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Subungual Myxoid Neuro� broma on the Thumb*

Sir,
The clinical presentation of neuro� broma of the nail unit is
protean prior to destruction of the nail plate. We report on
an unusual case with pronounced overcurvature associated
with parallel lateral edges.

CASE REPORT

This 60-year-old woman sought advice for an unsightly deformity of
the left thumb of more than 6 years’ duration. The nail plate adhered
tightly to the subungual tissue. There was marked transverse overcurv-
ature, less pronounced longitudinal curvature (Fig. 1) and the lateral
edges were parallel. The distal border of the lunula reached almost
half of the length of the nail plate and was dusky red in its proximal
two-thirds.

Fig. 3. Myxoid neuro� broma with coalescent nests of tumour cellsThe patient did not experience pain and the distal phalanx was
insensitive to pressure. The X-ray performed some weeks previously (H&E ´ 50).
was not available but the patient said that it was ‘‘normal’’. The
clinical diŒerential diagnosis of this obvious subungual tumour
included lipoma, � broma, neuro� broma and giant cell tumour.

Under local anaesthesia the nail plate was avulsed, showing a bulge
in the proximal portion of the visible subungual tissue. After a careful
transverse incision performed in the middle of the length of the lunula,
a smooth yellow tumour, rather � rm in consistency, was seen (Fig. 2).
It was removed by delicate dissection. The use of resorbable sutures
completed the operation. The follow-up was uneventful.

Fig. 4. Uniform cells in a myxoid stroma (H&E ´ 200).

Histopathology showed a relatively well-circumscribed cellular
tumour with a myxoid stroma (Fig. 3). The cells had uniform, small,
oval to slightly bent fusiform, dense nuclei and very sparse cytoplasm
(Fig. 4). There were abundant � ne collagen � bres. Mast cells were
scattered in the ground substance. Protein S-100 stain was positive. A
diagnosis of neuro� broma was made.Fig. 1. Lateral view of the thumb nail.

There was no evidence of generalized von Recklinghausen’s disease.

DISCUSSION

This solitary subungual neuro� broma presented diŒerently to
the diŒuse, digital neuro� broma photographed in Zaias’ text
(1), the article by Fleegler & Zeinowicz (2) and the subungual
� bromatosis reported by Fröhlich (3).

The rare reported cases mainly involve the � ngers (1, 2,
4–6). In the proximal nail fold they produce a longitudinal
groove (1) or a chronic paronychia (2, 5); subungually, they
may result in painful clubbing (6). Tumours of the toes are
less frequent in the subungual location (7–9).
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Lichen Sclerosus et Atrophicus Appearing in Old Scars of Burns from Welding Sparks

Borrelia serology was negative. Further laboratory investigationSir,
showed thyroid function to be normal and a test for antinuclearLichen sclerosus et atrophicus (LSA) is an in� ammatory
antibodies to be negative.

dermatosis of unknown cause. Although it has been reported Skin biopsies obtained from three of the changed lesions on his
in a variety of post-traumatic clinical cases (1–6), we believe trunk and arms revealed hyperkeratosis, the epidermis to be thin and

atrophic, and homogenization of the dermis, with loss of elastic � bresthis to be the � rst report of its having developed in old scars
and the presence of small lymphocytic in� ltrates. The histologicalfrom welding sparks.
picture was consistent with that of LSA. A skin biopsy from an
unchanged scar showed scar tissue only.

CASE REPORT
DISCUSSION

A 46-year-old man, otherwise healthy, who was a sheet-metal worker
and had often done welding over a period of more than 20 years, was There have been several reports of LSA occurring following
referred to the Dermatological Clinic in Lund with a 7-month history trauma. It has been reported under tight clothing (1), at a
of white, � rm plaques developing in many of his old scars left by

vaccination site (2), in a surgical scar (3), on a skin areawelding sparks. Clinical examination revealed multiple porcelain-
treated by radiotherapy (4), after severe sunburn (5) and inwhite, shiny, round, indurated lesions 5–10 mm in diameter on the

front of his trunk. Some of these were surrounded by an erythematous an old burn scar (6). Often, there has been a long delay
halo and had a curious appearance (Fig. 1). Similar but less indurated between the trauma and appearance of the disease. In the case
lesions could be seen on his shoulders and the volar aspects of his reported by MeŒert & Grimwood (6), for example, the timelower arms. The man was certain that his recent skin lesions had

elapsed between the burn and the appearance of LSA wasdeveloped on spots where he had been hit over the years by welding
nearly 50 years.sparks, which had burned holes in his shirts and burned the skin

below. On his trunk and arms there was also a number of small, In our patient, the patches of LSA appeared in areas that
slightly hypopigmented maculae, likewise representing old scars from had been hit by welding sparks, usually at a much earlier time,
welding sparks, which had not changed, however. General examination

and where the ‘‘usual’’ hypopigmented soft burning scars hadrevealed a shiny, white discoloration and sclerosis on the glans and
developed. We are unable to � nd any previous reports of LSAthe shaft of his penis. He had been circumcised early in life. The

genital skin lesions had been present for more than 10 years. following this particular form of cutaneous injury, although
The patient had thought that they represented a normal variant. other reports of LSA indicate that isomorphic phenomena

may occur following trauma of other types.
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