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Median Rhomboid Glossitis with a Kissing Lesion in the
Palate: A Rare Case Report
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A b s t r ac t
Median rhomboid glossitis (MRG), also called central papillary atrophy of the tongue, was initially attributed to be a developmental disorder
of the tongue that occurred due to the failure of tuberculum impar to withdraw before the union of the lateral halves of the tongue. However,
now it is believed to be a lesion arising due to chronic candidal infection. Occasionally it may be associated with the erythematous lesion on
the palate just opposing the tongue lesion, referred to as the kissing lesion. In this article we report a case of median rhomboid glossitis with
a palatal kissing lesion in a 30-year-old male patient.
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B ac kg r o u n d
Median rhomboid glossitis (MRG) is thought to be a congenital
anomaly that occurs due to the persistent embryonic midline tongue
structure, the tubercular impar.1 It is also known as central papillary
atrophy (CPA) of the tongue, atrophy of the tongue papillae, median
type (ATP) and localized atrophy of the tongue (LAT) papillae.2 The
definite location of the lesion suggested that it was a developmental
anomaly due to the persistence of the embryonic structure
“tuberculum impar”. However, it has now been considered as fungal
infection caused by candidiasis. Median rhomboid glossitis manifests
as a shiny oval or diamond-shaped depapillated area on the dorsal
surface of the tongue in the midline just anterior to the circumvallate
papillae. The prevalence of MRG in general population is less than
1% and ranges between 0.04% and 0.01% in the Indian population
with males being more affected than females.3 Occasionally, there
can be the presence of kissing lesion in the palate due to constant
contact between the tongue lesion and the palate. In this article we
present a case of MRG with a kissing lesion in the palate.
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C a s e  D e s c r i p t i o n
A 30-year-old male patient reported to the department with
complaints of pain in his upper right back teeth for a month. Pain
was intermittent throbbing type and localized. It was his first dental
visit. Medical and family history was noncontributory. Patient was
moderately built and nourished. There was no extraoral abnormality.
On intraoral examination, there was a deep carious lesion with 26,
which was tender on percussion. On examination of the tongue, a
well-defined oval area of depapillation was present in the midline
on the dorsal surface of the tongue. A similar erythematous lesion
was seen on the palate just opposing the tongue lesion (Fig. 1).
There were no other intraoral abnormalities. Provisional diagnosis
of apical periodontitis, MRG with a kissing palatal lesion was made.
Investigations included, complete blood count (CBC), intraoral
periapical medical (IOPAR) with 26 and cytological smear from the
tongue and palate.
The IOPA radiograph showed a chronic periapical abscess with
26, and CBC was within the normal limit. Cytology from smears
from the tongue and palate showed the presence of candidal

Fig. 1: Median rhomboid glossitis with the kissing lesion in the palate
(white arrows)
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hyphae and desquamated epithelium. The patient was advised
endodontic therapy with 26. He was prescribed topical application
of clotrimazole ointment and was instructed to apply it thrice a day
and recalled after 2 weeks.

D i s c u s s i o n
Median rhomboid glossitis was initially believed to be a
developmental abnormality caused by failure of tuberculum impar
to withdraw before the union of the lateral halves of the tongue
and subsequent failure of filiform papillae to develop in the dorsal
tongue. However, MRG has not been reported in children. Hence,
this lesion is now linked to a chronic infection by Candida albicans.4
Although most of the cases are asymptomatic, some patients
complain of persistent pain, irritation, or pruritus.5 Occasionally, a
similar lesion develops on the palate directly opposite the tongue
lesion and is called a kissing lesion. It is more common in people
with suppressed immunity and occurs due to transfer of fungal
organisms from tongue to the palate during swallowing and other
movements. When MRG is present along with the kissing palatal
lesion, the patient should be investigated for immunosuppression.
The lesion has been considered a marker of AIDS.6
The prevalence of MRG in the general population is less than
1% and varies between 0.04% and 0.01% in the Indian population,
with males being more commonly affected than females.3 In a study
conducted by Goregen on 4,244 patients, MRG was seen in 0.7%
patients and only three patients with MRG had the kissing lesion.7
Bihari et al. reported a case of MRG with the kissing lesion in
the palate in a 24-year-old male patient. The patient presented
with complaints of burning sensation in the tongue and had
erythematous lesion on the dorsal surface of the tongue. Multiple
erythematous lesions were seen in the palate opposing the tongue
lesion.8
Suvarna et al. reported a case of MRG with a kissing lesion in
palate in a 62-year-old male patient who had a history of burning
sensation in the palate for 7 years.9 Galletta et al. reported a case
of hyperplastic candidiasis on the palate developed as a “kissing”
lesion from MRG in a 41-year-old male patient.10 In the present
case the patient was asymptomatic and was unaware of the lesion.
Diagnosis of MRG is mainly clinical, although histopathology
may be required for differential diagnosis. Role of Candida can
be proved by isolation of Candida from the lesion by laboratory
techniques such as smear, culture on Sabouraud’s dextrose agar,

colony forming units etc. In the present case cytological smear
was positive for candidal hyphae. Similar results were obtained in
previous studies which showed the presence of candidal hyphae
in the cytology.8–10 The lesion is usually treated by antifungal drugs
followed by periodic reevaluations of the patient. Full remission of
the lesion after antifungal therapy confirms the candidal infection.

C o n c lu s i o n
Median rhomboid glossitis along with the kissing lesion in the
palate is uncommon. When present, immunosuppression has to
be suspected and necessary investigations have to be advised for
proper diagnosis and management of the patient.
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