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Abstract
A male patient in his early 20s presented to our outpatient clinic, having previously been misdiagnosed and
unsuccessfully treated as a case of viral warts. Dermoscopic and histopathological evaluations revealed
characteristic features of the nevus sebaceous. The lesion was eventually treated with an erbium-doped
yttrium aluminum garnet (Er:YAG) laser after the patient declined surgical excision. Nevus sebaceous often
presents with verrucous surfaces that make misdiagnosis common. A correct diagnosis is crucial due to
potential neoplastic transformations. Histopathological analysis is essential for both the confirmation of
disease and the exclusion of malignancy. Full-thickness surgical excision remains the preferred treatment.
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Introduction
Verrucous lesions are defined as those pertaining to or marked by a wart-like growth pattern. Cutaneous
warts are, therefore, one of the most diagnosed among such lesions, as they account for approximately 10%-
20% of all visits to dermatologists [1]. However, such an appearance is not exclusive to warts. A multitude of
lesions may present with a verrucous surface, such as mycobacterial infections [2,3], genodermatosis [4], and
vesicobullous disorders [5]. Similarly, autoimmune disorders [6] and neoplasms, both benign and malignant,
may mimic warts [7-9]. Nevus sebaceous is one such lesion that may be misdiagnosed based on its
appearance.

Case Presentation
A male patient in his early 20s presented to the dermatology outpatient clinic with a lesion on his scalp that
he initially noticed seven years ago. He had previously consulted multiple general practitioners and had
been treated as a case of viral wart and administered five doses of measles-mumps-rubella (MMR) injection
into the lesion, which did not result in a reduction in the size of the lesion.

On examination, a skin-colored, elevated plaque with a verrucous surface was observed, which was soft on
palpation. A reduction in the number of terminal hairs arising from the lesion was observed. A single, firm
nodule was also noted on one side of the lesion (Figure 1A). Dermoscopy revealed brown globules
aggregated in clusters in a cerebriform pattern, along with a few exophytic papillary projections,
polymorphic vessels, and white-yellow scales (Figure 1B).
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FIGURE 1: A: Gross examination of the lesion showing a verrucous
surface and solitary nodule. B: Appearance of the lesion under
polarized dermoscopy (DermLite DL5, Aliso Viejo, California)
A: Polymorphic vessels; B: exophytic papules

The histopathological examination performed following a 4 mm punch biopsy from the lesion showed
acanthosis and papillomatosis of the epidermis with sebaceous glands located in the superficial dermis,
occasionally opening directly onto the epidermal surface. Furthermore, a chronic inflammatory infiltrate
comprising of lymphocytes was observed in the sub-epidermal region. There was no evidence of atypia,
granulomas, or malignancies (Figure 2).

FIGURE 2: A: Hematoxylin and eosin (H&E) section showing acanthosis,
papillomatosis, and abnormal pilosebaceous units (10x). B: Higher
magnification showing the abnormal epidermis and pilosebaceous units
(40x)

A diagnosis of nevus sebaceous was made based on these clinical, dermoscopic, and histopathological
findings. The patient was initially recommended a surgical excision of the lesion. However, he refused to
undergo any surgery. The patient was then offered ablative modalities after explaining the risk of recurrence
and malignant transformation associated with such procedures. The lesion was subsequently removed in a
single sitting using a 2940 nm wavelength erbium-doped yttrium aluminum garnet (Er:YAG) laser at a

fluence of 8.4 J/cm2, pulse width of 100 microseconds, and a laser spot size of 3 mm. The patient was
prescribed topical mupirocin ointment post-procedure and was instructed to return for a follow-up
appointment in two weeks. However, he was unable to follow up as he was residing at a considerable
distance from our center.

Discussion
Nevus sebaceous of Jadassohn is a congenital cutaneous hamartoma [10,11], which may only become evident
as an individual grows older. It occurs most commonly over the scalp, followed by the face, preauricular area,
and neck. Lesions may appear as hairless patches to slightly elevated plaques in childhood but progress to
form verrucous to nodular lesions during adulthood [12].

The globules seen in nevus sebaceous give the lesions their classic verrucous or morbilliform appearance.
Though globules are most commonly yellow, orange-brown globules have also been previously reported.
Immature sebaceous glands lead to the formation of orange globules, while brown globules arranged in
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crateriform to cerebriform patterns represent the presence of hyperplastic, mature sebaceous glands [12]. On
the other hand, warts, which are the closest differential diagnosis, show the presence of papillae with
surrounding haloes as well as a brown-colored background and characteristic interruption of skin lines.

The diagnosis of nevus sebaceous can be confirmed by the characteristic histopathological features.
Acanthosis and papillomatosis in the epidermis can be seen in virtually all cases. Spongiosis and
parakeratosis are also commonly observed. The dermis shows perivascular and, less frequently, perifollicular
mononuclear cell infiltrate. Similarly, skin appendage changes are also characteristic of nevus sebaceous.
Increased sebaceous glands, which occur more often in lesions in adult patients, are seen in a vast majority
of cases. An increase in ectopic apocrine glands in primitive hair follicles and a decrease in terminal hairs are
also frequently observed. This propensity of nevus sebaceous to involve all components of the skin has led to
it being called an organoid nevus [13].

Histopathological examination is also particularly important given the neoplasms associated with nevus
sebaceous. Trichoblastoma and syringocystadenoma papilliferum are the most common benign tumors.
Among malignant neoplasms associated with nevus sebaceous, basal cell carcinoma is the most common,
with squamous cell, sebaceous, and apocrine carcinomas also being reported [10,11]. Benign tumors are seen
in 13.6% of nevus sebaceous cases. On the other hand, malignant growth is seen in 1%-2.5% of cases [14].
The risk of malignant transformation increases with the age of the patient [10]. However, malignancies have
also been sporadically reported in children [15].

Nevus sebaceous is primarily treated by a full-thickness surgical excision with a minimum of 2-3 mm
margins through the epidermis, dermis, subcutaneous tissue, and underlying fat, with the excision being
stopped at the level of the underlying fascia. Reconstruction with flaps may be required if the defect is too
large [16]. Some authors even recommend prophylactic excision in healthy children because of their
appearance on cosmetically sensitive areas and the resultant alopecia. Furthermore, an excision performed
before enlargement of the lesion during puberty may lead to a less complicated surgery as well as a less
noticeable scar. However, these advantages must be weighed against the risks of administering general
anesthesia to children [17].

Other modalities such as electrocautery, fulguration, and curettage have also been used to treat nevus
sebaceous. However, these methods may lead to incomplete clearance, recurrence, or masking of malignant
changes [18,19]. Similarly, ablative lasers, which target the water inherent in the cells of the body as
chromophores, such as 10600 nm carbon dioxide (CO2) and 2940 nm Er:YAG laser, have also shown

unsatisfactory results [17]. A retrospective study in which 16 nevus sebaceous patients were treated with
lasers showed a recurrence rate of 88%. However, half of these patients were satisfied even with the
temporary or partial resolution of the lesions [20].

In our case, the patient did not consent to surgery despite being explained about the potential complications
associated with the disease. He was also informed of the disadvantages of laser removal. However, the
primary concern for the patient was cosmesis, which was why he instead opted for the removal of the lesion
with an ablative Er:YAG laser.

Conclusions
Nevus sebaceous is one of the lesions that can masquerade as a wart. However, a correct diagnosis is
essential, given the associated neoplastic conditions. The predilection for the scalp with resultant alopecia
and the tendency to increase in size from puberty are important clues toward diagnosis. Similarly,
dermoscopy may help visualize characteristic globules, which helps in their identification. Histopathological
examination is vital to rule out any associated malignant changes. Surgical full-thickness excision is the best
treatment available for the condition. Prophylactic excision during childhood may be worth considering to
reduce the incidence of malignancy and improve the cosmetic outcome of surgery. Laser ablation is a
modality that may be offered when surgery is contraindicated or refused after explaining the risks associated
with the procedure.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Kshitiz Lakhey, Namratha Puttur

Acquisition, analysis, or interpretation of data:  Kshitiz Lakhey, Rohan Manoj, Priya Garg, Nishtha Malik

Drafting of the manuscript:  Kshitiz Lakhey, Rohan Manoj, Namratha Puttur

2024 Lakhey et al. Cureus 16(6): e62184. DOI 10.7759/cureus.62184 3 of 4

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Critical review of the manuscript for important intellectual content:  Kshitiz Lakhey, Priya Garg,
Nishtha Malik

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Boull C, Groth D: Update: treatment of cutaneous viral warts in children . Pediatr Dermatol. 2011, 28:217-29.

10.1111/j.1525-1470.2010.01378.x
2. Medeiros MZ, Hans Filho G, Takita LC, Vicari CF, Barbosa AB, Couto DV: Verrucous lepromatous leprosy: a

rare form of presentation - report on two cases. An Bras Dermatol. 2014, 89:481-4. 10.1590/abd1806-
4841.20142964

3. Jakhar D, Gupta RK, Sarin N: Dermoscopy of tuberculosis verrucosa cutis . Indian Dermatol Online J. 2021,
12:206-7. 10.4103/idoj.IDOJ_292_19

4. Andrade TC, Silva GV, Silva TM, Pinto AC, Nunes AJ, Martelli AC: Acrokeratosis verruciformis of Hopf - case
report. An Bras Dermatol. 2016, 91:639-41. 10.1590/abd1806-4841.20164919

5. de Almeida HL Jr, Neugebauer MG, Guarenti IM, Aoki V: Pemphigus vegetans associated with verrucous
lesions: expanding a phenotype. Clinics (Sao Paulo). 2006, 61:279-82. 10.1590/s1807-59322006000300016

6. Khalil FK, Keehn CA, Saeed S, Morgan MB: Verrucous psoriasis: a distinctive clinicopathologic variant of
psoriasis. Am J Dermatopathol. 2005, 27:204-7. 10.1097/01.dad.0000157450.39033.31

7. Hafner C, Vogt T: Seborrheic keratosis. J Dtsch Dermatol Ges. 2008, 6:664-77. 10.1111/j.1610-
0387.2008.06788.x

8. Kim R, Marmon S, Kaplan J, Kamino H, Pomeranz MK: Verrucous epidermal nevus. Dermatol Online J. 2013,
19:20707. 10.5070/D31912020707

9. Koch H, Kowatsch E, Hödl S, Smola MG, Radl R, Hofmann T, Scharnagl E: Verrucous carcinoma of the skin:
long-term follow-up results following surgical therapy. Dermatol Surg. 2004, 30:1124-30. 10.1111/j.1524-
4725.2004.30338.x

10. Kelati A, Baybay H, Gallouj S, Mernissi FZ: Dermoscopic analysis of nevus sebaceus of Jadassohn: a study of
13 cases. Skin Appendage Disord. 2017, 3:83-91. 10.1159/000460258

11. Kamyab-Hesari K, Seirafi H, Jahan S, Aghazadeh N, Hejazi P, Azizpour A, Goodarzi A: Nevus sebaceus: a
clinicopathological study of 168 cases and review of the literature. Int J Dermatol. 2016, 55:193-200.
10.1111/ijd.12845

12. Sandhu S, Neema S, Yuvraj Singh P, Dangwal V, Kothari R: Dermoscopy of nevus sebaceus: a cross-sectional
study of 22 cases. Indian J Dermatol Venereol Leprol. 2023, 90:367-72. 10.25259/IJDVL_629_2022

13. Ball EA, Hussain M, Moss AL: Squamous cell carcinoma and basal cell carcinoma arising in a naevus
sebaceous of Jadassohn: case report and literature review. Clin Exp Dermatol. 2005, 30:259-60.
10.1111/j.1365-2230.2005.01744.x

14. Idriss MH, Elston DM: Secondary neoplasms associated with nevus sebaceus of Jadassohn: a study of 707
cases. J Am Acad Dermatol. 2014, 70:332-7. 10.1016/j.jaad.2013.10.004

15. Hughes JR, O'Donnell PJ, Pembroke AC: Basal cell carcinoma arising in a naevus sebaceous in a 5-year-old
girl. Clin Exp Dermatol. 1995, 20:177. 10.1111/j.1365-2230.1995.tb02682.x

16. Davison SP, Khachemoune A, Yu D, Kauffman LC: Nevus sebaceus of Jadassohn revisited with
reconstruction options. Int J Dermatol. 2005, 44:145-50. 10.1111/j.1365-4632.2005.02410.x

17. Moody MN, Landau JM, Goldberg LH: Nevus sebaceous revisited. Pediatr Dermatol. 2012, 29:15-23.
10.1111/j.1525-1470.2011.01562.x

18. Lillis PJ, Ceilley RI: Multiple tumors arising in nevus sebaceus . Cutis. 1979, 23:310-4.
19. Weng CJ, Tsai YC, Chen TJ: Jadassohn's nevus sebaceous of the head and face . Ann Plast Surg. 1990, 25:100-

2. 10.1097/00000637-199008000-00005
20. Alkhalifah A, Fransen F, Le Duff F, Lacour JP, Wolkerstorfer A, Passeron T: Laser treatment of epidermal

nevi: a multicenter retrospective study with long-term follow-up. J Am Acad Dermatol. 2020, 83:1606-15.
10.1016/j.jaad.2019.06.013

2024 Lakhey et al. Cureus 16(6): e62184. DOI 10.7759/cureus.62184 4 of 4

https://dx.doi.org/10.1111/j.1525-1470.2010.01378.x
https://dx.doi.org/10.1111/j.1525-1470.2010.01378.x
https://dx.doi.org/10.1590/abd1806-4841.20142964
https://dx.doi.org/10.1590/abd1806-4841.20142964
https://dx.doi.org/10.4103/idoj.IDOJ_292_19
https://dx.doi.org/10.4103/idoj.IDOJ_292_19
https://dx.doi.org/10.1590/abd1806-4841.20164919
https://dx.doi.org/10.1590/abd1806-4841.20164919
https://dx.doi.org/10.1590/s1807-59322006000300016
https://dx.doi.org/10.1590/s1807-59322006000300016
https://dx.doi.org/10.1097/01.dad.0000157450.39033.31
https://dx.doi.org/10.1097/01.dad.0000157450.39033.31
https://dx.doi.org/10.1111/j.1610-0387.2008.06788.x
https://dx.doi.org/10.1111/j.1610-0387.2008.06788.x
https://dx.doi.org/10.5070/D31912020707
https://dx.doi.org/10.5070/D31912020707
https://dx.doi.org/10.1111/j.1524-4725.2004.30338.x
https://dx.doi.org/10.1111/j.1524-4725.2004.30338.x
https://dx.doi.org/10.1159/000460258
https://dx.doi.org/10.1159/000460258
https://dx.doi.org/10.1111/ijd.12845
https://dx.doi.org/10.1111/ijd.12845
https://dx.doi.org/10.25259/IJDVL_629_2022
https://dx.doi.org/10.25259/IJDVL_629_2022
https://dx.doi.org/10.1111/j.1365-2230.2005.01744.x
https://dx.doi.org/10.1111/j.1365-2230.2005.01744.x
https://dx.doi.org/10.1016/j.jaad.2013.10.004
https://dx.doi.org/10.1016/j.jaad.2013.10.004
https://dx.doi.org/10.1111/j.1365-2230.1995.tb02682.x
https://dx.doi.org/10.1111/j.1365-2230.1995.tb02682.x
https://dx.doi.org/10.1111/j.1365-4632.2005.02410.x
https://dx.doi.org/10.1111/j.1365-4632.2005.02410.x
https://dx.doi.org/10.1111/j.1525-1470.2011.01562.x
https://dx.doi.org/10.1111/j.1525-1470.2011.01562.x
https://pubmed.ncbi.nlm.nih.gov/421499/
https://dx.doi.org/10.1097/00000637-199008000-00005
https://dx.doi.org/10.1097/00000637-199008000-00005
https://dx.doi.org/10.1016/j.jaad.2019.06.013
https://dx.doi.org/10.1016/j.jaad.2019.06.013

	Managing a Misdiagnosed Case of Nevus Sebaceous
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: A: Gross examination of the lesion showing a verrucous surface and solitary nodule. B: Appearance of the lesion under polarized dermoscopy (DermLite DL5, Aliso Viejo, California)
	FIGURE 2: A: Hematoxylin and eosin (H&E) section showing acanthosis, papillomatosis, and abnormal pilosebaceous units (10x). B: Higher magnification showing the abnormal epidermis and pilosebaceous units (40x)

	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


