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Fig. 2.  Strong HMB-45 positivity of the tumour cells (×200).

Sir,
Subungual melanoma is a relatively rare disease with a 
reported incidence of between 0.7% to 3.5% of all me-
lanoma cases in the general population (1). Most com-
mon sites of involvement are the big toe, the thumb and 
the index and ring fingers, respectively (2–4). Common 
signs include pigmentation of the nail bed, nail loss, and 
nail destruction, which is sometimes misdiagnosed as 
onychomycosis (5–7). Subungual melanoma has been 
associated with a poor prognosis, with a 10–30% 5-year 
survival, usually attributed to the delay in diagnosis 
(8–11). Early dermoscopic examination and biopsy of 
suspicious lesions, followed by amputation of the digit in 
those proving positive is the treatment of choice (8).

CASE REPORT

A 65-year-old woman presented with a longitudinal 
melanotic lesion of the nail bed of the left index finger 
for one year, associated with destruction of the overlying 
nail. Dermoscopic examination revealed longitudinal 
pigmented streaks in the entire nail plate with haphazard 
pigmentation distributed in a disorderly fashion on the 
cuticle and proximal nail fold  (Hutchinson’s sign). She 
was diagnosed as having subungual melanoma in situ. 
As the patient had already had an ipsilateral mastectomy 
one week earlier with removal of axillary lymph nodes 
because of breast carcinoma, she rejected the nail plate 
biopsy. Approximately 2 years later when she attended 
the plastic surgery outpatient clinic, there was a tumour, 

5 cm in size, involving the entire distal phalanx and 
distal half of the middle phalanx (Fig. 1). Histopatholo-
gical examination, revealed hyperkeratosis, the surface 
epithelium was irregularly acanthotic, with proliferation 
of atypical melanocytic cells at the dermoepidermal  
junction, and there were foci of junctional nest formation. 
In the dermis, there was extensive proliferation of atypical 
melanocytic cells some of which were invading the epi-
dermis. There was extension of tumour cells into the re-
ticular dermis (Clark level IV). Its greatest thickness was  
4 mm. Mitotic figures averaged 5 per high-power field. 
Moreover, there was histological ulceration correlating 
with the thickness of the tumour. Immunohistoche-
mical studies revealed strong HMB-45 positivity of 
the tumour cells (Fig. 2). According to these histopat-
hological findings she was diagnosed as having sub-
ungual melanoma. Afterwards, she underwent finger 
amputation proximal to the metacarpophalangeal joint  
(Fig. 3) and antecubital lymphadectomy. Histopatho-
logic examination of her left antecubital lymphadec-
tomy specimen revealed tumour cells consistent with 
malignant melanoma. Immunohistochemical study was 
positive for HMB-45.

DISCUSSION

An important clue to the diagnosis of subungual me-
lanoma is Hutchinson’s sign, which is characterized 
by extension of brown-black pigment from the nail 
bed, matrix and nail plate onto the adjacent cuticle and 

Fig. 1. The tumour, involving the entire distal phalanx and distal half of the 
middle phalanx.

*Presented as a poster at the 60th Annual Meeting of the American Academy of Dermatology, New Orleans, LA, USA, February 22–27, 2002.
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Fig. 3.  Macroscopy of the amputation material shows tumoral invasion, 
involving the deep tissues of the distal phalanx, interphalangeal articulation 
and distal portion of the middle phalanx.

proximal and/or lateral nail folds (12). In our patient, 
Hutchinson’s sign was very apparent. 

Prominent dermoscopic features observed in me-
lanoma are the association of brown pigmentation 
of the background with longitudinal brown to black 
lines irregular in their coloration, spacing, thickness 
and parallelism. A rare feature, micro-Hutchinson sign 
as defined by the visibility of a pigmentation of the 
cuticle only on dermoscopy, can also be observed in 
subungual melanoma (13). Dermoscopic examination 
of our patient’s longitudinal pigmented lesion revealed 
irregularly thick, spaced, parallel and coloured lines 
associated with a brown background.

The prognosis of subungual melanoma is poor be-
cause most lesions are at an advanced stage at the time 
of diagnosis (14). Approximately 75% of primary tu-
mours have been found to be more than 1.5 mm thick, 
61% invading to level IV or V (13). As with all types of 
melanoma, there is strong relationship between increa-
sing tumour thickness and decreasing survival time. Six 
prognostic factors, including tumour thickness, stage 
at presentation, presence of ulceration, bone invasion, 
and high aneuploid fraction and a low S-phase fraction 
in DNA studies, had been found to be greatly affecting 
patient survival. Although subungual melanoma in our 

patient was diagnosed early, she was operated at an 
advanced stage as a result of her delay in presentation, 
contributing to the poor prognosis.

We believe that early dermoscopic examination and 
biopsy of suspicious lesions, followed by amputa-
tion of the digit in those proving positive, lead to the 
only possibility of curative treatment of subungual  
melanoma.
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