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A n otherwise healthy 17-month-old girl 
presented with a well-defined, yellow-
orange oval plaque with alopecia on her 

left scalp since birth (Figure 1). It had been grow-
ing proportionately with her. The child’s plaque 
was consistent with a nevus sebaceous. Follow-
up was planned for age 4–5 years, when the child 
would be able to participate in the decision for its 
removal.

A nevus sebaceous is a congenital hamartoma 
usually found on the head and neck, with a preva-
lence of 0.3% in newborns.1 It consists of hyper-
plasia of the sebaceous glands with overlying alo-
pecia, as mature hair follicles are absent. The 
differential diagnosis includes aplasia cutis con-
genita, an epidermal nevus and a mastocytoma. In 
infancy, it is usually smooth but may also be raised 
and verrucous, representing papillomatous hyper-
plasia and immature hair follicles. During puberty, 
because of hormonal influence on sebaceous and 
apocrine glands, it can undergo rapid growth and 
can become more verrucous.2 A larger nevus seba-
ceous can also have associated eye and neurologic 
anomalies (nevus sebaceous syndrome).3 

Over time, both benign and malignant growths can occur 
within the nevus sebaceous.2,3 The necessity and timing of 
excision is controversial. In the past, the incidence of basal cell 
carcinoma was thought to be as high as 22%; however, this 
was an overestimate due to misdiagnosis of secondary adnexal 
growth, such as benign trichoblastomas and basal cell hyper-
plasia.2,4 Recent studies have shown low rates of malignant 
transformation, ranging from 0% to 0.8%.3–5 The benefits of 
early excision of a nevus sebaceous should be weighed against 
the risks associated with general anesthesia as compared with 
later excision under local anesthesia. Regular follow-up for 
observation of a nevus sebaceous is another reasonable 
option. Determination of observation versus excision should 

involve shared decision-making between the physician, parent 
and patient.
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Figure 1: A yellow-orange plaque with alopecia overlying the left temporal scalp of a 
17-month-old girl.
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