlation of
histopathological findings, common immunohistochemical markers
and genetic components [4].

Comments to the Image
A 21-year-old male patient with the history of complex congenital

heart disease and multiple previous cardiac surgical interventions who
was on daily Allopurinol and a prophylactic dose of Aspirin presented
to the dental clinic for a routine follow-up exam. He had no dental
complaints but was concerned with the unusual pattern on his tongue
that had a tendency to change its appearance and color with time,
disappear completely and reappear with no associated symptoms.

The patient did not report any known allergies or habits, had no
recent oral viral or infection and/or oral lesions. On clinical
examination, he was found to have fair oral hygiene, caries-free
dentition, healthy gingivae, and oral mucosae. Lingual examination
revealed erythematous well-defined depapillated patches on the
dorsum and lateral borders of the tongue with well-demarcated
irregular whitish borders-the clinical pattern consistent with Benign

Migratory Glossitis (lingual erythema migrans) aka geographic tongue
(Figure 1). Routine complete blood count, blood glucose test and
metabolic profile were performed and all found to be within the norm,
thus eliminating possible underlying anemia, diabetes mellitus and/or
nutritional deficiency.

Figure 1: Geographic tongue.

Discussion
Benign Migratory Glossitis (BMG) usually characterized by

presentation of erythematous areas of filiform papillae atrophy
(depapillation) that may present as ulcer-like patches surrounded by
slightly elevated hyperkeratotic serpiginous (wavy) pattern of the
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irregular border on the dorsum and/or lateral borders of the tongue
which is migratory by nature thus the attributed names annulus
migrants and wandering rush [5]. The lesion could be solitary or
continuous (occupying the entire dorsal and/or lateral surface of the
tongue), it is of chronic but often transient character with periods of
remission and complete resolution and exacerbation and relapse.
While usually asymptomatic, this lesion can occasionally be associated
with sensitivity or burning sensation on acidic, spicy and hot foods [6].

In recent years there has been a number of reports referencing
statistically significant correlation of BMG occurrence in patients with
immunologically-mediated conditions such as psoriasis [7] and
chronic granulomatous disease [8] as well as its strong association with
fissured tongue although its inverse association with smoking [9].
According to the results of the study conducted by Morris LF, et al.
[10], as many as 10,3% of patients with psoriasis presented with BMG
comparing to 2,5% of age and gender-matched control patients
possibly suggesting it being an intra-oral presentation of psoriasis. In
the study by Alikhani M. et al., [11] on 170 participants, immunologic
parameters among others were found to be associated with Geographic
Tongue (GT) as well.

BMG is a benign self-limiting often asymptomatic condition with
no lasting complications or sequelae. However, it does warrant
differential diagnosis with a wide range of oral conditions including
oral cancers, lichen planus, leukoplakia, systemic lupus erythematosus,
mucosal candidiasis, recurrent aphthous stomatitis, viral oral lesions
(e.g. Herpes Simplex), vitamin deficiency glossitis, drug reaction, and
even chemical burns. History of the lesion’s occurrence and behavior,
its clinical presentation and migratory pattern, exclusion of underlying
immunological and nutritional deficiencies/conditions and, when
required, oral biopsy with histopathology exam can all help in
establishing the definitive diagnosis [12].

Due to the benign nature of the lesion, patients usually require no
treatment with reassurance being the main approach. If symptomatic,
patients are advised to avoid contacts with irritants and maintain good
oral hygiene. In mild cases, patients may have relief from topical
application of oral anesthetic and corticosteroids gels or solutions, or
topical and systemic antihistamine [13]. While in more severe cases,
treatment with topical and systemic immunosuppressant medications
such as Tacrolimus or Cyclosporine may prove beneficial [14]. If
associated with psoriasis or another immune-mediating disease, the
treatment would require greater complexity and coordination between
respective health disciplines and professionals.
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