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Case report

Abstract
Nevus comedonicus (NC) is a very rare, benign hamartoma characterised by the occurrence of dilated, comedo-like
openings, typically on the face, neck, upper arms, chest or abdomen. In uncertain cases, histopathological exami-
nation confirms the diagnosis. The authors suggest dermoscopy as a rapid and useful method of initial diagnosis
of nevus comedonicus based upon its distinctive dermoscopic features. The dermoscopy reveals numerous light-
and dark-brown, circular or barrel-shaped, homogenous areas with prominent keratin plugs. 
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Introduction

Nevus comedonicus (NC) is a benign hamartoma cha -
racterised by the occurrence of dilated comedo-like open-
ings, with black or brown keratin plugs, typically localised
on the face, neck, upper arms, chest or abdomen. The diag-
nosis of nevus comedonicus is relatively easy. In uncertain
cases, a typical histopathological picture confirms the diag-
nosis. Dermoscopy is a safe, non-invasive, easy-to-repeat
diagnostic method mainly used in melanocytic lesion 
[1–3] but it also may prove helpful in the diagnosis of nevus
comedonicus. 

The aim of the study was to present a case of nevus
comedonicus with regard to its clinical and dermoscopic
picture and the use of dermoscopy in the diagnosis of this
rare condition. 

Case report
We report a case of nevus comedonicus in a 21-year-

old female patient. The solitary lesion appeared on the right
breast when the patient was 15 years old and since then
it has slightly enlarged in parallel to the body growth. The
patient denied any association with previous trauma 
or irritation. Clinically, the lesion consisted of multiple, come-
do-like openings with dark keratin plugs dispersed over

a hypopigmented, slightly hypotrophic, linear spot of
2 cm × 8 cm (Figure 1). The plugs could not be extracted
mechanically. The dermoscopic examination revealed
the distinctive pattern consisting of dark, sharply demar-
cated keratin plugs of 1–3 mm diameter, numerous struc-
tureless, circular- and barrel-shaped, homogenous areas
with hyperkeratotic plugs of various shades of brown 
(Figure 2). The patient’s health status was otherwise nor-
mal, with no congenital abnormalities or internal organ
involvement. Treatment options were discussed with the
patient who consented to topical retinoid therapy. After
application of 0.05% tazarotene gel twice daily, clinical
improvement was achieved with total evacuation of ker-
atin plugs from dilated openings within 10 weeks.

Discussion

Nevus comedonicus belongs to the spectrum of the epi-
dermal nevi syndrome. It is an extremely rare dermatological
entity. According to Inoue et al. [4], until 2000, only 200
cases were described [4]. Almost a half of the cases are pre-
sent at birth, the rest occurs before the age of 10 [5, 6]. The
late onset is typically related to irritation or trauma [5].
Patients with nevus comedonicus are divided into two
groups, reflecting the severity of the condition: the first
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group is characterised by the presence of slightly pro-
nounced skin lesions or comedo-like changes, which rep-
resent merely a cosmetic defect. The second group present
with severe cutaneous symptoms including large cysts with
scarring, often with a tendency to recurrences with for-
mation of fistulas and abscesses [6]. In extreme cases,
nevus comedonicus may appear as an extensive inflam-
matory lesion involving large areas of the body, with sup-
puration and residual scarring [7]. The diagnosis of nevus
comedonicus is based upon the clinical picture, present-
ing as a group of open comedo-like plugs distributed seg-
mentally or linearly, in some cases following Blaschko’s lines
[5]. These lesions are most commonly located on the face,
neck, upper arms, chest or abdomen [6], occurring elevated,
as follicular openings with plugs resembling black come-
dones. In contrast to this, the dermoscopic image of acne
vulgaris – is characterised by the presence of numerous
homogenous, light- or dark-brown (or sometimes black)
areas depending on the acne type (open or closed come-
dones), usually circular in shape and located superficial-
ly in the epidermis (Figure 3).

To the authors’ best knowledge, supported by metic-
ulous literature search (Medline), only one report of the use
of dermoscopy in nevus comedonicus has been published.
This was a 3-month-old boy who was clinically diagnosed
with dispersed, multiple comedones nevi, in whom der-
moscopy revealed that the “comedones” consisted of ker-
atin plugs, however without dermoscopic images published
in this report [8]. Dermoscopy was also used in differen-
tial diagnosis of another rare epidermal nevi, such as seba-
ceous nevus [9, 10] and hair follicle nevus [11]. Typical der-
moscopic features of sebaceous nevus are bright, yellow
dots that are not associated with hair follicles [9]. Aggre-
gated yellow globules with crown vessels may also be seen
in sebaceous nevus [10]. The very rare hair follicle nevus
is characterised by the presence of many follicular open-

ings and interfollicular “pseudo-pigment network” on der-
moscopy [11].

The diagnosis of nevus comedonicus is based upon clin-
ical picture. In the majority of cases, dermoscopy or video-
dermoscopy may prove helpful. In each case of nevus come-
donicus, it is obligatory to rule out the comedonicus
syndrome, which may include ocular lesions (cataract,
corneal erosion), skeletal abnormalities (syndactyly, clino -
dactyly, the absence of hand bones on X-ray, scoliosis, ver-

FFiigg..  22..  Dermoscopy of nevus comedonicus – there are nume-
rous circular and barrel-shaped, homogenous areas in light-
and dark-brown shades, with remarkable keratin plugs
(videodermoscope, 20×)

FFiigg..  33..  Dermoscopy of typical comedones in acne vulgaris –
numerous, homogenous areas, light- and dark-brown (at
times black) in colour, depending on the type of acne (open
or closed comedones), predominantly circular and situated
superficially (videodermoscope, 20×)

FFiigg..  11.. A macroscopic image of the nevus comedonicus on
the breast
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tebral defects) and neurologic disturbances (microcephaly,
mental deficiency, the dysgenesis of the corpus callosum)
[12]. The treatment of nevus comedonicus is administered
mainly for cosmetics reasons, or to alleviate inflammation
in severe cases. In the past, treatment of limited, small areas
involved the use of ammonium lactate lotion to evacuate
the keratin plugs. It is also advisable to mechanically remove
the keratin-sebaceous plugs through the application of cos-
metic strips which produces excellent results [4]. Further
therapeutic options range from topical retinoid application
(tretinoin, adapalene, tazarotene) [5] to combined thera-
pies: tazarotene and calcipotriene or tretinoin and corti-
costeroids e.g. mometasone furoate) [13, 14]. In resistant
cases, more invasive techniques may be employed in order
to eliminate the undesirable structures, for example laser
therapy (diode laser 1450-nm, ultrapulse CO2 or Erbium:
YAG) [5, 15, 16] or finally total surgical excision [17]. 

In our opinion, dermoscopy is a helpful method of con-
firmatory and differential diagnosis of nevus come-
donicus.
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