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A 47-year-old man presented with a 3-year history of a gradually enlarging lesion on the proximal nail fold of his right
index finger. He reported tenderness with occasional nail
splitting. There was no history of prior trauma. Treatment
included intermittent application of topical neomycin, bacitracin, and polymixin B without significant improvement.
Past medical history was unremarkable. Physical examination revealed a pink scaly papule at the proximal nail fold
with adjacent yellow-brown thickening of the lateral nail
plate (Fig. 1a). There was full range of motion of the inter

phalangeal joint. The patient’s other fingernails and toenails
were within normal limits. The differential diagnosis at the
time of biopsy included: glomangioma, matrix nevus, digital
mucous cyst, and squamous cell carcinoma.
A punch biopsy of the medial nail fold was performed.
The plate demonstrated longitudinal channels with areas
of abrupt parakeratotic keratinization. There was an associated deep fibrous proliferation with papillations lined
by thin epithelium (Fig. 1b and c).
What is your diagnosis? See next page for answer.

Fig. 1. (a) Longitudinal thickening of the medial nail plate with yellow-brownish discoloration and pink, edematous, scaly papule of the medial nail fold.
(b) Cavity within the nail plate filled with serous fluid and onychocytic epithelium (c) Lobulated fibrous proliferation topped by bland epithelium without a
granular layer. (H&E; original magnification × 20 and × 10, respectively).
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Diagnosis: Onychomatricoma
Onychomatricoma is a rare, benign, subungal tumor of
the nail matrix. It most commonly affects middle-aged
patients, with presentation more commonly on fingernails
than toenails (1, 2). There have been approximately 37 reported cases to date (3, 4). Clinical characteristics include
longitudinal thickening of the nail plate with transverse
over-curvature, yellow-white discoloration, splinter hemorrhages, nail ridging, and multiple longitudinal hollows (1,
3). Secondary fungal infection can occur in the dystrophic
nail and may make diagnosis difficult (1, 2). Radiographic evaluation reveals a lack of osseous involvement (1).
Patients generally present due to aesthetic displeasure or
functional impairment rather than due to pain (1). The
differential diagnosis includes: glomus tumor, subungual
verruca vulgaris, subungal exostosis, acral fibrokeratoma,
pyogenic granuloma, malignant melanoma, and squamous
cell carcinoma (2, 3).
Biopsy shows a fibro-epithelial tumor originating from
the nail matrix (3). The tumor exhibits both distal and
proximal involvement with each demonstrating stromal
and epithelial components (3). The distal area of growth
extends from the lunula, and contains many, papillary
protrusions with a fibrous center and overlying epithelium
(1). These protrusions extend into tiny cavities in the nail
plate, appreciated as transparent channels on transverse
sectioning of the nail plate (1, 2). Both distal and proximal
areas contain keratogenous areas manifested by “ungal
spurs” in the proximal area and thickening of the underside
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of the nail plate distally (5). Immunoperoxidase staining
shows the matrical tumor to be CD34 positive. S100 antibody, epithelial membrane antigen, desmin, smooth muscle
actin, and nuclear beta catenin are negative (6).
Excision of the nail matrix incorporating uninvolved
areas proximal to the tumor is advised for complete histopathological examination of the nail plate and to avoid
potential return of the lesion (2, 3, 6, 7). Post-treatment
clinical monitoring is recommended given the possibility
of recurrence. Malignant transformation has not been
reported.
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