Subungual keratoacanthoma: a case
report

Queratoacantoma subungueal: Relato de Caso

ABSTRACT

Keratoacanthoma is a malignant tumor that is rarely located in the subungual region, but
which has a tendency to recur. Spontaneous regression of these lesions in the nail apparatus
region almost never occurs, and a diftferential diagnosis with other neoplasias, particularly
squamous cell carcinoma, is essential. The authors present the case of a man with a diag-
nosis of subungual keratoacanthoma, which responded well to surgical treatment and had
a favorable development.
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RESUMO

Queratoacantoma ¢é tumoragdo maligna raramente localizada na regiao subungueal, apresentando ten-
déncia a recidiva. A regressao espontinea dessas lesoes na regiao do aparelho ungueal praticamente nao
ocorre, e o diagndstico diferencial com outras neoplasias, principalmente carcinoma espinocelular, ¢
essencial. Apresentamos o caso de um homem com diagnostico de queratoacantoma subungueal, com
boa resposta ao tratamento ciriigico e evolugao favoravel.

Palavras-chave: unhas; ceratoacantoma; falanges dos dedos da mao.

INTRODUCTION

Keratoacanthoma, when located in the nail unit, is an
unusual and destructive form of this neoplasm, which can devel-
op in the nail bed or in the proximal nail fold. In contrast to
other keratoacanthomas, spontaneous regression is rare. The
presence of this tumor type in the nail apparatus region is prob-
lematic, due to the location, the therapeutic choice, and the pos-
sibility of recurrence after local excision.' In this topography, the
tumor may present variations when compared to other loca-
tions, being classically represented by a nodular, painful endoex-
ophytic lesion with a crateriform area filled with keratin.
Histological confirmation of the case is necessary. Therapy
should be based on clinical, radiological, and histological corre-
lation.”
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CASE REPORT

A 60-year-old Caucasian male patient reported the onset
of changes in the right index finger two years earlier, which had
been subsequently treated as onychomycosis without success.
The lesion continued to grow. On clinical examination, he pre-
sented nail dystrophy with plate destruction and exposure of the
nail bed’s lesion (Figure 1), areas with waxy texture to the touch,
and surrounded by hardened keratinized tissue and edema of the
finger. The initial diagnostic impressions included squamous cell
carcinoma, keratoacanthoma, and amelanotic melanoma.The X-
ray of the affected area showed swelling of the soft tissues, but
nevertheless did not reveal osteoarticular abnormalities, suggest-
ing the presence of a (probably) non-compressive superficial
lesion (Figure 2). Direct and cultural mycological tests came out
negative. A decision was then made to do a wedge biopsy for the
removal of a representative specimen of the lesion. The histolog-
ical examination confirmed the keratoacanthoma diagnosis
(Figure 3). In the face of this result, the authors indicated the
surgical excision with complete avulsion of the nail plate and

FIGURE 1: Severe
nail dystrophy,
with destruction
of the nail plate
due to the tumor
bed protrusion

FIGURE 2: Pre-surgical X-ray of the first right finger: bones radiographed
with untouched structures and articular relations preserved
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FIGURE 3: A) HE 40X.
Squamous proliferation
with crateriform center fil-
led with keratin.

B) HE 100X. Squamous
clusters without atypia in
the lesion’s base showing
eosinophilic and large
cytoplasm

removal of the tumor — which encompassed the bed and prox-
imal nail fold, up until the plane close to the bone — and healing
by secondary intention. The histological examination of the
specimen has confirmed the presence of a keratoacanthoma
with free margins, leading to a recommendation of the total
removal of the tumor. In the post-excisional follow-up of the
lesion, there was no evidence of recurrence in the late post-
operative period.

DISCUSSION

The keratoacanthoma involving the nail and periungual
tissue is a keratinocyte neoplasm that is rarely found at these
body sites. It has a destructive development and sometimes
affects the underlying bone structures through tumor compres-
sion. It is a rare and aggressive variant of the classic keratoacan-
thoma, and tends to appear on the first three fingers — particu-
larly on the index finger — however it can also occur on the toes.
The tumor usually occurs in middle aged Caucasian men. It can
be solitary, multiple, eruptive or familiar."*>* The clinical picture
differs from that of the traditional keratoacanthoma, for in the
subungual form there is usually pain, early and fast growth, and
underlying bone compression. On clinical examination it pres-
ents as a verrucous or hyperkeratotic nodule in the nail bed,
along the distal edge of the nail, often in association with partial
onycholysis. In the proximal portion of the subungual tissue, the



Keratoacanthoma in the nail

tumor can arise as a lesion similar to paronychia. In contrast to
keratoacanthoma that occurs at other body sites, spontancous
regression 1s rare. The differential diagnosis of a painful and
nodular lesion in the distal phalanx includes: dermoid cyst, com-
mon wart, subungual exostosis, amelanotic melanoma, squa-
mous cell carcinoma, and subungual keratoacanthoma."” Due to
its fast growth, the digital keratocanthoma often causes erosion
or bone compression. The radiological finding is a cup-shaped
defect in the terminal phalanx. The bone damage usually
resolves after tumor excision.”” Subungual keratoacanthomas
tend to have less inflammation and increased invasion in deeper
planes, and can be present in cases of pigmentary incontinence
such as with Bloch-Sulzberger syndrome.™*

The histopathology is similar to that of the keratoacan-
thoma that occurs in other areas, typically revealing parakeratosis
and epidermal hyperkeratosis with the center filled with keratin.
1 On the other hand, the digital keratoacanthoma’s typical char-
acteristics include: vertical orientation, presence of many
dyskeratotic cells, scarce eosinophils and neutrophils in the
epithelium, and reduced fibrosis in its base. It is important to dif-
ferentiate the keratoacanthoma from the squamous cell carcino-
ma in order to allow for a better therapeutic choice and assess-
ment of prognosis. Both can clinically present pain, inflamma-
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tion, or destruction of the distal phalanx.">** Radiologically, the
subungual keratoacanthoma is almost indistinguishable from the
subungual squamous cell carcinoma. Nonetheless, keratoacan-
thoma causes a lesion in the distal phalanx that has well-defined
borders and grows but does not penetrate the bone.
Furthermore, the keratoacanthoma usually occurs in patient’s in
their 50s, whereas the squamous cell carcinoma usually occurs
in patient’s in their 70’ and is slower growing.'** Curettage and
local excision are indicated by many authors as the initial treat-
ment of choice for digital keratoacanthoma. 6 Recurrences,
however, are common and are probably related to the tumor’s
tendency for deeper planes of invasion and close connection to
underlying bone structures. Due to its ability to correctly define
tumor margins, Mohs surgery can help in reducing recurrences
and thus avoid involvement of the fingertip. Amputations have
been reported in cases of multiple recurrences, extensive bone
destruction, or where the differentiation from squamous cell
carcinoma is difficult. Other treatments with non-surgical pro-
cedures have been used in specific cases with varying results."”
The present case exhibited aspects — such as the lack of an initial
diagnosis, the fact that it was treated as onychomycosis, and that
there was a necessity to carry out a biopsy (as in cases of tumor
lesions in the nail apparatus) — that drew the authors’ attention.®
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