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Abbreviations: MRG, median rhomboid glossitis; CPA, 
central papillary atrophy of the tongue; LAT, localized atrophy of the 
tongue papillae; ATP, atrophy of the tongue papillae 

Case report
A medically fit 62-year-old male patient walked into the OPD for 

a routine dental check up. Patient gave history of burning sensation 
over the posterior region of palate while eating spicy food since seven 
years. History of chewing paan masala with tobacco since three years 
3-4 times per day. There was no relevant family history and no known 
history of allergies and medication. Patient was moderately built 
and nourished and his vital signs were within normal limit. Intraoral 
examination revealed well demarcated, red, depapillated, rhomboid 
lesion approximately 3x2 cms in size present on the dorsal surface 
of the tongue on midline just one cm anterior to the circumvallate 

papillae (). On palpation the lesion was non tender, non-fluctuant and 
firm in consistency. Similar erythematous lesion approximately 3x2 
cm in size with ill defined margins was present over the posterior part 
of the hard palate just opposite to the lesion present on the dorsal 
surface of the tongue. Lesion was non tender on palpation, soft in 
consistency and bleeding was absent (Figure 2). Based on history and 
clinical examination, a diagnosis of median rhomboid glossitis was 
made, and as this entity was concomitant with the palatal inflammation 
so a diagnosis of kissing lesions was given for the palatal lesions. 
Cytology and PAS staining confirmed the presence of Candida 
hyphae. Laboratory exams did not reveal anemia, diabetes, or HIV 
infection. Treatment with oral miconazole 20 mg gel, TID, during four 
weeks, resolved significantly both lesions. The patient was advised to 
maintain proper oral hygiene.
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Abstract

Median rhomboid glossitis presents as a well-defined erythematous area seen along 
the midline towards the posterior aspect of dorsal surface of the tongue. It may have a 
“kissing lesion”, in the area of the hard palate as a result of constant contact. Here is a 
case of 62 year old male patient having median rhomboid glossitis and kissing lesions 
on the hard palate.
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Figure 1 Red, depapillated lesion in the dorsal surface of the tongue 
(Median Rhomboid Glossitis). Figure 2 Kissing lesion on the posterior part of hard palate.

Discussion
Median rhomboid glossitis (MRG) is defined as the central 

papillary atrophy of the tongue affecting 0.01%–1.0% of the total 
population.1 It was earlier thought to be a congenital abnormality 
related to the persistence of an embryonic midline tongue structure, 
the tubercular impar. However, the lesion is now believed to be a 

localized chronic infection by Candida albicans. Glossite lasangigue 
mediane de la face dorsal langue was the name given initially by 
Brocq and Pautrier.2 Other names given to the lesion are Central 
papillary atrophy of the tongue (CPA), localized atrophy of the tongue 
papillae (LAT), and atrophy of the tongue papillae (ATP). MRG is 
typically located around the midline of the dorsum of the tongue 
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and is characterized by a shiny oval or diamond-shaped depapillated 
area on the midline of dorsal aspect of the tongue little anterior to 
the circumvallate papillae.2 Many of the cases are asymptomatic, 
some complain of persistent pain, irritation, or pruritus.3 When 
MRG is associated with palatal inflammation, it is called the kissing 
lesion; immune suppression should be suspected and investigated 
in these patients. This is considered as a marker of AIDS 4 Despite 
frequent encounter of MRG, little is known about its etiology. Several 
predisposing factors such as smoking, denture wearing, diabetes 
mellitus, as well as candidal infections are associated with MRG.1,5 
In a study conducted by Arendorf and Walker, it was reported that 
44% of the total population harbour candidal organisms as part of 
their normal oral flora, and that tongue is the primary oral reservoir 
for Candida species . And mainly, the midline of the tongue is best for 
intense growth of Candida organisms.1

Another study by Whitaker and Singh said that as the tongue 
maintains close contact with the palatal mucosa during swallowing 
as well as at rest, the area of the tongue permanently contacts the 
palate.1,6 Also Farman discussed that an impaired blood supply 
to the mid-dorsal surface of the tongue might predispose it to the 
development of candidiasis and, more likely, to the consequent loss of 
filiform papillae.1 When MRG is seen along with palatal inflammation 
due to contact with the involved area on the tongue, it is known as 
kissing lesion; immune suppression should be suspected and it 
has been considered as a marker for AIDS.1,4 And sometimes non-
dissemination of infection is mostly due to the resistance of the palatal 
mucosa to adhesion of hyphae, and the lubricant and cleaning action 
of saliva.7 If the lesion shows ulceration or if it is solid on palpation, 

the possibility of malignant transformation should be considered and 
biopsy should be performed.1 Diagnosis of MRG is primarily clinical, 
although at times histopathology is required for differential diagnosis. 
Role of Candida can be proved by isolation of pathogenic Candida 
species from the lesion by laboratory techniques such as smear, 
culture of Candia on sabouraud’s dextrose agar, colony forming units 
etc. The treatment is usually antifungal drugs followed by periodic 
clinical reassessments of the patient, as this type. Full remission after 
antimycotic therapy confirms the candidal infection.7 

Conclusion
Median rhomboid glossitis was earlier considered to be a 

developmental defect. Today, however, it is believed to be a form of 
oral candidiasis. Questions concerning its importance and etiology 
still lingers. MRG in association with kissing lesion, immune 
suppression should be suspected and has also been considered as a 
marker for AIDS. Hence, proper diagnosis and management of these 
lesions are crucial.
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